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I would like to thank Chairman Leahy, Ranking Member Grassley, and other distinguished Members of 
the Judiciary Committee for this opportunity to provide testimony on the growing opiate and heroin 
crisis facing Vermont and the nation, and the work Vermont is doing right now to meet this challenge.  

Vermont’s economy is rebounding from the worst national recession since the depression. Our 
unemployment rate is among the lowest in the nation, companies are expanding, and home values are 
on the rise. Vermont is one of the safest states in the country, leads the nation in high school graduation 
rates, consistently ranks among the top states for health, exercise, and other measures of well-being, 
and is poised to expand our already-admirable early childhood education programs statewide. 

We are also a state where neighbors know each other and care for each other. We are proud of our 
work ethic, our commitment to strong local communities, and the remarkable quality of life that draws 
employers, new residents, and visitors alike.  

But Vermont is not immune to the challenges facing other states.  In my judgment, the greatest threat 
to Vermont’s strong future is the rising tide of drug addiction and related crime that is being felt here 
and nationally.  

Across this country, heroin use rose 79 percent from 2007 to 2012, with 81 percent of first-time heroin 
users moving from abusing prescription drugs. Heroin overdoses claim more than 3,000 lives annually 
across this country, a number that is climbing. In Vermont, we have seen a nearly 260% increase in 
people receiving heroin treatment since 2000, nearly 40% in just the past year. There have been twice as 
many federal indictments against heroin dealers here in 2013 than in the prior two years, and nearly 
double the deaths from heroin and opioids last year as we had in the entire preceding year.   

For those reasons, I chose to devote my annual State of the State address to not just acknowledging the 
threat, but more importantly outlining my own proposals for preventing and treating addiction, 
toughening laws to keep big-time dealers out of Vermont, and ensuring our families are healthy and our 
communities safer. 

In short, I say to you today that law enforcement alone cannot stem this dangerous tide. Until we 
acknowledge that addiction is an illness, no different than heart disease or diabetes, we will never 
reverse those damaging and deadly statistics.  



 

Today you will hear from others who are on the front lines of this battle, and I appreciate your attention 
to their ideas for tackling this crisis. For too long we have nibbled around the edges of this problem, 
rather than pursuing a comprehensive plan for moving forward. 

I called for expanding staffing and space at backlogged treatment centers to ensure every addict has 
access to help stay clean; increasing programs through use of state and federal funding for substance 
abuse and mental health treatment services for Reach Up recipients; programs to keep more addicts in 
treatment and out of expensive jail cells where appropriate; high-quality early education programs to 
help young Vermonters get the best start on life possible, avoiding the pitfalls of addiction; tougher 
sentencing for big-time drug dealers to send a clear message that Vermont is not open for business; and 
much more. 

We know this makes sense both morally and economically.  In fact, a jail cell costs taxpayers more 
than $1,000 weekly, while out-patient treatment costs $136.  Spending money on early education so 
that kids get a strong start and avoid the hopelessness and lack of opportunity that often leads to 
addiction will help reduce money spent putting lives back together after addiction has taken hold. 
I believe Vermont’s comprehensive approach, which involves the treatment and medical community, 
judiciary, law enforcement, schools, community groups, and many others, should serve as a national 
model. I continue to believe that the best prevention is a great education, solid jobs, a thriving economy, 
and a good quality of life. 

Vermont State Police Director Col. Thomas L’Esperance will testify to the vital role law enforcement 
plays in this effort, and I join the Colonel in thanking Sen. Leahy for helping secure the funding needed 
for our effective Drug Task Force. Vermont Health Commissioner Dr. Harry Chen will testify to the crucial 
need for prevention and treatment. Your committee is in Rutland today because of the remarkable 
progress members of this community, working together, have made in driving out drug crime and 
ensuring treatment and compassion are available for their neighbors who suffer from the disease of 
addiction. 

Vermonters are every level are involved in the battle against addiction and the problems it brings into 
our homes, workplaces and communities.  I want to thank all of those here today and elsewhere in 
Vermont who are working with those of us at the state and federal level who are committed to getting 
this right for Vermont. 

I especially want to thank Sen. Leahy for bringing the Judiciary Committee to his home state today. 
Acknowledging this problem and talking about it candidly is critical. For too long the stigma and shame 
of addiction has stifled our discussions and therefore any real progress. I also appreciate the recognition 
that, just as Rutland has taken a unique, community-based  path to preserve its quality of life, 
Vermont’s  comprehensive approach to battling addiction can serve as a model for neighborhoods, cities 
and states – urban and rural – across the nation.  

Thank you for your time.  

 
 

 



Dear Senator Leahy, 
 
First, I would like to thank you for being an advocate for health in Vermont, particularly with 
regards to substance abuse prevention. Although I do work for public health, I am writing this letter 
solely as a citizen of Vermont and not a representative of my employer. 
 
I am very concerned about the recent images that have portrayed Vermont as the "Heroin Capital of 
the US". A 14 year old friend of mine told me this weekend that Vermont has the highest rate of 
heroin use in the country. 
This inaccurate messaging is harmful because it can socially norm the abuse of a substance if you 
believe "everyone is doing it". 
 
Vermont actually ranks #41 in Heroin use (breakdown of NSDUH data in 2012). Our Youth Risk 
Behavior Survey just released in January also shows a decrease of heroin use and the only drugs 
increasing in use are marijuana and stimulants. 
 
Heroin use in Vermont is at less than 1% (VT prevalence (2011-2012) = 0.07% while US prevalence 
is 0.25%)- NSDUH 
 
 While it is true our treatment rates have increased in the past decade, that is mostly due to 
Vermont offering better treatment options for opiate abusers (methadone and suboxone). This 
increase in treatment does not equate to an increase in use/abuse and this fact is getting 
misrepresented on many important levels. 
 
I also think more treatment is needed for all drugs of abuse, not just opiates, and that treatment 
needs to be more available for all populations, particularly adolescents. Singling out opiates is like 
going to the bottom of the water fall instead of starting at the top and preventing people from going 
in the river at all. 
 
 
While I agree that opiate abuse is a concern, we have the highest rates of alcohol, marijuana and 
cocaine use in the country and yet, we are doing little to make the connection between the use of 
these substances and opiates. We also are doing little to address marijuana or cocaine as a state. We 
cannot simultaneously be addressing the opiate issue while preparing to legalize marijuana, and 
not understand the connection. Early onset use of any substance contributes down the line to the 
opiate concerns in Vermont. 
 
As mentioned earlier, our YRBS, BRFSS and NSDUH data all show improvement across the state in 
prevalence rates, yet this fact has been overshadowed since the State of the State portrayed 
Vermont as it did. 
 
Vermont scored 10 out of 10 on a Robert Wood Johnson report in implementing prevention 
strategies for prescription drug abuse. We ranked 
#1 in the country for our efforts as mentioned here: 
http://healthyamericans.org/reports/drugabuse2013/release.php?stateid=VT. 
 
I encourage members of this hearing to deeply review all the data we have in the state in order to 
best assess the use of limited funds to address these issues and to continue to implement research 
based prevention, intervention, treatment and recovery. We know what works well in prevention 
for example, and our numbers in Vermont show we are making a difference. 

http://healthyamericans.org/reports/drugabuse2013/release.php?stateid=VT�


 
Thanks, Robin Rieske 
Brattleboro, VT  
 



My name is Nancy Corsones.  I have been a trial court judge in Vermont since January of 1997.  I 
will be unable to attend the public hearing on March 17 given my work obligations in the Bennington 
Criminal Division.  However, I wanted to write to first thank Senator Leahy for his steadfast commitment 
to combatting the scourge of substance abuse and drug related crime in our community.  Over a decade 
ago, Senator Leahy was instrumental in securing a $500,000 grant to fund Vermont’s first federally 
funded treatment court in the Rutland Criminal Court.  Together with the ongoing support of the 
Vermont Legislature, and many community and government partners, the Rutland County Treatment 
Court remains a vital resource in our community response to addiction and crime. The drug court 
treatment model has expanded to several other counties in our state and is now an integral part of the 
criminal justice system in those counties. 

 
My request is that the drug court treatment model be fully funded, staffed and implemented in 

every county in Vermont.  The concept of therapeutic jurisprudence in the form of treatment court has 
proven its value in Rutland,  Chittenden, Windsor and Washington Counties over the last decade. Yet, if 
we don’t make a treatment court model available in every county, we are running the risk of having a 
two tiered justice system in response to drug related crime.  Those defendants who reside in a county 
with a treatment court have access to a far more coordinated, informed, thoughtful and successful 
response to their criminal conduct than  do defendants who live in counties which don’t have the 
money, staff and other resources which are vitally necessary in order to implement a successful court 
response to addiction driven crime.  I am very concerned about the inherent disparities which result 
from the lack of a coordinated statewide treatment court docket. 

 
Certainly the statewide implementation of treatment court requires substantial expenditures of 

money, time and staff.  Many counties in our state do not currently have adequate judicial and other 
court resources to promptly and successfully respond to drug related crime, much less do these counties 
have adequate addiction treatment resources.  The demand is great and we cannot underestimate the 
investment which will be required to successfully implement and manage treatment dockets state wide. 
However, the cost of implementing a treatment docket in each county must be balanced against the 
current  staggering costs of addiction, crime and recidivism. We in Vermont have consistently proven 
that treatment courts are successful.  Now, every part of the state must have access to the chance to 
successfully respond to drug related crime. 

 
Thank you. 
Nancy Corsones 

 



1)      There are issues where doctors are over prescribing creating addiction.  Why isn’t there a 
national data base that the doctors are required to go to be for prescribing narcotic drugs?  Why 
aren’t police allowed or even a civilian to monitor the data base in Vermont for doctor 
shopping.  Narcotic prescriptions should be limited in amount and the time period they are 
prescribed for.  The doctors should be made accountable for over prescribing with penalties. 
 

2)      Marijuana is considered a gate way drug to other narcotic drugs, why isn’t the federal 
government stepping in on the legalization of marijuana? I find it odd that state and federal 
government are allowing the legalization of marijuana for many different reasons some are as 
follows.  The government has determined that cigarette smoking is hazardous to your health, it 
has been a proven fact that smoking marijuana is 2-3 times worse for you then cigarette 
smoking.  This will be a burden cost to our health care system which the “WORKING” person will 
be paying for, mostly the middle income families.  What’s going to happen with the highway 
safety, workmen’s compensation issue in the work place etc. 
 

3)      Will there be more funding for treatment centers throughout the New England states?  
Currently there are people looking for treatment and there is a delay of days, weeks and even 
months before they can get the treatment  they need. It is crucial that treatment be available 
when it is needed.   
 

4)      It has been determined that whether a person receives treatment in and or out of prison 
basically has the same results.  With this in mind treatment centers should be established in 
Vermont where the process allows for treatment on the outside if criminal charges for 
possession are charges the person has.  Having weekly drug test while they are out receiving 
treatment to make sure that the treatment is working and they are staying off drugs.  If the test 
come back positive, after the first or second time then they are returned to the correctional 
facility to finish out the time for the criminal charge and receive treatment in a secured 
environment. 
 

Just a few of my thoughts on the topic. 
 
Doug 
 
Douglas S Johnston 
Chief of Police 
Springfield Police Department 
201 Clinton Street 
Springfield, Vermont 05156 
Phone # 802-885-2113 
Fax # 802-885-2235 
Douglas.Johnston@state.vt.us 
 

mailto:Douglas.Johnston@state.vt.us�










                            Testimony of Joseph Kraus Before the United States  

                                             Senate Committee on the Judiciary 

                                                            Rutland, Vermont 

                                                              March 17, 2014 

 

My name is Joseph Kraus and I am the Chairman of Project Vision. Thank-you for the 
opportunity to submit written comments on behalf of Project Vision. 

Project Vision is a diverse coalition of over 100 social and health service agencies 
and organizations, schools, colleges, business organizations, the City of Rutland, 
local, county, state and federal probation, parole and law enforcement agencies, 
faith based groups, volunteers and neighbors. We have united to address the drug 
related challenges facing our community with the goal of making Rutland one of the 
healthiest, safest and happiest communities in America.  

The new Chief of Police for the City of Rutland, Vermont, James Baker, initially 
organized our coalition with the enthusiastic support of Mayor Christopher Louras 
and the Board of Aldermen. We came together based on the belief that the 
challenges facing our community and in particular those challenges arising from 
substance abuse, were not going to be resolved simply by making more arrests. 
More specifically, we believed that we needed to address the issues underlying 
substance abuse and the related criminal activity and that our efforts needed to 
include our broader community.  We also believed that meaningful change would 
require a new, comprehensive and more integrated collaboration among the many 
agencies and organizations serving our City.  To facilitate our efforts we have 
formed three teams, each focusing on a major area of concern. Those three areas 
are:  treating addiction and substance abuse, reducing crime and building great 
neighborhoods.  Our primary focus has been the City’s Northwest Neighborhood, 
which has a number of outstanding attributes and also has more than its share of 
challenges.   

Project Vision has two core values. The first is “Collaboration for the greater good” 
which affirms that our goals and objectives transcend those of any particular 
partner.  More importantly, it reflects our belief that by working together we can 
accomplish more than we ever could working alone. Reflecting this value, Project 
Vision has no independent paid staff or support structure. Instead, we rely on the 
resources of our many generous partners. We are very proud of our lean and highly 
efficient organizational structure.  

Our second value is “A renewed focus on the positive- I believe in Rutland.” This 
value is simply a recognition of the fact that the Rutland Region is blessed with an 
array of wonderful attributes and is an exceptional place to live and work.  



Although Project Vision has only been in existence for about a year, we have already 
helped to bring about some significant changes in our community. Perhaps the most 
significant change is the new and exciting commitment to working together to 
address our challenges.  Our silos are starting to crumble.   The best example of this 
is the leadership demonstrated by the Rutland City Police Department in bringing 
together a number of social service organizations, many of which are now co-
located at the Police Department, to help address the many issues underlying 
criminal activity in our community. These issues include, but are not limited to 
mental illness, family dysfunction, poverty and substance abuse. 

 Recognizing the importance of this effort, Chief Baker appointed Captain Scott 
Tucker to serve as Executive Director of Project Vision.  In this capacity Captain 
Tucker coordinates all the activities of the Rutland Police Department and the many 
social agencies now co-located in our Vision Center at the Police Department as well 
as the activities of our numerous partners.  We believe this unprecedented level of 
cooperation and coordination between law enforcement and the social service 
agencies serving our community will bring about meaningful improvement in the 
lives of our citizens and more effective law enforcement. Chief Baker discusses this 
initiative in greater detail in his remarks. 

While the initiatives of the Rutland Police Department are the most notable example 
of a renewed spirit of cooperation within our community, it is certainly not the only 
example. The City’s Northwest Neighborhood currently has 21 vacant or blighted 
buildings, which severely affect the quality of life in the neighborhood. The Rutland 
Redevelopment Authority (RRA), which has historically served as Rutland City’s 
economic development entity, is seeking a $1.25 million dollar grant to demolish, 
restore or replace approximately half of those vacant or blighted structures in the 
next four years. An undertaking of this magnitude goes well beyond the ability of the 
RRA alone. As such, the RRA has partnered with NeighborWorks of Western 
Vermont, a not for profit housing organization and the Housing Trust of Rutland 
County to help them complete this task. It is likely there will be other partners as 
well. This new and exciting partnership will permit us to accomplish so much more 
than we ever could working alone. 

This is only the beginning. We are undertaking an extensive community building 
effort in the Northwest Neighborhood with a variety of initiatives. Those initiatives 
require the close coordination of a number of organizations including the Housing 
Trust of Rutland County, Neighborworks of Western Vermont, The Dream Center 
(created by Linda Justin and her husband Bill), which helps to mentor children and 
families in need, the Vermont Farmers Food Center (otherwise known as the 
Farmers Market), various faith based groups as well as countless volunteers and 
neighbors. Their goal is to make the Neighborhood strong, proud and self-directed. 
It is our hope that this Neighborhood becomes the last place that someone would go 
to sell drugs or engage in illegal activities and the first place someone would look 
when choosing a place to live and raise a family. 



Lastly, as part of Project Vision local health and human service organizations dealing 
with addiction and substance abuse in the greater Rutland area have come together 
to determine what they can do, working in concert, to help address the challenges 
our community faces. These organizations, committed to the health and wellbeing of 
Rutland county residents have given themselves the goal of reducing addiction in 
Rutland County to the lowest level in the State of Vermont in the years ahead. 

These organizations are working more closely than ever to develop strategies to 
increase awareness of, and access to, all the currently available prevention and 
treatment programs. They are asking themselves the hard questions- Where is 
access to treatment a problem? Are there gaps in existing services? Do our services 
overlap? How can we create a system to better support those in need based on 
existing resources? Project Vision has created a conversation and level of 
cooperation that is engaging local organizations to work together to address these 
critical issues in new and different ways. 

We have been able to accomplish much using just the local resources available to us 
and we will succeed even if we have to do it all by ourselves. Our goal has always 
been to achieve the greatest good by more efficiently using the resources that are 
already available in our community.  Fortunately, we have outstanding partners and 
they have been generous with their resources.   

Although we have not devoted much effort to telling our story, almost every week 
some new organization or individual calls to ask what they can do to help and we 
have never turned anyone away.  This is a testament to the many good people who 
call this place home.  We are also fortunate that Governor Shumlin has recognized 
the magnitude of the opiate addiction problem here in Vermont and is supporting 
our efforts with enthusiasm.  It is reassuring to know that we have the support of so 
many. 

We believe that our quintessentially “Vermont” response, which blends strategies 
that have proven effective in other areas with creative local solutions will be 
successful. We are also hopeful that our model can be reproduced in other 
communities across our country that are facing the same challenges.  

We are proud of our great City and thank-you for this opportunity to share with you 
our efforts to make it even better. 

Thank-you. 

Joe Kraus 

 

                                                                                                                                                                                  

 

 



Dustin A. Degree 
St. Albans, Vermont  
 

March 17th, 2014 

Mr. Chairman, Ranking Member Grassley and Members of the Judiciary Committee:  

First, I’d like to thank Chairman Leahy for taking the time to continue this important national 
conversation here in our home state of Vermont. The level of attention opiate addiction has received -- 
both here and across the country -- in the last several months is a welcome sign to those of us who 
understand the dire consequences of continued inaction. 

In some ways, Vermont has taken the lead in the search for solutions. Unfortunately, there is a direct 
correlation between that leadership, and the desperate need for it here in the Green Mountains. Unlike 
any other state, Vermont -- specifically the northwestern corner -- has been cast as the national example 
for the need to better understand and act to reduce opioid abuse. This hearing and others like it give us 
the opportunity to share the countless statistics that show the depth and breadth of this problem. It is 
important data that offers a variety of perspectives and builds a growing understanding of the 
devastating effects of this particular addiction.  

However, while this may be the favored approach of government, this is a problem which will never be 
solved by numbers. Because each of these numbers is attached to a name. Names with faces, families 
and friends. I grew up with them. I went to elementary and high school with them.  I watched them go 
off to college, become adults, start careers and families and then, one by one, watched them lose 
everything.  

I graduated from Bellows Free Academy in St. Albans in 2003. I remember vividly when the recreational 
use of prescription drugs became a part of social culture. I remember the first time I saw a friend chase a 
generic Percocet with a beer at a party. I remember the first time I heard a classmate was using needles 
and heroin and I remember the first time I learned someone I knew had overdosed and died.  

For the past twelve years I’ve watched my community change in ways that I fear may take decades to 
reverse. We’ve seen a steady rise in burglary, petty theft and other property crimes as desperation 
envelopes the addicted in service to a habit that has turned good kids into criminals, neighbors into 
victims and neighborhoods into targets. In my hometown and many others across the state, opioid 
abuse has drastically changed the way we live.  

When I was elected to the Vermont House of Representatives from St. Albans City, I tried to convince 
those in power that prescription drug abuse was the single greatest problem facing my generation of 
Vermonters; that if left unattended it threatened to change the very character of our state. 

Some understood, but too many clung to an antiquated stereotype of habitual drug use and users, a 
flawed perception that this problem is unique to a certain demographic of Vermonters predetermined 
to addiction: the poor or undereducated or those who may lack a positive support system at home.  
However, we know today that this problem is not socioeconomic. It’s not racial or regional. It’s 
universal.  



Even now, there are some who – still – have yet to grasp the vast scope of the problem. We saw it when 
Governor Peter Shumlin devoted his entire State of the State Address to it, leaving some legislators and 
pundits on both sides perplexed as to why he would do such a thing.  

Opioid abuse worth isn’t a single speech. It’s worth 251, given in every community to call on the people 
of our state to begin immediately taking steps toward a resolution.  

We must find a way to ensure that anyone who seeks treatment has the appropriate resources for 
recovery.  

We must find ways to identify and treat those addicts currently in, or entering, the criminal justice 
system. Not doing so is an absolute failure of the state and federal correction systems. Both of which 
must reemphasize rehabilitation in order reduce recidivism.  

We must find better ways for federal, state, county and municipal law enforcement agencies to work 
together to enforce stricter penalties for diversion and sales.  

And we need to build a network of drug take back centers, to reduce the amount of unused opioids, 
which might otherwise end up diverted and abused.  

Finally, we need to remember there is no quick fix and that recovery is a lifelong battle. Our best efforts 
today must be matched tomorrow, and the day after. Our support must be perpetual. My generation 
will forever be tasked with ensuring that the path to recovery, and the support government can give to 
it, is an available reality for all who seek it.  

Mr. Chairman, the fate of so many lies in the work done by this committee, and all others endeavored in 
public service, to find solutions today that will bring light to the darkness opioid addiction has cast upon 
too many Vermonters.  

I readily join in that work with faith and confidence that this, the great battle of my generation, can be 
won.  

My faith lives in the momentum that events just this build toward developing national policies that will 
move us closer to a solution. It lives in the actions of those who have fought through recovery and 
emerged to tell their story and share their experience in hopes of helping others reclaim freedom from 
addiction. And it lives in knowing that Vermonters stand willing and eager to fight for a system that 
ensures better outcomes for those who need help and safer communities for all of us.  

Mr. Chairman, on behalf of my generation, I urge you to act.  

Respectfully submitted,  

Dustin A. Degree  
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Brandon Police Department 
301 Forest Dale Road,  Brandon, VT  05733 

Tel. (802) 247-0222 Fax (802) 247-0221 
Christopher J. Brickell        Chief of Police 

 
 

 
Senator Leahy and members of the Senate Judiciary Committee, I am pleased to be offered the 
opportunity to address the committee and express my gratitude for your efforts to assist rural 
communities in Vermont with the struggles of opiate addiction. 
 
At your recent hearing in Rutland Vermont, you heard of the heartbreaking stories of our citizens and 
families who have suffered with the problem of opiate abuse. It is a reality that we have faced now 
for several years due to the abundance of illegal drugs available from outside Vermont, and the profit 
to be made by those who negatively impact our way of life, our family structure, and the lives of 
Vermonters. We are a small state of hard working resourceful people who have suddenly found 
ourselves with limited answers as to how to help free our family members from this epic problem. 
As a result of this problem, accentuated by recent deaths of our citizens, the law enforcement 
community has looked at ways to collaborate with community partners, educators, substance abuse 
counselors, health care workers, and anyone else that can join together with us to fight this epidemic. 
As stated at your hearing this is a problem that requires the efforts of a variety of services and cannot 
be cured by law enforcement alone. 
 
In my own community of Brandon, our community suffers the same sadness our neighbors in 
Rutland face, on a lesser scale. We too have addiction problems that are tearing our families apart. 
We are a community of proud people who have lost many industrial jobs to the economy over the 
years. A community that struggles economically, that works hard to attract new businesses and 
residents to our town. Our community has invested in our police department to provide safety and 
security to its residents. We have also funded a new recreation department to engage our citizens 
young and old alike to offer opportunity and activities that engage all who live and visit here. Our 
Chamber of Commerce works diligently to reflect the needs of our community while looking for new 
prospective businesses to enrich our town. As hard as we all work to improve on what we have to 
offer, there continues to be the underlying deterioration of the fabric we are constantly trying to 
improve upon. 
 
