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A CRISIS IN MENTAL HEALTH AND 
SUBSTANCE USE DISORDER CARE: 

CLOSING GAPS IN ACCESS BY BRINGING 
CARE AND PREVENTION TO COMMUNITIES 

Wednesday, May 17, 2023 

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

Washington, DC. 
The Subcommittee met, pursuant to notice, at 10 a.m., in room 

430, Dirksen Senate Office Building, Hon. Edward Markey, Chair-
man of the Subcommittee, presiding. 

Present: Senators Markey [presiding], Baldwin, Hickenlooper, 
Marshall, Murkowski, and Tuberville. 

OPENING STATEMENT OF SENATOR MARKEY 

Senator MARKEY. Thank you all for joining us today for the first 
Primary Health and Retirement Subcommittee hearing on mental 
health and behavioral health for the 118th Congress. 

Thank you to Senator Marshall for your shared commitment to 
addressing the mental health and substance use crisis in the 
United States. There are many people at home who will watch this 
hearing and recognize the realities they face every day. 

They call for help and are met with long wait times or an hour- 
long commute to care. They have lost a friend, or a loved one, to 
mental illness or a substance use disorder. But support and serv-
ices aren’t accessible. They know when they need help, but they 
don’t know where to go to get it. 

Let me start by saying, you are not alone. The reason we are 
here today is to identify those challenges and chart a path toward 
a future where help is there when you need it. On health—Senate 
Health, Education, Labor, and Pensions Committee it is our re-
sponsibility to take up the fight for a better mental health and sub-
stance use disorder care system that meets people where they are 
with dignity. 

But today we are losing that fight. Last year, over 106,000 people 
died from an overdose. The CDC reported just last week that over-
dose deaths involving fentanyl had more than tripled in the last 5 
years. Emergency department visits for opioid related overdoses in-
creased by 41 percent for boys, and 10 percent for girls age 12 to 
17 in the fall of 2022, compared to the year before. 
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Yet, 94 percent of people age 12 and older with substance use 
disorders did not receive treatment. The prospects for people facing 
mental health challenges are equally distressing. More than one in 
five adults in the United States has a mental health disability, yet 
over 10 million people report an unmet need for mental health 
services. 

One in five highschoolers have seriously considered attempting 
suicide. For LGBTQ youth, the number was closer to one in two. 
Yet over 2 million adolescents who needed care did not receive it. 

The cause is complex. Pharmaceutical companies supercharged 
an opioid pandemic by overprescribing oxycodone, ultimately hook-
ing people on heroin and fentanyl. Big tech serves toxic content 
that grabs young people’s attention, and fuels depression, anxiety, 
and eating disorders. 

Childhood trauma and toxic stress linked to violence, poverty, 
racism, and housing instability create invisible scars that weigh 
heavily on caregivers’ children and seniors. And as a growing num-
ber experience mental health conditions, our health system has not 
been able to keep up. People are looking for an open door to care, 
and instead they are locked out. 

But these invisible scars continue to grow, and thousands of peo-
ple find themselves in the emergency departments hoping for place-
ment in treatment programs, or they leave, and without anywhere 
to go, we lose them to suicide and overdose. 

Yes, the challenges are complex, but the solution is simple, af-
fordable, accessible, mental and substance use care for any and all 
that need it, when they need it, and where they need it. This is 
easier said than done, but there is hope to be found in the everyday 
heroes who have rolled up their sleeves, looked into people’s eyes, 
and offered a helping hand. 

A few of those people are with us today, addiction medicine phy-
sicians, child psychiatrists, and providers from community health 
centers and certified community behavioral health clinics. They are 
the better angels of our health care system, and right now we need 
an army of angels. 

We can build a system that treats people with dignity and 
doesn’t price patients out of the care. We can invest in community 
health providers. We can pass legislation to break down antiquated 
barriers to medication, treatment for opioid use disorder. 

We can support local communities, public health response to ris-
ing overdoses and mental health needs. And we can make sure that 
big pharma doesn’t charge big bucks for life saving prescriptions. 
We can create a system that puts patients over profits. 

I am proud that so many of our fiercest advocates for these ef-
forts are in this room today, and we thank you for all of your work. 
And with that, I turn to the Ranking Member, Senator Marshall, 
for his opening statement. 

OPENING STATEMENT OF SENATOR MARSHALL 

Senator MARSHALL. Well, thank you, Mr. Chairman. I also want 
to appreciate your dedication to addressing the mental health crisis 
and for holding our first Subcommittee hearing. I know our col-
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leagues on both sides of the aisle interested in reauthorizing sev-
eral expiring programs. 

We also want to look for new ways to tackle this crisis. Our wit-
nesses today will show us how they are using existing Federal pro-
grams and their own ingenuity to reshape their communities. It 
has been 5 years since Congress passed the Support for Patients 
and Community Act, the largest, most comprehensive legislative 
package that directs Federal resources and statutory changes to-
ward prevention, treatment, and recovery. 

The Support Act encourages payers and providers to utilize alter-
native treatments for pain. It increased patient education and 
awareness across many markets. Modernizing prescribing to detect 
and prevent fraudulent prescriptions. 

The expanded safe disposal of unused prescription drugs, includ-
ing at home deactivation packets. And finally, it helped people get 
on the road to recovery through various inpatient and outpatient 
services. 

Let’s talk about prevention first, where we are seeing great 
progress. Notably, substance use disorder related deaths as a result 
of prescription opioids are decreasing because physicians and 
nurses are increasing patient awareness and utilizing other treat-
ments for pain. However, Chairman Markey and I in this Com-
mittee, our aim is to prevent addiction by moving away from ad-
dictive medicines. 

The Support Act required the FDA to help address biopharma-
ceutical challenges in developing non-addictive pain therapies, but 
the agency has not successfully carried this out. We will hold the 
FDA accountable so patients can one day have access to innovative, 
non-addictive prescription drugs. 

On treatment, we will hear from our witnesses on the successes 
of expanded access to medication assisted treatment, telehealth, 
and novel coordinated care models, including certified community 
behavioral health clinics, or CCBHCs, which I am a very strong ad-
vocate for. We have all witnessed too many people experiencing 
mental health crises in the wrong setting and receiving the wrong 
type of care. 

While still new, the data looks promising. People who receive 
care at a CCBHC spend 60 less—60 percent less time in jail, 70 
percent less time in the hospital, and are much likely—much more 
likely to have access to a primary care provider. 

CCBHCs also contributed to a 41 percent reduction in homeless-
ness. Congratulations, and I will look forward to Mr. Denny’s testi-
mony to share some more of those stats again. For all the good the 
witnesses are providing, 

Congress must work to ensure that they can deliver timely ac-
cess to care by addressing mental health parity issues. They need 
our help to eliminate unnecessary delays and denials from prior 
authorization, the No. 1 administrative burden across all clinicians 
and other health care providers. 

On recovery, the Support Act provided peer recovery support 
services and other programs that are helping people help them-
selves become independent, stable, and healthy. In addition to the 
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Support Act, I hope this Committee will work with us on devel-
oping solutions to address some of the root causes of the mental 
health crises in America’s youth. Do the lockdowns result in isola-
tion? 

Kids increase their reliance on social media, shifting their habits 
beyond a casual pastime. In fact, experts have found that overuse 
of social media rewires their brains to constantly seek out imme-
diate gratification. This leads to obsessive, compulsive, and addict-
ive behaviors. Studies have linked heavy social media use in-
creased risk for depression, anxiety, loneliness, self-harm, and even 
suicide ideation. 

This year, the CDC released a new survey finding that nearly 60 
percent of young girls reported a mental health issue, with 30 per-
cent seriously considering suicide, double the rate there was among 
boys and up to almost 60 percent from a decade ago. We know so-
cial media companies are aware of this based upon their own simi-
lar findings. There is no silver bullet in solving the mental crisis. 

We must continue to bolster efforts on prevention, treatment, 
and recovery. In doing so, we should value what we measure and 
measure what we value. As we consider reauthorizing expiring pro-
grams and exploring new ideas, they should be patient centered, 
outcome driven, cost effective. 

They must be backed by data. Mr. Chairman, thank you again 
for calling this hearing, and I yield back. 

Senator MARKEY. Thank you, Senator, so much. And we will turn 
to our first witness, Dr. Maria Celli, a Psychologist and Deputy 
CEO of Brockton Neighborhood Health Center in Brockton, Massa-
chusetts. 

She has worked at the Brockton Neighborhood Health Center 
since 2016 and has worked in community health centers since 
2010. Dr. Celli launched the Brockton Behavioral Health Task 
Force to promote collaboration between behavioral health providers 
across the city’s behavioral health and substance use services eco-
system. 

Welcome, doctor, whenever you are ready, please begin. 

STATEMENT OF MARIA CELLI, DEPUTY CEO, BROCKTON 
NEIGHBORHOOD HEALTH CENTER, BROCKTON, MA 

Dr. CELLI. Good morning, Chairman Markey, Ranking Member 
Marshall, and Members of the Committee. Thank you for the op-
portunity to testify on the critical topic of mental health and sub-
stance use disorders and access to community-based prevention 
and services. 

As Senator Markey noted, my name is Maria Celli, and I am a 
Psychologist and the Deputy CEO at Brockton Neighborhood 
Health Center, a federally qualified health center located in Brock-
ton, Massachusetts. 

In my role, I have witnessed the negative impact that the pan-
demic has had on the mental health of our patients and the com-
munity. The demand for behavioral health services is enormous, 
outstripping our community wide supply of resources. This morn-
ing, I am coming on behalf of our providers and patients I have the 
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privilege to serve to propose four opportunities for support to im-
prove community level access to behavioral health and substance 
use disorder services. 

Those four are, increasing support for integrated care team mod-
els, leveraging mobile medical units and continued use of tele-
health services, including audio only services when appropriate, 
prioritizing pediatrics, and workforce development and wellness. 

Like many other community health centers across the country, 
Brockton Neighborhood Health Center employs integrated, multi-
disciplinary teams to serve patients holistically. That means we ad-
dress everything from food insecurity and housing insecurity to dis-
ease management. 

Our patients are universally screened for health-related social 
needs, depression, and risky substance use. We make screening for 
mental health and substance use disorder a standard part of pri-
mary care. 

By doing so, we reduce stigma and create easy and seamless ac-
cess to mental health and addiction services. Additionally, we have 
found that primary care behavioral health integrated teams can re-
duce costs to the medical system, and I will give one example. 

Recently, we had a 21-year-old male who was new to our adult 
medical department. This individual had significant medical com-
plications and was in and out of the hospital frequently, very fre-
quently, like seven times in a couple of weeks. 

Concerned about his mental status, the primary care provider at 
the NHC engaged one of the integrated behavioral health clinicians 
who was able to meet with this individual and begin to build trust. 

Since the team of the integrated primary care—the integrated 
clinician and the primary care provider has started to work with 
this patient, he has significantly reduced his emergency room visits 
and has begun to make good progress with his medical care addi-
tion. 

Additionally, in addition to primary care, behavioral health inte-
grated models of care, I propose increasing access through mobile 
units and telehealth services. We have found at Brockton Neighbor-
hood Health Center through our first mobile unit that this is an 
effective way to reach vulnerable populations, and I will highlight 
three in particular. 

In 2020, Brockton Neighborhood Health Center leveraged grant 
funding to launch our first mobile unit, which provides services 
specifically to those experiencing homelessness and people who use 
drugs. We have observed that overdose deaths have increased sig-
nificantly in our town, and nationally that is the same. 

The services on this mobile unit have undoubtedly saved lives. 
However, we have also observed a rise in mental health needs in 
both pediatrics and seniors within our community. That is why 
Brockton Neighborhood Health Center is working hard to acquire 
mobile units that can be deployed to provide integrated care at 
schools, at senior housing sites, etcetera, to meet our patients in 
the community that has the need where they are. 

I am so appreciative that last year this Committee recognized the 
value of mobile care units when it passed the Mobile Health Care 
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Act by unanimous consent to make it easier for health centers to 
finance mobile health units. 

Additional new access point funding will help health centers like 
ours take advantage of this opportunity to create easier access to 
patients who need it. In addition to launching the mobile clinical 
unit, leveraging strategic use of telehealth is essential to address 
this crisis, and I strongly support permanently extending the tele-
health flexibilities implemented during the COVID–19 public 
health emergency. 

Of course, none of our work in addressing this crisis is possible 
without robust and well staffing. The NHC has designed and 
launched a number of grants funded professional pipeline projects, 
including one designed for the training, recruitment, and retention 
of behavioral health clinicians. 

We would love for this Committee to provide more flexible fund-
ing to support projects like ours. Another priority for our workforce 
is wellness programing to mitigate employment related stress. I ap-
preciate that last year the HELP Committee passed the Lorna 
Breen Act, which authorized funding for provider burnout, and we 
genuinely appreciate any support that our staff can receive to re-
main well in these roles as they continue to work daily to save 
lives. 

Health centers like Brockton Neighborhood Health Center need 
long term, sustainable, and predictable funding to continue to ad-
dress this behavioral health and substance use disorder crisis. 

Chairman Markey, Ranking Member Marshall, and Members of 
the Committee, thank you for allowing me to share some of the 
great work that my team at the NHC is doing to fight the mental 
health and substance use disorder crisis in this country. 

With this Committee’s support, we will continue to find new 
ways to provide affordable, accessible, and high-quality care to the 
communities we serve. I look forward to your questions. 

[The prepared statement of Dr. Celli follows:] 

PREPARED STATEMENT OF MARIA CELLI 

Chairman Markey, Ranking Member Marshall, and Members of the Committee, 
thank you for the opportunity to testify on the critical topic of mental health and 
substance use disorders. My name is Maria Celli, and I am a psychologist and the 
Deputy CEO at Brockton Neighborhood Health Center, a federally qualified health 
center located in Brockton, MA, a city 24 miles south of Boston. BNHC serves over 
37,000 unique patients and conducted over 200,000 visits in 2022. 

While I am currently the Deputy CEO of BNHC, I have previously served as a 
COO and Director of Behavioral Health and Social Services at BNHC and as a Di-
rector of Behavioral Health at a Boston-based FQHC. As a psychologist, my areas 
of clinical work have focused on behavioral health-primary care integration and 
working with individuals who have experienced trauma. I have trained in early 
childhood mental health and perinatal care, and I continue to be attentive to the 
needs of our youngest patients because they are our future, and I am aware that 
the ills I see in our adult patients were, in many ways, impacted by their experi-
ences as young children. I am eager to promote the well-being of children to reduce 
their risk of developing pathologies later in life. 

From my clinical care and administrative perspectives, I have observed the cur-
rent state of behavioral health and substance use needs and care access from the 
patient level through to systems level. In Massachusetts, we are fortunate that the 
state’s Executive Office of Health and Human Services has committed to improving 
access to behavioral health and substance use disorder services, through the devel-
opment of a Behavioral Health Roadmap, which is a blueprint for creating accessible 
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and equitable access to behavioral health and substance use disorder services across 
the state. Introduced in 2021 and implemented in 2023, this roadmap included the 
design and launch of 24 Community Behavioral Health Centers across the common-
wealth. We, at BNHC, are thankful that one of the 24 CBHC’s is located within the 
city of Brockton; and we leverage this and every other resource in Brockton’s behav-
ioral health ecosystem to try to address our patients’ and community’s needs. De-
spite these improvements in access, we are still witnessing a demand for services 
that exceed our supply of resources. We were concerned about our staff and commu-
nity’s mental health and wellness prior to COVID. However, the needs have risen 
throughout the pandemic and remain high. 

I have professionally witnessed the negative impact that the pandemic had on the 
mental health and well-being of our patient population. More specifically, the trau-
ma of COVID has triggered exacerbations of what were once subthreshold mental 
health conditions. The demand for behavioral health services is enormous—outstrip-
ping our community-wide supply of resources. Unfortunately, the acuity of patient 
needs is also worse, meaning that patients who might have once sufficed with out-
patient therapy, are now reporting symptoms requiring more intensive or even inpa-
tient care due to imminent risk concerns. 

From my own professional experience, and as the representative on behalf of pro-
viders and patients whose voices are not here, I propose four opportunities for con-
tinued or additional support to improve community-level access to behavioral health 
and substance use disorder services: 

1. Increasing support for integrated care team models: Integrated 
primary care team models co-locate and integrate licensed behavioral 
health clinicians, Community Health Workers, Peer Recovery Coaches, 
and sometimes other disciplines to work alongside primary care providers 
so that health-related social needs and behavioral health screenings and 
treatment are universally available to any patient as part of their general 
medical care. This model of care is foundational to how FQHCs’ practice 
and its expansion is essential to improving access. 
2. Leveraging Mobile Medical Units and continued use of Tele-
health Services: I propose support for care for hard-to-reach patients 
through support for unique and flexible models of care, including mobile 
medical units that can strategically deliver integrated primary care serv-
ices to vulnerable individuals who are not engaging in their primary 
health care such as those struggling with homelessness, seniors and indi-
viduals with transportation or mobility barriers. Similarly, it is essential 
to continue to strategically use telehealth services for otherwise hard-to- 
reach populations. 
3. Prioritizing Pediatrics: We must ensure that all pediatric patients 
have universal access to behavioral health screenings, assessments, and 
treatments throughout their development, especially in their first 5 years 
of life. 
4. Workforce Development: Finally, we must continue to invest in de-
veloping the healthcare workforce to serve these behavioral health and 
substance use disorder needs, through support for existing professional 
pipeline projects. 

Increasing Community Access through Primary Care-Behavioral Health 
Integration 

BNHC operates four clinical sites (including one in a homeless shelter and one 
mobile unit). BNHC provides the full spectrum of primary care services including 
adult medical, behavioral health, OB/GYN, pediatrics, nutrition, oral health, optom-
etry, cancer screenings, onsite pharmacy, radiology, diagnostic laboratory, infectious 
disease screening and care, substance use disorder screening and treatment. We 
serve patients with extraordinarily complex medical and social needs, including pov-
erty, food insecurity, homelessness, trauma, and difficulty accessing transportation 
and employment. We serve all people regardless of their insurance status or ability 
to pay. 

Like many other Community Health Centers across the country, we serve our pa-
tients holistically, meaning that we provide healthcare that pays attention to and 
aims to address all aspects of a person’s life, as they all impact their health. We 
screen, assess and address their care across multiple levels and domains of need ad-
dressing everything from food access to disease management. We practice this way 
because it is our mission to do so, and it is a way to promote wellness for individ-
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uals who might not otherwise engage in preventative services. This strategy is bene-
ficial to the patients and restrains costs to the medical system, as the patient’s en-
gagement in our integrated primary care teams can reduce unnecessary utilization 
of higher levels of care. 

One recent example of this is the case of a 21-year-old male with multiple medical 
conditions, including seizure disorder, who was in and out of the hospital due to sei-
zures. Unfortunately, he was not engaging in his medical treatment due to 
undiagnosed severe depression. After becoming aware of his medical disengagement 
and his frequent trips to the hospital, his primary care provider at BNHC engaged 
the integrated behavioral health clinician, who was able to begin to build trust with 
this traumatized young individual. Together, the primary care provider, behavioral 
health clinician, and patient began to make slow but steady progress in his partici-
pation with his healthcare. The patient has not visited the emergency room since 
the holistic treatment team has collectively engaged him. Now that he has built 
trust with this team, he is willing to meet with specialists who can stabilize his 
medical condition. Given his many needs, the behavioral health team is also work-
ing with his family and friends to know how to support his health and wellness. 
This is a person who was in a revolving door pattern of medical exacerbation to the 
emergency department—until he was engaged by his primary care provider and an 
integrated behavioral health clinician. Now, he is stabilized and moving toward ill-
ness management and an improved quality of life. 

At BNHC, like many other health centers, the integrated model of care is 
foundational to how we provide primary care services. Our patients are universally 
screened for health-related social needs (i.e. social drivers of health), as well as risky 
substance use and depression. Just as we measure vital signs such as blood pres-
sure, temperature, and weight, we ask them about the social conditions that impact 
their health and wellness; and we have staff on the team who assist with addressing 
the issues that patients report. This universal screening and team-based approach 
to access is crucial because it communicates that health-related social needs, sub-
stance use and behavioral health concerns are all part of their primary care. It 
destigmatizes these issues and creates easy access to needed services that improve 
their health, well-being, and effective participation in their own treatment, in their 
own lives and in their communities. 

Another illustrative example of the benefits of Primary Care-Behavioral Health 
Integration and universal screening for BH and SUD conditions is the story of Glo-
ria, a 73-year-old woman who had recently moved to our service area and was a 
newer patient. She completed our standard, universal screening process and was 
found to have an elevated score on the depression screening tool. Her response on 
the screening indicated suicidal ideation, and the PCP was planning to complete a 
Section 12 for the patient, meaning sending her to the hospital for inpatient hos-
pitalization. However, because of the integrated model of care, the PCP reported the 
result to the integrated BH clinician, who met with the patient and carefully as-
sessed the patient’s risk. Rather than hospitalizing the patient, the integrated clini-
cian was able to make a referral to one of our in-house psychiatric providers, who 
consulted with the PCP to start psychotropic medications. The BHI clinician helped 
the patient to connect with other resources in the community because the patient 
had acknowledged that the primary drivers for her current state were loneliness 
and hopelessness due to multiple losses, including loss of employment. 

This patient did not need a hospital. She needed connection. The integrated care 
team model, which is a cornerstone for how BNHC and so many other CHCs around 
the country operate, made those connections possible. We strive, train, practice, 
commit and recommit to seeing the whole person. And in doing so, we are privileged 
to know the patients and support them through accessing what they need to cope 
more effectively with the many stressors associated with their lives. Access to effec-
tive behavioral health and substance use disorder screening and treatment within 
the community and through the primary care doorway is an essential strategy for 
maximizing access in this time of tremendous need. 

Increasing Access through Mobile Units and Telehealth Services 

Another fundamental way that Community Health Centers operate is that we are 
innovative and driven to meet the needs of our community. Additionally, we are 
committed to our communities’ health and our patients’ care, whether the patient 
is attending visits or not. We continuously track population health level data to 
monitor who is in or out of care, whose healthcare metrics (such as blood pressures 
or A1c’s are out of control or have not been checked recently enough) etc. We launch 
population health text and mail campaigns to outreach and engage patients who are 
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out of care. We mobilize community health and outreach workers to locate and re-
connect these patients to their trusted medical home. However, many individuals re-
main disconnected, and it has worsened throughout the pandemic. We have ob-
served that this has been particularly true for certain vulnerable populations, such 
as those experiencing homelessness, children, and seniors. 

BNHC was fortunate to be awarded a grant in 2020 that yielded our first mobile 
health unit. The ‘‘Community Care in Reach’’ mobile unit provides services specifi-
cally to those experiencing homelessness, as well as people who use drugs. Started 
in 2021, this mobile unit can provide primary care, some acute care services, peer 
recovery coaching, and referrals to specialty services—all occurring where the pa-
tients are located. According to the CDC, there were over 100,000 drug-related over-
dose deaths in 2021 alone, which has steadily increased over the last 5 years. The 
screening, education and interventions provided on this mobile unit have undoubt-
edly saved lives! Additionally, it offers a patient-centered approach to high-quality, 
evidence-based care while also serving to contain costs through the reduction of ED 
utilization for services that are offered on the unit. 

In addition to a mental health and substance use crisis in those who use drugs 
and in individuals experiencing homelessness, we have observed and measured an 
incredible increase in the behavioral health needs of our pediatric patients during 
and coming out of the pandemic. BNHC is actively seeking funding to acquire an-
other mobile unit serve the pediatric populations of the city as a school-based serv-
ice site. The integrated care team would include a full-time Nurse Practitioner, as 
well as a Behavioral Health Clinician, community health workers and Peer Recov-
ery Coach. While not yet operational, this model (across any willing school system) 
can bring necessary and easily accessible resources to kids who are falling through 
the cracks, despite the school, parents’ and health centers’ best efforts. 

On the other end of the age spectrum, I have also professionally observed and 
have been informed by behavioral health providers across the city of Brockton and 
the state that there is great concern for the mental health and well-being of many 
seniors. Having been more socially isolated during COVID (in order to protect them-
selves), they are now struggling to re-emerge, including struggling to re-engage with 
their health care providers. 

I am privileged to treat a senior struggling with depression, who has said to me 
that she is deeply lonely, but is scared to leave her home without certain trusted 
individuals (her adult children). Despite the best efforts to coordinate transportation 
and engage her family, there are times when she simply does not feel well enough 
to leave the street on which she lives. She has missed appointments as a result. 
And like her, there are many others! BNHC is hoping to acquire a mobile unit that 
can visit senior centers, senior housing sites, the council on aging and potentially 
other locations (as determined by data) to bring integrated care, including screening 
and treatment for behavioral health and substance use disorder to their living 
space. Making care accessible reduces inefficiencies in the system, is cost-effective, 
and, most importantly, promotes patients’ health and well-being. 

