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Anyway, things you have to learn, right?

Well, thanks a lot. I appreciate everybody being here today. And
I appreciate working with Democrat Leader Eshoo. We enjoyed
working together last Congress, and we will continue to do so. We
have a lot of things before us.

But the subcommittee will come to order. And the Chair now rec-
ognizes himself for 5 minutes for an opening statement.

OPENING STATEMENT OF HON. BRETT GUTHRIE, A REP-
RESENTATIVE IN CONGRESS FROM THE COMMONWEALTH
OF KENTUCKY

As we turn the page on both 2022 and the 117th Congress, thou-
sands of Americans and their families are still reeling from failures
by this administration and the last Congress to meaningfully ad-
dress one of the greatest public health threats of our lifetimes, the
fentanyl crisis.

Over the past several years, the United States has seen a his-
toric rise of drug overdoses, driven by an increased supply of syn-
thetic opioids such as illicit fentanyl analogs. In 2021 alone, there
were over 107,000 drug overdoses reported, according to the Cen-
ters for Disease Control and Prevention, and over 60,000 of these
were caused by synthetic opioids. My home State of Kentucky expe-
rienced a 14 percent jump in drug overdose deaths between 2020
and 2021, with over 70 percent of these deaths being caused by
fentanyl alone.

Sadly, you cannot go a week without reading or hearing about
the stories of mothers, sons, sisters, brothers, and cherished friends
and even babies losing their lives to fentanyl overdoses.

How could this be possible? We don’t have to look farther than
the crisis right now at our southern border. Since last October, Oc-
tober of last year, our Border Patrol authorities have seized over
7,000 pounds of illicit fentanyl at our southwest border. This is on
top of the over 14,000 pounds of illicit fentanyl seized the prior
year. The dual crises, both the fentanyl and border crises, have ef-
fectively turned every community across the United States into a
border community.

Fortunately, this very subcommittee has the ability to take ac-
tion and do what we know will work to help keep illicit fentanyl
out of our communities and save lives.

One of the bills before us today, H.R. 467, the Halt All Lethal
Trafficking of Fentanyl Act, also known as the HALT Fentanyl Act,
would take the critical step of permanently scheduling all fentanyl-
related substances as Schedule I drugs under the Controlled Sub-
stances Act.

Congress has enacted temporary extensions several times over
the last few years. These continued temporary solutions are not
sustainable. We need a permanent solution and must pass the
HALT Fentanyl Act now. Doing so will be my top priority as long
as I am chairman of this Health Subcommittee.

I want to address the demand for illegal and dangerous drugs
here in the United States while simultaneously focusing on support
for recovery services for those who want help. We will have an op-
portunity later this year to reauthorize key parts of the SUPPORT
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Act, and we will be able to examine how to get people into recovery
and keep them safe.

But if we have learned anything over the past few years, it is
that these illicit fentanyl analogs are an entirely different class of
drugs than any other deadly substance that our country has faced
thus far and has the ability to make other illegal drugs that much
more lethal.

Further, the Block, Report, and Suspend Suspicious Shipments
Act, introduced by one of our newest subcommittee members, Rep-
resentative Harshbarger, would also address the overdose crisis.
This bill would require drug manufacturers and distributors to re-
port all suspicious shipments of controlled substances to the Drug
Enforcement Agency and require these entities to decline to fill
such orders.

Fighting the overdose epidemic necessitates a multipronged ap-
proach and a strong partnership between the public and private
sectors, which this legislation accomplishes. I thank Representative
Harshbarger for leading on this issue.

The other important pieces of legislation before us today are
equally as focused on protecting the sanctity of life. The 988 Life-
line Cybersecurity Act would ensure that the lifesaving 988 Suicide
and Crisis Hotline is protected from cyber vulnerabilities.

This comes after the lifeline suffered a cyber attack in early De-
cember which resulted in an hours-long outage of the lifeline. This
cannot happen again, and I look forward to moving this bill
through committee.

Finally, we are examining legislation to permanently ban the use
of quality-adjusted life years in all publicly funded healthcare pro-
grams like Medicare and Medicaid. It is long overdue for Congress
to take the necessary step of banning QALYs. With the Protecting
Health Care for All Patients Act before us today, this would be fi-
nally achieved.

Such policies arbitrarily put a value on someone’s life and are es-
pecially discriminatory towards those living with disabilities. A life
worth living is always a life worth saving, regardless of someone’s
health status. I know this bill is personal and very important to
our chair of the full committee, Chair McMorris Rodgers.

I urge all of my colleagues on this subcommittee to support these
four bills before us today.

Thank you, and I yield back.

[The prepared statement of Mr. Guthrie follows:]
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Opening Statement for the Honorable Brett Guthrie
As Prepared for Delivery

“Lives Worth Living: Addressing the Fentanyl Crisis, Protecting
Critical Lifelines, and Combatting Discrimination Against Those
with Disabilities”

February 1, 2023
As we turn the page on both 2022 and the 117® Congress,
thousands of Americans and their families are still reeling from failures
by this Administration and the last Congress to meaningfully address
one of the greatest public health threats of our lifetimes: the fentanyl

Crisis.

Over the past several years, the United States has seen an historic
rise of drug overdoses, driven by an increased supply of synthetic
opioids, such as illicit fentanyl analogs. In 2021 alone, there were over
107,000 drug overdoses reported, according to the Centers for Disease
Control and Prevention, and over 60,000 of these were caused by
synthetic opioids. My home state of Kentucky experienced a 14 percent

jumped in drug overdose deaths between 2020 and 2021, with over 70



5
percent of these deaths being caused by fentanyl alone. You sadly
cannot go a week without reading or hearing about stories of mothers,
sons, sisters, brothers, cherished friends, and even babies, losing their

lives to a fentanyl overdose.

How could this be possible? Well don’t have to look farther than
the crisis right now at our southern border. Since October of last year,
our border patrol authorities have already seized over 7,000 pounds of
illicit fentanyl at our Southwest Border. This is on top of the over 14,000
pounds of illicit fentanyl seized the year prior. The dual crises, both the
fentanyl and border crisis, have effectively turned every community

across the United States into a border community.

Fortunately, this very subcommittee has the ability to take action
and do what we know will work to help keep illicit fentanyl out of our
communities and save lives. One of the bills before us here today, H.R.
467, the Halt All Lethal Trafficking of Fentanyl Act, also known as the
HALT Fentanyl Act, would take the critical step of permanently

scheduling all fentanyl-related substances as Schedule I drugs under the
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Controlled Services Act. Congress has enacted temporary extensions
several times over the last few vears. These continued temporary
solutions are not sustainable — we need a permanent solution and must
pass the HALT Fentanyl Act now. Doing so will be my top priority for

as long as [ am Chair of the Health Subcommittee.

To be clear, 1 want to acknowledge that we must also address the
demand for illegal and dangerous drugs here in the United States. We
will have an opportunity later this year to reauthorize key parts of the
SUPPORT Act, and be able to examine how to get people into recovery
and keep them safe. But if we’ve learned anything over the past few
years, it’s that these illicit fentanyl analogs are an entirely different class
of drugs than any other deadly substances that our country has faced
thus far and have the ability to make other illegal drugs that much more

lethal.

Further, The Block, Report, and Suspend Suspicious Shipments Act,
introduced by one of our newest Subcommittee members Representative

Harshbarger, would also address the overdose crisis. This bill would
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require drug manufacturers and distributors to report all suspicious of
controlled substances to the Drug Enforcement Agency and require these
entities to decline to fill such orders. Fighting the overdose epidemic
necessitates a multipronged approach and a strong partnership between
the public and private sectors, which this legislation accomplishes. [

thank Representative Harshbarger for leading on this issue.

The other important piece of legislation before us today are equally
as focused on protecting the sanctity of life. The 9-8-8 Lifeline
Cybersecurity Act would ensure that the lifesaving 9-8-8 suicide and
crisis hotline is protected from cyber vulnerabilities. This comes after
the lifeline suffered a cyber-attack, in early December, which resulted in
an hours-long outage of the lifeline. This cannot happen again, and 1

look forward to moving this bill through committee.

Finally, we are examining legislation to permanently ban the use of
quality-adjusted life years in all publicly funded health care programs,
like Medicare and Medicaid. It is long overdue for Congress to take the

necessary step of banning QALYs, which the Protecting Health Care for
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All Patients Act that’s before us today would finally achieve. Such
policies arbitrarily put a value on someone’s life and are especially
discriminatory toward those living with disabilities. A life worth living
is always a life worth saving, regardless of someone’s health status. |

know this bill is personally very important to Chair Rodgers.

I urge ali of my colleagues on the subcommittee to support these

four bilis before us today.

Thank you, and I vield back.
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Mr. GUTHRIE. The Chair now recognizes the subcommittee rank-
ing member, Ms. Eshoo, for 5 minutes for an opening statement.

OPENING STATEMENT OF HON. ANNA G. ESHOO, A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF CALI-
FORNIA

Ms. EsHOO. Well, good morning, everyone.

And thank you, Mr. Chairman. And, first of all, my warmest con-
gratulations to you on becoming the chairman of this, what I think
is an extraordinary Health Subcommittee.

And welcome to the new members of this subcommittee. You are
going to love serving here. And I know, from this side of the aisle,
that we look forward to working with you for the benefit of the
American people.

Our first hearing today focuses on an issue this subcommittee
has been struggling with for nearly 25 years, the opioid crisis.

Over 900,000 Americans have died from opioids since 1999, in-
cluding more than 107,000 deaths in just the last year. The country
has had three waves of opioid deaths: prescription opioids, heroin
opioids, and now fentanyl.

Fentanyl is a synthetic opioid that is up to 50 times stronger
than heroin and 100 times stronger than morphine. According to
the CDC, over 66 percent of the overdose deaths in 2021 were
caused by fentanyl.

Today, our subcommittee considers H.R. 467, the HALT Fentanyl
Act, to address this epidemic.

What is unfortunate is that the HALT Fentanyl Act does nothing
to change the status quo. For the past 5 years, all fentanyl-related
substances have been considered Schedule I drugs. The HALT
Fentanyl Act would continue that scheduling.

Scheduling doesn’t stop deaths. Since 2018, when fentanyl-re-
lated substances first became Schedule I, fentanyl deaths have
risen by over 50 percent. So we have to do much more to save lives.

First, I think we need to stop the supply of illicit fentanyl. We
are making progress through record-breaking DEA seizures. For
example, last year the DEA seized 10,000 pounds of illicit fentanyl
powder—10,000 pounds. I mean, it is so difficult to get your head
wrapped around these figures.

There is another part of this, though, and it isn’t really very
often spoken about. I believe that we have broken gun laws. In this
case, Mexican cartels are trading—they are trading illicit fentanyl
for readily available American guns. We need to stop this so-called
“iron river” of death between our two countries.

Another major contributing factor to overdoses is the difficulty
finding treatment. According to SAMHSA, only 11 percent of peo-
ple—only 11 percent, so 89 percent of people with opioid addiction
do not receive medication-assisted treatment.

Importantly, in December, Congressman Tonko’s MAT Act be-
came law. The new law eliminates bureaucratic guardrails that
limit the availability of medication-assisted treatment. Medication-
assisted treatment is proven to reduce overdose deaths and curb il-
licit drug use.

Naloxone is another miracle medicine that saves lives. Anyone
can use it to rapidly reverse opioid overdose. And I commend the
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FDA’s recent work to make naloxone available over the counter.
And I urge all the makers of this drug, including Emergent and
Kaleo, to begin switching their product labels from prescription to
over-the-counter.

I look forward to hearing from ONDCP, SAMHSA, and the DEA
today about what else Congress should do to change the status quo
and save lives.

We will also hear two other bills unrelated to fentanyl. H.R. 498,
the 988 Lifeline Cybersecurity Responsibility Act, is a common-
sense bill that requires the 988 network administrator to report po-
tential cybersecurity threats to SAMHSA immediately upon dis-
covery. I support that bill.

H.R. 485 is focused on ending the Federal Government’s use of
quality-adjusted life years metrics, also known as QALYs. I support
ending the use of discriminatory QALYs, because the metric de-
values the lives of people with disabilities.

So I look forward to learning more about the bill and its impact,
Mr. Chairman, during today’s hearing.

So congratulations once again. It is your opening day. And,
again, look forward to working with you.

And I yield back.

[The prepared statement of Ms. Eshoo follows:]
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Committee on Energy and Commerce

Opening Statement as Prepared for Delivery
of
Subcommittee on Health Ranking Member Anna Eshoo

Hearing on “Lives Worth Living: Addressing the Fentanyl Crisis, Protecting Critical
Lifelines, and Combatting Discrimination Against Those with Disabilities”

February 1, 2023

Good morning everyone and thank you Mr. Chairman. First of all, my warmest
congratulations to you on becoming the Chairman of what I think is an extraordinary Health
Subcommittee, and welcome to the new members of this Subcommittee. You are going to love
serving here, and 1 know from this side of the aisle that we look forward to working with you for
the benefit of the American people.

Our hearing today focuses on an issue this Subcommittee has been struggling with for
nearly 25 years — the opioid crisis. Over 900,000 Americans have died from opioids since 1999,
including more than 107,000 deaths in just the last year. The country has had three waves of
opioid deaths — prescription opioids, heroin, opioids, and now fentanyl. Fentany! is a synthetic
opioid that is up to 50 times stronger than heroin and 100 times stronger than morphine.
According to the CDC, over 66% of the overdose deaths in 2021 were caused by fentanyl.

Today, our Subcommittee considers H.R. 467, the HALT Fentanyl Act to address this
epidemic. What’s unfortunate is that the HALT Fentanyl Act does nothing to change the status
quo. For the past five years, all fentanyl-related substances have been considered schedule 1
drugs. The HALT Fentanyl Act would continue that scheduling. Scheduling doesn’t stop deaths.
Since 2018, when fentanyl-related substances first became Schedule 1, fentany! deaths have risen
by over 50 percent. So we have to do much more to save lives. First, I think we need to stop the
supply of illicit fentanyl. We are making progress through record-breaking DEA seizures. For
example, last year, the DEA seized 10,000 pounds of illicit fentanyl powder. 10,000 pounds, 1
mean it’s so difficult to get your head wrapped around these figures. There’s another part of this
though and it isn’t very often spoken about. I believe that we have broken gun laws, in this case
Mexican cartels are trading illicit fentanyl for readily-available American guns. We need to stop
this so-called iron river of death between our two countries. Another major contributing factor to
overdoses is the difficulty finding treatment. According to SAMHSA, only 11% of people, only
11%, so0 89% of people with opioid addiction do not receive medication-assisted treatment.
Importantly, in December, Rep. Tonko’s MAT Act became law. The new law eliminates
bureaucratic guardrails that limit the availability of medication-assisted treatment. Medication-
assisted treatment is proven to reduce overdose deaths and curb illicit drug use.

Naloxone is another miracle medicine that saves lives. Anyone can use it to rapidly
reverse opioid overdose, and I commend the FDA’s recent work to make naloxone available over
the counter, and I urge all naloxone makers, including Emergent and Kaleo, to begin switching
their products’ labels from prescription to over the counter. I look forward to hearing from
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ONDCP, SAMHSA, and the DEA today about what else Congress should do to change the status
quo and save lives. We will also hear two other bills unrelated to fentanyl.

H.R. 498, the 9-8-8 Lifeline Cybersecurity Responsibility Act is a commonsense bill that
requires the 9-8-8 network administrator to report potential cybersecurity threats to SAMHSA
immediately upon discovery. I support that bill. H.R. 485, is focused on ending the federal
government’s use of Quality Adjusted Life Years metrics also known as “QALYs.” I support
ending the use of discriminatory QALY's because the metric devalues the lives of people with
disabilities. So Ilook forward to learning more about the bill and its impact Mr. Chairman during
today’s hearing.

So congratulations once again, it’s your opening day and again I look forward to working
with you

I yield back.
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Mr. GUTHRIE. Thank you very—I thank the gentlelady for yield-
ing back.

And the Chair will now recognize the chair of the full committee,
Mrs. McMorris Rodgers, for 5 minutes for an opening statement.

OPENING STATEMENT OF HON. CATHY McMORRIS RODGERS,
A REPRESENTATIVE IN CONGRESS FROM THE STATE OF
WASHINGTON

Mrs. RODGERS. Thank you, Mr. Chair.

Welcome, everyone, to the legislative hearing titled “Lives Worth
Living: Addressing the Fentanyl Crisis, Protecting Critical Life-
lines, and Combating Discrimination Against Those with Disabil-
ities.” We will hear from a diverse panel on how we can advance
solutions that will help people in need of hope and healing in our
communities.

Last month, the Energy and Commerce Republicans held a
roundtable on the fentanyl crisis, and we heard from Deb and Ray
Cullen, who had lost their son, Zach. They told us they will never
forget the moment that the police showed up at their door asking
if they were Zach’s parents. He was just 9 days past his 23rd birth-
day, and he was targeted and poisoned by a drug dealer.

Today, we will hear from Molly Cain from my hometown of Spo-
kane, Washington. She lost her son, Carson, to fentanyl poisoning
when he was also 23 years old.

Deb, Ray, and Molly have experienced immeasurable pain from
losing their children, and they deserve justice. That is why Reps
Griffith and Latta are working on the HALT Fentanyl Act. This bill
would permanently place fentanyl-related substances into Schedule
I of the Controlled Substances Act and make sure that our law en-
forcement can keep these weapons-grade poisons off the streets.

Unfortunately, the administration is proposing to treat these
deadly poisons differently from fentanyl and other currently sched-
uled fentanyl-related substances. The administration supports ex-
empting the entire class from mandatory minimums that are typi-
cally imposed upon drug dealers, drug traffickers, preventing law
enforcement from stopping those who would bring deadly sub-
stances into our communities.

If the temporary legislation were to expire, it would mean the
criminals who kill people like Zach and Carson could keep traf-
ficking these lethal substances with little consequences. So let’s
make it permanent.

And I am hopeful that we can work together, both sides of the
aisle, to make sure that we take action that will punish those who
make and import and distribute these poisons to our children.

I also want to recognize Mrs. Harshbarger’s bill in introducing
the Block, Report, and Suspend Suspicious Shipments Act.

The opioid epidemic is fueled in part by suspiciously large ship-
ments of pain medication being delivered across the country, espe-
cially in places like Tennessee and West Virginia. This bill would
stop this practice and save lives by requiring drug manufacturers
and distributors that discover a suspicious order for controlled sub-
stances to halt the order and report the information to DEA.

Additionally, just last month we learned about a cyber attack on
the 988 Suicide and Crisis Lifeline. This lifeline is a network of
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local crisis centers that promotes emotional support to people in su-
icidal crisis or emotional distress. It is a critical tool that was es-
tablished by the bipartisan work of this committee, and we must
ensure that it is protected from future cyber threats.

Representative Obernolte’s 988 Lifeline Cybersecurity Responsi-
bility Act would do just that. It requires coordination and reporting
to improve cybersecurity protections for the 988 Lifeline.

Finally, we will discuss why it is important to take action to pro-
tect people with disabilities with the Protecting Health Care for All
Patients Act. It would ban quality-adjusted life years, or QALYs,
that discriminate against people with disabilities and patients with
debilitating or life-threatening health conditions.

QALYs undervalue treatments for patients who have shorter life-
spans than others. In countries with QALYs, the most vulnerable
get pushed to the back of the line for treatment. People like those
with cystic fibrosis, ALS, or people like my son with Down syn-
drome, the government says that their lives don’t matter as much.
They are not valuable enough.

In America, where we have led the world in amazing medical
breakthroughs and innovation, we must ban QALYs and strongly
affirm that every life is worth living. It is my sincere hope that we
can move forward on this bill with bipartisan support.

Families need hope. And there is inherent dignity in every
human life. And that is why we are coming together today in our
first legislative hearing this Congress, and I look forward to hear-
ing more.

I appreciate everyone being here to testify as we work together
to promote life, liberty, and the pursuit of happiness for all.

Thank you, and I yield back.

[The prepared statement of Mrs. Rodgers follows:]
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Congresswoman Cathy McMorris Rodgers
Health Subcommittee Hearing
February 1, 2023
Opening Statement
As Prepared for Delivery

INTRO
Welcome to our legislative hearing titled, “Lives Worth Living: Addressing

the Fentanyl Crisis, Protecting Critical Lifelines, and Combatting
Discrimination Against Those with Disabilities.”

We will hear from a diverse panel on how we can advance solutions that
will help people in need of hope and healing in our communities.

FRS / HALT / BLOCK

Last month, Energy & Commerce Republicans held a roundtable on the
fentanyl! crisis.

We heard from Deb and Ray Cullen who lost their son, Zach.

They told us they will never forget the moment the police showed up to
their door asking if they were Zach’s parents.

He was just 9 days past his 23™ birthday when he was targeted and
poisoned by a drug dealer.

Today, we'll hear from Molly Cain from my hometown of Spokane,
Washington.

She lost her son Carson to a fentany! poisoning when he was also 23 years
old.

Deb, Ray, and Molly have experienced immeasurable pain from losing their
children...
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... and they deserve justice.

That is why Reps. Griffith and Latta are leading on the HALT Fentanyl Act.

This bill would permanently place fentanyl-related substances into
Schedule | of the Controlled Substances Act... and make sure our law
enforcement can keep these weapons-grade poisons off our streets.

Unfortunately, the Biden administration is proposing to treat these deadly
poisons differently from fentanyl and other currently scheduled fentanyl
related substances.

The administration supports exempting the entire class from mandatory
minimums that are typically imposed upon drug traffickers, preventing law
enforcement from stopping those who bring deadly substances into our
communities.

If the temporary legislation were to expire, it would mean the criminals
who killed people like Zach and Carson could keep trafficking these lethal
substances with little consequences. So let's make it permanent.

| am hopeful that my colleagues on the other side of the aisle will work with
us to punish those who make, import, and distribute these poisons to our
children.

| also want to recognize Rep. Harshbarger’s leadership in introducing the
Block, Report, And Suspend Suspicious Shipments Act.

The opioid epidemic is fueled, in part, by suspiciously large shipments of
pain medication being delivered across the country — particularly in places
like Tennessee and West Virginia.

This bill would help stop this practice and save lives by requiring drug
manufacturers and distributors that discover a suspicious order for
controlled substances to halt the order and report the information to DEA.
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Additionally, just last month, we learned about a cyber-attack on the 9-8-8
Suicide & Crisis Lifeline.

This lifeline is a network of local crisis centers that provides emotional
support to people in suicidal crisis or emotional distress.

It's a critical tool that was established by the bipartisan work of this
Committee, and we must ensure that it is protected from future cyber
threats.

Rep. Obernolte’s 9-8-8 Lifeline Cybersecurity Responsibility Act would do
just that — it requires coordination and reporting to improve cybersecurity
protections for the 988 lifeline.

QALY

Finally, we will discuss why we must take action to protect people with
disabilities with the Protecting Health Care for All Patients Act.

it would ban Quality Adjusted Life Years or QALYs that discriminate against
people with disabilities and patients with debilitating or life-threatening
health conditions.

QALYs undervalue treatments for patients who have shorter life spans than
others.

In countries with QALY’s, the most vulnerable get pushed to the back of the
line for treatment...

.... People like those with cystic fibrosis, ALS, and people like my son with
Down syndrome.

The government says their lives don’'t matter. They aren’t valuable enough.
In America—where we have led the world in amazing medical

breakthroughs and innovation—we must ban QALY’s and strongly affirm
that every life is worth living.
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It is my sincere hope we can move forward on this bill in a bipartisan way.
Families need hope—not a government that has power over life and death.
CLOSING
There is inherent dignity in every human life.

That is what we are coming together around today in our first legislative
hearing this Congress...

... and I look forward to learning more today on how we can work together
to promote life, liberty, and the pursuit of happiness for all.

Thank you and | yield back.
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Mr. GUTHRIE. I thank the chair for yielding back.
The Chair recognizes the ranking member of the full committee,
Mr. Pallone, for 5 minutes.

OPENING STATEMENT OF HON. FRANK PALLONE, Jr., A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW JER-
SEY

Mr. PALLONE. Thank you, Chairman Guthrie.

And T believe the top priority of this subcommittee is ensuring
all Americans have access to quality and affordable health coverage
so they can live long and healthy lives.

And I am also proud of this subcommittee’s work in the last Con-
gress, which is a testament to the life-changing and lifesaving poli-
cies we can achieve if we work together.

Last Congress, we passed landmark laws that make healthcare
and prescription drugs more affordable; we expanded access to
healthcare, including to children and mothers, through CHIP and
Medicaid; we equipped the Food and Drug Administration and the
Centers for Disease Control and Prevention with critical tools and
resources to maintain and enhance our Nation’s public health; and
we made significant investments to address the mental health and
substance use disorder crisis, including implementing historic pol-
icy reforms to address the overdose crisis. Specifically, we included
the MAT Act, which will increase access to lifesaving treatments
for those experiencing substance use disorders.

We accomplished a tremendous amount, and I commend every
member of the subcommittee for their dedication and hard work.

Now, today, we will discuss the scourge that is illicit fentanyl
and fentanyl-related substances, which have caused so much harm
and death to our families, friends, and constituents.

The policies passed in the fiscal year 2023 omnibus in December,
some of which I just mentioned, are concrete examples of the work
we are doing to save lives.

I am disappointed that our first hearing in the Health Sub-
committee does not build on the successes of last Congress but,
rather, that my Republican colleagues have chosen to take a dif-
ferent route with the partisan HALT Fentanyl Act.

We have learned time and time again that we cannot incarcerate
our way out of a public health crisis and that a broader public
health approach is needed to address what is at its root a health
problem.

Moreover, my Republican colleagues were unwilling to consider
any Democratic bills to address the overdose crisis for inclusion in
this hearing, and that is disappointing. If Republicans are serious
about finding a long-term solution, then they should be willing to
discuss bipartisan, evidence-based policies to address the substance
use and overdose crisis.

One such bill is the bipartisan Save Americans from the
Fentanyl Emergency Act, which was introduced by Representatives
Pappas, Newhouse, and Gonzales. This legislation reflects the ad-
ministration’s comprehensive approach to address the fentanyl cri-
sis. Our Nation’s law enforcement and public health agencies both
agreed to this approach.
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I am disappointed that this bill was not included in the hearing,
as well as many other bipartisan bills that would help us address
the overdose crisis. Representative Tonko’s bipartisan Reentry Act
would ensure that individuals transitioning out of the justice sys-
tem and into our communities have access to treatment for sub-
stance use disorders.

We are also considering a bill today to ban the use of quality-ad-
justed life years, often referred to as QALYs, in value measure-
ments and price determinations set by Federal agencies and States.

While I appreciate and respect the perspective of those in the
disability community about any economic metrics that value cer-
tain lives differently, I fear this bill is a solution in search of a
problem. Federal law already prohibits the use of QALYs in Medi-
care, and Medicaid is required to cover, with limited exceptions,
every outpatient drug covered by the program if a manufacturer
has a rebate agreement in place.

As I mentioned earlier, Democrats delivered on our promise to
lower drug prices last year with the enactment of the Inflation Re-
duction Act. That new landmark law provides the Secretary of
Health and Human Services with the authority to negotiate lower
drug prices for Medicare beneficiaries for the first time, while also
explicitly prohibiting the use of QALYs in this process.

I fear this bill would be a Trojan horse that goes far beyond just
banning QALYs by potentially banning all other kinds of ways of
measuring a drug’s value. This would result in artificially keeping
drug prices and healthcare costs high while also tying the hands
of the Federal Government in determining the value of healthcare
services and treatments.

So, again, if my Republican colleagues want to discuss how to
best protect the disability community, we should consider the im-
pacts of proposed cuts that the Republican majority wants to make
in exchange for a debt ceiling increase.

The Republican Study Committee’s budget for fiscal year 2023
calls for cutting Medicaid and CHIP by $3.6 trillion and cutting
Medicare by $2.8 trillion. These drastic cuts will be devastating for
the millions of people with disabilities who rely on Medicaid for
their health and well-being.

The Republican plan to slash and burn Medicaid is an existential
threat to a major source of health insurance for individuals with
disabilities, and Democrats will aggressively oppose these cuts.

As for today’s hearing, I welcome the discussion on how we move
forward to address the fentanyl crisis, and I hope that in the com-
ing weeks the subcommittee can discuss bipartisan solutions that
were unfortunately not included in this hearing today.

And, with that, I yield back, Mr. Chairman.

[The prepared statement of Mr. Pallone follows:]



21

Committee on Energy and Commerce

Opening Statement as Prepared for Delivery
of
Ranking Member Frank Pallone, Jr.

Health Subcommittee Hearing on “Lives Worth Living: Addressing the Fentanyl Crisis,
Protecting Critical Lifelines, and Combatting Discrimination Against Those with Disabilities”

February 1,2023

Thank you, Chairman Guthrie. I believe the top priority of this Subcommittee is ensuring
all Americans have access to quality and affordable health coverage so they can live long and
healthy lives. I am also proud of this Subcommittee’s work in the last Congress, which is a
testament to the life-changing and life-saving policies we can achieve if we work together.

Last Congress, we passed landmark laws that make health care and prescription drugs
more affordable. We expanded access to health care, including to children and mothers through
CHIP and Medicaid. We equipped the Food and Drug Administration (FDA) and the Centers for
Disease Control and Prevention (CDC) with critical tools and resources to maintain and enhance
our nation’s public health. And we made significant investments to address the mental health and
substance use disorder crises, including implementing historic policy reformsto address the
overdose crisis. Specifically, we included the MAT Act, which will increase access to life-saving
treatments for those experiencing substance use disorders. We accomplished a tremendous
amount and I commend every member of the Subcommittee for their dedication and hard work.

Today, we will discuss the scourge that s illicit fentanyl and fentanyl-related substances
(FRS), which have caused so much harm and death to our families, friends, and constituents. The
policies passed in the fiscal year 2023 omnibus in December, some of which I just mentioned,
are concrete examples of the work we are doingto save lives.

I am disappointed that our first hearing in the Health Subcommittee does not build on the
successes of last Congress, but rather, that my Republican colleagues have chosen to take a
different route with the partisan HALT Fentanyl Act. We have learned time and time again that
we cannot incarcerate our way out of a public health crisis, and that a broader public health
approach is needed to address what is at its root a health problem. Moreover, my Republican
colleagues were unwilling to consider any Democratic bills to address the overdose crisis for
inclusion in this hearing. Thatis disappointing.

If Republicans are serious about finding a long-term solution, then they should be willing
to discuss bipartisan, evidence-based policies to address the substance use and overdose
crisis. One such bill is the bipartisan Save Americans from the Fentanyl Emergency Act, which
was introduced by Representatives Pappas, Newhouse, and Gonzalez. This legislation reflects
the Administration’s comprehensive approach to address the fentanyl crisis. Our nation’s law
enforcement and public health agencies both agreed to this approach.
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I’'m disappointed that this bill was notincluded in the hearing, as well as many other
bipartisan bills that would help us address the overdose crisis. Representative Tonko’s bipartisan
Reentry Act would ensure that individuals transitioning out of the justice system and into our
communities have access to treatment for substance use disorders.

We are also considering a bill today to ban the use of Quality Adjusted Life Years — often
referred to as “QALYs” —in value measurements and price determinations set by federal
agencies and states. While I appreciate and respect the perspectives of those in the disability
community about any economic metrics that values certain lives differently, I fear this bill is a
solution in search of a problem. Federal law already prohibits the use of QALY's in Medicare,
and Medicaid is required to cover, with limited exceptions, every outpatient drug covered by the
program if a manufacturer has a rebate agreement in place.

As 1 mentioned earlier, Democrats delivered on our promise to lower drug prices last year
with the enactment of the Inflation Reduction Act. Thatnew landmark law provides the
Secretary of Health and Human Services with the authority to negotiate to lower drug prices for
Medicare beneficiaries for the first time, while also explicitly prohibiting the use of QALYs in
this process. I fear this bill could be a Trojan horse that goes far beyond just banning QALY's, by
potentially banning all other kinds of ways of measuring a drug’s value. This would resultin
artificially keeping drug prices and health care costs high, while also tying the hands of the
federal government in determining the value of health care services and treatments.

If my Republican colleagues want to discuss how best to protect the disability community, we
should consider the impacts of proposed cuts that the Republican majority wants to makein
exchange for a debt ceilingincrease. The Republican Study Committee’s budget for fiscal year
2023 calls for cutting Medicaid and CHIP by $3.6 trillion and cutting Medicare by $2.8
trillion. These drastic cuts would be devastating for the millions of people with disabilities who
rely on Medicaid for their health and well-being. The Republican plan to slash and burn
Medicaid is an existential threat to a major source of health insurance for individuals with
disabilities, and Democrats will aggressively oppose these cuts.

As for today’s hearing, I welcome the discussion on how we move forward to address the
fentanyl crisis, and hope that, in the coming weeks, the Subcommittee can discuss bipartisan

solutions that were unfortunately not included in this hearing.

