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may not be able to share with you all of the
context of decisions that I make. But I never
doubt how much—how critical it is to our de-
mocracy for you to do that; how much I value
great journalism. And you should not underes-
timate the number of times that I have read
something that you did, and I have called
somebody up and said, what’s going on here?
Because as Bob Gates told me when I first
came in—I think it was my first or second
week—I said, well, what advice do you have,
Bob? You’ve been around seven Presidents.
You’ve served in Washington, in the adminis-
tration. He said, Mr. President, the only thing I
can tell you for sure is that you’ve got about 2
million employees, and at any given moment in
any given day, somebody, somewhere, is
screwing up. [Laughter]

So you help me do my job better, and I’m
grateful for that. Because the point of politics,
as Robin understood it—certainly as I’ve tried
to understand it throughout my tenure in this
job—the point of politics is not simply the
amassing of power. It’s about what you do with
that power that has been lent to you through a
compact with a citizenry, who give you their
proxy and say, “I’m counting on you to not just
make my life better, but more importantly, to
make my kids’ lives better and my grandkids’
lives better.” Who will we help? How will we
help them? What kind of country do we leave
to the next generation?

And my hope is, is that you continue to ask
us questions that keep us honest and elevate
our democracy. I ask that you continue to un-
derstand your role as a partner in this process.
I say this often when I speak to Democratic
partisan crowds: I never said, “Yes, I can,” I

said, “Yes, we can.” And that means all of us. If
we can keep supporting the kind of work that
Robin championed, if we cultivate the next
generation of smart, tough, fairminded jour-
nalists, if we can all, every single one of us, car-
ry on her legacy of public service and her faith
in citizenry—because you have to have a cer-
tain faith to be a really good journalist; you
have to believe that me getting it right matters,
that it’s not just sending something into the
void, but that there’s somebody on the other
end who’s receiving it and that matters—if you
continue to believe that, if you have faith, I
have no doubt that America’s best days are
ahead.

So thank you to Robin’s family. Congratula-
tions to this year’s winner. And thank all of you.
God bless you, and God bless the United
States of America. Thank you.

NOTE: The President spoke at 7:49 p.m. in the
Andrew W. Mellon Auditorium. In his re-
marks, he referred to Kent Syverud, chancel-
lor, Syracuse University, whose S.I. Newhouse
School of Public Communications awards the
Toner Prize annually; Peter Gosselin, husband
of the late New York Times national political
correspondent Robin Toner, and their children
Jacob and Nora Gosselin; actor Leonardo Di-
Caprio; Isaac Arnsdorf, Daniel Lippman, and
Darren Samuelsohn, Politico reporters who
fact-checked the public statements of Republi-
can Presidential candidate Donald J. Trump;
President Vladimir Vladimirovich Putin of
Russia; former Secretary of Defense Robert
M. Gates; and Alec MacGillis, reporter, Pro-
Publica, recipient of the 2015 Toner Prize for
his collection of stories, “The Breakdown.”

Remarks During a Panel Discussion at the National Prescription Drug
Abuse and Heroin Summit in Atlanta, Georgia
March 29, 2016

CNN Chief Medical Correspondent Sanjay
Gupta. Mr. President, I’m going to start with
you. Obviously, you have a lot going on, and
this is a significant commitment. You flew
down here. You’re attending this conference.

You’re going to make comments here. Why
this particular topic for you, sir?

The President. Because it’s important, and
it’s costing lives, and it’s devastating communi-
ties.
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And I want to begin by thanking Congress-
man Rogers for helping to put this together
and the leadership that he has shown. We very
much appreciate him and his staff for making
this happen. I want to thank UNITE and—the
organization that has been carrying the labor-
ing oar on this issue for many years now. We
are very grateful to them. And I just want to
thank our panelists, especially Crystal and Jus-
tin. Obviously, we greatly appreciate the work
the doctor does, but part of what’s so impor-
tant is being able to tell in very personal terms
what this means to families and to communi-
ties. And so I am looking forward to hearing
from them.

This is something that has been a top priori-
ty of ours for quite some time. My job is to pro-
mote the safety, the health, the prosperity of
the American people. And that encompasses a
whole range of things. It means that we’re
tracking down ISIL leaders, and it means that
we’re responding to natural disasters, and it
means that we’re trying to promote a strong
economy. And when you look at the staggering
statistics in terms of lives lost, productivity im-
pacted, costs to communities, but most impor-
tantly, cost to families from this epidemic of
opioids abuse, it has to be something that is
right up there at the top of our radar screen.

You mentioned the number 28,000. It’s im-
portant to recognize that today we are seeing
more people killed because of opioid overdose
than traffic accidents. I mean, think about that.
A lot of people tragically die of car accidents,
and we spend a lot of time and a lot of resourc-
es to reduce those fatalities. And the good
news is, is that we’ve actually been very suc-
cessful. Traffic fatalities are much lower today
than they were when I was a kid because we
systematically looked at the data and we looked
at the science, and we developed strategies and
public education that allowed us to be safer
drivers.

The problem is, here we’ve got the trajecto-
ry going in the opposite direction. So in 2014,
which is the last year that we have accurate da-
ta for, you see an enormous ongoing spike in
the number of people who are using opioids in
ways that are unhealthy, and you’re seeing a

significant rise in the number of people who
are being killed.

And I had a town hall in West Virginia
where—I don’t think the people involved
would mind me saying this because they’re
very open with their stories—the child of the
mayor of Charleston, the child of the minority
leader in the House in West Virginia, a former
State senator, all of them had been impacted
by opioid abuse. And it gave you a sense that
this is not something that’s just restricted to a
small set of communities. This is affecting ev-
erybody: young, old; men, women, children;
rural, urban, suburban.

And the good news is that because it’s hav-
ing an impact on so many people, as Hal said,
we’re seeing a bipartisan interest in addressing
this problem, not just taking a one-size-fits-all
approach, not just thinking in terms of crimi-
nalization and incarceration—which, unfortu-
nately, too often has been the response that we
have to a disease of addiction—but rather,
we’ve got an all-hands-on-deck-approach in-
creasingly that says we’ve got to stop those who
are trafficking and preying on people, but we
also have to make sure that our medical com-
munity, that our scientific community, that in-
dividuals, all of us are working together in or-
der to address this problem.

And I’m very optimistic that we can solve it.
We’re seeing action in Congress that has
moved the ball forward. My administration,
without congressional action, has taken a num-
ber of steps. And I know that you’ve heard
from some of our administration here today
about, for example, providing $100 million to
community health centers so that people have
more access to treatment. Concentrating on
physician education in terms of how they pre-
scribe painkillers to prevent abuse. Making
sure that the treatment—medically—medica-
tion-assisted treatment programs are more
widely available to more people. Making sure
that the, not antidote, but at least means of
preventing people, once they have overdosed,
from actually dying is being carried by EMTs.
So we’re taking a number of steps. But frankly,
we’re still underresourced.
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I think the public doesn’t fully appreciate
yet the scope of the problem. And my hope is,
is that by being here today, hearing from peo-
ple who have gone through heroic struggles
with this issue, hearing from the medical com-
munity about what they’re seeing, that we’ve
got the opportunity to really make a dent on
this. And I just want to thank all the people
who are involved here today, because I know
we’ve got people who are much more knowl-
edgeable and are doing great work out in the
field each and every day. My hope is, is that
when I show up, usually, the cameras do too,
and it helps to provide us a greater spotlight for
how we can work together to solve this prob-
lem.

