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AMERICA’S INSATIABLE DEMAND FOR DRUGS

WEDNESDAY, APRIL 13, 2016

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

The Committee met, pursuant to notice, at 9:33 a.m., in room
342, Dirksen Senate Office Building, Hon. Ron Johnson, Chairman
of the Committee, presiding.

Present: Senators Johnson, McCain, Portman, Ayotte, Ernst,
Carper, McCaskill, Tester, Heitkamp, Booker, and Peters.

OPENING STATEMENT OF CHAIRMAN JOHNSON

((ilhairman JOHNSON. Good morning. This hearing will come to
order.

I want to thank all of the witnesses for taking the time, not only
to appear here today, but for taking the time to submit what I
think are just extremely thoughtful testimonies.

I hate to say this, but I am looking forward to this hearing. It
is such a terrible subject. It is such an enormous problem facing
this Nation.

I took a swing through Wisconsin in January. We called it a “na-
tional security tour.” And, I asked every public—local, State, and
Federal—public safety official that we talked to, in probably about
six different stops, what is the primary problem you are dealing
with in your job. And, without exception, it was drugs—drug abuse
and drug addiction—not only because of the crime it creates, but
also because of the broken lives and the broken families.

Senator Ayotte has been, certainly, a big leader, in terms of high-
lighting the heroin overdoses, which are prevalent in New Hamp-
shire—but also in Wisconsin. We had a 24-hour period in Mil-
waukee, Wisconsin, where there were six overdoses. Just in the
last couple of years, the overdoses have increased almost fourfold.

I know, Senator McCain—we did a hearing down in Arizona with
his Governor—it is an enormous problem as it relates to the bor-
der. And, that is kind of the second point of my opening statement
here, which, by the way—I have a written statement which, with
consent, can be entered for the record.!

Senator CARPER. Without objection.

Chairman JOHNSON. This Committee has a mission statement. It
is pretty simple: to enhance the economic and national security of
America. We established four basic priorities for the issues we are

1The prepared statement of Senator Johnson appears in the Appendix on page 47.
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going to look at: border security, cybersecurity, protecting our crit-
ical infrastructure, and combating Islamic terrorism.

On border security, alone, we have now held 15 hearings to look
at the different aspects of it and have published a more than 100-
page report on our findings. Among many causes, certainly my con-
clusion, I think—and a number of Members on this Committee
would agree with me—the primary root cause of our unsecure bor-
der is America’s insatiable demand for drugs, because it has given
rise to the drug cartels, who, by and large, control whatever section
of the Mexican side of the border they want to control—as General
Kelly certainly showed us, in Guatemala, when we were with
him—destroying public institutions throughout Central America
and in some South American countries.

This is an enormous problem and there are no easy solutions. We
have been fighting a war on drugs for many decades, spending
more than $25 billion a year. In testimony, General Barry McCaf-
frey, in front of this Committee, said that we are only interdicting
between 5 and 10 percent of the illegal drugs coming into this
country. We are not winning this war.

So, the good folks, like General Kelly, have been fighting, hero-
ically, the supply side of this equation. But, it is our insatiable de-
mand that also has to be fought. I know Nancy Reagan had her
“Just Say No” program—and I know there were mixed results with
that. But, the fact of the matter is, we have been extremely effec-
tive as the world’s leading advertising country. We know how to
market. We have reduced tobacco use. We need to put that same
type of committed, long-term effort into doing everything we can to
reduce our insatiable demand for drugs, because it creates so many
problems—so much heartache.

So, again, I just really want to thank the witnesses. I really am
looking forward to a really thorough discussion and to laying out
the reality. We are going to be talking about different solutions. We
are going to be talking about things that are controversial, prob-
ably. This is not black and white. We have to have a thorough and
honest discussion about this, because we all agree on the end goal.
We have to reduce that insatiable demand for drugs.

So, with that, I will turn it over to Senator Carper.

OPENING STATEMENT OF SENATOR CARPER!

Senator CARPER. Thank you, Mr. Chairman. Thank you so much
for bringing this together.

I want to preface my remarks by just saying that General Kelly
is out of uniform for the first time in a long time. We appreciate
your service so much. How many years did you serve in all?

General KELLY. Forty-five years and 5 months.

Senator CARPER. Wow. What? Did you start at about 9 years old?
[Laughter.]

Thank you for every one of those years.

And, Cheryl, it is just great to see you. Cheryl and I worked to-
gether standing up an outfit called the American Legacy Founda-
tion at the—it came out of the State Attorneys Generals’ (AGs’) ef-
forts—50-State tobacco settlement—and just did great work in de-

1The prepared statement of Senator Carper appears in the Appendix on page 48.
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terring young people from smoking. And, we are very grateful for
your efforts there and for all you continue to do. Thank you so
much for joining us.

And, all of the rest of the panel as well. Tony, it is very nice to
see you again. You can teach us all how to pronounce your last
name it is and we will do just fine here. Thank you for joining us.

But, as the Chairman has said, this is a serious matter and we
are going to focus on America’s devastating addiction to illegal
drugs.

I just came back from—Ilast week, in our 2-week recess, I went
to China. I had not been there before. I had been to Hong Kong
a couple of times, but had never been to China. I learned a lot.
They have their problems. They have their share of problems over
there, as you know. But, they also do some things pretty well that,
maybe, we can learn from. They have, pretty much, intact two-par-
ent families. Drug addiction is not a problem there. Gambling is il-
legal. They do some things very well and, maybe, there is some-
thing that we can learn from what they are doing in this regard.
I like to say, “Find out what works, do more of that.” Now, I am
saying that we should find out what does not work and, maybe,
learn from that as well.

But, we look forward to hearing from all of you. This is a difficult
issue. It is not only a health emergency in our country and our
States, but it is also a—it contributes to the security challenges
that a number of our Latin American neighbors continue to face
each day. And, those of us who have been down there know exactly
what I am talking about. General Kelly has been there with us on
several occasions and we are grateful for that.

But, drug abuse—particularly, prescription drug and heroin
abuse—has been a growing problem across our country for a num-
ber of years now. It has led to tragic consequences, not just for
those who are suffering from addiction, but also for their families
and for the communities in which they live.

The Centers for Disease Control and Prevention (CDC) notes
that, between 2002 and 2012, the rate of heroin-related overdose
deaths, nationally, nearly quadrupled. In my home State of Dela-
ware, there were 189 suspected overdose deaths in 2014 alone.
That is a little State—189 people. And, around 3,000 adults sought
treatment for heroin in our State’s primary treatment facilities.

American demand for heroin and other drugs also fuels the vio-
lent tactics of the traffickers who move drugs, goods, and people
across our borders. American drug demand is also having a dra-
matic effect on—and a deadly effect in South and Central America.
As our Committee has found, much of the corruption and violence
in the Northern Triangle—in Guatemala, Honduras, El Salvador,
and other parts of Central and South America—are fueled largely
by our appetite for illegal drugs. This corruption and violence are
major causes of the surge of migration from the Northern Triangle
to the United States in recent years, as well as a source of misery
to those who do not flee.

I know that General Kelly will speak to the extremely damaging
impact our drug use has on our security and the security of our
neighbors in the Northern Triangle—not to mention the lives of the
users themselves.
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Today, we are going to have the opportunity to discuss ways to
best address the root causes of our demand for drugs. We will also
explore the merits of media campaigns, peer-to-peer (P2P) out-
reach, and other educational initiatives that are aimed at reducing
this demand. I am especially pleased, again, to welcome Cheryl
Healton, who has been an instrumental force behind the successful
public health initiatives that I mentioned earlier aimed at reducing
the use of tobacco—particularly, among young people—and who
stood up this foundation, colleagues, in 2001 and went to work on
it. If you look at the use of tobacco, among young people, between
2001 and 2010, it is really remarkable what happened—and Cheryl
and her team deserve a lot of credit for that. We are going to find
out, today, how some of those lessons might be imparted and
shared with us, as we face addictions to other kinds of substances.

And, because addiction and substance abuse are medical condi-
tions that can often be treated effectively, we will also discuss the
role of prevention and treatment—how they can play an important
role in reducing demand.

In sum, these problems that we are facing are complex and the
potential solutions are not easy or quick. We know that. Getting a
handle on drug abuse and the tragic problems that stem from it
will require an “all hands on deck” effort, if we are to be successful
in addressing what drives people to use these harmful substances
and to help them overcome their addictions.

Again, my thanks to my Chairman. My thanks to our colleagues,
particularly, to all of you. And, thank you to our staffs for bringing
us together for this moment. Thank you. Welcome.

Chairman JOHNSON. Thank you, Senator Carper.

It is the tradition of this Committee to swear in witnesses. So,
if you will all rise and raise your right hand.

Do you swear the testimony you will give before this Committee
will be the truth, the whole truth, and nothing but the truth, so
help you, God?

General KELLY. I do.

Mr. CAULKINS. I do.

Ms. HEALTON. I do.

Mr. SGro. I do.

Mr. Bubpsock. I do.

Chairman JOHNSON. Thank you. Please be seated.

Our first witness is General John F. Kelly. General Kelly served
as Commander, United States Southern Command (SOUTHCOM),
in Miami, Florida from November 2012 until January 2016. He re-
tired from active duty after 45 years of service to the Nation in the
United States Marine Corps (USMC), both as an enlisted infantry-
man and an infantry officer on February 1, 2016.

General Kelly, again, thank you for your service to this Nation
and thank you for being here.
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TESTIMONY OF GENERAL JOHN F. KELLY, USMC (RETIRED),!
FORMER COMMANDER OF THE UNITED STATES SOUTHERN
COMMAND (2012-2016)

General KELLY. Thank you, Mr. Chairman. I would like to start
by saying it is a tremendous honor and privilege to be here this
morning and to appear before this Committee to talk about this
very vital topic.

I have submitted what I know is a lengthy written statement,
but I also know how useful that is to the staff—particularly, to get
these kind of insights. And, I will just be brief and sit, because I
think the real, probably, nub of this whole thing is the queston and
answer (Q and A) segment.

But, I would just start by saying that, when I first assumed
duties in SOUTHCOM, the thing that struck me was the visi-
bility—the very accurate visibility that that organization had then,
and has now, on the movement of drugs—cocaine, heroin, meth-
amphetamine (meth) and pharmaceuticals—from along this incred-
ibly complex network through my zone, through the Western Hemi-
sphere, up to the Southwest border, and into the United States. It
was very frustrating, because we had such clarity of the movement
and we had such good partners working with us—particularly, in
Colombia—and I cannot underline that enough. They are heroic in
what they do—as are some of the other countries. But, the Colom-
bians have really dedicated themselves to getting at this problem
and to helping us—as well as helping themselves.

But, the point is, my Title 10 responsibilities in that role were
the detection—we did that, very well—and the monitoring of the
movement—we did that extremely well—not interdiction. Interdic-
tion, of course—I was part of the interdiction team, but, tech-
nically, it is a law enforcement event.

But, that said, very early on, I became very frustrated at, really,
the lack of assets available to interdict drugs in vast amounts—
tons at a time. And, to watch those drugs make it into Central
America. Once they get into Mexico, they enter a whole other kind
of network that makes it, essentially, a given that these drugs will
appear in Boston, Wisconsin, and Idaho—places like that. It is real-
ly unstoppable once it gets ashore. All of the drugs that I think you
are most concerned with are either trafficked—they are all pro-
duced in Latin America—in Central America, and then, of course,
they are all trafficked up through to the border.

That same network, though, will carry anything. As I say in my
written statement, the people that manage this network do not
check the reasons for coming to the United States, do not check
bags, and do not test for explosive residue on hands. If you pay the
fare, you are in the United States. And, I do not mean the people
that kind of rush the border—the Mexicans, as an example—that
just come—or the unaccompanied minors that are coming here for
economic reasons. These people are coming here for a reason. They
are paying a lot of money to get here and they are getting in.

So, from a national security standpoint, as I have said, certainly,
in the Senate Armed Services Committee (SASC) and in the House
Armed Services Committee (HASC) the 3-years I was in the job in

1The prepared statement of General Kelly appears in the Appendix on page 50.
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SOUTHCOM, I would say that, when there is a major event in the
United States—whether it is a biological attack, a dirty bomb, or
something like that—when we do the forensics, we will find that
those people came here through the network that comes up
through the Southwest border.

But, I will just simply end with the fact that, as I got more and
more frustrated not being able to do more and more, I realized that
the real problem—and all of the problems in the South—would go
away—the network would fall apart, Colombia would not have to
fight this fight, and the Hondurans would not be on the edge of the
abyss, if we would get our arms around the drug demand.

And, what I would leave you with—and I give you this example
in my written statement—when I was a kid, 70 percent of Ameri-
cans—according to CDC figures, 70 percent of Americans smoked.
As a 9-year-old, I was sent down to the corner store to buy a pack
of cigarettes for my mother and my father. Today, you cannot do
any of that. Today, less than 20 percent—according to CDC num-
bers—smoke. So, we know how to do behavior modification, but we
just have not done it. With all of the good things that people have
tried to do to combat drugs, there is no comprehensive plan.

And, I do highlight, in my written statement, what the Drug En-
forcement Administration (DEA) and the Federal Bureau of Inves-
tigation (FBI) have done by producing a very powerful anti-demand
program that they are focusing on grammar school kids, middle
school kids, and high school—teachers, actually, to try to get them
in the fight. And, I have been told many times, “Kelly, this is not
your concern. This is a law enforcement concern.” OK. But, as I say
so frequently, people are not doing it, And, since they are not doing
it, the FBI and the DEA—people like that are, in fact, taking this
task on.

We know how to do this. I do not know why we do not do it. And,
it is just killing Americans at kind of a remarkable rate.

So, I will leave it at that, Mr. Chairman. Thank you very much.

Chairman JOHNSON. Well, again, thank you, General Kelly. And,
yes, I appreciate—I think most of the witnesses provided pretty ro-
bust statements. They will all be entered into the record and I ap-
preciate you keeping it short.

Since you left a minute, I just want to give you the kudos. This
hearing 1s because of you. It was on our helicopter flight to the bor-
der between Guatemala and Mexico that you asked me the ques-
tion, because, again, you are battling the supply. And, you asked
me, “Senator, when is the last time America had a concerted, na-
tional public relations advertising campaign against the use of
drugs?” And, I said, “Well, boy, I remember Nancy Reagan’s ‘Just
Say No’ campaign and then a number of years later, I remember
that famous egg commercial: ‘Here is your brain. Here is your
brain on drugs.”” And, you said, “No, that was all part of the same
effort. That was back in 1985. That was 30 years ago.”

And so, I mean, really, the reason we are doing this is because
of that conversation in that helicopter—it was kind of hard to hear
some of it, but I really credit you with bringing this, certainly, this
dimension of the problem to the forefront. So, thank you.

Our next witness is Jonathan Caulkins. Mr. Caulkins is the H.
Guyford Stever Professor of Operations Research and Public Policy
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at Carnegie Mellon University’s Heinz College and is a member of
the National Academy of Engineering. Dr. Caulkins specializes in
systems analysis of problems pertaining to drugs, crime, terror, vio-
lence, and prevention—work that has won him several awards.
Issues surrounding marijuana legalization have been a particular
focus of his in recent years. Dr. Caulkins.

TESTIMONY OF JONATHAN P. CAULKINS,! STEVER PRO-
FESSOR OF OPERATIONS RESEARCH AND PUBLIC POLICY,
HEINZ COLLEGE, CARNEGIE MELLON UNIVERSITY

Mr. CAULKINS. Thank you. It is a privilege to have the chance
to speak.

You mentioned that, when you were back in your home State,
people were listing this as the largest problem. When I was a Doc-
tor of Philosophy (Ph.D.) student in engineering at the Massachu-
setts Institute of Technology (MIT), in the late 1980s, the reason
I chose to dedicate my life to building quantitative models of drug
traffickers, markets, and policy is exactly because it was listed, by
the public, as the Nation’s biggest problem.

In my written testimony, I tried to, basically, say three things.
The first is to agree—yes, the flows are large—and to try to put
some numbers to them. There are hundreds of metric tons, per
year, of the hard drugs and thousands of metric tons, per year, of
marijuana. And, the value, as it crosses the border, is probably
over $10 billion a year. You may have heard that $100 billion is
the dollar value of the U.S. drug market. That is at retail. Most
of the price increase happens inside of the country, so the value at
the border is lower—but 510 billion is still a lot of money.

In terms of root causes, I will note that the root cause, at some
level, is just because Americans are people. We do consume more
illegal drugs than most of our peer countries, but we do not actu-
ally consume more intoxicants, in total, in the sense that we con-
sume less alcohol than many of our peer countries do. This use of
intoxicants is sort of part and parcel of the human condition.

The main part of the testimony was about the fact that, even if
we did everything in the best possible way, in terms of our drug
policies and their conventional programmatic levers, that would not
eliminate the security hole. The hokey metaphor I used is that it
is like we have a two-car garage. Both doors are open right now,
so burglars can enter. If we did everything right, we might, at the
outside, be able to reduce the flow by half, but that would still
leave one door wide open.

I was asked about a couple of particular tactics. Media cam-
paigns to control illegal drugs have not fared well in scientific eval-
uations. It seems like they ought to work. The people who do them
are sincere. But, when evaluated, they do not evaluate well—and
not only here, but also in the international literature.

I was asked about treatment. The academic consensus is abso-
lutely in favor of expanding drug treatment, but, mostly, because
of the potential to alleviate the suffering of the people who have
dependence problems—not because that would quickly reduce the
quantity consumed.

1The prepared statement of Mr. Caulkins appears in the Appendix on page 70.
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It is always important to differentiate between the opioids and
everything else. For opioids, there are pharmacotherapies that
allow us to substitute a legal opioid for the illegal opioid—and that
does help reduce purchases on the illegal market. But, we do not
have any such technologies for the stimulants, like crack cocaine
and methamphetamine.

I was asked about legalization. It is absolutely true that, if we
did legalize, that would essentially solve the border security prob-
lem. This is because legal businesses can out-compete illegal busi-
nesses when it comes to delivering a legal product. But, we are un-
likely to do that for the hard drugs—and for good reason.

Cannabis legalization seems to be the way the country is going.
If we eliminated that part of the overall flow of illegal drugs, that
would eliminate the majority of the weight, but only the minority
of the value—maybe a quarter of the dollar value of the smuggled
drugs. The marijuana liberalization we have seen to date is well
short of national legalization—although very substantial—and, I
think, it is better to understand it as part of a large body of liberal-
izations that include the medical laws—not just the State legal rec-
reational regimes that started in 2012.

There is no question that the market share of imports in the can-
nabis market has gone down, but the quantity of cannabis con-
sumed in the United States has doubled. So, the impact of policy
liberalization on the flow across the border is a lot smaller than
you would think if you look only at the market share. It is a small-
er market share of a bigger market. In the long run, if we do pro-
ceed with national legalization, that would, presumably, largely
eliminate the marijuana part of the overall drug flow.

The one exception to this fairly pessimistic view of how much the
conventional drug policy levers can do is, a very innovative ap-
proach called “Swift, Certain, and Fair (SCF),” which uses ex-
tremely frequent testing of people under criminal justice super-
vision, while they are on community release, coupled with certain,
but very modest, sanctions. South Dakota’s “24/7 Sobriety” program
is the classic example. Drug tests are administered literally twice
a day. If somebody tests positive, they are instantly placed in jail—
but for only 24 hours.

These programs have had stunning success at reducing drug use,
but there are real barriers to expanding them. They are a challenge
to the conventional approach to treatment because they are not
really treatment. They may be hard, perhaps, to do in larger juris-
dictions. But, if anything is going to dramatically reduce the use
of hard drugs, I think it would be some version of “Swift, Certain,
and Fair.”

Then, the last point that I try to make is

Senator MCCAIN. Some version of:

Mr. CAULKINS. “Swift, Certain, and Fair’—is that, in some other
respects, there has been the potential to shrink the amount of col-
lateral damage caused by drug markets, even if the volume of
drugs in the markets does not go down as much. So, for instance,
we can try to reduce the number of drug-related homicides com-
mitted in the United States per metric ton of drugs distributed and
consumed. I do not know whether or not that principle could be ap-




9

plied to border security problems, but that possibly seems, to me,
to be worth investigating.

Thank you.

Chairman JOHNSON. Thank you, Dr. Caulkins.

Our next witness is Cheryl Healton. Ms. Healton is Dean of the
College of Global Public Health (GPH) at New York University
(NYU) and Director of the Global Institute of Public Health. Prior
to this appointment, Dr. Healton served as President and Chief Ex-
ecutive Officer (CEO) of Legacy, the leading foundation dedicated
to tobacco control. During her tenure with the foundation, she guid-
ed the highly acclaimed national youth tobacco prevention counter-
marketing campaign, “Truth,” which has been credited, in part,
with reducing the prevalence of youth smoking to near record lows.
Ms. Healton.

TESTIMONY OF CHERYL HEALTON,! DEAN, COLLEGE OF
GLOBAL PUBLIC HEALTH, NEW YORK UNIVERSITY

Ms. HEALTON. Mr. Chairman and Members of the Committee, I
am privileged to appear before you this morning to testify about
unmarketing illicit drugs to youth before they start using them as
well as how we can work to curb the adult demand for drugs.

My name is Dr. Cheryl Healton and I am Dean of the College
of Global Public Health at New York University. Prior to my ap-
pointment at NYU, I worked for 14 years at American Legacy, a
national 501(c)(3) nonprofit charity with a well-respected history of
producing game changing public health initiatives proven to reduce
tobacco use. Best known for its bold counter-marketing campaign
for youth, “Truth”—now in its 16th year—the campaign has been
a major part of a comprehensive, national, State, and local tobacco
control strategy. Together, these measures have resulted in re-
markable declines in youth tobacco use prevalence rates, from 23
percent in 2000 to below 7 percent today.

I have also served on the Board of Directors of the Betty Ford
Institute (BFI) and Phoenix House, a large nonprofit drug and alco-
hol rehabilitation organization.

Using tobacco as a case study today, it is important to under-
stand what it took to prompt dramatic social norm change, which
resulted in these shifts in knowledge, beliefs, attitudes, and behav-
iors. Public health experts know that four factors figure promi-
nently in maintaining dramatic declines in tobacco consumption.

The first factor is bold, highly targeted counter-marketing public
education campaigns.

The second factor is ever-increasing excise taxes on products at
the State and Federal level to prompt cessation among price-sen-
sitive consumers and to reduce initiation.

The third factor is policy initiatives that restrict access to to-
bacco, safeguard the public from secondhand smoke, and provide
access to cessation services for those addicted to tobacco products.

Cumulatively, these measures combine to change social norms
and save lives. Yet, the unspoken fourth leg of this stool is criti-
cally important: mustering the political will to enact what we know
works—even though it ruffles feathers and annoys special inter-

1The prepared statement of Ms. Healton appears in the Appendix on page 93.
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ests. Public health too often loses out to corporate profit motives
and the associated political influence, so we fail to do what we
know must be done to achieve the life-extending results we all de-
sire.

While today’s discussion focuses on those who peddle illicit drugs
to our most vulnerable populations, the business models are not
dissimilar. Those who profit from selling drugs to risk-seeking and
troubled teens do so to make long-term customers of them. They
care more about the lucrative sales than health. They attract young
customers when their developing brains are the most vulnerable to
risk-taking and addiction. Then, they reap the long-term profits, as
users remain addicted and age.

The United States cannot be safe from drug-related criminal ac-
tivity without, first, reframing the relationship between drug use
and crime and, second, sharply reducing the insatiable appetite for
illicit drugs. This can be accomplished through the prevention of
youth initiation, deglamorizing use by disruptive and innovative
mass media campaigns as well as un-selling use, and inducing
those who are addicted—or teetering on the verge of addiction—to
seek very prompt treatment. It goes without saying that drug
ttieatment needs to be broadly available and covered by insurance
plans.

I have provided the Committee with key studies which dem-
onstrate that well-designed and well-executed, paid mass media
campaigns improve health. In the case of the “Truth” campaign,
youth social norms and behavior shifted, first in response to a
Statewide Florida campaign and, then, a larger, national campaign.
In the national campaign, after the first 4 years, 450,000 youths
did not initiate—as a direct result of the campaign. In an analysis
at 2 years, at least 22 percent of the decline in youth smoking was
directly attributable to the campaign.

Researchers at Johns Hopkins University (JHU) and Columbia
University also concluded that, in 2 years, alone, the campaign
averted $1.9 billion to $5.4 billion in future medical care costs.

These are key lessons for the primary prevention of illicit drug
use and should be applied as a basis for a new and improved pro-
gram at the national level. The same impact on initiation may be
achieved by powerfully hard-hitting, youth-focused communica-
tions—especially, those designed by and for youth at the highest
risk of using drugs. Messages must be targeted to those most likely
to initiate drug use and must provide compelling reasons to avoid
initiation—including the fact that those profiting from their drug
use are using them—even if that person is a low-level dealer they
see as their friend or their boyfriend or girlfriend.

The Office of National Drug Control Policy (ONDCP) supported
the Partnership for a Drug-Free America’s—now called the Part-
nership for Drug-Free Kids’—paid advertising campaign, which
was sharply curtailed after a decade of persistent budget cuts. It
is critical to bring it back—but to restructure it, so that it is truly
independent of the kinds of oversight that can undermine a public
education campaign’s ability to succeed.

This, specifically, means that the creative development must
come from paid advertising developed and placed at market rates
to ensure that the work is done by the hardest hitting and best
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paid agency possible—and to ensure it gets the right media place-
ments. Youth market research has to be undertaken to appro-
priately target the design to subsets of high-risk youth, which will
likely result in bold advertisements that are exceptionally
unpalatable to adults and government Agency staff. I believe that
point is the key reason that the former campaign failed—and it did
fail.

We need vigorous, real-time evaluation to decommission adver-
tisements that are not resonating with the intended audiences and
to quickly replace them with those that do. This is essential, as ads
have possible boomerang effects and it is difficult to predict those
in advance.

To effectively reach adults, the approach is similar. But, if we
persist in using a moralistic, criminal justice model for those ad-
dicted and at risk, we will miss the opportunity to turn the tide on
an epidemic that the National Institutes of Health’s (NIH’s) data
suggests we have been achieving some success with—and that
must continue.

In closing, there are proven ways to reach these young, impres-
sionable audiences—and adults—with successful messaging. It re-
quires the abandonment of previous, failed policies in favor of
game-changing new ones.

Thank you.

Chairman JOHNSON. Thank you, Dr. Healton.

I do want to quickly ask a question, because—as long as you
raised it. What is an example of an unpalatable ad?

Ms. HEALTON. Well, I mean, I will use the “Truth” campaign as
an example. Our first advertisement piled 1,200 body bags around
a tobacco company in New York City—downtown Manhattan. The
first call I got was from the Department of Health, which had re-
ceived a call from then—Mayor Rudy Giuliani’s office asking to pull
our ability to execute the advertisement. Luckily, Mayor Giuliani,
ultimately, declined that invitation to pull our ability to shoot the
advertisement.

And then, we received lots of push-back about the advertise-
ment—including from networks that would not play the advertise-
ment and including networks that actually took our advertise-
ments, before they aired, and sent them to PhilipMorris USA. If
they did that for Coca-Cola and Pepsi, they would be in court over
it.

Chairman JOHNSON. OK. I did not want to have that moment
pass without getting an example.

Our next witness is Tony Sgro. Mr. Sgro is the Chief Executive
Officer of EdVenture Partners (EVP). EVP builds industry-edu-
cation partnerships with over 800 universities by connecting stu-
dents, educators, and industry leaders for societal changes and
brand building purposes. Mr. Sgro has more than 40 years of expe-
rience in marketing, advertising, and promotion. Mr. Sgro.
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TESTIMONY OF TONY SGRO,! CHIEF EXECUTIVE OFFICER,
EDVENTURE PARTNERS

Mr. SGrRO. Chairman Johnson, Ranking Member Carper, and
Members of the Senate Homeland Security and Government Affairs
Committee (HSGAC), thank you for allowing me the honor of
speaking with you today.

I have been asked to do two things today. First, to introduce you
to “Peer-to-Peer: Challenging Extremism (P2P:CE),” a countering
violent extremism (CVE) university initiative and competition
sponsored by the Department of Homeland Security (DHS), the Na-
tional Counterterrorism Center (NCTC), the Department of State
(DOS), and the technology giant, Facebook. “Peer-to-Peer: CE” is
based upon a simple premise. Who better to develop alternative-
narratives and counter-narratives to extremist messaging than the
very same audience extremists want to recruit? Government has
recognized it cannot do it, so it makes perfect sense to enlist tech-
savvy youth to be part of the solution to push back on hate, terror,
and extremism.

The second thing I have been asked to do, after introducing you
to “Peer-to-Peer: Challenging Extremism”, is to demonstrate how
this clay-like model can, similarly, be utilized to push back on drug
demand by enlisting the help of street smart digital natives, who
can play a role in the substance abuse solution—as they know the
drug and social media culture of their communities better than
anyone in this room.

Briefly, this is how we make “Peer-to-Peer: Challenging Extre-
mism” work on America’s college campuses—and, please, substitute
the word “extremism” for the words “drug demand” when I speak,
so you get a sense of the possibilities.

“Peer-to-Peer: Challenging Extremism” challenges a class of uni-
versity students, over the entire semester, while earning a grade,
to develop a social or digital media initiative, product, or tool to
counter extremism in their communities. They do robust research,
brainstorm extremely creative “Peer-to-Peer: Challenging Extre-
mism” campaigns, and, after they present their campaigns for re-
view, we give the class real money to spend—a $2,000 budget—and
say, “Now, go bring your idea to life. Do not just give us a plan
about challenging extremism, go do something.” When you give stu-
dents money to spend to actually do something, it changes the dy-
namics of learning. And, they absolutely love taking this class and
doing something positive in their communities.

The results we have seen, on 98 different universities in over 30
countries, thus far, with “Peer-to-Peer: Challenging Extremism”
have been phenomenal. These campaigns are credible, authentic,
and believable, because they were created by youth for youth.

Here are two brief examples. At Missouri State University
(MSU), the “Peer-to-Peer: Challenging Extremism” class created,
amongst other activities, four different oversized, downloadable
posters for seventh and eighth graders, educating them about so-
cial media safety. They also developed a middle school social media
curriculum designed to cover extremist recruitment prevention,

1The prepared statement of Mr. Sgro appears in the Appendix on page 105.
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which the Governor has expressed interest in expanding to middle
schools throughout the State.

Or, at Curtin University in Australia, where students created a
mobile application (app) for vulnerable, young Muslims called “52
Jumaa,” which means 52 Fridays. The “Peer-to-Peer: Challenging
Extremism” program—and the app they created—was so success-
ful, it changed the behaviors and lives of self-proclaimed, at-risk
Somali youth in Perth. One student’s brother went to Syria and
was killed. Another Somali youth’s brother was in jail for gang vio-
lence. Parents of these troubled, college-age young men thanked
our faculty administration profusely for offering “Peer-to-Peer:
Challenging Extremism.” These kids were on a similar path to de-
struction and, because of “Peer-to-Peer: Challenging Extremism,”
they are now looked upon as role models in the Somali community
in Perth.

I could share many more stories, but given time limitations, I
simply cannot. However, I believe you might recognize the transfer-
ability of this peer-to-peer model and can see it adapted to other
social ills, such as tackling America’s drug problem.

This is how it could be done. It could use the same peer-to-peer
model, where a class forms an agency to address program objec-
tives that read something like this: “You, class, are challenged to
create and implement a social or digital media initiative, product,
or tool to curb America’s insatiable demand for drugs. Your cam-
paign will promote drug awareness, abstinence, intervention, pre-
vention, or whatever you identify, in your communities, that will
be most effective in preventing drug demand and substance abuse.”
We can wordsmith the objectives, but I think you get the idea.

From a how-to perspective, we would invite faculty that teach
courses in marketing, advertising, and social media as well as
those that teach about youth drug culture, addictive disorders,
drugs in society, and narcoterrorism to see how these faculty and
students attack the drug problem.

Additionally, the top teams come to Washington to present and
compete in a national face-off competition. The “Peer-to-Peer Sub-
stance Abuse Challenge” becomes a national campaign and move-
ment, like it has with “Peer-to-Peer: Challenging Extremism.” And,
Generation Y and Generation Z are owning this community-based,
problem solving approach to push back on substance abuse in their
cities and towns.

Finally, let me close with these four short points. First, the peer-
to-peer model is scalable. For example, with “P2P: Challenging Ex-
tremism,” our proof of performance pilot was 20 universities.
Today, “Peer-to-Peer: Challenging Extremism” has 55 colleges par-
ticipating—and, in the fall semester, 150 universities in 50 coun-
tries will be unleashing a social media tsunami against the Islamic
State of Iraq and Syria (ISIS).

Two, peer-to-peer models can be targeted to reach youth in
States where drug demand is growing or already -crippling.
EdVenture Partners has worked with over 800 rural, suburban,
and urban campuses throughout the United States for the last 26
years.

Third, the peer-to-peer model becomes a “Silicon Valley-like” in-
cubator of new, fresh ideas to tackle the drug problem, where the
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best ones can be grown, scaled, resourced, and pushed out—similar
to what we are doing with “P2P: Challenging Extremism.”

And, lastly, the P2P model is cheap—dirt cheap in government
dollars—according to the National Counterterrorism Center.

However, I like the way the Committee says it best: “the peer-
:cio—lrl)eer model is high impact, low cost, and easy on U.S. taxpayer

ollars.”

With that said, I would like to thank you for allowing me to
share my thoughts about, potentially, using a peer-to-peer strategy
to confront America’s insatiable demand for drugs.

Chairman JOHNSON. Thank you, Mr. Sgro.

I do kind of wonder what comes after Generation Z. [Laughter.]

Mr. SGRO. We do not know yet.

Chairman JOHNSON. OK.

Our next witness is Robert Budsock. Mr. Budsock is President
and CEO of Integrity House, a nonprofit organization that provides
a full range of addiction treatment and recovery support for indi-
viduals diagnosed with substance use disorders. Mr. Budsock has
been with Integrity House since 1984, having started his career in
clinical services. Mr. Budsock.

Senator BOOKER. Mr. Chairman, he prefers Bob, please.

Chairman JOHNSON. OK. Bob.

TESTIMONY OF ROBERT BUDSOCK,! PRESIDENT AND CHIEF
EXECUTIVE OFFICER, INTEGRITY HOUSE, INC.

Mr. Bupsock. Chairman Johnson, Ranking Member Carper, and
Members of the Committee, it is an honor to be here today with
you and the other leaders that are testifying.

As Senator Johnson said, I am Robert Budsock. I am the Presi-
dent and CEO of Integrity House, and we are a nonprofit addiction
treatment program providing services in the State of New Jersey.
Integrity House was founded in 1968 and our mission is to provide
comprehensive addiction and recovery support to help individuals
reclaim their lives.

Addressing the demand for illegal drugs is one of our Nation’s
greatest challenges. The consequences of drug use for individuals
include: drug dependency and addiction, involvement with the
criminal justice system, chronic health issues, overdose, and, in
many cases, death.

Many of the challenges faced by this Committee are linked to the
demand for drugs. The consequences of the demand for drugs in-
clude: drug trafficking and violence, billions of dollars in costs in
our criminal justice and public health systems, and compromises to
our border security.

Through science and research, we know that drug addiction is a
brain disease that can be treated effectively.

I would like to present some facts about the insatiable demand
for illegal drugs that we are experiencing in America. Illicit drug
use in the United States has been increasing at a frightening rate.
The annual National Survey on Drug Use and Health (NSDUH),
conducted by the Substance Abuse and Mental Health Services Ad-
ministration (SAMHSA), estimated that 24.6 million Americans age

1The prepared statement of Mr. Budsock appears in the Appendix on page 121.
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12 and older had used an illicit drug in the past month. That is
9.4 percent of the entire population.

One of the factors that has led us to categorize the current crisis,
in the United States, as an epidemic is the huge increase in the
number of overdose deaths. Accidental death from the use of drugs
recently surpassed motor vehicle accidents as the number one
cause of death for young people in our Nation.

According to the CDC, in 2014, there were 47,055 overdose
deaths and, approximately, 129 Americans, on average, died from
an overdose every day. Tragically, overdose deaths are increasing
in every State, in rural areas, cities, and suburbs alike—among all
segments of our population.

Drug addiction is a complex disorder that can involve, virtually,
every aspect of an individual’s ability to function—in the family, at
work, and at school. Because of the complexity and pervasive con-
sequences of addiction, treatment, typically, must involve many
components. Some of those components focus directly on the indi-
vidual’s drug use. Others, like employment training, focus on re-
storing the addicted individual to productive membership in the
family and in society, enabling him or her to experience the re-
wards associated with abstinence.

Like other chronic diseases, addiction can be managed success-
fully. Treatment enables people to counteract addiction’s powerful,
disruptive effects on the brain and behavior as well as to regain
control of their lives. But, the chronic nature of the disease means
that relapsing back to drug use is not only possible, but also likely,
with symptom reoccurrence rates similar to those for other well-
characterized chronic medical diseases—such as diabetes, hyper-
tension, and asthma—that also have psychological and behavioral
components.

Based on scientific research conducted by the National Institute
on Drug Abuse (NIDA) over the past 40 years, I would like to high-
light five key principles that form the basis of effective treatment.
Addiction is a complex—but treatable—disease that affects brain
function and behavior. No single treatment is right for everyone.
People need to have quick and ready access to treatment. Effective
treatment addresses all of the patient’s needs—not just his or her
drug use. There is a correlation between length of stay and the ef-
fectiveness of treatment. Staying in treatment long enough is crit-
ical. Short-term programs or interventions are just not effective for
everyone.

It has been known for many years that the treatment gap is
massive. That means, despite the large and growing number of
those who need substance abuse treatment, few receive it. I cannot
name another disease or chronic health condition where this is tol-
erated or allowed to perpetuate.

One barrier that I would like to discuss is that, if you get your
health insurance through Medicaid—it is barred from paying for
community-based residential treatment at a facility of 16 beds or
more. This happens under something called the Medicaid Institu-
tions of Mental Diseases (IMDs) exclusion, which originated in the
1960s as part of a national effort to deinstitutionalize large psy-
chiatric hospitals. Though community-based residential treatment
programs for substance use disorders did not exist when the IMD
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exclusion was established, addiction treatment programs are con-
sidered IMDs in the eyes of Medicare and Medicaid—thus disquali-
fying reimbursement for care at a program like Integrity House
and hundreds of other similar programs around the country.

Integrity House is a longtime and active member of Treatment
Communities of America, a national association of nonprofit addic-
tion treatment programs, who has advocated for years for expand-
ing access to treatment by eliminating the IMD exclusion.

Thank you.

Chairman JOHNSON. Thank you, Bob.

I realize this hearing is about the insatiable demand for drugs,
but, General Kelly, I want to go to you because you have been on
the front lines of the war against the supply of drugs. And, I just
want to kind of get your input, in terms of where we are on that.

When we were down in Guatemala and Honduras and we talked
to, not only you, but also other people on the front lines—people
just incredibly dedicated to try and do that work—one of the com-
ments that really stuck in my mind was from somebody, who had
been battling this a long time, about how we are really not looking
at stopping the flow. We are just talking about redirecting it out
of the country they are operating in. I mean, we had the drug flow
from Colombia through the Caribbean Islands up into Miami. And,
that got redirected through Central America.

So, just kind of speak to that basic dynamic—what we are really
dealing with—because, the fact of the matter is, heroin—the cost
of heroin in 1981 was over $3,000 a gram. We are going to do a
field hearing outside of Milwaukee on Friday and research for that
shows that, in some places in Milwaukee, that is down to $100 per
gram—about $10 a hit, which is why you are seeing heroin take
the place of opiates, in terms of addiction.

So, just talk about the fact that we are not—well, I do not want
to put words in your mouth. Talk about how we are doing with
interdicting the supply.

General KELLY. Thank you, Mr. Chairman. I would just comment
that the demand signal, from the United States, has many thou-
sands of very bad people responding to that demand. At the higher
levels of the cartels, these guys are international businessmen and
they control the network. They control the price. They control the
flow—not only up through the Western Hemisphere into our own
country, but around the world, frankly—I am speaking right now
about cocaine.

Back in the 1980s, when the flow of cocaine and other drugs
went up the Caribbean Islands into, primarily, Miami—the old “Co-
caine Cowboy” days—the vast majority, as 1 understand it, of the
heroin consumed in the United States—and it was a lot—not as
much as today, but a lot—was coming from Asia and, essentially,
Afghanistan. That no longer is the case, because, as the cartels saw
the increase in demand for that particular drug, they just started
to produce it—primarily, today, in Mexico, but also a little bit in
Guatemala. They grow the poppies, they have the factories, and
they make the heroin that comes in.

For methamphetamines, a lot of legislation and a lot of very good
law enforcement activity in the United States shut down the many
thousands of small meth labs operating in the United States. And,
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again, these international businessmen—cartel leaders—saw the
demand and, now, most of the methamphetamine consumed in the
United States is produced in industrial quantities, in Mexico, using
precursors that are now either illegal in the United States—Dbe-
cause, again, of what Congress has done—or are very hard to get.
They just import it in from China and other parts of Asia.

So, no matter what we do to try to interdict it, it will come, so
long as there is the demand.

Chairman JOHNSON. Talk about the brutality of the cartels, be-
cause, when we were down in Central America, you were kind of
describing how they are, basically, untouchable because they are so
brutal. Central America is battling two things: corruption and im-
punity. That last one kind of surprised me—impunity. Well, impu-
nity because the drug cartels operate with impunity and then that
transfers over to the other parts of society, where you have the ex-
tortionists murdering people if they do not get bribes. Just speak
to how our insatiable demand for drugs has destroyed—or is de-
stroying—public institutions in Central America.

General KELLY. Well, due to the immense profits that come out
of our country and are available to the cartels, to the network of
people, and to the criminals, they have an unlimited amount of
money to bribe—or an unlimited amount of money to kill. In my
opinion, no legislator, prosecutor, police officer, or police chief in his
right mind would do anything to stop the flow of drugs

Chairman JOHNSON. Because what happens to those individuals
who try?

General KELLY. Because they are either—well, the example I
would give you—in a Latin American country or a Central Amer-
ican country, when I was talking to a Minister of the Interior—
kind of like our AG or FBI Director, he said, “Look, I will not take
their money.” I think I have told you and Senator Carper this
story. “I will not take their money and they know it. And, I will
continue to go after them.” This was what he said when he first
got in office.

But then, he just received a computer disc (CD) in the mail and
the first sequence of the CD had his two little girls leaving the
house in the morning, bouncing down the street on their way to
school. And, the next sequence had him, his wife, and the two little
girls on Sunday morning, walking out of the house and going down
to Sunday mass. And, there was a third and a fourth. And, as he
said, “No way. I will not take their money, but I am not going to
go after them.” And, that is the intimidation factor.

And, their brutal tactics are as bad as anything ISIS and the rest
of the extremists use. They have no laws. They have no regula-
tions. They have no morals. They have no limits to what they will
do. And, they hold many of these countries, particularly the Cen-
tral American countries, in really a grip of fear.

Chairman JOHNSON. I often hear—we often hear that taking
drugs is a victimless crime. When we were in Guatemala, we did
visit a shelter for sex trafficked little girls. And, again, it is the
drug cartels that are run by business people and they expand their
product lines into human trafficking—sex trafficking. By the way,
those little girls were ages 11 to 16. There were also little cribs
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there, because they become pregnant. I think the average age was
14.

Can you just speak to what these drug cartels—how do they ex-
pand their business and really cause the mayhem and the broken
lives down in Central America?

General KELLY. Again, think about businessmen. If there is a
need and they detect a need, then they will provide the need.
Again, when pharmaceuticals were getting more and more expen-
sive—pills were getting more and more expensive in the United
States—and, because of legislation and some other factors, pills be-
came very expensive and less available—then the businessmen—
the cartel members—went into business and started producing
pharmaceuticals. It is the same thing with heroin—we have al-
ready talked about that—and methamphetamines. It was good
news up here, but so it moved down to Mexico.

But, in terms of other needs, Latin American and Caribbean citi-
zens will tell you—and their law enforcement people—that the
movement of guns is, primarily, from our country to the South.
And, many of the guns used to commit crimes in Central America,
Mexico, and the Caribbean are trafficked, by the same traffickers,
into those places.

Anything that we demand in this country, they will provide. I
think the United Nations (U.N.) figures tell us that 18,000 or so
young women—mostly adolescents—young girls—are trafficked into
our country every year as sex workers. I do not think they know
they are coming here to become sex workers, but they come here
every year—some little boys, as well, to provide the same services.

So, they will respond to what the demand is. And so, we have
to, in all of these cases—in my view—reduce the demand, signifi-
cantly, and keep up the pressure on the networks.

I am told that this network is really mostly about drugs—which
it is—and mostly about profit—which it is—and that it is not in the
interest of the traffickers to allow other things—like, say, a ter-
rorist—to come into the country. But, I will go back to what I said
in my written statement—and I say it all of the time. These people
that control the networks do not check passports. They do not
check bags. They do not care why you are coming, as long as you
can pay the freight. And, you will get in. You will get in. Or, it will
get in—depending on what you want to get here.

Chairman JOHNSON. They are some of the most evil people on
the planet.

So, again, I am looking for kind of a one-word answer. As some-
body who has been on the front lines for years and in command of
others—of heroic efforts to try to win the war on drugs—the supply
side—are we winning that war?

General KELLY. I could give you a one-word answer, but I will
give it to you at the end. I would just simply say that we think that
an unlimited amount of drugs get into this country—in the hun-
dreds of tons—not even counting marijuana—in the hundreds of
tons of cocaine, heroin, and methamphetamines. It gets in, no prob-
lem. It gets all the way to Portland, Maine as fast as it gets to San
Diego, California.

We know that tens of thousands of people come into this coun-
try—I am not talking about people coming for economic reasons
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and people seeking a better life—I am talking about sex workers
and other people. They get here, no problem.

Millions and millions of items—of counterfeit, industrial-type
items—Ilike electronics—get in.

This very question was posed to me in my last SASC hearing and
I gave the same answer. If all of that is getting in, no problem,
then I would argue that our border is not secure.

Chairman JOHNSON. Thank you, General Kelly. Senator Carper.

Senator CARPER. We are glad you came. You have given us a lot
to chew on and we thank you for that.

I have a couple of aphorisms that these guys and gals, on our
Committee, hear me use all of the time. I like to say, “There are
no silver bullets—a lot of ‘silver BBs.”” Some of them are better
than others and you have mentioned some of those “silver BBs,”
today.

Oftentimes, I say, “find out what works and do more of that.”
Several of you have mentioned programs or initiatives that have
worked very well.

I also am a big advocate, as my colleagues know, of root causes—
like, do not just address the symptoms of problems. Let us go after
the root causes.

And, I got hooked on this, with respect to going to the border.
We have all of these tens of thousands of people trying to get into
our country, mostly from Honduras, Guatemala, and El Salvador.
The flow of people between our country—illegal aliens between our
country and Mexico—there are more Mexicans going back into
Mexico, these days, than coming the other way.

So, the folks that are coming here, largely, from these three
countries—we call it the Northern Triangle—so my focus has been
on determining why their lives are so miserable. What is it about
their lives that compels them to try to get here—to risk life and
limb to make that 1,500-mile trip to the U.S.-Mexican border to get
in. It is the violence, which we are complicit in by virtue of our ad-
diction to these drugs that are trafficked through the Northern Tri-
angle nations.

What I want each of you to do is to, maybe, think out loud for
us, maybe, for a minute apiece, about a comprehensive strategy in
this country that might be funded to address this problem. And,
while you think about it, I will just say that we spend a ton of
money on law enforcement—arresting people, prosecuting them,
and putting them in jail for drug-related crimes that are com-
mitted. We spend a ton of money, in my State and in every State
that is represented here—State dollars, local dollars, and Federal
dollars—to incarcerate people. And, we spend a ton of money for
treatment.

My gut tells me that there is money out there that, if we could
just take a fraction—just come up with a fraction of what we are
spending in the areas I just described—we could probably fund a
pretty darn good comprehensive strategy.

Let me just start with General Kelly. Just take a minute and tell
us what could be some of the key elements of a national strategy.

General KeLLY. Well, I will start in the North and just simply
say that it is all about demand. So, doing whatever it takes to re-
duce demand to the greatest degree that we can. And then, it is—
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coming South—then it is law enforcement and it is the rehabilita-
tion to take care of these sick people—because they are sick people.
As you get further South, down into the zone that I used to work
in, it is doing better with our partners—because many of our part-
ners are, in fact, willing to do more for us. They just are limited
in certain ways. Then, you move a little bit further South into the
production zones—same kind of things. Help them get at the pop-
pies, coca, or whatever and work with the partners more and more
and more. And, again, they are all good partners—some are better
than others in their capabilities.

But, it just came to me that, frankly—I will be a little bit cyn-
ical—it just does not seem to me that the country is all that inter-
ested in reducing the demand. It is, certainly, not that interested—
for a lot of different reasons—in providing the kind of assets to the
SOUTHCOM Commander that are needed to interdict. And, I can-
not say, by the way, enough good things about the FBI, the DEA,
and DHS. They are just the best of the best. They are superb men
and women.

But, it is about finances—the amazing amounts of money that
have to be laundered out of our country—and the billions and bil-
lions and billions of dollars—we think maybe as much as $100 bil-
lion—has to be laundered. So, it has to go into some banking insti-
tution. And, we know—I think—where those banking institutions
are. It would just be great, in my mind, to just go after those insti-
tutions and take that money away, because, if you go to sleep at
night as a drug cartel leader with billions of dollars in the bank
and you wake up the next morning and it is going—wherever it
went, but it is gone—you are not a drug cartel leader anymore. You
are a dead man.

So, that is what I would say. It is very comprehensive.

Senator CARPER. Great. That is great. Thank you. Jonathan.

Mr. CAULKINS. It is important, whenever we are talking about
drugs, to disaggregate marijuana from the hard drugs. Mr.
Budsock said 24 or 25 million Americans will self-report having
used an illegal drug within the last 30 days. The comparable num-
ber for marijuana, alone, is 22 million.

Marijuana is a mass market drug. There are more than half as
many Americans who use marijuana, on a daily or near daily basis,
as there are Americans who drink alcohol on a daily or near daily
basis. Marijuana use is within a factor of two of alcohol, in terms
of daily or near daily use.

That is a very different situation than for cocaine, crack, heroin,
and meth, where the consumption is enormously concentrated in a
very small number of people. Eighty percent of the consumption is
accounted for by just 20 percent of the people who use. It is,
maybe, three million people.

The majority of the hard drugs are consumed in the United
States. And so, the majority of that flow across the border comes
from people who are, literally, under criminal justice supervision,
in the sense that they are on probation, on parole, or on pretrial
release. If you want to cut the flow of the hard drugs, you have to
focus on that very small number of people who are living very cha-
otic lives and are interacting with the criminal justice system. If
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you want to affect marijuana—that is much more of a mass market
public health target.

Senator CARPER. Good. Thank you so much. Cheryl.

Ms. HEALTON. I have just a few points. One, I think we need to
decriminalize—which does not mean legalize.

We need to instill the availability for mass treatment, particu-
larly, for the opioid epidemic that we now have, which you will see
in my testimony, can be, partially, laid at the feet of the pharma-
ceutical industry, sadly, because the pricing of these drugs is driv-
ing people to street heroin.

And, we need to unsell drug use to both users and non-users—
and that, I think, can be done. And, some of the stories that Gen-
eral Kelly told us, I think, are great starting points for motivating
people to change their behavior. We consume 40 percent of the
world’s cocaine and 20 percent of the world’s opioids. We are the
number one problem in the world, in terms of drug consumption.

And, I would just make one added point to the points that Jona-
than Caulkins was making. And, that is that the opioid problem is
much more complex, because—it is either 11 or 17 percent—or
somewhere in that range—of adolescents who report using pills.
And, the modal pill that they are using are opioids—often left over
from their last dental visit or the dental visit of a friend. And, that,
in turn, leads to a young adult opiate addiction for a substantial
proportion of those kids, which, as you can see in the tables that
are out there, is producing a very large number of intentional and
unintentional deaths. It has now surpassed traffic accidents in the
United States, which is a startling statistic. As a 35-year public
health professional, if you told me 25 years ago that drug-related
deaths could exceed traffic accidents, I would look at you as if you
were out of your mind.

Senator CARPER. My time has expired, but, when we have a sec-
ond round, Mr. Sgro and Mr. Budsock, I am going to come back
and ask the same questions of you. But, those are wonderful an-
swers. Thank you so much for giving us those thoughts.

Chairman JOHNSON. Senator Ayotte.

OPENING STATEMENT OF SENATOR AYOTTE

Senator AYOTTE. I want to thank you, Chairman. And, I want to
thank all of you for being here.

General Kelly, I wanted to follow up, because this is a topic that
you and I have talked about, in the past, when you were
SOUTHCOM Commander. And, one of the things that struck me
is that I have been working on the demand side with people, like
Senator Portman, and we have worked, for several years, on what
is called the Comprehensive Addiction and Recovery Act (CARA)
that was passed in the Senate in the last few weeks. And so, it has
a prevention piece, a treatment piece, and some support, in terms
of the relationship between prescription drugs and heroin.

But, I want to get to this interdiction issue too, because these
drug cartels have been particularly clever. They have flooded this
market and driven down the price of heroin, going to rural areas
in New Hampshire, Ohio, and other places in this country. And so,
I actually think that, for the demand side, we have to do all we
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Caél to get at—but we also need to drive the price up on the supply
side.

And, when you were SOUTHCOM Commander, I remember you
testifying about—and I think your written testimony today reflects
that—we see a lot of these drugs coming over, but we are not put-
ting as much teeth into the interdiction piece as we possibly could.
In fact, what you said is that the effort to get at our drug demand
begins—or should begin—on the cartel’s end of the field, with much
greater effort. And, the U.S. military is almost absent in the effort,
due to an almost total lack of Naval forces.

So, as someone who serves jointly on the Senate Armed Services
Committee, I want to know what we can do to help on that end,
working with our partners—obviously, Customs and Border Protec-
tion (CBP), the Coast Guard, and law enforcement—that could give
more assets to what we need to do, while we are working on the
demand side—because I think this is an important piece as well.

General KELLY. We need a bigger Navy. That is the answer. 1
mean, last year in SOUTHCOM—joint effort—and again, law en-
forcement is as important to me down there—or was as important
to me down there, as Naval forces and the Coast Guard.

But, 70 percent of the 191 metric tons of cocaine that we took
out of the flow—and this is in one-ton to two-ton—generally speak-
ing—one-ton to two-ton loads—70 percent would not have been
taken had it not been for the occasional Canadian ship that showed
up down there—or the Dutch buoy tender, the Coast Guard, or the
occasional French or British ship. Seventy percent.

Our Navy is absent for a lot of different reasons. There are a lot
of things going on around the world and the Coast Guard Com-
mandant, when he first came in, decided to double the number of
cutters

Senator AYOTTE. Right.

General KELLY [continuing]. That is good, but that is only three
or four. And, the way to get at this cocaine problem is to get it
when it is on the high seas, when it is still moving, and before it
makes landfall.

Methamphetamines and heroin produced in Mexico—that does
not move through the transit zone, so to speak, so that really does
become a question of how closely we can work with the Mexicans
to get vast quantities of those drugs. Their best counter-drug orga-
nization down there is the Mexican Marines. They do very well.
And, there are a lot of reasons for that. But, they do take a lot of
drugs in movement.

But, if you are not getting a lot of it to drive up the price—one
of the things that I think I learned from the DEA, here on Capitol
Hill, to buy an illegal Oxycontin or something like that—Percocet
or something like that—a single pill will cost you about $90. The
same amount of heroin to get you to the same place is $6.

Senator AYOTTE. Right.

General KELLY. And, that is why they move to heroin. And, un-
less you can do something about inhibiting the flow—and I do not
believe that is entirely a Southwest border issue. I think it is deep
down in Mexico—Sinaloa—places like that. But, again, our drug
demands have turned vast amounts of Mexico into insurgent-held—
if you will—insurgent-held regions that are dominated by the
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Joaquin “El Chapo” Guzmans of the world—and not even their
army will go in there.

So, the problem is, again, the demand—and, frankly, in my
mind—not to criticize countries like Mexico, Honduras, or others
for not doing enough—because I spent the last 3 years of my life
looking North—not South—and they would tell us, “Look, we are
doing the best we can down there. Why do you not get your arms
around your demand.”

Senator AYOTTE. And, that gets me, Dr. Healton, knowing what
has happened with the Legacy Foundation and having been an At-
torney General, myself, before I served in the Senate—I have two
young children. I have an 8-year-old and an 11-year-old. I have to
tell you, their attitude toward smoking is totally different than atti-
tudes when I was a kid. They, literally, see someone smoking on
the other side of the road—and this is not something they do be-
cause their parents have said to do this—they will move to the
other side of the road.

And so, the notion that we cannot do an ad campaign that would
really focus on this issue—and, especially, I think, focus on the
opioid issue, because the national data shows four out of five people
start with prescription drugs and then go to heroin. I believe we
can do it.

But, something you said is really interesting. And, I think we are
trying to support efforts here to get resources toward the preven-
tion piece—and that is this. How do we structure this in a way so
that, if we give the Federal resources—along with combining them
with State and local—we put it all together and we say, “We are
going to go after this and we are going to get this message out.”
How do we do it in a way so that it is a sufficient body that does
not get the sort of bureaucracy stifling response of, “Well, that mes-
sage is too troubling” or so that, when you have a talented adver-
tising organization that has researched it, collected the data, and
then come up with this—and that was what was so effective. I re-
member seeing the guy on the smoking campaign with the trache-
otomy. I mean, you remember that.

But, do you have any thoughts, for us, on how we could structure
something that would give sufficient—the Legacy Foundation had
its support and independence as a nonprofit that was formed. Obvi-
ously, there is an oversight board—many Attorneys General in-
volved—but you had the sufficient authority and flexibility to be
able to create a really hard hitting campaign—and that is what we
need.

We cannot sugarcoat this with our young people. We cannot sug-
arcoat this with adults. Otherwise, we are not going to get this
message through. And, I have met too many families whose sons,
daughters, sisters, brothers, and grandchildren have died—and it
is about not sugarcoating what our families are experiencing.

So, how do we do this?

Ms. HEALTON. So, I have two models that I would recommend.
One is driven by the Federal Government and one is a more pri-
vate model driven by the States.

In terms of the one driven by the Federal Government, I would
create—I actually think NIDA or SAMHSA would not be a bad
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place to rest the bidding. But, I would open it up for a national bid
and I would leave it alone once it is won.

What hurt the ONDCP campaign—and I have pored over their
results for years and have been very disheartened because they
had a fabulous staff—still do—it is now drugfree.org—but they
were not allowed to do what was needed to do the job. And, I be-
lieve the job can be done. I came to Legacy making the following
statement, “I do not think you can advertise your way out of an
epidemic’—and I believed it at the time.

And, in fact, I was almost going to stop the national campaign
because we were pouring $100 million of money into it, in the first
year, and we did not have any peer-reviewed literature. And, luck-
ily, in February 2000, a paper came out, from Florida, that showed
a 40-percent decline in middle school smoking and a 20-percent de-
cline in high school smoking. And then, in good conscience, I could
say, “Go ahead. Let it go.” Within 6 months, we were in court. We
were in court for 7 years and $17 million worth of litigation fees
were was spent trying to shut us down.

So, one thing you need to understand is, when you go after pre-
scription opioids—which are saturating our young people, satu-
rating adults, and producing the resurgent heroin epidemic—you
will be going up against the pharmaceutical industry. So, one
model is the model I just described.

The second model may be preferable—or, maybe, it is a parallel
model. You do something not unlike what Washington State did, in
terms of Oxycodone and its effects. You do, basically, a metropoli-
tan statistical area (MSA) focus on the “unintended”—in
quotes—consequences of pharmaceutical misadventures in pushing
pain analgesics that, in turn, lead to heroin addiction and sow the
seeds in our young kids, who just want to get a root canal, where
the next thing you know—>5 years later—they are a heroin addict.
Not a good idea. There are fixes, but it will unleash a storm of un-
happiness on the part of the pharmaceutical industry.

Senator AYOTTE. Well, I have to share with you—first of all, the
storm of unhappiness that we are in right now, with people who
are dying and lost—incredible people who had such potential—that
is the storm of unhappiness. The other storm—as big as it could
be—is minor compared to this storm.

Chairman JOHNSON. Senator Booker.

OPENING STATEMENT OF SENATOR BOOKER

Senator BOOKER. Thank you, Mr. Chairman. And, thank you
both to the Chairman and Ranking Member for holding such an
important hearing.

So, really quickly, just, Bob, can you just hit that point, which
is so important, one more time—that we have a law written that
restricts funding for multi-bed facilities when, now we know—and
I know this from being Mayor of Newark—that the best providers,
in my city, who are creating transformative change, taking people
from addiction to recovery and from criminality to productivity, are
being denied funding. It is such a ridiculous bureaucratic block
that is undermining grassroots efforts to meet this crisis. Could you
just make it plain one more time, so we have it on the record,
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about the idiocy of this bureaucracy—and something that we need
to change, in order to see more progress in communities?

Mr. Bubpsock. Yes, Senator. So, the IMD exclusion was written
into the Medicaid regulations back in the early 1960s. And, the
IMD exclusion means that, in treatment facilities, such as Integrity
House—and there are many other facilities like Integrity House all
across the country—if an individual comes to us and they have
Medicaid as their primary health care coverage, they are not eligi-
ble to access the full continuum of services that are necessary to
treat their disorder. So, they are able to access certain parts of that
continuum, but they are not able to access the residential services
if the facility has more than 16 beds—and just about 99 percent
of the agencies similar to Integrity House, throughout the United
States, have facilities that are larger than 16 beds.

Senator BOOKER. So, there are things we can do, right away, that
can make a difference with this issue. And, this is one of them that
is, to me, frustrating that we have not made an administrative
change to fix.

Just to give a larger perspective, having been—I live in the cen-
tral ward of Newark, New Jersey. I would imagine that I am one
of the Senators that returns to the poorer Census track to live. I
live up the street from Integrity House and have been wrestling
with the ravages of this reality for my entire professional career,
seeing how we, as a society, would much—it seems to me, we are
much more willing to pay exorbitant amounts to treat the symp-
toms of a problem. The law enforcement costs alone are outrageous,
in terms of, again, local government, jails, police officers, courts,
and prisons. But, that is just one massive cost.

The other massive cost here is hospitals—and what I had to
struggle with are the charity care costs for people being brought to
the emergency room on a continuous basis. And, the depth—and
this is why I appreciated Senator Ayotte’s remarks—the depth of
this crisis in our country is astonishing—especially when you real-
ize how unique America is as a country.

Not only due to the fact that, every day, 1 out of 10 Americans
is breaking U.S. drug law—not to mention the fact that, of the pre-
scription drug consumption—opiate consumption—I thought it was
50 percent. My staff corrected me. It is about 80 percent of the
globe’s pills that are being consumed by people in this country. The
overwhelming majority of that—of people who consume those
pills—or people who get addicted to heroin—the gateway drug to
them are these pills in which there are—again, we are the mass
drivers of that consumption on the planet Earth—mnot to mention,
Doctor, what you were talking about when it comes to heroin and
the percentage of this country using it.

But, then, let us even shift to just the antidepressants being con-
sumed on the planet Earth. There is something going on here that
we, as a Nation, are devouring drugs—prescription and illegal
drugs at rates not seen in humanity—not seen anyplace else on the
planet Earth.

And so, it seems like we are paying for this problem, but we are
not doing anything to get to the root cause. And, that is why I am
so appreciative of this—is that what is causing us, as a Nation, to
turn so dramatically to drugs—Ilegal prescription and illegal drugs?



26

And, that is what frustrates me, because I am tired of us spending
billions and billions of dollars—trillions of dollars, as a country—
not dealing with the real root cause of the problem, which is this
insatiable demand for drugs.

And so, I appreciate—we were just talking, when you were giving
your testimony, Doctor, about the effectiveness of the tobacco cam-
paign and how it really—as Senator Ayotte said—has changed the
consumption patterns in this country. I go to Europe and you now
see what America used to look like. So, we have done it there, but
we are not even chipping away—it is getting worse in these other
areas.

So, I have a minute left. And, maybe, Doctor, I can go with you
and then, Bob—just because you are my neighbor and I have to go
home—and split that time. Doctor, what is going to get to the root
cause of this? Is it just public relations (PR), or is it something
even deeper within our society that we have to start having an
honest conversation about?

Ms. HEALTON. That is a very difficult question. Why do we use
drugs? Humans have been using mind-altering substances for:

Senator BOOKER. But, Doctor, I am sorry—just to interrupt
you

Ms. HEALTON. Yes.

Senator BOOKER. This is not a human problem. It is an American
problem——

Ms. HEALTON. Yes, it is

Senator BOOKER [continuing]. Because you do not see this going
on—at this rate—in other countries.

Ms. HEALTON. You are right. So, you could come up with lots of
reasons, but the fact is, we have a very substantial profit motive
in our country. Capitalism is our system, so people are very enter-
prising. And, people can create markets. Just like they create mar-
kets for the newest T-shirt and the nicest jeans, they can create
markets for drugs. And, when you have kids who have time on
their hands and are bored, they will turn to that. We do not have
the kind of family structure we had in 1950. It is a different world
here—the modern world. So, I would say, it is a combination of
drivers like boredom and poverty—I mean, if I were to pick two
drivers.

Senator BOOKER. Right. And so, Bob, you would say that one
thing we need to do is to increase access to treatment. The majority
of people we incarcerate—you see this, whether it is Newark—or
pick your town—across the country—we are putting people in jail
with addictions and we are not treating that. Is that what—so, the
root cause that you think some of this is due to?

Mr. BuDSoOCK. Yes. Statistics have shown that over 80 percent of
individuals that are involved in the criminal justice system have ei-
ther a drug-related charge or a charge that, actually, was brought
upon them as a result of their insatiable demand for illegal drugs.

Do I have a minute to speak?

Senator BOOKER. No.

Mr. BuDSOCK. No.

Senator BOOKER. Unfortunately, because I am over my time.
And, I just want to say, Chairman, really quickly, there is some-
thing missing here. In other words, it cannot just be capitalism, be-
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cause there are other capitalist countries. We are different, some-
how—and I would love to figure out a way to get to the root answer
of that question, because I just do not think—I think that all of
these people are doing admirable things to stop it, but there is
something that is driving this that is different than in any other
country—and we have similar economies, similar democracies, and
similar free market systems, but America is unique, globally, in
this problem.

Chairman JOHNSON. Well, again, we are trying to get some of
these answers. I come from a business standpoint. I could not ad-
dict my customers to plastic by giving them a free sample. You can
addict a child to drugs—and that is what really drives a lot of
these markets. Senator McCaskill.

OPENING STATEMENT OF SENATOR MCCASKILL

Senator MCCASKILL. Thank you.