I am so appreciative that last year this Committee recognized the value of mobile 
care units when it passed the MOBILE Health Care Act by unanimous consent to 
make it easier for health centers to finance mobile health units. These mobile units 
can offer primary or dental care or provide behavioral health services to sparsely 
populated rural areas or underserved urban populations. While the MOBILE Health 
Care Act provided the necessary flexibility to health centers to use Federal funding 
for mobile units, it did not provide any additional New Access Point dollars to take 
advantage of this flexibility. Additional New Access Point funding is necessary for 
health centers to take advantage of this unique opportunity. With this funding, 
health centers, like BNHC, can provide easier access to patients who are not engag-
ing in their integrated primary care homes. This prevents the worsening of their 
conditions, thus improving their health and well-being while being cost-effective. 

In addition to launching mobile clinical units to provide integrated care services 
to the homeless, at schools, and for seniors, I strongly support permanently extend-
ing the telehealth flexibilities, including audio only telehealth care, implemented 
during the COVID–19 public health emergency. Telehealth has been particularly ef-
fective in creating and maintaining access to behavioral health and substance use 
disorder treatment. This should remain an option to maximize access to services so 
critically needed by so many. We are experiencing a mental health crisis, and our 
providers feel it. When 1 in 5 adults and 1 in 2 adolescents live with a mental 
health illness, these nimble and flexible strategies can save lives, prevent the need 
for higher levels of care and promote well-being. 
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1 Association of Integrating Mental Health into Pediatric Primary Care at federally Qualified 
Health Centers with Utilization and Follow-Up Care. Jihye Kim, PhD1; R. Christopher 
Sheldrick, PhD2; Kerrin Gallagher, MPH2; et al 

Prioritizing Pediatrics 

While I spoke about children generally, I would like to call out the critical impor-
tance of early childhood mental health. At BNHC, our experienced pediatric pro-
viders are deeply disturbed and overwhelmed by the number of children with symp-
toms of psychological distress. Senior pediatricians who have worked with our pa-
tient population for decades, are reporting a particular concern about seeing young 
children (0–5 years old) exhibiting symptoms that are consistent with Autism Spec-
trum Disorder but having difficulty accessing diagnostic evaluations due to a limited 
supply of professionals (psychologists and psychiatrists) trained in these assessment 
protocols, particularly to serve patients who are uninsured or underinsured. 

Fortunately, at BNHC, we have had a robust primary care-behavioral health inte-
gration program for years, but we expanded in 2019 with the help of a private grant 
through the Transforming and Expanding Access to Mental Health Care in Urban 
Pediatrics (TEAM UP for children) program. TEAM UP is an initiative to build the 
capacity of 7 Community Health Centers in MA to deliver high-quality, evidence- 
based, integrated behavioral health care to children and families. The TEAM UP 
transformation model is rooted in three principles: transforming care, strengthening 
foundations, and creating a learning community. BNHC has been implementing the 
TEAM UP model since 2019 and continues to transform to meet the behavioral 
health needs of its early childhood, pediatric population through integration of be-
havioral health and social services into primary care. A study of the utilization of 
services for children who have engaged with TEAM UP sites showed an increase 
in access to behavioral health services for Medicaid-enrolled children. 1 The mental 
health needs of our pediatric patients are enormous, and Community Health Cen-
ters have innovative and proven strategies to increase access to mental health serv-
ices. I strongly support investments in health center service expansions, as health 
centers are well-positioned to meet the needs of our children, who continue to dem-
onstrate the repercussions of the traumatic effects of the last 3 years. 

Workforce Development 

Nationally and locally, workforce recruitment and retention pose major barriers 
to maximizing access to services that can address this mental health crisis we are 
experiencing. According to HRSA estimates based on national benchmarks, nearly 
one-third of Americans live in a federally designated Mental Health Professional 
Shortage Area, 7.7 million health center patients are currently going without need-
ed mental health care, and 4.9 million health center patients are going without 
needed substance use disorder treatment. The models of care to maximize access 
exist and can be leveraged to meet these needs. However, staffing is critical to ad-
dressing this mental health crisis. 

In full awareness of our challenge, BNHC has designed and launched a number 
of grant-funded professional pipeline projects, including one designed for the train-
ing, recruitment, and retention of behavioral health clinicians. In this program, 
BNHC commits to accepting, training, supervising and paying stipends to a cohort 
of behavioral health students completing their Masters degrees. Additionally, BNHC 
will pay a recruitment bonus to new hires, and a retention bonus to Behavioral 
Health Clinicians who have been with the organization for 2 years or more. Our in-
tention is to incentivize training at and hopefully also working at BNHC, or another 
Community Health Center. We would love for this Committee to provide more flexi-
ble funding to support a project like ours. These projects encourage training and 
working at community health centers, thus increasing the supply of trained behav-
ioral health clinicians to meet the needs of this mental health crisis. 

According to a survey by the National Association of Community Health Centers, 
behavioral health staff are in the top three categories for the highest rate of job loss 
for health centers. Competition from other employers and burnout from the pan-
demic are the most common reasons for staff departure. Additional Federal funding 
would help recruitment and retention. Another top priority impacting retention of 
staff are wellness programs and other interventions for employees to mitigate em-
ployment-related stress. I appreciate that last year, the HELP Committee passed 
the Lorna Breen Act by unanimous consent, which authorized funding for provider 
burnout. These programs are valuable because our staff are extraordinarily burnt 
out. As the Deputy CEO of BNHC, and a psychologist, I have the privilege and re-
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sponsibility of listening to a lot of staff, and many of them have reported that they 
have ‘‘never felt worse’’. 

We genuinely appreciate any support that our staff can receive to remain well in 
their roles as they continue to work daily to save lives and serve as the healthcare 
heroes who have been heralded throughout the pandemic. While not fighting 
COVID, they are fighting to address the effects of COVID including increased over-
dose deaths and substance use as well as serious mental health concerns. 

Conclusion 

Health centers like Brockton Neighborhood Health Center need long-term, sus-
tainable, and predictable funding to meet our patients’ behavioral health and sub-
stance use disorder needs. I recognize the difficult decisions Congress must make 
to balance funding levels with the need to maintain our Nation’s fiscal health. Still, 
medical inflation has outpaced health centers’ funding increases since 2015, leading 
to a 9.3 percent decrease in actual funding levels. Decades of research show that 
Federal investments in health centers reduce overall health spending by expanding 
access to efficient and effective primary care. Patients who access primary care at 
health centers show positive health outcomes and reduced use of emergency depart-
ments and hospital stays. 

I appreciate that this budget environment makes additional investments chal-
lenging. Still, millions of patients could benefit by expanding access to mental 
health and substance use disorder care at the health centers where they are already 
receiving primary care. For example, the National Association of Community Health 
Centers estimates that an additional investment of $500 million over 5 years would 
allow health centers to hire more than 2,500 behavioral health specialists and reach 
more than 5 million additional patients. This level of commitment by Congress 
would leverage the existing network of care and build on a proven model that saves 
the health system billions of dollars. 

Chairman Markey, Ranking Member Marshall, and Members of the Committee, 
thank you for allowing me to share the great work my team at BNHC is doing to 
fight the mental health and substance use disorder crisis in our Country. With this 
Committee’s support, we will continue to find new ways to provide affordable, acces-
sible, and high-quality care to the communities we serve. I look forward to your 
questions. 

Senator MARKEY. Thank you, Dr. Celli, so much. Now, Senator 
Marshall will introduce our next witness. 

Senator MARSHALL. Well, thank you, Mr. Chairman. I am cer-
tainly honored to introduce our second witness, Mr. Steven Denny, 
a fellow Jayhawk and a multi-generational Kansan. Mr. Denny is 
the deputy director of the Four County Mental Health Center. 
Their main office is in Independence, Kansas, and they proudly 
serve five counties now across Southeastern Kansas, including 
Montgomery County, Wilson, Elk, and Chautauqua. 

As I think about that, that is probably an area of about 100 
miles by 70 miles, very sparsely populated, and probably—it is the 
most economically challenged portion of Kansas. In addition to 
serving the mental health center, Mr. Denny is also the project di-
rector of Four Counties Certified Community Behavioral Health 
Clinic Expansion Grant, provided by the U.S. Substance Abuse and 
Mental Health Services Administration. 

Under this role, Mr. Denny oversees clinical crises and substance 
use treatment services, as well as seeing patients every day. Thank 
you so much for agreeing to testify in person to discuss the work 
being done at Four County. 

Mr. Denny, the floor is yours, thank you. 
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STATEMENT OF STEVEN DENNY, DEPUTY DIRECTOR, FOUR 
COUNTY MENTAL HEALTH CENTER, INDEPENDENCE, KS 

Mr. DENNY. Chairman Markey and Senator Marshall, thank you 
so much for this opportunity to testify before the Senate HELP 
Committee this morning. As I mentioned, my name is Steve Denny. 

I serve as Deputy Director at Four County Mental Health Cen-
ter, serving five counties in Southeast Kansas. You will hear me 
refer to our organization as Four County throughout this testi-
mony. As I mentioned, I am also the Certified Community Behav-
ioral Health Clinic Project Director, also known as CCBHC. 

We were the first Kansas organization awarded a SAMHSA 
CCBHC expansion grant in May 2020. Since then, six additional 
centers have followed suit in 2021, and by July 1st of 2024, all 
Kansas community mental health centers will have the same op-
portunity to become CCBHCs after the passage of Kansas House 
Bill 2208. 

It is a true honor today to speak to you about this exciting oppor-
tunity and what it has done for our state and our Nation. The sec-
ond C in CCBHC stands for community. My community is Mont-
gomery County, Kansas. It is a rural Kansas county located on the 
Oklahoma border. It contains both industry and agriculture. 

My hometown is a place that I swore I would never return to 
when I went away to college, and I have been back now for 18 
years. My father was a lifelong rancher. My children are the sixth 
generation to live on our family property, our small farm. My com-
munity matters to me. 

The CCBHC model requires nine core services that are oriented 
around the unique needs of each community served by CCBHCs. 
Those nine services are included in my written testimony for fur-
ther review. This community focus, combined with the comprehen-
sive care, data driven measures, and a continuous focus on quality 
improvement, is what makes the CCBHC model such a game 
changer. 

I have worked in this field since 2002 as a therapist and a super-
visor of multiple populations. During this time, our field has expe-
rienced funding cuts, reduction of inpatient resources, and a state 
hospital crisis that has brought our system to a breaking point. 

Many of my colleagues have left the field for less demanding jobs 
that often pay more. Meanwhile, the needs of our communities con-
tinue to grow, leading to this crisis. CCBHCs have served as a life-
line for our system. 

Kansas House Bill 2208 provided foundation for our state to 
apply for the recent CCBHC planning grant to expand this model, 
with the support of Senator Marshall, for which we are immensely 
thankful. One shining example of an expanded program into our 
model is our Veterans Services Program. This provides specialized 
care coordination for veterans, service members, and their families. 

We have seen a 51 percent increase from baseline of veterans 
served each quarter since project implementation. This crisis also 
involves our youth. The pandemic was mentioned as a creator of 
isolation. We found that 36 percent of our adolescent admissions 
are identified as at risk for suicide or self-harm. 35 percent from 
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the same demographic report that social media is a negative factor 
in relationship to their mental wellness. 

In response, we have started a robust school-based program that 
serves ten different districts in our area so that we can move our 
staff beyond the walls of our clinic. We anticipate continued growth 
in our youth services. In addition, we have created a special pro-
gram targeting at risk adults for both legal place or legal issues 
and homelessness. 

This program is known as the ACT, or a sort of community treat-
ment program. It provided a crucial relief valve to law enforcement 
and emergency services. Initial outcome shows that 80 percent of 
the population has avoided homelessness and 76 percent have 
avoided new legal incidents based on quarterly tracking data. 

In addition, we have developed a special program in partnership 
with law enforcement. We have four co-responders and 25 iPad de-
vices deployed to our law enforcement partners to increase connec-
tion to law enforcement and emergency services. The CCBHC 
model increases access to care. 

Since implementation, our Four County provides 70 percent of 
the admissions on the same day that individuals seek services. For 
those who elect to wait, the average wait time is 3 days compared 
to the national average of 48 days. 

They also receive enhanced care coordination and involvement 
with primary care. If they don’t have a primary care provider, we 
work hard to get them connected. The next big thing in our field 
is mobile crisis services, which we will need to develop in partner-
ship with a new 9–8–8 crisis hotline. 

National data indicates that this CCBHC model reduces ER vis-
its by 68 percent. It also emphasizes care coordination and im-
proved partnership with our local emergency hospitals. In conclu-
sion, I just want to express my sincere support that we should 
move this model beyond a demonstration project and have it be-
come a staple of our health care system. 

Thank you for the opportunity to testify here today on behalf of 
the people we serve, and for the incredible workforce. Senator Mar-
key, you said, heroes will go—there are so many unsung heroes 
that do this work, and I am thankful to be in this field. Thank you. 

[The prepared statement of Mr. Denny follows:] 

PREPARED STATEMENT OF STEVEN DENNY 

Chairman Markey and Senator Marshall, thank you for the opportunity to testify 
before the Senate HELP Committee this morning. My name is Steve Denny, and 
I serve as Deputy Director of Four County Mental Health Center, Inc. (FCMHC) lo-
cated in Southeast Kansas, where I also serve as the Certified Community Behav-
ioral Health Clinic (CCBHC) project director. FCMHC was the first Kansas organi-
zation awarded a SAMHSA CCBHC expansion grant in May •20. Six additional 
Community Mental Health Centers followed suit and were awarded expansion 
grants in 2021. I have had the privilege of bearing witness to the milestones that 
created the rapid development of CCBHCs in Kansas. These milestones include the 
passage of the Kansas House Bill 2208 which established CCBHCs in Kansas and 
led to the eventual development of a State Plan Amendment to fund these clinics. 
By July 1st, 2024, our goal is to have all Kansas Community Mental Health Centers 
become CCBHCs. It is my honor today to speak to the exciting opportunity that the 
CCBHC model has brought to Kansas and to our Nation. 
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The second ‘‘C’’ in ‘‘CCBHC’’ represents the word ‘‘community.’’ My community is 
Montgomery County, Kansas. It is a rural Kansas county located on the Oklahoma 
border that contains both industry and agriculture and where CCBHCs have saved 
lives. The CCBHC model requires 9 core services based on the unique needs assess-
ment of the communities served by each clinic. These services include (1) crisis 
services, screening, (2) diagnosis and risk assessment, (3) psychiatric reha-
bilitation services, (4) outpatient primary care screening and monitoring, 
(5) targeted case management, (6) outpatient mental health and substance 
use services, (7) person and family centered treatment planning, (8) com-
munity based mental health care for veterans and (9) peer and family sup-
port services. This community focus combined with comprehensive care, data-driv-
en approaches, and a continuous focus on quality is what makes the CCBHC model 
such a game changer. 

I have worked in the field of behavioral health since 2002 as a therapist and su-
pervisor for services to adults diagnosed with severe mental illness, crisis services, 
substance use treatment services, and adult and child outpatient therapy services. 
During this time, our field has experienced funding cuts, reduction of inpatient re-
sources that brought us to the breaking point. Many colleagues have left the field 
for less demanding jobs that pay more. Meanwhile, the behavioral health needs of 
our communities continue to rise, leading us to a mental health and substance use 
crisis. Both personally and professionally, I’ve experienced the impact of suicide in-
volving a variety of demographics, including adults, older adults, veterans and ado-
lescents. One out of every five of FCMHC’s crisis assessments are in response to 
a suicide attempt. In addition, we are facing an unparalleled mental health and sub-
stance use provider workforce shortage that has been growing for years and now 
is at a tipping point. 

CCBHCs serve as a lifeline to the people of Kansas. Legislative efforts in Kansas 
established CCBHCs and provided the foundation for us to apply for the recent 
CCBHC planning grant to expand this model, with the tremendous support from 
Senator Marshall, for which we are immensely thankful. CCBHC implementation 
meant our organization could start and bolster mental health and substance use 
services based on the community needs. One shining example is FCMHC’s Veterans 
Services program, which provides specialized care coordination for Veterans, service 
members, and their families. As a result, our organization serves an average of 140 
unduplicated veterans each quarter which is a 51 percent increase from baseline all 
while improving our working relationship with two Veterans Administration facili-
ties with the support of Senator Moran. 

Part of the nationwide mental health and substance uses crisis involves our 
youth. Our children have been isolated with nothing but screens and devices, left 
alone at times to try and survive without the support of a community that teaches 
them to not just survive but to thrive. Youth suicide rates in Kansas increased by 
63.8 percent in the most recent 15 year period (Kansas Health Institute) Outpacing 
the national 

average, which is also rising.. 36 percent of adolescent admissions at FCMHC are 
identified as at risk for suicide or self-harm and 35 percent of the same demographic 
report that social media is a negative factor in relationship to their mental wellness. 
In response, we started a robust school-based program along with long standing pro-
grams that offer rehabilitation services to youth with more intensive needs. We are 
currently serving 9 school districts with CCBHC staff embedded in schools. We an-
ticipate that opportunities to serve our youth will increase under the CCBHC model. 

In addition, we have created special programs to work with the most ‘‘at risk’’ 
adults who have been diagnosed with mental health and substance use challenges 
and are often homeless and/or involved with the legal system. This program is 
known as the Assertive Community Treatment (ACT) model and has provided a cru-
cial relief valve to law enforcement. The initial outcome data shows 80 percent of 
the population has avoided homeless incidents and 76 percent have avoided new 
legal incidents. Nationally, 96 percent of CCBHCs are actively engaged in one or 
more innovative activities in partnership with criminal justice agencies, including 
77 percent who—like us—have used their CCBHC status to launch intensive out-
reach and engagement services to divert people at high risk from further involve-
ment with the criminal justice system. 

Of equal importance is the increased access to services in a timely manner while 
improving care coordination. Since CCBHC implementation, our organization pro-
vides 70 percent of admissions on the same day that they seek services. For those 
who do have to wait, the average wait time is 3 days compared to the national aver-
age of 48 days. Individuals in our care receive enhanced care coordination with pri-
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mary care. 74 percent of our active population has an active primary care provider. 
When individuals do not have a primary care provider or require additional refer-
rals, care coordinators work hard to close the referral loop. Through data collection, 
we identified the need to develop a tobacco cessation program. FCMHC currently 
provides tobacco cessation services to 72 individuals with 47 percent successfully 
quitting or reducing usage by more than half after starting the program. This is es-
pecially encouraging for the long-term cost implications for populations that have 
co-occurring chronic health conditions. 

As we look ahead to CCBHC implementation in Kansas, we need to develop more 
mobile crisis services in partnership with the national 988 crisis hotline. Mobile cri-
sis services reduce the number of emergency room visits. National data indicates 
that the CCBHC model reduces emergency room admission percentages by 68 per-
cent. In addition, the CCBHC model emphasizes care coordination agreements be-
tween the CCBHC and the hospital. This improves partnerships and helps individ-
uals from falling through the cracks upon discharge to the community. 

In conclusion, I wish to express my support that the CCBHC model should move 
beyond ‘‘demonstration’’ status and become a staple of our healthcare system. As 
Daniel Tsai, the Director of Center for Medicaid and CHIP services at the Center 
for Medicare and Medicaid Services (CMS) and past Medicaid Director for the State 
of Massachusetts articulated during the national meeting for the National Council 
for Mental Well-being just a few weeks ago, the CCBHC model represents a crucial 
part to the pyramid of health care that we need to ensure high quality access to 
care for all people across our Nation. We have clearly seen this to be true for Kan-
sas. Thank you for the opportunity to testify on behalf of the countless individuals 
that the CCBHC system serves and the incredible workforce that provides this care. 

Senator MARKEY. Thank you, Mr. Denny, so much. I am going to 
recognize Senator Tuberville for an introduction of Dr. Taylor. Dr. 
Taylor is President Elect of the American Society of Addiction Med-
icine, a triple board certified in general child, adolescent addiction 
and sports psychiatry. Dr. Taylor also serves as the Medical Direc-
tor of the NBA. 

Senator Tuberville. 
Senator TUBERVILLE. Thank you. Thank you, Senator Markey 

and Senator Marshall, for having this. Just a quick statement, and 
I note, I am not a Member of this Committee, but I will say this 
is—the importance of this Committee. I dealt with hundreds of 
families every year in my former job, and there weren’t many fami-
lies that I would ever run into that didn’t have some type of mental 
health problem in their family. 

This is not a crisis. This is a national emergency. I don’t think 
we really understand the problems that we have now. We are going 
to continue to have it. It is going to get worse if we don’t address 
it, and it is by having hearings like this. I tell people all the time, 
they say, wait, we can’t afford to attack mental health problems. 
It is too big. 

My comment to that is we can’t afford not to fund mental health 
in this country. We have to attack mental health in this country, 
and we have got to fund it no matter what it takes. So, tough times 
requires tough leaders. Dr. Taylor, it is my privilege to introduce 
Stephen Taylor from Birmingham, Alabama. 

He is completing his 13th season as the Medical Director of the 
Player Assistance Anti-Drug Program with the NBA, the National 
Basketball Players Association. He also serves as the Chief Medical 
Officer of the Behavioral Health Division of Pathway Health Care, 
a company that operates 17 outpatient addiction treatment offices 
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spread throughout the South. Additionally, Dr. Taylor is President 
Elect of the American Society of Addiction Medicine. 

Dr. Taylor is uniquely positioned to understand the scope and 
the extent of the mental health crisis and emergency we are experi-
encing in this country. This crisis affects children and adults of all 
ages and all walks of life. He is a perfect witness for today’s hear-
ing, a crisis in mental health and emergency substance use dis-
order care. 

He will discuss the work that needs to be done to fix our broken 
mental health care infrastructure in this country. I am incredibly 
proud to have someone like Dr. Taylor working on these issues in 
the great State of Alabama, and I look forward to partnering with 
him, moving forward, to help keep up these efforts. I am also 
pleased that this Subcommittee is focusing on this today and hope 
that the entire HELP Committee can understand the importance of 
this. 

Dr. Taylor, welcome and thank you, Mr. Chair. 
Senator MARKEY. Thank you, Senator. You are recognized, when-

ever you are comfortable, Dr. Taylor. Please begin. 

STATEMENT OF STEPHEN TAYLOR, PRESIDENT ELECT, AMER-
ICAN SOCIETY OF ADDICTION MEDICINE, BIRMINGHAM, AL 

Dr. TAYLOR. Thank you for that kind introduction, Senator 
Tuberville. Chairman Markey, Ranking Member Marshall, and es-
teemed Members of this Subcommittee, thank you for inviting me 
to participate in today’s hearing on closing gaps in access to mental 
health and substance use disorder care by bringing that care into 
communities across this Nation. 

Today, I am testifying in my capacity as President elect of the 
American Society of Addiction Medicine, known as ASAM. ASAM 
is a National Medical Society representing over 7,000 physicians 
and other clinicians who specialize in the prevention and treatment 
of addiction and co-occurring conditions. 

I would like to begin by recognizing the bipartisan work that 
Congress has done over the years to help address what is turning 
out to be the deadliest addiction and overdose crisis in American 
history. Thank you for your efforts. 

Still, at a time of elevated death rates and medical complications 
associated with synthetic opioids like fentanyl, psycho stimulants 
like methamphetamine, and the non-opioid veterinary tranquilizer 
Xylazine, much more work needs to be done to create a sustainable 
and robust addiction care infrastructure, one that addresses addic-
tion as a preventable and treatable chronic medical disease. 

Accordingly, ASAM asks this Subcommittee to focus on three 
areas that are ripe for policy intervention. First, the addiction spe-
cialist physician workforce. ASAM estimates that there are only 
about 7,000 addiction specialist physicians defined as physicians 
who are board certified in addiction medicine or addiction psychi-
atry in this country. 

While addiction treatment in the United States is often delivered 
to patients by multidisciplinary health care teams that work to ad-
dress patients bio-psychosocial needs, the distinct clinical knowl-
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edge and skill set of addiction specialist physicians best situates us 
to lead those teams. 

Addiction specialist physicians can increase our health care 
team’s capacity to prevent and treat more complicated medical 
cases involving substance use disorder. Addiction specialist led care 
teams also lead to the greater integration of addiction care into 
general medical and mental health treatment settings. 

Even more importantly, such care models can enable our health 
care system to increase its capacity to provide addiction treatment 
in primary care settings, which is especially important in areas 
where there is a dearth of specialty addiction treatment facilities. 

For this and other reasons, Congress created the groundbreaking 
Substance Use Disorder Treatment and Recovery Loan Repayment 
Program, or STAR-LRP, in the Support Act of 2018. When individ-
uals pursue a full-time job to provide addiction treatment in high 
need geographic areas, HRSA’s STAR-LRP can help them repay up 
to $250,000 in their student loans. Demand for this program has 
been overwhelming. 

Therefore, ASAM strongly supports the Substance Use Disorder 
Treatment and Recovery Loan Repayment Program Reauthoriza-
tion Act of 2023, which was introduced yesterday in the House on 
a bipartisan basis and would further strengthen the program while 
preserving its focus on addiction care workforce. 

Additionally, ASAM urges this Congress to pass legislation to en-
courage teaching health center graduate medical education pro-
gram applicants to sponsor addiction medicine fellowship programs, 
and to require all HRSA funded health centers to offer addiction 
and mental health services. 