Dr. Gupta. Thank you very much. Mr. Pres-
ident, you had a chance to hear a little about
Crystal Oertle’s story backstage: again, 35 years
old, mother of two.

First of all, are you comfortable talking
about your story? Is this something you’re
comfortable with?

Shelby, OH, resident Crystal Oertle. Yes.
Dr. Gupta. You, my understanding is,

around age 20, you started using Vicodin
and—recreationally, once a week or so. Won-
der if you could tell me what sort of happened
at that stage in your life? How did things prog-
ress from there on?

Ms. Oertle. Well, I think my path into addic-
tion, which eventually was heroin addiction, is
pretty similar to a lot of people’s stories. They
start out with the Vicodin, low milligrams, not
knowing how addictive it can be, using it recre-
ationally until then they need it. That’s what
happened with me. It slowly happened from
weekend to then needing it throughout the
week, needing something to go to work. Even-
tually, I needed something stronger than the
Vicodin. I was doing OxyContins, Dilaudid,
things like that, until then it eventually led into
me doing heroin.

Dr. Gupta. Can you talk about that? When
you say it eventually led to heroin, what does
that mean?

Ms. Oertle. Well, I was physically addicted.
And the higher milligram things like Oxycontin
and Dilaudid to me are pretty much like hero-

in. They’re like synthetic heroin; they’re almost
as strong. So when it came to the point and I
couldn’t find those kinds of pills, I had to go to
the street to prevent my withdrawal symptoms
so that I could participate in my daily life: my
children, taking—getting them to school, me
going to work. So that’s how I got into using
the heroin after the pills.

Dr. Gupta. You—again, you have two chil-
dren.

Ms. Oertle. Yes.
Dr. Gupta. And you were doing this in order

to be able to function, it sounds like. So heroin,
where were you using it?

Ms. Oertle. In my home. In the bathroom,
while my kids were there, while they were at
school. It was so much a part of my life. It was
a part of my life. It’s crazy to think about now
the things that I did, but it was necessary, or I
wouldn’t have been able to function.

Dr. Gupta. Who do you call, if you will? I
mean, what did you do when you started to get
help? How did you—where did you even be-
gin?

Ms. Oertle. Well, I tried a few times on my
own. It didn’t work. I personally couldn’t get
through the withdrawal symptoms. I couldn’t
tough it out. I know some people can. I
couldn’t do it. This last time has been the most
successful recovery for me. I’ve been in recov-
ery about a year. And I—[applause]. Thank
you.

I’m on—it’s called medicated-assisted treat-
ment, and I take Suboxone, which is the Bu-
prenorphine that the Surgeon General was
talking about earlier. I’m in a program, it’s
called UMADAOP. It stands for Urban Minor-
ities Alcohol and Abuse Outreach Program.
[Laughter] I think that’s what it stands for.

The President. You did pretty good. [Laughter]
Ms. Oertle. And that’s where I go. And it’s

very intense. It’s a lot of counseling, group
counseling with other people that are in treat-
ment, and then individual counseling, talking
to a doctor. It’s just really good. It’s really
worked for me this time.

Dr. Gupta. And again, I prefaced by saying,
talk about what you’re comfortable talking
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about, but did you have interactions with law
enforcement?

Ms. Oertle. Yes, yes, quite a few times.
Dr. Gupta. What happened?
Ms. Oertle. I’ve had to steal. So I’ve stolen

from department stores and—to feed my hab-
it. I’ve been involved in drug busts a couple
times. So yes.

Dr. Gupta. When you talk about this medi-
cally assisted therapy, you’re essentially using
one type of medication—doesn’t give you the
same type of euphoria or high, but to help you
wean off of the heroin in this case. Is that
right?

Ms. Oertle. Yes, yes. And what I take actual-
ly blocks—I couldn’t get high if I wanted to
use heroin. It blocks the receptors in the brain
so that you can’t get high.

Dr. Gupta. And I’m going to come back to
you in a few minutes again, but I wonder if you
could just say—you’ve tried this a bunch of
times, and now you’ve been a year again in re-
covery. Is there something that worked this
time? And for people out there who say, “It
just doesn’t work for me, I’ve tried, it doesn’t
work,” what worked this time for you?

Ms. Oertle. I think this time I wanted it
more than anything, and taking that step for-
ward, along with the support that I get from
my family and UMADAOP advocating—I
mean, this helps. Getting out there, telling my
story, and helping other people helps me, and
it makes me want to stay in recovery and keep
doing what I’m doing.

Dr. Gupta. Great. Well, thank you very
much.

Ms. Oertle. Thank you.
Dr. Gupta. Doctor Wen, you’re sort of at

the front line of this. You and I had dinner a
few months ago, and I mean, some of the sto-
ries you shared were pretty remarkable. You’re
an ER doctor. How did you get into this? Why
is this issue so important for you?

Baltimore City Health Commissioner Leana
S. Wen. Actually, a very similar story to Crys-
tal’s. I saw a patient who I got to know over the
course of her getting treated in the ER. And
when you know someone very well as an ER
doctor, you know there’s something wrong.

But this woman was in her late twenties. She
was a competitive swimmer. She tore disks in
her back and started out with prescription pain
pills, but then got addicted to them and then
switched to heroin. And this was a woman who
was in a downward spiral. And she recognized
it: She was losing her job; she was about to lose
her kids; she was homeless.

And she came to us basically every week in
the ER. And she knew that she needed help. I
mean, this was someone who came to us every
week saying, “I want help for my addiction.”
And it’s one of the worst realizations as a doc-
tor—it’s one of the most humbling things and
the worst feelings as a doctor—to know that
you can’t help them; that what this patient
needed, what so many of our patients need is
treatment: addiction treatment at the time that
they’re requesting it. But we couldn’t get it.

I mean, we would never say that to someone
who has a heart attack. We would never say, go
home, and if you haven’t died in 3 weeks, come
back and get treated. [Laughter]

So that’s what we faced. And I remember
that I talked to her this one time about getting
into treatment. She really wanted to do it. We
set her up with an appointment, but it wasn’t
until 2 weeks later. And she went home that
day and overdosed and came back to us in the
ER. We tried to resuscitate her, but we
couldn’t save her.

And I think about her all the time because
she had come to us so many times requesting
treatment. And yet, clearly, there is a differ-
ence between how we treat her and how we
treat everybody else because we need to recog-
nize that addiction is a disease. If we treat ad-
diction like a crime, then we’re doing some-
thing that’s not scientific, that’s inhumane, and
it’s frankly ineffective.

Drug Interdiction Efforts/Drug Treatment and
Prevention Efforts

Dr. Gupta. Mr. President, you’ve heard
these sorts of stories before. When you hear it
so—I mean, it’s so lucid in terms of what the
situation was like in the emergency room, the
woman wanted help, what is your reaction
when you hear this story?
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The President. It’s heartbreaking. And the
fact is that for too long, we have viewed the
problem of drug abuse generally in our society
through the lens of the criminal justice system.

Now, we are putting enormous resources in-
to drug interdiction. When it comes to heroin
that is being shipped in from the south, we are
working very aggressively with the Mexican
Government to prevent an influx of more and
more heroin. We are now seeing synthetic opi-
oids that are oftentimes coming in from China
through Mexico into the United States. We’re
having to move very aggressively there as well.