In 2010, General Kelly, I chaired a hearing on the Oversight of
Government Management Subcommittee, as part of this Com-
mittee, on our counter-narcotics efforts in Latin America. At that
point in time—I mean, it was difficult for us to get information—
and we were, primarily, looking at the billions of dollars in con-
tracts that had been given by the State Department for counter-
narcotics efforts in Latin America.

Six years ago, we had spent $7 billion in Latin America over the
previous 10 years. And, the vast majority of that was being spent
on contractors. Some of them were sole source contractors—Alaska
Native corporations—where there did not appear to be a good ra-
tionale as to why. I mean, this was the hearing I will remember—
never forget, because I discovered that contractors had prepared
the people testifying at the hearing for the hearing about contrac-
tors—and it was one of those moments that made you think, “Have
we gone down the rabbit hole so far that we do not realize how silly
this has gotten?”

So, I would like to ask you, as somebody who has been in com-
mand of SOUTHCOM, what are the metrics we are using for the
massive investment the American taxpayer has made in counter-
narcotics efforts in South America? And, is it still as dysfunctional
as it was in 2010, in terms of the coordination between the State
Department contractors, SOUTHCOM, the DEA, and all of the
other players in the space?

General KELLY. That is truly a great question. On the issue of
money that is managed by the State Department, there is a lot of
money managed by the State Department used to get at some of
these problems. That money does not really touch me when I——

Senator MCCASKILL. Should it?

General KELLY. I would tell you, give me that money and I would
be able to fix the problem. I think there is—the combination of the
U.S. military—and I am not trying to militarize this thing, but
there is a military aspect to it—the combination of the U.S. mili-
tary down in the zone and our law enforcement people—to include
the FBI, the DEA, and, frankly, the NSA—they are not law en-
forcement—Dbut the CIA and all of the alphabet soup that is inside
of DHS—phenomenal men and women—and we really do bring
that together, regionally—we being SOUTHCOM—through a joint
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task force that is in Key West, Florida—a Joint Interagency Task
Force (JIATF). It is the model for tactical—or for intelligence fusion
around the world. In fact, it was replicated years ago in the fight
in Iraq, Afghanistan, and now worldwide against terrorism. It is
very effective.

As I mentioned—I think you were gone—but I can see—we can
see 10 percent—or 90 percent of the production and the flow, but
we could only get at just a small percentage because we do not
have end game authority. I did not have end game authority—that
is, seizure authority. And, I did not, frankly—even if I had the au-
thority, I did not have the assets.

The countries that produce drugs in Latin America and the Car-
ibbean—well, Latin America—are suffering from our drug demand
in a way that is unimaginable in our country. The violence rates
are just off of the page. In the United States, the U.N. figures go
like this: roughly 5 per 100,000 of our citizens are killed every
year. That is how they measure violence. In Latin America—places
like Honduras—it is 91 out of 100,000. Colombia is down into the
30s now. They have done that, essentially, by themselves.

But, in the countries that we—this group—this SOUTHCOM
group of interagency actors—where they have spent time and ef-
fort—Colombia, as an example—things have gotten markedly bet-
ter. The Colombians, again, have really done it themselves. We
have provided encouragement and advice, but no boots on the
ground.

Senator McCASKILL. Well, what is the State Department doing?
I mean, you were there. You had vision. What is the State Depart-
ment doing with these billions of dollars?

General KELLY. They—as you have outlined—they invest it in
ways that, perhaps, are acceptable to the State Department, but
are not getting at——

Senator MCCASKILL. Like, what are they doing?

General KELLY. Well, I mean

Senator MCCASKILL. Like, give me an example of the activities
they are paying for with the contractors.

General KELLY. As you point out, they would fund—as an exam-
ple—counter-drug or counter-gang violence—counter-gang partici-
pation by young kids in countries—pick a country—Honduras or
somewhere like that.

But, I can remember once sitting and talking to—I would always
meet with the human rights groups when I would travel to these
countries—which was frequently—and I was sitting there with a
very senior person from our country team. And, we were talking
about this kind of topic and I said, “Well, how about preventing
kids from getting into the gangs,” which are really the point of the
spear on drug trafficking and all of that—and drug marketing.
And, very quickly, the State Department representative said, “We
have a very good program for that. In fact, we spend $10 million
a year in this country.” And, I said, “Well, how long has this been
going on in this country? I mean, how long have we been spending
the money?” I was told, “Well, 10 years.”

Well, even a Marine infantryman realizes that that is $100 mil-
lion. So, I asked a question, “Is the problem of kids going into the
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gangs—and by extension into the drug trafficking—is it better than
it was 10 years ago?”

Senator MCCASKILL. Or worse?

General KeELLY. That would, in my mind, make it a good invest-
ment. Is it the same? In my mind, that would be a bad investment.
That is failure. Or, is it worse? And, he acknowledged, it is geo-
metrically worse.

So, I would just say that the way that we and the interagency—
the military, certainly—the way we look at solving a problem is
that you set up a program and start to pay for it. But, every 6
months or 3 months, whatever—we did this in Iraq and Afghani-
stan—we do this everywhere—I did it in SOUTHCOM with the
monies that I held. Three months later, we look—is it getting
worse, better, or is it the same? And then, we make an adjustment.

Senator MCCASKILL. It is really frustrating. I wish—and I know
that the Chairman is on the Senate Foreign Relations Committee
(SFRC)—and it is frustrating to me, because I think the State De-
partment means well. It is not that they are not trying to do
things. But, these are legacy efforts without real metrics. And, as
our Chairman likes to say, metrics matter in business. They ought
to matter in government. Metrics matter. And, the idea that we are
spending—just in that one example—$100 million in Honduras on
an anti-gang problem and the problem has gotten exponentially
worse as opposed to better. Why are we not figuring out a better
way—even if it means moving some of that budget over to some of
the players in the task force in Key West, Florida.

And, I would like us to continue to follow up on this, because I
was stunned at the lack of information that was available and the
lack of metrics that were available for $7 billion in investment—
and that was 6 years ago. It has probably been another $7 billion
since then, in terms of counter-narcotics in Latin America.

And, before my time is up, I want to just briefly talk to Mr.
Budsock. I was, I think, the second prosecutor in the country to ag-
gressively go after a drug court model. And, I got a lot of blow-
back, politically, from my police department (PD)—from a lot of
people—that this was going to be something where we were going
to bust down a drug house and then going to give them a bus pass,
a job, and a pat on the head. Well, it was a little more complicated
than that, but, as you well know—and as anybody who works in
this field knows—that drug courts began on the bottom, exponen-
tially grew, and have remained an incredibly effective way to get
at the public health issue of drugs and crime.

And, I would like—and maybe, Dr. Healton—one of you to speak
to why have we stalled on expanding the drug court model into
things like reentry courts. I mean, we take somebody who has been
in the drug culture for all of their life, we put them in jail for 18
months, then we give them a bus pass and $20, and we are
shocked that they are back in jail within 6 months. Why are we
not making—since we know drug courts are cheap and they work—
why are we so stubborn about not putting more resources into this
model that has worked so well at turning folks around and reduc-
ing the recidivism rate?
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Mr. Bupsock. Thank you, Senator. I think one of the major suc-
cess factors for the drug courts, is that they are treating addiction
as a chronic disease

Senator MCCASKILL. Right.

Mr. BUDSOCK [continuing]. Not as an acute illness. So, what hap-
pens is that, when an individual enters drug court, they receive a
very rigorous schedule, that goes on for a period of anywhere from
3 to 5 years, where they are reporting to the drug court once a
week on their progress. They are participating in a treatment pro-
gram. And, also, their employment is being monitored and they
have realistic and achievable goals that they must accomplish to
progress throughout the drug court program. And, again, the key
is that addiction is being treated as a chronic disorder.

In New Jersey, we have seen an expansion of drug courts, spe-
cifically, the criminal justice model. However, there are other areas
where drug courts would be effective when it comes to the family.
There is one county in New Jersey that has a family drug court
and we are hoping to see the expansion of that into other counties.
And, anytime that an individual is involved with the criminal jus-
tice system, where there is a detection of drug use or drug depend-
ency—the model has proven to be very effective.

Senator MCCASKILL. Yes. I would just like to see us do it on the
back end. So much of it has been focused on the front end—and the
back end is where recidivism occurs so often.

Chairman JOHNSON. Senator—Ilet me—because we are 2 minutes
over—but let me just give—there is one metric that we can use.
You might have missed it when I first started questioning General
Kelly.

In 1980, in inflation adjusted dollars, the cost of heroin was
$3,260 per gram. I do not know what it is in St. Louis, but, in Mil-
waukee, it is about $100 a gram.

Senator MCCASKILL. Yes.

Chairman JOHNSON. So, we are spending $25 billion a year to
interdict the supply of drugs and you want an indication—you
want a metric? Dropping from over $3,000 per gram to $100 per
gram——

Senator MCCASKILL. I would like a little more granular——

Chairman JOHNSON. I understand, but that is a pretty effective
macro

Senator MCCASKILL [continuing]. Have to tell me where

Chairman JOHNSON. Let us put it this way. We are not winning
the war.

Senator MCCASKILL. Yes.

Chairman JOHNSON. Senator Portman.

OPENING STATEMENT OF SENATOR PORTMAN

Senator PORTMAN. Thank you, Mr. Chairman. I really appreciate
you and Senator Carper holding the hearing and your focus on this
issue—not just with this hearing, but over the last couple of
years—realizing that we do have an epidemic on our hands and
getting this Committee engaged. In fact, you have allowed us to
have a hearing in Ohio on April 22 to examine the impact of opioid
addiction—and the epidemic we have in Northern Ohio—and I ap-
preciate that. You guys are focused on the right thing, in my view.
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About 22 or 23 years ago, when I was first elected to the U.S.
House of Representatives, a young mother came to see me and she
wanted to talk about what we were doing on the drug war, as she
called it. Her son had just died of heroin—I am sorry, of huffing
gasoline, of all things, and smoking marijuana. He just dropped
over dead. He was 16 years old. His name was Jeffrey Gardner. I
still have his gold identification (ID) bracelet.

She came to my office and she said, “What are you doing?” And,
I was ready for her. It was my first year in Congress. I said, “We
are spending $15 billion a year on interdicting drugs, on eradi-
cating drugs in Colombia, and on prosecutions.” She said, “How is
that helping me?” I called a meeting of my church. They were in
denial. People said, “It does not happen here.” I called a meeting
of the school. They said, “We cannot get involved because it will
hurt our ratings.” I called a meeting of our neighbors. Nobody
showed up.

And, I was embarrassed not to have a better answer for her—
and that is what got me involved in this. I was the author of that
“drug-free media” campaign in 1998, which had its ups and
downs—and we had some real difficulties with it—but the fact is,
prevgntion—and General, you are the one that said it—it is de-
mand.

And, I agree the price of heroin is too low and I agree we should
be doing more to deal with that, to stop the Fentanyl from coming
in, and so on. But, folks, if we do not get at the demand side, it
will be something else next. It was cocaine back in the 1990s. And,
I was the author of the Drug-Free Communities Act of 1997, which
has now helped spawn 2,000 community coalitions. I started one
back home. I chaired it for 9 years. I am still very involved with
it. And, we have seen our rates of use by youth going down, Mr.
Caulkins—even among marijuana—which is, as you say, the single
biggest drug abused.

But, we now have this new epidemic and it has hit us hard. So,
I guess my response to the really good question Senator Carper
raised is that it has to be comprehensive, but it has to focus on de-
mand also. If it does not, you cannot solve the problem. You cannot
build a fence high enough. And, by the way, methamphetamine can
be made in a basement and marijuana can be grown here—and it
is. And, if it does not come from Mexico, it can come from Afghani-
stan through Canada—and it does. And, Fentanyl is coming from
China, we are told.

So, I mean, I do not have the answers, clearly, after being at this
for more than two decades. But, I do think this CARA is a really
good step in the right direction. It focuses on exactly what you all
are talking about, today. I know a lot of you have helped us on it
and I thank you for that. But, it does focus on prevention and edu-
cation. It does fund these community coalitions and gets them more
involved in the opiate issue, because that is the crisis we face. We
almost have to focus on the crisis now, including the treatment and
the recovery side of it, because we have so many people who are
addicted.

I meet with them almost every week in Ohio. I meet with recov-
ering addicts and I ask the question, frankly, that was asked by
Senator Booker—a really good question: why? And, a lot of these
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kids are suburban kids. So, this notion that it is all inner city—
it is not anymore. In fact, in terms of our rate of use in Ohio, we
think it is biggest per capita in the rural areas—of prescription
drug abuse and heroin addiction.

So, I really think it is the right question. I do not have the an-
swer, but I do think that CARA is a step in the right direction, be-
cause it is comprehensive. It is broad. It is about $80 million. Is
that enough? No, there should be more spent, but it is an addi-
tional $80 million, over time, if we can get this done. We passed
it in the Senate with a 94 to 1 vote. Do you know what that
means? That means that every single Senator sees it back home
now—all of them.

And, it is the number one cause of accidental death—and it is de-
stroying families and ripping communities apart. I mean, I talk to
my prosecutors back home. They say 80 percent of the crime is now
related to opioid addiction. So, it affects every emergency room and
every firehouse.

I have a couple of quick questions. One—and this is to Dr.
Healton, again—in terms of a broader media campaign—you have
studied this, I know—and, again, the “drug-free media” campaign—
we started it in the 1990s. We had the Partnership for a Drug-Free
America as our partner—as a private sector partner. We tried to
do something unique in government to bring the private sector in—
the creative people from Madison Avenue—rather than doing it in-
house. It did not work as well as we intended, in part because gov-
ernment did get involved and it was not the Madison Avenue, pri-
vate sector, and hard-impact advertisements we tried to get. Plus,
we lost the money. I mean, it was hard to keep the money coming.

But, what do you think should be done, in terms of this broader
prevention campaign, as an online or a broadcast media effort?

Ms. HEALTON. Well, the “Truth” campaign at inception came at
a time where 90 percent of young people were getting their media
through television——

Senator PORTMAN. Yes.

Ms. HEALTON [continuing]. As did the early days of the ONDCP.
It was a little bit easier. It is more complex now, but it is doable.
And so—I have made the comments before—I would hand it over
with a hands-off approach, because it does get too complicated.
When adults get into the approval process, the creativity becomes
further and further distant from the target. And, in the case of sub-
stance abuse, you are picking the roughly 40 percent of young peo-
ple who are open to using drugs—illicit or otherwise—and they are
an interesting and different subset. You need to design your adver-
tisements, specifically, for them—this is one of the reasons why the
advertisements are often very hard-hitting.

Also, you are to be commended for all of the work that you have
done. I have been following your career on this issue for decades
and thank you for everything you have done. People have to step
up to this problem—even though the room is empty and you have
been with the problem for a long time.

It is my belief that it is easier to talk young people out of using
tobacco than it is to talk young people out of using drugs. Drugs
are highly mind altering. They are reinforcing in other ways. Kids
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have troubled lives. They turn to drugs to self-medicate. It is a very
complex problem. It is not quite as simple as tobacco.

But, I do think it can be fixed. I think, in the right hands, we
can make a huge impact. And, I think we can know, quickly,
whether we are making an impact and, if we are not, stop. It is
the same reason I said that I almost stopped the “Truth” campaign,
because $100 million is a lot of money to spend without any hard
evidence that it is likely to work.

Senator PORTMAN. I really appreciate that answer. And, you are
talking about, basically, a request for proposal (RFP), where you
put it out and you have a merit-based process, but then, you are
hands off and allow them to do what they do best.

And, by the way, the good news is that we can target people
more than before, because every company in the private sector is
in marketing and has better—and more—data. In the political
realm, we have more data. And, you can use that data to be able
to target those kids who are the most vulnerable—who are most
susceptible to falling into the grip of addiction. And, that is why
I think it is worth doing.

Again, to Senator Carper’s question, we still spend a whole lot
more on the demand side than on the supply side—I am sorry, on
the supply side than on the demand side. And so, you are talking
about $100 million. It is a lot of money. On the other hand, it is
relatively small compared to the billions of dollars—probably close
to 20 billion now—that you would ascribe to the supply side. Again,
I am not saying the law enforcement—and the supply side—is not
important. Of course, it is. But, ultimately, you are not going to
solve it until we get at the demand side.

My time has expired. Senator McCain is now here and we can
have a chance—he has been a leader on this issue too. But, I just
really appreciate the work you guys are doing in the trenches every
day and we are very eager to get your perspective—which is more
academic, where you can kind of look at what is really working and
what is not working. It is like we have a fire, though, right now.
We have to put out the fire—and that means better treatment and
more treatment options, better recovery—evidence-based—and
helping some of these people whose lives are just being destroyed
by this grip of addiction—this really difficult grip of opioids—to get
back on their feet.

So, thank you all very much and thank you to the Chairman and
Ranking Member for holding this hearing.

Chairman JOHNSON. Senator McCain.

OPENING STATEMENT OF SENATOR MCCAIN

Senator MCCAIN. Both Professor Caulkins and Dean Healton
talked about how the “Just Say No” efforts to reduce the use of to-
bacco have been very effective. Why do we not do that with drugs?

Mr. CAULKINS. It is really important to split drugs up into their
different bins.

Senator MCCAIN. OK. Now we are talking about——

Mr. CAULKINS. Marijuana

Senator McCAIN. Well, wait a minute. Let us talk about the
major problem right now all over the country, particularly in the
Northeast and the Midwest—and that is manufactured heroin.
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Mr. CAULKINS. If I might—so, marijuana is sort of similar to al-
cohol and tobacco in that it is consumed by a lot of people. The pre-
scription opioid abuse crisis is absolutely driven by our policy of
making painkillers much more widely available. For the other
bin—the heroin, cocaine, and meth bin—it is, perhaps, one percent
of the country’s population that is completely dominating their con-
sumption and, hence, the cross-border flows.

Senator MCCAIN. That is not——

Mr. CAULKINS. It is hard to reach the one percent with the
media

Senator MCCAIN. That is not the perception of the Governors of
these States. In fact, Governors in the Northeast and the Midwest
are saying that manufactured heroin has driven the drug overdose
deaths up astronomically. Maybe they are using the wrong figures,
but I do not think so. Go ahead.

Mr. CAULKINS. No, it is correct that that use has soared, but the
consumption is still dominated by the small number of people who
use with great frequency. It is only a subset of all people that have
used within the last 12 months that are driving most of the use—
and this is, actually, true not just of drugs. It would probably be
true of plastics too. There are some high-volume consumers. That
is a relatively small number of people.

There is definitely an opportunity for a media campaign to
change mores and norms around prescription drugs and their de-
rivatives. I think it is a lot harder to do that for the three million
or so daily and near daily users of cocaine, crack, meth, and, actu-
ally, heroin, who dominate the consumption that drives the cross-
border flow of those drugs.

So, I am trying to differentiate marijuana from the prescription
drugs and to differentiate the prescription drugs from the classic
hard drugs.

Senator MCCAIN. I am trying to address the issue of what is a,
relatively, new threat. And, that is manufactured heroin—manufac-
tured in Mexico, primarily—right, General Kelly?—that is now
flooding in the view of every Governor—including the Governors of
Wisconsin and Ohio—that is flooding the market—and people who
have been using Oxycontin, which is six times more expensive—
and other painkiller—are now turning to this manufactured heroin,
which has driven up, dramatically, the deaths from manufactured
heroin drug overdoses. Now, that may be only one percent. I do not
know that. But, I do know that the number of deaths have sky-
rocketed, which has gotten the attention of every Governor in
America.

Go ahead.

Mr. CAULKINS. The question is just—is this the kind of thing
that is best addressed with a broad-based media strategy or a dif-
ferent strategy? I absolutely agree it is an extremely important
problem. I thought the premise of your question was why we are
not addressing it with something more like a “Just Say No” strat-
egy.
Senator MCCAIN. Why are we not addressing it at all?
Go ahead, Dr. Healton.
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Ms. HEALTON. Well, first of all, I think a lot of the heroin prob-
lem that we are now seeing has its roots in moving from pills to
cheaper heroin because of market forces.

Senator MCCAIN. And, supply.

Ms. HEALTON. Yes, exactly, and supply, which, of course, helps
to lower the price of heroin—as long as it is getting in as readily
as it is.

But, in France, after they made a drug that is a safe replacement
for an opioid widely available, there was a 79 percent reduction in
deadly overdoses. So, there is a treatment arm that is urgently
needed—and, frankly, it is time to get tough with the pharma-
ceutical industry. And, I think I did provide the Committee with
some background information——

Senator MCCAIN. I agree with that. I agree about getting tough
with the pharmaceutical industry. But, the fact is—and I will ask
General Kelly—that most of the deaths can be attributed to manu-
factured heroin that is coming from Mexico. I am no friend of the
pharmaceutical industry, but the pharmaceutical industry is not
setting up heroin manufacturing in Mexico. General?

General KELLY. Yes, Senator. As we have discussed—and I stat-
ed a couple of times, today—the heroin—virtually all of it—97 per-
cent or more—comes from Mexico—and that is a reaction. It used
to come from Afghanistan and the Golden Triangle—Burma. But,
these cartels are run by unbelievably good businessmen and they
see

Senator MCCAIN. Are they getting into this country fairly easily?
And, why?

General KELLY. Yes. The estimation is that, to feed our demand,
about 45 metric tons of heroin has to get into the market inside
of the United States—about 45 metric tons. You would fill this
room.

So, why does it get in so easily? Because the cartels and the net-
work—as we have discussed many times—are so efficient—so good
at what they do. It gets in in a relatively small amount—5, 10, or
15 kilos at a time—and then, it gets distributed.

A little earlier today, Senator, we were talking about whether
the Southwest border is secure. I would just—as I said last year
and the three previous years in your hearings—all of the drugs
that the demand requires get in. Thousands and thousands of
human beings get in—and all of the rest of it that comes in
through the network. So, I would have to say that the border is—
if not wide open, certainly, open enough to get inside of the country
what the demand requires.

Senator MCCAIN. So, we are talking about a demand and we are
also talking about a supply. And, could I have a quick recitation
of how you can secure the border?

General KELLY. I do not have a lot of experience on the border,
but I would tell you, I think the men and women that are in law
enforcement and at DHS and all, they would—and I have visited
the border—and what they would argue for are policies—this is
them talking—policies that they understand and can execute—
whether it is about drugs or people—and just more of an effort—
whether it is technology or other ways—to search more vehicles as
they cross.
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But, really, at the end of the day—and that is a goal line stand,
one day after another. I would argue, in the case of heroin—as you
know, Senator, there are parts of Mexico that the Mexican authori-
ties will not go. And, that is where this drug is produced—where
the poppies are grown and all of that. And, I would just argue that
we need to help the Mexicans help themselves and allow them the
training and what not to go into those regions, because it is all—
95 percent of it is grown in Mexico—the poppies—and then, turned
into either manufactured heroin or real heroin—and then, traf-
ficked into our country. But, it is the demand.

Senator McCAIN. Mr. Chairman, could I ask your indulgence,
maybe, just if there are any comments our other two witnesses
would like to make?

Chairman JOHNSON. Sure.

Mr. SGRO. Thank you, Senator. And, I do not claim to have expe-
rience with drug demand. However, as a marketing communica-
tions professional and having taken on the tough challenge of pre-
venting young people from being recruited by extremists—that is
a tough problem as well. And, what we have seen with the “Peer-
to-Peer: Challenging Extremism” program is that it is a commu-
nications issue. It is an awareness issue. It starts with awareness.
And, from a marketing function—and Doctor, you will know this—
you have awareness, interest, evaluation, trial, and adoption. That
is “marketing 101.”

We need to have really strong education on top of awareness, be-
cause, ultimately, interested people who are curious are going to
come down the funnel and we need touchpoints with youth all of
the way down the funnel to prevent them from pursuing, trying,
and getting addicted to drugs.

Another point—television does not work with Millennials or Gen-
eration Z. It is social media driven. One of the key takeaways that
we have learned with extremism is that it is who creates the mes-
sage that delivers the credibility.

Senator MCCAIN. I can assure you that at least the three of us
are aware of the habits of Millennials—and our attempts to com-
municate with them. [Laughter.]

Mr. SGRO. It is almost useless. [Laughter.]

Chairman JOHNSON. If you could stick around for just a couple
of minutes, I want to kind of go down the same vein—and, maybe,
it can—coming from a marketing background, myself—because I
want to ask this question. Why has the advertising campaign
against tobacco use been so effective and yet, why did it not work
in the war on drugs—and it starts with the percent of the popu-
lation that we are targeting?

In 1996, youth smoking peaked at 38 percent of the population—
38 percent as one percent of the population. Now, it is down to 7
percent. What Dr. Caulkins is talking about is how we are trying
to target one percent—the real problem users, in terms of driving
all of these problems. So, if you have a broad-based advertising
campaign targeted at one percent, it is not going to be as effective
as a broad-based advertising campaign targeted at 38 percent.

Plus, the difference in the tobacco advertising campaign, com-
pared to the campaign combatting drugs—tobacco is legal—and so,
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you can also increase taxes to reduce the demand. You can restrict
access to restrict the demand.

So, there are some key differences between the campaign that
has been successful with tobacco and the campaign that—Ilet us
face it—has not been successful with drugs. And so, you have to
recognize those differences—and as Mr. Sgro was talking about
too—realize television advertising is not effective, particularly,
when you try and do a broad-based, expensive broadcasting cam-
paign that is trying to target one percent of the population—which
is the problem.

I mean—just kind of comment. Is that kind of an accurate eval-
uation? Dr. Healton.

Ms. HEALTON. It is 90 percent accurate——

Chairman JOHNSON. OK.

Ms. HEALTON [continuing]. But, I want to focus on the 10 percent
that is not accurate, because I think it is a very important 10 per-
cent. The one percent that Jonathan is describing, that is not the
focus of a primary prevention public education campaign. A pri-
mary prevention public education campaign is targeting those who
have never started.

The “Truth” campaign was not targeting existing smokers. As a
matter of fact, existing smokers intensely disliked the “Truth” cam-
paign. They felt put down by it. They, actually, did respond posi-
tively to it, in the main, in terms of changing their behavior, but
the bulk of the behavior change occurred by people never starting.

And, the goal of a primary prevention education campaign is to
stop kids from ever starting. And, you have to—you absolutely
must include in this campaign the dangers of using opioid medica-
tion—period. The kids directly have to know it, because they are
being handed it by doctors in sports medicine clinics, on their col-
lege campuses, at their dental offices, and from their friends for a
price.

Chairman JOHNSON. That is my next question, OK. And, by the
way, you are exactly right. And, I appreciate you pointing that out.

What is the gateway? We keep hearing that opiate drugs are the
gateway for heroin, but what about the marijuana use? We are
talking about 22 million Americans, in the last month, using mari-
juana, as opposed to two million or three million using the heavier
drugs. What is the true gateway here?

Mr. BUDSOCK. I can speak to that.

Chairman JOHNSON. Sure.

Mr. Bubpsock. Well, the first thing I would like to cover is that
I was recently participating in a roundtable discussion with some
physicians in the State of New Jersey. They were talking about
changing behaviors in emergency room medicine. And, one of the
physicians asked if you would give heroin to your 13-year-old
daughter. And then, what they did was start to explain that,
chemically, a Percocet or an Oxycodone—chemically, they are very
similar to heroin.

I actually have my 13-year-old daughter with me here, today.
She is a soccer player who has gotten some minor injuries before.
But, I would be terrified if a doctor wanted to give my daughter
a Percocet for an injury because of what I know—how chemically
similar it is to heroin—and also because I know that different peo-
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ple—addiction is a brain disease—and everyone’s brain is wired a
little bit differently.

And, you could go ahead and you could give that Percocet to 10
different people and 10 people may just take it once or twice and
be done with it. But, then the 11th person, maybe, their brain is
a little different and what happens is that they quickly become ad-
dicted and they have that insatiable desire to just have more and
more of that drug. Quickly, they cannot get the prescription medi-
cine. So, once they find they get cut off by the doctors, it is very
expensive to buy prescriptions on the street. They quickly go to the
low-cost heroin.

Chairman JOHNSON. Which, by the way, one of the pieces of leg-
islation we have proposed would make sure the Centers for Medi-
care and Medicaid Services (CMS) does not penalize providers by
asking those survey questions—“how did you think your pain was
managed? "—because that is driving some of that, along with the
other points you are talking about.

Dr. Healton, you had a comment about this.

Ms. HEALTON. Well, I would just say that, for about 25 years
now, there has been a prevailing theory about nicotine being, actu-
ally, a very powerful gateway drug. And, the theory is—Denise
Kandel, recently—I guess about 5 years ago—she, her husband,
Eric Kandel, and Art Levine wrote a paper reporting on—I would
not be a scientist if I did not talk about mice, but a mouse model
in which, if you addict mice to nicotine and then challenge them
with cocaine, they are much more likely to use the cocaine and to
use it at higher levels. And, they proved it, literally, at the molec-
ular level.

It has not been replicated in humans yet, but there is sort of a
growing body of evidence that nicotine and alcohol, which are, usu-
ally, the first drugs that young people use, are the most popular
two drugs—prior to the big decline in tobacco. So, they kind of
prime the pump for altered states.

Chairman JOHNSON. I have two other lines of questioning I need
to get at. So, we have begun the experimentation with marijuana
legalization. I have talked to Chiefs of Police, in Wisconsin, that
are involved in national associations and I just asked them, “So,
what are you hearing?” And, again, this is just anecdotal, which
you always have to be concerned about.

The reaction, to me, has been a disaster from a public safety
standpoint. I mean, does anybody want to chime in on—do you
know anything about that? I mean, where are we, in terms of the
experiment, on a State basis, with the legalization of marijuana?
Dr. Healton.

Ms. HEALTON. Well, I think the jury is out—and there are stud-
ies that are being done—because, really, in the final analysis, you
have to weigh marijuana as a legal drug comapred to what the sit-
uation would be like with marijuana as an illegal drug. We have
not seen an increase in marijuana use among the teens in the mon-
itoring

Chairman JOHNSON. Did you say you have not or you have?

Ms. HEALTON. Have not.

Chairman JOHNSON. OK.
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Ms. HEALTON. It is flat. It is still high. I want to say it is, like,
up there in the 30s

Mr. CAULKINS. Use is up in adults.

Ms. HEALTON. As I said, I am talking about youth. For youth, it
is flat. I would not be surprised if it is up in adults. Sadly—and
many people do not want to talk about this—but you could think
of drug use as kind of a zero-sum game. People migrate from one
to the other. The issue with marijuana is that it is well known—
except for synthetic marijuana, which is a separate issue—to be,
relatively, safer when compared to other drugs. I think it is socially
toxic for young people because of what it does to motivation—a sep-
arate issue. But, in terms of whether it is going to kill you, it is
hard to find——

Chairman JOHNSON. What about the potency over the last few
decades?

Ms. HEALTON. Maybe you want to speak to it?

Mr. CAULKINS. Yes. I can

Ms. HEALTON. I mean, I could speak to it

Mr. CAULKINS. To be a little bit self-promotional, my second book
on marijuana legalization just came out this month. So, it is always
risky to ask me about this because it is exactly where my deepest
expertise lies.

But, yes, potency has increased—that is the short answer. The
market 1is Dbifurcated, including both commercial-grade and
sinsemilla marijuana. The proportion that is the high potency
sinsemilla has gone way up and there are also increases in potency
within each of those bins. Furthermore, there is an increasing use
of extract-based products, like vaping and dabbing, because, now
that there is legal production, it is economical to extract
tetrahydrocannabinol (THC) from parts of the plant that used to be
destroyed.

Chairman JOHNSON. So, does marijuana move into the
very—again, you are bifurcating it, I am not—but does it move into
more of a status of like heroin, cocaine, or methamphetamine——

Mr. CAULKINS. No. If anything, it is the opposite. Marijuana use
is becoming normalized.

Chairman JOHNSON. I am talking about, in terms of potency and
the effect on the human brain and health

Mr. CAULKINS. Oh, yes. So—really importantly—even very high
potency marijuana does not stop your heart or your lungs. It is, be-
haviorally, a problem. About two to three times as many “past
month marijuana users” will self-report that using it causes them
problems at work, at school, and with family, as compared to the
number of “past-month alcohol users,” who will self-report that the
alcohol is causing problems in those areas. So, it interferes with life
funct(iioning, but it does not kill you the way that heroin and opi-
ates do.

Chairman JOHNSON. My last line of questioning is—we talk
about treatment. First of all, what is the effectiveness of it? I
mean, how effective is treating addiction and what is the cost? I
will look to Bob.

Mr. BUuDSOCK. Yes. So, what we have determined is that—or not
we, basically, the field that studies addiction treatment has defi-
nitely determined that there is a correlation between the length of
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treatment and success. So, for individuals whose addiction is treat-
ed like an acute disorder, in other words, they go into a treatment
facility for 14 days—for 21 days—and they just get spun out of that
facility without any continuing care or aftercare—the rate of those
individuals going back to active drug use is very high.

Chairman JOHNSON. Which is what—90 percent? Ninety five per-
cent?

Mr. BupsocK. You know what, it is very high. I would say

Chairman JOHNSON. Does anybody have a

Mr. Bubpsock. I do not have the statistics in front of me, but it
is at a very high rate. But, that also does not mean that it is a
complete failure.

Chairman JOHNSON. I understand. When you save one person,
that is wonderful.

What about longer-term treatment, then? What is the effective-
ness?

Mr. BUDSOCK. So, what has been proven is that, with long-term
treatment—when I say long-term treatment, addiction is treated
like a chronic disorder—the same way that you would treat diabe-
tes, hypertension, or asthma—what is found is that individuals
that have that long-term continuing care have fewer returns to
drug use, more stable employment, and more stable family situa-
tions

Chairman JOHNSON. OK. Well, give me—I want stats. I mean,
are we talking—are we 80 percent effective or are we 20 percent
effective, even with long-term treatment? Again, I am trying to get
to how——

Mr. BuDSoOcCK. It depends on, specifically, what you are meas-
uring. I could tell you, recently, we had a study at Integrity House.
For individuals that completed the residential component—and
after they completed the residential component they continued in
outpatient treatment and upon discharge from the outpatient treat-
ment—and the outpatient treatment varied in length anywhere
from 3 to 12 months—the day that they completed that outpatient
treatment—which lasted between 3 and 12 months—95 percent of
those individuals were abstinent.

Chairman JOHNSON. And, what does that——

Mr. Bubpsock. That does not mean

Chairman JOHNSON. What does that long-term treatment cost,
per person, per year—just a ballpark amount?

Mr. BUDSOCK. Yes. So, it depends on the intensity. The intensive,
residential treatment, where individuals are supervised 24 hours a
day, is about $100 a day for treatment. Once the individual com-
pletes that intensive residential stay, they move into a less intense
level of care and that cost could be—if they come back for out-
patient three times a week, it will be approximately $100 for each
day that they come back for treatment.

Chairman JOHNSON. So, on an annual basis, it would be $36,000,
if it was a daily type of thing. Does that comport with what other
people—again, I am just trying to get some sort of figure. Dr.
Healton.

Ms. HEALTON. Well, the figures are, generally, correct, but people
are not in treatment, generally speaking, for a full year. They may
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be in for 30 days—and the insurers are pushing that back like
crazy.

There is a very well known paper—I can get it for you—that
came out in the New England Journal of Medicine (NEJM) prob-
ably 15 years ago that unequivocally concluded that, for drug treat-
ment, more is more. The more treatment that you get, the higher
the probability that you will succeed for a longer period of time.

Drug addiction is very similar to high blood pressure. It is not
going to disappear. It is just—you are going to keep treating it.
And, what you want to do is have the longest periods of sobriety
and abstinence that you can get and have the safety net there for
the person who slips off.

So, if you have someone who is an addict—whatever they are ad-
dicted to—alcohol, pills, or heroin—if, out of 8 years, they can be
drug-free for 6 years, that is a success story. And, that is how the
field is now viewing success. Drug addiction is a chronic disease.

This is another reason why primary prevention is so cost effec-
tive, because, once someone crosses over, they are at risk for drug
addiction, in a cycle that simply is without end.

Chairman JOHNSON. OK. I have gone way too long. Senator Car-
per.

Senator CARPER. Well, as we get close to the end of this hearing,
I had high expectations that we were going to learn a lot—this was
going to be valuable—more so than even I had hoped—so, we
thank you very much for that.

I had asked a question earlier and General Kelly, Mr. Caulkins,
and Dr. Healton took a shot at it. And, that was about helping us
put together some of the elements of a comprehensive strategy—
and I am convinced that we could save a lot of money here—and
treatment is expensive—so are some of the other things we talked
about here—that comprehensive advertising campaign would be ex-
pensive, but, as I always like to say, “compared to what?” I have
a friend. If you ask him how he is doing, he says, “Well, compared
to what?” So, compared to what we are already spending, this
would probably be—maybe, not a bargain, but, surely, a deep dis-
count.

Mr. Sgro, I want to come back to you and ask you to go back to
the question that your three compadres there answered for me ear-
lier. And, I would like for you, and then Mr. Budsock, to take a
shot at the same question.

Mr. SGRO. Yes. Thank you, Senator. I made some comments in
your absence and I will just kind of stick by those. And, that is that
the Millennial-mindset generation and the Generation Z-mindset
are very suspicious of top-down, command messaging. And, the
ability to have young people be a part of the solution—just given
the sheer size of that demographic—is so important, because the
ability to impact behavior exists between friends. And, not just——

Senator CARPER. Say that again. The ability to

Mr. SGro. To impact behavior exists amongst friends. They are
not going to be resentful—mor rebellious—with each other—com-
pared to a top-down command—parents, law enforcement, or what-
ever it might be.

Senator CARPER. OK.
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Mr. SGRO. And, I think another really important issue, when it
comes to the platform of messaging—there is a difference between
what happens in different parts of Los Angeles. Is it Instagram,
WhatsApp, or another social media platform that is being used? So,
things are changing—we have seen—every 15 weeks on social
media—and that is how young people communicate. They may not
talk to each other, but they will text each other. So, the platforms
are equally as important as what, actually, the message is.

Senator CARPER. Thank you. Mr. Budsock.

Mr. BUDSOCK. Yes, Senator. So, the first thing I would like to
talk about is cost—and it is important—we came up with a figure
of $36,000 a year—and that would be somebody that is undergoing
intensive services for 12 months. In most cases, those intensive
services probably need to be only for the first 6 months. So, it
would probably be $18,000 to treat the individual for the first 6
months and then, that cost would decrease for the continuing care.

The other thing that is important

Senator CARPER. The thought comes to mind—I used to know
these numbers better when I was Governor—but we used to say it
cost $20,000 a year to keep an adult incarcerated in the State of
Delaware—and, for youths, it was several times that. So, it is not
far off of that—it is probably closer to $25,000, $30,000, or $35,000,
today, for the incarceration of an adult for a year.

Mr. BubpsocK. And, I believe the cost—that is a minimal cost.
That is probably out in very rural areas, like Wyoming. I know, in
New Jersey, it is as expensive as $60,000 to $70,000 a year to in-
carcerate someone—and I believe there is a study that actually has
the exact figures for that.

Senator CARPER. The thought occurs to me—excuse me for inter-
rupting. The thought occurs to me, if you have someone who is in-
carcerated for a drug-related crime, part of that $100 a day, if you
will, is—if they are incarcerated—for actually doing a good job on
treatment while they are incarcerated, you actually save some
money.

Mr. BuDpsocCk. Yes, absolutely.

Senator CARPER. Go ahead. I am sorry to keep interrupting.

Mr. Bubpsock. Well, the other thing is that there are multiple
studies that indicate that, for every dollar invested into treatment,
there is a return to the economy anywhere from $4 to $7 in associ-
ated reduced costs related to crime, inactive workforce, etc. And, if
you factor in the cost for health care savings, it could be as big of
a return as a $12 return for every $1 invested.

And, the other thing is—going back to your earlier question——

Senator CARPER. I am going to ask you to wrap it up really
quickly, because I have one more question, but just go ahead.

Mr. Bubsock. OK.

Senator CARPER. Finish your thought.

Mr. Bubpsock. I will wrap it up quickly. I am trying to put myself
in your seat up there and saying, “OK, what do I need to know to
actually make sure that we are reducing demand?”

One piece is prevention—to make sure that we have effective
prevention programs that are teaching kids refusal skills.

The second is to make sure that treatment is available—that in-
dividuals who need it have quick and ready access to treatment—
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and that there is parity—that addiction treatment is covered in the
same way that a physical illness is covered.

And, the final piece is to repeal the IMD exclusion. I spoke about
it earlier. It has been around since 1964 or 1965 and for the cur-
rent world that we are working in, it is absolutely an unfair barrier
for many people.

Senator CARPER. OK. Thank you.

Let me come back to Dr. Caulkins. I think you mentioned—I
think it was a South Dakota program earlier, “Swift, Certain, and
Fair’—and, I guess, I want to know what possible role would a pro-
gram like that, which has apparently been successful in one
State—what possible role could that play on a broader scale?

Mr. CAULKINS. Sure. “Swift, Certain, and Fair” is the broad con-
cept. “24/7 Sobriety” is the name of the particular program in
South Dakota. It has now spread to Montana and North Dakota.
Hawaii’s Opportunity Probation with Enforcement (HOPE) is a
parallel program.

They have the potential to have a huge impact because of the
fact that today’s consumption of the hard drugs is concentrated in
this, relatively, small number of people. And, these programs have
been astonishingly successful at reducing use, even among that dif-
ficult population. So, treatment makes people better off and, in the
long run, it may cut down on consumption.

But, “Swift, Certain, and Fair” regimes are a very different para-
digm. They just test very frequently—in South Dakota, literally,
twice a day—originally, with driving under the influence (DUI) of-
fenders. They are doing that, now, for alcohol and for other sub-
stances too. And, the remarkable thing is that an awful lot of peo-
ple respond when you monitor that closely and there is an imme-
diate sanction—not a severe sanction, but an immediate sanction—
even if they are dependent and even if they are not in a traditional
treatment program.

One idea is that you can use “Swift, Certain, and Fair” as a front
end and, maybe, 70 percent of the use can be addressed by this
testing with sanctions—which is a little bit like a drug court re-
gime—and then, only the folks who fail “Swift, Certain, and Fair”
would get to the conventional treatment. And, that would allow
conventional treatment to focus on the smaller subset of people
who do not respond to this incentives-based regime.

Senator CARPER. OK. Alright, Mr. Chairman. I have not used but
32 seconds of my extra time, but could I get another couple of min-
utes?

Chairman JOHNSON. OK.

Senator CARPER. Thank you very much. That is what we call “the
Golden Rule.”

Chairman JOHNSON. I do have to move, so

Senator CARPER. Good. If you need to leave, I would be happy to
stay. I promise not to get in trouble.

Chairman JOHNSON. I have some questions myself.

Senator CARPER. OK. Fair enough.

The other question I have relates to—somebody mentioned this
in your comments—the use of other substances—for example,
opioids. We are using opioids for pain and that kind of thing. But,
there are substances—pharmaceuticals—that can be prescribed
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that are not addictive. I know we use other substances to treat peo-
ple who are addicted to different types of drugs. What is the future
of that? What is the promise of that particular approach for folks
that might be addicted—whether it is to meth, cocaine, or heroin?
What can be done? Is there any potential there for success, please?

Mr. Bubpsock. I can speak, specifically, about opiate addiction.
There is research proving that medication-assisted treatment
(MAT), such as methadone, Suboxone (buprenorphine and
naloxone), and Vivitrol (naltrexone), have all been very effective in
helping the individual—giving the individual time for their brain
to normalize and also to help them avoid the intense cravings that
they are experiencing when they initially put down the heroin.

What is important is that everyone realizes that it is medication-
assisted treatment. There is no quick fix. If you just give someone
one of these pharmaceuticals, which are approved by the Food and
Drug Administration (FDA) and proven to be effective by research,
the medication, alone, will not allow the person to actually trans-
form their lives.

Senator CARPER. OK. Thank you.

The last thing I would say—Cheryl, I do not know if you remem-
ber, but there was a campaign, in Montana, focused on meth that
I think was very successful for a while. Would you mention that?
And, why did it sort of fade away?

Ms. HEALTON. Well, there was one evaluation of it that was
done—that I am aware of—and that did show effectiveness. It was
offered to every State in the Union and, in my opinion, the primary
reason that there were only a handful of takers is because it fell
into that category of being objectionable to adult viewers, in terms
of the advertising.

An example—one example was a young man on meth beating his
mother up. Now, this, I am sure, came out of research with meth
addicted kids

Senator CARPER. Right.

Ms. HEALTON [continuing]. Some in recovery and some not. They
described how they became active in family violence and they
thought that depicting that would turn young people away from it.
’(Ii‘hat was more than a lot of States were prepared to air on their

ime.

Senator CARPER. OK. Thank you all very much.

Chairman JOHNSON. Thank you, Senator Carper.

I did see that General Kelly wanted to get involved—make some
comment on something, so

General KELLY. Yes. We talked a lot, obviously, about the very
important topic of addiction and that kind of thing—which is, to
say the least—usually important. I would just make a pitch. There
is another aspect to this and that is—and I think it, probably,
would lend itself to kind of advertising campaigns or whatever—
and that is just the casual use—or the recreational use—of drugs,
particularly, a drug like cocaine.

People that use cocaine or other drugs, recreationally—that do
not get strung out and that do not go down the road of addiction—
they ought to know that their casual, fun use on a weekend really
does end up resulting in the murder of police officers in Honduras
or in the intimidation of families in Colombia.
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And, I think, just appealing to the right side of the American
psyche—and that is understanding that it is not the same as hav-
ing a couple of drinks after work because of the way that it is pro-
duced and trafficked into the United States. And, I have to think
that that would—if we did educate—whether it is college students,
young businessmen, Congressional staffers, or anyone else—that
the casual use of these drugs really does result in terrible things
down in the production zone and in the transit zone. Thank you.

Senator CARPER. That is a great point. Thank you.

Chairman JOHNSON. And, it was the point that I made earlier.
It is not a victimless crime.

So, listen, the beauty of having five people on a panel is that we
get a broad spectrum of views and we get some really good input.
The unfortunate nature of it is that, for a lot of it, you are sitting
there and not being able to answer all of the questions. So, view
this hearing as really just one step in a series of hearings, because
this is such an enormous problem. You have done a great job of
raising our awareness, helping us to understand this a little better.
But, it is incredibly complex.

So, again, I just want to thank all of you for your time, your very
thoughtful testimonies, and your very thoughtful answers to our
questions. This will continue. We are, actually, continuing it, in
Wisconsin, on Friday. And, we are going to continue the conversa-
tion, more specifically, in terms of the problems in Wisconsin, but
every State in the Union is suffering under this.

So, with that, the hearing record will remain open for 15 days,
until April 28, at 5 p.m., for the submission of statements and
questions for the record.

This hearing is adjourned.

[Whereupon, at 11:48 a.m., the Committee was adjourned.]






APPENDIX

Chairman Joh Opening St t:
“America’s Insatiable Demand for Drugs”

Wednesday, April 13, 2016
As submitted for the record:

Over the last 15 months, this committee has spent a great deal of time studying and deseribing
the realities of American border security. The accumulated testimony on the committee’s record
indicates that America’s borders are not secure. It is my conclusion that, among many causes,
the root cause of our insecure border is America’s insatiable demand for drugs. Today’s hearing
will further explore this topic.

Drug trafficking is a big business. Mexican transnational criminal organizations, which
represent the greatest criminal drug threat in the U.S., generate somewhere between $19 billion
and $29 billion per year in U.S. drug sales. This is enough to motivate the cartels to find a way,
any way, to penetrate our borders. Where fences exist, the cartels dig tunnels under them or fly
ultralight aircraft over them. Where there is desert, backpackers carry loads across the border,
endangering homes in rural areas along the way. For the most part, the cartels simply drive
across the border through legal ports of entry, creatively concealing drugs in tires, batteries, or
even jalapefio jars.

Once these drugs cross the border, they are sent to distribution hubs in places such as Phoenix or
Chicago. From there, the drugs are disseminated by street gangs into local communities
throughout America. No community is left untouched by this sophisticated and fully integrated
network. The Drug Enforcement Administration (DEA) testified at our field hearing in New
Hampshire last year that “the new face of organized crime in America” is “[t]he growing
relationship between Mexican-based drug cartels and domestic street gangs.”

We spend approximately $25 billion per year on our “war on drugs.” According to testimony
before this committee, we interdict less than 10 percent of illegal drugs coming across our
southwest border and somewhere between 11 and 18 percent coming in through our maritime
borders. We are losing this war, and the low price of heroin combined with the growing number
of heroin overdoses in every corner of America is evidence of that fact.

It is time to seriously reassess our strategies regarding America’s insatiable demand for drugs,
our war on drugs, and the lack of border security that is one result.

One final note: Last year, when I traveled to Central America with members of this committee,
we had the opportunity to visit a shelter for little girls. This home, attempting to stay hidden
without an address in Guatemala City, is protecting girls who have been the victims of sexual
abuse and sex trafficking—often at the hands of the drug cartels. Central American societies
have been ravaged by what too many Americans consider a “victimless” crime, drug abuse. We
have seen the victims, and it is high time that we commit ourselves to finding real solutions.

I thank all of our witnesses for appearing today, and I look forward to your testimony.

(47)
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Statement of Ranking Member Tom Carper
“America’s Insatiable Demand for Drugs”

Wednesday, April 13, 2016
As prepared for delivery:

Thank you, Mr. Chairman, for calling this hearing today on Americans’ devastating addiction to
illegal drugs. I look forward to hearing from our witnesses on this difficult issue that has
developed into a health emergency in many American communities, while also contributing to
the security challenges that a number of our Latin American neighbors continue to face each day.

Drug abuse, particularly prescription drug and heroin abuse, has been a growing problem across
our country for many years now. It has led to tragic consequences not just for those who are
suffering from addiction, but also for their families and communities. The Centers for Disease
Control notes that between 2002 and 2013, the rate of heroin-related overdose deaths nationally
nearly quadrupled. In my home state of Delaware, there were 189 suspected overdose deaths in
2014 alone and around 3,000 adults sought treatment for heroin in the state’s primary treatment
facilities.

American demand for heroin and other drugs also fuels the violent tactics of the traffickers who
move drugs, goods, and people across our borders. American drug demand is also having a
dramatic and deadly effect in South and Central America. As our Committee has found, so much
of the corruption and violence in the Northern Triangle — Guatemala, Honduras, and El Salvador
— and in other parts of South and Central America is fueled in large part by America’s appetite
for illegal drugs. This corruption and violence are a major cause for the surge of migration from
the Northern Triangle to the United States in recent years, as well as a source of misery to those
who do not flee. I know that General Kelly will speak to the extremely damaging impact our
drug use has on our security and the security of our neighbors in the Northern Triangle, not to
mention the lives of drug users themselves.

Today, we will have the opportunity to discuss ways to best address the root causes of our
demand for drugs. We will also explore the merits of media campaigns, peer to peer outreach and
other education initiatives aimed at reducing this demand. I’m pleased that our panel includes Dr.
Chery! Healton, who has been an instrumental force behind successtul public health initiatives
aimed at reducing the use of tobacco, particularly among young people. Dr. Healton will share
with us some of the reasons why the important efforts she’s been a part of have been successful,
and how we can learn from recent anti-tobacco campaigns to best reach young people who may
be using or considering using illegal drugs. And because addiction and substance abuse are
medical conditions that can often be treated effectively, we’ll also discuss the role prevention
and treatment can play in reducing demand.

In sum, these problems that we’re facing are complex, and the potential solutions are not quick
or easy. We know that. Getting a handle on drug abuse and the tragic problems that stem from it
will require an ali-hands-on-deck effort if we are to successfully address what drives people to
use these harmful substances and to help them overcome their addiction. My thanks again to our
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Chairman for holding this hearing and to our witnesses for their contributions and their presence
here today. We look forward to working with each of you as we continue to take action to
identify and address the root causes of America’s demand for illegal drugs.
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Introduction

Chairman Johnson, Ranking Member Carper, and distinguished Members of the
Committee: it is a privilege for me to appear before you today to discuss the effects our country’s
insatiable demand for drugs has on our border, our neighborhoods and communities, the heroic
men and women of law enforcement, and on the individuals and their families devastated by the
scourge of illegal drug use. You have also asked for my views as the former commander of
United States Southern Command (USSOUTHCOM) on the Trans-National Criminal
Organizations (TCO) and the illegal networks they manage, and how the production and
smuggling of drugs through various countries adversely impacts these societies. Finally, you
wanted my thoughts on what Washington—but infinitely more important what we as a society

can do to reduce the demand for drugs in the U.S.

To frame my remarks I think it is important for the Committee to know two things about
me, First, that until mid-January this year I commanded the men and women of SOUTHCOM
one of the six geographical combatant commands. The Area of Responsivity of that Miami
based headquarters includes all of the countries and principalities south of the U.S., with the
notable exceptions of Mexico, the Bahamas, Puerto Rico and the U.S. Virgin Islands. You can
be confident that what I’ve submitted in my written statement, and my answers to any questions
you may ask, will be accurate and the truth as T know it. The responses will not be coming from
another recently retired general who is now telling all. Thave said all of these things, and made
all of these points, endlessly in innumerable official meetings in Washington, Brasilia, Bogota,
Lima, Tegucigalpa, Guatemala City, indeed throughout the region, and in all of my open and
closed congressional office calls and hearings, and to the press, during my 39 months in

command of USSOUTHCOM.
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It is very important for you to fully recognize that from this region of the world—our
own neighborhood, that effectively 100% of the heroin and cocaine, and perhaps 90% of the
methamphetamines that plague our fellow citizens—poor and rich, working class and middle
class, black and white—are produced and trafficked. This region, particularly from Mexico, is
also the source of enormous quantities of pirated pharmaceuticals. The illicit production and
transport of these pharmaceuticals took off as a growth industry for the TCOs beginning not so
many years ago when the combination of legislation from this body and the aggressive actions
on the part of U.S. law enforcement, particularly the FBI, effectively targeted unprincipled and
criminal medical practitioners in the U.S. These individuals in the business of writing illegal
prescriptions for extremely addictive and routinely abused painkillers like oxycodone and
percocet created an {llicit industry likely worthy billions in its heyday. As this illicit trade was
increasingly choked off in the U.S. the cartels, international businessmen as they are, recognized
the demand and filled the demand including the production, trafficking and distribution into the
U.S. Regardless of where they are produced these pharmaceuticals are still relatively expensive
and increasingly hard to come by, which then increased the demand for very cheap, very
addictive, and readily available heroin. Of course the cartels then responded to this demand and
so the business of meeting our drug demands goes on. Simply put, then, Mexico is the source of
heroin and meth—and this includes the growing and harvesting of nearly 40,000 acres of poppies
(DEA estimates) and the labs to produce industrial quantities of both drugs using precursor

chemicals imported in bulk from Asia.

Cocaine bound for the U.S. market, on the other hand, is grown, manufactured and sent
north along the network comes primarily from Colombia. Unknown to many, Colombia is our

very best ally in the region across a range of regional and international issues, and a country with
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whom the U.S. has a decades long and very strong “special relationship” as specifically
acknowledged recently by President Obama when introducing Colombian President Santos here
in Washington. Colombia does more to help solve our demand problem than do we. For years
they have eradicated 40,000 acres of coca annually, destroyed thousands of labs, and just last
year seized nearly 200 metric tons of cocaine before it ever left their country. They have done
this selflessly and at an incredibly high cost in the blood of their military and police
professionals. We have helped them in this decades long effort particularly in the area of
information and intelligence sharing, and encouragement. What they have done internally
dealing with the terrorist group they have been battling for over 50 years, and in the fight against
cocaine trafficking over the last 25 years working with the U.S. as an equal partner under “Plan
Columbia,” is nothing less than miraculous.

Mr. Chairman [ think the Committee knows this, and if it does not it should, Colombia is
an exporter of security to the rest of the region. The relationship is a terrific example of how
sustained U.S. support based on mutual respect and equal partnership can help a people gain
control of their security situation, strengthen government institutions, eradicate corruption, and
bolster their economy. As I have mentioned Colombia’s turnaround is nothing short of
astonishing, and today it is a leader among many strong partners to improve stability in the
Western Hemisphere. Mr. Chairman, 1 am confident you and the Committee know that the
United States has a special relationship with only a handful of countries. These relationships are
based on a firm foundation of trust and are with nations that value the same things we do—
family and opportunity for our children, a free press, democracy and rule of law, safe streets,

respect for human rights—and we rely on partnerships with such countries to work with us in



54

achieving regional stability, countries that we look to for international involvement and
leadership, countries that we consider our strongest friends and most steadfast allies.

Colombia unquestionably plays that role in Latin America, but also in parts of Africa, the
Middle East, on UN missions and other commitments including dispatching one of their frigates
to join the international effort to counter-piracy on the high seas in the vicinity of Somalia and
Yemen. Closer to home, and through the “U.S. - Colombia Action Plan on Regional Security,”
Colombia provides vital assistance to its Central American, Caribbean and Mexican neighbors in
the fight against criminal networks. They are vitally important in this endeavor because the U.S.
military given all of the demands in other more violent or potentially more violent reaches of the
world, is unavailable for this critical duty in the Western Hemisphere. And I want to note here
that every aspect of U.S. collaboration under this Plan, including activities conducted by
Southern Command, is facilitated through U.S. security assistance and governed by the same
U.S. laws and regulations—especially those requiring the human rights vetting of units—
regulating the activities of our own military personnel. Colombia is also the example to every
other nation in the region that stares into the bottomless abyss of failed statehood. Colombia
once stared into this same darkness, an abyss due largely to the activities of the region’s “narco-
terrorist” organizations responding to the demand for drugs in the United States, but they
changed everything and won. They changed their laws, their tax code, their business
environment, their approach to counterinsurgency and counterterrorism operations, their
approach to democracy and human rights—and they won.

The vast majority of the tonnage of all four of these drugs——heroin, meth, cocaine, and
pharmaceuticals—are then trafficked by the Trans-National Criminal Organizations via the

Central American - Mexican criminal network(s) directly into the U.S. This network-of-



55

networks, by the way, is generally controlled by the Mexican cartels with many subcontractors
interspersed throughout the region and the world for that matter. The enterprise begins in the
jungles of Colombia, runs along the Central American transit vector, into Mexico. Once in
Mexico so effective are the cartels in taking advantage of the laws, corruption and intimidation,
of that country and our own, their illicit cargo—drugs, people or anything else that can pay to
ride the network—can already be considered to be in Madison, Wilmington, Phoenix, Columbus,
Billings, Cheyenne, Boston, and Manchester. The distribution networks reach deep inside every
U.S. city, small town, rural community and neighborhood. The men and women involved in this
enterprise are among the most cruel and violent on the planet, are unencumbered by morals, laws
or regulations, other than to maximize profits. They do not check passports, inspect bags,
conduct body scans, or test for explosive residue. Anything and anybody can travel on this

network so long as the price can be met, and, frankly, the fare is very reasonable considering.

As an aside, Peru with whom we have very good relations in the military, law
enforcement and political realms, and Bolivia who we do not, are the first and second largest
producers of cocaine in the world—which is the big profit maker. The production from these
two nations feed the world market carried by equally efficient and violent networks that flow
west across the Pacific, and east through Brazil and increasingly through Paraguay, Uruguay and
Argentina to Africa, Europe and the Middle East. And with trafficking eventually comes
consumption. For example, the U.S. is the #1 consumer of cocaine in the world. Brazil, until a
few years ago was not a consumer nation at all, but once the network was established it is only a
matter of time until the cartels and network “managers” develop a market until today with Brazil
achieving the dubious status of being the #2 consumer in the world. The Paraguayans, the

Argentines, indeed any transit country will quickly experience the same phenomenon.
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Members of the Committee, much like Colombia was able to accomplish over the last 15
years our friends across the region are committed to winning back their streets, indeed their
countries, from criminal gangs and drug traffickers, and doing so while protecting human rights.
The Hondurans, Guatemalans, El Salvadorans, Jamaicans, Dominicans, they are all ready and
willing to partner with the United States. They are eager for expanded cooperation and increased
learning and training opportunities with the U.S. military and law enforcement. But they are
very frustrated by what they perceive as the low prioritization of Latin America and the
Caribbean on our national security and foreign policy agendas, which is especially puzzling
given the shared challenges of transnational organized crime and narco-terrorism. They are also
frustrated in the current approach the U.S. is taking towards drugs as we move forward towards
outright legalization or de facto legalization by expanding the “medical” use of drugs like
marijuana. They also cringe when Americans in any capacity or role make the case that
“recreational” use of drugs is “harmless,” or that the vast majority of drug dealing on our streets
is non-violent. All this, while we continue to encourage and often times criticize our friends to
the south for not doing what we think is enough to reduce production, or impede the transport of

these killer substances though their national territories to the U.S.

In the world in which they live—the Mexicans, Central Americans, Colombians,
Peruvians, and across the Caribbean including Puerto Rico and Virgin Isiands—in their world
there is no such thing as a “non-violent” drug deal as thousands die annually in their countries as
aresult of the business of supplying drugs to the American market. Good, decent and honest
police officers and soldiers, judges and prosecutors, legislators and journalists, officials from the
various ministries—and their wives, children, mothers and fathers, their entire families—are

intimidated, corrupted or killed so that Americans can get high on weekends or spend their time
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“Chasing the Dragon” of addiction. The word “hypocrisy” often times comes up when one
speaks with our friends to the south because we do little, certainly in their view, to reduce the

demand.

If it is not obvious as this point, I will cut to the bottom line and tell you that the
fundamental factor that drives the entire illicit enterprise is our country’s demand for heroin,
methamphetamines, cocaine, and opiates in pill form. Ido not even include marijuana and the
many synthetic offshoots which in and of itself is a major factor in so many social ills. It is in
fact a “gateway drug” to more destructive illegal drug use, and its use results in a great many
destructive physical effects on the brain, the user’s health, and social development. Many
hoping to cash in on the emerging commercial enterprise that is legal or medical marijuana work
hard to discount or deny these facts, but they are facts. It is at the same time ludicrous and
inconceivable to me why with all the Americas already struggling with drug and alcohol
addiction that we would make available even more substances to poison the body and confuse
the brain. To make the powerful modern-day drug that is marijuana available on demand and

compound the problem.

Mr. Chairman, it is a fool’s position to think that the tax revenue raised by legal sales will
offset the physical and social costs of its use. Indications and warnings are already coming in
from those states that have legalized the drug or allowed widespread “medical” use and abuse,
but something to consider is what the DEA would tell you and that is for every dollar raised from
two drugs already legal—tobacco and alcohol—amounts approaching 23 and 17 dollars
respectively are paid out by the already overburdened taxpayer to deal with the effects of these
two drugs. If those public officials voting to legalize pot either by outright legalization, or via

the dispensing of medical marijuana, were responsible they would most certainly, and
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responsibly, consider the additional burden that it will have on the tax payer and add additional

tax by say 17x onto the price of the drug at the counter.

Our drug demand, including marijuana, to a large degree has wrought devastating
consequences in many of our partner nations, degrading their civilian police and justice systems,
corrupting their institutions, and contributing to a breakdown in citizen safety. The tentacles of
global networks involved in narcotics and arms trafficking, human smuggling (including the
18,000 young women and boys the UN tells us are smuggled into the U.S. every year to serve as
sex slaves) , illicit finance, and other types of illegal activity reach across Latin America and the
Caribbean and into the United States, yet we continue to almost ignore the threat TCOs present
to our homeland and the significant and direct risk to our national security and that of our partner
nations. Unless confronted by an immediate, visible, or uncomfortable crisis, our nation’s
tendency is to take these threats that ride the networks into and through the Western Hemisphere
for granted or hope for the best. I believe this is a huge mistake. I believe hope was and is the
same approach the Europeans in general, and the French and Belgians specifically, took

regarding their borders—and they fost.

In 2014 estimates there were nearly half a million migrants' from Central America and
Mexico—including over 50,000 unaccompanied children (UAC) and families—were
apprehended on our border, many fleeing violence, poverty, and the spreading influence of
criminal networks and gangs. Assistant Secretary of State Roberta Jacobson testified that the

“UAC migration serves as a warning sign that the serious and longstanding challenges in Central

! U.8. Customs and Border Patrol, FY 14 Border Security Report. According to the CBP, 239,229 migrants from the Northern
Tier countries of Guatemala, Honduras, and El Salvador were apprehended in 2014, representing a 68% increase compared to FY
13. 229,178 migrants from Mexico were apprehended, a 14% decrease,
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America are worsening.”2 In my opinion, the relative ease with which human smugglers moved
tens of thousands of people along the networks also serves as another warning sign: these
smuggling routes are a potential vulnerability to our homeland. As I stated many times in open
hearings to the House and Senate defense committees, terrorist organizations could easily
leverage those same smuggling routes to move operatives or materie! with intent to cause grave
harm to our citizens. Mr. Chairman, Members, addressing the root causes of insecurity and
instability is not just in the region’s interests, but ours as well. This is why responsible public
officials never surrender in the effort to highlight the threat and support the Congress’ and
administration’s commitment to increase assistance to Central America, Colombia and other

partners in the region—help which should be viewed as an investment and not foreign aid.

These and other challenges underscore the enduring importance of protecting the
southern approaches to the U.S., and this cannot—should not—be attempted as an endless series
of “goal-line stands™ on the one-foot line at the official ports-of-entry or along the thousands of
miles of border between this country and Mexico. The men and women of the Department of
Homeland Security and local law enforcement that work that border are highly skilled and
incredibly dedicated, but overwhelmed. They are overwhelmed by the efficiency of the network
and the funding the cartels have to guarantee their illicit products and people will get through.
The effort to get at our drug demand begins, or should begin, on the cartel’s end of the field and
with a much greater effort. The U.S. military is almost absent in the effort due to an almost total
lack of naval forces, although the Commandant of the Coast Guard, Admiral Paul Zukunft

USCQG, seeing the dire need immediately upon assuming his current duties increased the number

: Testimony of Roberta Jacobson, Assistant Secretary of State, Bureau of Western Hemisphere Affairs, Before the Subcommittee
on Western Hemisphere Affairs, United States House of Representatives, November 18, 2014,
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of cutters and personnel committed to the effort. The Coast Guard’s cupboard is nearly bare,
however, given all the commitments the men and women of that organization are required to
address in the waters surrounding the United States with an insufficient number of National
Security Cutters and other vessels to do what they need to do globally. Our Coast Guard has
more demands on it than it can address, but try they do and they are amazing.

The incredibly strong partnerships I enjoyed as the SOUTHCOM commander with the
U.S. interagency—especially with the Department of Homeland Security, the Coast Guard,
DEA, FBI, ATF, the intelligence community and the Departments of Treasury and State all fused
together by the Joint Inter-Agency Task Force-South (JIATF South) in Key West —were and are
fundamental to the efforts to try and safeguard the southern defense of the U.S. homeland from.
If you want a report card on how effectively the interagency is accomplishing the mission, how
the effort to prevent malign cargo and illegal migrants from entering the country is going, I will
let you draw your own conclusions. I will say, however, that even though we are so incredibly
fortunate to have willing partners like Colombia, Chile, Brazil, El Salvador, Guatemala,
Honduras, and Panama, and remarkable interagency cooperation, it’s the demand...it’s always

about the demand.

