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AMERICA’S GROWING HEROIN EPIDEMIC

TUESDAY, JULY 28, 2015

HoOUSE OF REPRESENTATIVES

SUBCOMMITTEE ON CRIME, TERRORISM,
HOMELAND SECURITY, AND INVESTIGATIONS

COMMITTEE ON THE JUDICIARY
Washington, DC.

The Subcommittee met, pursuant to call, at 10:06 a.m., in room
2141, Rayburn Office Building, the Honorable F. James Sensen-
brenner, Jr. (Chairman of the Subcommittee) presiding.

Present: Representatives Sensenbrenner, Goodlatte, Gohmert,
Chabot, Forbes, Poe, Gowdy, Labrador, Buck, Bishop, and Chu.

Staff present: (Majority) Allison Halataei, Parliamentarian &
General Counsel; Robert Parmiter, Counsel; Scott Johnson, Clerk;
(Minority) Joe Graupensperger, Counsel; Kurt May, Counsel; Tif-
fany Joslyn, Counsel; and Veronica Eligan, Professional Staff Mem-
ber.

Mr. SENSENBRENNER. The Subcommittee will be in order. With-
out objection, the Chair will be authorized to declare recesses this
morning at any time.

We welcome our witnesses today.

Our Nation faces a profound challenge with a growing heroin epi-
demic. Last year the number of heroin-related deaths in Milwaukee
County, Wisconsin, which includes part of my district, grew by a
shocking 72 percent, while Superior in Northwestern Wisconsin
suffered six overdoses in 6 days this past February. Clearly, this
is a problem that does not discriminate by race or class and tran-
scends geography.

Earlier this year, the White House Office of National Drug Con-
trol Policy released the 2013 Drug Overdose Mortality Data from
the Centers for Disease Control and Prevention. The data shows
that while drug deaths related to prescription opioids has remained
stable since 2012, the mortality rate associated with heroin in-
creased by 39 percent, by more than triple the levels in 2012. That
represents the third year in a row that the number of heroin
deaths has increased nationwide.

This past weekend the Washington Post reported the tragic story
of a family in Maine that lost a child in nearly a second to heroin
laced with phenotil, an opioid analgesic 80 to 100 times more pow-
erful than morphine. Heroin cut with phenotil has been responsible
for a rash of overdoses and deaths across the country. Shockingly,
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the fact that a particular batch of heroin has killed someone is
often what attracts addicts to it because they know it will deliver
an extremely potent high.

It is obvious, then, that the solution to this problem must involve
appropriate access to treatment, as well as enforcement. That is
why earlier this year I introduced H.R. 953, the Comprehensive
Addiction and Recovery Act of 2015. This legislation would take a
number of important steps to combat the heroin epidemic.

For example, the bill addresses the link between prescription
opioids and heroin by requiring the Department of Health and
Human Services to convene a task force to develop best practices
for pain management and prescribing prescription drugs and share
those with the appropriate authorities. The legislation also author-
izes grants that provide for alternatives to incarceration for vet-
erans, as well as those individuals with a substance use disorder,
mental illness, or both. And finally, it would give priority to award-
ing grants to those states that provide civil liability protection for
first responders, health professionals and family members adminis-
trating naloxone to counteract opioid overdoses.

I also have introduced a bipartisan criminal justice reform act,
the Safe Justice Act. This legislation promotes drug and substance
abuse treatment programs over harsher sentences. We know that
approximately 60 percent of prisoners have substance and addic-
tion disorders, yet only 11 percent receive treatment. It is no won-
der why recidivism rates are as high as they are. This is not a cri-
sis we can simply incarcerate ourselves out of.

The bill would authorize the use of medication-assisted treat-
ment for the treatment of heroin and opioid dependence in the Bu-
reau of Prisons, residential substance abuse treatment programs.

Finally, the Safe Justice Act would offer training to Federal law
enforcement officials to help them better identify and respond to in-
dividuals with drug and substance abuse issues. I look forward to
hearing from the witnesses today about additional approaches to
curb this epidemic.

At this time, I would like to yield to the gentlewomen from Cali-
fornia, who is the Ranking Member pro tem of this Subcommittee
today, Ms. Chu.

Ms. CHU. Thank you, Mr. Chair.

Today’s hearing concerns finding the best means to respond to
the increasing use of heroin in this country, which is tragically
proving to be more deadly than in the past. Despite the heroic ef-
forts of our Federal law enforcement and the DEA, the volume of
heroin coming into this country continues to rise. Every year brings
new records in the amounts of drugs seized at our border by inter-
diction programs. From 2008 to 2012, the DEA noticed a 232 per-
cent increase in heroin seizures along America’s Southwest border.

The rate of state and local law enforcement seizures of heroin
continue to rise as well. Still, the current level of heroin use indi-
cates that the substance is widely available. It is now cheaper to
acquire, and it has no geographical boundaries.

Over 600,000 Americans use heroin, to compound the health risk
that this poses. The heroin sold today is more potent and deadlier
than ever before. Deaths due to overdose have risen significantly
in the last several years. In the last reported year of 2013, 8,257
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people died from a heroin overdose. An additional 16,235 died from
opioids.

Heroin overdoses in the U.S. have nearly tripled between the
years of 2010 and 2013, according to the CDC. Deaths due to her-
oin overdose now exceed traffic accident deaths in the U.S.

It is time that we acknowledge the fact that we are dealing with
a public health care crisis driven by strong demand for opioid
drugs.

Where did this great demand come from? Most experts agree
that prior to increased use of heroin, millions of Americans became
addicted to opioid prescription drugs. The correlation is so strong
that experts believe that 80 percent of current heroin users began
as abusers of prescription pain killers. To complete this perfect
storm, the price of heroin has fallen to new lows, $5 to $10 per day.
In comparison, prescription opioids cost about $80 per day.

For those already addicted to an opioid prescription drug, heroin
becomes an attractive option. In response, many states are imple-
menting drug treatment programs for those addicted to both pre-
scription drugs and heroin. State reactions include revisiting older
forms of treatment such as methadone maintenance, and new ap-
proaches including programs for better oversight of prescription
medications.

Many police departments across the country are employing the
use of the drug naloxone, an antidote to heroin overdose to reduce
deaths. There are now hundreds of police departments in 29 states
that stock and administer naloxone. Naloxone administered by po-
lice is now credited with saving the lives of over 10,000 Americans
since 1996. Police departments are also working with prosecutors’
offices across the country to create programs to divert users to
treatment facilities rather than courts, detention facilities, and
prisons. This effort supports a more permanent solution to the
health crisis we face. It reduces crime rates and the expenses of in-
carceration, while allowing courts and police departments to allo-
cate resources in a manner best suited to protecting our citizens.

As we consider proposals to address the increased use of heroin,
we would do well to consider the lessons of prior responses to drug
abuse. An incarceration-forced approach has not solved this public
health crisis. Our focus should be to eliminate impediments to de-
livering substance abuse treatment to those in need, reduce the
harms posed by heroin, and educate our citizens to prevent sub-
stance addictions.

I look forward to the discussion of this problem and the best
ways that government can help address it. I would like to submit
for the record a letter from the Drug Policy Alliance.

Mr. SENSENBRENNER. Without objection, the record will be so em-
bellished.

[The information referred to follows:]
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Mr. SENSENBRENNER. I now recognize the Chairman of the full
Committee, the gentleman from Virginia, Mr. Goodlatte, for his
opening statement.

Mr. GOODLATTE. Thank you, Chairman Sensenbrenner.

I am pleased to be here today at this important hearing to exam-
ine the growing epidemic of heroin abuse in our Nation.

Over the past several months, we have seen an alarming in-
crease in both the availability and use of heroin. This has, not sur-
prisingly, had profound and tragic consequences. Every day, it
seems, brings new stories of overdose deaths occurring across the
country, including in my district. Since January, there have been
11 heroin-related overdoses in the Roanoke Valley, resulting in
nine deaths.

Earlier this year, the Washington Post reported that the legaliza-
tion and subsequent availability of high-grade marijuana to Amer-
ican consumers has led Mexican drug cartels to increase the
amounts of heroin and methamphetamine they are trafficking
across the U.S.-Mexico border. Since 2009, heroin seizures along
the border have nearly tripled, as law enforcement seized 2,181
kilograms of Mexican heroin last year alone.

These are alarming statistics. However, the grim reality is that
they should surprise no one. Drug trafficking is an extremely prof-
itable business, run by criminals who are interested in one thing:
money. Given the increasing availability of marijuana in the
United States, and the related, ongoing epidemic of heroin use,
drug traffickers have decided to cash in on the misery of American
citizens.

Additionally, the Drug Enforcement Administration estimates
that the United States has 600,000 heroin users, which is three
times the number in 2012. Tragically, that number is expected to
rise. That is because there are an estimated 10 million Americans
who are currently addicted to prescription opioids, including such
drugs as Vicodin, OxyContin, and Percocet. Once someone is ad-
dicted to a prescription opioid, the need to satisfy their addiction
outweighs the stigma attached to heroin use. Additionally, it is far
easier to pay $10 for a dose of heroin than $80 for an oxycodone
tablet.

It is no exaggeration to say that heroin use has reached epidemic
levels across this Nation, including in my home state of Virginia.
It is not an urban problem or a rural problem, but an American
public health and safety problem.

However, despite the increase in heroin and meth production, de-
spite the ongoing heroin epidemic, despite the dramatic surge in
deaths, and despite the clear evidence that illicit controlled sub-
stances and their purveyors pose a lethal threat to the American
people, the Obama administration has continued to shirk its duty
to protect this Nation from dangerous narcotics.

I firmly believe any solution to the heroin epidemic must have
three parts: one, discouraging the use of this dangerous, highly ad-
dictive drug; two, providing appropriate treatment to addicts; and
three, ensuring law enforcement zealously pursues the criminals
who bring this poison into our communities.

I look forward to the witnesses’ testimony today.
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Mr. SENSENBRENNER. Without objection, all Members’ opening
statements will appear in the record at this point.

We have a very distinguished panel today, and I will begin by
swearing in our witnesses before introducing them. If you would,
please, all rise.

Do you solemnly swear that the testimony you are about to give
to this Subcommittee is the truth, the whole truth, and nothing but
the truth, so help you God?

Let the record reflect that all of the witnesses responded in the
affirmative.

The gentleman from Virginia, Mr. Forbes, has a distinguished
witness, and I will allow him to introduce Commonwealth Attorney
Parr at this point, and then I will introduce the next three wit-
nesses.

Mr. ForBES. Thank you, Chairman Sensenbrenner, for holding
this important hearing today and inviting our distinguished guests
to share their experiences.

As you mentioned, one of our witnesses today is Nancy Parr, who
served as the Commonwealth Attorney for the City of Chesapeake
since being first elected in November 2005. During her 10 years of
service, she has implemented new programs and promoted commu-
nity outreach, in addition to carrying out the traditional role of a
prosecutor’s office in Chesapeake. Her programs include seven
Girls Empowerment conferences, four Boys Leadership conferences,
seven Traveling the Road to Success multi-week programs, and five
Playing on the Right Team basketball tournaments.

Prior to her current role, Ms. Parr was a prosecutor in Suffolk
for 10 years and before that had worked in Chesapeake since 1994.
For six of those years, she also served as a Special Assistant
United States Attorney in the Eastern District of Virginia.

In addition to her public service, Ms. Parr is a member of many
boards and organizations and volunteers her time to charitable or-
ganizations, including the Virginia Association of Commonwealth
Attorneys, where she was president from 2014 to 2015; Common-
wealth’s Attorney Service Council, where she was chairman from
2014 to 2015; State Crime Commission Governor’s Task Force on
Prescription Drug and Heroin Abuse; Secure Commonwealth Panel
Subcommittee, Justice Reinvestment Initiative Work Group; Board
of Correctional Education; Virginia State Bar Council; Board of
Governors for the Criminal Law Section of Virginia State Bar; Vir-
ginia’s Adult Fatality Review Team; State Child Fatality Review
Team; Domestic Violence Advisory Committee; Boys and Girls
Clubs of Southeast Virginia Chesapeake Division; and the Women’s
Club of South Norfolk.

Ms. Parr is a graduate from the University of Virginia with high
distinction, and from T.C. Williams School of Law at the University
of Richmond.

Ms. Parr, thank you for accepting our invitation today, and I look
forward to hearing your testimony as you share with the Com-
mittee more about the efforts you are championing in our district
and my home town.

And with that, I will yield to Chairman Sensenbrenner to intro-
duce our other witnesses.

Mr. SENSENBRENNER. Thank you very much, Mr. Forbes.
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First, Mr. Michael Botticelli is the Director of the National Drug
Control Policy, where he has served since November of 2012. Pre-
viously, Mr. Botticelli served as Director of the Bureau of Sub-
stance Abuse Services at the Massachusetts Department of Public
Health. He holds a Bachelor of Arts degree from Siena College and
a Master’s in Education from St. Lawrence University.

Mr. Jack Riley is the Acting Deputy Administrator of the Drug
Enforcement Administration. He is the highest ranking career spe-
cial agent at the DEA. Prior to his appointment as the Chief of Op-
erations, Mr. Riley served in many other leadership positions dur-
ing his distinguished career at the DEA. He received a Bachelor of
Science degree in Criminal Justice from Bradley University and a
Master’s degree in Public Policy Administration from the Univer-
sity of Illinois.

Ms. Angela Pacheco was the first woman elected to the First Ju-
dicial District Attorney’s Office. Her legal career has consisted pri-
marily of criminal prosecution in which she has tried a number of
high-profile cases. Prior to becoming an attorney, Ms. Pacheco
worked as a social worker for 13 years in Northern New Mexico.
She received a Bachelor of Arts in Social Work from the College of
Santa Fe, and her Juris Doctorate from the Hamline University
School of Law.

I would ask each of you to summarize your testimony. Without
objection, the witnesses’ written statements will be entered into the
record in their entirety.

You have something with a red, yellow, and green light in front
of each of you. I assume that you know what all of that means.

So, Mr. Botticelli, you are first.

TESTIMONY OF THE HONORBLE MICHAEL P. BOTTICELLI, DI-
RECTOR, WHITE HOUSE OFFICE OF NATIONAL DRUG POLICY
CENTER

Mr. BorTIiCELLI. Chairman Sensenbrenner, Chairman Goodlatte,
Representative Chu, and Members of the Subcommittee, thank you
for the opportunity to be here today to discuss the Administration’s
response to the epidemic of opioid abuse, particularly the rise in
heroin use and overdose deaths.

ONDCP produces the National Drug Control Strategy, which is
the Administration’s primary blueprint for drug policy. The Strat-
egy treats our Nation’s substance use problem as public health
challenges, not just criminal justice issues.

The stark increase in the number of people using heroin in re-
cent years has become a significant public health issue in our coun-
try, and opioid misuse can have devastating consequences. As we
heard, overdose deaths involving heroin have increased sharply in
recent years. Of the 44,000 drug overdose deaths in 2013, heroin
was involved in over 8,200, up from 5,900 in 2012.

As communities and law enforcement struggle with an increased
number of overdose deaths, heroin use and increasing heroin traf-
ficking, it is important to note that the vast over-prescribing of pre-
scription drugs and easy access to diverted opioids is fueling our
opioid drug use problem.

Approximately 18 billion opioid pills were dispensed in 2012.
This is enough to give every American 18 years and older 75 pain
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pills. Even though data indicate that over 95 percent of prescrip-
tion opioid users do not initiate heroin use, four out of five new
users of heroin have used prescription drugs non-medically. Given
this relationship, we cannot develop a public health response to
heroin use without making it part of a response to prescription
opioid use.

While heroin is traditionally regarded as an issue facing large
urban areas, we are seeing a shift in the demographic of heroin
use. Increasingly, heroin use overdose deaths and their con-
sequences are being seen in suburban and small-town America. A
recent CDC study shows that heroin use rates remain highest
among males, but heroin use is doubling among women and has
more than doubled among non-Hispanic Whites.

We also know from this same study that past-year alcohol, mari-
juana, cocaine, and opiate pain reliever misuse or dependence were
each significant risk factors for heroin abuse or dependence.

ONDCP has used its role as coordinator of the Federal drug con-
trol agencies to bolster support for substance use disorder treat-
ment and overdose prevention efforts and coordinate a government-
wide response. In 2011, the Administration’s plan to address the
sharp rise in prescription opioid drug misuse was released. This
plan contains action items categorized in four categories: education
of prescribers and patients; increased drug monitoring programs;
proper medication disposal; and law enforcement efforts.

Recently, the Administration convened the Congressionally-man-
dated Interagency Heroin Task Force, co-chaired by ONDCP and
the Department of Justice, to more closely examine the Administra-
1(:1ion’s efforts and to devise recommendations in what more we can

0.

We have seen overdose from prescription opioid leveling off, but
unfortunately this is coupled with a dramatic 39 percent increase
in heroin-involved overdose deaths from 2012 to 2013. To address
the overdose death issue, we have been working to increase access
to naloxone for first responders and individuals close to those with
opioid drug use disorders. Hand in hand with these efforts are ef-
forts to promote Good Samaritan laws so witnesses to an overdose
will take steps to help save lives.

Law enforcement nationwide has risen to this challenge of the in-
crease in opioid use and overdose deaths. They are working hand
in hand with members of the public health community. But it is
critically important for the medical establishment to work with us
to meet the challenges of increasing access to treatment for individ-
uals with opioid use disorders. Primary care physicians have an op-
portunity for early intervention, as do emergency department phy-
sicians, to treat substance use disorders early and to intervene be-
fore they become chronic. And it is vital that individuals with
opioid use disorders receive evidence-based care and treatment.
Medication-assisted treatment with FDA-approved medications,
when combined with behavioral therapies and recovery, has shown
to be the most effective treatment for opioid use disorders. Just
this weekend, Secretary Burwell announced an additional $33 mil-
lion in funding to states to expand the use of medication-assisted
treatment, and an additional $100 million to fund improved access
to care and services at community health centers nationwide.
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HHS is also releasing guidance to states to help implement inno-
vative approaches to substance use disorder treatments. The Ad-
ministration has also proposed $99 million in the Fiscal Year 2016
budget request over Fiscal Year 2015 for treatment and overdose
prevention efforts.

In addition, given the connection between injection opioid drugs
and infectious disease transmission, public health strategies are
necessary to prevent the further spread of infectious disease. The
recent HIV and hepatitis C outbreak in Indiana is a stark re-
minder of how opioid abuse can spread other diseases, how com-
prehensive public health measures such as syringe services pro-
grams need to be part of the response, and how rural communities
with limited treatment capacity may experience additional public
health crises.

In conclusion, we will continue to work with Congress and our
Federal partners on the public health and public safety issues re-
sulting from the epidemic of non-medical prescription opioid use
and heroin use. Thank you for your time.

[The prepared statement of Mr. Botticelli follows:]
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Chairman Sensenbrenner, Ranking Member Jackson Lee, and members of the
Subcommittee, thank you for this opportunity to address the public health issues surrounding
heroin in the United States and the Federal response.

As you know, the Office of National Drug Control Policy (ONDCP) was established in
1988 by Congress with the principal purpose of reducing illicit drug use, manufacturing, and
trafficking; drug-related crime and violence; and drug-related health consequences. As a
component of the Executive Office of the President, our office establishes policies, priorities, and
objectives for the Nation's drug control programs and ensures that adequate resources are
provided to implement them. We also develop, evaluate, coordinate, and oversee the
international and domestic anti-drug efforts of Executive Branch agencies and ensure such
efforts sustain and complement state and local drug policy activities.

At ONDCP, we are charged with producing the National Drug Control Sirategy
(Strategy), the Administration's primary blueprint for drug policy, along with a national drug
control budget. The Straregy is a 21 century plan that outlines a series of evidence-based
reforms that treat our Nation’s drug problem as a public health challenge, not just a criminal
justice issue. It is guided by what science, experience, and compassion demonstrate about the
true nature of drug use in America.

The considerable public health and safety consequences of nonmedical prescription
opioid and heroin use underscore the need for action. Since the Administration’s inaugural 2010
National Drug Control Strategy, we have deployed a comprehensive and evidence-based
strategy to address opioid use disorders and overdose deaths due to heroin use and prescription
opioid misuse. The Administration has increased access to treatment for substance use disorders,
expanded efforts to prevent overdose and has coordinated a Government-wide response to the
consequences of nonmedical prescription drug use. We also have continued to pursue actions
against criminal organizations trafficking in opioid drugs. This statement focuses largely on the
Administration’s public health policy interventions to address opioid drug abuse, as well as those
of our Federal, state and local partners, including professional associations that are involved with
opioid prescribing or the prevention and treatment of opioid misuse. The statement of the Drug
Enforcement Administration (DEA) for this hearing will discuss supply and law enforcement
approaches.