So the DEA—[applause]—our law enforce-
ment officials—[laughter]—good job, DEA.
[Laughter] Our—we’re staying on cutting off
the pathways for these drugs coming in. But
what we have to recognize is, in this global
economy of ours, that the most important thing
we can do is to reduce demand for drugs. And
the only way that we reduce demand is if we’re
providing treatment and thinking about this as
a public health problem and not just a criminal
problem. See, now, the—[applause].

Now, this is a shift that began very early on
in my administration. And there’s a reason why
my drug czar is somebody who came not from
the criminal justice side, but came really from
the treatment side and himself has been in re-
covery for decades now. Because it’s—this is
something that I think we understood fairly
early on.

Now, I’m going to be blunt—I hope people
don’t mind. I was saying in a speech yesterday,
your last year in office, you just get a little
loose. So—[laughter]. But I said this in West
Virginia as well, and I think we have to be hon-
est about this: Part of what has made it previ-
ously difficult to emphasize treatment over the
criminal justice system has to do with the fact
that the populations affected in the past were
viewed as, or stereotypically identified, as poor,
minority, and as a consequence, the thinking
was, it is often a character flaw in those individ-
uals who live in those communities, and it’s not
our problem that they’re just being locked up.

And I think that one of the things that’s
changed in this opioid debate is a recognition
that this reaches everybody. So there’s a real

opportunity, not to reduce our aggressiveness
when it comes to the drug cartels who are try-
ing to poison our families and our kids—we
have to stay on them and be just as tough—but
a recognition that, in the same way that we re-
duced tobacco consumption—and I say that as
an ex-smoker—[laughter]—in the same way
that, as I mentioned earlier, we have greatly re-
duced traffic fatalities because we applied a
public health approach, so that my daughter’s
generation understands very clearly you don’t
drive when you’re drunk, you put on your seat-
belt, and we also then instituted requirements
for things like seatbelts and airbags and reengi-
neered roads, all designed to reduce fatali-
ties—if we take the same approach here, it can
make a difference.

So when I’m listening to Crystal and I’m
thinking, what a powerful story, I want to make
sure that for all the other Crystals out there
who are ready to make a change that they’re
not waiting for 3 months or 6 months in order
to be able to access treatment.

Because, Crystal, I think you’d agree that if
all we were doing was dispensing the drug that
is blocking your cravings for an opioid, but you
weren’t also in counseling and working with
families, et cetera, it’s shown that it doesn’t
work as well.

We’ve got to make sure that in every county
across America, that’s available. And the prob-
lem we have right now is that treatment is
greatly underfunded. And it’s particularly un-
derfunded in a lot of rural areas. We—our
Task Force, when we were looking at it, fig-
ured out that in about 85 percent of counties in
America, there are just a handful or no mental
health and drug treatment facilities that are
easily accessible for the populations there. So if
you get a situation in which somebody is in
pain initially because of a disk problem, they
may not have health insurance because maybe
the Governor didn’t expand Medicaid like they
should have under the ACA—[laughter]—they
go to a doctor one time when the pain gets too
bad, the doctor is prescribing painkillers, they
run out, and it turns out, it’s cheaper to get
heroin on the street than it is to try to figure
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out how to refill that prescription, you’ve got a
problem.

And that’s why, for all the good work that
Congress is doing, it’s not enough just to pro-
vide the architecture and the structure for
more treatment. There has to be actual fund-
ing for the treatment. And we have proposed
in our budget an additional billion dollars for
drug treatment programs in counties all across
the country. And my hope is, is that all the ad-
vocates and folks and families who are here
and those who are listening say to Congress,
this is a priority. We’ve got to make sure that
incredibly talented young people like Crystal
are in a position where they can get the treat-
ment when they need it.

Dr. Gupta. Okay. Justin, you’re, again, 28
years old, and this for you started at a very
young age. I mean, you’re still young, but this
started at a very young age. Can you share with
us a little bit of—when was the first time you
started taking some of these drugs?

Young People in Recovery President and
Chief Executive Officer Justin L. Riley. So I re-
ally started experimenting with, kind of—the
way that I frame it, as a kind of a hole in the
soul. I never felt good enough or liked who I
was or how I sounded or anything of that na-
ture. And being, kind of, just in my own skin
was something very, very uncomfortable for
me. And that started around third, fourth
grade, where I was consciously very disap-
pointed with who I was.

And for those of you who have ever been a
third-grader or know a third-grader, that’s a
sad statement: that the future of our country—
at such a young age, it’s so sad and hopeless.

Audience member. Religion.
Mr. Riley. But—thank you. But the other

side of that, though, and where we really come
into play—and I’ll start to sound a little bit like
a broken record—and if you don’t mind, sir, I’ll
take a leaf out of your book of being blunt, but
even more important than when that started,
how that started, what that looked like—even
though that that’s important to understand—is
that people can and do recover. And that there
are millions and millions and millions of people
that can and do recover.

I am very fortunate to be able to be up here
and represent and to be an example. I am not
special or unique. I have worked very hard,
and I can appreciate that, and I would chal-
lenge others to also work hard. But those of us
who are in recovery and know people that can
and do recover, that’s—and even to me—as
important as this part of the conversation is—
and we have to have this part—is what’s even
less talked about and even more underfunded
is that people can and do recover, and they do
that in a lot of different ways, and they’re ex-
traordinary. 

Dr. Gupta. To the extent that you’re com-
fortable, again, did you say third grade?

Mr. Riley. Yes.
Dr. Gupta. I mean, when you say third

grade, I mean, were you starting to use these
sorts of drugs? That’s, what, 7, 8, 9 years old?

Mr. Riley. So I had—my mom’s in close to
the third row, so that’s cool. 

The President. Hey, Mom. [Laughter] 
Mr. Riley. Hi, Mom. So I had a precarious

allergy and still do. I was allergic to poultry.
And so I learned at a young age, you take
Benadryl, and Benadryl then makes you sleep.
And then, if you also know you don’t want to
deal with life, just sleep through it. So for
me—and they didn’t fly me in because I’m the
Benadryl guy, but that was part of my early
journey. But that stopped satiating that hole in
the soul, and I literally couldn’t sleep through
all of life, so eventually, that did manifest into
other things, of course.

Dr. Gupta. So from Benadryl you started us-
ing other medications? I mean, you’re still
pretty young. I mean, how—if you don’t mind
me asking, how did you even gain access to
some of these other drugs at that age?

Mr. Riley. Very typical, from—at least
where I grew up. I mean, I grew up in Greeley,
Colorado, a great rural community. And amaz-
ing parents, amazing family, but it’s pretty
commonplace to have alcohol and other drugs
in the home. My parents raised me exception-
ally well, but that feeling of inadequacy,
searching for something to fill that space, was
pretty strong for me.
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Dr. Gupta. You eventually were in recovery,
and you were in and out of recovery seven
times is my understanding.

Mr. Riley. Yes.
Dr. Gupta. Can you tell me about the first

time? How—did you pursue it on your own?
Was your family—did they help nurture this
for you?

Mr. Riley. I think the true first attempt at
recovery for me—which was to no surprise
when you have such an amazing family and
parents—was, my parents took me to my pedi-
atrician. And they said, Luke—they call me by
my middle name—Luke is struggling. He’s do-
ing the sports thing, doing, like, leadership
stuff in school, but we found out that he’s been
drinking. Instead of water in his Nalgene for
tennis practice, there’s vodka in there. What
are we going to do about that?