Second, decriminalization of the prescribing of methadone for the 
treatment of OUD by addiction specialist physicians for dispensing 
at pharmacies. While ASAM is grateful for SAMHSA’s ongoing ef-
forts to update Federal regulations governing opioid treatment pro-
grams known as OTPs, continuing to restrict patient access to 
methadone for OUD to OTP settings is a public health threat that 
unnecessarily limits access to this lifesaving medication for those 
who need it. 

Therefore, ASAM strongly supports passage of the bipartisan, bi-
cameral, Modernizing Opioid Treatment Access Act, which would 
responsibly expand access to methadone treatment for all OUDs by 
decriminalizing its prescribing by addiction specialist physicians for 
dispensing at pharmacies. 

Third, enforcement of Federal mental health and addiction parity 
law. It has been well documented that we need better enforcement 
of Federal mental health and addiction parity law in this country. 
Under current law, the U.S. Department of Labor lacks the author-
ity to assess civil monetary penalties for violations of Federal par-
ity law already on the books. 

This prevents DOL from effectively ending parity violations with 
respect to group health plans. That is why ASAM strongly supports 
the soon to be introduced Parity Enforcement Act, which would fi-
nally add civil monetary penalty authority to the DOL’s oversight. 
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1 ASAM. Public Policy Statement on Recognition and Role of Addiction Specialist Physicians 
in Health Care in the United States. https://www.asam.org/advocacy/public-policy-statements/ 
details/public-policy-statements/2022/01/28/public-policy-statement-on-the-recognition-and- 
role-of-addiction-specialist-physicians-in-health-care-in-the-united-states (describing the four 
medical subspecialty certifications that demonstrate and define physician expertise in addiction 
treatment). 

In conclusion, these policies and resources are imperative to 
bringing addiction care into communities across this Nation and to 
saving more lives. Thank you, and I look forward to answering 
your questions. 

[The prepared statement of Dr. Taylor follows:] 

PREPARED STATEMENT OF STEPHEN TAYLOR 

Chairman Markey, Ranking Member Marshall, and esteemed Members of this 
Subcommittee, thank you for inviting me to participate in today’s critically impor-
tant hearing on closing gaps in access to mental health and substance use disorder 
(SUD) care by bringing that care into communities across this Nation. My name is 
Dr. Stephen Taylor. I am board-certified in addiction medicine, addiction psychiatry, 
child and adolescent psychiatry, and general psychiatry. I take care of patients with 
addiction and co-occurring conditions in Birmingham, Alabama where I serve as the 
Chief Medical Officer of Pathway Healthcare—a company operating 17 outpatient 
mental health and addiction treatment offices in five southern states. I am also the 
Medical Director of the Player Assistance and Anti-Drug Program of the National 
Basketball Association (NBA) and the National Basketball Players Association 
(NBPA) . Today, I am testifying in my capacity as President-Elect of the American 
Society of Addiction Medicine, known as ASAM. ASAM is a national medical society 
representing over 7,000 physicians and other clinicians who specialize in the preven-
tion and treatment of addiction and co-occurring conditions. 

I would like to begin by recognizing the bipartisan work that Congress has done 
over the years to help address—what is turning out to be—the deadliest addiction 
and overdose crisis in American history. Your efforts have made a positive dif-
ference. Thank you. 

Still, at a time of elevated death rates and medical complications associated with 
synthetic opioids like fentanyl, psychostimulants like methamphetamine, and the 
non-opioid veterinary tranquilizer xylazine, much more work needs to be done 
to create a sustainable and robust addiction care infrastructure—one that 
addresses addiction as a preventable and treatable chronic medical dis-
ease. 

Accordingly, ASAM asks this Subcommittee to focus on the following three areas 
that are ripe for policy intervention: 

1. Prioritization of the recruitment, training, and retention of addiction 
specialist physicians—defined as physicians who are board certified in ad-
diction medicine or addiction psychiatry; 1 
2. Decriminalization of the prescribing of methadone for the treatment of 
opioid use disorder (OUD) by addiction specialist physicians (and OTP (de-
fined below) clinicians) for dispensing at pharmacies; methadone is the 
only full opioid agonist medication that is approved by the Food and Drug 
Administration (FDA) for the treatment of OUD; and 
3. Enforcement of Federal mental health and addiction parity law that is 
already on the books. 

Prioritization of the Addiction Specialist Physician Workforce 

Addiction is a chronic medical disease involving complex interactions among brain 
circuits, genetics, the environment, and an individual’s life experiences. People with 
addiction use substances or engage in behaviors that become compulsive and often 
continue despite harmful consequences. A lack of knowledge and misinformation 
about addiction within the medical community has been a longstanding problem. 
Therefore, the fact that there remains far too few physicians and other clinicians 
who specialize in the assessment of substance use disorder (SUD) and the preven-
tion and treatment of the disease of addiction is of grave concern. According to the 
Substance Abuse and Mental Health Services Administration (SAMHSA), in 2021, 
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board certification. 

5 American College of Academic Addiction Medicine. https://www.acaam.org/fellowship- 
training 

6 THE PRESIDENT’S COMMISSION ON COMBATING DRUG ADDICTION AND THE 
OPIOID CRISIS. https://trumpwhitehouse.archives.gov/sites/whitehouse.gov/files/images/ 
Final—Report—Draft—11-15-2017.pdf 

7 Examples of multidisciplinary team models include specialized addiction treatment pro-
grams, the Patient Centered Medical Home (PCMH), the ‘‘hub-and-spoke’’ model, the nurse care 
management model, and the Collaborative Care Model, which exist on a spectrum of integration 
with general medical treatment. 

well over 40 million Americans had SUD in the past year. 2 For purposes of compari-
son, the State of California has nearly 40 million residents. At the same time, 
deaths continue to persist at record levels from drug overdoses, according to the 
Centers for Disease Control and Prevention. 3 

Shortfalls exist at all levels of the addiction care workforce, but one of the most 
grievous is among addiction specialist physicians. ASAM estimates that there are 
only about 7,000 4 of said physicians in this country—defined as physicians holding 
board certification in the medical subspecialty of addiction medicine or addiction 
psychiatry. As of March 2023, there were only 96 ACGME-accredited addiction med-
icine fellowship programs in the nation 55—far below the recommended goal of 125 
fellowships by 2022 set by the President’s Commission on Combating Drug Abuse 
and the Opioid Epidemic over 5 years ago. 6 Our failure to meet this goal should 
be unacceptable. 

While addiction treatment in the U.S. is often delivered to patients by multidisci-
plinary healthcare teams that work to address patients’ biopsychosocial needs, 7 the 
distinct clinical knowledge and skill set of addiction specialist physicians best sit-
uate them to lead those teams. Addiction specialist physicians can increase a 
healthcare team’s capacity to prevent and treat more complex medical cases involv-
ing substance use disorder. Addiction specialist-led care teams can also lead to the 
greater integration of addiction care into general medical and mental health treat-
ment settings. Even more importantly, such care models can enable our healthcare 
system to increase its capacity to provide addiction treatment in primary care set-
tings—which is especially important in areas where there is a dearth of specialty 
addiction treatment facilities. 

Indeed, Congress acknowledged just how severe the overall SUD workforce short-
age is—including its addiction specialist shortage—when it created a 
groundbreaking loan repayment program, known as the Substance Use Disorder 
Treatment and Recovery Loan Repayment Program, or STAR-LRP, in the SUP-
PORT for Patients and Communities Act of 2018. When individuals pursue a full- 
time job to provide SUD treatment in high-need geographic areas, the Health Re-
sources and Services Administration (HRSA)’s STAR-LRP can help them repay up 
to $250,000 in their student loans. Unsurprisingly, demand for this program has 
been overwhelming. In Fiscal Year 2021, alone, over 3,000 people applied for the 
program, but HRSA only had enough funding to serve 8 percent—or 255 of them— 
at an average award amount of a little over $100,000, which is far below the max-
imum award amount allowed. Reauthorizing and strengthening STAR-LRP this 
year, while retaining its laser focus on the SUD workforce, is a top priority for 
ASAM. That is why ASAM strongly supports passage of the Substance Use 
Disorder Treatment and Recovery Loan Repayment Program Reauthoriza-
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patient Settings. Content last reviewed January 2021. Effective Health Care Program, Agency 
for Healthcare Research and Quality, Rockville, MD. https://effectivehealthcare.ahrq.gov/prod-
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12 National Academies of Sciences, Engineering, and Medicine. 2019. Medications for opioid 
use disorder save lives. Washington, DC: The National Academies Press. doi: https://doi.org/ 
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14 Samet JH, Botticelli M, Bharel M. Methadone in Primary Care—One Small Step for Con-
gress, One Giant Leap for Addiction Treatment. N Engl J Med. 2018;379(1):7–8. doi:10.1056/ 
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tion Act of 2023, which is bipartisan legislation in the House that would 
further strengthen the program while preserving its focus on the addiction 
care workforce. 

In addition, while ASAM urges Congress to ensure that addiction specialist 
physicians are included across all HRSA Behavioral Health Workforce De-
velopment Programs, I also want to highlight that addiction specialist phy-
sicians often hold primary board certifications in the primary care special-
ties recognized by HRSA’s Teaching Health Center Graduate Medical Edu-
cation (THCGME) program. Those primary care specialties include family 
medicine, internal medicine, pediatrics, and general psychiatry. This multi-
specialty characteristic of addiction medicine is, therefore, why ASAM rec-
ommends that Congress pass legislation that would prioritize (or otherwise 
incentivize) THCGME program applicants that sponsor addiction medicine 
fellowship programs. ASAM also strongly supports the President’s Budget 
proposals to (1) make additional investments in addiction and mental 
health services at health centers and (2) amend section 330 of the Public 
Health Service Act to require all HRSA-funded health centers to offer ad-
diction and mental health services. 8 

Decriminalization of the Prescribing of Methadone for OUD by Addiction Specialist 
Physicians for Pharmacy Dispensing 

Second, we all know that the long U.S. history of treating addiction in siloed set-
tings separate from the rest of medicine exacerbates the addiction care workforce 
shortage. SAMHSA estimates that less than four in ten patients with OUD—who 
are primarily admitted for OUD to publicly funded SUD treatment—receive treat-
ment with medications for OUD. 9 Other studies have shown even worse rates of ap-
propriate medication usage for alcohol use disorder. 10, 11 We no longer accept this 
in other parts of American medicine, and it is not acceptable for caring individuals 
with addiction. 

In 2019, a national report noted that the fragmentation that has occurred as a 
result of separating OUD treatment settings from other medical care not only cre-
ates significant access barriers, but is not supported by evidence. 12 More specifi-
cally, while models of integrated methadone treatment of OUD with primary and 
other medical care sometimes exist in the U.S., they are much more common inter-
nationally. A 2017 international meta-analysis showed a significant reduction in all- 
cause mortality among people treated with methadone for OUD, both by general 
practitioners and specialty clinics. 13, 14 Randomized controlled trials—the gold 
standard—have demonstrated the safety and efficacy of methadone treatment of sta-
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ble patients in primary care. 15, 16 Safety has also been shown in multiple non-ran-
domized studies, some with 9 to 15 years of follow-up. 17, 18, 19 Methadone has been 
available by prescription in Australia since 1970, and in Great Britain since 1968. 20 
Moreover, office-based prescribing and pharmacy dispensing of methadone increase 
the number of individuals with OUD with access to methadone treatment, as oc-
curred in Canada following its 1996 implementation of such practices. 21 

Here, in the U.S., methadone was first used for OUD treatment in the 1960’s 
under Investigational New Drug applications issued by the FDA, at a time when 
providing opioid medications for OUD remained illegal otherwise. 22 In 1972, the 
FDA determined and approved methadone as safe and effective for treatment of 
OUD. 23 At the same time, erroneous beliefs that methadone replaced one addiction 
for another, reports of methadone-related deaths and diversion, 24 and concerns over 
increasing crime rates 25 created a climate of skepticism and hostility toward metha-
done-based OUD care. In 1974, Congress granted additional jurisdiction over metha-
done to the Drug Enforcement Administration (DEA). 26 Both FDA, and subse-
quently SAMHSA, replaced the usual practice of physician autonomy with strict 
rules governing the provision of methadone for OUD treatment that—to this day- 
do not apply when methadone is prescribed for pain and dispensed from a commu-
nity pharmacy. 

These exceptional Federal regulations specified criteria on eligibility, initial meth-
adone dosages, required counseling services, supervised dosing, and restricted meth-
adone treatment to provision within a closed system of regulated clinics, then 
known as narcotic treatment programs, now known as opioid treatment programs 
or OTPs. 27 Such detailed regulations surrounding a specific medical practice have 
led into an orientation toward regulatory compliance, to the detriment of 
incentivizing innovation, quality, or individualized patient care. The detailed regula-
tions also have carried along with them a misguided conception of abstinence de-
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fined as cessation of methadone pharmacotherapy. 28 Experts have written about 
how such a highly regulated system of methadone-specific clinics in the U.S. reflects 
structural racism and contributes to health disparities among people with OUD. 29 

It is progress and good news that outdated Federal OTP regulations will be up-
dated soon to address OUD treatment standards in that setting. Drawing on re-
search, evidence, and experience from the past two decades, thankfully, SAMHSA 
has indicated forthcoming regulatory updates when it issued a notice of proposed 
rulemaking in December 2022. 30 However, by continuing to largely restrict access 
to methadone for OUD to OTPs, the potential for expanded access to methadone 
treatment for OUD remains severely limited. Despite an expansion of OTPs in the 
U.S. in certain sectors in recent years, the prevalence of OUD has grown more 
quickly. 31 Most U.S. counties do not even have an OTP. 32 OTPs have established 
only a limited number of ‘‘mobile components,’’ known as medication vans, 33 and 
a limited number of satellite medication units in locations such as pharmacies, jails, 
prisons, federally qualified health centers (FQHCs), and residential treatment facili-
ties, resulting in limited geographic reach, 34 and complex demographic inequities in 
access to treatment. 35 

For these reasons, ASAM strongly supports passage of the bipartisan and 
bicameral Modernizing Opioid Treatment Access Act (M-OTAA) (S. 644/H.R. 
1359). M-OTAA would responsibly expand the capacity for lifesaving methadone 
treatment for individuals with OUD through our existing medical infrastructure. 
Specifically, it would decriminalize 36 OTP clinicians and addiction specialist physi-
cians—the latter representing some of the most educated and experienced physi-
cians using pharmacotherapies for OUD in the nation 37—who prescribe methadone 
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for OUD that can be dispensed from a community pharmacy. Among other safe-
guards contained in M-OTAA, these separately registered prescribers would remain 
subject to SAMHSA’s continued regulation and guidance on supply of methadone for 
unsupervised use. 

While it is true there is widespread stakeholder support for SAMHSA’s proposals 
for greater OTP clinician discretion in determining take-home methadone doses for 
OUD, 38 certain OTP stakeholders have expressed concerns with M-OTAA’s provi-
sions that would allow addiction specialist physicians practicing outside of OTPs to 
prescribe methadone for OUD. These critics often cite the risks of methadone over-
dose and diversion as the primary reasons for this concern. However, when more 
closely examined, the totality of that opposition puts more patients with OUD at 
risk for overdose in a time of an alarming death toll. 

For starters, any analysis of M-OTAA must be situated in a contemporary frame-
work for the current crisis. The adulteration of the illegal drug supply with illicitly 
manufactured fentanyl, fentanyl analogs, and xylazine has created an unprece-
dented and catastrophic moment in U.S. history. Today, it is a more dangerous time 
than it has ever been to be an American with OUD. However, patients with OUD 
who are engaged in addiction treatment are less likely to die than those who remain 
untreated, and for some patients, methadone is essential to a successful recovery. 39 
Methadone can facilitate abstinence from illegal substance use, support recovery, 
and prevent overdose deaths. 40 Thus, restrictions that continue to limit methadone 
treatment for OUD to OTPs are a well-recognized vulnerability in the response to 
the nation’s addiction and overdose crisis. 41 

Furthermore, there are underlying complexities in the early trends of diversion 
of methadone and related overdoses, which were, in large part, associated with his-
torical trends in the acceleration of prescribing opioids for chronic, non-cancer 
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pain. 42, 1A43, 44 Methadone is unusual among opioid agonists in that the slow accu-
mulation of serum levels during initial dose adjustment may contribute to the risk 
of fatal methadone overdose, 45 especially if healthcare professionals overestimate a 
patient’s degree of opioid tolerance. 46 And, when methadone is used to treat chronic 
pain—especially by prescribers lacking training in pain medicine, the frequent dos-
ing regimens tend to play into methadone’s pharmacological risks. 47 M-OTAA, how-
ever, does not increase methadone prescribing for chronic pain (which happens to 
remain available through prescription and pharmacy dispensing today). Indeed, his-
torical and contemporary research support a responsible expansion in access to 
methadone treatment for OUD, including through office-based practices. 48, 1A49, 50 

To be clear, M-OTAA is not methadone for everyone, prescribed by anyone. It rep-
resents a responsible expansion in methadone access for OUD, including through a 
highly trained, modern-day workforce of expert physicians who can manage this es-
sential treatment for Americans who need it. Inaction on M-OTAA is the risk that 
this country cannot continue to take. 

Enforcement of Existing Federal Mental Health and Addiction Parity Law 

Last, despite over a decade since the passage of the Paul Wellstone and Pete 
Domenici Mental Health Parity and Addiction Equity Act of 2008, such parity of 
coverage for care remains elusive for millions of Americans suffering with mental 
health and substance use disorders. A wide disparity in network use and provider 
payment rates between mental health and addiction treatment, on the one hand, 
and general medical care on the other, have been well-documented. 51 A recent re-
port to Congress, issued by the U.S. Departments of Labor, Health and Human 
Services, and the Treasury, suggests that health plans and issuers are not always 
delivering parity for mental health and substance use disorder benefits to their 
beneficiaries. 52 

While the reasons for parity elusiveness are many, one sits squarely within your 
jurisdiction. Under current law, the U.S. Department of Labor (DOL) lacks the au-
thority to assess civil monetary penalties for violations of Federal parity law already 
on the books. Without this power, DOL cannot effectively end parity violations with 
respect to group health plans. That is why ASAM strongly supports passage of 
the Parity Enforcement Act, 53 which would finally add civil monetary pen-
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alty authority to the DOL’s oversight, by amending the Employee Retire-
ment Income Security Act (ERISA) to allow the DOL to levy Federal parity 
violation penalties against covered health insurance issuers, plan sponsors, 
and plan administrators. According to the same report to Congress noted above, 
the Employee Benefits Security Administration (EBSA) ‘‘believes that authority for 
DOL to assess civil monetary penalties for parity violations has the potential to 
greatly strengthen the protections of MHPAEA [the Paul Wellstone and Pete 
Domenici Mental Health Parity and Addiction Equity Act of 2008].’’ 54 

Conclusion 

In conclusion, ASAM is actively designing, implementing, and advocating for the 
policies and resources that will secure a stronger foundation for addiction preven-
tion, treatment, harm reduction, and recovery in this country. The policies and re-
sources I have mentioned today are not inconsequential; they are imperative to sav-
ing lives. 

We know what to do to treat addiction. We also know that systemic change—a 
disruption of the status quo, which is currently falling short of our Country’s full 
potential—is exceptionally difficult. But, working together, we must effect change, 
nonetheless. It is a matter of life or death. 

Thank you, and I look forward to answering your questions. 

Senator MARKEY. Thank you, doctor, so much. And our final wit-
ness is Dr. Warren Ng. Dr. Ng is the President of the American 
Academy of Child and Adolescent Psychiatry, and a Professor of 
Psychiatry at Columbia University Medical Center in New York 
City. 

At the American Psychiatric Association, he served on the Coun-
cil for Children, Adolescents and their Families. Dr. Ng, welcome. 
Whenever you are ready, please begin. 

STATEMENT OF WARREN NG, PRESIDENT, AMERICAN ACAD-
EMY OF CHILD AND ADOLESCENT PSYCHIATRY, NEW YORK, 
NY 

Dr. NG. Good morning. Thank you, Chairman Markey and Rank-
ing Member Marshall, as well as Members of the Senate HELP 
Subcommittee. 

The members of the American Academy of Child and Adolescent 
Psychiatry, or AACAP, thanks you for hosting this hearing, as well 
as your opportunity to share our thoughts on how to bridge the gap 
to access to care, particularly for the pediatric mental health and 
substance use treatment. 

AACAP represents over 10,000 child and adolescent psychiatrist 
and trainees, all of whom grasp the gravity of the current situation 
in the pediatric mental health crisis. Our members work in every 
child facing system of care in rural and urban communities, as well 
as hospitals, schools, to families and communities across our Coun-
try. 

No one in our Nation has been spared the impact of the COVID– 
19 pandemic. Child and adolescent psychiatrists with their teams 
have been on the front lines. That is the reason why in October 
2021, the American Academy of Child Analysis and Psychiatry 
with the American Academy of Pediatrics and the Children’s Hos-
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pital Association officially declared a national state of emergency 
for children’s mental health. 

While there are many factors that contribute to poor access to pe-
diatric mental health care, my testimony today will focus on the 
impact of the insufficient behavioral health workforce on access to 
care, as well as some potential solutions. 

There has been a silent pandemic of pediatric mental health 
building for decades. This has largely impacted minoritized groups, 
including racial, ethnic, as well as gender diverse youth, as well as 
those who are still living in poverty. 

The social disruptions, fear and grief caused by COVID–19 has 
turned the world upside down for all children, especially those 
most vulnerable. The escalating rates of pediatric suicide, as well 
as mental illnesses, compounded by the chronic workforce short-
ages are well-documented. 

We, in collaboration with the Federal and state policymakers, 
must support immediate, short, and long term strategies. In the 
short term, to increase access. We can extend the reach of child 
and adolescent psychiatry workforce by supporting primary care 
and school-based providers in their settings. 

Pediatric mental health care access programs, as well as school 
based mental health programs, integrated behavioral health, as 
well as primary care partnership, and tele-psychiatry have all in-
creased access to care. 

AACAP is grateful for the recent congressional investments in 
these models and urges Congress to promote state financing inno-
vations, provider adoption to ensure these models are sustainable. 
We must meet children where they are at and reduce the barriers 
to care. 

We can also supplement our physician supply by recognizing the 
invaluable contributions of our international medical graduates. 
These American trained physician experts are an important part of 
the mental health care teams, particularly in underserved areas. 

Long term strategies to address access counts must include 
building a strong pipeline of pediatric mental health providers. 
There are significant workforce shortages even before the pan-
demic. This was especially true for child and adolescent psychia-
trists, whose educational requirements as physician subspecialists 
are expensive and costly. 

Targeted student loan repayment programs and programs set to 
first student loan payments interest free while training make a dif-
ference. Research has shown that these solutions directly influence 
physician practice choices. The good behavioral health will not at-
tract qualified, highly trained providers, reduce stigma, nor accom-
modate the growing demand until it is on equal footing with phys-
ical health and surgical care. 

Poor reimbursement is a disincentive to recruiting medical stu-
dents into psychiatry and building robust behavioral health serv-
ices. This contributes to limited in-network psychiatry access, 
longer wait times, higher expenses for patients who are forced to 
go out of network to find any care. 
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Full parity for insurance coverage and reimbursement rates for 
mental health substance use treatment are critical. AACAP also 
recommends the Centers for Medicare and Medicaid Services, and 
other insurance regulators require health plans to use nationally 
recognized service intensity tools to making medical necessity de-
terminations. 

These standardized assessment tools determine the appropriate 
level of service intensity needed for a particular patient and could 
assist payers in making appropriate coverage determinations. 

Last, we must acknowledge that America is becoming more ra-
cially and ethnically diverse and requires a pediatric mental health 
care system that reflects the communities being served. 

The COVID–19 pandemic and preexisting disparities for 
minoritized youth, including gaps in access to high quality care, 
truly to bridge this gap in all access to care, we need a workforce 
that reflects the patients’ experiences, language, and background. 
This leads to better outcomes overcoming stigma, as well as ad-
dressing inequities. 

We can do this by investing in recruitment, training, and broader 
distribution of a more diverse representative workforce. AACAP en-
courages Congress to support programs and improve health equity 
by providing support for training to racially, ethnically diverse pe-
diatric behavioral health professionals, to scholarship tuition as-
sistance, as well as professional development opportunities. 

Thank you again for this opportunity to testify. AACAP is grate-
ful for this opportunity give input into closing the gap in access for 
lifesaving behavioral health care for children and all Americans. 
Thank you for taking care of our—being our heroes, as well as our 
angels in terms of taking care of our children. Thank you. 

[The prepared statement of Dr. Ng follows:] 

PREPARED STATEMENT OF WARREN NG 

Chairman Markey, Ranking Member Marshall, and Members of the Senate HELP 
Subcommittee on Primary Health and Retirement Security, the members of the 
American Academy of Child and Adolescent Psychiatry, AACAP, thank you for 
hosting this hearing and for the opportunity to share our thoughts on how to bridge 
the gap in access to pediatric mental health and substance use disorder care. I am 
Warren Ng, AACAP President, and Director of Outpatient Behavioral Health for 
New York Presbyterian Hospital in New York City. 