Domestic Impact

Americans have been consuming hard drugs in immense quantities certainly since the
mid-1960s when the use of drugs became literally cool as projected by Hollywood, social
“progressives,” and even Harvard professors. Since then it has ebbed and flowed—although
mostly flowed—over the years, but regardless of what the immediate use trends were along the
timeline it has always been a constant in the inner city and working class neighborhoods of our

cities. The epidemic we talk about and are so rightly concerned with today is due in very large

10
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measure because the addiction, and the associated violent crime and deaths due to overdose, are
no longer a problem of our minority and working class neighborhoods. The death and crime has
exploded into the suburbs. The body count is now conducted on Capitol Hill and in Georgetown,
on Beacon Hil! and the ivy league and Stanford campuses, and not just in the urban areas of our

great cities.

Until the last few years the number of our citizens dying from the use of hard drugs
trafficked into the United States from abroad by narco-terrorist transnational criminal syndicates,
or acquired through illegal prescriptions, hovered around 40,000 annually. To put it another way
since 9/11 when 3,000 were killed by another form of terrorism, over 560,000 have been in my
view murdered by narco-terrorists. In the past few years even the outrageous number of 40,000
began to spike until last year the number went beyond 46,000. The DEA tells us that in 2013
there were 8,620 heroin deaths due to overdose. These deaths are increasing everyday across the
land but particularly in states in the Middle Atlantic, New England and the Midwest. In fact the
Center for Disease Control puts the number at 44 a day or over 16,000 a year. To put a more
focused face on this growing tragedy, in 2014 the New Hampshire Office of the Chief Medical
Examiner predicted more than 400 deaths from heroin overdoses in 2015 which would have been
more than double the amount that small state of only 1.3 miilion experienced in 2013. He was
wrong. It was higher. Senator Ayotte among others in this body has been a champion of raising
the awareness of the issue not only in her own state, but nationally, but in my view it has in many
ways fallen on deaf ears as solving this problem will be hard, really hard, maybe too hard—but I

think it is worth trying.

Other impacts on our society are obvious even to the numb. Law enforcement figures tell
us that a very-large percentage of individuals arrested for major crimes—including homicide,

11



62

theft and assault—are under the influence of illicit drugs. The same sources tell us that 93% of
those abusers believe they do not need help even while they are committing violent crimes or
selling their bodies to feed their habits, in and out of rehab, or saved multiple times when they
are found in the gutters and *“crack houses™ by police officers and first responders. Most of these
abusers started with the gateway drug that marijuana most certainly is, and even while abusing
heroin are also routinely using at least one other drug. And the dollar cost is immense with the
estimate at over $200B to deal with drug abuse; much of it on rehabilitation that most agree is at

best marginally effective even over the short term.

Security Environment

As stated in the introduction the end results of decades of rampant demand for drugs in
the U.S.—and even if we do not care what it is doing to our own society—has caused the spread
of criminal organizations that continue to tear at the social, economic, and security fabric of our
Mexican, Latin American and Caribbean neighbors. Powerful and well-resourced, these TCOs
traffic in drugs—including cocaine, heroin, marijuana, counterfeit pharmaceuticals, and
methamphetamine—but have evolved grown in size and sophistication. They have also
broadened the services and products they provide. The cartels and networks now largely control
the sale and movement of small arms and explosives, precursor chemicals for use in producing
industrial quantities of heroin and meth, illegafly mined gold which is unbelievably destructive to
fragile environments, counterfeit goods, people, and other contraband. They engage in pervasive
money laundering, bribery, intimidation, and assassinations at every level of society from the cop
on the street to the president of a country. They threaten the very underpinnings of democracy
itself: citizen safety, rule of law, and economic prosperity. They have turned particularly Central

America and Mexico into among the most dangerous nations on earth by UN numbers of deaths
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per 100,000 citizens. They have had the very same impact on our own Puerto Rico and the
Americans who reside there. And these criminal cartels pose a direct threat to the stability of our
partners and an insidious risk to the security of our nation. If these groups were motivated
politically to destroy these countries and bring down these governments by violence we would
label them insurgents and lend appropriate support, as we have in Colombia and Peru, to help
them fight the narco-terrorist organizations that are The Shining Path and FARC. But because
they are motivated by crime and profit, and not aggressive politics or extremist ideology, and
despite the fact that are directly and indirectly killing 40,000+ of our citizens every year, many in
our government hide make the case that this is law enforcement as opposed to a military
problem. I can assure you it is both and the partner nations at risk have no choice but to re-train

their military units for internal police duties.

While there is growing recognition of the danger posed by transnational organized crime,
it is often eclipsed by other concerns. Frankly, Mr. Chairman, I believe we are overlooking a
significant security threat. Despite the very effective efforts of the men and women of law
enforcement, TCOs are constantly adapting their methods for trafficking anything and
everything, and anybody, across our border. While there is not yet any indication that the
criminal networks involved in human and drug trafficking are interested in supporting the efforts
of terrorist groups, these networks could unwittingly right now facilitate the movement of
terrorist operatives or weapons of mass destruction toward our borders, potentially undetected
and almost completely unrestricted. In addition to thousands of Central Americans fleeing

poverty and violence, foreign nationals from countries like Somalia, Bangladesh, Lebanon, and
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Pakistan are using the region’s human smuggling networks to enter the United States.> While
many are merely seeking economic opportunity or fleeing a “narco-insurgency” that we have
largely created, a subset could potentially be seeking to do us grave harm. Thankfully, we have
not observed any hard evidence of this occurring...yet. That said, however, as was the case in
Boston, or San Bernardino, or Paris or Brussels—and despite the best efforts of our overworked
and underappreciated intelligence professionals most notably the CIA, DIA and NSA, and our
embattled law enforcement including the FBI, ATF, CBP and Border Patrol, and the uniformed
officers on the street—we often learn that the terrorists are here only when the bomb goes off
and the body count has begun. I am deeply concerned, and you should be deeply concerned as
our elected leaders, that smuggling networks are a vulnerability that terrorists could seek to

exploit. Idonot see it as a maybe, but as a when.

You should also be troubled by the financial and operational overlap between criminal
and terrorist networks in the region. Although the extent of criminal-terrorist cooperation is
unclear, what is clear is that terrorists and militant organizations easily tap into the international
illicit marketplace to underwrite their activities and obtain arms and funding to conduct
operations.* It’s easy to see why: illicit trafficking is estimated to be a $650 biltion industry
worldwide—Ilarger than the GDP of all but 20 countries in the world—and less than one percent
of global illicit financial flows is seized or frozen.® It is estimated that the profits from cocaine
sales alone in the U.S. go beyond $80B. Indeed, the biggest problem the narco-terrorists have is

not getting drugs into the U.S., but laundering the immense profits from the enterprise. The

? Texas Department of Public Safety, 2013 Threat Assessmen.

* According to the Drug Enforcement Administration, twenty-two of the fifty-nine Department of State designated Foreign
Terrorist Organizations are linked to the global drug trade.

® United Nations Office of Drugs and Crime. Estimating Hlicit Financial Flows Resulting from Drug Trafficking and Other
Transnational Crimes. Geneva, 2011,
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terrorist group Lebanese Hezbollah—which has long viewed the region as a potential attack
venue against Israeli or other Western targets—nhas supporters and sympathizers in Lebanese
diaspora communities in Latin America, some of whom are involved in lucrative illicit activities
like money laundering and trafficking in counterfeit goods and drugs. These clan-based criminal
networks exploit corruption and lax law enforcement in places like the Tri-Border Area of
Brazil, Paraguay, and Argentina and the Colon Free Trade Zone in Panama and generate
revenue, an unknown amount of which is transferred to Lebanese Hezbollah. Unfortunately, our
limited intelligence capabilities focused on this accumulation of funding make it difficult to fully
assess the amount of terrorist financing generated in Latin America, or understand the scope of

possible criminal-terrorist collaboration in this region of immense-illicit funding.

Demand Reduction

As a nation we cannot interdict, or shoot, or convict, or rehabilitate our way out of this
hell. It will take all of these approaches and more to solve the problem and significantly reduce
drug abuse. If U.S. drug demand is a large part of the problem, then reducing that demand is
essential to getting our arms not only around the problems in our own country, but also the
problem our demand cause our partner nations and the support it gives to terrorism. Demand
reduction is to say the least a multi—faceted challenge. It begins in the coca or poppy fields
hundreds of miles south of our border with Colombian soldiers killed by IEDs, and the families
of Mexican Marines murdered in retaliation for their efforts in our drug fight, It ends in the U.S.

in a rehab clinic somewhere inside our country.

But we know how to do this. We know how to design a campaign to save lives and

significantly reduce a social cancer. When [ was in grade school the Center for Disease Control
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informs us that roughly 70% percent of Americans smoked cigarettes. A pack was maybe .30
cents, At nine or ten years old I would routinely walk down to the corner store and buy a pack of
Chesterfields for my mother or Camels for my father. Lung cancer was off the chart. Today the
CDC estimates that less than 20% of Americans smoke. This unbelievable behavior
modification was accomplished first and foremost by an effective and never ending campaign to
make Americans wake up to what smoking does to the body, then by raising the price per pack
so that it is out of the reach of most intelligent Americans, insurance premiums went up if you
smoked, the legal age to purchase was fixed at 18 and is now going to 21 in many states, and by

severely limiting where one can light up and essentially making smokers outcasts. It worked.

We also did it to battle and significantly reduce drinking-and-driving saving hundreds of
thousands of lives and significantly reducing serious injury due to automobile accidents. The
very same applies to seat belt use. Forty 40 years ago no one “buckled up,” today only the most
irresponsible among us would even start an automobile without first fastening their kids in, then
themselves. The same applies to car seats for infants and small children, helmets for young
bikers, and even to reducing littering along our streets and highways. The success of these
campaigns was not only law enforcement, although law enforcements and penalties were without
question part of the solution. As in the case of auto deaths and injury, the success came as a
result of a comprehensive and an unrelenting campaign of educating our citizens across every
age group focusing on children and young adults in school, new drivers and their parents, and the
older generations who until the campaigns were unleashed in the early 1980s just assumed that
the carnage our society was experiencing on the highways was simply the price required of a

motorized society. But it wasn’t.

16



67

Hollywood got behind the effort, as did responsible politicians and civic officials. No
elected official in his or her right mind opposed it even with intense lobbying efforts by Detroit
first against installing seat belts then over mandatory air bags, and certainly did not try to
rationalize the problem away and raise tax revenue from it. Everyone got on board—and it
worked. Anyone under the age of say 40 today simply cannot imagine a time when we did
things differently, when we did not have seat belts and air bags, but there was a time we did. As
with the campaign today to raise awareness of climate change—whether one agrees of disagrees
with the cause and effect claims—all are at least fully aware of the issue. Even those who reject
the science have reduced their energy consumption and know it is good for the environment. We
know how to do this, and it is the only way to not only reduce the cost and misery to our own
people, but also to the nations to our south who suffer so from our demand. We will never get to
zero, but perhaps we can reduce the abuse of drugs by over 50% as we did with nicotine, and
save tens-of-thousands of our citizens as we did when we protected them in their automobiles.

And just as importantly reduce the profits available to the criminal and terrorist networks.

I will close with a few final thoughts. The first is that we must keep the pressure on the
cartels and destroy their crops before they are harvested, destroy their production facilities
wherever they are, and break up the networks by arrest and prosecution. We must also combine
these often times kinetic efforts with locating the financial institutions that knowingly or
unknowingly support the financial aspect of drug trafficking—and seize their billions. Second, I
want to highlight the efforts of my very good friend Mike Botticelli, the Director of National
Drug Control Policy, who quite rightly tells us that with addiction we are really dealing with a
disease and we should be focused on saving and rehabilitating those unfortunate to suffer the

disease, and not just jailing them even for petty crimes. At the same time we must understand
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that the overwhelming number of men and women involved in the production, transport, and
distribution of these drugs are in it for the money and must be hunted down. We must also
acknowledge that regardless of the disease, if serious crimes are committed we cannot turn a
blind eye to the act just because the perpetrator is sick. But even while holding him or her
accountable, and while punishing them, we should as a society still try to them well. Thirdly, we
must develop a national campaign that appeals to the intelligence, or the good nature, or the love
of humanity, or paranoia, or social responsibility, or pocket book, or fear of persecution, or
whatever—it does not matter-—so long as we have an effective program that significantly
reduces demand. There are individual efforts out there in American society but they are
uncoordinated and go unheralded. The Boy Scouts, the Young Marine Program, Drug Free
America Foundation, and dozens of other efforts in our communities but they are individual

points of light when what we need are floodlights.

Of note [ want to alert the Committee to a combined effort by the Director of the FBI,
Jim Comey, and the DEA Administrator, Chuck Rosenberg. The effort, entitled, “Chasing the
Dragon,” is one that seeks to distribute a CD and study guide to 100,000 grade school, middle
school, and high school teachers “....to reach youth before an addiction can set in.” The CD is
powerful, horrifying, sad, disgusting, depressing, scary, and designed to get some of the most
powerful influencers in our society——teachers—onboard in an effort to ideally prevent, and if not
then to reduce drug use where it typically begins. Both organizations are also offering additional
resources, experts, speakers, anything to help reduce the demand of drugs and the human tragedy
it causes in the lives of millions. I would strongly encourage the Committee to bring in

representatives of the two premier drug fighting organizations in the world and get their
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perspective on this critically important topic. I would also encourage all to sign onto the FBI

website at www.FBI.gov/ChasingtheDragon for additional details and perspective.

You might ask yourself, Mr. Chairman, “why is law enforcement and the U.S. military
not only into the business of detecting, monitoring, and interdicting the networks and
organizations that carry drugs and so many other illicit cargoes into the United States, but
increasingly into drug abuse prevention and demand reduction as well”? Many argue it is not
our job, although the nation could take a lesson as to how law and enforcement and the nation’s
Armed Forces have all but set drug free environments within the two organizations. Is it not
prevention and demand reduction the responsibility of our parents? Elected officials?
Government health care providers? But I would submit that when the kind of men and women
that serve in law enforcement, who see firsthand and everyday what drugs do to our children, our
families, our society and to the nation, when these kind of men and women see what it does and
that the effort to do something about it is too weak or non-existent——they act. I would agree that
it might not be their job, but since no one else seems to be doing it as effectively as it could be

done....
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Assessing Efforts to Reduce the Demand for Imported Illegal Drugs

Summary

Violent criminal organizations earn more than $10 biltion per year smuggling thousands
of metric tons of illegal drugs across U.S. borders each year. It is reasonable to view this as a
security concern in its own right (to the US and also to Mexico, Colombia and Peru), above and
beyond the deaths and other harms caused by the domestic distribution and use of those drugs.

Legalization of all drugs would largely solve this problem, but at a potentially very
severe cost in terms of increased addiction, death, and disability. Legalizing marijuana could
eliminate marijuana’s share of the problem, but only that share. Tt is hard to quantify precisely
marijuana’s share of the security problems associated with illegal cross-border flows, but it is
probably less than one-quarter and is almost certainly more like one-quarter than three-quarters.

A variety of policy reforms short of legalization could reduce the drug flows, but even
under the very best of circumstances they would continue on roughly the same scale as today.
That is, an optimist might hope that cross-border traffic could eventually be halved even without
legalization, but it goes beyond optimism to imagine reduction by a full order of magnitude
within a decade, or even two. If one viewed the current situation as like leaving both sides of a
two-car garage open to thieves, the best we could hope for via better implementation of

conventional drug policy levers is to close one of the two doors.
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When it comes to shrinking consumption of illegal drugs, there is not much low-hanging
fruit that hasn’t been tried. Media-based prevention campaigns in particular have not
demonstrated much efficacy. Some other forms of prevention are viewed as cost-effective, but
mostly because they are cheap, not because they are highly effective in an absolute sense. The
research community is generally supportive of expanding treatment, but it is important to
recognize that the “technology” of treatment is much stronger for heroin and other opiates than it
is for stimulants such as methamphetamine and cocaine (including crack). And even for opiates,
treatment is better thought of as a way of easing the suffering of the person who is dependent
than as a “cure” that eliminates their demand.

There is one innovative strategy— called “swift, certain and fair” monitoring and
punishment of users under criminal supervision - that has the potential to make a decisive
difference if all the stars align. Early evaluations have produced some startlingly large
reductions in rates of testing positive, but widespread implementation would require a very large
change in organizational cuiture and practice.

The inability to solve the border security situation by shrinking demand raises the
question of whether and how the magnitude of the security risk might be minimized even as
drugs continue to be smuggled across the border in significant volumes. That question is
sensible because there is no necessary relationship between the amount of smuggling and the
security harm created, Indeed, most drug smugglers are in it just for the money; they harbor no
particular animus toward the United States. If law enforcement could engineer an environment
within which the most damaging smuggling methods are the least profitable, and the profit-
maximizing smuggling strategies are relatively benign, then greed and competitive pressures
might mold the smuggling “industry” into practices that are less bad from a security perspective.

I do not know whether that principle can usefully be operationalized. Principles that are
appealing in the abstract often stumble when confronted by practical realities. Even talking
frankly about the trade-offs inherent in such a “realpolitik™ approach might be awkward. But my
certainty that U.S. demand for imported illegal drugs will not disappear any time soon leaves me
curious about exploring those possibilities.

The remainder of this document expands on these themes. Because the scope of the topic
is so broad, for various matters I give just quick capsule summaries and references to articles in

which I have discussed that issue in greater detail.
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L Different drugs present different challenges

As Peter Reuter and I wrote in earlier Congressional testimony:' “To understand almost
anything about the effectiveness of US drug policy it is first essential to distinguish between four
categories of illegal drugs: (1) diverted pharmaceuticals, (2) all the minor illegal drugs (PCP,
GHB, LSD, etc.): (3) the major “expensive” illegal drugs (cocaine/crack, heroin, and
meth(amphetamine), and (4) cannabis.”

The minor illegal drugs are not so important for present purposes. The scale of their
markets is relatively small, some of the production happens within U.S. borders, and the
importation is not, as far as I know, any more serious a threat, dollar for dollar, than is the more
lucrative importation of the major drugs.

Diverted pharmaceuticals — primarily opiate pain relievers ~ kill an astonishingly large
number of Americans every year. This problem is now belatedly getting considerable attention,
though it is unclear what took so long. CDC reports that between 1999 and 2014, an astounding
165,000 Americans died from overdoses related to prescription opioids alone — far more than
died in the Korean and Vietnam wars combined.?

Nevertheless, that ongoing catastrophe has little direct bearing on border security.
Pharmaceuticals are diverted into non-medical use primarily within U.S. borders, so that
diversion is not a threat to U.S. border security.

There may be an important indirect effect, however. For various reasons, many people
who would not have proceeded directly to heroin use become dependent on prescription opioids,
and then subsequently switch to heroin.® That may sound like a leap, but in terms of chemistry
and psychoactive effects, all of the opioids - including both pharmaceutical companies® medical
products and street heroin — are close cousins.

It is an active topic of research today trying to sort out, how much of the recent very large
increase in heroin overdoses can be blamed on: (1) past failures to adequately monitor and

circumvent diversion of prescription opioids, (2) recent successes - in some states — to clamp

! Reuter, Peter, and Jonathan P, Caulkins 2009. “An Assessment of Drug Incarceration and Foreign Interventions.”
May 1" testimony to the Domestic Policy Subcommittee of the Oversight and Government Reform Committee.

? http//www.cdc.gov/drugoverdose/data/overdose.html,

* Mars, S. G., Bourgois, P., Karandinos, G., Montero, F., & Ciccarone, D. (2014). “Every ‘never’l ever said came
true™: Transitions from opioid pills to heroin injecting. International Journal of Drug Policy, 25(2), 257-266.
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down at least partially on that diversion, including by making the pills harder to grind up and
inject, and/or (3) expansions in Mexico’s heroin production that might have occurred anyhow.
As far as I can tell, we do not yet know the answer and may never fully resolve the matter. For
this sort of question, it is hard for scientists to construct counterfactuals describing what would
have happened under alternate scenarios.

For present purposes, the simple fact is that the large pool of people who have now
become addicted to prescription pain killers makes it all the more difficult to imagine large
reductions in U.S. demand for heroin in the coming years.

In sum, neither the minor drugs nor diverted prescription pharmaceuticals are the (direct)
source of large cross-border drug flows. The primary concern for border security is the

traditional *big four” illegal drugs: cocaine (including crack), heroin, meth, and marijuana.

1I. The scale of the problem

It is understandable to want to know the volume of illegal drugs flowing into the United
States each year, and it is also understandable why the best estimates available are both highly
imprecise and potentially inaccurate. For obvious reasons, drug traffickers do not report their
activities to official agencies.

Therefore, all numbers discussed in this section should be understood as good faith
estimates of quantities that are very difficult to estimate. They could easily be off by a factor of
two. That is, when I say that we think that (illegal) retail sales of cocaine in the U.S. are in the
neighborhood of $25 - $30 billion per year, and that the value of that cocaine at the time it
crosses the U.S. border is perhaps one-seventh its value at retail,* so roughly $4 - $5B per year, it
is entirely possible that the value of cocaine crossing the border could be as low as $2B - $2.5B
per year or as great as $8B - $10B per year.® Furthermore, there is even greater uncertainty
concerning what proportion of the revenues earned within the U.S. by moving the cocaine from

the import leve! down to the street represent profits eamed by the same “organizations” that

“ E.g., an import price of $17,000 per kilogram that is 82% pure vs. a retail price of $145 per pure gram gives a 1 to
7 ratio.

* Note: not all of the monetary value of the drugs imported ends up in the pockets of the smugglers who bring it
across the U.S. border; some of that moncy flows further back up the supply chain because there are multiple layers
of criminal enterprises between the farmers who grow the crops from which the drugs are made and the
organizations that carry those drugs across the U.S. border.
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control the importation. (“Organizations” is in quotes because the relationship between
wholesale dealers in the U.S. and their suppliers who ship the drugs into the U.S. is more akin to
a business partnership, than a single vertically-integrated enterprise in the sense of Henry Ford’s
River Rouge industrial complex of old).

With that big caveat, the best numbers on the scale of U.S. drug markets come from the
series of publications called “What America’s Users Spend on Illegal Drugs” (WAUSID). The
latest in this series was produced by RAND and published by ONDCP in 2014 with annual
estimates covering the years 2000 - 2010. (I am a co-author.) Since the Arrestee Drug Abuse
Monitoring (ADAM) system has been discontinued, it would be quite difficult to produce a new
estimate updating those series.

(There are many excellent ongoing data collection efforts, including the National Survey
on Drug Use and Health and the Monitoring the Future studies of high school students, but the
smaller number of heaviest users truly dominate total spending and consumption. Those heavy
users are badly under-represented in surveys, but many are criminally involved.” So when we
used to interview and collect urine samples from arrestees, it was possible to produce plausible
estimates of total consumption and spending, whereas at present we can only estimate the
number of users — a number that is dominated by the less frequent users who collectively account
for a quite modest share of demand.)

The table below reproduces the 2010 WAUSID estimates for weight and value, both of

which are relevant. Four facts must be kept in mind when interpreting these numbers.
For cocaine/crack, heroin, and meth, weight is expressed in terms of pure weight. So if 24 MT
of pure heroin crossed the border, but at an average purity of 50%, then it is 48 MT, not just 24
MT, of material containing heroin that was shipped across the border.

The dollar figures pertain to retail sales. Drugs are marked up enormously as they move

down the multi-layered distribution chain within the U.S., so most of the retail revenue is earned

¢ Kilmer, Beau, Susan S. Everingham, Jonathan P. Caulkins, Greg Midgette, Rosalie Liccardo Pacula, Peter H.
Reuter, Rachel M. Burns, Bing Han, and Russell Lundberg (2014). What America’s Users Spend on illicit Drugs:
2000-2010. RAND RR-534-ONDCP, Santa Monica, CA.

7 A quote from a journal article we wrote based on the WAUSID study makes the point. For drugs other than
marijuang, “the household survey under-estimates frequent use to a much greater degree. For example, based on the
2010 NSDUH, one would conclude there are only 60,000 daily or near-daily heroin users in the United States, Our
ADAM-based projection models suggest that the correct total is closer to 1,000,000. * Caulkins, Jonathan P., Beau
Kilmer, Peter H. Reuter, and Greg Midgette. (2015). Cocaine’s Fall and Marijuana’s Rise: Questions and Insights
Based on New Estimates of Consumption and Expenditures in U.S. Drug Markets. Addictien. 110(5): 728-736.
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by criminals operating within U.S. borders. In round terms, the value at import for Mexican
marijuana may be about one-quarter of the value when sold on the street and the proportion is
even lower for the other drugs, perhaps closer to one-seventh.®

Essentially all cocaine and heroin used in the United States is imported. Imports share of
the meth market has fluctuated over time, with various rounds of precursor chemical control, but
is generally believed to be high. The story for marijuana is more complicated because of
domestic production and is discussed further below.

Somewhat more is imported than is consumed, because some of what is imported is

seized within the United States.

Kilmer et al.’s (2014) estimates of the size of the major U.S. illegal drug markets

Retail Sales Value Quantity Consumed
(billions of 2010 doliars) {metric tons)

Marijuana o4 5700

$30 - $60 4,200 - 8,400
Cocaine 528 145
{including crack) $18-544 92 - 227
Heroin $27 24

$15 - 545 13-40
Methamphetamine $13 a2

$6-522 19-71

There are many caveats and uncertainties surrounding these numbers, but the punchlines
concerning U.S. border security remains clear. First, marijuana accounts for the majority of the
weight but a minority of the value of the illegal drugs smuggled across U.S. borders. Second,
these are big numbers: (1) Hundreds of metric tons of **hard drugs”, (2) Thousands of metric tons
of marijuana, and (3) The value of imports probably exceeds $10B per year.

Others who are expert in national security matters are better able than I to put those
numbers in perspective through a terrorism and counter-terrorism lens, but my sense is that they

are large. E.g., shortly after the September 11" attacks, along with co-authors [ wrote a paper

¥ Data on import prices — as opposed to general wholesale prices ~ are scarce. The appendices to Kilmer et al,
(2010) grappled with this issue and are the source for the guesses of roughly one-quarter and one-eighth. Kilmer,
Beau, Jonathan P. Caulkins, Brittany M. Bond, and Peter Reuter (2010). Reducing Drug Trafficking Revenues and
Violence in Mexico: Would Legalizing Marijuana in California Help? RAND OP-325-RC, Santa Monica, CA.
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comparing the “war on terror” to the “war on drugs”.® It was our understanding at the time that
the direct financial cost to Al-Qaeda of launching the September 11™ attacks was on the order
half a million dollars, not something measured in the billions.

Law enforcement officials would be better able to characterize the mechanisms or tactics
used to accomplish this smuggling, but they would certainly describe the method as diverse.
Some are fairly low-tech, such as hiding the drugs within legitimate cargo or in secret
compartments of vehicles that are crossing through ports of entry. Much also passes between

ports of entry, whether by air, ground, sea, or even underground via tunnels.

IIL. The legalization option

‘When contemplating tactics for reducing this illegal flow it is useful to distinguish
legalization from all other options, and within the discussion of legalization to distinguish
legalizing marijuana on the one hand from legalizing cocaine/crack, heroin, and meth on the
other. For better and for worse, it seems reasonably likely that the U.S. federal government will
legalize marijuana within the next decade; that would largely eliminate marijuana’s share of the
cross-border drug smuggling problem. That share is the majority of the weight, but only a
minority of the value of the illegal drugs smuggled across U.S. borders.

There are many varieties of legalization, '® but as a general matter, one would expect that
legalizing large-scale production of a drug to eliminate most illegal cross-border smuggling. Of
course there are caveats. Legalizing only home-production might not drive out the black market,
particularly for the hard drugs. The cannabis plant lends itself to home cultivation, e.g., because
its yield per square foot is extraordinarily farge.'' That is why I made the statement concerning
“large-scale™ production. Likewise if taxes or other regulatory hurdles were too great, there
could stilt be “grey market” smuggling to evade those taxes or regulation. E.g., there is quite a

large illegal industry smuggling cigarettes from low-tax to high-tax states, and in other regions of

®Mark A. R. Kieiman, Peter Reuter, and Jonathan P, Caulkins. 2002. “The War on Drugs and the War on Terror: A
Comparison.” Public Interest Report, Vol. 55, No. 2, pp.3-5.

®Eora thorough discussion of the options for marijuana, see Caulkins, Jonathan P., Beau Kilmer, Mark A. R.
Kleiman, Robert J. MacCoun, Gregory Midgette, Pat Oglesby, Rosalie Liccardo Pacula, and Peter H. Reuter (2015).
Considering Marijuana Legalization: Insights for Vermont and Other Jurisdictions, Santa Monica, Calif.: RAND
Corporation, RR-864. htp:/fswww.rand.org/pubs/research_reports/RR864. hrmi.

" 1t takes more square feet of coca bushes or poppies to supply a heavy cocaine or heroin user than it does cannabis
plants to supply a heavy marijuana user.
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the world smuggling for purposes of tax-evasion involves transport of large quantities of tobacco
and many other products across international borders. But there is nothing special about a
commodity being a dependence-inducing intoxicant that necessarily produces cross-border
smuggling. There is not, as far as | know, much smuggling of alcohol into the U.S. today; tax
differentials across states are not large enough to make that worthwhile, particularly given the
bulkiness of alcohol per dollar. Rather, it is primarily the illegality that creates the criminal
opportunities.
It is important to stress, though, that decriminalization or legalization of possession are
absolutely not half-way to legalization from the perspective of border security. Quite the
contrary. One would expect decriminalization and legalization of use in the United States to
exacerbate, not help solve, the border security problem, and also the problems drug traffickers
create in source and transshipment countries such as Mexico.'? They reduce barriers and
disincentives to use while leaving the production and distribution chains wholly in criminal
hands.
The conventional wisdom in the academic literature is that decriminalizing marijuana has
not led to much of an increase in use, ' but that statement comes with four qualifications:
 Some studies do suggest notable increases in use.'*

» Essentially no one argues that decriminalization or legalizing use reduces use.

* In my opinion, some of the academic literature tends to have a pro-marijuana slant.

¢ Decriminalizing marijuana usually comes after a period when marijuana enforcement was
already ebbing. If the U.S. were to decriminalize hard drugs, that would be a bigger
change from the status quo and so might have a noteworthy effect on use even if the
academic literature is correct that marijuana decriminalization has not had such an effect

in the past.”

2 Caulkins, Jonathan P. and Eric Sevigny (2013). The U.S. Causes but Cannot Solve Mexico’s Drug Problems. In A
War that Can’t Be Won, eds. Tony Payan, Kathleen Staudt, and Z. Anthony Kruszewski. University of Arizona
Press, pp.285-310.

1 Gee, e.g., Thomas Babor, Jonathan Caulkins, Gritfith Edwards, David Foxcroft, Keith Humphreys, Maria Medina
Mora, Isidore Obot, Jurgen Rehm, Peter Reuter, Robin Room, Ingeborg Rossow, and John Strang. 2010. Drug
Policy and the Public Good. Qxford University Press, or Room R., Fischer B., Hall W., Lenton S., and Reuter P.
(2008) Cannabis policy: Moving beyond stalemate. Beckley Park, UK: Beckley Foundation.

" E.g., Adda, Jérome, Brendon McConnell, and Imran Rasul (2014). Crime and the Depenalization of Cannabis
Possession: Evidence from a Policing Experiment. Journal of Political Economy, 122(5):1130-1202.

15 Evidence concerning the effects of Portugal’s 2001 policy changes are often presented, and often mis-represented,
concerning this point. I would be happy to elaborate if that were useful, but in a nutshell, what Portugal did in 2001

8
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I will not discuss further legalization of hard drugs. Of course one can track down
advocates for almost any idea, but legalizing hard drugs does not at present appear to be a viable
option politically within the U.S. In my opinion that is a good thing. Everything about
legalizing hard drugs is much higher stakes and much riskier than is legalizing only marijuana.
Furthermore, legalization is essentially an irreversibie act, not something a country can try out
for a few years and then easily revoke if addiction rates soar, '®

Legalizing hard drugs is a much more appealing option from the perspective of the
primary production and transshipment countries, not from the perspective of final market
countries such as the United States. So a scenario that deserves greater attention than it has
received to date is one that involves one or more Latin American countries legalizing cocaine, or
all drugs generally. It is not altogether clear how that would affect the United States. There are
scenarios under which the mere fact that cocaine could be purchased legally in, say, Bolivia,
might have very little effect on the Mexican drug trafficking organizations (DTOs) that carry
those drugs “the last mile” across the border into the United States. But one can also spin
scenarios in which legalization in even one country could alter the strategic landscape for all

countries. '’

IV. The effects of legalizing marijuana
The second edition of my book on marijuana legalization written with co-authors Mark
Kleiman and Beau Kilmer came out this month.'® Here I will just state the key points, all of
which are elaborated in that book.
Production of marijuana for domestic consumption has shifted back and forth between

the United States and foreign sources — primarily Mexico, but also Canada, Jamaica, and other

was both less than and in other ways more than what is customarily meant by decriminalizing or legalizing amounts
suitable for personal consumption. It is a very interesting policy innovation, but does not provide as strong a basis
for projecting what outcomes might be in the United States as some observers claim it to be.

¥ Caulkins, Jonathan P. and Michael A.C. Lee. 2012. The Drug-Policy Roulette. National Affairs. 12, pp.35-51.
1] attempt to take a first step toward exploring such scenarios in the following publication, but am very blunt that
thinking about these scenarios is highly speculative: Caulkins, Jonathan P. 2015, After the Grand Fracture:
Scenarios for the Collapse of the International Drug Control Regime. Journal of Drug Policy Analysis. 24(1):60-68.
Published online: DOI: 10,13 15/dpa-2015-0008.

* Caulkins, Jonathan P., Beau Kilmer and Mark A.R. Kleiman (2016). Marijuana Legalization: What Everyone
Needs to Know, 2 Edition. Oxford University Press.
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countries. As recently as 2000 the vast majority of marijuana consumed in the United States was
imported. By 2008, Mexico’s market share might have fallen to somewhere between two-fifths
and two-thirds.'® Domestic production has almost certainly increased further since then, but the
exact share today is hard to establish.

This shift is bound up in a change in the types of cannabis consumed. To simplify,
Mexico used to dominate production of “commercial grade” marijuana whose THC potency was
typically below 5%, although that potency has been increasing and is now perhaps more
typically 5-7%. By contrast, most of the higher potency sinsemilla (10-20% THC) was produced
in the United States, or in Canada. U.S. production was an amalgam ranging from purely illegal
production (e.g., in networks of grow houses operated by organized crime groups) to legal with
respect to state medical marijuana laws, with quite a bit that operated in a gray area in between,
e.g., excess production by people who were authorized to produce some under a medical regime,
and also “medical” regimes that allowed essentially any user to obtain a “medical”
recommendation.

There was in parallel a shift from traditional forms of consumption (mostly smoking) to a
wider range of forms, including edibles (brownies, candy, etc.), “vaping” (which can be thought
of as analogous to an e-cigarette), and “dabbing” (flash vaporizing highly concentrated THC
matter). Many of these newer modalities involve THC and other cannabinoids that have been
extracted (e.g., with solvents such as butane) and concentrated, not the cannabis plant material as
was the norm in the past.

Also, and importantly, price per unit of THC has been declining. (The price per gram of
sinsemilla today may be higher than the price per gram of commercial grade marijuana in the
past, but since sinsemilla is so much more potent, the cost per hour of intoxication has fallen.)

There is little question that:

o These trends have expanded marijuana consumption greatly, and reduced imports’ share
of that consumption.

e These trends were facilitated if not driven by liberalization of policy.

¢ Legalization to date is still only partial, and more dramatic change is to be expected.

» Legalization to date is on a continuum that is perhaps best dated to the beginning of

quasi-regulated medical marijuana production in California in the early 2000s, not the

¥ Kilmer et al. (2010), Appendix D.

10
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November 2012 passage of the legalization propositions in Colorado and Washington

State.

To give a sense of the scale of the increase in marijuana consumption, the number of days
of marijuana use that Americans self-report to the national household surveys has increased from
2.2 billion in 2004 to 4.0 billion on the 2014 survey.

The increase comes in part from growth in the number of users, but even more from
increases in the intensity of use. The number of Americans who self-report that they use
marijuana daily or near-daily (defined as 21 or more days in the past month) has increased from
4.0 million in 2000 to 8.0 million in the 2014 survey. (Many people use less frequently, but
those daily and near-daily users account for more than 80% of all marijuana consumption.)

There is generally a positive association between the amount used per day of use and the
frequency of use (meaning days of use per month). That correlation exists in terms of raw
weight, and probably also does in terms of THC consumption because frequent users may also
gravitate toward more potent forms.

So although this cannot be measured directly, it is possible that on a THC-adjusted basis,
the quantity of marijuana consumed may have increased between 2004 and 2014 to an even
greater extent than is suggested by the increase from 2.2 to 4.0 billion days of self-reported use.

What does this mean for imports from abroad? Even if the share of marijuana that is
imported has fallen, the total amount of use supplied by imports could have increased since total
consumption has grown. In particular, even if imports’ share of the market today is half of what
it was back in 2004, the amount of use supplied by imports today could be nearly as large as it
was ten years earlier.

Has the market share of imports fallen to 50% or less of its previous level? No one
knows for sure. When Beau Kilmer and I, along with various colleagues, tried to look at this
question in detail back in 2010, we found that imports were a substantially larger share of the

market than most people thought based on the prices users reported paying.' My hunch is that

* Among other reasons, Colorado and Washington State both already had “medical™ regimes that were so
permissive that the bigger change actually came with the Obama Administration’s decision not to prosecute
companies operating within those state regulatory regimes, not the changes in the state laws per se.

A Kilmer, Beau, Jonathan P. Caulkins, Brittany M. Bond, and Peter Reuter (2010), Reducing Drug Trafficking
Revenues and Violence in Mexico: Would Legalizing Marijuana in California Help? RAND OP-325-RC, Santa
Monica, CA. In brief, much of the consumption was by people who reported paying prices for marijuana that were

11
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this gap arose because most of the “conventional wisdom™ about marijuana use patterns comes
from people who participate in the “blogosphere™ or the World Wide Web more generally. But
it is important to remember that college graduates account for only about 15% of the market;
more than haif is consumed by people with a high school education or less. Those less educated,
and presumably less affluent users, might be more likely to use less expensive, imported
commercial grade marijuana and also less likely to write about it on the internet.

Furthermore, from a security perspective, what matters is not the amount of use supplied
by imports, so much as the weight and value of those imports. The potency of marijuana
imported from Mexico appears to have been increasing, so the weight imported per hour or day
of intoxication supplied from abroad may have fallen somewhat, Also, wholesale prices in the
U.S. have been falling on a THC-adjusted basis, so it is possible that import prices have also
been falling although data on import prices are scarcer than data on wholesale prices.

Replicating the analysis done back in 2010 is possible, but it is more of a research project
than something I could manage in time for this testimony. If1had to guess now, without having
a chance to crunch the numbers, my best guess is that the growth in total marijuana consumption
has offset an important part of the decline in imports’ market share, so that the liberalization of
marijuana policy to date has not yet greatly reduced exports to the United States. I am aware that
there are journalistic accounts extrapolating from declines in seizures to presumptions about
declines in exports,” but as Alejandro Hope has discussed,? other factors may explain the
declines in seizures.

Still I want to stress that this is just my best guess based on professional judgment; the
data systems are not adequate to answer the matter definitively.

However, if and when the federal government repeals its marijuana prohibition and/or the
state legal marijuana industry has time to expand, innovate, and fully expioit the economies of
scale that is now starting to achieve, domestic production under liberalized policy regimes ought
to be able to out-compete imports.

This idea is discussed in detail in our book, but let me just cite two supporting facts. All

of the THC consumed in the United States could be produced on less than 10,000 acres of

simply too low for that marijuana to be sinsemilla, and the conventional wisdom at the time was that most domestic
Eroductmn was of sinsemilla.

? E.g., btip://time.com/38( 01889/ us-legalization-marijuang- A
23 i
http //\\ww samefacts.com/201 3/02/crime-incarceration/mexicos-missing-marijuana-mystery/,

12
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farmland. Ten thousand acres sounds enormous to the typical homeowner, but a 1,000 acre farm
is not unusual in the Mid-West, So quite literally, ten farms could supply all of the country’s
THC.

And production costs could become very low once production shifts to large-scale,
professionally-run farms. Qutdoor production can yield something on the order of 600 pounds of
marijuana “flowers” per year, plus about 2,000 pounds of additional vegetable material from
which THC can be extracted. Production costs for other crops that require transplanting is
typically $5,000 - $20,000 per acre, suggesting production costs for flowers of around $20 per
pound. That is just 1% of current farm gate prices, which are roughly $2,000 per pound, and less
than 10% of the going wholesale price for (lower-quality) marijuana imported from Mexico just
after it has crossed the border into the United States.

In short, even if the policy liberalizations to date have not yet greatly reduced marijuana
imports, if the trend toward liberalizing policy continues it is entirely plausible that importing of
illegal marijuana will be largely curtailed.

Again, that would represent a very large decline in the weight of illegal drugs imported,
but a much more modest reduction in the amount drug traffickers earn from bringing drugs into

the United States.

V. Policy reforms short of legalization
Within a regime that prohibits legal supply, the most effective way to reduce imports is
through enforcement. Prohibition backed by a baseline level of enforcement drives up the prices

1.** This point has been

of illegal drugs far, far beyond what they would be if drugs were lega
made elsewhere, but consider for example that it costs cocaine producers roughly $15,000 per
kilogram to get cocaine from Colombia into the United States, whereas any parcel delivery
service would charge less than $100 per kilogram to ship any legal commodity to the customer’s
door. That spectacular increase in the cost of doing business is attributable to prohibition,
backed by some enforcement, and it translates directly into extremely high prices. Cocaine,

heroin, and meth all cost user many times their weight in gold.

% See, e.g., Caulkins, Jonathan P. (2014). Effects of Prohibition, Enforcement, and Interdiction on Drug Use. In
The Economics of International Drug Policy, ed. John Collins {London: LSE IDEAS Special Report), pp.16-25 or
Kleiman, M. A., Caulkins, J. P., & Hawken, A. {2011). Drugs and Drug Policy: What Everyone Needs to Know.
Oxford University Press.
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When drug prices are high, people use less. Indeed, the price responsiveness can be
surprisingly large because most of the drugs are consumed by the minority of people for whom
buying those drugs soaks up a very large share of their disposable income. So whereas people’s
first impulse is to think that those who are drug dependent may be unresponsive to changes in
price, that is largely incorrect, as a now substantial body of economic literature now shows.?*

However, the fact that prohibition plus some enforcement does a terrific job of holding
down the quantity consumed — and hence the quantity imported — there appears to be no practical
opportunity for reducing imports by further increasing enforcement intensity beyond their
already very aggressive levels, and for two distinct reasons.

The first is simply that the mood of the country is sharply in favor of reducing not
increasing enforcement “toughness”.

The second is that it probably would not work well anyhow. Opportunities for
investigating the question empirically are understandably limited, but the academic consensus is
that further increases in enforcement beyond that needed to give the prohibition teeth and to
impose the “structural consequences of product illegality” are extremely inefficient ways of
driving down consumption of drugs with long-established markets. Peter Reuter and [ made this
point in our earlier testimony, referenced above,”® and he has a recent article with Harold Pollack
that further elaborates the argument by drawing on more recent literature.”’” Indeed, most drug
policy scholars would argue that toughness could be reduced substantially with relatively few
adverse effects, because policies in recent decades have gone so far past the point of diminishing
returns.

As a result, most progressive discussions of improving American drug policy focus on
so-called demand-side interventions. Here the analysis is at once promising and gloomy. There
are of course many different types of demand-side interventions spanning a very broad range of
modalities and target populations, but the generic finding is that they are often highly cost-

effective but not very effective,

* Gallet, Craig A. (2014). Can price get the monkey off our back? A meta-analysis of illicit drug demand. Health
Economics, 23:55-68, published online in 2013 at DOI: 10.1002/hec.2902.

% Reuter, Peter, and Jonathan P. Caulkins 2009. “An Assessment of Drug Incarceration and Foreign Interventions.”
May 19" testimony to the Domestic Policy Subcommittee of the Oversight and Government Reform Committee.

* htp:/fwww.cde.govidrugoverdose/data/overdose himl. See also Caulkins, J. and Reuter (2006) “Re-orienting
Drug Policy” Issues in Science and Technology 23(1).

a Pollack, H. A., & Reuter, P. (2014). Does tougher enforcement make drugs more expensive?. Addiction, 109(12),
1959-1966.
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That is not a contradiction. Demand-side interventions can be cost-effective, even if they
are not very effective in any absolute sense, because they are relatively cheap (certainly
compared to imprisonment) and the thing they seek to reduce is so extraordinarily destructive.

The point is perhaps best made with some stylized numbers. Efforts to estimate the
social cost of drug abuse face enormous challenges, and one should not imagine that the figures
are terribly precise, but they give a sense that the scale of the problem is on the order of $200
biltion per year for itlegal drugs.”® Most of those costs come from the 3 million or so heaviest
users of the “expensive” illegal drugs (cocaine/crack, heroin, and meth). Dividing $200 billion
by 3 million suggests that such individuals impose costs on the rest of society that exceed
$50,000 per year. Since the residual length of the “drug using career” for such individuals is
usually a decade or longer, that means that inducing such a person to give up drugs forever
would be worth more than $500,000. So taxpayers ought to be perfectly happy to pay for a
$3,000 treatment program even if it only had a 1% chance of causing the client to permanently
cease use. A hypothetical $3,000 treatment program that had a 5% “cure rate” would offer
taxpayers a spectacular “return on investment” even if it had no impact whatsoever on 95% of its
clients.

Treatment advocates hate any discussion couched in terms of probabilities of achieving
permanent abstinence, let alone a “cure rate”. The modern language for discussing treatment is
as a way of managing a chronic relapsing condition, akin to the way insulin is used to manage
diabetes.

But the very reason that treatment advocates insist on framing the discussion in that way
is precisely because we do not have treatment approaches which, when offered to a population of
users, greatly reduce that population’s drug consumption over the long-run.

This means that while it could be a terrific policy to expand treatment funding and
availability (as the Mental Health Parity and Addiction Equity Act and also the Affordable Care
Act have begun to do?®), doing so would not do much — and certainly not much quickly — to

reduce the quantity of illegal drugs being imported, and the attendant security problems.

* See, e.g., Harwood, H. Updating Estimates of the Economic Costs of Alcohol Abuse in the United States:
Estimates, Update Methods, and Data. Report prepared by The Lewin Group for the National Institute on Aleohol
Abuse and Alcoholism, 2000,

 For more on this, see various writings by Keith Humphreys and Harold Pollack, e.g., Humphreys, K., & Frank, R.
G. (2014). The Affordable Care Act will revolutionize care for substance use disorders in the United States.
Addiction, 109(12), 1957-1958 or Andrews, Christina, Colleen M. Grogan, Marianne Brennan, and Harold A,
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When discussing drug treatment it is always important to distinguish the technology for
treating opioid dependence — for which pharmacotherapies exist — and the much less successful
technologies for treating other substances, including the stimulants. For opioids (including
heroin), it is possible to “maintain” dependent users on a legally supplied substitute opioid. The
best known such substance is methadone, Buprenorphine is another. The fact that some other
countries use (legal, pharmaceutical grade) heroin itself in this manner, and that the class of
interventions is called opiate substitution therapies, underscores the extent to which even for
opioids we do not have very good methods of greatly reducing drug use. Rather, we just know
how to get dependent individuals to substitute legal opioids for illegal ones.

The story with prevention is broadly similar. Even model-school based drug prevention
programs tend not to be very effective in an absolute sense,*® but they are inexpensive and
preventing drug use is very valuable, so they can nonetheless be cost-effective.’! Furthermore,
many can produce diverse collateral benefits, ranging from reducing smoking and alcohol abuse
to better academic outcomes. So again, a robust investment in drug prevention may be good
policy, but it is not plausible that expanding those efforts will solve the border security issues
created by drug imports.

Furthermore, with prevention — unlike treatment — there are inevitably quite long lags
between when the program is implemented and when it affects the drug use that is of greatest
concern. Many prevention programs target young teens; some work with much younger
children. There are even evaluations of prenatal nurse home visitation programs from a drug
control perspective. But the median age of initiation for hard drugs is 21, and even crack is not
“instantly addicting”. There is a lag between initiation and progression to dependence, and then
that dependence can continue for many years. So there can a lag of a decade or more between
implementation of a prevention program and the beginnings of its significant effects on hard

drug use.

Pollack. "Lessons from Medicaid’s Divergent Paths on Mental Health and Addiction Services.” Health Affairs 34,
no. 7 (2015): 1131-1138,

* For a recent review, see Faggiano, F., Minozzi, S., Versino, E., & Buscemi, D, (2014}, Universal school-based
!Jrcvention for illicit drug use. Cochrane Database of Systematic Reviews, 12.

! C.f, Caulkins, Jonathan P., C. Peter Rydell, Susan S, Everingham, James Chiesa, and Shawn Bushway. 1999. 4n
Ounce of Prevention, a Pound of Uncertainty: The Cost-Effectiveness of School-Based Drug Prevention Program,
RAND, Santa Monica, CA and Caulkins, Jonathan P., Rosalie Pacula, Susan Paddock, and James Chiesa. 2002.
School-Based Drug Prevention: What Kind of Drug Use Does it Prevent? RAND, Santa Monica, CA.
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Worse, there are many well-meaning and seemingly sensible interventions that do not
even work that well. Indeed, many when evaluated rigorously do not show any statistically
significant effect on drug use (even if they perhaps affect attitudes toward or knowledge about
drugs). The most popular school prevention program, DARE, is an example of such a victim of
rigorous evaluation,*

Unfortunately mass media campaigns often fall into this category. Media campaigns are
quite difficult to evaluate; it is often hard to know for sure exactly how big a “dose” any
individual youth received. Nevertheless, it is really no longer tenable to think that these
campaigns are effective but just not appreciated. Despite persistent attempts, the serious
evaluations have produced rather disappointing findings. In particular, Hornik et al. (2008)
reached pessimistic conclusions concerning the national youth anti-drug media campaigns in the
United States,® and more comprehensive literature reviews suggest that the limitations are
systemic, not due to any particular flaws with that campaign.™

In sum, while there may be abundant opportunities for improving U.S. drug policy, it
would be naive to think that doing more or better with any of the traditional drug control levers

could close down or cut by more than half the flow of drugs across the border.

V1. One ray of hope: Swift, certain and fair
There is one radically innovative approach to reducing drug use that stands outside the
usual list of programs and which may offer a real opportunity to dramatically reduce drug use
and, hence, drug imports. The name of that approach has evolved, originally sometimes being
referred to as “coerced abstinence™ but now is more often referred to as “swifi, certain, and fair”
(SCF).

2 E.g., West, S. L., & O'Neal, K. K. (2004). Project DARE outcome effectiveness revisited. American Journal of
Public Health, 94(6), 1027-1029.

» Hornik, R., Jacobsohn, L., Orwin, R., Piesse, A., & Kalton, G. (2008). Effects of the national youth anti-drug
media eampaign on youths. American Journal of Public Health, 98(12), 2229.2236.

* See, e.g,, Ferri, M., Allara, E., Bo, A., Gasparrini, A., & Faggiano, F. (2013). Media campaigns for the prevention
of illieit drug use in young people. The Cochrane database of systematic reviews, 6 and Hawks D., Scott K.,
McBride N., Jones P., and Stockwell T. (2002) Prevention of Psychoactive Substance Use. Geneva, Switzerland:
World Health Organisation.
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Within the academic community the idea is most closely associated with New York
University professor Mark Kleiman and his book When Brute Force Fails,” although Mark
would be quick to point out that the best-known examples of its implementation were developed
by practitioners who arrived at the key ideas independently. Those examples include the
Hawaii*s Opportunity Program with Enforcement (HOPE)®® and the 24/7 Sobriety program
launched first in South Dakota.”” The Physician Health Programs (PHPs) operate on a similar
behavioral principle, albeit with a very different population,®

That principle is that deterrence can work when the sanctions are swift, certain, and fair
even in contexts where a lower likelihood of delayed but draconian sanctions fails to induce
behavioral change.* For example, South Dakota’s 24/7 Sobriety program required alcohol-
involved offenders to submit to fwice daily breathalyzer tests or wear continuous alcohol
monitoring (at their own expense), and imposed an automatic and instantaneous jail term for any
positive test — but the duration of that term was typically just a day or two.

What is distinctive about all of these efforts is a focus on testing-with-consequences as a
way of suppressing drug use.* It is not drug treatment as it is typically defined. If individuals in
the program believe that conventional treatment will help them achieve abstinence, they are free
to pursue it, but the program itself does not mandate or deliver drug treatment. To the extent that
these programs fit within any of the conventional boxes it would be community supervision,

including as an alternative to incarceration,"' but they are not just that either.

* Kleiman, Mark A R. (2009). When Brute Force Fails: How to Have Less Crime and Less Punishment.
Princeton University Press, Princeton, NJ.

2 Hawken, A., & Kleiman, M. (2009). Managing Drug Involved Probationers with Swift and Certain Sanctions:
Evaluating Hawaii’s HOPE: Executive Summary. Washington, DC: National Criminal Justice Reference Services
and Hawken, A. (2010). HOPE for probation: How Hawaii improved behavior with high-probability, low-severity
sanctions. Journal of Global Drug Policy and Practice, 4(3), 1-5.

i Kilmer, B., Nicosia, N., Heaton, P., & Midgette, G. (2013). Efficacy of frequent monitoring with swift, certain,
and modest sanctions for violations: insights from South Dakota’s 24/7 sobriety project. American journal of public
health, 103(1), e37-e43. Kilmer, B., & Humphreys, K. (2013}, Losing Your License to Drink; The Radical South
Dakota Approach to Heavy Drinkers Who Threaten Public Safety. Brown J. World Aff, 20, 267,

® DuPont, R. L., McLellan, A. T., White, W. L., Merlo, L. J., & Gold, M. S. (2009). Setting the standard for
recovery: Physicians’ Health Programs. Journal of Substance Abuse Treatment, 36(2), 159-171.

¥ Durlauf, 8. N., & Nagin, D. S. (2010). The deterrent effect of imprisonment. In controlling erime: Strategies and
Tradeoffs (pp. 43-94). University of Chicago Press.

“ DyPont, R. L., & Humphreys, K. (2011}, A new paradigm for long-term recovery. Substance abuse, 32(1), 1-6.

“ Kleiman, M. A. (2011). Justice reinvestment in community supervision. Criminology & Public Policy, 10(3), 651-
659.
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What is also distinctive about these programs is their astonishingly high success rates.*?
In South Dakota well over 99% of breathalyzer tests come back clean (and that includes no-
shows in the denominator) and there is evidence that the program was associated with a
reduction in all-cause mortality among adults for the state in its entirety, not just for offenders.*
Much remains to be learned about such programs, but South Dakota has extended the program
from DUl to other alcohol-involved offenders (there is also a drug testing component) and the
program is being adopted in other states** and there are plans to extend a modified version of the
program throughout London.*

For present purposes, the other key point is one Mark Kleiman made long ago, and that is
that the majority of hard drugs used in the United States are consumed by people who are
nominally under criminal justice supervision, either on probation, parole, or pre-trial release.*
So if there were a way to force those individuals to stop using, that would have a much bigger
impact on drug use than any other plausible program. (In some respects SCF has much in
common with drug courts, but drug courts usually focus only on nonviolent offenders and so are
necessarily somewhat limited in scope since much drug use is by repeat and/or violent
offenders.”)

Nevertheless, the program has to swim upstream in several respects. First, to at least
some, it is a stark challenge to the dominant paradigm of the “brain disease mode! of addiction”
because it seems to produce bigger changes in drug use than does drug treatment.*® (Note,
though, that Angela Hawken argues that testing-with-consequences can be seen as the behavioral

triage front end to an integrated system that focuses scarce treatment resources on the minority of

**Kleiman, M. A., Kilmer, B., & Fisher, D. T. (2014). Theory and Evidence on the Swift-Certain-Fair Approach to
Enforcing Conditions of Community Supervision. Fed. Probation, 78,71.

“ Nicosia, N., Kilmer, B., & Heaton, P. (2016). Can a criminal justice alcohol abstention programme with swift,
certain, and modest sanctions (24/7 Sobriety) reduce population mortality? A retrospective observational study. The
Lancet Psychiatry, 3(3), 226-232.

* Midgette,G. (2016). A New Approach to Reducing Heavy Drinking and Alcohol-Involved Crime? Insights from
RAND Research on 24/7 Sobriety Programs. Testimony presented before the California State Assembly, Committee
on Public Safety on March 29, 2016. http:/www.rand.org/pubs/testimonies/CT455.htm!

“ http://www.bbe.com/news/uk-england-london-35660946.

* Kleiman, M 1997, “Coerced abstinence: A neopaternalist drug policy initiative,” In The New Paternalism:
Supervisory Approaches to Poverty, ed, Lawrence M. Mead, 182~219. Washington, DC: Brookings Institution and
i Sevigny, E. L., Pollack, H. A., & Reuter, P. (2013). Can drug courts help to reduce prison and jail populations?.
The ANNALS of the American Academy of Political and Social Science, 647(1), 190-212.

“ Satel, 8., & Lilienfeld, S. O. (2012). Addiction and the brain-diseasc fallacy. Frontiers in psychiatry, 4, 141-141.
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problem users who do not respect to a SCF regime.*) Second, there can be a reflexive response
that punishing drug users is bad, or even a violation of their human rights, even if the evidence
suggests that threatening occasional very short sentences can dramatically improve life outcomes
for those same users, not just for the rest of society. Third, implementing SCF requires
extraordinary cooperation across different components of the criminal justice system, and it
remains to be seen whether it can be implemented in larger jurisdictions.

In sum, it seems very unlikely that any traditional drug control intervention, or
combination of those interventions, has a plausible hope of reducing drug use by as much as 50%
over ten years. SCF is one of the very few interventions that offers even a hope of achieving
such reductions.® It is not that one should bet that SCF will deliver such large reductions within
the next decade, but if anything will produce those gains, it seems more likely that it will be SCF

than anything else we know of today.

VIIL. Another angle: Finding less awful drug traffickers

If the chances of dramatically reducing U.S. consumption of hard drugs are slim to none
within the next decade or so, that begs the question of whether there is some way to mitigate the
security risk created by cross-border drug trafficking other than by shrinking its size. I certainly
do not know. But the question is reminiscent of a line of argument I and others have suggested
for addressing the collateral damages created by drug markets more generally.

Oddly, perhaps, the origins of the idea lie in the so-called “harm reduction” movement.
The term “harm reduction” is still highly controversial in some quarters, but as used here it
should not be understood as a code word for legalization. Rather, it should be taken at face value

as seeking to reduce the harms associated with drug use, even if there is no reduction in the

* Hawken, A. (2010). Behavioral triage: A new mode] for identi fying and treating substance-abusing offenders.
Journal of Drug Policy Analysis, 3(1).

* Five years ago I might have been even more decisively pessimistic, but it is now clear that US cocaine
consumption fell by something like 50% between 2006 and 2010. {Caulkins, Jonathan P., Beau Kilmer, Peter H,
Reuter, and Greg Midgette. (2015). Cocaine’s Fall and Marijuana’s Rise: Questions and Insights Based on
New Estimates of Consumption and Expenditures in U.S. Drug Markets. Addiction. 110(5): 728-736.)
That decline is extraordinary, all but unprecedented, and still largely not understood (Kilmer, B., 2016).
Cunningham et al. argue the decline is associated with new controls on essential chemicals; if they are correct (and
that is not yet widely accepted), then that could in theory offer another mechanism. Cunningham, J. K., Callaghan,
R. C., & Liy, L. M. (2015). US federal cocaine essential (‘precursor’) chemical regulation impacts on US coeaine
availability: an intervention time-series analysis with temporal replication. Addiction, 110(5), 805-820.
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quantity of drugs used. Robert MacCoun has written some classic articles that explain the idea.”’
In thumbnail sketch, he notes that total harm can be thought of as the product of the amount of
drug use times the harmfulness per unit of use, so in principle total harm can be reduced by
cutting either drug use or by cutting harmfulness, two tactics that might usefully be labeled “use
reduction” and “harm reduction”.

The paradigmatic example of harm reduction for drug users is that if an intervention
leaves an injection drug user (1IDU) continuing to inject drugs, but now does so with a new
syringe each time, that might reduce the spread of HIV/AIDS, hepatitis C, or other blood-borne
diseases even if it has zero effect on drug use.

The literature of interest here tries to apply that sort of reasoning to the collateral damage
caused by drug markets, rather than by drug use. In caricature, if last year drug dealers murdered
1,000 people in the course of distributing 200 metric tons of cocaine in the United States and
next year they murder “only” 200 people while distributing 200 metric tons, that can be seen as
progress in reducing the societal costs associated with illegal drugs even if there is no change in
cocaine consumption.

More generally, the total harm caused by drug distribution can be expressed as the
product of the amount of drugs distributed times the harmfulness of those markets per kilogram
distributed. So one ought to be able to make the nation safer either by reducing the amount of
drugs distributed or by reducing the threat per kilogram shipped.

The usual focus at least in the United States has been on drug market related violence,
with the Boston Gun Project’s Operation Ceasefire and the High-Point North Carolina drug

market intervention being among the best known examples.* For more general discussions of

*! E.g., MacCoun, Robert J., “The Psychology of Harm Reduction: Comparing Alternative Strategies for Modifying
High-Risk Behavior,” Wellness Lecture Series, Volume VI, 1996 and MacCoun, Robert J., “Toward a Psychology
of Harm Reduction,” American Psychologist, 53(11):1199-1208, 1998.

2 See Kennedy, David M. "Pulling Levers: Chronic Offenders, High-Crime Settings. and a Theory of Prevention.”

Valparaiso University Law Review 31, no. 2, 449-484 (Spring 1997), Braga, Anthony A., David M. Kennedy, Anne

Institute of Justice Research Report (September 2001), Kidd, Don (2006). The High Point West End Initiative: A
New Strategy to Reduce Drug-Related Crime. The Criminal Justice Institute’s Management Quarterly, Fall, Little
Roek, AR: University of Arkansas, and Saunders, J., Lundberg, R., Braga, A. A.. Ridgeway, G., & Miles, J. (2015).
A synthetic controf approach to evaluating place-based crime interventions. Jowrnal of Quantitative

Criminology, 31(3), 413-434,
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the principle see Caulkins (2002), Caulkins & Reuter (2009), Caulkins and Kleiman (2011),
Greenfield and Paoli (2012), and Kleiman et al. (2015).”

To the best of my knowledge, no one has tried to apply the principle specifically to the
question of security threats created by cross-border drug trafficking. The closest analog of which
I am aware is Mark Kleiman’s argument that the principle could be used to address violence
perpetrated by Mexican DTOs within Mexico.™

The reason to hope that such strategies might work is that at least in theory it ought to be
much easier to get drug traffickers to change the way they smuggle drugs than to get them to stop
smuggling drugs entirely. By and large drug traffickers are in it for the money; they are
businesses, albeit illegal businesses. If trafficking route or strategy B offered lower risks, lower
costs, or greater profits than strategy A, then the traffickers ought to be willing to switch to B.
They are wedded to making money, not, by and large, to using a particular tactic. This is not to
say there is no stability in drug trafficking patterns. There is. But that stability is perhaps better
understood as contentment with current outcomes and nervousness about the unknown risks of a
change, not any arbitrary or ideological commitment to any given tactic.”

So the questions become, are there some smuggling routes, tactics, or organizations that
pose noticeably greater security risks to the United States than do others and, if so, are there
ways to differentially “penalize” the most noxious routes, tactics, and organizations to put them
at a competitive disadvantage, so that over timc the market naturally evolves away from them
and toward less bad routes, tactics, and organizations?

I genuinely do not know the answer to those questions. So to be clear, [ am definitely not
suggesting that this sort of market jujutsu is an effective way of mitigating the security risks

posted by cross-border drug trafficking. Rather, 1 am merely saying that, given how unlikely it is

%3 Caulkins, Jonathan P. 2002. “Law Enforcement’s Role in a Harm Reduction Regime.” Crime and Justice
Bulletin Number 64, New South Wales Bureau of Crime and Justice Research; Caulkins, Jonathan P. and Peter
Reuter. 2009. Toward a Harm Reduction Approach to Enforcement. Safer Communities, Vol, 8, No. 1, pp.9-23;
Cautkins, J. P., & Kleiman, M. A. (2011). Drugs and crime. The Oxfard handbook of crime and criminal justice,
275; Greenfield, V. A., & Paoli, L. If supply-oriented drug policy is broken, can harm reduction help fix it? Melding
disciplines and methods to advance international drug-control policy. /nternational Journal of Drug Policy (2012),
23(1):6-15; Kleiman, M. A., Caulkins, I. P., Jacobson, T., & Rowe, B. (2015). Violence and drug control policy.
Oxford Textbook of Violence Prevention: Epidemiology, Evidence, and Policy, 297.

** Kleiman, M. (201 1). Surgical strikes in the drug wars. Foreign Affairs, 90(5), 89-101.

* Note: sometimes the actual smuggling is carried out by what might best be thought of as independent contractors,
not by the owners of the drugs. Those independent contractors might perhaps be more locked into 2 single taetic.
E.g., a light airplane pilot might not be able to alter business practices if suddenly became more economical to
smuggle drugs through tunnels,
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that the volume of hard drugs moving across U.S. borders will shrink appreciably in the next

decade, it seems sensible to look toward outside the box tactics for addressing the security threat.

23



93

TESTIMONY

DR. CHERYL G. HEALTON, DEAN

COLLEGE OF GLOBAL PUBLIC HEALTH

NEW YORK UNIVERSITY

BEFORE THE COMMITTEE ON HOMELAND SECURITY

AND GOVERNMENTAL AFFAIRS

UNITED STATES SENATE

AMERICA’S INSATIABLE DEMAND FOR DRUGS

APRIL 13, 2016

“Un-Marketing lilicit Drugs”



94

Mr. Chairman and Members of the Committee:

I’'m privileged to appear before you this morning to testify about the hard-won
successes to decrease use of legal addictive substances and how we might apply
those “lessons learned” to illicit drugs here in the United States.

My name is Dr. Cheryl Heaiton and | am Dean of the College of Global Public
Health at New York University (NYU). Prior to my appointment at NYU, |
worked for 14 years at the American Legacy Foundation, a national 501 (c) {(3)
nonprofit public charity established out of the 1998 Master Settlement
Agreement between 46 State Attorneys General and the U.S. tobacco

industry. The organization has a respected history of producing game-changing
public health initiatives proven to reduce tobacco use among young people and
adults.

Best known for its bold counter-marketing campaign for youth, truth® - now in
its 16th year - the campaign has been a major part of comprehensive national,
state and local tobacco control strategies. Together, these measures have
resulted in remarkable declines in youth tobacco prevalence rates from 23% in
2000 to a current rate of below 7% (Monitoring the Future 2016). Indeed, youth
smoking has plummeted since its peak of 38 percent in 1996 to 7 percent today
and is thus a true public health success story {Monitoring the Future 2015).

