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Dear Washingtonians:

On average, two people die each day from opioid overdoses in our state. Tens of thousands of others 
struggle with addiction. Opioids are devastating Washington families, making our communities less 
safe, and overwhelming our safety nets. 

We partnered to convene the Summit on Reducing the Supply of Illegal Opioids in  
Washington, bringing together law enforcement, public health experts, prosecutors, and medical  
professionals to identify next steps and solutions to this epidemic.

Based on information shared at the Summit, this report sets out decisive, evidence-based  
recommendations that policymakers should adopt to curb the tragic effects of this problem. 

As public safety professionals, we recognize that response to the opioid epidemic must include  
prevention, treatment and enforcement. This is a public health crisis just as much as it is a public  
safety challenge. Opioid misuse and addiction are impacting our social service, health and criminal 
justice systems. Consequently, it is imperative that we foster strong partnerships across sectors and 
remove barriers to collecting and sharing information.  

We look forward to working with the Legislature, the Governor, health professionals, tribal leaders, 
law enforcement and federal partners to carry forward these recommendations to reduce the supply 
of illegal opioids, prevent opioid addiction, and connect those suffering from addiction to treatment. 
Washington families and communities deserve nothing less.

Sincerely,

Bob Ferguson
Washington State Attorney General

Chief John Batiste
Washington State Patrol

Skagit County Prosecuting Attorney Rich Weyrich
President, Washington Association of Prosecuting Attorneys
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Address significant gaps in public awareness about the dangers of  
opioids, as well as less risky alternatives available:
• Expand statewide, coordinated education and outreach efforts.  

Goals & Recommendations

prevent addiction by curtailing overprescribing:
• Establish limits on the amount of opioids initially prescribed.
• Require patients to acknowledge that they have been informed about the dangers of opioids upon 

initial prescription.
• Support requirements or incentives for alternative pain management treatments.

Reduce the illicit use of prescription opioids:
• Require providers to consult the Prescription Monitoring Program before prescribing certain  

controlled substances.
• Eliminate paper prescriptions.
• Create a statewide medicine take-back system.
• Enable investigators in Washington’s Medicaid Fraud Control Unit to be appointed as limited  

authority peace officers for Medicaid fraud investigations.

Prevent further increases in overdose deaths from fentanyl:
• Adopt enhanced criminal penalties for trafficking of fentanyl and fentanyl analogues.  

Improve overdose reporting and information sharing:
• Direct resources towards more timely analysis of samples at the Washington State Toxicology  

Laboratory.
• Require emergency medical service providers to report patient care information, including treatment 

of overdoses.
• Require law enforcement officers to report naloxone administrations.

Expand access to addiction treatment:
• Support and expand statewide and local non-traditional law enforcement approaches, such as drug 

courts, Law Enforcement Assisted Diversion, and embedded social workers.

2

1

3

5

6

7

Disrupt and dismantle organizations responsible for trafficking  
narcotics:
• Restore resources for multi-jurisdictional drug-gang task forces.

4
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ReducinG the supply of illeGal opioids 
in WashinGton state

On June 15 and 16, 2017, the Attorney General’s Office (AGO), Washington State Patrol (WSP) and Washington 
Association of Prosecuting Attorneys (WAPA) convened more than 400 professionals to develop and recommend 
strategies to reduce the supply of illegal opioids in Washington. The attendees and presenters included law 
enforcement agencies, prosecutors, public health experts, policymakers, and medical professionals. The Summit was 
held in response to an Executive Order from Governor Inslee.

Solutions to the opioid crisis require removing barriers to information-sharing and establishing strong partnerships 
across sectors. Although Washington has taken steps to address opioid abuse, overdose deaths in our state continue 
to rise. Heroin deaths more than doubled between 2010 and 2015.1 The majority of all drug overdose deaths in 
Washington —more than six out of ten— involve an opioid.2

Opioid misuse and addiction impose substantial economic and social costs on communities and families in 
Washington. As a result of this problem, significant public resources have been and will continue to be spent for 
emergency medical services, law enforcement, prisons and jails, diversion programs, prosecution, probation, 
treatment, and child welfare. Communities have to deal with the direct costs associated with opioid misuse, as well 
as the crimes people commit to support their addiction. In addition, increasing numbers of infants in our state are 
born addicted to opioids.3

To be more successful at reducing the supply of illegal opioids in our state, we 
must also address prescription opioids—often the source of initial exposure 
to opioids.4 As prescription opioids become expensive and difficult to obtain, 
dependent users often turn to heroin. According to WSP, drug cartels have 
fully exploited this market, more than doubling production of heroin since 
2005. The high purity heroin being distributed in our region can be smoked and 
snorted, reducing the stigma associated with using needles.