AACAP represents over 10,000 child and adolescent psychiatrists and trainees all 
of whom grasp the gravity of our Nation’s pediatric mental health crisis and have 
been responding. Our members work in every child-facing system of care, in urban 
and rural communities, from hospitals to schools, and across the lifespan. No one 
in our Nation has been spared the impact of the COVID–19 pandemic, and child 
and adolescent psychiatrists and their teams have been on the frontlines. In fact, 
in October 2021, AACAP along with the American Academy of Pediatrics and the 
Childrens’ Hospital Association, declared a national state of emergency in children’s 
mental health. 11 While there are many factors that contribute to poor access to pe-
diatric behavioral health care, my testimony today will focus on the impact the in-
sufficient behavioral health workforce has on access to care and potential solutions. 

There has been a silent pediatric mental health pandemic building for decades, 
disproportionately impacting minoritized groups including racial, ethnic, and gender 
diverse youth, and those living in poverty. The social disruptions, fear and grief 
caused by the COVID–19 pandemic turned the world upside down for all children, 
especially those vulnerable to mental illness and substance use disorders. The esca-
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lating rates of suicide and mental illness-related morbidity and mortality are well 
documented. Behavioral health workforce shortages are also chronic and well docu-
mented, especially for children. We, in collaboration with our Federal and state pol-
icymakers, must support immediate short and long-term strategies. 

In the short-term to increase access, we can extend the reach of the child and ado-
lescent psychiatry workforce by supporting primary care and school-based providers 
in identifying, assessing, and stabilizing pediatric behavioral health disorders and 
in escalating to specialty behavioral healthcare when the patient’s needs require a 
higher level of care. Pediatric Mental Healthcare Access (PMHCA) consultation pro-
grams, school based mental health care, integrated behavioral health and primary 
care models, and telepsychiatry have all proven to be effective means of connecting 
patients to behavioral health care. AACAP is grateful for recent congressional in-
vestments in these models and urges Congress to promote state financing innova-
tion and provider adoption to ensure these models are sustainable. We must meet 
children where they are and eliminate additional barriers. 

We can also supplement our physician supply by recognizing the invaluable con-
tributions of our international medical graduate (IMG) colleagues. These American 
trained physician experts are an important part of our mental health care teams, 
particularly in rural and underserved areas. In fact, recent data shows that 31 per-
cent of child and adolescent psychiatrists are IMGs. 2 We encourage Congress to re-
authorize the Conrad 30 Waiver and extend for another 3 years. 

Long-term strategies to address access gaps must include building a strong pipe-
line of pediatric mental health providers, including child and adolescent psychia-
trists. Long before the COVID–19 pandemic, the workforce shortages of pediatric 
mental health providers were significant. This is especially true for child and adoles-
cent psychiatrists, whose educational requirements as physician subspecialists are 
extensive and costly. Targeted student loan repayment programs that support pedi-
atric mental health professionals and programs that defer student loan payments, 
interest-free, while training, help mitigate the barrier of student debt. Research has 
shown that these solutions directly influence physician practice choices. 

The field of behavioral health care will not attract qualified, highly trained pro-
viders, reduce stigma, nor accommodate the growing demand for such services until 
it is on equal footing with physical health and surgical care. In addition to extensive 
time in training and student debt, poor reimbursement is a disincentive to recruit-
ing medical students into psychiatry and building robust psychiatric services. This 
contributes to limited in-network psychiatry access, longer wait times, and higher 
expenses for patients—who are often forced to go out of their insurance networks 
to find any care. Full parity in insurance coverage and reimbursement rates for 
mental health and substance use treatment in Medicare and Medicaid would sup-
port children’s access to high quality and timely mental health care by covering the 
full range of evidence-based behavioral health care services. 

AACAP recommends that the Centers for Medicare & Medicaid Services (CMS) 
and other insurance regulators require health plans to use nationally recognized 
service intensity tools developed by professional organizations in making medical 
necessity determinations. These standardized assessment tools provide determina-
tions of the appropriate level of service intensity needed by a particular patient and 
could assist payers in making appropriate coverage determinations relating to men-
tal health and substance use services. 

Last, we must acknowledge that America is becoming more racially and ethnically 
diverse and that the current pediatric mental health care system does not suffi-
ciently serve the needs of our communities. The COVID–19 pandemic amplified pre- 
existing mental health disparities in minoritized children and adolescents, including 
gaps in access to high quality mental health care. To truly bridge the gap in all chil-
dren’s access to mental health and substance use disorder care, we need a behav-
ioral health workforce that understands and identifies with their patient’s experi-
ences, language, and background. We can do this by investing in the recruitment, 
training, and broader distribution of a more diverse and representative workforce. 
Physicians who understand, speak the language, and identify with their patient’s 
life experiences lead to better outcomes and are better equipped to overcome stigma 
and address inequities. AACAP encourage Congress to support programs that im-
prove health equity by supporting the training of racial and ethnically diverse pedi-
atric behavioral health professionals through scholarship, tuition assistance, and 
professional development opportunities. 
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Thank you, again, for the opportunity to testify on this important topic. AACAP 
appreciates the opportunity to provide input as the Senate HELP Subcommittee on 
Primary Health and Retirement Security works to close gaps in access to life-saving 
behavioral healthcare for all Americans who need it, including those who hold our 
promise for the future, our children. 

Senator MARKEY. Thank you. Thank you, Dr. Ng, very much. 
Now we will turn to questions from the Senators. Dr. Taylor, thank 
you for raising the Modernizing Opioid Treatment Access Act. 
Methadone for chronic pain can be prescribed by doctors and 
picked up at a pharmacy. 

But methadone for opioid use disorder, it has a stigma. It is re-
stricted. You talked about SAMHSA and ensuring that we decrimi-
nalize methadone as a treatment. Can you talk about why that is 
such an important step for our Country to take? 

Dr. TAYLOR. Absolutely, Senator. As you know that methadone is 
the only full agonist opioid treatment for opioid medication that is 
FDA approved for treatment of patients with opioid use disorder. 

It seems strange, to say the least, to put it mildly, that I, as an 
addiction specialist physician, board certified in addiction medicine 
and addiction psychiatry, would be committing a crime to prescribe 
a patient methadone in my office who needs methadone for treat-
ment and stabilization of their opioid use disorder. 

But someone who has no training in addiction treatment, a doc-
tor who is maybe a general family medicine physician or someone 
in some other specialty, as long as they have a DEA registration, 
can prescribe methadone in their office for pain, and can do so and 
have that patient go pick up that medication in a pharmacy. 

That does not make sense, to be honest. And that is a remnant 
of a really stigmatizing approach to the treatment of people with 
opioid use disorder. That is really the only way to understand how 
that came about. 

What we are trying to advocate for, and what we hope Congress 
will pass with the Modernizing Opioid Treatment Access Act, is to 
make it so that we can be very thoughtful and very careful in our 
approach to prescribing methadone for treatment of patients with 
OUD. 

That it is addiction specialist physicians, defined as someone who 
is board certified in addiction medicine or addiction psychiatry, 
who can prescribe the medication in a patient, in our office, or in 
one of the other various settings in which addiction specialist phy-
sicians work. 

Some of those settings are actually even more carefully mon-
itored than OTPs, so called methadone clinics. But can prescribe it 
to patients and then have those patients pick up that medication 
in a pharmacy. 

It just increases access to care at a time when, as was men-
tioned, 106,000 patients died, people died last year from overdoses. 
We have to increase access to care. 

Senator MARKEY. Thank you, Dr. Taylor. I wanted unanimous 
consent to enter into the record two letters from 94 supporting or-
ganizations and other clinicians supporting expanding access to 
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methadone and to pass the Modernizing Opioid Treatment Access 
Act. 

Without objection, so ordered. 
[The following information can be found on page 42 in Additional 

Material.] 
Senator MARKEY. Social media, its role in creating this teenage, 

young people mental health crisis in our Country. I would love to 
hear any of you step up and speak about this, and what you believe 
the correlation is. Dr. Celli, would you like to take that on? 

Dr. CELLI. Sure. This one hits close to home as I have two teen-
agers and a preteen at home. But I think what we have observed 
is that social media is—distracts children. It is extraordinarily ap-
pealing and gives instant gratification for the desire to connect 
with somebody. 

Now, this was happening prior to the pandemic, but of course, 
during the pandemic, in a time where children were isolated, had 
to remain at home in many cases, were not in their school settings, 
they were not practicing social skills. 

It is much the anecdotes that I will hear in the office or from be-
havioral health clinicians who are seeing teens where I work is 
that it takes 1 second for a child to put in a friend into some sort 
of a platform where they can connect with other peers, and in-
stantly your friends come up and they begin to connect. 

But these are not actual practiced social skills sort of relation-
ships. And what I think is appealing is that it is so instant, and 
it can be very engrossing. What is—as a result, the adolescents and 
children are feeling more isolated. 

In fact, I mean, we call these social skills because they are skills 
they need to be practiced. I think this is impacting how our chil-
dren are—whether or not they are connecting with their peers and 
how they are feeling about themselves. 

Senator MARKEY. Thank you, doctor, so much. It is unbelievable. 
One in three teenage girls contemplated suicide last year. One in 
ten teenage girls attempted suicide last year. One in five LGBTQ 
youth attempted suicide last year. 

Social media is implicated. It is an accessory to this tragedy that 
we are seeing in our Country, and we have to do something. We 
need a teenage privacy bill of rights online. We just have to pass 
one this year. It is urgent. Thank you. 

Senator Marshall. 
Senator MARSHALL. Thank you again, Chairman. Mr. Denny, I 

want you to talk just a second about your mobile crisis center. As 
I travel around the State of Kansas, I think I have been in every 
hospital, the emergency room is the epicenter of the crisis, and the 
mental health epidemic has definitely impacted that. 

The National Nurses Organization in my office 2 weeks ago, con-
cerned about the violence in the emergency room. There is a right 
place, there is a tough place to take care of folks with mental 
health crisis going on, but it is tough in the emergency room. 
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ER docs are leaving the field. We are not getting new year docs 
to go into to the field. How have you interacted with your emer-
gency room, and what does your mobile crisis center do? 

Mr. DENNY. Well, our mobile crisis services to degree have al-
ways been mobile. We are now taking it to 2.0 in terms of being 
able to respond to anywhere in the community. One strategy is to 
divert crisis in someone’s home or a school or another location, so 
they do not end up in the emergency room. 

That is one of the big strategies that we will employ. Stabiliza-
tion during a wait for a placement in inpatient hospitalization is 
an adaptive challenge. And what I mean by that is that there is 
no technical fix that is going to immediately resolve this issue. 

But what we have found, first of all, is partnership on the front 
end with our emergency rooms, and we serve rural areas, so get-
ting to know and having plans on how we deal with emergency sit-
uations are important. 

Training for emergency room staff is important, at least some 
base level behavioral health response training. There are different 
options out there. And last, one of the things we have developed 
in Kansas, or are still developing, are the regional crisis centers, 
which would provide an alternative for someone to go and wait, 
and be assessed and stabilized, versus an emergency room. 

Anytime we can find a different setting to accomplish that pur-
pose that is not as triggering or as difficult as an emergency room, 
I think the more of that we can do, that is a state program with 
Federal support, but the more of that we can do, the less of those 
incidents we will see over time. 

But it is a challenge. It is a frustration. It takes partnership be-
tween both of our systems to work through those issues. 

Senator MARSHALL. Certainly, a patient waiting days in an iso-
lated room in the emergency room is not the solution. And it takes 
one on one nursing staff, so it takes away resources. 

We literally just have a shortage of those inpatient opportunities. 
Maybe, kind of turn to Dr. Ng, tell us, what is working and what 
is not working out there in your world? Just take like 1 minute to 
tell me what you think is cutting edge, and what do you think we 
have been doing that is not working? 

Dr. NG. Thank you very much, Senator Marshall. I think that 
what is working and what is not working is also acknowledging, I 
think what Mr. Denny mentioned, is really creating that better 
continuum of care that goes from community to more intensive 
treatment, whether or not that is emergency department or inpa-
tient psychiatric units. 

I think what is really important to hold center is the fact that 
person who is experiencing that mental health or emotional crisis 
is probably scared and frightened and overwhelmed as well. 

Being able to center our experience with that person is also un-
derstanding that emergency departments are never the place to be 
when you are in that situation. And how do we humanize that en-
vironment, whether or not this an adult or as a child, or a family 
member. 
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I think that creating that continuum of care, of escalating inten-
sity of outpatient and community services, that are embedded with-
in communities, partnering with communities to provide the most 
culturally competent, as well as responsive care is really important. 

I think that means that we have to create some innovative pro-
grams that are funded and sustainable so that we can provide 
wraparound care for young people, and their families, and adults 
within communities. 

I think that we are thinking about these intensive outpatient 
programs, partial hospitalization, wraparound, as well as some of 
the critical time intervention programs that can sometimes be help-
ful, but I think the important thing is that they are networked to-
ward a system of care that is a continuum, so that people who are 
experiencing that care don’t have to jump through hoops, but expe-
rience it as being surrounded by people who can provide the care 
they need. 

Senator MARSHALL. Yes. Thank you so much. Mr. Chairman, I 
yield back and maybe we can get some follow-up questions after 
our colleagues finish. 

Senator MARKEY. Absolutely. 
Senator Baldwin. 
Senator BALDWIN. Thank you, Mr. Chairman, Ranking Member, 

for holding this important Subcommittee hearing, and thank you to 
all of our witnesses today. I will never forget meeting with three 
moms in my office who all lost their children to fentanyl overdoses. 

Poisonings is the word they used, I think, in part because they 
believe their children perhaps didn’t know that there was fentanyl 
lacing the illegal pill that they had taken. It is so clear that we 
have to do more to stop fentanyl from coming into our Country and 
our communities, and increase prevention and treatment efforts, 
and make overdose reversal drugs much more widely available. 

To do so, we have to use every tool we have to combat this epi-
demic. I know as Chair of the LHHS Subcommittee of Appropria-
tions, I am committed to fighting for sufficient resources. I am also 
proud to co-sponsor Bruce’s law with my colleague, Senator Mur-
kowski, who has led that important measure. 

It would bolster Federal prevention and education efforts sur-
rounding fentanyl. I look at how the opioid epidemic has changed 
and evolved, if that is the word you want to use, but changed fun-
damentally just in the last decade or so. 

Dr. Taylor, maybe you can describe why the fentanyl phase of 
this crisis has proven to be so especially challenging for health care 
providers. How have you experienced this transformation or evo-
lution in our opioid epidemic and in the country? 

Dr. TAYLOR. Thank you for that question, Senator Baldwin. So, 
you hit something right on the head, which is fentanyl represents 
a third phase of this opioid crisis. Sort of the first phase was the 
prescription opioid proliferation and the overdose—the overdose 
death and the addiction epidemic that resulted from that. 

Second phase being heroin, as prescription opioids were made 
more difficult to access and much more expensive, and heroin came 
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in and was much cheaper and much more readily accessible. One 
of the challenges is that fentanyl is even cheaper than heroin. 

As people developed ongoing addiction, marked, of course, with 
particularly with opioids, with the development of tolerance to 
whatever dose of drug that they were taking, and withdrawal, 
which is incredibly unpleasant when someone attempts to abruptly 
stop using opioids, then the person is driven to find something else 
that they can take. 

Of course, with fentanyl being less expensive and more readily 
available, it was predictable, if you think about it, that people 
would then turn to fentanyl. The problem is that it wasn’t just 
pharmaceutical fentanyl. 

When you think of fentanyl, it is important to recognize there is 
pharmaceutical fentanyl, and then there is the illicitly manufac-
tured synthetic product. And then beyond that, there is a number 
of different synthetic fentanyl analogs that are even more potent 
than fentanyl. 

People are familiar with the word carfentanyl, which is an ana-
log, a synthetic analog of fentanyl that is—has been used to put 
down elephants. And that is how potent that drug is, and that is 
the drug that you hear people first responders showing up in situa-
tions and just by casual contact with it, ending up with significant 
levels of it in their system. 

Part of the challenge is that as people have continued on with 
addiction, that may have started from the time they were on pre-
scription opioids, they now are at a point where they are addicted 
to fentanyl. The other part of the challenge for us as addiction 
treatment professionals is that because fentanyl and its analogs 
are so incredibly potent, it is actually much harder to provide treat-
ment for someone who is addicted to fentanyl. 

We literally now are scrambling. ASAM just had our annual 
meeting a couple of weeks back, actually about a month ago in— 
right here in the D.C. area. And we literally had several con-
ferences with people on the front lines sharing with our general 
membership what are the strategies for taking someone who is ad-
dicted to fentanyl, or even one of the more potent fentanyl analogs, 
and trying to get that person inducted on to buprenorphine or even 
methadone. 

Because the challenge is that the withdrawal syndrome is so se-
vere when we try to transition a person, that very often people end 
up not continuing with the treatment and going back out to use 
fentanyl. And so, we have had to figure out, and we are actively 
working on, strategies that work to address the severe withdrawal 
that people go through long enough so that they can transition 
smoothly to a medication like buprenorphine or methadone. 

Which is why we are pushing to make it possible for us to be 
able to prescribe methadone and have people get it from phar-
macies, because for many patients, buprenorphine isn’t the medi-
cine that they are going to need for that transition—it is metha-
done. 

That is—and we need to have every tool available in the toolbox 
to be able to take care of people, particularly because of this ex-
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tremely complicated, potent drug to which so many people are ad-
dicted. 

Senator BALDWIN. Thank you. 
Senator MARKEY. Senator Murkowski. 
Senator MURKOWSKI. Thank you, Mr. Chairman. I want to thank 

my colleague for your support on Bruce’s law. I think, Dr. Taylor, 
this goes exactly to what you are talking about is the intensity of 
the addiction for those that have been using, whether it was pre-
scription drugs or heroin. 

The intensity of the addiction is such that I think people need 
to understand that we are dealing—we are dealing with something 
at a higher, more intense level, and what that actually means. And 
the intensity of fentanyl itself and the lethality. 

As we work to educate people, to try to explain that this is not 
something that you can engage in lightly—you will be poisoned, 
and you will die. And part of what I am hearing with fentanyl is 
that the treatment, as you have indicated, is very, very challenged. 
But, that the likelihood of being poisoned as Sandy Snodgrass’ son 
Bruce was, is out there as a very real reality. 

The lethality of fentanyl is something that scares the living day-
lights out of me. I want to ask, and I am not entirely sure who to 
address this to, but this week in our largest newspaper in the state 
was a front-page article about traumatic brain injury and how 
Alaska has the highest rates of TBI deaths, related deaths in the 
country. 

One out of every four deaths in Alaska under the age of 30 is 
related to TBI. So, we know that we do a lot of rock climbing and 
some things that are inherently dangerous, four-wheeling, snow 
machining. We get all that. 

But the reality is, of those deaths, 43 percent were due to sui-
cide. Suicide attempts are more common in individuals that have 
sustained a brain injury. Almost half of brain injury survivors re-
porting symptoms of depression. 

The question to you all is, what protocols are in place to ensure 
that those who have sustained a TBI get the mental health that 
they need, that they get it on the front end? We recognize that this 
is—this is a pretty tight correlation here. 

Are we doing anything with regards to that? If you have got— 
if you have had a traumatic brain injury, is there follow-up then 
to help on the mental health side? Dr. Ng. 

Dr. NG. Thank you, Senator Murkowski. I think that this is a 
really incredibly important question to ask around how are we inte-
grating mental health, and behavioral health, and suicide screen-
ing throughout all of our health care systems. 

It is really understanding that there is no health without mental 
health, and it is being able to ask those questions, but also work 
collaboratively with teams. 

When we integrate mental health and behavioral health services 
within medical settings and primary care settings, in specialty pe-
diatric settings, it is really important. It allows us to have that con-
versation, to ask those questions. 
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But also, when there are issues related to suicide, that we are 
able to address it directly and we are not having to refer to some-
one else. But when you are talking within your trusted medical 
care team and you are able to provide that level of identification, 
screening assessment, and referral to treatment, I think that is 
really key. 

Senator MURKOWSKI. Dr. Ng, let me ask about that, because part 
of our big challenge in Alaska is lack of access to the providers, and 
particularly pediatric health providers who would be encouraged to 
practice in rural and medically underserved communities. 

Senator Smith and I have a bill, the Mental Health Professionals 
Workforce Shortage Loan Repayment Act, again, designed to get 
professionals out into rural areas. But it is a challenge for us in 
Alaska, I know, but I know that it is also equally challenging in 
other parts of rural America. 

I don’t know that we can do enough fast enough, and particularly 
when we are looking at suicide statistics for young people who are 
struggling and are just simply not able to get the mental health 
treatment that they need. 

In Alaska, unfortunately, if a young person has been told that we 
don’t have any services that we can provide to you, the care that 
they receive is outside. And when I say outside, it is not outside 
of a building, it is outside of the State of Alaska. So, they have to 
fly to Seattle, if they are lucky. A lot of times the medical help is 
available in Utah. You are separated from your family, from your 
support systems. This is not a tenable situation. 

I look at what we need to do to grow this workforce, but I also 
think that—Dr. Ng, you talk about this continuum of care and 
wraparound services, what more we can do to help parents and 
families and educators and local community leaders to help be that 
support in these smaller communities until you can get to the med-
ical professional. I don’t know if there is a question in there, but 
we are really struggling with this at home. Dr. Ng. 

Dr. NG. Thank you, Senator. I think that—thank you very much 
for your leadership and support for S. 462, because I think the 
workforce shortage issues are really key. But also, being able to 
fund and support providers to be able to provide those mental 
health services within the medical setting and within communities 
is also really key. 

Being able to finance some of those strategies, the pediatric men-
tal health care access programs that provides consultation to med-
ical providers, particularly pediatric providers in urgent settings. 
The other thing is tele-psychiatry has been really important to be 
able to bridge some of those gaps. 

I think that partnership with families within communities is key 
so that we can also encourage tele-psychiatry to be able to be help-
ful, to bring in key members of the community, as well as family 
members, to be a partner to that care. 

I totally agree that there isn’t a quick fix to this because this 
problem existed well before, but at the same time, the loan repay-
ment, as well as trying to finance integrated behavioral health 
interventions, as well as leveraging tele-psychiatry and continuing 
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to fund those innovations that have been helpful during the pan-
demic would be key. 

Senator MARKEY. Thank you. Thank you. 
Senator from Colorado. 
Senator HICKENLOOPER. Thank you, Mr. Chair. And thank all of 

you for being here today, but also for your ongoing work. Clearly, 
very, very important time to address some of these issues. Peer to 
peer mental health programs are taking off across school districts 
around the country. 

These programs where trained students offer a listening ear to 
their peers, they look for concerning signs, help connect students 
with professional resources appear to add real value. Students 
often feel more comfortable asking for help from a peer than from 
an adult, and this step alone can help break the stigma, especially 
for young people, around going forward and seeking care. 

Dr. Ng, why don’t I start with you and just say, why do you 
think so many schools are gravitating—I mean, beyond that trying 
to work around the stigma, why are they gravitating toward these 
peer-to-peer programs, and what more can we do to support them? 

Dr. NG. Thank you, Senator Hickenlooper. I think that is really 
a key perspective, is really bringing in the youth voice, as well as 
the youth involvement, and the youth solutions. 

I think that they are incredibly creative, and they are also an in-
credible resourced for us to continue to partner with, and that is 
partnering with them at a level that respects the information that 
they are giving us. 

I think it is really important that we honor that and also the di-
versity among the youth perspectives. And as you heard, the num-
ber of adolescent females that are experiencing helplessness and 
the rates of suicide with regards to the LGBTQ and gender diverse 
youth, as well as racial or ethnic diversity youth as well. 

I think that having the youth voice, and the youth is definitely— 
they will connect with each other in a way that we are not easily 
connected to them, and we can also gain from them that wisdom. 
But the important thing is, is that is not where we stop, that is 
where we start. 

Where we need to end up is actually connecting those youth 
peers, as well as support services, with other additional help and 
services along a larger continuum. So being able to reinforce the 
school based mental health programs embedded within those, as 
well as crisis response, so that those young people who need more 
urgent and critical care can be coordinated through that system, 
through their youth advocates. 

Senator HICKENLOOPER. Great. Appreciate it. Mr. Denny, you are 
from—your approach is from a different ecosystem. Would you 
agree with that? 

Mr. DENNY. Yes, especially in relation to the development of peer 
services. That is one of the nine required services under CCBHC, 
person, peer and family support services organization. We have 
hired our first peer services supervisor and our hope is to continue 
to develop those services. 
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One of the exciting things in Kansas too is we have just recently 
passed a code that would allow us to provide parent peer support 
services for parents of youth in our services, and I am really ex-
cited to see those develop. But it is as it was addressed earlier, 
there is not always a provider nearby. 

Our need to identify across multiple areas, whether it be schools, 
hospitals, there is a lot of different community-based trainings to 
help identify people in need and not always rely on a service pro-
vider to be there. Because a lot of times when the crisis happens, 
a behavioral health professional is right around the corner. 