I have also served on the Board of Directors of the Betty Ford Institute and now
serve on the board of Phoenix House, a nonprofit drug and alcohol
rehabilitation organization operating in ten states with 150 programs. Phoenix
House programs serve individuals, families and communities affected by
substance abuse and dependency. Over the course of my career, | have also
published over 100 peer-reviewed papers and special reports on a variety of
public health related topics including HIV AIDS, public health education, health
policy, substance abuse and tobacco.
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My testimony today will examine how we might consider “un-marketing” illicit
drugs to youth before they start using them and how we can work to curb adult
demand for drugs.

If we are to use tobacco as a case study, it is important to understand what it
took to prompt the dramatic social norm change that has occurred over the past
several decades here in the U.S. that resulted in these remarkably positive shifts
in knowledge, attitudes and behavior. Public health experts know that four
factors figure prominently in prompting and maintaining dramatic declines in
tobacco consumption:

1. Bold and highly targeted counter-marketing/public education campaigns;

2, Ever-increasing excise taxes on products at the state and federal levels to
prompt cessation among price-sensitive youth and adults;

3. Policy initiatives that restrict access to the drug and safeguarding the
public from secondhand exposure to it and access to cessation services for
those addicted to tobacco products. (The Health Consequences of
Smoking — 50 Years of Progress - A Report of the Surgeon General, 2014).

While cumulatively, these measures combine to change social norms and save
lives as a result, it is perhaps the unspoken fourth leg of this stool that is most
critical: mustering the political will to enact what we know works even though it
might ruffle feathers and annoy special interests (Healton 2001). The sad fact
remains that public health all too often loses out to corporate profit motives
and the associated political influence, so we fail to do what we know must be
done to achieve the life-extending results we desire.

While today’s discussion focuses on those who peddle illicit drugs to our
vulnerable youth and the aduits they soon become, the business models they
employ are not that dissimilar. Those who are motivated to profit from drug
sales to risk-seeking and troubled teens, do so to make long-term customers of
them. They care very little about their health and more about highly lucrative
sales. The strategy is the same: attract young customers when their developing
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brains are most vulnerable to risk taking and addiction and then reap the profits
as they age and remain addicted.

it has been said that the definition of insanity is doing the same thing over and
over again and expecting a different outcome. Efforts at controiling the iilicit
drug trade in the U.S. have by many accounts failed to produce measurable
positive change, but we continue the same failed policies, hoping for a different
result. Naturally, there are vested interests that profit from these failed policies,
blocking needed reforms that might spark real progress and save lives. These
are the bold reforms | hope the Committee will consider today.

A case in point might be the small nation of Portugal, where 15 years ago “they
decriminalized low-level possession and use of all illicit drugs.” According to the
February 2015 study, Drug Decriminalization in Portugal: A Health-Centered
Approach, which | have submitted today for the record, “resulits of the
Portuguese experience demonstrate that drug decriminalization — alongside a
serious investment in treatment and harm-reduction services - can significantly
improve public safety and health.”

Drug use and possession in Portugal remain illegal, albeit no longer triggering
criminal sanctions. Drug trafficking offenses aiso remain illegal and continue to
be processed through the criminal justice system.

Independent research confirms dramatic results including no significant
increases in drug use, reduced problematic and adolescent drug use, fewer
peopie arrested and jailed for drugs, more people receiving treatment, reduced
incidents of HIV AIDS, fewer drug-related deaths and reduced social costs of
drug misuse. This program, and others like it, prompted the Global Commission
on Drug Policy (2011) -- and such respected public health institutions as Johns
Hopkins University and The Lancet just last month (Csete 2016) to conclude that
decriminalization is a path to saving lives, reducing infectious diseases and
increasing access to much-needed substance abuse treatment.
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The U.S. cannot be safe from drug-related criminal activity without first
reframing the relationship between drug use and crime, and secondly,
identifying ways to sharply reduce our apparently insatiable appetite for illicit
drugs. This can be accomplished through the prevention of youth initiation, de-
glamorizing use via disruptive and innovative mass media campaigns aimed at
"unselling” use and inducing those addicted or teetering on the verge to

seek prompt treatment. it goes without saying that drug treatment needs to be
available and covered by insurance plans.

Sean Clarkin, Executive Vice President for Research and External Relations at the
Partnership for Drug Free America {(now the Partnership for Drug Free Kids), has
summarized the most important factors in combatting youth demand as
follows:

* “Educate parents on the vulnerability of teens (90% of addictions begin in
adolescence), and on the risk factors that make some kids MUCH more
vulnerable than others (mental health issues, family history, traumatic
events);

¢ Focus youth prevention efforts not just on the risks of use, but on the
importance of protective factors: positive adult relationships; positive
peer relationships; supervised activities - especially after school; parental
communication and monitoring;

* Help kids see drug and alcohol use as one of a number of negative
influences that make them less than they could be (the essence of the
"Above the Influence" program: peer pressure to fit in rather than be
themselves, to sit back rather than try, to push others around rather than
be kind and inclusive);

* Insist that parents, educators and clinicians pay much greater attention to
early use -- understanding that it has to be taken seriously, especially
when risk factors are present, and that interrupting progression to
harmful use has to be built into our mainstream healthcare system."
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For many complex reasons, the impact evaluations of the public education
campaign on youth drug use by The Office of National Drug Control Policy
(ONDCP) did not result in a strong positive effect {Hornik 2008).

The “Above the Influence” Campaign did find positive effects but they were
weaker than a similar campaign executed as a randomized trial (Slater

2011). The drug of focus there was marijuana, one with fewer adverse health
outcomes than most others. Researchers did find that among eighth grade girls,
greater exposure to the campaign was associated with lower use of marijuana
(Carpenter 2011).

1 have provided the committee with a number of key studies which demonstrate
that well-designed and executed paid mass media campaigns can change youth
knowledge, attitudes and behavior with regard to smoking. In response to a
well-funded, major public education campaign, knowledge, attitudes and
behavior quickly shifted both in response to a statewide Florida campaign
{Bauer 2000) and a subsequent larger national campaign. in the first four years
alone of the national campaign, 450,000 youth did not initiate smoking as a
direct result of the campaign. The campaign-attributable decline represented at
least 22 percent of the over-all decline in youth smoking during the period
evaluated. (Farrelly 2002; Farrelly 2005; Farrelly 2009).

Researchers at Johns Hopkins and Columbia Universities concluded that in four
years alone, the campaign averted $1.9 billion in future medical care costs.
(Holtgrave, 2009).

These are key lessons for the primary prevention of illicit drug use, which is
defined as stopping illicit substance abuse before it begins or becomes habitual
and addictive. These lessons should be applied as a basis for new program
efforts at the national level. The same impact on initiation may be achieved in
large part by powerfully hard-hitting, youth-focused communications, especially
designed for youth at the highest risk of drug use. Messages must be designed -
- as they were for the truth® campaign -- to reach those most likely to initiate
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drug use with compelling reasons to avoid initiation, including the fact that
those profiting from their potential drug use are using them even if that person
is a low-level dealer they consider to be their "friend".

The nation’s long-standing, ONDCP-supported, Partnership for a Drug-Free
America campaign’s paid advertising effort was sharply curtailed after a decade
of persistent budget cuts. It is urgently important to bring it back, and in doing
so, to restructure it so that it is truly independent of the kinds of oversight that
can undermine a public education campaign’s ability to succeed. This specifically
means that the creative development must include:

¢ Paid advertising at market rates to ensure the work is done by the hardest
hitting, best team possible;

¢ Youth market research, appropriately targeted and designed for sub-sets
at high risk, which will likely result in the bold ads being exceptionally
unpalatable to adults and government agency staff;

¢ Afocus on the drugs associated with the greatest harm and free of
"approval” processes which interfere with the potential for campaign
success due to conflicts of interest and adult sensitivities with respect to
content and taste;

e Vigorous evaluation, in real time, to decommission ads that are not
resonating with intended audiences and being nimble enough to quickiy
replace them with those that do. This is especially critical given that ads
can have boomerang effects that are difficult to predict with certainty.
(Fishbein 2002).

If public education efforts are also intended to reach aduits to curb their

drug consumption, a similar, laser-like focus on the actual communication target
population must also be employed. For example, the current adult target
includes those addicted to or habitual users of alcohol, prescription medication,
black market opioids, cocaine and heroin. Each represents a niche



100

communication market and a comprehensive public education campaign can
speak to each group with well-designed messages and action steps.

The current resurgent heroin epidemic sweeping our country is in substantial
part the resuit of opioid addiction in young people (aged 20-34) who initially
became addicted to prescription opioid medication used for pain or
recreationally. Once unable to obtain the drugs through providers, many turned
to lower cost street alternatives such as heroin.

According to Dr. Andrew Kolodny, the most important control approaches for
the overall opioid epidemic include "preventing new cases of opioid addiction,
treatment for people who are already addicted with safer alternatives and
reducing the supply from pill milis and the black market."”

Kolodny and colleagues have demonstrated that treatment with Buprenorphine
saves lives from overdose and other opioid use complications. (Kolodny 2015).
Buprenorphine was introduced in France in the mid 1990s, released without any
of the limits imposed in the US and prescribed widely. Within six years, opioid
overdose deaths decreased by a dramatic 79% {Auriacombe 2010}).

Opioid addiction has increased 900 percent from 1997 to 2011, It is noteworthy
that the bulk of the opioid epidemic is caused by too liberal use of painkillers
which in turn leads to addiction. The solution rests in the hands of policy
makers, the pharmaceutical industry and physicians.

The figure below depicts the surge in opioid sales, opioid deaths per 100,000
and opioid treatment admissions per 10,000. in addition to the opioid deaths
included in these numbers, among those turning to heroin, an upswing in HIV
and Hepatitis C infections is occurring. Public health secondary prevention
strategies such as needle exchange programs, antiretroviral treatment and
condom access are needed to control the spread of HIV.
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Also urgently needed is the expansion of Naloxone and Narcan availability for
law enforcement and others in close proximity of those at risk of overdose.

if we persist in using a "moralistic," criminal justice model for those addicted
and at risk, we will miss a critical opportunity to turn the tide on an epidemic in
which National Institutes of Health data suggest we have been achieving some
success. Especially with regard to youth, “despite the ongoing opioid overdose
epidemic, past year use of opioids other than heroin has decreased significantly
each year over the past 5 years among the nation’s teens and is at the lowest
rate since the survey began.” And for heroin use, 10th and 12th grade use "did
have an annual prevalence above 1 percent at the beginning of the 2000s, so
their rates of heroin use have now fallen by more than half." {Monitoring the
Future 2015). We must continue this trend, inoculating today’s teens against
future opioid use.
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In closing, there are proven ways to reach these young impressionable
audiences with successful messaging. Thirty years ago, our nation’s youth were
challenged to “Just Say No” to drugs. In 2016, to truly stop the insatiable desire
for illicit drugs in the US, it will take much more disruptive and innovative
efforts, supported by the political will to “Just Do It.”

This requires the abandonment of past failed policies for game-changing new
ones,

Thank you.

10
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CURRENT SITUATION

America needs to continue its search for innovative and creative strategies to reduce
use, abuse, and demand for drugs. Growing substance abuse is crippling and
destroying lives, families, and communities and has encouraged transnational criminal
activity, which is a genuine threat to the homeland.

SOLUTION

A Peer-To-Peer (P2P) methodology is an innovative and tested approach that can be
adapted and utilized to help inform and empower youth to help curb America’s
insatiable demand for drugs. A P2P strategy enlists America’s young people to
engage in community-based problem solving and become part of the solution to curb
substance abuse while enrolied in an appropriate university course and earning
academic credit.

This approach is modeled after the successful “P2P: Challenging Extremism”
(P2P:CE) global university initiative currently being implemented by EdVenture
Partners at over 100 universities in 30 countries, with the goal to help make the world
a safer place from hate speech, violence, terror, and extremism.

“P2P: Challenging Extremism?”, or P2P:CE as it is known, is a public-private sector
partnership between the White House National Security Council, U.S. Department of
Homeland Security, U.S. Department of State, the National Counterterrorism Center
(NCTC), Facebook, and my organization EdVenture Partners (EVP). The support of
this partnership allows EdVenture Partners to mobilize our academic partners to
create and manage programs throughout the worid.

“The P2P: Challenging Extremism initiative is now the forefront of counter
messaging efforts for the U.S. Government.,”
National Counterterrorism Center (NCTC)

RATIONALE

The premise of the P2P strategy is this: “Who better to educate, inform, and affect
behaviors of young people through credible, authentic, and peer-appropriate social
and digital media campaigns regarding drug use, abuse, and prevention than the very
same audience who uses drugs?”

It makes perfect sense — empowering tech-savvy digital natives to mobilize the
friends, neighbors, and communities they already know intimately. Consequently, they
are in an ideal position to identify and enact effective community-based solutions that
will be called on to push back on drug use and abuse through genuinely creative
approaches in their communities.

The P2P model is currently being used effectively to challenge extremism domestically
and around the world. Similarly, it is prudent to consider implementing a pilot P2P
academic program on America’s two- and four-year college and university campuses.
P2P zeros in on the distributive power of the Millennial and Gen Z audience in

Copyright 2018, EdVenture Partners 2
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targeting and influencing their peers through various youthful campaigns, social and
digital media strategies, and tactics focused on drug use, abuse, and prevention.

OVERALL OBJECTIVE

Measurably engage large networks of America’s youth through social and digital
media initiatives, products, and tools to push back on drug use and abuse and
promote drug awareness, abstinence, and prevention through the activation of peer-

driven education and behavior changing campaigns on campuses and in their local
communities.

PROGRAM OVERVIEW

EdVenture Partners will develop, manage, and implement a customized “P2P:
Challenging Substance Abuse” initiative leveraging our unique academic partnership
model approach across the country.

Over the course of the spring 2017 academic term, EdVenture Partners wili market the
program and secure the participation of up to twenty (20) colieges and universities.

Sample coursework and classes for the program might include:

Addictions: Assessment, Intervention & Treatment  Family Dynamics of Addiction

Addictive Disorders influencing Public Opinion

Advertising Management Integrated Marketing Communications
Community Tolerance & Social Engagement Marketing Communications
Contemporary Sociat Problems Public Interest Communications
Designing Persuasive Communication Social Movements & Persuasion
Drugs and Society Social and Digital Media
Entrepreneurship for Social Change Youth, Drugs and Culture

Students at selected colleges and universities will form a student-run agency. Each
university team will learn and discuss the challenges of America’s insatiable demand
for drugs through a “situation of interest” contained within an expertly written project
brief which tasks students to develop and implement their own unique campaign that
helps halt the pervasiveness of drug and substance abuse on their campus,
community and/or state. (Note: EdVenture Partners will collaborate with ieading
SME’s in the field to write the Project Brief.)

Students will begin the program by performing primary research on the defined target
audience (example, persons under age 30). Their research is designed to determine
current thoughts, perspectives and specific reference to the causes and effects of
chemical abuse, addiction, and the process of recovery in their communities. Utilizing
their research findings, student teams will design, implement. and measure the
success of a social or digital initiative, product, or tool aimed at accomplishing the
program objectives. These successes may include:

Copyright 2018, EdVenture Partners 3



108

* Motivating or empowering youth to become involved in constructive dialogue
about the cause, assessment, treatment, and recovery of adolescent substance
abuse.

* Catalyzing other students to create their own initiative, products, or tools to
that address the cause, assessment, treatment, and recovery of adolescent
substance abuse.

* Building communities of interest/networks focused on living shared values that
result in constructive dialogue about the cause, assessment, treatment, and
recovery of adolescent substance abuse.

PROGRAM BENEFITS
By participating in an EdVenture Partners program, HSGAC will receive the benefit of
EVP’s unique P2P approach that has been tested and validated over 2,000 times on
over 800 colleges and universities since 1990. Some benefits to HSGAC for electing to
support a customized social marketing program include:
¢ Proof of performance from over 25 years of model testing with private and
public sector, trade association, and non-profit clients spanning several
industry sectors;

* Access to EVP’s faculty and administration proprietary database and
established relationships;

* Peer-developed strategies by Millennials and Gen Z;

* Campaigns in markets across the country that are activated and tested locally,
providing program scalability of the best ideas;

* Measured advertising, marketing, online, and PR impressions;
« Ownership of all creative and IP developed through the program;
» Connection to specific majors and diverse student and community populations;
* Create student, facuity, and academic influencers; and
* Access to the campus environment during the academic term.
TECHNICAL APPROACH
The “P2P: Preventing Substance Abuse” program will be broken into four phases:
Program Planning; Program Period; Submission Review; and Program Closeout.

Below is a description of each program phase.

Copyright 2016, EdVenture Partners 4
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Program Planning

Program Development

EdVenture Partners will meet the HSGAC Project Manger (PM) to kick off the program.
During this meeting HSGAC and EVP will collaborate to develop the program outline.
Utilizing the project brief designed for the program, EVP will develop a timeline that
outlines each phase of the program and a schedule for achieving the tasks described

below:

» EVP will develop a password protected project portal for faculty and student
participation that will be used to implement the program. The project portal is
an online third-party project management system and shall be administered by
EVP. The project portal allows for online communication, collaboration,
resource sharing, tracking of tasks, calendaring of milestones and events, and
shall provide for the process by which student teams will upload their program
submission for review. A separate and unique project page shall be developed
for each participating school within the project portal.

School Marketing and Selection

« EdVenture Partners will market the program to targeted universities that offer
the appropriate courses in which to host the program. EVP will work with
HSGAC to secure up to twenty schools for program participation. School
selection criteria may include, and is not limited to:

a.

Four-year college or university which offers either undergraduate
and/or graduate level courses;

Community colleges;

HBCU, HACU, Native American and Pacific islander school
designation;

Rural, suburban, and urban schools;
Offer the appropriate course in which to host the Program;

Have the willingness and ability of faculty to participate based on the
sensitive nature of the subject matter; and

. Schools with proven resuits and relationships with EVP will be given

priority.

* After schools are selected, EVP program marketing may include:
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Program Launch
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introductory email notification to Deans, Chairs, and facuity at
selected schools about the program;

. EVP faculty email/phone call invitation to review the program;

In-person meetings with faculty and administration to review Program
objectives;

EVP Facebook announcement; and

Continual email blasts with updated announcements and program
details throughout the program registration process.

After selection of schools, EVP will work to perform the following tasks:

a.

b.

C.

d.

Confirm participating schools;
Send a roster of all participating schools to HSGAC PM;
Post facuity and student supplemental resources on project portal;

Conduct user test of the project portal and resolve any errors prior to
live program launch;

Communicate program objectives, timeline, rules and regulations,
and deliverable requirements to each Student Team;

Administer and distribute $2,000.00 student budget funds per school
to be utilized by program participants for research, creative, public
relations, advertising, awareness building, and community
engagement activities; and

Answer questions from faculty throughout the program
implementation period.

Collect Program Submissions

As determined in the Program Planning phase, each student team must electronically
submit their campaigns to EVP. Within five (5) business days, EVP shall:

a. Send each judge a link to download submissions for review and scoring;
and

Copyright 2016, EdVenture Partners
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b. Provide access to ail program submissions to HSGAC.
Submission Scoring
EVP shall facilitate the judging of the program submissions by ensuring:

a. For the first round of scoring, HSGAC shall use the program scoring
rubric to review and rank each student team submission; and

b. The top three (3) schools shall be identified.

Final Presentation

The top three (3) schools are determined and faculty and students are notified;
a. Top domestic schools will be identified;

b. Travel arrangements (air, ground, hotel and meal per diem) for fifteen (15)
students and three (3) faculty to present their campaign strategy and
results in Washington, D.C. to the HSGAC, senior U.S. Government
leaders, industry practitioners, and media in a competition for
scholarship awards for the national competition presentation (inciuded
in the program budget estimate);

c. The top three (3) schools will receive a five thousand dollar ($5,000),
three thousand dollar {$3,000), and one thousand dollar ($1,000)
scholarship awarded to first place through third, respectively, on behaif
of the U.S. government based upon final competition judging (included
in the program budget estimate).

Report of Findings

a. EVP will notify the top student teams who will be invited to present their
findings to HSGAC;

b. EVP, with the approval of the HSGAC, will identify a panel of judges
made up of senior officials, law enforcement, local community leaders,
and substance abuse professionals to act as a review panel during the
presentation;

c. The review panel will interview and prep on expectations and timelines
for critiquing and providing feedback on each school's campaign;
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d. Top teams will present their research, campaigns, results, and
recommendations of the panel in a public forum. These presentations
shall include a question and answer session;

e. After the presentations, EVP will post the three (3) top submissions on
their corporate website and Facebook page for student and facuity
viewing; and

f. EVP to recognize the top teams for their campaign results.

Program Closeout

EdVenture Partners shali provide a final report that provides an overview of the
program and outlines the problems, successes, and gaps of the program by July 31,
2017.

PROGRAM BUDGET ESTIMATE

For a pilot “P2P: Preventing Substance Abuse” program, twenty universities will be
invited to participate. HSGAC will have the opportunity to learn a tremendous amount
during this pilot, and will see a significant variety of campaigns being tried and
implemented on this scale. A 20-campus amount is also EVP’s base requirement
number of campuses for clients given the ramp-up and resource requirements and
aliocations of the organization.

Program Cost: $260,000 firm fixed cost (does not include the student operating
budget each university gets, as that is a variable budget amount each client decides
upon.)

Suggested Student Operating Budget Additional Cost: $2,000 per university (X 20
universities) = $40,000

$23,660.00
B Program & Resource Development $70,410.00
C University Marketing & Outreach $27,470.00
D Project Portal Development $15,720.00
E Student Operation Budgets $40,000.00
F Program Implementation $113,740.00
G | University Awards $9,000.00

Total Program Budget Estimate $300,000.00

“P2P is high impact, low cost and easy on U.S. taxpayer dollars.”
House Committee on Homeland Security
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For the pilot of “P2P: Challenging Extremism” initiative, EVP implemented 20
university programs. For the second tranche it expanded to 45 schools. For the
current Spring 2016 semester, we have 55 campuses. Since P2P:CE’s inception, we
have implemented 128 P2P:CE programs on 98 different universities in 30 different
countries.

For the Fall 2016 semester, we are funded for 150 universities in total, allocated as 50
domestic and 100 international.

PROGRAM PERFORMANCE MEASURES

EdVenture Partners works with each participating school to establish benchmarks that
can be used as an effective way to analyze results for each campaign. By establishing
a benchmark of existing audience sentiment, identifying the attitude or behavior
change that would show a message’s impact, and then using a combination of tools
to periodically examine progress, the measure of a campaign’s effectiveness can be
captured and reported to HSGAC. Measurement tools should be tailored to the
knowledge, behavior, or attitude change the messaging campaign is intended to affect
based on HSGAC's objectives and would to be used before, during, and following the
campaign.

Intended outcomes can include: awareness building, knowledge creation, attitudinal
shift, or behavior changes. Sample “P2P: Preventing Substance Abuse” program
success measures for each team to capture might inciude:

* Number of people who access the web portal for the initiative, product, or tool.

* Number of people who “favorite” the web portal or digital platform or otherwise
indicate their support for it.

* Number of people who join the initiative, participate in its activities, and/or
download/use a product or tool. Teams should also measure the quality of
involvement (participation in a single event vs. volunteering for ongoing
activities, support for marketing a product or tool vs. simply downloading it
once, etc.).

* Number of students on the team’s university campus who are aware of the
initiative, product, or tool.

* Number of social media references to the initiative, product, or tool.

* Number of organizational partners and/or sponsors for the initiative, product, or
tool.

* The degree to which the project is self-sustaining. Examples of potential
measures include financial base for continued operation; number of individuals
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or organizations that have agreed to continue the initiative, product, or initiative;
number of independent “spin-off” initiatives and their reach; and products or
tools that members of the target audience have created and plan to continue
using {this is not an exhaustive list of potential measures).

* Tracking of any opposition to the initiative, product, or tool, analyzing the
response, and providing recommendations on how to navigate the challenge
moving forward.

WHAT STUDENTS DO

Students participating in the program will interact with EVP’s representatives
throughout the course of the program. EVP works with students and faculty to support
the performance of the following activities as part of their program participation:

+ Develop, activate, and assess the results of a marketing campaign designed to
achieve the HSGAC objectives;

* Conduct research within the defined HSGAC target audience to obtain
statistical evidence and analysis of the drivers of the audience’s perception,
attitudes, belief systems, and social concerns relating to substance abuse;

* Analyze primary and secondary research data as basis for validating strategies
and tactics incorporated in a marketing campaign;

» Develop an initiative, product, or tool aimed at the defined target audience and
accompanying advertising, social media, and public relations strategies
necessary to gain awareness, engagement, and adoption for the initiative;

* Activate a marketing campaign on campus and in the local community utilizing
$2,000 marketing activity funds;

¢ Develop a system for tracking impact, audience education, and potential
behavior change within the target audience; and

* Provide a detailed submission to EVP for the marketing campaign that includes:
background and objectives, pre-campaign research, marketing strategies and

outcomes, publicity strategies, post campaign research, measures of campaign
effectiveness, and recommendations at the culmination of the program.

WHAT FACULTY DO

The program is implemented in a classroom over the course of the Spring 2017
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academic term. Therefore, the program becomes part of the curriculum and is guided
by a faculty member throughout the term. The role of participating facuity inciudes:

Review program materials in their entirety and receive all necessary department
and administration approvals before fully accepting the invitation to host the
program on campus;

Incorporate the program elements into the course syllabus, allocating sufficient
time for student participation and applying an acceptable percentage of the
grade to the program;

Provide open, friendly, and frequent communication with EVP representative
assigned to assist in program implementation;

Provide timely feedback to students on all strategies and tactics associated
with the program;

Ensure all strategies, tactics, and materials created by students are vetted for
professionalism and acceptability by the university and the HSGAC; and

Ensure completion of all required program elements in collaboration with EVP’s
representative.

END.
Submitted by EdVenture Partners

www.edventurepartners.com

Copyright 2016, EdVenture Partners 1
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The following two pages:
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Robert ]. Budsock
April 13, 2016

Washington DC
As Prepared for Delivery

Thank you, Mr. Chairman.

Chairman Johnson, Ranking Member Carper, Members of the Committee, it is
a pleasure to join you and the other distinguished leaders here today. My name is
Robert Budsock and | am the President and CEO of integrity House, which is a
nonprofit addiction treatment program providing services in the state of New Jersey.
Integrity House was founded in 1968 and our mission is to provide comprehensive
addiction treatment and recovery support to help individuais reclaim their lives.

Addressing the demand for illegal drugs is one of our nation’s great challenges.
The consequences of drug use for individuals include drug dependency and addiction,
involvement with the criminal justice system, chronic heaith issues, overdose, and in
many cases, death. Many of the challenges faced by this committee are linked to the
demand for drugs. The consequences of the demand for drugs includes drug
trafficking and violence, billions of doliars in costs to our criminal justice and public
health systems, and compromises to our border security.

Through science and research, we know that drug addiction is a brain disease
which can be treated effectively. A focus on addiction treatment will reduce the
number of active drug users, resulting in a reduced demand for illegal drugs and a
reduction in overdose deaths.

I would like to present some facts about the insatiable demand for illegai drugs that
we are experiencing in America:

» ilicit drug use in the United States has been increasing at a frightening rate. The
annual National Survey on Drug Use and Health (NSDUH) conducted by the
Substance Abuse and Mental Heaith Services Administration(SAMHSA)
estimated that 24.6 million Americans age 12 and older had used an illicit drug in
the past month. That is 9.4% of the entire poputation. '

s One of the factors that has led us to categorize the current crisis in the United
States as an epidemic is the huge increase in the number of overdose deaths.
Accidental death from the use of drugs recently surpassed motor vehicle
accidents as the number one cause of death for young people in our nation.
According to the Centers for Disease Control and Prevention (CDC) there were
47,055 overdose deaths in 2014 and approximately 129 Americans on average
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died from a drug overdose every day.? Tragically, overdose deaths are
increasing in every state, in rural areas, cities, and suburbs alike, and among all
segments of our population.

Drug addiction is a complex disorder that can involve virtually every aspect of an
individual's ability to function—in the family, at work and school, and in the community.
Because of the complexity and pervasive consequences of addiction, treatment typically
must involve many components. Some of those components focus directly on the
individual's drug use; others, like empioyment training, focus on restoring the addicted
individual to productive membership in the family and society, enabling him or her to
experience the rewards associated with abstinence.

In addition to stopping an individual's drug abuse, the goal of treatment is to
return that person to a productive, well-functioning part of their family, their workplace,
and the community. According to research that tracks individuals in treatment over
extended periods, most people who get into and remain in treatment stop using drugs,
decrease their criminal activity, and improve their occupational, social, and
psychological functioning. However, individual treatment outcomes depend on the
extent and nature of the patient’s problems, the appropriateness and duration of
treatment, and related services used to address those problems, as well as the quality
of interaction between the patient and his or her treatment providers,

Like other chronic diseases, addiction can be managed successfully. Treatment
enables people to counteract addiction’s powerful disruptive effects on the brain and
behavior and to regain control of their lives. But the chronic nature of this disease
means that relapsing back to drug abuse is not only possible but aiso likely, with
symptom recurrence rates similar to those for other well-characterized chronic medical
illnesses—such as diabetes, hypertension, and asthma —that aiso have both
physiological and behavioral components.

Because drug abuse and addiction are major public health probiems, a large
portion of drug treatment is funded by local, State, and Federal governments, Private
and employer-subsidized health plans also may provide coverage for treatment of
addiction and its medical consequences. Unfortunately, managed care has resulted in
shorter average stays, while a historical lack of coverage or insufficient coverage for
substance abuse treatment has curtailed the number of operational programs.

The mandate of parity for insurance coverage of mental heaith and substance
abuse problems will hopefully improve this state of affairs, Health Care Reform stands
to increase the demand for drug abuse treatment services, and presents a concurrent
opportunity to study how innovations in service delivery, organization, and financing can
improve access to and use of these services.’

On the supply side, there has been extraordinary effort by the DEA, Federal
Bureau of investigation, Homeland Security investigations, and Department of Justice’s
Organized Crime Drug Enforcement Task Forces (OCDETF) to target, disrupt, and
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dismantle international drug trafficking organizations that manufacture, transport, and
distribute iliegal drugs destined for and distributed across the United States. We must
recognize, however, that these efforts do not reduce the insatiable demand for these
illegal substances. Clearly interdiction in and of itseif is not enough.

We also have the support of local medical personnel and law enforcement
agencies that are saving lives through the use of naloxone (also known as Narcan)
which reverses the effects of an opioid overdose. Today, 46 states and the District of
Columbia have enacted statutes that expand access to naloxone or provide “Good
Samaritan” protections for possession of a controlled substance if emergency
assistance is sought for a victim of an opioid overdose. it should be noted that the use
of Narcan to reverse overdose is only a temporary lifesaving intervention. it is not
treatment, and being administered naloxone doesn’t in and of itself lead to treatment.

Based on scientific research conducted by the National Institute of Drug Abuse over
the past 40 years, | would like to highlight five of the key principles which form the basis
of any effective treatment program:

« Addiction is a complex but treatable disease that affects brain function and
behavior.

« No single treatment is right for everyone.

« People need to have quick and ready access to treatment.

« Effective treatment addresses all of the patient’s needs, not just his or her drug
use.

» There is a correlation between length of stay and the effectiveness of treatment;
staying in treatment long enough is critical; short-term programs and/or
interventions are just not effective for everyone.

It has been known for many years that the "treatment gap” is massive—that is,
despite the large and growing number of those who need treatment for a substance use
disorder, few receive it. According to the Substance Abuse and Mental Health Services
Administration (SAMHSA) only 2.6 million Americans-11.2 percent of those who needed
treatment—received it at a specialty facility. *

I can’'t name another disease or chronic health condition where this is tolerated or
allowed to perpetuate. Can you imagine if only 11 percent of people with diabetes had
access to diabetes treatment? How about cancer?

There was great hope with the launch of the Affordable Care Act and
implementation of Federal Parity laws which were expected to extend access to mental
health benefits and substance use disorder services for an estimated 62 million
Americans. You would think that insurance coverage, even Medicaid coverage, would
be the differentiator, providing access to the fuil continuum of care for SUD.

Regrettably, if you get your health insurance coverage through Medicaid, it is
barred from paying for community-based residential treatment at a facility of 16 beds or
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more. This happens under something called the Medicaid Institutions of Mental
Diseases (IMD) Exclusion which originated in the 1960s as part of a national effort to
de-institutionalize large psychiatric hospitals. Though community based residential
treatment programs for Substance Use Disorders (SUD) didn’t exist when the IMD
Exclusion was established, addiction treatment programs are considered {MDs in the
eyes of the Centers for Medicare and Medicaid Services, thus disqualifying
reimbursement for care at a program like Integrity House and hundreds of similar
programs around the country. integrity House is a fongtime and active member of
Treatment Communities of America, a national association of nonprofit residential SUD
treatment providers, which has advocated for years for expanding access to treatment
by eliminating the IMD Exclusion.

This policy is unfair, and results in peopie on Medicaid being treated like second-
class citizens. In a health care system where the law of the land is to cover physical
and behavior heaith at parity, the continued existence of the IMD is unreasonable.

Reducing the treatment gap requires a multipronged approach. Strategies
include increasing access to effective treatment, achieving insurance parity, reducing
the stigma associated with drug treatment, and raising awareness among Americans of
the value of addiction treatment. in the midst of the current opioid abuse epidemic,
there is a huge shortage of treatment beds, and far too many barriers to accessing
treatment. We could effectively, and quickly, expand access by simply eliminating the
IMD Exclusion for SUD treatment, making available thousands of new treatment beds to
those covered by Medicaid across the country.

Senator Dick Durbin of lllinois earlier this year introduced S. 2605, the Medicaid
Coverage for Addiction Recovery Expansion Act (Medicaid CARE) that would reform
the IMD Exclusion as it applies to SUD treatment, allowing for Medicaid to pay for
treatment for patients at facilities of up to 40 beds for 60 days. This is a good start
toward reform, and | would respectfully urge the Senators here to support it as one of
the solutions to our epidemic.

| understand that when the Senate HELP Committee recently marked up a series
of bills to address the opioid epidemic and mental heaith reform, several Senators — on
a bipartisan basis ~ called for reforming or eliminating the IMD Exclusion when
the Senate considers those bills on the floor. That should give us new reason for
optimism, and | hope Congress can take meaningful action on this front before the year
is done.

Substance abuse costs our nation approximately $600 billion annuaily, and
effective treatment can help to greatly reduce these costs. Drug addiction treatment
has been shown to reduce associated health and social costs by far more than the cost
of the treatment itself. According to several conservative estimates, every dollar
invested in addiction treatment programs yields a return of between $4 and $7 in
reduced drug-related crime, criminal justice costs, and theft. When savings related to
healthcare are included, total savings can exceed costs by a ratio of 12 to 1. Major



125

savings to the individual and to society also stem from fewer interpersonal conflicts;
greater workplace productivity; and fewer drug-related accidents, including overdoses
and deaths.

Thank you for the opportunity to testify here today. We are proud of the life-
saving work that we have been doing at Integrity House for over 48 years, and | hope

that my testimony has helped inform the deliberations of this committee. 1 look forward
to answering your questions and working with you to develop and implement solutions.

Sources

1. hitps://www.drugabuse gov/publications/drugfacts/nationwide-trends

2. Rudd, RA, Aleshire, N, Zibbell, JE, and Gladden, RM. increases in Drug
and Opioid Overdose Deaths — 2000-2014. Centers for Disease Control
and Prevention: Mortality and Morbidity Weekly Report. Jan. 1, 20186.
84(50);1378-82. Available
at: http: //www cde.gov/immwr/preview/mmwrhtmi/mm6450a3.htm?s cid=m
me450a3 w

3. hitps://www.drugabuse.gov/publications/principles-drug-addiction-
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Post-Hearing Questions for the Record
Submitted to General John Kelly, USMC (Ret.)
From Senator Ron Johnson

“America’s Insatiable Demand for Drugs”
April 13, 2016

1. How much would it cost the U.S. government to interdict 90 percent of the estimated drug
flow that we have visibility of?

Senator, when I was the commander of SOUTHCOM, we worked toward meeting a goal
levied on us by the Office of National Drug Control Policy to remove 40% of the cocaine
moving through the transit zone. If met, this 40% goal should put a significant dent in
the huge profit margins of transnational criminal organizations. I can tell you that the
professionals at Joint Interagency Task Force South (JIATF-South) in Key West, who
execute this mission on our country’s behalf, require 21 vessels to meet that 40% goal.
Those 21 vessels would ideally be medium and long range ships equipped with a flight
deck and law enforcement teams. The experts at JIATF-South often told me that this is a
linear equation ~ for every complete force package that includes a ship and aircraft, they
estimate they can interrupt an additional 20 metric tons of cocaine.

This is, however, complicated by what we expect will be an increase in the
denominator—the amount of cocaine leaving Colombia. Colombia, our best ally in the
region and a country with whom we have a special relationship both in the region and
globally, is fighting our fight against cocaine and take annually nearly 200 metric tons
out of the flow, destroy hundreds of labs, and eradicate thousands of acres of coca on the
bush. But in spite of all this effort, and the lives of many of their military personnel,
police and local officials, cocaine production is expected to increase in the coming years,
as criminal networks adapt to a changing security environment and exploit the potential
power vacuum created by the FARC’s demobilization—which is why our continued
support to Colombia remains essential.

During my time at SOUTHCOM, we had unmet and significantly under-resourced ISR
requirements. We would normally receive a fraction of what we actually needed. This
intelligence is critical to not just stopping the flow of drugs—it’s critical to understanding
and ultimately dismantling the powerful networks involved in moving those drugs,
weapons, Special Interest Aliens (SIAs) and the like.

SOUTHCOM’s efforts in the counterdrug realm are in direct support of US and partner
nation law enforcement agencies. If we are serious about getting after the drug problem
we must increase funding to our law enforcement agencies—DEA, FBI, DHS, CBP, HS|,
and others—the heroes who are on the front lines of this effort. The US Coast Guard and
Department of Homeland Security play especially critical roles in pursuing ‘end game’
interdictions. I continue to strongly support the Coast Guard and DHS’ efforts to
recapitalize their fleet of cutters, some of which are in the fifth decade of service.
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Finally, I would be remiss if I did not reiterate the need to get after and significantly
lower demand in our country. Demand is the beginning and the end of the drug
trafficking industry and the reason why so many of our close partners in Central and
South America, including Mexico, experience such high levels of violence, lack of
economic development and investment, and in some cases are nearly failed states. As
long as there is a demand for drugs in our country, for cocaine, heroin and
methamphetamines, drug traffickers, motivated by the extraordinary profits involved in
this business, will rise to the occasion.

2. What is the cost and success rate of treatment for drug addiction? Is it a cost effective
solution?

According to the National Drug Intelligence Center, the economic cost of drug abuse in
the United States was estimated at $193 billion in 2007 (the last available estimate).in
costs related to crime and the justice system, lost work productivity, and health care.

Even with that level of investment, the National Institute on Drug Abuse has found that
40 to 60 percent of drugs addicts will relapse. Although I would point out that one of the
witnesses at the same hearing, a lifelong expert in rehabilitation, indicated the overall rate
was much less than these estimates would indicate. This is a telling statistic when
weighing whether treatment and rehabilitation are cost effective. We spend an exorbitant
amount of money, the same witness estimated $36,000 a year, only to have at least half of
those treated relapse.

Getting after the epidemic of drugs in this country is going to require a multi-faceted
effort that includes both the supply and demand problems. We have to give our
courageous law enforcement and military personnel the tools to address insecurity in the
source countries and to interdict the illicit substances before they reach our shores. But
we also need a comprehensive campaign within the American society that reaches young
people before they begin to experiment which is the first step in a direct path to addiction
and related violent crime, prostitution and human trafficking, burglaries, etc. We have
been successful and many other behavior modification efforts since the 1980s as 1
mentioned in the hearing, and reinforced by others on the panels, campaigns against
cigarette smoking, drunk driving, for seat belt and air bag use in automobiles, car seats
for kids, and the list goes on.

We have never had such a comprehensive campaign against drugs. The last time we had
anything approaching a demand reduction pitch of any kind was in the early 1980s. The
key is to target teenagers by driving the cost up and availability down. This includes
educating and if necessary penalizing medical professionals who over prescribe powerful
and highly addictive pain killers which is the single biggest cause of the current opioid /
heroin addiction crisis. We must focus information campaigns like the FBI's and DEA’s
“Chasing the Dragon” on teenagers, parents, teachers, Boy and Girl Scout leaders,
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medical professionals and law enforcement—but particularly on middle and high school
students.

The military and law enforcement role is best accomplished not on the SW border
playing the game perpetually on the one-yard line, but on the high seas getting a ton+ ata
time and by supporting our partners to the south especially Colombia, Peru, Honduras,
Panama, Costa Rica, and the other Central American Republics and Mexico. - This
support should be in the form of counterdrug funding but also economic investment to re-
shape the economies and societies our drug demand has nearly destroyed. Rehabilitation
and medical treatment is most certainly part of the equation, but demand reduction at
home is the solution to everything else we do.

Senator, as I mentioned in my testimony, 47,000 Americans died of drug-related
incidents last year up from a historical norm of ~40,000. Most, if not all, of these deaths
are entirely preventable. That is the true cost of our inaction when it comes to drug abuse
in our country.
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Post-Hearing Questions for the Record
Submitted to General John F. Kelly, USMC (ret.)
From Senator Rob Portman

“America’s Insatiable Demand for Drugs”
April 13,2016

1. You stated in your written testimony that you believe that transnational crime
organizations (TCOs) could “unwittingly” transport terrorists and even weapons of mass
destruction (WMDs) into the United States. You also underscored these organizations’
profit motive. While you cautioned that no indications suggest such activity is taking
place, are there any apparent factors or motivators that would discourage these
organizations from actively and willingly transporting terrorists or WMDs?

Response: Transnational criminal organizations (TCOs) are motivated by profit. Some TCOs
would avoid wittingly transporting terrorists or WMDs out of fear that doing so would invite
greater law enforcement scrutiny on their operations, which in turn would likely have a negative
effect on their operations and jeopardize their profits. However, other TCOs are less concerned
with the potential for greater scrutiny by law enforcement. They don’t check passports or run
background checks on the people who enlist their services. These TCOs are willing to move
anything or anyone if the profit outweighs the risk.

2. Based on your professional experience and judgment, if you were given the opportunity,
what change would you make tomorrow to inhibit the operational effectiveness of the
TCOs that you discussed in your prepared testimony?

Response: Transnational criminal organizations are extremely well resourced and efficient
networks that operate with near impunity. At current levels of resourcing, the men and women
tasked to counter these violent criminals are at a severe disadvantage. There are many
intelligence gaps against these networks, as well as a lack of assets needed to disrupt the
networks. Continued and strengthened whole-of-government collaboration is also necessary to
disrupt the networks that operate with no stove-piping of authorities, capabilities, or territorial
boundaries. I'have come to believe that their greatest vulnerability are their bank accounts. The
Department of the Treasury is already involved but I think we seriously need to consider upping
our game and going after their billions in a multifaceted campaign that includes all the tools
available to law enforcement and Treasury, but “cyber-withdrawal” as well and simply closing
down their accounts after seizing their ill-gotten gains.

America’s insatiable demand for drugs has blazed a trail of violence and corruption from the
source zone in South America, through the transit zone of Central America. We owe it to our
partner nations to support them as they work to eradicate corruption, strengthen citizen security
and the rule of law, and create educational and economic opportunities for their people. This
will also require a whole-of government effort from both the US and partner nations to build
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their capacity to establish and maintain security and stability in the region — eliminating the ease
with which the TCOs now operate.

3. Can you describe the trends you have seen in drug trafficking operations?

Response: As our operations target the flow of narcotics in the CENTAM region, traffickers
look for more direct routes into the US and Mexico from source zones. Over the past year,
DTO’s have maximized profits and decreased their risk of interdiction by directly trafficking
drugs to Guatemala and Mexico. Traffickers are also sending more cocaine to more profitable
markets such as Europe, Asia, and Africa. Additionally, recent press reports indicate local
consumption in Central and South America may be increasing as well; this offers DTOs limited
profits from transit and source zone countries with minimal risk of interdiction.

a, Are there any aspects that make heroin unique?

Response: Heroin is a much more potent drug and its market value per kilo usually exceeds the
value of cocaine. In some parts of the country, such as the Northeast, the value of heroin is twice
that of cocaine. Heroin often times provides greater return and less risk when compared to
cocaine. DTOs have to ship much larger volumes of cocaine to match the profits generated by
heroin.

Mexico is the primary supplier of heroin to the United States. Opium poppy cultivation in
Mexico has increased significantly in recent years. Much smaller amounts are also produced in
Guatemala and Colombia.

Because heroin is often smuggled in small amounts to the United States overland across the
Southwest Border or transported by couriers on commercial airlines, making it extremely
difficult to intercept it once it is en route. For that reason, it would be more effective to focus ow
collective efforts on disrupting its production and processing operations as close to the point of
origin as possible.

4. Ohio is facing a record number of fentany! related drug overdoses. My understanding is
that fentany! often comes from China smuggled across the Southern border. From there,
heroin is laced with fentanyl and brought into the U.S. by cartels. Is this an accurate
assessment? Can you elaborate on the challenges of fentany! interdiction?

Response: In China, the companies producing these chemicals are doing so legally, and the
companies there claim that they only produce and ship it for research purposes. There is no real
cffort to identify what entities are purchasing these chemicals. Tt would take a concerted effort
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between US and Chinese law enforcement to truly counter the shipment of illicit precursor
chemicals. Drug traffickers continue to coordinate illegal shipments of fentany! and its
precursors from China. They are able to hide the shipments on mislabeled manifests in order to
circumvent law enforcement or security forces. Law enforcement’s limited interdiction
capability only allows the search of approximately 1 to 3% of all commercial cargo containers.

Mexico-based cartels are not only lacing heroin with fentanyl but are also producing fentany!
masked as painkillers, such as oxycodone. Mexican cartels are producing a variant of fentanyl
called acetyl fentanyl. While the majority of the fentanyl causing overdoses across the U.S. is
from this illegal stockpile produced by Mexican cartels, a portion of it also comes in legally to
pharmaceutical companies, according to the DEA. Many fentanyl shipments and the pill presses
required to produce the final product are shipped directly from China to the US. Notably, one
gram of pure fentanyl is equivalent to 100 g of high quality street heroin and has 80 to 100 times
the potency of morphine.

Pharmaceutical grade fentanyl can also be acquired through doctors and insurance companies.
Subsys is an example of a Pharmaceutical grade fentanyl prescribed to cancer patients for pain;
from 2012 to 2015, only 2.4 percent of all Subsys prescriptions were preseribed by cancer
doctors.

Precursor chemicals for Fentanyl are readily available on the internet, which makes it incredibly
difficult to monitor and track each substance.
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Post-Hearing Questions for the Record
Submitted to General John F. Kelly, USMC (Ret.)
From Senator Claire McCaskill

“America’s Insatiable Demand for Drugs”

April 13,2016

In 2010 I chaired a hearing on our counter-narcotics efforts in Latin America. Through the
Mecrida Initiative and Plan Colombia, we have spent billions of dollars on counter-narcotics
activities in the region, with much, if not most of the money going to contractors.

But these contracts did not have effective performance management systems and lacked
oversight in general, so it was impossible to determine the effectiveness of these contracts. In
fact, it was like pulling teeth just getting basic contracting information from DOD and the State
Department.

I know you became head of Southcom after this hearing.

1) As head of Southern Command in the years following my hearing what actions were
taken to improve oversight of the counter-narcotics contracts money being spent?

Response: Where teasible SOUTHCOM consolidated contracts under a single Indefinite
Delivery/Indefinite Quantity (IDIQ) Contract providing an indefinite quantity of
supplies/services over a fixed period of time. This provides both flexibility and ease of
execution for the contracts SOUTHCOM executes in support of the Counternarcotics Program.
At the direction of the Deputy Assistant Secretary of Defense for Counter-narcotics and Global
Threats (DASD CN-GT), SOUTHCOM primarily uses the U.S. Air Force Acquisition
Management Integration Center (AMIC) for the majority of its contract services. This provides
consistency and rigor to the SOUTHCOM eontracting processes.

As you pointed out in your testimony, 100% of the heroin and cocaine and 90% of the
methamphetamines coming into the U.S. are coming from Latin America, and seizures of drugs
at the border have remained about constant overall, with only the mix of drugs coming in
changing some. The network that supplies these drugs starts in Colombia, according to your
testimony. Simply put, demand in this country is as high as ever and the supply of drugs from
Latin America continues to meet our insatiable demand.

2) What are the metrics we’ve been using to measure the effectiveness of our multi-billion
dollar investment, and are those the right metrics to use if both the supply of and demand
for drugs are as high as ever?

Response: I can only speak to the funding executed by SOUTHCOM; the vast majority of funds
spent on the Merida Initiative and Plan Colombia were actually executed by the Department of

State, SOUTHCOM has metrics for all of its major programs and report them annually as part of
its annual Program Objective Memorandum (POM) submission. The Command assesses each of
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its three counternarcotics program mission areas — detection and monitoring (D&M), building
partner capacity, and intelligence.

o Detection and Monitoring (D&M): 1t is DoD’s statutory mission to detect and monitor
all illicit air and maritime drug traffic headed toward the U.S. In FY15 we saw a 42%
increase in disrupted/seized drug shipments. SOUTHCOM continues to take more and
more drugs off the market, which is a positive metric.

® Building Partner Capacity: SOUTHCOM measures the ability of its partner nations to
use, maintain, and sustain the capabilities it provides, which when integrated into the
JIATF-S operational architecture provide synergy to our detection, monitor, interdiction,
and apprehension efforts. Statistically the partner nations are directly involved in more
than half of JIATF-S events using equipment/training/capabilities provided through
SOUTHCOM’s counternarcotics program. This mission area is particularly important as
SOUTHCOM attempts to mitigate its significant asset shortfalls.

e Intelligence: With limited operational assets, SOUTHCOM relies more and more on
technological advancements. A 44% increase in detected events in FY15 was directly
attributed to “enhanced intelligence,” which includes a variety of technological
advancements providing better targeting through improved geospatial location and
increased data analysis.

As [ discussed at length in my testimony, however, all of the efforts of military and law
enforcement officials cannot stop the drug flow into the U.S. as long as the demand in this
country remains as high as it is. I would again refer you to public relations campaigns we have
run as a country in the past that have been successful in decreasing smoking and increasing the
use of seat belts, We know how to do this successfully but have chosen to ignore the drug
problem for too long.

3) Have we changed tactics or strategies or developed better metrics to measure our success
since our billions of dollars have not done much to reduce the supply of drugs coming in
from Latin America?

Response: 1 would disagree that our efforts are not reducing the supply of drugs reaching cities
in the United States. In FY15, the efforts of the men and women carrying out this mission
yielded a 42% increase in disrupted/seized drug shipments. That translates into 193 metric tons
that never reached our shores or the streets of St. Louis. Thus far in FY16, those men and
women have already removed 163 metric tons from the market. However, the heroic efforts of
our military and law enforcement professionals cannot solve this problem. If we, as a country,
do not put serious effort into reducing the demand for drugs in the U.S., many more billions and
the efforts of US and partner nation forces will not solve the problem on the supply side.

The tactics and strategies of our adversaries change often. They are well funded, adaptive, and
committed. Those who would pilot a multi-million dollar semi-submersible from a launch in
Ecuador to a rendezvous off the coast of Guatemala are tough and well-financed adversarics, To
meet these challenges we must adapt and evolve as well, especially because we do function in a
resource-constrained environment. SOUTHCOM has had to compensate for its lack of US
military assets by building the capacity of willing partner nations to disrupt the drug flow as it
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heads to the US to meet our great demand. The Command has expanded and strengthened
partner nation maritime capabilities to include increased range and station time through use of
“mother ships” and provision of interceptor boats. They are also streamlining intelligence
sharing with partners to get ahead of traffickers. They are also expanding the targeting of
broader transnational organized criminal networks.

According to DOD, in FY 2010, we had 188 contractors supporting our counter-narcotics efforts
in Colombia. Part of the plan involved turning over these operations to the Colombians,

4) Do you have a sense of how many contractors were in Colombia when you left
Southcom?

Response: 1 believe there were approximately 75 contractors in Colombia supporting operations
at various sites throughout the country. 1 can also tell you that many major programs under Plan
Colombia have already been turned over to the Colombians and others are on track to be turned
over, meeting all milestones toward that goal. The Regional Helicopter Training Center (RHTC)
in Melgar is scheduled to be nationalized by the Colombians in the first quarter of 2019 is on
track to do so on time. The Colombians have greatly expanded a program of unmanned aircraft
systems initially funded by the US from one hub-and-spoke program in a limited geographic area
to a much larger portion of the country and the maritime environment. Similarly, the backbone
defense communications system initially sourced and supported with counternarcotics funding is
now supported almost completely by the Government of Colombia with a total expenditure 10
times greater than our initial investment. This is also true of Plan Colombia funding overall —
the U.S. contribution to Plan Colombia was only about 5%, Colombians contributed the vast
majority of the funding and all of the fighting to bring their country back from the brink of the
abyss.

General Kelly, in your testimony, you discussed the importance of protecting the “southern
approaches” to the U.S. It is interesting that you used the word “approaches” instead of
specifically discussing the border itself, because, as you go on to say in your testimony “this
cannot — should not — be attempted as an endless series of ‘goal-line stands’ on the one-foot line
at the official ports-of-entry or along the thousands of miles of border between this country and
Mexico.”

Yet in 2013, the U.S. spent $145 million on the Central America Regional Security Initiative, or
CARSIL There were programs devoted to economic support, rule of law improvement, good
governance, counternarcotics, efforts, education, trade and investment, and support for Central
American militaries.

At the same time, we spent $1 billion on a failed border technology program that ended up
securing just 53 miles of the U.S.-Mexican border in Arizona. All told, according to one
estimate, we’ve spent $90 billion over the past decade on border security, or $9 billion per year,
on average.

5) Is anyone taking a 50 thousand foot view of our spending priorities to make sure we are
not just trying to make goal-line stands forever?
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Response: The Department of Defense believes in and implements a system of layered defense
that aims to protect the homeland by taking a multi-faceted approach that includes building
partner capacity to secure their own borders; intelligence sharing; transit zone detection and
monitoring; close cooperation among law enforcement agencies, the intelligence community, and
adjacent Combatant Commands.

SOUTHCOM implements this approach by supporting the interdiction of multi-ton drugs
shipments in international waters that stops more drugs, more efficiently, with minimal violence.
Our law enforcement partners are also able to gain valuable intelligence and understanding of
how these criminal networks operate by prosecuting suspected drug traffickers in the US court
system. Through our building partner capacity efforts, we build capable and willing partners who
respond to cueing by JIATFS to support regional counterdrug operations and who are working
toward interagency approaches to border security.

6) Does it make sense to focus so many of our resources directly on the border or should we
be spending more to help these countries improve their own economies, judicial systems
and police forces?

Response: | believe you have to address the root causes of any problem in order to actually
solve it. Those root causes in Central America include astronomical levels of violence,
corruption, and weak rule of law. However, given the extreme lack of citizen security and the
high levels of corruption in the police forces in Central America, disciplined and professional
militaries are critical to setting the necessary security environment in which the governments of
those countries can chip away at those root causes. Like the people of Colombia, Central
Americans will have to address all of these facets of their society before they can regain stability
in their region.

In a prior hearing this committee had on the southern border, Lieutenant General Kenneth Tovo,
the Military Deputy Commander of Southcom referenced the President’s National Strategy to
Combat Transnational Crime, which was released 5 years ago. The Administration also released
the Strategy for U.S. Engagement in Central America.

5 years after ] had my hearing looking at the lack of coordination and oversight of contractors in
the region, Lieutenant General Tovo expressed frustration that interagency activities in the
region were still poorly coordinated and minimally funded.

7 Who is in charge of seeing that these strategies are implemented well and that there is
coordination between agencies?

Response: The President’s National Strategy to Combat Transnational Crime was never
followed up with an implementation plan, which would have outlined lead and support
agencies/departments. The Interdiction Committee (TIC), a principals level interagency
committee chaired by the US Coast Guard Commandant, provides the primary venue for the
components of this strategy to be discussed.
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The National Security Council has designated the State Department as the lead for
implementation of the Strategy for US Engagement in Central America. Beginning in June, the
Department of State Western Hemisphere Affairs Bureau will lead monthly interagency working
group sessions. Each month the working group will focus on one pillar of the strategy
(Prosperity, Governance, and Security).

8) Is anyone held accountable for the failure to coordinate efforts across federal agencies?

Response: Interagency coordination is of course a White House (National Security Staff) so
your efforts should focus there. Since there is seemingly no lead agency or department at the
strategic level for the President’s CTOC Strategy, accountability ultimately falls to the
operational/tactical levels where men and women with a bias for action and a willingness to take
action and responsibility reside. I of course am most familiar with the efforts of SOUTHCOM
and JIATF-S, whose coordination across tederal agencies is imperative to success of this
mission, However, this leaves a significant gap, as SOUTHCOM and JTATF-S are focused on a
limited portion of this strategy by the nature of its authorities to operate. Other agencies are also
executing programs in this region aimed at greater security and stability, however, a much
greater coordinated interagency effort is required to address the complex issues facing Central
America.

I believe accountability for interagency efforts under the Central Ametican Strategy is primarily
held by the Office of the Vice President, who has been personally involved in development of
the strategy and coordination with our Central American Partners. The Department of State
Bureau of Conflict and Stability Operations produces a quarterly report, which provides analysis
on the impact of USG programs. Congress has also been active in conducting oversight and
holding departments accountable for efforts in Central America.

9 How often are agencies meeting to discuss implementation and coordination?

Response: At the tactical/operational level, JIATF-S conducts interagency coordination on a
daily basis. At the strategic level, the Interdiction Committee meets annually, providing
oppertunitics for policy-level discussions that span across all domains. Primary interagency
coordination at the tactical and operational level is completed on a case-by-case basis by each
embassy and its country team. At the strategic levcls, coordination is conducted via NSC sub-
IPC meetings, which have proven inadequate as coordination has been only in terms of
programmatic and budgetary requirements — the same approach that has left CARSI as an
ineffective tool.

Given the complexity of the environment there is a need for a strong interagency collaborative
process wherein authorities do not dictate who gets to do what but instead what capabilities they
bring to a larger effort. In addition, this collaboration process must have central and iterative
opportunities to reframe the problem.

While these partnerships are superb at the tactical level, I am frustrated by the lack of a
comprehensive U.S. government effort to counter the TOC threat. Nearly five years after the
release of the President’s National Strategy to Combat Transnational Organized Crime,
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interagency CTOC activities in the region—especially in Central America—remain poorly
coordinated and minimally funded. Fortunately, there is growing recognition that the magnitude,
scope, and complexity of this threat demand an integrated counternetwork approach

Under the current approach, there is no discussion on the problem at large nor how programs can
work together in a synchronizing/complimentary perspective. The focus is specifically on stove-
piped programmatics and budgetary impacts. Given the static nature of the US Strategy for
CENTAM, there are only multiple single efforts for what each agency is doing — void of any
unity of effort or effect.

The regularity of interagency implementation and coordination is conducted monthly by DOS
WHA led CENTAM Strategy Working Group sessions. Previously, as the strategy was in its
implementation development, the NSC hosted sub-IPCs on a bi-weekly process. Given we have
entered into execution, NSC created an implementation plan that transferred interagency
coordination to DOS WHA.

And compared to the rest of the world, what we spend to help improve the governance of Latin
American countries is nothing. In 2012, just 8% of U.S. foreign assistance went to Latin
America and the Caribbean. By comparison, 35% went to the Middle East, 30% went to Africa,
and 21% went to South and Central Asia. As of 2009, the U.S. was spending just $4.4 million on
police training in Guatemala, Honduras and Fl Salvador, combined. By contrast, the U.S. was
spending $327 million in Mexico and $390 million in [raq. The U.S. spent as much on police
training in Albania in 2009 as was spent in these three countries.

10) Are we guilty of ignoring some serious issues on our own doorstep?

Response: Yes, Senator, [ believe we are. We tend to focus on East-West relations and issues,
all the while ignoring the great partners we have to the South. The countries share much more
than a land mass with us. We share many common beliefs, histories, and cultures. Qur partners
in the Western Hemisphere are strong and willing and want to work closely with the United
Statecs. Many of them are just as capable and in some cases more capable than our European
Allies and willing to take on leadership roles in the hemisphere and the world. And some of
them need our help as they struggle to restore security and stability in our shared home, Central
America is suffering from a scourge of violence and corruption, fueled by our insatiable demand
for drugs. We owe it to them to stand shoulder-to-shoulder with them in this fig



138

Post-Hearing Questions for the Record
Submitted to Mr. Jonathan Caulkins
From Senator Ron Johnson

“America’s Insatiable Demand for Drugs”

April 13,2016

1. What is the cost and success rate of treatment for drug addiction? Is it a cost effective
solution?

Answer: That is an excellent and important question, one that is better answered with a book
than a few paragraphs. What I will try to do here is make a few general points and key
distinctions.

Rigorous research strongly favors expanding treatment as a cost-effective use of taxpayer
dollars overall, and | think it is safe to say it can also help reduce the flow of drugs across U.S.
borders. However, that is because treatment is relatively inexpensive, and the problems it seeks
to ameliorate are so terrible, not because treatment has a high success rate in the common sense
notion of the term. Longitudinal studies in diverse countries that track opiate dependent
individuals recruited from treatment programs often find long-run death rates elevated by a
factor of ten or so relative to the general population, after controlling for age, and many of those
deaths are from overdose. That is better than for opiate dependent individuals who do not
receive treatment, but obviously is much worse than for people who never became dependent.
After proper treatment, a broken arm can be just as strong as it was before the injury; by contrast,
even with the best treatment, life prospects for those who are drug dependent remain bleak
compared to their compatriots who never became dependent.

To elaborate on treatment not being terribly expensive ~ dependence is a true medical
condition, but its treatment mostly does not look like modern, high-tech medicine. There are no
operations using expensive machinery (or expensive surgeons). Relatively little of the care is
provided by MDs. Hospitalization is the exception, and other than opiate substitution therapy,
there are not even many medications involved. In short, drug treatment makes little use of the
high-priced resources that make so much of American healthcare terribly expensive. It is thus
far most cost-effective than other widely-used treatments in American medicine for example
coronary artery bypass surgery and arthroscopic knee surgery.

To elaborate on the limited effectiveness — one common result of offering treatment to
someone who is drug dependent is that they never even show up for treatment or if they do
enroll, they nonetheless drop out fairly quickly. That is one reason why partnerships between law
enforcement and treatment have a role; criminal justice supervision can increase retention in
treatment.

Furthermore, while it is true that people who stick with treatment through its full course
have much bettcr life outcomes than those who drop out quickly, we can’t take that as proof that
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treatment helped those people. It is entirely possible that those who were the worst off before
treatment will be the ones who tend to drop out quickly and also the ones who suffer the most in
the long run, and that those whose life circumstances were less dire will be better able to remain
in treatment and also to do better in the long run. The correlation between treatment retention
and favorable long-run outcomes does not in and of itself prove the longer exposure to treatment
created the more favorable long-run outcomes.

The better metaphor is that with or without treatment the dependent individual has a
chronic relapsing condition that will persist for many years. The main question is whether they
struggle with that disease aided by the support of government-funded or employer-funded
services or whether the full burden of that disease falls entirely on the individual and their
family.

Treatment does improve many measureable outcomes, such as life expectancy, access to
other health and social service programs, and employment. And it does reduce substance use.
But to put it bluntly in the context of the topic of this hearing, if in one way or another 1,000
dependent cocaine users were assembled who would have consumed an average of 150 grams a
year for the next 10 years if they didn’t receive treatment, and so account for a total flow of 1.5
metric tons of cocaine shipments crossing the U.S. border over that time, and those 1,000 were
offered the standard treatment we are able to offer at present, those 1,000 individuals might well
still consume as much as 1.0 metric tons of cocaine over the next decade despite having been
given access to treatment.

I don’t want to put too much emphasis on the 150 grams or the 1.5 metric tons or the 1.0
metric tons; they are merely meant to illustrate the idea that treatment reduces but far from
eliminates consumption. The particular best estimates of treatment’s effectiveness at reducing
consumption of black market drugs depend on the particular characteristics of the clients, how
well-funded the treatment programs are, the future trajectory of prices and availability in the
illegal cocaine market, and many other factors. But in broad terms, treatment can help reduce
flows of drugs across the border but one should not think of it capable of shutting off that flow of
drugs the way that fixing leaky pipes can shut off the flow of dripping water.

One final point - different drugs are, as always, different. We have much better
technologies for treating opiate and alcohol addiction than we do for treating addiction to
stimulants such as crack, powder cocaine, or methamphetamine. And marijuana is also in a class
by itself. The paragraphs above are written primarily with the hard drugs in mind.

For more on the cost-effectiveness of opiate treatment, see Report 3 of the American
Society of Addiction Medicine’s project on Advancing Access to Addiction Medications,
available at http://www.asam.org/docs/default-source/advocacy/aaam_implications-for-opioid-
addiction-treatment_final. Unfortunately the evidence base concerning treatment of stimulants,
like the treatment methods themselves, are much less advanced than they are for treating opiates.
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Post-Hearing Questions for the Record
Submitted to Dr. Jonathan P. Caulkins
From Senator Rob Portman

“America’s Insatiable Demand for Drugs”
April 13,2016

1 firmly believe in drug prevention. I’ve been working on prevention for more than 20 years
and am the author of the Drug-Free Communities, which has funded thousands of coalitions
through a federal investment of more than 1.3 billion dollars. You testified in your about the
importance of evidence-based prevention, particularly as it relates to youth. We know that
the perception of risk can be one of the greatest factors in whether or not young people
choose to experiment with drugs. The Comprehensive Addition and Recovery Act (CARA)
would provide additional resources to community coalitions so that they can broaden their
work to focus on the challenges of heroin and opioids create. CARA includes drug take back
initiatives and educating the community about the risks associated with prescription drug
abuse. What are other ways we can prevent drug abuse and show our young people that this

behavior possesses a high risk?

Answer: A dedicated community of scholars and practitioners has been working intensively
for roughly 40 years trying to figure out how to dissuade youth from using dangerous drugs,
including the legal drugs (alcohol and tobacco), the traditional illegal drugs (cocaine, heroin,
meth, ecstasy, etc.), and now two important intermediate categories (diverted prescription
drugs and marijuana in its current, odd, legal situation in Colorado, Washington, Oregon,
Alaska and the District of Columbia). It is important also to recognize that these efforts
share a great deal with efforts to prevent youth from making other poor choices (dropping out

of school, engaging in unprotected precocious sexual activity, joining gangs, and so on).