As the Chief of Police in this great community, I struggle with the same problems most law 
enforcement officers in Vermont face. Budgeting, personnel retention, and funding opportunities to 
assist us in our mission of providing a safe healthy community, while trying to assist those with 
substance abuse problems by directing them towards a more productive and healthy life through 
treatment. As you know from your visit to Rutland County, a new methadone clinic has recently 
opened, and as helpful as it may be, it can barely address the needs of those who need its services. As 
a Chief of Police with limited resources it is imperative that I partner with members of the Vermont 
Drug Task Force and other federal partners such as the DEA and ATF. Our federal prosecutors 
offices have done an outstanding job of prosecuting those who traffic in illegal drug activity and 
profit from the downfall of our neighborhoods. We are thankful to all of these partners for their 
support. 
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While we are not ashamed to ask for assistance from others, we are continually reminded that not 
just our community, but many others in Vermont are asking for the same assistance. Funding for the 
Vermont Drug Task Force has been reduced over the years to the point that investigators within the 
task force are stretched to their limits working to assist all of the agencies requesting their help. 
Without their assistance, I am unable to combat the sales of illegal drugs such as cocaine and heroin 
in my community as a result of a lack of personnel and the financial resources needed to protect the 
members of my community from the influx of these illegal drugs. I respectfully ask all members of 
the Judiciary Committee to think about their own neighborhoods and communities. I am certain that 
you all care deeply, and want what would best serve your own communities. I ask only that you hear 
our calls for assistance, and understand that while we all will continue to work collaboratively to 
address the issues we face here in Vermont, a key component of the solution lies with law 
enforcement. Without the necessary means to investigate and prosecute those who infect our 
communities by trafficking illegal drugs, we are simply treading water. We need whatever resources 
can be made available to help us retain our way of life that we cherish, and will work diligently to 
utilize those resources with evidence based solutions.  
 
Honorable members of the Senate Judiciary Committee, I thank you personally for the opportunity to 
provide testimony and to Senator Leahy personally for his leadership and his true connection to 
Vermonters. 
 
Thank you, 

 
Christopher Brickell 
Chief of Police 
 
 
 
 
 
 
 
 
 
 
 



My son Michael had a knee injury almost ten years ago, he was 21 years old. He was living in the 
North East Kingdom.  At the time, I was not overly concerned since he reported that he was going to 
physical therapy and was given medication for the pain. He was prescribed OxyContin. I had not 
heard of the medication but was happy that he was doing well and would make a full recovery. 
Michael was prescribed OxyContin for 6 months. 
 
After Michael's recovery from his knee, he moved to Addison County. Michael worked construction 
full time, getting married and buying a home.  During these years, I was so proud of him. He seemed 
happy, hiking, camping and snow shoeing and playing his guitar during his free time. His wife 
divorced him after 8 months. He continued to work but was showing signs of depression. I had 
asked him to see a counselor to help him get over his depression or maybe he needed an 
antidepressant. He said he was doing okay but was having a hard time making it financially since he 
was now responsible for his house and truck payment. I suggested getting roommates to help out 
with the bills until he made a decision on what to do with his house. In the time frame of 
approximately a year, I and my husband helped Michael financially. He always seemed broke even 
though he was working and had roommates living with him supposedly helping him with bills. 
Michael also lost weight. He went from weighing 210 pounds down to 145 pounds, he was skin and 
bones. I had made appointments for him at the open door clinic here is Addison county because I 
thought he must have some illness or cancer. Michael continued to work and said he was fine. He 
would come to family functions and be half asleep in the chair, not playing basketball with his 
cousin or visiting with other family members. At this time I still had no idea of what was going on. 
At the end of the year, Labor Day week-end, Michael and his girlfriend at the time, went for the 
week-end to visit his sister in Saint Johnsbury. His sister called me on that Saturday and told me 
Michael was taking drugs. She searched his knapsack while he was sleeping and found pills, then 
used pill identifier to find out it was Suboxone. Why was he taking Suboxone? She said he was 
addicted to pain medication. I called Michael and told him he needed to meet me on Sunday, alone 
when he got back from seeing his sister. He met my husband (his step father) and me on Sunday 
afternoon and we asked him to tell us what is going on? He said that he had been taking pain 
medication and was addicted to it. He said that he had tried to stop but couldn't. He also said that he 
had been using heroin because it was cheaper than buying OxyContin on the streets and he was 
buying Suboxone to try and get off heroin. In his words, "Nobody wants to be a heroin addict." He 
agreed to go into treatment and that's when the process took longer than I would have ever 
thought. He called tow treatment centers each afternoon after work with me (I wanted to make 
sure he was making the calls) He had to tell his history of drug abuse which started with the 
OxyContin for his knee ten years ago. 
 
He talked of his use of using oxytocin recreational occasionally. He told them of his heroin use and 
attempts to quit. He was on a waiting list that could be 6 months long. He was supposed to call daily 
and they would note that he was still on the waiting list to get in. In the meantime I was extremely 
emotional. As a parent, questioning why did I not see the signs? I spent hours on the computer 
educating myself self on heroin and opiate addiction, signs and treatment. On September 19th, 
Michael moved away to his sister’s, away from all of his connections for drugs in Addison County, 
leaving his roommates at his house (they too were heroin and opiate users). We tried to get them 
out since they were not paying rent and did not have a lease. The police would not kick them out, 
what a mess, but that is another whole story.  
 
Michael went through withdrawal at his sister home and she was able to get him into the BART 
program. This meant that he was treated with a prescription of Suboxone and had random drug 
tests to make sure that he was not taking other drugs. He did very well with the program and was 
back to work in Middlebury and had plans to keep his home. He also came back with a new 



girlfriend who had a past of drug abuse but had been clean for two years (at least that is what she 
claimed). Michael would drive up to the BART program once every two weeks for his prescription 
and random drug test. 
 
After a year and a half he was discharged from that program because his girlfriend stole his 
prescription and he started buying prescriptions on the street again. A relapse and, with the 
information that I have read, it is not unusual for this to happen. He again moved to the Northeast 
Kingdom to get away from drugs and start over. He found a job and was working 65 hours a week; 
remember 15 hours is at time and a half and buying drugs off the street. 
 
This lasted from March 2013 until October 2013. As of October he is clean at least he has said he is. 
He sees a psychiatrist once a week to treat his depression and addictive behavior.   This is a long 
uphill battle for my son and our family. Since finding out about Michael's addiction to opiates and 
heroin, we have learned that many of our friends and neighbors have experienced drug issues in 
their families with their adult children. 
 
I don't have a solution but something has to change. I think that doctors have to be more aware of 
what they are prescribing for pain medication, especially to a young adult.  I strongly believe that 
teens need to be educated on the seriousness of even taking medications on a recreational use. 
Opiates are much more addictive and can lead to heroin if not treated. I really do agree with my son 
that once a person is addicted to opiates that they want to stop but can't without some sort of 
treatment, maybe a combination of Suboxone and therapy. It is common knowledge that there is a 
crack house here in Addison County, I am sure the police are aware of it, but what good would it do 
to arrest these people if there is not a place to put them. I am sure that these users want help too. I 
really believe that having treatment available when people seek help is important. I don't know 
how long the wait list is for treatment but as I said earlier, it was a six month wait to get in 4 years 
ago. When Michael was in the BART program he was able to work full time and contribute to 
society and I think that is important component of the recovery process. 
 
Thank you for listening.  
 
Donna Quesnel 
 



Senator Patrick Leahy  
US Senate Judiciary Committee 
opiod_hearing@judiciary-dem.senate.gov 
 
Re: Hearing on “Community Solutions to Breaking the Cycle of Heroin and Opioid Addiction” 
 
Dear Sen. Leahy & Committee Members: 
 
To begin, I thank you both personally and professionally for taking the time to address this vital 
concern to our community, state and nation.  We have certainly seen the effects that drug 
addiction has had on our community and know that it is going to take a lot of effort to reverse 
the disturbing trend we’ve seen over the past several years.  Even in rural Addison County we 
have seen increases in crime including drug trafficking, theft and breaking and entering in 
secluded neighborhoods where residents have not had to even keep their doors locked in the 
past.  Our local and state police have done a tremendous job investigating these crimes and 
have made many arrests resulting from these investigations getting criminals and drugs off our 
streets.  Of course, law enforcement is only one piece of the puzzle that needs to be in place 
to sufficiently address the concerns of addiction and we will never “arrest our way out of this 
problem”.  
 
Boys & Girls Club of Greater Vergennes has been a leader in Addison County’s community 
prevention efforts over the past decade.  The Club is a local, community based organization 
that has served youth and families of our community since the summer of 1999 with after 
school recreation and youth development programs and activities.   
 
The Club has played an active role in alcohol, tobacco and other drug prevention in Vergennes 
and Addison County since 2004 when the organization partnered with ANWSU to apply for 
(and received) Vermont Department of Health’s (VDH) New Directions Grant.  Implementation 
of this program supported student led prevention efforts in all ANWSU schools and the Club’s 
offering of evidence based prevention programming to elementary and middle school students 
during the school day.  This grant also allowed Vergennes to make a strong presence in the 
Addison County prevention community, with staff from the Club regularly attending county wide 
meetings and activities. 
 
In 2007, the Club continued its prevention efforts with the award of a Strategic Prevention 
Framework (SPF) grant from VDH.  This award was intended to make a “population based” 
impact on underage drinking and high risk drinking in our community.  The Club was able to 
implement a variety of projects during the three year grant program that involved youth in 
prevention efforts, informed parents and adult community members of the dangers of 
underage drinking, increased DUI enforcement efforts and raised public awareness of the risks 
of underage drinking and high risk drinking.  Overall, however, perhaps the best outcome of 
the project was the way it brought different aspects of the community together to focus on 
these issues.  A lasting, collaborative approach to prevention, treatment and enforcement of 
drug and alcohol issues is vital to making any real change in the community.  
 
The Club’s Prevention efforts have continued with VDH funding for a Combined Community 
Prevention Program from 2011 to the present that has enhanced drug and alcohol prevention 
programming by adding financial support for tobacco control and obesity prevention projects.  
This combined effort has allowed us to address all of these issues from a public health 
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perspective that can focus on population level efforts to affect changes in community norms as 
well as individual and family based efforts to promote healthy behaviors and discourage 
harmful choices. 
 
We firmly believe that to effectively address the cycle of heroin and opioid addiction we will 
have to engage in a broad based, community wide effort to attack the problem from all angles 
– enforcement, prevention and treatment.  Strong efforts have been made in all of these areas 
in our community. 
 
Local law enforcement has reached out to local residents to gather information, has utilized 
staff and cooperated with other departments to conduct investigations and have sent a clear 
message through arrests made that drug activity is not welcomed in our community.  
Unfortunately for every individual taken off the street it seems there is another one ready to 
move into their place.  A continued and consistent enforcement response will be necessary to 
continue to address the issues.   
 
Access to treatment for addiction seems to have improved over the past year or two.  Where 
we used to hear of lists of more than 700 people waiting for treatment services, it is my 
understanding that these waiting lists have come way down.  Although Vermont’s “hub & 
spoke” model of accessing treatment, especially medically assisted treatment services, has 
helped many addicted individuals there are still many that struggle to gain access.  There are 
still few doctors in Addison County willing to serve as “spokes” prescribing medication and 
managing treatment for those addicted and the physicians that are able to provide this service 
can only serve a handful of cases while still maintaining their practice and supporting other 
patients.  Travel to “hubs” is also a challenge for addicted individuals.  Public transportation in 
Vermont is limited and for those that cannot afford private transportation an hour long drive to 
a clinic is daunting at best, especially with the regularity required for medically assisted 
addiction treatment. 
 
Prevention is the key to reducing demand for the drug in the first place and simply cannot be 
ignored in addressing the issue.  In our community we see two distinct levels of prevention as 
well – secondary prevention to provide support and encouragement for those in recovery, and 
primary prevention to provide education so individuals never start down the path of opioid 
addiction.  We are fortunate to have a wonderful recovery center in Addison County that has 
been able to implement several programs to provide support for those in recovery including 
peer support and “recovery coaches”. 
 
We have undergone many efforts aimed at primary prevention of opioid addiction in Addison 
County including support for “Drug Take Back Days”, community educational forums, and 
showings of the film “Hungry Hearts” that highlights opioid addiction in Vermont.  We believe 
these educational and prevention efforts are vital to keeping addiction in the forefront of 
people’s minds and to help the general public understand that heroin addiction can very well 
start with that bottle of pills in the medicine cabinet prescribed by your doctor for pain relief. 
 
We also believe that there is a deeper issue at hand that has not received the same attention 
as heroin and opioid addiction over the past few months.  As a youth serving organization, our 
first concern is always how our actions, both positive and negative, have an effect on children 
and what our efforts look like from a child’s eyes.  With this in mind, there are few things as 
damaging to our prevention efforts as the way society deals with alcohol and marijuana.  



Thanks in large part to societal norms around drinking, we see many more young people using 
alcohol than any other substance in Vermont.  Unfortunately use of marijuana is not that far 
behind.  According to the 2013 Youth Risk Behavior Survey, administered to middle and high 
school students every other year by the Vermont Department of Health, we see that alcohol 
and marijuana use among our young people far outweighs the use of heroin and prescription 
drugs.   
 
 
 
 
 
 
 
 
 
From our own research and experience, we know that in many cases this alcohol is provided 
by parents, older siblings and friends that are not aware of all the health risks associated with 
underage drinking.  In the media young people are barraged with alcohol advertising and the 
ubiquitous glorification of drinking and drug use throughout popular culture – movies, 
television, music and of course, endless (virtually unpoliced) videos on YouTube and other 
internet outlets.   
 
This onslaught has not been limited to the entertainment arena either, as it has expanded to 
news reports and government with two states legalizing marijuana and many states talking 
about following suit, including our own Governor who chose to use his State of the State 
address to raise awareness of addiction. 
 
As a result of these factors, we see very accepting attitudes among Vermont’s youth regarding 
substance use.  Again, according to the 2013 Youth Risk Behavior Survey we see that more 
young people believe it is wrong to smoke cigarettes than marijuana and 2/3 of Vermont’s high 
school seniors think that it is ok for them to drink alcohol. 

 
Percent of students who think it's wrong for someone their age to… 

  9th grade 12th grade Total 

Smoking Cigarettes 85% 62% 75% 

Drinking Alcohol 66% 34% 49% 

Smoking Marijuana 71% 45% 57% 
 
Thanks to well-funded prevention efforts under the Master Settlement Agreement with tobacco 
companies and a pubic shift in perception of tobacco we have seen a decrease in favorable 
attitudes around tobacco use and a decline in smoking among both youth and adults over the 
past ten years.  Unfortunately the health concerns about alcohol consumption and marijuana 
use have not been given the same level of awareness and it shows, even among young 
people’s perception of their parents’ attitudes.  In the same 2013 Youth Risk Behavior Survey, 
we see that while high school students still feel that their parents disapprove of substance use 
more than they do themselves, they still perceive more acceptance of alcohol and marijuana 
than tobacco. 
  

Lifetime Substance Use Among VT High School Students in 2013 
  9th grade 12th grade Total 

Marijuana 23% 52% 39% 
Alcohol 41% 74% 59% 
Prescription Pain medication 8% 14% 11% 
Heroin 2% 3% 2% 



Percent of students who think their parents disapprove of… 
  9th grade 12th grade Total 

Smoking Cigarettes 95% 85% 90% 

Drinking Alcohol 84% 60% 74% 

Smoking Marijuana 89% 76% 82% 
 
 
While we would never suggest that we take our eye off the ball that is the opioid addiction 
issue, we believe there is a great disservice being done to our young people if we don’t look at 
these “lower level” drugs as well.  Many people will argue whether or not marijuana and 
alcohol are considered “gateway drugs” that lead to abuse of “harder” drugs, however, one 
cannot really argue that those that do try heroin and prescription medication usually start with 
alcohol and marijuana first. 
 
We have grave concerns that the state and national climate regarding marijuana use and the 
increasing talk of legalizing the drug makes our prevention work even more challenging.  We 
often hear “the war on drugs isn’t working” or “prohibition didn’t work with alcohol” as reasons 
to throw up our hands and regulate the legalization of marijuana.  We believe that giving up is 
not the answer to the problem, but only the start to making our problem worse as it pertains to 
the health and safety concerns we have seen with opiate and heroin addiction. 
 
We need to address all of these public health concerns the same way: 
 

• Strong partnerships with enforcement, treatment and prevention agencies and 
organizations  

• Well-funded efforts to support local and statewide efforts 
• honest and open discussion about the problems we face related to substance use and 

abuse 
 
We believe with a comprehensive effort we can and will have an impact on substance use and 
public health.  Thank you again for your time and attention to this matter and I greatly 
appreciate the opportunity to contribute to the discussion. 
 
Sincerely, 
 
Mike Reiderer 
Executive Director 
Boys & Girls Club of Greater Vergennes 
PO Box 356 
Vergennes, VT 05491 
(802) 877-6344 
bgcvergennes@comcast.net 
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Just recently, the Vermont Department of Public Safety announced it would be equipping 
Vermont State Police Troopers with Narcan as part of a program to help fight this problem.  
While the troopers are spread out around the state, I think there needs to be careful consideration 
about allowing town police departments to have the same access to this medication.  The idea is 
great, and they will probably make a difference, but I suspect the town police departments have 
the potential to have more benefit.  In the town of Wilmington approximately 2 months ago, my 
ambulance service and Wilmington PD responded to an unresponsive subject.  The subject had 
over-dosed on Heroin and was barely breathing.  The Wilmington Police officer had arrived on 
scene a couple minutes prior to our ambulance crew, and had he been able to administer Narcan, 
the patient would have been breathing a couple minutes earlier.  In the end, all worked out and 
the patient survived, but this was a very close call.  Whether the Police standards training council 
or someone administers a program, I think the Narcan distribution needs to be opened up to all 
law enforcement.  I suspect you will see more instances where it would be used by those local 
departments initially, then just VSP. 
 
Thank you. 
 
Bobby 
Bobby Maynard, VT EMT-I ’03, NECEMS I/C, AHA CPR Instructor 
Deerfield Valley Rescue, Inc. – Training Officer, Fulltime Employee 
Vermont EMS District #12 Training Committee Chairperson 
802-464-5557   Office 
802-464-4728   Fax 
802-380-3462   Cell 
www.dvrescue.com 
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March 17, 2014 

To: The Judiciary Committee on Opioid/Heroin Addiction in Rutland, Vermont 

Submitted by:  Madison Akin, parent, school counselor, foster parent from Clarendon, Vermont 

The heroin problem in Rutland is an infectious and insidious issue.  A cure for this problem will be more 
than a cure for Rutland.  Effectively tackling drug addiction in Rutland will create a framework for other 
communities to address the major factors that perpetuate drug addiction and foster the growth of 
unhealthy communities.  

I value each perspective from this qualified panel of dedicated professionals.  As a community member, 
school counselor in the Northwest primary school, a seasoned foster parent, a mother of an adopted 
child born with drug exposure and a current student in a program for mental health professionals 
through the Child Trauma Academy, I have a few recommendations for tackling this issue.   

Investing in infant/child safety is a major element in fighting and conquering the Heroin/Opioid 
addiction problem in Rutland.  This investment is a civil right and an economic investment that can be 
based on extensive neurobiological findings related to trauma, brain development and intervention.   

Let’s start with Civil Rights 

As a seasoned mandated reporter, I have experienced the current DCF standard for investigation to be 
ineffective related to providing safety for children and families.  I have heard some version of “if a 
parent is providing the basics of care; a roof, food, medical attention, then children are considered to be 
safe enough.”  I heard this recently when I reported a conversation that I had with a child who drew a 
picture of her mother’s heroin needle for me.  The child reported that the numbers that she learned in 
her kindergarten class were the same numbers on the needle…. “14, 15, and how do you read the next 
one? 16.”  I have watched many children show me how to crush and snort pills, smoke a bong, provide 
sexual favors, watch sexual favors and talk about being hungry.  I know from articles in the local paper 
that the same parents are being arrested for drug related crimes.  The children know what their parents 
are doing and they know not to talk about it at school.   

Many of the parents are not providing any “basic level of care” because State programs are providing 
shelter, food, medical access and transportation.  I have heard from DCF workers and parents 
themselves “just because a parent uses heroin does not make them unable to care for their children.”  I 
have also heard, repeatedly, “if a child reports that a parent can be woken up, than the parent is not 
passed out.  The parent can therefore take care of the children in an emergency.”  The burden of the 
responsibility of identifying and reporting “passed out verses sleeping” levels of drug use falls on the 
reporting child who is usually between the ages of 5 and 8 years old.   Those statements go against 
common sense, science and the experiences that school and mental health employees have with 
children from drug involved homes.   

Our community is poised to provide comprehensive, best practice interventions for families who are 
somehow motivated to achieve a healthy home environment.  We have the structure to do this through 



programs offered by Rutland Mental Health, Rutland Regional Medical Center and private providers.  
However, our judicial system is not drawing a bottom line of safety for infants and children when 
engagement in a variety of programs is refused.  Sometimes, children need to be removed from their 
homes in order to avoid the horrors of Complex Trauma. 

Let’s move on to the Science 

Taking the data and knowledge that we have from a multitude of studies, scientists and institutions and 
turning that into social policy requires a great deal of planning and expertise. There are a multitude of 
professionals from a variety of perspectives willing to work together to get the bridge between science 
and policy right.  It can be done and there are infants born at Rutland Regional Medical Center every 
week who need you/us to get it right now.  Their individual futures and the future of the Heroin/opioid 
culture of Rutland depend on you carefully imagining the weight of the following brief sound bite of the 
effects of being raised in a drug addicted home.  (I am aware that I am speaking in generalizations about 
what occurs in drug addicted homes, but I am not speaking beyond the science of Trauma.) 

According to the National Child Traumatic Stress Network, “the term complex trauma describes both 
children’s exposure to multiple traumatic events, often of an invasive, interpersonal nature, and the 
wide-ranging, long-term impact of this exposure.  These events are severe and pervasive, such as abuse 
or profound neglect.  They usually begin early in life and can disrupt many aspects of the child’s 
development and the very formation of a self.  Since they often occur in the context of the child’s 
relationship with a caregiver, they interfere with the child’s ability to form a secure attachment bond.  
Many aspects of a child’s healthy physical and mental development rely on this primary source of safety 
and stability.” 

My work experience in Rutland has shown me that children with drug addicted primary care providers 
are living in environments that expose them to situations creating Complex Trauma.  The children whom 
I know from these environments have unhealthy home lives with degrees of domestic violence, unsafe 
care providers, hunger, housing instability, poverty of opportunity, neglect, and often, exposure to 
sexual information or direct sexual abuse.  

Dr. Bruce Perry from the Child Trauma Academy, writes extensively about brain development from 
conception through a lifetime.  Neuroscience informs that our brains develop from the most basic and 
primitive functions to the more complex functions of abstract thought.  The first three years of our lives 
are disproportionately more active regarding neural pathway development and connectivity as 
compared to other developmental stages.  According to Dr. Perry, 80% of our brains are neurologically 
developed by the time we are old enough for kindergarten.   

This 80% of growth occurs according to the events of our lives. If those events are constant insults like 
irregular feedings, unresponsive or abusively responsive primary care interactions, fear, and discomfort, 
our brains will orient towards trauma development.  A child in that environment will have a different 
resting heart rate, different arousal patterns, and different gastro intestinal makeup, when compared to 
a healthy child.  Left in that environment, a child’s brain will develop neural networks that will make 
being an emotionally stable, emotionally regulated adult extremely challenging.  



According to Bessel van der Kolk, MD, Complex Trauma creates seven domains of impairment for 
exposed children.  Children who develop in hostile or neglectful environments must then manage the 
results of a trauma altered brain.  The following domains highlight some of the challenges that will 
persist, in some compacity, over a lifetime and create challenges for individuals and therefore society. 

1) Attachment (ie:  problems with boundaries, social isolation, interpersonal difficulties, attuning 
difficulty)  

2) Biology (ie: sensorimotor development problems, problems with coordination, balance and 
body tone) 

3) Affect regulation (ie: difficulty with emotional self-regulation, difficulty labeling and expressing 
feelings, problems knowing and describing internal states, difficulty communicating wishes and 
needs) 

4) Dissociation (ie:  distinct alterations in states of consciousness, impaired memory for state-
based events, two or more distinct states of consciousness) 

5) Behavioral control (ie: poor modulation of impulses, self-destructive behavior, aggression 
toward others, pathological self-soothing behaviors, sleep disturbances, eating disorders, 
substance abuse, excessive compliance, oppositional behavior, difficulty complying with rules, 
reenactment of trauma in behavior or play 

6) Cognition (ie: difficulties in attention regulation and executive functioning, lack of sustained 
curiosity, problems with focusing on and completing tasks, problems understanding 
responsibility, learning difficulties, problems with language development) 

7) Self –concept (ie: lack of a continuous, predictable sense of self, low self-esteem, shame and 
guilt) 

Using this information, it becomes clear that leaving children in abusive, neglectful environments for the 
sake of “maintaining families” is not serving the child, parent, family, community or future for anyone. If 
a parent is unable or unwilling to participate in therapeutic change, then the system needs to step in on 
the child’s behalf and provide an opportunity for safety and healthy development.  The current science 
of Trauma should support a guideline for types of intervention.  If a parent refuses or is unwilling to 
provide basic healthy environment for a child, the judicial system, with the support of community 
partnerships needs to take action on the child’s behalf.  The action can be focused on urgent needs of 
the child due to age, development and danger.  