Synthetic opioids, such as fentanyl, are an emerging contributor to 

80 
PERCENT

started by using pain medication 
prescribed to them or someone they know

of 
heroin 
users

Attorney General Bob Ferguson provides introductory remarks at the Summit.
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Washington’s opioid crisis. Fentanyl is 100 times more powerful than morphine and 50 times more potent than 
heroin5. A very small amount can be fatal. According to the Department of Health (DOH), our state experienced an 
86 percent increase in fentanyl-related overdose deaths from 2015 to 2016.6 

As demonstrated by the presenters and attendance at the June Summit, the opioid crisis is both a public safety and 
a public health crisis. Our government and communities cannot combat the ever-changing and growing supply of 
illegal opioids in isolation. Recognizing this fact, this report identifies seven overarching goals:

To work towards these goals, next steps are presented in the form of recommendations for policymakers to consider 
as Washington takes measures to address the devastating effects of the opioid crisis.

Figure A Source: Washington State Department of Health

1.   Address significant gaps in public awareness about the dangers of opioids, as well as less risky 
1.   alternatives available. 
2.   Prevent addiction by curtailing overprescribing.
3.   Reduce the illicit use of prescription opioids.
4.   Disrupt and dismantle organizations responsible for trafficking narcotics.
5.   Prevent further increases in overdose deaths from fentanyl.
6.   Improve overdose reporting and information sharing.
7.   Expand access to addiction treatment.
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Goal:

Recommendation:
• Expand statewide, coordinated education and outreach efforts. 

addRess siGnificant Gaps in public aWaReness about the  
danGeRs of opioids, as Well as less Risky alteRnatives available

Youth and adults alike underestimate the risks associated with prescription opioids, highlighting a need for more 
robust efforts to educate the public about misuse—and the risks even when opioids are used as prescribed. A recent 
Partnership for Drug-Free Kids survey found that more than a quarter of teens believe that prescription drugs are 
safer than illegal drugs. One in five teens believe that painkillers are not addictive. 7 Youth hold these views, in part, 
because prescription medications are provided by trusted health professionals. Washington’s 2016 Healthy Youth 
Survey reveals that a significant portion of Washington students misuse prescription drugs - about 4,500 12th 
graders use prescription opioids to get high in any given month, and about 3,600 have tried heroin at least once.8 

The evidence confirms that even using opioids as prescribed 
can pose significant risk. Legitimate opioid use before high 
school graduation is associated with a 33 percent increase 
in the risk of future opioid misuse.9 The increased risk is 
not only seen—but concentrated—among youth who have 
little to no history of drug use and initially held strong 
views against illegal drug use.10 In addition, the Kaiser 
Family Foundation Health Tracking Poll found that, among a 
nationally representative sample of adults, about four in ten 
were not aware that 1) prescription opioid abuse makes a 
person more likely to use heroin, or 2) prescription opioids 
are about equally addictive as heroin.11 

1 in 4 teens
believe there is

in using prescription pain relievers
without a prescription.

“LITTLE OR NO RISK”

1

Captain Juan Colon discusses New Jersey’s groundbreaking Drug Monitoring Initiative.
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To begin to dispel such myths, Washington’s Department 
of Social and Health Services (DSHS) is using one-time 
federal grant funds to conduct a statewide opioid misuse 
and overdose prevention public education campaign 
targeting teens, young adults, and parents, among other 
populations. The campaign objectives are to educate 
about the dangers of prescription drug misuse and 
increase awareness of appropriate opioid use, storage, 
and disposal, as well as how to respond to an overdose. 
Messages will be conveyed through paid and earned 
media, a campaign website, Facebook, and a toolkit 
for partner organizations. The major media buy will 
occur in early 2018 and will cover digital ads across 
the state, radio ads in most markets, television ads in 
Central and Eastern Washington, outdoor ads in Western 
Washington, and transit ads in Southwest Washington. 
To extend the reach of the campaign, the partner toolkit 
will be accessible online and will include materials that 
partner organizations can download, including posters, 
print ads, social media posts, and articles for blogs or 
newsletters. The toolkit will be launched in November 
2017 with a webinar training for partner organizations. 

Due to the limited budget available, the campaign will 
introduce target audiences to the campaign messages 
at a high level, but not with ideal reach and frequency 
(i.e., number of people exposed to the messages and 
the number of times they are exposed to each message). 
The deliverables include an evaluation report with 
recommendations for future campaigns. Based on the 
limitations already known, the campaign team has 
identified preliminary recommendations to build on the 
campaign going forward, such as tailoring outreach to 
additional target populations and using non-traditional 
advertising, including partnerships with pharmacies. If 
the DSHS campaign achieves the objectives described 
above, policymakers should consider providing support 
for ongoing efforts.