By and large, the wisdom of this community is to recognize the commonalities across
these various “temptations” and to stress general skills. For example, an intervention that
evaluations found to have striking success at reducing drug use was the “Good Behavior
Game”, which is not in any overt sense about drugs. Rather, it is a set of strategies to induce

better classroom behavior from elementary school children by tapping positive peer pressure.
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The behaviors that lead to points being charged against a student team are not drinking,
smoking or the like; the game is implemented with kids too young to yet be using drugs.
Rather, the focus of the game is more typically on disturbing and disruptive behavior in the
classroom. But improving those fundamental behaviors apparently produces benefits across

an extremely wide range of outcomes, including but in no way limited to substance abuse.

These more general or comprehensive approaches to prevention emerged in part out of
disappointment with the failures of traditional anti-drug messaging that might stress, for

example, how dangerous drugs are.

That is not to say that more specific campaigns never work. The “Truth™ campaign was
specific to cigarettes and was surprisingly effective, arguably in part because of its unique
strategy of demonizing the industry, and the tobacco industry’s manipulation of the product
for profit, rather than demonizing the product itself. A quip I’ve heard that does not come
from a randomized controlled trial, but may nonetheless contain a germ of insight is that it is
very hard to discourage teen-agers — with their over-confidence bias and sense of immortality
— from using something because it is dangerous, but if you tell teens the purveyors of the
product are trying to take away the their autonomy ~ by tricking them into becoming

addicted ~ that is hitting teens in their sensitive spot.

Nevertheless, my sense is that diversion of prescription drugs (most notably opioid pain
killers) and marijuana during this transition time may be such special cases that behavior-
specific messaging could be valuable. One you mention ~take back programs — seems
appealing. Besides getting a certain number of bottles out of people’s houses, where they
could be diverted or used by kids, the take back programs send a message that those drugs
are too dangerous to leave lying around. The fact that we also have take back programs for
guns might have the additional benefit of getting people to lump prescription drugs and guns

into a single mental category of things that are dangerous.

And they really are both quite dangerous. It is hard to get data on the number of guns in
the U.S,, but when I made a rough attempt to estimate the numbers of: (1) guns owned in the
US, (2) gun-related deaths in the U.S., (3) opioid prescriptions, and (4) prescription opioid

related deaths, it seemed to me that the number of deaths per opioid prescription could be
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within a factor of three of the annual number of gun-deaths per gun (all causes including

suicides and accidents, not just homicides).

Responsible gun owners know that guns should be stored in a locked safe, but I do not
recall hearing a public education campaign that stressed the idea that prescription opioids
should be stored in a locked medicine cabinet. To give a concrete example, last week my
wife was prescribed oxycodone for her fractured leg (even though she reported no pain, and
we will not fill the prescription), but the doctor never asked whether we have children in the
house or otherwise gave safety instructions comparable to those we would have received if

we’d bought a gun at Field & Stream.

So even though drug-prevention programs of the 1970s that stressed drugs’ dangers were
not found to prevent use, in part because they tended to exaggerate and sensationalize the
dangers, I would not let such past failures discourage us from trying to communicate to the

public the particular lethality of these prescription pain killers.

A second, distinct, type of public messaging relevant for prescription pain killers but not
most other drugs is telling people about naloxone. Again there could be a double benefit: (1)
Informing people about naloxone and (2) Associating in people’s minds prescription drugs

with overdose death.

Concerning prevention messaging for marijuana when states are legalizing it — I am sure
that we do not know what to do, and so I am sure that it ought to be an active topic for
innovation, evaluation, and research. There clearly needs to be some messaging to counter
teen’s mistaken inference that since marijuana can be used as medicine it must be safe. (It is
ironic that teens hold such views when prescription opioids are killing so many tens of
thousands of people, but they do.) And it is clear that we need better messaging about the
dangers of driving after using marijuana use. Although the science suggests that driving
under the influence of alcohol is more dangerous per mile driven, survey data suggest that
marijuana users are much more likely to drive within two hours of using marijuana (and that
most such episodes actually involve use of both marijuana and alcohol, not just alcohol).
MADD and other organizations succeeded in changing social norms to make it unacceptable

to drink and drive; we need a comparable effort to convince people it is irresponsible to drive
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stoned. And that will be quite difficult since the government has such low credibility with

regard to warning about marijuana’s dangers.

There is also the enormous question of how to prevent the spread of marijuana vaping
from spilling over into a spread of nicotine vaping, and that from progressing to smoking of
tobacco. But the identification of a specific behavior one would like to prevent is only the
first of many difficult steps that might eventually lead to an effective prevention program.
The larger history of prevention science has two sobering lessons: (1) It is easy for adults to
invent prevention messages that they think ought to work and (2) It is hard for adults to
actually change teen-agers behavior. The changes are so valuable that of course it is worth

trying, but we should do so with realistic expectations concerning their likely effectiveness.

. You discussed the Swift, Certain, and Fair (SCF) program in South Dakota at the hearing.
Would this be applicable to juvenile offenders, or should juvenile offenders receive

treatment-centered care in contrast to being held accountable under a SCF program?

Answer: My sense is that swift, certain, and fair (SCF) may have potential to help criminally
invelved youth who have substance abuse problems, but that is not the best demographic to
start with. Everything is more complicated and controversial when working with youth, I
fear that a poor implementation of SCF with youth might sour the public to the overail

concept. But we can think through what a good target for implementation might look like.

First, it is important to note the SCF applies to individuals who have committed serious
enough crimes that they could be sentenced to incarceration — or in the case of juveniles to
some juvenile detention facility. And the proper framing of the choice is not treatment vs.
SCF but rather: (1) Detention, (2) Community release without SCF (and perhaps with
treatment), or (3) Community release with SCF (meaning the clients are free to get treatment
if they chose, but typically are not required to do so although there is no reason treatment

could not also be mandated).

The potential target population would be youth who the criminal justice system would

prefer not to detain, e.g., because the juvenile detention facility is over-crowded and unable
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to deliver effective services, and whose parents do not believe they can control in the home
environment. If the parents and the juvenile court concluded that substance abuse was an
important part of the reason that the parents cannot control their child, then a SCF regimen
might be worth trying before giving up and sentencing the youth to a Iong period of
detention. Again, it is important to stress that being in SCF in no way interferes with also
being in treatment. So the courts could mandate treatment attendance as well as SCF and
could even construe SCF as the “stick” that gives the youth an extra incentive to stick with

treatment.

The target population I just described is a pretty small group ~ far smaller than the
number of youth who abuse, let alone simply use, substances. But it is a very important
group and one for which current interventions do not always produce wholly satisfactory
outcomes. So a well-designed study that evaluated whether the SCF concept can usefully be

extended from adults to youth may be in order.

My fear, though, would be “net widening”, a term that refers to an intermediate sanction
being used not in place of detention but rather in place of a sentence or condition that
involved no incarceration whatsoever. (And a related fear would be that even if the program
were only used in lieu of detention, its critics might accuse it of increasing rather than

decreasing the amount of detention.)

Interestingly, I was recently party to a conversation concerning use of SCF for
perpetrators of domestic violence who (as is not uncommonly the case) are violent when they
are drunk (or are on drugs). Ironically, in that case the fear was the opposite, namely that
SCF would be used in place of pure incarceration, whereas the victims advocacy groups
might only want it to be used as a way of being tougher on those who would not otherwise be
incarcerated (and there was also fear that critics would portray it that way even if that

portrayal were disingenuous).

In sum, I would rather see SCF directed first at criminally-involved, high-frequency adult
users of stimulants (cocaine/crack and meth). There are a relatively modest number of such
individuals (on the order of two million, or roughly 5% of Americans who have used an
illegal drug in the last year), but they consume at such very high rates that they account for

about half of the dollar vatue of illegal drugs flowing across U.S, borders. Furthermore, in
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contrast with opiate dependence, we generally lack effective pharmacotherapies for treating

people who are dependent on stimulants.
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Responses to Questions:

TESTIMONY
DR. CHERYL G. HEALTON, DEAN
COLLEGE OF GLOBAL PUBLIC HEALTH
NEW YORK UNIVERSITY
BEFORE THE COMMITTEE ON HOMELAND SECURITY
AND GOVERNMENTAL AFFAIRS

UNITED STATES SENATE
AMERICA'S INSATIABLE DEMAND FOR DRUGS

APRIL 13, 2016

| firmly believe in drug prevention. I've been working on prevention for more than 20 years
and am the author of Drug-Free Communities, which has funded thousands of coalitions
through a federal investment of more than $1.3 billion. You testified about the importance
of evidence-based prevention, particularly as it relates to youth. We know that the
perception of risk can be one of the greatest factors in whether or not young people choose
to experiment with drugs. The Comprehensive Addiction and Recovery Act {CARA} would
provide additional resources to community coalitions so that they can broaden their work
to focus on the challenges that heroin and opioids create. CARA includes drug take-back
initiatives and educates the community about the risks associated with prescription drug
abuse. What are other ways we can prevent drug abuse and show our young people that

this behavior possesses a high risk?

Those who are motivated to profit from drug sales to risk-seeking and troubled teens do so to

make long-term customers of them. They care very little about their heaith and more about
highly lucrative sales. They attract young customers when their developing brains are most

vulnerable to risk taking and addiction, and then reap the profits as they age and remain
addicted.

The U.S. cannot be safe from drug-related criminal activity without first reframing the

relationship between drug use and crime and, secondly, identifying ways to sharply reduce our
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apparently insatiable appetite for illicit drugs. This can be accomplished through the
prevention of youth initiation, de-glamorizing use via disruptive and innovative mass media
campaigns aimed at "unselling" use, and inducing those addicted or teetering on the verge to
seek prompt treatment. it goes without saying that drug treatment needs to be available and
covered by insurance plans.

Not all drugs (including tobacco and alcohol) in fact carry the same physical, psychological and
social risk, and educating teens about drug use ought to include this fact. Access to prescription
opioids in the home and those that spill over into the illicit drug market lay the foundation for
addiction and future use of street heroin in lieu of pills. There is a crucial role for the FDA and
others to change the prescription patterns for pain killers. Alcohol and opioids cause the
greatest number of teen drug deaths. As the CDC has stated, it has no reported marijuana
deaths, for example. There are other risks associated with marijuana use including
entangiement with the legal system, reduced motivation etc. Substance control aimed at
reducing access, and education and treatment should focus considerable attention on the drugs
costing the most lives.

2. How would you craft a marketing campaign in 2016 that responds to the heroin, fentanyl,
and opioid epidemic?
a. Wouid you even utilize broadcast television?
b. Do you think television shows like Breaking Bad may be counterproductive in efforts
to discourage illicit drug use?

Primary prevention of illicit drug use is defined as stopping illicit substance abuse before it
begins or becomes habitual and addictive. These lessons should be applied as a basis for new
program efforts at the national level. The same impact on initiation may be achieved in large
part by powerfully hard-hitting, youth-focused communications, especially designed for youth
at the highest risk of drug use. Messages must be designed -- as they were for the truth®
campaign -- to reach those most likely to initiate drug use with compelling reasons to avoid
initiation, including the fact that those profiting from their potential drug use are using them
even if that person is a low-level dealer they consider to be their "friend".

The nation’s long-standing, ONDCP-supported, Partnership for a Drug-Free America campaign’s
paid advertising effort was sharply curtailed after a decade of persistent budget cuts. Itis
urgently important to bring it back and, in doing so, to restructure it so that it is truly
independent of the kinds of oversight that can undermine a public education campaign's ability
to succeed. This specifically means that the creative development must include:

* Paid advertising and ad development at market rates to ensure the work is done by the
hardest-hitting, best team possible;
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» Youth market research, appropriately targeted and designed for sub-sets at high risk,
which will likely result in the bold ads being exceptionally unpalatable to aduits and
government agency staff;

e A focus on the drugs associated with the greatest harm and free of "approval” processes
which interfere with the potential for campaign success due to conflicts of interest and
adult sensitivities with respect to content and taste;

® Vigorous evaluation, in real time, to decommission ads that are not resonating with
intended audiences and being nimble enough to quickly replace them with those that
do. This is especially criticai given that ads can have boomerang effects that are difficult
to predict with certainty. {Fishbein 2002).

The media marketplace has changed but network and cable advertising can still drive web
traffic and thus have a role. Social media-based communication also do and a contemporary
campaign should also have a grass-roots component both on the web and in communities on
the ground in areas of highest risk. The focus should be laser-like on those who have not yet
used and those who are occasional users but “undecided.”

If public education efforts are also intended to reach adults to curb their drug consumption, a
similar, laserlike focus on the actual communication to target populations must also be
employed. For example, the current aduit target includes those addicted to or habitual users of
alcohol, prescription medication, black market opioids, cocaine and heroin. Each represents a
niche communication market, and a comprehensive public education campaign can speak to
each group with well-designed messages and action steps.

Media of all kinds may influence drug use either up or down. Only a systematic study could
determine the impact on knowledge, attitudes and behavior of a show like Breaking Bad. In the
70s at the peak of the heroin epidemic, efforts were undertaken to curtail explicit injection drug
use in movies.

3. What is the cost and success rate of treatment for drug addiction? is it a cost-effective
solution?

According to Dr. Andrew Kolodny, the most important control approaches for the overall opioid
epidemic include "preventing new cases of opioid addiction, treatment with safer alternatives
for people who are already addicted and reducing the supply from pill mills and the biack
market."

Kolodny and colieagues have demonstrated that treatment with Buprenorphine saves lives
from overdose and other opioid use complications {Kolodny 2015). Buprenorphine was
introduced in France in the mid-1990s, released without any of the limits imposed in the US and
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prescribed widely. Within six years, opioid overdose deaths decreased by a dramatic 79%
(Auriacombe 2010).

Opioid addiction has increased 900 percent from 1997 to 2011. It is noteworthy that the bulk of
the opioid epidemic is caused by too liberal use or prescription of painkillers which in turn leads
to addiction. The solution rests in the hands of policy makers, the pharmaceutical industry and
physicians.

The figure below depicts the surge in opioid sales, opioid deaths per 100,000 and opioid
treatment admissions per 10,000. in addition to the opioid deaths included in these numbers,
among those turning to heroin, an upswing in HIV and Hepatitis C infections is occurring. Public
health secondary prevention strategies such as needle exchange programs, antiretroviral
treatment and condom access are needed to control the spread of HiV.

Rates of Opioid Sales, OD Deaths, and Treatment, 1999-2010
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CDC {Cent. Dis. Control Prev.). 2011, Vital signs: overdoses of prescription opioid pain relievers--United
States, 1999-2008. MMWR 60: 1487-92.

Also urgently needed is the expansion of Naloxone and Narcan availability for law enforcement
and others in close proximity of those at risk of overdose.

Sadly the recently passed opioid bilt has virtuaily no new money for prevention and treatment.
The cost of prevention and treatment is cost effective and thus warranted to saves lives, reduce
disability and keep people productive or return them to productivity through effective
treatment.
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NOTE: July 13, 2016
Opioid bill passes, but there’s little money to act on its wish list

Read more here; http:/iwww.thenewstribune.com/news/politics-
government/article89403007 htmi#storylink=cpy

WASHINGTON
With hold-your-nose support from most Democrats, the U.S. Senate overwhelmingly approved
legislation on Wednesday to curb heroin and opioid abuse.

The vote all but assured that President Barack Obama will sign the measure into law despite
concerns about its lack of assured funding to address the nation’s growing drug probiem.

The Comprehensive Addiction and Recovery Act advanced in the Senate by 90-2 after Democrats
foliowed their colleagues in the House of Representatives and dropped calis for the legistation to
include additional funding.

As with Prince, baby boomers’ chronic pain means risk of opioid abuse

Senate Majority Leader Mitch McConnell, R-Ky., called for Senate Democrats to pass the measure,
citing support for the legislation by the National Association of Counties, the National League of
Cities, the Fraternal Order of Police and more than 200 other groups.

In a statement, Sen. Marco Rubio, R-Fla., praised the measure as a significant advance in the drug
fight.

We have a major opioid addiction problem in Fiorida and throughout our nation, and this legislation
is an important step to addressing this health crisis that is taking lives and destroying families. Sen.
Marco Rubio, R-Fla.

“We have a major opioid addiction problem in Florida and throughout our nation, and this legisiation
is an important step to addressing this heaith crisis that is taking lives and destroying families,”
Rubio wrote.

The legislation, crafted by a House-Senate conference committee, allows the federal government to
provide state grants to fund a variety of programs aimed at curbing prescription opioid and heroin
abuse.

Opioids are a class of narcotic pain medications that include prescription drugs like methadone,
oxycodone, Percocet and codeine, along with the illegal drug heroin.
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From 2000 to 2014, the rate of opioid overdose deaths increased 200 percent, sparking a nationwide
crisis that has captured the attention of police and politicians alike.

Today, an estimated 2.1 million Americans are addicted to opioids, including about 467,000 addicted
to illicit opioids like heroin, according to the National institute on Drug Abuse, part of the National
Institutes of Health.

The bili would expand opioid prevention and education activities, boost efforts to identify and treat
incarcerated addicts and provide police and first responders with more naioxone, a drug that blocks
or reverses opioid overdoses. The iegislation also woulid strengthen state programs to monitor and
track opioid prescription activity and allow nurse practitioners to prescribe buprenorphine, a drug that
fights opioid addiction.

As opioid, heroin epidemic worsens, federal government takes action

But to fully fund those initiatives, Congress will have to appropriate much more money after it returns
from the summer recess in September, because the measure authorizes only $181 million in
funding.

In February, Obama asked Congress for $1.1 billion in emergency funding to assist Americans
caught in the grip of heroin and prescription opioid abuse. But last week, Republicans on the
conference committee blocked efforts by Democrats to add $925 million in funding for the bill.

Republicans have called for providing $581. million to the Substance Abuse and Mental Heaith
Services Administration to address opioid abuse in their 2017 fiscal-year funding bill.

On Tuesday, Senate Minority Leader Harry Reid, D-Nev., called the opioid legisiation “a missed
opportunity to do something substantive.”

“Authorizing legislation is a start,” Reid said, “but without resources, it's very, very meaningless. . ..
Without real funding this legisiation is far from adequate.”

Authorizing legislation is a start, but without resources, it's very, very meaningless. . . . Without real
funding this legislation is far from adequate. Sen. Harry Reid, D-Nev., Senate minonity leader
But faced with the prospect of leaving for the summer with nothing to address the nation’s growing
drug problem, Reid joined other Democrats in voting for the measure despite their concerns.

Sen. Richard Blumenthal, D-Conn., who also voted for the measure, said it was “barely a symbolic
step.”
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“The rhetoric on the floor today and throughout our consideration of this bill, unfortunately, is
unmatched by reai dollars,” Blumentha! said Wednesday. “Until we commit resources, our words will
be a glass haif empty.”

Medical and drug prevention experts were equally tepid in their support for the legisiation.

In a statement on behalf of the Coalition to Stop Opicid Overdose, R. Corey Waller, an addiction
specialist in Grand Rapids, Michigan, urged the Senate to pass the measure even though the group
was "disappointed” that the bill lacked the funding to “meaningfully address the opioid crisis.”

“The cost of the opioid epidemic is too high to continue without real legislative solutions: every day
that we put this off we leave hundreds of thousands without treatment and put thousands of lives at
risk,” Waller's statement said.

Dr. Andrew Kolodny, executive director of Physicians for Responsible Opioid Prescribing, said the
group also supported Senate passage and wants President Obama to sign the legislation; which he
called “better than nothing.” He said the measure “will have very little impact without real funding.”

Kolodny also worries that Republicans seekirig re-election will trumpet the bill on the campaign trail
this summer and could return to work in September and not provide any additional funding.

“it does worry me,” said Kolodny, who’s also chief medical officer for Phoenix House, a national
nonprofit addiction treatment agency. “There’s a very big risk that after the election we will not see
members of Congress coming back and appropriating the funding that's needed.”

The legistation is important for Senate Republicans, like Rob Portman of Ohio and Kelly Ayotte of
New Hampshire, who face tough re-election batties in states hit hard by the heroin and opioid
problem.

On Tuesday, Ayotte called for passage of the conference bill, arguing that she would fight for more
funding later. She said failure to pass the bill would be “doing a great disservice to the American
people.”

“It's time for us to rise above the politics and pass this legislation,” Ayotte said.

Read more here: http://www.thenewstribune.com/news/politics-
government/article88403007.htmi#storylink=cpy
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7121/2016 Buprenorphine-naloxone underutilized by Medicare prescribers

IN THE JOURNALS

Buprenorphine-naloxone underutilized by
Medicare prescribers

Lembke A and Chen JH. JAMA Psychiatry. 2016;doi:10.1001/jamapsychiatry.2016.1390.
July 20, 2016

Prescription of buprenorphine-naloxone was significantly lower than prescription of opioid painkillers among
Medicare prescribers, according fo recent findings.

“The population that uses Medicare has among the highest and most rapidly growing prevalence of opioid use
disorder, with more than six of every 1,000 patients (more than 300,000 of 55 million) diagnosed and with
hospitalizations increasing 10% per year. Data on patients with commercial insurance plans show just more
than one of every 1,000 patients diagnosed,” Anna Lembke, MD, and Jonathan H. Chen, MD, PhD, of
Stanford University School of Medicine, California, wrote, “Prevention initiatives are essential for reducing
the number of new patients with opioid use disorder, but treatment will be required for those already addicted
to opioids.”

To compare prescription of buprenorphine-naloxone with prescription of Schedule 1! opioid painkillers,
researchers analyzed data from individual prescribers from the 2013 Medicare Part D claims data set, which
covers approximately 68% of the estimated 55 million individuals receiving Medicare. Data represented
1,188,393,892 claims that cost $80,941,763,731.

There were 6,707 prescribers with 486,099 claims for buprenorphine-naloxone, written for approximately
81,000 patients, compared with 381,575 prescribers with 56,516,854 claims for Schedule Il opioids.

For every 40 family practice physicians who prescribed opioid painkillers, there was one family practice
physician who prescribed buprenorphine-naloxone (71,718 vs. 1,793).

“Pain physicians averaged on the order of thousands of opioid painkiller prescriptions per prescriber
compared with a negligible number of buprenorphine-naloxone prescriptions (mostly < 5),” according to
researchers.

Buprenorphine-naloxone was prescribed most frequently by physicians whose primary specialty was
addiction, with 98.8 claims per year. However, there were only 100 such Medicare prescribers in the United
States.

The top six states by buprenorphine-naloxone claims ratio, defined by researchers as the number of claims in a
drug subset divided by total number of claims for all drugs, included Vermont, Maine, Massachusetts, Rhode
Island, Washington, D.C., and New Hampshire. These states had claims ratios more than 300 times higher
than the national average.

hittp:/Awww. healio. psychiatr iction/r ine/%781c5aalc2-fal7-49b6-8706- 85¢a74a80089% 7D /bupr ine-naloxone-underutilized-by-medicare... 112
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72172016 Buprenorphine-natoxone underytitized by Medicare prescribers

“Buprenorphine-naloxone is underused by Medicare prescribers. Geographic differences in buprenorphine-
naloxone prescribing should be explored to assess state-level variations in advocacy for and barriers to its
use,” the researchers wrote. *“To combat the current prescription opioid epidemic, integration and promotion of
[opioid agonist therapy] should be encouraged, and not just among addiction medicine specialists, who are far
too few to meet the current and projected need. Physicians who prescribe high volumes of opioids and thus
already have an established therapeutic alliance and prior experience with opioid prescribing are especially
well-situated, with some additional training, to intervene when cases of prescription opioid misuse, overuse,
and use disorders arise.” — by Amanda Oldt

Disclosure: The researchers report no relevant financial disclosures.

http:/Awww.bealio.com/psychiatr ict ine/%7B1c5aalc2- fa07-49b5- 8706- 85ea74a80039%70 oup: phi foxory rutitized-iy dicare... 272
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evp,

EdVenture Partaers

Submitted By: Tony Sgro, CEO, and EdVenture Partners
May 27, 2016

How would you craft a marketing campaign in 2016 that

responds to the heroin, fentanyl and opioid epidemic?

I would do this:

Take a cue from the smoking campaign that had that woman who
had a hole coming out of her trachea, and sounded like a
squeezebox when she spoke. She even put her cigarette in the
hole and puffed it. We all said, "Gross!!”

Take a cue from what is working in the countering violent
extremism tool kit of effective techniques and that is to
incorporate former extremist (“formers”) into the messaging

campaign.

In both cases, these spokespersons are “users of tobacco and
doers of extremism.” For a campaign focusing on America’s
Insatiable Demand for Drugs, I would suggests using former
addicts, current users and even former dealers to be
spokespersons. These people are the real deal and will get the

attention of Americans.
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The power of a first person narrative cannot be understated. By
using spokespersons who have lived the hardship, pain,
hopelessness, tragedy and horror of using drugs is going to be
more believable, credible and authentic than crafting just a
"message” educating about drug use, prevention and abuse. In
this instance, it is the power of personal 'storytelling’ that will get
people’s attention. Let these either former and current addicts
speak from the heart about what it is like, the how, what, when,
where and why. Real stories, real people from a wide swath of

socio-economic backgrounds, ages, and geography.

Would you even utilize broadcast television?

In my testimony I advised that TV does not have the viewership or
penetration to reach Gen Z and Gen Y. However, [ would advise
using national television to kick-off the campaign with these first-
person testimonial ads. It would be important to demo these spots

with focus groups to determine the efficacy of each one.

Then, T would roll into the social and digital media campaign to
narrow focus the campaign on various social media platforms.
Start big on TV (cable) to create national awareness throughout
American society and the move down the funnel to target the
audience. If the P2P model is utilized on a national level, these
advertising resources could be offered to university students to
incorporate in their localized campaigns to complement their
social and digital media campaigns that they create and

implement on their college campuses and communities.
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Do you think television shows like Breaking Bad may be

counterproductive in efforts to discourage illicit drug use?

I do not. I believe most people are smart enough to realize it is
Hollywood, however as real-life as the actors and plots are, would
not truly impact a potential drug user to start. Question: have
you tested this hypothesis with the American public? What about

with drug users?

The actors of Breaking Bad could be considered as spokespersons
for this campaign and I believe would be highly effective. They
could also tour high schools and college campuses on a speaking
tour. P2P teams could use this "talent” and showcase them as part

of their P2P campaigns.

During the hearing, General Kelly remarked that recreational
drugs are not victimless, citing the threats against and murders
of public officials and their families in Central and South
America. He continued by saying that maybe people would
view their recreational use differently if confronted with these

facts. Do you think this would be the case?

No. I believe as long as the threats and murders are out of sight
and out of mind, it will not impact behavior of the American public
to reduce drug demand or use. However, once again, I think this

would be a great research project for university market research
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and public health students to undertake across the nation. Has
this suggestion or hypotheses by General Kelly been tested or

researched?

I am sure there will be some Americans who have empathy for
these victims. You bet. However, will it be an effective tool

against the exploration and use of drugs? I believe not.

Additionally, if financial resources are going to be allocated to the
development of a drug demand campaign, I don't think you get
the most value and bang for the buck pursuing a “kind neighbor”

narrative in a society where everything is always "about me”.

#H#
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Post-Hearing Questions for the Record
Submitted to Mr. Robert Budsock
From Senator Ron Johnson

“America’s Insatiable Demand for Drugs”

April 13, 2016

What is the cost and success rate of treatment for drug addiction? Is it a cost effective
solution?

The cost of addiction treatment varies based on the severity of an individual’s substance use
disorder and corollary issues that must be addressed during treatment. These corollary issues
include physical health, mental health, housing, employment and environmental supports.

Treatment for an individual is based on a client centered treatment plan that is established at
admission. At Integrity House the average length of stay for residential treatment is
approximately three months, This initial intensive treatment regimen is then followed by three to
six months of outpatient treatment. The cost for three months of residential treatment is
approximately $9,000. The cost for three months of outpatient treatment is approximately

$3,600.

I have attached several documents to illustrate components of success:

8]

2

The NIDA principles of addiction treatment (attached). On page 12 of the attached PDF
Q: How long does drug addiction treatment usually last?

A Individuals progress through drug addiction treatment at various rates, so there is no
predetermined length of treatment. However, research has shown unequivocaily that good
outcomes are contingent on adequate treatment length, Generally, for residential or
outpatient treatment, participation for less than 90 days is of limited effectiveness,
maintaining positive outcomes. For methadone maintenance, 12 months is considered the
minimum, and some opioid-maintenance for many years.

The National Center on Addiction and Substance Abuse at Columbia University — report
from 2012 “Addiction Medicine: Closing the Gap between Science and
Practice”(attached) Page 125 speaks to the effectiveness of residential therapeutic
community treatment:

This large, national study found that patients enrolled for at least 90 days in a TCT were
significantly less likely to have used cocaine (28percent vs. 55 percent), tested positive
for drug use (19 percent vs. 53 percent), reported daily alcohol use (9 percent vs. 15
percent) or have spent time in jail (24 percent vs. 54 percent) a year after program
participation than those who spent fewer than 90 days in the program. The year following
successful TC completion showed lasting effects along several indicators compared to the
year prior to TC entry: the rate of weekly cocaine use fell from 66.4 percent to 22.1
percent; weekly heroin use, from 17.2 percent to 5.8 percent; heavy alcohol use, from
40.2 percent to 18.8 percent; illegal activity, from 40.5 percent to 13.9 percent; less than
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full- time employment, from 87.6 percent to 77.0percent; and reported suicidal thoughts,
from 23.6 percent to 13.2 percent.

3) A CSAT study which highlights the correlation between length of stay and the
effectiveness of treatment Effectiveness of long-term residential substance abuse
treatment for women: findings from three national studies (attached). The effectiveness of
residential substance abuse treatment for women was examined using data from the
Center for Substance Abuse Treatment's Residential Women and Children/Pregnant and
Postpartum Women (RWC/PPW) Cross-Site Study and two other recent national studies.
Treatment success was defined as posttreatment abstinence from further drug or alcohol
use, measured through in-person follow-up interviews conducted 6-12 months after each
client's discharge. Despite differences in treatment programs, client profiles, follow-up
intervals, data collection methods, and other factors, all three studies found high
treatment success rates--ranging narrowly from 68% to 71% abstinent--among women
who spent six months or more in treatment. Success rates were lower, and between-study
differences were larger, for clients with shorter stays in treatment. Controlling for salient
client and treatment project characteristics, strong associations between length of stay in
treatment and posttreatment abstinence rate were found in all three studies, suggesting
that women's length of stay in residential treatment is a major determinant of treatment
effectiveness. In further analysis of RWC/PPW data, treatment completion was also
found to be an important outcome factor. Among clients who remained in treatment for at
least three months, those who achieved their treatment goals in three to five months
abstinence outcomes were as good as those for clients who took more than six months to
complete their treatment (76%-78% abstinent) and substantially better than those for
clients who did not complete treatment (51%-52% abstinent). Notably, however, most of
the RWC/PPW clients who successfully completed treatment (71%) required six months
or more to do so.

1 have also included a link on the cost of incarceration from The Vera Institute of Justice which I
did not have available during the hearing.
http://www.vera.org/sites/default/files/resources/downloads/price-of-prisons-updated-version-
021914.pdf
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Post-Hearing Questions for the Record
Submitted to Robert Budsock
From Senator Rob Portman

“America’s Insatiable Demand for Drugs”
April 13,2016

1. The Comprehensive Addiction and Recovery Act (CARA) would provide Medication
Assisted Treatment (MAT). What are the benefits of using MAT as part of treatment?

Integrity House and members of Treatment Communities of America (TCA) are in full support
of expanding MAT, but we must adjust our expectations and not expect MAT to be the quick fix,
or “silver bullet” to end addiction. First, it is important to note that MAT is clinically indicated to
include therapy and psychosocial supports as part of a comprehensive treatment regimen;
medication alone is not treatment. For many people struggling to overcome addiction to opioids,
intensive and extended therapy is a key part of recovery. Patients need the psychosocial supports
and other therapeutic approaches to sustain recovery as part of the treatment process, and
medication is only a part of the overall means of treating patients for addiction. Prescribing
medications such as buprenorphine in the early stages of treatment are effective in reducing the
intense cravings that patients experience when they first stop using opiates. The medication
attaches 1o the opioid receptors in the brain and suppresses insatiable urges opiates during the
early stages of recovery. Methadone and buprenorphine have been tested in scores of clinical
trials. Researchers have found that when combined with counseling, they significantly reduce
opioid use and patients are retained in treatment longer.

2. CARA focuses on the need for recovery and for support services for people who are
struggling to overcome addiction. When someone leaves your treatment facility, what are
the kinds of community support that are available? What are the most important things to
help someone sustain recovery?

The Integrity House approach recognizes for pillars to recovery. The first is ensuring that an
individual receives evidence based addiction treatment from licensed professionals. The second
and third pillars are ensuring that the individual rejoins the workforce, and that they obtain safe,
affordable and supportive housing. The fourth pillar of recovery is ensuring that individuals have
established a social, emotional and spiritual support system. Addiction is a chronic disorder and
we must provide care for our patients in the same way that we would work with a diabetes
patient who needs to continue taking their medication, regularly visiting their physician, and
avoiding self-destructive behaviors such as eating high glycemic foods.

At Integrity House, continuing carc planning starts at admission and we ensure that each patient
bas a detailed plan to connect with community resources when they leave of facility. Each
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patient has a self-management plan upon discharge and they are encouraged to come back to our
facility to visit.

3. Drug courts have decreased the number of non-violent offenders going to prison on drug
charges. Are these programs effective?
a. Are there any changes structural changes that make some drug courts better than
others?
b. Are there any alternatives that are either underutilized or not utilized?

Drug Courts have proven to be highly effective at lowering recidivism rates and for providing
access 1o necessary treatment. Suggestions to improve these programs include: lower offender to
probation officer ratios (50:1 is optimnal); mandatory monthly face-to-face visits with the judge;
the tracking and use of metrics to ensure continuous quality improvement; and, increased use of
incentives to recognize the progress of participants. Many Drug Courts have been resistant to the
use of Medication Assisted Treatment. New Jersey now has legisiation that ensures the option of
MAT for Drug Court participants, There still is a lingering bias against the use of MAT in the
criminal justice system, but we are seeing a gradual change in New Jersey.



163

Post-Hearing Questions for the Record
Submitted to Mr. Robert Budsock
From Senator Kelly Ayotte

“America’s Insatiable Demand for Drugs”
April 13,2016

€)) Is it possible to adequately address the complex issue of opioid abuse through one
approach-—whether that be prevention, interdiction, law enforcement, treatment,
recovery? Or do you believe that all these different factors play an integral role in
ensuring that we are able to stem the nation’s rising tide of substance abuse?

Prevention, interdiction, law enforcement, treatment and recovery support are all important
factors in stemming the tide of substance abuse in the United States. From a treatment
provider’s perspective, there is a clear intersection between prevention, treatment and law
enforcement. At Integrity House, almost §5% of the individuals admitted to our programs for
opiate use disorders have prior or current involvement with the criminal justice system. In
many cases, addiction to opiates results in the possession of an illegal substance and a
breakdown in societal norms to sustain the use of this highly addictive substance. Law
enforcement alone won’t curb our nation’s insatiable demand for drugs. The coordination of
law enforcement efforts and treatment programs, such as the local efforts in Gloucester,
Massachusetts 1 and the soon to be launched program in West Orange, New Jersey 2 provide
hope for many communities and individuals who are caught in the scourge of drug addiction.

@ Prevention is a key component in addressing the demand side of this crisis and can
make a difference in combatting substance abuse. What do we need to do to address
a different kind of demand—the demand for treatment?

(3)  Individuals are struggling and many in my home state of New Hampshire, as well as
across the country, who want help are unable to receive it. Prevention—as important
as it is—won’t help those who are already grappling with a substance use disorder.

When it comes to treatment for substance use disorders, a huge gap exists for individuals
who don’t have the resources for medical insurance. These individuals rely on treatment
programs that are publically funded through the Substance Abuse and Mental Health
Services Administration (SAMHSA) Block Grant and Medicaid. While there should be an
increase in the funding for treatment to battle the opiate epidemic through the SAMHSA
Block Grant, the Medicaid Institutions Mental Diseases (IMD) exclusion, prevents
individuals with Medicaid coverage from accessing residential addiction treatment, Most
individuals who are in the grips of addiction need to be immersed into residential treatment
as the first phase of treatment while they are experiencing intense cravings for opiates.
Repeal of the IMD exclusion would expand the resources available to individuals who are in
the grips of addiction.s
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(€] Can you expand on the demand for treatment as well as some ways that the federal,
state, and local levels can work together to help better meet this demand?

At Integrity House we find the demand for addiction treatment continues to exceed the available
resources. At local levels, partnerships between law enforcement and treatment programs such as
those in Gloucester, Massachusetts and West Orange, New Jersey are promising. In many cases,
a brush with the law is the first opportunity for an individual struggling with addiction to connect
with treatment resources. As opposed to arresting and releasing an individual, a referral to an
addiction treatment program as a condition of release would introduce treatment as a way out of
a life of addiction. At the state and federal level, we must ensure that resources are available for
these individuals. This requires full utilization of existing resources, increase allocation for
treatment resources in the SAMHSA Block Grant, and repeal of the IMD exclusion.

(5)  Inyour testimony, you allude to the promise that the parity law is supposed to hold
for individuals with insurance who are seeking treatment for a substance use
disorder. Can you expand on what you are seeing at Integrity House related to the
parity law?

6) Are there circumstances where individuals seeking treatment are being denied by
their insurer when you believe they should be approved for substance use disorder
treatment coverage?

©)] What are some common insurance-related obstacles that may be preventing some of
the individuals seeking treatment at Integrity House from receiving it?

At Integrity House, we see the full implementation of parity for those who qualify for funding
through the SAMHSA Block grant. We don’t see parity for individuals who have Medicaid
coverage because of the IMD exclusion which denies reimbursement for residential addiction
treatment. A small percentage of individuals who we see at Integrity House have commercial
insurance coverage. While we don’t see violations of the parity law, we do see insurance
companies refusing to approve services that are deemed appropriate by our medical personnel.
Most insurance companies will only approve services based on their preset criteria and
frequently rule against the recommendations of medical personnel who are working closely with
the patient. In some cases insurance companies will establish an arbitrary limit on length of
treatment, such as 28 days, rather than utilizing a clinical diagnosis to determine length of stay.
Insurance companies are also deferring to a “fail first” approach which is very dangerous
considering the deadly nature of opiate addiction.

(8)  Inyour testimony, you explicitly mention the Institutions of Mental Disease, or IMD,
exclusion as a barrier to treatment. Could you describe in more detail how the IMD
exclusion impacts Integrity House?
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At Integrity House, we serve Medicaid eligible clients who can’t receive residential treatment
due to the Medicaid IMD. Medicaid will cover outpatient treatment, but not residential. We have
a subset of patients who need the more intensive level of treatment for a longer duration and
when they can’t get it leads to fewer clients with positive outcomes.

Integrity House is a member of Treatment Communities of America (TCA), which continues to
advocate for the repeal of the IMD exclusion. Below is a detailed explanation of the IMD
exclusion and the consequences to individuals who need a full continuum of care which in many
cases includes residential treatment.

Medicaid funds are not available to certain alcohol and drug addiction community-based
residential treatment facilities for services provided to individuals between the ages of 22 and 64
for facilities of 17 beds or more. Specifically, Title X1X of the Social Security Act restricts
Medicaid reimbursements to Institutions for Mental Diseases (IMD) [42USC 1396d].

Residential treatment facilities are unintentionally impacted by the 1965 IMD Exclusion because
substance abuse treatment services are not distinguished from mental health services in statute or
regulation, The Centers for Medicaid and Medicare Services (CMS) has linked substance abuse
with mental health, categorizing addictive disorders as mental disorders under the International
Classifieation of Diseases, 9th Edition (ICD-9). CMS also interprets “institution” within the IMD
statute to include community-based substance abuse non-hospital residential treatment facilities.
This rule originated in 1965 during the move to de-institutionalize mental health patients.
Instead, it encourages resources to be directed instead towards community-based treatments.
Residential treatment facilities are located mostly in the neighborhoods and communities in
which their clients live and work. TCA does not believe the Congressional intent was to
adversely impact the treatment of those with drug and alcohol addictions, yet the IMD Exclusion
jeopardizes these essential services.3

® Do you have an estimate as to how many people who wanted help you had to turn
away from treatment because of this outdated policy?

Integrity House has 420 licensed residential addiction treatment beds. As of May 20, 2016 we
have a waiting list of 150 individuals who are in need residential addiction treatment. The
average wait time to get into residential treatment is 8-12 weeks.

1. http://gloucesterpd.com/addicts/

2. Operation Hope West Orange Police Department(attached)

3. http://www.treatmentcommunitiesofamerica.org/index.php?option=com_content&vie
w=article&id=118&Itemid=22
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WEST ORANGE POLICE DEPARTMENT

WRITTEN DIRECTIVE SYSTEM 7:46

Operation Hope (Heroin — Opiate Prevention Effort)

Effective Date: Supersedes:

7:46-1

7:46-2

7:46-3

7:46

PURPOSE

The purpose of this directive is to codify this agency’s policy and procedures
concerning Operation Hope (the Heroin ~ Opiate Prevention Effort).

POLICY

it is the policy of this agency to the West Orange Police Department’s Operation
HOPE shall seek to reduce the impact of heroin and opiate abuse on our
community while encouraging those who suffer from addiction to seek help and
experience recovery. We will treat those suffering from addiction with
compassion, care and concern — while fairly enforcing the law.

All agency supervisors are responsible for ensuring this policy is followed.

GENERAL
It is the philosophy of the West Orange Police Department that:

We will support a three-prong approach to combatting illegal drugs -
Enforcement, Education, and Treatment.

We will recognize that addiction is a disease which can benefit from medical
intervention and treatment.

Officers responding to any cail for service or performing any police action will be
cognizant for the potential that the involved parties may be suffering from heroin
and/or opiate addiction.

Officers interacting with persons suffering from addiction will be professional,
compassionate and understanding at alf times. Often times, peopie suffering from
addiction ask for help only as a “last resort” and may be considering seif-harm or
suicide. Your interaction with them can help make a difference.

In all instances, officers will continue to take enforcement action within their
discretion and normal scope of duties to address criminal activity. At the same
time, officers will recognize the fact that such criminal activity may result from a
medical condition {(addiction).

In addition to any police action taken in such circumstances involving known or
suspected heroin ~ opiate addiction (i.e. citizen contacts, warnings, summons,
arrest etc.), the officer will provide the involved parties an Operation HOPE flyer
advising them of the program and related services.

OPERATION HOPE 3/22/16 Page 1 of 5
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The department will make use of its social media presence (i.e. Facebook,
Twitter etc.) to market Operation HOPE using the same messages
communicated in the flyer.

GENERAL PROCEDURES
It shall be the policy of the West Qrange Police Department that:

Any person who enters the police station and requests help with their addiction to
heroin or opiates will immediately be screened for potential participation in
Operation HOPE.

If the initial contact is made on the street, officers will use the discretion that is
exercised on a daily basis. This program specifically and exclusively applies to
persons who present for help at the police station.

All department personnel having contact with anyone entering the West Orange
Police Department and requesting help with their addiction will be professional,
compassionate and understanding at aff times.

if such a person who has requested help with their addiction is in possession of
drugs or drug paraphernalia (needles, etc.), they will not be criminally charged.
The materials will be collected and secured as per evidence procedures for later
destruction.

There shall be no questioning of the person requesting help in an attempt to
collect drug intelligence, determine the origins of any drugs relinquished by the
person, or any other effort which may undermine the intended purpose of this
program which is primarily to encourage persons to seek police assistance in
getting help for their addiction without fear of arrest or police action.

The officer or other agency personnel having initial contact with the program
participant will immediately notify the desk supervisor that a potential Operation
HOPE participant is requesting help with their addiction.

NOTE: The Operation HOPE “Angel Kit”, containing program guidance and supporting
materials, will be stored in in the Victim/Witness Room with extra copies located in
Central Communications.

7:46-5

7:48

Specific Program Implementation

The patrot supervisor, dispatcher and/or assigned officer will take the following

Upon entering the West Orange Police Department, an officer will be assigned to
monitor any person requesting assistance under Operation HOPE until such time
Operation HOPE intake is initiated.

The participant will be treated with respect, care and compassion and reassured that
assistance will be provided.

The program participant may stay in the front lobby until the assigned officer arrives.
They will be kept under visual observation to ensure they are not ili or in distress.
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If at any time the participant is noted to be in medical distress, appears to be physically
il or requests medical assistance, EMS personne! will be assigned to respond as in any
medical emergency.

Partfcipation in Operation HOPE is voluntary. if a potential program participant
subsequently elects not to request assistance or continue with program screening, they
will be allowed to depart and no force wilf be used to detain them or prevent them from
doing so.

Central Communications will generate a CAD entry under the Operation HOPE call type,
an officer will be assigned to the call and an incident number generated.

NQTE: The shift supervisor may exercise discretion in which officer is assigned to the
call based upon call volume, conflicting calls-for-service, and other factors.

Upon arrival of the assigned officer, the officer will ascertain and verify if the program
participant possesses any contraband they wish to relinquish or possesses any weapons
(i.e. prudent officer safety measures). As part of the Program Participation Agreement,
the participant signs and agrees to allow the law enforcement officer to perform a safety
frisk for weapons, contrabands, needies or paraphernalia. The intent of the frisk is
provide a safe environment for the officer, angel and participant as well.

The officer will bring the program participant to the interview room.

The officer will assure the participant that it is our goal to assist them in partaking in the
treatment options and the program hosted by The integrity House. The participant will
be treated with respect, care, and compassion.

The assigned officer will ensure that West Orange Police Department Operation HOPE
Program Participant Agreement and West Orange Police Department Operation HOPE
Intake Form are completed.

The assigned officer will take steps to positively identify the program participant through
a photo driver’s license, photo identification card, or other means.

Upon compietion of the Operation HOPE Intake Form and Program Participant
Agreement :

<The assigned officer will again inguire if the program participant has any drugs
and/or drug paraphernalia to relinquish. if so:

» The items will be inventoried. The receiving officer will enter a brief
description of the items in the QED Property Tabs. The property shouid
be classified as "Found Property” for evidence intake and destruction
purposes.

= The items will be packaged in an appropriate manner (to include the use
of “sharps containers” if appropriate) and marked with the incident case
number, officer name, date, time and item description only. There is no
need to mention the participant’s name on the evidence.

* The items will be placed in a storage locker in the Booking Room for later
retrieval by Central Record Bureau personnel.
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= if at any point a subject who has relinquished drugs and/or drug
equipment under Operation HOPE subsequently withdraws their request
for assistance or elects to discontinue program screening, they will not be
charged with po ing the items they have aiready relinquished.

= The assigned officer will ensure that Central Communications conducts
an NCIC/SCIC and any other applicable checks on the participant.

» The officer processing the Operation HOPE intake will review the
NCIC/SCIC resuits to determine if any of the following Operation HOPE
disqualifying factors exist.

Persons in the following categories ARE NOT ELIGIBLE TO PARTICIPATE iN
OPERATION HOPE ~

<The subject has an outstanding arrest warrant.

NOTE: Should the subject have an actionable New Jersey or other jurisdiction
arrest warrant, he/she will be deemed ineligible to participate in the program, will
be taken into custody as routinely done. They should be informed that upon
completion of their legal obligations associated with the warrant, they may again
seek help under Operation HOPE,

<The subject is a registered sex offender and/or has previously been convicted of
a felony sex offense.

NOTE: Should the subject be a registered sex offender and/or has previously
been convicted of a felony sex offense, he/she will be deemed ineligible to
participate in the program and there is no referral information we can provide.

<The officer or patrol supervisor expresses the reasonable belief that the ANGEL
volunteer or others could be seriously harmed by the subject.

< The subject is under age 18 and does not have parent or guardian consent

<If at any time the participant is noted to be in medical distress or appears to be
physically ill or requests medical assistance, EMS personnel will be assigned to
respond as in any medical emergency.
NOTE: Should EMS personnel deem it medically necessary, the program
participant may be transported to a medical facility. In such an instance, the
responding Operation HOPE Angel(s) will be informed of the participant’s status
and location.

FOLLOWING INITIAL SCREENING AND CONFIRMATION THAT THE SUBJECT IS
ELIGIBLE TO PARTICIPATE IN OPERATION HOPE:

7:46

Dispatch will contact an Operation HOPE “Angel” from the Angel call-out list. The Angel
will be informed that an Operation HOPE intake is occurring and be requested to
respond to the West Orange Police Department. Dispatch will ascertain an approximate
estimated time of arrival of the Angel and inform the officer.
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Upon arrival of the Angel, the officer will brief the Angel on the situation. The officer will
provide the Angel a copy of the participant’s completed Operation HOPE Program
Participant Agreement and West Orange Police Department Operation HOPE Intake
Form. The officer will also provide the Angel with the “Angel Kit", stored in the
Victim/Witness Room.

The officer will introduce the Angel (by first name only) and transition the program
participant to the care of the Angel. The officer shall remain in close proximity to the
Victim/Witness Room at all times. The safety of the volunteer Angel and the well-being
of the participant is an integrai part of the officer’s responsibility.

The officer will accomplish a brief incident Report. An Operation HOPE {(Non-Criminal
report) category has been created in QED. Original copies of the participant’'s
Operation HOPE Program Participant Agreement and West Orange Police Department
Operation HOPE Intake Form will be forwarded up the chain of command and then
forwarded to Records as per usual record keeping protocol.

If the Angel subsequently advises that the participant is unable to be placed after
exhausting ali possible methods, the participant is not to leave without being given a
plan to continue with help. The participant shall be afforded every courtesy to find them a
safe place upon departure.

For Additional Assistance

In the event the Angel(s) have questions or require additional assistance, please contact
one of the following:

Ange! Coordinator; Patricia Duffy 973-325-4105
Placement Coordinator: Mark Ackerman 973-558-2648
Law Enforcement Liaison: Captain Thomas Montesion 973-325-4174

Lieutenant Richard McDonald 973-325-4036

NOTE: DO NOT RELEASE THE ABOVE CONTACT INFORMATION TO ANGELS,
PROGRAM PARTICIPANTS, OR NON-LAW ENFORCEMENT PERSONNEL. IF
REQUIRED, DISPATCH SHOULD CONTACT THE ABOVE PERSONNEL.

7:46
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PREFAGE

RUG ADOICTION IS5 A COMPLEX ILLNESS.
It is characte

ned by intense and, at dmes,
uncontrollable drug craving, along with compulsive drag
seeking and use that persist even in the face of devastating
This update of the National Institute on
Divug Abuse’s Principiles of Drug Addiction Treatnent is
intended to address addiction 1o a wide variety of drugs,
including nicotine, alcohol, and illicit and pr ption

foor healihe:

consequenc:

Ve S & TESOUL

anel other stakehalde:

in need

acl problems faced by putienl
of treatment for drug abuse or addicton.

Addiction affects multiple brain cireuits, including
those involved i reward and motivation, learning and

memory, and inhibitory control sver behavior, That is
why addiction is a brain disease, Some individuals are
more vulnerable than others 1 becoming addicte

depending on the interplay hetween genetic makeup, age
af exposure 1o drugs, and other environmental influences.

While a person initdally chooses to take drugs, over time
the effects of prolonged exposure on brain functioning
compromise that ability to choose, and seeking and
consining the deag become compulsive, often cluding
a persorr’s self-control or wiflpower.

But addiction is more than jusi compulsive drug tuking
it can also produce caching heulth md soctal

equences. For example, drug abuse and addiction

€ons

inc

a persoi’s risk for a variety of other mental and
| llnesses refaied o a drug-abusing lifestyle or the
effects of the drugs themselves, Additonally, the

dysfunctional behaviors that
e with a person

ssult frora dlrug abuse can

normal functioning in the fumnily
the workplace, and the browder community.

Because drug abuse and addiction have so man
ions and distupt so many aspects of an individaal's

dime
life, weatment is not siwple, Elffective treatment programs

VLT



orporate many components, each directed

ically inc
t0 & partcyl

typical

1ts £onse:

far aspect of the Moess and §

Addiction weatment must help the individual stop

v, and achieve
v, at work, and

ree lifistyle,

drugs, maintain a drog-f

using d

n

st poople

=

he €

ctioming in t

e fun

Be

productiv

3

isad

iction

acich
cannot simply stop using drugs for a few d

CAUSE 4

ays and be

CXIY GF TEDE;

ally vequir

pic
e 10 achi

:d. Patients ty

£

ained

it

he ulti

jeve o
e and recovery of their liv

sodes of ¢

epi
aby

e goal of sust

stinenc

value

ce demonstrate th

research and clinical pra

of

of

s variety

[ction, wiih a

add;

continuing care in freating

in

grated

inies

ol and i

5 been teste

avin,

aches h

APPIo:

tings.

v s

Community

fential and ¢

resid

CSS TEW 16

1l harne

re, we wi

As we look toward the futw

tics and environment on

results on the influence of gene

ties), which

epigene

€.,

and expression (i

ene function

o
ES

alding the development of personalized reatment

are he

F-
B
ie
EZ
s 3
=
ER-
2
I
23
i
e £
=

which

ir impleme

anel thies

and addiction e

guide,

ceted i thi

ate refle

Nora D, Volkoy

Director

al Institute on Drug Abuse




 PRINGIBLES

OF EFFECTIVE
TREATMENT

sulting in changes that pe long after

. This may explain why drug abusers

the type of dragiantl the chavacteristics of the patients.
Matching treatment seuings, interventions, and services
to an individual’s particular problems and needs is eritical
to his or her ulimate success in returning to productive
functioning in the family, workplace, and society.

TREATMEMT NEEDS TO BE READILY AVAILABLE,
Because drug-addicted individuals may be uncertain -
about entering treatinent, taking advantage of available
rvices the moment people: are ready for treatment is

. Potential patients can be lost if treatment is not
immediately available or readily accessible, As with

other chronic dis
in the disease process, the greater the likelhood of
posit

eritic

the catlier treatment is offered

S,

outcomes.

€

EFFECTIVE TREATMENT ATTENDS TO MULTIPLE
NEEDS DF THE INDIVIDUAL, NOT JUST HIS

, treatment
idual’s drug abuse and any
yehological, social, vocational;

L Jtis

OR HER DRuUG aBUSE. To be cffective
must address the ind
cated medical, ps
and legal problem,
he appropriate 0 the individual’s age, gender, ethnicity,
and culture.

assc

o important that treatment.

REMAINING IN TREATMENT FOR AN ADEGUATE’
PERIOD OF TIME IS GRITICAL, The appropriate
duration for an individual depends on the type and degree
of the patient’s problems and needs. Research indicates
that most addicted individnals need at least 3 months in

treatment to significantly reduce or stop their drug use
and that the best outcomes oceur with longer durations

of treaument. Recovery from drug addiction is a long-
term process and frequently requires multiple episodes of,
treatment. As with other chroni , telapses to drug
gnal a n for treaunent to
be reinstated or adjus > individuals often
treatment prematurely, programs should include strategies
catment.

> illnes

abuse can occur and should

ech. Becaus

to engage and keep patients in tr

BEHAVIORAL THERAPIES-—INCLUDING
INDIVIDUAL, FAMILY, OR GROUP COUNSELING—
ARE THE MDOST GOMMONLY USED FORMS DF
DRUG ABUSE TREATMENT. Behavioral therapics
vary in their focus and may involve addressing a patient’s
motivation to change, providing incentives for abstinence,
building skills to resist drug use, replacing drug-using
activities with constructive and rewarding activities,
improving problem-solving skills, and facilitating better
interpersonal relationships. Also, participation in group
therapy and other peer support programs during and
following treatinent can help maintain abstinence.

MEDICATIONS ARE AN IMPDRTANT ELEMENT OF
TREATMENT FOR MANY PATIENTS, ESPECIALLY
WHEN GOMBINED WITH COUNSELING AND
OTHER BEHAVIORAL THERAPIES. For example,
methadone, buprenorphine, and raltrexone {inctuding

a new long-acting formulation) are cffective in helping
individuals addicted to heroin or other opioids stabilize
their fives and reduce their illicit drug use. Acamprosate,
disulfiran?, and nalirexone are medications approved

far treating alcohol dependence. For persons addicted

to nicotine, a nicotine replacement product (avaitable

as patches, gum, lozenges, or nas
medication {such as bupropion or vareni i
an effective component of treatment when part of o
comprehensive behavioral treatient program.

| spray} or an oral

9LT
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AN INDIVIDUAL'S TREATMENT AND SERVICES
FLAN MUST BE ASSESSED CONTINUALLY AND.
MODIFIED AS NECESSARY TO ENSURE THAT

T MEETS HIS OR HER CHANGING NEEDS. &
patient may require varying combinations of services and
treatment components during the course of treamment and
g
, family
silitation,
s

choth

recovery. In addidon 1o couns
patient may require medic

ing or

ation, medical service

therapy, parenting instruction, vocational rehal
and/or social and fegal

ervices. For many patie
continuing care approach provides the best results, with
the reatment intensity varying according 1o a person's

changing needs.

@

MANY DRUB-ADDICTED INDIVIDUALS ALSO
HAVE OTHER MENTAL DISORDERS. Because

drug abuse and addiction  both of which are mental
disorders-often co-occur with other mental ilnes

essedd
for the otheris). And when these problems co-occur,
treaument should addr

patients presenting with one condition should he a

5 both {or al
medications as appropriate,

ncluding the use of

MEDIGALLY ASSISTED DETOXIFICATION

15 ONLY THE FIRST STAGE OF ADDICTION
TREATMENT AND BY ITSELF DDES LITTLE TQ
CHANGE LONG-TERM DRUB ABUSE. Alihough
medically assi

ted detoxilication can safely manage the
acute physical symptoms of withdrawal and can, for
some, pave the way for efl

tive long-term addiction
areatrent, detoxification alone is rar

y sufficient to help
addicted individuals achicve long-term abstinence, Thus,
patients shauld be encouraged 1o continue deag treatiment
following detoxification. Moativational enhancement and
incentive

rategies, begun at inidal patient intake, can
improve treatment engagement.

TREATMENT DOES NOT NEEO TD BE
VOLUNTARY TO BE EFFECTIVE. Sanctions or
and/or the
sstem can significantly increase treatment
of drug

endcements from fanily, employment

ings.

eriminal justic

entry, revention rates, and the ulimate succ

freatment terventions.

DRUG USE DURING TREATMENT MUST BE
MOMITORED CONTINUDUSLY, AS LAPSES
DURING TREATMENT DO OCCUR. Knowing their
drag use is being monitored can be a powerful incentive
for patients and can help them withstand urges to use
drugs. Monitoring also provides an carly indication of 2

veturn o drug use, signaling o possible need to adjust.an

individual’s treatment plan to better meet his or her needs.

TREATMENT PROGRAMS SHOULD TEST
PATIENTS FOR THE PRESENCE OF HiIV/AIDS,
HEPATITIS B aND C, TUBERCULOSIS, AND
OTHER INFECTIOUS DISEASES, AS WELL

AS PROVIDE TARBETED RISK-REDUCTION
COUNSELING, LINKING PATIENTS TD
TREATMENT (¢ NECESSARY. Typically, drug abuse
treatment addresses some of the drug-related behaviors

that put people at risk of infectious discases. Targeted
counseling focused on reducing infectious disease visk
can help patients further reduce or avoid substance-

related and other high-risk behauviors, Counseling can

ilness. Moreover, engaging in subistance abuse treatment
can facilitate adherence w other medical treatments.
houtd provide onsite,
1o offsite testing
the likelihood

ted and receive their test results.

T iders should also inform patients that
highly active antiretvoviral thevapy (HAARTY has proven
clfective in combating HIV, including among drug-
abusing populations, and help link then to HIV geatment

s hielp those who are already infected to manage their

Substance abuse treatment Tacilitie
rapid HIV tesdng rather than vefesy
thai doing so ino

ek show:
that patients will e

e

tment pro

if they test positive.,

LLT



FREQUENTLY ASKED
QUESTIONS

I

WHY DO DRUG-ADDICTED PERSONS KEEP
USING DRUGS?

ve at the outset that
an stop using drugs on their own, and most wy

Al addicted individuals heli

to swp without treatment. Although somie people are
successful, many atempts resalt in failuve to achieve long-
term abstinence. Res

arch has shown that long-term drug

abuse resulss i changes i the brain that persist fong after
a person stops using drugs. These deug-induced changes
in brain function can bave many behavioral consequences,

including an inability to exert control over the impulse

10 use drugs despite adverse consequences=the defining
characteristic of addiction.

LONG-TERM DRUWG USE RESULTé IN SIENIFchNT
CHANGES IN. BRAIN FUNCTION: THAT CAN
FERSIST LONG AFTER THE INDIVIDUAL STORS
USING: DRUGS.

Understanding that addiction has such a fundamental
biological component may help explain the difficulty
of achicving and maintaining abstinence without

treatment. Psychological stress from work. family problems

psychiatic \ansx, Ppain associated with medical probleras,

social cues

wh as roceting individuals from one’s drag-
, or envivonmental cues

using past} s such as encountering

r)b]vr £5, OF €
ger ml«*n

st smells assockued with drug abus

vings without the individual even
iously aware of the wiggering

mm-d
verthe

one of (he\z factors can hinder attainment of sus

abstinence and make refapse more likely

research indicates that active participation in treatment is
an essential component for good outcomes and can benefit
even the most severely addicted individuals,
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Components of Compreher catment

fve Drug Abuse

viddia! prdiznt.

WHAT |5 DRUG ADDICTION TREATMENT?
Drug treatment is intended to help addicted individuals
stop compulsive drug seeking and use, Treatment can

ocour fn o variety of setings, take many different forms

and last for different lengehs of tme. Because drug
addiction is typically o chronic disorder chavacterized by

teen, one-thine reatment i

oceasional relapses. a short

asnally not sufficient, For many, treatment is a long-terny
process that involves multiple interventions and regulay
monitoring,

There are a variety of evidence-based approaches

to treating addiction. Drug treatment can include

behavioral therapy s

uch as cognitive-behavioral
therapy or contingency management}, recdications, or
their conhination. The specific type of tweatment or

combinaton of treatments will vary depending on the
patient’s individual needs and, often, on the types of drugs
they use,

DRLU ADDIGTION TREATMENT CAN INCLUDE
MEDICATIONS,. BEHAVIORAL THERAPIES, OR
THEIR. GOMBINATION:

Treatment niedications, such as methadone,
buprenorphine, and ralivexone fncluding a new long-
available for individuals addicred

acting formufation), a

o opioids, while nicotine preparations {patches, gum,

enicline

lozenges, and nasal spray} and the medication:
and bupropion are available for individuals addicied w
, and nalwexone are

tohaceo, Disulfivam, acamprosat

medications available for treating aleohol dependenc
which commondy co-occurs with other drug addictions,
including addiction to prescription medications.

wments for prescription drug abuse tend w be

similar 1o those for illicit drugs that affect the same hrain
systems. For example, buprenorphine, used to treat heroin
addicdon, can also De used o weat addiction o opioid
pain medications, Addi
1 affect the
ne, can be weated with behavioral therapies, as there

ion to prescription stirmulans,
me brain systemns as licit stivmlants like

are not yet medie ton 10 these

tions for ireating acd

types of drugs.

Behavioral therapies can help motivate people ©
participate in drug treatment, olter s

with drug cravings, teach ways o avoid drugs and pre
relapse, and help individuals deal with relapse if it

Beha ip people improve
comnunication, ting skills, as well

oeeur oral therapies can also b

lationship, and pare

as family dynamni

Another drug, topiramate, has also shown promise in Studies and is sometimes prescribed (oft-iabeh)
for this purpese althcugh it has not received EDA aposoval as a treatment for aliohol dependense,
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Many weatiient programs employ both individoal and
s social

group therapies, Group therapy can provid
reinforcement and help entorce behavioral comtingencies
that promote abstinence and a non-drug-using feswyle.
Some of the more established hehavioral treatments, such
as contingeney management and cognitive-behavioral

g adapted for group settings o

iherapy, are also being
unprove efficiency and cost-effectiveness. However,

particulnly in adolescents, there can also be a danger

of unintended harmful for fatrogenic effects of group:
fally groups
inquent youtht can reinforce drug use and

nyr b

reanment - sometimes

{espe

of Lighly dei
thevely deradl the purpose of the therapy, Thus, teained

counselors showld be aware of and monitor for such effects.

Because they work on different aspects of addiction,

combinasions of behaviorl therapics and medications

twhen available: gencrally appear to be more effective than
either approach wsed alone,

Finally, people whe are addicied to drugs ofien suffer from
other health fe.gy, depression, HIVY, occupational, legal,

familial, and social problens that should be addre:
coneurrently. The best programs provide a combination of

sed

therapies and other services 1o mevt an individual patient's
needs. Psvchoactive medicatons, such as antdepressants,
ant-anxiety agents, mood stabilizers, and antipsychotic

medications

iy he eritical for reatment success when
patients have co-cecurdng montal disorders such as

depres
disorder, bipolar disovder, or schizophrenia, Tn

sion, anxiety disorders iincluding post-trawmatic

STT

e addiction abuse maudiiple

addition, most people with seve;
drugs and vequire teatment for all substnces abused,

TREATMENT FOR DRUG ABUSE AND' ADDIGTION
1S, DELIVERED IN MANY DIFFERENT SETTINGS
USING A VARIETY OF BEHAVIORAL AND
PHARMACOLOGIGAL APPROACHES.

HOw EFFECTIVE 15 DRUG ADDICTION
TREATMENT?

In addition to stopping drug abuse, the goal of treatrment
is to retrn people o productive functioning in the family,
workplace, and community, According o research that
tracks individuals in treatment over extended periods,
rmost people who get into and remain in teatmment stop
wsing drugs, decrease their criminal activity, and improve
1), and psvchologicad functioning,

their oceupational, soc

For example, methadone rreatment has been shown ©

ine ipation in hehavioral therapy and devrease

cast part

both drug use and criminal bebavior, However, individual
treatment outeomes depend on the extent and natare of
teness of treatment

the paitent’s problems, the appropriz
and related services used w address those problems, and
the quality of interaction between the patiens aud his or

hey treatrent providers,

RELAPSE RATES FOR ADDRICTION RESEMBLE
THOSE OF OTHER CHROMNIC DISEASES SUCH
AS DIABETES, HYPERTENSIUN, AND ASTHMA:

Like other chronie diseases, addiction can be managed

successtully, Treatment enables peaple to counteract
addietion’s poserful disruptive effects on the brain and
behavior and o regain control of their lives, The chivonie
nature of the disease means that relapsing 1o drug abuse s
not only possible but also likely, with symptom recurrence
rates similar 10 those for other well-characterized chronic

such as diabete

medical illnesses . hypertension, and
asthma fsee figure, “Comparison of Retapse Rates

Berween Drug Addicton and Othe
that also have hoth physiological and Dehuwdoral

Chronie Hnesse

COMPONENES.
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COMPARISON UF RELAPSE RATES
BETWEEN DRUG ADDICTION AND
OTHER CHRONIC ILLNESSES

Percentage of Patients Who Relapse

TYPE | OIABETES

DRUG ADDICTION

HYFERTENSION

ASTHMA

ar 1o the approach taken

ample, when a patient iy
on and symptoms

recel unent for hyperten:

g active ny
shial, even though

decrease, weatment is de
rwhen treatment is disconiinie
0 drug abuse do noy

SYHIPIOMS 1Ay 1o
For the addicted individual, lapses
indicate fatare  rather, they signify that treatment needs

to be veinstated or adjusted, or that alternate treabment
hy is Addiction Treatment

is needed fsee figure.
Evaluated Differently?