Trends and Consequences of Opioid Use

Opioids — a category of drugs that includes heroin and prescription pain medicines like
oxycodone, oxymorphone and hydrocodone — are having a considerable impact on public health
and safety in communities across the United States. According to the Centers for Disease Control
and Prevention (CDC), approximately 120 Americans on average died from a drug overdose
every day in 2013. Of the nearly 44,000 drug overdose deaths in 2013, opioid pain relievers were
involved in over 16,200, while heroin was involved in over 8,200. Overall, drug overdose deaths
now outnumber deaths from gunshot wounds (over 33,600) or motor vehicle crashes (over
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32,700)! in the United States.> Moreover, overdose deaths related to opioid pain relievers and
heroin are undercounted as around one quarter of death certificates do not list the drug
responsible for the fatal drug overdose,’ and until recently standards did not exist for death
investigation reporting, and adoption of these standard is not universally practiced.*

The diversion and nonmedical use of prescription opioid medications has been of serious
concern at the national, state, and local levels for over a decade. Increases in admissions to
treatment for substance use disorders,® drug-related emergency department visits,® and, most
disturbingly, overdose deaths’ attributable to nonmedical prescription drug use place enormous
burdens upon communities across the country. Heroin, in contrast, until very recently has been
used at much lower rates, possibly because historically its use was generally via injection, which
often was necessitated by its low purity. As heroin purity increases, heroin can be smoked or
snorted.® Research shows that price reductions (resulting from greater availability) are closely
related to overdose hospitalization rates; every $100 decrease in the price of heroin per pure
gram results in a 2.9 percent increase in the number of overdose hospitalizations.”

In 2013, over 4.5 million Americans ages 12 and older reported using prescription pain
relievers non-medically within the past month.!’ This makes nonmedical prescription pain
reliever use more common than use of any category of illicit drug in the United States except for
marijuana. Approximately 289,000 Americans reported past month use of heroin in 2013."
Heroin use remains relatively low in the United States when compared to other drugs; however,
the increase in the number of people using the drug in recent years — from 373,000 past year
users in 2007 to 681,000 in 2013 — is troubling.!> These figures likely undercount the number of
users, as national household surveys do not track all heroin-using populations such as homeless
users. At least one community with a high level of chronic drug users among its homeless

! Fatality Analysis Roporting Svstem (FARS) Encyelopedia Available at: kiip:/Awww-fars.nhtsa.dot. gov/ Main/indox.aspx
2 Centers for Discase Control and I'revention, National Center for Health Statistics. Multiple Cause of Death, 1999-2013 on CDC WONDER
Online Database, released 2015, Extracted by ONDCP from hitp /7 wonds gov/med-iod]0.btmi on January 30, 2015,
3 See httpis3a ud.org/documents 11 31267 heroin-project-201 4-smdy-on-overdose-deaths.pdf
# Goldberger BA1, Maxwell JC, Campbell A, Wil(ord BB. Uniform slandards and case de(initions (or classifying opioid-related deaths:
recommendations by a SAMHS A consensus panel. J Addict Dis. 2013;32(3):231-43. doi: 10.1080/10550887.2013.824334.
> Substance Abuse and Mental Ilealth Services Administration. Treatment Episode Data Set (TEDS) 2001-2011, Nationol Admissions to
Substance Abuse Treatment Services. U.S. Department of Hoalth and Human Serviecs. [2013]. Extracted Aprit 2013,
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population, Baltimore, revises their heroin count by 10 percent to adjust for heroin use among its
homeless population.'

Nonetheless, the trend for increases in heroin users shown in the National Survey on
Drug Use and Health (NSDUH), a household-based survey from the Substance Abuse and
Mental Health Services Administration (SAMHSA), comports with other indicators, including
recent reporting from the National Institute on Drug Abuse’s (NIDA) Community Epidemiology
Work Group, which found that a number of U.S. cities, including Atlanta, Baltimore, Boston,
Chicago, Cincinnati, Denver, Miami, Minneapolis, San Diego, Seattle, and St. Louis, indicated
increases in heroin use. In addition, heroin remained at relatively stable but high levels in
Detroit, New York City, and Philadelphia.'* DEA also reports an over 300 percent increase of
heroin seizures at the Southwest border from 2008 to 20131

A recent report from CDC and FDA using NSDUH public-use data'® shows a significant
increase in heroin use from 2002 to 2004 and from 2011 to 2013. Rates remained highest among
males, persons aged 18 to 25 years, persons with annual household incomes below $20,000,
persons living in urban areas, and persons with no health insurance or with Medicaid; however,
rates increased significantly across almost all study groups. Moreover, the greatest increases in
heroin use occurred in demographic groups that historically have had lower rates of heroin use,
doubling among women and more than doubling among non-Hispanic whites. The rates of
individuals who developed abuse or dependence on heroin, a near doubling during the decade-
long study period, with a 35.7 percent increase during 2008-2010 alone, emphasize the addictive
nature of this drug. This increase parallels the sharp increase in heroin-related overdose deaths
reported since 2010.

This report also indicates that individuals who use heroin also use other drugs. People
with past year abuse of or dependence on alcohol, marijuana, cocaine, or opioid pain relievers
were at increased risk for past year heroin abuse or dependence. In 2013, 59 percent of the 8,257
heroin-related overdose deaths in the United States involved at least one other drug.'” Data
presented in this report indicate the relationship between heroin and opioid pain relievers, as well
as the relationship between heroin and cocaine, are particularly strong. In fact, past year abuse or
dependence on opioid pain relievers was the strongest risk factor for past year heroin abuse or
dependence. These results, coupled with prior research on heroin use trajectories, underscore that
heroin use has its roots in, and often exists alongside, other forms of substance misuse.

Research illustrates that heroin use today is one of the later steps in most personal drug
use trajectories. An analysis of NSDUH data shows that 21,000 people nationally began using
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heroin when 12 to 17 years old, 66,000 people began using when 18 to 25 years old, and 82,000
began when 26 years and older.'® Past-year heroin users were most likely to be in the 26 and
older demographic. A second study of treatment seekers found the average age of treatment
seekers to be around 23, and 75 percent of these began by using prescription opioids first.!
While the increases in overdose deaths among young people is disturbing, and pediatricians and
doctors caring for people under the age of 25 need to be engaged on this issue, practitioners who
treat adults normally past the typical age for developing substance use disorders need to monitor

their patients for possible heroin use.

The nonmedical use of opioids translates into serious health consequences. In 2013 alone,
approximately 1.9 million Americans met the diagnostic criteria for abuse of or dependence on
prescription pain relievers, with heroin accounting for approximately 517,000 people with past-
year abuse or dependence; both figures represent significant increases from just a decade
earlier.?’ For the duration of this statement, the terms “opioid use disorder” and “heroin use
disorder” will be used to describe people who meet the criteria for abuse and dependence, since
the terminology in the Diagnostic and Statistical Manual, Fifth Edition (DSM 5), the U S.
standard for classifying mental health disorders, no longer makes a distinction between abuse
and dependence.

Although only about 15 percent of people who have not used heroin in the past year
believe it would be fairly or very easy to obtain, approximately 81 percent of people who have
used it in the past year hold that belief 2! Most Americans of all ages perceive great risk in using
heroin once or twice a week.?? Disturbingly, approximately 20 percent of people 12 to 17 years
old do not believe using heroin once or twice weekly is harmful (compared to only 5 percent of
people 26 or older).?*

Beyond the many lives taken by fatal overdoses involving these medications, prescription
opioids are associated with significant burden on our healthcare system. In 2011 alone, the last
year for which these data are available, 1.2 million emergency department (ED) visits involved
the nonmedical use of prescription drugs.2* Of these 1.2 million ED visits, opiocid pain relievers
accounted for the single largest drug class, accounting for approximately 488,000 visits. This is
nearly triple (2.8 times) the number of ED visits involving opioid pain relievers just 7 years
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earlier in 2004 (173,000). Among specific opioid drugs in 2011, oxycodone accounted for the
largest share (31%) of ED visits; there were 100,000 more visits involving oxycodone in 2011
than in 2004, an increase of 263 percent. Heroin was involved in nearly 258,000 visits in 2011,
Increases in hospitalizations for prescription opioid overdose within a community actually
predicts subsequent year heroin overdose,”” indicating that not only do people tend to migrate to
heroin if it is available, but also entire communities may shift usage habits.

Similar trends concerning growth in heroin use are reflected in the country’s specialty
substance use disorder treatment system. Data show a more than double increase in the past ten
years of treatment admissions for individuals primarily seeking treatment for prescription opioid
use disorder, from 53,000 in 2003 to 127,000 in 201 1. Heroin treatment admissions remained flat
over the same time period, yet accounted for 285,451 admissions in 2012.2° Although all states
have not yet reported specialty treatment admission data for 2013 and 2014, the trend in those
states that have is that many more people are seeking treatment for heroin use than in the past.?’
In contrast, the percentage of people seeking treatment for prescription opioid use disorder has
declined. Not every state, however, has experienced this decline. In some states with particularly
intransigent prescription opioid misuse problems (for example, Tennessee), treatment admissions
remain higher. In some states with historically high heroin treatment admissions (for example,
New York), prescription opioid treatment admissions began an upward climb only in the late
1990s and at much lower levels.

There has been considerable discussion around potential connections between the non-
medical use of prescription opioids and heroin use. There is evidence to suggest that some users,
specitically those with a serious prescription opioid use disorder, will substitute heroin for
prescription opioids. Heroin is cheaper than prescription opioids. A SAMHSA report found that
four out of five recent heroin initiates had previously used prescription pain relievers
nonmedically. However, only a very small proportion (3.6%) of those who recently had started
using prescription drugs nonmedically initiated heroin use in the following five-year period.?®
Preventing the initiation of nonmedical opioid use nevertheless can help reduce the pool of
people who may resort to heroin initiation later on because a large proportion of heroin users
begin with abusing opioid pain relievers, even if this is a small subset of overall nonmedical
opioid users.

We also know that substance use is often progressive, with some users rapidly escalating
their use frequency, dosing, potency of drug and using through routes other than oral
administration (e.g., sniffing, smoking or injecting) to achieve greater euphoria. Because the
body rapidly develops tolerance to most effects of opioids and because withdrawal from opioids

# Unick GI, Rosenblum D, Mars 8, Cicearone 1. Tnlerlwined epidemics: national demographic trends in hospilalizations for heroin- and opioid-
related overdoses, 1993-2009. PLoS One. 2013;8(2):634496. doi: 10.1371/journal.pone.0054496. Epub 2013 Teb 6. PMID: 23405084,
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exerts the opposite effect (e.g., severe pain and gastrointestinal distress) regardless of whether
the drug used is a relatively weak opioid like codeine or a stronger one like heroin, a vicious
cycle can develop, where a user must keep using to avoid the severe flulike and depressive
symptoms associated with withdrawal. We know from survey data that as an individual’s
nonmedical use of prescription opioids becomes more frequent or chronic, that person is more
inclined to purchase the drugs from dealers/prescriptions from multiple doctors, rather than
simply getting them for free from a friend or relative. * Qualitative data indicates as tolerance,
dependence, or craving increases, users tend to obtain more opioid sources and at times will
select lower cost alternatives such as heroin as a way to meet and afford escalating opioid
needs.3*132 Research also suggests that the same dealers who deal in illicit pills often also
supply heroin 3

The Administration’s Response

Since 2009, the Obama Administration has deployed a comprehensive and evidence-
based strategy to address: (1) excessive and dangerous opioid prescribing for pain and its
consequences; and (2) illegal importation and sales of heroin. These efforts have expanded as
surveillance has revealed an uptick in deaths related to the laboratory-created synthetic drug
fentanyl and its analogs.

The following discussion identifies the efforts in each of these areas as experts believe
they are all important for addressing heroin and the public health of people and communities
heroin impacts.

Efforts to Stem the Prescription Opioid Crisis
President Obama’s inaugural National Drug Conrol Strategy, released in May 2010,

labeled opioid overdose a “growing national crisis” and laid out specific actions and goals for
reducing nonmedical prescription opioid and heroin use.>*

* Unpublished ostimates from Substance Abusc and Mental Health Serviccs Administration, National Survey on Diug Use and Health. 2009-
2012, March 2014,

3 Lankenau SE, Teli M, Silva K, Jackson Bloom J, Harocopos A, Treese M. Initiation into prescription opioid misuse amongst young injection
drug users. It J Drug Policy. 2012 Jan:23(1):37-44. doi: 10.1016/].drugpo.2011.05.014. Fipub 2011 Jun 20.
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Nonmedical use of prescription drugs still represents the bulk of illicit opioid use in
America, and pharmaceutical opioids are responsible for the majority of opioid-related deaths.
Our response to this public health emergency focuses on preventing the diversion and
nonmedical use of prescription drugs, decreasing the number of Americans dying from opioid
overdose every day, and expanding access to effective treatment, health care, and services for
people with opioid use disorders.

In April 2011, the Administration released a comprehensive Prescription Drug Abuse
Prevention Plan (Plan) ® which created a national framework for reducing prescription drug
diversion and misuse. The Plan focuses on: improving education for patients and healthcare
providers; supporting the expansion of state-based prescription drug monitoring programs;
developing more convenient and environmentally responsible disposal methods to remove
unused and unneeded medications from the home; and reducing the prevalence of pill mills and
doctor shopping through targeted enforcement efforts.

The Administration has made considerable progress in all four areas of the Plan. To start,
much progress has been made in expanding available continuing education for prescribers.
Managing patients’ pain is a crucial area of clinical practice, but research indicates that health
care practitioners receive little training on pain management or, safe opioid prescribing.**>7 Ten
states (Connecticut,”® Delaware,? Iowa,* Kentucky,*' Massachusetts,*> New Mexico,* Ohio,*
Tennessee,” Utah,* and West Virginia?’) have passed legislation mandating education for
prescribers, and we strongly encourage other states to explore this as an option.

At the Federal level, the Department of Health and Human Services (HHS) has
implemented education requirements for its agency health care personnel, including
professionals serving tribal communities through the Indian Health Service (IHS), those working
with underserved populations through the Health Resources and Services Administration
(HRSA), and personnel attending to biomedical research trial participants at the Clinical Center
of the National Institutes of Health (NIH). Similar efforts have been implemented by the Bureau
of Prisons and the Department of Defense (DoD). The Department of Veterans Affairs (VA)is
making training available to clinicians although it is not currently required.
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The Administration developed and has made available free and low-cost training options
available for prescribers and dispensers of opioid medications via several sources, including
SAMHSA and NIDA. The Food and Drug Administration (FDA) now requires manufacturers of
extended-release and long-acting (ER/LA) opioid pain relievers to make available free or low-
cost continuing education to prescribers under the Risk Evaluation and Mitigation Strategy
(REMS) for these drugs.

These efforts alone, however, cannot address the dearth of critical and necessary opioid
prescriber training as it is an optional program. From 2010 to 2013, overdose deaths involving
prescription opioids have decreased — but only by 2 percent.* We must do more to ensure all
prescribers have the tools they need to prevent nonmedical prescription drug use. The
Administration continues to support policies that mandate a continuing education requirement
for prescribers, as outlined in the Plan, potentially linked to their registration to prescribe with
the DEA.

In March, HHS announced a comprehensive, evidence-based initiative aimed at reducing
opioid dependence and overdose. Among the three priority areas of the initiative are efforts to
train and educate health professionals on safe opioid prescribing, including the development of
prescribing guidelines for chronic pain by the CDC.

FDA has also taken a number of steps to help safeguard access to opioid analgesics while
reducing risks of non-medical use and overdose. In April 2013, FDA approved updated labeling
for reformulated OxyContin that describes the medication’s abuse-deterrent properties. These
properties are expected to make the drug more difficult to inject or abuse nasally. * Tn September
2013, ONDCP joined the FDA to announce significant new measures to enhance the safe and
appropriate use of ER/LA opioid analgesics.” FDA required class-wide labeling changes for
these medications, including modifications to the products’ indication for pain severe enough to
require daily, around-the clock, long-term opioid treatment and for which alternative treatment
options are inadequate, warnings around use during pregnancy, as well as post-market research
requirements. FDA also announced that manufacturers of ER/LA opioids must conduct further
studies and clinical trials to better assess risks of misuse, addiction, overdose, and death. And in
December 2013, FDA announced its recommendation that DEA reschedule hydrocodone
combination products from Schedule IIT to Schedule IT of the Controlled Substances Act; in
August 2014, DEA issued a Final Rule implementing this recommendation, which became
effective in October 2014.%1

# Centers for Disease Control and Prevention, National Center for Heallh Statistics. Multiple Cause of Death, 1999-2013 on CDC WONDER
Online Database, released 2015, Extracted by ONDCP from hitty://w: e, gov/med-icd 10 tml on January 30, 2015,
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The Administration is also educating the general public about the dangers of opioid use.
ONDCP’s Drug-Free Communities (DFC) Support Program currently funds 680 community
coalitions to work with local youth, parent, business, religious, civic, and other groups to help
prevent youth substance use. Grants awarded through the DFC program are intended to support
established community-based coalitions capable of effecting community-level change. All DFC-
funded grantees are required to collect and report data on past 30-day use; perception of risk or
harm of use; perception of parental disapproval of use; and perception of peer disapproval of use
for four substances, including prescription drugs.

The second area of the Administration’s P/an focuses on improving the operations and
functionality of state-administered Prescription Drug Monitoring Programs (PDMPs). PDMP
data can help prescribers and pharmacists identify patients who may be at-risk for substance use
disorders, overdose, or other significant health consequences of misusing prescription opioids.
State regulatory and law enforcement agencies may also use this information to identify and
prevent unsafe prescribing, doctor shopping, and other methods of diverting controlled
substances. Aggregate data from PDMPs can also be used to track the impact of policy changes
on prescribing rates. The Prescription Behavior Surveillance System, funded by CDC and FDA,
is developing this surveillance capacity for PDMPs. Research also shows that PDMPs may have
arole in reducing the rates of prescribing for opioid analgesics. For example, states where
PDMPs are administered by a state health department showed especially positive results.>

In 2006, only twenty states had PDMPs. Today, the District of Columbia has a law
authorizing a PDMP, and forty-nine states have operatl onal proorams 3 The state of Missouri
stands alone in not authorizing a PDMP. Kentucky** New Jersey,”> New Mexico*®, New York®’,
Oklahoma®, and Tennessee™ all require their prescribers to use their state’s PDMP prior to
prescribing in certain circumstances. In Tennessee, where the requirement to check the PDMP
went into effect in 2013, there was a drop in the number of high utilizers of opioid pain relievers
from the fourth quarter of 2011 to the fourth quarter of 2013.%

Building upon this progress, the HHS Office of the National Coordinator for Health
Information Technology (ONC) and SAMHSA are working with state governments and private
sector technology experts to integrate PDMPs with health information technology (health IT)
systems such as electronic health records. Health IT integration will enable authorized healthcare
providers to access PDMP data quickly and easily at the point of care. CDC is evaluating the
SAMHSA grantees to identify best practices and determine the impact of the integration efforts.

* Brady, JE, Wunsch, H, Dimaggio, C, Lang, BH, (uglm J.and Li, G. l’rcscnpuon drug monitoring and dispensing of preseription opioids.
Public Health Reports 2014, 129 (2): 139-47. htipy/ Avwew.nchinbnibpov/procdariicles PMC3S04803/pd Uphr 29000132 pdl
# National Alliance of Model State Drug Laws. (2014). Status of State Prescription Drug Monitoring Programs (PDMPs). Retrieved from
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The Department of Justice’s (DOJ) Bureau of Justice Assistance (BJA) is also supporting
expanded interstate sharing of PDMP data, which is especially important. Currently, at least
thirty states have some ability to share data. PDMP administrators are working to better integrate
these systems into other health IT programs. In FY 2014, BJA made fifteen site-based awards for
states to implement or enhance a PDMP program or strategy to address non-medical prescription
drug use, misuse and diversion within their communities. Since inception of the grant program in
FY 2002, grants have been awarded to forty-nine states and one U.S. territory. In recent years,
the grant program included tribal participation, and gave support to states and localities to
expand collaborative efforts between public health and public safety professionals. For example,
according to Maryland’s Department of Health and Mental Hygiene, ®! the state used its grant
funding to form local overdose fatality review (OFR) teams comprised of multi-agency, multi-
disciplinary stakeholders who review information on individuals who died from drug and alcohol
related overdose. The OFR teams meet monthly to review medical examiner and other data such
as substance use disorder treatment records. They identity overdose risk factors, missed
opportunities for prevention/intervention, and make policy recommendations. These teams work
on both prescription opioid and heroin overdose deaths. Currently the PDMP cannot disclose its
information directly to the fatality review teams but there is a proposal to change this law so the
review team can request data directly. This is an excellent example of how the PDMP expansion
can be useful in understanding and addressing what for some can be the second stage of opioid
use disorders, heroin use.

In February 2013, the VA issued an Interim Final Rule authorizing VA physicians to
access state PDMPs in accordance with state laws and to develop mechanisms to begin sharing
VA prescribing data with state PDMPs. The interim rule became final on March 14, 2014 %
Since then, the VA has developed and installed software to enable VA pharmacies to transmit
their data to PDMPs. As of April 2015, 67 VA facilities were sharing information with PDMPs
in their respective states. VA providers have also begun registering and checking the state
databases. However, the VA does not currently require prescribers to check the PDMP prior to
prescribing.

While PDMP reporting is not required by IHS facilities, many tribes have declared public
health emergencies and have elected to participate with the PDMP reporting initiative. Currently,
THS is sharing its pharmacy data with PDMPs in 18 states,®® and THS is in the process of
negotiating data-sharing with more states.®! As these systems continue to mature, PDMPs can
enable health care providers and law enforcement agencies to prevent the non-medical use and
diversion of prescription opioids.