Programs for us, such as mental health first aid, psychological 
first aid, question—for QPR training. There is a lot of different 
models that help train the community and engage around suicide, 
particularly in rural areas where we don’t always have someone 
readily available. 

We don’t have to go to Seattle, but we are two and a half hours 
away sometimes from a hospital. I totally get the isolation. And 
what do we do when we are here—kind of out here on our own. 

Senator HICKENLOOPER. Great. Thank you. Dr. Celli, I was going 
to—Colorado hospitals often don’t have the resources to provide the 
care for kids, just as Mr. Denny was describing. Hospital staff are 
trying to do too much with too little, and again, especially in rural 
areas. 

Your testimony highlighted the outsized importance of commu-
nity health centers, I think, in this community health programs, 
but not just—centers and programs. 

What do community health centers and certified community be-
havioral health clinics do to help address these gaps in the behav-
ioral health care system? And how do we—how can we do more, 
since there are still so many people struggling to access care? 

Dr. CELLI. Thank you so much, Senator Hickenlooper, for the 
question. So, one of the cornerstones of community health centers 
is that all of the service—all of the services are within the same 
team. 

That team can be very large thousands of staff, but they are all 
within the same team. And that makes coordination of care, as Dr. 
Ng was referring to, much easier. You don’t have to go through— 
to another institution. It is one of your colleagues. 

That makes access to care much faster, more seamless, and feel 
like a standard part of your health care, once again, reducing stig-
ma. So, addiction services, mental health services, help for health- 
related social needs. 

Many times, a person is subthreshold diagnostic depression, but 
then food insecurity or housing insecurity is that one stressor that 
takes them to a level of being quiet quite ill. 

I think that is one of—again, one of the cornerstones of commu-
nity health centers, that integrated model, and the ability to have 
all of those services within the same system helps with coordina-
tion of care. I did want to highlight for a moment around pediat-
rics, in particular. 
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At Brockton Neighborhood Health Center, we have the good for-
tune of having a program that is called—a grant funded initiative 
that trains not only the behavioral health providers. 

You could have a behavioral health provider who maybe had 
worked more with adults but is able to get trained in working with 
children because there is such a gap in services for pediatrics of 
trained professionals. 

This program trains providers on the medical side, medical as-
sistance, nurses, behavioral health clinicians, clinical secretaries, 
everybody who is on the team, on how to create that space that 
really engages both the child and the family, and in some cases, 
other community members as well. 

Senator HICKENLOOPER. Yes, I love that approach. I think that 
is very useful. Thank you all. Dr. Taylor, I have got questions for 
you as well, and we will put them into the written. I am out of 
time. I apologize. I yield back to the Chair. 

Senator MARKEY. Thank you, Senator, so much. I would just like 
to follow-up, if I could, on Senator Murkowski’s line of questioning 
of, with so few practitioners, how can telehealth help deliver serv-
ices? 

What is necessary to be able to bridge this gap between Anchor-
age and Seattle, or Salt Lake City? What are the reimbursement 
issues? What are the licensing issues so that people can practice 
across state lines virtually? 

What are those new licensing opportunities that are going to 
have to be put in place if we are going to ensure that we get the 
resources to where the problem is? Yes, Dr. Ng. 

Dr. NG. I will give it a try. I think that there are multiple strate-
gies. I think one of that is the state compacts and being able to pro-
vide regional support. 

I think that familiarity for the child and adolescent psychiatrist 
consultant, to know that system of care, to understand that com-
munity being served is really key, until the time that you can de-
velop in resources. So, specialists who are actually embedded with-
in, for Senator Murkowski, within the State of Alaska. 

Really being able to partner with the local resources, with the 
community health centers, with the CCBHCs, with that network of 
care and the educational system is key. Also being able to finance 
appropriate consultation. 

When we are providing that expertise, as child and adolescent 
psychiatrists and physician experts in mental health, one of the 
things that we do, we are able to integrate is the health, as well 
as the mental health, as well as the psychosocial issues. 

Being able to integrate all of those in terms a comprehensive 
treatment plan involving all members, as well as the youth, the 
family, the community, and the school resources, is really key. 

Senator MARKEY. How will that help Senator Murkowski’s prob-
lem in Alaska? Do you have a recommendation in terms of ensur-
ing that somebody doesn’t have to leave Anchorage, can get a top- 
notch psychiatrist in another state online, so that it can be inte-
grated with perhaps the physical care in Anchorage? What is your 
recommendation? 
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Dr. NG. Those wonderful programs, the pediatric mental health 
care access programs, which really helps to partner child and ado-
lescent psychiatrists with pediatricians, if we are talking about 
that population. 

It is really helping them talk through the care of that young per-
son to develop and acquire some of the skills and the tools nec-
essary to providing that care onsite. And it is really building that 
capacity for the care. 

There are other models, such as the Echo models, that can help 
extend the clinical expertise locally, whether or not it is with a pri-
mary care provider or if it is a provider within the CCBHC, or a 
community health center, or a private practice provider as well. I 
think that is the most rapid way of expanding your current short- 
term strategy, in addition to building some long-term strategies. 

Senator MARKEY. Dr. Taylor, I would like to come back to you 
one more time, and that is on this suboxone, methadone issue, in 
terms of the help which people need. Can you just put an excla-
mation point on the need for that law to change? 

Dr. TAYLOR. Senator, I have—about a few months ago, I got a 
message on LinkedIn from a gentleman who was the father of a 
young man who had been a patient of mine. 

The message was thanking me for helping his son and letting me 
know that his son was just about to graduate from law school. His 
son had been a patient of mine with a severe opioid use disorder, 
and I took care of him in my office for several years when he had 
flunked out of college and was—had gone through the progression, 
very much like I described previously, of addiction to prescription 
opioids, and then had moved on to snorting heroin and then inject-
ing heroin, and had really severe addiction to opioids. 

I worked with him in the office, and I treated him with 
buprenorphine, and he did well for periods of time, and then would 
have a recurrence of his illness. And then I, at one point, had to 
refer him to a methadone program, an OTP, because I was not able 
to provide that for him in my office. 

During that period of time, I stayed in touch with him, and I 
tried to liaison with the doctor at the methadone program, who was 
not necessarily an addiction specialist, but we made the best of it. 
And then at other periods of time, we then transitioned him back 
to buprenorphine and I was able to then be the one prescribing and 
monitoring his medication. 

It was a torturous process taking care of that young man because 
of the fact that he wasn’t able to just have me work with him on 
a consistent basis, prescribing whatever it was that he needed, that 
I, as an addiction specialist, was more than qualified to prescribe 
him. 

The bottom line—and so he had to come and see me for a while, 
and then go to the OTP for a while, and then come back into my 
office for a while, and it was a very difficult treatment course. 

I can’t guarantee that he would have had a shorter or easier time 
of it if we had been—if I had been able to prescribe him the metha-
done the same way I was able to prescribe him buprenorphine, but 
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it certainly would have made more sense for him, and it would 
have been more convenient for his family. 

Thankfully, he is in recovery now. He is doing great. He just 
graduated from law school. But it shouldn’t be necessary for him 
to go through all of that, and not everyone has the kind of outcome 
he had. 

Senator MARKEY. Senator Marshall. 
Senator MARSHALL. Thank you again, Mr. Chairman. Mr. Denny, 

you have led this prototype of the Certified Community Behavioral 
Health Clinics. What are the three most important lessons that you 
would pass on, if we are going to set up something like this up in 
Alaska or other parts of Kansas? What is the secret recipe, in your 
opinion—lessons learned? 

Mr. DENNY. From the National Council was just letting me know 
there are two clinics being piloted in Alaska currently, two CCBHC 
clinics. So that is—the model is off the ground there. 

Senator MARSHALL. That is great. And we should ask the Sen-
ator Murkowski’s staff to follow-up with you and the clinics, and 
share some lessons learned. 

Mr. DENNY. Yes. In terms of setting, it up, it is so important to 
have an effective community needs assessment and make sure that 
you are really assessing the needs of each community served. You 
know, the accessibility conversation, particularly as it relates to 
telehealth, I always think about rural frontier areas, right. 

A lot of our areas that we serve don’t necessarily have 
connectivity. So, making sure that whenever—wherever we offer, 
those services have the tools and resources, that the right people 
are at the table. So, an effective needs assessment that truly iden-
tifies the unique needs of each community. 

The second thing is really developing providers’ skill sets and 
practices that are going to have outcomes. So, the models you 
choose need to be applicable to the populations you are serving. I 
think Kansas has done a really good job of choosing evidence-based 
practices that are really relevant to the needs of Kansans we are 
serving. 

The third thing is, and this is a practical thing, but there is a 
lot of talented CCBHC clinics throughout our Country. When we 
were starting, I had people from all over the country reaching out 
to me saying, try this, try that, consider this, consider that. Here 
is how you get started on your data. 

But the thinking of a data collection strategy that is practical, 
meaning that you can get started with meaningful outcomes that 
are going to tell your story, but at the same time, having a plan 
to how to build and grow that. 

You know, in Kansas, in the next 6 months to a year, we will 
have a data warehouse that will allow us to track outcomes across 
our entire state population. That will be a really unique oppor-
tunity just to begin observing how we are using these clinics to 
truly impact change. 

Senator MARSHALL. Thank you. Dr. Taylor, I know you are a 
treatment specialist, but I want to go to the prevention side for a 
second. You know, as a physician, we take family histories. 
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You say, oh, my goodness, you are at risk for colon cancer, so 
therefore you need to start your screening at an earlier age. Or you 
are at risk for diabetes, and your weight is up a little bit this year, 
and your blood pressure is up we have—how are we doing identi-
fying at risk people, and what other ounces of prevention would 
you be recommending out there from your experiences? 

Dr. TAYLOR. Thanks for that question, Senator Marshall. I am 
actually also a big-time prevention hawk. Our organization, ASAM, 
is very much concerned about prevention as well as treatment. We 
know what the risk factors are for a young person to develop an 
addiction disorder. We know that addiction is a disease of pediatric 
onset, in fact. 

We know that effective interventions—and when I say—just 
want to say pediatric onset, we know most of the time when some-
one develops an addiction disorder, the onset of use and the onset 
of the disorder is actually in adolescence. So that is what I mean 
by pediatric onset. 

But we know that there are effective evidence-based interven-
tions, prevention and prevention interventions that work at the 
community-based level. They often involve building social skills, 
teaching adolescents social skills, and many of these are school 
based programs. We know that if—the No. 1 risk factor for a young 
person to develop an addiction is to have a parent who has or has 
had an addiction disorder. 

One of the most effective things you can do is to provide effective 
treatment for parents who have an addiction disorder, get them 
stabilized, so that their children are not subject to the ACES, the 
adverse childhood experiences, that a child of a person with an ad-
diction is at risk for, and then target those young people, knowing 
that they are at increased risk, with early intervention. 

I have done that on the individual level in my office, but also or-
ganizations can do that. And I am involved in community-based or-
ganizations in Birmingham, one specifically called the Addiction 
Prevention Coalition that actually does a lot of programing in and 
around Birmingham, specifically designed to target young people in 
schools with mental health first aid, with peer programs like Sen-
ator Hickenlooper had described. 

That is something that is doable. We at ASAM support the im-
plementation of those programs. The key is to fund ones that are 
evidence based and to actually de-emphasize and not continue to 
fund those that have been shown to not be effective. 

Senator MARSHALL. Well, thanks so much. Again, I want to 
thank all the witnesses. I think you can tell this is a very thought-
ful Subcommittee, and your testimony is very valuable, and we 
hope that there is follow-up at the staff level. And you all certainly 
made us think about several issues, and I appreciate you being 
here. Thank you. 

Senator MARKEY. Thank you, Senator Marshall. Thanks to our 
great panel here today. This is obviously a period where there is 
a devastating behavioral health crisis that threatens every commu-
nity in this country, and disproportionately impact communities of 
color and low income and other marginalized communities. 



42 

1 Joudrey, Paul, Gavin Bart, Robert Brooner, Lawrence Brown, Julia Dickson-Gomez, Adam 
Gordon, Sarah Kawasaki, et al. ‘‘Research Priorities for Expanding Access to Methadone Treat-
ment for Opioid Use Disorder in the United States: A National Institute on Drug Abuse Center 
for Clinical Trials Network Task Force Report.’’ Substance Abuse 42 (July 3, 2021): 245—54. 
https://doi.org/10.1080/08897077.2021.1975344. 

Thanks to these experts here today and so many people across 
the country, we have the opportunity to build on what has already 
been done to create a society where everyone has a fair and just 
opportunity to attain their highest level of health, and I look for-
ward to continuing to work with each of you to do that. 

We have to discuss how we can get more resources into the 
hands of all of the practitioners, all the families out there. A vision 
without funding is a hallucination. You need—if you get the tools, 
you will be able to help families. 

I ask unanimous consent to enter into the record statements 
from various stakeholders outlining priorities for closing the gaps 
in access to mental health and substance use disorder care. 

[The following information can be found on pages 64 through 77 
in Additional Material.] 

Senator MARKEY. For any Senators who wish to ask additional 
questions for the record, they will be due in 10 business days, on 
June 1st at 5.00 p.m. 

The Committee stands adjourned. 

ADDITIONAL MATERIAL 

May 16, 2023 
Hon. KEVIN MCCARTHY, Speaker, 
Hon. HAKEEM JEFFRIES, Minority Leader 
Hon. CHUCK SCHUMER, Majority Leader, 
Hon. MITCH MCCONNELL, Minority Leader, 
Hon. MCMORRIS RODGERS, Chair, 
Hon. FRANK PALLONE, Ranking Member, 
Hon. JIM JORDAN, Chair, 
Hon. JERROLD NADLER, Ranking Member, 
U.S. House of Representatives House of Representative 
Washington, D.C. 20515. 
Hon. BERNIE SANDERS, Chair, 
Hon. BILL CASSIDY, Ranking Member, 
U.S. Senate Committee on Health, Education, Labor, and Pensions, 
Washington, DC. 20510. 

Dear SPEAKER MCCARTHY, MAJORITY LEADER SCHUMER, MINORITY LEADER 
JEFFRIES, MINORITY LEADER MCCONNELL, CHAIR MCMORRIS RODGERS, RANKING 
MEMBER PALLONE, CHAIR JORDAN, RANKING MEMBER NADLER, CHAIR SANDERS, AND 
RANKING MEMBER CASSIDY: 

The undersigned organizations, representing a broad base of stakeholders, write 
today to endorse S. 644/H.R. 1359—the Modernizing Opioid Treatment Access 
Act (the ‘‘M-OTAA’’). This bipartisan, bicameral legislation would responsibly ex-
pand access to methadone treatment for opioid use disorder (OUD) in medical set-
tings and areas where it is not available now. There is a shortage of methadone 
treatment for OUD that contributes to racial, gender, and geographic inequities in 
access to such treatment in the U.S.—especially in rural areas—despite an increas-
ing number of opioid treatment programs (OTPs) in the for-profit sector in recent 
years. 1 Therefore, imminent passage of the M-OTAA is critical to saving lives, help-
ing families, and strengthening American communities. 

Only three medications have been approved by the Food and Drug Administration 
to treat OUD: methadone, buprenorphine, and naltrexone. OUD is associated with 
a 20fold greater risk of early death due to overdose, infectious disease, trauma, and 
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suicide. 2 Methadone is the most well-studied pharmacotherapy for OUD, with the 
longest track record. 3 According to myriad experts, methadone is safe and effective 
for patients when indicated, dispensed, and consumed properly. 4 But federal law 
largely limits its availability for OUD to OTPs and prevents the broader use of this 
medication to address fentanyl’s deadly role in driving the rise of, and disparities 
in, drug overdose deaths in America. 

The M-OTAA would allow OTP clinicians and board-certified physicians in addic-
tion medicine or addiction psychiatry to prescribe methadone for OUD treatment 
that can be picked up from pharmacies, subject to the Substance Abuse and Mental 
Health Services Administration rules or guidance on supply of methadone for unsu-
pervised use. This legislation would capitalize on the existing addiction expert work-
force and pharmacy infrastructure to integrate methadone treatment for OUD with 
the rest of general healthcare. In doing so, the M-OTAA would help increase innova-
tion in the OTP industry and narrow gaps in access to methadone for OUD for those 
who need it. 



44 

Our organizations are unified in our support of the M-OTAA and our strong belief 
that it will help turn the tide on the addiction crisis facing our Nation. 

Sincerely, 
1. AMERICAN SOCIETY OF ADDICTION MEDICINE 

2. AMERICAN ASSOCIATION OF PSYCHIATRIC PHARMACISTS 
3. AMERICAN COLLEGE OF ACADEMIC ADDICTION MEDICINE 

4. AMERICAN COLLEGE OF OSTEOPATHIC EMERGENCY PHYSICIANS 
5. AMERICAN COLLEGE OF MEDICAL TOXICOLOGY 

6. AMERICAN COLLEGE OF PHYSICIANS 
7. AMERICAN FOR MULTIDISCIPLINARY EDUCATION AND RESEARCH IN 

SUBSTANCE USE AND ADDICTION, INC. (AMERSA) 
8. AMERICAN MEDICAL ASSOCIATION 

9. AMERICAN OSTEOPATHIC ACADEMY OF ADDICTION MEDICINE 
10. AMERICAN PHARMACISTS ASSOCIATION 

11. AMERICAN PSYCHOLOGICAL ASSOCIATION 
12. AIDS FOUNDATION CHICAGO (AFC) 

13. AIDS UNITED 
14. ALABAMA SOCIETY OF ADDICTION MEDICINE 

15. A NEW PATH (PARENTS FOR ADDICTION TREATMENT & HEALING) 
16. ANXIETY AND DEPRESSION ASSOCIATION OF AMERICA 

17. ANY POSITIVE CHANGE, INC. 
18. ARKANSAS SOCIETY OF ADDICTION MEDICINE 

19. ASSOCIATION FOR BEHAVIORAL HEALTH AND WELLNESS 
20. BEING ALIVE 

21. BIG CITIES HEALTH COALITION 
22. BROKEN NO MORE 

23. CADA OF NORTHWEST LOUISIANA 
24. CALIFORNIA SOCIETY OF ADDICTION MEDICINE 

25. CENTER FOR ADOLESCENT BEHAVIORAL HEALTH RESEARCH, BOSTON 
CHILDREN’S HOSPITAL 

26. CENTER FOR HOUSING & HEALTH 
27. CLINICAL SOCIAL WORK ASSOCIATION 

28. COLLABORATIVE FAMILY HEALTHCARE ASSOCIATION 
29. COMMUNITY OUTREACH PREVENTION AND EDUCATION NETWORK 

30. COOLIDGE CONSULTING 
31. DAP HEALTH 

32. DRUG POLICY ALLIANCE 
33. FACES & VOICES OF RECOVERY 

34. FLORIDA SOCIETY OF ADDICTION MEDICINE 
35. THE GRAND RAPIDS RED PROJECT 

36. GRAYKEN CENTER FOR ADDICTION AT BOSTON MEDICAL CENTER 
37. HARM REDUCTION ACTION CENTER 

38. HAWAI’I HEALTH & HARM REDUCTION CENTER 
39. HAWAI’I SOCIETY OF ADDICTION MEDICINE 

40. HEP FREE HAWAI’I 
41. HONORING INDIVIDUAL POWER AND STRENGTH (HIPS) 

42. ILLINOIS SOCIETY OF ADDICTION MEDICINE 
43. INDIANA RECOVERY ALLIANCE 

44. INSEPARABLE 
45. INTERNATIONAL SOCIETY FOR PSYCHIATRIC NURSES 

46. THE KENNEDY FORUM 
47. LANDMARK RECOVERY 

48. LEGAL ACTION CENTER 
49. LOUISIANA SOCIETY OF ADDICTION MEDICINE 
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50. MASSACHUSETTS ASSOCIATION OF BEHAVIORAL HEALTH SYSTEMS 
51. MASSACHUSETTS ASSOCIATION FOR MENTAL HEALTH, INC. 

52. MASSACHUSETTS SOCIETY OF ADDICTION MEDICINE 
53. MENTAL HEALTH AMERICA 

54. MICHIGAN SOCIETY OF ADDICTION MEDICINE 
55. MIDWEST SOCIETY OF ADDICTION MEDICINE 

56. MINNESOTA SOCIETY OF ADDICTION MEDICINE 
57. NATIONAL ALLIANCE FOR MEDICATION ASSISTED RECOVERY (NAMA 

RECOVERY) 
58. NATIONAL ASSOCIATION OF PEDIATRIC NURSE PRACTITIONERS 

59. NATIONAL ALLIANCE ON MENTAL ILLNESS 
60. NATIONAL ASSOCIATION OF ADDICTION TREATMENT PROVIDERS 

61. NATIONAL ASSOCIATION OF SOCIAL WORKERS 
62. NATIONAL BOARD FOR CERTIFIED COUNSELORS 

63. NATIONAL COUNCIL ON ALCOHOLISM AND DRUG DEPENDENCE 
64. NATIONAL HARM REDUCTION COALITION 

65. NATIONAL HEALTH CARE FOR THE HOMELESS COUNCIL 
66. NATIONAL LEAGUE FOR NURSING 

67. NATIONAL SAFETY COUNCIL (NSC) 
68. NATIONAL SURVIVORS UNION 

69. NEW BEDFORD COMMUNITY HEALTH 
70. NEW YORK SOCIETY OF ADDICTION MEDICINE 

71. NORTHERN NEW ENGLAND SOCIETY OF ADDICTION MEDICINE 
72. OKLAHOMA SOCIETY OF ADDICTION MEDICINE 

73. OREGON SOCIETY OF ADDICTION MEDICINE 
74. OVERDOSE CRISIS RESPONSE FUND 

75. PARTNERSHIP TO END ADDICTION 
76. PENNSYLVANIA HARM REDUCTION NETWORK 

77. THE PORCHLIGHT COLLECTIVE SAP 
78. PUBLIC JUSTICE CENTER 

79. RI INTERNATIONAL 
80. RURAL ORGANIZING 

81. SAN FRANCISCO AIDS FOUNDATION 
82. SHATTERPROOF 

83. THE SHEET METAL AND AIR CONDITIONING CONTRACTORS NATIONAL 
ASSOCIATION (SMACNA) 

84. SMART RECOVERY 
85. SOUTH SHORE HEALTH 

86. SOUTHWEST RECOVERY ALLIANCE 
87. STUDENTS FOR SENSIBLE DRUG POLICY 

88. TENNESSEE JUSTICE CENTER 
89. TENNESSEE SOCIETY OF ADDICTION MEDICINE 

90. TODAY I MATTER, INC. 
91. VITAL STRATEGIES 

92. WASHINGTON SOCIETY OF ADDICTION MEDICINE 
93. WISCONSIN SOCIETY OF ADDICTION MEDICINE 

94. YOUNG PEOPLE IN RECOVERY 

March 30, 2023 
U.S. Committee on Energy and Commerce, 
2125 Rayburn House Office Building, 
Washington, DC 20515. 
U.S. Senate Committee on Health, Education, Labor, and Pensions, 
Subcommittee on Primary Health and Retirement Security, 
428 Dirksen Senate Office Building, 
Washington, DC. 20510. 

Dear United States Senators and Representatives: 
We write from the frontlines of our Nation’s addiction and overdose crisis, as 

board-certified physicians in addiction medicine or addiction psychiatry, some of 
whom work in opioid treatment programs (OTPs). As you help lead us out of this 
public health emergency, we humbly ask that you consider this message with the 
seriousness it deserves. Our aim is to inform recent discourse on the delivery of 
high-quality and effective treatment for people with opioid use disorder (OUD) with 
methadone, and provide critical clarifications to complex issues that have arisen in 
the context of that discussion on Capitol Hill. 
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2 In 1995, experts at the Institute of Medicine (IOM) wrote, ‘‘In light of these considerations, 
the committee urges reassessment of the appropriate balance between the risks of methadone 
and its benefits. The current regulations foster situations where addicts cannot obtain a treat-
ment program tailored to their individual circumstances, physicians are unable to exercise pro-
fessional judgment in treating individual patients, programs are isolated from mainstream med-
ical care (thus depriving patients of important ancillary services), and significant economic costs 
are incurred in assuring compliance with regulatory requirements—costs that are shared by pro-
grams, insurers, patients, and taxpayers. We have concluded that there is no compelling medical 
reason for regulating methadone differently from all other medications approved by FDA, includ-
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(US); 1995. Available from: https://www.ncbi.nlm.nih.gov/books/NBK232108/—doi—10.17226/ 
4899. 

Currently, Federal law limits the availability of methadone for OUD to heavily 
regulated OTPs at both the Federal and state level, a structure that has implica-
tions for access to, and quality of, care. During the COVID–19 pandemic, public 
health recommendations for social distancing compelled the Federal Government to 
reform Federal regulations governing methadone treatment for OUD at OTPs. As 
a result, a natural experiment occurred, 1 and our Nation learned that the Federal 
Government could move quickly and responsibly to protect patients’ health and safe-
ty, while ensuring that they receive the addiction care they need. Thus, as you con-
sider next steps to tackle our Nation’s addiction and overdose crisis, we urge you 
to support swift passage of the bipartisan and bicameral Modernizing Opioid Treat-
ment Access Act (S. 644/H.R. 1359) (the ‘‘M-OTAA’’). 