Thank you.
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Mr. GUTHRIE. The gentleman yields back. And I do look forward
to working together as we move forward on reauthorizing the SUP-
PORT Act this year.

We now conclude with Member opening statements. The Chair
would like to remind Members that, pursuant to the committee
rulesz1 all Members’ opening statements will be made part of the
record.

We will now move to our witnesses. We want to thank all of our
witnesses for being here today and taking the time to testify before
the subcommittee.

Each witness will have the opportunity to give an opening state-
ment, followed by a round of questions from Members.

Our witnesses today are Mr. Kemp Chester, a senior advisor at
the Office of National Drug Control Policy with expertise in inter-
national relations and supply reduction. Then we will have Dr.
Neeraj Gandotra, the Chief Medical Officer for the Substance
Abuse and Mental Health Services Administration. And, finally, we
will be joined Mr. Jon DeLena, the Associate Administrator at the
Drug Enforcement Administration.

We appreciate you being here today. We will recognize each for
5 minutes. I think you have all testified before and know the light-
ing system. You will have a yellow light just to give you a warning,
and then a red light means to wrap up.

So we appreciate that, and we appreciate you being here.

I will now recognize our first witness to give 5 minutes for an
opening statement. Mr. Chester, you are recognized for 5 minutes.

STATEMENTS OF KEMP CHESTER, SENIOR ADVISOR, OFFICE
OF NATIONAL DRUG CONTROL POLICY; NEERAJ GANDOTRA,
M.D., CHIEF MEDICAL OFFICER, SUBSTANCE ABUSE AND
MENTAL HEALTH SERVICES ADMINISTRATION, DEPART-
MENT OF HEALTH AND HUMAN SERVICES; AND JON DELENA,
ASSOCIATE ADMINISTRATOR, DRUG ENFORCEMENT ADMIN-
ISTRATION, DEPARTMENT OF JUSTICE

STATEMENT OF KEMP CHESTER

Mr. CHESTER. Chairman Guthrie, Ranking Member Eshoo, mem-
bers of the subcommittee, thank you for inviting me to testify today
on the illicit drug environment we face in the United States and
our efforts to address it.

The administration is taking a number of tangible steps to re-
duce drug-related deaths, expand access to treatment for substance
use disorder, and target the global production and trafficking of
synthetic opioids like illicit fentanyl which currently kill more than
107,000 Americans every year.

The administration’s National Drug Control Strategy focuses on
attacking the two drivers of the opioid epidemic: untreated addic-
tion and the drug-trafficking profits that fuel this crisis.

In terms of public health, we are expanding access to substance
use prevention, harm reduction in addiction treatment, and recov-
ery support services.

And I want to thank the Congress for including key provisions
of the MAT Act in the bipartisan omnibus government funding bill,
which will allow prescribers across the country to treat their pa-
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tients who have opioid use disorder with buprenorphine without
additional Federal licensing.

We are also working to remove barriers to naloxone, make per-
manent the COVID-19 flexibilities that expanded access to treat-
ment, address emerging threats like xylazine being added into il-
licit fentanyl. And we look forward to working with the Congress
to make permanent the 2-year extension of the scheduling of all
fentanyl-related substances as a class.

But while the opioid epidemic is a daunting public health issue,
it presents a serious national security and economic prosperity
challenge for the United States as well. The vast majority of the
substances harming Americans are produced outside the United
States and brought across our borders through a variety of means.

To address this very real threat, we have taken a new and more
comprehensive approach to this problem: to commercially disrupt
the global business of illicit synthetic drug production and traf-
ficking.

We will target not only the finished drugs themselves and those
who sell them but also the raw materials and machinery used to
produce them, the commercial shipping that moves these items
around the world, and the illicit financial structure that allows this
global business to operate and allows drug traffickers to profit from
the suffering of others.

Using new authorities provided by Executive order, the Depart-
ment of the Treasury has imposed sanctions against dozens of indi-
viduals and entities involved in the illicit drug trade, including il-
licitly manufactured fentanyl.

In 2022 alone, Customs and Border Protection seized nearly
262,000 pounds of illicit narcotics, including 15,000 pounds of
fentanyl. And our HIDTA task forces seized more than 737,000
pounds of drugs, including 26,000 pounds of illicit fentanyl in the
United States.

These are drugs permanently removed from the illicit supply
chain, not killing our citizens. And domestic seizures alone denied
$9 billion in profits and critical operating capital to drug traf-
fickers.

And the President has asked for increased funding for both Cus-
toms and Border Protection and the Drug Enforcement Administra-
tion to enable their vital work in keeping our Nation safe from
these dangerous drugs.

However, this problem does not begin or end at the United
States border. This is a global problem that has negative effects not
only in the United States but also the rest of the world. And Amer-
ican leadership at the global level is absolutely essential.

These deadly drugs are manufactured using precursor chemicals
made available by criminal elements, often in the People’s Republic
of China, that are shipped to Mexico, where they are used to
produce illicit fentanyl or one of its analogs and often pressed into
the counterfeit pills that have poisoned so many Americans.

The administration is working bilaterally with our international
partners, particularly Mexico, the People’s Republic of China,
India, and others, and multilaterally to address the global threat
of illicit synthetic opioid production and trafficking.
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I am pleased to say that, as a result of our work in the public
health and law enforcement domains, we are beginning to see some
progress, with 5 straight months of decreased drug-involved deaths.

Together, the administration and the Congress are changing the
trajectory of a complex national security, criminal justice, and pub-
lic health challenge that has vexed the Nation for the better part
of three decades. There are signs of hope, but we have a very long
way to go.

On behalf of Dr. Gupta and the men and women of the Office of
National Drug Control Policy, thank you for your foresight and
leadership on this difficult issue, and we look forward to continuing
our work with you in the months and the years ahead.

Thank you, and I look forward to your questions.

[The prepared statement of Mr. Chester follows:]



26

EXECUTIVE OFFICE OF THE PRESIDENT

OFFICE OF NATIONAL DRUG CONTROL POLICY
‘Washington, D.C. 20503

“Lives Worth Living: Addressing the Fentanyl Crisis,
Protecting Critical Lifelines, and Combatting
Discrimination Against Those with Disabilities”

Committee on Energy and Commerce
Subcommittee on Health
United States House of Representatives

Wednesday, February 1, 2023
10:00 a.m.

Statement of
Mr. Kemp Chester
Senior Advisor
Office of National Drug Control Policy

For Release Upon Delivery



27

Introduction

Chairman Guthrie, Ranking Member Eshoo, and Members of the
Subcommittee, thank you for inviting me to testify today on the ever-changing
illicit drug environment we face in the United States, which in the last year has
claimed more than 107,000 lives and torn families and communities apart, as well
as the Biden-Harris Administration’s work to reduce the availability of illicit
fentanyl in the United States, expand access to addiction treatment, and save

American lives.
The Administration’s Approach

Over the past two years, the Biden-Harris Administration has undertaken a
comprehensive evidence-based approach to reduce drug-related deaths, expand
access to treatment for substance use disorder, and target the global production and
trafficking of synthetic opioids, like illicit fentanyl, which kill tens of thousands of

Americans each year.

President Biden’s inaugural National Drug Control Strategy, released in
2022, relies on the best evidence and data we have available, and sets out a whole-
of-government approach to attack the two drivers of the opioid overdose epidemic:
untreated addiction, and the drug trafficking profits that fuel this crisis. The

Administration’s approach addresses both the public health aspects of this crisis as
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well as its national security, law enforcement, and economic dimensions, because
addressing this problem holistically is the best approach to prevent overdose deaths
and achieve long term and sustainable success against a problem that has vexed the

nation for three decades.

In terms of public health, we are working to greatly expand access to
addiction treatment, harm reduction, youth substance use prevention, and recovery
support services. Much of this work is being done in partnership with the
Congress, and I want to thank the members of this Committee and the Congress at
large for your support of numerous pieces of legislation helping to address this
crisis, including the Bipartisan Infrastructure Law and the bipartisan omnibus
government funding bill, the latter of which included key provisions to help lower
barriers to treatment and deliver necessary tools and resources to our communities
to address the overdose crisis, such as the bipartisan Mainstreaming Addiction
Treatment Act, or MAT Act, and the bipartisan Medication Access and Training
Expansion Act, or MATE Act. Thanks to the MAT Act, prescribers across the
country will be able to treat their patients who have opioid use disorder with
buprenorphine, a medication proven to help people achieve recovery, without
obtaining additional federal licensing. I also commend the Committee for
beginning this Congress by focusing on the fentanyl threat, both with last month’s

roundtables featuring families affected by it and with today’s hearing.
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The Office of National Drug Control Policy has also funded the
development of a number of model state laws to help local jurisdictions across the
country expand access to naloxone, improve treatment in jails and prisons, and
deploy settlement funds from the various opioid lawsuits effectively, among
others. Similarly, ONDCP has worked with our partners across the government to
remove barriers to accessing naloxone, make permanent the COVID-19 related

flexibilities that expanded access to treatment, and support people in recovery.

And as much as this is a public health challenge, it is also a national security
issue that directly affects the public safety and economic prosperity of the United
States. It is a fact that the vast majority of the substances harming Americans are
produced outside the United States and brought across our borders and into our
communities through a variety of means, affecting the health, safety, and

prosperity of the nation as a whole.

To address this very real threat, we have taken a new and more
comprehensive approach to disrupt the production of these substances in other
countries, interdict their global movement, and target the trafficker profits and

operating capital that sustains this global illicit enterprise.

Disrupting the flow of drugs into the United States is important not only to

keep them from harming our citizens, but it is especially important as the means to
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allow our historic investments in public health interventions to take hold. The
simple truth is, if it is easier to get illicit drugs in America than it is to get

treatment, we will not be able to bring this crisis to a close.

To address the various facets of the illicit drug challenge and undercut the
threat before it reaches our communities, we have broadened our approach to focus
on Commercial Disruption. In this context, we are pursuing Commercial
Disruption through a deliberate and coordinated whole-of-government effort that
focuses and synchronizes all the national policy levers to disrupt the global illicit
synthetic drug production and trafficking enterprise. This includes strategically
targeting criminal facilitators and enablers, and the targeting of key vulnerabilities
in the illicit fentanyl supply chain to maximize our impact across the drug

producers’ and traffickers’ spectrum of capabilities.

Through Commercial Disruption, we are targeting not only the finished
drugs themselves and those who sell them, but also the raw materials and
machinery used to produce them, the commercial shipping that moves these items
around the world, and the illicit financial structures that allow this global business
to operate and allows drug producers and traffickers the ability to enjoy the profits

and benefits of their illicit business.
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In December 2021, President Biden signed two Executive Orders to provide
the Federal Government with expanded tools and capabilities to go after
traffickers, criminal facilitators, and their illicit profits. Thus far the Department of
the Treasury has used the expanded counter narcotics sanctions authority to impose
sanctions on dozens of targets around the globe involved in the illicit drug trade,

including illicitly manufactured fentanyl.?

We are also continuing the necessary and difficult work of interdicting illicit
drugs at our borders and within communities across the country. Thanks to the
hard work and dedication of our U.S. Customs and Border Protection (CBP)
officers and agents, as well as the 33 High Intensity Drug Trafficking Areas
(HIDTAS) covering all 50 states, seizures of illicit fentanyl, methamphetamine, and

cocaine are all up significantly compared to 2021.

In fiscal year 2022, CBP seized nearly 15,000 pounds of fentanyl, nearly
2,000 pounds of heroin, 175,000 pounds of methamphetamine, and more than
70,000 pounds of cocaine.® And during the same period within the United States,
our HIDTA Task Forces seized more than 26,000 pounds of illicit fentanyl, nearly
6,500 pounds of heroin, more than 335,000 pounds of meth, and nearly 370,000
pounds of cocaine, representing nearly $9 billion of profits denied to drug

traffickers.*
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These seizures permanently removed these drugs from the illicit supply
chain, thereby saving lives and denying profits and critical operating capital to

drug trafficking organizations.

In last year’s Budget request, President Biden called for a funding increase
to support the work of CBP and the Drug Enforcement Administration so they can

continue their vital work in keeping our nation safe from these dangerous drugs.’

Our CBP officials, and our 33 HIDTAs nationwide, deserve our thanks and
appreciation for all their hard work in preventing drug poisoning deaths and
holding traffickers accountable. I also want to thank the Congress and the members
of this Committee for your long history of strong support for our HIDTA program.
HIDTA has played a critical role in our success thus far and will continue to be a

critical part of our work going forward.

In December, the Congress passed a two-year extension of the scheduling of
fentanyl-related substances, which controls these substances as a class and
provides the necessary authorities for our law enforcement entities to prevent the
production and trafficking of all potential fentanyl analogues. Thank you for your
leadership and partnership on extending this authority, and we look forward to

working with you in making this class scheduling action permanent.
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While seizures and arrests are critically important, this problem does not
begin or end at a United States border. The production and trafficking of these
drugs is a global problem, and United States leadership at the global level is
absolutely essential to saving lives. While drug trafficking is harmful in its own
right, and imperils the health and well-being of our citizens, it is also part of a
larger complex of criminal behaviors that have negative effects not only in the

United States but in this hemisphere and the rest of the world.

In Fall 2021, in coordination with the U.S. interagency, Secretary of State
Blinken requested that the United Nations consider placing international controls
on three fentanyl precursors. As a result of U.S. leadership, the March 2022 UN
Commission on Narcotic Drugs decided unanimously to internationally control
these three chemicals used by drug traffickers to produce illicit fentanyl, thereby

reducing their presence in the illicit supply chain.®

As you are all well aware, synthetic opioids like fentanyl and its analogues
are produced using precursor chemicals made available by criminal elements, often
in The People’s Republic of China, that are shipped to Mexico where they are used
to produce illicit fentanyl or one of its analogues. This fentanyl is either sold in
powder form or pressed into the counterfeit pills that have poisoned so many

Americans. These drugs are then either smuggled across our southern border,
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typically through the existing ports of entry, or shipped into the United States

through the mail or through express consignment carriers.

The Administration is working bilaterally with our international partners,
particularly Mexico, The People’s Republic of China, India, and others, and
internationally through forums such as the North American Drug Dialogue and the
United Nations Office of Drugs and Crime, to address the global challenge of illicit
synthetic opioid production and trafficking. The President placed fentanyl as a key
topic on his agenda at the recent North American Leaders Summit, and the United
States, Mexico, and Canada agreed to increase information sharing and actionable
intelligence on chemicals used in the illicit manufacture of fentanyl and other

synthetic drugs.
Conclusion

I am pleased to say that as a result of our work thus far, in preventing illicit
fentanyl from reaching our communities, preventing the harm caused by these
dangerous drugs, and expanding access to the treatment so many Americans need,

there are signs of progress.

We have now seen five straight months where overdose numbers have

decreased, a 2.57% overall decrease from its high point in March 20227, It is a sign
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of hope, and at the very leastis sparing some families from going through the

devastating loss of loved ones. However, we still have a very long way to go.

The Administration’s leadership on this critical issue, the close
collaboration among Federal departments and agencies, and the work the
members of this Committee and your colleagues in Congress have kept this issue
at the forefront of our national consciousness and are changing the trajectory of
this particularly complex national security, criminal justice, and public health
challenge. We have much work ahead of us, and your partnership will be as

critical in the months ahead as it has been thus far.

On behalf of Dr. Gupta and the men and women of the Office of National
Drug Control Policy, I would like to thank the subcommittee and your
Congressional colleagues for your foresight and leadership on this incredibly
difficult issue. Ending the opioid crisis demands the best efforts of us all: the
entirety of the federal government; states, tribes, and local communities; private

sector partners and stakeholders; and the Congress, in the spirit of bipartisanship.

The Office of National Drug Control Policy looks forward to continuing its
work with this Committee, the Congress, and our other partners to disrupt the
production and trafficking of these dangerous drugs, prevent drug overdoses and

poisonings, and save American lives.
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Mr. GUTHRIE. Thank you.

The gentleman yields back.

And I will now recognize Dr. Gandotra for 5 minutes for your
opening statement.

STATEMENT OF NEERAJ GANDOTRA, M.D.

Dr. GANDOTRA. Good morning. Thank you, Chair Guthrie, Rank-
ing Member Eshoo, Chair McMorris Rodgers, Ranking Member
Pallone, and members of the subcommittee, for inviting me to tes-
tify at this hearing covering fentanyl and the 988 Suicide and Cri-
sis Lifeline, among other topics.

My name is Dr. Neeraj Gandotra, and I am Chief Medical Officer
for the Substance Abuse and Mental Health Services Administra-
tion, also known as SAMHSA. SAMHSA leads public health efforts
to improve behavioral health of our Nation.

I am pleased to be here along with my colleagues from the White
House Office of National Drug Control Policy and the Drug En-
forcement Administration.

I look forward to discussing our work at SAMHSA, which aims
to support all aspects of the care continuum, from prevention and
harm reduction to treatment, crisis care, and sustained recovery
services.

Ultimately, SAMHSA envisions people with, affected by, or at
risk for mental health and substance use conditions receive care,
thrive, and achieve well-being.

Over the past few years, we have seen the opioid overdose epi-
demic evolve. We are now faced with the reality that fentanyl and
substances laced with fentanyl are far more deadly than other
opioids or stimulants alone.

That is why addressing addiction and the overdose epidemic are
one of the four pillars of the Unity Agenda that the President out-
lined in last year’s State of the Union Address.

Additionally, at the beginning of the Biden-Harris administra-
tion, Secretary Becerra released the comprehensive HHS Overdose
Prevention Strategy, which is designed to increase both access to
primary substance use prevention activities and access to the full
range of services for individuals at risk for overdose as well as
services for their families. This strategy prioritizes four key areas:
primary prevention, harm reduction, evidence-based treatment,
and recovery support.

SAMHSA’s substance abuse prevention programs target at-risk
populations and specific age groups to stop substance use before it
starts. We work with State and local partners to reach people
where they are and to reduce the impacts of substance misuse. For
example, SAMHSA’s First Responders-CARA program trains first
responders on how to respond to overdose-related incidents and
provides training on naloxone administration.

SAMHSA also provides funding and support for evidence-based
harm-reduction services. Our harm-reduction grants support activi-
ties such as expanded distribution of overdose-reversal medications
and fentanyl test strips. It also provides overdose education and
counseling and works to stop the spread of infectious diseases.

Fentanyl test strips are an important component of harm-reduc-
tion programs, education and awareness-building toolkits, and low-
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threshold, on-demand treatment programs. All of these are efforts
that help save lives.

Because of Congress’ commitment to treatment programs and
thanks to December’s omnibus, SAMHSA is actively working with
Federal partners to implement the removal of the DATA 2000
waiver and related policies so that more Americans can access this
lifesaving medication.

In addition to preventing and treating substance use, we also en-
sure that patients in mental health and substance use crisis are
quickly directed to the appropriate level of care. This work includes
helping States and localities coordinate crisis services through the
988 Suicide and Crisis Lifeline. The lifeline helps connect individ-
uals with trained counselors and, if needed, crisis intervention and
stabilization services. It may also include warm handoffs to treat-
ment providers.

Thanks to the support from Congress, the lifeline is serving more
Americans in crisis. For example, when comparing December 2021
with December 2022, the 988 Lifeline answered 434,000 contacts,
which is 172,000 more calls, chats, and texts versus 2021, and it
has also significantly improved how quickly these contacts were an-
swered. Additionally, when comparing December 2022 to December
2021, calls, chats, and texts answered all increased—48 percent,
263 percent, and 1,443 percent, respectively.

In closing, on behalf of my colleagues at SAMHSA, thank you for
supporting our programs and for working to improve our Nation’s
behavioral health. I would be pleased to answer any questions that
you might have.

[The prepared statement of Dr. Gandotra follows:]
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Good morning. Thank you, Chair Guthrie, Ranking Member Eshoo, and members of the Energy
and Commerce Health Subcommittee for inviting me to testify during this hearing focused on
fentanyl.

My name is Dr. Neeraj Gandotra, and | serve as the Chief Medical Officer for the Substance
Abuse and Mental Health Services Administration, also known as SAMHSA. SAMHSA’s mission
is to lead public health and service delivery efforts that promote mental health, prevent
substance misuse, and provide treatments and supports to foster recovery while ensuring
equitable access and better outcomes. SAMHSA envisions that people with, affected by, or at
risk for mental health and substance use conditions receive care, thrive, and achieve wellbeing.

| am pleased to be here, along with my colleagues from the White House Office of National
Drug Control Policy and the United States Drug Enforcement Administration to discuss fentanyl
and rising overdose deaths.

We are here today because rising overdoses continue to be a challenge for this country.
Synthetic opioids like illicitly manufactured fentanyl, and the use of other substances,
particularly stimulants such as cocaine and methamphetamine, have led to significant increases
in overdose deaths.! Over the past few years, we have seen the opioid overdose epidemic
evolve. We are now faced with the reality that illicitly manufactured fentanyl, and substances
contaminated with illicitly manufactured fentanyl, are far more deadly than other opioids or
stimulants alone.

Our country faces an unprecedented crisis among people of all ages and backgrounds. The
COVID-19 pandemic has exacerbated an already tragic situation, with drug overdose deaths
reaching a historic high, devastating families and communities.2 The 2021 National Survey on
Drug Use and Health found that among people who used prescription fentanyl products for any
reason in the past year, 20.9 percent misused them.> Moreover, findings from SAMHSA’s
analysis of 2021 data from drug-related emergency department visits show that fentanyl-
related emergency department visits rose throughout 2021.% Provisional data from the CDC

1 Spencer MR, Minifio AM, Warner M. Drug overdose deaths in the United States, 2001-2021. NCHS Data Brief, no
457. Hyattsville, MD: National Center for Health Statistics. 2022. DOI: https://dx.doi.org/10.15620/cdc:122556

2 Substance Abuse and Mental Health Services Administration. (2022). Key substance use and mental health
indicators in the United States: Results from the 2021 National Survey on Drug Use and Health (HHS Publication
No. PEP22-07-01-005, NSDUH Series H-57). Rockville, MD: Center for Behavioral Health Statistics and Quality,
Substance Abuse and Mental Health Services Administration. Retrieved from https://www.samhsa.gov/data

3 Substance Abuse and Mental Health Services Administration. (2021). Key substance use and mental health
indicators in the United States: Results from the 2020 National Survey on Drug Use and Health (HHS Publication
No. PEP21-07-01-003, NSDUH Series H-56). Rockville, MD: Center for Behavioral Health Statistics and Quality,
Substance Abuse and Mental Health Services Administration. Retrieved from https://www.samhsa.gov/data

“Substance Abuse and Mental Health Services Administration. (2022). Drug Abuse Warning Network: Findings
from Drug-Related Emergency Department Visits, 2021 (HHS Publication No. PEP22-07-03-002). Rockville, MD:
Center for Behavioral Health Statistics and Quality, Substance Abuse and Mental Health Services Administration.
Retrieved from https://www.samhsa.gov/data/
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predicts that more than 107,000 Americans died due to a drug overdose in the 12-month
period ending in August 2022. Of these drug overdoses, the same source predicts that 81,231 of
these fatalities involved opioids, and approximately 73,102 were attributable to fentanyl and
other synthetic opioids (excluding methadone).®

Addressing addiction and the overdose epidemic was one of the four pillars of the Unity Agenda
the President outlined in last year’s State of the Union Address. Building on the Unity Agenda,
the Biden-Harris Administration thanks Congress for its partnership in the work being done to
address the overdose epidemic head-on. This bipartisan, bicameral work includes last year’s
Bipartisan Safer Communities Act (P.L. 117-159) as well as significant behavioral health
investments included in the Consolidated Appropriations Act, 2023 (P.L. 117-328).

At the beginning of the Biden-Harris Administration, U.S. Department of Health and Human
Services Secretary Xavier Becerra released the comprehensive HHS Overdose Prevention
Strategy {Strategy), which is designed to increase access to primary substance use prevention
activities for at-risk populations as well as increasing access to the full range of care and
services for individuals who use substances that cause overdose, and their families. The
Strategy prioritizes four key areas: primary prevention, harm reduction, evidence-based
treatment, and recovery support.

Throughout this testimony, | will expand on what SAMHSA is doing to implement the Strategy
and how we are working to advance the President’s goal of reducing both fatal and non-fatal
overdoses.

SUPPORTING THE SUBSTANCE USE CARE CONTINUUM

Two of SAMHSA's largest formula-based substance use programs, both of which were recently
reauthorized through the Consolidated Appropriations Act, 2023 (P.L. 117-328), allow funding
to be tailored to the specific state, territory, or Tribal Nation to be used for activities related to
prevention, treatment and recovery. These programs, the State and Tribal Opioid Response
Grants and the Block Grants for Substance Use Prevention, Treatment, and Recovery Services,
are detailed below.

State and Tribal Opioid Response Grants

SAMHMSA would like to thank Congress for investing $1.575 billion in the State Opioid Response
Grants to states and territories to help address the Nation’s addiction and overdose crisis. To
assist states, territories, Tribes and Tribal Nations in addressing the nation’s overdose crisis,
SAMHSA administers the State Opioid Response (SOR) and Tribal Opioid Response (TOR) grant
programs. Recognizing that illicitly manufactured fentany! is driving overdose deaths across
much of the country, often in combination with stimulants, both programs focus on opioids and
stimulants. As such, the core aims of the SOR and TOR grant programs continue to involve:
increasing access to the three Food and Drug Administration (FDA)-approved medications for
the treatment of opioid use disorder, reducing unmet treatment need, and reducing opioid-

Sid.
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related overdose deaths by supporting the full continuum of prevention, harm reduction,
treatment, and recovery support services. These programs also support the continuum of care
for those states and communities across the country that are dealing with rising rates of
stimulant use, in addition to opioids, and the associated negative health, social and economic
consequences of substance misuse. Like the SOR program, the TOR grant program provides
dedicated resources for these activities to Tribes and Tribal Nations.

As an example, in partnership with the Seattle Indian Health Board, Washington State provided
low barrier treatment with medications for opioid use disorder and related services to urban
American Indian and Alaskan Native individuals who are experiencing homelessness with opioid
use disorder (OUD). Low Barrier Treatment is a mode! of providing care to patients with OUD
that increases access to treatment by creating patient-centered programs that are easy to
access, offer a high quality of care, and eliminate hurdles to access or stay in care for OUD. Low
Barrier Treatment achieves this by providing treatment in non-traditional settings (jails, SSPs,
etc.}), same-day treatment, and other flexibilities.

Block Grants for Substance Use Prevention, Treatment, and Recovery Services

SAMHSA would also like to thank Congress for appropriating $2.0 billion for the Block Grants for
Substance Use Prevention, Treatment, and Recovery Services (BGSU). BGSU funds help all 50
states, the District of Columbia, Puerto Rico, the U.S. Virgin Islands, 6 Pacific jurisdictions, and 1
tribal entity in addressing substance use disorder {SUD} treatment and prevention needs.
States use BGSU funds to support activities including prevention, treatment, and recovery
systems’ infrastructure and capacity building, thereby increasing availability of services and
development and implementation of evidence-based practices. States use this funding for
services not covered by public or private insurance, as well as for non-clinical activities and
services that address the critical needs of state substance use service systems and freatment
needs.

Primary Prevention

Prevention is critical to reducing overdoses and overdose deaths. SAMHSA’s activities in this
area are designed to invest in the vital community infrastructure necessary to prevent harms
related to substance use. In addition to the twenty percent set-aside in the BGSU, examples of
SAMHSA's activities in support of the Strategy’s primary prevention goal are below,

First Responder Training for Opioid Overdose-Related Drugs
SAMHSA’s First Responders — Comprehensive Addiction and Recovery Act {FR-CARA) program is
an important part of our response to the overdose crisis. The FR-CARA program trains and
equips firefighters, law enforcement officers, paramedics, emergency medical technicians, and
volunteers in other organizations to respond to adverse overdose-related incidents, including
how to administer naloxone. This program also establishes processes, protocols, and
mechanisms for referral to appropriate treatment services and recovery communities. FR-
CARA's broader eligibility and rural-set asides ensure that vital services reach rural and tribal
areas. During the program’s recent project period, each state developed a strategic action plan
for combatting opioid misuse and deaths related to heroin and illicit fentanyl.

3
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As of January 19, 2023, FR-CARA grantees have distributed 339,964 naloxone kits with grant
funds and administered naloxone 157,361 times, Also as of last month, FR-CARA grantees have
conducted 41,150 trainings and trained 188,076 individuals on how to respond to overdose-
related incidents.

Strategic Prevention Framework for Prescription Drugs Grant Program

The Strategic Prevention Framework for Prescription Drugs (SPF-Rx) program focuses on
bringing prescription drug use prevention activities and education to schools, communities,
parents, prescribers, and their patients. Grantees have also worked with the pharmaceutical
and medical communities to raise awareness about the dangers of sharing medications and to
ensure that prescribers understand the risks of overprescribing opioids to young adults.
SAMHSA’s SPF-Rx also assists grantees in developing capacity and expertise in the use of data
from state run prescription drug monitoring programs {PDMPs}. SAMHSA notes positive trends
in reductions in opioid overdoses and the incorporation of prescription drug monitoring data
into needs assessments, as well as strategic plans, as indicators of program success.

Data from the evaluation of the first cohort of SPF-Rx grantees show that grantees
implemented 565 prevention activities in communities across the country. These SPF-Rx
grantee prevention activities include support for media campaigns, webinars, disposal
lockboxes, and direct training of health care professionals. Qur first cohort of grantees, which
took place from FY17-FY19, reached an estimated 33 million persons indirectly (through media
channels, etc.) and 122,000 persons directly through trainings, educational programs, events,
and screenings.

Additional findings showed that while there were over 95 million opioid prescriptions written
across all grantees in 2017; that number dropped to just over 80 million in 2019. Among the
grantees reporting, the number of prescribers registered for their state’s PDMP rose from 378
in 2017 to 499 in 2019.

Harm Reduction

Evidence-based harm reduction strategies minimize the negative consequences of drug use for
both individuals and communities. Therefore, providing funding and support for innovative
harm reduction services is a key pillar of the Strategy. The activities below highlight the
substantial steps that SAMHSA has taken to advance the adoption and use of evidence-based
harm reduction approaches where not prohibited by law.

Harm Reduction Grant Programs
Last year, SAMHSA faunched its first-ever Harm Reduction grant program and issued $30 million
in grant awards to organizations working to expand access to harm reduction strategies where
not prohibited by law. This grant opportunity, authorized and funded by the American Rescue
Plan Act, aims to help increase access to a range of community harm reduction services and
supports harm reduction service providers as they work to help prevent overdose deaths and
reduce health risks often associated with drug use. This funding is allowing organizations to

4



44

expand their distribution of overdose-reversal medications and fentanyl test strips, provide
overdose education and counseling, and manage or expand syringe services programs (SSP),
which help prevent transmission of HIV, hepatitis C virus, and other causes of infectious
disease.

As summarized by our colleagues at the Centers for Disease Control and Prevention (CDC)?,
SSPs are supported by aimost 30 years of research indicating that they are safe, effective and
produce cost-savings.”® in addition to being highly evidence-based, data also show that S5Ps
reduce the transmission of infections like viral hepatitis and HIV, and do not increase use of
illegal drugs or contribute to a rise in crime.®® Finally, data on 55Ps also show that users of
these services are five times more likely to start treatment for their SUD and about three times
more likely to cease use of illegal substances than their counterparts who do not participate in
S5ps.tt

In October 2022, Impact Life, the recipient of a 3-year SAMHSA Harm Reduction grant based in
Delaware, partnered with Walgreens to offer harm reduction services to underserved and high-
risk communities across the state. Their partnership allows the Impact Life team to occupy
space at 11 Walgreens locations throughout the state. These locations are in areas that have
high rates of fatal overdose and high substance use activity.

This partnership works with the Delaware Department of Health and Social Services’ Divisions
of Public Health Substance Abuse and Mental Health to identify "hot spots” to tailor outreach
schedules to provide services in the highest-need areas. At each location, the Impact Life team
offers harm reduction resources such as risk reduction screenings, distribution of naloxone and
drug deactivation and disposal pouches, and fentanyl test strips. Impact Life also distributes
wound care kits, provides linkages to behavioral health services including medication treatment
for OUD, physical health services and social service organizations.