! Marvland Department of Health & Mental Hygiene. (2014). Ovordose Fatality Review in Maryland. Harold Rogers PDMD National Mooting,

Retrieved from hilp:#'www.pdmpassist org/ pud (PP Te ™M ational2 01 4/2-04_ Hajer.pdl. Accessed on 4-22-2015.
4 Disclosures to Participate in State Prescription Drug Monitoring Programs, 78 Ted. Rep. 9589 (T'eb. 11, 2013); 79 Ted. Rep. 14400 (Mar. 14,
2014).

6 Indian Ilealth Service. (2014). Prescription Drug Monitoring Programs: Indian ITealth Service Update. ITarold Rogers PDMP Annual Meeting.
Retrieved from hittp:/Saviw, pimpassist.org/pdfPP T's/National2014/2-14 Tuttle pdf
* Cynthia Gunderson, Proscription Drug Monitoring Irograms & Indian Hoalth Service, Barricrs, Participation, and Future Initiativos,

Presentation at Third Parly Payer Meeting, December 2012, kitp/iwww.pdmpexceence.orgsites/allpd s Gunderson.pd(.
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The third pillar of our Plan tocuses on safely removing millions of pounds of expired and
unneeded medications from circulation. Research shows that approximately 53 percent of past
year nonmedical users of prescription pain relievers report getting them for free from a friend or
relative the last time they used them, and for approximately 84 percent of these, that friend or
relative obtained the pain relievers from one doctor. An additional 15 percent bought or took
them from a friend or relative.*® Safe and proper disposal programs allow individuals to dispose
of unneeded or expired medications in a safe, timely, and environmentally responsible manner.

From September 2010 through September 2014, the DEA partnered with hundreds of
state and local law enforcement agencies and community coalitions, as well as other Federal
agencies, to hold nine National Take-Back Days. Through these events, DEA collected and
safely disposed of more than 4.8 million pounds of unneeded or expired medications.* DEA has
scheduled its next National Take-Back Day for September 26, 2015.

In addition, DEA published a Final Rule for the Disposal of Controlled Substances,
which took effect October 9, 2014.%7 These new regulations expand the options available to
securely and safely dispose of unneeded prescription medications. They authorize certain DEA
registrants (manufacturers, distributors, reverse distributors, narcotic treatment programs, retail
pharmacies, and hospitals/clinics with an on-site pharmacy) to modify their registration with the
DEA to become authorized collectors. Collectors may operate a collection receptacle at their
registered location, and anyone can distribute pre-printed/pre-addressed mail-back packages that
go to mail-back program operators. Retail pharmacies and hospitals/clinics with on-site
pharmacies and law enforcement to include Veterans Health Administration (VHA) and DoD
police officers may operate their own disposal collection receptacles. In addition, long-term care
facilities that offer disposal collection receptacles must partner with either a retail pharmacy or a
hospital/clinic with an on-site pharmacy to operate collection receptacles in their facilities. Any
person or entity may partner with law enforcement to conduct take-back events. Additionally,
VHA is offering drug take back options to Veterans.%

ONDCP and DEA have engaged with Federal, state, and local agencies, and other
stakeholders to increase awareness and educate the public about the new rule. In November
2014, ONDCP, DEA and the Alameda County California Superintendent’s office hosted a
webinar for community agencies to explain the new rule and discuss how local ordinances might
define or fund disposal programs. Over 800 people registered for the program, and 436 viewed it
live.®” ONDCP and DEA will engage with Federal partners as well as with state and local entities
to develop and implement a plan to develop disposal programs nationwide.

% Substance Abuse and Mental Health Services Administration. Results from the 2013 National Survey on Drug Use and Health: Summary of
National Findings. Depwmnem of ITealth md IIumzm Services. [Semembel "014] A mlable

httpwrw. sambisa, gov! il Its '
% Drug Enforccment Administration. “D.

Justice. [November 3, 2014]. Available: hitp/Avww. dea.gov; dx\m«ms Ty /()H hgl IO'*
" Disposal of Controlled Substances, 79 Ted. Reg. 53519 (Sep. 9, 2014). Available: https::
20926:disposal-of-contrelled-substance:

6 Veterans [Tealth Administration. *Joint Fact Sheet: DoD and V A Take New Steps to Support the Mental ITealth Needs of Service Members and
Veterans.” [August 26, 2014, Available at 0s/20- AUG-JOIN T-FACT-SHEE T-FINAL pdf. Accessed on 12-01-2014.
* Office of National Drug Control Pol nal Rule on Disposal of Controlled Substances.” Available at:
hiips:wwwovhitehouse. soviblog 2014/ ~Ninal-rule-disposal-control-substances. Accessed on 4-13-2013
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The Plan’s tourth pillar focuses on improving law enforcement capabilities to reduce the
diversion of prescription opioids. Federal law enforcement, to include our partners at DEA, is
working with state and local agencies across the country to reduce pill mills, prosecute those
responsible for improper or illegal prescribing practices, and make it harder for unscrupulous
registrants including pharmacies to remain in business. An unintended consequence of law
enforcement efforts against pharmaceutical suppliers can occur when major enforcement actions
happen, patients receiving medicines for legitimate conditions from those providers or
pharmacies may be abandoned. Without being tapered off their opioid regimens they will
experience withdrawal which can be profoundly disabling and is only alleviated by an opioid.”
Tt is not known how many patients have resorted to heroin in these circumstances, but without
coordination between law enforcement to ensure enforcement activities do not interrupt
legitimate patient care, we are concerned about unintended consequences.

All of these efforts under the Prescription Drug Abuse Prevention Plan are intended to
reduce the diversion, non-medical use, and health and safety consequences of prescription
opioids. The Administration has worked tirelessly to address the problem at the source and at an
array of intervention points. This work has been paralleled by efforts to address heroin
trafficking and use, as well as the larger opioid overdose problem facing this country.

Efforts to Stem the Heroin Crisis:

Heroin was added to Schedule | of the controlled substances listin 1914, and efforts to
address heroin use and trafticking have been reflected annually in our National Drug Control
Straiegy. Opium poppy, from which heroin is derived, is not grown in the United States, and
manufacturing is based outside of the country, primarily in Mexico for U.S. sales. Drug seizure
data suggest a great deal of heroin has been flowing into the United States in recent years,
primarily from Mexico but also from South America.

Pharmaceutical opioids activate the same receptors in the brain as heroin, a reason why
users can switch from one to the other and avoid withdrawal. Approximately 18 billion opioid
pills were dispensed in 2012,7! enough to give every American 18 years or older 75 pills.”?
Plentiful access to opioid drugs via medical prescribing and easy access to diverted opioids for
nonmedical use help feed our opioid crisis. In fact, as discussed above, the majority of new users
come to heroin with experience as nonmedical prescription drug users.” Prior to today’s opioid
epidemic, heroin largely had been confined to urban centers with larger heroin using populations.
Many communities and states that have never had a heroin use problem are now dealing with this
epidemic, as Vermont Governor Shumlin discussed in his 2014 State of the Siaie address.

In 2012 ONDCP held an interagency meeting focused on heroin, as many agencies were
concerned that prescription opioid users might migrate to heroin. The interagency prescription

" American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders, Filth Edition. Arlington VA, American Psychiatric
Association. 2013. Pape 341.

"L TMS Tlealth, National Prescription Audit, 2012

72 Lstimate presented by Thomas Trieden during oral presentation at Preventing Prescription Drug Overdose: New Challenges. New
Opportunitics. National RX Drug Abuse Summit, Opcration Unite. Atlanta GA. April 8, 2014.

™ Muhuri, P K., Gfrocrer, 1.C., Davics, MC. SAMHS A CBHSQ Data Rovicw. Associations of Nonmedical Pain Relicver Usc and Initiation of
Heroin Use in the United Slales. August 2013.

12



42

drug working group formed a research group to examine the nature of the transition from
prescription opioids to heroin, and CDC and SAMHSA have increased their focus on this issue,
developing additional analyses to help track and publicize the issue.”*"

Tn May 2015, the Administration held its inaugural meeting of the Congressionally-
mandated interagency Heroin Task Force. This Task Force is co-chaired by ONDCP Deputy
Director for State, Local and Tribal Affairs Mary Lou Leary and U.S. Attorney for the Western
District of Pennsylvania David Hickton and includes Federal agency experts from law
enforcement, medicine, public health and education. The Task Force report will highlight
emerging evidence-based public health and public safety models for law enforcement
engagement in activities that promote solutions to reduce demand or decrease spread of disease.

The National Drug Control Strategy’s efforts also include pursuing action against
criminal organizations trafficking in opioid drugs, working with the international community to
reduce cultivation of poppy, identitying labs creating dangerous synthetic opioids like fentanyl
and acetyl-fentanyl and enhancing border efforts to decrease the flow of these drugs into the
country.

Treatment, Overdose Prevention, and Other Public Health Efforts

The public health consequences of nonmedical opioid and heroin use are often similar if
not identical. Most notably, in both cases, some proportion of individuals escalate use and
eventually develop a chronic opioid use disorder requiring treatment. The low rate of cases
referred to treatment by medical personnel in the face of such a dangerous epidemic suggests that
providers may ignore or miss the problems of nonmedical prescription opioid use and heroin use
among their patients. The extent of the opioid use problem requires that health care providers
work in tandem with law enforcement to address the issue.

People who escalate use are vulnerable to begin injecting, and this behavior dramatically
increases their risk of exposure to blood-borne infections, including human immunodeficiency
virus (HIV) and hepatitis C. It is noteworthy that in the latest HIV outbreak in rural Indiana, it
was intravenous use of the strong prescription opioid oxymorphone, not heroin, which accounted
for most of the cases. Since the first patient in the outbreak was identified in January 2015, 174
people have tested positive for HIV. To combat the spread of HIV, Indiana instituted an
emergency syringe services program, among other efforts to expand treatment for HIV and
opioid use disorders. The Administration continues to support a consistent policy that would
allow Federal funds to be used in locations where local authorities deem syringe services
programs to be effective and appropriate. Studies show that comprehensive prevention and drug
treatment programs, including syringe services program, have dramatically cut the number of
new HIV infections among people who inject drugs.

“ R.N. Lipari and A. ITughes. The NSDUII Report: Trends in [Teroin Use in the United States: 2002 to 2013. (2015). Substance Abuse and
Mental Ilealth Services Administration, Center for Behavioral Iealth Statistics and Quality. Rockville, MD.

httpyiwww sarabisa, gov/ j ilasireport 1943/ ShorfRepart-1943 Jitm] Available at linked to on 7-19-2013

™ Jonos CM, Logan J, Gladden RM, Bohm MK. Vital Signs: Demographic and Substance Use "Irends Among Heroin Users - United Statos,
2002-2013. MMWR Morb Mortal Wkly Rep. 2015 Jul 10:64(26):719-25. PMIT): 26158333
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Nonmedical use of opioids like heroin can produce overdose including fatal overdose
especially when used in conjunction with other sedatives including alcohol and anti-anxiety
medicines. People who have stopped using for a period of time, such as those who were in
treatment, have been medically withdrawn, or have been incarcerated, are especially at risk of
overdose because their tolerance has worn oft but they use amounts similar to those prior to
cessation. When used chronically by pregnant women, both prescription opioids and heroin can
cause withdrawal symptoms in newborns upon birth, and if these opioids are withdrawn during
pregnancy, fetal harm may result.

For these reasons, it is important to identify and treat people with prescription opioid use
disorder quickly, ensure they are engaged in the most effective forms of evidence-based
treatment, and make lifesaving tools like the overdose reversal antidote naloxone widely
available. Fortunately, the treatments for heroin and prescription opioid use disorder are the
same. The standard of care is behavioral treatment plus stabilization on one of three FDA-
approved medicines, often called medication-assisted treatment (MAT). MAT may be tapered in
time to produce abstinence, but a health care provider must make the decision that is right for his
or her patient regarding whether to cease a medication.

The Administration continues to focus on vulnerable populations affected by opioids,
including pregnant women and their newborns. From 2000 to 2009 the number of infants
displaying symptoms of drug withdrawal after birth, known as neonatal abstinence syndrome
(NAS), increased approximately threefold nationwide.”® Newborns with NAS have more
complicated and longer initial hospitalizations than other newborns.”” Newly published data
shows the problem nearly doubled from 2009 to 2012.7® Additionally, the study showed that 80
percent of the cost for caring for these infants was the responsibility of state Medicaid programs
during this time.

The Administration is focusing on several key areas to reduce and prevent opioid
overdoses from prescription opioids and heroin, including educating the public about overdose
risks and interventions; increasing access to naloxone, an emergency opioid overdose reversal
medication; and working with states to promote Good Samaritan laws and other measures that
can help save lives. With the recent rise in opioid-involved overdose deaths across the country, it
is increasingly important to prevent overdoses and make antidotes available.

It is important to note in some cases traffickers are combining heroin with the synthetic
lab-produced opioid fentanyl or an analog, presumably as a way to increase user perception of

™ Epstein, R.A., Bobo, W.V., Martin, P.R., Morrow, 1. A., Wang, W., Chandrasekhar, R., & Cooper, W.Q. (2013). Increasing pregnancy-related
use of prescribed opioid analgesics. Annals of Epidemiology, 23(8): 498-303. Retrieved from hity//www nebinlonih sovipubmed/ 23889559,

7 Patrick, 8., Schumacher, R.T., Benneyworth, B.D., Krans, ., McAllister, 1M., & Davis, 1. (2012). Neonatal abstinence syndrome and
associated health care expenditures: United States, 2000-2009. Jounnl of the American Medical Association, 307(18): 1934-40. Retrieved trom
h fwvww aehialm nib. gov/pubmed 22346608

M) MM, Lehman, CU, (‘oopur WO. Incrosing incidenee and geographie distribution of nconatal abstinence syndrome: United
States 700‘) 2012. Journal ()['Pcrmdlulogy (2015): 1-6 online puh]udlmn April 30, 2015; doi:10.1038p.2015.36
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product strength and thus user experience.” Fentanyl can produce overdose rapidly in naive
users and in such cases naloxone may be insufficient remedy for fentanyl or its analogs.*

The Administration is providing tools to local communities to deal with the opioid drug
epidemic. Tn August 2013, SAMHSA released the Opioid Overdose Prevention Toolkit®! This
toolkit provides communities and local governments with material to develop policies and
practices to help prevent opioid-related overdoses and deaths. It contains information for first
responders, treatment providers, and those recovering from opioid overdose. In July 2014,
Attorney General Holder issued a Memorandum urging Federal law enforcement agencies to
identify, train and equip personnel who may interact with victims of an opioid overdose,® and in
October 2014, the Attorney General announced the launch of the Department of Justice’s
Naloxone Toolkit to support law enforcement agencies in establishing a naloxone program . In
August 2014, the Administration announced that DoD was making a new commitment to ensure
that opiate overdose reversal kits and training are available to every first responder on military
bases or other areas under DoD’s control.®* And earlier this month, the Indian Health Service
announced its own toolkit for use with American Indian and Alaskan Natives a population who
has disparate rates of past year non-medical prescription pain reliever use (6.9 percent vs. 4.2
percent in the rest of the population).®®

The Administration continues to promote the use of naloxone by those likely to encounter
overdose victims and for them to be in the position to reverse the overdose, especially first
responders and caregivers. The Administration’s FY 2016 Budget requests $12 million in grants
to be issued by SAMHSA to states to purchase naloxone, equip first responders in high-risk
communities, and provide education and the necessary materials to assemble overdose kits, as
well as cover expenses incurred from dissemination efforts. Profiled in the 2013 National Drug
Conirol Strategy, the Quincy Massachusetts Police Department has partnered with the State
health department to train and equip police officers to resuscitate overdose victims using
naloxone. The Department reports that since October 2010, officers in Quincy have administered
naloxone in more than 382 overdose events, resulting in 360 successtul overdose reversals.*® In
the past year, we have witnessed an exponential expansion in the number of police departments
that are training and equipping their police officers with naloxone. They now number in the
hundreds.

™ Notes from the ficld: increase in fentanyl-related overdose deaths - Rhode Island, November 2013-March 2014,

Mercado-Crespo MC, Sumner SA, Spelke MD, Sugerman DL, Stanley C; LIS officer, CDC.

MMWR Morb Mortal Wkly Rep. 2014 Jun 20:63(24):531. htt] vww.cde.gov/mmwr/proview/mmwrhtml/'mm6324a3.itm

# Zuckerman M, Weisberg SN, Boyer EW. Pitfalls of intrar naloxone. Prehosp Fmerg Care. 2014 Qcl-Dec; 18(4):550-4. doi:
10.3109/10903127.2014.896961. Fpub 2014 May 15. Available at linked 1o on.
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Extraordinary collaboration is taking place in rural and suburban communities such as
Lake County, Lllinois. As part of the Lake County Heroin/Opioid Prevention Taskforce, the Lake
County State’s Attorney has partnered with various county agencies, including the Lake County
Health Department; drug courts; police and fire departments; health, advocacy and prevention
organizations; and local pharmacies to develop and implement an opioid overdose prevention
plan*" Since July 2014, the Lake County Health Department has trained more than 34 police
departments, 27 of which are carrying naloxone. As of February 2015, the Lake County Health
Department had trained 828 police officers and 200 sheriff’s deputies to carry and administer
naloxone, and more departments have requested this training. %

Prior to 2012, just six states had any laws which expanded access to naloxone or limited
criminal liability. Today, 35 states®® and the District of Columbia have passed laws that offer
criminal and/or civil liability protections to lay persons or first responders who administer
naloxone. Twenty-four states’” have passed laws that offer criminal and/or civil liability
protections for prescribing or distributing naloxone. Thirty-three states®! have passed laws
allowing naloxone distribution to third-parties or first responders via direct prescription or
standing order. ONDCP is collaborating with state health and law enforcement officials to
promote best practices and connect officials interested in starting their own naloxone programs.
The odds of surviving an overdose, much like the odds of surviving a heart attack, depend on
how quickly the victim receives treatment. Twenty-five states’ and the District of Columbia
have passed laws which offer protections from charge or prosecution for possession of a
controlled substance and/or paraphernalia if the person seeks emergency assistance for someone
that is experiencing an opioid induced overdose. As these laws are implemented, the
Administration will carefully monitor their effect on public health and public safety.

The Affordable Care Act and Federal parity laws are extending access to mental health
and substance use disorder benefits for an estimated 62 million Americans.”® This represents the
largest expansion of treatment access in a generation and could help guide millions into
successful recovery. The President’s FY 2016 budget request includes $11 billion for treatment,
a nearly seven percent increase over the FY 2015 funding level.

It is essential to identify and engage people who use prescription opioids non-medically
early because the risks of being infected with HIV or hepatitis C increases dramatically once
someone transitions to injection drug use. It is much less expensive to treat a person for just a
substance use disorder early using evidence-based treatment, rather than to treat a person with a
substance use disorder and provide lifetime treatment for HIV or a cure for hepatitis C.

¥ Office of the Slale’s Allomey, T.ake County, Tllinois, Michael G. Nerheim. “Call 1o Action Take County Qpioid Prevention Tniliative.” [May
29, 2013]. Available at: hug:/esan org/neves? el
3 Lake County Ilealth Department Reporting. Email 271
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Medication-assisted treatment should be the recognized standard of care for opioid use
disorders. Research shows that even heroin users can sustain recovery if treated with evidence-
based methods. Studies have shown that individuals with opioid use disorders have better
outcomes with maintenance MAT .** Vet for too many people, it is out of reach. For instance,
only 26.2 percent (3,713) of treatment facilities provided treatment with methadone and/or
buprenorphine.”” Treatment programs are too often unable to provide this standard of care, and
there is a significant need for medical professionals who can provide MAT in an integrated

health care setting.

Medicines for opioid use disorder containing buprenorphine are important advancements
that have only been available since Congress passed the Drug Addiction Treatment Act of 2000
(DATA 2000). They expand the reach of treatment beyond the limited number of heavily
regulated Opioid Treatment Programs that generally dispense methadone. Also because
physicians who have taken the training to administer the medicines are allowed to treat patients
in an office-based setting, it allows patient care to be integrated with mainstream medicine.
Injectable naltrexone offers similar advantages but only to patients who have been abstinent from
opioids for 7-10 days. Special training required by DATA 2000 for prescribing buprenorphine is
not required for injectable naltrexone.

We need to increase the number of physicians who can prescribe buprenorphine, when
appropriate and the numbers of providers offering injectable naltrexone. Of the more than
877,000 physicians who can write controlled substance prescriptions, only about 29,194 have
received a waiver to prescribe office-based buprenorphine. Of those, 9,011 had completed the
requirements to serve up to 100 patients. The remainder can serve up to 30. Although they are
augmented by an additional 1,377 narcotic treatment programs, far too few providers elect to use
any form of medication-assisted treatment for their patients *® Injectable naltrexone was only
approved for use with opioid use disorders in 2012, and little is known about its adoption outside
specialty substance use treatment programs but use in primary care and other settings are
possible. To date only about 3 percent of U.S. treatment programs offer this medicine for opioid
use disorder.”” Education on the etiology of opioid abuse and clinician interventions is critical to
increasing access to treatments that will stem the tide of opioid misuse and overdose.