IS DRUG ADDICTION TREATMENT WORTH
ITS COST?

$600 biflion
annually and teatment can help reduce these costs, Drug

Substance abuse costs our Nation ove

aceiction treatment has been shown o reduce associated

WHY IS AODICTION TREATMENT EVALUATED DIFFERENTLY?

SEVERITY OF CONDITION

o

T )

o

Hypertension Treatment

FRE

BOTH REQUIRE ONBGOING CARE
Addiction Treatment

[

£

S

DURING FOsST

Il.l 2
1
]

DURING FasST PRE

STAGE OF TREATMENT

health and so
oreatment itsell. Treatment is
shan its alternatives, such as ncarcerating addicted

Tl costs by far more than the cost of the

"

alses much less expe

r

persons. For example, the average costfor | ult
approximately

of methadone maintenance eament

reas | full vear of imprisonment

34700 per patient, wi 3
$24,000 per person.

costs approximare

DRUG ADDICTION TREATMENT REDUGES
DRUG USE AND . {TS ASSOCIATED HEALTH
AND: SOGIAL COSTS,

According 1o several conservative estiniates, cvery dollar
invested in addiction weatment programs vields a return
of between $4 and $7 in reduced drug-related erime,

avings related 0

criminal justice costs, and thett. When s
healthcare are included, total savings can exceed costs
Major savi
i society also stem from fewer

hgs 1o the individual and

by a ratio of 1210

serpersonal conflicts
clated

viny: and fewer dr

Ez

ster workplace produe

oses and deaths.

dents, including ove
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How LONG DOES DRUG ADDICTION
TREATMENT USUALLY LAST?

Individuals progress through drug addiction treatment

4t various rates, so there is no predetermined length of

weatment. However, research has shown unequivocally

that good outeomes are contingent on adequate treatment
lengtly. Generally, for residential or outpatient treatment,

is of limited effectiveness,

participation for less
commended for

and treatment lasting significs
maintaining positive outcomes, For methadone maintenance,
12 months is considered the minimum, and some opioid-
addicted individuals continge to benefit from methadone

maintenance for many years.

GDDOD DUTCOMES: ARE. CONTINGENT: ON,

ADEQUATE TREATMENT: LENGTH:.

Treatment dropout is one of the major problems

encountered by treatment programs; therefore, motivational
techniques that can keep patients engaged will also improve
outcomes. By viewing addiction as a chronic disease and
offering continuing care and monitoring, programs can
suceeed, but this will often require muldple episodes of
wreatment and readily readmitting patients that have relapsed.

WHAT HELPS PEOPLE STAY IN TREATMENT?

Because suce
staying in treaument fong enough to reap its fulf benefits,
for keeping people in treatment are critical,
Whether a patient stays in treatment depends on factors
associated with both the individual and the progrant.
gement and retention

ful outcomes ofien depend on a person’s

Individual factors refated to engag
typically include motivation o change drug-using bebavior;

degree of support from family and friends; and, frequently,

pressure from the criminal justice system, child protection
services, employers, or family. Within a weatment program,

successful clinicians can establish 4 positive, therapeutic
refationship with their patients. The clinician should
ensure that a tedmment plan is developed cooperatively
with the person seeking treatment, that the plan is
followed, and that treatment expectations are cleasly

understood. Medical, psychiatric, and social services
should also be asuilable:

WHETHER A PATIENT STAYS IN TREATMENT
DEPENDS OM.FAGCTDRS ASSDCIATED WiTH
BOTH THEINDIVIDUAL AMD ' THE PROGRAM.

Because some problems (snch as sexious medical or
mental illness or criminal involvement} increase the
Tikelihood of patients dropping out of treatment, inten:
interventions may be required to retain them. After a
course of intensive weatment, the provider should ensure
a transition to less intensive continuing care 1o suppore

and monitor individuals in their ongoing recovery.

How DO WE GET MORE SUBSTARNECE-
ABUSING PEOPLE INTO TREATMERNT?

been known for many years that the “treatment

is massive - that is, among those who need treatment
a substance we disorder, few veceive it In 2011, 21.6
million persons aged 12 or older needed treatment for an
illicit drug or aleohol use problem, but only 2.3 miflion

received treatment at a specialty substance abuse facility.

Reducing this gap requires a multipronged approach.
Strategies include increasing access to effective treaonent,
now in ity carliest phase of

achieving insurance parity
implementation}, reducing sigma, and raising awareness
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among both ts and healtheare professionals of
the value of addiction treatment. To assist physicians in
identifying treatrment need in their patients and making
appropriate referrals, NIDA is eucouraging widespread
use of screening, briefl intervention, and referral o
treatment (SBIRT) tools for use in primary care settings
through its NIDAMED initiative. SBIRT, which evi
shows 10 be effective against tobacco and aleohol use
and, increas scription
drugs: - has the potential not only to catch people before
serious drug problems develop but ako to identify people
in need of treatment and connect them with appropriate
treatment providers.

idence

ngly, against abuse of illicit and pre

HOwW GAN FAMILY AND FRIENDS MAKE A
DIFFERENCE IN THE LIFE OF SOMEONE
MNMEEDING TREATMENT?

Family and friends can play al roles in motivating
individuals with drug prablems to enter and stay in
treatment. Family therapy can also be important;
especially for adolescents, Involvement of a family
member or significant other in an individual’s rreatment
program can strengthen and extend weatment benefits;

WHERE CAN FAMILY MEMBERS GO FOR
INFORMATION ON TREATMENT OPTIONS?

‘Trying to locate appropriate treatment for a loved one,
especially finding a program tailored o an individuals
particular needs, can be a difficult process, However, there
are some reseurces to help with this process. For example,
NIDAs handbook Secking Drug Abuse Treatment: Know
What to Ask offers guidance in finding the right treatment
program. Numerous online resources can help locate a
local program o provide other information, including:

The Substance Abuse and Mental Health Services
Administration (SAMHSA} maintains a Web sie
ifindtreaiment. semhsa.g
residential, ourpatient, and hospital inpatient treatiment
programs for drug addiction and alcoholism throughout
the country. This information is also accessible by
calling 1-800-662-HE

vl that shows the location of

he National Suicide Prevention Lifcline {1-800-273-
TALK offers more than just suicide prevention - it
can also help with a host of issues, including drug
anct alcohol abuse, and can connect individuals with a
nearby professional,

The Nativnal Alliance on Mental Hiness inami.ongy and
Mental Health America mentalhealthamerica.nel) are
alliances of nonprofit, self-help support organizations
for patients and families dealing with a variety of
mental disorders. Both have State and local affiliates
throughout the United States and may be especially
helptul for patients with comorbid conditions.

The American Academy of Addiction Psychiatry and
the American Academy of Child and Adolescent

hiatry each have physician locator wols posted on
Ar Web sites at auap.org and aacap.org, respecti

Faces & Voic Hfacesanduoicesofrecou
o1y, founded in 2001, is an advocacy organization for
inclividuals in Jong-term recovery that strategizes on

ovs 10 reach out {o the medical, public health, criminal
justice, and other conumuities to promote and celebrate
recovery from addiction to aleohol and other drugs.

of Recovery

w

The Partnership at Drogfree.or
organization that provide
on teen drug use and addiction for parents, to help

ent and intervene in their children’s drug use
atment for a child who needs it. They offer
toll-free helpline for parents (1-853-378-4373;.

drugfree.ong) is an
ation and resources

infor
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The American Society of Addiction Medicine {asam.
org
to addiction treatment. Their Web site has a natonwide
dir

is a society of physicians aimed at increasing access

ctory of addiction medicine profi

NIDAs National Drug
Network idragabuse.goviabout-nidafovganization/
cetr/etn] provides information {or those interested

in participating in a chnical trial testing @ protoising

mtervention; ov visit elintealtvials.gov.

substance abus

NID,
idrugpubs.drugab
fact sheets

crmination Cente

pamphlets,

and other informational resowmrees on drug;

drug abuse, and treatment.

The National Instivate on Alcohol Abuse and
Alcoholism {niaaanih.gov: provides information on

alcohol, aleobol use, and treatment of alcohol-refated
problems (nigaa.nih.govsearehinode/breatment;,

How CAN THE WORKPFLAGE FLAY A ROLE
IN SUBSTANGCE AHUSE TREATMENTT

Many workplaces sponsor Employee Assistanc
Ps

in linking employees with drug or alcohol problems to

that offer short-term counseling and/or

local treatment vesources, mcluding peer support/ recavery
groups. In addition, therapeutic work environments that
provide employment for drug-abusing individuals who

can demonstrate abstinence have been shown not only to
: life
job skills, puncuuality, and other behaviors necessary for
lities,
trained personnel, and workplace monitors are needed o

promote a continued drug-f style but also o improve

active employment throughout life. Urine testing fa

implement this type of treatment.

WHAT ROLE GAN THE GCRIMINAL JUSTICE
SYSTEM PLAY IN ADDRESSING DRUG
ADDICTION?

1 that about one-half of State and Federal
abuse or are addicted o drugs, but ««
ted. Initating drug
abuse freatment in prison and continuing it upon r
is vital to both individual recovery and io public health
and safety. Vartous studies have shown that combining
prison- and coramunity-based treamment for addicted

k of both recidivism to dreug-
refated eriminal bebavior and relupse 1o drug use - which,
A 2009 study
or example, found that oploid-

It is estimates

prisoner:

few receive treatment while incaree

oflenders reduces the

i turn, nets huge savings insocietal co;
in Baltimore, Mary
addicted prisoners who started methadone treatmens
{falong with counse
after release had bette
eriminal activity? than those who only re

and,

son and then continued it

ng}in p

ouicomes freduced drug use and

ceived counseling
while in prison or those who only started methadone
weatnient after their release.

INDIVIDUALS WHIJ ENTER -TREATMENT.
UNDER LEGAL F‘RESEURE H'A\/E OUTCOMES,
AS FAVORABLE AS THOSE WRDO ENTER
TREATMENT VOLUNTARILY;

The majority of offenders involved with the criminal

tern are not in prison but are under community

R

jus
supervision. For those with known drug problems, drug
addiction treatment may be recommended or mandated
as a condition of probation. Research has demonsteated
that ndividuals who enter treatment under legal pressure
as those who enter treatment

have outcomes as favorable

voluntarily

The criminal justice system refers drug offenders inte
treatment through a variety of mechanisis, such as
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diverting nonviolent offenders to treatment: stipulating,
treatment as a condition of incarceration, probation, or

prewial release; and convening speciali or

drug courts, that handle drog offense ca ¢ COUrts
mandate and arrange for treatment as an aliernative 1o
i treatment, and

for drug-imolved offends

incarceration, actively monitor progr

avrange for other serv

The most offs minal justice and

drug treatment systems and services. Treatraent and

cviminal justice personnel work together on treatment

planning  including implementation of sereening;

placement, 1esting, mouitoring, and supen

well as on the systematic use of sanctons and revards.

should include

Freaunent for incarcerated drig abus

continuing care, monitoring, and supenvision after

incarcerntion and durdng parole. Methods w achieve better

covrdination between parole/ probation officers and health

providers are being studied to improve offender outcome:
For more information, please see NEDAs Principles of
Drug Abuse Tieatment for Criminad Justics Poprdetions: A
Research-Bused Guide [revised 2012).

WHAT ARE THE UNIQUE NEEDS
DF WOMEN WITH SUBSTANCE
USE DISORDERS?

Gender-related drug abuse treatment should atiend
not only to biological differences but also to social and
envivonmental factors, all of which can influence the

ruotivations for drag use, the reasons tor see

the types of enviromments where treaument is obtained, the

treatments that ave most effective, and the conse

of not receiving treatment. Many life dreamstance

predoniinate in women as a group, which may require

a specialized treaument approach. For example, researchi

€

has showa that physical and sexual rauma Ollowed by

5

posi-tranmatic stress disorder (PTSD] is move common

king reatment,

in drug-abusing women than in men secking treatment.
Other factors unique 10 women that can intluence the
e

o treatment

inchade issues avound how they core

tnent proces
women are more lkely than men o seek

the assistance of a general or mental health practidoner),

financial independence, and pregnancy and child care.

WHAT ARE THE UNIQUE NEEDS OF
PREGNANT WOMEN WITH SUBSTANCE
USE DISORDERS?

Using drugs, aleohol, or tohacco during pregnancy

exposes not just the woman but also her deseloping
fetus to the substance and can have potentially
deleterious and even long-term effects on exposed

can in¢

children. Spioking during pregnancy cuse
visk of stillbirth
syndrome, preterm birth, vespiratory problems, slowed
fetal growth, and low birth weight. Drinking during
pregnancy can Jead o the child developing fetal alcohol

infant mortality. sudden infant death

spectrum disorders, characterized by low birth weight
and enduring cognitive and behavioral problems.
Prenatal use of some drugs, including opioids, may
cause a withdrawal syndrome in newborns called

neonatal abstingnce syndrome INAS). Babies with NAS

are at greater visk of seizures, respiratory problems,

feeding difficuities, low bivth weight, and even death.
Research has established the value of evidence-hased
treatments tor pregnant women {and their babic

inclucling medications. For ¢ although no

ample,

edlications have been FDA-approved to treat opioid

dependence i pregnant women, methadone maintenance

shensive
an improve many of the
ted heroin

AIEnt program

detrimental outcomes associated with unt

abus d w methadone

. However, newborns ¢
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during preg
symptoms, Recendy, another medication option for opioid
dependence, buprenorphine, has been shown to produce
NAS symiptoms in babies than methadone, resulting,
in shorter fnfant hospital stays, In general, it is important
1o closely monitor women who are trying to qait drog use
during pregnancy and to provide treatment as needed:

ancy still require reatment for withdrawal

feser

WHAT ARE THE UNIQUE NEEDS OF
ADOLESCENTS WITH SUBSTANCE
USE DISORDERS?

Adolescent drug abusers have unique needs stemming
from their immature neurocognitive and psychosocial
stage of development. Research has demonstrated that
the brain undergoes 2 prolonged process of development
and refinement from bivth through early adulthood.
Over the course of this developmental period, a young.
persoi’s actions go from being more impulsive tw being
more reasoned and reflective, In fa
maost closely associated with aspects of behavior such
as deci judgment, planning, and self
control undergo a period of rapid developrent during
adolescence and young adulthood.

the brain areas

sion-making,

Adolescent drug abuse is also often associated withy
other co-ocauring mentad
include atention-deficit byperactivity disorder (ADHID),
oppositional defiant disorder, and conduct problems,
well as depres

ith problems. These

15

dve and anxiety disorders,

Adoles o social cues, with
peer groups and farmilies being highly influential during
this time. Therefore, treatments that facilitate positive
pareatal involvement, integrate other systems in which the
adolescent participates (such as school and athletc
recognize the importance of prosocial peer relationships

ents are also especially sensiti

among the most effectiv

¢ management, and famity-
s that are developmentally, culturally, and

QSSESSMENE, TEAlTent, ¢
SUPPOLL SCrvic
gender-appropriate is also integral when addr
adolescent addiction,

ssing

Medications for substance abuse among adolescents may
in certain cases be helpful. Currendy, the only addiction
medications approved by F

A for people under 18
skin patch
{phy should be
Buprenorphine, a medication for treating
ion that must be preseribed by specially
ians, has not been approved for adolescents,
but recent research suggests it could be effe
Studies are urnder way o determine the
safety and efficacy of this and other medications for
opiold-, nicotine-, and alcohol-dependent adolescents and
for adolescents with co-n

are over-the-counter transdermal nicotin

chewing gum, and lozenges cian ady

sought fip
opioid addic
wained physi

for those:
as young as 16,

rring disorders.

ARE THERE SFPECIFIC DRUG ADDICTION
TREATMENTS FOR OLDER ADULTS?

With the aging of the baby hoomer gencration, the
compusition of the general population is changing
dramatically with respect to the namber of older adults.
Such a change, coupled with a greater history of lifetime
drug use (than previous older generations), different
coltural norms and general attitudes about drug w
and increases in the availability of psychotherapeutic
medications, is already leading to greater drug use by
older adudi and may icrease substance use problems
in this population, While substance abuse 1o olde
often goes unrecognized and therelore untreated, research
indicates that currently available addiction treatment

adulis

prograums can be as effective for them as for younger adults.
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16.

CAN A PERSON BECOME ADDICTED
TO MEDICATIGONS PRESCRIBED BY A
DOCTOR?

Yes. People who abuse prescription drugs - that s, taking

o other than prescribed, or
taking medications preseribed for another person - risk
addiction and other serious health consequences. Such

s used 1o neat

them in a manier or a do

s, stinsulay

drugs include opioid pain relieve
ADHD, and benzodiazepines o te
disorders. Indeed, 1 2010, an estimuated 2.4 million people
12 or older met oriteria for abuse of or dependence on

prescripton drugs, the
after marijuana. To minimize t
{or other preseribing bealth provider; should sereen

al aiiely or sleep

cond most comman Hlicie drug

+aisks, o physician

patients for prior or current substance ahuse problems and

as:

s thedr family history of substance abuse or addiction

ication and monitor

betore presivibing o psychouactive me
patients who are prescribed such drugs, Physicians also
need 0 educate patients about the potential risks so that
will follow their physician’s instractions tithfully,

safeguard thelr medicatipns, and dispose of them

appropriately.

IS THERE A DIFFERENCE BETWEEN
PHYSICAL DEPENDENCE AND ADDICTION?

¢ drug use site havolud
cd by an inability to stop
wl, or family

1g on the drugl,

al

&

Yes. Addiction  or compulst

« characteriz

11

quences i

using a drug: failure 1 meet work,
fepenctiy
he later reflect physic

obligations; and, sometimes

wlerance and withdrawal,
dependence in which the body adapts o the drug,

s a certain effect folerane
ab or mental symptoms
Physical

requiring more of it w0 achiey

and cliciting drug-spe
i drug use is abruptly ¢

phry

ed {withdraw:

chronie us

can happen with th

of many
drugs  ncluding many pr il taken
as instructed, Thus, physical dependence in and of fself
does not constituie addiction, but it often accompanies
addiction. This distnction can be difficult w i s
particularly with preseribed pain medications, for which

dependenc

ription drugs, eve

“riL,

the need for increasing dosages can vepresent tolerance
or a worsening underlying problem, as opposed to the
heginning of abuse or addivion.

HOw DO OTHER MENTAL DiISORDERS
COEXISTING WITH DRUG ADDICTION
AFFECT DRUG ADDICTION TREATMENT?

fiction is a disease of the brain that frequently
s with other mental disorders, In fact, as many as

Drug ac
o
6 i 10 people with an illici
suffer from another mental illn

substance use disorder also

2 and rag iy
for users of lic o and alcohol. For
these individuals, one condition becomes more dilficult o
treat successtully as an addidonal condition s intertwined.
Thus, people entering treatment either for a substance
disorder or for another mental disorder should be

od for the co-securrence of the uther condition.

L

tdrugs - Le., whac

i

Research indicates that treating both for raultiple) illnesses
simultaneously in an integrated fashion fs genevally the
best treavment approach (or these patients.
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IS THE USE OF MEDICATIONS LIKE
METHADONE AND BUPRENORPHINE
S5IMPLY REPLACING ONE ADDICTION WiTH
ANOTHERT

No. Buprenorphine and methadons are prescribed or
adninistered under monitored, controlled condidons
and effective for treating oploid addiction
when used as directed. They are administered orally or
sublingually
their effects differ from those of heroin and ather abused

and are s

i.e., under the tonguel in specified doses, and

opivids.

Heroin, for example, L snorted, or smoked,
causing an almost immediate " or brief period
uphoria, that wears off quickly and ends in
The individual then experiences an intense
aving to use the drug again o stop the crash and

reinstate the euphoria,

often injec

of intense

@ oras

The cycle of euphoria, cyash, and craving sometimes
aday - is a hallinark of addiction
behavioral disruption. These

ult from heroin's rapid onset and short

repeated several time
and results in s

chara

fstics

duration of action in the braim

AS: USED. {iN MAINTENANGCE TREATMENT,
METHADONE AND BUFRENORPHINE ARE
NOT HEROIN/DPHIID SUBSTITUTES:

20.

I contrast, methadone and buprenorphine have
evels of the dr
in the brain, As a result, patents maintained on these

sets of action and produce stable

medications do not experience a rush, while they also

markedly reduce their desire 10 use opioids,

1 an individual reated with these medications

wies o tuke an opioid such as hevoin, the cuphoric
effects are usually dampened or suppressed. Patients
undergoing maintenance treatment do not experience

the physiclogical or behavioral abnormalides from

vapid fluctuations in drug levels assuciated with heroin
use. Malntenance treatments save lives: they help o
stabilize individuals, allowing treatment of their medical,
psychological, and other problems so they can contribute
effectively as members of families and of society.

WHERE DO 12-STEP DR SELF-HELP
PROGRAME FIT INTO DRUG ADDICTION
TREATMENT?

Self-belp
elfects of professional treatn

roups can complernent and extend the
t. The most prominent

seli-help groups are those affiliated with Alcoholics
Anonyrous (AAL, Narcotics Anonymous [Nz
Cocaine Anonymous (CAG all of which are based on the
1 2-step maodel. Most drug addiction treatment programs
encourage patients 1o participate in self-help group
therapy during and after formal treatment. These groups
can be particularly helpful during recovery, offering an
added layer o community-level social support 10 help
people achieve and maintain abstinenc
fifestyle behaviors o

and

er the course of a fifetime,

anct other healthy
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21.

22.

CAN EXERGISE PLAY A ROLE IN- THE
TREATMENT PROGESS?

Yes, Exercise is increasingly becoming a component of
many treatment programs and has proven effective, when
iitive-behavioral therapy, at helping
Exercise may exert beneficial effe

combined with ¢

people quit smoki
by addr
otine replacerment alone does not, b

-l peeds that

ing pyyehosacial and physiolog

reducing negative

feelings and stress, and by helping prevent weight gain

following cessation. Res 1 to determine i and how

programs can play a similar role i the treatment

of other forms of drug abuse is under w

HOw DDES DRUG ADDICTION TREATMENT
HELP REDUCE THE SPREAD OF HIV/
AIDS, HEPATITIS C {HEV), AND OTHER
INFECTIOUS DISEASES?

Drug-abusing individuals, including injecting and non-
injecting drug users, are at increased risk of hwman
immunodeficiency virus {HIV), hepatitis C virug

HO
are transmitted by sharing contaminated drug injection

i, and other infectious diseases. These diseases

couipment and by engaging in visky sexual bebavior
sometimes assoctated with drog use, Effective drug abuse

reaument is HIVZHCGV prevention because it reduc
activities that can spread disease, such as sharing injection
exual activity

cquipment and engaging in unprotected s
Counseling that targets a vange of HIV/ZHCOV risk
behaviors provides an added level of discase prevention.

ORUG ABUSE, TREATMENT 15 HiV. AND
HEOV PREVENTION. g :

cetion drug wsers who do not enter treatment are up 1o
< timies more Hke

E v to become infected with HIV than
those who enter and remain in treament. Participation in
treatment also presents opportunities for HIV screening

and referral o early HIV traunent. In eCent

arch from NIDAY Nutional Drug Abuse Treanent
Clinical Trials Network showed that providing rapid
onsite HIV testing in substance abuose teatrent facilities

i

increased patients” likelihood of being ested and of
veceiving their test results, HIV counseling and tesa
key aspects of superior drug abuse treaunent programs

and should be offered to all ndividuals entering ireatmient.

are

Greater availability of Inexpensive and unobtrusive rapid

HIV tosts should increase ac ts

s 10 these important &

of HIV prevention and treatment.
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DRUG ADDICTION
TREATMENT N THE
UNITED STATES

” DRUG ADDICTION {5 A COMPLEX DISOROER
it
,mn

THAT CAN INVOLVE VIRTUALLY EVERY ASPECT
OF AN INDIVIDUAL'S FUNCTIONING—IN THE
FAMILY, AT WORK AND SCHODL, AND IN THE
cammuniTy. Because of addiction’s complexity and
pervasive consequences, drug addiction treatment
Some of those

typically must involve many component
components focus directly on the individual’s drug use;
ik
addicted individual to productive members!

athe ciployment training, feus

family and sociery see diagram on page §
him or her 10 experience the rewards associated with
abstinence,

Treavnent for drug abuse and addiction is deli
ty of behavioral

and pharmacological approachés. In the United States,
more than 14,500 specialized drug treatment facilitic

many different seitings using @ var

provide counseling, bebavivral therapy, medication. vase
management, and other types of services to persons with

substance use disorders.

ties, drug
s’ offices and

Along with speciafized drug treatment fia

abuse and addiction are weated in phy
s of providers, including

mental health elinics by a varie

counselors, physicians, psychiab
st is deli

Although specific

and soctal works
inpatient, and residential settin;
ceatmnent approaches often are assoctated with particalar

treatment setn

i b 5, w variety of 1}{(:1 apeutic ineryentions or
i ']I‘I'“ services can be included in any given setting
ll x“l

. i!h
|
l‘l

Becanse drug abuse and addicdon ave major public
health problems, a large portion of drug treatment is
tunded by local, State, and Federal governments. Private
ubsidized liealth plans also ma

and employs rovide

coverage for treatment of addiction and its medical

consequences. Unfortunately managed care has vesulied

while o historical lack of o

in shorter average sta

insufficient coverage lor substance abuse teatment has

06T



curtailed the punber of operational programs. The recent
passage of parity for insurance coverage of mental health
and substance abuse problems will hopefully improve

this state of affairs. Health Care Reform e, the Padent
Protection and Affordable Care Actof 2010, “ACA also
se the demind for drug abuse treatment

stands 1o incre

services and presents an opportunity 16 sudy how
innovations in service detbver

v, organjzation, and financing
cart fmprove access 1 and use of theo

TYPES OF TREATMENT PROGRAMS

Rescarch studies on addiction treatment typically hav
classified programs into several general types or modalities.
Treaunent approaches and individual programs continge

to evolve and di
not fit neatly into tradidonal drug addiction teatment

v and many programs today do

cla scarch-based

sifications. Examples of specific re:
weatment components are described on pages 30 35,

Mast, however, srart with detoxification and medically
managed withdrawal. often considlered the first stage of
treatment. Detoxification, the process by which the body

clears fiselt of dvugs, i designed o manage the acute angd

potentally dangerous physiological effects of stopping
drug use. As stated previously, detoxification alone does not

address the psychological, sorial, and behavioral prablems
assoviated with addiction and therefore does not typically
produce lasting behavioral changes necessary for recovery,
Detoxification should thus be followed by a formal

assessent and referral w drug addiction treaunent:

Because it is often accompanied by unpleasant and

potentially Fatal side effects stemming from withedrawal,
ation iy often managed with medications

¢ a physician in an inpatient or outpationt
ity managed

detoxific
administered b

setting: thevefore, it is referred 1o as “med

withdrawal.” Medications are available to assist in the

withdyawal from oploids, benzodinzepines, alcohol,
ricotine, barbiturates, and other sedatives.

Further Reuding:

Kleber, H.I. Gutpatient detoxification from opiates.
Primary Psychialry 142 52,1996,

LONG-TERM RESIDENTIAL TREATMENT

Long-term residential treatment provides care 24 hours

a day; generally in nonhospital scttings, The best-known
residential treatment model s the thevapeutic community
(I
12 months, TCs focus on the
individual and wse the program’s entire community
including other vesidents, staff, und the soctal contexi - ax

with planned lengihs of stay of between 6 and
ocialization” of the

e

active components of treatment. Addiction is viewed in
the context of an individual’s social and psychological
defi
accountability and responsibility as well as sociatly
produciive Hves. Treatment s highly structured and can

s, and weatment focuses on developing personal

be confrontational at times, with activites designed o
help res
and destructive patterns of behavior and adopt new,
more harmonious and constructive wiys 10 Interact with

ices, which can

idents examine damaging beliefs, self~concepts,

others. Many TCs offer comprebensi

inchude employment training and other support services,
onsite. Research shows that TCs can be modified o tear

, including adolescents,
e mentid

individuals with spectal needs,

women, homeless individuals, people with seve

disorders, ax in the crinsdual justice system

isee page 37

Further Reading:
Lewis, B.E; McCusker, J; Hindin, R Frost, R and
Garfield, £ Four residentiad drug treatment progeams;
Project IMPACT. fin: LA, Tnciardi, EM. Tims, and BW.
Fletcher teds.), Tunovatioe Apfroaches in the Treatment of
Drug Abuse, Westport, CT: Greenwood Press, pp. 45 60,
1993,
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Sacks, 5. Banks, $.; McKendrick, K.

4 the

of four studies. fournal of Substance Abuse
121222008,

wd Sucks, |Y.

apeutic corpaurity for co-oc

, Gy Bernharde, A and
Stines, G, Modified therapeutic community for menally
il chemical ©
description; preliminary finding
DGR1217 1258, 1997,

$71 Background: influence
Substancy

T program

Stevens, 5,]; and Glider, BJ. Therapattic sommunitics:
Substance abuse treannent for women. In: ENL Tims, G:
L Jainelill feds ), Therapeutic Conmuni
Addvances in Research and Application, !
on Drug Abuse Re
3, LIS, Government Printing Offic

Deleon, and

reh Monograph 144, 2

ek therapeutic community for offenders with MICA
disorders: Substance use owtcomes. American. Jowrnal of
Drvug and Alcolhol Abuse 3361823832, 2007,

SHORT-TERM RESIDENTIAL TREATMENT

Short-term yesidential programs provide intensive but
velatively brief treatment based on a moditied 12-step
approach, These programs were originally designed 1o
treat alcohol problems, but during the cocaine cpidemic
of the mid-1980s, many began to treat other types of

substance use disorders. The original residential teaument

maodel cons

sted of 2 3- 10 G-week hospital-based inpatient
treatment phase followed by

stended outpaticnt therapy
has AN
MINCHT programs, it is

and participation in a self-belp group,

Following stays in residential tr
important for individuals to remain engaged in aipatient

catment programs and/or afiercare programs. Th
prograns help w reduce the risk of relapse onee a patient

o

leaves the residential setting

swrving disovders:

and Misuse

J anc T

Fuither Reading:

Hubbard, R.L.; Craddaoc

S.G Flynn, BML

Anderson,

Jiand Etheridge, RAL Overview of T-year follow-up

satment Outcorne Study

ourcomes in the Dreg Abu s
31

(DATOS). Psychology of Addietive Behawiars |
298, 1993,

Niller, MM Traditional approaches o the treatment
of addiction. Lor AW, Grabam and TK. Schulez {»
Prineiples of Addiction Medicine i2nd e, Washington.
D.C an Society of Addiction Medicine, 1998,

CUTPATIENT TREATMENT PROGRAMS

Outpaticnt treatment varies in the types and intensity of
services offered. Such rreatment costs less than residential
ar inpatient treatment and often is more suitable for

It should

be noted, however, that low-inteusity programs may offer
fiule move than drug education. Other owrpatient models,
such as intensive day treatment, can he comparable

people with jobs or extensive social supports

in services and effectiveness

10 residential programs

depending on the individual patient’s characteristics and

needs, In many outpatient programs, group counscling

can be a major component. Some outpatdent programs

are also designed 10 treat patients with medical or other

mental health problems in additon w teir drug disorders.

Further Reading:

Hublurd, K

nderson,

icge, RAL Overview of I+
outcores in the Drug Abuse Tt
{DATOS). Psvehology of Addic
298, 1998,

ar follow-up

atment Chitcome Stady
¢ Behavinrs | 1432281

Tastitute of Medicin
Washington, D.C:

. Theating Drug Problewns,
ational Academy Press, 1990,

P4
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MeLeltan, AT Guisson, G Dusell, Jo Alterman, AL
Brill, B; and OBrien, C.F Substance abuse treatment jn
the private setting: Are some programs more effective than
others? Journal of Substance Abuse Treatment 10:243 254,
1993,

m, DD and Brown, BLS. Treatment retention
and bllow-up outcornes in the Drug Abuse Treaunent
Outcome Seady (DATOSL Psychology of Addictive
Behasiors 1141204 307, 1098,

Simp

Individualized Drug Counseling

Individual

zed drug counseling not only §

ved
addr
as employment status, illegal activity,

1g or stopping illicit drag or aleohol u

es related areas of impaired functioning - such
X ¥, and family/social
relations © s well as the content and structure of the

patient’s recovery program. Through its emphasis on

short-term behavioral goals ividuads ng

helps the patent develop coping strategies and wols to
¥ I P2 copig g

‘he

ind ed counse

a ence.

addiction counselor encourages 12
and makes referrals for

stain from drug pse and maintain abs

-ste participation (at

least one or tvo times per weel

needed supplemental medical, psychiatrie, employment,

and other services.

Group Counseling

Many therapeutic settings use group therapy to capitalize
on the social reinforcement offered by peer discussion and
tor help promote drug-free lifistyle
that when group therapy cither is offered in conjunction

Rescarch has shown

with individuahized drug counseling or is formatted o
reflect the principles of cognitive-behavioval th
contingency management, positive outcomes are achie
Cuarrently, researchers are testing conditions in which
group therapy van be stan ized and made more
comumunity-fiie

Py o1

TREATING CRIMINAL JUSTICE-INVOLVED DRUG
ABUSERS AND ADDICTED [NDIVIDUALS

drug abusers come o contact with the criminal

ems,

systern earier thau other health or social s
{or mtervention and treatment
reation, Re;

nting opportunit
, during, afte
has shown that combining criminal justice sanctions with
drug treatment can be effective in decreasing deug abuse
icduals under legal cocrcion tend
1o stay in trearment longer and do as well as or bener

than those not under legal pressure. Studies show that

ratedd individuals with drug problens, starting
drug abuse treatment in prison and continaing the same
freatiment upon l’(‘l«“«
continuuny of services results i betler outconme

rarch

or in fieu of incar

and related erime. In

for incar

s¢ i other words, a seanless

less
drug use and less eriminal behavior. More information
on how the criminal justice system can address the

on can be found in Principles o
i for Criminal Justice Pofulation
{National Institste on Drog Abu

problent of drug add
Drug Abuse Tieatme
Research-Bused Guide
ed 20123,

eV
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EVIDENCE-BASED
APPROACHES TO DRUG
ADDICTION TREATMENT

The {ollowing s

This section presents examples of treatment approaches

idence hase supporting
wied 0 address certain
aspeets of drug addiction and its consequences for the
lety, Some of Lhe' approaches
sting treatment

and components that have an e

their use. Bach approach is de

indivicual, family, and s
are intended to supplement or enhance e

programs, and others ave Gurly comprehensive in and
of themsehes.

“tion is broken down ints

Pharmacotherapies, Behavioral Therapies, and
Behavioral Therapies Primarily for Adolescents.
They are further subdivided according 1o particular
substance use disorders. This lst iy not exhaustive,

and nesw treatments are continually under development.

PHARMACOTHERAPIES

Opioid Addiction
Methadone

Methadone is 2 long-acting synthetic opioid agonist
medication that can preven withdrawal symptoms and
individuals. Tt can ulso

reduce craving in opioid-adidicte
block the effects of llicit opioids. T has 2 long history

in treatment of opioid dependence in adults and
i taken orally. Methadone ialntenance treatment is
able in all but three States through specially licensed
apioid treatment programs or methadone maintenance

programs.
COMBINED WITH BEHAVIORAL TREATMENT

ch has shown that methadone madntenance is
cHective when it indudes individual and/or group
ding. with even better outcomes when patients
coded medical/

are provided with, or referred o, otherx
psychiawic, psychological, and social service

employment or family servicest,
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TREATMENT, NOT SUBSTITUTION,

Because methadone and buprenorphine are themselve
opiolds, sorme people > treatments [or opioid
dependence as just substitutions of one addictive drug
for another see Quesdon 19 above). But taking these
medicatdons as prescribed allows patients th hold jobs
avoid street crime and violence, and reduce their éxposure
10 HIV by stbpping or decreasing injection drug use and
drug-related high-risk sexual bhebavior. Patients stabilized
on these medications.can also cngz cily 1
counseling and other beliavioral interventions ¢

ew thy

6 IOPE 1Y

10 recovery.

Naltrexone

Nalteexone 3s a synthetic opioid antagonist it blocks
opiuids from binding to thel
prevents their cuphoric and other effects. It has been
used for many years to reverse opioid overdose and is also

receptors ad thereby

approved for reating oploid addiction. The theory hehind
this (r
effec

satment is that the repeated absence of the desired
ved futility of alnusis

wing and addicton. Nalrexone

s and the g

spioidds will

gradually dininish ¢

tiself has no subjective offe

folloning detoxification ithat
Lt

i, 4t person does not perceive any particular drug effe

has no potential for abuse, and it s not addictive.

Naltrexone us a treatment oy apioid addicion is uwsually
preseribed i outpatient medical settings, although the

wreatinent should hegin affer medical detoxificaion

ent withdrawal

i a residential sevting in order o pre
SYmpLoms,

Naltrexone nst be taken orally - cither daily or three
tires a week - but noncompliance with treatmient is a
common problen. Many experienced clinicians have
found paltrexone best suited for highly motivated, recently

detoxified patients who desive total abstinence because

of external circumstances  for insiance, professionals

cotuble version of

or parolees. Recently, a long-acting

trol, was approved to treat opinid

1l

rexane, called V

adds 10 be deliverad once a

addiction. Becanse it only nec

month, this version of the drug can facilitate comphance
B

aud offers an alternative for those who do not wish to be

placed on agonist/partal agonist medicatons.

Further Reading:

pharmacotherapy for opioid dependent federal
Journal of Substance Abuse Treaiment

prrobation
P63

Gastfriend, DR Intramuscular extended-release
naltvexone: curvent evidence, Annals of the New York
Acadey of Sciences V216044 166, 2011,

nd, DR and
tv of extended-rele
N inr the treatment of

Krupits s Gastf

y, By Merperuma,
Silverman, B.1

Efficacy and s

able natire:

opioid dependence. Paper presented at the 2010 annuad
tion, New

meeting of the American Psychiatic Assor
Orleans, LA,

Tobacco Addiction

Nicotine Replacement Therapy (NRT)

A varicty of formudations of nicotine replacement
therapies (INRTS) nosw exist, including the transdermal
nicoting patch, nicoting spray, meotine gum, and nicotine
lozenges. Because nicotine is the main addictive ingredicnt

iy whaces, the ratdonale for NRT is that stable low levels

of nicotine will prevent withdrawal symptoms - which
) people
shows that comibining the

often drive continued wbacco use - wnd help ke

maotvated o guit. Re:

e

patch with another replacemeni thevapy §s more effective

thait a single therapy alone.
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Bupropion (Zyban®)

Bupropion was originally marcketed as an antidepressant
(Wellbuwini, It produces mild stimulant effe
blocking the reuptake of certain neurotransmisters,
especially norepinephuine and doparaine, A serendipitous
s that the

s by

vhservation among depr patients

medication was also effective in sippressing tobacco

awving, helping them quit smoking withont also gainmg
weight. Although bupropion’s exact mechanisms of action
i tacilitating smoking cessation are anclear, it has FDA,

approval as a smoking cessation teatment.

Varenicline (Chantix*)
v

for srnoking ce

renicling is the most recently FDA-approved medication
ation. It acts on'a subset of nicotinig

receptors in the brain thouglht to be involved in the

rewarding effects of nicoting, Varenicling o

w5 as o partial
agonist/untagonist at these yeceptors - this means that it
aildly sticnulates the nicoting receptor but not sufficiently
1o trigger the release of dopamine, which i important
for the rewarding effects of nicotine
ine also blocks the ability of nicotine 1o activate

S an Antagonist,

NHren

dopamine, nterfering with the reinforeing effects of
smaking, thereby reducing cravings and supporting

abstinence fom smoking

COMBINED WITH BEHAVIORAL TREATMENT
Each of the above pharmacotherapies is recommended
for use in combination with behavivral interventions;

including group and mdividual therapies, as well as
s complement

telephone quitlines. Belavioral approac)
most tobacco addiction weatment programs. They can
amplify the effects of medications by waching people
recognize and avoid high-risk
situations for smoking relapse, and develop alternative

how w munage stres

coping strategies fe.g., cigarctie refusal skills, assertiveness,

and time management skiflst that they can practice in

Jorenby, DI

Journal of the dmerican Medical Association 290

treatnent, social, and work scttings. Combined treatment is
urged | ments
are thoupht 1o operate by ditferent yvet complementary
mechanisms that can have additive effects,

ause behavioral and pharmacological o

Further Reading:

Shoit- and
long-term smoking ce s of ty
of behavioral weatment. Pychology of Addictive Behaw
15:961 264, 2001,

Hall, SAL: Humfleet, G.L.; Mufioz, R.F; Reas. VI;
Prochaska, L] and Robbins,
behavioral treatrent and medication (o treat dependent
smokers. American Journal of Public Health 101:2349
9356, 2011.

Alteruum, AL; Garig, Py and Mulvane:

ation for three leve utens

78

A. Using extended coguitive

Hays, J'1; Rigotti, N.A; Azoulay, §
Warsky, B.L; Williaras, KUE.; Billing, C.B; Gong, |
Reeves, K.R. Virenicline Phase 3 Study Group. Efficacy
of varenicling, an a2 nicotinic acetyleholine recepton

bo or sustained-release bupropion
A randomized controled wial. The
65,

partial agonist vs. pla
tion:

for sioking ces

2006,

King, D.P; Paciqa, 8.; Pickering, E.; Benowitz, NL;
: Levman; G and Park,

Bierut, L.]; Conti, DNV Kaprio,
ogenetics: Analysis of

PW. Smoking cessation pharmac
1 bupropion in placebo-conteolied clinica

varenicline @
wrials. Newopsychopharmacology 37:641- 650, 2012,

Raupach, I'; and van Schayek, C.P Pharmacotherapy for
ation: Current advances and re
371382, 2011,

smoking o
CNS Drugs 2

areh topics.

Shah, 8. Tken, LA Winkler, SR and Lin, S
Systematic review and meta-analysis of corabination
ssation. Journal of the American
B30 665, 2008,

therapy tor smoking ¢
Pharmaceutical Association 8
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National Instivute on Alcohol Abuse and Alesholism,
Helping Patients Who Dyink Too Muel: A Clinician’s
Guide, Updz 2003 Edition. Bethesda, MD: NIAAA,
uptlared 2003, Available at puebs.niaan nih.go
publications/ Praciitioner/CliniciansGuide2005/clnicians
gugde b

BEHAVIORAL THERAPIES

Behavioral approaches help engage people in drug
abuse trearment, provide ncentives for them to remain
abstinent, modify their attitudes and behaviors related
1 drug abuse, and increase their Bie skills to handle
seresstul circumstanc
may trigger inten

and environmental cues that

1z for drugs and prompt

CC

another ¢ abuse, Below are a

cle of compuls

muber of behavioral therapics shown 1o be effective

in addressing substanee abuse {feffectiveness with

particular drugs of abuse is denoted in parenthes

Cognitive-Behavioral Therapy
(Alcohol, Marijuana, Cocaine,
Methamphetamine, Nicotine)

Cognitive-Behaviorad Therapy (CBTS was developed
s & ruethod to prevent relapse when treating problemi
drinking, and later it was adapted for cocaine-addicied
individuals. Cognitive-belavioral strategies are based
on the theory that in the development of maladaptive
behavioral patterns like substance ubuse, Tearning

cal role. Individuals in CBT leam w

plavac

Proc

idendfy and correct problematic behaviors by applying
a range of different skills that can be used to stop drug

s i range of other problems that often

abuse and w addre:

co-occur with it

A central element of CBT 1
anel enhancing patients” self-control by helping them

anticipating likely problems

develop effective coping strategies, Specific techniques

Jowrnal of Consulting and Clinical Py

include exploving the positive and negative consequences
of continued drug use, self-monitoring t recogn
cnfy

and developing stra

tuations that might put one
gies for coping with
k situations.

sarty and ic

cravin
at risk for us
cravings and avoiding those kigh

Research indicates that the skills inchividuals Jearn

through cognitive-behavioral approaches remain afier the

completion of treatment. Corrent vesearch focuses on how

ven more powerful effects by combining CBT
3

A computer-based GBT syster hax

10 prody

wd with other types of

with medicatons for drug abuse 2

behavioral therapie:
also been developed and has been shown to be effective
in helping reduce drug use following standard drug abuse

treaiment,
Further Reading:

Carroll, KM, Baston, C,J; Nid ; Hunkele, K.
Neavins, TM.; Sinha, R.; Ford, H.L.; Viwlo, $.4;
Daebrick, CAL and Rounsaville, B.J. The use of

y management and motivational/skills-building

CONRNYE

therupy to i with rmarijuana depene

at young adul

966, 2006.

Carroll, KAL; and Onken, LS. Behavioval therapies
for drug abuse. The American Journal of Psychiatry
168811452 1460, 2005.

Carrofl, K.M.; Sholomskas, D.; Syracuse.
uro, K.; and Fenton, LR. We do
semination trial of thre d

strategies of training clinic
Journal of Consulting and
5. 2003,

di
in cognitive-behavioral therapy.
Clivical Psychology 7313106 1

Carroll, K.; Fenton, LR
T'L.; Shi, J.< and Rounsaville, B.J. Effica

and cognitive behavior therapy in cocaine-d

of disulfiram
ndent
controlled wrial.
264 272, 2004

ontpatients: A randomized placebo
Avchives of General Psychialry G117

Nich, (L Frankiorter,

661



T
:

Marting, 't h G
B Gordon, MAAL Portnoy, GLAL and

BJ. Computer. ed delivery of cognitive-
behavioral therapy for addiction: a randomized ninl
TACBT, The Amevican Jouwrnal of Poychiabry

1881 888, 2008.

Babuscio;

Contingency Management Interventions/
Motivational Incentives

(Alcohol, Stimulants, Opioids,

Marijuana, Nicotine)

R

approag

tiveness of treatment
3 raent {CM)
principles, which involve giving patients tangible rewards

search has demonstrated the efle

5 Using comingency mana,

Lo yeinforce positive behaviors such as ubstinence,
Stuch
pss

conducted o both methadoue programs and

1osocial counseling treatment programs demonstrate
tive i
ereasing teatment retention and promoting abstinence

that incentive-based inte

entions are highly effe

i

frony drugs.

Voucher-Based Retnforcement |
community-based treatments for adults swho primard
ally heroin} or stimulants i
or both, In VBR, the paticnt receives a vouc
!

xchatiged for tood Ltems,

BR augments other

abuse opioids fespeci pecially

COCRIIE] er

e voucher

for every drug-frec urine sample provided.

has monetary value that can be

revices that are consistent

movie passes, or other goods or s

with a drug-free lifestyle. The voucher values ave low at

firs

. but increase as the number of consecutive drug-free
urine samples increases; positive urine samples veset the
valug of the vouchers w the initial low value. VBR hag
been shown to be effective in promoting abstinence from

opioids and cocaine in patients undergoing methadone
detoxification.

Incentives CM applies similar principles as VBR
but uses chances to win cash prizes nstead of vouchers,

Over the course of the program fa feast 3 months, one or

more times weeklyl, partcipants supplving drug-negative

s ddraw from a bowl for the chasce (o

urine or breath

win a prize worth between 81 and $100. Participants may
also receive draws for wiiending counseling sessions and
completing weekly goal-refated activities. The number

of draws starts at one and Increases with consecutive
negative drug tests and/or counseling sessions atended
but resels 1o one with any drug-positive sampke or
unexcused abserice. The practitioner commumity has
raised concerns that this intervention could promote
gambling -+ as it conrains an clement of chanee -+ and that
1 be

pathological gambling and substance wse disorders ca
comorbid. However, studies examining this concern found
that Prize Incenti
behay

UM did not promote gambling

Further Readin

i Higgins, S
sl telal of abstinence-based vouchers and cognitive-
sannabis dependence. Journal of

307 316, 20006,

behavioral therapy for
Consulting and Clinical Pyychology 7
Budnes; AJ.; Roffan, R Stephens, RS and Walker,
0. Marijnana dependence and its treatment. Addiction
Setence & Chinacal Pracy ud 36, 2007,

Elkashef, A.; Voo
Budney, A.; Gruher,
neuarobiology and treatment. Substan,
2008.

"; Huestis, M.: Haney, M.
5 and el-Guebaly,

Marjjuana
Abuse 298017 29,

Peirce, JM.; Petr Blaine, J.; Kellogg,
8.; Sawerfield, F: z, M.; Krasnansky, J; Pencer
L Sif zepuez, L Kirby, KL.C; Royer-Malvestuto, C

hen, A.; Copersino, M.L.; Kolodner, K.; and Li R
Effects of Jower-cost incentives on stimudant abstinence
in methadone maintenance treatment: A National Drug
Abuse Treatment Clinical Trials Network study, Archives
of General Psychiatyy G3(2:201 208, 20606,

00¢



tering, Ro: Royer-Malvestuto,
Jo Boothy, R.E; Macdonald, M. Lichert,

M.; Rader L Burens, R; DiMant
Stabile, RO Kelodner, K and 1

on outcomes in stimulant abu:

¢ Copersine, M.
R. Eftect of prize-
in
ational
Drug Abuse “Tyeatment Clinieal Trials Network study.
Avchives of Generel Peyehiotry 6201051148 1136, 2005,
1. Kolodner, KB L4, Ro; Peiree, JML: Rolt,
ML and Humilon, LA, P
contingency management does not inc

outpaiient psychiosocial eatiment programs: A N

re-based

gambling
Drug and Aleohol Dependence 83734269273, 2006,

Prender;

ast, Mo Podus, D Finne:
and Roll, J. Contingenc
of substance use disorders: A ineta-analysi
101{113:1346 - 1560, 2006,

Roll, JNL; Pervy, NML

Greenwell, L.

; management for teatment,
. Adddiction.

itzer, MLL; Brecht, M.L.: Peirce;
JM MeCann, MJ; Blaine. J; MacDonald, M.; DidMaria,
Ji Lucero, Ly and Kellogg, S. Contingency management

for the weanment of methamphetamine use disorders. The
Awerican_ Jowrnal of Psychiatry 1633121993 1999, 2008,

Community Reinforcement Approach Plus
Vouchers (Alcohol, Cocaine, Opioiuds)
Comnunity Reinforcement Approach {CRA} Plus
Vouchers is an intensive

d-sveck outpationt therapy for

treating people addicted to cocaine and aleshol. It uses

a range of veercational, fanilial, soctal, and vocational

veinforeers, along with mater to make @ non-

drug-using lifestyle more rewarding than substance use,

The teatment goals are twofold:

« To maintain abstinence lor

1 enough for patents to
Jearn new fife skills ro help sustain i and

» To reduce aleohol consumption for patients whose
drinking is associated with cocaine use

Patients aitend one or two individual coun

each week, where they foens on improving family relations,

learn a varie

v of skills to minimize deug use, receive

voeationat counsell an e

Tho
ve clinic-monitored disulfiram {Antabuas

activities and social netwon who also abuse

aleohol rec

thecapy. Patients sobarit arine samples two or three dmes

cach week and receive vouchers for cocaine-negative

saniples. As in VBR, the value of the vouchers increases

with consecutive ¢

i samples, and the vouchers imay
exchanged tor retail goods that ave consistent with a drug-
vle. Studies in both urban and rural arcas have

forwidd that this approach facilitates paticnts”

free Ji

1gagement
fully aids them in gain:

in treatinent and suc

substantial periods of cocaine abstinence.

A computer-based version of CRA Plus Vouchers called
the Therapeutic Education Systern (TES) was {ound w0 be
nearly as effective as eatment administercd by a therapist
in promoting abstinence from oploids and cocaine among
apioid-dependent individuals in outpatient treatment. A
version of CRA for adolescents addre

s problem-solving,

coping. and commuuication skills and encourages ¢
participution in positive social and recreational activities,
Further Reading:

Brooks, A.C; Ryder, .y Carise, D and Kirby, K.
Feasibility and effectivencss of computer-based ¢}

erapy
I community treatment. forrnal of Substance Abuse
Treatment 393:227 - 235, 2010,

Higgin
Badger, €

igmon, 5.C.; Wong, CJ:

Community reinforcement therapy for cocaine-dependent
outpatients, Archives of General Psychiatry 60{10:1043
10632, 2003,

Donbam, R; Dantona, R.L.; and Anthony, S.

1038
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C.Ez and Tonigan, .S, Motivational

A randomized il
wal of Consulting and Clinical Pochology 7142754

ving in drag abuse service

1 Diclemente, G.C; and Dolan-Mulien, P One-
A mativational intervention for resistunt pregnant

Addictive Behaviors 202, 208

[T

smoke:

The Matrix Model (Stimulants)

The Mawix Model provides o framework for engaging
stinulant

methamphetanine and cocaine] abusies in

treatnent and helping thems achieve abstnence. Patients

tearn about issues evitical w addiction and relapse, receive
direction and support from « trained therapist. and
become familiar with scli-help programs. Padents are
mogitored for drug use through urne testing.

The thevapist funciions simultancousty s teacher and

coach, fostering a positive, encouraging relationship

with the patient and using that relationship 1o reinforce

positive bebivicr change. The Diteraction between the

therapist and the padent is authende and divect but not
confrontational or parental, Tl

srapists ave trained o
the

conduct treatment ses

o 4 way that promote

patient’s self-estecra, digniry, and seli-worth

e

lationship between patiens and therapist is eritical o
patient retention.

Treatment materials draw heavily on other tested

treatment approaches - s of

thus, include eleme

relapse prevention, tamily and group the
cipation. Detailed treanment

ts for individual ~

apies, drug

education, and self-help part
rmanuals contain workst
otl
our

Hons;
components include family education groups,
Kills groups
ous, urine tests, 12

recovers

lapse prevention groups,

combined s

cp programs, relapse
analysis, and social support groups,

A runber ol studies have demonstrated that participans

Model show stat

ireated using the Mat

tcally

and alcohol us

significant reductons in dr

and veduce:

al indicators
socited with HI

improvements in psycliolo

transmissh

risky sexual behasiors
Further Readi

SAL L

and Rawson,

Hube
¥

methamphetamine abuse: A fsvchosocial

i, W Shoptaw, 8.
R. Integrat

Gulan, V; Brethen,
1y breatments for

spective.

Jowrnad of dddictive Diseases V441 30, 1997,

Raseson, R; Shoptaw, $J; Obert, Lz Me M.
FHasson, ALz Marinelti-Casey, P1; Brethen, PR and
Ling, W. An intensive outpatient approach for cocaine
The Mairix model. fournal of Substunce Abuse
127, 19495,

abuses
Treatment 12{2

Rawson, R.A; Hulwer
Parabee, D.: Redber, C
of contingeney management awd cognivve-behavioral

A MeCaan, M.
LA comparison

optaw, 5.

andd Ling, V

approaches during methadone maintenance teatment
for cocaine dependence, Archives of General Psyehiatry
4, 2002

12-Step Facilitation Therapy
(Alcohol, Stimulants, Opioids)

Twehee

an active engagement

tep facilitation the

i

igned w merea

becoming affiliated with and ac;

ively involved in

top self-help groups, thereby promoting abstinence.

Three key idews predominate: {17 acceptance, which

includes the realization that drug addiction is a chronic,

progressive disease over which one has no control, that

Tife has become unmanageable because of drugs, that
willpower alone is insufficient 10 overcome the problesn,
2 surrender.

wned that abstinence s the only alternady
which imvolves giving oneselt over to a higher power,
accepting the fellosship and suppovt structure of othes

the Tikelihood of a substance

€03



recovering addicted individuals, and tollowing the recovery

activities laid out by the 12-step program; and 13} active:

)

and velated activides,
i 12

faciliration] in treating alcohol dependence has been

involvement in 1 2-step meeting

While the eflicacy of 12-step program

established, the v reh on s usefuliiess for other

forms of substance abuse i more preliminary, but the
treatment appears promising for helping drog abusers

sustaif recovery

Further Reading:

Carroll, KM 5 Nich, C; Ball, S.A.; McCance, E.
and Rounsaville, B.J. One-year follow-up
of disulfivam and psychotherapy for cocaine-alcohol users:
Sustained effects of teament. Addiction 95931335 1349,
2000,

Donovan, IXM.; and Wells, E. Twea he

potential role of 1

ing 12-stepy

Step sel-help group involvemeni
ddiction 102iSuppl.

methamphciamine
129, 2007,

Project MATCH Research Group. Matching aleoholis
treatments to clent heterogeneity: Project MATCH
posttreatment drinking outcomes. fournal of Studies on
Aleoliol 331729, 1997. )

Family Behavior Therapy

Family Bebavior Therapy (FBT), which has demonstrated
positive results in both adults and adolescents, is atmed
ataddre

ing not only substance ase problers but other
co-oeeurting problems as well, such as conduct disorders,
child mistreatnent, depression, family conflict, and
unenployment. FBT combines behuavioral contracting
with contingeney management.

FBT involves the patient along with at least one significant
other such as a cohabiting partaer or a pareni {in the

case of adolescentst, Therapis ok 10 engage fanil

applving the behavioral strasegies taught i sessions and

i acquiring new skifls 1o inprove the bome cavironment.

Paticnts are encour 1o develop behavioral goals

fur preventing substance use and HIV infection, which
are anchored w a contingeney management system.

Substance-abusing parents are prompred to set goals

related o effe

ctive parenting behavions, During each
se;
provided by
Yatients part

ion, the behavioral goals are reviewed, with rewards

ate in treatment planning. choosing specific

from a menu of evidence-based treatment

sons involdng adelescents
B
hing,

eries of compa

“was found 1o be

with and without conduct disorder,

more effectiv

s than supportive couns

Further Reading:

Azrin, N.H.; Donochue, B, Besulel, V Kogan
and Acierno, R. Youth drug abuse treatment: a controlled

outcome studsy:
Abuse 3

Journal of Child and Adolescent Substance
;

Carroll, K.
crug ab
1460, 20035,

- and Onken, LS. Behavioral thevap
Asmerican Jowrnal of Psychiatry 168

B.; Azrin, Noj Allen, DN Romero, ¥
acy, Ky Lapota, H.; Gorey, S5 Abdc
Caldas, In; Herdzik, K.; Bradshaw, K.; Valdez, R and
Van Hasselt, VB, Faniily Behavior Therapy lor substance
Areview of its intervention componenis and
applicability, Belwevior Modification, 33:495 519, 2009,

Donochue,

LaPota. H.B; Donohue, B.; Warren, €
Integration of a Healthy Living curriculum within Family
Behavior Therapy: A clinical case example in a woman
with a history of domestic vielence, vhild neglect, drug
abuse. and obesity. fowrnal of Family Violence 26:227 254,
2011,

gnificant athers when goals are accomplishod.

Land Allen, DN,

¥0¢



BEHAVIORAL THERAPIES PRIMARILY
FOR ADDOLESCENTS

Drug-abusing and addicted adolescents have unigue

weatment needs. Research has shown that rreasments

en need

designed tor and iested i adul populations of

amily

involvermient s a particuarly iportant component for

1o be modified w be effective in adolescents.
interventions tugeting youtl, Below ave txamples of

behavioral interventions that employ these principles and

ave shown efficacy for treating addiction in youth.

Multisystemic Therapy

Multisystemic Therapy (MST addresses the factors
associated with serous antisocial behavior in children and
adolescents who abuse alcohol and other drugs. These
fuctors inelude characteristics of the chiid or adeh

S

g, Tavorable attitudes toward drug wsel, the funily fpoor

discipline, family conflict. parental ding abuses, peers

{positive attitudes woward drug usel, school idhopou, poor
perormance;, and neighbothood {eriminal subeultures,
By participuting in intensive treatment in natural
environinents thomes, schools, and neighborhood seutingss,

frost youths ated Tamil
treatment, MST
during rreatment and for at jeast 6 months after o

s complete a fill course of

anificantly reduces adolescent dug use

atment.

Fower incarcerations and out-oChome juvenile placeruents
offset the cost of providing this iutenxive service and
mahitaining the cliaicias’ low cascloads:

Fuerther Reading:

and

Henggeler, W Clingempeel, W.GL: Broncino, M}
Pickrel, .G y
with substance-abusing aud substance-dependent juvenile
affenders. fournal of the American Academy of Child and
Adolescent Psychiatry $1{7386% 874, 20062

How-up of multsystemic therapy

Henggeler, $.W: Rowland, M.D,; Randall, L Ward,
DM Pickred : Cunningbam, PB. Miller, 8.0,

Adolescent Peychiutry

Edwards,

Home

e hospitalization of youths i psychiac

owtcomes. forrnal of the American Academ

Henggeler, $.W; Halliday-Boyk
8. Randall, J.; Shapico, $.B.:

sns, CLAL; Cunningla,
and Chapman, J.1.

Juvenile deug court: Enhancing cutcomes by integrating

evidence-has

o treamnents. forrnal of Consulting and
Clingeal Psyehology 741342 34, 2006,

Henggeler 53 Piokrel, S.0G.; Brondino, M, [ and

e dropout of

Croueh, 1.1, Eliminadng {almost) weaty

substunce-abusing or dependent delinguents thiough

home-based multisyste
of Psychintry 153
Huey, S,
Pickrel, ¢ Y
therapy: Reducing delinguent behavior through therapist

wic therapy. The American foonal

27 428, 1996,

. and

< Henggeler, 8.3 Brondino, M,
G Mechanisns of change in multisystemic

urned of
2000,

adherence and improved family fanctioning,

Comsudting and Clinical Psychology 68(3

Multidimensional Family Therapy
Pherapy IMDFTS for adol
is an outpatient, family-based neatment for e

Muldidimansional Famdl cents

who

abust aleohol or other deags. MDFT views adol
deng use i terms of a network of wfluences Gndividual,

SO

fumily, po yiand suggests thit reducin

unwanted behavior and incr

sing desirable hehavior

occur in multiple ways in dilferent settin,

ekt in the clinic.

inchudes individual and fami

¢ sesstor

s at the family court,

i the hoine, or with family mer

sehoul, or other comemunity locations.

Daring idividual sessions. the therapist and adoles

work on important developmental tas

developing decision-making, negotiation, and problem-

sebving skills, Teenagers aeguire vocational skills wud
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skills in cormmuicating their thov celings to

s are held
ir particula
stinguish influence fron

deal better with fife stressors. Pavallel ses

with family members. Pareits examine 4

parenting styles, learning to ¢
tive and developmentally

appropriate influence on their children.

control and 1o have 4 posi
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Scheiclt

multidimensional tamily therapy:

in parenting practces w symptom reduction in adolescent
substance abuse. fowrnal of Funily Psychology 100111 16,
1996.

Brief Strategic Family Therapy

Brief Strategic Fanily Therapy (BSET) trgets family

mteractions that are thought 1o maintain or exacerbate

adolescent drug abuse and other co-occurring problem

Behaviors

Such problem behaviors include conduet

prablems at home and at school, oppesitional behavic
gatessi

and violent behavior, and risky sexual behavior BSFT

detinguenc setating with antisocial pe

is hased on a tamily sysierns approach (o treatment, in

assimed to be

which faumily members hebaviors ar
interdependent such that the symptoms of one member
ent, for example; are indicative,

{the drug-abusing adoles
at Jeast iu part, of whit else &
tem. The role of the BSE y
raily interaction that are associated with the

oceurring in the famnly

the

" counselor s to ident

patterns of
cent’s behay
those problen-maintaining family putterns. BSFT is

adole o problems and (o assist in changing

meant t be a flexible approach that can be adapted o a

broad vange of family sitwations i vatious settings imental

health clinics, drug abuse treatment programs, other

social sery sttings, and familics” homesy and in various

1 8

treatment modalitie:

15 @ primary outpatient intervention,

in combination with residential or day treatment, and as

an altercare/continsing-care service following residential
treatment).
Further Reading:

DA McBride, CK; and

amily Therapy

Coatsworth, LI Santstebar
Szapocznik, J. Brief Swrategic

commuity control: Engagement, re

VTSI

stion, and an

exploration of the moderating role of adolescent severi
Fomily Process 40033313332, 2001,

Kurtines, WM. Murray, EJ; and Laperviere, A Efficacy
of intervention for engaging youth and families nto

treatent and some variables that may contibute to
differental effectiveness. fournal of Family Peychology
1061235 44, 1996,
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Suntisteban, DA Coatsworth, J.1
Mitrani, V; Jean-Gilke
Stractural/ Strategic Family Therapy with Africs
American and Hispanic high-risk vouth. Journal of
Commanity Psychology 2551453 471, 1097,

Morales, L.y Robbiny, X
aregic family therap

Santi
and Szapocznik,
fearned in efficac
research and practic

chan, DAL Suare:
Briet

[

h and challenges to blending
Family Process 45:23:259 271, 2006,

Santistehan, DA Szaporznik, J.; Perec-Vidad, A Mitrani,
J- Brief Structural/

wan-Aine

N Jean-Gilles, M., and Szapoczni
Strategic Family Therapy with Al
and Hispanic high-visk youth. Journal of Community
Prychology 2 3471, 199

icar

Szapoczuik, J.; Perez-Vidal, A Brickman, AL F
EH.; Santisteban, D.; Hervis, O, and Kurtine
Fngaging adolescent drug abusers and their families in

Journal
7,

treatment: A strategic siructural systems approach.
of Consulting and Clinical Pyychology 5642552 3
1988,

Functional Family Therapy
Therap:
¢S appro:
behavior problen:

Functional Famil another trealment
based on a family
adolescent

or matintained by a family’s dysfunctional interaction

h, in which an

reel

‘ i

et as belng ¢

patterns,

FI'T aims 19 recduce problem behaviors by
improving communication. problem-solving, conflict
resolution, and parentng skills. The tervention abwayy
includes the adolescent and at least one family member:
in each s
engaging
their motivation for change anc

.

Principal treatment tactics include ¢
anilies

in the treatment process and enhancing

(2} bringing about
changes in family members” behavior using contingency:

management techniques, comnumication and problems

solving, behavioral contra and other behaviorat

interventions.