And culturally—which I think speaks to
what we brought up earlier and what you artic-
ulated so well—was, culturally speaking, that
bias or that lack of understanding that there’s
got to be something bigger going on here, be-
fore this gets into what we now know today is
proportions of an epidemic, but it was chalked
up to boys will be boys. And it was one of those
very rare moments when I decided to be open
and honest around some of the things that I
were doing. But again, having—and I mean,
it’s a pediatrician, right? I mean, I’m not a doc-
tor, clearly—[laughter]—but very, very much
a—almost without knowledge. I mean, there
was just nothing that that doctor at that point
in time could do other than, well, you know,
he’s doing good in sports, doing good in school,
I’m sure this good-looking young guy will be
okay. And that wasn’t the case.

Dr. Gupta. You weren’t okay, I mean, clear-
ly, from what you’re describing. How bad did
things get for you?

Mr. Riley. Bad, to me, is a very relative
term. I’ve met a lot of individuals that went
through things that I—that frankly, I don’t
know if I could have gone through. But for me,
what—again, even more so than how bad did it
get or how many stories could I go into to artic-
ulate the hopelessness or the things that my
family went through, is truly again the reverse

of that—the recovery, the power of those sto-
ries of when I did start to get well. And when I
was allowed to be in my parents’ home, when
my father was the best man in my wedding,
when my dad called me when I was a couple
years into recovery, and he said, because of
what you have done, I want to be in recovery.
And he’s still in recovery to this day. And those
stories to me——

Drug Treatment and Prevention Efforts/Patient
Protection and Affordable Care Act/Insurance
Coverage for Drug Treatment Programs

The President. And, Sanjay, maybe I can just
interject, because I’m listening to Justin’s sto-
ry, and when I was a kid, I was—how would I
put it?—not always as responsible as I am to-
day. [Laughter] And in many ways, I was lucky
because, for whatever reason, addiction didn’t
get its claws in me, with the exception of ciga-
rettes, which I—is obviously a major addiction,
but doesn’t manifest itself in some of the same
ways.

But I think that part of Justin’s point is really
powerful, which is, we live in a society where
we medicate a lot of problems and we self-
medicate a lot of problems. And the connec-
tion between mental health, drug abuse, is
powerful. Anxiety, folks who are trying to fig-
ure out coping skills, we have an entire indus-
try that says, we’re going to help you self-medi-
cate. And the line between alcoholism, which
is legal, and folks who are taking Vicodin and
then on to harder illegal substances isn’t always
that sharp, particularly among children.

So one of the conclusions that we came to is
that it’s important for our health system to be
addressing wellness in a way that prepares doc-
tors, provides resources, insurance policies, all
that can help with these issues, as opposed to,
if you have a broken arm you get treatment,
but if you’ve got significant depression that you
may be masking through alcohol or through
opioids, then you’re not getting treatment.

And one of the things that we tried to do
through the Affordable Care Act was insist on
parity in insurance policies. One of the steps
that we’re now taking in response to the opioid
epidemic is to really ratchet up the guidelines
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that we’re providing to insurers so that if that
young lady that Leana was talking about comes
in, if she has insurance, that, in fact, that it’s
treated as a disease and it’s covered; and Med-
icaid and Medicare start really taking parity se-
riously so that mental health issues and addic-
tion issues are treated as a disease in the same
way that if somebody came in with a serious
medical illness that it’s treated the same.

Dr. Gupta. Mr. President, so can you give a
little bit more detail on that? Because people
talk about mental health parity and they say
this has been around for some time but the im-
pact has not been felt the way that a lot of peo-
ple would like to feel it. What will the Task
Force be able to do that hasn’t already been
done?

The President. Well, the goal of the Task
Force is to essentially develop a set of tools,
guidelines, mechanisms so that it’s actually en-
forced, that the concept is not just a phrase—
an empty phrase—but, as a practical matter, if
you’re trying to get a provider for treatment,
they may or may not get reimbursed, but
there’s a consistency in terms of how we ap-
proach the problem.

And when it comes to Medicaid and Medi-
care, obviously, there are guidelines, because
that’s a Government program that we can pro-
vide. When it comes to how we oversee the
parity provisions in the Affordable Care Act,
we’ve got to let the insurance carriers know
that we’re serious about this. And this is where,
though, the public education and employer ed-
ucation around these issues is very important
as well.

Because 85 percent of folks still get their
health insurance through their job, through
their employer. And for business owners, for
companies to recognize that they are much
better off making—checking and pressing
their insurer to see that, in fact, mental health
and substance abuse parity does, in fact, exist,
they will save money, their workers will be
more productive, and they’ll be getting more
bang for their insurance buck. That’s all part of
the approach that I think we can take and
we’ve got to carry through over the next several
years.

Dr. Gupta. Thank you.
Crystal, I—when we spoke earlier, you talk-

ed about the fact that you wanted to describe
to the President some of what you experienced
in the criminal justice system. And I think what
you were talking about was the—some of the
stigma you faced. I wonder if you could, again,
describe some of your experiences and what
that stigma really felt like.

Ms. Oertle. Well, I—the place where I go
for my counseling, I talk to a lot of people that
are on probation. And the probation officers
don’t treat them like they have a disease and
the medication is something that’s treating
their disease. They don’t want them to be on it,
and they don’t understand. I don’t think they
have enough education. It’s great to hear the
President say the “disease of addiction.” That’s
wonderful. [Applause] Yes. But there still is a
stigma. For me, even coming here—and no-
body here treated me bad or anything, but it’s
in the back of my mind.

The President. They better not have or I—
somebody treats Crystal bad, you’ve got to talk
to me. And I’ve got Secret Service, I’ve got the
U.S. Armed Forces. [Laughter] Don’t mess
with her. I’m teasing. Okay.

Ms. Oertle. But it is in the back of my mind,
like, I’m not worthy, to be really honest.

The President. Yes.
Dr. Gupta. Criminal justice parole officers,

counselors? I mean, was this——
Ms. Oertle. Yes. Some doctors even. One

doctor I went to—and I talked to some of your
people today about the Parity Act. I don’t have
a problem with it now. Everything is paid for.
I’m on Medicaid. But I have gone to doctors
before that would only take cash. And they ha-
ven’t been nice. I’ve had a couple really nasty
incidences with things that the doctors even
said about another patient in treatment, and I
just want that——

The President. That’s discouraging.
Ms. Oertle. Yes, yes.
Dr. Gupta. Doctor Wen?
Dr. Wen. What you’re describing is so un-

fortunate, but it’s so prevalent. When we talk
about, for example, Naloxone, the overdose
medication, there are people who would ques-
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tion whether giving someone Naloxone will
make them more likely to use drugs. But we
would never say that about somebody who has
a peanut allergy. We wouldn’t say, oh, we’re
not going to give you an Epi-Pen, because it
might make you eat more peanuts next time.
[Laughter] Right? I mean—[applause].

And we see that stigma in Baltimore, where
I am. And we’re coming up to now a year post
the unrest in our city, and often it’s tempting to
look at what happened in our city as what’s in
front of us, which is angry young people com-
mitting acts of violence. But then if we look
just one step deeper, we see what’s resulted in
deep poverty and deep disparities from our
policies of mass incarceration and mass arrest. 

I mean, we have a city—if we look at the
numbers in our city, we have 73,000 arrests
made every year in a city of 620,000. And when
we look at our individuals who are in our jails,
4 out of 10 have a diagnosed mental illness; 8
out of 10 use illegal substances. So we are
criminalizing people without giving them the
reentry resources to get their lives back in or-
der. We’re treating addiction differently from
any other disease.