And there are some signs that these national efforts are working with respect to the
prescription opioid problem. The number of Americans 12 and older initiating the nonmedical
use of prescription opioids in the past year has decreased significantly since 2009, from 2.2
million in that year to 1.5 million in 2013.%® Additionally, according to the latest Monitoring the

* Weiss R, Poller I8, GrilTin MT,, McHugh RK, Haller 1, Jacobs P, Gardin J 2nd, Fischer T, Rosen K. Adjunctive Counseling During Briel
and Extended Buprenorphine-Naloxone Treatment for Prescription Opioid Dependence: A 2-Phase Randomized Controlled Trial Published in
tinal edited form as: Arch Gen Psychiatry. 2011 December: 68(12): 1238 1246.

% SAMIISA. National Survey of Substance Abuse Treatment Services (N-8SATE): 2012 -- Data on Substance Abuse Treatment Facilities
(December 2013).

% Personal communication (email) from Robert Hill (DEA).

¥ Aletraris 1.1, Bond Tdmond M1, Roman PM 1., Adoption of injectable naltrexone in 1.8. substance use disorder treatment programs. J Stud
Alcohol Drugs. 2015 Jan;76(1):143-51.

8 Substance Abusc and Mecntal Health Services Administration. Resufts from the 2013
Tables. Department of Health and Human Services. [November 2014]. Availablo: htt)
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Future survey, the rate of past year use among high school seniors of OxyContin or Vicodin in
2014 is its lowest since 2002.%

However, while all of these trends are promising, the national data cited earlier
concerning increases in emergency department visits, treatment admissions, and overdoses
involving opioids bring the task ahead of us into stark focus. Continuing challenges with
prescription opioids, and concerns about a reemergence of heroin use, particularly among young
adults, underscore the need for leadership at all levels of government.

Conclusion

We continue to work with our Federal, state, local, and tribal partners to continue to
reduce and prevent the health and safety consequences of nonmedical prescription opioid and
heroin use. Together with all of you, we are committed partners, working to reduce the
prevalence of substance use disorders through prevention, increasing access to treatment, and
helping individuals recover from the disease of addiction. Thank you for the opportunity to
testify here today, and for your ongoing commitment to this issue. 1 look forward to continuing
to work with you on this pressing public health matter.

#The Monitoring the Future study. Nareatics other than Heroin: Trends in Annual Use and Availability — Grades 8 10, and 12. University of
Michigan. [December 2014]. Available: ity ww.monitoringtheluture.ors/date | 4data/ 1 ddrfigt Lpd(
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Mr. SENSENBRENNER. Thank you, Mr. Botticelli.
Mr. Riley?

TESTIMONY OF JOHN (JACK) RILEY, ACTING DEPUTY
ADMINISTRATOR, DRUG ENFORCEMENT ASSOCIATION

Mr. RILEY. Chairman Sensenbrenner, Chairman Goodlatte, Con-
gressman Chu, and distinguished Members of the Subcommittee,
thanks for the opportunity to discuss heroin, its use and avail-
ability, and DEA’s response.

DEA’s single mission is enforcing the Controlled Substances Act,
and heroin has always been a major focus of our efforts over the
years. Sadly today, 120 Americans will die as a result of drug over-
dose. Heroin and prescription painkillers cause over half of those
fatalities. Accordingly, DEA views the opioid addiction epidemic as
really the number-one problem facing the country.

I have been with DEA almost 30 years, and I have to tell you
I have never seen it this bad. Heroin destroys individuals, families,
and communities. The vast majority of the heroin abused in the
United States is manufactured outside of our country and smug-
gled across our Southwest border. In recent years, we have seen an
increase in poppy cultivation and heroin production in Mexico. As
a result, Mexican heroin is more prevalent on our streets today, ac-
counting for approximately half of the domestic supply.

The role of Mexican organized crime is unprecedented, which is
why DEA’s relationship with our Mexican counterparts and our
presence along the border is so vital. DEA is addressing this evolv-
ing threat by targeting the highest-level traffickers and the vicious
organizations they run. I have personally spent the bulk of my ca-
reer chasing the man I consider to be the most dangerous heroin
dealer in the world, Chapo Guzman. He and his Sinaloa Cartel
dominate the U.S. heroin market.

DEA focuses its resources on disrupting and dismantling these
organizations, both at home and abroad. That means targeting the
intersections between Mexican organized crime and violent urban
gangs distributing the heroin on their behalf. The relationship be-
tween these two criminal entities can only be described as dan-
gerous and toxic.

Heroin can be found in virtually every corner of our country, in
places I have never seen it before, large and small, urban and
rural. Today, heroin is far different than it was just 5 years ago.
It is cheaper, higher in purity, and can be smoked and snorted,
much like powder cocaine. Unfortunately, there is no typical heroin
addict. The problem transcends all demographic and social/eco-
nomic lines.

Knowing this drug is a source of so much violence in our commu-
nities is really what keeps me up at night. I know from experience
the more we do to reduce drug crime, the more we will do to reduce
all violent crime. While Special Agent in Charge of the Chicago
Field Division, we developed a model of cooperation and collabora-
tion that I believe is making a difference there and across the coun-
try. The Chicago Heroin Strike Force began with a shared belief
among Federal, state, and local law enforcement, political leaders,
community leaders, and prosecutors that together we could effec-
tively target violent heroin organizations trafficking in heroin.
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As a result of our efforts, seizures dramatically increased, as did
the number of arrests and convictions of drug traffickers, primarily
those connected to violence. We also dismantled criminal organiza-
tions responsible for the distribution of hundreds, even thousands
of kilos of heroin and other drugs. Consequently, we made our com-
munities safer.

This new and innovative strategy also allows us to work to the
street level to prevent violent crime, while at the same time to pur-
sue the investigation into the highest level of cartel leadership,
wherever that takes us. We are actively looking to make this a
DEA model across the country.

Just as we cannot separate violence from drugs, we cannot sepa-
rate controlled prescription drug abuse from heroin. As a result,
DEA has established highly effective tactical diversion squads
across the country, 66 in total, as part of the commitment to target
the critical nexus between the diversion of prescription drugs and
heroin. Indeed, we are taking steps to remove unwanted, unneeded
and expired prescription drugs from medicine cabinets. In fact, on
September 26, 2015, DEA will host its 10th national take-back ini-
tiative.

I know firsthand these threats are an urgent challenge and a
danger to the communities and the lives of our citizens, but law en-
forcement is not the sole answer. Prevention, treatment, education
and awareness are critical to our success. Everybody plays a role
in this problem, from parents, community leaders, educators, faith-
based organizations, coaches and athletics, and the medical com-
munity. This is a marathon, not a sprint, but together we will
produce the results you seek and the American people demand.
Thank you.

[The prepared statement of Mr. Riley follows:]
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Statement of Jack Riley
Acting Deputy Administrator
Drug Enforcement Administration
Before the
Subcommittee on Crime, Terrorism, Homeland Security, and Investigations
Committee on the Judiciary
U.S. House of Representatives
July 28, 2015

INTRODUCTION

Chairman Sensenbrenner, Ranking Member Jackson Lee, and distinguished Members of
the Subcommittee, on behalf of the approximately 9,000 employees of the Drug Enforcement
Administration (DEA), thank you for the opportunity to discuss heroin use, its availability here
in the United States and the DEA’s response to the threat.

Drug overdoses are the leading cause of injury-related death here in the United States,
eclipsing deaths from motor vehicle crashes.' There were over 43,000 deaths in 2013, or
approximately 120 per day, over half of which involved either a prescription painkiller or heroin.
These are our family members, friends, neighbors, and colleagues.

Overdose deaths involving heroin are increasing at an alarming rate having almost tripled
since 2010. Today’s heroin at the retail level costs less and is more potent than the heroin that
DEA encountered a decade ago. It comes predominantly across the Southwest Border (SWB)
and is produced with greater sophistication from powerful transnational criminal organizations
(TCOs) like the Sinaloa Cartel. These Mexican-based TCO’s are extremely dangerous and
violent and continue to be the principal suppliers of heroin to the United States.

DEA is addressing the threat both internationally and domestically. DEA prioritizes its
resources by identifying and targeting the world’s biggest and most powerful drug traffickers,
designated as Consolidated Priority Organization Targets (CPOTSs), as well as other Priority
Target Organizations (PTOs). We partner internationally with our foreign host-nation
counterparts through our Sensitive Investigative Unit (SIU) and Bilateral Investigations Units
(BIU) programs.

Domestically, our enforcement teams are targeting heroin distribution cells which have
become an increasing threat to the safety and security of our communities due to their increasing
alliances with Mexican TCOs. By partnering with Federal, state, and local law enforcement,
through programs such as the High Intensity Drug Trafficking Areas (HIDTA) program, the
Organized Crime Drug Enforcement Task Force (OCDETF) regions, etc., we are identifying and
disrupting these drug traffickers. During FY 2014, DEA initiated 2,049 heroin cases, an increase
of 141% over the number opened in 2007. In addition, our tactical diversion squads (TDS) are
identifying those individuals in the prescription drug supply chain who are diverting controlled

! Centers for Discase Control and Prevention, Web-based Injury Statistics Query and Roporting System (WISQARS) [online],
(2014), available at. htlp:/wvew.cdo. goviinury/ wisqars/ tatsl tml.
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prescription drugs (CPDs). Once identified, the TDSs use administrative, civil, and criminal
tools to bring these individuals to justice.

Finally, on September 9, 2014, DEA issued a final rule titled “Disposal of controlled
substances” to help focus national attention on the issue of nonmedical use of prescription drugs
and related substance use disorders (SUDs), promote awareness that one source of these drugs is
often the home medicine cabinet, and provide a safe and legal method for the public to dispose of
unwanted CPDs through DEA’s National Drug Take Back Initiative (NTBI). Since 2010, DEA
has sponsored nine Take Back events and recently announced its intent to reinstitute NTBI in the
future.

CURRENT ASSESSMENT OF THE THREAT

Increased demand for, and use of heroin is being driven by both increasing availability of
heroin in the U.S. market and by individuals with opioid use disorders using heroin. Individuals
with opioid use disorders who begin using heroin do so because of price differences (i.e., heroin
is less expensive), but also because of increasing heroin availability relative to opiate based
CPDs as well as the reformulation of OxyContin®, a highly sought opioid.

Heroin overdose deaths are increasing in many cities and counties across the United
States, but particularly in the Mid-Atlantic, New England, New York/New Jersey Regions,
certain parts of Appalachia, and areas of the Midwest. Possible reasons for these increases in
overdose deaths include an overall increase in heroin use; high purity batches hitting certain
markets causing unintentional overdose; an increase in new heroin initiates (many of whom may
be inexperienced); nonmedical use of prescription opioids initiating use of heroin; and the
addition of extremely potent adulterants such as fentanyl in certain markets.

According to the DEA’s 2015 National Drug Threat Survey (NDTS), 38 percent of law
enforcement respondents reported that heroin was the greatest drug threat in their area, more than
any other drug. Since 2007, the percentage of NDTS respondents reporting heroin as the greatest
threat has steadily grown, from 8 percent in 2007 to 38 percent in 2014, The OCDETF regions
with the largest number of respondents ranking heroin as the greatest drug threat were the Mid-
Atlantic, Great Lakes, New England, and New York/New Jersey.

Data from the National Seizure System (NSS), demonstrates that domestic heroin
seizures have increased 81 percent over five years, from 2,763 kilograms in 2010 to 5,014
kilograms in 2014, Traffickers are also transporting heroin in larger amounts. The average size
of a heroin seizure in 2010 was 0.86 kilograms; in 2014, the average heroin seizure was 1.74
kilograms. According to the DEA’s National Forensic Laboratory Information System, which
collects drug identification results from drug cases submitted to and analyzed by Federal, state,
and local forensic laboratories, there has been a 37 percent increase in heroin samples analyzed
from 2009 to 2013 (from 108,778 to 149,479 samples).

2 Cicero, Theodore J., PhD; Matthew S. Ellis, MPE; Hilary L. Surratt. PhD; Steven P. Kurtz, PhD, The Changing Face of Heroin
Use in the United States; A Retrospective Analysis ol the Past 50 Years, July 2014,
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AVAILABILITY OF HEROIN FOR THE U.S. MARKET

There are four major heroin-producing areas in the world, but heroin bound for the U.S.
market originates predominantly from Mexico, and to a lesser extent, Colombia. The heroin
market in the United States has been historically divided along the Mississippi River, with
western markets using Mexican black tar and brown powder heroin, and eastern markets using
white powder which, over the last two decades has been sourced primarily from Colombia. The
largest, most lucrative heroin markets in the United States are the white powder markets in major
eastern cities: New York City and the surrounding metropolitan areas, Philadelphia, Chicago,
Boston and its surrounding cities, Washington, D.C., and Baltimore. With the growing number
of individuals with an opioid use disorder in the United States, Mexican TCOs have seized upon
a business opportunity to increase their profits. Mexican TCOs are now competing for the East
Coast and Mid-Atlantic markets by introducing Mexican brown/black tar heroin as well as by
developing new techniques to produce highly refined white powder heroin.

DEA has also seen a 50 percent increase in poppy cultivation in Mexico primarily in the
State of Guerrero and the Mexican “Golden Triangle” which includes the states of Chihuahua,
Sinaloa, and Durango. The increased cultivation results in a corresponding increase in heroin
production and trafficking from Mexico to the United States, and impacts both of our nations, by
supporting the escalation of heroin use in the United States, as well as the instability and
violence growing throughout areas in Mexico.

TRAFFICKING ALONG THE SOUTHWEST BORDER (SWB)

The majority of Mexican and Colombian heroin bound for the United States is smuggled
into the United States via the SWB, and heroin seizures at the border have more than doubled,
from 846 kilograms in 2009 to 2,188 kilograms in 2014.° During this time, the average seizure
also increased from 2.9 kilograms to 3.8 kilograms. The distribution cells and the Mexican and
South American traffickers who supply them are the main sources of heroin in the United States
today. The threat of these organizations is magnified by the high level of violence associated
with their attempts to control and expand drug distribution operations.

USE AND DEMAND

According to the 2013 National Survey on Drug Use and Health (NSDUH), 6.5 million
people over the age of 12 used psychotherapeutic drugs for non-medical reasons during the past
month — of these, 4.5 million reported non-medical use of prescription opioids. This represents
26 percent of illicit drug users and is second only to marijuana in terms of popularity. There are
more current users of psychotherapeutic drugs for non-medical reasons than current users of
cocaine, heroin, and hallucinogens combined.

In 2013, 169,000 persons aged 12 or older used heroin for the first time within the
previous 12 months. Among recent initiates aged 12 to 49, the average age for first-time heroin

® Drug Enforcement Administration, Unclassificd Summary, 2015 National Drug Threat Asscssment, Dg. 10, available at:
htinyYwww.des goviresource-center/dir-ndla-unclass. pd i
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use was 24.5 years, which was similar to the 2012 estimate (23.0 years).* Notably, a special
analysis of NSDUH data indicates that 86 percent of heroin initiates between the ages of 12 and
49 in 2009-2011 had previously used pain relievers non-medically.” While the number of CPD
abusers initiating heroin use is a small percentage of the total number of CPD abusers from 2002
to 2011, it represented a large percentage of new heroin initiates.

Black-market sales for CPDs are typically five to ten times their retail value. DEA
intelligence reveals the “street” cost of prescription opioids steadily increases with the relative
strength of the drug. For example, generally, hydrocodone combination products (a Schedule TT
prescription drug and also the most prescribed CPD in the country)® can be purchased for $5 to
$7 per tablet. Slightly stronger drugs like oxycodone combined with acetaminophen (e.g.,
Percocet) can be purchased for $7 to $10 per tablet. Even stronger prescription drugs are sold for
as much as $1 per milligram (mg). For example, 30 mg oxycodone (immediate release) and
30 mg oxymorphone (extended release) cost $30 to $40 per tablet. These increasing costs make
it difficult to purchase in order to support the addiction, particularly when many first obtain these
drugs for free from the family medicine cabinet or friends. Data from the National Survey on
Drug Use and Health show that the more chronic an opioid use disorder becomes, the more
likely the individual is to buy opioid drugs from a dealer.” Not surprisingly, some users of
prescription opioids turn to heroin, a much cheaper opioid, generally $10 per bag, which
provides a similar “high” and keeps individuals with opioid use disorders from experiencing
painful withdrawal symptoms. This cycle has been repeatedly observed by law enforcement
agencies. For some time now, law enforcement agencies across the country have been
specifically reporting an increase in heroin use by those who began using prescription opioids
r1or1—medical]y.8

Healthcare providers as well as those abusing CPDs are confirming this increase.
According to some reporting by treatment providers, many individuals with serious opioid use
disorders will use whichever drug is cheaper and/or available to them at the time. Individuals
with opioid use disorders are known to switch back and forth between prescription opioids and
heroin, depending on price and availability. Individuals with opioid use disorders who have
recently switched to heroin are at high risk for accidental overdose. Unlike with prescription
drugs, heroin purity and dosage amounts vary, and heroin is often cut with other substances (e.g.

* Substance Abusc and Mental Health Scrvices Administration, Results from the 2013 National Survey on Drug Use and Health:
Summary of National Iindings, NSDUI Series [1-48, 11118 Publication No. (SMA) 14-4863. Rockville, MI): Substance Abuse
and Mental Health Services Administration, 2014,

* Muhuri, PX., Gfrocrer I., & Davics, C. (2013). Associations of Nonmedical Pain Reliever Use and Initiation of Heroin Usc in
the United States, CBIISQ Data Review. Center for Behavioral Ilealth Statistics and Quality, Substance Abuse and Mental
Health Scrvices Administration, hitp,//swaw sambsa.govidaa/sites/default filey DRO0G DR E0G nonmedical- pain-relicver-use-

ber 6. 2014, DEA published a linal rule in the Federal Register 1o move hydrocodone combination products [rom
Schedule 11 to Schedule [I, as recommended by the Assistant Secretary for [lealth of the U.S. Department of [lealth and ] luman
Services.

7 SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2012-2013.
Unpublished special tabulations (March 2015).

¥ 11.S. Department ol Justice, Drug Enforcement Administration, 2015 National Heroin Threat Assessment Summary, DEA
Intelligence Report, April, 2013, available at:

htipwwwdea.govidivisiony'hg/ 201500352215 National Heroin Threat As
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fentanyl), all of which could cause individuals with lower tolerance to higher potency opioids to
accidentally overdose.”

Some CPD users become dependent on opioid medications originally prescribed for a
legitimate medical purpose.'’ A Substance Abuse and Mental Health Services Administration
(SAMHSA) study found that four out of five recent new heroin users had previously used
prescription pain relievers non-medically, although a very small proportion (3.6%) of those
initiated heroin use in the following five-year period.'" The reasons an individual may shift from
one opiate to another vary, but today’s heroin is higher in purity, less expensive, and often easier
to obtain than illegal CPDs. Higher purity allows heroin to be smoked or snorted, thereby
circumventing a barrier to entry (needle use) and avoiding the stigma associated with
injection. However many who smoke or snort are vulnerable to eventually injecting. Heroin
users today tend to be younger, more affluent, and more ethnically and geographically diverse
than ever before.'?

FENTANYL AND FENTANYL ANALOGUES

DEA has become increasingly alarmed over the addition of fentanyl into heroin sold on
the streets as well as the use of fentanyl analogues such as acetyl fentanyl. One of the most
potent Schedule II narcotics which is 25 to 40 times more potent than heroin," fentanyl presents
a serious increased risk of overdose death for a heroin user. In addition, this drug can be
absorbed by the skin or inhaled, which makes it particularly dangerous for law enforcement
officials who encounter the substance during the course of an enforcement operation. On March
18, 2015, DEA issued a nationwide alert to all U.S. law enforcement officials about the dangers
of fentanyl and fentanyl analogues and related compounds. In addition, due to a recent spike in
overdose deaths related to the use of acetyl fentanyl; on July 17, 2015, DEA used its emergency
scheduling authority to place acetyl fentanyl in Schedule I of the Controlled Substances Act
(CSA).

? Stephen E. Lankenau, Michelle Teti, Karol Silva, Jennifer Jackson Bloom, Alex Harocopos, and Meghan Treese, Initiation into
Preseription Opioid Misuse Among Young [njection Drug Users, Int ) Drug Policy, Author manuseript; available in PMC 2013
Jan 1, Published in (inal edited [orm as: Int J Drug Policy, 2012 Jan; 23(1): 37-44. Published online 2011 Jun 20. doi:
1016/j.drugpo.2011.05.014. and; Mars SG, Bourgois P, Karandinos G, Montcro F, Cicearone D., “Every ‘Never’ I Ever Said
Came ‘True”: Transitions l'tom Opioid Pills to Tlerain Injecting, [nt J IDrug Policy, 2014 Mar25(2):257-66. doi:
10.1016/).drugpo.2013.10.004. Epub 2013 Oct 19.