Further Reading:

Waldron, H.B.: Slesnick [avner, CW;

and Peterson, TR,

Brody, ]I

AU L QUECOTI

s for adole

substance abuse at 4= and 7-month assessments, Journal of

Consulting and Clinical Psychology 69:802 813, 2001,
Waldron, HB.; Turnen C. Wi and Ozechowski, T J.
Profiles of drug use behavior change for adolescents in

wreannent. Addictive Behaviors 50:1775 1796, 2005,
Adolescent Community Reinforcement
Approach and Assertive Continuing Care
The Adolescent Community Reinforcement Approach
(A-CRYS

treatment intervention that involves the adolescent and

is another comprehensive substance abuse

s or her famil

< It seeks to support the individual’s
recovery by increasing fumily, social, and educational/

vocational reitorcers. Alier assessing the adolescent’s

needs and levels of functioning, the therapist chovses from

among 17 A-CRA procedures 1o address problem-sobving,
ive

ational activities.

coping. and communication skills and to encourage
part dad and re
A-CRA skills training involves role-playing and behavioral

vehearsal,

pation in pos

Assertive Continuing Cire (ACC? s a home-based
continuing-care approach 1o preventing relapse. We
its take pla
an adolescent iy discharged from residential, fntensive
outpatient, or regular owpatient treatment. Using positive
and negative reinforcement to shape belaviors, along with
training in problemesolving and communication skifls,
ACC combines A-CRA and assertive case management
services feg, use of a mulddisciplinary team of

kly

& period after

home vi e over a 12- 10 Tu

professionals; round-the-clock coverage, assertive outreach)

10 help adolescents and their cavegivers acquire the skifls

o engage in positive social activ
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RESOURCES

NATIONAL AGEMNCIES,

NEDA foads
calth aspects

The National Instinute on Drug Abunse
arch on the

Natton in scientific r

the

of drug abuse and addicton. [Csupports and conduct

broad range of dise

iplines, ind

genttes, functional neurobmaging, social neuroscience,
prevention, me du ation and behavioral therapies, .

and health ¢ 5. Tt then disserinates the vesulis

of thaf res
and treatment und to inform policy as
tion, Additional infiormation i+
alling 3014431124

carch to significantly improve prevention

trefates. o

drug abuse and addi

availabke at dragabuse. gov or b

NATHOINAL INSTITUTE ON ALCBHOL,
ABUSE AND ALCOMOLISM (NIAAA)
“Fhe Natdonal I
AAY provide
deoholrelated proble

stitute ot Alcohol Abuse and Aleoholisi
s feadership in the national eflir to

s by conduc

reduc ng and: .

supporting nge.of scientific areas;; |

1 in o wide

i

fuding gens
risks and benefits of alcohol consumption; prey

peuroscience, epidemiclogy, health
TOT

and treatmeny; coordinating and collaborating withy

other research institutes and Federal programs on”

aleoholvelated fssues; collaborating with international;
ational, State, and local institut
and programs sngaged in aleohol-r Awd work;
minating research findings. -

sslating and di

1o healthcare provider
and the public, Additonal information
ap wiaan ik gov or by ¢
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NATIONAL INSTITUTE OF MENTAL HEALTH
{NIMH}

The mission of the National Institue of Mental Health
VIMH) is to transform the understanding and treatment”

of mental illnesses through basic and
paving the w

support of this m

inical rescarch,

¢ fur prevention, recovery, and cure. In

ston, NIMH generates research
and promotes vesearch traiuing o fulfil the following
four shjectves:
behavioral sciences to fuel v
mental disorde

{1) promwte discovery in the brain and
scarch on the cavses of
chart mental filness traje

determine when, where, and how to intervene; (3] develop
new and better interventions that incorporate the dive
needs and circumstances of people with mental ilinesses;
and {4 strengthen the public health impact of NIMH-~ |
supported research. Additional information is available at
nimh.nih.guo or by calling 301-443-4513.

CENTER FOR SUBSTANGE ABUSE
TREATMENT (CSAT)

The Center for Substance Abuse Treatment (CSATS, a
part of the Substance Abuse and Mental Health Services
Administration (8

MHSAJ. is responsible for supporting
treatment services through a block
"minating fndings o the field and pronmoting
their adoption. CSAT also operates the 24-hour National
Treatment Referral Hotline {1-800-662-HELP), which

offers information and reft
seeking treatment programs and other

grant program, as

well as di

al services to people

istance. GSAT
pubtications are available through SAMHSAs Store
store.samhsa.gov). Additional information about CSAT
can be found on SAMHSAs Web site at samhsa.gov/abouts
esat.aspx.

SELECTED PUBLICATIONS AND RESOURCES
FOR DRUG ADDICTION TREATMENT

The foliowing axe available from the NIDA DrugPubs
Rescarch Dissemination Center, the National Technical
Information Service (NTIS), or the Government
Printing Office {GPO). To order er o the DrugPubs
77-NIDANIH [643-2644] 3 NTIS {1-800-333-6847), or
GPO {202-12-1800) number provided with the résource
description: . :

Blending products, NIDA's Blending Initiative
Jjoint venture with SAMHSA and i nationwide network
of Addiction Technology Transfer Centers (
uses “Blending Teams™ of coraraunity practi
SAMHSA trainers, and NIDA researchers 1o créate
products and devigé strategic dissemination plans for them.
Completed products include those that address the value
of buprenorphine L’hcrap, and onsite rapid HEV wsting

in (:omrmuiiky Lreatment programs; strategies for treating
prescription opioid dependence; and the need 1o enhanc
healthcare workees” proficiency i using tools such as the
Addiction Severity Index (ASI), motivational intérviewing;

5. For more information
NIDAs Web site at

and motivational incent

on Blending products, ple
drugabuse.gov/blending-initiative.

Addiction Severity Index. Provides a sttuctured clinical
interview designed to collect information about substance:
use and functioning in life areas from adule clients secking
drug abuse eatment. For more information. on using the
ASI and o obrain copies of the most recent edition, plea
Toetdhatsi.

wisit triweb.trescarch.ong/index. phplt ”1 i

instrionends-manials/,
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Drugs, Brains, and Behavior: The Science of
Addiction {Reprinted 2010},
overview of the science behind the disease of addic
NIH Publication #10- 5605. Awailable online at drugabuse,
gavipndilications/science-addiction. ’

Fhis publication provides an

Gt

Seeking Drug Abuse Treatment: Know What To
Ask (20111, This lay-friendly publication offers guidance in
seeking drug abuse treatment and lists five questions to ask
when se t program. NIH Publicaton
#12-7764. Available online at drugabuse. gov/publications!
seeking-drug-abuse-trentment.

arching for a treatme

Principles of Drug Abuse Treatment for Criminal
Justice Populations: A Research-Based Guide
{Revised 2012}, Provides 13 essential treatment principles
and includes resource information and answers to
frequenty asked questions. NIH Publication No.: 11-3316.
ble online at nida.nih.gou/PODAT_CJ.

Availa

NIDA DrugFacts: Treatment Approaches for Drug
Addiction {Revised 2008}
research findings on effective rreatment approaches for
drug abuse and addiction. Available onlive at drugebuse.

vufpublications/drugficts pirvaches-drug-
addiction.

This is a fact sheet covering

Alcohol Alert (published by NIAAA). Thisis a
quartedy bulletin that disseminates important research
fmcdings on alcohol abuse and aleoholism. Available
online at i iih.gov/publications/journals-and-reports/
aleohol-ulert.

Helping Patients Who Drink Too Much: A
Clinician’s Guide (published by NIAAA). This hooklet
is written for primary care and mental health clinic
and provides guidanece in ning and managing alcohol-
dependent patients. Available onltine at pubs. nisaa.nik.gov/
publications/Practitioner/ CliniciansGuidp 2005 /dlimicians_
guide him.

s

Research Report Series: Therapeutic Community -
{2002). This report provides information on the role of
dendal dyug-free seitings and their role in the treatment

process, NIH Publication #02-4877. Available onlivie at
drugabuse. gov/ publicationsiresearch-reports/therapeutic-
& Lol ! 7 #

community.

res
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INITIATIVES DESIGNEDR TO MOVE
TREATMENT RESEARCH (NTO PRACTICE

CLINiCAL TRIALS NETWORK

iveness of evidence-based

treatments s a crucial step in buinging research to practice.

abilished in 1999, NIDAs National Dirug Abuse
als Network (CT°
settings with diverse patient populations and conditions
to adjust and test protocols to meet the practical needs
of addiction rreatment. Sinee its inception, the CTH
has tested pharmacologl
for drug abuse and addiction, along with common
HIV and PTSD) among
various target populations, including adolescent drug

Treatment Clinical

USES COMmuUnity

zal and behavioral interventions.

co~occurring conditions {e.g

abusers, pregnant drug-abusing women, and Spanish-

speaking patients. The CTN has also tested prevention
strategies in drug-abusing groups at high risk for HGV
anet HIV and has become a key clement of NIDAS
ch to movi

e-b

ruddpronged appro:

promising

dru,

For more informaron on the O
gov/CIN Index.dum.

Please visit drugabuse,

CRIMINAL JUSTICE-DRUG ABUSE
TREATMENT STUDIES

10
duals involved

NIDA is taking an approach similar to the CTD
enhance weatment for drug-addicted indi

stem through Criminal
Justice- Drug Abuse Treatment Studies (GJ-DATS).
Whereas NIDAs CTN has as its overriding mission the
improvenient of the quality of drug abuse treatment by

moving innovative approaches into the farger comsrunity,

with the criminal justice s

Justi

addiction treatments rapidly into community settings.

research supported through CJ-DATS is
effect change by bringing new
e and thereby improve oucom

igned to

mito the
s for
offenders with substance use disorders. It seeks to achieve
bette
public health and public salety forums and represents a
collaboration among NIDA; SAMHSA; the Centers for
Disease Control and Prevention (CDCh Depurtment of’
e agencies; and a host of drug treatment,
e, and health and social service professionals.

reatment mode

eriminal justice s

integraton of drug abuse treatment with other

fruinal

Jus
HLENDING TEAMS

Another way in which NIDA is secking to actively move

science into practice i through a joint venture with

MHSA and its nationwide network of Addiction

Technology Transter Genters (AT'TCs). This process

ivolves the collaborative efforts of commmunity treatment
practitioners, SAMHSA trainers, and NIDA researchers,
sorme of whom form “Blending Teams
products and devise sirategic dis
them. Through the ereation of products designed o
foster adoption of new weatment strategies, Blending
Toams are instrumental in gewing the late:
based tools and practic
professionals. To date,

0 create
emination plans for

idence-

into the hands of treatment

a number of products have been

completed. Topics have included incr
af the value of buprenorphine therapy and enhancing
healtheare workers® profici
the ASL, motivatonal interviewing, and motivational
mcertives. For more information on Blending products,
please visit NIDAs Web site ag nida.nih.gov/blending.

ing awareness

ncy in using taols such as
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OTHER FEDRERAL RESOURGES

NIDA DrugPubs Research Dissemination Center.
NIDA publications available
from this information source. Stafl’ provide assistance

i treatment materials are

The National Registry of Evidenc
and Practices. This-database of inte

ed Programs
wions for the

AL e Samhisa.goy.

SAMHSA’s Store hys 2 wide
g manuals, brochures, videos, and other.
1. Phone: 800-487-4689; Web site;

store.samhsa.gov.

c of products;

reh

The National Institute of Justice. As the r
5 the National

and demmonstration
the context of crirne and th
For information, inchuding a v

th-of publications,
2 nee Servie

o Re
O0; or visii nij gov,

contact the
at 800851

Clinical Trials. For more information on federafly

and privately supported clinical trinks, please visie
dindcaltrials.gov. )
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Residential Women’s Treatment:
Cost-Benefit and Outcome
Findings from a CSAT Cross-
Site Evaluation

Ken Burgdorf, Ph.D.
Xiaowu Chen, M.D., M.S.P.H.

CSAT Women’s Conference, July 12, 2004

*Study conducted under Contract 270-97-7030 funded by the Center for Substance Abuse Treatment, Substance Abuse and Mental
Health Services Administration, U.S. Department of Health and Human Services. Center for Substance Abuse Treatment, 5600
Fishers Lane, Rockwall II, Suite 740, Rockville, Maryland 20857, 301/443-5052, Contents are solely the responsibility of the
authors and do not necessarily represent the official views of the agency.
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The RWC/PPW Program and
Cross-Site Evaluation

The Residential Women and Children (RWC)/Pregnant and Postpartum
Women (PPW) programs were funded by the Substance Abuse and
Mental Health Services Administration’s Center for Substance Abuse
Treatment

The cross-site evaluation encompassed 50 5-year RWC/PPW projects
that were funded in two cohorts:

* 39in FY 1993
« 11inFY 1995

Each project was required to develop a comprehensive, long-term (6- or
12-month) residential treatment program for pregnant and parenting
women with serious substance abuse problems, including on-site care of
clients’ infants and young children
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RWC/PPW Projects Provided:

Outreach services to promote Tx entry & retention

Screening/assessment for women, infants, &
children

Medical testing for substance abuse related
diseases/conditions

Medical care for clients & children

Individual and group therapy/counseling for
clients & children

LTGC



RWC/PPW Projects Provided (con’t)

Educational & vocational services for clients &
children

Other support services for clients & children

Individualized case management, w/ active
involvement of clients

Family member involvement in children’s Tx
Full continuum of care in residential setting

132
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The RWC/PPW Cross-Site
Evaluation

Cross-site evaluation collected data from October 1, 1996 to March 31,
2001

50 RWC/PPW projects submitted a standardized set of quantitative data on
a quarterly basis including admission, treatment services, discharge, and 6-
month follow-up data

Outcome data set represents 1,768 former clients from 32 projects that met
minimal requirements for follow-up data collection (50% follow-up rate or

better)

Follow-up data are available for 1,181 women

Nonresponse adjustments made to account for underrepresentation of short-
stay clients
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Child Characteristics (n=4,048)

Male 49.0%

Mean age 3.8 + 3.4 years

Child Placement | Legal custody | Living situation
before treatment (%) (%)
Mother 67.1 45.8
Father 0.9 4.1
Mother & Father 12.8 9.0
Grandparent 2.1 13.3
Other relative 0.8 6.0
State 13.8 15.9
Other 2.5 5.7
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Outcome Dimensions Covered

* Abstinence vs. Relapse

* Arrests for Illegal Activities
* Economic/Social Outcomes
* Physical and Mental Health
* Pregnancy Outcomes

* Project Sustainability
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Pregnancy Outcomes

*  n=2,837 from 12 recent hospital-based studies of outcomes for cocaine-using women
**  p=9,737 from 10 recent hospital-based studies of outcomes for cocaine-using women
*¥% 5 = 10,816 previous pregnancies of RWC/PPW clients, as reported at treatment admission
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Percentage of Clients Abstinent Post
Discharge, by LOS and Study
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Outcome Study Conclusions

* This type of residential treatment accrues
substantial benefits to clients in many areas
of life

* Benefits are most widespread and
pronounced for clients who remain in
treatment 3 months or more, who are
especially successful in achieving lasting
abstinence
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Treatment Cost Data

* Collected on-site by professional
accounting firm (CCC) in 1997; 39 sites

» Used CSAT-developed cost accounting
system (SATCAAT)

» Comprehensive, based on full market value
of project facilities, goods, and services
(incl. donated)
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Site Variation in RWC/PPW Unit Costs

Mean + SD

Annual cost per site

$928,190 + 305,114

Episode cost per client

$25,744 + 13,440

Daily cost per client, total $159 + 62
Housing $51+30
Client services $60 + 28

Child services

$48 £ 26

1844



Average Treatment Episode Costs by Group

Group

Statistics Total | 1-30|31-90| 91-180| 181+ | Pregnt | Not pre
N (clients) 1768 368 362 381 657 457 1311
Mean L.OS (days) 151.8] 15.6 58.2 140.2 286.5 143.2 154.8
Clinical intensity 1 2.9 1.6 0.9 0.9 | wvaries varies
Episode cost by component

Intake $834 | $834 £834 £834 $834 $834 $834
Resid. Care $11,686 | $1,201 | $4,480 | $10,793 | $22,055 | $11,024 | $11,917
Clin. Care $11,670 | $3,478 | $7,159| $9,701 | $19,824 | $11,130 | $11,859
Total, per client $24,190 | $5,513 | $12,473 | $21,327 | $42,712| $22,988 | $24,610
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Benefit Types Included

Only benefits to society

Only benefits that can be quantified from study
data and then monetized based on outside
literature

Include both in-treatment and post-treatment (PT)
benefits

Include both client- and child-related benefits
Estimate PT benefits for at least 1 year
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Benetits to be Estimated

e In-treatment: reduced crime, reduced
TANF, reduced foster care

* Post-treatment: reduced crime (1 yr),
reduced TANF (1 yr), reduced Foster Care
(33 mos), reduced LBW (lifetime)
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Crime Reduction, by In-tx Post-tx (1 yr)
Type of Offense Unit | Units | Units | Saving | Units | Units | Saving
cost | avert avert |(mn) |avert |avert |(mn)
)] (total) | (mn) (total) | (mn)
Drug sale, dist., manfr. 26 5150 2.9 $76 | 9162 5.2 $13§
DWI, DUI 58 1292 0.7 $42| 1973 1.1 $65
Forgery, fraud 690| 2505 1.4 $978| 5504| 3.1| $2148
Fencing stolen propty 124 2540 1.4 $178| 4291 24| $301
Gambling, bookmaking 8 1164 0.7 $51 1360 0.8 $6
Prostitution 54 3465 20| $106| 6083| 3.4 $186
Burglary/auto theft 1637 1644 09| $1522| 3534 2.0] $3272
Other theft 915 2153 1.2 $1114| 3295 1.9| $1705
Robbery 5944|  s11| 03| $1718| 1074| 0.6 $3611
Aggravated assault 5440 983 0.6 $3025| 1469 0.8} $4520
Vandalism 58 836 0.5 $271 15721 0.9 $52
Total 22243 $8791 | 39317 $16000
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Benefit type and amount Unit cost Total | Mean per
&) N=1,768 | client (3)

Crime
In-tx: N crimes averted 22,243

Savings varies | $15,543,283 $8,791
Yr post-tx: N crimes avrt. 39,317

Savings varies | $28,288,327 $16,000
Crime total $43,831,610| $24,792
TANF (& Food Stamps)
In-tx: N sup. days averted 121,071

Savings $31/day| $3,753,201 $2,123
Yr post-tx: N sup. yrs avrtd 349

Savings $11,300/yr| $3,943,700 $2,231
TANF total $7,696,901 $4,353
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Benefit type and amount | Unit cost ($) Total | Mean per
(continued) N=1,768 | client (8)
LBW Deliveries
N LBWs averted 55
15t year med cost saving $25,413| $1,397,715 $791
Lifetime med/edu saving $423.760| $23,306,800| $13,183
LBW total $449.173 | $24,704,515| $13,973
Foster Care (FC)
In-tx: N days for FC kids 48,432

Saving $64/day| $3,099,648 $1,753
Post-tx: FC plmts averted 1,217

Saving $64,218/plmt | $78,153,306| $44,204
FC total $81,252,954 | $45,958
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RWC/PPW Benefit Summary

Benefit type and Savings Total| Mean| %
period Quantity ($M) | ($thou)

Total (n=1,768) 157.51 89.1| 100

In-tx offsets 2241 12.7|(14)
Foster care 48,432 days 3.1 1.8 2
Crime 22,243 crimes 15.5 8.8 10
Public support 121,071 days 3.8 2.1 2

Post-tx benefits 135.1} 76.4| (86)
LBW, lifetime 55 LBWs 247 14.0| 16
Foster care, 15t plmt | 1,217 placemts 782 442 50
Crime, 15t yr 39,317 crimes 283 16.0| 18
Pub. assist 15t yr 349 families 3.9 2.2 2
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Conclusions

Q: Do program benefits exceed costs? A: Yes

Total B exceeds Total C by $65,000/client
($89.1K-$$21.2K), for B/C=3.7:1

* For LT, B-C=$76,000; B/C=2.8:1
* For preg, B-C=$103,000; B/C=5.5:1
* Post-tx B ($76.4K)/net C ($11.5K)=6.6:1
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Caveats

Outcome data from client self-report

No control group

Benefit estimates conservative and
incomplete in type, duration

Analysis excluded role of leveraged
services
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ASSESSING THE FEDERAL RESPONSE

TUESDAY, MAY 17, 2016

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

The Committee met, pursuant to notice, at 3:33 p.m., in room
SD-342, Dirksen Senate Office Building, Hon. Ron Johnson, Chair-
man of the Committee, presiding.

Present: Senators Johnson, Portman, Ayotte, Carper, McCaskill,
Tester, Booker, and Peters.

OPENING STATEMENT OF CHAIRMAN JOHNSON

Chairman JOHNSON. This hearing will come to order. I do apolo-
gize to the witnesses for the delay. We had a couple of votes, so
I appreciate your indulgence.

Because we are short on time, I just have a written statement
that I would ask consent to enter in the record.!

And, I would also like to recognize the fact that it is National Po-
lice Week. There have been 123 law enforcement officers killed in
the line of duty during calendar year 2015, including two in Wis-
consin: Officer Ryan Copeland from McFarland, Wisconsin and
Trooper Trevor John Caspar, who was killed in Fond du Lac, Wis-
consin. So, I would just ask everybody to bow their heads and take
a moment of silence.

[Moment of silence.]

Thank you. The sacrifice of our police officers is really too large
to even express in words, so I appreciate everybody taking that mo-
ment of silence.

With that, Senator Carper.

OPENING STATEMENT OF SENATOR CARPER

Senator CARPER. Thank you, Mr. Chairman. Thank you for pull-
ing this together. To our witnesses, again, we apologize for the
delay. Sometimes, our day jobs get in the way of our job here on
the Committee—and that was voting—voting on the Senate floor.

I have a statement and I would also like to ask, Mr. Chairman,
unanimous consent that it be included in the record.2 I just want
to mention one or two things, if I could, and then we will get going.

The situation we are in, as a country—there is a large focus here
on the three countries where the most illegal immigration is com-
ing from in Central America—South America—and they are: Hon-

1The prepared statement of Senator Johnson appears in the Appendix on page 285.
2The prepared statement of Senator Carper appears in the Appendix on page 286.
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duras, Guatemala, and El Salvador. And, the reason why people
are coming up here is that, a lot of times, young kids—young fami-
lies live hellacious lives. They live hellacious lives because we send
them money and they send us drugs. We send money and guns to
some of the people that are just making life miserable for the citi-
zens of those countries.

I am one who always wants to focus on root causes—to find out
what is the root cause of a problem, not just look at the symptoms
of a problem. You have all of these people trying to get into our
country across the border. What is the root cause of that? The root
cause of that is that their lives are miserable because of our addic-
tion to drugs and the trafficking of those drugs through those coun-
tries.

So, we are doing a couple of things to try to address it, including
investing some money to help enable those countries to be a better
place to live—less horrific—a place they would want to stay and
raise their families. And, the root cause is our addiction—our ad-
dictions to opioids and heroin—that sort of thing. And, we cannot
ignore that.

The last thing I would say is this: We talk in this Committee,
from time to time, about how, in order to be able to stop human
trafficking—in order to be able to stop the bringing of things that
are illegal—including drugs—into this country, we need to reduce
the size of the “haystack.” The “needle in the haystack”—we have
to reduce the size of the “haystack” if we are going to find those
“needles.” We have to be able to—and I am not talking about nee-
dles for addiction—but the key is reducing the size of the “hay-
stack.” And, part of that is making sure that the people living in
these countries have a life that is not miserable—not full of fear,
but one for which they would be more inclined to stay if they could.
And, I think they would like to. And, part of it is on us. Part of
that is on us. And, that is why we are having this hearing today.

We welcome you all. Thank you so much for coming.

Chairman JOHNSON. Thank you, Senator Carper.

I think this is our 18th hearing on some aspect of the lack of se-
curity on our border. And, certainly, my conclusion—and I think at
least some of the Members here would probably, at least partially,
agree with me—when I have looked at the root cause of our unse-
cured border—the primary root cause is our insatiable demand for
drugs—which is why we are having this hearing. It has given rise
to drug cartels who, let us face it, control whatever portion of the
Mexican side of the border they choose to. It is destroying public
institutions in Central America and parts of Mexico. So, this is an
enormous problem and we just simply have not been winning the
“War on Drugs.”

So, with that, it is the tradition of this Committee to swear in
witnesses. So, if you will all rise and raise your right hand. Do you
swear the testimony you will give before this Committee will be the
gué‘}?l, the whole truth, and nothing but the truth, so help you,

od?

Mr. BoTTICELLL I do.

Ms. ENomoro. I do.

Ms. MAURER. I do.

Chairman JOHNSON. Thank you. Please be seated.
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Our first witness is Michael Botticelli. Mr. Botticelli is Director
of the Office of National Drug Control Policy (ONDCP). Mr. Botti-
celli has more than two decades of experience supporting Ameri-
cans who have been affected by substance abuse disorders. Prior to
joining ONDCP, Mr. Botticelli served as Director of the Bureau of
Substance Abuse Services (BSAS) at the Massachusetts Depart-
ment of Public Health (DPH). He is also in long-term recovery from
a substance use disorder, celebrating more than 25 years of sobri-
ety. We certainly congratulate you on that. Thank you for your
service and we look forward to your testimony.

TESTIMONY OF HON. MICHAEL P. BOTTICELLIL,® DIRECTOR,
OFFICE OF NATIONAL DRUG CONTROL POLICY

Mr. BoTTICELLI. Thank you, Chairman Johnson, Ranking Mem-
ber Carper, and Members of the Committee. I want to thank you
for the opportunity to be here today to discuss ONDCP’s authori-
ties along with our collaborative efforts to carry out the Adminis-
tration’s drug control priorities, including our response to the
opioid epidemic.

As a component of the Executive Office of the President (EOP),
we establish policies and objectives for the Nation’s drug control
programs and ensure that adequate resources are provided to im-
plement them. We also develop, evaluate, coordinate, and oversee
the international and domestic anti-drug efforts of Executive
Branch Agencies.

We are charged with producing the annual National Drug Con-
trol Strategy, which is the Administration’s blueprint for drug pol-
icy along with a national drug control budget.

Let me first start off by saying that the National Drug Control
Strategy has produced results. Particularly important to us, right
now, is that, among youth aged 12 to 17, the number of current
nonmedical users of opioid medication has declined 29 percent from
2009 to 2014—and 39 percent among young adults aged 18 to 29.
Perhaps most importantly, the number of new nonmedical users of
prescription pain medication went down 35 percent over this same
time period—from 2.2 million in 2009 to 1.4 million in 2014.

Also, between 2009 and 2014, there were reductions in the use
of illicit drugs—other than marijuana—dropping 21 percent among
youth aged 12 to 17 and 20 percent among young adults aged 18
to 29.

Substantial progress has also been achieved in reducing alcohol
and tobacco use among youth, with a 28-percent decline in the rate
of the lifetime use of alcohol among eighth-grade students—and 34
percent for cigarettes. These declines exceed the targets that we es-
tablished for the 2010 National Drug Control Strategy.

Despite these achievements, we know that much remains to be
done. And, while we have seen the leveling off of deaths associated
with prescription pain medication, we have seen a tremendously
alarming increase in deaths involving heroin and illicit fentanyl.
These correspond with recent increases in poppy cultivation and
heroin production in Mexico.

1The prepared statement of Mr. Botticelli appears in the Appendix on page 288.
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With the continued implementation of the Administration’s plan
for addressing this crisis, including our engagement with the gov-
ernment of Mexico, we are hopeful that the Nation will see re-
newed declines in the availability of heroin and in deaths involving
opioids.

ONDCP’s oversight of the national drug control budget ensures
that the government’s efforts are well coordinated and support the
objectives of the National Drug Control Strategy. ONDCP leads a
broad range of interagency groups that support the National Drug
Control Strategy’s initiatives. Examples include interagency work-
ing groups on opioid treatment, prevention, and data as well as the
National Heroin Coordination Group.

ONDCP’s funding authorities reflect a balanced demand reduc-
tion and supply reduction approach to drug control, including con-
tinued interdiction and enforcement actions against criminal drug-
trafficking organizations. While the level of supply reduction fund-
ing has remained constant, demand reduction funding has in-
creased. When the Administration took office, only 37 percent of
Federal drug control resources were devoted to demand reduction
efforts. For fiscal year (FY) 2017, 51 percent has been requested for
demand reduction and 49 percent for supply reduction.

The President’s 2017 budget control matches the seriousness of
the situation we face as a Nation. It includes $1.1 billion in new
mandatory funding over 2 years to expand access to treatment and
recovery support services for people with opioid use disorders. This
funding will reduce barriers to treatment and will ensure that
every American who wants treatment can access it and get the
help that they need.

Members of the Committee, ONDCP will seek to continue to find
new and effective solutions to address drug use and its con-
sequences. We remain committed to working with Federal, State,
local, tribal, and private sector partners to develop an effective
drug control strategy and use our budget authority to develop new
programs and expand successful ones.

We know that by working together, we will continue to reduce
the prevalence and consequences of drug use and help individuals
recover from the disease of addiction.

Thank you.

Chairman JOHNSON. Thank you, Mr. Botticelli.

Our next witness is Kana Enomoto. Ms. Enomoto is Principal
Deputy Administrator of the Substance Abuse and Mental Health
Services Administration (SAMHSA) at the U.S. Department of
Health and Human Services (HHS). SAMHSA is the agency, within
HHS, that leads public health efforts to advance the behavioral
health of the Nation with the mission of reducing the impact of
substance abuse and mental illness on America’s communities. Ms.
Enomoto began her tenure at SAMHSA in 1998. Ms. Enomoto.
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TESTIMONY OF KANA ENOMOTO,! PRINCIPAL DEPUTY ADMIN-
ISTRATOR, SUBSTANCE ABUSE AND MENTAL HEALTH SERV-
ICES ADMINISTRATION, U.S. DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Ms. EnomoTO. Good afternoon, Chairman Johnson, Ranking
Member Carper, and Members of the Committee. I thank all of you
for your leadership to raise awareness and catalyze action to ad-
dress addiction in America. It is truly a matter of life or death.

Unfortunately, in recent years, overdose deaths have reached
record numbers—and not enough people are getting treatment. As
a Nation, we will not stem the rising tide of this public health cri-
sis if only one out of 10 people with a substance use disorder gets
the treatment they need. It would not work for diabetes, it would
not work for cancer, and it will not work for addiction. We must
join together to ensure that every person with a substance use dis-
order, who seeks treatment, will find an open door.

Toward this end, SAMHSA is proud to support the President’s
National Drug Control Strategy and HHS Secretary Sylvia Mat-
hews Burwell’s Opioid Initiative. The Fiscal Year 2017 President’s
budget, as Director Botticelli noted, makes a bold commitment to
face this crisis head on: a $1.1 billion, 2-year investment in new
mandatory funding to build the addiction workforce and bolster the
continuum of services. Of the $1 billion, SAMHSA proposed $920
million, over 2 years, for State grants to close the treatment gap
for opioid use disorder by making medication-assisted treatment
(MAT), including needed psychosocial services and recovery sup-
ports, affordable and available to people who are seeking recovery.
These funds would support community prevention, build the work-
force, and use technology to expand the reach of treatment. The
initiative also includes %}ZI’)O million in new mandatory funding for
SAMHSA to evaluate the effectiveness of MAT programs under
real-world conditions.

The fiscal year 2017 budget also includes $50 million of discre-
tionary funding—an increase of $25 million—to support 23 new
State medication-assisted treatment prescription drug and opioid
addiction (MAT-PDOA) grants. MAT-PDOA was created, in fiscal
year 2015, to provide comprehensive care and evidence-based MAT,
including all three medications approved by the Food and Drug Ad-
ministration (FDA) to treat opioid use disorders. In fiscal year
2016, Congress grew this program and directed SAMHSA to allow
medications and services to achieve and maintain abstinence from
all opioids as well as to prioritize treatment regimens that are less
susceptible to diversion.

One example of MAT-PDOA’s success is the Wisconsin Care Pro-
gram. Their efforts to expand the availability of medication-assist-
ant treatment. Originally, there were only two providers willing to
prescribe long-acting injectable naltrexone in Sauk County, Wis-
consin. But, by having a champion physician present on how effec-
tive MAT can be in combating addiction, that number has already
expanded to 12 providers. That means that 10 more providers are
willing to see patients with substance use disorders that may need
life-saving medications to help them become and stay drug-free.

1The prepared statement of Ms. Enomoto appears in the Appendix on page 298.
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We must ensure that the substance use workforce is sufficient to
meet the growing demand. Another 2017 proposal to expand access
to MAT is the $10 million Buprenorphine-Prescribing Authority
Demonstration to test the safety and effectiveness of expanding
buprenorphine prescribing to advanced practice providers, such as
nurses and physician assistants (PAs).

As part of its regulatory responsibility, SAMHSA certifies the
Nation’s opioid treatment programs, which provide monitored, con-
trolled conditions for the safe and effective treatment of opioid ad-
diction. Finally, SAMHSA is proposing a new regulation to increase
the patient limit for physicians who have a waiver to prescribe
buprenorphine.

Another important program at SAMHSA is the Pregnant and
Postpartum Women’s (PPW) initiative. PPW grantees increase ac-
cess to family centered residential treatment for pregnant and par-
enting women. The evaluation of this program shows great out-
comes. On intake, about two-thirds of these pregnant women are
using alcohol or drugs. At the 6-month follow-up point, 85 percent
are alcohol-and drug-free. Healthy babies are being born and
progress is being made.

But, there are still more lives to save. We know that naloxone
can reverse a potentially fatal opioid overdose. But, it only works
if you have it.

In SAMHSA’s overdose prevention course for prescribers and
pharmacists, one of the targeted strategies we promote is the co-
prescribing of naloxone with opioid analgesics, particularly, for pa-
tients at high risk of overdose. And, this month, SAMHSA is ac-
cepting applications for State grants to purchase naloxone and to
equip and train first responders. We appreciate Congress’ strong
support of this effort.

An underpinning of the Nation’s Behavioral Health Safety Net is
the Substance Abuse Prevention and Treatment Block Grant
(SABG). Since 2013, the block grant has grown by $150 million to
$1.9 billion. Further investments like these are crucial because this
program is delivering an impact for the American people. At dis-
charge, more than 70 percent of individuals who receive block
grant-funded services report no drug use in the past month.
Eighty-four percent report no alcohol use. And, 95 percent report
no involvement with the criminal justice system.

Other important components of SAMHSA’s treatment and recov-
ery portfolio include: drug courts and offender reentry programs,
efforts to combat homelessness, Human Immunodeficiency
Virus/Acquired Immunodeficiency Syndrome (HIV/AIDS), peer
services, and workforce training.

Prevention is another important core element of the National
Drug Control Strategy. SAMHSA’s Center for Substance Abuse
Prevention (CSAP) implements the Strategic Prevention Frame-
work (SPF) grant program, where communities like New Castle
County, Delaware work with their State to focus on using data and
evidence-based strategies to reduce drug abuse and underage
drinking.

In 2016, Congress appropriated $10 million for a new program,
SPF Rx, which will help States to use their Prescription Drug Mon-
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itoring Program (PDMP) data to identify communities at the high-
est risk for the diversion and misuse of prescription drugs.

SAMHSA’s prevention efforts also include the administration of
ONDCP’s Drug-Free Communities (DFC) Program, which supports
anti-drug coalitions across the country, like Merrimack Safeguard
in New Hampshire, who is implementing evidence-based programs
to increase parental awareness, support parental responsibility,
and reduce easy access to prescription medications by encouraging
responsible and safe storage and disposal methods.

SAMHSA also implements the Sober Truth on Preventing Under-
age Drinking (STOP) Program, so current and former drug-free
communities can focus their efforts to reduce underage drinking.
Thanks to these and other prevention strategies, national rates of
underage drinking among 12-to 20-year-olds declined by 21 percent
from 2004 to 2013.

And, for our tribal communities, SAMHSA’s Tribal Behavioral
Health (Native Connections) Grant Program addresses the high in-
cidence of substance use and suicide among American Indian and
Alaska Native populations. And, we are pleased that, in fiscal year
2016, across all of its programs, SAMHSA will have its largest co-
hort of tribal grantees ever—of 160 grants.

In the area of surveillance and evaluation, many of our efforts
to inform policy and program decisionmaking are made possible
through our Center for Behavioral Health Statistics and Quality
(CBHSQ), which provides critical data to the field from evaluation
and surveillance. CBHSQ’s signature programs include the Na-
tional Survey on Drug Use and Health (NSDUH), the Behavioral
Health Barometer, and the National Registry of Evidence-based
Programs and Practices (NREPP).

Members of the Committee, thank you for convening this impor-
tant hearing. I look forward to working with you to ensure that we
are using our investments strategically, responsibly, and effectively
to deliver a significant impact for the American people. I am happy
to answer any questions.

Chairman JOHNSON. Thank you, Ms. Enomoto.

Our final witness is Diana Maurer. Ms. Maurer is the Director
of Homeland Security and Justice (HSJ) at the U.S. Government
Accountability Office (GAO). Ms. Maurer’s recent work includes,
among other issues, reports and testimonies on the Federal prison
system, Department of Justice (DOJ) grant programs, nuclear
smuggling, national drug control policy, and Department of Home-
land Security (DHS) morale. Ms. Maurer.

TESTIMONY OF DIANA C. MAURER,! DIRECTOR, HOMELAND
SECURITY AND JUSTICE, U.S. GOVERNMENT ACCOUNT-
ABILITY OFFICE

Ms. MAURER. Good afternoon, Chairman Johnson, Ranking Mem-
ber Carper, other Members, and staff. I am pleased to be here
today to discuss GAO’s perspectives on Federal efforts to address
illicit drug use.

Drug trafficking, drug abuse, and the associated impacts on pub-
lic health and safety have been longstanding issues. Combating

1The prepared statement of Ms. Maurer appears in the Appendix on page 308.
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these problems is costly. The Administration has requested more
than $31 billion to prevent drug abuse, provide treatment for sub-
stance abuse disorders, support domestic enforcement of drug laws,
interdict drug smuggling, and combat international drug traf-
ficking.

Now, consider that list of activities for just a second. Doing all
of that involves dozens of very different Federal Agencies working
in the fields of medicine, law enforcement, intelligence, corrections,
and diplomacy. This truly is a multifaceted effort—and it needs to
be, because the problems from drug abuse in the United States are
complex and deep-seated.

If there is one thing we have learned over the past several dec-
ades, it is that there are no quick or easy fixes. The Administra-
tion’s 2017 request is noteworthy because, for the first time, it has
proposed spending more on treatment and prevention—the so-
called “demand side” of the problem—than on law enforcement,
interdiction, and international programs—the so-called “supply
side.”

Over the past several years, spending for supply side activities
has remained roughly the same. Spending today is roughly com-
parable—allowing for inflation—to what we spent in 2007. How-
ever, spending for the demand side has increased, especially in re-
cent years. Specifically, since 2013, spending on treatment pro-
grams has increased 67 percent, from 57.9 billion to over $13 bil-
lion today. This reflects a growing emphasis on the increasingly
dire public health consequences of drug abuse, especially of con-
trolled prescription drugs and heroin.

In 2014, for example, the Center for Disease Control (CDC) re-
ported nearly 50,000 drug-induced deaths in this country. That is
about 136 Americans every day. To put it another way, it is also
more per day than the total number of Americans killed, in this
country, from terrorist attacks in the nearly 15 years since the at-
tacks on September 11, 2001 (9/11). Given that bleak fact, ensuring
that this money is well spent, that we are making progress, and
that the various agencies are well coordinated is vital.

ONDCP, to its credit, has focused a great deal of time, attention,
and resources on developing and using performance measures to
assess the progress of Federal drug control efforts. The 2010 Na-
tional Drug Control Strategy established a series of goals with spe-
cific outcomes ONDCP hoped to achieve by last year.

In 2013, we reported that a related set of measures were gen-
erally consistent with effective performance management and use-
ful for decisionmaking—so, unlike many other Federal programs, in
this area, there is a dashboard with meaningful indicators of
progress and clear targets. So, keep that in mind when the con-
versation turns to what these measures tell us. And, overall, there
has been a lack of progress.

According to a report ONDCP issued late last year, none of the
seven goals were achieved. And, in some key areas, the trend lines
moved in the opposite direction. For example, the percentage of
eighth graders who have ever used illicit drugs increased rather
than decreased. The number of drug-related deaths increased 27
percent rather than decreased 15 percent, as planned.
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We should also recognize some progress in key areas. For exam-
ple, the 30-day prevalence of drug use by teenagers has dropped.
There has also been recent progress in Federal drug abuse preven-
tion and treatment programs. In 2013, we found that coordination
across 76 Federal programs at 15 Agencies was all too often lack-
ing. Forty percent of the programs at that time reported no coordi-
nation with other Federal agencies. We recommended that ONDCP
take action to reduce the risk of duplication and improve coordina-
tion.

Since our report, ONDCP has done just that. It has conducted an
inventory of the various programs and updated its budget process
and monitoring efforts to enhance coordination.

Mr. Chairman, as Congress considers its options, it is worth re-
flecting on the deeply ingrained nature of illicit drug use in this
country. It is an extremely complex problem that involves millions
of people, billions of dollars, and thousands of communities. There
are very real costs in lives and livelihoods across the United States.
Helping reduce these costs and achieving national drug policy goals
will require effective program implementation, demonstrated re-
sults, and enhanced coordination among the various Federal Agen-
cies.

GAO stands ready to help Congress assess the extent to which
ONDCP and other Federal Agencies achieve these goals and reduce
the impact of drug abuse in this country.

Thank you for the opportunity to testify this afternoon. I look for-
ward to your questions.

Chairman JOHNSON. Thank you, Ms. Maurer.

Our clocks are obviously not working here, so we have a timer,
which I will ask staff to put it right there. So, when we see the
little buttons go off, I will know I have run out of time.

Mr. Botticelli, we have heard a lot of percentages—up and down.
In previous testimony the Committee heard, about 24 million
Americans—I think that is correct, somewhere in that ballpark—
use some sort of illegal drug on a monthly basis. About 3 million
are using non-marijuana—in other words, cocaine, heroin, fentanyl,
and those things. Is that pretty much the number we are talking
about here?

Mr. BorTicELLI Correct.

Che{z}irman JOHNSON. How has that changed in the last 10 or 20
years?

Mr. BoTTICELLI. As we have looked at measures—and I want to
thank Ms. Maurer because we actually do have a dashboard of
measures that we track. And, when we look across our measures,
one of the reasons why we have not made progress in many of
these areas, in terms of reducing illicit drug use, has to do with in-
creasing rates of marijuana use among eighth graders and, particu-
larly, young adults. And, if you take marijuana out of the equation,
we actually have made significant results with 12-year olds to 17-
year-olds in many areas. And, there have been results among
young adults, particularly, in cocaine, methamphetamine (meth),
and prescription drug use issues.

Chairman JOHNSON. So, rather than look at very narrow cat-
egories, I am just kind of looking at the macro level here. Three
million hard drug users a month—that is about one percent of the
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population. Has that held pretty steady? Did it used to be 2 percent
and now it is 1 percent? I mean, has it always been kind of in that
1-percent range?

Mr. BOTTICELLI. The overall prevalence of drug use has remained
relatively stable over the years. And, we have seen some—I do
think that one of the areas where we have seen a decrease in prev-
alence has largely been among youth in the United States. And, I
think this speaks to our overall issues, because we know that drug
use is an issue of early onset. So, I think as we have seen reduc-
tions in, particularly, underage use rates across the board—with
the exception of marijuana—that it holds promise for seeing a sig-
nificant decrease in prevalence overall.

Chairman JOHNSON. But, in general, the percentage of Ameri-
cans using hard drugs has held pretty steady?

Mr. BOTTICELLI. Generally.

Chairman JOHNSON. So, not much—we have spent billions of dol-
lars. I do not know what the history is, but we are spending $30
billion this year. And, prior to that we were spending $20 billion
to $25 billion. We spent a lot of money and we really have not
made a dent in this.

Mr. BOTTICELLI. But, I do think, Chairman, if you would allow
me—I think part of the intractability of the issue speaks to—the
fact that, historically, our drug control budget has been out of bal-
ance. While supply reduction and law enforcement play a critical
role, our historic funding around prevention and treatment ef-
forts

Chairman JOHNSON. We will get to those issues.

Mr. BorTiCELLL. OK.

Chairman JOHNSON. In testimony, General Kelly, former head of
the Southern Command (SOUTHCOM), said that we have visibility
for about 90 percent of the drug flow—and yet, we just lack the
interdiction capability. Do you, basically, agree with that assess-
ment?

Mr. BoTTICELLI. I do, to some extent. I get quarterly data on the
amount of drugs that are interdicted in the United States. I have
to say that, while we do have operational awareness, in terms of
drugs, I think the U.S. Coast Guard (USCG) has, significantly,
stepped up, in terms of their interdiction efforts—as well as some
of our partner nations. So, actually, when you look at the amount
of, particularly, cocaine that is interdicted, those numbers are at
the highest level that they have ever been.

Chairman JOHNSON. But, again, we are talking about narrow
categories. Let us just take a look at another metric that has come
out in testimony—certainly, in briefings. In the early 1980s, the
price of a gram of heroin would be, in today’s terms, equivalent to
about $3,200. There are reports in Milwaukee that you can get a
gram of heroin for $100. At 10 doses per gram, that is $10 a hit.

Obviously, from the standpoint of interdicting supply, you would
think that, if we were doing a better job, those prices would remain
high. But, they have dropped significantly. Correct?

Mr. BotTicELLI. I would say, particularly, in terms of heroin
interdiction, we have a lot more work to do. Part of the reason that
we are seeing such a dramatic increase in heroin has to do with
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the dramatic increase in availability and the lower price in many
parts of the United States.

Chairman JOHNSON. What I am just trying to elicit here is—we
are not making progress on this. I think we are losing the war.

Ms. Enomoto, all of us would love to believe that we could treat
drug addiction effectively. What is the success rate, in terms
of—Mr. Botticelli is obviously one of the examples of success. What
is, basically, the success rate?

Ms. ENOMOTO. I am incredibly optimistic in this space because
we do have science that tells us people can and do recover. While
substance use disorders are chronic neurological conditions that
have the potential for recurrence, they also have amazing potential
for recovery. So, within the SAMHSA portfolio, we are seeing about
two-thirds of people coming out of our programs at the 6-month fol-
low-up point not using drugs or alcohol. From our block grants,
that number is a little bit higher. We are seeing that. And, there
are other programs, like our drug court program, where people
have a high degree of motivation. Or, our PPW programs, where
we are seeing——

Chairman JOHNSON. Those results are far higher than what I
have heard in other testimony. For example, in Pewaukee, Wis-
consin, we were being told 5, maybe—at most—10 percent. Do you
dispute that then?

Ms. ENoMOTO. I do not dispute that that is what those testi-
monies were, and

Chairman JOHNSON. I understand. Ms. Maurer, have you looked
at any studies on these things?

Ms. MAURER. GAO has not conducted any studies to assess the
effectiveness of treatment or prevention programs. One of the
issues here could be the difference between the number of people
who successfully complete the program compared to the number of
people who go into the program.

I know that one of the indicators that ONDCP is tracking is try-
ing to get to a 50-percent completion rate for some of the programs.
And, they are close to that mark, but they have not been able to
get to that 50-percent mark. What that says about people who have
completed—as opposed to those who have not completed, we do not
know, from a GAO perspective, but it is a part of the story.

Chairman JOHNSON. OK. Mr. Botticelli, do you want to weigh in?

Mr. BOTTICELLI. So, one of the areas, particularly, with opioid
use disorders, that we see problems with is the fact that we have
three highly effective medications that should be the standard of
care for people with opioid use disorders. Yet, too few people have
access to those for a variety of reasons. And so, part of our——

Chairman JOHNSON. Name those reasons.

Mr. BOTTICELLI. So, we have too few physicians who are pre-
scribing these medications. We have parts of this country where we
actually do not have a physician who is trained to do that. So, that
workforce is important to make sure we do it—and SAMHSA’s
grants to promote that.

We also know that we have too few treatment programs that
have incorporated medication-assisted treatment into their treat-
ment programs—and that has been a focus of both ONDCP and
SAMHSA.
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And, we also know—and, again, Congress has taken action on
this—that there was a cap on the number of patients that physi-
cians treating people with addictions could serve. And, HHS has
proposed increasing that number from 100 to 200 as a way to in-
crease capacity for opioid use disorders.

Chairman JOHNSON. OK. Thank you. I am out of time.

I will pass it to you. It is scout’s honor, by the way.

Senator CARPER. Alright, 6:56. No, I have 9 minutes. OK. This
is good. We only get 7 minutes.

Again, thank you all for joining us today. I started writing down,
while you all were talking—testifying, rather—and I started writ-
ing down the elements of a comprehensive strategy to deal with
these addiction-related problems. And, I wrote down treatment, I
wrote down education—and not just the education of, particularly,
young people—maybe, people not addicted to anything, but also
education for health providers, particularly doctors, who I think are
overprescribing. We have, in a lot of the Medicaid programs across
the country, policies that are designed to make sure that someone
who has a prescription for opioids can only go to one pharmacy.
What do we call it? “Lock-out” or something like that.

Certainly, the stuff that we are doing with drug interdiction—I
used to be a naval flight officer (NFO) and we used my old Navy
P-3 Orion airplanes in the Caribbean—and that part of the
world—to try to interdict folks that are running drugs in by air.
We do it by sea and by land. We do a lot of law enforcement and
so forth.

I want to ask each of you just to, if you could, craft for us just
briefly—take about a minute and a half apiece—and just describe
for us a comprehensive strategy that you think America would be
smart to have. And, Ms. Maurer, if you would go first and
then—is it “Enomoto”? OK. And, is it “Botticelli”? OK. Ms. Maurer.

Ms. MAURER. Well, thank you. I think the elements of a key
strategy would have to involve many different elements of national
power and many of the elements that you already talked about.
Certainly, there needs to be an approach to reduce the supply of
illicit drugs—and that has to cover both fronts of that—drugs that
are illegal everywhere all of the time—so heroin, cocaine, and so
forth—as well as——

Senator CARPER. One of the things we tried to do, I think, in Af-
ghanistan, was to convince the farmers there—and help the farm-
ers there to learn how to plant stuff other than poppies and to
make money doing that. Go ahead.

Ms. MAURER. That is right. Exactly. And, that program ran into
some problems as a result. But, that is certainly part of the overall
effort.

In addition to that, we also have to have efforts in place to put
appropriate controls around the prescription medications that mil-
lions of Americans rely on for pain relief, but which can be misused
and abused and——

Senator CARPER. Somebody told me—excuse me for interrupting.
Somebody told me they had a daughter that had her wisdom teeth
extracted and they got a month’s prescription of opioids to help her
deal with the pain.
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Ms. MAURER. That is right. I think, in the most recent data,
there were 12 billion pills produced for U.S. domestic consumption.
That is about 37 pills per American. So, that is a lot that you have
to keep track of. That is on the supply side.

Then, on the demand side, it is really important, like you said,
to have education. It is vital to have treatment and prevention pro-
grams as well because you need to treat the medical disease of ad-
diction. But, you need to couple that with programs to try to keep
people from getting started and using drugs illegally and illicitly in
the first place.

Senator CARPER. We have done that with tobacco quite success-
fully through the American Legacy Foundation’s—which is now
called the Truth Initiative’s—“truth” campaign.

Ms. MAURER. Absolutely.

Senator CARPER. Also, Montana did some very good work years
ago on methamphetamines—the same kind of approach as the
“truth” campaign. Go ahead.

Ms. MAURER. And, there may be things that we can learn from
those efforts. One thing I would note about the campaigns to re-
duce the use of tobacco—as well as the campaign encouraging peo-
ple to use seat belts—those are generational changes that require
people to rethink the way they fundamentally approach things like
smoking and driving. It took a while for that to take hold, but they
were successful. There may be things we can learn from those ef-
forts that we could apply to the drug problem in this country.

Senator CARPER. Alright. Thank you. I have only 8 minutes left,
so, Ms. Enomoto?

Ms. ENoMoTO. Thank you.

Chairman JOHNSON. You were never a Boy Scout, were you?

Senator CARPER. No. [Laughter.]

I aspired to be, but they would not let me in.

Ms. ENOMOTO. Thank you very much. It is a great question. I
will leave it to others to address the supply reduction or interdic-
tion issues, but for us on the demand reduction side, we think that
the President has put forward a very strong and meaningful strat-
egy, which does encompass prevention, treatment, and recovery as
well as data and public education initiatives around these issues.
And, we are happy to be a part of that. For the opioid initiative,
we are focusing on three opportunities for high impact, which are:
changing prescriber behavior—as you noted, increasing access to
naloxone to reduce those opioid overdoses, and increasing access to
medication-assisted treatment. And, to do all three of those things,
we need a strong emphasis on data collection, on surveillance, on
evaluation, and on research. And, for all of those, we need to focus
on engaging States and communities as well as expanding our be-
havioral health workforce, because, as it stands, when we only
have 1 out of 10 people with an addiction getting treatment and
only 2 out of 10 people with an opioid use disorder getting treat-
ment—and we still have waitlists and we still cannot reach all of
the people that we need to with our prevention messaging. We sim-
ply do not have the resources—we do not have the manpower, as
it currently stands. And so, it will require additional investment.
And, I think that is what the President has made clear in his pro-
posals.
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Senator CARPER. Alright. Thank you.

Mr. Botticelli, you have about 2 minutes. Go ahead.

Mr. BOTTICELLI. First and foremost, if you look at the structure
of our national drug

Senator CARPER. What was the first thing you said? You do not
agree with either of them? Is that what you said?

Mr. BOTTICELLI. Oh, no. I do agree with both of them.

Senator CARPER. Thank you.

Mr. BOTTICELLI. I agree that we should take this comprehensive,
multifaceted approach that focuses on prevention, treatment, and
criminal justice reform as well as looks at our supply reduction ef-
forts, our international efforts, our interdiction efforts, and our do-
mestic law enforcement efforts.

I would agree that, particularly with the opioid piece, you are
right on target in saying that reducing the prescribing of these
medications becomes particularly important. So, just to underscore
that, we are now prescribing enough pain medication to give every
adult American their own bottle of pain pills. And, we know that,
with the heroin situation, four out of five newer users to heroin
started by misusing prescription pain medication.

Senator CARPER. Four out of five.

Mr. BorTICELLL. Four out of five. Four out of five started mis-
using. So, this is not a heroin issue that is separate from our pre-
scription drug issue.

We have been calling for mandatory prescriber education, saying
that we think it is not unreasonable to ask every prescriber in the
United States to take a minimal amount of education on the topic
of safe and effective opioid prescribing.

Senator CARPER. Alright. Thank you all for those responses.

Chairman JOHNSON. Thank you, Senator Carper.

While we are passing the timer down to Senator Ayotte, I had
a couple seconds left. I just wanted to ask you—one of the pieces
of legislation I have introduced is the Promoting Responsible
Opioid Prescribing (PROP) Act, which is trying to get rid of the un-
intended consequences of the surveys being used, in terms of pain
medication. Can you just quickly comment on that?

Mr. BOTTICELLI. Sure. So, one of the things we have heard—and,
actually, the Department of Health and Human Services is doing
a review. It is called the Hospital Consumer Assessment
Healthcare Providers and Systems (HCAHPS) survey and it links
financial incentives to patient satisfaction around pain. And, it has
gotten reported to us that that could be, actually, a misaligned in-
centive and actually promote opioid prescribing. So, folks at HHS
now are looking at that survey and seeing to what extent those
questions have the unintended consequence of increased opioid pre-
scribing—and if so, changing those questions to make them more
about overall pain management and not necessarily about opioid
prescribing.

Chairman JOHNSON. Well, if you cannot do it internally—if you
need that law, hopefully, you will support the PROP Act. Senator
Ayotte.
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OPENING STATEMENT OF SENATOR AYOTTE

Senator AYOTTE. Thank you, Chairman.

Director Botticelli, I wanted to follow up on the issue of the cap
for buprenorphine. I have certainly written—and I know others
here in Congress have also—on this issue. But, do you know where
the decisionmaking process is at for HHS? Right now the cap still
exists, right? And so, as we think about trying to increase our ca-
pacity for medication assisted treatment, how quickly do you expect
the Administration is going to look at lifting the cap, so that we
can increase our capacity there?

Mr. BOTTICELLI. Sure. I believe that is still open for public com-
ment from now until, I believe, the end of May. I can check, in
terms of HHS’ timeline on that. I would suspect, Senator, that we
are going to have a significant number of comments that we are
going to have to work through surrounding that. But, it is an im-
portant priority.

But, we also want to look at other opportunities—through
SAMHSA’s grants and through increasing the number of physi-
cians who can prescribe this. But, increasing capacity is particu-
larly important.

Senator AYOTTE. Right. And, also, I would ask you, Director and
Ms. Enomoto, about the issue of the bed cap. So we have—as I un-
derstand it—a cap of 16, in terms of the number of residential
beds, not only for the treatment of substance use disorders, but
also for mental illness. As we think about—I know efforts in my
own State—and elsewhere—to try to increase capacity—sometimes
it makes sense to increase the existing capacity of a facility that
already has a good treatment program in place. So, what are your
thoughts on that cap? And, what efforts should be taken to lift that
cap as well?

Ms. ENOMOTO. So, within the Department, the Centers for Medi-
care and Medicaid Services (CMS) has the leading role for the In-
stitute for Mental Disease (IMD) exclusion. And, they have been
working really closely, I think, with States to promote innovation
in this area—and California is an example of a State with an 1115
waiver that is looking at providing support to residential treatment
providers that have more than 16 beds under their waiver. And so,
I think there is a considerable effort to look at this, both on the
mental health side and on the substance abuse side.

Senator AYOTTE. Also, a lot of this is sometimes co-occurring be-
tween these illnesses.

Ms. ENoMoTO. Right. We also think it is important, though, to
look at expanding options for community-based treatment because
we know that that is important and is an avenue—that not every-
one needs residential treatment and not everyone requires hos-
pitalization if adequate community-level or intensive outpatient
services and supports are readily available.

Senator AYOTTE. And, as a follow up to that, I have been one of
the lead sponsors of the Improving Treatment for Pregnant and
Postpartum Women Act of 2016. And, a component of that Act also
involves looking at nonresidential treatment options for pregnant
women. And, I wanted to get your thoughts on that as well.

Ms. ENOMOTO. In the President’s Fiscal Year 2017 budget pro-
posal, we have proposed a pilot demonstration innovation program,
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which would request the “notwithstanding” language for the PPW
program because the statute requires that it is, right now, exclu-
sively for residential treatment. We would like to have the flexi-
bility to use some of the funding for States looking at options for
multiple pathways to care. So, for some of the women in those pro-
grams—who have other children at home or who have other job or
family responsibilities—to be able to participate in treatment on an
outpatient basis as well and to see whether or not they achieve
similar, comparable outcomes.

Senator AYOTTE. Great. Thank you.

Director Botticelli, a lot of the efforts—as I, certainly, heard in
the testimony from Ms. Maurer as well—as we think about the
supply side piece of this—you and I have talked about this in the
past—the heroin and fentanyl are coming over the Southern bor-
der. And, an amendment that I offered to the National Defense Au-
thorization Act (NDAA), is going to increase some resources there
for the interdiction of heroin and fentanyl.

But, one of the concerns we have heard before, on this Com-
mittee, is that the precursor chemicals needed to make fentanyl are
actually shipped to Central America from China and then smug-
gled into Mexico—or sometimes actually shipped to the United
States and then smuggled into Mexico—and then made into
fentanyl.

So, where do you see our efforts? And, certainly, Ms. Maurer, if
you have any comments on that, in terms of what we are doing to
look at our drug policy. What more can we do to address the
fentanyl interdiction issue? I heard what you had to say on cocaine
and I know that we have seen an increase. But, this is really the
main driver of the drug deaths—as I see the huge increase in New
Hampshire, obviously, with heroin and prescription drugs. But,
when you combine the fentanyl, that is really the killer.

Mr. BorTicELLI. Correct. And, actually, the vast majority of in-
creases that we have seen, in overdose deaths in the United States,
seem to be attributed to either straight fentanyl or heroin-laced
fentanyl-—mot just in New Hampshire, but around the country.
And, you are right. While we know some about the fentanyl supply
chain, we need to actually amplify our intelligence around the
fentanyl supply chain.

So, we have been working with the intelligence community (IC)
to look at—so, clearly, I think what you have articulated—of
this being manufactured in China, either shipped directly to the
United States—or through Mexico—and getting into the supply
chain—particularly important areas, but we need to continue to
study that.

But, we have had—China has actually moved to schedule a num-
ber of new chemicals, including acetyl fentanyl, which is one of the
precursors of that—and we continue to work with the Mexican
Government. I was just down there in March meeting with the At-
torney General (AG), focusing on both reducing poppy cultivation
and on increasing their efforts to combat fentanyl and fentanyl
labs.

Senator AYOTTE. Good.

I did not know if you wanted to comment on this at all?
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Ms. MAURER. We do not have any specific work focused on
fentanyl. We have done work more broadly on supply chain secu-
rity and drug control policy.

Senator AYOTTE. OK.

Ms. MAURER. But, nothing specific to fentanyl yet.

Senator AYOTTE. Well, I think we are going to, probably, have
you engaged on that, too—just because this is a huge, growing
1ssue.

Ms. MAURER. Fantastic.

Senator AYOTTE. Thank you.

I have one final question. We have been seeing these reports
about the increased price of naloxone and having been working on
this issue with you. Having been in my State doing ride-alongs
with our police and fire departments—with Narcan, which is the
brand name for naloxone, we are saving so many lives. Our num-
bers of drug deaths would be so much higher without access to the
life-saving drug. And, that is a key component of CARA. But, the
reports that I have been seeing—at least in the news—is an in-
crease in this drug price. And, do you know what is happening with
this? Anyone who would like to jump in and comment on this—the
increases in naloxone prices—why these price increases are occur-
ring—please do. And, should we be concerned that some manufac-
turers looking to profit off of this epidemic? I just think it is impor-
tant that we highlight this and understand it.

Mr. BoTTICELLI. I wish I could give you the reasons why the
manufacturer has decided to increase the price of this. My gut tells
me the same thing that yours does—that there are some opportun-
istic issues——

Senator AYOTTE. I do not like what my gut is telling me. That
is why I am raising this.

Mr. BorTicELLI. No, I think you are absolutely right. I think
what we have been trying to do by acknowledging the price in-
crease around naloxone, is to look at, one—through CARA and
other vehicles—how we can get increased access. There has been
a purchasing collaborative set up through the National Governors
Association (NGA) and the U.S. Conference of Mayors to harness
their purchasing authority to do it—and SAMHSA is giving guid-
ance to States, through their block grant, about using naloxone
purchased. But, it is particularly disturbing that the cost has gone
up, dramatically, at the time that we need it the most.

Senator AYOTTE. I just think, as we think about this issue—we
are in this very public hearing—I hope that those who are hiking
up these prices take notice that we notice. And, we are going to be
focusing on this, because the last thing that we want as we in-
crease access, is for the price to increase—so that we can actually
save fewer people.

Chairman JOHNSON. Senator Portman.

Senator PORTMAN. Thank you, Mr. Chairman. And, thank you for
having this hearing on an incredibly important issue. We have an
epidemic in our country right now. And, obviously, I am concerned
by some of the testimony this morning, because, as we heard from
Ms. Maurer, at a time when we have had a huge increase in opioid
addictions, overdoses, and deaths, that, of the goals that were set
out in the 2010 strategy, not a single one has been achieved. And,
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Mr. Botticelli said, “Well, that is because we are not taking into ac-
count the increase in marijuana use—it is not other things.” And,
one of the things you talked about was overdose deaths going
from—instead of a 15-percent reduction—a 27-percent increase.
That is not marijuana, is it?

Mr. BorTICELLI. No. That is, typically, other drugs.

Senator PORTMAN. OK. So, I mean, I think I understand, from
the Administration’s point of view, why you want to put a good face
on it and say things are going great. They are not going great.
They are going terribly. And, we have had, since March 10th, when
CARA passed the U.S. Senate—we believe there are about 7,000
Americans who have died of an overdose. We spent a lot of time
today talking about the Zika virus, which is a huge problem. I
think one American has died so far—and I support more efforts on
Zika. But, my gosh, we have a crisis and an epidemic going on
right now—and it is right in front of our eyes.

I was at another treatment center yesterday. I appreciate what
both of you do every day. I do. And, I really appreciate your testi-
mony to the Senate Judiciary Committee, where you talked about
the need for CARA to provide a more comprehensive response. And,
I would just say everything we have talked about today is touched
on in CARA. The House bill, I think, improves CARA with regard
to the limitation on the number of patients that a buprenorphine-
prescribing doctor can handle. That is going to be part of the final
conference report. On the increased number of beds, we kicked it
to GAO because we did not have a consensus on that. But, you are
going to be working on that issue, I hope, very soon.

On naloxone—as you know, thanks to your help, we do a lot
more on naloxone, in terms of funding the grants. But, also signifi-
cantly, we put some more contours around it to target it more and
to encourage people to provide folks with treatment options, which,
when I went—as I did—to one of our major drug store pharmacy
companies recently to talk about over-the-counter Narcan—I, of
course, support that—and strongly—but I also support having a
consultation, so that the people who are getting this naloxone—or
Narcan—to be able to help a loved one or a friend can also know
where the treatment centers are in the area and can get these peo-
ple into treatment. The solution, alone, is not more Narcan—the
treatment is Narcan to save lives—but also getting people into
treatment.

So, I appreciate both of you and what you do every day, but I
think we have to have a little bit of a different attitude about this.
It has to be a crisis mentality, in order for us to do what needs to
be done. And, as you know, the House, on Friday, passed 18 dif-
ferent bills and put them into one bill—into the CARA legislation.
We have our CARA legislation. The difference is, I have put down
here—and I am happy to provide this to you today—we would love
your help in getting us through this conference as quickly as pos-
sible, because we cannot wait. And, there are people now talking
about adding new elements to it that have to do with other impor-
tant issues. We have to focus on this issue—the opioid crisis that
we face.

So, I would ask you today, are you willing to work with us, as
you did in the Senate Judiciary Committee? And, both of your testi-
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monies were, actually, very helpful. And, as you know, there are
many groups—130 groups at last count—around the country, who
are with us on this to try to get through a process with the House
and the Senate where we take the best of both and can be sure
that we do not weaken the Senate bill.

I know you care a lot about funding. So do I. But, let us be hon-
est. We did increase the funding in the omnibus for this year. We
have to do it again for next year. The $82 million that is authorized
every year going forward, in the additional funding in CARA, has
to be held and not taken from programs that may not have an au-
thorization anymore, but that are appropriated every year. For in-
stance, with the Drug Monitoring Program, I saw the House used
that for some of their funding. That has to continue to be used for
drug monitoring.

So, anyway, any thoughts on that, Director Botticelli?

Mr. BOTTICELLI. So, first of all, I really appreciated your leader-
ship on this important issue and on CARA. I think you know that
many of the elements of CARA are very important to the Adminis-
tration here.

I think we also understand, though, that this issue needs to be
resourced. As I travel the country, in Ohio and other places, the
biggest issue that I hear is the number of people who want treat-
ment who cannot get it. And, despite everything that we have done,
I think, in previous—and with the support of Congress and by in-
creasing capacity—we still have too many people who are not able
to access treatment when they need it. And, I think we need to
work with Congress on additional funding for this issue, because
having long waiting lists of people who cannot get in is a tremen-
dously important issue. We have parts of the country that do not
have a treatment program that people can access.

So, we know we need a comprehensive response to this, but it
also really needs to include a robust increase in treatment funding
in the United States.

Senator PORTMAN. Yes. Well, this is an authorization bill and it
does authorize additional funding. And then, we need, every year,
of course, to fight for that appropriation. And, it is not just for one
year. It is an authorization going forward. And, the way these au-
thorization bills work around here is that, once you get it author-
ized, it tends to continue. And so, it is $800 million—$820 million,
over 10 years, of additional funding. And, most of it does go into
treatment—not all of it. But, it is for prevention. One of the things
I want to fight for, in the conference, is a prevention program, be-
c%use I do think that is part of the answer, as Ms. Maurer talked
about.