Other states have also carried out public education 
campaigns, portions of which Washington can adopt 
to complement DSHS’s efforts. For example, in Utah 
the Use Only As Directed campaign targets patients 
with acute pain, urging them to talk to their doctor 
about alternatives to opioids. To prevent unnecessary 
prescriptions in the first place, the campaign suggests 
questions to start a conversation (e.g., “Will something 
else work?”) and identifies less risky alternatives (e.g., 
acetaminophen, ibuprofen, physical therapy, and 
cognitive behavior therapy). Some messages were 

placed directly in hospitals, priming patients moments 
before they interacted with their doctor. Within four 
months of launch, a survey found that 87 percent of 
patients seeing their doctors for pain reported that 
they talked to their doctors about opioid alternatives. 
Moreover, research found that there were one-third 
fewer opioid users since the campaign launch in 2010.

Another example of a statewide, multi-media campaign 
is Wisconsin’s Dose of Reality. This campaign also aims 
to reduce initial opioid usage by encouraging people 
to ask questions of their doctors and underscoring the 
serious health risks associated with opioid use, including 
addiction and death. It also highlights safe storage and 
disposal methods. The campaign includes radio and 
television commercials, digital online ads, print ads, and 
outdoor ads made available to organizations throughout 
the state at no charge. Community Outreach Kits 
targeted to different groups, including parents, coaches, 
and educators, provide information about how to spot 
prescription opioid abuse and help someone who is 
addicted. The kits include posters, fact sheets, talking 
points, PowerPoint presentations, social media content, 
and campaign logos. This campaign allows organizations 
to customize the toolkit materials with their own logos. 

Since the campaign launch, the Wisconsin Department 
of Justice has documented significant increases in the 
amount of drugs collected during its biannual drug take-
back days. Data gathered by DEA shows that during 
2016’s National Prescription Drug Take Back Days, 
Wisconsin trailed only Texas in the amount of drugs 
collected. The Wisconsin materials have been adapted 
for and adopted by several other states.12 Maine, 
one of the states that adopted the Dose of Reality 
campaign, collected more than 56,000 pounds of unused 
medication during the 2016 National Prescription Drug 
Take Back Days. Washington, with a population more 
than five times greater than Maine, collected about 
33,000 pounds of medication during this period.13

http://useonlyasdirected.org/
http://doseofrealitywi.gov/
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Recommendations:
• Establish limits on the amount of opioids initially prescribed.
• Require patients to acknowledge that they have been informed about the dangers of opioids upon initial

prescription.
• Support requirements or incentives for alternative pain management treatments.

2
Goal:
pRevent addiction by addRessinG oveRpRescRibinG

It is well documented that overprescribing of opioids contributes to misuse, addiction, and overdose.14 By 
prescribing only the lowest effective dose of opioids and considering other types of pain treatment, medical and 
dental providers can help address this issue. According to DOH data, Washington dentists are —by far— the biggest 
prescribers of opioids to youth aged 14-19, prescribing more than 13,000 pills to youth in this age group in one six-
month period in 2015. Emergency medicine providers, the second highest prescribers, issued prescriptions to this 
age group for approximately 2,500 pills in the same time frame. Some providers still follow the protocols they were 
taught in school – such as prescribing 30 narcotic pills for tooth extractions15 – even though research has found that, 
for most conditions, non-opioid pain treatment (e.g., acetaminophen and NSAIDs) is equally or more effective with 
significantly less risk than opioids 16. This points to the need to change the protocols taught to medical and dental 
students, so that non-opioid treatments are the first-line pain treatment for many procedures and conditions. 

Communities with higher rates of opioid prescribing generally have higher opioid overdose rates, as shown in 
Figures B and C. Recent research has found that prescribing more than a week’s supply of opioids approximately 
doubles the chance that the person will still be using opioids one year later, as shown in Figure D.17 Prescribing less 
than a week of medication, ideally no more than three days, reduces the chance that any given patient will end up 
addicted. The CDC’s 2016 Guideline for Prescribing Opioids for Chronic Pain notes that long-term opioid use often 
begins with the treatment of acute pain.18 Rather than routinely receiving lengthy prescriptions, patients should be 
given the lowest effective dose in no greater quantity than needed for the expected duration of pain severe enough 
to require opioids. In fact, according to CDC’s Guideline, three days or less will often be sufficient; more than seven 
days will rarely be needed. 

Looking to the CDC Guideline, at least fifteen states have adopted statutes or agency rules limiting the amount 
of opioids medical professionals may prescribe.19 The prescription limits are set at a daily supply or in morphine 
milligram equivalents. Most commonly, states have established a limit of no more than a seven-day supply, though 

