Hello. My name is Dr. Karen Dugosh and I am a Senior Scientist and Director of the Center on
Addictions at Public Health Management Corporation's Research & Evaluation Group. PHMC is a
nonprofit public health institute with a mission to create and sustain healthier communities. Since 1972
we have worked in partnership with government, foundations, businesses and community-based
organizations to serve public health needs throughout the Commonwealth of Pennsylvania and beyond.
PHMC serves as both Pennsylvania's state-designated Public Health Institute as well as the stateaffiliated Pennsylvania Public Health Association. Prior to joining PHMC, I was a Senior Scientist at the
Treatment Research Institute in Philadelphia .
I have been conducting addiction treatment research for nearly two decades, and throughout
my career have been focused on applying research to practice. Much of my more recent work has
focused specifically on the development and evaluation of interventions and strategies to address the
opioid epidemic. I am also a member of PHMC's Opioid Task Force.
I recently completed a comprehensive evaluation on the effectiveness of emergency
department (ED)-based warm hand-off initiatives in Bucks County, PA, as well as on how ED-based warm
hand-off protocols were structured in the other four counties in Southeastern PA (i.e., Chester,
Delaware, Montgomery, and Philadelphia). Through this work, I have developed significant insight into
the warm hand-off process and factors that can enhance or impede its success.
I am very excited about the Warm Hand-Off to Treatment Act as it further recognizes the
importance of connecting opioid overdose survivors to effective treatment and seeks to develop
standardized procedures and adequate funding mechanisms to ensure the success of warm hand-off
programs. In 2016, the PA Department of Drug and Alcohol Programs developed a warm hand-off
initiative that mandated county-level drug and alcohol administrators to develop and implement a
procedure to connect opioid overdose survivors in the ED to licensed drug treatment providers.
Although the Department provided written guidelines and suggested protocols for implementing warm

hand-offs, many programs across the Commonwealth were slow to take off. Reasons for this delay
include limited practical guidance on how programs should optimally be structured, issues related to
staff training and resources, and a lack of enforcement of the mandate. In my opinion, the proposed
legislation has the potential to overcome significant barriers faced by emergency medical services (EMS)
and ED providers in the successful development and implementation of warm hand-off protocols. I
would like to provide my insight as an addictions researcher on ways that the proposed legislation could
be improved to increase the likelihood that this effort will have the most positive impact on the current
opioid epidemic.
Treatment considerations
As you likely know, unlike most other types of substance use disorders, there are effective
medications for the treatment of opioid use disorder such as buprenorphine and extended-release
naltrexone. Research consistently supports the efficacy of these medications in decreasing opioid use,
increasing treatment retention, and promoting other positive outcomes including decreased criminal
justice involvement, reduced HIV transmission, and improved neonatal outcomes. Importantly, recent
studies have demonstrated that patients presenting with opioid use disorder in the ED who began
buprenorphine treatment prior to ED discharge were more likely to engage in substance use disorder
treatment than those who did not. This research suggests that warm hand-off success rates could be
improved by including medications like buprenorphine in the warm hand-off process, something that is
lacking in the current bill. Furthermore, unlike most other medications, providers must complete a
comprehensive training and receive a special waiver to prescribe buprenorphine. As such, I believe that
the bill should include the provision of resources to offset costs that EDs will incur during the waiver
process. These costs could include training/waiver fees, offsets for provider time, and incentives to
providers to complete the waiver process and/or prescribe buprenorphine to survivors. In a similar vein,
because these medications represent the gold standard in treatment for opioid use disorder, the bill

should include more of an emphasis on promoting linkages to substance use treatment facilities that
provide medication-assisted treatment.
Regarding linkage to treatment, the proposed legislation equates a patient completing
detoxification services and a patient engaging in substance use disorder treatment. Research
consistently demonstrates that detoxification alone is not an effective treatment for opioid use
disorders. Individuals who detoxify without transitioning to the next level of care are at a high risk of
relapse and overdose. As such, the bill should include mechanisms and/or incentives to help ensure that
patients successfully transition to the appropriate level of care following detoxification.
Data collection and monitoring considerations
I believe that the bill could be further improved by enhancing the monitoring and oversight of
the warm hand-off process. This includes increasing the number of targets that are reported to the
Department as well as the frequency with which reporting and feedback occurs. The work that I have
done around warm-hand-offs suggests that the process can break down at several points along a
continuum: (1) patient refuses emergency transport to ED, (2) patient refuses initiation of warm handoff discussion, (3) patient refuses warm hand-off, (4) patient does not present for treatment, and (5)
patient leaves treatment against medical advice. The legislation as written does not capture several of
these key elements.
In terms of EMS reporting, it critical to know the number of overdose reversals performed, the
number of individuals who refused transport, and the number who are successfully transferred. This
information would allow us to determine when and to what extent efforts need to be increased to
ensure that people are initiating the first step of the process. These enhanced efforts could include
supplemental trainings for EMS providers on motivational interviewing and opioid use disorder,
expanding the care team to include individuals with clinical expertise, and incentives for patients and/or
EMS providers for successful transport.