The Economics of Intervention 

In the fall of 2013, Assistant Superintendent of Rutland City Public Schools, Mr. Robert Bliss presented at 
a community forum about the financial impact that drugs are having on public schools.   It would take an 
economist and a panel of community specialists to generate an actual dollar amount for the cost of 



providing a fair and equal education for a student of Complex Trauma or a student being raised in a drug 
involved home.  

Art Rolnick, an economist from Minnesota, presented on TEDx Talks on August 8, 2011 about the 
economic benefit to fully funding early childhood development programs for students, especially high 
risk toddlers.  He makes an excellent case regarding the annual rate of return that is afforded to 
communities who protect their young children.  He initially began his work believing in the financial 
benefit of promoting preschool programs for the financial benefit of communities.  After becoming 
connected with Dr. Perry and Dr. Shonkoff (co-author of the book Neurons to Neighborhoods) and 
understanding basic brain development, he began to talk about “early intervention” meaning prenatal 
to five years old.   

Mr. Rolnick discussed the annual rate of return for protecting children.  His formula was easy to follow 
and he concluded a conservative annual rate of return for protection of at risk kids (what he calls High 
Return Kids) at 18%.  His formula included the savings for providing early interventions related to a 
decrease in the cost of schooling, drop in crime, improved productivity in adult life, etc.  His policy and 
program ideas for investment in children and families have been sought after nationally with programs 
and research projects currently fully funded.   

Let’s talk about Rutland 

It is challenging work to put neuroscience into social policy, but we know enough about brain 
development, abuse and drug addicted parents in this community to know that we are not keeping our 
children safe enough.  We know enough about Rutland’s drug problem to conclude that the current 
practice of “maintaining families at all costs” is not working for babies, siblings, parents, communities, 
the economy, school systems, peers or the criminal justice system.   This policy is an attempt to respect 
the sanctity of the family but children and the future fabric of our society are paying the current price 
and will pay an emotional and financial price with each generation. 

We are inadvertently providing a self sustaining environment for drug dealers and addicts by allowing 
addicted and using parents, who refuse to participate in treatment options, to maintain custody of their 
children for our interest in maintaining “family connections.”   In our attempt to provide moral public 
policy we are facilitating a policy that disregards the neurobiological data we have about children, safety 
and healthy development.   

Intervention for our community needs to be timely, effective, strength based and supported by the 
current science and data that has been available for over ten years.   As a community, we have the 
knowledge, professionals and systems to intervene on behalf of all individuals affected by Heroin and 
Opioid abuse.  It is time to make policy changes to support the safety, health and well being of the entire 
community.   
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March 17, 2014 
 
Senate Judiciary Committee 
Field Hearing 
Rutland, VT  
 
Re:  Community Solutions To Breaking The Cycle Of Heroin And Opioid Addiction 
 
To The Senate Judiciary Committee: 
 
Thank you for allowing the submission of testimony on programs and services for the 
treatment of opioid abuse, which is an escalating public health crisis and an issue of major 
concern to many Vermonters.  As heroin and opioid addiction has become a growing and 
devastating trend in Vermont as well as nationally, there has also been a massive trend in 
the adoption of Medication-Assisted Treatment (MAT), with an emphasis on using 
Methadone or Buprenorphine as a first-line treatment approach.   
 
Treatment using Buprenorphine has saved many lives.  It must, however, remain a tool in 
the larger toolbox in the treatment of opioid addiction.  Buprenorphine should be used 
judiciously in conjunction with a broad-based treatment program and not as a stand-alone 
treatment by a medical provider.  This is because Buprenorphine is not a “safe” option:  it 
has been associated with an increasing number of fatalities, emergency department 
episodes, and pediatric exposures.  It is the drug-of-choice in prisons. It is a popular street 
drug for its anti-withdrawal properties, mild euphoric effects and ease of obtaining and 
selling.  Considering these facts (CESAR FAX Buprenorphine Series 2/4/13): 
 

1. Emergency Department visits for Buprenorphine increases 10-fold from 2005 to 
2010 

2. 61% of Buprenorphine-Related Emergency Department visits are for non-medical 
use 

3. Nearly All Emergency Department Visits for the Accidental Ingestion of 
Buprenorphine Occur in Children Under the Age of Six 

4. Continuing Medical Education Improves Buprenorphine Waivered Physicians’ 
Knowledge and Practice Behaviors 

5. Northeastern and Southern Regions of Country Account for Largest Increases in 
Buprenorphine Found in Law Enforcement Drug Seizures 

6. One-Third of U.S. Treatment Applicants Report Buprenorphine/Naloxone Sold on 
Street; One Fifth Report the Drug Is Used to Get High 
(Source: http://www.cesar.umd.edu/cesar/pubs/BuprenorphineCESARFAX.pdf) 
 

Physicians are overwhelmed by the demand and complexities involved in treating 
addictions.  Decreasing numbers are accepting new patients and fewer are signing up to 
obtain the 8-hour training required to prescribe the drug. [why?  is this because they are 
afraid of prescribing Buprenorphine?] Physicians are not addiction treatment providers 

http://www.cesar.umd.edu/cesar/pubs/BuprenorphineCESARFAX.pdf�
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and MAT is not the only choice for patients struggling with opioid addiction.  Health care 
providers and agencies, policymakers, the general public, and those struggling with 
addiction must move beyond the confines of “Harm-Reduction” vs. “Abstinence-Based” 
models of treatment for opioid addiction. 
 
A more effective solution to opioid addiction may be investing resources in comprehensive 
addiction training for all health care providers, especially nurses and physicians, and 
comprehensive treatment programs that treat all facets of addiction, not simply the 
physical side of addiction.  Research shows that health care providers with more training 
on addiction may provide treatment that results in increased patient-satisfaction, 
decreased provider burn-out, and possibly better outcomes.  Furthermore, there is ample 
research that shows that the combination of pharmacotherapy and psychosocial treatment 
consistently results in better outcomes that medication alone.  
 
One way to change the way we discuss and treat opioid addiction is to eliminate the term 
“Medication-Assisted Treatment” (MAT) and replace it with the term “Counseling-Assisted 
Pharmacotherapy” (CAP).  This simple change would re-orient patients, providers, and the 
public towards a more complete approach to the treatment of opioid addiction. 
 
Another way to ensure that appropriate services and treatment are provided to those 
struggling with opioid addiction, thereby improving outcomes, is to integrate alcohol and 
substance use disorder treatments into the overall healthcare reform and redesign 
process.  Clinical providers of substance abuse services and mental health providers need 
to be better aligned with and included in primary care service delivery models.  For 
example, the current waitlist at many mental health agencies in addition to the failure to 
aggressively reach out to the independent mental health and substance abuse provider 
community demonstrates the poor organization and fragmentation of the current system.   
 
Addiction treatment professionals, mental health providers, medical providers, and peer 
recovery support systems equally share in the responsibility for the treatment of and 
recovery from opioid addiction.  Emphasizing one approach over another will result in 
poor outcomes.  Vermont’s current “Hub and Spoke” model is promising yet it continues to 
overvalue the “Hub”, or Buprenorphine prescribing, and devalue the “Spoke”, or Mental 
Health/Substance Abuse treatment providers.  This initiative will result in better outcomes 
if as much emphasis was placed on the psycho-social aspect of treatment as is placed on the 
physical side of addiction treatment. 
 
 
Respectfully Submitted, 
 

Rick Barnett, Psy.D., LADC 
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Dr. Barnett is an alcoholic and addict in recovery for over 20 years and has worked in the field of 
addiction treatment and recovery and mental health services for nearly 20 years with extensive 
experience in hospital-based settings, residential settings, community settings, and outpatient 
independent practice settings.  He has a Doctorate in clinical psychology, a Master’s in clinical 
psychopharmacology, and a license in alcohol and drug counseling.  His doctoral dissertation 
was on the education and training of physicians on alcohol and substance use disorders.   
 
 
 



I am wondering if there is any way we can down grade Ibogaine from a class 1 narcotic so it can 
be used in breaking the cycle of heroin addiction.  Ibogaine seems to be a great idea and with 
regulation and affordability, we could reduce the amount of heroin and meth addicts in the US.   
I am a foster parent right here in Rutland County and see first hand, with my kids, how terrible 
this addiction is.  I will do my best to be at the hearing on Monday at the Howe Center.  Please 
address the subject of Ibogaine during the hearing.  I am very happy that we have such a 
wonderful clinic right here in Rutland; but would be even more proud if we broke the cycle of 
addiction with Ibogaine.   

Monica Rugg 
Foster Parent and Full Time Student 
Wallingford, VT 
 
 



I am a Registered Nurse in a busy mother-baby unit in Vermont  Many people don't realize that 
in addition to taking care of healthy postpartum mothers and babies, we also take care of high-
risk antepartum patients. This includes opiate-addicted women in all stages of pregnancy. We are 
extremely fortunate to have the resources and programs in place to help these women and their 
babies, and I feel that we are doing right to make their treatment a priority. But I am filled with 
unease with the lack of treatment options for the general population and what this means for the 
real options opiate-addicted women feel they have.  
 
If an addict decides that today is the day that she is ready to get help, that window is a critical 
one and is only open for a short time. There are significant waiting periods for treatment for 
opiate addiction in Vermont. But if a woman is pregnant, she gets bumped to the top of the list. 
 Based on what I see, I worry that women sometimes get pregnant as a means to get into 
treatment, not because they want - or can provide for - a child. Recently, professionals from 3 
major hospitals in Vermont stated that between 6 and 8% of babies born in Vermont suffer from 
neonatal abstinence syndrome. 
 
It seems obvious to say that we need more treatment options and earlier interventions, but I'm 
going to say it here anyway. We need more treatment options, and earlier interventions!  Please 
take this into consideration as you navigate this complex issue with our community leaders. 
 Many thanks for your hard work! 
 
Sincerely, 
Chelsea Clark, RN, CLC 
Fairfax, VT 
 



I am a substance abuse counselor in Addison county. I have been in the addictions field for the past 
15 years. I have a master's degree in counseling psychology and am a licensed alcohol and drug 
counselor. One of my biggest hurdles is the fact that the state of Vermont continues NOT to 
recognize my license and reimburse me for clients who have Medicaid and Medicare health 
insurances. Most major medical insurances recognize and reimburse the counseling work I do with 
clients struggling with substance abuse issues yet I have to turn away many clients who cannot 
afford to pay out of pocket because they have Medicaid or Medicare. When will the state of Vermont 
wake up and change this policy? They talk about reform and support yet they require a client to be 
assessed and counseled by a licensed drug and alcohol counselor but won't back their services 
financially. People are asking for help but are being placed on waiting lists when this simple change 
could help many access the services they need.  
 
Terri Mayer Thomsen, MA, LADC 
 



Senator Leahy, 
 
Thank you for organizing the important hearing on drug use in Rutland. I am an Assistant Professor 
of Sociology at Middlebury College and a Rutland resident. 
 
One key piece of this complicated puzzle was missing from yesterday's discussion: harm reduction. 
As you know, strategies that keep drug users safe are also a key to connecting them to much-
needed social services, including drug treatment and housing. Syringe exchange, widely considered 
a vital and evidence-based public health practice that addresses the health of drug users, was not 
discussed at the meeting. Rutland's Chief of Police does not support syringe exchange despite its 
proven effectiveness at (1) reducing the harms of drug use and (2) linking people to necessary 
treatment. 
 
Any effective solution to addiction must take into account the humanity of drug users. Harm 
reduction is one such strategy. Drug users are not "them" - they are "us". They are part of the 
community of Rutland. Their perspectives must be part of the solution too. I hope that you consider 
drug users as people deserving of harm reduction services and will emphasize this important tool 
as a way address the health and social services needs of drug users in Vermont. 
 
Take Care, 
Rebecca 
 
Rebecca Tiger 
Sociology/Anthropology 
Middlebury College 
rtiger@middlebury.edu 
Author of Judging Addicts<http://nyupress.org/books/book-details.aspx?bookid=6817> 
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March 18, 2014 

US Senate Judiciary Committee 

Senator Patrick Leahy, Chairman  

Testimony on “Community Solutions to Breaking the Cycle of Heroin and Opioid Addiction           

In the notorious North West neighborhood of Rutland City, a formerly derelict industrial 
building, now renovated and light-filled, is the Vermont Farmers Food Center (VFFC) hosting 
Rutland’s vibrant winter farmers market, a bustling gathering place for the community to shop 
and socialize each Saturday. The next strategic step for  VFFC in  collaboration with Project 
Vision , involves establishing a flourishing community garden for the adjacent distressed and 
disinvested historic Northwest neighborhood’s use at the strategic point where a great deal of 
pedestrian traffic from there occurs.  

The raised beds will serve the dual purpose of a demonstration garden and a place where those in 
need of fresh, healthy produce can pick what they can use while helping to tend the gardens. The 
design promises it to be “a neighborhood treasure, both functional and beautiful,” drawing all 
age groups outdoors to seed and sprout hope in their lives becoming more than they’ve been, 
gradually building their confidence to actively work together making and protecting 
improvements to their immediate environments while forming closer ties among themselves and 
more widely in the community to build personal, family and neighborhood resilience. The VFFC 
site will also serve as an agricultural events center with education and training the hallmark of 
the VFFC activities to include job training for a range of food-related occupations. Eventually, 
we have a kitchen on VFFC site, with food demonstrations and cooking classes featured 
regularly to enable more local families to learn to prepare and love healthy foods that are 
available in the greater Rutland area.  

A Community Gardens Build Day scheduled April 12th, 2014 will be a pivotal event for the 
entire Rutland community, the most visually prominent step in partnership with Project VISION 
towards fostering community cohesiveness and stability for those most at-risk. VISION is a 
coalition of many local agencies, organizations, professionals and volunteers making progress in 
addressing a multitude of social and policing issues, the goal of which is to give Northwest 
residents the resources and capacity they need to create the change they seek. From volunteers 
joining in, VFFC will build a Peer-to-Peer Urban Farming Trainer program to provide 
comprehensive leadership and mentoring throughout future growing seasons. We are hoping to 
recruit marginalized parents needing to complete community service using this garden as an 
activity with their children to fill their community service requirement. What better way to heal, 
coming together in community, enjoying the outdoors with your kids and learning to have a 
relationship with the earth. Please help us with this vision. Thank you. 



In my work with women I want to state that it very often seems underlying depression/anxiety is a 
factor in opioid abuse. Increasing mental health care, depression screening, shortening waits for 
counseling and support would go a long way I think.  
Another issue is of course the over prescription of potent painkillers by medical and dental providers. 
Too many pills being dispensed. Maybe a person needs 4-6  percocet after dental extractions. Why then 
prescribe 12-15? If a patient needs more, a call to office for refill could be made, also for a small 
amount.  If you look at the history of addiction in the US, the medical community has played a part for 
sure. And pharmaceutical industry too.  
Also, why do I see women getting opioids prescribed after a vaginal delivery when ibuprofen and Tylenol 
should do the trick? Recipe for trouble… 
Also, why cannot pharmacies accept unwanted medication all the time, not just on those special take 
back days? Seems like a good way to get it out of peoples medicine cabinets before youngsters get a 
hold of them… 
 
Thanks for asking, glad there was a hearing. 
 
Jessica Doos, RN 
 



Statement by Robert F. Forman, Ph.D. 
Director, Professional Relations & Policy1

Alkermes, Inc. 
  

Waltham, Massachusetts 
March 17, 2014 

 
Facing the Problem of Heroin and Opioid Addiction 
 
Thank you, Chairman Leahy, for holding this important hearing and helping to bring attention to 
how communities can Break the Cycle of Heroin and Opioid Addiction. Likewise, we are 
grateful to Governor Shumlin for devoting his recent State of the State Address to this topic.   
 
I am offering this testimony because our company, Alkermes, Inc., manufactures and markets an 
important, yet under-utilized medication that is approved by the U.S. Food and Drug 
Administration (FDA) for the treatment of opioid dependence. In the testimony that follows, I 
advocate for a comprehensive approach that includes the latest evidence-based treatments to 
address the problem of heroin and prescription opioid addiction. In addition, a multi-state project 
is proposed, to make opioid dependence medications and counseling available to those 
communities that are being most severely affected by the heroin and prescription opioid 
epidemic. 
 
Addiction to heroin and prescription opioids has become one of the most challenging public 
health issues of our time, impacting our communities in ways that are far worse than anyone 
might have imagined. Opioid addiction takes young, promising lives and destroys them without 
regard to sex, race, religion, economic status, or any other social factor. Death may come 
suddenly through an overdose, or slowly, as an individual’s entire life is consumed. These 
addictions are incredibly difficult problems for their families, too. Addictions are highly 
stigmatized and as such, people may prefer to simply ignore it, or minimize the extent of the 
problem. This is true of the addicted individual, communities and the pharmaceutical industry as 
well. Alkermes is one of the few companies applying modern science and advanced technologies 
to address the public health problem of addiction.   
 
The situation in Vermont mirrors what is happening in many other parts of the country.  In 2012, 
the Centers for Disease Control declared that our country was in the midst of a prescription 
opioid overdose epidemic2 and, more recently, researchers have documented that the prescription 
opioid epidemic has now grown into an even worse problem,3 with the dramatic return of heroin 
to unsuspecting neighborhoods across the country.4

 
 

The facts outlined in Governor Shumlin’s State of the State Address plainly present the realities 
in Vermont:  

• Treatment admissions for opioid dependence increased over 700% in the past decade; 
• Admissions for treatment of heroin dependence have more than doubled in the past year.5

 
  

Heroin and other opioids also have a profound impact on crime. Again, Governor Shumlin’s 
address is instructive: in 2013, there were twice as many federal indictments against heroin 
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dealers in Vermont than in the prior two years, and more than five times as many as had been 
obtained in 2010.6

 
 

Vermont is not alone in having to face these problems.  In rural and urban centers across the 
country, heroin use, opioid addiction, deadly overdoses and heroin-fueled crime have increased 
at alarming rates. A few examples from that same NIDA report confirms this point:7

 
 

• The Chicago metropolitan area witnessed nearly a 900% increase in overdose deaths due 
to heroin since 1999 - with nearly half of these deaths involving people under the age of 
25; 
 

• The Minneapolis/St. Paul area reported that heroin-involved emergency room visits 
nearly tripled from 2004 to 2011; and 
 

• The Cincinnati metropolitan area county coroner’s office reported a 342% increase in 
heroin overdose deaths since 2008.  

 
Regrettably, we could easily add many more cities and states to this list. In fact, in the most 
recent NIDA study of drug trends, the return of heroin was the most cited problem.8

 
  

Heroin and other opioids also have a devastating impact on unborn and newborn children. In 
America, during every hour of every day, at least one baby is born dependent upon heroin or 
other opioids and in need of intensive emergency management of their physical withdrawal from 
opioids. In 2009, it was estimated that over 13,000 newborns underwent opioid withdrawal,9 and 
more recent reports from a number of states indicate that the prevalence of neonatal abstinence 
syndrome is worsening steadily.10

 
   

Given the seriousness of the problem, what should we do?  
 
Fortunately, research has led to the development of important options for treating heroin and 
other opioid addictions.  The challenge before us is how to bring all of these evidence-based 
approaches to scale, not in just in a few communities, but to all of those communities that have 
been affected by this epidemic. We know that opioid addiction is a disease and as such, we must 
treat it like the public health emergency it is. We have confronted and successfully tackled other 
public health crises in this country. We can also confront the heroin and prescription opioid 
epidemic by employing a comprehensive approach that utilizes all of the evidence-based tools 
available to us today. 
 
A comprehensive approach to the heroin and opioid epidemic should include: a) law 
enforcement b) overdose prevention and c) opioid addiction treatment and prevention.  
 
Law enforcement can often provide the necessary motivation for opioid addicted individuals to 
change. Similarly, overdose prevention efforts are critically important because lives can be saved 
with access to overdose rescue medications such as naloxone. I defer to law enforcement and 
overdose prevention experts to provide their guidance on these important approaches. Since 
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Alkermes’ expertise is in the treatment of opioid addiction, and opioid addiction medications in 
particular, I will focus the remainder of my written testimony on this topic. 
 
There is an extensive body of research supporting the use of medications and counseling for the 
treatment of opioid addiction. All opioid addiction treatment medications decrease illicit opioid 
use and increase retention in treatment.11

 
 

The three FDA-approved medications for the treatment of opioid addiction all work through the 
effects they have on opioid receptors in the brain. These are the very same brain cell receptors on 
which heroin and all prescription opioids have their effect. However, there are significant 
differences between how the three FDA-approved opioid addiction medications work. Each of 
these medications has an important role to play in addressing opioid addiction, and each 
possesses features that make it an indispensible treatment option for individuals addicted to 
opioids. The three FDA-approved opioid dependence treatment medications are: 
 

• Methadone is a full opioid agonist, meaning that it fully stimulates the opioid receptors 
in a manner similar to heroin and other opioids. As such, it replaces the illicit opioids, 
freeing the addict from acquiring opioids illegally.  Methadone is the first opioid 
maintenance medication and has been used in the U.S. since the 1960s. Opioid dependent 
individuals who are treated with methadone are typically required to visit a specially 
regulated clinic on a near-daily basis and are given methadone under closely supervised 
conditions. The Drug Enforcement Administration (DEA) Schedule of Controlled 
Substances lists methadone as a Schedule II controlled substance because it has “a high 
potential for abuse which may lead to severe psychological or physical dependence.”12  
In addition to the supervised administration of methadone, patients are provided with 
counseling and medical care. There are currently approximately 1,300 opioid treatment 
programs that administer methadone to about 300,000 patients daily13

  
.   

• Buprenorphine/Naloxone is a partial opioid agonist, which means that it partially 
activates the opioid receptors. As such, buprenorphine/naloxone is also an opioid 
maintenance treatment. Brand names for buprenorphine/naloxone include SUBOXONE® 
and ZUBSOLV®; there are also several generic formulations of buprenorphine available.  
Buprenorphine can be prescribed by any physician once they have fulfilled the federally 
established educational and credentialing requirements. The DEA Schedule of Controlled 
Substances lists buprenorphine as a Schedule III controlled substance because it has “a 
potential for abuse less than substances in Schedules I or II and abuse may lead to 
moderate or low physical dependence or high psychological dependence.”14 It is 
estimated that about 1,000,000 people in the U.S. will be treated with buprenorphine this 
year.15

 
   

• Long-Acting Injectable Naltrexone (LAI-naltrexone) is an opioid antagonist, or 
blocker.16 Unlike methadone and buprenorphine, LAI-naltrexone does not activate the 
opioid receptor at all, but rather works by blocking opioids from activating the opioid 
receptor.17 In 2010 LAI-naltrexone was approved by the FDA for the prevention of 
relapse to opioid dependence following detoxification. LAI-naltrexone should be 
provided as part of a comprehensive treatment program that includes psychosocial 
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support. LAI-naltrexone is non-addictive and non-narcotic and, as such, is not scheduled 
by the DEA and is not associated with abuse or diversion for illicit use. LAI-naltrexone 
is also FDA-approved for the treatment of alcohol dependence.  The brand name for LAI-
naltrexone is VIVITROL® (naltrexone for extended-release injectable suspension) and 
our company, Alkermes, Inc., is the manufacturer of this medication. I provide additional 
information about LAI-naltrexone later in this testimony. 

 
The two opioid maintenance treatments, methadone and buprenorphine/naloxone, are currently 
the primary medications used in America today to treat opioid dependence. The number of 
individuals treated with either methadone or buprenorphine/naloxone increased from 
approximately 230,000 people in 2003, to more than 1,300,000 individuals in 2014. This five-
fold increase is a dramatic development with significant public health implications. For many 
patients addicted to heroin and other opioids, these opioid maintenance therapies are appropriate 
treatments and there should be no shame or stigma associated with them. It is also important to 
recognize that opioid maintenance therapy should not be the only treatment offered to opioid 
dependent individuals.  
 
The recent growth over the past ten years has introduced some important public health issues.  
First, there has not been adequate attention paid to how individuals currently maintained on 
opioid maintenance therapies can be successfully transitioned off of these medications. As early 
as the 1970s it was shown the termination of opioid maintenance therapy leads to relapse for the 
vast majority of patients.18

 

  Consequently, guidelines are urgently needed for identifying which 
patients need life-long maintenance therapy, and which patients are candidates for transitioning 
from such treatment. As importantly, guidance is needed concerning best practices for the 
prevention of relapse for those patients that do end opioid maintenance treatment.   