® Summary of information on the safety and effectiveness of syringe service programs (SSPs). {2023, January 11).
Cdc.gov. https://www.cdc.gov/ssp/syringe-services-programs-summary.htmi
7 Martin, N. K., Hickman, M., Hutchinson, 5. J., Goldberg, D. J., & Vickerman, P. (2013). Combination interventions
to prevent HCV transmission among people who inject drugs: modeling the impact of antiviral treatment, needle
and syringe programs, and opiate substitution therapy. Clin Infect Dis, 57 Suppl 2, $39-45. dok:10,1093/cid/cit29
& Aspinall, E. J., Nambiar, D., Goldberg, D. J., Hickman, M., Weir, A,, Van Velzen, E., . . . Hutchinson, S. 1. {2014). Are
needle and syringe programs associated with a reduction in HIV transmission among people who inject drugs: a
systematic review and meta-analysis. Int ) Epidemiol, 43{1}, 235- 248. doi:10.1093/ije/dy1243
9 id.
19 gernard, C. L., Owens, D. K., Goldhaber-Fiebert, J. D., & Brandeau, M. L. {2017). Estimation of the cost-
effectiveness of HIV prevention portfolios for people who inject drugs in the United States: A model-based
analysis. PLoS Med, 14{5). doi:10.1371/journal.pmed. 1002312
1 Hagan H, McGough JP, Thiede H, Hopkins S, Duchin J, Alexander ER, “Reduced Injection frequency and increased
entry and retention in drug treatment associated with needle-exchange participation in Seattle drug injectors”,
Journal of Substance Abuse Treatment, 2000; 19:247-252.
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Fentanyl Test Strips

HHS announced in April 2021 that grantees in certain programs, such as SOR grants and the
BGSU program, may use grant funds to purchase rapid fentanyl test strips to help curb the
dramatic spike in drug overdose deaths largely driven by strong synthetic opioids, including
ilicitly manufactured fentanyl, in jurisdictions where they are not prohibited by law 1213

Reports from states such as California, Arizona, Nevada, and Alaska note that fentanyl test
strips funded through SOR have become an important component of syringe service programs;
education and awareness building toolkits; and innovative, low-threshold, on-demand
treatment programs. As of January 28, 2023, 49 states have reported distributing 824,048
fentanyl test strips.

Evidence-based Treatment

Evidence-based treatments for SUD can reduce substance use, related health harms, and
overdose deaths, as well as increase positive outcomes for long-term recovery. Beyond
improving public health outcomes, they also enhance public safety outcomes. In addition to
SAMHSA’s SOR/TOR and BGSU programs, below are examples of other SAMHSA efforts and
programs that support evidence-based treatment.

Flexibilities to Increase Access to Medications for Opioid Use Disorder

The Consolidated Appropriations Act, 2023 (P.L. 117-328) included provisions that amended the
Controlled Substances Act {P.L. 91-513) to eliminate the requirement for qualified practitioners
to first obtain a special waiver {also referred to as the X-waiver) to prescribe schedule I1i-V
controlled medications, namely buprenorphine, for the treatment of QUD. This action, which
we are currently working with our colleagues at the DEA to implement, ends a decades-long
requirement that impeded access to vital lifesaving treatment for OUD. In addition to removing
the X-waiver requirement, the new law also removed associated patient limits. Itis important
to note that though Congress removed the X-waiver via the Consolidated Appropriations Act,
2023 (P.L. 117-328}, some states currently maintain additional requirements for providers to
prescribe buprenorphine. The removal of both requirements, obtainment of the federal X-
waiver and patient limits, will make it easier for practitioners to prescribe buprenorphine to
more patients. This builds on the HHS Overdose Prevention Strategy and delivers on the call to
action in President Biden’s Unity Agenda to address the overdose and addiction crisis.

Removal of X-waiver requirements will expand access to a lifesaving medication. SAMHSA saw
this with release of the updated buprenorphine practice guidelines in April 2021, Indeed, prior
to implementation, training and certification requirements were often cited as a barrier to

12 Centers for Disease Control and Prevention, “Federal Grantees May Now Use Funds to Purchase Fentanyl Test
Strips”, {April 7, 2021).
* SAMHSA 2021 Report to Congress on the State Opioid Response Grants (SOR).
https://www.samhsa.gov/sites/default/files/2021-state-opioid-response-grants-report.pdf
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treating more people.’* We know that treatment with buprenorphine decreases opioid-related
overdose mortality by over 50 percent,'>!¢ and that the revision to the Practice Guidelines for
the Administration of Buprenorphine!” saw an increase in the number of practitioners
submitting a Notice of Intent to prescribe buprenorphine.’® These Notices of Intent are no
longer required for practitioners to prescribe the medication. Removal of X-waiver
requirements may further reduce geographic disparity in access to buprenorphine and provides
opportunities to fully integrate this important intervention into routine medical care.

SAMHSA has also learned from the substance use disorder-related treatment flexibilities that
were implemented at the beginning of the COVID-19 pandemic. For example, we have seen
how telehealth can expand access to care in certain populations, overcome geographic
inequality in the provision of services, and reduce stigma associated with accessing life-saving
medications such as buprenorphine.’® Providers and patients have overwhelmingly supported
integration of telehealth into the care of those with OUD, since it offers: flexibility in delivery
and receipt of treatment; a means for those living in rural or remote areas to better access
care; improvement in the provider-client relationship through flexible scheduling; greater care
coordination activities; maximization of workforce productivity; reduction in burnout; and a
reduction in service delivery costs by allowing remote work and provision of care.?’ The COVID-
19 pandemic also necessitated flexibilities in how patients accessed methadone in opioid
treatment programs (OTPs) for take-home administration. SAMHSA’s regulatory flexibilities
related to methadone take home medication implemented at the beginning of the pandemic
have been met with positive feedback from patients, providers, and researchers. Recent

4 Substance Abuse and Mental Health Services Administration, “HHS Releases New Buprenorphine Practice
Guidelines, Expanding Access to Treatment for Opioid Use Disorder” (April 27, 2021).
https://www.samhsa.gov/newsroom/press-announcements/202104270930

15 Substance Abuse and Mental Health Services Administration Results From the 2018 National Survey on Drug Use
and Health (2019) https://www.samhsa.gov/data/

16 Sordo, Barrio, Bravo, Indave, Degenhardt, Wiessing, Ferri, Pastor-Barriuso, Mortality Risk During and After
Opioid Substitution Treatment: Systematic Review and Meta-analysis of Cohort Studies (Apr. 2017), available at:
https://www.ncbi.nIm.nih.gov/pmc/articles/PMC5421454/

17 Practice Guidelines for the Administration of Buprenorphine for Treating Opioid Use Disorder; Health and
Human Services Department Notice, 86 Fed. Reg. 22439 (April 28, 2021).

18 United States Department of Health and Human Services Office of the Assistant Secretary for Planning and
Evaluation. (2022, December 2). Early Changes in Waivered Clinicians and Utilization of Buprenorphine for Opioid
Use Disorder After Implementation of the 2021 HHS Buprenorphine Practice Guidelines.
https://aspe.hhs.gov/reports/early-changes-after-2021-hhs-buprenorphine-practice-guidelines

12 Guille, C., Simpson, A. N., Douglas, E., Boyars, L., Cristaldi, K., McElligott, J., Johnson, D., & Brady, K. (2020).
Treatment of opioid use disorder in pregnant women via telemedicine: A nonrandomized controlled trial. JAMA
Network Open, 3(1), €1920177-e1920177.

20King, V. L., Brooner, R. K., Peirce, J. M., Kolodner, K., & Kidorf, M. S. (2014). A randomized trial of web-based
videoconferencing for substance abuse counseling. Journal of Substance Abuse Treatment, 46(1), 36-42.
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research has found that these increases in methadone take-home doses have not been
associated with increases in overdoses or other negative impacts.24??

For these reasons, on December 16" of last year, SAMHSA published a Notice of Proposed
Rulemaking (NPRM) to update 42 CFR Part 8, the federal regulation that governs opioid use
disorder treatment standards, as well as OTP accreditation and certification standards.

Through the NPRM, SAMHSA proposes action to improve Americans’ access to and experiences
with OUD treatment, with a specific focus on OTPs. The proposed changes reflect over 20 years
of evidence, as well as stakeholder feedback, that supports (1) greater autonomy among OTP
practitioners to provide patient-centered care, {2) a positive and productive recovery, and {3}
making telehealth and take-home related flexibilities that were implemented at the start of the
nation’s COVID-19 Public Health Emergency permanent,

In 2022, SAMHSA certified 151 new OTPs, new brick and mortar medication units, as well as
new mobile units to expand treatment access across the nation. As of December 2022, there
were 1,994 active OTPs with 80 having affiliated brick and mortar medication units, and 24 with
mobile locations.

Medication-Assisted Treatment for Prescription Drug and Opioid Addiction

The Medication-Assisted Treatment for Prescription Drug and Opioid Addiction (MAT-PDOA)
program addresses treatment needs of individuals who have an OUD by expanding/enhancing
treatment system capacity to provide accessible, effective, comprehensive,
coordinated/integrated, and evidence-based medications for opioid use disorder (MOUD) and
recovery support services, With support from MAT-PDOA funding, some grantees have
provided outreach to faith-based communities through radio programming. Utilizing
community outreach teams, these grantees connect with faith-based leaders to ensure that
they are supported, and that information regarding treatment and recovery services is
appropriately communicated to congregations. These grantees have also provided
recommendations to religious leaders on effective methods of conveying information to
congregants on the array of services that are available for persons with an opioid use disorder
either virtually {during COVID) or through the distribution of flyers and pamphiets {provided by
the grantee) to their parishioners and members of their local communities. The latest Notice of
Funding Opportunity for the next five-year MAT-PDOA grant program was released last month
along with four other SUD-related SAMHSA grants. We expect to be able to fund about 24
MAT-PDOA grantees in our next cohort starting later this year. SAMHSA thanks Congress for
increasing funding for this effective program by providing $111.0 million through the
Consolidated Appropriations Act, 2023 (P.L. 117-328).

2 jones CM, Compton WM, Han B, Baldwin G, Volkow ND. Methadone-Involved Overdose Deaths in the US Before
and After Federal Policy Changes Expanding Take-Home Methadone Doses From Opioid Treatment Programs.
JAMA Psychiatry. 2022;79{9):932-934. Available at: doi:10.1001/jamapsychiatry.2022.1776.
22 Mary C, Figgatt, Zach Salazar, Elizabeth Day, Louise Vincent, Nabarun Dasgupta, (2021). Take-home dosing
experiences among persons receiving methadone maintenance treatment during COVID-19. Journal of Substance
Abuse Treatment, {123) e, 108276, Available at: https://doi.org/10.1016/j.jsat.2021,108276,
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Comprehensive Opioid Recovery Centers

The Comprehensive Opioid Recovery Center {CORC) program provides grants to nonprofit
substance use disorder treatment organizations to operate comprehensive centers which
provide a full spectrum of treatment and recovery support services for opioid use disorders.
Grantees are required to provide outreach and the full continuum of treatment services
including MOUD; counseling; treatment for mental health disorders; testing for infectious
diseases, residential treatment, and intensive outpatient services; recovery housing; peer
recovery support services; job training, job placement assistance, continuing education; and
family support services such as childcare, family counseling, and parenting interventions. CORC
grantees have been utitizing funding in a variety of ways. They have used their grant funding
for improving systems of comprehensive MOUD care at the county level; improving follow up
with clients who have experienced overdose reversals; and removing barriers to MOUD in
residential treatment. Other ways CORC grantees have used their funding include engaging
with special populations, such as homeless persons, people on probation, and LGBTQ+ persons,
and meeting the needs of underserved areas.

Certified Community Behavioral Health Clinics Expansion Grants

The Certified Community Behavioral Health Clinic {CCBHC) Expansion program includes CCBHC
Planning, Development, and Implementation {PDI) grants and Improvement and Advancement
(iIA) grants. CCBHC PDI grants support organizations in planning, developing, and implementing
a CCBHC that meets the CCBHC Certification Criteria, while the CCBHC |A grants support current
CCBHCs that already meet the Criteria to increase access to and improve the quality of
community mental health and SUD treatment services. CCBHCs funded under this program
must provide access to services for individuals with serious mental iliness or SUD, including
0OUD; children and adolescents with serious emotional disturbance; and individuals with co-
occurring mental health and SUDs. This program improves the mental health of individuals by
providing comprehensive community-based mental health and SUD services; improving
treatment of co-occurring disorders; advancing the integration of mental health/SUD treatment
with physical health care; utilizing evidence-based practices on a more consistent basis; and
promoting improved access to high quality care.

Data from intake of most recent reassessments for individuals served in the CCBHC program
demonstrate that as of January 2023, enrollees have achieved a 74-percent reduction in
hospitalization and a 69-percent reduction in emergency department visits, as well as a 31-
percent increase in mental health functioning in everyday life. Additionally, the data
demonstrated a 15-percent increase in employment or school enrollment. SAMHSA
appreciates Congress including support for CCBHC planning grants and technical assistance in
the Bipartisan Safer Communities Act (P.L. 117-159) and the Consolidated Appropriations Act,
2023 (P.L. 117-328).

Pregnant and Postpartum Women Program

The Pregnant and Postpartum Women program (PPW) uses a family-centered approach to

provide comprehensive residential SUD treatment, prevention, and recovery support services

for pregnant and postpartum individuais, their minor children, and for other family members.
9
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The family-centered approach includes partnering with others to leverage diverse funding
streams, encouraging the use of evidence-based practices, supporting innovation, and
developing workforce capacity to meet the needs of these families. The PPW program provides
services not covered under most public and private insurance. SAMHSA continues to prioritize
states that support best-practice collaborative models for treatment, as well as provide support
to pregnant individuals with OUD. The Comprehensive Addiction and Recovery Act {P.L. 114-
198) increased accessibility and availability of services for pregnant individuals by expanding
the authorized purposes of the program to include the provision of outpatient and intensive
outpatient services.

Recovery

SAMHSA has a long history of advancing recovery supports dating back to the 1980s with the
Community Support Program and the 1990s, when the first Recovery Community Support
Programs were funded. SAMHSA defines recovery as a process of change through which
individuals improve their health and wellness, live self-directed lives, and strive to reach their
full potential.

Establishing an Office of Recovery and Advancing Peer Supports

Recovery support is a key pillar of the HHS Overdose Prevention Strategy. That is why, during
Recovery Month in the fall of 2021, SAMHSA announced that it would be establishing a new
Office of Recovety. This office promotes the involvement of people with lived experience
throughout agency and stakeholder activities, fosters relationships with internal and external
organizations in the mental health and addiction recovery fields, and identifies health
disparities in high-risk and vulnerable populations to ensure equity for support services across
the nation.

We know that recovery is enhanced by peer-delivered support services. These services have
proven to be effective in sustaining recovery over the long term.?>?* Investing in peer support
services is critical, given the significant workforce shortage throughout the continuum of
behavioral health clinicians and providers. That is why, as part of the President’s Strategy to
Address Our National Mental Health Crisis, SAMHSA is updating and expanding existing
compendia® of state-by-state peer specialist certifications and is convening stakeholders to
create a new set of model national standards for peer specialist certification.

BGSU Recovery Set-Aside

2 Mental Health America. (2018). Evidence for Peer Support, May 2018. Retrieved January 25, 2023, from
https://mhanational.org/sites/default/files/Evidence%20for%20Peer%20Support%20May%202018.pdf
24 substance Abuse and Mental Health Services Administration. {n.d.). Value of Peers Infographic: General Peer
support. Resource Details. Retrieved January 25, 2023, from
https://peerrecoverynow.org/resources/resourceDetails.aspx?reseurceiD=10
2 peer Recovery Center of Excellence, Comparative Analysis of State Requil ts for Peer Support Specialist
Training and Certification in the United States, January 2022
https://www.peerrecoverynow.org/documents/Comparative%20Analysis_lan,31.2022%20{003).pdf
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Though not included in the Consolidated Appropriations Act. 2023 (P.L. 117-328), the 2023
Budget proposed a ten percent set-aside within the BGSU for recovery support services aimed
at significantly investing in the continuum of care both upstream and downstream. This
proposed set-aside would support the development of local recovery community support
institutions such as recovery community centers, recovery homes and recovery schools. In
addition, the funding from this set-aside would be used by states to develop strategies and
educational campaigns, trainings, and events to reduce addiction/recovery-related stigma and
discrimination at the local level. Further, the recovery set-aside would require states to provide
addiction recovery resources and support system navigation; make accessible peer recovery
support services that support diverse populations and that are inclusive of all pathways to
recovery; and collaborate and coordinate with local private and non-profit clinical health care
providers, the faith community, city, county, state, and federal public health agencies, and
criminal justice response efforts.

CONCLUSION

On behalf of my colleagues at HHS and SAMHSA, thank you for your interest in, and support for,
our programs, and for supporting the nation’s behavioral health. | would be pleased to answer
any guestions that you may have.
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Mr. GUTHRIE. I appreciate your testimony.

The gentleman yields back.

And I will recognize Mr. DeLena for 5 minutes for an opening
statement.

STATEMENT OF JON DELENA

Mr. DELENA. Good morning, Subcommittee Chairman Guthrie,
Ranking Member Eshoo, Committee Chair McMorris Rodgers,
Ranking Member Pallone, and distinguished members of this sub-
committee.

On behalf of the Department of Justice and, in particular, the ap-
proximately 10,000 employees of the Drug Enforcement Adminis-
tration, it is my honor to appear before you today. I thank the com-
mittee for bringing attention to this important topic.

Today’s hearing comes at a critical moment in our country’s his-
tory. Our Nation is in the midst of a devastating drug poisoning
epidemic that claimed the lives of over 107,000 people this past
year. An estimated 294 people die every day from drug poisoning,
and countless more overdose and survive.

I have had the privilege of being a DEA special agent for nearly
27 years. I have worked in Colorado, Florida, Virginia, and my
home region, New England. The current drug poisoning epidemic
is like nothing I have ever experienced in my career.

In 2022, DEA seized more than 50 million fake pills and 10,000
pounds of fentanyl powder. That is approximately 379 million dead-
ly doses of fentanyl taken off of American streets. That is enough
fentanyl to supply a potentially lethal dose to every member of the
U.S. population.

As a country, we must do everything we can to stop this national
crisis. For our part, the men and women of the DEA are relent-
lessly focused, day in and day out, on combating the deadly drug
poisoning epidemic and on saving lives.

DEA leads and coordinates the whole-of-government response to
defeat the two Mexican drug cartels, the Sinaloa Cartel and the
Jalisco Cartel, that are responsible for driving the drug poisoning
epidemic in all of our communities.

A unified response, with DEA in the lead, ensures that the whole
of government is moving in one direction. Through this unified re-
sponse, we can protect the safety and health of Americans.

The Sinaloa and Jalisco cartels pose the greatest criminal drug
threat the United States has ever faced. These ruthless, violent
criminal organizations have associates, facilitators, and brokers in
all 50 States as well as in more than 40 countries around the
world.

The Sinaloa and Jalisco cartels control the supply chain for illicit
fentanyl. They obtain precursors from China and use these pre-
cursor chemicals to manufacture fentanyl and other synthetic
drugs in clandestine laboratories in Mexico. The cartels take that
fentanyl and press it into fake prescription pills and other drugs.
The cartels then transport fentanyl in pill and powder form, as well
as other drugs like methamphetamine, heroin, and cocaine, into the
United States.



52

I have seen firsthand what the Mexican cartels have done to our
great country. The cartels are destroying families and communities
with callous indifference and greed.

The DEA is working across its global operations to defeat these
two cartels and protect our communities. I would like to briefly
highlight three initiatives in particular.

First are the counter-threat teams. DEA launched two cross-
agency counterthreat teams that focus exclusively on defeating the
Sinaloa Cartel and Jalisco Cartel. The teams use a network-focused
approach. They are mapping, analyzing, and targeting the cartels’
entire operations. The teams will use all of the resources at their
disposal to defeat these two cartels.

The second initiative is Operation Overdrive, which targets drug-
trafficking organizations and gangs that are responsible for the
greatest number of deaths and violence. Operation Overdrive is a
data-driven approach that is currently in 57 locations across the
country, and we will expand.

The final initiative I would like to highlight are DEA’s family
summits. In June and November of 2022, DEA brought together
families from across the country who have lost loved ones to drug
poisoning. The summits were incredibly impactful. They were an
opportunity for DEA to explain what we are doing to combat the
drug poisoning epidemic, but, more importantly, it was an oppor-
tunity for families to share their stories with one another and with
us.
Throughout my career, I have partnered with families, local
groups, prevention specialists, and community outreach organiza-
tions for events big and small, and I appreciate the great work that
they do and feel very strongly that the connections we have made
with these people and these families will help educate, spread
awareness, and save lives.

Congress, of course, has an important role to play. I personally
want to thank and extend my sincere thanks to the Members of
Congress who have worked so hard to ensure the temporary
classwide scheduling of fentanyl-related substances does not expire.
Classwide scheduling is critical to DEA’s ability to seize FRS when
they are encountered and to investigate and prosecute those that
manufacture and traffic in these deadly drugs. I urge Congress to
make the temporary scheduling permanent. This is critical to the
safety and health of Americans.

Thank you for the opportunity to testify before your sub-
committee on this important issue, and I look forward to your ques-
tions.

[The prepared statement of Mr. DeLena follows:]
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Chairman Guthrie, Ranking Member Eshoo, and distinguished members of the committee: On behalf
of the Department of Justice (Department), and in particular the over 10,000 employees working at
the Drug Enforcement Administration (DEA), thank you for the opportunity to appear before you
today to discuss DEA’s work to save lives and to combat the deadly drug poisoning epidemic in our
country.

From September 2021 through August 2022, an estimated 107,477 people lost their lives to drug
poisonings in the United States. Every day, 294 people die from drug poisonings. Countless more
people are poisoned and survive. These drug poisonings are a national crisis.

The DEA’s top operational priority is to defeat the two Mexican drug cartels — the Sinaloa cartel and
Jalisco New Generation (Jalisco) cartel — that are responsible for driving the drug poisoning epidemic
in the United States. DEA is focusing its resources to counter this worldwide threat, and has launched
a number of key initiatives to meet the moment.

The Drug Poisoning Epidemic

According to the Centers for Disease Control and Prevention (CIDC), a2 majority of the drug poisoning
deaths in the United States involve synthetic optoids, such as fentanyl, that are being distributed in
new forms. Fentanyl is being hidden in and being mixed with other illicit drugs such as cocaine, heroin,
and methamphetamine. Drug teaffickers are also flooding our communities with fentanyl disguised in
the form of fake prescription pills. These fake pills are made and marketed by drug traffickers to
deceive Americans into thinking that they are real, diverted prescription medications. In reality, these
fake prescription pills are highly addictive and are potentially deadly. DEA lab festing reveals that 6
out of 10 of these fentanyl-laced fake prescription pills contain a potentially lethal dose.

The availability of fentanyl throughout the United States has reached unprecedented heights. In 2022,
DEA seized more than 50 million fake pills and 10,000 pounds of fentanyl powder equating to
approximately 379 million deadly doses of fentanyl. This is enough fentanyl to supply a potentially
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lethal dose to every member of the U.S. population. These seizures occurred in every state in the
country.
The Drug Enforcement Administration

As the single mission agency tasked with enforcing our nation’s drug laws, DEA’s top operational
priority is to relentlessly pursue and defeat the Sinaloa and Jalisco Cartels that are responsible for the
current fentanyl and drug poisoning epidemic.

DEA is the lead agency on the law enforcement elements in the Biden-Harris Administration’s whole
of government response to defeat the cartels and combat the drug poisoning epidemic i our
communities. DEA’s role in leading the law enforcement response to the fentanyl epidemic protects
the safety of agents, officers, and sources. Importantly, a unified response to the fentanyl epidemic
ensures that the whole of government is moving in one direction that protects the safety and health
of Americans.

DEA operates 23 domestic field divisions with 239 domestic offices and nine forensic labs.
Internationally, DEA has 92 foreign offices in 69 countries. DEA’s robust domestic and international
presence allows it to map and target the entire Sinaloa Cartel and Jalisco Cartel networks.

In addition, DEA has launched two cross-agency counterthreat teams to execute a network-focused
operational strategy. The two teams are mapping, analyzing, and targeting the cartels’ entire criminal
networks. The teams are composed of special agents, intelligence analysts, targeters, program analysts,
data scientists, and digital specialists. This network-focused strategy is critical to defeating the Sinaloa
and Jalisco Cartels.

DEA is simultaneously focused on protecting American communities. We are targeting the drug
trafficking organizations and gangs located in the United States that are responsible for the greatest
number of drug-related deaths and violence. DEA’s Operation Overdrive uses a data-driven,
intelligence-led approach to identify and dismantle criminal drug networks operating in areas with the
highest rates of violence and drug poisoning deaths. In each of these locations, DEA is working with
local and state law enforcement officials to conduct threat assessments identifying the criminal
networks and individuals that are causing the most harm. DEA works with state, local, and federal law
enforcement and prosecutorial partners to pursue investigations and prosecutions that will reduce
drug-related violence and drug poisonings. Phase one of Operation Overdrive took place in 34
locations across the United States, and phase two is currently occurring in 57 locations.

In 2021, DEA launched the “One Pill Can Kill” enforcement effort and public awareness campaign.
As part of the first two phases of the enforcement effort, DEA and our law enforcement partners
seized more than 20 million fake, fentanyl-laced prescription pills. In phase three of the enforcement
effort, which was conducted between May and September 2022, DEA seized more than 10 million
fake, fentanyl-laced prescription pills and approximately 980 pounds of fentanyl powder. This equates
to roughly 36 million potential lethal doses of fentanyl, which could have entered our communities.
Additionally, this enforcement effort resulted in 390 investigated cases, including 35 cases with a direct
link to one or both of the primary Mexican cartels responsible for the majority of fentanyl in the
United States: the Sinaloa Cartel and the Jalisco Cartel. Moreover, DEA investigated 129 cases directly
linked to the sale of fake pills containing fentanyl on social media.
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DEA is working closely with our local, state, tribal, territorial, federal, and international counterparts
to target every part of the illegal drug supply chain and every level of the drug trafficking organizations
that threaten the health and safety of our communities. To succeed, we must use every tool to combat
this substantial threat that is being driven by the cartels, as well as the Chinese-sourced precursor
chemicals and Chinese money laundering operations that facilitate the cartels’ operations.

Mexican Cartels and Drug Trafficking

The Sinaloa and Jalisco Cartels pose the greatest criminal drug threat the United States has ever faced.
These ruthless, violent, criminal organizations have associates, facilitators, and brokers in all 50 states
in the United States, as well as in more than 40 countries around the wotld.

The Sinaloa Cartel and the Jalisco Cartel and their affiliates control the vast majority of the fentanyl
global supply chain, from manufacture to distribution. The cartels are buying precursor chemicals in
the People’s Republic of China (PRC); transporting the precursor chemicals from the PRC to Mexico;
using the precursor chemicals to mass produce fentanyl; pressing the fentanyl into fake prescription
pills; and using cars, trucks, and other routes to transport the drugs from Mexico into the United
States for distribution. It costs the cartels as little as 10 cents to produce a fentanyl-laced fake
prescription pill that is sold in the United States for $10 to $30 per pill.

Drugs manufactured by the Sinaloa Cartel and the Jalisco Cartel often end up being marketed by
dealers using social media platforms to relentlessly expand their business and deceptively sell fake
prescription pills directly to young people and teenagers. Drug traffickers operate on multiple
platforms simultaneously, and often drive traffic between platforms.

The business model used by the Stnaloa and Jalisco Cartels is to grow at all costs, no matter how many
people die in the process. The cartels are engaging in deliberate, calculated treachery to deceive
Americans and drive addiction to achieve higher profits.

The Sinalpa Cartel

The Sinaloa Cartel, based in the Mexican State of Sinaloa, is one of the oldest drug trafficking
organizations in Mexico. The Sinaloa Cartel controls drug trafticking activity in various regions in
Mexico, particularly along the Pacific Coast. Additionally, it maintains the most expansive international
footprint of the Mexican cartels. The Sinaloa Cartel exports and distributes wholesale amounts of
methamphetamine, marijuana, cocaine, heroin, and fentanyl in the United States by maintaining
distribution hubs in cities that include Phoenix, Los Angeles, Denver, and Chicago. Illicit drugs
distributed by the Sinaloa Cartel are primarily smuggled into the United States through crossing points
located along Mexico’s border with California, Arizona, New Mexico, and Texas. Sinaloa reportedly
has a presence in 15 of the 32 Mexican states.

The Jalisco Cartel

The Jalisco Cartel is based in the city of Guadalajara in the Mexican state of Jalisco, and was originally
formed as a spin off from the Milenio Cartel, a subordinate to the Sinaloa Cartel. The Jalisco Cartel
maintains illicit drug distribution hubs in Los Angeles, Seattle, Charlotte, Chicago, and Atlanta.
Internationally, the Jalisco Cartel has a presence and influence through associates, facilitators, and
brokers on every continent except Antarctica. The Jalisco Cartel smuggles illicit drugs such as

3



57

methamphetamine, heroin, cocaine, and fentanyl into the United States by accessing vatrious
trafficking corridors along the southwest border that include Tijuana, Mexicali, Ciudad Juarez,
Matamoros, and Nuevo Laredo. The Jalisco Cartel’s rapid expansion of its drug trafficking activities
is characterized by the organization’s willingness to engage in violent confrontations with Mexican
Government security forces and rival cartels. The Jalisco Cartel reportedly has a presence in 21 of the
32 Mexican states.

People’s Republic of China and Precursor Chemicals

Chemical companies within the PRC produce and sell the majority of precursor chemicals that are
used today by the Sinaloa and Jalisco Cartels to manufacture fentanyl and methamphetamine. These
precursor chemicals from companies within the PRC are the foundation of the fentanyl and
methamphetamine that is manufactured and transported from Mexico into the United States, and is
causing hundreds of thousands of drug-related deaths in our country.

According to the State Department’s 2021 International Narcotics Control Strategy Report, there ate
approximately 160,000 chemical companies in the PRC. Chemical companies within the PRC
distribute and sell precursor chemicals that are used in fentanyl and methamphetamine production
around the world. Some companies within the PRC, for example, engage in false cargo labeling and
ship chemicals to Mexico without tracking the customers purchasing the chemicals.

DEA has been and remains willing to engage the PRC government on fentanyl related substances and
fentanyl precursor chemicals. However, due to diplomatic tensions between the United States and the
PRC, the government has suspended all counter-narcotics cooperation with the United States.
Moreover, since 2019, the PRC government has repeatedly declined diplomatic and congressional
requests to stop precursor chemicals from going to Mexico for the production of illicit fentanyl and
methamphetamine.

Chinese Money Laundering QOperations and the Cartels

The Sinaloa and Jalisco Cartels utilize U.S.-based Chinese Money Laundering Organizations (CMLOs)
around the world to facilitate laundering drug proceeds. CMLOs use trade-based money laundering
and bulk cash movement to facilitate the exchange of foreign currency. The use of CMLOs by the
cartels simplifies the money laundering process and streamlines the purchase of precursor chemicals
utilized in manufacturing drugs.

These money laundering schemes are designed to remedy two separate issues: (1) the desire of Mexican
cartels to repatriate drug proceeds into the Mexican banking system, and (2) wealthy Chinese nationals
who are restricted by the PRC’s capital flight laws from transferring large sums of money held in
Chinese bank accounts for use abroad. To address these issues, CMLOs acquire U.S. dollars held by
Mexican cartels as a means to supply their customers in China.

Scheduling of Fentanyl-Related Substances



58

Drug traffickers are continuously manufacturing and trafficking new and novel fentanyl-related
substances (FRS) that are poisoning Americans. The DEA strongly supports the permanent
scheduling and control of FRS as a class.

Cartel associated chemists are continually utilizing different precursor and pre-precursor chemicals,
as well as new synthesis techniques and methods, to evade detection and make new highly potent
and lethal fentanyl analogues. These FRS are structurally similar to fentanyl in ways that would be
expected to have psychoactive effects and toxicity with potentially deadly outcomes. FRS are not
permanently controlled in any schedule. Drug traffickers develop FRS to, at least in part, avoid
regulatory controls, and thus circumvent detection and prosecution.

Prior to the emergency class-wide scheduling of FRS in 2018, the DEA had to reactively schedule
new fentanyl analogues on a case-by-case basis, as they were encountered. The scheduling process
involves multiple federal agencies, to include the DEA, and the Department of Health and Human
Services (HHS), including the Food and Drug Administration (FDA), and the National Institutes of
Health (NIH). Prior to 2018, DEA and its interagency partners were racing to keep pace with the
cartel chemists who were manufacturing and trafficking in new fentanyl analogs outside the existing
laws and regulations. The continual scheduling of new fentanyl analogues in reaction to innovations
by cartel chemists was unworkable.

Since the DEA’s emergency class-wide scheduling in 2018, Congress has extended the temporary
scheduling order 8 times. The most recent extension is set to expire on December 31, 2024. DEA
remains appreciative of Congress for extending the scheduling of FRS. Since class-wide scheduling,
the identification of new FRS has dramatically slowed.

The permanent class-wide scheduling and control of FRS is critical to the safety and health of
Americans. Permanent class-wide scheduling would deter the Sinaloa and Jalisco Cartels and other
traftickers from developing new deadly substances. It will also send a strong message to foreign
partners. Moreover, it would permit law enforcement to respond to the illicit manufacturing,
importation, and trafficking of fentanyl analogues before they are distributed and before they can
cause harm to Americans.

The DEA looks forward to working with Congress to permanently schedule FRS consistent with the
Administration’s legislative proposal.