9 pain, 2015 Apr: 156(4):369-76, doi: 10.1097/01 j.pain.0000460357.01998 11, Rates of opioid misuse, abuse, and addiction in
chronic pain: a systemalic review and data synthesis. Vowles KE1, McEntee ML, Julnes PS, Frohe T, Ney JP, van der Goes DN.
! Substance Abuse and Mental Health Scrvices Administration. Associations of Nonmedical Pain Reliever Use

and Initiation of Heroin Use in the United Staies, Department of 1 lealth and Tluman Services, | August 2013, availuble at:
hittp s sa.gov/data/ 2k 13/ DatsReview/DROOE nonmedical-pain-telieve 2013.pdll

12 Cicoro, T., Ellis. M., Surratt,H, Kurtz, S. The Changing Face of Heroin Use in the United Statos: A Retrospective Analysis of
the Past 50 Years, July. 2014,

'3 Centers for Disease Control, Emergency Response Safely and Health Database, FENTANYL: Incapacitaling Agent,
fttpsaewweede. gov/niosh/ershd biemereencvresponseeard 29730022 himl, accessed March 19, 2015; U.S. Department of Justice,
Drug Enforcement Administration, Office of Diversion Control, Drug & Chemical Evaluation Section, Fenlanyl, March 2015,
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DEA’s RESPONSE TO THE CURRENT HEROIN AND OP101D THREAT
Anti-Heroin Task Force Program

As directed by Congress, the Department of Justice has joined with the Office of National
Drug Control Policy (ONDCP) to convene an interagency task force to confront the growing use,
abuse, and trafficking of heroin in America. DEA and more than 28 Federal agencies and their
components are actively participating in this initiative. The task force expects to have a strategic
plan for the President and Congress by the end of 2015.

International Enforcement: Sensitive Investigative Units

Funds requested for International Drug Enforcement Priorities will be used to support and
expand a key element of DEA’s international efforts: the Sensitive Investigative Unit (STU)
program. DEA’s SIU program, nine of which are in the western hemisphere, helps build
effective and vetted host nation units capable of conducting complex investigations targeting
major TCOs. DEA currently mentors and supports 13 SI1Us, which are staffed by over 900
foreign counterparts. The success of this program has unquestionably enhanced DEA’s ability to
fight drug trafficking on a global scale.

International Lnforcement: Bilateral Investigations Units

Bilateral Investigations Units (BIUs) are one of DEA’s most important tools for
targeting, disrupting, and dismantling significant TCOs. The BlUs have used extraterritorial
authorities to infiltrate, indict, arrest, and convict previously “untouchable” TCO leaders
involved in drug trafficking.

Domestic Enforcement: Tactical Diversion Squads

DEA Tactical Diversion Squads (TDSs) investigate suspected violations of the CSA and
other Federal and state statutes pertaining to the diversion of controlled substance
pharmaceuticals and listed chemicals. These unique groups combine the skill sets of Special
Agents, Diversion Investigators, and a variety of state and local law enforcement agencies. They
are dedicated solely to investigating, disrupting, and dismantling those individuals or
organizations involved in diversion schemes (e.g., “doctor shoppers,” prescription forgery rings,
and practitioners and pharmacists who knowingly divert CPDs). Since September 30, 2014,
DEA has deployed 66 Tactical Diversion Squads (TDS) in 41 states, the District of Columbia,
and Puerto Rico. Case initiations increased from 691 in 2005 to 1,727 in 2014, while arrests
increased from 105 in 2005 to 2,418 in 2014.

Domestic knforcement: Regulaiory Investigations

When the DEA was established in 1973, DEA regulated 480,000 registrants. Today,
DEA regulates more than 1.58 million registrants. The expansion of the TDS groups has
allowed Diversion Groups to concentrate on the regulatory aspects of enforcing the CSA. DEA
has steadily increased the frequency of compliance inspections of specific registrant categories

6
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such as manufacturers (including bulk manufacturers), distributors, pharmacies, importers,
exporters, and narcotic treatment programs.  This renewed focus on oversight has enabled
DEA to take a more proactive approach to educating registrants of their corresponding
responsibilities under the CSA and its implementing regulations.

National Drug Take Back Initiative (NTBI):

On September 25, 2010, DEA began coordinating NTBIs to help focus national attention
on the issue of nonmedical prescription drug use; promote awareness that one source of these
drugs is often the home medicine cabinet; and provide a safe and legal method for the public to
dispose of unwanted CPDs. These “take back™ events were sponsored by the DEA while it
prepared regulations that established permanent disposal methods, which was published on
October 6, 2014. Since its first National Take Back Day in September of 2010, DEA has
collected more than 4.1 million pounds (over 2,100 tons) of prescription drugs throughout all 50
states, the District of Columbia, and several U.S. territories.

CONCLUSION

The supply of heroin entering the United States feeds the increasing user demand for
opioids which has been spurred, in part by the rise of nonmedical prescription opioid use and
untreated substance use disorders. It is likely that this demand will continue to be met primarily
by Mexican-based TCOs who are pushing to expand their profits. DEA will continue to address
this threat by attacking the crime and violence perpetrated by the Mexican-based TCOs which
have brought tremendous harm to our communities. Additionally, DEA’s Office of Diversion
Control will use all criminal and regulatory tools possible to identify, target, disrupt, and
dismantle individuals and organizations responsible for the illicit manufacture and distribution of
pharmaceutical controlled substances in violation of the CSA. The Anti-Heroin Task Force will
develop a comprehensive strategy that will combine education; law enforcement; treatment and
recovery; and a coordinated community response.
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Mr. SENSENBRENNER. Thank you, Mr. Riley.
Ms. Parr?

TESTIMONY OF NANCY G. PARR, COMMONWEALTH’S
ATTORNEY, CITY OF CHESAPEAKE, VA

Ms. PARR. Mr. Chairman, Members of the Committee, I appre-
ciate the opportunity to be here today and to speak to you.

For the past 12 to 18 months, I have learned a great deal about
drug overdose deaths, prescription and illegal drugs, and part of
that is because I serve on the State Child Fatality Review Team
and we are reviewing poisonings of our youth, and that includes
narcotics, and also with a number of adult overdose deaths in my
city.

For the past 30 years as a prosecutor, I have learned a lot about
distributing drugs, and I have learned about simply possessing
drugs. There is a difference. There is a big difference.

For the past 30 years as a prosecutor, I have learned a lot about
property crimes, public safety, and what victims of crimes and law-
abiding citizens expect and deserve from their local law enforce-
ment and from their state law enforcement.

I appreciate the hold that drugs have on some people. We may
all have family or friends, or friends who have children who are ad-
dicted to either prescription drugs or heroin or cocaine. I appreciate
the pain that they experience for what they go through. And I ap-
preciate that very few people who are addicted to drugs or to any-
thing can break the cycle of addiction by themselves and alone. But
I also know that many of them die alone.

And I also know that we all want to save lives.

Users, whether they are incarcerated or not, should have access
to good, affordable treatment. Dealers should be incarcerated. Store
owners should not have their merchandise stolen by addicts who
are in there stealing to support their habit. Law-abiding citizens
should be able to live peacefully in their homes and in their neigh-
borhoods without dealers servicing their clients on the street cor-
ners, in the parking lots, or in the house next door. And they
should also not be subject to being in the middle of the crossfire
when the wars break out amongst the gangs and the drug dealers
over who is going to run what street corner or what street. We
have innocent people being shot and killed throughout this country
because of drug dealers engaging in gunfire.

The generations before us did not find a way to stop drug use
or abuse, and I don’t think anybody realistically thinks that this
generation is going to do so either. But we can all work together
to diminish the devastation of the impact of the drugs.

Now, all of the disciplines involved in this have to be at the table
because I am a prosecutor, I am not a therapist. I don’t know what
therapies work. I can listen and I can learn. So we all have to be
at the table.

The comprehensive Addiction and Recovery Act I support very
strongly, and I have permission from the National District Attor-
neys Association to state that the Association supports it also be-
cause of the three important things: the connection between pre-
scription drugs and heroin use; alternative evidence-based pro-
grams for incarcerated veterans; substance abuse and mental
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health. They often go hand in hand together. And grants for money
for naloxone for local law enforcement.

There are five components that I see, and each one serves a very
valid purpose: prevention, intervention, treatment, diversion, and
incarceration.

Thank you.

[The prepared statement of Ms. Parr follows:]
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Mr. Chairmar, and distinguished members of the Subcommittee on Crime, Terrorism, Homeland
Security and Investigations:

Thank you for the opportunity to appear today to discuss the important topic of the abuse
of heroin and other dangerous drugs. It is an honor and a privilege 1o be invited to offer input on
an issue that is impacting my city and my state.

L Introduction

In the past twelve months, I have read, studied, discussed, debated, learned, argued about
- and compromised on what are the better ways to address the growing heroin use and prescription
drug abuse in the Commonwealth of Virginia. [ use the word “better” as opposed to “best”
because the past twelve months have not convinced me that there is one, across the board,
solution, prevention or intervention.

Serving on the Governor’s Task Force on Prescription Drug and Heroin Abuse, on the
State Child Fatality Review Team, and as President of the Virginia Association of
Commonwealth’s Attorneys, I have listened {0 and spoken about concerns and ideas to address
this problem. Iappreciate this opportunity to share some of this information.
1. Increase

In Chesapeake, Virginia, fatal drug overdose increased 72% from 2013 to 2014 and non-
fatal overdoses increased 64% for the same period. The statistics for the first six months of 2015
appear to be stable for the fatal overdoses and higher for the non-fatal overdoses.

In reviewing autopsies for 2014 and 2015 deaths involving drug overdoses, I found that
there have been twenty such deaths since Januvary 2014. Eleven were male and pine were
female. Ages ranged from 18 to 59 with the largest number in the 30’s. Eleven died in their own

homes apparently alone at the time. Ten had prior contact with the criminal justice system and
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two of the ten were on bond. The prior criminal charges include DUI, domestic assault, robbery,
burglary, malicious wounding, PWID, and simple possession. Not all twenty included heroin in
the cause of death. However, ten did involve hercin. For the remaining ten, cause of death for
five was fentanyl (had been bought as heroin), for one was methadone (no valid prescription), for
one was prescription drugs, and for three was cocaine (including one with fentanyl).

According to my local law enforcement, the price of heroin has decreased by 50% or
more because of the increase in supply and availability. Today’s hercin is stronger and often
deluded (cut) with other drugs (often Fentanyl aka “Drop Dead”). In Chesapeake, in a relatively
short period of time, crack cocaine is becoming less commeon and heroin is becoming more
common.

In Virginia, the statistics are overwhelming, According to the Office of the Chief
Medical Examiner, each year approximately 70% of all drug deaths are due to one or more
opiates (heroin and/or prescription drugs). In 2013, drug deaths became the number one (n=912)
method of death in Virginia, Almost 82% of these deaths were determined to be accidental and
only 1% homicide.! Kathrin Hobron, MPH, Statewide Forensic Epidemiologist, has advised me
that this number could surpass 1,000 for 2014

Also, in 2013, over 42% of the drug deaths in Virginia were caused by prescription drugs.
Fentanyl, hydrocodone, methadone, and oxycodone (FHMO) were found to be partly or wholly
responsible for 386 drug only deaths in 2013. Oxycodone was the most commonly used FHMO

resulting in death.?

1 Dffice of the Chief Medical Fxaminer’s Annual Report, 2013, Commonwealth of Virginia, Virginia Department of
Health, created by Kathrin Hobron, MPH, January 2015, p. 160,
http://wwrw.vdh. virginia.gov/medExam/Reports. htm

2Jd. at 185,
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I believe that the statistics regarding prescription drugs are important and cannot be
overlooked because I have heard many testimonials about the progression from prescription
drugs to herein use. Parents who have lost a child to hefoin have described how their child
suffered an injury, was prescribed a narcotic pain reliever, became addicted and moved to hercin,
Recovering heroin addicts have described being injured and being prescribed a narcotic pain
reliever with little monitoring and no detoxification.

L. - Change

Changes are being made in Virginia and, hopefully, we are moving in the right direction,
In 2015, the Virginia General Assembly enacted statutes that address some of the comcerns
presented at forums across Virginia and to the Governor’s Task Force on Preseription Drug and
Heroin Abuse.

Section 54.1-3408 of the Code of Virginia, as amended, was expanded to allow a
pharmacist to dispense naloxone or other opicid antagonist pursuant to an order issued by a
prescriber and in accordance with protocols and to allow a person to possess and administer
naloxone or other opicid antagonist to a person who is, or is about to, experience a life-
threatening overdose. This statute also allows law enforcement officers and firefighters who
have completed a training program to possess and administer naloxone.

This legislation expands earlier pilot programs. The use of naloxone by law enforcement
officers and firefighters is not mandatory. The legislation specifically made it discretionary so
each law enforcement agency may determine if it is appropriate for its needs and circumstances.

A concern that I have expressed aboﬁt family members and friends having access to
naloxone to administer to persons who are experjencing life-threatening opiate overdoses is,

admittedly, not a popular one, In the pilot programs and as enacted, the persons administering
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the naloxone are not required to call 911 or seek further medical attention for the person
experiencing the overdose. 1 understand the need to have naloxone available quickly when a
loved ene is experiencing an overdose. However, I alse see a need for intervention and treatment
which cannot always be provided by a family member or friend.

Many people have expressed concerns about users being arrested if 911 is called or if the
person is taken to a hospital. I understand this concern. It is hard to see a loved one arrested.
However, with no evidence other than the overdoss itself, it is rare for people who overdose to
be charged with possession of heroin or other drugs.

To address the concern for the user being arrested and the concern for the person who
calls 911 for the friend being arrested, the Virginia General Assembly enacted § 18.2-251.03,
which provides an affirmative defense for simple possession charges. This section states
specifically what facts have to exist before this affirmative defense can go forward.

Also, the rise in prescription drug abuse and the connections to using illicit drugs led o
rccofnmendations from the Governor’s Task Force on Prescription Drug and Heroin Abuse
regarding Virginia's Prescription Mponitoring Program, and collaboration with medical and
healthcare schools.?

1IV.  Treatment Diversion and Incarceration

There are too few treatment programs. There are too few affordable treatment programs.
There is insufficient funding for valid treatment programs. There is a stigma related to seeking

treatment. Money addresses the first three problems and education can address the fourth.

* Recommendations of the Governor’s Task Force on Prescription Drug and Heroin Abuse, Implementation Plan;
June 30, 2015,
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Also, treatrﬂent programs need to be funded and need to be created for people who are
incarcerated. Follow up treatment hes to be provided upon release from incarceration.
Treatment should not and cannot exist only for those not incarcerated.

Also,.therc should be more diversion programs including Drug Courts in all levels of the
system (Circuit, General District and Juvenile). Chesapeake has had a Drug Court in Circuit
Court for several years with no additional funding. It is smell but it is successful. In the Juvenile
and Domestic Relations District Courts, there should be an opportunity to have Family Drug
Courts to address the dynamics of family addiction issues.

In Virginia, everyone charged with a first offense possession charge is eligible for the
First Offender Program. This program allows the court to withhold a finding of guilt by placing
the offender on supervision for a period of time ranging from twelve months to twenty-four
months. If the offender successfully completes the supervision pericd, then the charge is
dismissed. This is provided by statute. However, not all jurisdictions have the resources to offer
an effective treatment oriented supervision peried, Therefore, resources are needed to make
certain that offenders are doing more than submitting a urine sample.

V. lmpact

C.B. was arrested in 2006 and 2007 and, in 2007, was incarcerated for violation of
probation on an unauthorized use of a vehicle charge. At that time, she requested and was
allowed to enter our Drug Court program. She knew and admitted that she was an addict, she
had lost custody of her daughter and she “dried out” in jail. C.B. needed help and the
incarceration scared her and “woke her up”, She experienced a couple of setbacks in Drug Court
but the immediate sanctions reinforced the concept of consequences for all her actions and

choices. She successfully completed and graduated in 2009. She has been clean since then, has
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regained custody of her daughter, and works full time. C.B. stays in contact with my office and
thanks me regularly for “locking her up for 60 days™. :

While we all know people who say incarceration “woke them up” or was “their rock
bottom they needed to hit”, we, also, all know people who overdosed or continued to use shortly
after release on bond or after serving their sentence., A defense attorney from Norfolk shared
with me that he will never forget the feeling he experienced when the parents of his client called
him the morning after the bond hearing where he convinced the court to set a bond over the
prosecutor’s objection, to tell him that their daughter died from an overdose twelve hours after
they posted bond. We all kﬁow that no matter how untrue and unfair, the attorneys (both defense
and prosecutor), the parents, and the court all blame themselves for a part of her death.

VI Federal Assistance

1, and many of my colleagues across the Commonwealth, have requested assistance from
the United States Attorney’s Office (USAO) in prosecuting cases involving deaths resuiting from
the illegal distribution of narcotics (illicit and prescription) for a variety of reasons. The federal
agencies have more resources than many of our jurisdictions and the federal grand jury lends
itself to preparing and presenting indictments for crimes committed in muitiple jurisdictions by
ONe Person or one group.

Additionally, in 2013, the Vitginia Court of Appeals in Woodard v. Commonwealth, 61
Va.App. 567 (2013), held that the killing must occur in the same place as the underlying felony
(the distribution) for the felony homicide statute to apply. Felony homicide is punished as
second degree murder with a sentence range of 5 years to 40 years in prison with no mandatory

minimum. An attempt was made to alleviate this new obstacle through legislation in 2013.
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However, it failed. Therefore, the federal law has become more important to Virginia’s
prosecutors.

Also, the USAO has the opportunity to work with defendants after they are sentenced and
transferred to a federal prison because they have the ability to continue to present to the court
evidence of cooperation for a possible reduction in sentence. Under Virginia law, once the
defendant is transferred to the Department of Corrections, the sentence cannot be modified,

The federal grand jury is now somewhat reflected in our state multijurisdictional grand
Juries which allow for longer terms and more in depth presentation of cooperating and non-
cooperating witness testimony before indictment. This is helpful but the vast majority of cases
prosecuted by Virginia's prosecutors are initiated by warrants and citizens expect and deserve
quick action when they call the police.

Additinnaliy, there are no state or local funds for witness protection or relocation. The
Virginia State Police have a program by statutory authority but there are no funds for its
operation. Cur witnesses encounter the same threats and intimidation as federal witnesses and
we cannot protect them. Their safety is another reason we seek assistance from the USAO.

Because of the quantity of cases and arrests made by local law-enforcement, federal
funds are needed for intervention through diversion programs and treatment. Also, Virginia’s
prosecutors and local 1&W~enforcement are becoming much more involved in community
outreach to prevent criminal activity including drug use. Federal funds would be helpful in
establishing and continuing these programs. In particular, educating the public about the dangers
prescription drugs can present when used incorrectly, when used by people to whom they are not

prescribed, and when accessed by small children, is costly. Not only do people need to be
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educated but safe secure boxes for storage need to be provided and the disposal of unused
prescriptions by incineration needs to be available to all jurisdictions on a regular basis.
VIL  Conglusion

’ The growing heroin. epidemic must be attacked through a multi-disciplina:& approach.
Reducing the distribution of, use of, abuse of and addiction to hercin, prescription drugs and
other narcotics involves many disciplines which include law enforcement, prosecutors,
pharmacists, medical doctors, health professionals, substance abuse counselors, first responders,
mental health providers, addictionologists, recovering addicts, family members, and legislators to
name a few. [ do not know the right answer or solution but I do know that people need to be at
the table for the discussion and to express their concerns, issues and perspective., Only through

an open and honest discussion can the issues of education, treatment, monitoring, safe storage

and disposal, enforcement and protection of society be addressed and progress made.
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Code of Virginia
Title 54.1. Professions and Occupations
Chapter 34. Drug Control Act

§ 54.1-3408. Professional use by practitioners

A. A practitioner of medicine, osteopathy, podiatry, dentistry, or veterinary medicine ora
licensed nurse practitioner pursuant to § 54.1-2957.01, a licensed physician assistant pursuant to
§ 54.1-2952.1, or a TPA-certified optometrist pursuant to Article 5 (§ 54.1-3222 et seq.) of
Chapter 32 shall only prescribe, dispense, or administer controlled substances in good faith for
medicinal or therapeutic purposes within the course of his professional practice.

B. The prescribing practitioner's order may be on a written prescription or pursuant to an oral
prescription as authorized by this chapter. The prescriber may administer drugs and devices, or
he may cause drugs or devices to be administered by:

1. A nurse, physician assistant, or intern under his direction and supervision;

2. Persons trained to administer drugs and devices to patients in state-cwned or state-operated
hospitals or facilities licensed as hospitals by the Board of Health or psychiatric hospitals
licensed by the Department of Behavioral Health and Developmental Services who administer
drugs under the control and supervision of the prescriber or a pharmacist;

3. Emergency medical services personnel certified and authorized to administer drugs and
devices pursuant to regulations of the Board of Health who act within the scope of such
certification and pursuant to an oral or written order or standing protocol; or

4. A licensed respiratory therapist as defined in § 54.1-2954 who administers by inhalation
controlled substances used in inhalation or respiratory therapy.

C. Pursuant to an oral or written order or standing protocol, the prescriber, who is autherized by
state or federal law to possess and administer radiopharmaceuticals in the scope of his practice,
may authorize a nuclear medicine techinologist to administer, under his supervision,
radiopharmaceuticals used in the diagnosis or treatment of disease.

D. Pursuant to an oral or written order or standing protocol issued by the prescriber within the
course of his professional practice, such prescriber may authorize registered nurses and licensed
practical nurses to possess (i) epinephrine and oxygen for administration in treatment of
emergency medical conditions and (ii) heparin and sterile normal saline to use for the
maintenance of intravenous access lines.

Pursuant to the regulations of the Board of Health, certain emergency medical services
technicians may posscss and administer epinephrine in emergency cases of anaphylactic shock.

Pursuant to an order or standing protocel issued by the prescriber within the course of his
professional practice, any school nurse, school board employee, employee of a local governing
bedy, or employee of a local health department who is authorized by a prescriber and trained in
the administration of epinephrine may possess and administer epinephrine.