Drs. Amy Cook, Christopher Frank, and Sean Dobbin provide perspectives of dental, medical, and pharmacy providers.
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Rates of Opioid Overdose Deaths, 2011-2015
Rates Per 100,000 residents, 
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New Jersey and North Carolina recently set the limit at 
five days, Kentucky has a three-day limit, and Connecticut 
established a five-day limit on prescriptions for children.20 
The limits generally apply to an initial opioid prescription 
for acute pain, rather than chronic pain. Some states limit 
prescriptions for children at any time, rather than just 
the initial prescriptions. The laws often exempt cancer 
patients, residents of long-term care or nursing facilities, 
palliative care, and hospice care. In addition, exemptions 
are also often allowed when deemed appropriate by 
providers’ professional medical judgment. Some states also 
require signed consent forms before opioid prescriptions 
can be issued. In Ohio and Pennsylvania, written informed 
consent is required to prescribe opioids to children, while 
in Delaware and Kentucky, it is required regardless of the 
age of the patient.21

The private sector has also imposed limits on opioid 
prescriptions. Two of the country’s largest pharmacy 
benefits managers, Express Scripts and CVS Caremark, 
recently announced programs limiting initial opioid 
prescriptions to seven days for patients with acute 
conditions. Clients (e.g., health plans and employers) can 
opt out of these programs. 

To date, Washington has not imposed daily or dosage limits 
on opioid prescriptions across-the-board. However, as of 
November 2017, new opioid prescriptions for acute pain 
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Chief John Batiste highlights Washington State Patrol’s role in  
combatting the opioid epidemic.



REDUCING THE SUPPLY OF ILLEGAL OPIOIDS IN WASHINGTON STATE 10

are limited for Washington’s Medicaid clients—those under age 21 are 
limited to a three-day supply and clients age 21 and older are limited to 
a seven-day supply—unless providers document a medically necessary 
exemption.22 Beyond the Medicaid population, the Legislature 
has directed the various boards and commissions that regulate 
prescribing professionals to adopt rules by January 1, 2019 establishing 
requirements for all opioid prescribing with the goal of reducing the 
number of people who become addicted.23 Though not required to do 
so, the rules could set limits on opioid prescriptions.24

As patients and medical providers become educated on the dangers 
associated with opioids and as limits are placed on initial prescriptions, 
it is important that patients have access to other types of pain 
treatment. By law, health plans in Washington must cover certain non-
opioid pain treatments, such as physical therapy and acupuncture.25 
However, according to the Office of the Insurance Commissioner (OIC), 
these services are often associated with high co-payments, which 
means that though they are covered, they may remain out of reach 
for some patients. The OIC is in the process of working with insurers 
to improve access to alternative pain treatment for patients. Though 
Medicaid cannot charge co-payments, the Health Care Authority also 
acknowledged that Medicaid patients face limitations when seeking 
non-opioid pain treatments, such as interventional therapies and 
cognitive behavior therapy. HCA is examining ways to improve access to 
alternatives for Medicaid patients, such as using care coordinators.

The audience engaged in a robust discussion with members of the Public Health and Medical Community Perspectives panel, moderated by Dr. Kathy Lofy.
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Reduce illicit use of pRescRiption opioids

Goal:

Recommendations:
• Require providers to consult the Prescription Monitoring Program before prescribing certain  

controlled substances.
• Eliminate paper prescriptions.
• Create a statewide medicine take-back system.
• Enable investigators in Washington’s Medicaid Fraud Control Unit to be appointed as limited  

authority peace officers for Medicaid fraud investigations.

3

Prescription Monitoring Programs
According to the National Drug Threat Assessment, opioids 
are the most common controlled prescription drugs used 
for illicit purposes.26 One way that people obtain increasing 
amounts of opioids to feed their own addiction or to sell 
for profit is to visit multiple providers (“doctor shopping”) 
or to fill prescriptions at multiple pharmacies. Because 
Prescription Monitoring Programs (PMP) effectively flag 
patterns of misuse and overprescribing, their use has 
been endorsed by the National Governors Association, 
the National Conference of State Legislatures, and the 
CDC. PMPs collect electronic records when certain 
controlled prescriptions are dispensed to patients, 
making this information available to medical providers to 
identify patients receiving too many opioids or dangerous 
combinations of medications. This gives providers an 
opportunity to refer patients suffering from addiction 
to treatment. In Washington, dispensers—generally 
pharmacists—must submit information to the PMP within 
one business day, including the patient’s name, address, 

54%36%

5%
5%

Source of Opioids Used 
Non-Medically

Friend/Family Doctor Drug dealer/Stranger Other

Figure E Source: National Survey on Drug Use & Health, 2015

Snohomish County panelists Commander Patric Slack, Sheriff Ty Trenary, and Mr. Hil Kaman discuss innovative approaches underway in their community. 
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and date of birth, pharmacy and prescriber information, 
and specific prescription information, such as the drug 
name and dosage, and the prescribing and dispensing 
dates.27 Providers have access to a patient’s information; 
however, in our state they are not required to review 
this information before writing a prescription.28 

Until such time as all providers are required to use the 
system, Washington’s PMP will not effectively protect 
patients and expose potential illicit use of opioids. As 
it stands, the vast majority of Washington’s providers 
are issuing prescriptions for highly addictive substances 
without verifying whether the patient is also getting 
prescriptions from other providers. 