Conclusion
DEA will continue our relentless pursuit to dismantle the Sinaloa Cartel and Jalisco Cartel that are

driving drug poisonings and threatening the safety and health of our communities. Thank you again
for the opportunity to appear before the committee today. 1 look forward to answering your questions.
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Mr. GUTHRIE. Thank you.

The gentleman yields back.

I thank the witnesses for their testimony.

And we will begin—we will now move into the Q&A portion of
the hearing. I will begin the questioning and recognize myself for
5 minutes.

So, Mr. Chester, first, we had Dr. Gupta in Bowling Green, Ken-
tucky, my hometown, with Leader McConnell. And a lot of my law
enforcement guys were real concerned. And it goes back to a com-
ment that you made in a hearing in December 2021. And you were
defending the context of—what they were upset about is that—and
a lot of us are concerned about—is the administration’s position to
schedule fentanyl-related substances as a Schedule I but exempt it
from the mandatory minimums.

And in defending that policy before, you made this statement,
and I will quote it to you. It says: The administration, quote, “has
gathered up an entire class of substances uncreated that, within
the class of substance, there may be substances that either have
medical merit or are not the least bit harmful. They are not any
more harmful than water,” unquote. That was a direct quote.

I just can’t imagine anywhere that a cartel would smuggle
fentanyl analogs into our country that is not as harmful as water.
Would you clarify that statement?

Mr. CHESTER. Thank you for your question, Congressman. Yes.
And I remember that. I remember that very clearly——

Mr. GUTHRIE. I do, too.

Mr. CHESTER [continuing]. When we were talking about two sides
of the same coin, with gathering up an entire class of substances
that have not been subjected to testing. And so it is chemically pos-
sible that there are alterations to the fentanyl molecule that have
no effect on the body.

The question is, we don’t know that. And so, not until they are
subjected to the three- and the eight-factor analysis that the FDA
does that the effect on the body of these substances can be deter-
mined.

Traffickers often create new substances based upon their chem-
ical structure and then move them in and then ask for customer
feedback afterwards. And this is something that we see quite often.
They experiment with substances by sending them out and then
hear what the users provide in terms of feedback.

So there is a possibility that a trafficker creates a substance
based upon the fentanyl molecule, maybe a deletion of the fentanyl
molecule, sends it out, and it winds up having no effect on the body
at all.

Mr. GUTHRIE. That just seems—maybe that—I just can’t imagine
a cartel—maybe they do send some of this.

But, anyway, you have illegal cartels smuggling drugs into our
country. Say they have no effect, somebody takes them and com-
plains, “I took this pill. It has no effect.” That is still an illegal car-
tel moving drugs into this country.

The other one you said may have medical merit. You know,
fentanyl in itself has medical merit, except it is illegal and is sub-
ject to mandatory minimums if you illegally traffic fentanyl.
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So I just—it is concerning the administration has that position
and—it is concerning to me.

So, Mr. DeLena, you are in the DEA. Do you believe that we
should permanently—you said in your testimony that permanently
scheduling illicit fentanyl analogs has an effect and you have the
ability to—it gives you more authority. Would you care to just talk
about how important it is for your administration to have this bill
in place?

Mr. DELENA. Thank you for the question, Congressman.

It is the top legislative priority for DEA to permanently schedule
fentanyl as a classwide substance. We have never seen a deadlier
(Slrug, and we have seen the impact throughout the entire United

tates.

Mr. GUTHRIE. Have you ever seen a cartel smuggle a harmless
drug into the country?

Mr. DELENA. I can’t speak to every single thing that has ever
been smuggled, but what I can tell you

Mr. GUTHRIE. But have you ever seen a harmless drug smuggled
into the country?

Mr. DELENA [continuing]. The two cartels that we are laser fo-
cused on, the Sinaloa Cartel and the Jalisco Cartel, are producing
fentanyl and methamphetamine at epic rates. And it is fentanyl
and methamphetamine that is ending up in our communities and
causing the devastation and harm that we have seen play out:
107,735 Americans died between August 2021 and August 2022. It
has to stop.

Mr. GUTHRIE. You do see drugs that have medical merit, that are
prescription drugs that have been diverted, that are smuggled into
our country. That should be a crime and subject to the same as
well.

I mean, the administration says, “It could have medical merit.
We need to test it first.” But if a cartel is smuggling even prescrip-
tion drugs that have been diverted, it still should be punished and
subject to mandatory minimums. Do you agree?

Mr. DELENA. Thank you for the question, Congressman.

DEA is a law enforcement agency. We conduct investigations,
and we bring these cases forward to prosecutors. It is the prosecu-
tors and the judges who ultimately make those decisions.

Mr. GUTHRIE. So, if we permanently schedule fentanyl analogs
subject to Schedule I and some do come in that have medical merit,
they will be treated just like any other drug that has medical
merit? And if for some reason a cartel decides to send some that
are harmless, you still want to have the ability to disrupt those
cartels, correct?

Mr. DELENA. Thank you for the question, Congressman.

We are laser focused on disrupting and defeating the two cartels,
Sinaloa and Jalisco, that are causing the damage and destruction
throughout all of our communities.

Mr. GUTHRIE. Thank you.

My time has expired, and I recognize Ms. Eshoo from California
for 5 minutes to ask questions.

Ms. EsHOO. Thank you, Mr. Chairman.

And thank you to the witnesses for your testimony.

First, I want to go to Mr. DeLena.
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Thank you for being here. A lot of passion in your voice and in
your testimony. A career that spans decades.

I think you have answered my first question: Do Mexican cartels
fuel the supply of illicit fentanyl in the United States? That is a
definite “yes.”

So just “yes” or “no” to the following: Do the Mexican cartels ben-
efit from the availability of American guns?

Mr. DELENA. Thank you for the question, Congresswoman.

As I stated, the two cartels, Sinaloa and Jalisco Cartel, are driv-
en by greed. They are producing methamphetamine and fentanyl at
catastrophic rates and bringing those drugs into all of our commu-
nities

Ms. EsHOO. So it is “yes”?

Mr. DELENA. They are fueled by any type of greed, and they are
paid and repatriated in any way possible.

Ms. EsHOO. Do they benefit from the guns, though, the traf-
ficking of them?

Mr. DELENA. Thank you for the question.

These are ruthless, violent criminal organizations——

Ms. EsHOO. But is it “yes”

Mr. DELENA [continuing]. That are involved in——

Ms. EsHo0. We know they are ruthless. I mean, my God. But is
it “yes” or “no”?

Mr. DELENA. They use violence, guns of all——

Ms. EsHOO. So it 1s “yes”?

Mr. DELENA. Yes.

Ms. EsHOO. OK.

If the cartels had less access to American guns, would that di-
minish their strength and their firepower?

Mr. DELENA. Anything that we provide them——

hMIS{' EsHOoo0. I think it is obvious, but I want to hear what you
think.

Mr. DELENA [continuing]. Less access to—exactly. Thank you.

Ms. EsH00. Uh-huh.

If the cartels were weakened, would that reduce the amount of
illicit fentanyl coming into the United States from Mexico?

b Mr. DELENA. Our focus is to defeat them, not just weaken them,
ut

Ms. EsHOO. But is it “yes”

Mr. DELENA [continuing]. Defeat those two cartels.

Ms. ESHOO [continuing]. Or “no”?

Mr. DELENA. Yes. Yes.

Ms. EsHOO0. OK.

To Dr. Gandotra, as I said in my opening statement, only 11 per-
cent of people who need substance use treatment receive it. So that
is a very small number of people in our country.

Hopefully the number is going to grow soon, given the MAT Act
that we passed that was signed into law. It is going to allow more
doctors to prescribe medication-assisted treatment.

As quickly as you can, what are both SAMHSA and ONDCP
doing to educate the providers about the MAT Act so that we can
expand the access to medication-assisted treatment?

And if you can give us a specific, so that we have a clearer han-
dle on what you are doing.
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Dr. GANDOTRA. Thank you for the question.

Certainly SAMHSA, HHS, and our Federal partners at ONDCP
and DEA are working together quickly to provide providers with
education and direction.

Ms. EsHOO. Yes, but what are you doing? Give us an example.
When you say we are working to provide, what does that mean?

Dr. GANDOTRA. Well, we are having regular meetings to coordi-
nate frequently asked questions. There has been a letter that has
been sent out to DEA registrants. Certainly we are working with
the professional societies to perform a framework of educational
priorities and competencies for providers.

We have been reaching out to all of our stakeholders—States, the
State opioid treatment authorities, as well as providers them-
selves—so that they can have the education. There are updates on
our web pages, both for ourselves as well as for our colleagues at
the DEA.

Mr. CHESTER. Ma’am, I think my colleague from SAMHSA has
summed it up well in terms of implementation, but let me just add
that it is critically important that the elimination of the X waiver
created the opportunity for physicians to be able to do this.
Through greater education through SAMHSA and others, they are
creating the willingness of physicians to be able to prescribe this
very necessary drug as well. And SAMHSA is doing great work in
that regard.

Ms. EsHoo. I think it is important to note here, as we talk about
the need for medication-assisted treatment, how few in our country
receive it today; what our goal is, certainly, with the new law; that
Medicare currently covers an estimated 1.7 million beneficiaries
with substance use disorder. That is Medicare, which may be sur-
prising to some people. You think of older people, there is addiction
there that—it is a disappointment and a surprise. And Medicaid—
Medicaid covers about 6 million people with substance use dis-
order.

So I would say to my Republican friends that, as there is a nexus
between debt ceiling and cutting Medicare, watch it. Because these
are people that need, absolutely have to have this coverage.

With that, I yield back, Mr. Chairman.

Mr. GUTHRIE. The gentlelady yields back.

Mr. Burgess from Texas is recognized for 5 minutes for ques-
tions.

Mr. BURGESS. Thank you, Mr. Chairman.

I wasn’t going to bring this up, but the ranking member and the
ranking member of the full committee have provoked me on this.

Look, cuts to Medicare over the past 2 years have been stag-
gering. And you talk to any practicing physician out in the country
and ask them, “Have you felt the effect of Medicare cuts in the last
2 years?” and the answer will be, “Absolutely, yes.”

Now, the American Rescue Plan—actually, one of the pay-fors of
the American Rescue Plan was a sequester on Medicare. Yes, Con-
gress has put a stay on that sequester, but that looms out there
as a budget item in the future. The Inflation Reduction Act—$300
billion of Medicare cuts to pay for money to go to insurance compa-
nies.
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So, please, let’s be careful about our language here, because it
does matter.

But we have a very important issue at hand.

And, Mr. DeLena, thank you so much. Your testimony was very
powerful. Your written testimony is some of the most disturbing
that I have read since I have been on this committee, and that goes
back to 2005.

I am grateful that you are working with the State Department.
You referenced the State Department’s International Narcotics
Control Strategy Report. So I am encouraged by that.

What is concerning to me is the next paragraph. You say, “DEA
has been willing to engage the People’s Republic on fentanyl-re-
lated substances and precursors. However, due to diplomatic ten-
sions between the United States, the People’s Republic of China,
the government”—I assume that is the PRC Government—“has
%uspended all counter-narcotics cooperation with the United

tates.”

Is that an accurate statement?

Mr. DELENA. Congressman, thank you for your question.

DEA is working in China to stop the illicit flow of those pre-
cursor chemicals that are ending up in the hands of the two car-
tels, the Sinaloa Cartel and the Jalisco Cartel. We know that, every
day, chemicals, precursor chemicals, are leaving China. China
doesn’t have a know-your-customer rule, or there is no oversight of
any of that stuff that is ending up in Mexico.

And we also know that in China and throughout China there has
been a dramatic increase in money-laundering activities as another
way to get back involved with those two cartels, essentially under-
cutting all the other traditional forms of money laundering that
had occurred up until now.

But the relationship right now, we know that China needs to do
more to get more engaged.

Mr. BURGESS. Yes. There is the understatement of the year:
“China needs to do more.”

I mean, these are chemical weapons that are being dispatched
into our country to kill our young people at a rate greater than
100,000 a year. Is that a fair statement that I have just made?

Mr. DELENA. Thank you for the question.

The chemicals, the precursor chemicals, that are essentially leav-
ing China are ending up in Mexico, where those two cartels are
mixing them in these clandestine laboratories into the synthetic
drugs. And it has become a limitless supply now that we have, you
know, switched to synthetics versus plant-based drugs.

Mr. BURGESS. So a terrorist organization producing weapons of
mass destruction that are coming into our country, it seems like we
would do everything within our power to disrupt them financially
under tools that are already in existence probably dating back to
the PATRIOT Act after 2001.

So are we disrupting the financial instruments that are available
to chemical precursors in China and the cartels in Mexico?

Mr. DELENA. Thank you for the question.

As a law enforcement agency, DEA has taken a network ap-
proach to try to fully map and analyze and identify where these
cartels are operating. They are operating throughout the entire
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United States, obviously, and throughout Mexico but also in 40
countries around the world.

It is our goal to absolutely infiltrate and defeat those cartels as
they exist.

Mr. BURGESsS. Well, let me give you a mission statement, then:
Follow the money. Because I think, in this case, it is extremely im-
portant. And, further, disrupt the ability to continue to fund this
operation.

I mean, it is great we are doing harm reduction. And I would go
back to Nancy Reagan’s “Just say no.” I think that was the great-
est harm reduction that was made available to the country, back
in the 1980s. But if we do not disrupt the financial instruments
that allow this warfare to continue, we can’t win. You can’t—you
can’t harm reduction your way out of this problem.

And let me just ask you this as one last thing. We hear over and
over again, “Well, it is not—you know, people coming over the bor-
der is really not the problem. It is points of entry.” But it is the
removal of Customs and Border Protection and even some of your
agents, having to handle these vast numbers of people that are
coming across the border illegally, and deflecting them from other
activities that might be used to interdict fentanyl and even agricul-
tural products that shouldn’t be coming into this country. Is that
something that concerns you?

Mr. DELENA. Thank you, Congressman.

I think, specific to your question, it is probably best served for
the Department of Homeland Security and their components who
actually control the border and those points of entry.

Mr. BURGESS. They don’t control the border is precisely the point.

Thank you, Mr. Chairman. I will yield back.

Mr. GUTHRIE. Thank you.

The gentleman yields back.

We are going to try to stick to 5 minutes. We have two panels
today. So I know we had a couple run over. I want to try to get
on to sticking to the 5 minutes.

So next up is Mr. Sarbanes from Maryland. You are recognized
for 5 minutes.

Mr. SARBANES. Thanks very much, Mr. Chairman. And congratu-
lations on taking up the leadership of this subcommittee.

I want to thank all of you for your testimony today. You have re-
sponsibility for a broad set of initiatives. And, in particular, I want
to thank your agencies for their work to combat the mental health
and behavioral health crises that we see. We know that there is an
intersection of those crises with the addiction crisis across this
country, so that is a very important part of our response.

Last Congress, I was proud to work with colleagues on our com-
mittee to enact legislation that provided increased funding for men-
tal health programs and reauthorize several key mental health and
substance use disorder programs, including legislation I helped
sponsor to bolster two programs that provide care for children and
adolescents.

Both of these programs—the first one, the Comprehensive Com-
munity Mental Health Services for Children with Serious Emo-
tional Disturbances Program—and let me break that down, because
that is a mouthful. Comprehensive community mental health serv-
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ices—so the idea that we have to take a holistic approach to this
and make sure that it is a full community response—with children
who have serious emotional disturbances, so that is the particular
audience that it is being addressed to. The other program, the
Youth and Family TREE Program. These are administered by
SAMHSA, which has been working closely with the Biden adminis-
tration to implement evidence-based policies and programs that
save lives.

Dr. Gandotra, in your testimony, you note that many of the re-
cent actions taken by Congress and the Biden administration have
had a measurable impact on mental and behavioral health out-
comes.

For example—and this is pretty remarkable—you note that the
recent expansions in care through Certified Community Behavioral
Health Clinics, which is an important part of the infrastructure in
this area, have achieved a 74 percent reduction in hospitalizations
and a 69 percent reduction in emergency department visits, not to
mention a 31 percent increase in individuals’ mental health func-
tioning in everyday life.

So there has definitely been a very positive response to these
programs. It is remarkable progress. We have to keep building on
the success.

I do want to say that in Maryland we are working very hard to
combat an acute crisis we face in pediatric mental health access,
which has left far too many families struggling to find mental
health care for their children, many of whom have been forced to
remain in emergency departments or were turned away from care
when they need it most.

Governor Moore, recently inaugurated in Maryland, has deemed
addressing health issues as a core priority of his administration
and proposed an investment of almost $1.5 billion in mental health
care services in Maryland this year.

Dr. Gandotra, can you further explain how the recent invest-
ments in mental health through the Bipartisan Safer Communities
Act and the bipartisan mental health package that I referred to are
making a real difference in communities and why it is so important
that we continue to invest in these programs?

Dr. GANDOTRA. Thank you, Congressman, for your question.

And, certainly, investing in children’s mental health pays divi-
dends for the community, for services throughout not just Mary-
land but throughout the country. We have seen investments really
pay dividends with regard to improved functioning in school, de-
creased criminal justice involvement, decreased hospitalizations,
decreased emergency department use.

As far as resources, SAMHSA’s resources really do leverage a
number of educational activities in terms of providing schools,
counselors, teachers, as well as community organizations with the
tools they need to help identify mental illness, prevent conditions
before they worsen, and provide them with resources to link pa-
tients to treatment.

Also, we like to enhance the services we already have, by pro-
viding culturally competent workforce educational products as well
as an ensuring individuals who are identified early are not only
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linked to the right treatment but the appropriate level of care.
That is also done with crisis management services as well.

Mr. SARBANES. Thanks very much.

I am out of time. I was going to ask you about telehealth also
being a means of expanding access. I know that is very important.
We want to continue to explore the opportunities there.

With that, Mr. Chairman, I yield back. Thank you.

Mr. GUTHRIE. I thank the gentleman for yielding back.

The Chair now recognizes Chair McMorris Rodgers for 5 min-
utes.

Mrs. RODGERS. Thank you, Mr. Chairman.

In 2019, China permanently scheduled all fentanyl-related sub-
stances. They were the first country in the world to do so. So far,
the United States has stopped short of doing the same. A perma-
nent American solution, like passing the HALT Fentanyl Act, is
necessary.

Mr. Chester, can you discuss our working relationship with
China to prevent the entry and sale of fentanyl and its analogs?

Mr. CHESTER. Thank you for the question, Congresswoman. Our
relationship with the PRC doesn’t move in a straight line, but as
you point out, we have, in the past, had success in dealing with the
PRC, specifically the class scheduling of fentanyl that we asked
them to do that they announced in 2019, and a couple of things
happened when that occurred.

The first one was, shipments of finished fentanyl directly from
the PRC to the United States, principally through mail and express
consignment, dropped to almost zero where they remain today.

Traffickers moved from the business of finished fentanyl to the
precursor chemicals that they supply to manufacturers within Mex-
ico, and Mexico became the locus of illicit fentanyl production.

We have worked with the PRC on a number of issues in terms
of accountability and the prevention of the diversion of illicit
chemicals, pill presses, better oversight over the shipping compa-
nies.

And while it is true that within an environment of competition,
there are some areas of cooperation and that the PRC stepped back
last summer from many of them, we continue to have contact with
the government of the PRC, and we continue to call upon them to
partner with the United States on a global level because they share
a large portion of the task in dealing with this issue.

Mrs. RODGERS. Would you speak to how they are enforcing this
ban on fentanyl and fentanyl-related substances in China, and
what mechanisms do we have to hold China accountable to its com-
mitment to ban the export of fentanyl in its analogs?

Mr. CHESTER. Within the PRC, their Ministry of Public Security
and their law enforcement organizations take the issue of fentanyl
trafficking very, very seriously, and in fact, when they announced
in May 2019 that they were scheduling all fentanyl-related sub-
stances as a class, that September they invited members of our em-
bassy over to witness the sentencing of 10 fentanyl traffickers.

And this was remarkable because, not just a year before, the gov-
ernment of the PRC had told me that no fentanyl was coming from
the PRC. So what that tells us is, they take it very seriously.
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We do have the opportunity to have progress, and when the gov-
ernment of PRC takes this issue seriously, they can do very, very
good things. What we are asking them to do now is exert more
oversight over their shipping industries and their chemical indus-
tries

Mrs. RODGERS. Yes.

Mr. CHESTER [continuing]. That divert these chemicals for pro-
duction.

Mrs. RODGERS. Right. It is frightening how many plants in China
are producing the chemicals.

Mr. CHESTER. Yes, ma’am. There are about, we are told about
160,000 chemical plants, but the issue is that they are diverted on
their way out of the country, destined for unknown and undeclared
customers in Mexico who use them to produce the fentanyl-related
substances.

Mrs. RODGERS. Have any other countries permanently scheduled
all fentanyl-related substances?

Mr. CHESTER. I believe not, but I will get you that definite an-
swer, ma’am.

Mrs. RoDGERS. OK. Mr. Delena, offenses prosecuted under
classwide scheduling can trigger a mandatory minimum of 5 years
for 10 grams or 10 years for 100 grams of a drug mixture con-
taining a detectable amount of fentanyl analogs.

To put it into perspective, how many grams are fentanyl are le-
thal?

Mr. DELENA. Congresswoman, thank you for the question. DEA
estimates about 2 milligrams is a potentially lethal dose. That is
about enough to fit on the tip of a pencil.

Mrs. RODGERS. And then what is a lethal dose of carfentanil,
which is a fentanyl analog?

Mr. DELENA. Thank you, Congresswoman. I would have to defer
to some of the scientists and lab folks at DEA, but I can get you
that exact, specific answer.

Mrs. RODGERS. Well, bottom line—bottom line—we know that
there is enough fentanyl now in the United States to kill every per-
son seven times over, and so it is a huge amount of fentanyl that
has come into the United States.

And it is lethal, and it is impacting those that are addicted, but
it is also impacting people who don’t know even what they are
doing or what they are taking, some of these pills that are laced
with fentanyl.

And so I really just appreciate all you being here. We are com-
mitted to taking action to ensure that we are doing everything we
can to keep fentanyl and fentanyl-related substances off our
streets. It is destroying families, individuals, and communities all
across this country, so thank you. I yield back.

Mr. GUTHRIE. I thank—the Chair yields back. The ranking mem-
ber, Mr. Pallone from New Jersey, is now recognized.

Mr. PALLONE. Thank you, Chairman.

One bill that would have been a great addition to this hearing
today is the Medicaid Reentry Act, and this bipartisan legislation
would extend Medicaid eligibility to incarcerated individuals back
to 30 days prior to their release. So let me start with Dr. Gandotra.
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It is my understanding that individuals newly released from in-
carceration are at a much higher risk of overdose than suicide. Can
you describe some of the reasons for that?

Dr. GANDOTRA. Thank you for the question. And as you accu-
rately describe, individuals who are reentering society from incar-
ceration are at higher risk for overdose, in particular, because dur-
ing their incarceration, their tolerance levels have changed, and
when they reenter society and they use again, they are much more
likely to overdose if they previously—amounts that they had pre-
viously used that they were tolerant to.

So it is vitally important that these individuals engage in treat-
ment, both prevention and recovery services as well as evidence-
based treatment, well before they are actually released.

The most important aspect of that is the transition planning.
There are certainly models that have been successful, such as the
sequential intercept model, which not only encourages transitional
planning by jail and end-reach providers but also can facilitate
other resources that are necessary for success—social determinants
of health, case management, resources that will be needed.

Sometimes a warm handoff and actual conversations with the
service providers in the communities can really go a long way to-
wards reducing mortality for those reentering society.

Mr. PALLONE. And the problem now, Doctor, is that they are not
eligible for Medicaid under the law now until they leave prison,
and then oftentimes we can’t even find them to tell them to sign
up or whatever, correct?

Dr. GANDOTRA. So certainly there are treatment gaps that need
to be addressed, particular coverage gaps with regard to remunera-
tion of services, but the prescriptions themselves, having those be-
fore they leave, having a contact, peer recovery support specialist
in the community that can help connect them and keep them con-
nected to treatment, because we know the treatment retention
yields better outcomes.

Mr. PALLONE. All right. Now, I wanted to shift to Mr. Chester.
In order to conduct quality research, investigators need access to
fentanyl analogs as they might be useful in enhancing current
treatments or developing new ones.

A key component of the administration’s proposal involves how
FRS are classified, or subsequently reclassified if found to have a
lower risk profile. Can you explain the importance of the provision
for off ramping and FRS?

Mr. CHESTER. Thank you, Congressman. That was a key compo-
nent of the administration’s proposal when it comes to fentanyl-re-
lated substances. So the first step is to scoop these substances up
and make sure that Americans don’t have access to them, that they
can’t be harmed.

But the second one is what you say, to determine two things: if
those substances may have some medical merit, and what their
qualitative effect is on the body. And it is critically important for
researchers to be able to, even though they are in Schedule I, to
have access to them.

And part of the proposal for FRS was not only FRS, but all
Schedule I drugs, actually reworking the process by which re-
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searchers can have access to Schedule I drugs for the purposes of
research.

Mr. PALLONE. All right. Now, I am just going to rush through
this because there is only about a minute left. What is your under-
standing of how the current administration’s proposal differs from
the HALT Fentanyl approach, and is the administration’s approach
evidence based? Why is it important to use evidence-based ap-
proaches when it comes to scheduling of FRS?

Mr. CHESTER. So on the first part, I apologize, I can’t take a posi-
tion on a specific piece of legislation, but what I can say is, the ad-
ministration’s proposal was comprehensive, and it was a consensus-
based proposal that came across the interagency, and it is evidence
based. It is based on what we know about access to research, what
we know about criminal justice outcomes, and also what we know
about the trafficking of these substances.

Mr. PALLONE. All right. I appreciate that. Thank you, Mr. Ches-
ter, for helping us understand some of the differences, if you will,
from what the current administration is proposing.

And I just want to say appropriately studying and categorizing
substances is key to addressing the opioid and fentanyl crisis. So
it is important that we understand the differences between these
various approaches.

And with that, I will yield back, Mr. Chairman.

Mr. GUTHRIE. Thank you. The gentleman yields back. The Chair
recognizes Mr. Latta for 5 minutes for the purpose of asking ques-
tions.

Mr. LATTA. Well, thank you, Mr. Chairman, and thanks to our
witnesses for being here. First, I would just like to, once again,
show people—well, this is from the DEA website that I have used
back in our district.

This is the amount of fentanyl that will kill you when you are
looking at it next to a penny, and I think it is really important to
see that because, again, what everyone is up against in this coun-
try and how we are going to have to stop this, because—and the
testimony again being today that 107,477 Americans that lost their
lives last year.

And, Mr. DeLena, I really appreciate something you are saying.
You are saying “poisoning” now. We are not talking about overdose
deaths, we are talking about poisoning.

And that is something that came up in the roundtable that we
had with family members and law enforcement. It is no longer
overdose. This is poisoning.

And when you think about the—you mentioned 294 people died
from drug poisoning every day in this country, and that, you know,
what was interdicted, that we know of, is 7.5 million tons of
fentanyl that came into this country—7%2 tons, not millions, excuse
me—7% tons of fentanyl that came into the country. So I think it
is really important that we keep that in line.

And something else I think is really important, I think, in your
testimony. It is costing—it says in your testimony, you say, it costs
the cartels as little as 10 cents to produce a fentanyl-laced fake
prescription pill sold in the United States. That is what we are say-
ing, then, is they can kill us for 10 cents—10 cents.
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So when we talk about do we got a crisis on our hands, we are
past a crisis in this country, and I know my friend from Texas
asked some of the questions especially dealing with the PRC, but—
and the paragraph before because, again, it is where these chemi-
cals be coming in, when you talk about 160,000 chemical companies
in the PRC and those that are distributing the precursor chemicals
for use in fentanyl and meth.

The question, you know, right now is that since they are faking
these labels as they are going from China to Mexico, we are talking
to our Mexican counterparts, is there anything that they are—
being done within Mexico to try to find these fake labeled ship-
ments as they come through?

Mr. DELENA. Congressman, thank you for your question, and to
address the first part of it with drug poisonings, DEA—and I have
been a part of it—has met with family members that have lost
loved ones. We had 22 family summits, where we met with families
who have lost loved ones, and, you know, we hear from them every
day, you know, the pain and suffering that is caused by this drug,
fentanyl.

And it truly is a poisoning, that is how we look at it now, that
it is Americans that are being poisoned across the country.

To talk about the chemicals that you ask about, these Chinese
chemical supply companies, there is no oversight or know-your-cus-
tomer rule, and as you said, they are shipping these precursor
chemicals into Mexico all the time.

We know, on one side, China needs to do a lot more, and we
know the same has to happen in Mexico. The Mexican Government
needs to do a lot more to enforce what is coming into that country
and work with us to try to defeat these two cartels.

Mr. LATTA. Great. Let me follow up on, because, again, when you
look at the, prior to 2018 with fentanyl, and what we want to do,
my good friend from Virginia and I and our legislation on HALT
Fentanyl, again, what will having it permanent because, again, you
know, you always—you talk in your testimony about the temporary
scheduling order 8 times. How will this bill help you on the crisis
that we have with fentanyl?

Mr. DELENA. Thank you again for the question. The permanent
scheduling will allow DEA to arrest and seize when we encounter
fentanyl-related substances wherever that happens.

We also know that with classwide scheduling, there has been less
production of different analogs. It is just not worth the chemical
brokers and chemists in Mexico when they are making this sub-
stance, when they know it is a classwide, you know—it is illegal
classwide, there is no benefit for them to try to create new sub-
stances.

Mr. LATTA. Well, again, I appreciate, you know, the work that
you are doing because, again, we need to get this legislation across
the finish line because we want to stop this horrendous rise in
deaths across this country. And it has got to happen now.

So, Mr. Chairman, I yield back the balance of my time.

Mr. GUTHRIE. Thank you. The gentleman yields back.

The Chair now recognizes Mr. Cardenas of California for 5 min-
utes for asking questions.
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Mr. CARDENAS. Thank you very much, and congratulations,
Chairman Guthrie. I have always enjoyed working with you and
looking forward to working with you as the chairman of this very
important committee.

And also to Ranking Member Eshoo, thank you so much for your
diligent work, and I have enjoyed working with you, and this com-
mittee is going to hopefully do much, much good work over these
next 2 years.

Before I ask my questions, I just want to mention a few words—
Purdue, the Sackler family, and crime pays. Still one of the richest
families in the world. Where did all this start and who was a big
part of where we are today.

Dr. Gandotra, thank you for joining us today and for sharing
your informative and valuable expertise on mental health policy.

As you are aware, HHS recently implemented the 988 hotline, a
potentially life-saving service for individuals experiencing mental
health crises, spearheaded by my colleague here, Congressman Sar-
banes.

N T{link you so much for everything you do in the space of mental
ealth.

While there is much work to be done, I believe that the promise
of 988 and the momentum—excuse me—the continuum of crisis
care built around it, offers some much-needed hope for those strug-
gling with their mental health.

However, in December the 988 hotline experienced a service
interruption after a suspected cyber attack on Intrado, a large tele-
communications company that provides services to Vibrant, the ad-
ministrator of the 988 hotline.

The bill before us today, which I am co-leading, aims to prevent
this from happening again. In the wake of the December Intrado
service outage, how is SAMHSA mitigating the risk of similar inci-
dents and hoping to keep that from happening again? Can you put
your microphone just a little closer? Thank you.

Dr. GANDOTRA. Sure. Thank you, Congressman, for your ques-
tion, and also for the ongoing support for the 988 program. And I
would like to first state that our highest priorities are to develop
additional redundancies in the event of any future outages.

While minimizing the likelihood of such events, we want to con-
tinue to protect personal information and be sure that there is
clear communication protocols among the partners and the public.
We certainly owe the public trust when it comes to their personal
information.

We also want to be able to continue to expand services and un-
derstanding that when these problems arise, we want to quickly re-
solve them and provide clear guidance on where and how to seek
help. Certainly, clear communication and protocols between the
partners and public is going to be paramount.

Mr. CARDENAS. Are more resources needed, and do you appre-
ciate Congress actually providing more resources in the future?

Dr. GANDOTRA. Well, we thank Congress for the investment cer-
tainly as we recognize that mental health crisis services are always
needed. As there has been a growing need recognized, not just in
the past years, but throughout the past decade, we would appre-
ciate all the support the Congress has given us.
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Mr. CARDENAS. Thank you. I look forward to working with you
and SAMHSA on improving 988 and getting it to where it should
be in the future.

I also want to take a moment to discuss our policy around
fentanyl and fentanyl-related substances. Overdose deaths are sky-
rocketing in this country, and I share my colleagues’ horror at the
devastation we have seen at the hands of the fentanyl crisis.

But among other things, this is a complex, multifaceted public
health crisis that requires a robust public health response. And
candidly, I am concerned that this class-wide scheduling approach
sets a precedent of guilty until proven innocent.