Pursuant to an order or a standing pratocol issued by the prescriber within the course of his
professional practice, any employee of a scheol for students with disabilities, as defined in §

22.1-319 and licensed by the Board of Education, or any employee of a private school that
1 712712015
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complies with the accreditation requirements set forth in § 22.1-19 and iz accredited by the
Virginia Council for Private Education who is authorized by a prescriber and trained in the
administration of epinephrine may possess and administer epinephrine.

Pursuant to an order issued by the prescriber within the course of his professional practice; an
employee of a provider licensed by the Department of Behavioral Health and Developmental
Services or a person providing services pursuant to a contract with a provider licensed by the
Department of Behavioral Health and Developmental Services may possess and administer
epinephrine, provided such person is authorized and trained in the administration of
epinephrine.

Pursuant to an oral or written order or standing protocol issued by the prescriber within the
course of his professional practice, such prescriber may authorize pharmacists to possess
epinephrine and oxygen for administration in treatment of emergency medical conditions:

E. Pursuant to an oral or written order or standing protocol issued by the prescriber within the
course of his professional practice, such prescriber may authorize licensed physical therapists to
possess and administer topical corticosteroids, topical lidocaine, and any other Schedule VI
topical drug.

F. Pursuant to an oral or written order or standing protocol issued by the prescriber within the
course of his professicnal practice, such prescriber may authorize licensed athletic trainers to
possess and administer topical corticosteroids, topical lidocaine, or other Schedule VI topical

drugs; exygen for use in emergency situations; and epinephrine for use in emergency cases of
anaphylactic shock.

G. Pursuant to an oral or written order or standing protocol issued by the prescriber within the
course of his professional practice, and in accordance with policies and guidelines established by
the Department of Health pursuant to § 32.1-50.2, such prescriber may authorize registered
nurses or licensed practical nurses under the immediate and direct supervision of a registered
nurse to possess and administer tuberculin purified protein derivative (PPD) in the absence of a
prescriber, The Department of Health's policies and guidelines shall be consistent with applicable
guidelines developed by the Centers for Disease Control and Prevention for preventing
transmission of mycobacterium tuberculosis and shall be updated to incorporate any
subsequently implemented standards of the Occupational Safety and Health Administration and
the Department of Labor and Industry to the extent that they are inconsistent with the
Department of Health's policies and guidelines. Such standing protocols shall explicitly describe
the categories of persons to whom the tuberculin test is to be administered and shall provide for
appropriate medical evaluation of those in whom the test is positive. The prescriber shall ensure
that the nurse implementing such standing protocols has received adequate training in the
practice and principles underlying tuberculin screening.

The Health Commissioner or his designee may authorize registered nurses, acting as agents of
the Department of Health, to possess and administer, at the nurse’'s discretion, tuberculin
purified protein derivative (PPD) to these persons in whom tuberculin skin testing is indicated
based on protocols and policies established by the Department of Health.

H. Pursuant to a written order or standing protocol issued by the prescriber within the course of
his professional practice, such prescriber may authorize, with the consent of the parents as
defined in § 22.1-1, an employee of a school board whe is trained in the administration of insulin

2 7127/2015
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and glucagon to assist with the administration of insulin or administer glucagon to a student
diagnosed as having diabetes and who requires insulin injections during the school day or for
whom glucagon has been prescribed for the emergency treatment of hypoglycemia. Such
authorization shall only be effective when a licensed nurse, nurse practitioner, physician, or
physician assistant is not present to perform the administration of the medication.

Pursuant to a written order issued by the prescriber within the course of his professional practice,
such prescriber may authorize an employee of a provider licensed by the Department of
Behavioral Health and Developmental Services or a person providing services pursuant to a
contract with a provider licensed by the Department of Behavioral Health and Developmental
Services to assist with the administration of insulin or to administer glucagon to a person
diagnosed as having diabetes and who requires insulin injections or for whom glucagon has been
prescribed for the emergency treatment of hypoglycemia, provided such employee or person
providing services has been trained in the administration of insulin and glucagon.

L. A prescriber may authorize, pursuant to a protocol approved by the Board of Nursing, the
administration of vaccines to adults for immunization, when a practitioner with prescriptive
authority is not physically present, by (i) licensed pharmacists, (if) registered nurses, or (iif)
licensed practical nurses under the iminediate and direct supervision of a registered nurse. A
prescriber acting on behalf of and in accordance with established protocels of the Department of
Health may authorize the administration of vaccines to any person by a pharmacist, nurse, or
designated emergency medical services provider who holds an advanced life support certificate
issued by the Commissioner of Health under the direction of an operational medical director
when the prescriber is not physically present. The emergency medical services provider shall
provide documentation of the vaccines to be recorded in the Virginia Immunization Information
System.

J. A dentist may cause Schedule VI topical drugs to be administered under his direction and
supervision by either a dental hygienist or by an authorized agent of the dentist.

Further, pursuant to a written order and in accordance with a standing protocol issued by the
dentist in the course of his professional practice, a dentist may authorize a dental hygienist
under his general supervision, as defined in § 54.1-2722, to possess and administer topical oral
fluorides, topical oral anesthetics, topical and directly applied antimicrobial agents for treatment
of periodontal pocket lesions, as well as any other Schedule VI topical drug approved by the
Board of Dentistry.

In addition, a dentist may authorize a dental hygienist under his direction to administer Schedule
VI nitrous oxide and oxygen inhalation analgesia and, to persons 18 years of age or older,
Schedule VI local anesthesia.

K. Pursuant to an oral or written order or standing protocol issued by the prescriber within the
course of his professional practice, such prescriber may authorize registered professional nurses
certified as sexual assault nurse examiners-A (SANE-A) under his supervision and when he is not
physically present to possess and administer preventive medications for victims of sexual assault
as recommended by the Centers for Disease Contrel and Prevention.

L. This section shall not prevent the administration of drugs by a person who has satisfactorily
completed a training program for this purpose approved by the Board of Nursing and who
administers such drugs in accordance with a prescriber's instructions pertaining to dosage,

3 22015
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frequency, and manner of administration, and in accordance with regulations promulgated by the
Board of Pharmacy relating to security and record keeping, when the drugs administered would
be normally self-administered by (i) an individual receiving services in a program licensed by the
Department of Behavioral Health and Developmental Services; (ii) a resident of the Virginia
Rehabilitation Center for the Blind and Vision Impaired; (ili) a resident of a facility approved by
the Board or Department of Juvenile Justice for the placement of children in need of services or
delinquent or alleged delinquent youth; (iv) a program participant of an adult day-care center
licensed by the Department of Social Services; (v) a resident of any facility authorized or operated
by a state or local government whose primary purpose is not to provide health care services; (vi)
a resident of a private children's residential facility, as defined in § 63.2-100 and licensed by the
Department of Social Services, Department of Education, or Department of Behavioral Health
and Developmental Services; or (vii) a student in a school for students with disabilities, as
defined in § 22.1-319 and licensed by the Board of Education.

In addition, this section shall not prevent a person who has successfully completed a training
program for the administration of drugs via percutaneous gastrostomy tube approved by the
Board of Nursing and been evaluated by a registered nurse as having demonstrated competericy
in administration of drugs via percutaneous gastrostomy tube from administering drugs to a
person receiving services from a program licensed by the Department of Behavioral Health and
Developmental Setvices to such person via percutanecus gastrostomy tube. The continued
competency of a person to administer drugs via percutaneous gastrostomy tube shall be
evaluated semiannually by a registered nurse.

M. Medication aides registered by the Board of Nursing pursuant to Article 7 (§ 54.1-3041 et seq.)
of Chapter 30 may administer drugs that would otherwise be seif-administered to residents of
any assisted living facility licensed by the Department of Sacial Services. A registered medication
aide shall administer drugs pursuant to this section in accordance with the prescriber's
instructions pertaining to dosage, frequency, and manner of administration; in accordance with
regulations promulgated by the Board of Pharmacy relating to security and recordkeeping; in
accordance with the assisted living facility's Medication Management Plan; and in accordance
with such other regulations governing their practice promulgated by the Board of Nursing.

N. In addition, this section shall not prevent the administration of drugs by a person who
administers such drugs in accordance with a physician's instructions pertaining to dosage,
frequency, and manner of administration and with written authorization of a parent, and in
accordance with school board regulations relating to training, security and record keeping, when
the drugs administered would be normally self-administered by a student of a Virginia public
school. Training for such persons shall be accomplished through a program approved by the local
school boards, in consultation with the local departments of health.

0, In addition, this section shall not prevent the administration of drugs by a person to (i) a child
in a child day program as defined in § 63.2-100 and regulated by the State Board of Social
Services or a Iocal gevernment pursuant to § 15.2-914, or (ii) a student at a private school that
complies with the accreditation requirements set forth in § 22.1-19 and is accredited by the
Virginia Council for Private Education, provided such person (a) has satisfactorily completed a
{raining program for this purpose approved by the Board of Nursing and taught by a registered
nurse, licensed practical nurse, doctor of medicine or esteopathic medicine, or pharmacist; (b)
has obtained written authorization from a parent or guardian; (c) administers drugs only to the
child identified on the prescription label in accordance with the prescriber's instructions
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pertaining to dosage, frequency, and manner of administration; and () administers only those
drugs that were dispensed from a pharmacy and maintained in the original, labeled container
that would normally be self-administered by the child or student, or administered by a parent or
guardian to the child or student.

P. In addition, this section shall not prevent the administration or dispensing of drugs and
devices by persons if they are authorized by the State Health Commissioner in accordance with
protacols established by the State Health Commissioner pursuant to § 32.1-42.1 when (i) the
Governor has declared a disaster or a state of emergency or the United States Secretary of Health
and Human Services has issued a declaration of an actual or potential bioterrorism incident or
other actual or potential public health emergency; (ii) it is necessary to permit the provision of
needed drugs or devices; and (iii) such persons have received the training necessary to safely
administer or dispense the needed drugs or devices. Such persons shall administer or dispense all
drugs or devices under the direction, control, and supervision of the State Health Commissioner.

Q. Nothing in this title shall prohibit the administration of normally self-administered drugs by
unlicensed individuals to a person in his private residence.

R. This section shall not interfere with any prescriber issuing prescriptions in compliance with
his authority and scope of practice and the provisions of this section to a Board agent for use
pursuant to subsection G of § 18.2-258.1. Such prescriptions issued by such prescrlber shall be
deemed to be valid prescriptions.

8. Nothing in this title shall prevent or intetfere with dialysis care technicians or-dialysis patient
care technicians who are certified by an organization approved by the Board of Health
Prefessions or persons authorized for provisional practice pursuant to Chapter 27.01 (§ 54.1-
2729.1 et seq.), in the ordinary course of their duties in a Medicare-certified renal dialysis facility,
from administering heparin, topical needle site anesthetics, dialysis solutions, sterile normal
saline solution, and blood volumizers, for the purpose of facilitating renal dialysis treatment,
when such administration of medications cccurs under the orders of a licensed physician, nurse
practitioner, or physician assistant and under the immediate and direct supervision of a licensed
registered nurse. Nothing in this chapter shall be construed to prohibit a patient care dialysis
technician trainee from performing dialysis care as part of and within the scope of the clinical
skills instruction segment of a supervised dialysis technician training program, provided such
trainee is identified as a "trainee” while working in a renal dialysis facility.

The dialysis care technician or dialysis patient care technician administering the medications
shall have demonstrated competency as evidenced by holding current valid certification from an
organization approved by the Board of Health Professions pursuant to Chapter 27.01 (§ 54.1-
2725.1 et seq.).

T. Persons who are ctherwise authorized to administer controlled substances in hospitals shall be
authorized to administer influenza or pneumococcal vaccines pursuant to § 32.1-126.4.

U. Pursuant to a specific order for a patient and under his direct and immediate supervision, a
prescriber may authorize the administration of controlled substances by personnel who have
been praperly trained to assist a doctor of medicine or osteopathic medicine, provided the
method does not include intravenous, intrathecal, or epidural administration and the prescriber
remains responsible for such administration.

V. A physician assistant, nurse or a dental hygienist may possess and administer topical fluoride
5 TR72015
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varnish to the teeth of children aged six months to three years pursuant to an oral or written
order ar a standing protocol issued by a doctor of medicine, osteopathic medicine, or dentistry
that conforms to standards adopted by the Department of Health.

W. A prescriber, acting in accordance with guidelines developed pursuant to § 32.1-46.02, may
authorize the administration of influenza vaccine to minors by a licensed pharmacist, registered
nurse, licensed practical nurse under the direction and immediate supervision of a registered
nurse, or emergency medical services provider who holds an advanced life support certificate
issued by the Commissioner of Health when the prescriber is not physically present.

X. Notwithstanding the provisions of & 54.1-3303, pursuant to an oral, written, or standing order
issued by a prescriber, and in accordance with protocols developed by the Board of Pharmacy in
consultation with the Board of Medicine and the Department of Health, a pharmacist may
dispense naloxone or other opioid antagonist used for overdese reversal and a person may
possess and administer naloxene or other opioid antagonist used for overdose reversal to a
perscn who is believed to be experiencing or about to experience a life-threatening opiate
overdose. Law-enforcement officers as defined in § 9.1-101 and firefighters who have completed
a training program may also possess and administer naloxone in accordance with protocols
developed by the Board of Pharmacy in consultation with the Board of Medicine and the
Department of Health.

Code 1950, § 54-497; 1956, c. 225; 1570, ¢. 630, § 54-524.65; 1973, c. 468; 1976, cc. 358, 614;
1977, c. 302; 1978, c. 224; 1980, cc. 270, 287; 1983, cc. 456, 528; 1984, cc. 141, 555; 1986, c. 81
1987, . 226; 1988, c. 765; 1990, <. 309; 1991, cc. 141, 519, 524, 532; 1992, cc. 610, 760, 793; 1993,
cc. 15, 810, 957, 993; 1994, c. 53;1995, cc. 88, 529;1996, cc. 152, 158, 183, 406, 408, 450;1997, cc.
172, 566, 806, 906;1998, c. 112;1999, c. 570;2000, cc. 135, 498, 861, 881, 935;2003, cc. 465, 497,
515, 794, 995, 1020;2008, cc. 113, 610, 924;2006, cc. 75, 432, 686, 858;2007, cc. 17, 699, 702, 785;
2008, cc. 85, 694;2009, cc. 48, 110, 506, 813, 840;2010, cc. 179, 245, 252;2011, c. 292;2012, cc. 787
, 803, 833, 835;2013, cc. 114, 132, 183, 191, 252, 267, 328, 336, 559, 617;2014, cc. 88, 491;2015,
cc. 302, 387, 502, 503, 514, 725, 732, 752.
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Code of Virginia
Title 18.2. Crimes and Offenses Generally
Chapter 7. Crimes Involving Health and Saféty

§ 18.2-251.03. Safe reporting of overdoses

A. For purposes of this section, "overdose” means a life-threatening condition resulting from the
consumption or use of a controlied substance, alcohol, or any combination of such substances.

B. It shall be an affirmative defense to prosecution of an individual for the unlawful purchase,
possession, or consumption of alcchol pursuant to § 4.1-305, possession of a controlled
substance pursuant to § 18.2-250, possession of marijuana pursuant to § 18.2-250.1, intoxication
in public pursuant to § 18.2-388, or possession of controlled paraphernalia pursuant to § 54.1-
3466 if: :

1. Such individual, in good faith, seeks or obtains emergency medical attention for himself, if he
is experiencing an overdose, or for another individual, if such other individual is experiencing an
overdose, by conternporaneously reporting such overdose to a firefighter, as defined in § 65.2-
102, emergency medical services personnel, as defined in § 32.1-111.1, a law-enforcement
officer, as defined in § 9.1-101, or an emergency 911 system;

2. Such individual remains at the scene of the overdose or at any alternative location to which he
or the person requiring emergency medical attention has been transported until a law-
enforcement officer responds to the report of an overdose. If no law-enforcement officer is
present at the scene of the overdose or at the alternative location, then such individual shall
cooperate with law enforcement as otherwise set forth herein;

3. Such individual identifies himself to the law-enforcement officer who responds to the report of
the overdose;

4. If requested by a law-enforcement officer, such individual substantially cooperates in any
investigation of any criminal offense reasonably related to the controlled substance, alcohel, or
combination of such substances that resulted in the overdose; and

5. The evidence for the prosecution of an offense enumerated in this subsection was obtained as
aresult of the individual seeking or cbtaining emergency medical attention.

C. No individual may assert the affirmative defense provided for in this section if the person
sought or obtained emergency medical attention for himself or another individual during the
execution of a search warrant or during the conduct of a lawful search or a lawful arrest.

D. This section does not establish an affirmative defense for any individual or offense other than
those listed in subsection BE.

2015, cc. 418, 436,
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Mr. SENSENBRENNER. Thank you very much.
Ms. Pacheco?

TESTIMONY OF ANGELA R. PACHECO, FIRST JUDICIAL
DISTRICT ATTORNEY, SANTA FE, NM

Ms. PACHECO. Good morning, Chairman Sensenbrenner and
Members of the Committee. Thank you for the opportunity to ap-
pear today. My name is Angela Pacheco, and I am the elected DA
for the First Judicial District in New Mexico. I am here to talk to
you about hope.

As a prosecutor, every day I make dozens of decisions that im-
pact someone’s life. I could sit here and tell you all the horrors as-
sociated with drug use, but as an elected official who is constantly
being bombarded with the ills of society on a daily basis, wouldn’t
you rather hear about giving someone hope?

Our community, like so many, has experienced the ravages of
heroin addiction for years. As a prosecutor, I have personally pros-
ecuted three generations of families addicted to heroin and associ-
ated crimes. Every day in the courtroom, we see the same individ-
uals addicted to opiates, day in and day out, who are released from
custody and told to obey all laws and stay clean, with little to no
treatment. And, of course, in 2 weeks, when they report to their
probation officer, they will be given a urine specimen cup, told to
provide a urine sample, the sample will test positive for opiates,
then the person will be arrested, placed in custody, go back to the
court, then is released from custody, told to obey all laws, stay
clean, and the cycle continues.

We all know that the person is addicted to heroin. Of course,
they will test positive. Just because someone tells them or orders
them to stop using, do you really think that is going to last very
long? Anyone that has ever raised children knows firsthand that
you can’t make someone do something unless they want to. The
definition of insanity is we keep repeating the same mistakes over
and over and expect a different result. That is madness.

So in 2014, Santa Fe became the second city in the Nation after
the City of Seattle to implement a Law Enforcement Assisted Di-
version program, referred to as LEAD, for low-level drug offenders.
Our LEAD program is community policing at its best. A police offi-
cer on the streets knows his or her community. Who better than
a police officer to divert someone into a program?

Let me tell you how LEAD works. A police officer is called to a
local grocery store on a shoplifting call where he encounters Mary,
a known heroin addict that he has arrested several times before.
Instead of booking and arresting her, he offers her the LEAD pro-
gram. The agreement he makes with Mary is that she must com-
plete the LEAD application process within 72 hours. If she does,
the officer will not file criminal charges on the shoplifting at the
grocery store. If she agrees, the officer then contacts a LEAD case
manager and arranges for the two to meet. The case manager asks
Mary, “What can I do to help you? What do you need?” Then the
two of them develop an action plan. They start with what are her
basic needs. For example, she may need housing, child care, assist-
ance in filling out a job application or a GED registration, whatever
it takes to get her life back.
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Remember, Mary has been through the system and has lost ev-
erything due to her addiction to heroin—friends, family, and chil-
dren.

LEAD has a case management committee that meets every 2
weeks to discuss Mary’s progress. The committee consists of police
officers, prosecutors, public defenders, case managers, and thera-
pists. Everyone is given an opportunity to provide input on Mary’s
progress. Everyone is in agreement that Mary will slip and there
will be missteps, but Mary will have a safety net of individuals
ready to support her.

Our LEAD program isn’t for everyone, but it is a start for a num-
ber of reasons. It is about understanding that an opiate addiction
is truly a public health issue and not a criminal matter. It is about
recognizing that a person with an opiate addiction is a person, not
just another statistic, not another criminal defendant for me to
prosecute, but someone whose life does matter.

The twin purposes of LEAD are to save money and time. Also
but more importantly, LEAD is about saving lives. LEAD is about
empowering the person and giving them hope.

[The prepared statement of Ms. Pacheco follows:]
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Chairman Sensenbremmer, and Members of the Committee thank you for the oppottunity to
appcear today. I wish to highlight my experience dealing with the opioid -- heroin and prescription
pain reliever - crisis that we are witnessing today in my capacity as the First Judicial District
Allorney in New Mexico and describe a comprebensive new strategy that Northern New
Mexico has enpaged to more effectively address opioid-related crime.

Seope of Opioid Crisis in New Mexico

In 2008, I was elected to serve the First Judicial District. My jurisdiction in New Mexico
includes Sunta Fe, Rio Arriba, and Los Afamos counties. The District has a total of 7,879 square
miles with 26 persons per square mile.

Since the latc 1990s, the three counties under my jurisdiction huve struggled with scverc opiate
use and overdose. Injection drug use is an inter-generational issue in some communities, Heroin
has infiltraied a culture that values family, elders and communities that are land rich and cash
poor.