Dr. Gupta. You provided your own name as
a doctor at all the pharmacies, I understand, in
Baltimore, a certain area, so that anybody go-
ing in could get their Narcan, their Naloxone,
if they wanted. Is that right?

Dr. Wen. That’s right. So we issued a stand-
ing order in the city, which—[applause]. We
strongly believe that everyone should save a
life; that it’s not just first responders—which is
very important. We actually started training
our police as well. And within 6 months, our
police officers have saved the lives of 21 citi-
zens. So that’s very important.

But we also believe that if it’s true that ad-
diction does not discriminate—and it does
not—if it’s true that anyone can die from over-
dose—and I’ve treated 2-year-olds who have
accidentally taken their parents’ medications,
I’ve treated 75-year-olds who are on prescrip-
tion drugs—I mean, if it’s true that any of this
disease can affect everyone, then we should all
be able to save a life.

And so I issued the standing order. And now
anyone who takes a very short training—they
can get training at a street corner, public mar-
ket, public housing, in jails—if they do a short
training, they can get a prescription in my
name. So 620,000 residents of our city have ac-
cess to Naloxone.

Drug Treatment and Prevention Efforts/Crimi-
nal Justice Reform/Pain Management Practices

Dr. Gupta. Wow. That’s great. That’s what a
solution looks like, right?

Mr. President, Dr. Wen brought up this
point, and I think it’s an interesting one. It’s
this idea that if you provide Narcan, Naloxone,
more widely, do people feel like, look, I’ve got
a safety net now, I may be more likely to con-
tinue using heroin, for example? Syringe ser-
vice programs, are they more likely to enable
or foster continued usage of these drugs? Do
these discussions come up as part of trying to
pass some of these recommendations?

The President. These discussions come up.
The good news, I think, is that we base our
guidance and our policy on science. And when
you look at the science, there’s no evidence
that because of a syringe exchange program or
Naloxone, that that is thereby an incentive for
people to get addicted to drugs. That’s not the
dynamic that’s taking place.

This is a straightforward proposition: How
do we save lives once people are addicted so
that they have a chance to recover? It doesn’t
do us much good to talk about recovery after
folks are dead. And if we can save a life when
they are in medical crisis, then we now are in a
position to make sure that they can also recov-
er so long as the treatment programs are avail-
able.

And I think what Leana said with respect to
our populations in prison and the lack of sys-
tematic programming for them and support
when they get out is a critical issue. Because if
somebody has gone to jail for a nonviolent drug
offense, and they are not getting treated and
provided with some baseline of skills and some
hand-holding when they are released, they are
going to get back into trouble. That’s just hu-
man nature. And if we’re being smart on
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crime, and not just thinking in terms of sound
bites, then this is going to be an area where we
provide more resources. And the Department
of Justice is working very closely with our Of-
fice of Drug Policy to find ways that we can im-
prove, at the Federal level, reentry programs,
drug treatment, and so forth.

Now, keep in mind that the vast majority of
the criminal justice system is a State-based jus-
tice system. The Federal Government is not
responsible for the majority of drug laws, the
majority of incarcerations, or how the reentry
works upon release. What we are hoping,
though, is if we model best practices based on
evidence, that more and more States will adopt
it. And there’s an incentive for States to start
doing so, and that is cost. If you can reduce the
amount of recidivism, then you are saving
money. If an individual—like a young man I
met in Camden who was in prison for drug of-
fenses for a decade—comes out, gets treat-
ment, gets support, and gets training, and is
now an EMT for the State of New Jersey,
that’s—[applause]—and now is paying taxes
and supporting himself and potentially sup-
porting a family, that’s good for everybody. But
that requires a certain amount of foresight in
terms of how we’re approaching this problem
generally.

And the same is true, by the way, preventing
people from getting addicted in the first place.
I don’t want to—as we’re properly talking
about recovery—because we’ve heard power-
ful stories from Crystal and Justin, and they’re
inspirations for people who are watching, and I
could not be prouder of them sharing their sto-
ries—what we also want to make sure of is, is
that a third-grader has support that doesn’t
make him feel the need to engage in this kind
of more destructive behavior.

And that is something—we’ve got two doc-
tors on this panel so maybe they can address it.
But as a layperson who’s studied this, we have
a health care system that too often is really a
disease care system. We wait until people get
sick, and then we treat them. And we don’t
spend enough time thinking about how do we
keep people well and healthy and balanced and
centered in the first place.

And that requires, I think, a reimagining of
how our health system works. Very specifically,
when it comes to opioids, the training of doc-
tors for pain and pain relief and how they help
their patients manage pain, this is an area
where I was shocked to learn how little time
residents in medical schools were spending
just trying to figure this stuff out. It is not em-
phasized. It’s not considered prestigious or
trendy to think about how are you managing
pain with your patients.

And the good news is, part of this initiative
that we’ve got moving, we’ve got 60 medical
schools who have signed up and who are an-
nouncing today that they are going to make
pain relief a major part of their curriculums, a
major part of how they train their doctors so
that we are thinking about this in a much
more—[applause].

Dr. Gupta. It’s really stunning, Mr. Presi-
dent. And I’ll tell you, it seemed like for a peri-
od of time—and, Dr. Wen, you can share your
experiences—that pain relief was talked about
a lot, but only in the context of giving out
drugs. The literature would all suggest, if you
look back at those small reports, that there was
no concern for addiction. And every single
time someone came into an emergency room,
even for a non-pain-related thing, they would
be asked about pain and perhaps given narcot-
ics.

Eighty percent of the world’s pain pills are
consumed in the United States. We are 5 per-
cent of the world’s population; we take 80 per-
cent of the world’s pain pills. We don’t have 80
percent of the world’s pain, my guess. What do
you think, Doctor Wen? How did we—how
did that happen?

Dr. Wen. I think two things happened. One
is that drug companies very aggressively—and
I don’t know if it’s knowingly or not—but they
misled and marketed pain pills to physicians
and patients. And we then developed this cul-
ture also of a pill for every pain. If I fall down, I
bruise my knee, I may not need opioids. I’m
sure I do not need opioids. But somehow, we
have said that our goal is to make people pain-
free.
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And so I’ve worked with many great doctors.
I’ve had—I trained with many fantastic people,
including Doctor Murthy, our Surgeon Gener-
al. And I had—I know that doctors are trying
to do the right thing. We’re not trying to get
our patients addicted to medications. We’re
not trying to get them to switch to heroin later.
We need the resources to help us to then sup-
port us, whether they are the guidelines as is-
sued by the CDC, or whether they are other
efforts by our medical societies to assist us to
make better decisions for our patients.

But we also need our patients and we need
society to change too. Because if I talk to one
of our students in Baltimore City and I ask
them, is heroin good or bad, they’re going to
say heroin is bad. But if they see that every
time that they’re acting out in class that they
get diagnosed with attention deficit disorder
and they get a pill or they see that their parents
are in pain for—maybe they sprained their
back, and they see their parents getting a
whole month’s supply of Oxycodone—I mean,
this is the culture of excess that has to change.

The President. Yes, yes.
Dr. Gupta. That’s a great point.

Overuse of Antibiotics

The President. That is a great point. Sanjay,
that’s what I mean about us reimagining how
we think about health and wellness.