Providers have expressed concern that the PMP is time-
consuming and not user-friendly. However, according to 
DOH, since December 2015, Washington’s PMP data has 
been accessible to many Washington providers through 
one of the most commonly used electronic health record 
(EHR) systems, rather than a separate system. Despite 
the convenience this adds for providers and the fact that 
health systems using this EHR can access the PMP at 
no cost, beyond the emergency departments described 
below, only one health system has fully implemented 
this capability as of October 2017 – nearly two years 
after it became available. Three additional health 
systems are actively testing the technology. Beginning 
November 15, 2017, DOH is required to report annually 
to the Governor and the Legislature on the number 
of facilities, entities, and provider groups that have 
integrated their electronic health records with the PMP.29 

When most of the state’s emergency departments linked 
their electronic system with the PMP in 2015, there was 
a dramatic increase in PMP utilization, as shown in Table 
F.30 

 With integration in the emergency department, 
providers no longer have to sign on to the PMP; instead 
PMP data is requested automatically when the patient 
registers in the emergency department. In addition to 
convenience, this eliminates bias, as providers do not 
have to make a determination about whether a patient 
is suspicious. Based on the results demonstrated in 
emergency departments, other healthcare settings 
using EHRs that are integrated with the PMP should fully 
implement this capability to enable their providers to 
more readily obtain patients’ prescription history before 
prescribing narcotics with high potential for abuse. 

However, even when PMPs and EHRs are not integrated, 
checking the PMP can be routine. In New York checking 
the PMP is mandatory and many medical practices 
have made the checks a regular part of their morning 
organization as they prepare to see patients, similar to 
verifying patients’ insurance information.
Providers do not have to spend time querying the PMP 
while they are with a patient. In Washington, providers 

30%
Only about

of Washington’s 

MEDICAL & DENTAL PROVIDERS
who prescribe controlled substances have registered for the 

Prescription Monitoring Program 

  

 

 Emergency Departments 
Prescribers in 

Other Medical Settings
 

2014 26,546 522,872 

2015 2,222,446 958,246 

2016 2,722,172 802,104 

 

PMP Queries

Table F Source: Washington State Department of Health
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already have the ability to delegate PMP access to 
other licensed health care providers, such as medical 
assistants.31 

The CDC Guideline states that prescribers should review 
PMP data before prescribing opioids.32 Accordingly, 
30 states have enacted laws or regulations requiring 
prescribers to check the PMP before prescribing opioids 
and other controlled substances.33 Kentucky became 
the first state to put such a requirement into effect in 
2012.34 New York’s requirement went into effect a year 
later, and the impact can be seen in Figure G.35 In both 
states, opioid prescribing decreased after the mandate 
went into effect and there was no indication that access 
was impacted for those with legitimate medical needs.36 
Moreover, Kentucky and New York have seen dramatic 
decreases in doctor shopping—at least 50 percent and 
90 percent, respectively—since the requirements went 
into effect.37 

Electronic Prescribing
Another way to reduce the potential for fraud or 
tampering is to require prescriptions to be transmitted 
electronically from medical providers to pharmacists. 
According to DOH’s July 2017 Rx Fraud Alert Report, 
from April 2015 to early August 2017, healthcare 
providers reported 86 incidents of fraudulent opioid 
prescriptions or stolen pads to the Pharmacy Quality 
Assurance Commission.38 Additional, unreported 

incidents may have also occurred.

Four states—New York, Maine, Minnesota, and North 
Carolina—have passed e-prescribing laws.39 According 
to a national review by the Office of the National 
Coordinator for Health Information Technology, nearly all 
community pharmacies across the country are enabled 
to accept e-prescriptions, though a smaller proportion of 
medical providers prescribe electronically. As of 2014, 72 
percent of Washington physicians e-prescribe through 
an electronic health records system.40 

In addition to preventing fraud, e-prescribing has 
additional benefits for patients and medical providers. 
It reduces the risk of medication errors that can occur 
when relying on handwritten paper prescriptions. Most 
e-prescribing systems also automatically check for 
dangerous drug interactions and allergy concerns. 

Medicine Take-Back
Prescription opioids can become available for illicit use 
when they are left over after legitimate medical use. 
Patients prescribed a one-month supply of opioids 
following surgery, for example, may find that they 
only need to take the medication for a few days. The 
remaining pills are often kept in the house available 
for other household members, guests, or criminals to 
misuse. In fact, most misused medication comes from 
family or friends. More than half of teens say it is easy 
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to get prescription drugs from their parents’ medicine 
cabinets.41 A study exploring why parents of teens do not 
secure drugs found that parents did not think that their 
teens would be interested in their prescription drugs 
and did not believe that they could be used to get high.42 
Another recent study found that less than 12 percent of 
parents with children ages 7 to 17 stored prescription 
opioids securely.43 These conclusions support the need 
for additional education (see above), and safe medicine 
disposal options.