So, we need your help on this because we can keep talking about
how we want more of this and we want more of that, but nothing
is going to happen. And then, in our communities we are going to
continue to see families torn apart, communities devastated,
people dying, and people not being able to fulfill their purpose in
life—their God-given purpose. And, that is where we are now—and
where we will continue to be if we continue to disagree.

So, let us figure out how to come together. And, again, you all
were very constructive and helpful in the Senate Judiciary Com-
mittee. I do not think we would have gotten a unanimous
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vote—or a 94-1 vote—on the floor of the Senate without your
help—and I appreciate that. But, it has some—as I mentioned,
those four items that we have talked about today, they are all ad-
dressed in here. And, of course, treatment is addressed.

Finally, I just want to say—I cannot really figure this out. OK.
I really appreciate the additional emphasis on the demand side. As
you know, I am the author of the Drug-Free Communities Act of
1997, I started my own coalition back home, and I am still very in-
volved with that. We just had our 20th anniversary, by the way.
But, we have to make that shift—and continue to make it. So, I
do not disagree with my colleagues who talk about the need for us
to have better border enforcement. Of course. But, I will just, I
guess, stipulate that, if it is not coming from Mexico, it is coming
from your basement. And, if it is not coming across the border, it
is coming across on a ship. And, as long as the demand is strong
here, there will be ways that it will be filled—whether it is a re-
turn to methamphetamines, which we finally started to make
progress on, or whether it is other drugs that can be produced by
chemists—by the way, that is the case with regard to fentanyl. It
is a form of synthetic heroin. It is produced by chemists. So, we
have to continue to focus on the prevention side and the treatment
and recovery side. And, if we do not, we will never be able to turn
the tide.

So, Ms. Enomoto, do you have any thoughts?

Ms. ENOMOTO. I just want to express my absolute willingness to
work with you on a package that moves forward. And, to empha-
size your point about the prevention piece of CARA, we must make
sure that we have robust prevention programming in this country
with the resources to match it as well as the recovery support piece
and the peer piece. These are both very important to helping people
achieve and maintain their recovery.

Senator PORTMAN. Yes. Thank you.

Thank you, Mr. Chairman.

Chairman JOHNSON. Senator Tester.

OPENING STATEMENT OF SENATOR TESTER

Senator TESTER. Thank you, Mr. Chairman. I want to thank the
panelists for being here today.

We hear a lot about the health effects of drugs, about incarcer-
ation for minor drug offenses, and about the rates of drug abuse
among minors. I want to talk a little bit about the effect of drugs
on Federal hiring practices. Right now, four States and the District
of Columbia have legalized marijuana and a number of States have
passed medical marijuana laws that allow for limited use of can-
nabis. Mr. Botticelli, have you seen any evidence that marijuana
laws in these States have affected the hiring decisions for Federal
positions?

Mr. BorTICELLIL. I was actually just looking at workplace drug
testing data this morning. The data shows significant increases in
overall general workplace testing—and we have seen the rates of
positive marijuana tests go up dramatically. I will go back and ask
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my staff to see if they have specific data, as it relates to Federal
hiring practices.!

What we do know is that there was actually an interesting arti-
cle in the New York Times this morning that said that many em-
ployers with available jobs are having difficulty hiring folks be-
cause they cannot pass a drug test.

Senator TESTER. I would also like to know if you have seen an
increase within the four States that have legalized it—or if you
have seen a problem in the hiring practices of the Federal Govern-
ment. If you can pare those out, that would be good.

Mr. BoTTICELLI. Great. I am happy to do that.

Senator TESTER. You said that there has been a significant in-
crease. Since when?

Mr. BoOTTICELLI. I believe this goes back over the past 5 years.
Particularly, over the past 3 years, we have seen a significant in-
crease in people who are testing positive for marijuana use as a
part of their workplace testing.

Senator TESTER. Did you do any other testing for substances
other than marijuana?

Mr. BorTiCELLI. This is actually an independent—yes, it did. So,
we have seen actually—and here 1s where it is challenging, because
some of the—we have seen increases in positive amphetamine re-
sults, but the tests do not show us whether a result is due to a mis-
use or because of a prescription. We have actually seen decreases
in positive prescription pain medication test results as well as for
methamphetamine and cocaine.

Senator TESTER. You have seen decreases in those?

Mr. BorTicELLI. Correct.

Senator TESTER. OK. But, increases in amphetamine?

Mr. BOTTICELLI. Yes.

Senator TESTER. But, you do not know if it is because of prescrip-
tion drugs or

Mr. BorTIiCELLI. Correct. So, for instance, we know that there are
a lot of people who are on Attention Deficit Hyperactivity Disorder
(ADHD) medications, which could be a part of it. The test does not
differentiate between those who are testing positive because of mis-
use and those who have a legitimate prescription. Obviously, mari-
juana is not in that category.

Senator TESTER. OK. Do any of you have metrics, as far as that
goes, or metrics on the connection to poverty and drug abuse?

Mr. BOTTICELLI. So, we have known for a long time that people’s
economic circumstances can significantly contribute to drug use
rates. We have seen this in recent studies that looked at the dra-
matic increase in mortality rates among 44-year-old to 54-year-old
men and women in some areas of particularly significant poverty
in the United States. So, we have known that there is a correlation
there. And, there have been a number of interesting studies that
looked at the intersection of poverty and increased mortality, par-
ticularly around liver disease, which is associated with alcoholism,
suicide, and drug overdoses.

Senator TESTER. OK, So, last weekend I did a little sweep around
the western part of Montana and I was up near the Salish-

1The information submitted by Mr. Botticelli appears in the Appendix on page 329.
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Kootenai reservation. A hospital in a little town up there said that
somewhere between 70 to 80 percent of the pregnancies they saw
resulted in children born drug-addicted. Although it is not the eco-
nomically worst-off reservation in the State of Montana, poverty is
high. In fact, it is probably the economically best-off reservation,
but poverty is still very high.

I%re these the kinds of rates you are seeing in poor urban areas,
too?

Mr. BorTIiCELLI. I do not know if it is that high, in terms of that.
I mean, we have known for a long time that substance use, among
Native Americans, is very high in many of our tribal communities.
And, I know Ms. Enomoto can talk about this, but part of our ef-
forts have been to increase our efforts—our prevention and treat-
ment. We have seen a higher-than-normal overdose rate among
Native Americans as a result of this epidemic.

Senator TESTER. You are going to increase your prevention and
treatments efforts in Indian country? Is that what you meant?

Mr. BorTICELLI. Correct.

Senator TESTER. So, how are you doing that? Are you working
through the Bureau of Indian Affairs (BIA)? How are you doing it?

Mr. BOTTICELLI. So, one effort is through our Drug-Free Commu-
nities Program grants. We are actually reaching out to tribes.

Senator TESTER. And, is that being utilized by the tribes?

Mr. BotrTICELLI. It has been underutilized. And, we think, in
terms of——

Senator TESTER. So, who are you reaching out to in the tribes?

Mr. BorTiCELLI. We can get you their information, because we
have done a number of technical assistance visits to tribes.?

Senator TESTER. That would be really good because, who you
reach out to is going to make a difference, in terms of what the
take-up rate is.

Mr. BorTiceELLl. We also worked with the Bureau of Indian Af-
fairs and the Indian Health Service (IHS) to actually start equip-
ping tribal law enforcement with naloxone. We have seen a dra-
matic increase in overdoses among Native American tribes.

Senator TESTER. How about education in the schools? Are there
any efforts being done by—and I do not care if it is in poverty-
stricken areas or not. It would seem to me that poverty-stricken
areas should be the focus, but is there any education being done
in the schools?

Ms. ENomoTO. We are really excited that, this year, we are
issuing $25 million—$30 million in grants under our Tribal Behav-
ioral Health Grant Programs.

Senator TESTER. OK.

Ms. ENOMOTO. We will have over 100 new tribal grantees focus-
ing on substance abuse prevention, suicide prevention, and emo-
tional wellness among tribal youth, including doing activities in the
schools and to educate youth. And, also working
N Senator TESTER. Once again, is this money granted out or

ow

Ms. ENOMOTO. These are grants.

Senator TESTER. So, it is a competitive grant?

1The information submitted by Mr. Botticelli appears in the Appendix on page 330.
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Ms. ENOMOTO. It is a competitive grant, yes.

Senator TESTER. OK. Go ahead.

Mr. BOTTICELLI. Are there particular tribes, actually, that you
would like to——

Senator TESTER. I mean, all that I am telling you is that I think
you can look at the tribes who have high instances of poverty—
most of which are non-gaming tribes—and you can see they have
issues. They have issues with domestic violence. They have issues
with drug use. They have issues with housing. They have issues—
pick a topic, truthfully.

The point is that you cannot do it from this level. You need to
have partners on the local level to do it—whether it is education
for kids, whether it is prevention for adults, or whatever it might
be. If you do not have those partners, we are going to be throwing
money out of the window. And, those partners have to be held ac-
countable, too, by the way. So, it is a hell of a circle. But, when
I am told that 70 to 80 percent of the kids that are born on that
reservation—and these figures could be wrong because I did not
fact-check them. But, they came from somewhere. Those kids are
born drug-addicted—holy mackerel. I mean, in the world we live in,
I mean, talk about being put in the hole right out of the chute.
Holy mackerel.

So, go ahead. You were going to say something.

Ms. ENOMOTO. I do not think those numbers are completely un-
expected for some tribal communities. I think we have also seen
five-time increases for the American Academy of Neurology’s
(AAN’s) statistics on overdoses. So, while we talk about this—often
people talk about this overdose as a white middle-class
problem—it is striking Indian country very hard. And, on average,
of American pregnant women, about 30 percent are getting pre-
scriptions for opioids during pregnancy. So, that rate for women in
Indian country is very high.

I wanted to let you know that we are about to release a Tribal
Behavioral Health Agenda (TBHA)—a National Tribal Behavioral
Health Agenda. We have worked very closely across the country
with the National Indian Health Board, which we have consulted,
in many communities, to identify, across our Federal partners, local
partners, and national organizations—we talked about what the
priorities are for tribal behavioral health and how can we agree to
move forward together. We are all rowing in the same direction,
giving communities a blueprint for working toward better behav-
ioral health for all of their young people, including—as well as the
adult populations in their communities.

Senator TESTER. OK. My light is flashing, so you can cut me off
here, Mr. Chairman. But, I do have one more question.

Chairman JOHNSON. OK. Well, I am just a little concerned about
that thing going off.

Senator TESTER. Will it buzz?

Chairman JOHNSON. I am not sure.

Senator TESTER. I cannot wait.

Chairman JOHNSON. Go ahead.

Senator TESTER. I will just hold it next to the microphone so that
everybody can hear it. [Laughter.]
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This is the last one. Mr. Botticelli, you talked about a significant
increase over the last 5 years—and, especially, the last 3 years.
Has anybody asked why? Why are we seeing a significant increase
in drug abuse over the last 3 years? Why now?

Mr. BorTicELLL I do not mean to sound overly simplistic, but I
think:

Senator TESTER. The simpler, the better.

Mr. BorTicELLI. The simpler, the better. It is the overprescribing
of prescription pain medication in the United States. We have
never had an epidemic like we are currently facing, in terms of ad-
dictions to prescription pain medication and the overdoses——

Senator TESTER. So, are we working with the American Medical
Association (AMA)?

Mr. BorTicELLI. I will tell you that the AMA has stepped for-
ward, in terms of voluntary training. I know that they have, his-
torically, opposed mandatory training. Also, the AMA has issued a
policy statement urging physicians to check prescription drug mon-
itoring programs. But, at this point, they see it as a totally vol-
untary issue. But, we think, at this time in the epidemic, asking
these things to be mandatory is not unreasonable.

Senator TESTER. OK. I am going to give you just a really quick
little story. I had some veterans’ listening sessions a few years
ago—I have had some since then, too. But, a few years ago, one of
the people stood up and said—and these were back-to-back, honest
to God. One stood up and said, “I needed pain pills for my back
and the Department of Veterans Affairs (VA) would not give me
the pain medication.” The very next person stood up and said, “The
VA killed my son because of overmedication.”

There has to be some education done here on what the right line
is, because this is insanity.

Mr. BoTTICELLI. Let me respond to that. As part of the Federal
Government, the President felt it to be so important that we model
this for the medical community, that every Federal prescriber—in-
cluding the VA—has to go through mandatory training and edu-
cation.

Senator TESTER. Yes. Thank you all very much.

Chairman JOHNSON. The bottom line is, there are no easy solu-
tions. You may want to take a look at the PROP Act. That, to a
certain extent, addresses some of the unintended consequences in
our law.

I want to go back to treatment metrics. What percentage of those
3 million hard drug users ever seeks treatment in a given year?
Mr. Botticelli, you were talking about how you hear consistently
that there is no funding for treatment. What percentage actually
seeks treatment?

Mr. BOTTICELLI. So, we know from the National Survey on Drug
Use and Health, which SAMHSA administers, that only a very
small percentage of people who actually meet diagnostic criteria for
a substance use disorder get care and treatment—and that number
is usually between 10 and 20 percent. And, if I can give you some—
substance use disorders have roughly the prevalence of diabetes.
Yet, the treatment rate for diabetes is about 80 to 85 percent. And,
we know some of the reasons why people do not get care and treat-
ment. One is that they either do not have insurance or that their
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insurance does not appropriately cover it. Stigma also still plays a
huge role—that people are afraid to ask for help. So, part of our
effort here has been to kind of destigmatize people with addiction.
And, we have seen great efforts, I think, across this country, to en-
courage people in recovery to stand up.

But, that is part of what fuels our demand—what fuels some of
the negative consequences—this huge treatment gap that we have
in the United States. And, that is why the President really kind
of stepped forward and said that, despite all of the insurance and
expansion that we have done, we still have too large of a treatment
gap in the United States.

Chairman JOHNSON. What percentage of alcoholics seek treat-
ment in a given year?

Mr. BorTIiCELLI. It depends. And, I can give you the exact num-
ber, depending on the diagnosis. I think that the number is slightly
higher for people with alcohol use disorders—and, Kana, you may
know these numbers better than I do. But, we can get you those.
But, it is not much higher than 20 percent for alcohol use dis-
orders.1

Chairman JOHNSON. So, my point is that you have things, like
Alcoholics Anonymous (AA) for alcohol—that type of thing. If you
do not have a significantly higher percentage of people seeking
treatment there, what would make us expect that there would be
a higher percentage—even if there was more funding—for treat-
ment? How many addicts just want to keep using drugs and really
do not desire treatment?

Mr. BoTTICELLI I think that there is a significant number of peo-
ple who do. First of all, I have some experience with this and I
think that most people who are addicted to drugs—particularly, to
opioids—want to stop using. And, the hallmark of addiction is that
people keep using.

We have to do a better job with intervening. One of the reasons
why we have done a great job with tobacco is that, every time you
go to the doctor, if you are smoking, the doctor offers you an inter-
vention. And, we need to do the same thing for people with sub-
stance use disorders. And, unfortunately, we often wait until they
get to their most acute stage—and, often, that is an intersection
with the criminal justice system, where we do then leverage people
into treatment. Our drug courts—and other programs—do a fabu-
lous job, but we wait far too long while people are developing these
disorders and we need to do a better job at systemically intervening
before people even reach that acute stage.

We would have better treatment outcomes if we intervened ear-
lier in people’s disease progression as opposed to how we wait now
until basic—you have heard the expression “hitting bottom.” It is
crazy that we expect people to hit bottom before we give them care
and treatment.

Chairman JOHNSON. The best solution would be trying to con-
vince people never to even try a drug, so they do not become ad-
dicted. We have been successful—we had a hearing on it. This
strategy has been really very successful, in terms of reducing the
use of tobacco through a very concerted, long-term effort—through

1The information submitted by Mr. Botticelli appears in the Appendix on page 332.
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education and a public relations campaign. Does anybody want to
express an opinion as to why, for example, our education efforts
with drugs have not worked? Ms. Maurer.

Ms. MAURER. I think, in many respects, the challenge is much
more difficult. We issued some reports early in the decade that
looked at some of the education campaigns that were implemented
in the late 1990s. We found that, for those particular programs,
many did not have any discernible impact—and, in a few cases, it
actually worked in the opposite direction. So, in other words, in
some groups, when teenagers were exposed to the anti-drug mes-
sage, they actually used drugs more frequently. That is an issue
with the—

Chairman JOHNSON. That is not very effective education.

Ms. MAURER. It is not. And, it really goes back to the idea that
you need to have good program design and implementation for
these things to be successful.

I think that, in many respects, the problem we are trying to ad-
dress here—while there may be lessons learned from seat belts and
smoking—it is a much more difficult problem, because it is associ-
ated with particular kinds of behaviors and particular kinds of
medical conditions. It is intertwined with poverty and a bunch of
other issues as well. It is tougher to crack, absolutely.

Chairman JOHNSON. Ms. Enomoto, in your testimony—and now
I want to try and name these drugs—naltrexone, methadone,
and—what is it?>—buprenorphine? Whatever. Can you describe the
difference in those drugs—those treatment drugs—and how they
really work? What are the differences? Or are they all the same?

Ms. ENoMmoOTO. I am not a physician. So, I am happy to get you
a more expert description of the pharmacology of those different
medications. But, from my perspective, the two drugs methadone
and buprenorphine are often referred to as “agonist medications”
because they have some opioid qualities. But, they do not lead to
the euphoric state that people get when they are using drugs, like
heroin or oxycodone. And, they minimize the cravings that people
will have for illicit drugs. And, people are able to initiate the use
of those drugs while they are still in a state of active addiction, so
that they can taper off of the drugs that they are using with the
medication-assisted treatment and work toward their recovery
without maintaining illicit drug use. Those go along with behav-
ioral services and supports to get the best outcomes. Methadone is
a dispensed drug. It is a prescribed drug for pain relief, but, for ad-
diction treatment, it is a dispensed drug. Buprenorphine is avail-
able as a prescription in office-based treatment.

Naltrexone is available in two formulations, both an oral form
and an injectable, long-acting form. The oral form is a pill and the
other one is an injection. Those can be prescribed by any physician,
so they are not Schedule II drugs, like buprenorphine and metha-
done. And, to use the long-acting naltrexone—people need to be
detoxed from their opioid. Naltrexone also works on alcohol as well,
so that, once people are through detox and they can get the
naltrexone—it 1s an antagonist medication, so it actually com-
pletely blocks the opioid receptors. So, if you are taking any other—
if you take alcohol or if you take an opioid, then you will not feel
the effects of those drugs. I think often people refer to it as a re-
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lapse prevention intervention. So, they have different actions—
mechanisms of action—and, maybe, they are preferable by dif-
ferent—one patient may prefer one over the other. I think it is a
decision between a patient and their physician about what is the
best avenue for them and for their particular condition.

Chairman JOHNSON. So, they reduce the craving. Is that kind of
a simple way of putting it?

Ms. ENOMOTO. Yes.

Chairman JOHNSON. Can somebody describe for me the dif-
ference between heroin and the other opioids?

Mr. BorTicELLI. The difference from the medication?

Chairman JOHNSON. Yes, I mean like OxyContin, is that a syn-
thetic opioid?

Mr. BorTIiCELLI. Again, while I often pretend to be a doctor, I am
not.

Chairman JOHNSON. We will stipulate that.

Mr. BotrTicELLI. No, but they have very similar properties, in
terms of how they interact on the brain. And so, that is why people
often turn from opiate pain medication to heroin.

Chairman JOHNSON. But, are those synthetic drugs or are those
also grown from—where are they sourced from?

Mr. BOTTICELLI. So, the others are manufactured medications.
Heroin, which is an illicit—it is a grown——

Chairman JOHNSON. It is a plant.

Mr. BOTTICELLL It is a plant.

Chairman JOHNSON. Whereas the others are the result of some
manufacturing process?

Mr. BorTICELLIL. They are manufactured.

Chairman JOHNSON. Like fentanyl, for example?. Fentanyl is a
synthetic compound?

Mr. BOTTICELLI. Yes.

Chairman JOHNSON. OK. Interesting. Senator Carper.

Senator CARPER. Thank you, Mr. Chairman.

A little more than a month ago, I was part of an Aspen Institute
seminar in China. And, I had learned some things about China, but
never really spent any time there to speak of. And, I learned a lot
of things. One of the things I learned about China is that they now
have a two-child policy—not a one-child policy, but a two-child pol-
icy that they are kind of moving toward. I learned that a lot of the
kids that grow up there grow up in intact, two-parent families,
which I was pleased to see. I learned that folks are not much into
gambling, lotteries, or stuff like that. And, I learned that drug
abuse is not really a problem to speak of in their society.

And, yet, we hear that they ship us materials that are used for
fentanyl and stuff like that—and we have had problems before
with the Chinese using cyber theft to steal our intellectual property
and to use that to create economic opportunity for themselves at
our expense.

I do not know that we have ever said to the Chinese—that our
President said to President Xi Jinping, last September, with re-
spect to cyber theft, to, basically, “knock it off.” And, the Chinese
always say, “Well, we do not do that.” And, he said, “Knock it off,”
just not in so many words. And, they said, “We do not really do
that.” And, our President, basically, said—just not in so many
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words, “If you continue to use cyber theft to steal our intellectual
property, you know what we did to Iran with economic sanctions?
We are your biggest customer. We could do that to you.” And, we
have seen, since that time, literally, a significant reduction in the
instances of cyber theft going on with intellectual property.

Have you ever heard, in terms of whether it is China—or some
other country—that is providing these kinds of substances—have
you ever heard of how we can use direct contact, leader to leader
and agency to agency, to get them to stop?

Mr. BOTTICELLI. I can talk about that a little bit. So, I do not
know if President Obama has had a direct conversation, in terms
of the fentanyl issue.

Senator CARPER. Not that I know of.

Mr. BoOTTICELLI. I know he has with President Enrique Pefa
Nieto, in terms of the heroin and fentanyl issue—around that—and
trying to get his commitment to work government to government.

Senator CARPER. Any luck on that?

Mr. BorTiCELLI. We have been having very productive conversa-
tions with the Mexican Government at the working level.

Senator CARPER. Good.

Mr. BOTTICELLI. I met with the Mexican Attorney General, who
is spearheading their efforts around it. I think they have come up
with a plan. I think what we would like to see, is for that to trans-
late into actionable work that they are able to do, in terms of re-
ducing poppy cultivation, going after labs, and looking at the
fentanyl situation.

Senator CARPER. OK.

Mr. BOTTICELLI. I know, at the working level, both the State De-
partment and I have had a number of conversations with our col-
leagues in the Chinese Government, particularly around the
fentanyl issue. We are somewhat optimistic. They have moved to
reschedule a number of the drugs that they are producing. I think
what we would like to see next, is incredibly more robust enforce-
ment action, on their part, to go after—I mean, they have a huge
industry there, but we would like to see more oversight and see
them going after some of these producers. This is where, I think,
being able to have better intelligence, in terms of knowing directly
where these substances might be coming from and how they are
being shipped, becomes very important for us.

Senator CARPER. Thank you.

Could I ask you another question, Mr. Botticelli? While I am ask-
ing this question, I want the other witnesses just to—I have been
in and out of the hearing today. I apologize for that. We had to
start late—not our fault—not the Chairman’s fault, but it is be-
cause of the series of votes on the floor. So, I missed part of what
you said—and, Ms. Maurer—and I am going to ask Ms. Enomoto
to just share with me like one great takeaway from this hearing,
as we think of this issue and how to deal with it—this challenge
and how to deal with it, please.

Here is my question, Mr. Botticelli, while they are thinking of
that. I was pleased to see—we only have three counties in Dela-
ware. The northernmost county is called New Castle County and
it is right up along the Pennsylvania border, as you may know.
And, T was pleased to see that New Castle County was added to



281

the Philadelphia-Camden regional High Intensity Drug Trafficking
Area (HIDTA) program last year.

Could you just take a moment and share with us some insights
on why the work of HIDTASs is so critical to the success of your of-
fice, overall, please?

Mr. BOTTICELLI. So, we were glad to be able to have the re-
sources from Congress to be able to do that, first of all. But, I will
say two things about why I think HIDTAs are very successful—or
three reasons.

One, I think they do a very accurate assessment of what the
drug threat looks like in any given county in a community and they
are able to target resources against that.

I think, second, as we talked about, that coordination is key.
They are able to really coordinate law enforcement efforts at the
Federal, State, and local level. And, they involve local law enforce-
ment, in terms of their work, to be able to do that.

I think the third thing is that they understand that law enforce-
ment is only part of the problem and they actually work with pub-
lic health officials to really make sure that we are having that bal-
anced strategy—that we are not just focusing on law enforcement,
but we are also focusing on demand reduction, too.

So, I think that is, from my perspective, why the HIDTAs do a
very good job at the local level.

Senator CARPER. OK, good. Alright. Ms. Maurer.

Ms. MAURER. I think the one key takeaway from today’s hearing
would be that, I think, we are in a unique time right now, where
there is an appreciation that addressing this problem is going to
involve many different aspects of the Federal Government and in-
volve working with State and local authorities. We have not al-
ways——

Senator CARPER. And, the nonprofits.

Ms. MAURER. And, nonprofits.

Senator CARPER. The health community, schools, etc.

Ms. MAURER. Absolutely. So, we have not, for example, always
seen this emphasis—or almost an equal emphasis—on the demand
side and the supply side—because both are equally important for
addressing the problem.

I will put in a plug for GAO. There are a lot of programs at a
lot of different Federal Agencies. We could play a role in helping
to assist Congress with its oversight responsibilities to make sure
these programs are being implemented effectively and efficiently.

Senator CARPER. OK. Thank you. Ms. Enomoto.

Ms. ENOMOTO. So, I have a couple of points and some of them
go back to questions that Senator Johnson asked.

Senator CARPER. OK.

Ms. ENOMOTO. And, I did not get a chance to jump in, but I think
they are relevant.

One of the questions that had been asked is, “Why are people
f)aying? that only a small fraction of people who go to treatment get

etter?”

Senator CARPER. That is a very good question.

Ms. ENoMoTO. And, what I would say, is that not all treatment
is created equal. Director Botticelli referenced medication-assisted
treatment, which we know is a standard of care for opioid use dis-
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orders. Not all treatment providers are equipped or adequately
resourced to provide evidence-based services and the interventions
and supports that we know yield the best outcomes. And, that is
why, when you ask the question about why more resources would
make a difference—how do we know that more resources are going
to help—first of all, it is because we know that not all providers
are able to really provide that wrap-around, science-based level of
care that we know can create recovery for the majority of people.

The other thing is that, in our surveys—and I am happy to get
you this data—we actually do not ask people, “Do you think you
have a disorder?” We ask people what their behaviors and their
symptoms are—and then, we can generate that deduction. And
then, we ask them: “Did you seek treatment? Did you get treat-
ment? If you did not get treatment, why did you not get treatment?
Or, did you not seek treatment at all? If you did not seek treat-
ment, why was that?”

For opioid use disorders, we know that there are about half a
million people who wanted treatment, but had different reasons for
not being able to get that treatment. Often it is because they did
not know where to go, their insurance was not adequate, or they
did not have the insurance to pay for it.

So, it is not an insignificant number of people—half a million
people—who need treatment and who are ready to get treatment,
but who do not have a way to pay for it or to get there. So, I think
that is a tremendous opportunity.

And, in terms of public campaigns, I know that GAO had a look
at campaigns and whether or not they were making a difference.
This is something that Madison Avenue figured out a long time
ago. There is a science to this. I think people who run campaigns
also know that there is a science to how many impressions over a
given period of time you need to have to raise awareness, how
many impressions over a given period of time you need to change
1]E)lelief, and then, even further, how many you need to change be-

avior.

Our campaigns are often significantly underresourced, so it is
sort of like, “Well, we gave you a $10 kit to build a potato clock,
how come you did not get to the moon with that, when your neigh-
bor, the National Aeronautics and Space Administration (NASA),
was able to get to the moon? Well, we had a $10 potato clock kit,
so that is why we did not get to the moon. But, with our $10 potato
clock, we actually did some amazing work.”

And so, for example, with our $1 million STOP Act campaign to
combat underage drinking, we are generating $54 million of do-
nated media. That is a lot. We are getting millions and millions of
impressions.

That being said, we may not be rising to the level that we
know—that the science would tell us—that you need to get to in
order to change knowledge, behavior, and action over time. And so,
I think that is the conversation that needs to be had.

Senator CARPER. Great. Those are great answers. Thank you, Mr.
Chairman. And, our thanks to all of you. I am sorry we were in
and out this afternoon, but thank you for bearing with us and for
your testimonies.

Chairman JOHNSON. Thank you, Senator Carper.
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I want to thank the witnesses again for your time, your testi-
monies, your answers to our questions, and, really, for all of your
work and efforts in this area. This is a crisis. It is an enormously
d{fﬁcult challenge—a very complex problem. So, again, thank you
all.

The hearing record will remain open for 15 days until June 1, at
5 p.m., for the submission of statements and questions for the
record.

This hearing is adjourned.

[Whereupon, at 4:56 p.m., the Committee was adjourned.]
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Chairman Joh Opening Stat t
“America’s Insatiable Demand for Drugs: Assessing the Federal Response”

Tuesday, May 17, 2016
As submitted for the record:

As chairman of this committee, | have made addressing border security a top priority. We have
held 18 hearings on the topic and released a 100-page report, “The State of America’s Border
Security.” The clear finding is that America’s borders are not secure. Over the course of the
committee’s extensive work on this issue, it also has become clear that America’s insatiable
demand for drugs is the root cause of our insecure border. Today, we will examine the federal
government’s response to this demand.

At the federal level, we spend approximately $31 billion per year on our war on drugs.
According to testimony before this committee, we interdict less than 10 percent of illegal drugs
coming across our southwest border and somewhere between 11 and 18 percent coming in
through our maritime borders.

As aresult, heroin entering the United States today is significantly higher in purity and lower in
price than it was in the past. According to Wisconsin Attorney General Brad Schimel, heroin
sold on the street has increased from five percent in purity to now between 20 and 80 percent.
Meanwhile, the price of heroin has decreased from a nationwide average of $3,260 per gram of
pure heroin in 1981 to $100 to $150 per gram in Wisconsin today. That can translate into as
little as $10 for one hit.

The ease with which an addict can access heroin has led to an alarming rise in overdoses across
the country. In Milwaukec County alone, 109 heroin-related overdose deaths were reported in
2015. In 2014, there were more than 47,000 drug overdoses in the United States, meaning that
every day an average of 129 Americans die of overdose. One of those senseless losses was Lauri
Badura’s son, Archie. During a field hearing in Wisconsin last month, I had the opportunity to
meet with Lauri and learn about her son and his tragic death from a heroin overdose. During her
courageous testimony, she stated that she did not understand the lack of outrage and attention

being paid to this killer.

We are not winning the war on drugs. [ share Lauri Badura’s frustration that we are not
effectively addressing this problem, and I believe we owe it to our nation’s families to reassess
our current strategies. To that end, today’s hearing will examine how the United States is
allocating funds to fight the war on drugs. In particular, we will explore how resources are
currently directed, what is working, and what should be done differently.

[ thank our witnesses for providing the attention to this issue that it deserves and I look forward
to your testimony.
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Statement of Ranking Member Tom Carper
“America’s Insatiable Demand for Drugs: Assessing the Federal Response”

Tuesday, May 17, 2016
As prepared for delivery:

Thank you, Mr. Chairman, for holding this hearing today to examine the federal government’s
cfforts to stem the demand for illegal drugs and treat the substance abusc disorders that fuel it. |
look forward to hearing from our witnesses on this difficult issue that has developed into a health
emergency across the country and to learning more about what the federal government is doing
and should be doing to address the root causes of this complex challenge.

As we all know, substance abuse, particularly prescription opioid and heroin abuse, has been a
growing problem in our country for a number of years now. According to the Centers for Diseast
Control, there has been a dramatic increasc in opioid-related overdoses in recent years with the
number of incidents actually quadrupling since 2000. And opioids, primarily prescription pain
relievers and heroin, are the main cause of overdose deaths. All told, there were just over 47,000
drug overdose deaths in 2014 in our country, up from just under 44,000 in 2013, a more than six
percent increase in just one year. Even when drug abuse is not deadly, it inflicts other damage,
not just on thosc doing the drugs, but also their familics and communitics. And we must also be
honest about how our country’s demand for drugs has fueled violence and disorder in Mexico
and much of Central America, breaking down communities and touching families throughout the
region.

This committee is familiar with the work the Department of Homeland Security and others do at
and around our borders to stop the supply of illicit drugs coming into our country. But as former
SouthCOMM Commander General Kelly has told us, we cannot intercept our way out of this
problem. We must do more to address the demand for drugs. That means looking at the challenge
we face as a public health crisis, not just a law enforcement issue.

Simply put, substance abuse issues are complex and require a robust and comprehensive
response. We of course need to make sure that our law enforcement agencies have the tools and
resources they need to combat drug traffickers and reduce the supply drugs available in our
country. But we also need to make sure we’re investing in public health and funding treatment
and other initiatives that can reduce the demand for drugs. We also need to ensure that these
efforts are well coordinated, and that the agencics involved are working effectively with states
and localities.

That’s why I’m pleased to see that the individual responsible for our national drug control
efforts, the Director of the Office of National Drug Control Policy, Michael Botticelli, is here to
provide insight into what the Obama Administration has done in the last several years to address
these issues. I’m also pleased to sec that the Principal Deputy Administrator at the U.S.
Substance Abuse and Mental Health Services Administration (SAMHSA), Ms. Kana Enomoto,
is here to provide us with information on the government’s efforts to prevent and treat substance
abusc disorders, as we all know that treatment and prevention are crucial if we want to reduce the
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demand for drugs. Additionally, Ms. Diana Maurer, Director of Homeland Security and Justice
at the GAO, will provide us with an overview of the progress made toward our national drug
control strategy goals and the work that remains to be done in this arca.

In sum, this problem we’re facing is complex, and the potential solutions are neither quick nor
easy. Getting a handle on drug abuse and substance abuse disorders and the tragic problems that
stem from them both in our communities, and in neighboring countries, will require an all-hands-
on-deck effort. Again, my thanks to our Chairman for holding this hearing and to our witnesses
for their contributions. I look forward to reviewing our federal efforts to reduce the supply and
demand for iflegal drugs.
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Overview

Chairman Johnson, Ranking Member Carper, and members of the Committee, thank you
for this opportunity to discuss the Office of National Drug Control Policy’s authorities and
efforts to collaboratively carry out President Obama’s drug contro! priorities.

The Office of National Drug Control Policy (ONDCP) was established by Congress in
1988 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, ONDCP establishes policies, priorities, and objectives for the
Nation's drug eontrol 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 Strategy
(Strategy), the Administration’s primary blueprint for drug policy, along with a national drug
control budget. The Strategy is a 21% century plan that outlines a scries 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.

Status of Drug Use and Availability

The Strategy takes a thorough and comprehensive approach to addressing .drug use and
availability. With its inaugural 2010 Straregy, the Administration stressed a public health and
public safety approach that recognized substance use disorder is a disease of the brain that can be
prevented, treated, and from which people can recover. It also recognized the continued
importance of law enforcement efforts, including interdiction and cooperation with international
partners to reduce the supply of illicit drugs.

The Straregies have produced results, In 2012, the Nation saw the first decline in the rate
of deaths involving opioid medications. From 1999 to 2011, these death rates increased each
year, rising from 2.4 deaths per 100,000 population to 6.2. In 2012, they dipped to 5.8 and
remained there in 2013 before rising again to 6.5 in 2014." This rise in 2014 may likely be
attributed to fentanyl. The rate of overdose deaths involving synthetic opioids nearly doubled
between 2013 and 2014; it includes prescription opioids and non-pharmaceutical fentanyl
manufactured in iflegal laboratories, and toxicology tests used by medical examiners and
coroners are unable to distinguish between the two.? With the continued implementation of the
various elements of the Administration’s plan for addressing this crisis, including increasing
access to treatment for opioid use disorders, improving prescription drug monitoring programs
and their interoperability, expanding distribution of the opioid overdose antidote naloxone to all
first responders, prescriber education, expanding local prescription medication disposal

! Centers for Disease Control and Prevention (CDC), National Center for Health Statistics. Multiple Case of Death, 1999-2014 on CDC
WONDER Oniine Database, released 2015, Extracted by ONDCP from hitp//wonder.cde. pov/med-jed 1€ huml on December 9, 2015,

*Rose A. Rudd, MSPH; Noah Aleshire, ID; Jon E. Zibbell, PhD: R. Matthew Gladden, PhD> Centers for Disease Control and Prevention (CDC).
Morbidity and Mortality Weekly Report. Increases in Drug and Opioid Overdose Deaths — United States 2000-2014. Weekly. lanuary 1, 2016
64(50); 1378-82. Available at: hitp:/Avivw.cde. gov/mmwr/preview/mmwrhtml/mm&450a3 him.
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programs, and continuing law enforcement actions against pill-mill operators and suppliers and
traffickers of heroin and illicit fentanyl, we are hopeful that the Nation will see renewed declines
in deaths involving all opioids.

Our hope is fueled by recent reductions in the non-medical use of these powerful drugs.
Among youth age 12 to 17, current non-medical use of these drugs declined 29 percent from
2009 to 2014, and 39 percent among young adults age 18 to 29. Perhaps most importantly,
initiation of nonmedical use of opioid medications is down 35 percent over this same period,
from 2.2 million in 2009 to 1.4 mitlion in 2014. These significant declines in the number of non-
medical prescription opioid use by youth and young adults, and in the number of new initiates,
demonstrate the effectiveness of this Administration’s policies, including education and
prevention efforts on the harms of prescription opioid misuse.

From 2009 to 2014, there have been reductions in the use of illicit drugs other than
marijuana, dropping 21 percent among youth age 12 to 17, and 20 percent among young adults
age 1810 29. The declines have been driven by decreases in the non-mcdical use of prescription
drugs, ecstasy, hallucinogens, and inhalants.®> Substantial progress also has been achieved in
reducing alcohol and tobacco use among youth, the two most frequently used substances at this
age. Among 8" grade students, the rate of lifetime use of these substances declined 28 percent
for alcohotl (from 36.6 percent in 2009 to 26.1 percent in 2015) and 34 percent for cigarettes
(from 20.1 percent to 13.3 percent in 2015).* These declines exceeded the targets established for
them in the 2010 Straregy.

Substantial progress also has been achieved in reducing the number of HIV infections
attributable to intravenous drug use. Such infections fell from 5,799 in 2009 to 4,366 in 2013,
exceeding the 2015 Strategy target of 4,929.° Nonetheless, only certain parts of the country have
benefitted from policies to reduce the risk of exposure to blood-borne infections. For example, in
rural southeastern Indiana, intravenous use of prescription oxymorphone caused an HIV outbreak
where 191 persons have tested positive since January 2015.% This outbreak reminds us that more
work remains.

Despite these achievements, much remains to be done. The past five years have seen an
alarming increase in deaths involving heroin, rising from 3,038 in 2010 to 10,574 in 2014." This
increase has been accompanied by a sharp rise in the availability of purer forms of heroin that
allow for non-intravenous use,® and at a relatively lower price,” and an increase in the initiation
of heroin use (from 116,000 people in 2008 to 212,000 in 2014).'° Drugged driving continues to
be of great concern. In 2007, the National Highway Traffic Safety Administration estimated that
16.3 percent of the Nation’s weekend nighttime drivers tested positive for an illicit drug or

* Center for Behavioral Health Statistics and Quality (CBHSQ). 2015, 2074 National Survey on Drug Use and Health (NSDUH): Detailed
Tables. Substance Abuse and Menta} Health Services Administration, Rockville, MD

* Johnston, L.D.; O'Malley, P.M; Miech, R.A; Bachman, J.G.; and Schulenberg, J.E. 2015.1).; 2015. Monitoring the Future. National Survey
Resuits on Drug Use. 2015 Overview: Key Findings on Adolescent Drug Use. The University of Michigan, Institute for Social Research. Ann
Arbor, M1

* Centers for Disease Controt and Prevention. February 2015, HIV Surveillance Report-Diagnoses of HIV Infection in the United States, 2013,
Vol. 25. Departinent of Health and human Services, Washington, DC

* Morbidity and Mortality Weekly Report (MMWR), Community Outbreak of HIV Infection Linked to Injection Drug Use of Oxymorphone —
Indiana, 20135, 64 (16); p 443-444, May 1, 2015. Data from State of Indiana, available at hups:/secure.in. gov/isdh/26649.him

7 Op cit,, CDC WONDER 2015

* Drug Enforcement Administration. Strategic Intelfigence Section. 2015 National Heroin Threat Assessment. DEA-DCT-DIR-039-15.

* Drug Enforcement Administration. System to Retrieve Information from Drug Evidence (STRIDE), Price and Purity Data, 2015

" Op ¢it., CBHSQ NSDUH 2015
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medication capable of impairing driving skills. Unfortunately, by 2013/2014 that estimate had
risen to 20.0 percent.'!

Drug Policy Priorities and Strategy Goals

ONDCP produces the Strategy each year in partnership with our fellow Federal agencies
and with extensive feedback and input from stakeholders across the country and around the
world. The Strategy establishes the framework for the Nation’s drug control efforts, focusing on
prevention, early intervention, treatment and recovery support, criminal justice reform, law
enforcement efforts, and international partnerships. The Strategy also reviews the results of
current data and research efforts that inform our policies, and identifics areas where more
information is needed.

To assist in establishing policy and evaluating the success of our efforts, the Strategy
includes two broad policy goals accompanied by performance measures and targets. The
Strategy seeks to: (1) Curtail illicit drug consumption in America, and (2) Improve the public
health and public safety of the American people by reducing the consequences of drug use.
There are 15 data items that inform seven Strategy Measures in support of the two goals. In
addition, for the past six years, each chapter of the Strafegy has included action items assigned to
Federal agencies. Each action item addresses an area of policy critical to improving the health
and safety of our Nation. Completion of these action items supports the Administration’s efforts
to meet the goals of the Strategy.

Overview of 2015 Strategy

President Obama’s inaugural Strategy, released in May 2010, {abeled opioid overdose a
“growing national crisis” and laid out specific actions and goals for reducing nonmedical
prescription opioid and heroin use.'?

Building on this, the Administration released a comprehensive Prescription Drug Abuse
Prevention Plan (Plan)’? in 2011, 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 unnecded medications from the home; and reducing the prevalence of pill mills and
diversion through targeted enforcement efforts.

Success in each of thesc efforts has been the result of concerted collaboration among
Federal agencies and coordination by ONDCP. Since the release of this plan, our efforts have
built upon this foundation and have expanded to respond more comprehensively to the growing
crisis.

! National Highway Traffic Safety Administration. 2015. Traffic Safety Facts. Research Note. Resuits of the 2013-2014 National Roadside
Survey of Alcohof and Drug Use by Drivers. Department of Transportation (DOT HS 812 {18).

12 Office of National Drug Control Policy. 2070 National Drug Control Strategy. Executive Office of the President. [2010]. Available
bupAwww whitehouse gov/sites/default/files/ondep/policy-and-rescarch/ndes 20 10 pdt#page=49

¥ Office of National Drug Contro! Policy. Epidemic: Responding to America’s Prescription Drug Abuse Crisis [2011} Available:
hup/hvwy whitehouse gov/sites/detaulit/files/ondep/issues-content/preseription-drugs/rx_abuse plan pdf’
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The Administration has increased access to treatment for substance use disorders,
expanded efforts to prevent overdose, and coordinated a Government-wide response to address
the consequences of opioid misuse. We have worked to educate prescribers and the public on the
risks associated with misusing prescription opioids. We have worked with state and local
governments to improve legislative and policy responses to opioid use in their communities. We
have also continued to pursue actions against criminal organizations trafficking in opioid drugs
and we continue our close cooperation with the Government of Mexico to disrupt criminal
networks and reduce the flow of heroin from Mexico into the United State.

Mexico is currently the primary supplier of heroin to the United States, with Mexican
drug traffickers producing heroin in Mexico and smuggling the finished product into the United
States.'* Opium poppy cultivation in Mexico has increased substantially in recent years, rising
from 17,000 hectares in 2014, with an estimated potential pure heroin production of 42 metric
tons, to 28,000 hectares in 2015 with potential production of 70 metric tons of pure heroin. '
Additionally, we are working with several states to obtain better reporting on the use and abuse
of fentanyl to help us better understand the increased availability of fentanyl in the United States.
This not only includes reporting on fentany! seizures by law enforcement agencies but also post-
mortem detection of fentanyl in suspected overdose cases that may not be attributed to heroin
alone.

At the same time, we have focused on addressing Neonatal Abstinence Syndrome and
opioid use disorder among pregnant women; worked with Congress to revise the ban against
federal funds for syringe service programs; expanded the availability of medication assisted
treatment for opioid use disorder, including increasing the number of trained and waivered
healthcare providers that can prescribe buprenorphine; and taken budget and policy actions that
have expanded the availability and use of the opioid overdose reversal medication naloxone,
including by law enforcement and other first responders. In each of these areas, multiple
agencies have come together to leverage resources and policy expertise toward a common goal.

How the Drug Budget is Aligned with Policy Priorities

ONDCP’s authorities allow it to engage in a policy and budget development process that
is dynamic, nimble, and responsive to the needs of communities and which allow us to
collaborate effectively with Congress, state and local governments, community organizations,
individual citizens, and other stakeholders.

Nowhere is this more evident than in the Federal response to the prescription drug and
heroin epidemic currently facing our Nation. ONDCP’s oversight of the National Drug Control
Budget ensures the Federal Government’s drug control efforts are well coordinated and support
the objectives of the Strategy. Since the Administration’s inaugural 2010 Strategy, we have
deployed a comprehensive and evidence-based strategy to address opioid use disorders and
opioid induced overdose deaths. ONDCP’s annual funding guidance to Drug Control Program
agencies emphasized the need for increased access to treatment for substance use disorders,
expanded efforts to prevent overdose, and a coordinated Government-wide response to address
the public health and public safety consequences of substance use—particularly heroin use and

™ Drug Enforcement Administration. Strategic Intelligence Section. 2015 National Heroin Threat Assessment. DEA-DCT-DIR-039-15.
15 US Department of State, Bureau of International Narcotics and Law Enforcement Affairs. International Narcotics Control Strategy Report -
2015 [INCSR] {March 2015) for data from 2013 - 2014 and unpublished U.S. Government Estimates.
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the non-medical use of opioid medications. The guidance also recognizes the need for continued
interdiction and enforcement actions against criminal drug trafficking organizations.

The funding guidance provides Drug Control Program agencies notification of the budget
priorities needed to support the objectives of the Strategy. ONDCP reviews and makes funding
recommendations on the budget submissions of Drug Control Program agencies twice during
each budget cycle. The budgets are first reviewed in the summer when bureaus submit budget
data to their respective Departments for review. They are reviewed a second time in the fall
when Departments submit their budgets to the Office of Management and Budget. ONDCP
coordinates closely with policy and budget officials to ensure that ONDCP funding priorities are
supported as much as possible in the President’s Budget.

ONDCP’s efforts have helped to securc necessary resources for the Administration’s
priorities, and align overall funding to reflect a balanced demand reduction and supply reduction
approach to drug control efforts.

When the Administration took office, 37 percent of Federal drug control resources were
devoted to demand reduction efforts such as preventing and treating substance use disorders. In
FY 2017, 51 percent of Federal drug control resources are requested for demand reduction and
49 percent of Federal drug control resources are requested for supply reduction. This is the first
time that more Federal funding has been requested to support drug treatment and prevention than
for supply -reduction efforts.

The total national drug control policy budget request in FY 2017 is $31.1 billion, This is
haif-a-billion dollars more than the FY 2016 enacted level and represents an increase of
$6.2 billion (+25 percent) in drug control funding since the beginning of the Administration.
Since the Administration took office in 2009, the policy guidance and the drug control funding
levels supporting those policies show that ONDCP’s efforts have contributed to a change in how
the Federal government approaches substance use and its consequences. The FY 2017
Administration’s request of $15.8 billion for drug treatment and prevention includes an increase
of $6.7 billion since the beginning of the Administration, increasing the amount of funding
available for demand reduction programs by more than 70 percent. In FY 2017, the
Administration requests morc than $15.2 billion for supply reduction programs. Since 2009, the
funding request for supply reduction efforts has provided increases for domestic law enforcement
(+$63 million) and interdiction (+$439 million), but a reduction in funding for international drug
controt (-$952 million).

The FY 2017 drug control budget matches the seriousness of the situation we face as a
nation. The President’s FY 2017 Budget takes a two-pronged approach to address the opioid
epidemic. First, it includes $1 billion in new mandatory funding over two years to expand access
to treatment and recovery support services for those suffering from opioid use disorder. This
funding will boost efforts to help individuals seek and complete treatment, and sustain recovery.
This funding includes:

. $920 million to support cooperative agreements with States to expand access to treatment
for opioid use disorders. States will receive funds based on the severity of the epidemic
and on the strength of their strategy to respond to it. States can use these funds to expand
treatment capacity and make services more affordable.

5
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. $50 million to the National Health Service Corps to expand access to substance use
disorder treatment providers. This funding will support approximately 700 substance use
disorder treatment providers in areas most in need of these services.

. $30 million to evaluatc the effectiveness of treatment programs employing medication-
assisted treatment and to improve treatment for patients with opioid use disorder,

This investment, combined with efforts to reduce barriers to treatment for substance use
disorders, is a critical step in helping every American who wants treatment access it and get the
help they need.

In addition to the request for new mandatory funding, the President’s FY 2017 Budget
request includes an increase of more than $90 million for the Departments of Justice and Health
and Human Services to continue expanding state-level prescription drug overdose prevention
strategies, increase the availability of medication-assisted treatment programs, improve access to
the overdose-reversal drug naloxone, and support targeted enforcement activities. A portion of
this funding is directed to rural areas, wherc rates of opioid use and overdose are high and access
to resources is limited.

Evaluating the Effectiveness of Drug Policy Programs.

As for so many of the issues facing our Nation, we must continue seeking new and
cffective solutions to reduce drug use and its consequences. As policy develops in response to
the changes in drug trafficking and use, ONDCP has been able to work in partnership with the
Federal Drug Control agencies to develop new programs and expand successful ones.

Measuring performance is a key tool for ONDCP in its oversight of National Drug
Contro} Program agencies — it enables ONDCP to assess the extent to which the Strategy is
achieving its goals, and accounts for the contributions of individual drug control agencies.
ONDCP’s approach to performance evaluation includes several elements.

The first element is implementation of the Strategy. The Strategy identifies Action Items
that are essential to achieving the Strategy’s Goals and Objectives. The implementation of these
action items by interagency partners is monitored by ONDCP’s Delivery Unit, which works with
ONDCP components to coordinate and track progress. When progress is not being achieved,
relevant agency partners are convened to assess challenges and impiement corrective actions.
Additionally, once funds are appropriated by Congress, Drug Control Program agencies submit
financial plans to ONDCP with account-level detail that links the drug budget to the operating
budget, and provides policy officials with the information to make resource allocation decisions,
Occasionally, an agency may seek to reprogram funding to address an unanticipated need. Drug
Control Program agencies that seek to reprogram or transfer appropriated Drug Control Program
funds exceeding one million dollars must have the request approved by ONDCP.

The second element is the Performance Reporting System (PRS). As noted above, the
Strategy has two overarching goals: (1) curtailing illicit drug consumption in the United States;

6
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and (2) improving the public health and public safety of the American people by reducing the
consequences of drug use. ONDCP and its Federal partners use the PRS to assess progress
toward meeting specific quantitative targets of the Strategy’s Goals and Objectives. The
Strategy’s overarching goals call for reductions in the rate of young aduit drug use, chronic drug
use, and drug-related consequences, such as drug-related morbidity and drugged driving. The
PRS’ seven objectives focus on prevention, early intervention, treatment & recovery support,
breaking the cycle of drug use and crime, drug trafficking and production, international
partnerships, and enhancing data sources to inform policies, programs, and practices.

Data from the Substance Abuse and Mental Health Services Administration (SAMHSA),
National Institute on Drug Abuse (NIDA), Centers for Disease Control and Prevention (CDC),
Health Resources and Services Administration (HRSA), Department of Justice, Department of
State, and ONDCP are used to track 32 measures. These data are used to track progress-to-date
compared to the baseline for each measure. In reviewing these data, ONDCP and its Federal
partners ook at trends and shifts in trends that may be a sign of an emerging issue. An example
would include monitoring trends of drug-induced deaths. In 2009, there were 39,147 drug-
induced deaths; 37,004 of these were drug poisoning deaths and 20,848 of those were reported to
involve prescription drugs. In 2013, there were 46,471 drug-induced deaths, an increase of 19
percent compared to 2009. These data, among other data and information, prompted a more
extensive review that was used to inform ONDCP’s response to shifts in prescription drug
misuse and heroin use.

A third element of ONDCP’s approach to performance is the Performance Summary
Report (PSR). Individual agency performance summary reports are a component of ONDCP's
assessment of agency performance. These reports provide the Administration and Congress with
independent assessments of agency accountability systems — the measures, the process of
developing targets, the quality of data systems, and the use of performance information.

Progress on Strategy Goals

A suite of seven measures, informed by 15 data items, was developed to assess the
Nation’s progress toward achieving the Strategy s goals. The 2015 PRS Report found good
progress in a number of areas, including a decrease in 30-day prevalence of drug use among 12-
17 year olds, a decrease in lifetime prevalence of 8t graders using alcoho! and tobacco, a
reduction in HIV infections attributable to drug use, and reduction in the number of chronic
cocaine and methamphetamine users.

However, challenges remain. We have not achieved reduction targets for lifetime
prevalence of 8™ graders using illicit drugs and have not made progress on reducing drug use
among 18-25 year olds. The primary reason for this lack of success is the continued and
unchanging high prevalence of past month marijuana use among young adults—nearly 20
percent since 2009. However, when marijuana is excluded from the estimation of illicit drug
use, the Nation has actually aiready doubled the targeted reduction—a 20 percent decline from
2009 to 2013. This decline has been driven by a 25 percent decline in past month non-medical
use of prescription drugs overall, which in turn was driven by a 31 percent decline in past month
non-medical use of prescription opioid medications.
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The heroin crisis is being compounded by the emergence of illicit fentanyl, a powerful
opioid more potent than morphine or heroin.'® Fentanyl is sometimes added to heroin to increase
potency, or mixed with adulterants and sold as heroin with or without the buyer’s knowledge.
Some states are being hit especially hard by fentanyi-related overdoses. For example, Ohio med
ical authorities reported 514 fentanyl-related overdose deaths in Ohio in 2014 alone — up from 92
in the previous year.!” And in New Hampshire, the Office of the Chief Medical Examiner reports
that out of 433 drug deaths in 2015, 396 involved opioids. Of those deaths involving opioids, 281
involved fentany! and 88 involved heroin.'®

In response, and per the Strategy, ONDCP coordinates with Federal partners to identify,
disrupt and dismantle criminal organizations trafficking in opioid drugs; works with the
international community to reduce the cultivation of poppy; identifies labs creating dangerous
synthetic opioids like fentany! and acetyl-fentanyl; and enhances efforts along the Nation’s
borders to decrease the flow of these drugs into our country. Expanding on these efforts, in
October, ONDCP created the National Heroin Coordination Group, a multi-disciplinary team of
subject matter experts to lead Federal efforts to reduce the availability of heroin and fentanyt in
the United States, This hub of interagency partners will leverage their home agency authorities
and resources to disrupt the heroin and illicit fentanyl supply chain coming into the U.S. and will
establish mechanisms for interagency collaboration and information-sharing focused on heroin
and fentanyl.

With regard to drugged driving, the data are mixed. As noted above, data from the
National Highway Traffic Safety Administration’s National Roadside Survey show the Nation
moving in the wrong direction on drug-involved driving. Results from the 2013/2014 survey
indicated that driving after consuming drugs on weekend nights was 20 percent, up from 16.3
percent in 2009. ONDCP also is tracking the prevalence of drugged driving with self-report data
from the National Survey on Drug Use and Health (NSDUH). According to data from the 2014
NSDUH, the United States is almost at its target of reducing drugged driving by 10 percent by
2015. The baseline rate of drugged driving for drivers 16 and older in 2009 was 4.4 percent; the
target rate by 2015 is 4.0 pereent; and in 2014 at the rate achieved was 4.1 percent.

Coordinating Drug Control Efforts to Eliminate Duplication

ONDCP coordinates drug control efforts and eliminates duplication through a variety of
mechanisms. ONDCP works closely with all Federal drug control agencies to develop the
President’s National Drug Control Strategy, and the drug control budget. Additionally, ONDCP
leads a broad range of interagency groups that support the Strategy s initiatives. Examples
include interagency working groups on treatment, prevention, and data, the Interdiction
Committee, the National Heroin Task Force, and the National Heroin Coordination Group.

t Zuurmond WW, Meent TF, and Noorduin H. (2002). Partial versus full agonists for opioid-mediated analgesia--focus on fentany! and
buprenorphine. Acta Anaesthesiol Belg, 53(3);193-201
172014 Ohio Drug Overdose Prefiminary Data: General Findings, Ohio Department of Health, Office of Vital Statistics, Analysis Conducted by
Injury Prevention Program. Available at:
hupAvaw healthy ohio gov/~inedia/Healthy Ohio/ASSETS/Eites/injun %2 Oprevention/20 14%200h10%20Preliminany%200verdose®20Report
_pdf Accessed 11-24-15,
' Personal E-mail Communication. April 28, 2016, New Hampshire Office af the Chief Medical Examiner. 2015 Current Drug Data as of Aprit
14,2016,
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In 2013, the General Accountability Office (GAO) released a report indicating
overlapping services in substance use prevention and treatment, which could increase the risk of
duplication. As a follow up to this report, ONDCP undertook an assessment of the extent of
overlap, duplication, and coordination. ONDCP found that nearly all of the identified programs
serve distinct beneficiaries in distinct settings. In a few cases where overlap could occur, a
review of the grantees found duplication did not occur. Further, ONDCP found that the agencies
managing these programs have coordinated their programs to achieve the best results. In a few
cases, ONDCP found a limited number of programs that would benefit from greater coordination
and worked with the programs to enhance it.

ONDCP continues to coordinate with Federal agency partners and lead interagency
working groups to prevent program overlap. We appreciate GAO’s recognition that ONDCP’s
actions mean ONDCP “will be better positioned to help ensure that federal agencies undertaking
similar drug abuse prevention and treatment efforts better leverage and more efficiently use
limited resources.”

Conclusion

Achieving the Strategy’s goals takes extensive effort at the federal, state and local level.
ONDCP will continue to lead the Federal Government in addressing drug use and its public
health and public safety consequences, including the opioid epidemic. ONDCP’s guidance and
coordination with our Federal partners maintains focus on the President’s policy and funding
priorities, and helps states and communities address illicit substance use. Together, wc are
committed partners, working to reduce the prevalence of substance usc disorders through
prevention, increasing aceess to treatment, and helping individuals recover from the disease of
addiction. These efforts are also accompanied by a focus on effective law enforcement and
supply reduction strategies to interrupt drug trafficking networks. Thank you for the opportunity
to testify and for your ongoing commitment to these issues. [ look forward to continuing to work
with you on these pressing matters.
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Good morning Chairman Johnson, Ranking Member Carper, and distinguished members
of the Committee. My name is Kana Enomoto, and I am the Principal Deputy Administrator of
the Substance Abuse and Mental Health Services Administration (SAMHSA), an agency of the
Department of Health and Human Services (HHS). [ am pleased to be here, along with my
colleagues from the Office of National Drug Control Policy (ONDCP), to discuss the importance
of preventing substance misuse and ensuring appropriate treatment and recovery support services
for individuals with substance use disorders in America.

The problems of prescription misuse, illicit drug use, and substance use disorders are complex
and require epidemiological surveillance, prevention, interventions, policy changes and further
research. No organization or agency can address these problems alone; a coordinated response is
rcquired. The Federal Government, medical and other health partners, public health officials,
state governments, and community organizations all are needed to implement educational
outreach and intervention strategies targeted to a range of discrete audiences, including
physicians, pharmacists, patients, educators, parents, students, adults at high risk, older aduits,
and many others.

SAMHSA

SAMHSA’s mission is to reduce the impact of substance misuse and mental illness on America’s
communities. SAMHSA was established in 1992 and directed by the Congress to target
substance use prcvention and treatment and mental health services to people most in need of
them and to enhance the delivery of behavioral health services to all. Substance misuse,
substance use disorders, poor emotional health, and mental ilinesses take a toll on individuals,
families, and communities. These conditions cost lives and productivity, and strain families and
resources in the same way as untreated physical illnesses, yet the majority of those who need
treatment do not receive it. SAMHSA strives to close this gap by raising awareness that:

= Behavioral health is essential to health;
* Prevention works;

= Treatment is effective; and

« People recover.

SAMHSA is working with its partners across the Administration to implement the National
Drug Control Strategy. SAMHSA s participating in various cross-departmental and intra-
departmental workgroups to ensure coordination of policy and programs.

SAMHSA also works across HHS through the Behavioral Health Coordinating Council. As a
result, SAMHSA has partnerships with the Centers for Disease Control and Prevention
(CDC), the Food and Drug Administration (FDA), the National Institutes of Health (NIH),
the Centers for Medicare & Medicaid Services (CMS), the Office of the National Coordinator
for Health information Technology (ONC), the Office of the Assistant Secretary for Health
(OASH), the Office of the Surgeon General (SG), and the Office of the Assistant Secretary for
Planning and Evaluation (ASPE) working to prevent substance misuse and treat substance use
disorders,

As you may know, in October, the Surgeon General announced that he would be developing a
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report on substance use, addiction and health. SAMHSA is providing technical assistance with
the development of this report and we look forward to its release.

SAMHSA’s Role in the National Drug Control Strategy (Strategy)

In fiscal year (FY) 2017, a total of $31.1 biltion, an increase of more than $500 million over FY
2016 enacted, was requested by the President to support National Drug Control Strategy
(Strategy) efforts to reduce drug use. The Administration’s 21 century approach to drug policy
works to reduce illicit drug use and its consequences in the United States. This evidence-based
plan balances public health and public safety efforts to prevent, treat and provide recovery from
the disease of addiction. In FY 2017, for the first time, the Administration proposes more funding
for demand reduction than supply reduction. SAMHSA plays a key role in the prevention and
treatment aspects of the Strategy, many of which also support HHS Secretary Burwell’s initiative
to address opioid misuse, abuse, and overdose.

SAMHSA’s Role in the Secretary’s Evidence-Based Opioid Initiative

SAMHSA is a key player in Secretary Burwell’s initiative to address opioid misuse, abuse,
and overdose. This initiative focuses on three specific areas targeted for their potential to produce
the most impact:

(1) Improving opioid prescribing practices;

(2) Increasing the use of naloxone; and

(3) Expanding use of medication-assisted treatment (MAT) and recovery support services
for individuals with an opioid use disorder.

According to the 2014 National Survey on Drug Use and Health (NSDUH), which SAMHSA
conducts annually, 4.3 million individuals (aged 12 and older) reported non-medical use of
prescription pain relievers during the past month and 435,000 reported using heroin.' That
equals 1.6 percent of the population non-medically using prescription pain relievers and
0.2 percent of the population using heroin. Although rcports of heroin use are significantly
lower than reported prescription opioid non-medical use, the numbers have been increasing fairly
steadily since 2007. In fact, reported heroin use more than doubled in seven years from 161,000
individuals in 2007 to 435,000 in 2014,

Of the 47,055 drug overdose deaths in 2014, heroin was involved in 10,574 drug overdose deaths,
while opioid analgesics were involved in 20,808 drug overdose deaths. Among the opioid
analgesic category, there were more than 5,544 drug overdose deaths involving synthetic narcotics
other than methadone, which includes fentanyl. The number of opioid overdose deaths involving
synthetic narcotics more than doubled from two years carlier (2,628 in 2012)."

Of the individuals admitted to treatment in 2013, 18.8 percent of admissions were for heroin.

! Centers for Disease Control and Prevention, National Center for Health Statistics. Multiple Cause of Death 1999-2014
on CDC WONDER Online Database, released 2015. Data are from the Multiple Cause of Death Files, 1999-2014, as
compiled from data provided by the 57 vital statistics jurisdictions through the Vital Statistics Cooperative Program.
Accessed at hitp://wonder.cde.govimed-icd 1Q.html, December 2015.
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Another 9.2 percent of admissions were for other opioids.” What these data do not fully reflect is
the pain felt at losing a job, a home, or a cherished family member. Opioid and heroin use
destabilizes families, disrupts the health care system, and imposes enormous financial and human
costs on American society.

SAMHSA’s Opioid Proposals in the President’s FY17 Budget

Addressing the crisis of opioid overdose from prescription pain relievers, heroin, and illicit
fentanyl is a major priority for SAMHSA. The President’s Budget recognizes the need for
immediate action and proposes to address the opioid epidemic with a $1 billion two-year
invcstment in new mandatory funding. This investment of mandatory funds makes a bold
commitment to build the addictions workforce and bolster the continuum of services for
prevention, treatment, and recovery.

Of the $1 billion in new mandatory funding, SAMHSA proposes $920 million over two years to
support cooperative agreements with states to expand access to treatment for opioid use
disorders. In each of FYs 2017 and 2018, SAMHSA would provide $460 million in new
mandatory funding toward State Targeted Response Cooperative Agreements for states to help
individuals seek and successfully complete treatment and sustain recovery from opioid use
disorders. Evidence-based strategies that states might consider include training and certifying
opioid use disorder treatment providers and supporting delivery of MAT. Program goals
include: reducing the cost of care, expanding access, engaging patients, and addressing the
negative attitudes associated with accessing opioid use disorder treatment.

Another component of the Administration’s two-year initiative includes $30 million in new
mandatory funding for SAMHSA to implement Cohort Monitoring and Evaluation of MAT, to
evaluate the effectivcness of treatment programs employing medication-assisted treatment under
real-world conditions, This program will help identify opportunities to improve treatment for
patients with opioid use disorders.

In addition to the new mandatory investments, SAMHSA continues and expands existing
strategies to address opioid use disorders. SAMHSA is requesting $50.1 million to double the
size of the Medication Assisted Treatment — Prescription Drug and Opioid Addiction (MAT-
PDOQA) program. The funding will support 23 new MAT-PDOA state grants in providing FDA-
approved MAT in conjunction with psychosocial interventions to those living with opioid use
disorders.

! Center for Behavioral Health Statistics and Quality. (2015). Behavioral health trends in the United States: Results
from the 2014 National Survey on Drug Use and Health (HHS Publication No. SMA 15-4927, NSDUH Series H-
50). Retrieved from http://www.samhsa.gov/data/

% Center for Behavioral Health Statistics and Quality. (2015). Behavioral health trends in the United States: Results
from the 2014 National Survey on Drug Use and Health (HHS Publication No. SMA 15-4927, NSDUH Series H-
50). Retrieved from hitp://www.samhsa gov/data/
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To help further expand access to treatment, SAMHSA’s Budget Request includes a $10 million
pilot project, the Buprenorphine-Prescribing Authority Demonstration, aimed at increasing the
types of practitioners able to prescr