There’s a good analogy to this, and that is, in
the whole field of antibiotics, where—one of
the things that we’re spending a lot of time
with my team at NIH and CDC and FDA—we
have to worry about is the fact that antibiotics,
which are one of the great breakthroughs of
mankind and saves billions of lives because of
their existence, are becoming less effective be-
cause every time somebody’s got a cold—and
I’ve been guilty about this as a parent. I don’t
like seeing Malia or Sasha sick, and so I go to
the doc, and I say, well, can’t we do something
for her? And sometimes, it’s just a cold, and an
antibiotic is not going to work. But the over-
prescription of antibiotics has led to increased
resistance among the bacteria that need to be
treated.

And so the doctor is right. We have to have a
change in the medical profession and the drug
companies, and we have to hold them more ac-
countable. We, as consumers and as parents,
have to be more accountable, as well, in terms
of how we approach keeping our families well
in order for us to be able to prevent this mas-
sive gateway into addiction that can cause real
problems.

Dr. Gupta. And I should point out, because
you mentioned—Dr. Frieden is here from the
CDC. The CDC has released some of these
new guidelines regarding opioid prescriptions
saying that, look, pretty plainly stated, as far
as—I listened to you closely—saying that these
opiates should not be a first-line treatment for
chronic pain. And that’s not the way the medi-
cal culture has thought about this for some
time. The FDA now talking about black-box
warnings on these medications as well to say
there is a risk of abuse, of addiction, and even
death from these things. So there are some so-
lutions, some things that are changing as a re-
sult.

One of the things you said, Mr. President,
was this idea that the substances didn’t get
“claws” in you, is what you said.

And I want to ask you, Justin, about that. We
know how everybody in this room feels about
addiction as a brain disease, but that’s still a
hotly contested topic. Outside of this room,
people talk about the fact that, is this a choice?
Is this—is there a component of moral failure?
All those things. Your experience, and also how
do you counsel the people and—Young People
in Recovery, the organization?

Mr. Riley. Really glad you asked this ques-
tion. So I’m certainly not, again, a doctor.
That’s—my sister is the doctor. I’m not an ex-
pert. I study, just try to be fully aware of what’s
going on everywhere with the different ways in
which the claws thing happens and can relate
to that personally. But what I really am, what I
would consider myself an expert in is opportu-
nity and hope.

And so the question—I’ll start with one of
the statements that you said, Mr. President,
which this is good for everybody. This isn’t like
one of those things that we’re talking about
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that impacts a very small amount of people.
And even if it was, that’s always good that we’re
trying to help anybody that we can.

But since I’m not an expert when it comes to
disease, not a disease, choice, not a choice, I
really try to, and will here publicly completely,
step aside from that conversation, because that
isn’t my role or even our organization’s role to
have that discussion from a medical perspec-
tive.

But what we will say, and the results that we
have seen all over the country through our
chapters and leaders all over, is that if given
the opportunity—and so this is something that,
I mean, I’m very excited to be able to share
this, because this is something that I genuinely
believe if you are or ever have been a person,
you can relate to this—[laughter]—is that
whether you may have made some choices that
you weren’t proud of, that maybe there were
some choices and you said maybe I shouldn’t
have done that, or maybe even something hap-
pened to you that was out of your direct sphere
of control and influence, you can relate to the
fact that, you know, if somebody just gave me a
real shot at this and an opportunity—I may not
even know how I got to this situation or how
these claws came here, whether somebody
clawed into me or I even did this to myself—
but instead of focusing on that or being able to
medically speak to that, the—I think the real
opportunity is the opportunity—I mean,
isn’t—that’s what this country is supposed to
be about, right? Giving people an opportunity
to get the resources and the tools that they
need so they can and will and do recover all
over the place. 

Drug Addiction/Drug Treatment and Preven-
tion Efforts

The President. Okay, the—just to pick up on
what Justin said, as I said, I was lucky. I don’t
know why. Friends of mine who ended up bat-
tling addiction were not less worthy or moral-
ly—more morally suspect than I was. For
whatever reason, things broke that way. But I
think Justin’s point is correct, which is, regard-
less of how you—how individuals get into these
situations—and we don’t know all—every-

thing. There may end up being genetic compo-
nents to how susceptible you are to addiction,
and addictions may be different for different
people. What we do know is that there are
steps that can be taken that will help people
battle through addiction and get on to the oth-
er side, and right now that’s underresourced.

And what we also know is that there are
steps that we as a society could take that would
help young people adjust and adapt to a rapidly
changing and sometimes confusing world in a
way that’s healthier rather than more destruc-
tive.

And it is affecting everybody. We do know
that if you are poor, you are more vulnerable.
You don’t have the same antibodies to protect
yourself. You don’t get the same second chanc-
es. And so part of the goal, hopefully, coming
out of this conference is, is that because opi-
oids affect everyone, but speak to a broader is-
sue of how do we treat addiction generally, that
we as a society, as a whole, are paying attention
to what’s going on in our own kids’ lives, but
we’re also paying attention to children who
have a lot less resources than you or my chil-
dren do.

Because, lo and behold, it turns out that if
there’s a market for heroin in an inner city in
Baltimore, it’s not going to take that long be-
fore those drugs find their way to a wealthy
suburb outside of Baltimore. And I now have
kids in high school, and I am well aware that
their access to—their ability to access legal or
illegal substances is very high. They are just
less likely to get in trouble, get thrown in jail,
and have a permanent felony record than the
kids who live in those inner cities.

But again, to use the analogy, we care a lot
about making sure no children in America have
tuberculosis, because if a child has tuberculosis
and is poor, at some point, they can give my
child, who’s well-to-do, tuberculosis. And the
same is true for addiction. It has an impact that
can run through society as a whole, and that’s
what we’ve got to pay attention to. 

Dr. Gupta. Justin.
Mr. Riley. I think you’re—obviously, you’re

absolutely correct. [Laughter] But truly, though,
I mean—right? [Laughter]
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The President. Let me just say that I am in
Washington, DC, and that is rarely said to me.
[Laughter] 

Mr. Riley. There you go.
The President. Hal Rogers, I just want you

to take note of what—[laughter].
Mr. Riley. So to continue to put a bow on

the correctness, if you will, is, you know
what—again, you are absolutely correct. What
I’ve also found, though, is that it’s even more
though. I used to think—and even I think my
family went through, well, what do we do? Tell
me what to do for him. If we did this or if we
did that, will the result change? And where
we’re at with what we do know and what the
experts are telling us is that it’s not an either-or
solution here. This is an all. It is time for the
country to go all in on this, that this isn’t just
simply just prevention or treatment or recov-
ery, but it is everything.

And it is—I mean, for us, the way that we
talk about—you asked, which is why I wanted
to pipe back in, right—is that what do we do
with our members? Right? I mean, what are
we doing that is so exceptionally, extraordinari-
ly different than other places? And it’s because
we’re empowering them and we are equipping
them.

They—I was asked for the briefing before
all this stuff, what’s that thing that changed for
you? Because I was given great opportunities. I
was given amazing, different types of programs
and treatment. But it was in a single moment
in time when somebody looked eyeball to eye-
ball with me and said, you have value; that re-
gardless of maybe some of the choices you
made, whether you put those claws there,
whether somebody else did, is that you have
value. And one day, you’ve got a lot to learn
and you’ve got to listen and stop talking so
fast—[laughter]—but you’ve got to focus up,
and you have to know that you have value so
you can give other people hope and help equip
them and empower them.

And the way that we do that is through em-
ployment, housing, education, and other re-
covery-related resources. And those first
three—that is not unique to young people or
even when I was even younger, right—or peo-

ple of any age or of any recovery pathway.
Those are things that individuals—all individu-
als in this country need.

And when we start to have that conversa-
tion, of that’s how we go all in, and we support
adequate recovery resources and employment,
housing, and educational resources. We can do
this thing together. 