In terms of ED reporting, data provided to the Department should include the number of opioid
overdose survivors presenting in the ED, the number refusing initiation of the warm hand-off discussion,
and the number refusing the treatment referral. This will allow us to determine where there may be
gaps in our efforts. In my evaluation work, the warm hand-off was most often provided by a certified
recovery specialist (CRS) - a person who has shared, lived experience and who has been trained to
work with the patient to increase their willingness to attend treatment. In several hospitals, because of
the way the warm hand-off funding was funneled by the Commonwealth, CRSs were not employed by
the hospital but rather by a treatment facility. Since the CRSs were not employed by the hospital,
patients' consent was required prior to connecting them with CRSs. This represented a significant
barrier to the warm hand-off process as a significant number of patients refused to provide consent. As
currently written, the extent to which these consent issues would remain under the proposed legislation
is not clear. Again, being able to identify when such gaps in successful completion of the protocol occur
is critical to determining where efforts need to be stepped up.
Also related to reporting, it should be noted that it is often difficult for EDs to identify the
number of opioid overdoses that they have treated as there is not a specific ICD-10 code for opioid
overdose. In fact, I spoke to a representative from one hospital ED who is working with their computer
science department to develop machine learning methods to identify overdose patients using available
diagnostic information with the electronic health record (EHR). While this may be possible for an ED
that is a part of a prestigious university, it is likely not a solution for other EDs such as those housed in
rural PA with much more limited resources. As such, requiring EDs to implement EHR modifications to
record these events or creating a separate state-wide reporting system (possibly for both EDs and EMS)
could serve to increase the accuracy of the information being reported.
Accountability considerations

As written, the bill focuses on annual reporting by entities to the Department and annual
reporting out by the Department. I would suggest that monitoring and reporting should occur more
frequently on a quarterly basis. Focusing on these shorter intervals of time is likely to be more effective,
especially during early phases of program implementation. This would allow the Department to identify
gaps in success early on and work with EMSs and/or EDs to implement solutions to rectify problems that
emerge, which, in turn, would limit the number of people who are negatively impacted. In addition, the
Department could provide positive reinforcement for successes (e.g., social recognition, monetary
incentives) at regular intervals throughout the course of the initiative. This will help to shape and
maintain targeted behaviors over time in accordance with operant conditioning principles.
Training considerations
The stigma surrounding addiction and general lack of provider knowledge and training about
addiction and its treatment is a significant barrier to the success of initiatives like the warm hand-off
program. The proposed legislation acknowledges these factors as critical barriers to success and takes
several steps to overcome them. First, it mandates training for both EMS and ED providers and provides
financial resources to help offset training costs. It is import to note that training would be more
effective if it is provided on an ongoing basis with frequent booster trainings. Second, the warm handoff centers that will be established through this legislation will likely provide an environment that
supports successful transition to treatment as it will be staffed by individuals who have chosen to work
with this population and who, most likely, have less stigmatizing attitudes about addiction. Regardless
of where the person is being treated, having members of the clinical care team who have expertise in
addiction and clinical care is essential to success.
Given the magnitude of the current opioid epidemic that is gripping our nation and the
Commonwealth, it is clear that there is no single solution to addressing it. For this reason, it is critical to
identify various points at which we can intervene with individuals to prevent, identify, and treat opioid

use disorder. The time immediately following an opioid overdose may represent a critical period or
teachable moment to connect patients with substance use disorder to treatment through warm handoffs. I believe that the proposed legislation has the potential to increase the success of PA's warm handoff mandate and I have provided several suggestions on how it may be further improved. I am happy to
answer any questions you may have at this time. Thank you.