The proposal put forth by my Republican colleagues goes all in
on applying harsh Federal penalties, but lays almost no ground-
work to test for the potential harmlessness of these fentanyl-re-
lated substances, or even their potential therapeutic value.

We could be overlooking the next naloxone, which has saved
countless lives from opioid overdose because our focus is solely pu-
nitive, and I think that is a grave error with immense con-
sequences. The responses are usually multifaceted, but not simple.

Mr. DeLena, under the current classification system, what kind
of resources have you allocated toward testing the effects of Sched-
ule I compounds which may have medicinal purposes?

Mr. DELENA. Congressman, thank you for the question. DEA is
open to the testing of Schedule I substances. It is our partners at
HHS that conduct those type of tests, and as I said, we are open
to Schedule I testing and research for any scientific need, and for
any medical evaluation that could come out of it.

Mr. CARDENAS. OK. Thank you so much. My time having ex-
pired, I yield back.

Mr. GUTHRIE. Thank you. The gentleman yields back, and now
Mr. Griffith is recognized for 5 minutes for the purpose of asking
questions.

Mr. GRIFFITH. Thank you very much, Mr. Chairman.

There is some confusion about the HALT Fentanyl Act that I am
hearing in some of the questioning and in some of the statements
that have been made. The Act does, in fact, include the ability to
do research and makes it easier to get through the pathways to get
research done.

On some of those—and to our colleagues on the other side of the
aisle, they held a great hearing earlier, last year, sometime last
year. If memory serves me correct, there are approximately 48,000
potential analogs to fentanyl, of which, we have looked at some-
where between 30 and 40.

But that is a—you know, if you want more research, this makes
it easier, and we probably need to get the appropriators to appro-
priate money to go in that direction, if that is the intent.

But we are—the bill does allow for more research. I have been
a big advocate for researching substances and their potential med-
ical use since I came to Congress.

Also, Mr. Chairman, I would request unanimous consent for the
introduction of a letter for the record from the Peace Officers Re-
search Association of California, representing 75,000 public safety
members and 930 public safety associations which expressed their
support for the HALT Fentanyl Act.
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Mr. GUTHRIE. Any objections?

Seeing none, so ordered.

[The information appears at the conclusion of the hearing.]

Mr. GRIFFITH. And from that letter, Mr. Chairman, they say, as
the law enforcement community continues working to reverse these
trends, the HALT Fentanyl Act would help to bolster the efforts by
ensuring current Schedule I classification of fentanyl under the
Controlled Substances Act does not expire. So there is that.

Let me ask a couple other things that I thought was interesting.
Mr. DeLena, you indicated that because of the temporary ban, it
is not worth it to the cartels to work on the analogs. That implies,
and I believe it was happening, is that when there wasn’t—when
the analogs were not illegal, they were looking for analogs that
would be legal, that they could get around the laws and not face
criminal punishment in the United States by importing these poi-
sons into our country. And this has actually helped stop that.

It may not have stopped the fentanyl deaths, and certainly this
is only one part of a complex answer. But I am I correct that they
were looking for other ways so they could avoid criminal punish-
ment, yes or no?

Mr. DELENA. Thank you for the question. We have actually seen
that play out before where they can flip one molecule and keep
moving it along. With the class-wide scheduling, it is just not bene-
ficial for them to do that.

Mr. GRIFFITH. And I appreciate that. I am going to switch gears
for a second, Doctor, and I hope I am saying it right, Gandota,
Gandotta?

Dr. GANDOTRA. Gandotra.

Mr. GRIFFITH. Gandotra. In a recent study published in the Jour-
nal of the American Medical Association, they said there was no
evidence that telemedicine has actually expanded access to care for
opioid use disorder.

They also found that telemedicine opioid use disorder patients
tended to be more concentrated in higher income metro areas. And
I am a big believer in telemedicine, so what do you think we can
do to expand access to more rural areas like mine?

Dr. GANDOTRA. Thank you, Congressman, for the question. Cer-
tainly SAMHSA is committed to expanding treatment access for
medications for opioid use disorder. We have heard from numerous
stakeholders, in particular, from rural areas or from our State
opioid treatment authorities.

Mr. GRIFFITH. So you are going to work with us on that?

Dr. GANDOTRA. Yes, sir.

Mr. GrIFFITH. All right, I appreciate that.

Buprenorphine. Now there is no limit on the number of doctors
prescribing, but even before that—or the number of patients that
a doctor can have to prescribe, but even before that, it was starting
to become used as a street drug in a couple of my counties.

Are we monitoring to see if this is going to be a national trend?
Are you all looking at that as a possibility? Because apparently, it
is happening, according to some of my law enforcement folks.

Dr. GANDOTRA. Certainly expanding medications for opioid use
disorder including buprenorphine is one of our goals for
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Mr. GrIFFITH. Well, I want to know if we are looking to make
sure that we are not creating a new street drug.

Dr. GANDOTRA. We are certainly—we are certainly educating pro-
viders

Mr. GRIFFITH. Mr. DeLena, you too? You are all looking at this?

Mr. DELENA. Thank you, Congressman. Absolutely. Any threat
that is posed to the American public, DEA will continue to monitor.

Mr. GRIFFITH. And have you seen any uptick in buprenorphine
being used as a street drug?

Mr. DELENA. Again, thank you for the question. I can’t speak to
that. I have not seen that in the area that I came from. My last
assignment in New England, we did not see that trend.

Mr. GrIFFITH. All right. And I am running out of time, so last
question. Got all these cartels in Mexico. Is the Mexican Govern-
ment capable of defeating those cartels on their side of the border?

Mr. DELENA. Thank you for the question. Those two specific car-
tels, Jalisco and Sinaloa, that are causing all of this harm are oper-
ating virtually with impunity. We need the Mexican Government
to lean in and do a lot more.

Mr. GRIFFITH. But right now, they can’t do it, can they?

I yield back.

Mr. GUTHRIE. Thank you. The gentleman yields back.

The Chair now recognizes Dr. Ruiz for 5 minutes for questions.

Mr. Ruiz. Thank you. As an emergency physician, I have seen
time and time again the devastating and often fatal effects of drug
overdose. Fentanyl, in particular, continues to wreak havoc on our
communities.

The most recent data from CDC shows that 67 percent of all
overdose deaths in the U.S. involve synthetic opioids like fentanyl,
and DEA Administrator Ann Milgram called fentanyl, quote, “the
single deadliest drug threat our Nation has ever encountered,” un-
quote.

Over the past several years, this Congress adopted many policies
to try to stem the tide of the substance use crisis and increase ac-
cess to prevention, treatment, and recovery services.

However, still more needs to be done. I think it is critical to re-
mind everyone that substance use disorder is a disease, and it
needs to be treated as such. This means we need to focus on great-
er access to harm reduction programs and increase efforts towards
prevention.

I approach this disease like I would any other, addressing how
to get someone well after they are sick, but also how to prevent
them from getting sick in the first place.

Our healthcare system is good at healing the sick, but often too
frequently ignores or undervalues prevention so that people don’t
get sick in the first place.

So on that note, I would like to talk about the HHS overdose pre-
vention strategy and what it is accomplishing in this regard. The
strategy involves four priorities: primary prevention, evidence-
based treatment, harm reduction, and recovery support.

This is especially important among youth as recent data from the
nonprofit group Families Against Fentanyl suggested children
under 14 are dying a faster rate than any other age group.
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So we know you can’t incarcerate a public health problem from
ending, and you also got to think through how—that, you know,
the focus is on the drug cartels moving drugs over, but how about
those who have the disease of addiction who are also fueling that
through the enormous demand on our side?

So, Dr. Gandotra, what are the interventions and early preven-
tion strategies used in the overdose prevention strategy to address
opioid use, particularly among youth.

Dr. GANDOTRA. Thank you, Congressman, for that question. Cer-
tainly the prevention pillar is important in terms of the overdose
prevention strategy. Our strategic prevention framework is one of
our major grant programs that allows for community organizations,
States themselves, and local jurisdictions, to identify the problem,
also identify then the resources they have in terms of capacity.

Mr. Ruiz. Well, identifying a problem is not necessarily preven-
tion because there is already a problem. So how do you prevent it
from becoming a problem?

Let’s say a school wants to start a program. Where can they go
to get information or resources and moneys to create education out-
reach to prevent this from happening?

Dr. GANDOTRA. So SAMHSA’s Block Grant Program—substance
use Prevention Block Grant, has a 20 percent set-aside where the
local jurisdictions can determine what is best suiting their needs.
That 20 percent set-aside has been incredibly effective for schools
and community organizations.

Mr. Ruiz. Can you explain the concept of harm reduction and
what that means in practice?

Dr. GANDOTRA. Certainly. Harm reduction is a practice that uti-
lizes the principle to meet the patient where they are, to reduce the
morbidities, or negative aspects of use.

This may mean that individuals who may not be necessarily
ready to engage in full treatment can still mitigate some of the ef-
fects of their use. In particular, harm reduction can involve
naloxone administration for preventing overdose, as well as
fentanyl test strips for drug testing to allow for individuals to de-
termine how safe the product is that they have in their hand.

Those are just two examples, and there is a number of other
harm reduction interventions that can be utilized.

Mr. Ruiz. Thank you. And how does the strategy address helping
people after they receive treatment for SUD? Or how important is
it to facilitate a safe recovery environment?

Dr. GANDOTRA. So thank you for that question, and for really
highlighting the part that individuals who engage in harm reduc-
tion are much more likely to later engage in treatment, and be re-
tained in treatment.

You have to reach patients where they are, where they are will-
ing to actually engage with you. That means that if they are able
to stay alive, you can treat them later. If you can’t keep them alive,
then there is no way that they can be engaged in treatment. So,
certainly, the naloxone administration is a big aspect to that.

Mr. Ruiz. You know, I got to also mention that this illness of ad-
diction is not just for the individual, but it is for their family, for
their neighborhood as well, and treatment needs to go toward a
family-based, home-based, community-based treatment programs
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for prevention and also harm reduction. Thank you. I yield back
my time.

Mr. GUTHRIE. Thank you. The gentleman yields back.

The Chair now recognizes Mr. Johnson for 5 minutes.

Mr. JOHNSON. Well, thank you, Mr. Chairman. First I want to
say how excited I am to have been selected to serve on the Health
Subcommittee. Healthcare is such an important issue in my rural
Appalachian district, everything from cost to quality to availability,
and I look forward to working on these important issues under
your leadership, with all of our colleagues.

For today, however, I want to read some excerpts of a letter I re-
ceived from a constituent yesterday right near my home in Wash-
ington County, Ohio. The letter is from a grieving mother of a
young man named Jason who tragically died exactly 2 years ago
yesterday, January 31st, 2021.

Jason’s mom wrote to me and said, Jason was prescribed Vicodin
by our family doctor after a car accident. Why wouldn’t we trust
it? Our doctor prescribed it. Our son had a couple of relapses after
a stint in the Marines and some college, but we had good insurance
and a medication-assisted treatment helped him pick up the pieces.

His relapse in September 2019 set the stage for a terrible, 15-
month battle to save our son’s life. By the time we were in the
throes of COVID in March 2020, our son was in the worst of his
disease.

She then went on to say, his drug of choice was heroin, and now
that drug is laced with fentanyl. It was the first time I realized he
was most likely going to die.

Fentanyl is a game-changer, she said. She closed with this. Jason
was so much more than simply addicted. He was loved by so many,
especially his own son, who we are now raising.

My friends and colleagues, this grieving mother is right—
fentanyl is a game-changer. We are in entirely new territory now
compared to when we started confronting what we called at the
time the opioid epidemic, particularly in rural areas, like where I
live.

So, Mr. Chester, let me start with you. Thank you for being here.
The 2021 Drug Free Communities report highlights that close to 98
percent of Drug Free Communities coalitions address prescription
opioids.

But only just over half address fentanyl, fentanyl analogs, or
other synthetic opioids. And as we know, an increasing number of
overdose deaths are attributed to synthetic opioids like the situa-
tion I highlighted.

The victim started with prescription opioids but moved on to her-
oin and then an accidental, extremely potent, and fatal fentanyl
overdose.

Why does this disparity exist within the Drug Free Communities
program? Does ONDCP plan to revisit their efforts and strengthen
its response to synthetic opioids?

Mr. CHESTER. Thank you very much for the question, and we all
are incredibly sorry for your constituent and the many others——

Mr. JOHNSON. I got another question so if you could answer that
one.
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Mr. CHESTER. Yes, sir. The Drug Free Communities program, the
more than 700 grantees, their programs are locally designed based
upon local conditions, and there is not a single Drug Free Commu-
nities overlay over all of them.

Mr. JOHNSON. Yes, but the fentanyl crisis and synthetic opioids
is a nationwide problem. How can only half of them be digging into
that area?

Mr. CHESTER. And the Drug Free Communities grantees decide
based upon their local conditions what they want. Now, we do man-
age the program in cooperation with others, and we will absolutely
be glad to address that. But the Drug Free Communities Program
is centered at the community level.

Mr. JoHNSON. OK. I have got one question for you, Mr. DeLena.
Some say the problem with class wide bans is that potentially
thousands of compounds are defined solely by their chemical struc-
tures without regard for their pharmacological activity.

It is my understanding that the DEA looked at more than struc-
tural similarity when arriving at the definition of fentanyl-related
substances. Can you explain to our committee what structure activ-
ity relationships are?

Mr. DELENA. Congressman, thank you for the question. Unfortu-
nately, I am focused on the enforcement side. That is my back-
ground and where I come from, but we do have scientists and ex-
][O)er‘f{s that handle that. I would be happy to take that question

ack.

Mr. JOHNSON. Are you happy—my time has run out, Mr.
DeLena. Can you get back to your organization and those scientists
and get us some information on that?

Mr. DELENA. We would be happy to. Thank you.

Mr. JOHNSON. OK. Thank you.

Mr. Chairman, I yield back.

Mr. GUTHRIE. The gentleman yields back.

The Chair now recognizes Ms. Kuster from New Hampshire for
5 minutes.

Ms. KUSTER. Thank you, Mr. Chairman, and thank you to the
witnesses joining us today for your testimony. In particular, I want
to thank Mr. DelLena who has been such a great resource for us
in New England. I really appreciate our work together.

I am cochair of the bipartisan Task Force on Mental Health and
Substance Use Disorder with my Republican colleague, Brian
Fitzpatrick, and David Trone of Maryland.

And we are all grateful for the progress that this committee
made in the 117th Congress, passing important mental health and
substance use disorder legislation and, in particular, the Restoring
Hope for Mental Health and Well-Being that I might add passed
the House with 402 votes. I think it was probably the most bipar-
tisan bill in the 117th Congress.

But as we all know, there is much more to be done. I am working
closely with my colleague from Delaware, Congresswoman Blunt
Rochester, to reintroduce our legislation, the STOP Fentanyl Act,
and I hope that the Chair will bring that up in a subcommittee on
a future date.

This bipartisan bill was introduced in the 117th to invest in
fentanyl detection and data collection, stem the supply of fentanyl,
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and address demand for synthetics through overdose prevention
and substance use disorder treatments.

As Mr. Chester’s testimony stated, fentanyl is a complex national
security, criminal justice, and public health challenge that requires
a multifaceted approach, and that is why the STOP Fentanyl Act
devotes resources to enhance fentanyl surveillance, empowering of-
ficials at the State, local, and Federal level, to support detection
and reporting.

We must continue to aggressively pursue the sources of fentanyl
that have been described here today, stopping the flow of materials
for synthetic drugs into this country, and cutting off the paths that
bring these harmful substance into our communities.

This bill supports efforts to hold bad actors accountable both at
the international governance level and with the social media com-
panies that our families and friends use every day.

As the experts in this room know, a public health approach much
be complemented by a well-resourced, data-driven plan to stem the
supply of fentanyl. STOP Fentanyl is the path forward to respond
to the challenges before us.

I look forward to hearing from my colleagues on this committee
who are interested in a comprehensive approach to protect our
companies from fentanyl-—our communities. I ask for your partner-
ship and support.

In order to best craft solutions, it is essential to definitively un-
derstand the problems. Mr. DeLena, it is great to be with you, and
I wanted to ask you—you have seen how these issues affect com-
munities like my district in New Hampshire, and the DEA has
worked to prevent shipment through the postal system and crack
down on chemists overseas as you describe—what is the top way
that fentanyl enters the country, and where should congressional
efforts be focused to complement your agency’s work?

Mr. DELENA. Congresswoman, thank you for the question and for
your work when it comes to fentanyl.

A majority of the fentanyl that is coming into our communities
crosses the southwest border, predominantly through the ports of
entry, but they use any possible way to get it across.

Ms. KUSTER. And, Mr. Chester, what role can HIDTAs play in
expanding our surveillance and data collection efforts moving for-
ward?

Mr. CHESTER. Our HIDTAs play a vital role because they are in
all 50 States. They cover the vast majority of the population of the
United States, and 99 of 100 major metropolitan areas. They are
the one that can provide us the bottom’s up information of what
is actually happening in their communities, and they provide this
information nationwide. They are an extremely valuable resource.

Ms. KUSTER. And is there coordination and sufficient resources
for data collection and surveillance to know—I heard a reference to
a new substance today that I wasn’t even aware of, but to know
when they are emerging threats?

Mr. CHESTER. Yes, ma’am. In fact, the HIDTAs are very valu-
able, not only do they work effectively in their own right, but they
are networked together very well, particularly through their drug
intelligence officers, who are able to share that information, and be
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able to determine nationwide trends, based upon the local data
that they are seeing from their particular HIDTAs.

Ms. KUSTER. I think that data collection and surveillance is going
to be really important.

Dr. Gandotra, I am going to probably have to leave this question
for the record, but once fentanyl enters our borders, how does
SAMHSA work with first responders to educate on interacting with
fentanyl?

Dr. GANDOTRA. Thank you for that question. I will point to our
grant program, the First Responders—Comprehensive Addiction
and Recovery Act that educates first responders, firemen, police of-
ficers, on how to administer fentanyl, how to recognize the signs for
overdose, and how to link to care.

Ms. KUSTER. Great. Thank you. And with that, I yield back.

Mr. GUTHRIE. Thank you. The gentlelady yields back.

The Chair recognizes Mr. Bilirakis for 5 minutes.

Mr. BILIRAKIS. Thank you, Mr. Chairman, I appreciate it. Thanks
for convening this hearing today.

I would like to start by briefly sharing a news story from my dis-
trict in Florida, the Tampa Bay area, and also the nature coast.

Just last week, the Citrus County Sheriff's Office apprehended a
long-time drug dealer who, as he attempted to flee arrest in his ve-
hicle, threw a bag of drugs from his vehicle.

Having ruptured upon impact, the contents of this baggy were
scattered throughout the grass shoulder. HAZMAT teams were de-
ployed, and approximately 51 grams of fentanyl was collected,
enough fentanyl to kill more than 25,000 people, believe it or not.

This, once again, highlights that we are in a crisis situation that
deserves the highest amount of attention and response at every
level of government, starting with the Biden administration.

It is clear they are not doing enough, and I am disheartened by
the tragedies we are seeing on a daily basis. Headlines of toddlers,
adolescents, young adults that have died already just 1 month into
2023.

Mr. Chairman, thank you for making this a priority.

Fentanyl coming into the country from Mexican cartels; fentanyl
created with chemicals imported from China and India; enough
fentanyl to kill every American in the country multiple times over.

Now I know there is no silver bullet as we all know that will
solve this crisis right away, but Republicans on this committee are
taking this threat seriously, and there should be serious doubts—
zero doubts though—zero doubts or opposition permanently sched-
uling1 fentanyl-related substances to the Schedule I, again perma-
nently.

And thank you for taking this on again, Mr. Chairman.

My question is to Mr. DeLena. You talk about the way these car-
tels are aggressively lacing other fake pills and distributing via so-
cial media networks. Can you tell us what your coordination is
with social media companies, if any? How can you better improve
communication to quickly respond to drug sales on these platforms?

Mr. DELENA. Congressman, thank you for the question. It is very
clear that social media has become a superhighway for drugs. The
role of these drug cartels and the drug trafficking organizations
that work on behalf of them, they are advertising, actually com-



80

pleting sales and effectuating payment using these types of applica-
tions.

And we know that the social media companies who control the
algorithms, they control the content that is driven to the users, and
they control all of the data therein, can do more and must do more.

You asked about our interaction with them. We interact with
these companies on a regular basis in terms of the investigations
that we are conducting.

Mr. BILIRAKIS. How much cooperation are you getting?

Mr. DELENA. These social media companies, Congressman, need
to do more. As I stated, they control all of that content, and there
must be more transparency. There must be efforts for preservation
of evidence.

There is applications that have disappearing stories. Twenty-four
hours, you know, later, all of that information can be gone. I can
tell you firsthand that the men and women of DEA who are—and
our friends in law enforcement who are responding to these drug
poisoning deaths, you know, the first thing they want to do is take
steps to prevent another death from happening in that community.

And the way they do that is by identifying who that drug traf-
ficker was that maybe sold those drugs to the decedent. If that in-
formation is gone, if there is no way that we can look at it, there
is no steps that can be taken.

Mr. BILIRAKIS. Well, we must hold them accountable. In the spir-
it of being proactive and keeping pace to address new concerns on
the horizon, I am also interested in addressing the drug xylazine,
a tranquilizer drug with no approved medical use in humans. It is
used for horses. It is used as a sedative and veterinary medicine,
I understand.

Florida has led the way in addressing this by scheduling xylazine
on the State level. It is time that we follow suit and do this feder-
ally since it is being discovered in fentanyl overdose deaths and has
horrifying side effects on the human body and does not respond to
naloxone.

Mr. Chester, what can be done to properly trace and track the
presence of xylazine in our drug supply? How important is it to ac-
curately pinpoint the drugs that are contributing to overdose
deaths throughout the U.S.?

Mr. GUTHRIE. Thanks. Can we get that on the record so we can—
can you give your answer on the record, do you mind?

I am sorry, your time is expired, and we are trying to get two
panels through. So the gentleman yields back. The Chair now rec-
ognizes Ms. Kelly from Illinois for 5 minutes.

Ms. KeLLY. Thank you so much, and I have one dilemma. Con-
gratulations to you, Mr. Chair, and I want to thank Chairman
Guthrie and Ranking Member Eshoo for holding a hearing on this
very important topic.

We need to eliminate the racial and ethnic disparities that
plague the overdose epidemic and the broader healthcare system,
and I do believe we all agree on that.

Unfortunately, overdose deaths are beginning to rise even before
the pandemic, and Black and Brown communities are experiencing
the fastest increasing rates of overdose deaths involving synthetic
opioids.
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In 2020, drug overdose death rates increased by 44 percent for
Black people, 21 percent for Hispanic people, and 39 percent for
American Indian and Alaska Native people.

Moreover, access to opioid and substance use disorder treatment
is lower in Black, Latino, and Asian communities.

We could go on forever in the remainder of this hearing, high-
lighting diseases and conditions for which people of color have
higher incidences of illness and less access to healthcare.

Dr. Gandotra, what is SAMHSA doing to reduce disparities in
substance use and mental health in the United States?

Dr. GANDOTRA. Thank you for that question, and certainly
SAMHSA has recognized this issue as well. We require all new
grant programs, recipients, to submit a data-driven disparity im-
pact statement, outlining how they are going to address behavioral
health disparities within their grants.

We also have several programs themselves to address closing eq-
uity gaps. In particular, we have the Tribal Opioid Response Pro-
gram, which addresses the public health crisis caused by escalating
opioid and stimulant misuse in Tribal communities.

We also have our Technology Transfer Centers, which dissemi-
nate information, specifically Technology Transfer Centers dedi-
cated to American Indian and Alaska Native populations, and a
separate one for Hispanic and Latino populations.

We also have three Centers of Excellence for African American
populations, LGBTQI-plus, as well as older adults.

We also fund the Center of Excellence for historically black col-
leges and universities to help expand the workforce within behav-
ioral health.

We have the minority fellowship program which provides sti-
pends to increase the number of culturally competent, behavioral
health professionals.

And finally, we fund the National Network to Eliminate Dispari-
ties in Behavioral Health Network, which really does exchange a
lot of information between organizations and provide networking to
advance best practices.

Ms. KELLY. Thank you. I just want to make sure that Congress
is taking a holistic approach by investigating significantly in pre-
vention treatment and recovery.

And also, as my colleague, Mr. Griffith, had brought forward, my
district is urban, suburban, and rural, and it has become even
more rural in the remapping. I have over 2,000 farms in my dis-
trict, so I want to make sure that we are paying attention to the
rural areas also.

How are you addressing the social determinants of health and
their impact on human well-being?

Dr. GANDOTRA. Certainly, social determinants of health can not
only impact treatment outcomes, but they also impact treatment
engagement. SAMHSA understands that not all services are clin-
ical in nature, and they need to be covered.

Through our Block Grant Program, there are set-asides for wrap-
around services such as case management. We have partnerships
with other entities such as HUD to establish housing opportunities
for those within—who are suffering from HIV or AIDS.
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We have a number of other programs that address the social de-
terminants of health as well.

Ms. KELLY. And may I ask what other agencies you collaborate
with to address health inequities?

Dr. GANDOTRA. I would say within HHS, our operational divi-
sions, we with coordinate with HRSA, the Bureau of Indian Health
Services as well, as well as the Bureau of Prisons. We work with
a number of Federal entities when it comes to establishing treat-
ment and evidence-based care.

Ms. KeLLY. Thank you so much. We must intentionally address
the root causes and the inequities, or else we will never get out of
this situation. Thank you.

Mr. GUTHRIE. Thank you. The gentlelady yields back.

And I should have pointed out to my colleagues on the other side
earlier, Dr. Larry Bucshon will be vice chair of this committee, and
we look forward to working together with him. So you will see him
in the chair quite often. Just want to make that aware and that
announcement.

But I will now recognize the vice chair of the committee, Dr.
Bucshon, for 5 minutes for questions.

Mr. BucsHON. Thank you, Mr. Chairman, and I apologize, I have
another hearing at the same time, as many of us do, but I have
read through your testimony.

Thank you, Chairman Guthrie, for holding the hearing and draw-
ing attention to this very important point we so often take for
granted, that all life is precious and valuable.

Each of these bills before us today serves as an important re-
minder of that fact. Two of them touch on the issue of illicit drug
trafficking and use which affects each of our districts.

As the medical community has attempted to deal with increasing
rates of illegal drug use and addiction, we have developed medica-
tion-assisted treatment.

And just so you know, I was a physician before I was in Con-
gress.

While this can be an important tool, and it is an important tool
in the right circumstances, I have long voiced concerns about its
potential to cause harm without the proper guardrails.

Furthermore, buprenorphine, the primary medication being used
in medication-assisted treatment for opioid use disorder, is itself an
opioid and is extremely vulnerable for misuse and diversion.

People who have been on the committee know that I have long
been opposed to the broad expansion of prescribing authority under
the umbrella of expanding the availability of treatment.

In medicine, sometimes we are in these situations where medica-
tions are dangerous potentially, and even though we want more ac-
cess, we still have to stick with science and make sure the proper
individuals, who are properly trained, are the only ones that have
the ability to prescribe these medications.

Unfortunately, I haven’t been able to convince all my colleagues
of my view on this issue. So we have dramatically expanded it, and
I hope that we don’t see problems.

Mr. Gandotra, you spoke to my colleague, Mr. Griffith, earlier
about the potential for buprenorphine diversion and said that you
were not aware of it being used as a street drug. Is that correct?
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Dr. GANDOTRA. Most cases are of buprenorphine have been uti-
lized for treatment, or for withdrawal mitigation as far as——

Mr. BucsHON. Well, just, I mean, as you probably know, there
is multiple peer-reviewed articles and even some NIH and DOJ in-
telligence research suggesting that it is a significant risk, that
buprenorphine, being a diverted drug.

So even though it sounds like you think that that is a small
issue—we can agree to disagree—what steps is SAMHSA taking to
combat the possible diversion of buprenorphine?

Dr. GANDOTRA. Thank you very much for that question. Certainly
we know that education on substance use disorder is important as
practitioners diagnose and treat these conditions.

We are working with professional societies to ensure that there
is appropriate and summative information provided to all members
so that ongoing education and training becomes the standard. That
is irrespective of the ex-waiver itself.

And certainly as far as diversion goes, I could also turn to my
DEA colleague for specific diversion actions.

Mr. BUcsSHON. Yes, sure.

Mr. DELENA. Congressman, thank you for your question. You
asked about buprenorphine and you asked about potential
abuse

Mr. BUCSHON. Yes, potential diversion, and I mean, for many
years it has been considered one of the highly vulnerable drugs to
being diverted because it is an opioid itself, and as we increase ac-
cess, and as I have previously stated, probably have people that
aren’t properly trained prescribing it. So what are you going to do
when we start to see it on the street?

Mr. DELENA. I think the word you used, Congressman, guard-
rails, puts it best. While we want to make sure that people get ac-
cess to the treatment that they need, it has to be done in a way
that does not contribute to overprescribing, misprescribing, or di-
version of that substance.

And we need to make sure that we educate and make aware our
communities and our law enforcement partners as such.

Mr. BucsHON. Yes, I would agree with that. And I mean, as
probably anyone knows that works in this space—and that is not
my area of expertise, but I was a physician—that ongoing coun-
seling and therapy is extremely important. You know, showing up
and getting medication-assisted treatment without proper coun-
seling, follow-up, probably almost for the lifetime in many cases,
doesn’t give very good results.

I will save this question for your written response. Naloxone, it
is going to come over the counter. This is for Mr. Gandotra. Will
that change any, or affect any existing work or grant programs at
SAMHSA, and how do you plan to deal with those changes? If you
could submit that for the record, I would appreciate it.

Dr. GANDOTRA. Thank you.

Mr. BucsHON. Thank you very much. I yield back.

Mr. GUTHRIE. Thank you. I appreciate the vice chair for yielding
and now recognize Ms. Barragan from California for 5 minutes for
questions. .

Ms. BARRAGAN. Thank you, Mr. Chairman.
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Mr. DelLena, I am looking at your testimony, and under the
Sinaloa Cartel, you mentioned drug trafficking activity in various
regions in Mexico, particularly along the Pacific coast. Would that
include trafficking through boats across waters, or is that not in-
cluded in that?

Mr. DELENA. Thank you for the question, Congresswoman. Those
cartels, the Jalisco Cartel and Sinaloa Cartel, will use any method
possible to get drugs into the United States and into all of our com-
munities. .

Ms. BARRAGAN. So do you work with the Coast Guard for oper-
ations on water?

Mr. DELENA. Thank you. We work with all our Federal partners.
We do work with the Coast Guard, and we work with State and
local law enforcement throughout the country.

Ms. BARRAGAN. Thank you. I was stricken by your testimony.
You, on several occasions, mentioned your top priority—your oper-
ational priority is to defeat these two Mexican cartels that are re-
séponsible for driving the drug poisoning epidemic in the United

tates.

You say it once there, and then you go on later to say they are
using cars and trucks and other routes to transport these drugs
from Mexico to the United States. And then you continue to say it
on the crossing points, and you even end with saying, again, that
the cartels are driving drug poisoning and threatening the safety
of our health communities.

And I guess I was struck by the number of times you mentioned
driving, just because there has been a lot of misinformation some-
times put out there.

My understanding has been since, I think, 2020 about 97 percent
of fentanyl seizures have been ports of entry. You previously testi-
fied the majority have been at ports of entry. Does that 97 percent
sound about accurate?

Mr. DELENA. Congresswoman, thank you again for the question.

I don’t have the specifics related to the border and the points of
entry. That is probably a better question for the Department of
Homeland Security and the entities therein.

Ms. BARRAGAN. OK. Well, thank you.

I think your testimony about the majority is important. It is also,
I think, why Democrats have prioritized making sure there was
more than $400 million in nonintrusive inspection systems at the
southwest land border, because we know the majority of this is
coming over through the ports of entry.

Democrats also funded additional staffing for CBP points of entry
in the fiscal 2023 omnibus because it historically has been under-
staffed. These are the officers that are doing the interdicting drug
attempts to enter our communities. And so we are going to con-
tinue to work on that as one of the tools. I think in your testimony
you mentioned there has to be an entire—a lot of tools that are
necessary for that.

So I just want to thank you for the efforts that you are doing,
and we certainly want to be helpful in making sure that Congress
is funding efforts to help in your fight, in the DEA’s fight.

Dr. Gandotra, I would like to now shift a little bit. In Los Ange-
les County and across the country, we are seeing the humanitarian
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crisis of people experiencing homelessness, and they are dying from
fentanyl overdoses.

Between 2017 and 2019, people experiencing homelessness in
L.A. County were more than 36 times more likely to die of a drug
overdose compared to the general population. Drug overdose deaths
involving fentanyl tripled between 2018 and 2020, and drug
overdoses remains the primary cause of death for people experi-
encing homelessness in L.A. County.

I believe we need a drug policy aimed at reducing harm caused
by fentanyl, and it must include a holistic public health approach.