The Modernizing Opioid Treatment Access Act 

The M-OTAA would modernize Federal law governing the delivery of OUD treat-
ment with methadone—law which has largely remained unchanged since 1974, de-
spite the scientific and medical consensus, dating as far back as 1995, calling for 
the Federal Government to regulate methadone for OUD more in alignment with 
other Schedule II Food and Drug Administration (FDA)-approved medications. 2 No-
tably, existing Federal law predates the establishment and recognition by the Amer-
ican Board of Medical Specialties of the medical subspecialties of addiction medicine 
and addiction psychiatry. This explains one reason for the prescriptive Federal laws 
enacted in the 1970’s that were to govern methadone treatment for OUD in a prac-
tice environment without recognized addiction specialist physicians. In brief, the M- 
OTAA would authorize the Drug Enforcement Administration (DEA) to issue special 
registrations for physicians who are board-certified in addiction medicine and/or ad-
diction psychiatry, as well as OTP prescribing clinicians, who could then use their 
clinical expertise in prescribing methadone for OUD treatment that could be dis-
pensed by community pharmacies, subject to SAMHSA rules or guidance on supply 
of methadone for unsupervised use. 

Areas of Concern: Patient and Public Safety, the Current Quandary in Out-
patient Treatment with Buprenorphine, and High-Quality and Effective 
OUD Treatment and Persistent Stigma 

Methadone is a lifesaving medication that also has risks that we take very seri-
ously. It can be a challenge to balance the risk of adverse individual and commu-
nity-related impacts associated with the inappropriate provision, and diversion, of 
the medication against the well-established individual and public health benefits of 
properly treating certain patients with OUD with methadone. Our aim with this let-
ter is to provide salient information on three relevant areas of concern: 1) the safety 
of patients with OUD who may be treated with methadone, and more broadly, of 
the public, 2) the current quandary in outpatient treatment with buprenorphine (a 
partial agonist) for patients with OUD who are increasingly using fentanyl or other 
high potency synthetic opioids, and 3) what constitutes high-quality and effective 
treatment for patients with OUD and the persistent stigma that surrounds those 
patients. 
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7 Jones, Christopher M., Wilson M. Compton, Beth Han, Grant Baldwin, and Nora D. Volkow. 

‘‘Methadone-Involved Overdose Deaths in the US Before and After Federal Policy Changes Ex-
panding Take-Home Methadone Doses From Opioid Treatment Programs.’’ JAMA Psychiatry 79, 
no. 9 (September 1, 2022): 932—34. https://doi.org/10.1001/jamapsychiatry.2022.1776. 

8 This study examines absolute counts rather than relative rate increases in methadone-in-
volved overdose deaths. Relative rates are in proportion to the whole, while absolute counts are 
not, and the use of absolute counts rather than relative rates limits the usefulness of this anal-
ysis. See Kleinman, Robert A., and Marcos Sanches. ‘‘Methadone-Involved Overdose Deaths in 
the United States before and during the COVID–19 Pandemic.’’ Drug and Alcohol Dependence 
242 (January 1, 2023): 109703. https://doi.org/10.1016/j.drugalcdep.2022.109703 

9 This study points out that the rate of methadone-involved overdose deaths in 2020 was 
much lower than its peak in 2006–2008, and that these methadone-involved overdose deaths 
have been largely attributed to methadone prescribed for pain. See Kaufman, Daniel E., Amy 
L. Kennalley, Kenneth L. McCall, and Brian J. Piper. ‘‘Examination of Methadone Involved 
Overdoses during the COVID–19 Pandemic.’’ Forensic Science International 344 (January 31, 
2023): 111579. https://doi.org/10.1016/j.forsciint.2023.111579 

Patient and Public Safety 

Evidence gathered over the last several decades illustrates that, for many people 
with OUD, treatment with methadone is critical to preventing overdose and pro-
moting remission and recovery. 3 In addition, because methadone is also a very effec-
tive analgesic and has a long half-life, it is also sometimes used to treat chronic pain 
in pain management practice. 

Decades Ago, Methadone-Involved Overdoses Correlated With Its Use in the 
Treatment of Pain 

As an opioid analgesic for pain, methadone was swept up in the confluence of fac-
tors that lead to the inappropriate prescribing of opioids for pain treatment in the 
1990’s and 2000’s. 4 The scientific and medical consensus after examining these 
trends concluded that there was a strong, positive correlation between rates of 
methadone prescription for use in pain treatment and methadone diversion and 
overdose deaths. 5 Methadone for use in pain treatment and its involvement in 
overdoses, however, drastically declined as public health and law enforcement agen-
cies took measured steps to limit its injudicious use for pain, while still making it 
available via prescription and pharmacy dispensing when clinically appropriate for 
pain treatment. 6 

New Studies Have Been Used Opportunistically, And Their Nuances Have Not Been 
Explained 

With that said, we share concerns expressed by others of methadone becoming a 
potential contributor of more overdoses and deaths if careful policy changes are not 
enacted. For example, there was an increase in methadone-involved overdose deaths 
in 2020; however, evidence shows such increase was likely associated with the syn-
thetic opioid-driven spike in drug overdose deaths that year. 7 Unfortunately, some 
advocates use that increase opportunistically to convey a fatalistic approach that 
risks paralyzing lawmakers and preventing any progress. Further, those same advo-
cates may even mention two other studies published in January 2023 that raise 
questions about the role of Federal regulatory OTP flexibilities during the COVID 
PHE—which allowed for more unsupervised use of methadone in the treatment of 
OUD within OTP settings—to increases in methadone-involved overdoses deaths. 
Specifically, one such study found an increase in methadone-involved overdose 
deaths in the year after March 2020 compared with prior trends, both with and 
without co-involvement of synthetic opioids; 8 the other found an increase of metha-
done-involved overdose deaths by 48.1 percent in 2020 relative to 2019. 9 

Neither of those two studies, however, includes or examines additional, provi-
sional overdose death data after March 2021, when the rate of methadone-involved 



48 

10 See statistical examination of provisional overdose death data from the CDC’s National 
Center for Health Statistics Vital Statistics System. Volkow, Nora, D. Presentation to the Amer-
ican Society of Addiction Medicine Advocacy Conference, ‘‘National Institute of Drug Abuse: 
What Radical Change Means,’’ March 6, 2023. 

11 Kariisa, Mbabazi. ‘‘Vital Signs: Drug Overdose Deaths, by Selected Sociodemographic and 
Social Determinants of Health Characteristics—25 States and the District of Columbia, 2019— 
2020.’’ MMWR. Morbidity and Mortality Weekly Report 71 (2022). https://doi.org/10.15585/ 
mmwr.mm7129e2. 

12 ‘‘This study is observational and does not allow for a causal attribution of the increase in 
methadone-involved overdose deaths to any specific factor,’’ and ‘‘this study cannot distinguish 
whether individuals who die from methadone-involved overdoses receive methadone through 
OTPs, as prescriptions for pain, or through other sources, including diverted methadone.’’ See 
Kaufman, et al., (2023). 

13 ‘‘We hope that these findings will not add to further misconceptions about the safety of 
methadone relative to other less widely prescribed Schedule II opioids,’’ see Kleinman, et al., 
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September 6, 2022, includes six studies that assessed the association between pandemic flexibili-
ties and overdose risk, which used OTP records or state-level mortality data, national poison- 
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15 Findings include three studies of OTP providers, three surveys of OTP patients, and one 
multi-State survey of 170 OTP providers. Krawczyk, Noa, Bianca D. Rivera, Emily Levin, and 
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Health 8, no. 3 (March 1, 2023): e238—46. https://doi.org/10.1016/S2468–2667(23)00023–3. 

overdose deaths stabilized and declined. The authors’ failure to include this data 
may bias the models in their studies. Indeed, the relative rate of methadone-in-
volved overdose deaths has declined by 9.5 percent between August 2021 and Au-
gust 2022, 10 while overdose deaths related to a lack of access to medications for 
OUD increased in the same period. 11 

In addition, there is no direct evidence of causality that links any change in Fed-
eral OTP take-home policies to an increase in methadone-involved overdose deaths, 
as is noted in one study. 12 Nor do the authors in the other study wish to add to 
misconceptions about the safety of methadone for OUD, as stated by those authors 
themselves. 13 If anything, these two studies demonstrate that modernizing treat-
ment with methadone for OUD—within the OTP setting—must be carried out with 
caution and with Federal agencies’ continual, longitudinal regulations and moni-
toring for unintended consequences, notwithstanding the widespread support of 
making such Federal take home policy changes permanent by OTP organizations 
and associations. By way of contrast, our experience and training as addiction spe-
cialist physicians, coupled with the thoughtful guardrails in the M-OTAA, enables 
us to lead models of methadone treatment for OUD responsibly and safely, while 
we manage risks to patient and public health. In the absence of continued DEA and 
SAMHSA Federal regulations, oversight, and monitoring of OTPs on several fronts, 
however, these two studies do illustrate why we cannot say the same yet for all cli-
nicians within the OTP setting. While some OTP medical directors are board-cer-
tified addiction specialist physicians, the Federal Government does not require them 
to be so credentialed; thus, some are not. 

Recently Published Systematic Review Finds No Increased Risk of Methadone Over-
dose From Federal Regulatory Flexibilities That Allowed For More Unsupervised 
Use of Methadone 

We also draw your attention to a review that synthesized peer-reviewed research 
between March 2020 and September 2022 on the effect of the Federal regulatory 
flexibilities on OTPs’ operations, the perspectives of patients and providers, and 
health outcomes of patients at OTPs, including for methadone-involved overdoses, 
which found no evidence of increased risk of methadone overdose. 14 We do under-
stand from this review, on the other hand, that many OTPs limited their uptake 
of the Federal regulatory flexibilities and did not universally provide the maximum 
ceiling of doses allowed for take home methadone, driven in part due potential con-
sequences to patients, concerns about reduced OTP revenue, and uncertainty about 
when this temporary regulatory flexibility would end. 15 

One Explanation for the Spike in Methadone-Involved Overdoses Is The Increase of 
Synthetic Opioids in the Non-Pharmaceutical Drug Supply 

As previously noted, a plausible explanation for changes in trends in methadone- 
involved overdose deaths in 2020 is the dominating role that fentanyl and other 
high potency synthetic opioids have been playing in our non-pharmaceutical drug 
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supply. For example, another recent analysis found an increase in overdose deaths, 
with and without methadone, in March 2020. Then, overdose deaths not involving 
methadone continued to increase by approximately 69 deaths per month, while 
methadone-involved overdose deaths remained stable. In terms of the implementa-
tion of the Federal regulatory flexibilities for unsupervised use of methadone at 
OTPs, in the period before this policy change, and after it, there were similar rates 
of decline in the percentage of methadone-involved overdose deaths. 16 This study 
therefore suggests, in light of this data, that in the early months of the COVID– 
19 pandemic, the spike in drug overdose deaths overall in March 2020 was associ-
ated with the increase in synthetic opioids in the drug supply among people who 
were being treated with methadone from an OTP, not due to methadone risks asso-
ciated with Federal regulatory flexibilities for OTPs. 

Multiple Factors Explain Methadone Being Preferentially Listed on Overdose Death 
Certificates 

Finally, it is important for lawmakers to understand that methadone’s long half- 
life is an additional, confounding variable that can result in the preferential listing 
of methadone on death certificates, during a period when overdose deaths frequently 
involve multiple substances. Novel psychoactive substances permeate the non-phar-
maceutical drug supply as well, for which drug overdose deaths are not routinely 
assessed. Moreover, the decentralization of authority in death certification policy 
and procedure also creates substantial differences in how overdose deaths are char-
acterized and reported, and there is a high error rate in death certificates for over-
dose deaths. 17 

The Current Quandary in Outpatient Treatment with Buprenorphine for 
Patients with OUD Involving Fentanyl or Other High Potency Synthetic 
Opioids 

Under the Code of Federal Regulations Title 21 1306.07(b), the DEA permits an 
exception to methadone dispensing requirements for DEA-registered physicians out-
side of OTPs to provide emergency treatment for patients with methadone for OUD 
for 1 day, and to carry out such treatment for no more than 3 days, while planning 
for the patients’ referral to treatment. 18 Last March 2022, the DEA started allowing 
certain DEA-registered physicians to dispense a 3-day supply of methadone at one 
time, so long as the exception is requested. 19 While this change is theoretically 
helpful, it does not help us face a terrible quandary when we attempt to initiate 
buprenorphine treatment with patients with OUD involving illegal fentanyl or other 
high potency synthetic opioids. 

Federal Law Currently Prevents the Use of Methadone for the Treatment of Patients 
Via a ‘‘Low Dose Buprenorphine with Opioid Continuation’’ Initiation Process 

Patients who use fentanyl in the unregulated drug supply, which increasingly has 
unpredictable and hazardous novel contaminants, have significant challenges with 
initiation of buprenorphine (a partial agonist), another highly effective medication 
for OUD treatment. Under current law, however, it is illegal to prescribe full opioid 
agonists such as hydromorphone, oxycodone, or morphine for OUD during 
buprenorphine initiation and titration. Thus, we are sometimes left with a dan-
gerous alternative, which is to advise patients that use of opioids from the unregu-
lated supply should be continued while undergoing buprenorphine initiation via a 
low dose buprenorphine with opioid continuation initiation process. Access to metha-
done would be a safe full agonist alternative to use for individuals who are under-
going a low dose buprenorphine with opioid continuation initiation process, and the 
M-OTAA could allow this to be safely done under expert physician guidance. 
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Restrictions on Methadone for OUD Limit Treatment Options for Patients with OUD 
Who Do Not Stabilize on Buprenorphine 

In addition, methadone is an excellent alternative medication treatment rec-
ommended for patients with OUD who do not stabilize on buprenorphine. However, 
unless it’s being dispensed from an OTP, we can only dispense methadone to those 
patients for up to 3 days. This limitation restricts our being able to offer this criti-
cally important medication to those patients, even when they face insurmountable 
geographical, financial, transportation, or other barriers to continue their treatment 
at OTPs. In these medical scenarios, the absurdity of antiquated Federal laws that 
govern methadone for OUD treatment is extremely clear. When the laws are applied 
to an ever and rapidly changing unregulated drug supply, the laws’ out-of-date na-
ture is obvious and distressing. 

High-Quality and Effective OUD Treatment and Persistent Stigma 

High-Quality and Effective Treatment for OUD Does Not Make Engagement in 
Psychosocial Counseling a Condition of Receiving Medication 

Patients with OUD who are treated with medications for OUD have over 50 per-
cent lower overdose rates. 20 For this reason and to fulfill our medical mission to 
save lives, our first, most immediate goal is to reach more people with moderate to 
severe OUD with this life-saving medication. 21 Patients who receive medication for 
OUD, including methadone, have better rates of retention in treatment; behavioral 
therapies, alone, do not increase patient retention in treatment. 22 While psycho-
social treatment and other services are an important component of quality care and 
beneficial to many people with OUD, 23 the scientific and medical consensus is that 
psychosocial treatment should be made available to patients in treatment for OUD, 
but a patient’s willingness to engage in such treatment should not be a condition 
of the patient receiving medication. 24 

High-Quality and Effective Treatment for OUD Is Patient-Centered 

In an office-based practice of addiction medicine or addiction psychiatry, an expert 
physician may counsel patients with OUD who are willing to engage in psychosocial 
treatment as part of the physician’s medical management; a multidisciplinary team 
member in the practice may provide more intensive counseling for patients with 
OUD, or the practice may refer some of those patients to another practice for even 
more psychosocial treatment. While we are grateful for SAMHSA’s recently pro-
posed modifications to 42 CFR Part 8 which, if finalized, should significantly im-
prove the quality of treatment services at OTPs, by making it less ‘‘program cen-
tered’’ and more ‘‘patient centered’’—like expert-led office-based practices—patients 
with OUD need more options for their care, and more OTPs need to face high-qual-
ity competition as an incentive to continue to improve their services. 
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Existing Stereotypes Lend Themselves to Prescriptive, Rigid Models of Methadone 
Treatment for OUD 

Finally, we know that patients with OUD face persistent stigma, including stereo-
types that they are non-compliant, out-of-control, unwilling to change risk behav-
iors, and do not have strong communities. 25 We are extremely concerned that these 
stereotypes lend themselves to prescriptive, rigid approaches to methadone treat-
ment for OUD. The existing, siloed infrastructure for methadone treatment for OUD 
in the U.S. has compounded such stigma, and despite methadone’s strong evidence 
as a life-saving medication, there is neither broad acceptance of methadone as a 
treatment intervention by the public, nor by healthcare providers, including some 
addiction providers. 26 

The Integration of Methadone Treatment with Other Medical Care Will Improve the 
Quality of OUD Care 

The separateness of methadone treatment for OUD—which results in methadone 
dispensed from OTPs, rather than pharmacies, being nearly universally excluded 
from prescription drug monitoring programs—has rather served to focus OTP serv-
ices on the administration of one medication for one medical indication. 27 In con-
trast, the modernization of methadone treatment for OUD, as contemplated by the 
M-OTAA, will give Americans with addiction involving polysubstance use more con-
veniently located, comprehensive treatment options that can treat and manage their 
uncontrolled use of any substance, as well as other chronic, often comorbid diseases 
with OUD, such as depression, diabetes, bipolar disorder, and hypertension. 28 These 
additional options are urgently needed, so that we may safely integrate treatment 
with methadone for OUD with the rest of general healthcare, and continue to im-
prove the treatment of OUD with methadone in this country. 

We stand ready to discuss this information further with you at any time. We are 
hopeful that we can work together to save as many lives as possible. We look for-
ward to hearing from you. 

Sincerely, 
RUTH A. POTEE, 

M.D., FASAM**, 
Medical Director, 

Franklin County House of Corrections, 
Director of Addiction Services, Behavioral Health Network. 

The views expressed are those of the authors and do not necessarily represent the 
views of their institutions. 
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One asterisk (*) indicates an individual has past work experience at an opioid 
treatment program (OTP); two asterisks (**) indicates the individual currently 
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AMERICAN ACADEMY OF FAMILY PHYSICIANS, 
May 17, 2023. 

Senator ED MARKEY, Chairman 
Senator ROGER MARSHALL, Ranking Member 
U.S. Senate Committee on Health, Education, Labor, and Pensions, 
Subcommittee on Primary Health and Retirement Security, 
428 Dirksen Senate Office Building, 
Washington, DC. 20510. 

DEAR CHAIRMAN MARKEY AND RANKING MEMBER MARSHALL: 
On behalf of the American Academy of Family Physicians (AAFP), representing 

more than 129,600 family physicians and medical students across the country, I 
write to applaud the Subcommittee’s focus on mental health and substance use dis-
order with today’s hearing titled ‘‘A Crisis in Mental Health and Substance Use Dis-
order Care: Closing Gaps in Access by Bringing Care and Prevention to Commu-
nities.’’ 

Family physicians provide comprehensive mental health services and are a major 
source for mental health care in the U.S. Nearly 40 percent of all visits for depres-
sion, anxiety, or cases defined as ‘‘any mental illness’’ were with primary care physi-
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cians, and primary care physicians are more likely to be the source of physical and 
mental health care for patients with lower socioeconomic status and for those with 
comorbidities. 1 Family physicians also play a crucial role in safe pain management 
prescribing practices, screening patients for opioid use disorder (OUD), and pre-
scribing and maintaining treatment of medications for OUD (MOUD). Primary care 
physicians are often the first point of care for patients and can provide necessary 
referrals or coordinate care with psychiatric and other mental health professionals 
when needed. 

Unfortunately, access to mental health care and substance use disorder (SUD) 
treatment remains a significant challenge for many patients across the country, par-
ticularly those from underserved communities or marginalized populations. A study 
published this month found that Black patients lacked equal access to OUD treat-
ment and were far less likely to be prescribed buprenorphine, to live near a pre-
scriber, and to remain in treatment 6 months after first being prescribed it when 
compared to white patients. 2 

The AAFP shares your commitment to advancing policies that will improve access 
to mental health and SUD care for all communities across the country. We long ad-
vocated for elimination of the X-waiver and applaud Congress for doing so as part 
of the Consolidated Appropriations Act of 2023. Removing these burdensome re-
quirements for physicians to prescribe MOUD will greatly improve patient access 
to evidence-based, lifesaving treatment. To build upon this momentum, we urge 
Congress to consider the following policy recommendations. 

Support Integration of Behavioral Health and Primary Care 

Given the dire shortage of behavioral health clinicians, especially in many rural 
and underserved communities, equipping primary care clinicians to provide frontline 
mental health and substance abuse disorder treatment is essential for ensuring pa-
tients have timely access to care. Integrated behavioral health has shown significant 
cost-savings for payers and physicians, as well as more equitable access to mental 
health services for traditionally underserved populations. 3 Unfortunately, while 
many primary care physicians want to integrate behavioral health services in their 
practices, they face burdensome startup costs and payment and reporting challenges 
that prevent integration. 

The AAFP has continuously advocated for additional Federal investments to ini-
tiate and sustain BHI in primary care practices. We applaud Congress for including 
a provision in the most recent year-end omnibus to authorize grants to support the 
uptake and adoption of integrated care services, including the Collaborative Care 
Model (CoCM). We strongly encourage Congress to build upon this by implementing 
additional legislation to support BHI. 

Specifically, the AAFP urges the reintroduction and passage of the bipar-
tisan Improving Access to Behavioral Health Integration Act. This bill makes 
necessary changes to existing Federal programs to ensure primary care practices 
can integrate behavioral health care services by providing grant funding that covers 
the steep startup costs. This initial financial support is critical to improving access 
to integrated services and ensuring patients and payers can achieve the long-term 
cost savings that behavioral health integration often provides. 

We also urge Congress to pass the Better Mental Health Care for Ameri-
cans Act (S. 923), which would establish a Medicare add-on code for office visits 
provided by primary care physicians who have integrated behavioral health into 
their practice. This enhanced payment recognizes the unaccounted resources re-
quired to provide integrated behavioral health care and ensures that primary care 
practices can sustain it. Additionally, it would establish a Medicaid demonstration 
program to ensure that all children covered by Medicaid have access to integrated 
behavioral health care in primary care, schools, or other critical settings. This pro-
gram would provide infrastructure, technical assistance, and sustainable financing 
to support expanding access to integrated mental health care for children. 

Additionally, to improve access to integrated tele-mental and behavioral health 
care in primary care settings, the AAFP encourages Congress to establish a 
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new program for adults that mirrors HRSA’s Pediatric Mental Health Care 
Access Program (PMHCA). This program, recently reauthorized in 2022, pro-
motes behavioral health integration into pediatric primary care by using telehealth, 
and has a proven track record of increasing mental and behavioral health needs de-
spite ongoing workforce shortages by meeting children and adolescents where they 
are. Given the well-documented shortage of mental and behavioral health clinicians 
and the growing demand for specialized care, a HRSA-funded program that provides 
primary care clinicians with virtual access to specialists could increase timely access 
to care for adult patients. 

Telehealth 

The COVID–19 public health emergency (PHE) transformed access to mental and 
behavioral health care via telehealth, making it possible for many patients to be 
connected to appropriate clinicians and treatment that had otherwise been unavail-
able to them due to financial, geographic, coverage, or other barriers. As PHE flexi-
bilities end, we strongly urge that Congress implements policies to minimize disrup-
tions in access to tele-mental and behavioral health care. 

The AAFP has consistently advocated to Congress to permanently remove 
the in-person requirement for tele-mental health services for Medicare 
beneficiaries. Evidence has shown that telehealth is an effective modality for pro-
viding mental and behavioral health services. 4 Meanwhile, family physicians report 
that persistent behavioral health workforce shortages create significant barriers to 
care for their patients. Arbitrarily requiring an in-person visit prior to coverage of 
tele-mental health services will unnecessarily restrict access to behavioral health 
care. 

As acknowledged in the AAFP’s recent comments to the Drug Enforcement Ad-
ministration (DEA), the in-person connection between a physician and patient can 
provide a valuable touchpoint for patients receiving MOUD and other OUD treat-
ment services. However, existing shortages of clinicians prescribing buprenorphine 
for OUD, as well as numerous other barriers faced by patients with OUD, will pre-
vent many patients from being able to obtain an in-person visit, particularly within 
the DEA’s proposed 30-day timeframe. To that end, we strongly urge against 
requiring an in-person exam for prescribers of buprenorphine for treat-
ment of OUD, given evidence in support of telehealth, limited access to OUD treat-
ment prescribers, and relatively lower rates of buprenorphine diversion. 

While an in-person evaluation may be necessary for other primary care treatment, 
data shows that buprenorphine prescribing is particularly well-suited for virtual- 
only visits. Telehealth initiation of and continued treatment with buprenorphine has 
shown greater treatment retention, reduced illicit opioid use, improved access to 
treatment, greater patient satisfaction, and reduced healthcare costs. 5 

Nearly 160 million individuals live in a mental health professional shortage area, 
and many more have mental health professionals in their area that do not accept 
the patient’s insurance or require unfeasible cost sharing. 6 Nearly 99 million indi-
viduals live in a primary care health professional shortage area and would be un-
able or challenged to receive MOUD without telehealth and audio-only visits. 7 This 
difficulty in access to care for patients is compounded by transportation, time, and 
child-care challenges, as well as trauma and stigmatization from past experiences 
with the health care system. All of which makes virtual visits critically important 
for initiating and maintaining OUD treatment. 