A second significant is the growing problem of illicit diversion of buprenorphine for illicit, non-
medical use. According to the  DEA, buprenorphine is the third most often seized prescription 
opioid by law enforcement today and the eighth most often seized illicit drug overall.19

 

 
Methadone, on the other hand, is administered in highly regulated clinics that require close 
patient supervision. Consequently, while diversion of methadone is a risk, it is a rare event.  

In contrast to the opioid maintenance therapies, LAI-naltrexone has no abuse potential or 
recreational value. Instead of maintaining an addicted individual on an opioid replacement 
medication, individuals treated with LAI-naltrexone are fully detoxified from all opioids, and 
then are administered LAI-naltrexone to help prevent relapse to active opioid addiction. With 
LAI-naltrexone, patients are no longer on any opioids.  In addition, since LAI-naltrexone is 
administered by a health care professional on a monthly basis, the patient is not faced with the 
challenge of taking medication on a daily basis. Like the other two FDA-approved opioid 
addiction treatment medications, LAI-naltrexone is not a silver bullet. A patient’s motivation, 
commitment to counseling, and participation in other recovery supports are all important.  
 
In 2012, both the Substance Abuse and Mental Health Services Administration20 and the White 
House Office of National Drug Control Policy21

 

 released publications summarizing key features 
of LAI-naltrexone including: 
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• Not a DEA Scheduled Controlled Substance – LAI-naltrexone is non-addictive and 
non-narcotic, and consequently, is not classified in the DEA Schedule of Controlled 
Substances. 
 

• Monthly Dosing – LAI-naltrexone is administered through a gluteal injection once-
monthly by a healthcare professional. 
 

• No Special Credentialing is Required – Any duly licensed healthcare professional may 
prescribe and administer LAI-naltrexone; where allowed by state law, physician 
assistants and nurse practitioners – as well as physicians – may prescribe LAI-naltrexone. 
 

• No Special Training is Required – There is no specific training required beyond the 
directions for use and product information provided in the FDA-approved full prescribing 
information. 

 
With the approval of LAI-naltrexone for the treatment of opioid dependence, communities have 
begun to introduce the use of this medication in a variety of settings. For example, in 2008 the 
Missouri Department of Mental Health became one of the first state agencies to begin using LAI-
naltrexone, and since that time, that State has significantly increased its use, especially with 
alcohol or opioid dependent justice-involved individuals. Additionally, the Missouri Department 
of Corrections has increased funding for the use of LAI-naltrexone in its prisoner re-entry 
initiatives and Missouri has also increased the use of LAI-naltrexone in its drug courts. In the 
past five years, dozens of other states and counties have begun to incorporate LAI-naltrexone as 
part of their efforts at confronting the opioid problem. Some of these states include Ohio, Texas, 
Michigan, Pennsylvania, Massachusetts, Illinois, California, Washington, New Jersey, New 
York, Wisconsin, Florida, and Maine.22

 
 

A common factor driving the use of LAI-naltrexone by states and counties has been their need to 
improve outcomes while reducing costs, especially for addicted individuals who are under 
criminal justice supervision. Adoption of LAI-naltrexone in drug courts has been encouraged by 
the National Association of Drug Court Professionals, which was quick to recognize the potential 
benefits of LAI-naltrexone as a non-addictive, non-narcotic medication that has not been 
associated with diversion or abuse.23 There are now at least 30 local drug court programs across 
the country in which LAI-naltrexone has been incorporated, with more courts announcing plans 
to include it.24  Notably, the Ohio legislature recently approved a significant project to evaluate 
the benefit of LAI-naltrexone and other medications with opioid dependent drug court 
participants.25

 
  

To effectively address the problem of heroin and opioid dependence in the country today, an 
approach that recognizes the value of law enforcement, overdose prevention and all FDA-
approved opioid addiction treatments is needed. People who are addicted to heroin and other 
opioids deserve the opportunity to become free of all opioids.  
 
More specifically, the Department of Justice should build upon the innovative work being done in 
the states, and authorize a multi-state program utilizing all opioid addiction medications to support 
successful reentry of opioid addicted offenders in drug courts and jails (Bureau of Justice 
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Assistance), federal prisons and reentry centers (Bureau of Prisons), as well as those on supervised 
parole/release (Administrative Office of the U.S. Courts).  The strategy of incarcerating citizens 
with opioid dependence in our jails and prisons until their time is served and then abandoning them 
as they re-enter into society has done nothing to reduce the cycle of recidivism or the spread of 
addiction.  We must confront the heroin and opioid addiction epidemic with a comprehensive, 
coordinated federal and state response using all available evidenced-based approaches.   
 
Many individuals recovering from opioid addiction can tell you the day, and even the hour, when 
they took their first step into recovery. With the leadership provided by Congress and the states, 
it is our hope that we will all be able to look back on today, March 17, 2014, as the day when we 
fully committed to utilizing all tools available to us in the fight to break the cycle of heroin and 
opioid addiction. 
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 Our family has been impacted with the disease of addiction. My daughter started using Opioids 
4 years ago while at college. 
 
Now after 3 tries at rehab and now on another path of recovery with her infant son. My / our 
story is not uncommon.  
 
 At a time when my daughter was seeking help for herself, treatment facilities here in Vermont 
were offering long wait times unless the addict had a criminal record or being suicidal. This was 
discouraging and frustrating to her. Knowing that a criminal offense was potential, she sought 
treatment. To gain entrance into treatment, mentioning the thoughts of suicide gave her access 
to treatment.  
 
 Every addict has a different bottom that will lead them to seek help. Her story is not 
uncommon. Once in treatment she was able to convince herself and others that an early 
release was going to work for her. Relapsing is heart breaking but a known fact of addiction. 
Caring for her infant son and being newly into another recovery are two challenges that she and 
many other young women are faced with. They need to have positive people and places to 
turn.  
 
In future discussions I would like to hear the thoughts on, quality aftercare opportunities and 
mandatory length of stay programs. Recovery / sober homes for women are very difficult to 
find in Vermont. Getting an addict into treatment is a start but keeping them healthy is very 
important.   
 
I live in the Rutland area and find it discouraging that Rutland is being labeled as the "heroin 
capital of Vermont ". These are our families and our kids that are being affected by the disease 
of addiction. Finding solutions and trying to remove the shame lets Rutland rise above the 
criticism. We need to be brave enough to say we have problems lets work on this and keep 
moving towards positive outcomes. A community that offers opportunities to addicts that 
will seek help for themselves, maybe even before law enforcement is demanded. Supporting 
the efforts of recovery with quality aftercare gives hope of a better life here in Rutland.  
  
 



http://projectlazarus.org/about-lazarus/project-lazarus-model 

The Project Lazarus Model  (an edited synopsis) 

…..reversing Wilkes County’s epidemic of drug overdoses. 

 http://projectlazarus.org/about-lazarus/project-lazarus-model 

The Project Lazarus public health model is based on the premises that drug overdose deaths are 
preventable and that all communities are ultimately responsible for their own health.  

The model components:  

(1) community activation and coalition building…..in responding to overdoses among law 
enforcement, physicians, and pain patients. 

(2) monitoring and epidemiologic surveillance 

(3) prevention of overdoses through medical education and other means 

(4) use of rescue medication to reverse overdoses by community members  

Naloxone OD Antidote: used in programs all over the world to effectively reverse opioid overdoses. 

Naloxone: The Second Chance: important tool for empowering communities to protect their health.   

Naloxone: There are two kinds of naloxone, one that you can squirt up someone's nose and another 
that can be injected through clothing into a muscle. 

 (5) evaluation of project components. The last four steps operate in a cyclical manner, with 
community advisory boards playing the central role in developing and designing each aspect of the 
intervention.  

 

Attention: The Centers for Disease Control and Prevention (CDC) reports more than 10,000 reversals 
of overdoses with naloxone by non-medical bystanders!  

  

The Wilkes County Experience ……..reversing Wilkes County’s epidemic of drug overdoses. 

The CPI approach is modeled on a highly successful Wilkes County overdose prevention program 
known as Project Lazarus. The program began with a series of public meetings organized by the Wilkes 
County Health Department to heighten community awareness of the county’s exceptionally high rate 
of mortalities attributable to overdoses of prescribed opioid pain relievers. In 2008, Project Lazarus, a 
secular, non-profit drug overdose prevention program, was formed to develop and disseminate a set 
of strategic action plans for the community and tool kits and medical training for local medical care 
providers to address opioid misuse and abuse. 
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Wilkes County generated a 47% reduction in the overdose death rate from 2009 to 2010. More recent 
data show that the overdose death rate in Wilkes County decreased by 69% between 2009 and 2011, 
from 46.0 to 14.4 per 100,000 per year (see graph below), even as the level of opioid prescribing 
remained above the state average. Substance abuse-related ED admissions dropped by 15.3% from 
2008 to 2010………  

 

Data from Wilkes County suggest that the results of Project Lazarus became apparent within two 
years of its initiation, and that strong effects were apparent by the third year. The Project Lazarus is a 
model of enhanced and coordinated empowerment in responding to overdoses among law 
enforcement, physicians, and pain patients. 
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THE REMEDY…………Naloxone, the OD Antidote 

Naloxone: The Second Chance Drug 

***Naloxone (also called Narcan) is the antidote that reverses an opioid overdose. It has been used in 
abulances and hospitals for decades to reverse overdose.  

***It's legal and has been approved by the Food and Drug Administration (FDA). It works by neutralizing 
the opioids in your system and helping you breathe again.  

***Naloxone only works if a person has opioids in their system; the medication doesn't work on other 
drugs. You can't get high from it and it is safe for nearly everyone. It has been used in programs all over 
the world to effectively reverse opioid overdoses.  

***There are two kinds of naloxone, one that you can squirt up someone's nose and another that can 
be injected through clothing into a muscle. 

***Project Lazarus provides naloxone for FREE through Brame Huie Pharmacy in North Wilkesboro. 

***The Centers for Disease Control and Prevention (CDC) reports more than 10,000 reversals of 
overdoses with naloxone by non-medical bystanders!  

***Naloxone is also an important tool for empowering communities to protect their health. Reviving an 
overdose victim can be a very powerful motivator to help people change their behaviors.  

GET ONLINE TO FIND:  fact sheet on naloxone shows examples of how naloxone is empowering.  

Check out these great resources from the Harm Reduction Coalition, including educational materials, 
manuals, best practice documents, case studies, research and more. 

 

Attention Prescribers and Committee Members !!   

The strategy created by Project Lazarus includes the following understanding and actions:  

*community-level response to prescription opioid use problems must address pain and abuse/addiction 
simultaneously. 

*centers around community activation and a strong coalition of partners who have an active interest in 
preventing prescription overdose deaths.  

* capitalizes on using existing data sources to provide perspectives on fatal and nonfatal overdoses and 
serves as a mechanism to evaluate interventions.  
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* multiple levels of prevention efforts and community-based education are intended to reach medical 
care providers as well as pain patients and nonmedical drug users without exacerbating stigma.  

* School-based prevention education targets vulnerable populations and aims to shift general patterns 
of substance abuse. The provision of take-home naloxone acknowledges that prevention efforts can fail 
or take years to have effect and that overdose deaths can be prevented in the community.  

*Target communities for replicating the Project Lazarus model include those with high prescription 
opioid unintentional poisoning rates and some degree of community awareness and coalition building 
capacity.  

*Target communities for replicating the Project Lazarus model may include those with high prescription 
overdose rates, some degree of community awareness and coalition building capacity.  

*The presence of a motivated community organizer, support from the medical establishment, and 
strong data utilization practices are key components for replication. 

*The Project Lazarus model has been evaluated in peer-reviewed publications. See the evidence online. 
* See  presentation by Bill Matthews, PA on Community-based opioid overdose prevention. 
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The Project Lazarus Model  

 The Project Lazarus public health model is based on the premises that drug overdose deaths are 
preventable and that all communities are ultimately responsible for their own health. The model 
components: (1) community activation and coalition building, (2) monitoring and epidemiologic 
surveillance, (3) prevention of overdoses through medical education and other means, (4) use of rescue 
medication to reverse overdoses by community members, and (5) evaluation of project components. 
The last four steps operate in a cyclical manner, with community advisory boards playing the central role 
in developing and designing each aspect of the intervention. 

  

 

Read more details of the Project Lazarus Model in scientific papers or our recent results. 
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20 March 2014 
To whom it may concern,   
 
      My name is Heather Bryant, I am a 42 yr old woman living in Northern Vermont. I am 
writing to share my experience of using narcotics at a young age, what happened, how I got 
away from them, and what I feel successful treatment entails.   
      
      I grew up in a small town in Northern California called, Crescent City. This town was a 
logging and fishing community when I was growing up there in the 1980's.  It is now what is 
known as a Prison Town.  Pelican Bay State Prison, the highest maximum security prison in the 
entire state of CA was built 3 miles out of town. It was a promise to boost the economy!  The 
opposite happened. The industries dried up, the downtown died, the drug use has escalated as the 
population increased with the addition of families of the inmates.  Being a Correctional Officer is 
the most sought after form of employment.  
 
     Crescent City already had a reputation of high crystal meth use, also known as the poor mans' 
cocaine. The drug is called this because, it cost 1/3 the price of cocaine and lasts 3x as long, 
anywhere from 6-12 hrs. It was introduced to me at the age of 15.  I became addicted to it over 
time.  Mainly from hanging out with people who used it.  It didn't seem that bad. 
I could still go to school, and work, and it kept me trim.  Alas, it took its toll on my body, and my 
life.  I stopped using when I moved to Santa Rosa, CA and lived with people who did not use it, 
and thought it was gross. Unfortunately some of my friends and family members were not so 
lucky.  They never stopped using, and after 20yrs, are phantoms of the people I once knew and 
loved.  During this time, the 1980's, meth was primarily a West Coast Drug.   
 
Eventually, my travels took me to NYC, and later VT.  I arrived in VT in 1998. In the 15 years I 
have lived here, I have watched the drug make its way across the country and further.  People say 
Hawaii is overridden with it and the crime rate has escalated.  

     In my opinion and experience, the best treatment for drug abuse is first, to get away from it.  
This often requires the participation and support of loved ones.  It is VITAL to be around people 
who do not use drugs,  and enjoy doing other things.  Once you can get clear, and back  in touch 
with yourself, you are able to remember what brings you Joy!!! Real Joy!!! 
 
     I don't feel replacing one drug with another, legal, prescribed, etc, is an effective answer to 
getting Vermont's addicts off drugs.   That's just another way to get addicted to something 
else...and once addicted to some other drug it's easy to get back into the same routine.  The 
REAL answer is FUN!!  This is why most kids start using in the FIRST place.  
To have FUN and FEEL GOOD!!   
 
       In my experience, I believe if we can encourage recreation in healthy forms and truthful, 
straight up drug education, we may be able to head off the addiction in young people. We can 
help the addict in a similar manner.  Don't just prescribe addicts more drugs. It may look good 
for a while, but more drugs are just more of the same stuff just in a different form. This doesn't 
help.  
 



      I have been introduced to recreational therapists.  These are people who do NOT prescribe 
more drugs to handle addiction or depression, but who work one on one with individuals, helping 
them to identify what brings them joy in their lives and in the process of doing this interest or 
activity with the addict, help establish what may have been forgotten or never learned in the first 
place,   
 
     Please, strive to put funding in this non-drug area of treatment along with honest drug 
education and end the revolving door of drug use, abuse, and addiction.  
 
Thank you for your time, consideration and participation.   
 
Sincerely,  
Heather Bryant  
 



Dear Sen. Leahy, 
 
       Back in 1982 I witnessed a near fatal heroin overdose by a man who became my first brother in-
law. He later died of AIDS and we have since made HIV a livable disease. All these years later, we 
have made progress on gay rights which back then was another taboo subject and initially thought 
of as the only demographic who could get AIDS. Yet we are still bewildered about our drug problem 
in America. In fact, it seems to have become more mainstream. Some people are against having 
methadone clinics in their town; although perhaps next to a school isn't an ideal location. 
   We have also made little progress on minimum wages and cost of living. If more people earned 
more and had a better outlook on life, perhaps drug use would decrease. We lack support for people 
recently out of jail or in other bad situations: recently widowed or laid off during a bad economy for 
example. How can government help its citizens? Our response so far has been mainly to put people 
in jail after crimes are committed and not get involved in family matters. If social workers were 
involved in domestic disputes as much as the police, maybe we would have a less volatile society. 
   We need to be more caring of our citizens and less afraid of their drugs. We should put all options 
on the table and see what doesn't work. The worst that can happen is the reality we now have. 
 
Steve Handley 
Waitsfield 
 



Dear Senator, 
 
I would like to add my voice to the concerned people of Vermont at what is being done to 
counter drug abuse in our state. Although many solutions have been tried over the decades, there 
is one program that attains real results everywhere it is in action. This is the Drug Free World 
Campaign : 
 
http://www.drugfreeworld.org/home.html 
 
I urge to please see what has been done successfully around the world to fight the scourge of 
drugs with this campaign. 
 
Yours, 
 
A concerned Vermonter and Father of 2. 
 
Julian Partridge 
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Vermont Recovery Network 
200 Olcott Drive 

White River Junction, VT 05001 
vtrecoverynetwork@gmail.com 

www.vtrecoverynetwork.org 
802-738-8998 

 
Vermont’s Recovery System — preventing multigenerational cycles of Addiction  

Governor Shumlin was right to encourage state officials to respond to drug and alcohol addiction as a 
chronic disease, which we should address with treatment and recovery support, rather than only 
punishment and incarceration. Vermont is in the enviable position of being the only state in the country 
with a statewide, peer-based recovery system that is capable of responding with supports appropriate to 
the chronic nature of addictive disease.  

The Governor’s budget this year includes a request for additional state resources to develop a more robust 
recovery system. Moving people out of expensive justice services into recovery supports will also benefit 
from the development of Federal funding streams that support this paradigm shift. Vermont’s forming 
recovery support system is beginning to document its ability to prevent multi-generational cycles of 
addiction, providing a solution to recidivism for those in corrections and treatment. 

Of the chronic diseases we respond to, addictive disease costs our state the most. Our costs related to the 
healthcare system, justice system, corrections, and social services systems make this the most expensive 
problem we face—and this doesn’t count the human costs. http://www.casacolumbia.org/newsroom/op-
eds/how-permanently-reduce-state-medicaid-and-prison-costs Individual lives are lost to cycles of 
addiction. Addiction undermines families and causes incredible suffering for all involved. 

Vermont has become a national leader in utilizing researched community prevention approaches, but until 
we can develop the infrastructure for breaking the inter-generational cycles of addiction that plague so 
many families, these efforts will continue to be undermined. Opiate addiction has become rampant. 
Youngsters growing up with role models who use substances as a solution to life problems have 
experienced earlier and earlier patterns of first use, a situation that has been documented to increase the 
likelihood of addictions. People in the grip of addictions continue to make the bad choices that keep them 
stuck in the revolving doors at courts and corrections departments. Vermont Department of Corrections 
has estimated that 85% of their populations are incarcerated as a direct result of alcohol and drug use; 
many of them repeat offenders. Until we address the underlying cause—people with addictions who 
have not yet taken responsibility for rebuilding their lives—the societal costs of addictions will 
continue to escalate.  

Vermont has begun the practice of using the crisis of an arrest as a motivator for encouraging people with 
lower level crimes to seek treatment and recovery supports as a way to avoid becoming entangled in the 
justice system. Those people with addictions who are successful in these efforts require ongoing recovery 
supports to help prevent the cycles of recidivism. It would be simplistic to suggest that providing only 
treatment will bend this curve. We need to expand the webs of community support for those leaving 
justice system interventions and custody. We are beginning to be able to engage them in communities of 
recovery instead of the communities of addiction that fuel the cycles of recidivism. 
 
Many of the participants in Burlington, Vermont’s initial experiments with rapid interventions were 
referred to the Turning Point Center of Chittenden County for recovery coaching after being identified as 
having trouble with drugs and alcohol, and therefore potential candidates for direct immersion in 
recovery. Burlington State’s Attorney T.J. Donovan’s glowing report on the effectiveness of what was 
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first called “rapid arraignment” included many of the same people who provided the basis for an 
independent study we contracted for on the effectiveness of recovery coaching.  
 
Vermont Recovery Network (VRN) and our evaluators at Evidence Based Solutions (EBS) have 
developed a tool for documenting the effectiveness of recovery coaching. It tracks the participants’ use of 
treatment, justice, medical, and social services over time and documents progress in developing self 
sufficiency through the use of a Self Sufficiency Matrix (SSM). The SSM was developed by the 
Pennsylvania State Department of Health, Bureau of Drug and Alcohol Services Case Management 
Workgroup (Pennsylvania Department of Health, 1999). It assesses an individual’s level of supports 
across a number of domains including housing, childcare, education, vocational, employment, basic 
needs, transportation, substance abuse treatment, legal, mental health, physical health, family/social, and 
life skills. Results are used to develop an evolving recovery plan, addressing highest areas of need first.  
 
The SSM has demonstrated that over time, individuals who take part in recovery coaching experience 
statistically significant increases in their recovery capital and develop increased social connections. 
Connections with new peer groups are critical to achieving ongoing recovery. The findings have also 
documented positive changes in the lives of these people in recovery. Their statistically significant 
reduced use of treatment, justice, medical, and social services over time indicate the potential for 
significant savings and demonstrate the need for broader study and increasing the use of this approach. 
https://vtrecoverynetwork.org/PDF/VRN_RC_eval_report.pdf 
 
Recovery coaching is a promising practice; all eleven VRN centers have coaching teams.  We view 
recovery coaching as a more formal and intensive version of the peer-to-peer supports that our 
centers have always provided. The formal relationship between a person in recovery and a coach has 
provided us with an opportunity to document the outcomes that result from supporting someone in taking 
responsibility for changing their life and finding a personal pathway to recovery.  
 
Relevant facts: Over the last 8 years, 1/3 of the people who utilize recovery centers (N=8,023 surveys) 
have moved directly from substance use to recovery without the need for treatment, but recovery services 
receive only 1% of the current addictions budget. [Note: The nature of our services doesn’t match current 
fee-for-service Medicaid reimbursement approaches.] 
 
Last year, recovery centers hosted 13,524 guests who made 168,369 visits across the network’s eleven 
recovery centers. Centers collected 1,152 “Participant Surveys” from a representative sample of guests. 
Visitors come, on average, 12.45 times per month. We serve more men (55%) than women (45%). Our 
average visitor is just over 40. Centers have many occasional visitors; an average of more than 100 
regulars who come for 2 or 3 visits a week, and a small revolving population of high-utilization visitors 
coming daily until their lives stabilize. Our visitors get their lives in order, find jobs, find housing, repair 
the damage caused by addictive behaviors, and function in recovery as productive members of their 
communities – often for the first time in their lives. 
 
Upon initiating their use of recovery centers’ supports, 26% of individuals report being on probation or 
parole and 24% report being released from probation or parole. Interestingly, while 54% report criminal 
incidents/ involvement before involvement at recovery centers, only 8% report new criminal 
incidents/involvement after becoming involved with recovery centers.  
 
Seventy-five percent of our guests report current or past participation in mental health services and/or 
supports. With respect to treatment utilization, approximately 72% of survey respondents reported 

https://vtrecoverynetwork.org/PDF/VRN_RC_eval_report.pdf�
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receiving substance abuse treatment in the past; 29% had been in treatment during the previous 30 days; 
and 27% reported never having attended treatment. Documented increases in collaboration with treatment 
providers during the last year tracks with this increase in treatment utilization, but we also continue to 
demonstrate the power of peer recovery for supporting people not interested or able to participate in 
treatment. 

 
Vermont’s Recovery System — A Solution to Recidivism 

The federal government is supporting the development of recovery-oriented systems of care (ROSC) 
across the country because of growing evidence that implementing peer recovery support services saves 
money and helps more people achieve and maintain recovery. Treatment is a short-term event that is 
helpful to many people. However, successfully maintaining a lifelong recovery lifestyle often requires 
ongoing, community-based recovery supports.  

Vermont is recognized as a national leader in the recovery movement because our network of eleven 
recovery centers has evolved into a recovery system that is outstanding for employing evidence-based 
programs and promising practices; capturing definitive outcome data; and – importantly – providing 
systematic peer oversight. For example, network outcome data studies on recovery coaching have 
documented reductions in the utilization of costly services such as emergency rooms, hospitals, courts, 
and corrections, while increasing use of primary care physicians. 

The Vermont Recovery Network, in collaboration with the Vermont Department of Health, provides 
oversight for the centers, which developed and agreed to abide by Standards for the Provision of 
Recovery Services. Our Network peer review committee audits each center, examining policies & 
procedures, adherence to ethical guidelines, organizational health, and compliance with outcome data 
standards. Network committees have developed a broad menu of recovery services and performance 
evaluation measures. The Network has formed a relationship with the Connecticut Certification Board to 
participate in developing standards for certifying recovery coaches. The Network has also been providing 
ongoing training for coaches to enhance their capabilities as new needs and concerns emerge among 
Vermont’s addicted populations.  