It can be difficult to determine how to properly dispose 
of prescription opioids. Throwing medication in the trash 
is not a secure option and flushing can be harmful to 
the environment and water system, as pharmaceuticals 
are not treated by septic or wastewater systems. Mixing 
medicines with undesirable substances, such as kitty 
litter or coffee grounds, before disposal does not meet 
DEA’s standard, as it does not render the medicine 
unusable.44 

Accordingly, drug take-back systems are the first choice 
for disposal per FDA, DEA, and EPA. Currently, the DEA 
coordinates two national drug take-back events each 
year, where people can bring their unused medications 
to a centralized site. According to DEA, from fall 2010 
to spring 2017, more than 175,000 pounds of medicine 
were collected at these events in Washington. A study 
of medication returned to take-back events in six states 
from 2011 to 2015 found more than 60 percent of the 
opioids originally dispensed were unused.45

Local law enforcement or pharmacies may also organize 
or operate other discrete or ongoing take back efforts. 
As shown in Figure H, the Snohomish County Partnership 
for Secure Medicine Disposal collected more than 
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Since passing a pharmaceutical stewardship ordinance, 
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45,000 pounds of medicine in seven years at drop 
boxes at police stations and sheriffs’ offices with limited 
promotion of the program. However, drop boxes are not 
available in all communities. Walgreens, for example, 
has drop boxes at 10 out of 135 stores in Washington.46 
Though DEA issued a final rule in 2014 that permits retail 
pharmacies to maintain collection receptacles, it does 
not require them to do so, nor does it provide funding.47 
Funding is often an obstacle to expanding programs. 

In an effort to make take-back programs more 
sustainable and convenient, some Washington counties 
have adopted pharmaceutical stewardship ordinances, 
including King, Snohomish, Kitsap, and Pierce Counties. 
These laws require drug manufacturers to provide secure 
medicine return systems, including a minimum number 
of secure drop boxes in each city or town, prepaid 
mailers for those who are homebound, and public 
education to promote the program. Alameda County, 
California passed the first pharmaceutical stewardship 
law in the country in 2012.48 Three pharmaceutical 
associations filed a federal lawsuit against Alameda 
County to block the ordinance on the grounds that it 
interferes with interstate commerce. In 2013 and 2014, 
the U.S. Northern California District Court and the U.S. 
Ninth Circuit Court of Appeals rejected the industry’s 
claims.49 In 2015, the U.S. Supreme Court declined to 
review the Ninth Circuit ruling. King County faced a 
similar federal lawsuit; however, no hearings were held 
and the pharmaceutical associations ended this lawsuit 
after the Supreme Court declined Alameda County’s 
petition.50 

There is an effort to create a statewide secure, 
convenient medicine take-back system modeled after 
the county programs. In the 2017 legislative session, 
Substitute House Bill 1047 passed the House Health 
Care and Wellness and the Appropriations Committees, 
but the bill did not receive a floor vote. The estimated 
cost to drug manufacturers is expected to be 0.1 
percent of annual medicine sales. For example, in King 
County, annual medicine sales likely exceed $1.8 billion 
and program cost estimates—from the county and 
industry—range from approximately $1 million to $2 
million annually. 51

In locations where stewardship programs are not 
available and take-back options are not within easy 
driving distance, drug deactivation and disposal 
pouches may be helpful.52 In 2017, Pennsylvania’s Office 

of the Attorney General began an initiative to offer 
300,000 drug deactivation and disposal pouches to 
patients receiving a schedule II narcotic at participating 
pharmacies.53 This initiative is funded by fines assessed 
for driving under the influence and drug offenses. 
Similarly, the Kentucky Office of the Attorney General 
recently began a pilot program to provide 50,000 drug 
deactivation pouches through the sheriffs’ offices in 
four counties, as well as at local community centers and 
churches. This program is funded jointly by settlement 
funds and a nonprofit organization.54 The effectiveness 
of these programs is not yet known.

Medicaid Fraud Control 
Designating investigators in the Attorney General’s 
Medicaid Fraud Control Unit (MFCU) as limited authority 
peace officers will provide additional tools to crack down 
on opioid-related illicit activity. When providers and 
pharmacies in Washington’s Medicaid program facilitate 
illicit use of prescription opioids, MFCU can conduct 
civil and criminal investigations and prosecutions. 
Law enforcement officers are instrumental in bringing 
cases of opioid-related illicit activity to the attention 
of the MFCU. For example, in one case, police officers, 
executing a routine stop for a traffic violation, noticed 
several pill bottles and blank prescription pads in 
the vehicle. They contacted the Pharmacy Board and 
Attorney General’s Office. The ensuing investigation 
revealed that a pharmacy technician used his access to 
the pharmacy’s computer systems to determine people’s 
insurance benefits. Unbeknownst to these individuals, 
the perpetrator wrote and filled prescriptions in their 
names, obtaining access to opioids with a high street 
value paid for by the government. 