So my question to you is: You know, the last time this committee
came together, it was on a bipartisan basis to pass the Restoring
Help for Mental Health and Well-Being Act, which reauthorized
billions of dollars in programs to address mental health and sub-
stance abuse.

Can you discuss how the Substance Abuse and Mental Health
Services Administration can use these programs to address social
factors, like homelessness, that worsen fentanyl-related substance
overdoses among the more than 500,000 people experiencing home-
lessness in our country?

Dr. GANDOTRA. Thank you for the question.

Certainly, when we try to address substance use disorder and
mental illness, we have to address people where they are. Through
our block grant funding, the Substance Abuse and Mental Health
Services Administration does provide billions of dollars to each
State, where they can identify the interventions that are best suit-
ed for their communities. This may involve wraparound services,
prevention efforts, harm-reduction efforts, as well as things specifi-
cally such as naloxone administration.

As far as homelessness goes, we also expanded our educational
resources. We recently released our evidence-based resource guide,
“Expanding Access to and Use of Behavioral Health Services for
People Experiencing Homelessness.” This guide has strategies for
engagement, retention, as well as involvement of recovery efforts.
We also highlight key strategies to ensure success and measure
that success in terms of recovery support for both the unsheltered
and sheltered homeless.

Ms. BARRAGAN. Thank you.

My time has expired. I yield back.

Mr. GUTHRIE. Thank you.

The gentlelady yields back.

The Chair recognizes Dr. Joyce from Pennsylvania for 5 minutes.

Mr. JoycCE. Thank you for yielding, Mr. Chairman.

And I further would like to thank our full committee Chair-
woman McMorris Rodgers for holding this hearing today and for
your continued focus on stopping the scourge of the illicit fentanyl
substances and the tragic impact that they have on our Nation,
specifically in my community in Pennsylvania.

Last month, we were able to hear powerful testimony here from
two of my constituents, Ray and Deb Cullen, who tragically lost
their son to fentanyl poisoning just months ago. Their loss and
those who have felt this across the Nation over the past year un-
derscores how critical it is that we act to permanently schedule
fentanyl-related substances classwide.
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It is shocking to hear that in 2022 alone the DEA seized almost
379 million deadly doses of fentanyl, which is more than enough to
kill every single man, woman, and child in the United States. And
this is just what was seized.

Lack of operational control over our southern border has allowed
the cartels, the drug traffickers, to flood our streets with these
deidly substances, literally placing every community in America at
risk.

Associate Administrator DelLena, the CDC estimates that illicit
fentanyl or fentanyl-related substances are responsible for most
overdose deaths in our country. I firmly believe that we must em-
power law enforcement with every tool that is necessary to stop
those who traffic these deadly substances into our communities.

For this reason, I am troubled by the Biden administration’s in-
sistence that we should exempt certain fentanyl-related substances
scheduled by class from all quantity-based mandatory minimums.

Associate Administrator DeLena, with this approach of less-
harsh sentencing guidelines for fentanyl-related substances under
the Biden plan, if a drug trafficker would bring, let’s say, this
amount of a fentanyl-related substance into the United States and,
in contrast, had this amount of cocaine, the mandatory minimum
sentences would be greater for this in cocaine than the more deadly
fentanyl-related substances, which potentially could kill everyone
in my district.

Wouldn’t this incentivize the drug traffickers to bring fentanyl-
related substances, more of them in, causing more tragedy, more
deaths in the United States?

Mr. DELENA. Congressman, thank you for the question.

It is the top legislative priority of DEA for the permanent
classwide scheduling of fentanyl-related substances.

DEA is a law enforcement agency. We conduct investigations and
make arrests. When it comes to the sentencing and everything that
goes along with it, we defer that to the prosecutors that we work
with and the judges.

Mr. JoYCE. So the Biden administration does not recommend de-
creased or absent mandatory minimum sentences for fentanyl-re-
lated substances?

Mr. DELENA. Congressman, again, thank you. I would have to
defer to those prosecutors and the judges that make those deci-
sions, is the best answer to that.

As an investigative law enforcement agency, our goal is to target
those cartels and the drug-trafficking organizations that are doing
the most harm and to make those arrests. Then we move that for-
ward for prosecution, and those decisions are made by prosecutors
and judges.

Mr. JOYCE. Would you agree with me that mandatory minimum
sentences for fentanyl-related substances should be equal to other
narcotics that could be introduced into our country?

Mr. DELENA. Thank you, Congressman, for the question.

I would have to defer to the people that make those decisions.
As a law enforcement agency, we are laser focused on defeating the
two cartels and reducing harm in all of our communities.

Mr. JOYCE. And you talk about that harm in our communities.
I think every Member, both sides of the aisle, has witnessed those
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harms and has heard those stories in our communities, in our fami-
lies, in our neighborhoods.

I think protecting our southern border is utmost important. And
I think those mandatory minimum sentences should not allow the
exemption of fentanyl-related substances.

I think we have to agree that the impact of fentanyl-related sub-
stances and the ability to carry the similar mandatory sentencing
has to stop the cartels from looking at it as a business decision,
which would carry a great amount of harm throughout the United
States.

I thank you for participating.

And I yield the remainder of my time.

Mr. GUTHRIE. The gentleman yields back.

The Chair now recognizes Ms. Craig from Minnesota for 5 min-
utes for questions.

Ms. CrAIG. Thank you so much, Mr. Chairman.

And especially to our witnesses, thank you for being before us
today to address this absolute crisis here across our country and
in Minnesota’s Second Congressional District that I represent.

You know, families across America are suffering unthinkable
losses as a result of these drugs. I know firsthand that our Nation’s
public safety and healthcare professionals are on the front lines of
this battle. In November of last year, I was on a ride-along with
the Shakopee Police Department in my congressional district. Our
first call of the night led us to the scene of a public drug overdose,
where I watched Officer Soto and two of her colleagues literally
bring a young man back to life from the bathroom floor of a family
restaurant.

I know that is just another night in the line of work that they
are in, but addiction, mental health, and other challenges have
stretched them thin. We in Congress owe them both the utmost re-
spect and the conviction to address and fight these issues, or we
face the possibility of losing countless more lives to this opioid cri-
sis.

We owe the parents, the grandparents, the friends, and family of
all that were not saved the responsibility to address these issues
in a comprehensive way and not use these tragedies as another po-
litical wedge issue.

Look, I know this is complex. Congress doesn’t do complex very
well. I have learned that in my first 4 years in Congress. And I am
disappointed this morning that my Republican colleagues, some of
them, have decided to use this hearing as a partisan pulpit rather
than address this as a forum to talk about bipartisan solutions to
this deadly epidemic.

Yes, we have to disrupt the flow of these drugs and their raw
materials into our Nation. Yes, we have to ensure that Customs
and Border Patrol have what they need in order to detect and seize
these drugs at our border. Yes, we must permanently schedule
these drugs as Class 1.

And yes, we have to figure out what to do about social media
companies across our Nation that are promoting on Snapchat and
other platforms these drugs to our young people. And yes, we have
to treat addiction across our Nation.
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You know, we sit up here this morning and we ask you single
questions in 5 minutes, and none of those individual questions en-
capsulates the enormity and complexity of these issues.

So I am just going to start with this, and I only have about 1
minute for each answer. But, first of all, the legal ports of entry,
what else do you need to keep them from getting to our Nation in
the first place? What do you need from Congress?

Mr. DeLena or Mr. Chester?

Mr. DELENA. Thank you, Congresswoman, for your question and
for sharing that story of your ride-along and the heroic actions of
the men and women in law enforcement that day. That is a scene
that I have seen play out personally in all of the communities that
I have served. I know that first responders are doing that same
exact duty all day every day, and we are seeing it in communities
throughout the entire United States.

What we need is the permanent classwide scheduling of fentanyl-
related substances. That is a critical step for us as we move for-
ward.

I would like to thank Congress for the enhancements that came
to our budget last year. That is very important to us. DEA’s oper-
ations that I mentioned, Operation Overdrive and One Pill Can
Kill—One Pill Can Kill, not just an enforcement operation but an
actual outreach and awareness program that is having such impact
in all of our communities—and the counter-threat teams that I
talked about.

We need the support of Congress to be able to continue to move
forward. We want to stay ahead of these cartels when it comes to
our infrastructure, our digital and data. We need that support to
be able to stay ahead of those violent, ruthless drug cartels.

Ms. CrAIG. Thank you so much.

And just one more time, why do we need to treat this as a public
health topic? Why do we need a public health solution?

Dr. GANDOTRA. Thank you for that question.

Certainly, it affects all aspects of public health—communities
and schools, as well as employment, the GDP, as well as crisis
services. We would like to address this on several fronts, as it af-
fects all aspects of our lives.

Ms. CRAIG. Thank you so much.

And, with that, Mr. Chairman, unfortunately, my time has ex-
pired. I yield back.

Mr. BUCSHON [presiding]. The gentlelady yields back.

I now recognize the gentlelady from Tennessee, Mrs.
Harshbarger.

Mrs. HARSHBARGER. Thank you, Mr. Chairman.

Thank you to the witnesses today.

Mr. Chester, some Members of Congress and a number of State
attorney generals, both Democrat and Republican, support desig-
nating illicit fentanyl analogs and all precursor chemicals as weap-
ons of mass destruction, whether through executive branch action
or congressional legislation, either way.

This would increase interagency coordination to stop fentanyl
and would increase resources for technical development and deploy-
ment of sensors to detect fentanyl and analytical, data-based deci-
sionmaking.



89

What are your thoughts on the merits of such a policy?

Mr. CHESTER. Thank you very much for that question.

That issue and the related issue of a foreign terrorist designation
are something that the administration has looked very, very closely
at across the interagency, and we have examined it from top to bot-
tom.

The fundamental question is, would doing so provide us any ca-
pabilities, authorities, or procedures that we don’t already have
and are not already applying to this problem? And the answer is
“no"’

All of the architecture, the structure, the capability, and the au-
thorities that we need to be able to deal with this problem in a
comprehensive way we have available and we are already applying
to this particular problem.

Mrs. HARSHBARGER. OK.

I have another question for you, sir.

The High Intensity Drug Trafficking Areas, the HIDTA, program
that was created back in 1988 is administered by ONDCP and pro-
vides assistance to law enforcement agencies at the Federal, State,
local, and Tribal levels. They are operating in regions of the United
States that have been deemed as critical drug-trafficking regions.

My district is east Tennessee, and we are part of the Appa-
lachian HIDTA. And that plays an important role in pursuing the
disruption and dismantlement of drug-trafficking organizations and
drug threats in the Appalachian region. And we have been inun-
dated, along with southwest Virginia and eastern Kentucky, with
that.

Its activities include multiagency intelligence-sharing and en-
forcement initiatives involving investigation, interdiction, and pros-
ecution, and also drug use prevention and treatment initiatives.

Over the past several years, Congress has steadily increased ap-
propriations for this program, funding it at $280 million in fiscal
%rear 2019 to a point most recently for fiscal year 2023 at $302 mil-

ion.

My question is, do you believe it is sufficient funding for HIDTA?
And explain your answer as to why or why not.

Mr. CHESTER. First off, I agree with your characterization of the
HIDTA program. And, particularly, the Appalachia HIDTA and Vic
Brown do an enormous job in that part of the country. And we ap-
preciate very much the Congress’ continued support for the HIDTA
program, and we appreciate the funding that we have received.

What I can tell you is that every single penny that the Congress
provides the HIDTA program is put in the right place to do the
right work that they need to do to protect our communities and
protect our country. And we thank you for that.

Mrs. HARSHBARGER. Well, do you think it is sufficient?

Mr. CHESTER. Yes, ma’am. We appreciate all of the funding that
we have gotten. Thank you.

Mrs. HARSHBARGER. OK. Very good.

Mr. DeLena, the DEA—I am very familiar with the DEA and a
bunch of other three- and four-letter agencies in my profession, as
a matter of fact.

My question to you is, can you provide us an update on the sta-
tus of DEA’s two proposed rules addressing controlled-substance
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prescribing via telemedicine? And when will they be released to the
public for review and comment?

Mr. DELENA. Thank you, Congresswoman, for your question.

DEA takes telehealth very seriously, and it is something that we
are moving forward towards. My understanding is that we are very
close to making that. Anything beyond that, I could take it back
and try to get back to you with a more accurate update.

Mrs. HARSHBARGER. OK. So it is not open for public comment
yet, but you are close.

Does that mean you have put rules on the books to where we can
look at some of the—I mean, I can’t give you information if I don’t
know what you have talked about.

Mr. DELENA. Thank you. I don’t have that exact answer, but I
will get it back to you.

What I can say is, you know, we want to ensure that Americans
have access to telehealth, and it has to be done in a way that is
safe and, you know, has guardrails that prevent from overpre-
scribing and misprescribing and diversion.

Mrs. HARSHBARGER. Yes. Absolutely.

With such a short timeframe before the end of COVID, what is
DEA’s plan to ensure patients don’t lose access to those controlled
substances that they need? And I guess that would include
buprenorphine as medication for opioid use disorder.

And, you know, I look at that in different ways. I have seen it
misused. There are people who take those strips, you know, heat
them up, use them as injectables. There is a lot of diversion that
goes on with that. But you can’t just stop somebody. But you don’t
try to drag forward a drug either. You know, there is a lot that
goes into that.

I just wondered what your thoughts are on that.

Mr. DELENA. Thank you, Congresswoman.

We are committed—DEA is committed to continued access to
medications for opioid use disorders. When the COVID-19 public
health emergency has ended, we will address that when it happens,
and we will take steps to make sure that everybody that is seeking
medication has access to it.

Mrs. HARSHBARGER. OK. All right. Thank you, sir.

And, with that, I yield back.

Mr. BucsHON. The gentlelady yields back.

I now recognize Ms. Blunt Rochester from Delaware for her 5
minutes.

Ms. BLUNT ROCHESTER. Thank you, Mr. Chairman, for the rec-
ognition, and congratulations.

I also want to thank the Biden administration officials testifying
today for their tireless efforts to disrupt the global illicit drug-traf-
ficking enterprise as well as your efforts to address the public
health and national security challenges that this crisis presents.

Fentanyl remains the deadliest drug threat facing the people of
Delaware and America. In 2021, Delaware had the fourth-highest
rate of drug overdose deaths in the country, and over 80 percent
of these deaths involved fentanyl.

That is why addressing the opioid crisis, now driven by fentanyl,
is one of my top priorities in Congress. I am pleased my colleagues
on the other side of the aisle have also prioritized addressing the



91

fentanyl crisis, because, at over 100,000 overdose deaths per year,
this crisis is sparing no one.

Unfortunately, the legislation we are considering today misses
the mark. The approach we are considering today focuses almost
exclusively on law enforcement solutions, and, as I have said many
times before in this committee, we cannot incarcerate ourselves out
of this public health problem.

I have been working on legislation with Congresswoman Kuster
called the STOP Fentanyl Act to comprehensively address both
supply-side and demand-side drivers of the fentanyl crisis. I want
to run through a few important provisions of this legislation.

Our bill will help States improve their fentanyl surveillance and
forensic laboratories so that States can distinguish between
fentanyl, fentanyl analogs, and fentanyl-related substances.

It will improve access to all forms of medication-assisted treat-
ment, including methadone, which, along with psycho-social thera-
pies and community-based recovery supports, is the gold standard
for treating those with opioid use disorder.

It will extend the reach of harm-reduction programs so that they
can help keep more people alive long enough to seek treatment.

And it will support law enforcement agencies in detecting and
handling fentanyl.

And my first question: Dr. Gandotra—make sure I say that cor-
rectly. Is that correct?

Dr. GANDOTRA. Thank you. That is correct.

Ms. BLUNT ROCHESTER. Can you describe SAMHSA’s approach to
expanding harm-reduction strategies and evidence-based treat-
ment? And explain why focusing on those suffering from substance
use disorder is important, why it is important, focusing there.

Dr. GANDOTRA. Thank you, Congresswoman, for this question.

This is part of SAMHSA’s mission, to not only address substance
use disorder but reduce the harms that are associated with its use.
Harm reduction is an important pathway to ensure that patients
who may not be ready to engage in full treatment are at least able
to mitigate the harms associated with use.

Harm-reduction principles such as overdose mitigation with
naloxone has been shown to be very beneficial, not just in training
providers but also making them sensitive to asking the right ques-
tions. In addition to that, if we don’t identify patients, we are not
actually able to get them into treatment.

Of course, medications for opioid use disorder are the gold stand-
ard for preventing overdose mortality. So certainly we expand that
with our substance use block grants as well as our State opioid re-
sponse grants, as well, which dedicates billions of dollars to the
States.

Ms. BLUNT ROCHESTER. Thank you.

Our legislation focuses heavily on public health surveillance and
data collection, because data is a powerful tool that can help us tar-
get resources to those most in need.

For example, through robust data collection on overdoses in Dela-
ware, public health officials identified that 23 percent of overdose
deaths in recent years occurred among those working in the con-
struction industry.
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Through this information grew a partnership between public
health officials and the State’s construction industry to directly dis-
tribute Narcan into the hands of workers at risk, train supervisors
3n overdoses, and train workers on the stigma associated with ad-

iction.

Mr. Chester, can you share how Biden administration agencies
currently track fatal and nonfatal overdoses? And do you have sug-
gestions on how the many different data sources can be integrated
in a way that is more helpful to policymakers?

Mr. CHESTER. Thank you, Congresswoman. I will be as quick as
I can.

The tracking of fatal overdoses is done by the Centers for Disease
Control and Prevention through the National Center for Health
Statistics. What we were lacking was nonfatal overdose data, which
is a prime indicator for the eventuality of a fatal overdose.

Just recently, within the last 2 months, ONDCP has launched a
dashboard that works with other agencies to track nonfatal over-
dose data, which is incredibly important. And we work across the
interagency in order to track that.

The most important thing that we can do—and I think you
brought this up in your statement—is to use that data and bring
it together to figure out those areas that have the greatest need,
where we can surge resources and make the greatest effect. And
that is principally how we use that data.

Ms. BLUNT ROCHESTER. Thank you so much.

I am over time. I will be reaching out to you with a question
about data and DEA.

Thank you, Mr. Chairman, and I yield back.

Mr. BucsHON. The gentlelady yields back.

I now recognize the gentleman from Georgia, Mr. Carter, for his
5 minutes.

Mr. CARTER. Thank you, Mr. Chairman.

And thank all of you for being here.

I think that we would all agree—members of the committee, wit-
nesses, everyone in America—this is an epidemic. This is some-
%lhing that has got to be addressed. We all know what is going on

ere.

And there are a number of reasons, none that are more impor-
tant than the fact that we have to secure our southern border. I
mean, we all know that this is where the vast majority, if not all,
of the fentanyl is coming across, and it is causing problems. A lot
of people look at the border situation, the crisis that exists down
there as being just illegal immigrants coming across, but we know
that it is much more than that.

And we know that it is infesting all of our communities. In my
district, we—and I represent south Georgia. I represent the entire
coast of Georgia, but I have a lot of rural areas in south Georgia.
We had an incident just last week where we had a number of peo-
ple who overdosed in a small community, a small rural community
in south Georgia, and overdosed on fentanyl. And if it weren’t for
the heroics of the public safety personnel in administering Narcan
and naloxone, they would have perished.

And we know what is happening here, and I won’t take up my
valuable time with repeating all the numbers. You know, 7 bil-



93

lion—enough fentanyl in this country to kill 7 billion people, almost
21 times our population. Unbelievable.

You know, I want to share to you a quick story that happened
to me. And, you know, I am a pharmacist, and it happened to me.
I was at a townhall meeting this past August, and I made a com-
ment about fentanyl addiction, and a mother rightfully corrected
me. She said, “No, sir. You are wrong.” She said, “It is not fentanyl
addiction. It is fentanyl poisoning.” She said, “My son took one pill,
and he is dead.”

She was right, and I was wrong. It is fentanyl poisoning. And we
have to do something about it, and we have to address it. The num-
ber-one Kkiller, according to the CDC. It is the leading cause of
death in the U.S. for adults age 18 to 45.

So, enough of that. Mr. Chester, I will start with you and ask
you: In a White House press release dated September the 2nd of
2021, DEA Administrator Anne Milgram stated, “The permanent
scheduling of all fentanyl-related substances is critical to the safety
and health of our communities. Class-wide scheduling provides a
vital tool to combat overdose deaths in the United States.”

Is support for permanent scheduling the official position of the
Biden administration?

Mr. CHESTER. Yes, Congressman, it is. We support the sched-
uling of fentanyl-related substances as a class. We do.

Mr. CARTER. I want to remind members of this committee and
everyone here that we are considering the HALT Fentanyl Act, and
that would permanently schedule fentanyl-related substances and
keep them out of our communities, hopefully.

You know, I dealt with this when I was in the Georgia State leg-
islature and a member of the pharmacy caucus there. We dealt
with this every year when trying to identify the analogs and trying
to—and every time we would identify them one year, they would
come up with different ones the next year. It was just a vicious
cycle.

This is something that has to be done. And I hope that we will
have the administration’s support with this, and I hope we will
have everyone on this committee’s support.

Mr. DeLena, I want to ask you—and I can’t help but bring up
this report that was in The Washington Post recently about some
of the problems that we have had with the DEA agents down in
Mexico. In fact, we had a 6-month time when we were without per-
sonnel down there that we should have had.

And I just need—I need reassurance from you that the personnel
problems that we have had down in Mexico, particularly with the
DEA agents, have been straightened out.

And I think you know what I am talking about. I am talking
about, specifically, the DEA’s Mexico office was in turmoil for more
than 6 months, with the Director recalled to Washington while in-
vestigators probed his conduct.

Mr. DELENA. Congressman, thank you for your question.

While I can’t comment directly on a personnel matter, what I can
tell you is that DEA’s top operational priority is defeating these
Mexican cartels. And the——

Mr. CARTER. That is not what I asked you. Come on, now.

Mr. DELENA. The administration——
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Mr. CARTER. You need to give me confidence that you all got this
straightened out. This is too important. Two hundred people are
dying every day.

Mr. DELENA. Thank you, Congressman.

The Administrator in summer of 2021 ordered a review of all of
our foreign operations to make sure that we have the right people
and that we are most effective in all of the places where we are
situated——

Mr. CARTER. This article also indicates that the Mexican Govern-
ment is not working with us on this. Can you shine any light on
that with us?

Mr. DELENA. Congressman, thank you.

The Mexican Government needs to do more. We are there in
Mexico laser focused on the cartels and the fentanyl and meth-
amphetamine that they are producing, but we know that they need
to do more when it comes to collaboration. And——

Mr. CARTER. I trust that you all are getting your staff worked
out, straightened out, your situation straightened out. Two hun-
dred people every day. We don’t have time. We don’t have time for
this. We have to do something about this right now.

Thank you, Mr. Chairman, and I will yield back.

Mr. BUCSHON. The gentleman yields back.

I now recognize the gentlelady from Washington, Ms. Schrier, for
her 5 minutes.

Ms. SCHRIER. Thank you, Dr. Vice Chair.

And thank you to these excellent witnesses for being here today.
I have learned a lot from this conversation.

In my State of Washington, like every other State, fentanyl has
had profound and devastating impacts. Just months ago, in my
hometown of Sammamish, a Seattle suburb, two parents of a tod-
dler were buying, using, and dealing fentanyl. They left pills on
their nightstand. Their toddler found them, and the toddler died
from the overdose.

On the other side of my district, in Chelan County, a rural coun-
ty in the eastern part of my district, the coroner recently reported
that deaths from fentanyl overdose rose from 6 in 2021 to 20 in
2022.

And, in recent years, local high schoolers have died from fentanyl
overdoses because they did not know that a pill that a friend gave
them or that they got elsewhere or online was laced with fentanyl.

And I know that every one of us—and we have heard them
today—every one of us has stories just like this from our own dis-
tricts.

Mr. DeLena, you noted in your testimony that the Drug Enforce-
ment Agency investigated more than 129 cases directly linking the
sale of fake pills containing fentanyl to social media sites, and then
alluded to Snapchat just earlier with links that disappear. And this
is where teens are getting these pills.

So, as a pediatrician, I need to ask, can you talk a little bit more
about what the DEA is doing on this issue to make sure we don’t
keep losing our kids? Because they are all on social media.

Mr. DELENA. Congresswoman, thank you for the question.

And your references to the tragedies that occurred in your dis-
trict—at DEA, we have over 4,800 photos of those that have been
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lost to fentanyl poisoning in our lobby. The youngest is 17 months,
and the oldest is 70 years. So, you know, this drug does not distin-
guish.

We are laser focused on the cartels that are pushing this drug
into our country, and we know that those drug cartels and their en-
tire drug-trafficking organizations are using social media platforms
to try to reach hundreds of millions of potentially new customers.
Because that is truly where Americans are spending time, is on
those social media sites, particularly young people, which is some-
thing that, you know, is gravely concerning to all of us.

We need to continue with programs like One Pill Can Kill, where
not only are we conducting enforcement and seizing these pills—
50 million pills DEA seized last year—but we are educating and
getting the word out there. We——

Ms. SCHRIER. In addition to educating parents and students,
what is your interaction with social media sites on this? Do you get
cooperation? And what do you need from Congress to get those
tools?

Mr. DELENA. Thank you, Congresswoman.

We do interact with the social media companies. We do so on a
regular basis, specific to each investigation that we are conducting.
But we know that these social media companies can and must do
more.

They control all of the algorithms. They know how content is
being pushed to all of their hundreds of millions of users. They con-
trol all of the data. And unless we can get a look inside there, as
DEA or, as you said, for Congress to be able to do something, we
can’t make those type of recommendations.

So there needs to be more transparency. If they want to fix this
problem, they can fix this problem.

Ms. ScHRIER. Thank you. This is an area that I look forward to
working with my colleagues on both sides of the aisle to figure out
for a variety of reasons.

I have another question for you. As you may know, Washington
State has many ports. And I have supported legislation to build up
law enforcement capacity to detect synthetic drugs.

And I appreciate that your testimony also focuses on the south-
ern border. Can you tell me a little bit about what DEA is doing
to monitor at our seaports?

Mr. DELENA. Thank you, Congresswoman.

First of all, DEA is focused on wherever the threat takes us and
wherever these investigations shall lead. We do work in all of our
communities not only with our other Federal partners but with our
State and local partners as well. I have personally been involved,
in my tenure, particularly in my time in Florida, with investiga-
tions that lead us, you know, to the sea. And we work hand-in-
hand with those that are conducting those investigations.

And each of it is threat based. If we know that there is a threat,
you know, in your specific area coming in through the seaport, we
are going to be focused on that.

Ms. SCHRIER. Thank you.

I don’t have time to get an answer to this, but, Dr. Gandotra, I
would love it if you could, afterwards, submit perhaps a list of
places that parents can consult so that they can have conversations
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with their children about how to not fall prey to fentanyl poisoning
online.

Thank you. I yield back.

Mr. GUTHRIE [presiding]. Thank you.

The gentlelady yields back.

The Chair recognizes Dr. Miller-Meeks for 5 minutes for the pur-
pose of asking questions.

Mrs. MILLER-MEEKS. Thank you very much. And I thank the
Chair and all the witnesses that are here for this extraordinarily
important topic.

And just as an introduction to you, I am a physician, as is Dr.
Schrier. I am the former director of the Iowa Department of Public
Health, under which behavioral health, substance use disorder was
a part. And I also was a State senator and, as a State senator,
passed no preauthorizations for medicated-assisted treatment, or
MAT, for substance use disorder in one session; also schools as a
site of service for behavioral health, which I think was very for-
ward thinking at the time.

And so my question, Dr. Gandotra: SAMHSA’s 2022 report titled
“National Guidelines for Child and Youth Behavioral Health Crisis
Care” outlines best practices for implementing mobile crisis re-
sponse teams. And we have set these up in Iowa, when we have
set up our child and mental health—or like I would prefer to call
it, brain health—systems. These mobile crisis teams are typically
made up of mental health professionals, nurses, and peer support
providers.

The report recommends that these teams respond to crises with-
out law enforcement accompaniment unless special circumstances
warrant their inclusion.

And let me also say that in SAMHSA’s September 2021 “Ready
to Respond,” also on mental health, on page 20, it also notes shifts
away from traditional law enforcement responses in many cases.

So my question: Is it SAMHSA’s position that mobile crisis teams
should respond to calls in lieu of law enforcement?

Dr. GANDOTRA. Thank you for that question.

Certainly, we understand that, when it comes to crisis manage-
ment, providers who are going to deliver the service have to main-
tain their safety but also approach this from a trauma-informed
perspective, understanding that sometimes individuals who have
experienced past trauma may be more vulnerable and more sen-
sitive to the application of law enforcement entities. Certainly, that
has to be balanced with public safety as well as the information
that is given.

And that is really the key, is having the most information, most
up-to-date information, so that the approach can be tailored and in-
dividualized for those purposes, would be my first and ideal situa-
tion. Certainly

Mrs. MILLER-MEEKS. So, just to make sure I am understanding,
you are saying it is not in lieu of law enforcement.

Dr. GANDOTRA. I am saying it should fit, from the information,
from the clinical perspective, what is best required for the safety
of the patient as well as for the community provider that is deliv-
ering that service, certainly.
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Mrs. MILLER-MEEKS. So, as in an episode we saw—and this was
not a child, but—in subways in New York City where someone was
pushing somebody else off a train track but they are in a mental
health crisis, how do you respond to that then? Because you may
not have that information when a 911 call is made to know clini-
cally what is the best approach. So, again, is it in lieu of law en-
forcement?

And, then, what are the criteria for determining special cir-
cumstances that warrant the involvement of law enforcement?
That perhaps will better answer this question.

Dr. GANDOTRA. So the strategy that should be employed would
be an evidence-based strategy that would still incorporate trauma-
informed approaches but still maintain safety for the individual de-
livering the care as well as the individual needing the care. We
would try to encompass all aspects of the needs of the provider as
well as for the patient.

Mrs. MILLER-MEEKS. Well, I can certainly see that, perhaps, if
someone is calling a crisis line before there is a crisis. But when
there is an actual incident, as you may see in public, it could be
very difficult to do that.

So thank you so much for the answer, and perhaps you could elu-
cidate that further in writing.

And I yield back my time.

Mr. GUTHRIE. The gentlelady yields back.

The Chair now recognizes Mr. Crenshaw from Texas for 5 min-
utes for asking questions.

Mr. CRENSHAW. Thank you, Mr. Chairman.

Thank you all for being here.

I would like to direct most of my questions towards you, Mr.
DeLena. I do have an interest in battling what seems to be a war
with the cartels south of our border.

One of my first questions to you is, you know, you laid out three
strategies the DEA is currently engaged in, but do you really have
enough resources? And do you need more engagement from other
entities, such as the intelligence community and perhaps the De-
partment of Defense? What else do you need that would help battle
this problem?

Mr. DELENA. Thank you for the question and for your commit-
ment to this issue, Congressman.

DEA is equipped right now with the resources that have been al-
located to us to focus on these two cartels. Any additional resources
is something, obviously, that, you know, we would be open to and
to discuss, but it would have to be sort of specific to, you know,
maybe what you are talking about.

Mr. CRENSHAW. Well, yes, you have certainly been allocated the
resources, and that is what you are working with. I understand
that to be the case. But the question is not that. It is, is it enough?
Are you making an impact against these cartels?

And if not—clearly not, because they are able to wage a war
against the Mexican Government at will in the state of Sinaloa just
recently, a couple weeks ago. So, obviously, we are not doing
enough. What more is needed?

Mr. DELENA. Congressman, thank you.
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I think, you know, with the successes that we talked about, that
DEA seized over 50 million pills last year and 10,000 pounds just
of fentanyl and, you know, an exorbitant amount of methamphet-
amine as well, you know, our focus right now is to defeat those two
cartels and

Mr. CRENSHAW. OK. OK. What about authorities?

So I have a bill that I am reintroducing today called Declaring
War on the Cartels Act. And what this does is deliver the same au-
thorities that you would have to go after ISIS without necessarily
labeling them as a terrorist organization.

Would that be helpful? Because that would allow you to go after
their financing. It would allow the U.S. Government to sanction of-
?cli‘?ls in Mexico that operate with the cartels. Would that be help-
ul?

Mr. DELENA. Congressman, thank you.

I can’t comment on pending litigation like that. We would work
the interagency process as those things came in.

Mr. CRENSHAW. Sure. I imagine it would be helpful if you had
more authority. That is not a trick question. Yes.

All right. What is your cooperation like with the Mexican Gov-
ernment? Is it good? Is it bad? Has it been better? Does it mirror
at all the longstanding cooperation we have had with, say, the Gov-
ernment of Colombia during Plan Colombia and the successes we
have had there?

Mr. DELENA. Thank you, Congressman.

This is obviously a fluid and rapidly evolving situation. We see
these cartels in their switch from plant-based drugs to synthetic-
based drugs. This thing continues to evolve every single day.

We know that the Mexican Government needs to do more. They
need to take steps in their own country, and they need to assist
us additionally than how they are already doing that right now.