New Mexico's drug overdose death rale has been one of the highest in the nation for most of the
last two decades. New Mexico's unintentional overdose death rate has almost tripled since 1990,
and though in recent years the state has seen a decrease in rates, in 2014 vverdose death rates
increased 20%. |

Unintentional drug overdose death rates surpassed death rates due to alcoliok-involved (A-I)
motor vehicle crashes (MVC) in 1996 and death due to all MVC in 2007." However, funding for
DWI prevention in New Mexico 1s approximately seven (imes the amount for overdose
prevention. T Tn 2007, New Mexico moved from the highest to the second highcst unintentional
drug overdose death rate behind West Virginia.

In 2010, New Mexico maved to 3rd highest behind West Virginia and Kentucky, and in 2013,
New Mexico had the 5th highest uninientional drug overdose death rate behind West Virginia,
Kentucky, Rhode Island, and Ohio. Howevcr, 2014 Office of Medical Examiner data show that
New Mexice has moved back to the number two position in the namber of overdose drug deaths
in the US.

C1: Age-Adjusted Overdose Death Rates in N# and the US, 1990-2014
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Figure C1 shows (he rend in age-adjusted drug overdose death rates in New Mexico and the
United States.™ Ria Arriba County, in my district, continues to have the highest overdose deaths
in the country. In 2014, the County had a death rate of 108 per 100,000 residents, almost ten
times the national ratc.

In response w the opiate epidemic, New Mcxico becamc the first stale to amend its laws to make
it easier for medical professionals to prescribe and dispense naloxane, and for lay administrators
to use it without fear of legal repercussions. New Mexico was also the [irst state o amend its
laws to encourage Good Samaritans to summon aid in the event of an overdose. Good Samaritan
laws provide limited immunity from violations of possession of a controlled substance or
paraphernalia to those who seek help for a friend or family member who is expericneing a drug
averdose and call 911. Twenty-seven other states have passed a similar law to address the
overwhelming rales ol drug-relaled overdoses in their states. Furthermore, New Mexico has a
well-established syringe exchange program that was built decades ago in response to very high
rates of Hepatitis C infections in our state.

Tust last weelk the New Mexico Department of Health just reported that more than 900 opioid
overdose reversals were reported in 2014 due to the use of naloxone, a 29% increase in reversals
from 2013. Although the increase is significant, more access to naloxone is needed in our
communities. For example, not all of our Puhlic Health Offices in every county dispense
naloxone, and only a handful of law enforcement agencies carry naloxone. Only one of our
county detention centers dispense naloxone when a person identified as having an addiction to an
opiate is leaving the jail and only one of our jails offers medication assisted treatment to people
who enter jail with an addiction.

New Mexico’s overdose raie in part can be atiributed to: the lack of care cocrdination among
health care providers, substance abuse counselors, buprenorphine providers and methadone
providers; a lack of medication assisted treatment services and naloxone dispensing in the jails
and detention centers; no care coordination upon release for people leaving jail with an
addiction; and medical providers who are over prescribing strong opioids and not informing
patients about the risks of addiction and overdose or co-prescribing naloxone.

While there has been a dramatic increase in heroin and prescription drug use that has shifted
from urban centers to rural arcas, including communitics affected in rural parts of the United
States not accustomed to dealing with heroin use, authorities in my jurisdiction have been
dealing with this for a long time,

We see the same nonviolent drug offenders filling the court’s dockets over and vver again while
burdening taxpayers with expensive jail stays. While in jail these people never receive the
treatment and soctal supports they need to address their addiction. We arrest people and then we
send them 1o courl on a felony. We tell thern, "Stay clean.” Within two weceks, they go in and
they meet with probation and parole after giving a urine sample. The drug test will come back
positive because they are slill struggling with their addiction, so then we put them back in jail
and we go back to court on a probation violation and we all say, "Don't use drugs."
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We put them back out on the street and within a couple of weeks, they go back to probation, they
have a positive drug test, then they go back to jail and we do this constantly, every day. Nobody
is getling anywhere with this, I [eel like a mouse on one of those little wheels. I just keep running
and running and running and we're not getting anywhere.

People go through the systemn without any impact on their behavior. What’s worse, is that once
they have been in the system, the challenges they face in turning their life around are infinitely
greater than they were belore. Everything gets harder — from putting food on the table Lo keeping
families together to simply keeping hope alive.

That ends up costing our community far more - in time, in human resources, in un-realized
potential, in tax dollars, and in the cost of future crimes - than it would if we could catch these
cases belore going into the systemn and get these people the help they need.

Our state, owr communities and our families are wrestling with addiction, overdose, incarceration
that is costly in more ways than one, and rising properly crimes. Not unlike our sisler cities
across the county, we were frustrated with the level of repeat offenders, frustrated with the
predictability, and the futility, of that old, but always tragic cycle.

Arrest, trial, conviction, short stint in jail, release. Arrest, trial, conviction, short stint in jail,
release. Again and again.

What we were doing wasn’t working, and our community in Worthern New Mexico was ready (o
invest in better aptions.

So in 2014, Sanla Fe became the sceond city in the nation after the city of Scattle to implement a
T.aw Enforcement Assisted Diversion program, referred to as LEAD, in an attempt to address
low-level crime and reduce, where possible, the involvement of a criminal justice sysiem that
often seems stacked against peor and minority defendants,

Law Enforcement Assisted Diversion

Under LEAD, police officers exercise diseretion to divert individuals for low-level criminal
offenses (including drug possession and low-level sales) to a case manager and a comprehensive
network of services instead of booking them and initiating the charging process. LEAD [usters
true partnership between police and the communities they serve.

Santa Fe's LEAD program was developed after nine menths of study and community
engagement and is tailored to the community’s needs. Unlike Seattle, Santa Fe’s main concerns
are not drug markets, but rather opinid misuse, dependence and overdose, as well as rising rates
of property crime. Eligibility for Santa Fe T.EAD is limited to those caught possessing or selling
three grams or less of opioids.

The unique collaboration between multiple stakeholders -- including the pelice, disfrict
atloreys, mental heatth and drug ireatment providers, housing providers and other service
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agencies, the business community, public defenders, elected officials and community leaders —
has directly contributed to the success of LEAD. Traditional adversaries have an opportunity to
come together to supervise and encourage participants in the program. In so doing, they grow to
have a stake in the success of the people going through the program. The results thus far have
heen eye-opening,.

After three years of operation in Seattle, a new, independent evaluation has shown that LEAD
reduces the number of people arrested, prosecuted, incarcerated, and otherwise caughit up in the
criminal justice system. The University of Washington cvaluation found that LEAD participants
were 6(1% less likely to be rearrested witbin the first six months of'the study and 58% less likely
1o be remrested during the enlire course of (he evaluation o date.” This resuil is parlicularly
encouraging based on the high re-arrest rate for this population vader the traditional criminal
justice model. The Santa Fe program has only been in operation for one-year, however, early
data suggcests we arc sceing this same decrcase in recidivism,

The Sania Fe LEAD projeet allows us to focus on goals we all agree on: protecting our kids,
increasing the public safety, and preventing and treating addiction. And, although it is too soon
to paint a causal connection, T am proud to say that property crime is dropping in Santa Fe,
hitting all-time lows and showing no indications of picking back up again.

LEAD rccognizes that drug use is a complex problem and people need to be reached where they
currently are in their lives. LEAD has precipitated a fundamental policy reorientation in Santa
Fe, from an “enflorcemeni-first” approach, to a heallh-ceniered mode] — reinforeed by specialized
harm reduction training required of every police officer. Iu this sense, LEAD helps people with
physical and mental health needs escape the cycle of repeated arrests and incarceration for
substance use.

An unplanned but welcome effect of LEAD has been the reconciliation and healing it has
brought to police-community rclations. While tensions risc in many communitics between law
entorcement and civil rights advocates, LEAD has led to strong alliances among traditional
opponents in policy debales surrounding policing, and built a strong positive relationship
between police officers and people on the street who are often a focus of police attention.

Benefits of the LEAD Program to the Community

* Increases safety and order for the community by reducing future criminal
behavior.

+  Reduces the burden on the law enforcement, county jail, prosecution, and
court systelrl.

»  Redirects public safety resources to more pressing priorities, such as
setious and violent crime.

» Reduces opiate averdases and recidivism.,

s Opiimizes the use of the Allfordable Care Act heallh coverage lor
treatment and social supports.

» mproves individual outcomes and community quality of life through
rescarch-based treatinent, harm reduction and social supports
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Toe many times, T think we look at this massive, sometimes overwhelming justice system and
we say 1U's (oo big for local communilies lo have an impact.

But in Santa Fe, and in Seattle, we’re finding more and more every day that in spite of that sense
of powerlessness, it's a misconception, and when a really good idea comes along, and
circumstances in your community and the public safety demand action, you can move the
mountain, and make a real difference in people’s lives and in your communily’s public healih
and safety.

This was somcthing we had to get right. So we put all the options on the table — and brought all
the key stakeholders to the conversation.

City, county and Tribal officials, law enforcement, the District Attorney, public defenders,
treatment providers, community groups and citizens all came together to identify a new approach
to addiction and the crime that is directly correlated to it.

A few things became clear in those conversations:

o We wanted to see people who were struggling with addiction in a public health system
rather than in jail or on the streets.

s We recognized that handling low-level, non-violent drug offenders in the local and state
criminal justice sysiem was not only far too costly but also far 1oo incffective. The
evidence suggests that this is not a way to break the cycte of addiction or enhance public
safety.

With the economic strain on our local counties, pre-booking diversion programs, like LEAD,
offer a viable, cost cffective altcrnative to the status quo that can positively impact our
communities. In Santa Fe, LEAD is projected to cost 80% less than the current system over a 10
year period.

Santa Fe LEAD Task Force Findings: The Cost to the System

100 individuals, arresicd by Ciiy of Santa Fe Police for oplale posscssion or sales,
cost more than $4 million doflars ar an average of $41K per individual across local
and stale systems over the last 3 years,

These same 100 individuals cast the city $1 million dallars in jail/detention costs
over 3 years tor a total of 11,502 jail days.

They were arrested 590 times by police officers in the 3 years; officers spent an
average of 9.3 hoans per arvest,

A mgjority (91 out of 100) were ropoat offendors with a pattern of being re-arrostod
every 6 months.

51% ol those individuals had property crime historics.

6
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A growing number of jurisdictions are interested in adopting LEAD including Washington D.C.,
Baltimore, Attanta, Buffalo, Housten, Ithaca, Los Angeles, New York City, Philadelphia,
Portland (ME) and San Francisco. Albany, NY, is on pace to launch LEAD in 2016. Numerous
jurisdictions around the country are interested.

Conclusion

Al some point, we have to get past the rhetoric. This isn’t a question of being soft or fough on
crime, There are plenty of politicians out there who tell you the answer is to crack down on.
criminals and then keep coming back with the same tired solutions like increasing mandatory
minimums and throwing more and more Americans — members of our communitics - - in jail.

If we really care about fixing the problem — not just using it to further our goals, then it is time to
invest in hetter, smarter options. 1t is time to listen to what the data tells us and treat drug misuse
s & healih issue, not a criminal one.

Santa Fe is privileged to be on the forefront of this exciting shift in criminal justice policy and
we arc cxeited to be in a position to work with other jurisdiclions on implementing this model in
their communities.

The police rank and file we have working this program will tell that it’s changed lives for the
better, and already has had an impact on our community that could last a generation or more.

This is about shifting resources so that our law entorcement ofticers and our proseculors and our
jail and our first responders can really respond o the violent crimes that we know exist in our

community. Abovc all, this is a public safety program and it is a public health program.

Already, our sireets arc safet and our familics are healthier.

I New Mexico Department of Health: 3L F) T A /2015/7 /view=27"

it NM, Department of Health, Epidemivlogy Response Division Data.

WMoeller, Shelly, An Inguiry into fTarm Reduction Policics and Practlce to Prevent Drug Overdose in NM, June 2015,

* NM, Department of Health, Epidemiology Response Bivislon Dala.

+ University of Washington-Harburview Medival Cenler, LEAD Program Evaliation: Recidivism Report, March 27, 2015,

vi Rand, |oohee. LEAD Cost Benefit Analysis, Santa Fe Community Foundation. June 24t%, 2013,
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Mr. SENSENBRENNER. Thank you very much.

We will begin questions under the 5-minute rule, and I will yield
myself 5 minutes to ask the first series of questions.

Ms. Pacheco, I agree with you that merely throwing somebody in
jail and then having them come out and probably go back to the
bad ways that got them to jail in the first place is something that
ought to be addressed. Can you give me an estimate of the recidi-
vism rate of those who have gone through the LEAD program and
graduated and ended up finding out—everybody finds out that it
didn’t work?

Ms. PAacHECO. Certainly. Mr. Chairman, Santa Fe’s program has
been in existence for 1 year and, as such, we don’t have the kind
of statistical data that, let’s say, Seattle does. Seattle has shown
that in their program—and Santa Fe is modeled after it—the re-
cidivism is—I want to make sure I have the correct number for
you. I had it marked here for you. I am sorry, sir. It would be 80
percent less, Mr. Chairman.

Mr. SENSENBRENNER. It is 80 percent less than the recidivism
rate before the program started in Seattle?

Ms. PACHECO. Correct.

Mr. SENSENBRENNER. Well, let me say that I think this is prob-
ably the most important thing that we ought to look at, because as
demand goes down, the profits that are made by the dealers go
down as well, and we can talk about saving lives and giving people
hope. In my home community in Southeastern Wisconsin, we have
had a rash of deaths as a result of heroin overdose. Attorney Gen-
eral Brad Schimel of Wisconsin last week convened a task force to
try to deal with this both from a law enforcement as well as a
treatment and rehabilitation standpoint, and the bill that I intro-
duced with other Members of the Committee was made at the sug-
gestion of Governor Walker.

What advice would any of you give to the Attorney General of
Wisconsin on how to deal with the task force that he has convened
so that it can be effective, and why don’t you start, Mr. Botticelli?

Mr. BOTTICELLI. One of the areas that I think you have heard
today—and we have been working with many, many states and At-
torneys General in terms of helping with state responses to that.
I think the overall goal is that this has to be a comprehensive re-
sponse, that people know, quite honestly, that it is a multi-dimen-
sional problem that needs a multi-pronged approach. So preven-
tion, treatment, recovery support services, as well as a role for our
local law enforcement too in terms of not about incarcerating peo-
ple with addiction but going after the supply of drugs that are on
our streets that are fueling this epidemic. So it really needs to be
a multi-pronged approach.

As you mentioned, as I think many local law enforcement people
are understanding the fact that they can’t arrest their way out of
this problem, and that they also have a role in terms of reducing
overdoses. So we have really been, I think, amazed in terms of local
law enforcement’s rise to the call in terms of preventing overdoses.

But this is really a multi-dimensional issue here that requires a
comprehensive response. Everybody, as Mr. Riley talked about, has
a role here. So whether that is law enforcement, the public health
community, faith leaders, it is about bringing people together, look-
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ing at the evidence about what is effective, and implementing those
responses.

Mr. SENSENBRENNER. Ms. Parr, do you have anything to add to
what Mr. Botticelli has said?

Ms. PARR. Well, Mr. Chairman, I am serving on the Governor’s
Task Force on Prescription Drug Overdose, and I can say that one
of the good things and the reason I think this task force 1s working
and the implementation plan has been published is that there are
so many different aspects. We have pharmacists, we have medical
doctors, we have mental health treatment providers, we have law
enforcement, we have state police, local police, sheriffs. The Fed-
eral Government has a representative there. We are all rep-
resented there, and it has been broken down into a treatment
workgroup, a law enforcement workgroup, education, and also more
specific on disposal, safe disposal of the prescription drugs. So the
broad spectrum, and then breaking down into specific workgroups
I think has produced a very good plan.

Mr. SENSENBRENNER. Thank you very much. My time is up.

The gentlewoman from California, Ms. Chu.

Ms. CHU. Yes. Ms. Pacheco, I am so impressed by the LEAD pro-
gram. Could you describe how the LEAD program has affected po-
lice and community relations in Santa Fe and what role the com-
munity involvement plays in LEAD, as well as what cost savings
have been realized by implementing this program?

Ms. PAcHEcO. Thank you, Mr. Chairman, Ms. Chu. Initially,
Santa Fe had a series of meetings by all community members for
about 9 months. We did a needs assessment. Everybody was in-
volved—private business, law enforcement, mental health work-
ers—and we were able to put together the LEAD program.

The LEAD program consists of a consortium of individuals,
Santa Fe County, the City of Santa Fe, Santa Fe Police Depart-
ment and the District Attorney’s Office, the Public Defender’s Of-
fice. All of us get together and we have combined resources, man-
power. We have public funding, we have private funding, and we
get together, and I guess what I would really like to say is it is
rﬁally wonderful to see how the police officers have responded to
this.

The police officers on the streets are the ones who originally
came to us and said we need to do something, we are sick and tired
of arresting the same people, we have nothing we can give them,
and for us it has been very gratifying to see the response by the
police department.

Then the other thing that has been very gratifying to us in ref-
erence to the program has been that we have seen many young
women with children, and we had not anticipated that. So we are
also able to provide services to the children, and we really at first
had not taken that into consideration. So what we are able to do
now is provide services to an entire family, and we have found that
to be very gratifying.

Ms. CHU. Thank you.

Mr. Riley, there have been numerous cases across the country
where individuals who suffer chronic pain have faced challenges
getting their properly prescribed pain medication. I understand
that drug stores have been tightening the rules after the DEA has
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imposed record fines on pharmacies based on allegations that they
weren’t scrutinizing questionable prescriptions.

I believe a careful balance has to be struck between attacking
prescription drug abuse while not preventing legitimate patients
from accessing pain medications. That is why I am a co-sponsor of
H.R. 471, which is the Ensuring Patient Access and Effective Drug
Enforcement Act, which passed the House in April.

So, Mr. Riley, what steps is the DEA taking to ensure that pa-
tients are getting legitimate prescriptions for drug abuse, and how
do you respond to comments that the DEA’s actions to stop pre-
scription drug abuse are causing an increase in the heroin abuse
problem?

Mr. RiLEY. Thank you, ma’am. I too share the concern on this.
We are so concerned about patient access at every step, and we
want to ensure that a legitimate health care provider has access
to adequate medication for their patients.

One of the biggest ways that we are doing that now is our rela-
tionship with the industry. There are approximately 1.5 million
registrants. Of those, about 900,000 are physicians. By obviously
communicating back and forth with them and making sure that
they understand what we are seeing across the country and trends
of addiction and abuse has really brought them in and what we
strive to do to make them our allies.

So our education of how they view the problem is really impor-
tant, and clearly we want to listen from the registrants so it is a
two-way street. If you look at, for instance, what occurred in Flor-
ida with the pill mill situation of several years ago where literally
you had a storefront, a small strip mall with several hundred peo-
ple lined up around the block at 6 a.m. waiting for it to open to
obtain obviously illegal prescriptions, in those situations, ma’am,
we move very quickly to cut that off.

Of the 1.5 million registrants, obviously the vast majority are law
abiding, but the ones that choose to break the law we take very se-
riously. But what we really strive for is patient access, safe and ac-
cessible medication.

Ms. CHu. Thank you.

I yield back.

Mr. SENSENBRENNER. The gentlewoman’s time has expired.

The gentleman from Virginia, Mr. Goodlatte.

Mr. GOODLATTE. Thank you, Mr. Chairman.

Mr. Riley, the map you brought paints a distressing picture. It
suggests that drug trafficking organizations, especially the Sinaloa
Cartel, have infiltrated our Nation to a pretty frightening degree
and have partnered with street gangs in this country to pedal their
drugs. In many ways, it is a national security issue. What is the
DEA doing to address that particular problem?

Mr. RiLEY. Thank you, sir. That is my primary, biggest concern,
having seen this change. This map that you are looking at would
have been vastly different just 5 years ago. The role of heroin, the
toxic business relationship that has evolved in virtually every cor-
ner of this country between urban street gangs and Mexican cartels
is frightening to me. It is what keeps me up at night.

What we are doing better than we have ever done, sir, is con-
necting the dots. I can tell you that Chapo Guzman, for one, counts
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and plans on the fact that cops don’t talk to cops, that the good
guys aren’t sharing information, and I can assure you we are doing
that better now.

So our ability to attack organizations and their tentacles as they
begin to spread across the country has never been better.

Mr. GOODLATTE. Are these drug trafficking organizations by their
nature violent?

Mr. RIiLEY. There is no doubt in my mind, having done this job
in cities across the country for 30 years, I have never seen violence
connected to trafficking:

Mr. GOODLATTE. Are these the people you are targeting?

Mr. RILEY. Many of them are parts of organizations that are ex-
tremely violent.

Mr. GOODLATTE. How many drug possession offenders, meaning
those who possess only enough for personal use, does the DEA
refer for Federal prosecution?

Mr. RILEY. In my experience, virtually none. Our goal is to attack
the highest levels possible so that we can really hurt the organiza-
tion from start to finish. With our limited resources, sir, that is the
most effective way for us to make a difference across the country.

Mr. GOODLATTE. Let me turn to Ms. Parr and Ms. Pacheco and
ask a similar question.

Ms. Parr, is violence regularly associated with drug trafficking
and distribution?