Close the Medicaid Coverage Gap 

The AAFP supports efforts to provide coverage for low-income individuals in 
states that decided to forgo the Affordable Care Act’s Medicaid Expansion. Closing 
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the Medicaid expansion coverage gap would grant over 2 million uninsured Ameri-
cans access to health coverage and would be a critical step in improving access to 
mental and behavioral health care, as well as addressing existing disparities in ac-
cess. Data has shown that 60 percent of those in the Medicaid coverage gap are peo-
ple of color, and more than 1 in 4 are estimated to have a behavioral health condi-
tion. 8 Family physicians have repeatedly called upon states to expand Medicaid to 
avoid coverage gaps, and in the absence of state action, we support alternative op-
tions to cover individuals who would otherwise be eligible. 

Improved Access for Justice-Involved Populations 

Individuals who have been incarcerated have significant health care needs and 
face multiple barriers to obtaining health insurance and access to care. These chal-
lenges affect not only the formerly incarcerated individuals, but also their families 
and communities, many of which are disadvantaged, and experience health inequi-
ties born out of complex social determinants of health. 

It is estimated that nearly half (47 percent) of individuals who are incarcerated 
meet the Diagnostic and Statistical Manual (DSM)-IV criteria for substance use dis-
order in the 12 months prior to admission to prison. 9 Unfortunately, only 12 to 15 
percent of individuals who have a substance use disorder receive drug treatment 
while incarcerated. 10 For this reason, individuals who have chronic addictions have 
a higher risk of going through withdrawal while in custody and then overdosing 
when they return to the community. 11, 12 

The AAFP advocates for individuals who are incarcerated or detained to have ac-
cess to comprehensive medical services, including mental health care and substance 
use disorder treatment. We support the funding and implementation of successful 
re-entry models and other evidence-based programs to assist those who have re-
cently been incarcerated. Access to evidence-based treatments for SUD should be 
provided by correctional health facilities while individuals are still incarcerated, and 
connections to housing, employment, comprehensive primary care, and substance 
use and mental health support should be made to best support their health out-
comes and transition back into the community. 

To that end, the AAFP urges Congress to pass the Reentry Act (S. 1165 
/ H.R. 2400), which allows Medicaid coverage for incarcerated individuals 
to automatically begin 30 days prior to their release. This will facilitate better 
care continuity as part of community reentry, including for those with SUD and 
mental health needs. 

Thank you for the opportunity to offer these recommendations. The AAFP looks 
forward to continuing to work with you to advance policies that improve patient ac-
cess to mental health and substance use disorder care. Should you have any ques-
tions, please contact Natalie Williams, Senior Manager of Legislative Affairs at 
nwilliams2@aafp.org. 

Sincerely, 
STERLING N. RANSONE, JR., 

Board Chair, 
American Academy of Family Physicians. 
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AMERICAN COLLEGE OF EMERGENCY PHYSICIANS, 
May 17, 2023. 

Senator ED MARKEY, Chairman 
Senator ROGER MARSHALL, Ranking Member 
U.S. Senate Committee on Health, Education, Labor, and Pensions, 
Subcommittee on Primary Health and Retirement Security, 
428 Dirksen Senate Office Building, 
Washington, DC. 20510. 

DEAR CHAIRMAN MARKEY AND RANKING MEMBER MARSHALL: 
On behalf of the American College of Emergency Physicians (ACEP) and our near-

ly 40,000 members, thank you for holding today’s hearing, entitled, ‘‘A Crisis in 
Mental Health and Substance Use Disorder Care: Closing Gaps in Access by Bring-
ing Care and Prevention to Communities.’’ We appreciate the opportunity to share 
some of our experiences on the frontlines of our Nation’s mental health and sub-
stance use disorder (SUD) crises, and we look forward to continuing to work with 
you to improve access to the lifesaving care and treatment that our patients need 
and deserve. 

As the health care safety net, the emergency department (ED) is often the first— 
and sometimes only—point of contact for individuals experiencing mental health cri-
ses or other behavioral health challenges, such as substance use disorder (SUD) or 
overdose. While the ED is the critical frontline safety net and the most appropriate 
setting for acute unscheduled care for individuals suffering from a mental health 
crisis, it is not ideal for long-term treatment of mental and behavioral health needs. 
However, due to the fragmented nature of the mental health care infrastructure in 
the U.S., persistent lack of sufficient resources, and longstanding shortages of men-
tal and behavioral health professionals, far too many Americans have limited op-
tions for the longer-term follow-up treatment they need and deserve. These chal-
lenges contribute to long ED wait times and aggravate ‘‘boarding’’ issues, a scenario 
where patients are kept in the ED for extended periods of time due to a lack of 
available inpatient beds or space in other facilities where they could be transferred. 
Overcrowding and boarding are not failures of the ED; rather, they are 
symptoms of larger systemic issues that must be addressed to eliminate 
bottlenecks in health care delivery and reduce the burden on the already- 
strained health care safety net. 

Once again, ACEP is grateful for the Committee’s attention to the mental and be-
havioral health challenges affecting millions of Americans. As you continue to exam-
ine this pressing public health issue, we urge you to consider several key issues. 
These include strengthening the mental/behavioral health workforce; increasing in-
tegration, coordination, and access to care; ensuring parity; furthering the use of 
telehealth; and improving access to behavioral health care for children and young 
people. We also continue strongly urge the Committee to include physician and pro-
vider mental health and burnout as necessary considerations in comprehensive men-
tal health policy initiatives, especially in light of the significant mental health toll 
the COVID–19 pandemic and its lingering effects have taken on frontline health 
care providers. Improving and providing for the mental health and well-being of the 
health care workforce is a unique challenge, but one that is absolutely essential to 
ensure that patients have access to the full continuum of high-quality health care. 
Additionally, we hope you will examine the many innovative solutions that emer-
gency physicians throughout the country have developed and successfully imple-
mented to reduce emergency psychiatric patient boarding. 

Emergency Department Boarding 

Patient ‘‘boarding’’ occurs when a patient continues to occupy an ED bed even 
after being seen and treated by a physician, while waiting to be admitted to an in-
patient bed in the hospital, or transferred to psychiatric, skilled nursing, or other 
specialty facility. As our health care system becomes increasingly strained, these pa-
tients must stay in the ED for days or even weeks on end waiting for a bed to be-
come available so they can be admitted or transferred. Patients being boarded in 
the ED limits the ability of ED staff to provide timely and quality care to all pa-
tients, forcing other newly arriving patients with equally important emergency con-
ditions to wait in the ED waiting room for care, with wait times as long as eight 
or even 12 hours rapidly becoming a new norm, and patients even dying during 
these waits as staff struggle to keep up with an unsupportable volume of sick pa-
tients to care for. 
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Boarding has become its own public health emergency. Our nation’s safety 
net is on the verge of breaking beyond repair; EDs are gridlocked and overwhelmed 
with patients waiting—waiting to be seen, waiting for admission into an inpatient 
bed in the hospital, waiting to be transferred to psychiatric, skilled nursing, or other 
specialized facilities that have little to no available beds, or, waiting to simply re-
turn to their nursing home. And this breaking point is entirely outside of the control 
of highly skilled emergency physicians, nurses, and other ED staff doing their best 
to keep everyone attended to and alive. 

Any emergency patient can find themselves boarded, regardless of their condition, 
age, insurance coverage, income, or geographic area. Even patients sick enough to 
need intensive care may board for hours in ED stretchers not set up for the extra 
monitoring they need. Those in mental health crises, often children or adolescents, 
board for months in chaotic EDs while waiting for a psychiatric inpatient bed to 
open anywhere. But boarding does not just affect those waiting to receive care else-
where. When ED beds are already filled with boarded patients, other patients are 
decompensating and, in some cases, dying while in ED waiting rooms during their 
tenth, eleventh, or even twelfth hour of waiting to be seen by a physician. 

‘‘At peak times which occur up to 5 days per week we have more patients 
boarding than we have staffed beds. High numbers have include last week 
when our 22 bed emergency department had 35 boarders and an additional 
20 patients in the waiting room. In addition, we have patients who unfortu-
nately have died in our waiting room while awaiting treatment. These 
deaths were entirely due to boarding. Our boarding numbers have unfortu-
nately skyrocketed in the wake of COVID as a consequence of increasing 
surgical volumes and decreasing inpatient nurse staffing.’’——anonymous 
emergency physician 

To illustrate the stark reality of this crisis, ACEP asked its members to share ex-
amples of the life-threatening impacts of ED boarding. The stories paint a picture 
of an emergency care system already near collapse. While the causes of ED boarding 
are multifactorial, unprecedented and rising staffing shortages throughout the 
health care system have recently brought this issue to a crisis point, further spi-
raling the stress and burnout driving the current exodus of excellent physicians, 
nurses, paramedics, and other health care professionals. 

We need a health care system that can accurately track available beds and other 
relevant data in real-time, appropriate metrics to measure ED throughput and 
boarding, contingency plans and ‘‘load balancing’’ plans for boarding/crowding sce-
narios, and fewer regulatory or other ‘‘red tape’’ burdens that delay necessary care. 
Recognizing all EDs are different and there is no one-size-fits-all solution to this 
multifactorial problem, ACEP is in the process of developing a broad range of poten-
tial legislative and regulatory solutions that will alleviate the burdens and overall 
strain on EDs caused by patient boarding. As we finalize these recommendations 
and policy solutions, we will share more broadly with you and your staff in the com-
ing weeks. Further, we strongly urge Congress to direct its attention to this critical 
issue and work with us and other stakeholders through roundtables, hearings, and 
legislation to provide both short-and long-term solutions to this public health crisis. 

Violence Against Emergency Physicians and Health Care Workers 

Violence in the emergency department is a serious and growing concern, causing 
significant stress to emergency department staff and to patients who seek treatment 
in the emergency department (ED). According to a survey conducted by ACEP in 
2022, two-thirds of emergency physicians report being assaulted in the past year 
alone, while more than one-third of respondents say they have been assaulted more 
than once. Nearly 85 percent of emergency physicians say the rate of ED violence 
has increased within the last year. 

Beyond the immediate physical impacts and injuries, the risk of violence increases 
the difficulty of recruiting and retaining qualified health care professionals and con-
tributes to greater levels of physician burnout. In fact, 87 percent of emergency phy-
sicians report a loss of productivity from the physician or staff as a result, and 85 
percent of emergency physicians report emotional trauma and an increase in anxiety 
because of ED violence. Most importantly, patients with medical emergencies de-
serve high-quality care in a place free of physical dangers from other patients or 
individuals, and care from staff that is not distracted by individuals with behavioral 
or substance-induced violent behavior. 

And unlike the significantly more visible violence against airline employees and 
other travelers that has become more ubiquitous over the last several years, vio-
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lence against health care workers often is not seen or addressed because of inad-
equate reporting and tracking of violent incidents, and other systemic barriers that 
do not hold violent individuals accountable for their actions. As a result of the in-
ability to prosecute those who are arrested, many health care workers are discour-
aged from even pressing charges and being forced to accept that it’s ‘‘just part of 
the job.’’ Violence is not accepted in any other workplace, and it must not be accept-
ed especially in a setting focused on improving the health and well-being of individ-
uals. 

There are many factors contributing to the increase in ED and hospital violence, 
we recognize there is no one-size-fits-all solution to this issue either. In fact, one 
of the challenges is that the types of violence one ED typically experiences can be 
significantly different from another ED, even in the same town. Therefore, ensuring 
there are adequate resources to help identify best practices and outfitting facilities 
with resources appropriate to their specific needs is imperative. Overall, employers 
and hospitals should develop workplace violence prevention and response procedures 
that address the needs of their particular facilities, staff, contractors, and commu-
nities, as those needs and resources may vary significantly. 

ACEP supports multi-pronged legislative efforts to address various aspects of 
health care workplace violence prevention, including the ‘‘Workplace Violence Pre-
vention for Health Care and Social Service Workers Act,’’ (H.R. 2663/S. 1176), intro-
duced by Sen. Tammy Baldwin (D-WI) (and by Reps. Joe Courtney (D-CT), Don 
Bacon (R-NE), and others in the House); as well as the ‘‘Safety From Violence for 
Healthcare Employees (SAVE) Act,’’ (H.R. 2584) introduced by Reps. Larry Bucshon 
(R-IN) and Madeline Dean (D-PA). The Workplace Violence Prevention for Health 
Care and Social Service Workers Act would ensure that health care workplaces im-
plement violence prevention plans and techniques and are prepared to respond to 
acts of violence, while the SAVE Act would establish Federal legal penalties for indi-
viduals who knowingly and intentionally assault or intimidate health care workers 
and provide grants to help hospitals and medical facilities establish and improve 
workplace safety, security, and violence prevention efforts. 

Access to Mental Health Care 

The emergency department is not only a safety net for those with physical care 
needs, but also for individuals suffering from a mental health crisis or acute psy-
chiatric emergency. However, it is not ideal for long-term treatment of mental and 
behavioral health needs. Due to the fragmented nature of the mental health care 
infrastructure in the U.S., persistent lack of sufficient resources, and longstanding 
shortages of mental and behavioral health professionals, far too many Americans 
have limited options for the longer-term follow-up treatment they need and deserve. 
These challenges also contribute to the long ED wait times and aggravate ED board-
ing issues detailed above. In fact, ED boarding challenges disproportionately affect 
patients with behavioral health needs who wait on average three times longer than 
medical patients because of these significant gaps in our health care system. 

Improving coordination of care across the health care continuum must be one of 
the highest priorities for any mental health reform effort. The ED serves as the crit-
ical health care safety net not only for acute injuries, but for psychiatric emer-
gencies as well. However, most EDs are not ideal facilities to provide longer-term 
care for patients experiencing a mental health crisis—they are often hectic, noisy, 
and particularly disruptive for behavioral health patients. 

Across the country, communities have adopted innovative alternative models to 
improve emergency psychiatric care and reduce psychiatric patient boarding. These 
include Behavioral Health Emergency Rooms (BHERs), separate areas of the ED 
that specialize in caring for patients experiencing a behavioral health crisis; Emer-
gency Psychiatric Assessment Treatment and Healing (EmPath) Units, a separate, 
hospital-based setting solely for psychiatric emergencies with the safe, calming, 
homelike environment of a community mental health crisis clinic but with the ED’s 
ability to care for any patient presenting for treatment; and Psychiatric Emergency 
Service (PES) models, a ‘‘hub-and-spoke’’ model with a dedicated psychiatric ED 
serving as a central hub with bidirectional spokes going out to a wide variety of 
mental, behavioral, and physical care, as well as social services. 

• Behavioral Health Emergency Rooms (BHERs). BHERs are separate 
areas of the ED that specialize in proactive rapid-assessment, stabiliza-
tion, and treatment of patients in experiencing a behavioral health crisis. 
Care is delivered via a multidisciplinary team of emergency physicians, 
psychiatrists, psychiatric nurses, and social workers. This service is oper-
ational 24 hours a day, 7 days a week, 365 days a year. These dedicated 
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spaces provide patients with a safer, private, and more peaceful setting 
in which to deescalate and receive specialized care. 

By initiating proactive assessments in a BHER, 40–50 percent of patients 
can be safely discharged home, reducing ED boarding time. Additionally, 
optimizing transition of care through Integrated Outpatient Care clinics 
ensures ongoing high-quality medical and behavioral health care follow-up 
with convenient and comprehensive treatment options for patients. 

• EmPath (Emergency Psychiatric Assessment Treatment and Heal-
ing) Units. The EmPath unit is a separate, hospital-based setting solely 
for psychiatric emergencies with the safe, calming, homelike environment 
of a community mental health crisis clinic with the ED’s ability to take 
care of any patient who presents for treatment. This unit accepts all suit-
able patients regardless of the severity of their illness, legal status, dan-
gerousness, substance use intoxication or withdrawal, or co-morbid med-
ical problems, as these patients are typically excluded from community 
programs and thus would likely experience boarding in an ED in the tra-
ditional medical system. 

EmPath units provide immediate access to individualized care from a com-
prehensive mental health care team of psychiatrists, psychologists, mental 
health nurses, social workers, and other licensed mental health care pro-
fessionals. This team partners directly with patients and their families to 
address the immediate mental crisis and to develop a longer-term care 
plan through appropriate follow-up services. In some instances, EmPath 
Units have reduced regional ED boarding by 80 percent, and have also re-
duced the need for—and incidence of—coercive measures (such as physical 
restraints), episodes of agitation, and psychiatric hospitalization. 

• Psychiatric Emergency Service (PES). The PES model is a 
multipronged approach for emergency psychiatric patients treat-
ed in the ED based on increased availability of psychiatrists and 
dedicated case managers who focus on psychiatric patients. This 
model is referred to as a ‘‘hub-and-spoke’’ model with a dedicated psy-
chiatric ED serving as a central hub with bidirectional spokes going out 
to a wide variety of mental, behavioral, and physical care, as well as so-
cial services. Recognizing that psychiatric patients have vastly different 
needs and circumstances affecting their overall health, this model helps 
address the patient’s immediate mental health needs and swiftly directs 
them to the most appropriate follow-up services, which helps alleviate the 
overall load on the mental health care system. These two-way spokes may 
also serve to reconnect patients with the psychiatric ED should they re-
quire acute stabilization while receiving follow-up services, potentially 
avoiding an inpatient hospitalization and ensuring the patient receives 
the most appropriate care and treatment throughout the mental health 
care continuum. 

These innovative approaches have helped communities improve coordination of 
emergency psychiatric care and they can serve as models for other communities to 
implement and build upon. However, what is clear from experience is that the ulti-
mate success of any model hinges on the availability of resources, whether monetary, 
staffing, or access to follow-up services and patient access to long-term mental and 
behavioral health care. One of the persistent challenges in emergency medicine is 
that ‘‘one emergency department is one emergency department’’—i.e., the needs of 
each community and the resources available to local EDs, hospitals, and other facili-
ties vary widely, and a model that is successful in one community may not be the 
best fit for another community. 

For example, in 2017, Oregon implemented a dedicated psychiatric ED model in 
Portland based closely on the Alameda Model (California), but the transition has 
been marked by challenges for both the dedicated psychiatric ED and surrounding 
facilities. The dedicated psychiatric ED that was intended to reduce the burden on 
individual EDs is frequently at capacity or overcrowded, but emergency physicians 
at other facilities have noted that they are still seeing the same number of acute 
psychiatric patients in their own EDs. Additionally, the dedicated psychiatric ED 
has struggled to transfer patients to long-term follow-up treatment at Oregon State 
Hospital, contributing to long wait times, crowding, and poor outcomes for patients. 
Despite these challenges, stakeholders have been working to address the short-
comings of the system and adapt the model to better meet the needs of the Portland 
community, but the experience has highlighted that new care models are not nec-
essarily ‘‘plug-and-play’’ and do not guarantee immediate results. 
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To ensure that communities can implement models that best fit their needs, 
ACEP supports the bipartisan ‘‘Improving Mental Health Access from the Emergency 
Department Act’’ (S. 1346), led by Senators Shelley Moore Capito (R-WV) and 
Maggie Hassan (D-NH). This legislation would provide critical funding to help com-
munities implement and expand programs to expedite transition to post-emergency 
care through expanded coordination with regional service providers, assessment, 
peer navigators, bed availability tracking and management, transfer protocol devel-
opment, networking infrastructure development, and transportation services; in-
crease the supply of inpatient psychiatric beds and alternative care settings; and, 
expand approaches to providing psychiatric care in the ED, including telepsychiatry, 
peak period crisis clinics, or dedicated psychiatric emergency service units. During 
the 117th Congress, this legislation (H.R. 1205) was passed by the House of Rep-
resentatives in a voice vote but was not considered by the Senate. We urge Congress 
to consider and pass this important legislation. 

Another longstanding barrier to providing adequate mental health treatment serv-
ices is the Medicaid Institutions for Mental Disease (IMD) exclusion that prohibits 
the Federal Government from providing Medicaid reimbursement to states for care 
provided to most patients in an inpatient psychiatric or SUD facility with more than 
16 beds. Though this longstanding policy was intended to reduce the number of peo-
ple committed to long-term psychiatric treatment facilities without receiving appro-
priate care, it has perpetuated the problem of disparate treatment of mental health 
and has stood as a major barrier in the effort to provide necessary non-hospital in-
patient psychiatric care options. 

As a limited workaround, states have been able to apply for Section 1115 Med-
icaid waivers to receive matching Federal funds for short-term residential treatment 
services in an IMD. Congress also recently took steps to address some of the chal-
lenges posed by the IMD exclusion in the Substance Use-Disorder Prevention that 
Promotes Opioid Recovery and Treatment for Patients and Communities (SUP-
PORT) Act (P.L. 115–271), creating a limited new exception to allow states to pro-
vide Medicaid coverage for beneficiaries with at least one SUD in certain IMDs. 

The IMD exclusion may also threaten the ability of communities to provide a con-
tinuum of crisis stabilization services that includes call centers, mobile crisis units, 
and crisis stabilization programs. Crisis stabilization programs are a resource dis-
tinct from traditional residential treatment facilities for mental health and SUD 
treatment. These provide individuals with additional immediate-access treatment 
options, helping them avoid settings detrimental to their condition such as jails, 
homeless shelters, or the streets. Unfortunately, the IMD exclusion was established 
before crisis stabilization beds were developed, and the 16-bed limitation for facili-
ties severely restricts the ability of these services to meet the needs of communities 
with vulnerable Medicaid populations and high demand for such services. We agree 
with legislators’ bipartisan efforts urging CMS to ensure Medicaid reimbursement 
for crisis stabilization beds and to ensure these programs are not adversely affected 
by the IMD exclusion. 

ACEP has long advocated for full repeal of the IMD exclusion and strong-
ly urges Congress to rescind this harmful policy either as a standalone ef-
fort or as a cornerstone of any comprehensive mental health reform legisla-
tion. 

Ensuring Parity Between Behavioral and Physical Health Care 

Limited access to appropriate coverage, narrow provider networks, lack of Federal 
enforcement mechanisms for parity law violations, and low reimbursement for men-
tal health services remain barriers to achieving parity between mental and physical 
health care. 

In recent years, Congress has taken important steps to improve parity between 
mental and physical health care by requiring insurers to provide the same level of 
coverage for mental health and substance use disorder treatment as they do for 
physical care. But despite Federal law, there is no mechanism for the Fed-
eral Government to enforce compliance against plans that continue to vio-
late parity requirements and discriminate against patients with mental 
health conditions or SUD. ACEP supports providing the Department of Labor 
(DOL) with the ability to issue civil monetary penalties (CMPs) for violations of the 
‘‘Mental Health Parity and Addiction Equity Act’’ (MHPAEA; P.L. 110–343) by 
group health plan sponsors, plan administrators, or issuers. ACEP supports legisla-
tive efforts to give the DOL the authority to issue CMPs. 

Without enforcement penalties and more explicit parity requirements, we will con-
tinue to see insurers attempting to find their way around the law and limit the cov-
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erage available to beneficiaries experiencing mental health crisis. As a recent exam-
ple, Optum in Maryland issued a policy several years ago establishing that only cer-
tain provider types (specialty mental health providers) are eligible to bill when the 
only diagnosis is a psychiatric issue, including homicidal ideation and suicidal idea-
tion, precluding payment for an ED physician’s evaluation and management serv-
ices. This policy ignores the significant challenges emergency physicians are experi-
encing in seeing and treating mental health needs in the ED and has dispropor-
tionate impacts on hospitals with high Medicaid populations. Though Optum ulti-
mately issued an updated provider alert that resolved this matter, it was not with-
out significant confusion and substantial delays that affected patient care. 

We also believe this is yet another example of insurers attempting to dis-
regard the Prudent Layperson Standard (PLP), a longstanding and critical 
policy that protects patients from retroactive denials of insurance coverage 
for emergency department visits that are ultimately determined to be non- 
emergent. Patients who believe they are experiencing a medical emergency should 
not be discouraged from seeking treatment out of fear that their ED visit will not 
be covered by their insurer. 