Mr. CRENSHAW. OK. So, no, they are not doing enough. They
don’t cooperate with you to the extent that you would like.

Do you trust them? If you give them intelligence—like, for in-
stance, I am assuming that you know where some of these clandes-
tine labs are that they are making fentanyl that is killings tens of
thousand of Americans a year. I am assuming you know that. You
currently do not have the authority to go raid that facility in Mex-
ico. The Mexican Government does. If you tell them about it, will
they go take care of it?

Mr. DELENA. Congressman, thank you.

I don’t want to get into specifics of investigations, and that is es-
sentially——

Mr. CRENSHAW. I am not asking you to get into specifics. I am
asking you in generalities. You know where a bad guy is. You tell
the Mexican Government to go get them. Will they do it? Do you
even trust them with that information, or do you think they will
tip them off?

Mr. DELENA. Thank you, Congressman.

The Mexican Government needs to do more. They need to seize
those drug labs. They need to disrupt those drug labs. They need
to assist with extradition on the investigations that we build.

Mr. CRENsHAW. All right. You are being very diplomatic, and
that is fine.
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Earlier, you mentioned specifically the Jalisco Cartel and the
Sinaloa Cartel. It is worth also naming the leaders of those cartels
and how dangerous these two particular people are to tens of thou-
sands of Americans. The leader of the Jalisco Cartel is Nemesio
Oseguera Cervantes. They know him as El Mencho. The leader of
the Sinaloa Cartel is Ismael Zambada Garcia, known as El Mayo.

Everyone should know who these two guys are, because they are
killing tens of thousands of Americans. We all know who Osama
bin Laden is. We started a war just to go after him. And we should
start a war with these cartels, because they are at war with us.
And I would encourage all of my colleagues, across the aisle, all Re-
publicans, all Democrats, to join with us on this issue.

I have currently introduced an Authorized Use of Military Force
to go after the cartels specifically with every aspect of our govern-
ment’s power. I think this needs to be a whole-of-government ap-
proach. And I think we need to be unified, as Democrats and Re-
publicans, in dealing with this problem.

Thank you.

Mr. GUTHRIE. Thank you.

The gentleman yields back.

The Chair now recognizes Mrs. Trahan from Massachusetts for
5 minutes to ask questions.

Mrs. TRAHAN. Thank you, Chairman Guthrie—and I am sorry
the elevator closed on us earlier—Ranking Member Eshoo.

Thank you to the administration witnesses for being here today.

Based on today’s hearing, it is clear that passing policy solutions
to address the fentanyl crisis is top of mind for Democrats and Re-
publicans alike. And I hope this will be one of many hearings this
subcommittee holds to build on the bipartisan addiction prevention
and treatment policies like the MAT Act that we passed at the end
of last Congress.

The Biden administration’s proposal to permanently schedule
FRS within Schedule I includes an important off-ramp to resched-
ule an FRS found to have medicinal value, as well as research pro-
visions which have been adopted by my Republican colleagues in
their HALT Fentanyl bill.

It is important because fentanyl itself has an approved medical
use, and it is possible there are unknown pharmacological effects
and therapeutic potential for the entire class of substances if stud-
ied and regulated properly. For example, studying FRS may be key
to discovering the next generation of naloxone, commonly known as
Narcan, which will help to save lines.

Our recent trends in overdose deaths show the emergence of
fentanyl adulterated with a powerful animal sedative called
xylazine, which has been talked a lot about today, more commonly
known as “tranq dope.”

According to the Lowell Sun, the paper in my district, first re-
sponders have already seen this deadly drug make its way into
Lowell, the gateway city where I grew up and I represent. In fact,
the Lowell Police Department has sent out alerts to residents to in-
form them of the dangers of this drug. The city worries that
Narcan does not counteract xylazine like it does with fentanyl. And
the FDA issued a similar alert back in November.
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So, Dr. Gandotra, can you please shed light on how naloxone was
discovered and how research into FRS may lead into similar opioid
antagonists?

Dr. GANDOTRA. Thank you, Congresswoman, for the question.

Certainly, we know naloxone is an important tool for reversing
opioid overdose. It was discovered in the 1960s by a researcher who
was trying to alleviate symptoms of constipation from chronic
opioid use, and it is derived from oxymorphone.

I will also state that it is this property as an opioid antagonist
that makes it incredibly useful as a mono product for reversing
overdoses but also as a combination product with buprenorphine
for Suboxone for opioid treatment and has quite a different risk
profile and diversion profile, making that a wonderful, evidence-
based practice for treating opioid use disorder.

Mrs. TRAHAN. Thank you, Doctor. It seems that we do agree that
reforming the research landscape is key to finding new therapeutic
treatments and those lifesaving antidotes.

I am going to attempt to switch gears a bit, because I would like
to focus on access to treatment for opioid disorder.

Since March 2020, the DEA, under authorities associated with
the public health emergency, has allowed registered clinicians to
prescribe some controlled medications after a telehealth examina-
tion for patients suffering from mental health issues.

The expansion of telehealth services has been vital to patients
across the country who rely on controlled-medication prescriptions
to support their mental health care and aid in their recovery. And
there is broad support across the medical community for maintain-
ing access to controlled-medication prescribing through telehealth
to ensure patient access to treatments even if they can’t make it
into the doctor’s office.

I was pleased to see that a very recent study published in
GEMMA Network found that rules permitting doctors to prescribe
buprenorphine via telehealth to treat OUD did not increase over-
dose deaths involving the drug.

Congress has directed the DEA to establish a special registration
for providers to prescribe controlled medications through tele-
health. Congresswoman Kuster and I have urged DEA to release
this special registration and maintain access to OUD treatment via
telehealth.

With the public health emergency ending on May 11th of this
year, it is unlikely that the special registration process will be in
place, and patients may lose access to a critical pathway of treat-
ment.

So, Mr. DeLena, what is the timeline for this special registration
proposed rulemaking? And to avoid a gap in access to treatment
and care, does DEA intend to extend that waiver allowing clini-
cians to prescribe controlled medications through telehealth until
the special registration process is in place?

Mr. DELENA. Congresswoman, thank you for the question.

DEA strongly believes that Americans should have access to tele-
health, but it has to be done so in the appropriate way to avoid
overprescribing and misprescribing.
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I can’t speak to the specific dates and what you are asking for,
but I can certainly take that back and try to get you some of that
information.

Mrs. TRAHAN. Terrific. Thank you so much.

I have run out of time. I yield back.

Mr. GUTHRIE. Thank you.

The gentlelady yields back. And that does conclude our first wit-
ness panel.

And I will just say to all three of you: A couple of things we
might have had a difference of opinion on, but I know we are going
to have to all work together. And I respect all of you, and we look
forward to going forward, because this is a crisis.

There are other bills on the agenda as well, but certainly the
fentanyl crisis is first and foremost in everyone’s mind. So hope-
fully we can find opportunities to move this legislation forward in
a way that we all can support in the end but also be effective. So
we have to have both moving forward.

So thank you very much. Thanks for your patience. Thanks for
being here, and thanks for your answers. And there was a couple
of “ran out of time, you are going to have to answer on paper.” I
know we have a record of that, and we look forward to your timely
responses for that.

So the first panel is dismissed, and we will set up for the second
panel.

[Recess.]

Mr. GUTHRIE. Well, thank you. The subcommittee will come back
to order.

We appreciate all of our witnesses being here today.

This is the beginning of our second panel. And I will introduce
our witnesses, and then we will begin our witness testimony.

First we have Ms. Kandi Pickard, the president and CEO of the
National Down Syndrome Society.

Then we will hear from Frederick—I-sah-si, is that correct, be-
cause we all want to know how to say your names correctly—Isasi,
the executive director of Families USA.

And then from Molly Cain, a parent advocate who has been di-
rectly impacted by the fentanyl crisis.

And then Dr. Stephen Loyd, the chief medical officer of Cedar
Recovery.

And, finally, we will hear from Dr. Timothy Westlake, an emer-
gency room physician and former chairman of the Wisconsin Med-
ical Examining Board as well as former member of the Badger
State’s Controlled Substance Board.

So we thank you all for being here and thank you for your testi-
mony. It is all important to know. Some of you bring in personal
stories.

And some of you haven’t testified here before, so I am just going
to explain. You will see the lights in front of you. You have 5 min-
utes to do your opening statement. After 4 minutes, you will see
a yellow light to kind of let you know when moving forward.

But I know you have some stories to tell, so we are not going to
gavel you down too hard. We want to hear your stories. And so,
just relax. And if you are not—people that haven't testified before,
sometimes that can be daunting, but we are glad to have you here.



102

And we will begin with Ms. Pickard. You have 5 minutes—you
are recognized for 5 minutes for your opening statement.

STATEMENTS OF KANDI PICKARD, PRESIDENT AND CHIEF EX-
ECUTIVE OFFICER, NATIONAL DOWN SYNDROME SOCIETY;
FREDERICK ISASI, EXECUTIVE DIRECTOR, FAMILIES USA;
MOLLY A. CAIN, PARENT ADVOCATE; STEPHEN LOYD, M.D.,
CHIEF MEDICAL OFFICER, CEDAR RECOVERY; AND TIM-
OTHY W. WESTLAKE, M.D., EMERGENCY MEDICINE PHYSI-
CIAN

STATEMENT OF KANDI PICKARD

Ms. PICKARD. Thank you.

Chairwoman Rodgers, Chair Guthrie, Ranking Member Eshoo,
and members of the committee, thank you for inviting me here
today to testify on quality-adjusted life year measures, or QALYsS,
in combating discrimination against people with disabilities.

My name is Kandi Pickard, and I proudly serve as the president
and CEO of the National Down Syndrome Society. I am also the
proud parent of four children, including my 10-year-old son, Mason,
who has Down syndrome.

As the leading human rights organization for all individuals with
Down syndrome, NDSS stands in strong support of a nationwide
ban of the use of QALYs and similar measures in coverage deter-
minations under Federal healthcare programs, like the one pro-
posed in the Protecting Health Care for All Patients Act of 2023.

As you know, QALYs place numerical value on the quality of
one’s life before and after healthcare treatments and interventions,
and these calculations are then used by Federal health programs
to determine the cost-effectiveness of treatments and services and,
thus, coverage for patients.

Since a substantial number of individuals with disabilities re-
ceive their healthcare through Medicaid, this flawed and discrimi-
natory metric directly impacts access to necessary healthcare treat-
ments when they are not deemed cost-effective enough to admin-
ister to individuals with disabilities.

At NDSS, we are very concerned about the use of QALYs and
other value assessments in all instances. And I would like to share
two examples of how these discriminatory practices are affecting
the Down syndrome community.

People with Down syndrome are uniquely situated in the Alz-
heimer’s landscape because of their extra copy of chromosome 21,
which carries the amyloid precursor protein gene that is strongly
associated with Alzheimer’s disease.

As a result, individuals with Down syndrome have a higher than
90 percent lifetime risk for developing Alzheimer’s disease, with
the onset of symptoms coming earlier and progressing faster than
the general population. In fact, Alzheimer’s disease is the number-
one cause of death for individuals with Down syndrome.

CMS recently cited several studies that relied on QALYs in their
national coverage decision for Aduhelm, a first-of-its-kind Alz-
heimer’s treatment.

Access to treatments for this life-altering disease is paramount
for our community, yet value assessments such as QALYs and
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other similar one-size-fits-all approaches are heavily relied upon in
coverage decisions. Medicaid coverage decisions cannot be made
based on flawed assessments that devalue the lives of people with
disabilities, especially when those lives are uniquely at risk, as is
the case for our loved ones with Down syndrome.

Discriminatory metrics and value assessments are also experi-
enced by individuals with disabilities in the organ transplant sys-
tem. A 2019 report from the National Council on Disability, an
independent Federal agency, found that discrimination against peo-
ple with disabilities persists in the organ transplant system, rooted
in biased attitudes about the value of the life of an individual with
a disability.

NDSS is proud to champion the bipartisan Charlotte Woodward
Organ Transplant Discrimination Prevention Act, named after
NDSS staff member Charlotte Woodward, who is here with us
today, which prohibits discrimination based solely on disability in
the organ transplant system.

While advocating for the passage of this bill, we remain vigilant
in our responses to other forms of value assessments, such as
QALYs, that persist in many aspects of our healthcare system and
threaten to access nondiscriminatory healthcare for people with
Down syndrome and other disabilities.

Today, alongside a diverse and nonpartisan group of stake-
holders, including the National Council on Disability, the Consor-
tium for Constituents with Disabilities, and 100 other disability ad-
vocacy groups, I urge you to ban the use of QALYs in Federal pro-
grams.

A person’s value is more than what can be determined by a met-
ric. My son Mason is no less valuable than my other three children
who don’t have a disability just because he has Down syndrome. I
see the value in how hard he works at school, the love of his sib-
lings, and the joy he brings our friends and family.

It is outright discrimination to deny individuals with disabilities
access to treatment and the care they deserve and they need be-
cause a calculation determines their value.

Congress deals with many challenging and controversial issues.
This should not be one of them. No party condones discrimination
against people with disabilities, and both Democrats and Repub-
licans are on the record against the use of QALYs.

I implore you to support this legislation and take the important
step of protecting people like my son from healthcare discrimina-
tion.

Thank you all for inviting me here to speak today. I look forward
to working with the committee on commonsense health reforms
that value patients and people with disabilities.

[The prepared statement of Ms. Pickard follows:]
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Chairwoman Rodgers, Chair Guthrie, Ranking Member Eshoo, and Members of the Committee:

Thank you for inviting me to testify on Quality Adjusted Life Year (QALY) measures
and combatting discrimination against people with disabilities. My name is Kandi Pickard and 1
proudly serve as the President and CEO of the National Down Syndrome Society (NDSS).
NDSS is the leading human rights organization for all individuals with Down syndrome. We
envision a world in which all people with Down syndrome have the opportunity to enhance their
quality of life, realize their life aspirations, and become valued members of welcoming
communities.

In my role at NDSS, I work closely with individuals with Down syndrome, their families,
and members of the greater disability community. T have the privilege of seeing the Down
syndrome community through many stages of life — from prenatal and birth diagnoses, many of
which are delivered to new and expectant parents in a troubling manner, to adulthood and aging
and the dignity that comes from living a full and meaningful life. I get the opportunity to see
people with Down syndrome and other disabilities experience and accomplish life’s greatest
joys: attending school, getting their first paycheck, finding love, and more. I am also tasked with
supporting our community through some of the most arduous circumstances: segregated
workplaces and barriers to competitive integrated employment, heightened lifetime risk of
developing Alzheimer’s disease, and potentially the most life-threatening — being denied
coverage or access to quality health care solely because they have a disability.

These experiences become even more real for me when I think of my ten-year-old son,
Mason, who has Down syndrome. As a leader in the disability community, 1 advocate tirelessly
against discrimination. As a mother, I fear that, one day, Mason’s life will be devalued by an

equation, and he will be denied needed health care because he has Down syndrome.
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NDSS stands in strong support of a nationwide ban on the use of quality-adjusted life
years (QALY's) and similar measures in coverage and payment determinations under federal
health care programs, like the one proposed in the Protecting Health Care for All Patients Act of
2023. This bill is critical to preventing discrimination against individuals with disabilities and
chronic conditions by prohibiting QALY and similar metrics that fail to account for people who
do not fit arbitrarily determined standards of health.

QALYs seek to measure the value of health outcomes by placing a numerical value on
the quality of one’s life before and after health care treatments and interventions. These
indicators are often determined by individuals who do not understand the day-to-day life of a
person with a disability and may consider them to be in a less valuable state of health than
someone without a disability. Thus, people with disabilities are frequently assigned a lower
QALY, opening the door for further discrimination.

These measurements are regularly used by federal programs, such as Medicaid, to
determine the cost-effectiveness of treatments and services, and thus coverage for patients. Since
a substantial number of individuals with disabilities receive their health care through Medicaid,
this flawed and discriminatory metric directly impacts access to necessary, and at times critical,
health care treatments when they are not deemed “cost-effective” enough to administer to
individuals with disabilities.

NDSS is particularly concerned about the use of QALY in response to Alzheimer’s
disease. People with Down syndrome are uniquely situated in the Alzheimer’s landscape because
they have an extra copy of chromosome 21. The 21% chromosome carries the amyloid precursor
protein (APP) gene, which is strongly associated with the formation of amyloid peptides and

plaques, a hallmark of Alzheimer’s disease. As a result, individuals with Down syndrome have
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an elevated lifetime risk — higher than 90 percent — for developing Alzheimer’s disease, with the
onset of symptoms coming earlier and progressing faster than in the general population.! In fact,
Alzheimer’s disease is the number one cause of death for individuals with Down syndrome.?

Access to and coverage of treatments for this life-altering disease is paramount for our
community. Yet, in the Centers for Medicare & Medicaid Services (CMS) most recent National
Coverage Decision (NCD) for Alzheimer’s treatments, a report from the Institute for Clinical and
Economic Review (ICER) was used to inform coverage decisions that ultimately excluded the
Down syndrome community from access and coverage of these drugs.® In ICER’s report,
QALYs and similar one-size-fits-all approaches were used to determine the cost-effectiveness of
such treatments. The lack of transparency around how people with disabilities were considered in
these value assessments, and the lack of transparency from CMS on how this study affected their
coverage decision, only reinforces the need for a QALY ban. Medicaid coverage decisions
cannot be made based on flawed assessments that devalue the lives of people with disabilities.
Especially when those lives are uniquely at risk.

Discriminatory metrics and value assessments are also experienced by individuals with
disabilities in the organ transplant system, which is distinctly challenged by the fact that demand
always far outweighs supply. Put simply, there are never enough organ donations to ensure that
all patients who need organs can receive them. This in turn raises questions about which patients
should receive organs and in what order. A 2019 report from the National Council on Disability

(NCD), an independent federal agency advising Congress and the executive branch on disability

! McCarron, M., et al. “A Prospective 20-Year Longitudinal Follow-up of Dementia in Persons with down Syndrome.” Journal of Intellectual

Disability Research, vol. 61, no. 9, 2017, pp. 843-852., hitps://doi.org/10.1111/ir.12390.

2 Hithersay, Rosalyn, et al. “Association of Dementia with Mortality among Adults with down Syndrome Older than 35 Years.” JAMA Neurology,

vol. 76, no. 2, 2019, p. 152., https://doi.org/10.1001/jamaneurol. 2018.3616.

3 Synnott PG;Whittington MD;Lin GA:Rind DM:Pearson SD; “The Effectiveness and Value of Aducanumab for Alzheimer's Disease.” Journal
of Managed Care & Specialty Pharmacy, U.S. National Library of Medicine, https://pubmed.ncbi.nlm.nih.gov/34714106/.
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policy issues, found that discrimination against people with disabilities persists in the organ
transplant system rooted in biased attitudes about the value of the life of an individual with a
disability *

NDSS is proud to champion the bipartisan Charlotte Woodward Organ Transplant
Discrimination Prevention Act, named after self-advocate and NDSS staff member Charlotte
Woodward, which prohibits discrimination based solely on disability in the organ transplant
system. While advocating for the passage of this bill, we remain vigilant in our response to other
forms of value assessments, such as QALYs, that persist in many aspects of our healthcare
system and threaten access to non-discriminatory health care for people with Down syndrome
and other disabilities.

For decades, QALY prohibitions have been supported by a diverse group of stakeholders
and a bipartisan group of lawmakers. In 1992, soon after the passage of the Americans with
Disabilities Act, the Secretary of HHS publicly stated the discriminatory implications of
QALYs.’ In 2010, QALY s were barred from use in Medicare decisions related to coverage,
reimbursement, and incentive programs.® In 2019, NCD released a report titled “Quality-
Adjusted Life Years and the Devaluation of Life with Disability” as a part of their series on
bioethics and disability.” In its report, NCD found sufficient evidence of the discriminatory
effects of QALYs. Furthermore, as a part of their 2022 Health Equity Framework for People
with Disabilities, NCD recommends that Congress “mandate a blanket prohibition on the use of

Quality Adjusted Life Years by any federal agency, or recipients of federal financial assistance

4 “National Council on Disability First Report of Bioethics Series Examines Organ Transplant Discrimination, Calls on HHS OCR, DOJ to Issue

Life-Saving Guidance.” NCD.gov, 25 Sept. 2019, https://ncd.gov/newsroom/2019/NCD-bioethics-series-organ-transplant.

* “Oregon Health Plan Is Unfair to the Disabled; Doesn't Single out Poor.” The New York Times, The New York Times, 1 Sept. 1992,
https://www.nytimes.com/1992/09/01/opinion/I-o health-plan-is-unfair-to-the-disabled-doesn-t-singl t-poor-664092.html.

©111th Congress of the United States of America. (2010). H.R. 3590 The Patient Protection and Affordable Care Act. Section 1182. Washington,

7 National Council on Disability. Quality-adjusted life years and the devaluation of life with disability. (2019) at
https://ned.gov/sites/default/files/NCD Quality Adjusted Life Report 508.pdf
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from the Department of Health and Human Services, both directly and through third-party
assessments.”®

Patient and disability communities stand united in our advocacy to end the devaluation
of the lives of people with disabilities through the use of QALY's and to remove barriers to
accessing affordable and appropriate treatments and health care. As members of the Consortium
for Constituents with Disabilities (CCD), NDSS presents a united voice with other organizations
representing people with disabilities in affirming that a ban on QALYs is long overdue.

Every person is valuable. When I look at my son Mason, I see his value. I see value in his
gummy smile when his favorite song is played. I see value in how hard he works at school to
learn and keep up with his peers. I see value in the immense love his brothers and sister have for
him. I see value in the joy he brings to the lives of our family and friends. Mason is no less
valuable than my three children who do not have disabilities just because he has Down
syndrome, and you would only need to meet him to know that for yourself.

It is outright discrimination to deny individuals with disabilities access to the treatment
and care they deserve and need because a calculation determines their life is not worth the cost.
Congress has the opportunity to take an important step toward ending this injustice with the
passage of the Protecting Health Care for All Patients Act of 2023. I urge all members of this
subcommittee to work in a bipartisan manner to pass this critical legislation. NDSS looks
forward to working with the committee on common-sense health reforms that value patients and

people with disabilities.

8 “National Council on Disability.” Health Equity Framework, https://beta.ncd.gov/report/health-equity-framework/.
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Mr. GUTHRIE. Thank you for your testimony. Let us welcome
Charlotte. Charlotte Woods, did you say? What was her last name?

Ms. PickaARD. Charlotte Woodward.

Mr. GUTHRIE. Woodward, stand up, and welcome to our com-
mittee. Yes, thank you. Thank you very much. Appreciate you
being here.

So now, Mr. Isasi, you are recognized for 5 minutes for an open-
ing statement.

STATEMENT OF FREDERICK ISASI

Mr. Isasi. Thank you very much, Chairman Guthrie, Ranking
Member Eshoo, members of the subcommittee. Thank you for the
opportunity to testify today.

I also want to say thank you to Ms. Pickard for the beautiful tes-
timony you just gave.

For more than 40 years, Families USA has been working to
achieve our mission of a Nation where the best health and
healthcare are equally accessible and affordable to all. We are very
proud to have always been, and will always be, a very strong part-
ner with the disability community in support of their healthcare
needs.

I know the topic of this hearing is personally very important to
many of us, especially full committee Chair McMorris Rodgers.

No matter what our ideology, we are all much more alike than
we are different. Everyone struggles with how to care for a loved
one, and so many live with the financial stress of high-cost medical
bills and the unaffordablity of our healthcare system.

We at Families USA believe that every person in the United
States should have high-quality, affordable healthcare that pre-
vents illness, allows them to see a doctor, and helps to keep their
family healthy.

Yet almost half of all Americans report having to forego medical
care due to unaffordable costs, and almost the same number live
under the stress and burden of healthcare debt.

For people with disabilities, the situation is considerably worse.
Disabled people are 2%2 more times likely to delay or to skip or
delay healthcare because of cost, and they are significantly more
likely to have unmet medical, dental, and prescription drug needs.

It is because of our dedication to the needs of all families, includ-
ing people with disabilities, that I urge the subcommittee to oppose
the antivalue legislation that is under consideration.

First, the proposed legislation’s prohibition on the use of quality
adjusted years, or such similar measures, is a solution in search of
a problem. The Inflation Reduction Act drug negotiation provisions
already have very specific guardrails against discrimination from
many groups, including people with disabilities.

Quoting directly from the text of the drug price negotiation law,
it explicitly and unambiguously bars measures that treat “extend-
ing the life of an elderly, disabled, or terminally ill individual as
of lower value.”

Moreover, similar guardrails exist in other elements of Federal
law, like the Affordable Care Act. In fact, Families USA, working
with our disabled partners, supported inclusion of these very
guardrails in the drug price negotiation law.
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So given the explicit Federal protections that already exist, what
is the real effect of the legislation being considered by the sub-
committee today?

This legislation is a giant loophole to allow the greed of drug
companies to continue and would let other elements of our cor-
porate healthcare sector to continue to price gouge unchecked,
hurting millions of families, employers, taxpayers, and healthcare
costs will continue to soar.

The proposed legislation uses very broad language that drug
company lawyers will argue bans any attempt to develop an under-
standing of whether a drug is worth the astronomical price being
charged across pretty much all Federal programs.

We know that terrible pricing abuses and waste are rampant in
our healthcare system, totaling almost a trillion dollars a year.
That is right, almost $1 trillion in healthcare spending each year
is flat-out waste, hurting both the economic security of families and
the U.S. taxpayer.

But we also know that many American families are being hurt
because of low-quality care. Over a quarter of a million people die
each year not from their illness but from the medical system itself.

Let me say that again. A quarter of a million souls in our Nation
die each year because our healthcare sector is killing them through
low value, poor care, all while we continue to spend 2 or even 3
times more on healthcare than other Nations.

It is time for this to end, period. It is time for our Nation to hold
our corporate healthcare sector responsible for providing high-qual-
ity care that is affordable.

If Federal policymakers want to live up to our collective ideals
of supporting people with disabilities, we should refocus our efforts,
end the Medicare disability waiting period, extend Medicaid pro-
gram in every State, fully fund and staff Medicaid home and com-
munity-based services, and train a healthcare workforce that will
provide high-quality care to people with disabilities with dignity
and without discrimination.

I urge members of the subcommittee to oppose this ill-conceived
legislation that is simply playing into the hands of drug companies’
greed. Thank you very much.

[The prepared statement of Mr. Isasi follows:]
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Chairman Guthrie, Ranking Member Eshoo, members of the Committee, thank you for the
opportunity to testify today at this legislative hearing focused on the Protecting Health Care for
All Patients Act. It is an honor to be with you this morning. My name is Frederick Isasi, and | am
the executive director of Families USA, a leading national, non-partisan voice for health care
consumers. For more than 40 years, Families USA has been working to achieve our vision of a
nation where the best health and health care are equally accessible and affordable to all. We
are very proud to have always been a strong partner with, and supporter of, the disability

community and their health care needs.

Every person in the United States should have high-quality, affordable health care that
prevents iliness, allows them to see a doctor when needed, and helps to keep their families
healthy. Yet, almost half of all Americans have reported having to forgo medical care due to the
cost, a third have indicated that the high cost of medical care is interfering with their ability to
secure basic needs like food and housing,® and over 40 percent of American adults — 100 million
people — face medical debt.? For people with disabilities these statistics are considerably worse:
disabled people are 2.5 times more likely to skip or delay health care because of cost,® and they
are significantly more likely to have unmet medical, dental, and prescription drug needs.*
Despite spending two or even three times more on health care than other industrialized
countries, the United States has some of the worst health outcomes including some of the
lowest life expectancy and highest infant mortality rates.>® For people with disabilities, these
trends are even worse. People living with disabilities in the United States have a significantly
lower life expectancy than those without disabilities.” Adults with disabilities are also four times

more likely to report their health to be fair or poor than people with no disabilities {40.3
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percent vs. 9.9 percent).? In nursing homes alone, more than 181,000 disabled people died
from COVID in the first two years of the pandemic.? Having an intellectual disability was and is
the strongest predictor for COVID-19 infection, and the second strongest predictor for COVID-

19 death.X?

| appreciate being part of this legislative hearing because for too long, people with
disabilities have been largely left out of the public conversation about improved health care.
They face ongoing disparities that are exacerbated by those in the medical community who
perceive disabled people's quality of life as diminished and are less likely to treat them with
proactive care.!! Disabled people are often left out of decisions about their own health on both
an individual and systemic basis, and they face very real threats of bias toward deprioritizing
their needs in periods of scarce resource allocation.!2 The time is now to prioritize their health

and weli-being, and to ensure our healthcare system works for everyone.

In recent years this Committee, under the leadership of how-Ranking Member Pallone and
Ranking Member Eshoo, prioritized investments in Medicaid, one of the most important
sources of health coverage for people with disabilities. The committee approved legislation to
expand Medicaid access in states that have refused to do so and pushed for billions of dollars in
additional funding for Medicaid Home and Community Based Services (HCBS).2® This is a good
foundation to build on. | sincerely hope this work will continue under the leadership of
Chairwoman McMorris Rodgers — a passionate champion for the health and financial security of
disabled people — and Chairman Guthrie. For example, this Congress could work in a bipartisan
way to ensure that no Medicaid beneficiary is forced to accept services from institutional or

segregated settings. Congress should also better support health and quality of life by making
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HCBS a mandatory Medicaid service, ending the two-year Medicare disability waiting period,
developing a sustainable federal long-term care program for all in our nation, and by robustly

funding the direct care workforce needed to sustain these services.

Given these critical priorities, | believe the Committee’s focus on The Protecting Health
Care for All Patients Act is misplaced and urge the committee to oppose this legislation for
several reasons. | am concerned that the proposed legislation’s prohibition on the use of
Quality-Adjusted Life Years (QALY) “or such similar measures” in federal programs, is a solution
in search of a problem. Specifically, | am concerned that the legislation is being proposed at this
time to undermine the recently passed Inflation Reduction Act (IRA) and key provisions that
allow the federal government to negotiate fair drug prices, and note that the IRA already

includes explicit disability (and other) safeguards.’

These new IRA drug pricing negotiation authorities are critical to safeguarding the
American people, including disabled people, from unaffordable or low-quality drugs.
Furthermore, a blanket federal prohibition of the use of “adjusted life years or a similar
measurement” would likely call into question non-discriminatory measures of health care value
and exacerbate the terrible waste in other aspects of the U.S. health care system — estimated at
an astounding $760 - $935 billion. Ultimately, the Protecting Health Care for All Patients Act,
could play a significant role in worsening the health care affordability and quality crisis faced by

millions upon millions of our nation’s families, including people with disabilities.

Just by examining the pricing abuses in the prescription drug industry, we know that price
gouging is rampant; and the industry continues to dramatically overcharge for medications,

including some that are low value.' In 2021 alone, drug makers cost the U.S. healthcare system

4
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an additional $805 million due to unjustified price increases.’ It is critical to note that disabled
people are particularly at risk for this price gouging, given their health needs, their reliance on
Medicare and Medicaid, and their likelihood to have fewer financial resources.'® The Medicare
program is still being egregiously overcharged for prescription drugs, including for those that
offer little therapeutic value to justify their pricing.’® For example, Trulicity, the brand name
drug of dulaglutide — a medication prescribed for type 2 diabetes — has a monthly list price
ranging from $886 to nearly $11,000, a price that most Americans cannot afford.?° its drug
maker, Ely Lilly, made headlines for falsely advertising the benefits of the drug for all diabetic

populations despite it only being approved to treat people type 2 diabetes.??

As a nation, we need the capacity to assess the overall effectiveness and value of a drug
like Trulicity to ensure the American people receive safe, effective, and affordable drugs. We
can’t continue to be at the mercy of the predatory marketing and pricing practices of the
pharmaceutical industry that are simply designed to push profit at the expense of people’s

lives.

Moreover, had stronger federal guardrails to assess value been in place at the onset of the
opioid epidemic {the subject of other legislation being considered during today’s hearing) to
actually scrutinize the underlying safety, efficacy and affordability of OxyContin, it is very likely
that millions of lives - and billions of dollars - could have been saved. Instead, those guardrails

did not exist and a very dangerous and highly addictive drug was unleashed into our society.

As federal lawmakers, you have an obligation to ensure that we carefully steward our
national health care resources and taxpayer dollars. Central in that effort is assessing the value

of the goods and services being provided to the American people through federally funded

5
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programs. | appreciate and share concerns about any measure of the value of prescription
drugs or other health care goods and services that weights a year of life differently for a person
based on their disability status. To provide high value health care and ensure improved health
for all, including people with disabilities, we must ensure that any measure being used in health
care decision-making is able to accurately capture the multifaceted lives of people living with

disabilities, and does not inadvertently undervalue their lives or experience.

For that reason, Families USA supported Congress’s guardrails on value assessments under
the Affordable Care Act {ACA) and mostly recently under the IRA. Specifically, the IRA bars any
discriminatory practices in setting a drug price for Medicare negotiation and lays out nine
factors that the Secretary of Health and Human Services must use in developing negotiated
prices, many of which can and should be themselves composed of muitiple factors, and
explicitly bars any measure of comparative effectiveness that “treats extending the life of an
elderly, disabled, or terminally ill individual as of lower value than extending the life of an

individual who is younger, nondisabled, or not terminally ill.”%?