The President. That’s good.

Drug Treatment and Prevention Efforts/Insur-
ance Coverage for Drug Treatment Programs

Dr. Gupta. That’s—I’m so glad you said
that, because it’s not a—this is a multidimen-
sional issue and we have to address all these
things.

I want to ask almost about the next step.
And this is s a story, Mr. President, I know is
very personal to you, the story of Jennifer
Grubb. Somebody goes in, they’ve gone
through recovery now, they’re in recovery, and
they go in the hospital for something unrelat-
ed, and they’re given a prescription for narcot-
ics, for opiates again. They tell the doctors,
look, I’m a drug addict, I cannot take this stuff.
If I do, I’ll be right back on the road to addic-
tion again and I could even die. That is what
happened with Jennifer Grubb. Mr. President,
the stigma exists at all levels, even within the
medical establishment. After someone has
been treated, someone is in recovery, even
then, “Eh, you’ll be fine, I’ll still give you these
opiate pain medications.”

The President. Well, this is where the train-
ing of the medical community comes in.
There’s been some controversy in this discus-
sion around making this education mandatory,
and I think the medical community worries
about their independence over regulation of
the medical communities. We have been get-
ting some good volunteer efforts going, and I
applaud those. We have to see how good the
take-up is, because if in fact the training is not
sufficient, then we may have to take a look at
the possibilities of mandatory training.

I will tell you that within the Federal Gov-
ernment, for example, we have said, if you’re
going to treat somebody who is a Federal em-
ployee or part of the Federal health insurance
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program, you need to get trained. And so far, I
think we have about 75 percent of the medical
community that treats Federal employees. I
was able to do that through an executive ac-
tion.

But I’d just go back to Crystal’s point. I
don’t want Crystal—if she is ready to get treat-
ment and to do right by her kids, I want some-
body who is fully supportive, who she is inter-
acting with on day one. I don’t want somebody
who has got an attitude. I don’t want somebody
who is misinformed. I don’t want somebody
who is not familiar with the best options that
are available. I want somebody who is going to
embrace her and say, let’s go, let’s see what we
can do for you.

And I want to make sure that those doctors,
and perhaps nurses as well, because in some
communities, there aren’t going to be enough
doctors, and one of the issues that we have to
address is, can we use—and I just happen to
love nurses as a general rule, because they are
overworked, underpaid, and are really just the
foundation for so much of our health care sys-
tem. But all the providers, I want to make sure
that they’re getting the resources and the reim-
bursements through—whether it’s third-party
insurance or Medicaid or Medicare, in order
for them to be able to do right by Crystal.

Because it’s hard. And when somebody is
ready to make that change, I want somebody to
be right there with them, welcoming them, not
turning them away. 

Dr. Wen. And, Mr. President, I would also add
that we need people like Crystal and Justin and
other people in recovery working as well——

Mr. Riley. There you go.
Dr. Wen. ——and specifically, working with

individuals with addiction. In Baltimore—so
I’m very proud to represent the Baltimore City
Health Department, and on behalf of our may-
or, Mayor Rawlings-Blake, as well, who really
care about addiction as a public health issue.
And we have individuals in our health depart-
ment working at 24 needle exchange sites
across the city. And—which, our needle ex-
change program—I’ll tell you one statistic that
continues to really surprise me, but also this is
why we do the work that we do—the percent-

age of individuals with HIV from IV drug use
has decreased from 64 percent in 2000 to 8
percent in 2014. 

And these individuals who work on our nee-
dle exchange vans, most of them are in long-
term recovery themselves. And for them to say
to people coming—to their clients and patients
coming that you should think about quitting,
and this is what we can do, we can help you
with it, we can guide you through—that’s so
much more powerful than me as a doctor say-
ing to someone that recovery is possible.

And we do the same thing when it comes to
violence prevention as well. We also believe
that violence, just like addiction, just like other
diseases, can spread. So we have a program in
our city called Safe Streets that actually came
from Chicago—from Chicago’s Cure Violence
program—where we hire individuals who were
recently incarcerated, who were recently re-
leased from incarceration to walk the streets of
Baltimore and interrupt violence. And these
people are true heroes, and we need to find a
way to reimburse and pay for peer-recovery
specialists, who are the most credible messen-
gers, who have walked in the shoes. 

Mr. Riley. Yes.
Dr. Gupta. Justin.
Mr. Riley. You’re also 100-percent correct.

[Laughter] But really, we’ve seen—that excite-
ment, that person that you described, Mr.
President, that when they’re ready to get help,
I mean, imagine them meeting me. I mean, if I
can’t encourage you, your encourager is bro-
ken. You meet me on your day of need and
help and you meet other young people and
other people who are in recovery that have
walked that journey—who better to do that
along with other professionals?

Again, it’s not either-or. It isn’t just simply
now only fund peers. It is also fund massive
and massive amounts of them. And one of our
recent success stories is, we said a long time
ago—and, again, I’m going to go back to that
blunt thing—is we decided to say we’re just go-
ing to put our money where our mouth is and
we’re going to be the solution, in the mean-
time, until all these policies change.
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And so what our chapter leaders and mem-
bers have been doing is, they’ve been provid-
ing those direct services and hosting our recov-
ery support meetings, helping build recovery
schools, collegiate recovery communities. And
that action has been able to attract enough at-
tention, because we’re doing it, we’re not wait-
ing for things to change. Our amazing leaders
are literally changing the communities, regard-
less of buy-in stigma, bias, or straight-out dis-
crimination against our own population.

But what has happened is, even big insur-
ance companies and other providers have
come up and said, we will literally even pay you
to further build out your own infrastructure, to
put chapters around our communities. And
this is a win-win. Again, this is good for every-
body. So now Big Insurance says, we’re going
to pay you to go do what you were already go-
ing to do anyway. It helps the people in recov-
ery. It helps the people that need recovery.
And we’re saving a ton of money—not like
Geico—but, like, insurance because we’re
making sure that we’re getting the money and
the cost savings back because they’re not going
through that system again and again and again.

If we equip and empower, and not handcuff
and jail, people that are not well, and we focus
on their wellness, that’s part of the change. 

Drug Treatment and Prevention Efforts/Insur-
ance Coverage for Drug Treatment Programs

Dr. Gupta. Pardon me, Mr. President.
There’s a lot of things that were announced to-
day that are going to be part of this $1 billion,
1.1 billion that are spent. Is there a way to de-
scribe—now that you’ve heard Crystal’s story,
for example—a way to describe how her life
will change, or a future Crystal’s life would be
different?

The President. Well, first of all, the $1.1 bil-
lion is not yet allocated by Congress. 

Dr. Gupta. Oh, yes. [Laughter]
The President. So I want to be very clear

about that. We’ve been able to reallocate some
existing dollars for, for example, the communi-
ty health centers. But this is still an area that’s
grossly underresourced. So we’re going to have
to work with Congressman Rogers and other

Members of Congress to support policies that
they’ve already embraced, that’s already re-
flected in legislation. But the way Congress
works, sometimes, they’ll say this is a good
idea, but until the money comes through, it’s
just that: just an idea. It doesn’t actually get
done.

Crystal, remind me where you live. Where
were you during this time where you entered
into recovery?