Ms. PARR. Mr. Chair, yes, I would definitely agree with that
statement. We have seen in Chesapeake, which is a very safe com-
munity, our shootings are mainly between gangs who are fighting
over turf, where they are going to sell their drugs.

Mr. GOODLATTE. What kind of violence do you see associated
with heroin use and distribution?

Ms. PARR. With heroin use?

Mr. GOODLATTE. And distribution.

Ms. PARR. With the heroin use, the violence is not so much. It
is more the property crimes for heroin users because they are steal-
ing to support their habits. We have seen an increase in prostitu-
tion in Chesapeake because that is the way some women are mak-
ing the money to support their habits.

As far as distributing the heroin, again that would be the gun
battles that are on our city streets and in our neighborhoods that
expose innocent people to the gunfire.

Mr. GOODLATTE. Does it extend into gang violence over turf?

Ms. PARR. Yes.

Mr. GOODLATTE. Sales territory, if you will?

Ms. PARR. Yes. We have gangs in Chesapeake, in all areas of
Chesapeake. We have over 300 square miles, and there is a lot of
turf to fight over, and when they see an opening, they are going
to go there.

Mr. GOODLATTE. And is there a nexus between heroin trafficking
and other criminal acts by these drug organizations or gangs?

Ms. PARR. Yes, sir. Whenever you have the trafficking, the drug
trafficking, then you are also going to see an increase in the pros-
titution that is coming into the area, and also robberies. I mean,
we have gang members robbing other gang members, drug dealers
robbing and shooting other gang members.




89

Mr. GOODLATTE. Thank you.

Ms. Pacheco, do you want to respond to the same? Is violence
regularly associated with drug trafficking and distribution?

Ms. PACHECO. Yes, sir, it is, and it has become worse.

Mr. GOODLATTE. And what kind of violence do you see in New
Mexico?

Ms. PACHECO. There have been many shootings.

We have had a few executions as a result over trafficking.

Mr. GOODLATTE. Do you have the same problem with the nexus
between gangs and the drug organizations? The gangs are their
local sales organizations, if you will, for the Sinaloa Cartel and
other drug distribution organizations?

Ms. PACHECO. We definitely are aware of the fact, because we are
a border state. We definitely see heroin coming in from Mexico fair-
ly frequently, especially in Northern New Mexico. I couldn’t say
specifically which cartel it is associated with, but we definitely see
a lot of drugs coming in from the border, sir.

Mr. GOODLATTE. Thank you very much.

Thank you, Mr. Chairman.

Mr. SENSENBRENNER. Thank you very much.

The other gentleman from Virginia, Mr. Forbes.

Mr. FORBES. Mr. Chairman, thank you.

Ms. Pacheco, we are looking at these programs to stop recidi-
vism. Did your organization or have you done any studies to look
across the country at the faith-based programs that have worked
incredibly successfully in trying to stop recidivism? Have you all
done an analysis of that? And specifically, have we looked at their
success rates and also impediments that we are now putting in
front of them to stop them from doing some of the work that they
are doing? Did you all make any kind of investigation of that?

Ms. PACHECO. Not really, sir. This is—LEAD is a fairly new con-
cept and there really isn’t another model to compare it to.

Mr. FORBES. The only thing I would say is this. Oftentimes, we
love to create new wheels and reinvent the wheel, but we have had
some incredibly successful programs around the country that we
have put one impediment after the other to them doing a com-
plimentary role with what you are doing. At some point in time,
we need to take a look at that and analyze that.

Mr. Riley, let me ask you this question, following up on the
Chairman’s statement. You know, we have had testimony in here
that today if we look across the country, the gang membership in
this country would equal the fourth largest army in the world. And
we have also had testimony—and this is both Administrations, not
a push on just one—that in some of the most violent gangs that
are serving as these networks, that at least 85 percent of them are
coming in here illegally. So they are bypassing any prevention pro-
grams or anything that we are doing, getting into these gangs. It
shocked us the other day to find out the Secretary of Homeland Se-
curity didn’t even know if we were asking people if they were mem-
bers of violent gangs before we released them.

Do you have any connectivity as to just how important those
gangs are in this distribution process?

Mr. RILEY. Sir, I think they have become almost crucial to the
Mexican cartels. Speaking just for Chicago and the Midwest, there
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are over 150,000 documented street gang members. Largely they
make their living from putting drugs on the street, supplied by the
cartels. Heroin is now their drug of choice, and the way that they
regulate themselves, sir, is by the barrel of a gun.

So this is an enormity in terms of what we are seeing across the
country, and it is extremely toxic. And that is why it is really im-
portant for law enforcement to be involved, to attack the organiza-
tions, not just what is occurring on the street. Obviously, we will
work with our state and local counterparts to intervene in violent
acts, but to make sure that the integrity of those cases are worked
to the highest level so that we can have an impact on the organiza-
tion itself and the community.

Mr. FORBES. And this Committee has worked to do that. Chair-
man Sensenbrenner actually got some pretty sophisticated gang
legislation out of here. Unfortunately, it got bogged down in the
Senate and we couldn’t see it come out.

Ms. Parr, let me ask you and Mr. Riley this question. On July
14th, five individuals from Portsmouth and Chesapeake were ar-
rested on Federal conspiracy charges of manufacturing, distrib-
uting and possession with intent to distribute heroin as part of an
investigation led by the FBI's Norfolk Field Office and Chesapeake
Police Department. According to court documents obtained by a
local news channel, the investigation involved 75 kilograms of her-
oin sold between 2013 and 2015.

To put that in perspective, that is equivalent to over 2 million
doses, which is enough to give everyone in Hampton Roads a high
off of heroin.

With that said, can you give us any details about those arrests,
or more particularly the level of coordination between local, state,
and Federal Governments? And were there any barriers that you
would suggest were problematic that we could work on eliminating
for you?

Ms. PARR. Mr. Chair, that recent arrest I think is a prime and
great example of the cooperation that we have in South Hampton
Roads, particularly between Chesapeake, Portsmouth, Suffolk, and
the U.S. Attorney’s Office, the DEA, and FBI. We have worked to-
gether quite well on many cases.

In this case, I did not see any obstacles as everybody was fully
aware of what was going on as far as the investigation was going,
and it was very well organized as to the execution of the search
warrants.

You did state the amount of heroin and the money that they
were making off of this. One thing I would like to point out,
though, is that in one of those homes where there was a search
warrant executed in Suffolk, there were many children in that
home, and the information is that $50,000 was counted every other
day in that house with those children there because of the heroin
sales, and that heroin was cut and prepared on the dinner table.
I think that when we look at that and we look at the children who
were exposed to this, we have got to do something.

Mr. FOrRBES. Thank you. My time has expired, but I can talk to
you another time about that.

I yield back.

Mr. SENSENBRENNER. Thank you.
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The gentleman from South Carolina, Mr. Gowdy.

Mr. Gowpy. Thank you, Mr. Chairman.

Special Agent Riley, I want to thank you for your service and
bring to your attention the excellent work of the DEA agents in the
upstate of South Carolina who are a credit to your agency.

I am not very good with math, which means I am in the right
line of work, so I need you to help me a little bit. I think that it
takes 28 grams of cocaine base to trigger the mandatory minimum,
the 5-year mandatory minimum?

Mr. RiLEY. I believe that is true.

Mr. GowDY. And 28 grams of base would be roughly equivalent
to 112 dosage units, I believe, assuming .25 grams for a dosage
unit. So to get 5 years mandatory minimum in prison, you need
112 dosage units of cocaine base or crack cocaine.

Mr. RILEY. Yes, sir.

Mr. Gowby. All right. And it takes 500 grams of powder to reach
that same 5-year mandatory minimum, which would be about 500
dosage units, because it is about a gram a dosage unit when you
are dealing with powder.

Mr. RILEY. Yes, sir.

Mr. GowDY. Now, heroin, it takes 100 grams, I believe, of heroin
to reach that same threshold, but that is 3,000 dosage units. So
why could you go to prison for 5 years for 112 dosage units of crack
cocaine, but 3,000 dosage units of heroin is what it takes to trigger
that 5-year mandatory minimum? That just seems absurd to me.

Mr. RiLEY. Well, clearly, on the law enforcement side, we are
cops.

Mr. Gowbpy. Right.

Mr. RILEY. We are doing the best we can with the laws that are
currently out there.

Mr. GowDY. You are, which is why, when there is a discussion
about reforming mandatory minimums, it is important to hear from
law enforcement officers.

One thing we could do is just equalize what it takes to trigger
a mandatory minimum. I mean, if you are having a problem with
heroin and it requires 3,000 dosage units to reach that 5-year
threshold, but it only takes 100 dosage units of crack cocaine, it is
pretty easy even for me to see that one thing that could be done
with respect to heroin.

I know folks, everybody in Congress doesn’t like mandatory mini-
mums. Most folks in law enforcement like them, but everybody in
Congress doesn’t like them. But I want to ask you this: How many
folks are serving Federal prison sentences for simple possession of
a drug?

Mr. RIiLEY. I have been doing this for 30 years, and I can tell you,
nobody as a result of my investigations.

Mr. GowDY. Yes, I couldn’t find any either. I haven’t done it as
long as you. I couldn’t find anybody sitting in a Federal prison for
simple possession of a controlled substance.

How about—here is another phrase I hear from time to time—
low-level, non-violent drug offenders? How many of those did you
target for investigation when you were a DEA agent?

Mr. RILEY. None, sir.
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Mr. Gowpy. Right. DEA wouldn’t target low-level, non-violent
drug offenders. They would go to the state prosecutor, right?

Mr. RILEY. No, sir. We would go after the largest traffickers we
could identify and the largest organizations.

Mr. Gowpy. Right. So this mythology that our Federal prisons
are full of low-level, non-violent offenders, the statistics and your
3}(1) ygzars in law enforcement simply just doesn’t bear that out, do
they?

Mr. RiLEY. Not based off the investigations that I was involved
in.

Mr. GowDyY. I have a colleague who was a prosecutor in a former
life, Joe E. Kennedy from Massachusetts, a very conscientious col-
league from the very first day he set foot in Congress, who shared
with us his concern about the heroin epidemic, and he wanted and
has asked in the past about the interconnectivity, the relationship
between prescription drugs and heroin. Who can speak to that on
behalf of my colleague, Mr. Kennedy, who raises a pretty good
question?

Mr. BOTTICELLI. And I think it is a real concern here that, as we
talked about before, four-fifths of the new users to heroin started
using prescription pain medication, and because of some of the eco-
nomics of what it costs to buy a prescription pain medication on the
street versus how cheap pure heroin is, we see that transition. I
think this is where intervention and treatment and diminishing the
vast over-prescribing of prescription pain medication that is hap-
pening right now is particularly important in terms of our efforts.

Mr. GowDY. Quickly; I have 25 seconds. Drug court, tremendous
believer in drug court, saw lives changed. But heroin is hard to get
off. In fact, it was the hardest drug for folks to quit back in my
previous job. So what do we need to do with heroin to make it
where more folks are getting off of it through drug courts?

Mr. BorTiCELLI. Coincidentally, I just spoke this morning at the
National Association of Drug Court Professionals, 5,000 people
from across the country who are literally saving lives by giving peo-
ple a second chance, by giving them good care and treatment with
accountability.

Part of what we know to be effective, particularly for people with
heroin use, is that medications, when combined with other thera-
pies, become critically important, and the evidence that people with
opiate addiction or prescription drug addiction without medications
fail a significant portion of the time.

So we have actually been working with our treatment programs,
with our drug courts, and using our Federal resources to support
increased access to these medications as part of a comprehensive
strategy in terms of what we know to be the most effective treat-
ment for people with opioid use disorders.

Mr. Gowpy. Thank you, Mr. Chairman.

Mr. SENSENBRENNER. The gentleman’s time has expired.

The gentleman from Michigan, Mr. Bishop.

Mr. BisHOP. Thank you, Mr. Chair. And thank you to the panel.
I appreciate your testimony today on this very important issue.

As a former local prosecutor myself, I had an opportunity to pros-
ecute many drug-related offenses. But I can tell you, in my experi-
ence, I never saw this level of heroin in the marketplace. It is trou-
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bling, especially as I have school-age children and I hear too many
stories. It is very disconcerting for a parent and someone like me
who is in elected government looking for solutions, and I appreciate
your willingness to be a part of the solution-making process.

I recently met with a group of local law enforcement officers, my
local county sheriffs and several others, to talk about the issue.
Sheriff Bouchard, and also our sheriff in Livingston County, and
the statistics that they shared are alarming, and they have piqued
my interest, and I want to do whatever I can to be a part of the
solution.

In Livingston County, they had 34 heroin overdoses that resulted
in deaths last year alone. In Oakland County, they used to have
between 40 and 45 heroin-related overdoses per year. But last year,
over the past 2 years I should say, that number has increased to
an average of 200. In Ingham County, the other county that I rep-
resent, which includes the capital of our state, Lansing, they had
28 heroin-related deaths last year. That is a number that has in-
creased every year exponentially.

So I would agree that this issue is one that deserves our imme-
diate attention, and I want to thank the Chairman of this Com-
mittee, the main Committee, Chairman Goodlatte, and the Chair-
man of the Subcommittee for raising these issues and making sure
that we identify these as primary concerns and that we do what-
ever we can to address them.

But, Director, I would like to start with you, if I could. It is clear
from what I am hearing in my district that this issue cuts across
all kinds of demographic lines. What are we doing to ensure that
the response to this epidemic is comprehensive and holistic? Are we
engaging with these local leaders, local law enforcement? When I
was a local prosecutor, we had all kinds of collaborative efforts be-
tween local law enforcement and DEA, and I appreciate your com-
ments about drug courts and alternative sentencing that is avail-
able. Can you share with us a little bit more about what you are
doing?

Mr. BOTTICELLI. Sure. I think we obviously acknowledge the fact
of why we can have a Federal response. Really, it is state and local
responses where the rubber meets the road. It is an obligation of
our office to make sure that states and locals have the resources
that they need to be able to do the work and to identify the issues
and to work collaboratively at the state and local level.

So we have a number of initiatives. In addition to Federal treat-
ment funding, we also support through our high-intensity drug
trafficking areas, which our counties designated as drug trafficking
areas to work with state and local law enforcement to share intel-
ligence, to go after cases. Many of them are focused on heroin
issues. And I will say that many of our programs are also con-
tinuing to support prevention and education programs as well. So
they try to work across the spectrum.

Our office also supports what is called drug-free community pro-
grams, and these are programs and grants to support community-
based, locally-driven prevention programs at the local level, be-
cause every community looks different, but every community needs
to have all of the key players on board as part of the solution.
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So we really acknowledge and try to continue to support state
and local efforts because we know that we can do as much as we
can at the Federal level, but it also requires state and local part-
nership to make it really real.

Mr. BisHOP. Thank you, sir.

Mr. Riley, in your testimony, you didn’t make reference to this
but I am wondering if you can share with me legalization of mari-
juana at the local and state level. Can you tell us how that is influ-
encing these markets and whether or not that has led to the in-
crease in heroin in our country, and if it has shifted the focus away
from marijuana and we are focused now on methamphetamine,
heroin, and other types of drugs?

Mr. RILEY. Well, I think it goes to really the market genius of
the cartels in particular. They have seen, and I do believe they
have seen the spread of prescription drug abuse, and they know
that at some point that availability does cease. Thus begins that
long road to heroin, and we have seen that across the country. So
I believe it is much as it was 10 years ago when we were battling
methamphetamine. With the help of Congress, we were able to leg-
islate primary precursors out, pseudo-ephedrine and ephedrine,
and we saw a drastic reduction in the amount of domestic labora-
tories.

However, the cartels recognized that there still was a tremen-
dous addiction issue. So, what did they do? They were able to
produce methamphetamine in 50- and 100-pound cooks and provide
that to the areas in which previously had been supported domesti-
cally. So as I look at this problem, sir, I think it truly is battling
the new face of organized crime, and I am so glad the Committee
recognized what has been troubling me for a while, the connection
between domestic street gangs and the cartels. It truly is the new
face of organized crime as I see it in this country, and law enforce-
ment needs to be fluid enough to adapt to attack that relationship,
because by doing that we can solve violence on the street but at
the same time attack the organizations that are responsible for all
the drugs.

Mr. SENSENBRENNER. The gentleman’s time has expired.

The gentleman from Idaho, Mr. Labrador.

Mr. LABRADOR. Thank you, Mr. Chairman.

I would like to thank all the witnesses for being here today and
for your important testimony on the rise of heroin use across the
United States.

One area of particular concern that I have that I would like to
address is the expanded population of heroin users. Mr. Riley, in
your written testimony you mention that in 2013 169,000 people
over the age of 12 used heroin for the first time within the past
year, with the average age of first-time users at around 25 years
old. You also cited data that indicated that of those heroin initi-
ates, as they are called, 86 percent of them were prior prescription
drug users.

I understand that your agency is developing a task force to con-
front the use, abuse, and trafficking of heroin in America, but what
specifically is being done to address the rise in addiction from pre-
scription drugs?
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Mr. RiLEY. Well, sir, I think what we are doing today is impor-
tant. Awareness is really important. Prior to leaving Chicago, I at-
tended a meeting about 2 years before I departed and there were
about 100 concerned people in the room. I attended that same
meeting 3 years later and there were over 2,000 people concerned
with the whole heroin issue, and unfortunately many of them were
parents. What strikes me most is many of these parents had no
idea their kids—and I am talking high school-age kids—were in-
volved with prescription drug abuse which led to heroin, and many
of them didn’t find out until they were on their way to the emer-
gency room.

So law enforcement attacking the organizations, sir, is crucial,
and that is what we do around the clock. And I have to tell you,
we are doing great work. But the awareness of everybody in the
community to this issue is really going to strengthen us as we go
after these organizations.

So when we look across the board to parents, educators, commu-
nity leaders, faith-based practitioners, everybody plays a role.
While we will do our job going after the bad guys, we can’t do it
alone. We need the help of everybody, especially parents.

Mr. LABRADOR. Excellent. I understand many of these users are
initially receiving prescription drugs through legitimate means,
leading to an increase in usage among traditionally untouched pop-
ulations. What does the agency propose for addressing the funda-
mental problem of addiction?

Mr. RiLEY. Well, clearly we are working with a variety of dif-
ferent agencies to try to get the word out. Also, one of the problems
we faced—and again, it is an awareness issue—is today’s heroin on
the street is being smoked and snorted initially. So initially, gone
is the fear of AIDS or hepatitis because of a needle. So we are see-
ing a lot younger people try heroin almost as a recreational drug.
The statistics show that they eventually will go to needle use, but
I think it does have a lot to do with why we are seeing younger
and younger addicts.

Mr. LABRADOR. Mr. Botticelli?

Mr. BorTicELLI. Congressman, if I could add to those comments.
To your point, focusing on the prescription drug problem is a top
priority. First and foremost, we really need to reign in over-pre-
scribing of prescription pain medication. Our office has proposed
mandatory continuing medical education for every prescriber.
Again, we want a balanced approach. We want to make sure people
are getting appropriate pain medication. We don’t want the pen-
dulum to swing to the other way, and that is why we want to make
sure that every prescriber has at least some minimum education
about safe prescribing practices.

We know that about 70 percent of people who start misusing
them are getting them free from friends and family, and that is
why Federal and local take-back programs to get the drugs out of
people’s homes becomes equally important.

We have also been promoting prescription drug monitoring pro-
grams that allow physicians to check databases to see if someone
might be going from doctor to doctor to be able to intervene at that
point, as well as law enforcement responses. We just got briefed by
the DEA in terms of a huge takedown in terms of bad doctors and
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bad practices in the south. So we know that this needs a holistic
response.

Mr. LABRADOR. Thank you very much.

Ms. Pacheco, you also mentioned the need for sentencing reform
to address low-level, non-violent offenders who end up in jail with
mandatory minimum sentences with no alternative for addressing
their problems. I agree that mandatory minimums have proven de-
structive in addressing drug crimes and have resulted in wasting
valuable resources. In your view, what is the best alternative for
addressing addiction and the causes of drug abuse, given your ex-
periences where drug addiction abuse is pervasive within the cul-
ture?

Ms. PAcHECO. I have been doing this for many, many years, sir,
and it always comes down to resources and money for drug treat-
ment. But we see over and over the same people in and out, in and
out, without appropriate resources. New Mexico, as you know, is
one of the poorer states. We don’t have the type of tax base to pro-
vide services. But a program like LEAD, for example, it is pre-ar-
rest, pre-booking that shows it can save us money, and that money
then can go into treatment and the wrap-around services that
many of these individuals need, because that is kind of where it is
at.

Someone who is in the cycle of addiction, they need as much sup-
port as possible, and that is kind of what we are doing. We are
transferring resources from the back end to the front end to help
them and to keep them out of the system, sir.

Mr. LABRADOR. Thank you.

Mr. SENSENBRENNER. The time of the gentleman has expired.

This concludes today’s hearing, and thanks to our witnesses for
attending.

Without objection, all Members will have 5 legislative days to
submit additional written questions for the witnesses and addi-
tional materials for the record.

And without objection, the hearing is adjourned.

[Whereupon, at 11:21 a.m., the Subcommittee was adjourned.]
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Questions for the Record submitted to John (Jack) Riley,
Acting Deputy Administrator, Drug Enforcement Association*

*The Committee had not received a response to these questions at the time this hearing
record was finalized and submitted for printing on November 17, 2015.
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