Ensuring parity for behavioral health care also requires appropriate treatment of 
substance use and opioid use disorders (SUD/OUD). Individuals with SUD/OUD 
often seek care in the emergency department, and one of the most effective means 
emergency physicians have to aid these patients is by using buprenorphine as part 
of a medications for opioid use disorder (MOUD) protocol. As one of three drugs ap-
proved by the U.S. Food & Drug Administration (FDA) for the treatment of opioid 
dependence, buprenorphine is a very safe and efficacious medication. Strong enough 
to reduce withdrawal symptoms and cravings but not enough to cause euphoria, it 
can allow individuals with OUD to more effectively engage in treatment as they 
pursue recovery. But despite the passage of the MAT Act and subsequent removal 
of the X-waiver, significant barriers to the use of buprenorphine persist, including 
limited access to the treatment due to Drug Enforcement Administration (DEA) set 
quantity limits, which flag pharmacy and hospital purchases of these required SUD/ 
OUD treatments as suspicious orders. In fact, both prescribers and patients across 
the Nation are still experiencing difficulty in obtaining buprenorphine prescriptions. 
According to a recent study that surveyed more than 5,000 pharmacies, less than 
half stocked buprenorphine. 1 Additionally, a separate survey found that one-fifth of 
pharmacies were not willing to fill buprenorphine prescriptions. 2 A survey of addic-
tion treatment providers also revealed that 84 percent of their patients experienced 
a delay in accessing their buprenorphine, which can be life-threatening for those un-
dergoing treatment for opioid use disorder. 3 We urge Congress to ensure that health 
insurance plans appropriately cover SUD/OUD treatments, and further to ensure 
that patients are not are not hindered by unnecessary Federal barriers on their 
path to recovery through arbitrary limitations on the medications they need. 

Improving Access to Behavioral Health Care for Children and Young 
People 

The full effects of the COVID–19 pandemic are not limited to the staggering toll 
on American lives or the long-term physical health challenges from which many re-
covering patients still suffer. We are still collectively struggling to comprehend the 
true scope of the pandemic’s impact on the mental health and well-being of millions 
of Americans, particularly on children and younger Americans. 

As the recent U.S. Department of Education report, ‘‘Supporting Child and Stu-
dent Social, Emotional, Behavioral, and Mental Health Needs’’ notes, children have 
experienced isolation, bereavement, depression, worry, and other issues throughout 
the pandemic, leading to reports of anxiety, mood, and eating disorders, as well as 
increased self-harm behavior and suicidal ideation at nearly twice the rate of adults. 
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Pediatric ED visits related to mental health significantly increased during 
the pandemic—a 24 percent increase for children 5–11 years of age, and 31 
percent for children 12–17. These stressors affect children’s development and 
ability to learn in both the immediate and long-term with lasting consequences 
should their mental health needs not be adequately addressed. 

Adding to these long-term considerations are the mental health stresses associ-
ated with the loss of a caregiver. According to a recent pre-publication study in the 
October 2021 issue of the American Academy of Pediatrics journal, Pediatrics, more 
than 140,000 U.S. children under the age of 18 lost a primary or secondary care-
giver due to COVID–19 between April 1, 2020 and June 30, 2021. 4 The con-
sequences of the pandemic’s disproportionate impact on racial and ethnic minorities, 
exacerbated by longstanding systemic inequalities, manifest here as well given that 
children of racial and ethnic minorities account for 65 percent of children who lost 
a primary caregiver (compared to 39 percent of the total population). The authors 
note the significant long-term impacts that orphanhood and caregiver loss have on 
the health and well-being of children, ranging from mental health problems and in-
creased risks of suicide violence, sexual abuse, and exploitation, to disruptions in 
family circumstances such as housing instability and lack of nurturing support. Es-
pecially given the Committee’s considerable attention to gaps in equity and long-
standing disparities in health care, we urge you to examine the far-reaching effects 
of pandemic on historically underserved populations and we stand ready to work 
with you to provide the perspective and experience of emergency physicians to help 
develop effective and durable policy solutions. 

Our health care system is not currently well-equipped to address the long-term 
effects of the significant trauma so many young Americans have experienced over 
the course of the last year. Given the substantial strains on the health care 
and social safety nets that existed long before the pandemic hit, it is clear 
that EDs, child welfare systems, the child and adolescent mental health 
workforce, and other related services will need considerable investments 
and significantly expanded resources in order to appropriately address 
this unprecedented challenge. As policymakers and stakeholders evaluate sug-
gestions to improve mental and behavioral health access, these proposals and any 
new treatment models must be considered through the lens of pediatric care in 
order to prioritize the most vulnerable of the vulnerable. 

Once again, thank you for the opportunity to provide our comments and sugges-
tions on how to improve access to mental health and substance use disorder care 
for our patients and their families. We look forward to working with you on these 
important efforts. Should you have any questions or require any further informa-
tion, please do not hesitate to contact Ryan McBride, ACEP’s Congressional Affairs 
Director, at rmcbride@acep.org. 

Sincerely, 
CHRISTOPHER S. KANG, 

M.D., FACEP, 
ACEP President. 

AMERICAN THERAPEUTIC RECREATION ASSOCIATION, 
May 17, 2023. 

Senator ED MARKEY, Chairman, 
Senator ROGER MARSHALL, Ranking Member, 
U.S. Senate Committee on Health, Education, Labor, and Pensions, 
Subcommittee on Primary Health and Retirement Security, 
428 Dirksen Senate Office Building, 
Washington, DC. 20510. 

DEAR CHAIRMAN MARKEY AND RANKING MEMBER MARSHALL: 
On behalf of the American Therapeutic Recreation Association (ATRA), we appre-

ciate the opportunity to submit this testimony for the record regarding the Commit-
tee’s hearing on A Crisis in Mental Health and Substance Use Disorder Care: Clos-
ing Gaps in Access by Bringing Care and Prevention to Communities. As providers 
that comprise a part of the mental healthcare workforce with a particular focus on 
community response, we look forward to working with you to develop solutions to 
address America’s mental health and substance use crisis. 
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ATRA is committed to advancing access to recreational therapy and ensuring that 
individuals are able to receive care that suits their interests and needs and supports 
the development of functional skills for daily living and stress release. ATRA is the 
largest professional association representing recreational therapy. Recreational 
therapists are nationally certified, and where applicable, state-licensed to provide 
evidence-based treatment services for individuals with a range of disabling condi-
tions across the lifespan. Recreational therapy is active treatment, medically nec-
essary, and can be prescribed by a physician as part of a client’s plan of care. 1 

ATRA has watched with interest and concern as new data has highlighted the 
mental health crisis that America is currently experiencing. As recreational thera-
pists, we are trained to use a variety of interventions to help clients address mental 
health challenges, as well as other areas like physical health and emotional/social 
well-being. Therefore, we recognize the critical need to ensure that resources are in 
place to address this mental health emergency to ensure that people are able to suc-
cessfully manage the stress and anxiety of everyday life. 

In mental health care, recreational therapists support clients with cognitive, so-
cial, leisure, and physical interventions, as well as stress management techniques, 
to improve a client’s overall health. Recreation therapy (RT) for mental health incor-
porates activities including music, sports, dance, art, and outdoor activities to help 
a client find strategies that work for them to manage stress and ensure they have 
a healthy outcome for managing their mental health. RT also uses meaningful en-
gagement in life activities or leisure as a means to increase coping and therefore 
reduce depression and anxiety. This type of therapy can be particularly helpful and 
attractive to individuals, including adolescents, as an alternative, non-pharma-
cological outlet. 

RT’s focus their work on community engagement and specifically work with indi-
viduals in their communities and homes to provide opportunities to participate in 
life activities including leisure, recreation, and play. The primary purpose of rec-
reational therapy is to establish and maintain tools and skills to be successful in 
their community and home environment. 

The Important Role that Recreational Therapists Play 

Recreational Therapy (RT) embraces a definition of ‘‘health’’ which includes not 
only the absence of ‘‘illness,’’ but extends to the enhancement of physical, cognitive, 
emotional, social, and leisure development so individuals may participate fully and 
independently in chosen life pursuits. Recreational therapists address assessed cli-
ent needs related to behavior, cognition, function, pain management, physical activ-
ity level, socialization, recreation, and leisure. 2 Recreational therapists have the 
competencies to assess and implement interventions necessary to promote improved 
mental health, quality of life, and prevent secondary conditions 3, 4 by reducing de-
pression, stress, and anxiety in their clients and helping build confidence to socialize 
in their community. Recreational therapists work in a variety of settings that pro-
mote youth and adolescent mental health including community mental health cen-
ters, public and alternative schools, co-occurring disorder programs, day hospitals 
for outpatient treatment, inpatient psychiatric hospitals, inclusive recreation pro-
grams, residential living facilities, nature-based recreation programs, and addiction 
recovery centers. 

In the United States, recreational therapists at a minimum must have a bach-
elor’s degree in recreational therapy or a related field. 5 Anatomy and physiology, 
assessment, salient characteristics of illness and disabilities, medical terminology, 
the therapeutic process, and 560 hours of fieldwork are required courses. 6 The Cer-
tified Therapeutic Recreation Specialist (CTRS) is the required certification for rec-
reational therapists by NCTRC and shows that the recreational therapist has 
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passed an all-encompassing national certification exam demonstrating extensive 
knowledge and skill-based training in core therapy skills (assessment, planning, im-
plementation, documentation, and evaluation), a team-oriented approach to care de-
livery, and training in group processes.5 The CTRS credential is required for prac-
tice as a recreational therapist in Veterans Affairs 7 and designated as the accepted 
certification for recreational therapists by the Centers for Medicare and Medicaid 
Services Federal guidelines for skilled nursing facilities. Ethical conduct is man-
dated by the professional organization, the American Therapeutic Recreation Asso-
ciation (ATRA)’s code of ethics, and quality indicators of RT practice are supported 
by the ATRA Standards of Practice. 

Research has shown the effectiveness of recreational therapy services for mental 
health outcomes. Through recreational therapy interventions, youth with mental 
health challenges saw increases in health-related quality of life 8, positive changes 
in their perceived self-esteem 9, and decreases in feelings of social isolation and lone-
liness. 10 Through outdoor adventure interventions, recreational therapists also 
helped some young people with substance abuse disorder and post-traumatic stress 
disorder to learn effective strategies for their personal recovery. 11 

To better explain the role of RT, we have provided some examples of recreational 
therapy services specific to adolescents with mental health conditions: 

• A recreational therapist in Virginia works at a residential treatment cen-
ter for adolescents with mental health diagnoses. Utilizing stress man-
agement interventions like guided imagery, progressive muscle relax-
ation, Tai Chi, and yoga, recreational therapy services help adolescents 
reach goals like decreasing symptoms of depression and anxiety while in-
creasing self-confidence and personal grounding. 

• Another recreational therapist works in a school in New Mexico with high 
school students with intellectual and developmental disabilities (IDD) 
who are experiencing increased anxiety during COVID–19. Recreational 
therapy services help the students cope with feelings of fear, worry, and 
hopelessness through after-school, group therapy sessions for teaching 
emotional identification, coping skills, and adjustment strategies to navi-
gate their ever-changing daily schedules. 

• Last, a recreation therapist in Colorado utilizes nature-based, adventure 
therapy interventions for adolescents with mental health diagnoses. 
Goals of improving adolescents’ self-confidence, problem-solving skills, 
and sense of community are achieved through outcomes-based, rec-
reational therapy modalities that include kayaking, rock climbing, high 
and low ropes courses, and wilderness hiking. 

Conclusion 

ATRA is supportive of Congress’ work to address the mental health crisis and ap-
preciates the opportunity to provide written testimony. As Congress continues to 
consider legislative opportunities to address the mental health crisis, we 
ask that recreational therapists be included in any legislative language to 
support efforts to reduce stress, anxiety, and depression among youth, ado-
lescents and adults. We welcome the opportunity to speak with you more about 
what RT is, and how it can help in responding to the mental health emergency. 
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Please do not hesitate to contact the American Therapeutic Recreation Association 
(ATRA) directly Brent Wolfe, ATRA Executive Director, at brent@atra-online.com. 

Sincerely, 
BRENT WOLFE, 
on behalf of ATRA. 

CHILDREN’S HOSPITAL ASSOCIATION, 
May 17, 2023. 

Senator ED MARKEY, Chairman, 
Senator ROGER MARSHALL, Ranking Member, 
U.S. Senate Committee on Health, Education, Labor, and Pensions, 
Subcommittee on Primary Health and Retirement Security, 
428 Dirksen Senate Office Building, 
Washington, DC. 20510. 

DEAR CHAIRMAN MARKEY AND RANKING MEMBER MARSHALL: 
On behalf of the nation’s children’s hospitals and the children and families we 

serve, thank you for holding this hearing, ‘‘A Crisis in Mental Health and Substance 
Abuse Disorder Care: Closing Gaps in Access by Bringing Care and Prevention to 
Communities.’’ We appreciate your leadership on this issue and look forward to 
working together to ensure that Federal programs are tailored to meet the unique 
needs of children, adolescents and the pediatric provider community proudly com-
mitted to serving them. We appreciate the work Congress has done to date to ad-
dress the national children’s mental health crisis; however, more Federal support 
and attention is urgently needed to meaningfully impact the troubling trajectory for 
our Nation’s children. 

Children’s Hospital Association represents more than 220 children’s hospitals na-
tionwide, dedicated to the health and well-being of our Nation’s children through 
innovations in the quality, cost, and delivery of care. Children’s hospitals serve as 
a vital safety net for all children across the country regardless of insurance status, 
including those that are uninsured, underinsured and enrolled in Medicaid, the sin-
gle largest payer of mental health services for children. As essential providers dedi-
cated to providing the highest quality pediatric care, children’s hospitals look for-
ward to working with you to address the crisis in mental health facing America’s 
children. 

Prior to the pandemic, trends in child and adolescent mental health were wor-
rying, as mental health symptoms increased among children, and many did not re-
ceive needed care. The stressors of the pandemic on families and children have 
worsened these trends significantly. Concerning evidence of the crisis: 

• 1 in 5 children and adolescents experience a mental health condition in 
a given year. 1 

• In 2021, 29 percent of teens reported experiencing poor mental health, 
while 4 in 10 reported feeling persistent sadness or hopelessness. Teen 
girls were twice as likely (57 percent) to report persistent sadness. 2 

• 1 in 5 high school students contemplated suicide and 1 in 10 attempted 
suicide one or more times. 3 

• Suicide is the second leading cause of death for youth and young adults 
between the ages of 10 and 24. 4 

An increased demand for mental health services across the continuum of care for 
children, but particularly for children in crisis, has stressed already inadequate and 
under-resourced systems, leaving far too many children waiting for needed mental 
and behavioral health care, frequently ‘‘boarding’’ in emergency departments until 
an appropriate placement becomes available. As compared to pre-pandemic, 84 per-
cent of hospitals report boarding more children and youth and 75 percent report 
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longer boarding stays. 5 As we emerge from the public health emergency, the trou-
bling trends continue with large numbers of children and youth languishing in hos-
pital emergency departments waiting for access to needed care. 

This crisis in boarding is also reflection of inadequacies within our Nation’s pedi-
atric mental health system, which is fragmented and insufficiently supported, too 
often resulting in delayed care. For many children, their mental health conditions 
can be managed with less intensive treatment, such as outpatient therapy and 
medication management through primary care, yet children’s mental health condi-
tions often go unidentified and untreated. Nearly 60 percent of children and youth 
with major depression are not receiving care and it is common for several years to 
pass between when symptoms first appear and treatment begins. 6 To prevent the 
children’s mental health crisis from continuing we need to do a better job of pro-
viding access to needed services across the continuum of care, beginning as early 
as possible and ideally before children reach a point of crisis. 

As you consider changes to existing programs and contemplate new initiatives, it 
is critical to examine how these changes affect the pediatric population. The impor-
tance of investing in services and supports that promote timely access to necessary 
pediatric mental health care cannot be overstated. Current Federal programs are es-
sential and yet remain insufficient to meet the severity of this compounding na-
tional crisis in children’s mental health. We look forward to partnering with you as 
you work to implement programmatic improvements and address the continued 
mental, emotional, and behavioral health needs of children across the country. 

As the Senate HELP Committee moves forward, we urge you to prioritize: 
• Creating new programs and investments meeting the needs of children 

and youth. 
• Refining existing programs and increasing support to ensure that they 

are intentionally designed to meet the unique needs of children and ado-
lescents and ensure access to services as early as possible. 

• Increasing and targeting investments to support the recruitment, train-
ing, retention, and professional development of a diverse clinical and non- 
clinical pediatric workforce. 

New Tailored Investments to Meaningfully Address the Crisis 

Within HHS, there are several programs that focus on mental health broadly and 
some that focus on children specifically. These are important programs that play a 
role in meeting children’s needs, but more is desperately needed. There are a num-
ber of programs that aim to improve children’s access to evidence-based treatment 
for mental health conditions, yet they do not go far enough to address the wide-
spread and unmet needs of children. Both the creation of new initiatives and en-
hancements to existing programs will be needed to adequately address the growing 
crisis in child and adolescent mental health. 

At the core of a strong pediatric mental health care delivery system is a strong, 
interconnected network of pediatric health providers and supportive services that 
are available to deliver high-quality, developmentally appropriate mental and be-
havioral health care. Building a strong system of care starts with ensuring that chil-
dren are able to access services in the settings where they are such as: early learn-
ing and childcare settings, schools, their pediatrician’s office, community settings 
and emergency departments. A truly comprehensive approach must include the full 
continuum of clinical and non-clinical health services and supports that encompass 
promotion and prevention, early intervention and treatment. In too many commu-
nities, there are few local options for children in need of mental health treatment 
and investment is urgently needed to scale up services and support for the pediatric 
population. 

Given the workforce shortages within pediatric mental health professions, the im-
portance of innovative approaches to utilizing our current workforce, such as 
through integrated care, and support for enhanced care coordination are paramount. 
When children’s and adolescents’ mental health needs are significant enough to re-
quire services outside of schools and community-based outpatient settings, it is crit-
ical that they are delivered in appropriate settings designed for them and staffed 
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7 Workforce Maps by State (aacap.org), American Academy of Child and Adolescent Psychi-
atry. 

8 ‘‘Supply of Child and Adolescent Behavioral Health Providers.’’ University of Michigan Be-
havioral Health Workforce Research Center. July, 2020. 

by professionals with pediatric expertise. Children’s hospitals have seen a growing 
demand for inpatient psychiatric care, as well as step down levels of care including 
partial hospitalization, day hospitals and intensive outpatient services. Unfortu-
nately, there are too few of these services designed specifically for children, adoles-
cents, and young adults, which results in significant delays in care and contributes 
to mental health boarding. 

While investing in upstream mental health promotion, prevention, early identi-
fication and intervention for children is critical, including to prevent conditions from 
worsening to the point of crisis, we also need to ensure that there are appropriate 
treatment options across the full continuum of care for children and adolescents who 
need them. We urge Congress to provide resources to support efforts to scale up in-
patient care capacity, including costs associated with the conversion of general beds 
to accommodate mental health patients, as well as to support the development of 
intermediate levels of care such as partial hospitalization, day programs, intensive 
outpatient services and crisis response and stabilization services which are designed 
to support families and divert children from emergency departments. 

To better support the continuum of care, we strongly support legislation intro-
duced last year by Sens. Casey and Cassidy entitled, Health Care Capacity for Pedi-
atric Mental Health Act of 2022. The bill focused on children and would improve 
access to community-based services and supports, support training to enhance the 
workforce and invest in mental health infrastructure. Similar bipartisan legislation 
has been introduced in the House this year, H.R. 2412, the Helping Children Cope 
Act, which would provide grants to children’s hospitals and other providers to in-
crease their capacity to provide pediatric mental health services such as those de-
scribed above. We would like to see policies like these enacted this year to address 
the serious gaps children and youth experience when attempting to access mental 
health services. We understand it is challenging to create new programs and dedi-
cate spending but the level of the crisis and longstanding impacts for children and 
families and our Nation warrant the new dedicated investments. 

Refining Existing Programs to Better Work for Children and Youth 

The Community Mental Health Services Block Grant. The Community Men-
tal Health Services Block Grant, frequently called the Mental Health Block Grant, 
supports state mental health agencies to provide comprehensive community mental 
health services and investments in evidence-based prevention for adults with severe 
mental illness or children with serious emotional disturbances (SED). The param-
eters of the funding as currently written focus on children with SED, making it dif-
ficult to spread funds to broader activities, such as evidence-based prevention efforts 
or mental health services for children whose needs do not reach the threshold of a 
serious emotional disturbance or have not yet been diagnosed. We strongly support 
a set-aside within this block grant for prevention and early intervention, to ensure 
that these Federal dollars can be used by states to expand early intervention and 
prevention services, especially with children and teens. A similar provision was in-
cluded in the Mental Health Reform Reauthorization Act of 2022, led by Senators 
Cassidy and Murphy last Congress, and received bipartisan support. 

Support for Children’s Mental Health Workforce. Congress must address the 
urgent need to relieve pressure on the existing pediatric mental health workforce, 
as well as invest in its long-term expansion across disciplines to meet the ongoing 
and growing mental health needs of our children. Pediatric mental health workforce 
shortages are persistent and projected to increase over time. Nationally, there are 
approximately 10,500 7 practicing child and adolescent psychiatrists and only 5.4 
clinical child and adolescent psychologists per 100,000 children 18 years of age and 
younger, far fewer than needed to meet the existing and increasing demand. 8 Short-
ages also exist for other vital pediatric mental health specialties critical to improv-
ing early identification and intervention for children with mental health needs. Ad-
ditionally, racial and ethnic minority providers are under-represented across many 
mental health professions, which can be an added burden on racial and ethnic mi-
nority communities who already face inequitable access to care. More dedicated sup-
port for a larger and more diverse pediatric workforce is critical to addressing chil-
dren’s mental health needs now and into the future. 
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Congress can take several immediate steps to address the current and ongoing 
mental health workforce shortage. 

Loan forgiveness for pediatric mental health providers. Existing loan for-
giveness programs can be difficult for pediatric specialty providers to access. We 
support robust funding for the Pediatric Subspecialty Loan Repayment Program, 
which would provide loan forgiveness for pediatric subspecialists, including mental 
health providers practicing in underserved areas. While we were glad to see the pro-
gram received increased funding in fiscal year 2023, we strongly encourage a larger 
investment of at least $30 million, to support the pediatric subspecialty workforce 
and improve longstanding shortages. Additionally, we support S. 462, the Mental 
Health Professionals Workforce Shortage Loan Repayment Program Act, a bipar-
tisan bill which would extend loan repayment to mental health providers across a 
wider array of mental health professional fields, who serve in areas with shortages 
of mental health professionals. We look forward to working with you to identify real-
istic and effective immediate solutions to support and retain a diverse national pedi-
atric mental health workforce. 

Children’s Hospitals Graduate Medical Education (CHGME) program. Pe-
diatricians build strong relationships with families and can play a critical role in 
identifying children with mental and behavioral health needs earlier, before more 
serious issues emerge. The CHGME program supports the training of more than 
half of the nation’s pediatric physician workforce and is essential to the continued 
access of children to needed pediatric specialists, including developmental pediatri-
cians and child adolescent psychiatrists. However, CHGME represents only 2 per-
cent of the total Federal spending on GME. These funding shortfalls must be fi-
nanced by children’s hospitals’ child-patient care operations and are a key contrib-
utor to the overall pediatric workforce shortage. We appreciated the fiscal year 2023 
funding level but would encourage Congress to consider a higher overall appropria-
tions level for fiscal year 2024 to reduce the growing and unsustainable gap between 
other federally funded training programs and CHGME and a bipartisan reauthoriza-
tion of the program this year supporting the existing goals to secure the future pedi-
atric physician workforce. 

Project AWARE. SAMHSA’s Project AWARE—Advancing Wellness and Resil-
iency in Education, supports partnerships between State Mental Health Agencies 
and State Educational Agencies to expand programs which improve mental wellness 
and mental health awareness in schools. The program provides funding to develop 
school-based mental health programs and training for school-based professionals. 
Given the increased need for early intervention services, and the effectiveness of the 
existing program we support the Mental Health Services for Students Act, led by 
Senator Tina Smith and Rep. Grace Napolitano in the 117th Congress. This legisla-
tion would provide competitive grants for local education agencies to bring in onsite 
mental health professionals, improving children’s access to mental health services 
at schools across the country. School partnerships with local mental health pro-
viders, including children’s hospitals, facilitate early identification and intervention 
to improve mental health outcomes for school-aged children and teens. 

Pediatric Mental Health Care Access Grants. The Pediatric Mental Health 
Care Access program is administered through HRSA with the goal of improving ac-
cess to quality health care services through supporting the development of pediatric 
mental health care telehealth access programs or support existing programs. We 
were pleased to see the program reauthorized in the Bipartisan Safer Communities 
Act last year and we look forward to seeing how the program’s expansion into more 
sites, including emergency departments and schools, progresses. Integrated care, in-
cluding through telehealth consultation supported by this program, can improve 
identification of mental and behavioral health needs in children and streamline con-
nections to care. While this program provides critical support to pediatricians, ena-
bling them to treat some mental health conditions within primary care, we know 
that greater investment is needed in pediatric care integration. Integrating mental 
health with primary care, including through colocation of mental health providers, 
has been shown to substantially expand access to mental health professionals and 
increase children’s utilization of behavioral health services. 

Thank you again for your commitment to improving the mental and behavioral 
health care delivery system for children and adults. Children’s hospitals and their 
affiliated providers stand ready to partner with you as you continue your work. 
Children need your help now. 

With questions or for more information on Children’s Hospital Association’s men-
tal health policy recommendations, please contact Vice President of Policy, Aimee 
Ossman, or Director of Federal Affairs, Cynthia Whitney. 
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[Whereupon, at 11:17 a.m., the hearing was adjourned.] 
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