 
Rising to the Challenge Vermont’s Opiate Problem 

 
Vermont recovery centers have been seeing increasing numbers of visitors looking for physicians who can 
prescribe Buprenorphine or methadone. These visitors report that they are in recovery, but are buying 
Buprenorphine on the street until they can find a willing physician. We take the position that our visitors 
are in recovery when they say they are. This era is bringing new people into our recovery centers who are 
looking to avoid the discomfort of withdrawal symptoms but have not yet realized how rich recovery can 
be. In many cases, they have not yet made a personal commitment to medication compliance and giving 
up the use of alcohol and other drugs.  
 
We are committed to making recovery available to all who seek support in changing their lives, BUT we 
need to maintain safe, supportive environments for people on ALL paths to recovery. The influx of opiate 
users beginning their recovery journey has made it imperative that we have more trained recovery 
workers on site every hour a center is open to keep our centers safe. We identified the need to develop 
trained staff to help these visitors and applied for SAMHSA’s Targeted Capacity Expansion Peer to Peer 
funding to help address this high need population with opiate problems.  
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Pathways to Recovery 
 
As a result of our demonstrated success in providing recovery supports, the Vermont Recovery Network 
received Federal funding to implement a pilot project, Pathways to Recovery, which will provide support 
for Vermonters in opiate treatment. People in opiate treatment have not had consistent access to 
welcoming peer recovery groups and recovery support services. All of Vermont’s recovery centers now 
host ½ time “Pathway Guides,” paid by VRN, who are working with opiate treatment providers and 
receiving referrals for one-on-one support and/or facilitated peer recovery support. Pathway Guides will 
increase available staff time at each participating recovery center and demonstrate the benefit of providing 
expanded peer recovery support for people in recovery from opiate addictions. Because this grant doesn’t 
cover supervision or office space, Vermont recovery centers are stretching already tight budgets to 
support this program. These part-time experts on the recovery process will help people seeking support 
for opiate addiction, but because their employment is limited to accomplishing VRN’s grant objectives, 
they will be unable to meet the recovery centers’ general staffing needs. 
 
Our experience with providing recovery support has demonstrated that recovery centers help visitors 
reduce recidivism and become productive members of their communities. Our approach to providing 
information and peer support for people recovering from addictive disease helps them take responsibility 
for managing their lives with this chronic health condition, just as people with diabetes, asthma, or heart 
problems have traditionally benefitted from information and targeted recovery support. Our Pathway 
Guides will function as ambassadors of recovery and help people in medication-assisted treatment to 
develop their own vision of how their lives could become more comfortable and satisfying in ongoing 
recovery. We help people regain their enthusiasm for life. 
 
We have already developed introductions to various recovery approaches such as: All Recovery meetings, 
Making Recovery Easier groups, and our pilot Recovery is the Solution groups, which answer the 
question, “Why would I want recovery?” Recovery centers host these groups to introduce participants to 
others in recovery, helping them to create their own webs of recovery support.  
 
The Pathways to Recovery project will make it possible for our team to refine these recovery approaches, 
while working with those providing medication-assisted treatment. Guides will coordinate with treatment 
professionals to determine mutually agreeable ways to introduce people in treatment to personally 
directed recovery approaches. Many providers and centers have regularly scheduled visits where center 
representatives introduce themselves and the recovery supports available in recovery centers to treatment 
clients. Increased staff support will allow us to expand these efforts. 
 

Enhancing our Network’s capacity to Realize Our Vision 
 

Vermont’s established peer-led, statewide recovery services delivery system has made substantial 
progress but has been stymied by the following impediments: 
  

1) Insufficient resources for providing the recovery supports we have developed;  
2) Insufficient resources for refining and implementing recovery practice guidelines and Recovery 

Services Standards we have already developed;  
3) Insufficient resources for managing and distributing funds from VRN for the benefit of the 

individual recovery centers.  
 

In order to address this challenge we have again sought funding from SAMHSA to expand VRN’s 
infrastructure to operate more effectively and efficiently, better meet workforce development needs for 
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peer recovery support services, and to promote the integration of peer services into primary care and 
behavioral health settings.  The results we have already achieved with the administrator for our Pathways 
to Recovery Opiate program have demonstrated the potential for growth that can be expected from having 
an expanded capacity to manage funding for recovery services from a central point of contact. We believe 
that this additional funding will lead to significant progress in expanding the Vermont Recovery 
Network’s administrative and fiscal infrastructure. This statewide enhancement project will enable our 
Vermont recovery system to: negotiate for increased funding opportunities with other entities, disburse 
funds, expand capacity to collect outcome data, report outcomes, further develop protocols, assure 
uniformity in recovery services delivery, refine peer governance and oversight structure, and refine the 
collaborative peer review process of our Provider Standards for Recovery Services. 
 
With or without this funding, Vermont’s recovery system is poised to provide significant changes in the 
long-term outcomes of people seeking recovery. Our system has demonstrated its capacity for delivering 
low-cost, cost-saving services, but the unique nature of peer services requires the development of 
reimbursement mechanisms that are consistent with the provision of recovery supports in anonymous and 
welcoming environments. Conceivably, this will happen through health-care reform approaches that 
manage costs for large populations utilizing capitated rates, but we would be remiss if we didn’t request 
support in looking out for potential opportunities that support the realization of this vision. Although we 
have not yet been able to fully refine our approaches, or document completely the results that can be 
achieved by our peer recovery supports delivery system, we stand ready to advance from the efficacy we 
have shown and the promise we have demonstrated. 

Challenges to Realizing Our Vision  
Vermont’s recovery centers were originally conceived as “drop-in centers,” or safe places people could 
visit to connect with others in recovery and begin the process of redefining themselves as people who do 
not use drugs and alcohol. However, in recent years, the centers have evolved into multifaceted operations 
providing an increasingly sophisticated array of peer-support programs and educational opportunities. The 
centers are a front door to Vermont’s treatment system, as well as a destination after treatment. In some 
cases, centers offer support until treatment is available; in others, recovery supports offer a direct path to a 
life in recovery. 

Unfortunately, our funding has not kept pace with the growth of our programs. Funding that was adequate 
for a drop-in center employing a part-time director, maybe a part-time volunteer coordinator, and a crew 
of volunteers is not nearly sufficient for today’s far more professional and sophisticated recovery centers. 
Currently, center directors must simultaneously work with high-need individuals; manage and schedule 
volunteers; run recovery support groups; maintain facilities; raise funds; and coordinate, train, and 
maintain recovery coaching programs—all while maintaining collaborative relationships with community 
partners. The turnover is higher among center directors than it should be because of low pay, burnout, and 
frustration with limitations on their ability to function. We are losing volunteers because we lack 
sufficient staff to schedule, train, and honor this volunteer workforce that is critical to our success.  

In spite of these serious constraints, our centers have succeeded in expanding their reach and establishing 
innovative peer support programs for guests seeking recovery solutions. When limited, temporary funding 
has been available; our centers have launched pilot programs, such as recovery coaching, to demonstrate 
the effectiveness of recovery support services. Although these programs have stretched the centers’ 
capacity, the results have been promising, and collaborators in the community who make referrals to these 
programs respond enthusiastically to them. 
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But without proper levels of staffing – especially supervisory and coordinator support – centers face 
difficulties in sustaining the broad range of recovery supports we have already demonstrated are effective. 
We have repeatedly demonstrated that people once viewed as hopeless can succeed when exposed to peer 
recovery services, but we lack staffs of recovery workers to provide the services we have developed.  
Trained recovery support workers move on to other opportunities when supervisory support is lacking and 
training funds are not available. Employees are donating many hours of service to keep our system afloat.  

Millions of dollars are spent each year to make sure that people who suffer from the effects of addictive 
disease get treatment and sufficient medications. Likewise, millions of dollars are spent on our medical 
system, justice system, and other human services programs whose caseloads are filled with people stuck 
in addictive lifestyles. But we have not devoted resources to recovery supports that would assure that 
these people move on and maintain productive lives in recovery. In short, because we have not made a 
proper investment in recovery supports, we have been losing a significant part of the much larger 
investments we were already making. 

Realizing Our Vision 
We envision recovery centers having full-time directors, volunteer coordinators, and recovery coach 
coordinators. In our vision, permanent staffs would recruit and sustain volunteer workers and coaches, 
creating stronger, more highly skilled volunteer teams and coaching programs. A more robust recovery 
workforce would provide a broader array of recovery supports, a stronger community intervention 
capacity, and stronger partnerships with treatment and prevention providers.  

We envision fully supported and recognized volunteers who would stay with us longer, perhaps moving 
on to coaching or facilitating support groups. Mentored coaching teams would support coaches who stay 
longer and become more skilled in what they do. Formal interventions orchestrated by recovery workers 
would help more people understand their need for recovery, and possibly treatment. Staff and volunteers 
would provide ongoing outreach to community partners, as well as to individuals and families needing 
recovery supports. These more robust teams would create partnerships with community prevention 
efforts, perform more interventions, and support youth and families with a true Resiliency and Recovery-
Oriented System of Care. 

Most important of all, our guests would have access to a rich variety of recovery supports offered by 
teams of skilled recovery support workers. Broader menus of recovery supports would reach more people 
who would then successfully maintain their recoveries. These recovering people would establish ongoing 
peer supports, find stable housing, heal their family relationships, become better parents, secure jobs or 
more schooling, improve their health, resolve their legal matters—all to become healthy, contributing 
members of their communities.  

We stand at the Turning Point with opportunities for significant improvements in combatting the impacts 
that addictions have across our human services systems. We hope you share our vision, and will help us 
achieve it. 



Thank you for the opportunity to express my thoughts on the opioid and heroin problem in Vermont 
and Rutland in particular. I attended the Senate Judiciary hearing in Rutland on March 20 and was 
impressed with the intent of solutions based testimony. Those in attendance were very impressed with 
Mary Alice McKenzie’s presentation about the effect of hard drugs and children. 
 
I would like to echo Mary Alice’s perspective. I am the Executive Director of the Boys & Girls Club of 
Rutland County and we see the effect of heroin and opiates on our young members on a daily basis. Last 
month, our club in Brandon had a major heroin bust 5 houses away from the Brandon Boys & Girls Club. 
The mother of one of members, a seven year old boy, was charged felony possession of cocaine and 
heroin trafficking. The police found 380 bags of heroin and 32 bags of crack cocaine. The seven year old 
is now living in New York with his “father” who has a history of drug usage and criminal activity. 
 
The seven year old had been attending the Brandon Boys & Girls Club for 2 years when this happened. 
The staff never saw him eat a bite of the nightly dinner we serve. I made a point to “share” a meal with 
him when I was in Brandon and he would then eat 3-5 bites before he lost interest. Whenever a staff 
person asked him to lower his voice or put stuff away, he would hide under a table for hours-thinking 
that he had been reprimanded. He would cry when it was time to leave the club and often said that he 
did not want to go home. 
 
I share his story because we unfortunately see this far too often at our Boys & Girls Club across the state 
of Vermont. When we gather as an alliance, we share our sad stories of the effects of drugs on our 
youth, mostly it is behavior- acting out in anger, bullying and isolating. Sometimes it is stealing, 
sometimes it is suicide. (Brattleboro 2 months ago, and Brandon 8 months ago.) 
 
The parents of our youth that are dealing with addiction cannot parent in a proactive way. Because of 
their addictions, they are reactive parents and the only time their children get attention is when they get 
in trouble. This reactive parenting is often in a negative verbal and/or physical form, which in turn 
lowers the youth’s self-esteem and leads them to seek attention in any way they can….and the sad cycle 
continues from generation to generation. 
 
Mary Alice is correct in saying that community collaboration is the key to breaking this cycle, we need to 
work together for the sake of the youth who are born with 2 strikes against them (and they are not 
going to get the benefit of any close calls on that third strike). 
 
In Rutland, Chief Baker is to be commended for initiating “The Vision” project. My hope is that this 
project will continue for years to come and we will see results one home at a time, one youth at a time. 
 
Thank you. 
 
Larry Bayle 
Executive Director 
Boys & Girls Club of Rutland County 
 



 

Dear Senator Patrick Leahy 

 

       I am writing on behalf of the 5-Town Drug & Safety Alliance – Treatment 
Committee. The 5 towns referenced are Bristol, Lincoln, Starksboro, Monkton, 
and New Haven – all in Addison County, Vermont. 

      The 5-Town Drug & Safety Alliance was formed in 2012 in response to  
multiple break-ins of cars and homes, thefts, burglaries, and drug related crimes 
in the 5-Town area. Out of a Community Forum three committees were formed: 
Prevention/Education, Law Enforcement, and Treatment. 

The Treatment Committee is a coalition of concerned citizens, community and 
religious leaders, and members of the counseling and medical community.     

We laud Governor Shumlin’s State-of-the-State speech about drug addiction. 
Bravo! The points made highly resonated with the views of our committee. We 
strongly believe that we cannot arrest our way out of the problem. Because of the 
high level of demand for opiates, an arrested dealer is soon replaced by another. 
There are huge profits to be made. 

Recovering the lives of people suffering from the disease of addiction requires 
three important ingredients:  

1) Medication Assisted Treatment (with drugs such as 
Suboxone/Buprenorphine) 

2) Intense Counseling 

3) Long term Peer Based Recovery (like Narcotics Anonymous) 

 The committee has worked diligently to advocate for Medication Assisted 
Treatment, Counseling, and long term Peer Based Recovery for addicts. The 
Counseling Service of Addison County and private Licensed Drug and Alcohol 



Counselors are providing excellent support for addicts. So, too, is the 
Turningpoint Center in Middlebury with its peer based recovery programs.  

The lack of Medication Assisted Treatment in Addison County is a huge problem. 
Addison County has only 1 MD providing Medication Assisted Treatment whose 
practice has only recently started, and who treats at most 15 addicts at the 
present time. This is an important, but tiny step forward. Just in Addison County, 
there are far more addicts in need of recover that are not being treated. 

  To our knowledge, Addison County is the only county in Vermont with only 1 MD 
providing treatment. The Counseling Service of Addison County (CSAC) and Porter 
Hospital have worked on this problem for a number of years. Because of the lack 
of MDs providing Medication Assisted Treatment, they are proposing a 
Medication Assisted Treatment Clinic for Addison County, which is under 
consideration for funding by the Vermont Health Dept.  

      This drug problem is about lives. It is about the lives of residents who have had 
property stolen, cars broken into, and more. And most definitely, it is about 
recovering the lives of addicts so they can be freed of the disease they suffer and 
be happy, productive members of our communities. 

   We hope that you can help in our effort to fund a Medication Assisted 
Treatment Center in Addison County, and other counties in similar positions. 

Thank you very much. 

 

Bb Donnis, on behalf of: 

5-Town Drug & Safety Alliance – Treatment Committee 

 

 

 



 

Letter Published by the Addison Independent Newspaper on 2/6/14 

 

To the Editor of the Addison Independent 

  We applaud your front page article “Police tackle drugs in Bristol” (1/27/14). 
Chief Gibbs and his team have done an outstanding job over the past 3 years in 
apprehending dealers and thieves. Bravo! 

As members of the 5-Town Drug and Safety Alliance – Treatment Committee we 
would like to add to what Chief Gibbs has said. He said “…we’re not foolish 
enough to think (dealers) won’t be back.”  A big motivator for dealers is profit: “a 
bag of heroin that sells for $5 in Boston can sell for as much as $30 in Bristol.”  

We would add that not only is there profit, there is also demand. There is a huge 
demand for heroin and other drugs in Bristol, the 5-Town area, Addison County, 
and all of Vermont. To quote Governor Shumlin in his State of the State speech: 
“The crisis I am talking about is the rising tide of drug addiction and drug-related 
crime spreading across Vermont”. Demand creates supply. 

In addition to police efforts to arrest dealers and thieves, we must find ways to 
reduce the demand. This means that Prevention (education), and Treatment must 
be equally pursued with Law Enforcement.  Again, from Governor Shumlin’s 
speech: “Chief Justice Reiber and so many others who are in the thick of this 
struggle have concluded, we must bolster our current approach to addiction with 
more common sense. We must address it as a public health crisis, providing 
treatment and support, rather than simply doling out punishment, claiming 
victory, and moving on to our next conviction.” 

There are various effective treatment approaches to help get people off drugs 
and into recovery. They include Medication Assisted Treatment, Outpatient and 
Residential Counseling, and Peer Based Recovery Programs such as Narcotics 
Anonymous and other services at the Middlebury Turningpoint Center. Treatment 
includes all of these. Are they always successful? No. Are there relapses? Yes. 



However, a significant percent of addicts treated stay clean for the rest of their 
lives. 

We are talking about lives here. Certainly we are talking about the lives of theft 
victims, but, we are also talking about recovering the lives of addicted individuals 
and their suffering families. Are they bad people? No. They are people with a 
disease. Governor Shumlin:”…Dr. Holmes got it right when he noted that 
addiction is, at its core, a chronic disease. We must do for this disease what we do 
for cancer, diabetes, heart, and other chronic illness: first, aim for prevention, and 
then eradicate any disease that develops with aggressive treatment.” 

Do we have local treatment options for addicts in Addison County?  Some, but not 
enough. We have highly trained Licensed Alcohol and Drug Counselors at the 
Counseling Service of Addison County and in private practice. We also have many 
Peer Based Recovery programs at the Turningpoint Center. However, there is 
currently only 1 doctor certified to provide Medication Assisted Treatment in AC. 
We need more doctors willing to treat addicts. Today, most AC opiate addicts 
must travel to Rutland or Burlington for treatment, sometimes multiple times per 
week. For addicts who have lost their car either to support their habit or for DUI, 
this presents a huge hurdle to obtaining treatment, and is often a showstopper 
for addicts to seek treatment. We need more Treatment options right here in 
Addison County. 

What can we do as residents of Addison County? We can advocate for treatment 
in Addison County doctors’ offices and/or a clinic. Ask your doctor to seriously 
consider providing treatment. Sign a petition of support (available from: 
5TTreatment@gmail.com). If you know someone in your extended family or circle 
of friends who is addicted, encourage them to seek Treatment. They can start by 
calling the Counseling Service of Addison County (388-6751). They can also call 2-
1-1 for referrals for treatment. 

As Governor Shumlin stated: “…the time has come for us to stop quietly averting 
our eyes from the growing heroin addiction in our front yards, while we fear and 
fight treatment facilities in our back yards.” 

mailto:5TTreatment@gmail.com�


Solving the “Drug problem” is more than just arresting dealers and thieves. It also 
requires prevention of addiction through education, and multiple treatment 
options (including Medication Assisted Treatment, counseling, and peer based 
recovery programs). It is about recovering the lives of people who have the 
disease called addiction. 

Thank you! 

Bob Donnis for: 

The 5-Town Drug and Safety Alliance – Treatment Committee 

A coalition of concerned citizens, community and religious leaders, and 
members of the counseling and medical community. 

 

 

 

 

 



Thank you for the opportunity to weigh in on this critical public health issue. As addiction 
treatment clinicians at the Brattleboro Retreat, our perspective on the opioid addiction 
epidemic in Vermont (and beyond) comes from the front lines.  In the past ten years we have 
witnessed a dramatic increase in the number of people seeking treatment for opioid 
dependence, which includes addiction to both opioid prescription analgesics such as oxycodone 
and street drugs such as heroin. 

The disease of addiction affects people of all ages and from all walks of life. However, in our 
experience, the current opioid addiction epidemic disproportionately affects young people. The 
costs of this problem to individuals, families, and communities have been nothing short of 
devastating. We absolutely believe that effective approaches to this problem will require 
intense, collaborative efforts that must include treatment professionals, prevention specialists, 
schools, families, and state, federal, and local government agencies. 

Efforts aimed at reducing the supply of opioids should include additional efforts to 
help prescribers become even more cautious when they prescribe opioid analgesics. The 
Retreat has already contributed to physician education on savvy prescribing and we are 
aware of other efforts across the state. That said, continued education and greater interaction 
with primary and specialty care providers regarding the appropriate use of opioids for both 
time limited and chronic pain is essential. This includes greater awareness of how to safely 
manage chronic pain in general, as well as specifically in patients who already have, or at high 
risk for, the disease of addiction. 

We know that timely, effective addiction treatment ultimately supports prevention efforts. 
Children of parents in recovery from addiction will be less likely to become addicted 
themselves. 

Because people with active addiction are ambivalent about seeking treatment and following 
through, we support the increased diversion of addicted individuals from incarceration to 
treatment.   Treatment is both less expensive and more effective. 

Lastly, increasing public education efforts on the causes and effects of opioid addiction will help 
reduce demand (prevention), and make treatment options for those who are already in trouble 
more appealing.   

Yours sincerely, 

Geoff Kane MD, MPH 

Chief of Addiction Services 

Brattleboro Retreat 



 

Kurt White LICSW, LADC, CGP 

Director of Ambulatory Services 

Brattleboro Retreat 

 



Senator Leahy, 
 
Good afternoon. 
 
Today I listened to a portion of the testimony in Rutland regarding concerns about drug problems 
and intervention. I thank you for coming to Rutland and listening to the many speakers. Giving 
Rutland a voice in this is vital to our continued efforts.  
 
What struck me was that we seem to talk around many of the underlying issues that relate to 
strengthening families. I work with children in an after-school tutoring program and have seen 
the results of families who are in themselves dysfunctional or incapable of solving very serious 
problems facing their children. This involves economic, health, social and emotional factors that 
decrease the success of family.  
 
A recent conversation with our Assistant Superintendent of schools I think hit upon a significant 
need. We need to bring parents together to talk about and develop strategies so they can deal 
with problems facing them and their children. Parents often ask me how to deal with unruly 
children, or children whose significant learning challenges are not being met or children who are 
bullied. When children do not feel safe or do not feel supported at home they become weakened. 
These problems of the family may well be the elements that provide access for those individuals 
seeking vulnerability in our community. If parents are not at the forefront of any prevention 
program we cannot hope to turn around what is happening in our communities. 
 
All of the efforts being promoted by the police, by drug rehab and prevention programs and by 
programs like the Boys and Girls Clubs are wonderful, but they cannot fill the void that is 
created when families are falling apart or not functioning well.  
 
Thank you for listening. I hope that my comments may add to the already very thoughtful 
testimony given today. I was unable to attend the meeting because of my commitment to serving 
children, but I continue to support my city and its efforts through Project Vision. 
 
Respectfully submitted, 
 
Dr. Alis Headlam, Ed.D. 
One World Consulting, Inc. 
Tutoring that Makes Sense 



The Honorable Senator Patrick Leahy 
United State Senate 
Washington, DC 20510 
March 21, 2013 
  
Dear Senator Leahy: 
  
Vermont is battling an unlikely giant in opioid addiction, and the action being undertaken at the 
local, state, and federal levels show promise in helping to find solutions to this vast public health 
epidemic. Here in Vermont, we have benefited from the Senate Judiciary Committee’s Focus of 
finding "Community Solutions To Breaking The Cycle Of Heroin And Opioid Addiction" with 
your field meetings throughout the state, and our own state initiatives to address the issue, 
highlighted by Governor Shumlin's directives laid out during his State of the State address this 
year. 
  
I am writing today to call your attention to the efforts that are providing measurable positive 
outcomes in Bennington County regarding this problem that have been working specifically to 
reduce access to prescription medications due to the work of the Bennington County 
Prescription Task Force, a small working group that you may not have been introduced to by 
name or deed. 
  
On Thursday, March 13, 2008, the Bennington Police Department, the National Association of 
Drug Diversion Investigators Inc. (NADDI), and the Southern Vermont College hosted a one 
day training seminar on prescription drug abuse and diversion, drawing a large crowd from the 
law enforcement, medical, and social services groups from the southern Vermont area. Peter 
Grasso from NADDI presented information on Pharmaceutical Diversion and included tips on 
how to proceed and what to be aware of within this issue as well as the topic of internet drug 
sales. Steven Kennedy from the Office of Professional Regulation (VT Secretary of State), 
Phil Ciotti (VT Department of Health (DOH), Board of Medical Practice), and Virginia 
Merriman (Medicaid Fraud and Residential Abuse Unit (VT Office of Attorney General) all 
presented about the vast problem with drug diversion in Vermont. 
  