Ms. Oertle. In Ohio. 
The President. In Ohio. Was it——
Ms. Oertle. I live in Shelby, Ohio.
The President. Was it—is it more of a rural

area?
Ms. Oertle. Where I live is, yes.
The President. The—I mean, one of the

ways I would hope it would change—and I
don’t know how easy or difficult it was for you
to identify when you were ready to really make
a change, where you could get treatment, and
how long the waits were—but I think the most
basic thing that I’d like to see is that there is
greater coverage of terrific programs like Jus-
tin is describing, good work that’s being done
by Leana in Baltimore. I want to make sure
that there’s sufficient coverage everywhere.

Part of what is troubling about the opioids
epidemic is that we’re seeing significantly
higher spikes in rural areas. And part of that is
because there has been a lot of underresourc-
ing of treatment facilities, mental health facili-
ties. There may be, in some of those cases,
more stigma than there might be in big cities
about getting help. If you’re in a small town,
everybody kind of knows you; you may be
more hesitant, right? I don’t know if that’s an
experience that you felt.

Ms. Oertle. Yes, definitely.
The President. If you’re in Manhattan, and

you’re going to get treatment, people are
more—may be more familiar with it. So part of
what I think our goal is, is to make sure that we
have, in counties all across the country, at least
some resources that can get things started. Be-
cause as great as the work that Justin is doing,
volunteer organizations are not going to be
able to do it all.
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And I want to emphasize: There’s wonderful
work being done by the nonprofit sector and
the philanthropic center, and we applaud that.
For some, a faith-based approach is going to be
critical to being able to get the wherewithal
and the courage to be able to get through this
thing. And obviously, traditional recovery pro-
grams have emphasized a higher power, and so
there are a lot of great work that’s being done
in churches and synagogues and temples and
mosques all across the country on this issue. 

Audience member. Amen!
The President. Say again? Got an amen!

The—[laughter].
But ultimately, if we’re going to get cover-

age everywhere, then we’ve got to have gov-
ernment help. Community health centers are a
very efficient way to do it, but they’re—we
have to make sure that local hospitals, individ-
ual providers, insurance companies, Medicaid
expansion are all part of this as well.

And this takes me back to why I pushed so
hard for the Affordable Care Act. I know it’s
been controversial. I understand. I understand
the politics of it. But the main goal is to make
sure that if you don’t have health insurance on
your job—which 85 percent of the American
people do—but at any given time, somebody
who might previously have had health insur-
ance on the job lose their job or are between
jobs or are going back to school or are starting
a small business—that in those circumstances,
you’ve got some access to prevention; you’ve
got some access to doctors; you’ve got some ac-
cess to treatment if you end up being addicted.
You have the ability if you’ve got some pain not
to just rely on a one-time bottle of pills, but a
doctor who knows your health history and is
working with you and can take you aside and
say, you know what, Crystal, I’ve known you
since you were X, or I helped deliver your ba-
by, and let me just give you some advice here. I
really think that you’re going to be better off,
even though it’s going to be a little tough going
through rehab on your shoulder, as opposed to
taking a pill—you’ve got to have a relationship
with a wellness system.

And the problem is, there’s still a lot of gaps,
especially in rural communities, where that

doesn’t exist. We—even within the VA system,
which has coverage all across the country. Typ-
ically, some of the biggest problems we have
with the VA is in rural areas, where you’ve got
to drive 2 hours or 3 hours to get treatment for
any kind of medical problem. And it discourag-
es people from using it. They start feeling iso-
lated and they start self-medicating. And we
see a lot of our veterans coming back self-med-
icating because they’re not—they don’t have
easily accessible treatment facilities.

Money is not the entire issue. Very rarely is
money the solution alone. There’s got to be
passion that Justin displays. There’s got to be
the stories that Crystal shares. There’s got to
be great dedication and professionalism like
Leana. But money helps. [Laughter] And with-
out it, without the government, without us, col-
lectively, as a society, making this commit-
ment, what we will repeatedly end up with is
being penny wise and pound foolish.

It is so much more expensive for us not to
make these front-end investments, because we
end up with jails full of folks who can’t function
when they get out. We end up with people’s
lives being shattered, folks not being as pro-
ductive on the job, children then suffering
from some of the problems of parents who are
going through issues. That affects their school-
work. That, in turn, has an impact on our econ-
omy as a whole.

It’s just smarter for us to do the right thing
on the front end. And I hope that this confer-
ence will help underscore that. And I appreci-
ate everybody’s great work in highlighting it.

Dr. Gupta. Mr. President, thank you very
much.

The President. Thank you so much.

NOTE: The President spoke at 2:27 p.m. in the
Duncan Theater at AmericasMart Building 2.
In his remarks, he referred to Zachary Jones,
son of Mayor Danny Jones of Charleston, WV;
Jacob Kessler, son of West Virginia Senate Mi-
nority Leader Jeffrey Kessler; former State
Sen. David Grubb of West Virginia; Essex
County, NJ, resident Dquan Rosario, a former
participant in the Department of Justice’s “Re-
New” prisoner reentry program in Newark, NJ;
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and Michael P. Botticelli, Director, Office of
National Drug Control Policy. He also referred
to the Islamic State of Iraq and the Levant
(ISIL) terrorist organization; and the Mental
Health and Substance Use Disorder Parity

Task Force established by the related memo-
randum signed on March 29, which is listed in
Appendix D at the end of this volume. Dr.
Gupta referred to former Sen. Grubb’s daugh-
ter Jessica Grubb, who died on March 2. 

Statement on the Resignation of David Medine as Chairman of the Privacy
and Civil Liberties Oversight Board
March 29, 2016

I am deeply appreciative of David Medine’s
skilled stewardship of the Privacy and Civil Lib-
erties Oversight Board (PCLOB), which he has
led since 2013 as the first full-time Chairman.
David has served our Nation as PCLOB Chair-
man during an especially momentous period,
coinciding with a concerted examination of our
national security tools and policies to ensure
they are consistent with my administration’s

commitment to civil liberties and individual pri-
vacy. Under David’s leadership, the PCLOB’s
thoughtful analysis and considered input has
consistently informed my decisionmaking and
that of my team, and our country is better off
because of it. There is no question that David
Medine is as talented and dedicated a public
servant as they come, and I thank him and wish
him well as he prepares for the next chapter.

Letter to Congressional Leaders on Continuation of the National Emergency
With Respect to Significant Cyber-Enabled Activities
March 29, 2016

Dear Mr. Speaker: (Dear Mr. President:)

Section 202(d) of the National Emergencies
Act (50 U.S.C. 1622(d)) provides for the auto-
matic termination of a national emergency un-
less, within 90 days prior to the anniversary
date of its declaration, the President publishes
in the Federal Register and transmits to the
Congress a notice stating that the emergency is
to continue in effect beyond the anniversary
date. In accordance with this provision, I have
sent to the Federal Register for publication the
enclosed notice stating that the national emer-
gency declared in Executive Order 13694 of
April 1, 2015, is to continue in effect beyond
April 1, 2016.

Significant malicious cyber-enabled activi-
ties originating from, or directed by persons lo-

cated, in whole or in substantial part, outside
the United States, continue to pose an unusual
and extraordinary threat to the national securi-
ty, foreign policy, and economy of the United
States. Therefore, I have determined that it is
necessary to continue the national emergency
declared in Executive Order 13694 with re-
spect to significant malicious cyber-enabled ac-
tivities.

Sincerely,

BARACK OBAMA

NOTE: Identical letters were sent to Paul D.
Ryan, Speaker of the House of Representa-
tives, and Joseph R. Biden, Jr., President of the
Senate. The notice is listed in Appendix D at
the end of this volume.
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