In addition to identifying suspected illicit activity, 
Washington’s MFCU also relies heavily on law 
enforcement to carry out key investigative tasks, as our 
state’s MFCU investigators are not limited authority 
peace officers. This means that under Washington 
law, MFCU investigators cannot independently 
perform certain job functions, including issuing search 
warrants and making arrests. According to the National 
Association of Medicaid Fraud Control Units, the vast 
majority of MFCUs across the country have the authority 
to perform these duties. If investigators in Washington’s 
Medicaid Fraud Control Unit were appointed as limited 
authority peace officers, their jurisdiction would be 
exclusively limited to Medicaid fraud investigations, as 
enumerated in 32 USC 1396(q).
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disRupt and dismantle dRuG tRaffickinG oRGanizations  
Responsible foR bRinGinG naRcotics into ouR state

Goal:

Recommendation:
• Restore resources for multi-jurisdictional drug-gang task forces.

4

As trafficking in heroin, fentanyl and other narcotics is on the rise in our state, Washington’s multi-jurisdictional 
drug-gang task forces are well positioned to reduce the supply of drugs in communities by targeting mid- to upper-
level drug traffickers. Drug trafficking organizations (DTOs) are often involved with other criminal enterprises as well, 
including human trafficking. Unfortunately, dramatic reductions 
in state and federal support for these efforts have reduced their 
presence at a time when the task forces are of critical need. 
According to the Washington State Department of Commerce, the 
Edward Byrne Memorial Justice Assistance Grant (JAG) funded task 
forces disrupted or dismantled more than 150 DTOs with five or 
more members in 2014. This means that members were arrested on 
felony charges at the state or federal level. In 2016, the number of 
DTOs the task forces disrupted or dismantled dropped to 129.

Washington’s drug task forces are primarily funded by the JAG 
program, the leading source of federal justice funding to state and 
local jurisdictions. JAG funding for Washington’s drug-gang task 
forces averaged approximately $5.5 million annually from 1990 
to 2004. Subsequently, federal funding has significantly declined, 
averaging $3.2 million per year. The State has also historically 
provided funding for the drug-gang task forces. From 2006 to 2010, 
state general funds for the task forces averaged approximately 

Seizure by Grant County Taskforce - Oct. 2017

Task Force Responsible for Largest 
Drug Seizure in Grant County's History
Acting on information the Moses Lake Police De-
partment uncovered during a traffic stop, an inves-
tigation by Grant County’s Interagency Narcotics 
Enforcement Team (INET) led to seven warrants 
served on homes and storage units throughout the 
county.  In October 2017, seven pounds of heroin, 
25 pounds of methamphetamine, and 40 pounds 
of marijuana—a total street value of $1.2 mil-
lion—were taken off the streets. To put this in per-
spective, seven pounds of heroin can supply more 
than 31,000 doses. INET also recovered nine guns, 
including two that were stolen, and ballistic body 
armor. INET members include detectives from the 
Grant County Sheriff’s Office, Moses Lake Police 
Department, Ephrata Police Department, and WSP.
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$1.5 million annually. From 2011 to 2014, funding was cut by more than half to approximately $634,000 per year, 
on average. Since 2015, the drug-gang task forces have received no state funding at all, as shown in Figure I. At 
the height, Washington had twenty JAG-funded task forces. Today, there are seventeen task forces. The decrease 
in funding has forced several task forces to disband, while others have limited the number of cases they pursue, 
as law enforcement agencies are faced with the choice of participation or fewer patrols in the communities the 
agencies are expected to protect. Funding moderates the impact on local law enforcement agencies, making it 
more feasible for them to assign a full-time detective to their local task force. Funding also allows for dedicated 
prosecutorial support, administrative support staff, and infrastructure, which sustain the operations and enhance 
the effectiveness of the task forces.

For decades, Washington’s JAG-funded drug-gang task forces 
have leveraged the resources, personnel, and equipment of 
multiple law enforcement agencies and prosecutors’ offices. 
Throughout most of Washington, these task forces provide 
the only investigative efforts dedicated to dismantling mid- to 
upper-level drug trafficking organizations, which are responsible 
for the vast majority of narcotics entering our state and are a 
major contributor to the opioid epidemic. The task forces play a 
particularly outsize role in less populated jurisdictions, where they 
also pursue more complex murder and human trafficking cases. 