This wonderful forum proved to be the impetus to form a more focused and multidisciplinary 
group to address these very same issues in our region. The goal of our group from the outset has 
been to bring in a variety of people and organizations to one table for monthly meetings in order 
to address the problems that we all were seeing develop in the area and also throughout the 
nation. The center piece is reducing access to prescription drugs in the community and also 
providing education to our neighbors about the dangers of legal and illegal drugs. All of these 
enterprises have catapulted Bennington County to the top of the state's list when the DEA 
conducts their biannual drug take-back events (in April and October), despite our being the third 
smallest county in the state. 
  
Positive gains have been realized by calling together members of: law enforcement (local police 
and sheriff offices), medical (doctors, administrators, and pharmacists), other government 
agencies (local and state, in the healthcare and judicial arenas), schools, the local health 
department, prevention teams, the recovery community, and other partners. We have 
successfully integrated efforts across these sectors in both the Northshires and Southshires, 



instituting a year-round program for taking back unused, unwanted, or expired medications 
throughout the county with three permanent collection sites. Not only are the police departments 
in Manchester and Bennington available daily for this intervention, but we have developed 
an efficient method for mailing medications to the Bennington Sherriff's Department. In fact, 
the Sherriff is available to send a deputy to an individual's house for pickup if that is more 
convenient. Additionally, the Bennington Police Department has recently teamed up with 
students at Mount Anthony Union High School and Career Development Center and fabricated a 
distinctive (and rather good looking) container for people to walk into the PD and dispose of 
their medications. This was a great partnership that combined the talent and ingenuity of the 
youth of the community, allowing them to witness firsthand the difference they can make in this 
fight. 
  
The inroads with the medical component has allowed for peer-to-peer discussion and distribution 
of information about drug misuse. Our local hospital now includes information about proper drug 
disposal, and the physicians in the emergency room have changed their standards of practice to 
look at reducing the amount of medication dispensed through the emergency room. I have visited 
all of the Bennington area pharmacies on multiple occasions, championing the promotion of 
DEA take-back days and also providing education on the use of the DOH's Vermont Prescription 
Drug Monitoring System, which allows for the review of recent narcotic/controlled substances 
filled in the state to help determine if a patient is appropriately using these potent, addictive, and 
potentially dangerous medications. 
  
All of these efforts were recognized at the Prescription Drug Misuse Prevention Strategies 
Learning Community Day, which occurred in Montpelier November 13, 2012. The Vermont 
Department of Health, cosponsored by the Vermont Criminal Justice Training Council 
(VCJTC), hosted a resource event in direct response to the Vermont Prescription Drug Abuse 
Workgroup Recommendations Report, outlining strategies in 4 key areas: Education, 
Monitoring, Disposal, and Law Enforcement. The learning community examined risk and 
protective factors and related evidence-based practices for prevention. Community teams had 
the opportunity for cross-regional sharing of the approaches currently being implementing in 
each of the key areas, with the following objectives: 
• Increase understanding of basic information about the incidence, prevalence, and consequences 
of prescription drug misuse in Vermont 
• Increase knowledge of the work going on at the federal and state levels addressing prescription 
drug misuse. 
• Increase knowledge of actions being employed by communities around the state to address 
prescription drug misuse. 
• Review and examine evidence-based approaches in addressing prescription drug misuse in 
communities. 
• Learn how you can participate in efforts in your community. 
It was an honor for our group to share what we are doing in Bennington County with members 
from across the state, including the Commissioner of the Vermont Department of Health, Dr. 
Harry Chen, and other members of the state's policy makers and law enforcement. This format 
allowed for networking opportunities and a glimpse into what other localities in the state were 
doing to address the objectives noted above, deepening the knowledge base for all in attendance 
and providing discussion points to be brought home to the local level. 



 
Our group is proud of the difference we are making in the state and are now introducing new 
efforts to reach the families of every elementary, middle and high school students in Bennington 
County. We have designed two flyers stressing the importance of proper drug disposal via the 
options we have developed through the hard work of the task force, with graphics that are 
specific to either the younger or older child. Relationships have been formed at each institution, 
allowing for articles that have been written by the Bennington County Prescription Drug Task 
Force to appear in the school newsletters. Past topics have included the proper methods available 
to dispose of medications, the importance of family meals, and the influence of music and pop 
culture related to the use of drugs. These newsletters provide the parent with information about 
what their kids are being exposed to when away from the home, and a springboard to open lines 
of communication to help children to thrive in an often chaotic world around them. 
  
The Bennington County Prescription Task Force has been meeting regularly for over five years 
and helping to shape our county's approach to the issue of drug misuse and abuse from a diverse 
section of community with the end goal of helping to reduce the financial and emotional burden 
that these problems present to our individuals, families, and communities. We are confident that 
the dedication of the team members have helped to implement favorable and sustainable changes 
that can be used as a model for the rest of the state and beyond.  
  
Sincerely,  
  
Michael S. Leake, BS Pharm, R.Ph. 
Community Pharmacist 
Bennington County Prescription Task Force 
Bennington, VT 05201 
 



Greetings, 
 
March 25,1999 we received the knock on our door that no parent wants, a police officer came to 
notify us that a young girl had been left at the emergency room at Rutland Hospital, had died from a 
possible drug overdose and he had reason to believe it was our daughter Sarah. "...Would we come 
to identify the body?”  My wife and I were devastated and numb to what followed the next few days 
with notification to our family and funeral arrangements for our beautiful, sweet and very 
intelligent nineteen-year old daughter. 
 
Our family didn't fit the common perception of a "drug family".  It did represent the profile of a 
much more mainstream family with teachers, social workers, healthcare (several nurses),clerks, 
building trades, an architect, law enforcement at the local and state level, and several also served 
the community and state as elected officials; one was even a former lieutenant governor. It was 
obvious that "common perception" was not accurate and how we perceived and addressed the 
problem of drug addiction needed to change. 
 
  We went back to work and tried to continue our routines as a rural mail carrier (Pat) a florist 
(Kathy) and as parents to Sarah's two younger sisters ages seventeen and eleven.  But life would 
never be the same. We felt lost and alone with so many questions and so few answers.  Were there 
signs that we missed?  What could we have done? Who could we turn to for answers and support? 
Where do people go for help with problems of addiction? Why do people use drugs? Why did our 
daughter have to die?  How do we survive as a couple and as a family? When will this nightmare 
end? 
 
Over the next year or so we tried to find answers by attending every twelve-step program and 
support group and by meeting with the local services.  There was no place that totally filled our 
needs as parents of an addict; we were at our wits end. We decided to start a group on our own for 
education and support for families of addiction.   My wife, Kathy, said "That's it!  We'll call it Wits 
End because that is where we are."  We drew up a plan and brought it to the newly formed Rutland 
County Heroin Committee, a collaboration of the Rutland City police, Rutland County Sheriff 
Department, Rutland County Courts system, Vermont Health dept, Rutland Mental Health, and now 
Wits End was there to represent the parent perspective.  A commitment was made to work together 
to do what we could to solve some of the problems drugs had brought to our community. (This was 
in response to the kidnapping and murder of Theresa King by several young men who were high on 
drugs.) We (the Rutland County Heroin Committee) met for several months and some very positive 
outcomes were realized.  The drug court was instituted, Turning Point recovery center was opened 
and with initial support from the ADAP (alcohol and drug abuse program) of the Vermont 
Department of Health, Wits End Parent Support Group found a meeting place at the Spectrum 
facility for teens at risk which was in Rutland at that time.  This was in 2001. 
 
In the years since forming our group we have steadily grown in numbers of families attending and 
in the scope of problems addressed.  As parents and not trained professionals, Kathy and I have 
learned much about addictions but we have always had a licensed counselor present for their 
expertise for the questions that arise that we are not qualified to answer. We strive to educate 
families about addiction, the signs and symptoms of drug use ,the appropriate responses to take, 
strategies for "raising the bottom “in a safer and quicker manner, the treatment services available 
and the glossary of treatment,  what has worked for others and what doesn't work, and we support 
the family in whatever path they chose to follow. 
 



Now in 2014 the Drug Court program is a proven success and is spreading to other areas of the 
state, the Turning Point centers for addicts in recovery are in most counties of the state, and the 
Rutland Wits End model has been duplicated in many other locations, too, (although sometimes 
under another name.) 
 
We strongly believe that greater inclusion of parents in this "War on Drugs" is not only mandatory 
but is also fiscally responsible.  Parents have the strongest and most consistent influence on our 
youth.  Parents have the most passion for positive outcomes for their children no matter what age 
they are. Parents don't have to be hired or vetted or voted into office. They are "ex-officio".  What 
we need to help in this war is support of the proven programs such as Wits End to continue and 
expand the education and support of parents and families of addiction. 
 
Thank you for all you do for this state and country,  
 
Kathy and Patrick Martin 
Co-founders, Wits End 



US Senate Judiciary Committee March 21, 2014  
Senator Patrick Leahy, Chairman 
 
I attended the “Community Solutions to Breaking the Cycle of Heroin and Opiate 
Addiction” hearing held in Rutland VT on March 17, 2014. My name is Kristi Morris and I 
am a resident of Springfield VT, which is located approximately forty miles southeast of 
Rutland. We too are plagued with the presence of opiate and heroin activity in our 
community, as is many other Cities and Towns within our State. 
 
I must commend the US Senate and particularly Senator Leahy and Representative 
Welch for hosting and attending the recent hearing. In order to combat the growing drug 
epidemic, local, state and federal efforts must partner together if we are to ever curb the 
activity surrounding the use of illegal drugs. It has become painfully obvious that we 
must further our efforts to educate, treat and rehabilitate our citizens and young people 
with regards to drug use and its devastating effects.  
 
Springfield is much smaller than Rutland having a population of approximately 9200 
residents. Our community is situated on the VT – NH border along the Connecticut 
River and has Interstate 91 passing through our eastern township. This makes 
commuting from the Springfield MA area a mere one hour and forty five minutes. The 
State of New Jersey is also within a travel time of six hours, plus or minus. 
 
I mention that community and those two States because they are the areas of supply for 
the product that is introduced into the southern part of Vermont, and particularly, our 
Town. The I-91 corridor makes it easy for those traveling to Vermont for illegal drug 
distribution to those willing to become involved with the illicit substances. 
 
The Town of Springfield has a stagnant grand list, since the demise of the much 
heralded machine tool industry that we enjoyed post WWII. Since the last company left 
Springfield in the 1990’s, we have struggled to revitalize our community but have made 
great strides in attempting to diversify our job market and local industry. 
 
Because of the paralyzed grand list, our residents are burdened with the highest 
property tax rate in our State. Our community is a full service Town having Police, Fire, 
Highway, Water/Wastewater, Library and Parks and Recreation departments. We also 
are burdened with the second highest road mileage for a Vermont community. 
 
Our residents have supported our educational system by voting to bond for 
consolidating and rebuilding of our elementary schools. Our aging infrastructure has 
required that we additionally bond for rebuilding our wastewater treatment facility, 
dilapidated water system and storm water separation. 
 
Springfield has recognized that we must have sound educational and infrastructure 
systems if we are to grow our community and attempt to provide for a sound economic 
development opportunity. However, the stagnant grand list means that the tax burden 
sits squarely on the shoulders and wallets of our taxpayers. 



We have  partnered with the State of Vermont in many areas. We have a correctional 
facility, State Department of Motor Vehicles, Public Safety Division of Fire Safety, DCF, 
etc. to name a few State agencies, and many, many other groups and organizations.  
 
We also have Springfield Hospital, the regions health care facility operated by the 
federally qualified Springfield Hospital Medical Care Systems. They are a much needed 
resource in our Town and they own and operate the Hospital, Edgar May Recreational 
Center and the local clinic, which operates out of one of the previously vacant machine 
tool buildings. 
 
All these services coupled with the Springfield Health & Rehabilitation Center and 
several elderly housing units place an enormous requirement on our tax base for 
providing the necessary services and demand that our infrastructure be maintained. 
 
I recognized that Springfield is not alone in our great State for the criminal activities 
associated with problems centered on illegal drugs. Rutland is not alone with regards to 
the violence and crime surrounding drugs and many other cities and towns have similar 
problems. 
 
In July of 2012 we had one epiphany on our downtown streets that has forced us to look 
at areas of concern and address those that have brought the drugs into Town. Two of 
our residents inadvertently met on Main Street followed by a fight and subsequent 
discharge of a hand gun. This immediately provided an eye opening, made for TV, 
situation that played out in our community for our citizens to see and hear right on our 
main street. 
 
I was, and still am, a member of our Town’s Select board and I vowed to work on 
understanding the problems associated with the drug activity and associated criminal 
activities. Moreover, in the past two years, I have attended many seminars, forums and 
community discussions on finding possible solutions and uniting the various agencies. 
 
The Vermont League of Cities and Towns (VLCT) have several meetings in a calendar 
year. I have attended their local Government Day and Town Fair Day and talked with 
our State legislators regarding the illegal drug activities. Chief Baker, of Rutland, 
sponsored community forums in his City, which I have attended to understand how he is 
coordinating efforts to combat their community’s drug problems. 
 
I have attended Vermont’s Court Administrators Tri-Branch Task Force meetings and 
several other forums including the Public Safety Commissioner, Court Administrator, 
Department of Corrections Commissioner and Director of Probation and Parole. My 
purpose for attending is to understanding how Vermont’s system works with regards to 
the criminal activity and what actually happens when arrests, arraignment s are 
prosecutions are made. 
 
What I have learned is we have several gaps in how criminal activity is processed and 
handled. In Vermont, a person can be arrested for an illegal activity, arraigned in court 



and released on conditions. This enables them to be back out on the street in a 
minimum amount of time, without serving any incarceration. The obvious conclusion 
here is that they often return to the same activity that brought them there in the first 
place. Secondly, when an incarcerated person is paroled, or served their maximum 
sentence, the agency that is to follow up with them is severely under staffed. 
 
The most glaring gap, that I have realized, is we have an enormous need or 
requirement, for treatment and rehabilitation services for the growing drug population. 
Though many agencies and services exist for their treatment, they too are extremely 
lacking in staff to expeditiously treat and process the users. 
 
Springfield is working toward providing resources to counter some of these activities 
and have looked at the Rutland model for guidance and opportunities. In our next 
budget cycle, we have added an additional police officer but we recognize that we 
cannot arrest our way out of the problem. Our correctional facilities are at capacity and 
the cost to incarcerate is enormous compared to treating them on the outside. 
 
We recently passed an ordinance requiring our landlords to register their buildings to 
identify the apartment locations with regards for firefighter safety and protection. We 
have also enacted another ordinance associated with dilapidated buildings. These are 
similar to what Rutland and other communities have done or are doing to “clean up” the 
housing stock and commercial building appearances. 

Springfield is fortunate to have an active police presence and services. Because of the 
high tax rate of our community, we appear to be under staffed when compared to 
communities of similar size and population. For this reason, the State has been very 
cooperative in partnering resources and providing additional aid through their Drug Task 
Force unit. They conducted a sweep in the summer of 2013, which netted over thirty 
participants in illegal drug activity. 

The State Senate has introduced bill S295 this legislative session, which is geared 
toward processing those arrested for drug use. The bill is designed to provide the 
necessary services for treatment and rehabilitation for those arrested as an alternative 
to incarceration. I applaud the efforts of this bill and look forward to the House adopting 
it this year. 

Vermont’s judiciary is also addressing those who travel from outside of the State to sell 
drugs by adjusting or increasing penalties for those with intent to distribute opposed to 
the casual user. Crossing State lines with high volumes of drugs, particularly opiates 
and heroin is looked at with more severe penalties. 

Senator Leahy’s and the Judiciary Committee’s recent effort in Rutland are 
commendable and, as stated previously, I applaud the efforts to communicate from the 
federal legislative level. 



Springfield is a desperate Town looking for solutions against the drug activity, not just in 
our community but for the State as a whole. It is encouraging to see the recent local, 
regional and State efforts to combat the problem. I am further encouraged to see that 
the federal government, particularly the Senate Judiciary Committee also has an 
interest and is looking at the problem. 

We could stand with our hand out asking for money for more police officers, more jails, 
more judges and prosecutors but that is not the perceived solution. It is widely 
recognized that we cannot arrest ourselves out of this epidemic problem. Further, it is 
recognized that we cannot incarcerate all those involved with drug activities. 

What has become obvious is the need for additional educational support for our young 
people and the need for treatment and rehabilitation services. The only successful way 
to reduce the opiate and heroin drug use is to remove the users. There will always be a 
market with criminals waiting to make a sale. You arrest and prosecute one and another 
is waiting to step into his place. The more we can reduce the addicts and users, the less 
enticing it will be for those traveling into our region and state to sell their products. 

Springfield has many local and State agencies to deal with treatment and rehabilitation. 
However, we do not have a methadone or health care clinic specifically to treat drug 
addiction. If users or addicts cannot find or get treatment, their option is to remain a user 
and the cycle continues. It is imperative to break this cycle and enable the users who 
want to find help or need the counseling intervention to have access to treatment. 

Finally, as stated previously, I believe it is imperative that the local, state and federal 
governments need to partner together for solutions. No one community is exempt from 
the affects of heroin and only a cooperative effort can and will be successful. Rutland, 
Springfield and other cities and towns cannot do it by ourselves. 

Vermont is a rural State with a small population but with a big problem. It is my vision 
that our proud State can work together with local and federal government, be proactive 
give us back our pride and educate, treat and rehabilitate our families, neighbors, 
friends and citizens who are affected and devastated by drugs. 

I would like to thank the Senate Judiciary Committee for their time in recognizing the 
problem, their efforts and consideration for action and solutions on behalf of all 
Vermonters and those in the New England region. 

 

Mr. Kristi C. Morris 
Town of Springfield resident 
Member Springfield Selectboard 
 



Summary: 

• Increased educational efforts 
• Increased treatment & rehabilitation agencies 
• Increased penalties for Inter-State trafficking 
• Increased Inter-agency cooperation. 



Hello, 
  
My son is presently in the St. Johnsbury Correctional Facility, once again for drug use, and was 
sent there through his P.O. His constant returns to jail have been because of relapsing. 
Although I don’t blame his P.O., because she has to do what she has to do, there must be 
something else we can do to keep my son alive. He, as well as so very many others, are 
incarcerated for the same thing. What I am pleading to you is that if these people are in jail for 
these issues, why can’t we get a good program, like the Discovery Program, which has been 
closed, a mandatory requirement for these people? It seems it would be the best time to get to 
them, when they are clean from drugs and vulnerable!  
  
Nobody what this is like unless you’ve been through it with your own son or daughter. Dan is 
going to be 33 next month. He has a beautiful soul, but a terrible addiction that does not want 
to release its claws from him.  Although I am terribly exhausted and frustrated, I am not going 
to give up on guiding him and so many others like him for help.   
  
Thank You, 
  
Alberta Randall 
 



21 March 2014 
Dear Sen. Leahy: 
 
I am a transplanted Vermonter, having lived in many other areas of the country after growing up 
on a farm in upstate NY.   I moved to the Northeast Kingdom when I got married twelve years 
ago. My husband is an adjunct professor at Lyndon State College and a paralegal in the 
Caledonia County State's Attorney's Office. I am the director of the Heart of Vermont Chamber 
of Commerce -- the chamber for the Hardwick area and surrounding towns. We are grandparents, 
we live and work in Vermont, pay Vermont taxes and have an interest in the viability of our state 
and the conditions and challenges under which we and our neighbors carry on our lives. 
 
The drug problem in Vermont came to my attention shortly after I started meeting our neighbors 
and getting involved in our community. One day I walked into our post office and the lobby 
reeked of pot as did the gentleman who just left the building. The postal clerk, a longtime 
resident, apologized and then told me about who was dealing -- and what they were dealing -- on 
a local basis. When I asked her, "Why don't you tell the police?" she replied, "We have to live 
(here) in this town."  She felt that the police weren't in a position to help.  
 
Another person -- a long time business owner whose grandchildren had switched from public 
schooling to homeschooling -- told me that there had been heroin sales and drug deals taking 
place in the back of the public school buses.  
 
Sometime later, while sitting in the newly opened Claire's Restaurant in Hardwick, I was looking 
out the front window to enjoy the sunset and watched a drug deal take place in full view of 
myself and rush hour traffic.  The realization that there was a serious problem here was 
inescapable. 
 
My viewpoint is that drug and alcohol abuse are a problem but they are also a symptom of 
underlying problems within Vermont. Drug and alcohol abuse are not going to go away until the 
causes of the underlying problems are handled. Specifically, people turn to these "solutions" 
when they no longer have hope, they are not producing (i.e. they cannot find employment), and 
due to ignorance of the effects of drugs and alcohol.  
 
At the risk of stating the obvious, if drug use in Vermont is an "epidemic," it is a epidemic which 
is fueled by both illegal drugs (heroine, meth, etc.) and also by the misuse of prescription drugs. 
Cheap heroine makes its use much more prevalent. Over-prescription and "on demand" 
prescription of pain killers, anti-depressants and mood altering drugs such as Ritalin has made 
their consumption commonplace rather than rare. We have become a society that reaches for a 
pill rather than looking for real solutions to our problems. Our present approaches to solving 
addiction appear to prolong and exacerbate the problem. 

One ex-addict told me, "Don't give more drugs when getting someone off drugs.  Try non-
traditional programs that do not involve handing out more opiates. Build a meth clinic and you'll 
have more drug users. What a great place for some to get free drugs amidst the people actually 
trying to quit. Support of loved ones, families and friends is vital, but not if any of them are 
users.  It's a temptation to fall into the same old routine. Being surrounded with non-users helps." 
 



Having former addicts help users to get clean seems like a good idea. They know what it's like. 
They've been there. 
 
If we are going to set up a system for diversion, then we need a system that actually works. The 
current system and past methods appear not to be working since we have more drugs on the 
streets. It's time we clamped down on the over-prescription and mis-prescription of drugs that so 
often are a jumping off point for the cycle of addiction. It's also time we had effective and early 
education on what drugs are and their effects so that we prevent kids from starting in the first 
place, rather than having to try to "cure" them later on. 
 
 
Sincerely, 
Maria Roosevelt 
 



QUESTION/PROPOSAL 
March 10. 2014 

  
  
Should it come to be the case that Rutland, VT, is selected as a federal model for 
dealing with opiate drug addiction it seems likely that tax dollars will flow to Vermont.  
Under such circumstances what kinds of work programs will be available after a 
person's 'graduation' from a treatment center? 
  
Just here in Rutland there will be hundreds of x-users.  Should the notion actually be to 
reintegrate these people into some kind of normalcy, then it seems to me because of 
their emotional fragility their lives will need structure, regularity, security, work, 
supervision, relapse treatment and an income that will afford the goal of a job, a home 
life, a relationship and a family. 
  
Because these people will constitute a large potential work force I would like to make a 
proposal.  In light of the crumbling and deteriorating water, street and sidewalk 
infrastructure in Rutland City that federal grant money be accessed to start a 20 
year Infrastructure Works Program coordinated with the model drug program.  Rutland 
City, like most American cities, has deferred necessary improvements for a very long 
time due to a lack of political will to raise taxes, and because minimum and competitive 
wage jobs do not result in much tax revenue and the population has decresed in 
Rutland.  It is my contention that such a program would be a potential rational place to 
put people to work to get their lives together because all of the above criteria could be 
fulfilled.  Remember, Rutland's native sons are descendents of the immigrants who 
came from Europe and mostly did the labor in the quarries, the marble mills, factories 
and railroads.   PROJECT VISION seems to be in the process of establishing the 
treatment/corrections/mental health/social infrastructure to be effective in this role, 
too.                                                                                               
  
Hopelessness, disenfranchisemnt, marginalization, poverty and ignorance fracture a 
person's integrity.  Without a reliable and liveable paycheck, relapse seems a given.  
For those capable of demanding physical work, grunt work to be exact, then 
for those persons psychologically ready such a formula of getting real pay for real work 
over a period of many years, overseen by the network of social service professionals in 
PROJECT VISION such an approach could provide an avenue through which many 
individuals could find meaning and a way back into life.  
  
Since we're talking about a model national program, and because the basic national 
infrastructure is falling apart, it is my hope that consideration be given to creating a 
structure for able-bodied persons to do wholesome hard physical labor.  First, here in 
Rutland, then nationally. 
  
  

  
Nick Santoro 



Rutland, Vermont 
 
 

Comment 

March 14, 2014 

It is my understanding that the Vermont public school system and state correctional institutions 
have a hefty hand in the generation of the opioid epidemic. I never hear of this issue being 
addressed.  

When our institutions deal with individual “deviant” behavior, by using an easy chemical fix 
through the use of prescription medications like Ritalin for young kids rather than with physical 
exercise, learning patterns, diagnostics and counseling they facilitate the sale and future use of 
opiates to vulnerable individuals. It is a destructive conditioning process often imposed upon 
young students, and DOC’s conditioning upon slightly older prisoners.  