This important protection would have to be met when considering how to incorporate any
measure of clinical value or quality of life impact. For example, the Institute for Clinical and
Economic Review has developed the Equal Value of Life Years Gained (evLYG) measure, which

incorporates such safeguards, by:

“evenly measur{ing] any gains in length of life, regardless of the treatment’s
ability to improve patients’ quality of life. In other words, if a treatment adds a
year of life to a vulnerable patient population — whether treating individuals with

cancer, multiple sclerosis, diabetes, epilepsy, or a severe lifelong disability — that

6
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treatment will receive the same evLYG as a different treatment that adds a year

of life for healthier members of the community.”?3

For these reasons, | believe that the committee should oppose enactment of the Protecting
Health Care for All Patients Act. If federal policymakers want to live up to our collective ideals in
supporting the civil rights, financial independence, and overall health of people with disabilities,
we should refocus our efforts on the investments necessary to support the end of the Medicare
disability waiting period, the extension of the Medicaid program in every state, fully funding
Medicaid home and community-based services, and the other reforms described above. At the
same time, it is critical that federal policy makers are able to engage in the informed analyses
necessary to ensure a thoughtful approach to measuring health care value. The health and

financial security of our nation, and every single person living in it, depends on it.

1 Americans’ Views on Healthcare Costs, Coverage and Policy (Chicago: NORC at the University of Chicago and
West Health Institute, March 2018) https://www.norc.org/NewsEventsPublications/PressReleases/Pages/survey-
finds-large-number-of-people-skipping-necessary-medical-care-because-cost.aspx

2 Levey, N., 100 Million People in American Are Saddled With Health Care Debt. Kaiser Health News. June 16, 2022.
https://khn.org/news/article/diagnosis-debt-investigation-100-million-americans-hidden-medical-debt/

3 Centers for Disease Control and Prevention. "QuickStats: Delayed or forgone medical care because of cost
concerns among adults aged 18—64 years, by disability and health insurance coverage status—National Health
Interview Survey, United States, 2009." MMWR Morb Mortal Wkly Rep 59.44 (2010): 1456.

4 Mahmoudi, E., & Meade, M. A. (2015). Disparities in access to health care among adults with physical disabilities:
Analysis of a representative national sample for a ten-year period. Disability and Health Journal, 8(2), 182-190.
https://doi.org/10.1016/j.dhj0.2014.08.007

5 OECD (2023), Life expectancy at birth (indicator). doi: 10.1787/27e0fc9d-en (Accessed on 27 January 2023). See
also, Peterson-KFF Health System Tracker: Health Consumption Expenditures Per Capita.
https://www.healthsystemtracker.org/chart-collection/health-spending-u-s-compare-countries-
2/#Health%20consumption%20expenditures%20per%20capita,%20U.S.%20dollars,%20PPP%20adjusted,%202020
%200r%20nearest%20vear (accessed 27 January 2023).

6 Rabah Kamal, Julie Hudman, and Daniel McDermott, “What Do We Know About Infant Mortality in the U.S. and
Comparable Countries?” Peterson-KFF Health System Tracker, October 18, 2019,
https://www.healthsystemtracker.or;

chart-collection/infant-mortality-u-s-compare-countries.
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7 National Council on Disability, Health Equity Framework for People with Disabilities, February 2022.
https://ncd.gov/sites/default/files/NCD Health Equity Framework.pdf

& Altman BM, Bernstein A. Disability and Health in the United States, 2001-2005. Hyattsville, MD: National Center
for Health Statistics; 2008. https://stacks.cdc.gov/view/cdc/6983

° National Council on Disability, 2021 Progress Report: The Impact of COVID-19 on People with Disabilities, October
29, 2021. https://ncd.gov/progressreport/2021/2021-progress-report

10 Gleason, JL, et al. The Devastating Impact of Covid-19 on Individuals with Intellectual Disabilities in the United
States. JAMA Catalyst non-issue content (2021). https://catalyst.nejm.org/doi/full/10.1056/CAT.21.0051

1 Lezzoni, L, et al., Physicians’ Perceptions Of People With Disability and Their Health Care. February 2021, Health
Affairs. https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2020.01452

12 https://www.nbcnews.com/news/us-news/ventilators-limited-disabled-rationing-plans-are-slammed-amid-
coronavirus-crisis-n1170346. See also Ne’eman, A, et al., Identifying And Exploring Bias in Public Opinion On Scarce
Resource Allocation During The COVID-19 Pandemic, October 2022. Health Affairs.
https://www.healthaffairs.org/doi/10.1377/hlthaff.2022.00504

13 The Build Back Better Act: $150 Billion for Medicaid HCBS Funding and Other Important Programs”,
https://www.ancor.org/capitol-correspondence/build-back-better-act-150-billion-medicaid-hcbs-funding-and-
other-important-programs/
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15 Shrank WH, Rogstad TL, Parekh N. Waste in the US Health Care System: Estimated Costs and Potential for
Savings. JAMA. 2019;322(15):1501-1509. doi:10.1001/jama.2019.13978

16 Rind DM, Agboola F, Campbell J, Nikitin D, McKenna A, Pearson SD. Unsupported Price Increase Report:
Unsupported Price Increases Occurring in 2021. December 6, 2022. https://icer.org/assessment/upi-2022/. See
also, Congress: Pharma's Price Gouging is Purposeful | Arnold Ventures. See also House Oversight Committee’s
Investigations into Drug Pricing Highlight Need for Reform | Commonwealth Fund.

7 Rind DM, Agboola F, Campbell J, Nikitin D, McKenna A, Pearson SD. Unsupported Price Increase Report:
Unsupported Price Increases Occurring in 2021. December 6, 2022. https://icer.org/assessment/upi-2022

12 Disabled people are more than three times as likely to have arthritis, diabetes, and a heart attack, and five times
more likely to report a stroke, COPD, and depression. Williams, M., et al. (2020, Oct. 24-28). Exploring Health
Disparities Among Individuals with Disabilities Within the United States, American Public Health

Association [Paper presentation], American Association of Public Health, Virtual. In addition, median earnings for
people with a disability were over $30,469, compared to the $20,250 median income reported for individuals with
a disability (U.S. Census Bureau, 2015).

19 Rind DM, Agboola F, Campbell J, Nikitin D, McKenna A, Pearson SD. Unsupported Price Increase Report:
Unsupported Price Increases Occurring in 2021. December 6, 2022. https://icer.org/assessment/upi-2022/. See
also, Department of Veterans Affairs Paid About Half as Much as Medicare Part D for Selected Drugs in 2017,
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DISABILITY

By Monika Mitra, Linda Long-Bellil, lan Moura, Angel Miles, and H. Stephen Kaye

OVERVIEW

Advancing Health Equity And
Reducing Health Disparities For
People With Disabilities In The

United States

ABSTRACT Definitions of disability have evolved over time. Consistent with
the biopsychosocial model used by the World Health Organization, we
conceptualize disability as an interaction between a person’s functional
impairments or chronic health conditions and the physical and social
environment. Having a disability is not synonymous with poor health,
and maintaining and improving health is equally important for both
people with and people without disabilities. In this article we review
estimates of disability prevalence in the US and present evidence of
differences in prevalence by race, ethnicity, and sexual orientation; health
disparities by disability status and type of disability; and health
disparities for people whose disability intersects with other forms of
marginalization. We suggest policy changes to advance equity, reduce
disparities, and enhance the health and well-being of all Americans with

disabilities.

espite significant health dis-

parities experienced by people

with disabilities, their needs are

poorly addressed and understood

in health policy, research, and
practice. Estimates of prevalence vary depending
on the definition of disability and the survey
methods, but the consensus is that rates of dis-
ability are increasing with the aging of the US
population, rising rates of chronic conditions
among the nonelderly population, and more re-
cently the COVID-19 pandemic. More than three
decades after the passage of the Americans with
Disabilities Act (ADA), disabled Americans still
face barriers to health care, lower quality of care,
and disparate health outcomes, in addition to
inequitable access to transportation, education,
housing, employment, and other social determi-
nants of health. Existing health, economic, and
social policies further exacerbate these dis-
parities.

In this overview article we discuss disability
definitions and prevalence, and we identify sub-
groups with a higher prevalence of disability.
‘We present evidence of health disparities by dis-
ability status and type, as well as health dis-
parities among people whose disability inter-
sects with other forms of marginalization, and
we provide policy recommendations to advance
health equity for all disabled Americans.

Defining Disability
Disability can be defined in many ways, depend-
ing on context. The definition chosen affects
benefits eligibility, civil rights protections, prev-
alence estimates, social stigma, and personal
identity."* One report identified sixty-seven
federal statutory definitions of disability alone.®
Although there is no single way to define dis-
ability, there are prevailing concepts. Historical-
ly, the medical model has been dominant.®’ It
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defines disability as an impairment or problem
existing within the body or mind that can be
identified by objective scientific or expert obser-
vations and ameliorated with the guidance or
treatment of experts to help the person adapt
and conform to the “normal” environment.*’

The social model challenges the medical mod-
el’s definition identifying disabled people as de-
fective and disabled lives as inherently inferior
to nondisabled lives.®® From a social-model per-
spective, disability occurs when a person with an
impairment interacts with physical or social en-
vironments that do not take the full range of
human body variation into consideration and
are unaccommodating or hostile as a result. In
the social model, disability is a social construct,
and disabled people are an oppressed minority
group with unique histories and perspectives.* ™

Critics identify limitations in both the medical
and social models.>®!? They argue that disability
is both a social and an embodied phenomenon.
There have been models that draw on aspects of
both models, such as the interactive or bio-
psychosocial model used by the World Health
Organization.”

For the purposes of this article, we adopt this
third approach and conceptualize disability as
an interaction between a person’s functional im-
pairments or chronic health conditions and the
physical and social environment. Although some
people’s disabilities are the result of health prob-
lems, disability and health are distinct concepts.
Having a disability is not synonymous with poor
health, and maintaining and improving health
are equally important for people with and with-
out disabilities.

Challenges In Estimating Disability
Prevalence

Administrative records, such as those collected
during health care visits, are inadequate in iden-
tifying people with disabilities, as they do not
capture the full conceptual definition of dis-
ability. Therefore, researchers use surveys to es-
timate the size and characteristics of the dis-
ability population. Surveys differ in how they
identify disabled respondents, and none does
so perfectly—a limitation that hinders under-
standing of health needs and experiences of
people with disabilities, as well as their health
outcomes.

During the first several decades that the Na-
tional Health Interview Survey (NHIS) was con-
ducted, it used questions about health- or
impairment-related limitations in the perfor-
mance of age-appropriate life activities, such
as attending school, working, or taking care of
personal and household needs, to identify peo-
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ple with disabilities. Gradually, the NHIS
moved away from this approach and, in 2019,
adopted two measures of functional limitations
developed by the Washington Group on Dis-
ability Statistics: the Short Set on Functioning
(WG-SS), which asks about difficulty performing
physical or cognitive tasks," and the Enhanced
Short Set, which includes the Short Set along
with additional questions to measure communi-
cation and mental health, as well as difficulties
with cognitive tasks and a range of physical tasks
broader than those measured by the Short Set.
Either measure can be used to define a disability
population, according to researcher preference.

In the early 2000s the Census Bureau intro-
duced the annual American Community Survey
(ACS). The ACS includes six questions, known as
the ACS-6, about functional limitations to iden-
tify respondents with disabilities.”” This ap-
proach has been criticized because the questions
fail to identify substantial portions of certain
disability groups, such as people with mental
health or intellectual disabilities.”" Neverthe-
less, the ACS disability questions have been
adopted as a standard for federal health sur-
veys,” as mandated by Section 4302 of the Af-
fordable Care Act (ACA). The Centers for Disease
Control and Prevention (CDC) also adopted the
ACS-6 in 2016 in its Behavioral Risk Factor Sur-
veillance System (BRFSS).

As shown in exhibit 1, there is large variation
in estimates of the disabled population from
these surveys. For example, the proportion of
working-age adults estimated as disabled varies
from 6.3 percent (2019 NHIS using the Short Set
measure) to 23.3 percent (2019 BRFSS). Even
when the disability questions are the same, as
is the case with the ACS-6 and the BRFSS, the
population estimate can vary considerably be-
cause of survey context, mode of administration,
and potential sampling bias, particularly with
telephone-based surveys.

Regardless of survey or measure set, adults
ages sixty-five and older have substantially higher
disability rates than do working-age adults. De-
spite the greater prevalence in the sixty-five and
older age cohort, however, a majority of the dis-
abled population is younger than age sixty-five,
as assessed by the measures shown in exhibit 1.

Differences In Prevalence By Race,

Ethnicity, And Sexual Orientation

Among racial and ethnic groups, disability prev-
alence is highest among American Indian/Alaska
Native populations and lowest among Asian pop-
ulations (exhibit 2). Black populations have a
slightly higher prevalence of disability than
‘White populations, and the difference increases
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Estimates of disability prevalence in the US from selected federal surveys, 2018-19

Surveys

NHIS, 2018 NHIS, 2019 NHIS, 2019 ACS, 2019 BRFSS, 2019

Type of disability measure used Activity Functional Functional Functional Functional
limitation® limitation® limitation® limitation® limitation’
No. of survey items on disability® 11 27 33 6 6
Estimate of the total disability
population
No. (1,000s) 45992 29535 38897 43,281 —f
% of US population 142 93 123 132 —f

By age group (years)
Younger than age 18

No. (1,000s) 6,869 6875 6,875 3191 —f

% of US population 94 105 105 44 —f
Ages 18-64

No. (1,000s) 21948 12477 20,178 21177 43884

% of US population 111 6.3 10.2 105 233
Ages 65+

No. (1,000s) 17,175 10,183 11,844 18913 22,133

% of US population 335 191 222 35 426

source Authors' tabulations of data from the National Health Interview Survey (NHIS), 2018-19; American Community Survey (ACS),
2019 (six questions on disability, or ACS-6); and Behavioral Risk Factor Surveillance System (BRFSS), 2019. Notes The NHIS and
BRFSS exclude people living in institutions, such as long-term care facilities. The ACS includes both people living in institutions
and people living in community settings. °A limitation in the performance of age-appropriate life activities, such as attending
school, working, or meeting personal and household needs. *Defined according to the Washington Group Short Set on Functioning
(WG-SS), developed by the Washington Group on Disability Statistics to measure difficulties in physical and cognitive tasks.
“Defined according to the WG-SS Enhanced, developed by the Washington Group on Disability Statistics; includes the WG-S5
along with additional questions to measure communication and mental health, as well as difficulties with cognitive tasks and a
range of physical tasks broader than those measured by the WG-SS. For respondents younger than age 18, no additional
questions were included. “Defined as difficulties with physical and cognitive tasks. “Number of distinct survey questions on
disability used for adults, children, or both. ‘The BRFSS collects data from people ages 18 and older only.

with age adjustment. Unadjusted disability prev-
alence among Latino/a populations and Native
Hawaiian/Pacific Islander populations is signif-
icantly lower than among White populations, but
these differences disappear in the age-adjusted
data.

Bisexual, transgender, and gender-non-
conforming people also have a higher prevalence
of disability than heterosexual cisgender peo-
ple.” Analysis of survey data from one state
found that age-adjusted disability rates were sig-
nificantly greater among gay, lesbian, and bi-
sexual people than among heterosexual peo-
ple.** Data from a recent national survey on
disability found higher rates of mental and psy-
chiatric disabilities and intellectual and develop-
mental disabilities among LGBTQI+ respon-
dents, as well as greater prevalence of multiple
disabilities, compared with heterosexual cis-
gender respondents.*

Health Disparities By Disability
Status And Type Of Disability

The phrase “health disparity” refers to adverse
health differences affecting marginalized groups,

For personal use only.

arising from systemic factors that lead to social
disadvantage.” Health disparities are an equity
issue and reflect both gaps in the quality of care
received and broader patterns of injustice within
society.? Work on health disparities has largely
focused on racial and ethnic minorities, but peo-
ple with disabilities are increasingly recognized
as a health disparity population.? For example,
through the Healthy People 2030 initiative, the
Department of Health and Human Services has
designated people with disabilities as a health
disparity population.® A challenge in identifying
health disparities affecting disabled people is
that some disabling conditions do inevitably lead
to poorer health, regardless of individual circum-
stances, whereas in other instances, poorer
health may be attributable to economic and so-
cial inequities such as barriers to health care
access, thereby being accurately described as
health disparities." Disentangling cause and ef-
fect in attributing and addressing these differ-
ences is an ongoing challenge.”

People with disabilities are more likely to re-
port poor health and experience higher rates of
chronichealth conditions than nondisabled peo-
ple. Data published in 2012 and 2015 indicate
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EXHIBIT 2

Disability prevalence in the US, by race and ethnicity, actual and age-adjusted, 2019

Latino/a
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source Authors' tabulations of data from the American Community Survey, 2019. NoTes Age-
adjusted rates were calculated by applying the disability prevalence for each racial and ethnic group
in 5-year age categories to the age distribution of the total population. All race categories shown are
non-Latino/a. The p values refer to differences in disability prevalence (actual and age-adjusted) be-
tween the White population and other racial and ethnic populations. **p <0.05 ***p <0.001

that disabled adults were more likely to experi-
ence chronic conditions such as cardiac disease,
diabetes, higher weight, and asthma and to lack
emotional support.** They were also more like-
ly to experience both injuries and intimate part-
ner and interpersonal violence, according to
studies published in 2015 and 2016.**

Disabled women are more likely than their
nondisabled peers to have chronic health condi-
tions and to describe their general health as fair
or poor.”’ Women with disabilities have lower
rates of breast and cervical cancer screening
compared with nondisabled women, and dis-
abled women with circulatory or respiratory con-
ditions have higher rates of breast cancer mor-
tality than women without disabilities.*

Limited research identifies differences in
health status and outcomes based on type of
disability.” One study published in 2013 found
that people with multiple disabilities had worse
health outcomes and that people with hearing
disabilities fared better on most outcomes than
people with vision, physical, or cognitive dis-
abilities.** Another study published in 2019
found that adults with intellectual disabilities or
autism were more likely to report comorbidities,
including poor mental health, than adults with
other disabilities.*

Disability-related health disparities have come
into sharp focus during the COVID-19 pandemic.
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As of January 2022 an estimated 200,000 nurs-
ing home residents had died of the disease, con-
stituting roughly one-quarter of all COVID-19
deaths in the US.* People with intellectual and
developmental disabilities were also dispropor-
tionately affected, having higher case-fatality
rates than the general population, especially for
those in residential settings.”** Recent state-
ments from the CDC that postvaccination mor-
tality is largely confined to people with multiple
comorbidities® imply that the disability popula-
tion is also experiencing disproportionate mor-
tality.

Health Disparities And
Intersectionality Among People With
Disabilities
Health disparities among people with dis-
abilities are affected by other forms of marginal-
ization. The self-reported health status of dis-
abled people has been found to vary across racial
and ethnic groups.” Black and Latino/a adults
with intellectual and developmental disabilities
were more likely to report fair or poor physical
and mental health compared with their White
peers in a study published in 2016.* Adults with
mobility limitations who are members of racial
or ethnic minority groups were more likely to
report that their health was worse than a year
ago and more likely to experience depression
and to have diabetes, hypertension, or vision
impairment than White people with mobility im-
pairments in a study published in 2008.*
Genderidentity and sexual orientation also are
factors in health disparities among people with
disabilities. LGBTQI+ people with disabilities
are more likely to report diminished health-
related quality of life, including poor physical
and mental health, than their non-LGBTQI+
peers with disabilities.?? Variations in the rates
of poor health and chronic health conditions
among disabled people with additional margin-
alized identities suggest that these disparities
are associated with systemic issues related to
multiple forms of oppression.?

Policy Changes To Advance Health
Equity And Reduce Disparities

In this section we recommend policy changes to
advance equity and reduce disparities for all peo-
ple with disabilities in the US.

EXPANDING ACCESS TO HEALTH COVERAGE Ac-
cess to health insurance coverage is key to reduc-
ing health disparities that can be attributed to
cost and access to health care. Although public
programs such as Medicaid serve a subset of
disabled people, many other people with disabil-
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Disability-related
health disparities
have come into sharp
focus during the
COVID-19 pandemic.

ities have long faced barriers to health coverage,
including lack of affordability and preexisting
condition exclusions. Through increased regula-
tion of private coverage, subsidized premiums,
and expansion of Medicaid eligibility, the ACA
enabled many disabled people to overcome these
barriers. Uninsurance declined significantly
among disabled people after the ACA’s provi-
sions went into effect.” In addition, the propor-
tion of disabled people who delayed or did not
get care because of cost fell significantly. Even
so, barriers to care remain.*** A single-payer
system would provide a promising solution by
eliminating financial barriers to care across the
board. Medicaid expansion in the states that
have thus far not expanded their Medicaid pro-
grams could also go a long way toward removing
financial barriers for at least a subset of low-
income people with disabilities. However, lack
of political consensus and concerns about cost
currently limit progress toward both of these
potential solutions.*

EXTENDING MEDICAID BUY-IN PROGRAMS A
new approach to Medicaid buy-in programs
could offer a viable alternative to these options.
Depending on the state, disabled people whose
work income renders them ineligible for Medic-
aid can participate in a “buy-in” program that
involves paying premiums to enroll in Medicaid.
Forty-five states offer such programs, which dif-
fer from broader Medicaid buy-in programs that
may be used to expand Medicaid eligibility au-
thorized under the ACA that do not necessarily
include a disability requirement.* However,
most of the narrower, disability-focused buy-in
programs have very low income and asset limits
that would exclude all but low-wage or part-time
workers. As a result, many people with dis-
abilities remain in poverty so that they can obtain
health coverage for services not covered by pri-
vate insurance, such as personal assistance
services.” A small number of states, such as
Massachusetts and Arkansas, offer Medicaid
buy-in programs with no income or asset limits;
these programs advance equity and reduce dis-
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parities by empowering disabled people to par-
ticipate fully in the workforce without fear of
losing essential services or becoming impover-
ished.*” Congress should enact legislation that
provides states with enhanced federal re-
imbursement as an incentive to offer Medicaid
buy-in programs to people with disabilities with-
out income and asset limits. Premiums, addi-
tional tax revenues, and reduced participation
in other government programs resulting from
increased employment could help offset the cost
of these programs.*’

EXPANDING ACCESS TO HOME AND COMMUNITY-
BASED services Although Medicaid has long paid
for institutional services, the program first paid
for home and community-based services in the
1980s. In its 1999 landmark decision in Olmstead
v. L. C., the United States Supreme Court inter-
preted the integration mandate contained in
the ADA to mean that states must take an even-
handed approach to providing care in communi-
ty settings and institutions instead of limiting
services to institutional care.* By making en-
hanced federal reimbursementavailable to states
that increase access to home and community-
based services and establishing a state plan op-
tion [Section 1915(i)] to enable states to provide
these services to people whose disabilities are
not severe enough to warrant institutional care,
the ACA reduced the “institutional bias” that had
long been a major feature of Medicaid long-term
services and supports programs.***® There is ev-
idence that a gradual rebalancing of community
versus institutional services can lead to reduced
costs™ and that unmet need for home and com-
munity-based services leads to negative health
and community living outcomes.*

Despite this progress, access to home and com-
munity-based services varies substantially from
state to state,*** and access to community-based
long-term services and supports remains elusive
for people ineligible for Medicaid but not weal-
thy enough to pay the high costs. A Medicare
home and community-based services benefit
would help address thatgap, as would a universal
public long-term services and supports insur-
ance program, but concerns about financing
have historically been barriers to adoption of
these measures.>

EXPANDING THE SCOPE OF COVERED SERVICES
Definitions of medical necessity in public pro-
grams and private insurance, as well as the Medi-
care “homebound” requirement, lead to unmet
health care needs and undermine the ADA’s goal
of community integration.**** Medicare’s defini-
tion of medical necessity emphasizes diagnosis
and treatment, and the homebound requirement
limits reimbursement for Medicare home health
services to those needed to function solely at
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home, thereby precluding coverage of services
primarily needed for people with disabilities to
participate in community life and putting them
atrisk for social isolation, which has been shown
to have deleterious effects on well-being.*® Medi-
cal necessity definitions used by state Medicaid
agencies and private insurers vary, and they like-
wise generally have the effect of restricting ac-
cess to services for people with disabilities. A few
state Medicaid programs, however, have defini-
tions that are consistent with the goal of commu-
nity integration for people with disabilities;
Delaware’s definition, for example, refers to the
aim of “attain[ing] or retain[ing] independence,
self-care, dignity, self-determination, personal
safety, and integration into all natural family,
community, and facility environments and activ-
ities.””” Adoption of this or similar language in
other state Medicaid programs, as well as in
Medicare and private insurance, would help ad-
vance the widespread social integration and well-
being of people with disabilities.

PURSUING INTEGRATED CARE PROGRAMS Chal-
lenges to community integration for people with
disabilities also may be addressed through inno-
vative integrated care programs for Medicaid
recipients being pioneered by many states such
as Massachusetts; these programs often feature
flexibility in coverage of services beyond the usu-
al bounds of the Medicare and Medicaid pro-
grams through the use of strategies such as care
coordination and person-centered planning.***

FOSTERING RESEARCH TO INFORM POLICY An
important step in advancing policies to reduce
disparities and achieve equity would be to desig-
nate people with disabilities as a health disparity
population under the Minority Health and
Health Disparities Research and Education Act
0f2000.°¢! This designation is long overdue and
would foster research to provide the evidence

Long-standing
systemic factors
undermine the full
participation of many
disabled people in US
society.

base for policies to improve the health and well-
being of all people with disabilities and reduce
disparities.

Conclusion

Despite the hope that the ADA’s nondiscrimina-
tion provisions would eliminate barriers to
health care for disabled people, they continue
to face deep and sustained inequities in health
and health care access. Although these wide-
spread inequities were undoubtedly exacerbated
by the COVID-19 pandemic, long-standing sys-
temic factors undermine the full participation of
many disabled people in US society and widen
disparities among marginalized groups within
the disability population. It is critical to officially
recognize people with disabilities as a Health
Disparity Population under federal law and pur-
sue evidence-based policy changes to realize the
ADA’s goal of enhancing full participation, inde-
pendence, inclusion, and equality of opportunity
for all Americans with disabilities. m
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Mr. GUTHRIE. Thank you for your testimony. I appreciate that.
Ms. Cain, you are now recognized for 5 minutes for your opening
statement.

STATEMENT OF MOLLY A. CAIN

Ms. CAIN. Thank you, Chairs Guthrie and Rodgers and Ranking
Members Eshoo and Pallone and members of the committee for in-
viting me to come and speak out about fentanyl, how it has in-
vaded our communities, devastated families, and how it has be-
come a public health crisis.

My name is Molly Cain, and I lost my beloved 22-year-old son
Carson to fentanyl poisoning on November 27th, 2020. Thank you
for allowing me to share his story.

I would like to begin by painting a story of who Carson was. Car-
son had a beautiful soul. He loved deeply and was wise beyond his
years, and his heart was true.

Carson persevered in the face of adversity. When Carson was 6,
he was diagnosed with dyslexia; at 7, he was diagnosed with a fa-
milial tremor that progressively worsened, and at 10 years old, he
watched his healthy father be ravaged by and ultimately succumb
to brain cancer.

Carson and his brother took on more responsibility within our
family without being prompted or asked. Carson graduated high
school with both his high school diploma and his AA degree and
went on to Gonzaga University to further his education.

During his college years, Carson was prescribed Xanax for anx-
iety. Carson was a genuine and empathetic person who wanted to
better the world around him. He would lend a hand or an under-
standing ear to those in need and did not expect anything in re-
turn.

He was the shoulder of strength others leaned on, especially
those friends who had lost a parent. Carson helped to guide them
out of the dark abyss they now faced.

During his college years, Carson would plow snow in the early-
morning hours without request or compensation, would stop at the
parking lot of a local cancer center to clear the lot. When asked
why he made the stop, he replied, “The patients going for treat-
ment have enough challenges. They don’t need one more to navi-
gate.” These actions embodied his compassionate and devoted spir-
it.

At 22, Carson was diagnosed with appendix cancer. After a bat-
tery of scans and procedures, it was determined the cancer had not
spread, but a spot found on his lung needed to be monitored. The
anxiety my son had became elevated, and suddenly COVID hit.

Carson, feeling immense pressure, went to counseling and was
given Xanax again. He told me he felt counseling online was imper-
sonal, and he was only offered appointments during his working
hours. He stopped going.

On November 26, 2020, Carson came home for Thanksgiving. He
was exhausted. He said he was not sleeping. He had been working
long hours and wasn’t able to get the rest he needed. He hugged
me goodbye and thanked me for a wonderful dinner and told me
he loved me.
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The next day, after not hearing from him as I usually would, I
called him with no answer. I went to his home, and I found my
beautiful, loving son on his living room floor, deceased. I cannot put
into words the guttural pain of finding Carson dead and knowing
I couldn’t save him.

We had to wait almost 3 months for the toxicology report to find
out that fentanyl had killed him. During this waiting period, we
had Carson’s phone, and he began to receive Snapchats with pic-
tures of drugs and emojis from an individual.

We dug into Carson’s Cash App account and discovered a pay-
ment to the same individual the night he passed away. For months,
the individual continued to Snapchat pictures of drugs and emojis.

The DEA did a sting. The individual served less than 24 hours
in jail.

I was the one who brought the drug dealer’s account to the atten-
tion of Snapchat. Snapchat claims they have filters in place to
monitor for such illicit activity. Then why for 5 months did this in-
dividual continue to Snapchat such things if Snapchat’s filters were
operational?

In my opinion, Snapchat is the courier, and they provide the get-
away for the traffickers of this poison.

In the months and now years that have ensued, I have grieved
immeasurably. I knew what devastation was after losing my hus-
band, but losing my child has left a gaping hole within my being.

The heartache and pain is gripping. My son bought something,
thinking it would ease anxiety, a mistake that cost him his life. It
was not his intent to die. These individuals who are dying are not
overdosing. They are being poisoned.

In the 2 years since Carson’s death, tens of thousands of people
have lost their lives to this weapon of mass destruction. Many vic-
tims were unknowing.

We need to be educating our children and families alike about
fentanyl and its lethal effects. It has been published that in Seattle
the fentanyl crisis is so bad the medical examiner is running low
on storage for the dead bodies.

I was told by a DEA agent that we will not see an end to
fentanyl in my lifetime. I find these words exceptionally chilling. I
never thought my son’s photo would be hanging on the DEA’s wall
as one of the victims of fentanyl. Heartbreakingly, he is a statistic.

How many lives must be lost before we hold the players in this
hellish nightmare accountable? We must do more to prevent
fentanyl from coming into our country, so one more mother, one
more family, will not have to be brought to their knees in sorrow.
I plead with you to take action.

Thank you for allowing me the opportunity to speak.

[The prepared statement of Ms. Cain follows:]
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Testimony of Molly A, Cain

Thank you, Madame Chair and members of the committee, for inviting me to come
and speak out about fentanyl; how it has invaded our communities, devastated
families, and how it has become a public health crisis. My name is Molly Cain and
I lost my beloved 23-year-old son, Carson, to fentanyl poisoning on November

27% 2020, Thank you for allowing me to share his story.

I’d like to begin by painting a picture of who Carson was. Carson had a beautiful
soul. He loved deeply, was wise beyond his years, and his heart was true. Carson
persevered in the face of adversity. When Carson was six, he was diagnosed with
dyslexia. At seven, he was diagnosed with a familial tremor that progressively
worsened. At ten years old he watched his healthy father be ravaged by, and
ultimately succumb to brain cancer. Carson and his brother took on more
responsibility within our family without being prompted or asked.

Carson graduated high school with both his high school diploma and his AA
degree, and went on to Gonzaga University to further his education. During his

college years he was prescribed Xanax for anxiety.

Carson was a genuine and empathetic person who wanted to better the world
around him. He’d lend a hand, or an understanding ear, to those in need and did not

expect anything in return. He was the shoulder of strength others leaned on,
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especially those friends who’d lost a parent. Carson helped to guide them out of the

dark abyss they now faced.

During his college years, Carson would plow snow in the early morning hours and,
without request or compensation, would stop at the parking lot of a cancer center to
clear the lot. When asked why he made that stop, Carson replied, “The patients
going for treatment have enough challenges. They don’t need one more to

navigate.” These actions embodied his compassionate and devoted spirit.

At twenty- two, Carson was diagnosed with appendix cancer. After a battery of
scans and procedures, it was determined the cancer had not spread but a spot found
on his lung needed to be monitored. The anxiety my son had, became elevated and
suddenly Covid hit. Carson, feeling immense pressure went to counseling and was
given Xanax again. He told me he felt counseling online was imperso