Whatever programs are actively pursued to deter our opioid drug epidemic they are built on a 
house of cards without addressing this underlying structure that is designed by the Department of 
Education and/or the Department of Corrections to control people cheaply rather than addressing 
their needs with counseling, work programs and individualized education.  

When kids leave school who are illiterate and a large proportion of our inmate population is 
illiterate as well drugged, and then leave prisons these people are already hooked with a 
predilection toward opiate drug use and other forms of drug abuse. 

Nick Santoro 

Rutland, Vermont 

 



Dear Panel Members: 

There is a greeting among some African Tribes that goes a bit like “How are the children?” Tribesmen believe that 
a tribes’ well-being can be measured by the well-being of its children. If the children are content and thriving then 
the tribe will be well and all things balanced. So, rather than ask how the tribe is doing, the question becomes 
“How are the children?” when leaders meet. 

I have lived in this community, raised my family here, and buried my parents, grandparents and great-
grandparents here. When I relocated my family to Rutland I made the decision with strong conviction that it was 
the best place for my children. Rutland was going through a “resurrection” with so many family friendly social 
events and lots of new “niche” restaurants and shops downtown. We joyfully rang in the New Year with the 
community during First Night and hunted for bargains at the much anticipated Side Walk Sales of August. 

Rutland struggled with a new element, gangs had begun to set territory here, and Los Solidos had a presence in 
selected neighborhoods. The children in some areas mimicked the gangs with their own naïve, imitation of a gang, 
FPG. Police took to the task, the public got involved and the easily identified Los Solidos seem to fade away, but 
they left something behind. They blazed a trail for easy trafficking of opiates and cleared the way for future dealers 
by creating a demand in the lower socio economic areas they discovered. 

Addiction does not happen by supply alone. Addicts are created at an early age. Clinical empirical research now 
shows the change in the plasticity of brain and its development during early childhood as a result of trauma. 
Childhood trauma occurs when a child is neglected physically or emotionally. Emotional neglect can be the result 
of a poverty defined culture where housing and food are at risk and basic needs of the child are not met. The 
heightened level of the stress hormone cortisol in a developing brain actually changes the “hard wiring” of a brain. 
Childhood trauma has lifelong impact, creating a brain and neurological pathways that are very receptive to 
addiction and other mental disorders. 

As a School Counselor in our public schools I have had many conversations with colleagues about the children we 
serve. One the trends identified is that we are now looking at third and sometimes fourth generations of poverty, 
neglect and addiction. These are often the families where children are in the system with DCF serving as 
custodians or parents who are monitored with Conditional Custody. The mission of DCF is “family reunification 
first”. That’s a wonderful ideology were it not for the fact that these families have no tools, resources or supports 
to do anything other than maintain the chaotic, neglectful homes that resulted in DCF intervention to begin with. 

Creating a system that encourages children to be returned to situations where neglect is present does one thing 
very well. The system creates a future generation of addicts and strong candidates for mental illness. 

Therefore, to answer how our community came to this opiate infused place we must ask ourselves the question, 
“How are the children?” 

Respectfully, 

Gina Fucci, LSC,MS 

 



To Senator Leahy and concerned members 
  
I have worked as an LADC in Vermont since 2002 in schools and in an agency as well as private 
practice. I've talked to school administration, doctors, Court Diversion and Probation about this 
growing problem but felt I was not heard. I gave up trying to be heard. I don't feel Drug Evaluations 
are valid without valid urine screens. There are not enough labs that can do that with any degree of 
accuracy. Burlington Labs is one of the few and are not expensive but they could not find an office to 
host them to do urine screen collections in Addison County. They tried to do it at the Turning Point in 
Middlebury but the stigma was too much for the AA members so they were told to leave. A clinic or 
public building for this would really help. This would make a difference  not only in the accountability 
for drug testing but also for alcohol use since this lab runs tests for ETG (ethylgluconoride) which is 
the enzyme for digesting alcohol  detected in the body several days after consumption. This small 
effort could make a big difference for our youth and anyone on probation or Court Diversion who has 
any kind of drug/alcohol related offense.  The pot smoking culture in this state has not been willing to 
see how the very strong level of THC in pot these days quickly leads to developing a high tolerance 
and can (not always) lead to other drug use. Mostly however, I believe the rising opiate abuse is from 
irresponsible prescriptions from doctors and dentists who will hand out entire bottles of pills instead of 
saying take two aspirin and call me in the morning. They do not want the call the next month when 
the client is addicted. They do not want to follow up on these issues.  
  
One last comment, but I think very promising, is the introduction of a new technique that I believe 
could prove extremely effective in the treatment of opiate addiction in a very short time. Please check 
it out on YouTube "Faster EFT heroin addiction", if you have any interest at all in a short term 
inexpensive proven treatment that is easy to learn and get trained in. EFT has been validated as a 
best practice.  This advanced form of tapping is called FasterEFT and has been used in the 
rehabilitation centers called Habilitat in Hawaii and Oklahoma for heroin addiction. It consists 
of tapping on the meridian system while bringing up cravings and related feelings associated with the 
addiction.  I am being trained in it at this time but so far have found it useful in cigarette addiction, 
sex addictions and food addictions. It is truly remarkable, quick and easy. I think it could have an 
impressive impact in Methadone clinics or treatment centers in Vermont as well as in agencies all 
over. It addresses the cravings as well as the underlying issues. Thank you for taking a look at it.  
  
One last comment in regards to the addiction field.  Opiate addicted clients need support more than a 
one hour per week due to their high need for case management. It is not realistic to expect therapists 
in private practice to be successful with this. These clients usually need wrap around services.  
  
Thank you for listening 
  
Julianne Holland MA., LADC 
 



My name is Lynne Klamm; I have lived in Rutland my entire life, raised my children here and 
am now lucky enough to watch my grandchild live and grow here.  I also work for the State as a 
Field Director for the Agency of Human Services.  I have worked for the State for almost 34 
years in various capacities, including for the Department of Corrections and Family Services.  I 
am part of Project Vision and was able to attend the hearing that was held in Rutland this week. 
 
Rutland is a great place to live and work.  My oldest son has left the area a couple different times 
and lived in Colorado, Massachusetts and Florida.  He always comes back because he says there 
is no other place like it.  Sometimes the depth of the opiate problem makes it easy to forget that 
most of the people who live and work here are not addicts, but are hard-working folks who 
understand what Rutland and Vermont have to offer and who choose to stay here. 
 
At a Federal level, when looking at the opiate problem, I think one has to acknowledge that there 
is some level of accountability with the medical profession.  They are the ones who prescribe 
narcotic drugs.  This is often how an addictions begins.  When I was a probation officer a few 
years back, I had a bright, personable young man on my caseload, who had lost a good job and 
family support because of his drug use.  When I asked him how it started he told me he had hurt 
his back while playing softball and had gone to the Dr. and gotten Percocet.  Really?  What 
happened to ice packs and hot showers?  We cannot support a culture that says the drugs are the 
answer when you are uncomfortable.  Prescribers have to take responsibility for this.  Maybe 
they are the ones who have to just start saying “no” to drugs.  We do not need Zohydro.  In my 
opinion, that is just big pharmaceutical money talking.   
 
A couple of weeks ago, on Town Meeting Day, I went to our local mall.  When I came out, at 2 
PM, I observed a drug deal taking place right next to my car.  The “buyer” was a young man who 
had gone to school with my daughter.  The “sellers” were a young white female and a young 
black man.  This is an all too common sight and one that occurs out in the open fairly regularly if 
you know what to look for.  There is no fear on the part of these folks, only on the part of those 
of us who watch it happening around us.  While watching scenes like this angers me, I also feel 
sad for those people who are caught in its grip and who see no other options in their lives.  
Buying or selling or both never have good outcomes.  How awful that life must be. 
 
There are several things that I think can be done to assist in this fight: 

1) Recall Zohydro before it hits the streets; 
2) Adjust managed care/Medicaid regulations to allow for longer than 15 day stays in 

residential treatment; that is barely enough time for someone to detox and certainly 
nowhere near enough time to address the underlying addictive thinking; 

3) Mandate physician participation in annual drug training as well as use of the electronic 
pharmacy records;  

4) Create programs within schools to support students whose parents are addicts;  we know 
that home-visiting and outreach are effective community strategies so let’s use them; 

5) Increase funding for low –cost, big-bang-for-your-buck programs, like Recovery Centers; 
their budgets are small but their impact is not; provide enough money so that they can 
have full-time staff. 
 
 



None of these ideas cost a lot of money but all would be a part of the plan to address this 
public health issue.  Thank you, Senator Leahy so much for your support and for your 
unwavering representation of the citizens of Vermont. 
 
 
 

 
Lynne Klamm 
Agency of Human Services  
Field Director 
Rutland County 
802-786-5952 
Fax:  802-789-0088 
Addison County 
802-388-5385 
Fax:  802-388-4665 
 



James M. Candon Jr. 
Jericho, Vermont 05465 

 
 
20 March 2014 
 
Dear Senator Leahy and members of the Senate Judiciary Committee: 
 
I retired from the Vermont State Police as a Captain nearly 16 years ago. I have been 
alarmed by the epidemic of drug addiction in Vermont and wish to get my views to you 
for consideration. One of my career assignments was as a prescription drug diversion 
investigator from 1981 – 84. 
 
There can be little doubt that a fundamental cause of the opiate epidemic has been the 
abuse of LEGAL PRESCRIPTION DRUGS.  There has not, however, been a 
conversation about how these prescription drugs became available for such widespread 
abuse. Nor has there been a conversation concerning what is going to be done to stop 
these drugs from being widely diverted for abuse in the future.  The conversation appears 
to have jumped over the abuse of prescription drugs to the topic of heroin and putting a 
stop to heroin distribution. I am not suggesting that heroin interdiction is not important 
because it is. It was mentioned at your hearing that there were 21 heroin overdose deaths 
last year in Vermont.  It wasn’t mentioned that last year there were 48 overdose deaths 
due to prescription drugs, most of which were opiates!  (See Vermont Health Department 
Report at http://www.documentcloud.org/documents/1061492-od-fatality-report-3.html )  
 
In the many public discussions, including your hearing in Rutland on Monday, there was 
no one present that spoke with authority on the diversion of Rx drugs.  Nor was there 
barely a mention of what real steps, other than the Vermont Prescription Monitoring 
System, were being taken to prevent future Rx drug diversion and abuse. Is there any 
doubt  that the abuse of prescription opiates such as Percodan, Percocet, OxyContin, 
Fentanyl, Dilaludid, Vicodan, Codeine and other Rx painkillers have been a huge part of 
the opiate addiction epidemic?  And is there any doubt that these drugs are prescribed and 
dispensed by doctors and pharmacists in our state?  Are we naïve enough to think that 
these drugs aren’t being diverted from our local pharmacies, doctors, hospitals, nursing 
homes and clinics but are all brought in by drug dealers from Massachusetts and New 
York? 
 
 For a variety of reasons, no serious emphasis has been placed on preventing the abuse 
and misuse of LEGAL prescription drugs in Vermont in the past 20 years or so. As a 
matter of fact, political pressure has been applied to further limit the inspection of records 
in pharmacies by diversion investigators due to privacy concerns and HIPAA.   The 
pressure has come from pharmacists, privacy advocates and the ACLU. Another reason is 
a lack of interest by law enforcement. In Vermont forever the overwhelming focus has 
been on ILLEGAL drugs by law enforcement and prosecutors.  
 
 
Diversion enforcement is not simply responding to complaints of forged prescriptions 
and conducting criminal investigations. Diversion enforcement goes way beyond that. 
The duty is to safeguard access to prescription drugs of abuse (controlled drugs) and to 
provide assurance that these drugs are being properly used for legitimate medical uses 
according to the rules, regulations and law.  This is accomplished by conducting regular 
compliance inspections of records kept or maintained in accordance with the laws and 
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regulations for the prescribing, dispensing and administering of these drugs. These rules 
apply to not only pharmacies but hospitals, clinics, nursing homes and doctor’s offices 
where drugs are kept and distributed. 
 
There is a popular notion in Vermont that we are going to solve our addiction problem 
with treatment. . The theme that “drug addiction is a chronic disease like diabetes and 
high blood pressure” is very popular currently. The hope is the new Vermont Prescription 
Monitoring System and the new MAT (medication assisted treatments; methadone and 
buprenorphine therapies) will make significant progress in dealing with the current 
epidemic. I’m hopeful as well. With these new strategies come unexpected problems. For 
example, the diversion of buprenorphine is all ready a significant problem. The VPMS 
will identify new cases of doctor shopping. Vermont needs strategies to prevent the abuse 
of controlled prescription drugs. Affective diversion enforcement is one!  Actually the 
need for diversion enforcement will increase. I have found no plan to deal with 
uncovering diversion in the health care profession. Those that work in a medical 
environment where controlled drugs are widely available are vulnerable to abusing 
prescription drugs and it is not uncommon.  Those that are licensed to order drugs from 
wholesalers like doctors and pharmacists are particularly vulnerable.  It is an 
occupational hazard similar to working with money in a bank. Without outside 
inspections, bad things will happen.  
 
Drug diversion efforts in Vermont suffer due to these fundamentals: 
 

1. Failure by Vermont policy makers to understand the public health and safety 
damage that can occur when there is a lack of over site to the distribution of 
dangerous (controlled drugs) which are legal and prescribed by doctors and 
dispensed by pharmacists and others in the medical field. 

 
2. Failure by policy makers to recognize the insidious attraction that prescription 

drugs have regardless of ones standing in life. This is particularly dangerous for 
those that work with these drugs in the health care professions. Drug addiction by 
doctors, pharmacists and nurses is not an uncommon occurrence.  

 
 

3. There has been an insufficient level of attention given to prescription drug fraud 
and abuse by law enforcement and those assigned the specific “duty” to enforce 
the laws and regulations concerning the prescribing, dispensing and administering 
of controlled prescription drugs. This includes the states attorneys and the 
Attorney General. (See applicable Vermont statutes at: 
http://www.leg.state.vt.us/statutes/sections.cfm?Title=18&Chapter=084)  

 
  

4. There is a prevailing view by policy makers in Vermont that prescription records 
in a pharmacy are “private medical records” and therefore should not be open to 
inspection by law enforcement without a search warrant. This sentiment needs to 
change in regard to dangerous controlled drugs in schedule II – V. Why is it that 
the State of Vermont inspects restaurants, elevators, vehicles, scales, beauty 
parlors, and even income regularly without search warrant requirements? Yet 
there is strong resistance to inspecting prescriptions of controlled drugs in a 
pharmacy even when these drugs have caused such tremendous addictions and 
loss of life.  The state policy makers should stand up forcefully to this resistance 

http://www.leg.state.vt.us/statutes/sections.cfm?Title=18&Chapter=084�


much like the Vermont Supreme Court did in State v Welch in 1992. 
http://libraries.vermont.gov/sites/libraries/files/supct/160/op90-392.txt  

 
5. The federal Health Insurance Portability and Accountability Act (HIPAA) has 

been used by the ACLU and others in Vermont to block diversion investigators 
access to prescription records without a search warrant in Vermont pharmacies. 
To see a full report on this topic see the Vermont Department of Health  report to 
the legislature entitled Vermont 2006 at 
http://healthvermont.gov/admin/legislature/documents/Act205_med_privacy.pdf ) 

 
 
 
Legal prescription drugs are much preferred by drug abusers either to recreate or to 
support a habit.  They are commercially produced, powerful and safe especially when 
compared to heroin. When a drug abuser can get them with a prescription from a doctor 
they are very inexpensive. The schemes and scams utilized by determined drug abusers to 
get prescriptions for these drugs are fabulously inventive and clever. Why do doctors 
prescribe to these drug abusers? There are a variety of reasons and none of them good. 
Elderly doctors, drug addicted doctors, naïve doctors and deceitful doctors are the targets 
of drug abusers. The resale street value of these drugs is phenomenal. 
 
A doctor can only prescribe controlled drugs for “legitimate medical purposes” and are 
disallowed from prescribing for purposes of drug detox or maintenance. 
(http://www.deadiversion.usdoj.gov/21cfr/cfr/1306/1306_04.htm ). A pharmacist under 
the same law has an equal and corresponding responsibility with the doctor to dispense 
the drug only for a legitimate medical purpose.  A properly trained and experienced 
diversion investigator reviewing records of a pharmacy, including controlled Rx files, can 
easily spot patterns that are inconsistent with legitimate medical purposes. 
 
21 CFR part 1300 (http://www.deadiversion.usdoj.gov/21cfr/cfr/index.html) sets out in 
detail the rules regarding controlled Rx drugs. When a medical professional is registered 
with DEA either to prescribe or dispense controlled drugs, they are required to know and 
follow the regulations. The regulations define all the essential rules that must be 
followed.  
 
Thirty three years ago as a young detective, I started a one man diversion section in the 
drug unit at the Vermont State Police.  I was given this assignment because of my 
previous experience investigating pharmacies for the Medicaid Provider Fraud Unit at the 
Attorney General’s office.  While conducting the Medicaid investigations I learned much 
about the prescribing, dispensing and record keeping required in the distribution of these 
drugs.. For the next 2-3 years as a diversion investigator, I conducted inspections in 
pharmacies throughout Vermont. I no longer have my records but I would guess that I 
inspected 50 pharmacies throughout the state. Vermont law gives diversion investigators 
access to order forms, stocks of drugs, and prescriptions for controlled drugs in the 
pharmacies. (Controlled drugs are drugs that are subject to abuse. They account for 
approximately 10% of the drugs dispensed by a pharmacy. The controlled drugs 
prescriptions in a pharmacy are kept separate and apart from the other 90% so that they 
are easily accessible for inspection. So, inspectors DO NOT have unfettered access to all 
prescription files – just the 10 %).  In the course of my work I was able to identify and 
arrest several drug abusers for doctor shopping, forging and altering prescriptions and 
other scams. But what was shocking to me and for which I had not been fully prepared 
were the cases showing doctors and pharmacists and nurses involved in diverting drugs. 
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 In one case an elderly country doctor was selling written Tussionex (a schedule III 
narcotic) prescriptions for $10 each.  Drug addicts from across the state flocked to this 
doctor for these prescriptions before he was shut down and retired by the Board of 
Medical Practice. In another case, a cancer doctor was stealing Demerol (a schedule II 
narcotic) from his patients and shooting himself up on house visits.  When another 
detective and I met him in his office we asked him to roll up his sleeves. He had injection 
wounds up and down both arms. Criminal prosecution of him was declined by the 
prosecutor and he was sent off to rehab and thereafter supervised by the Board of 
Medical Practice.  In another case, I visited a pharmacy in southern Vermont after finding 
a lead in an ARCOS report (http://www.deadiversion.usdoj.gov/arcos/#background ). At 
the pharmacy I inspected the DEA 222 order forms and observed that the pharmacist had 
ordered several bottles of Deodorized Tincture of Opium (a schedule II narcotic).  I then 
noted that he had only a small amount of DTO on hand in the store.  I then reviewed his 
schedule II prescription file and noted there were no prescriptions for DTO.  I confronted 
him with these facts and asked him what had happened to all the DTO?  He then admitted 
he had a “business man’s stomach and was self medicating for it” This case was 
prosecuted and the pharmacist pled guilty to Unlawfully Dispensing in court.  In another 
case I arrested a doctor’s wife for forging numerous Dexedrine (a schedule II stimulant) 
prescriptions in her husband’s name. 
 
Inspections of the pharmacy’s records sometimes uncovered shortcomings that were not 
criminal in nature but that were out of compliance with the rules nonetheless. In these 
cases a report outlining the shortcoming would be submitted to the appropriate licensing 
board for whatever action they wanted to take. 
 
In the early 1980’s Vermont had a prescription drug addiction problem. Most of it was 
hidden and had gone unnoticed for a long time. I was asked by superiors to put on a 
training class for all the detectives in the Vermont State Police.  I did this by traveling the 
state and making presentations. Eventually all detectives had received familiarization 
level training on prescription fraud and abuse. Before long I was promoted and 
transferred to another assignment. I did have the opportunity to train my replacement for 
a good period of time. His name is Bill O’Leary and he did a fine job. 
 
Looking back on my career, being a diversion investigator was the most satisfying 
assignment of all.  The reason is - not only was I solving crime but I was getting those 
folks that were drug addicted a chance to regain their lives.  For most addicts, standing in 
front of a judge in court was hitting rock bottom. Their recovery could begin at that point. 
Those that were not criminally prosecuted were referred to the professional licensing 
boards and had the opportunity to begin recovery. 
 
I am very disappointed that Vermont has suffered the terrible epidemic in recent years. I 
particularly feel for the families of addicts who actually suffer the most. Now the 
taxpayers need to fund millions and millions of dollars in drug treatment.  Much of this 
problem was avoidable! Having an aggressive drug diversion unit that proactively did 
their job would have given early warning and prevented much of it from happening at all.  
I fear that policy makers still don’t understand how much can be accomplished with a 
proactive diversion enforcement program.  I’m fearful that policy makers lack the 
courage of leadership and the political will to demand a first rate diversion unit with 
access to the necessary records.   
 
In closing I would like to make the following recommendations to the Committee: 
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1. Please include in your hearings some testimony from experts in Rx drug 

diversion. All states have diversion units and there are very knowledgeable folks 
available. 

 
2. Be careful who you listen to in law enforcement regarding the drug epidemic.  I 

noticed the list of witnesses who testified on Monday in Rutland included no one 
who had a background in diversion.  Diversion work is very different from illegal 
drug enforcement.  In diversion work there is no glory and cops are not attracted 
to it.   I compare a diversion investigator to an IRS agent.  You require no 
undercover cars or attire, you don’t need to work with sophisticated electronic 
equipment, you don’t get to make undercover drug buys and you don’t get to kick 
doors in.  You spend your days looking over records. It is very unglamorous work 
and very different from undercover drug work.  It requires a unique set of skills, 
knowledge and experience. And it is tremendously rewarding. 

 
3. Clarify HIPAA so that diversion investigators can perform the necessary 

inspections having access to records of controlled drugs without the need for a 
search warrant.  HIPAA has really hampered law enforcement in Vermont as 
indicated in the Health Department 2006 report mentioned earlier. 
(http://healthvermont.gov/admin/legislature/documents/Act205_med_privacy.pdf) 

 
4. Please provide some political leadership in emphasizing the need for effective 

diversion units in the states to combat the scourge of drug addiction by legal Rx 
drugs. The arrangement has always been that DEA Compliance would handle 
enforcement at the manufacturing and wholesale distribution level while the states 
would be responsible for enforcement at the retail level in the individual states. 

 
 
Thank you for considering my comments. 
 
James M. Candon 
Captain, Vermont State Police (retired) 
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Many years ago, in the process of creating RAMP (Rutland Area 
Mentor Program), I visited families living in the NW neighborhoods 
and other similarly blighted areas of Rutland. I remember the shock I 
felt at seeing the conditions under which people lived in the city I 
called “home.” Talking with mothers and children in smoke-filled 
rooms, I heard despair and longing. I saw holes in the unfinished 
sheetrock, stained ceiling tiles, doors hanging by one hinge, and the 
ashtrays spilling over onto rusting TV tray tables. I saw crowded 
sleeping spaces, panes of broken window glass, and the hollowed-out 
faces of poverty.

Two summers ago, I volunteered on the Pine Ridge Lakota 
Reservation in South Dakota. The housing looked a lot like the homes 
I visited in Rutland many years ago. The voice of poverty sounds the 
same. It looks the same; skin color does not change the despair and 
longing.

When RAMP was created, I was a teacher at the Rutland Area 
Vocational-Technical Center known as “voc.” Some of our students 
grew up in those smoke-filled rooms and came to us from a legacy of 
perceived culpability for their poverty; a reinforced awareness that the 
“voc” was all they should aspire to in life. Often bullied in school and 
at home, they breathed the air of drug abuse and they learned to adapt 
themselves to the behavior they saw as “normal.” Becoming the 
“them” that nobody wants to be was their trajectory.

When I read Larry Bayle’s comment in the Herald coverage of the 
recent judiciary hearing, I thought, “He’s hit the nail on the head.”

How do you fight classism? A week or so ago, I spoke with a twenty-
three year old young man who talked about how he has always felt that 
Rutland is “different.” Having grown up here in a relatively affluent 
family, he keenly felt the differences between people and felt 
diminished by classism. He used the term, “classes.” He was not 
talking about school. Some of his ideas are worth hearing and talking 
about. As they say on TED talks: ideas worth spreading.



Rutlanders refer to “upper” Baxter Street and “upper” Grove Street, 
and “down in the Gut.” A kind of “us and them” culture has emerged 
over the years. I believe it is that ethos which is as the core of the 
current problems plaguing Rutland, not the least of which is grinding 
poverty.

If there was ever a time for change, it is now. The energy feels different 
this time around. I have witnessed more than a few “resurrections” in 
Rutland and this one is different. It feels like it has a future. Driven by 
so many residents who are committed to making change happen, there 
is every chance for success. 

My concern is that we give voice to all the people. We need to give 
voice to the 25% of people living in poverty who are concentrated in 
the NW neighborhoods and elsewhere in Rutland. We need to be 
careful that we do not condemn people to the story that has been 
created around them. We need to hear what they know and have 
learned. We do not need to tell them what we have learned about them 
without their consultation.

In the service of better understanding the “drug problem” the question 
we must be asking now is not only why people take drugs, but why do 
people stop. 

We know, from the volumes of research, that poverty and social 
isolation go hand in hand. We know that family, employment, and 
status within the community are factors that counterbalance drug use 
and abuse/addiction. It is harder for people with nothing to say no to 
drugs. We must be mindful that their perception of nothing is not 
necessarily ours. We must be slow in reframing the drug problem and 
be careful not to reinforce a culture of “us and them.”

As a working RN, I am aware of the public health ramifications of 
substance abuse and its effects on our children. In changing the 
trajectory of our young people in this community, we need to take the 
long view. In the near term, we need to create a healthful environment  



that runs into the future and hears all the voices that make up this 
splendid place called Rutland.

In closing, I see blue sky and the long shadows of the end of another 
day spreading across the golfcourse and I am glad to live in Rutland. 
And I am lucky to have a window on such beauty.

Respectfully submitted,

Regina M Kohlhepp MS BS RN-BC
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Dear Senator Leahy and Judiciary Committee Members: 
 
     Let me start with the life story someone has shared with me:  Born to parents who 
were first generation high school graduates born in the Depression, grandchild of 
immigrants who fled poverty and hopelessness, his parents worked their way up to 
homeownership. His mother developed a serious mental illness when he was 9 and his 
siblings were 7, 6 and 3. His father and grandmothers filled in the gaps when his mother 
was unable.  He grew up with fear, lack of trust and frequent embarrassment. He 
describes himself as one of the lucky ones, since he learned and grew from these 
formative experiences and developed the strengths that his loved ones and supporters 
exhibited, and few of the weaknesses.  He survived rebellious teenage years that might 
have wound someone with less support in jail, DCF custody, or worse.  He was given the 
support and encouragement to go to college then graduated into an earlier recession and 
took the scarcity of good jobs as an excuse to go to post-graduate school which in those 
days could be had with summer-job earnings. He wonders just how much support and 
opportunity it took to deflect him from a fate much like many of those struggling in 
Rutland right now.  
 
      I am a long time Public Defender and Prisoners’ Rights Attorney working in Rutland 
for the last 27 years, and prior to that in Jersey City, New Jersey, so I am intimately 
familiar with the individuals whose addiction and/or poverty (and lack of the “grace of 
God” that kept my acquaintance, and so many of us, from such a fate) often blights once 
healthy communities.  I speak also as the mother of three Rutland High School graduates 
who are proud of their school and their community, the most recent a 2010 graduate (he’s 
best friends with Carly Ferro’s brother).  I am the Vice President of the Rutland County 
Parent Child Center Board of Directors, and a member of Project Vision.  I was one of 
the committee members who helped design and implement Rutland Drug Court Grant 
and sat on its Oversight Committee (until the funding ran out for one hour a week!), and 
for nearly 27 years, I have been involved with numerous other community and school 
programs and events. 
 
     Thank you for bringing the Judiciary Committee to Rutland as we once again bring 
the community to the struggle.  The Rutland Drug Court received Senator Leahy’s 
support in applying for the grant that funded its design and three year implementation.  
As part of that broad state and local effort, we learned of the need to design a program 
that would attract the folks who would best benefit from it, and we received training 
about best practices in understanding and treating the medical condition of addiction, the 
young people whose brains are still developing, and addicts with a “brain on drugs”, 
particularly one on opiates.   
 
      Besides the Drug Court, earlier community-wide efforts resulted in the Wits End 
parent-of-addicts information and support group, the Turning Point Club, The Boys and 
Girls Club, and many other great and necessary services to help addicts and their families 
find treatment and support for them and their families.  
 
     As a result of the community wide involvement and the training we received, 
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Rutland’s State’s Attorney has continued to support the Drug Court and most recently 
announced that he will support Rutland in following Chittenden County’s lead by 
implementing a Rapid Intervention program here.  This means that addicts accused of 
crimes committed to support their addiction can now agree to seek immediate treatment 
for their disease and avoid criminal prosecution if they follow the imposed requirements 
successfully.  This is a crucial tool to meeting addicts when they are most willing to go to 
treatment, and will hopefully result in convincing them that recovery is a better path than 
addiction, and adding them as a strength rather than a detriment to the community. Since 
a court case may take months to resolve, the early start when they are most willing adds 
to community safety as well. Ideally, this will be part of a seamless system from 
Diversion, to Early Intervention, to Drug Court.  I believe it requires another system wide 
effort by the criminal justice partners.  Using early assessments (containing confidential 
information), agreed to by addicts while high, to publicly make determinations about 
treatment need and success will not attract most users.  This is a good idea that needs 
further discussion and precautions to be successful. 
  
      The federal drug court grant Rutland received a decade ago also taught those involved 
in its creation about the Teen Brain and the brain on drugs. Treatment, and family and 
community development require a recognition that young brains are different. Every 
parent knows the experience of a child becoming moody, irrational, lacking foresight, 
self-centered, rude, feeling invincible, and selfish. Science is now learning that this is 
because the brain does not complete development until the mid-20s, so the young brain is 
not yet capable of thinking about the effects of their behavior on other people; they lack 
insight. Add alcohol or other drugs and a young person’s brain, which is wired to form 
new connections, becomes deeply habit-forming. A drug like heroin actually destroys 
areas of the brain that give us the capacity to love and empathize.  This can result in 
cognitive deficits that cannot be re-wired without long hard work. Opiates artificially 
activate brain centers and turn off the body’s ability to make its own.  This means the 
brain suppresses its natural reward centers, so that the only thing that brings happiness is 
taking the drug again.  This brain chemistry explains why addicts often relapse after six 
months of clean time.  The brain needs to practice how to deal with risky situations.  
Users need to learn to develop social and emotional relationship skills that the brain 
stopped learning at the time the drug use began.  The best programs have the right kind of 
support that users need at this time.  Sanctions in Drug Court, on Probation or elsewhere 
can’t be based on our frustration with the participant’s progress, but must be based on 
what works best for this individual.   
 
      A well operated, informed system provides rewards and sanctions, carrots and sticks. 
And the awareness that manipulative and other skills an addict needs to survive remain 
for some time. There can be progress and then regression.  It takes strong, knowledgeable 
and compassionate treatment providers and other professionals to not write them off as 
sociopaths. These folks in the throes of addiction are not necessarily likeable. It is easy to 
view them as “the other”.  But there’s nothing better than seeing who that person really 
is, as the shroud of addiction diminishes, and the healing of the brain begins to take hold.  
Surprisingly often, you hear their mom or dad say, the daughter that I know is back!  Joy 
comes from the number of folks in Drug Court who thank judges and prosecutors for 
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supporting them into solid recovery. Some say they have never had the sustained support 
of a caring adult before.       
 
      Crucial to the success of treatment systems is the education of the community to 
recognize that recovery is NOT about will power and strength of character. Blame has no 
place here. 
 
       One shortcoming of Rutland’s earlier start on addressing the heroin and attendant 
crime problem was the fact that the recognized need for a methadone clinic fell to 
political pressure. The opening of the West Ridge Center for Addiction Recovery in 
Rutland last year fills the gaps created by the use of buprenorphine which does not ease 
all cravings, can be redirected to misuse, requires many more trained doctors than the 
community has, and does not have the necessary wrap around social services that 
medication assisted treatment requires to enable those in recovery to succeed.  Those who 
had made their way to daily 3 hour trips to a methadone clinic had difficulty finding work 
hours to fit with that schedule, missed segments of their family’s life, and spent countless 
scarce family funds to pay for the travel.  Hopefully this new focus will also help ensure 
that medical, including dental, professional become aware and well trained about the 
dangers of prescription pain medications.  
 
       The struggling communities in Rutland are not filled solely with addicts but also 
people who grew up with the generational effects of poverty, or abuse and neglect.  
Nearly all drops outs had parents who did, nearly all men who strike a woman grew up 
abused or saw their father abuse their mother.  Many, many of the child sexual abusers 
are themselves victims of their caregiver’s abuse when they were the age of their victims, 
leaving them stuck at that immature age without appropriate treatment.  It is not all about 
power and control.  Much is about breaking a cycle of poverty, abuse and hopelessness.  
This is not a simple or short term process.  Programming needs to be informed about 
trauma, addiction, the brain and poverty.  The generational lack of resources my friend 
was fortunate have sufficient support and resilience against underlies most of school 
failure, domestic violence, child sexual assaults and susceptibility to escapes like drug 
use.  As Governor Shumlin said, “none of us should be content until all Vermonters, 
including those who are born into poverty, have the same opportunities to succeed and 
flourish as the most fortunate. Our best prevention against drug addiction is to create jobs 
and opportunity for all Vermonters. By providing the best early childhood education in 
America. Every Vermonter regardless of income, has the chance at success – living, 
working, and raising their family right here in Vermont.”       
        
              Rutland is fortunate to have community leaders that bring together a community-
wide focus on issues such as poverty, addiction and the crime needed to maintain 
addiction.  I would like to share some of the short and long term lessons and questions 
that I have taken from the successes and occasional shortcomings of these efforts.  The 
predominant issue, naturally, is the lack of sustained financial and community support for 
the outcomes of community efforts.  This means that great programs like Wits End can’t 
pay for the essential therapeutic support person of late, that small programs suffer by 
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living week to week, no one is overseeing the community-wide gaps and duplication of 
programs. 
 
     What are the other challenges now?  We have not yet been able to begin to address the  
rampant “us against them” mentality that is wide-spread in our community and nationally. 
Thankfully, Project Vision is hard at work on community building.  Both reality and the 
spin of the national “news” fight us on this at every turn.  The poor don’t trust “us”.  Why 
should they?  They believe that politicians say what they have to to be elected, and what 
they read and hear is either black or white, depending on the source.  How does anyone 
know what the truth is, or who you can trust? 
 
     This national break down is at least n part caused by the growing gap between rich 
and poor.  The remnants of the upper middle class and the rich strive to escape the 
realities of modern life post-Great Recession by building more gated communities, 
making their purchases on line and otherwise avoiding any contact with the poor, leaving 
the poorest to their own islands of poverty, where those who fled leave those islands so 
undiversified and unsupported that they are left to rot. The anger is bubbling just below 
the surface of those who feel left behind in this economy, working several jobs to make 
ends meet, and hearing gross generalizations about the poor and minorities being the root 
cause of unaffordable taxes and other evils.  The Great Recession is still upon us.    
 
      So, how to get Rutland (and elsewhere) to see that THEY are WE! I was shocked 
when a conservative friend who recently retired to an essentially gated community down 
south asked the 4 liberal democrats we were travelling with whether we had noticed a big 
increase in the number of homeless people.  Maybe you can run but you can’t hide.  
Bandaids won’t do it. We’ve seen what happens when we try to divide and conquer, 
which we have seen prominently in the “Stand your Ground” laws and their aftermath.  
After the remarkable testimony from the Director of the Burlington Boys and Girls Club, 
the Rutland Herald reported a frank comment from one of the employees of the Rutland 
Boys and Girls Club.  How do you address the class divide?  Like the Rutland County 
Parent Child Center, these small organizations, making a small dent in turning around the 
future.  However, the kids who attend these programs tend to be viewed as, and in fact 
largely are, the poor.  And many of the poor are generationally poor, parents and 
grandparents raised in a time when we understood even less about how to grow a healthy 
community. How did the voters deny the Rutland County Parent-Child Center’s request 
for $13,500. on Town Meeting Day?  How could they disagree with Rutland’s need to 
help support their great work with families and young children with comprehensive, 
high-quality, family centered services designed to enable their success in and contribution 
to the community.  Our “Learning Together” program works with young parents to 
provide counseling, academics, parenting, job readiness, interpersonal skills, coaching to 
help prevent child abuse and neglect, reduce dependency on public support, give parents 
increased competence, improve health outcomes for parents and their babies, avoid 
family violence, improve life skills and lessen or prevent repeat pregnancy.  Our 
“Strengthening Families” program reduces risk and promotes protection of children by 
offering  support for families who are dealing with stressors that may not otherwise meet 
criteria for “at-risk” services, developing positive relationships with parents to make them 
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more comfortable seeking support, especially those who may be reluctant to disclose 
concerns or identify behaviors or circumstances that may place their families “at risk” 
and helping families build and draw on strong and healthy support networks w/in their 
families and the community.   
      
        And who are the so-called “They” anyway? One or two straws more or less and it 
would have been my friend, maybe any one of us. While it is no doubt impolitic to say, 
many of the young adults who are accused of selling drugs here are from elsewhere. 
What we are learning, however, is that they are mere cogs in a larger machinery, part of a 
disposable and unlimited supply of young men at risk in their own communities coming 
here in the hopes of bettering their lives.  Jailing them is incredibly expensive, and they 
are immediately replaced with other low level dealers from elsewhere.  Or they are from 
here, selling just enough to get their own needs met with the profit.  We incarcerate more 
people than nearly any other nation.  It costs $50,000 dollars or more per year to do so.  
By doing this we separate intact families, and add to family instability as well as raise our 
taxes.  We are dooming the next generation already. 
  
      At criminal court we see the mothers and other support systems of the young out of 
state kids arrested for drug dealing, who have found someone with a car and the money 
for the gas and have driven 5 hours, and arrive stunned at the allegations against a kid 
who was doing well until… Their kids striving, just like ours, but in a community 
devastated by poverty, drugs and crime the choice as they see it is hop the train and sell 
these drugs and bring the money back, or live a life of hopelessness. Yes, some escape; a 
testament to the human spirit.  But some come here, ply their wares, maybe even 
impregnate a local girl who feels similarly hopeless, or is addicted and takes him in for 
the drugs and some money.  These are our community’s kids and issues, too.  We can’t 
incarcerate our way out of that problem either. As Gov. Shumlin reported, nearly 80% of 
those incarcerated are either addicted or in prison because of their addiction. Add the 
folks with untreated mental illness, and those with learning disabilities and you reach 
nearly 100%, I suspect.  And we know the cost of this is unsustainable, and destructive to 
families and communities. 
 
     Rutland Police Chief Baker and Project Vision Chair Joe Kraus have told you much 
about Project Vision’s great work in building and utilizing strong connections and 
relationships within the community to begin to address the issues and restore a sense of 
community to Rutland’s struggling neighborhoods, and I won’t repeat that information 
here.  Crucial is the emphasis on citizenship and community which West Ridge has said 
is “a key component of a successful recovery program”. 
 
      Also at issue is that many of these kids and their families are involved in many social 
service agency programs.  Project Vision is rightfully proud to be eroding the silos that 
work with different family members, different family issues, and yet the challenge will be 
how not to end up turning this into a gossip and retribution outcome but strong, positive 
community redevelopment.  We need to agree on the results we seek and set out plans 
based on those outcomes.  Another challenge will be to reduce the lack of trust in police, 
government, courts, and the do-gooders.  For example, Chief Baker’s willingness to say 
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that we can’t arrest our way out of this situation, that police need to work with service 
providers to achieve healthy outcomes, must be balanced by the need to protect family 
confidences and privacy.  Confidentiality of private information is protected for a 
fundamentally important reason. We believe that people can grow and change and should 
not be defined by educational deficits, mental illness, youthful indiscretions.  The 
challenge is how we can ensure that this work with the whole person and the whole 
family is successful not only when things are going smoothly, but also when they aren’t.  
Knowing that addiction is a chronic, relapsing disease, only adds to the complexity. 
 
      What unique struggles do we have?  There are persistent gaps in services. Public 
transportation is weak.  How can you get a kid with no family resources to soccer tryouts 
and practices, to the Boys and Girls Club?  We have to ensure that family members who 
touch many caring (or burned out) support systems receive coordinated, not redundant 
support.  We have to teach our support systems how to view the problems in a way that 
lessens burnout, and to address it when it inevitably occurs. 
 
     I have a bias against grants as funding mechanisms.  Implemented solutions must be 
fully realized and permanently sustained.  Many a young and smart recent grad has been 
hired to run a local program only to leave when the grant runs out, replaced by someone 
who lets the group’s energy lapse, or sometimes just never sets a next meeting.  This 
happened with the well- yet poorly-named Heroin Committee, and other regional early 
success stories.  A good leader is well worth keeping and nurturing!  That takes long term 
financial support that short term grants don’t offer. 
  
 The Great Recession still holds us in its grip.  Homes are under water or in 
foreclosure, out of state banks with no regard for the vitality of the community abandon 
buildings, and those former homes then attract crime.  The federal HAMP law is thwarted 
in its best practices by out-of-state banks that have acquired other banks and have such 
confusion in their records that the court process becomes yet another process of 
frustration and expense to the already strapped homeowner.  In Rutland we see the effects 
in the derelict and abandoned properties in the neighborhoods which police say attract 
drug dealers and buyers, further depleting a neighborhood’s resources. Might Congress 
help us unclog the legal machinery to refinance or reclaim these properties and return 
them to a valuable asset in our community?  Some Vermont towns voted recently in favor 
of the creation of a state bank which would create a "10 Percent for Vermont" program in 
which 10 percent of Vermont's unrestricted revenues would be deposited in the State 
bank, with power to leverage this money to fund some of the unfunded capital needs and 
to create loans which would help create economic opportunities for Vermonters. We 
could put people to work and repair our failing infrastructure at the same time! 
  
     As a result of these concerns, through Project Vision we have reached out to the local 
landlord group whose monthly newsletter is read by 400 Rutland landlords, to try and 
elicit their involvement in working on the blight that is holding communities back.  
 
    The neighborhood in which Project Vision has its first focus currently has 21 vacant or 
blighted buildings, which severely affect the quality of life in the neighborhood.   The 
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hope is to restore, or demolish and replace with attractive energy-efficient homes 
approximately half of those structures in the next four years. Vision partners are 
approaching smaller funding sources to underwrite spruce-up projects, encourage 
gardens, creating more open green space and public art projects, and considering the 
feasibility of converting the vacant former assisted living facility into a community asset. 
Many bright spots have already appeared.  The Dream Center on West Street, created 
through the personal commitment of Linda Justin and her husband Bill, now mentors 
neighborhood boys and girls, and helps families in need.  What was once called Bums’ 
Alley, the major pedestrian access to shopping, services, and transit from northwest, 
which had been a site of heavy drug activity, is now a revitalized bike and pedestrian 
access, the Baxter Street Alley. By Spring, in conjunction with the Vermont Farmers’ 
Food Center (also known as the Winter Farmers’ Market, situated on a prominent once-
blighted property, now home to a bustling indoor winter farmers market), Baxter Street 
Alley will become another blooming bright spot in the neighborhood.  
  
      Rutland is blessed with great attributes, and is an exceptional place to live and work.  
However, not only in Rutland, but throughout America, drug sales, addiction and related 
issues are holding communities back.  Project Vision is working on some of the larger 
issues behind this trend by enlisting the community to work together to find new 
approaches and implement some that have worked elsewhere. We believe that by 
working together we can accomplish more than we ever could working alone.  This is 
hard work,  but we believe it will be successful.  We will surely need support. 
 
      I appreciate the Judiciary Committee’s visit to Rutland and the opportunity it has 
given me and so many others to discuss our concerns and our ideas. 
 
Respectfully, 
 
Patricia M. Lancaster 
Mendon, Vt. 
March 21, 2014 



I know it's the last minute but please, please consider our needs in Addison County. 
 
1. A urine testing site like Burlington Labs - affordable-convenient  
2. Intensive out-patient center - not a 12 step program but a real day program of treatment  
3. Suboxone or methadone dispensary 
 
I ask for these things because, if you or someone you love has gone through a residential program, 
you need follow up to succeed.  You need and actually want to be held accountable by random urine 
screening. It helps to know that you'll never know when.  If you have to drive to Burlington or 
Rutland, you may never get there because of work or travel restrictions.  Meeting with a counselor 
for an hour a week is not enough to maintain a drug free life. You need intense outpatient therapy. 
Some people need drug replacement. Is it just a crutch? Yes, it's a crutch or tool to help get off 
opiates. If you broke your leg you'd use a cast and crutches. This is really no different. It's an aid to 
help healing. 
 
Please find the means to provide our struggling addicts with real help. 
 
Sincerely, 
 
Mary Martin 
Cornwall 
 



U.S. Senate Judiciary Committee, 
  
 First of all, I would like to thank Senator Leahy for his Help and Concern 
in Rutland Vermont, Vermont, and all States in the U.S.A. We all have a 
Drug Problem and need help in combating it.  
  
 I'm not from Vermont, but have lived here since 02/02/1979. We have 
owned our home in Vermont since 1991 on Park Avenue. We have seen 
Problems come and go on this street over the years. But nothing Like 
This. I have seen Rutland and the State of Vermont go from being a 
place to raise a family to not a good place at all. Most of all here in 
Rutland. 
  
 At this time of my life I feel that Rutland is not a city that I would want to 
raise my family in. I feel that I can say this as I have spent a life time 
working with kids here.1977 to now. I have been a Coach, in football, 
baseball, basketball, an umpire for 24 years, ran the score clock for 
Rutland High and Jr High. Spent 10 years as a Substitute Teacher. The 
one thing that I can say is that I have given my all to the city of Rutland 
Vermont. 
  
 Now, I try to teach my grandson and others right from wrong if they ask 
or need help. I’m a small part of this city and will not give UP ON HER. I 
along with other fathers stopped problems on my street once before 
and WE WILL helps do it once more. 
  
 Once more thank you for coming to Rutland and SEEING our story First 
Hand. It meant a lot to this City of ours. 
  
  
                                                                             SEMPER -- FI 
  
                                                                           Michael F. Moran 
                                                                             Rutland, Vermont 
  
 



Iboga, the plant that Ibogaine comes from, is considered sacred in Gabon and Cameroon, where it grows. 
In the West, it has gained a reputation for its ability to treat opioid and other substance abuse disorders. 
 
It is not a maintenance drug like Suboxone or Methadone. Ideally, it is administered in a medical setting 
after proper screening. It provides a relatively painless detoxification over a period of 36 to 48 hours. It 
gives a person a fresh start, reducing cravings and giving insight into past choices. Part of the way it does 
that is through its psychoactive properties. Those are also why it's had a hard time getting approved for 
use in the United States. Vermont is well-poised to go around that obstacle, in the same way that we've 
been in the forefront on medical marijuana, under the aegis of the tenth amendment of the U.S. 
Constitution. 
 
Treatment works best when it's the addict's choice. Let's give addicts another choice for treatment, one 
that doesn't just switch what drug they are taking, but gives them a chance to put all opioids behind them. 
I encourage this committee and the rest of the legislature to learn more about this form of treatment. 
 
Sincerely, 
Bonnie Scott 
founder of the "Vermonters for Ibogaine Research" group on Facebook 
URL: http://freevt.org/vt/ 
 

http://freevt.org/vt/�


Vito Moro 3/20/14 
 

Hi, my name is Vito and I am a resident of Rutland, VT. I do wish to add my voice to others in finding a 
solution to the opioid addiction afflicting our state. My views may be just an opinion, but I believe that 
by finding the essence to this matter, we may be able to tackle this problem from its roots. Many may 
just repeat the same ideas like tougher laws, or more police patrol, or even the suggestion to legalize all 
stimulant substances. 
The people who want to stop the use and addiction of drugs need to be more informed to identify the 
users, activities, health effects, and social falls. The drug users must be informed that they are watched 
by the community. People willing to help may convince users to seek treatment on time to avoid 
convictions, high legal costs and social exposure. 
 
Sincerely, Yours 
 
V.M. 

 

Breaking the cycle of substance addiction 
The task to stop this epidemic may be in several ways.  Inform the public to identify the users by 
exposing signs of intoxication and personality changes. Encourage community participation to watch for 
signs of trafficking that may aid the enforcement of laws. Tips may be received by anyone observing and 
not necessarily by residents. Anyone arrested regardless of reason should be tested for drugs. 
Treatment expenses must be paid by the inmate and recovery must be a condition for release. This is a 
program that can be accomplished by informing the public by means of mass communication. Present a 
campaign why body and mind stimulants are illegal, how stimulants destroy individuals, families and 
relationships, why it is a national concern affecting economy, health, and education.  Finally show why 
voluntary treatment is a solution that remains confidential. The campaign to reduce DUI and tobacco 
use is a success, so by exposing the dangers of drug use must be a campaign too.  
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