The task forces, predominantly led by county sheriffs’ offices, 
include detectives from the sheriffs’ offices and local police, who 
typically serve on the task forces for three to five year rotations. 
They often also include WSP detectives and detective sergeants, 
DEA agents, and prosecutors. Local law enforcement agencies 
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Grays Harbor Task Force Disrupts  
Vegas Pill Operation
A 2016 investigation by the Grays Harbor Coun-
ty Task Force, the smallest JAG-funded task force, 
disrupted a drug trafficking organization that was 
bringing prescription opioids into the county from 
Las Vegas.  The suppliers worked out of a hotel in 
Aberdeen (a community of about 16,000 people), 
where approximately 30 people per day purchased 
pills in quantities ranging from 5 to 100.  This inves-
tigation resulted in several successful prosecutions 
and the intelligence gained continues to inform the 
task force’s work. The Grays Harbor County Task 
Force includes detectives from the Sheriff’s Office, 
Aberdeen and Hoquiam Police Departments, along 
with a part-time prosecutor.
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benefit from the skills that their officers develop while part of the task force, including specialized drug investigation 
training, best practices for conducting undercover operations, working with confidential informants, and engaging 
in deconfliction. When resource constraints limit local law enforcement agencies’ ability to participate in the task 
forces, another consequence is that their jurisdictions are deprived of the specialized skills officers gain from 
the training and collaboration. WSP participation is also critical, as it can create stability and bring institutional 
knowledge. Currently, due to resource constraints, WSP participates in twelve of the task forces with a supervisory 
sergeant serving on only four task forces. Seventy percent of the funding for the WSP positions comes from the 
state’s general fund.

The work of the task forces is subject to oversight by a number of entities. In Washington State, the Department of 
Commerce administers JAG awards and receives recommendations from the JAG Advisory Committee, comprised 
of criminal justice and victim advocacy professionals. Each JAG-funded task force is governed by an oversight board 
and subject to periodic audits and a peer review system to assess effectiveness.
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Program. 2009 does not include additional federal funding to the task forces provided by the American Recovery and Reinvest-
ment Act.
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pRevent fuRtheR incReases in oveRdose deaths fRom fentanyl

Goal:
5

Recommendation:

Fentanyl, a synthetic opioid, can be deadly even in small doses and is responsible for an increasing number of 
overdose deaths in our state.55 A low-grade batch of heroin can be adulterated with fentanyl and sold as more 
potent to increase profits. There is no evidence that this is a common occurrence in Washington, as DOH has found 
that the majority of our state’s fentanyl-related overdose deaths in 2016 did not involve heroin.56 In contrast, 
according to the University of Washington’s Alcohol and Drug Abuse Institute, WSP officers and medical providers in 
the Seattle area have reported that people have purchased fentanyl that was made to look like a prescription pill.57 
In such cases, buyers do not know how much fentanyl is in a drug and often do not know that the drug contains 
fentanyl at all. This can result in an overdose when they use the same amount they normally would. 

Some states have sought to combat fentanyl by enhancing criminal penalties associated with distributing the drug. 
For example, in 2016, Massachusetts’ Attorney General authored legislation to create the crime of trafficking in 
fentanyl for amounts greater than ten grams.58 Those convicted of this crime now face up to twenty years in state 
prison. Previously, drug traffickers could only be charged with the lesser crimes of manufacturing, distributing or 
possessing fentanyl, regardless of the quantity of the drug. Similarly, in 2017, legislation requested by Rhode Island’s 
Attorney General raised the penalties for possessing up to one kilogram of a mixture or substance containing 
fentanyl to up to fifty years in prison and $500,000 in fines.59 

In Washington, those convicted of possessing up to two kilograms of a Schedule I or II narcotic, such as fentanyl, 
face up to ten years in prison, as well as fines up to $25,000.60 Washington law current identifies aggravating 
circumstances that can support a sentence above the standard range, including major violations of the Uniform 

Controlled Substances Act related to trafficking in controlled 
substances.61 The lethality of fentanyl and fentanyl analogues 
warrants giving Washington prosecutors the option of an 
enhanced penalty when those substances are involved. This can 
be accomplished by adding a provision to RCW 9.94A.535(3)
(e) identifying trafficking fentanyl or fentanyl analogues as an 
aggravating circumstance that can support a sentence above the 
standard range. Such a provision may prevent Washington from 
experiencing the explosion of fentanyl deaths experienced by 
states in other parts of the country.

• Adopt enhanced criminal penalties for trafficking of fentanyl and fentanyl analogues.  

Amount of fentanyl that  
can be deadly
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impRove oveRdose RepoRtinG and infoRmation shaRinG

Goal:

Recommendations:
• Direct resources towards more timely analysis of samples at the Washington State Toxicology Laboratory.
• Require emergency medical service providers to report patient care information, including treatment of overdoses.
• Require law enforcement officers to report naloxone administrations.

6

Access to real-time overdose data can enhance the public health and public safety response to emergent threats 
and support more targeted intervention efforts. For example, if there is a significant increase in overdoses in a 
particular geographic area, officials can alert the public and first responders. With rapid analysis of drug evidence 
collected from overdoses, such alerts could specify that potent variants have been found in the community (e.g., 
heroin laced with fentanyl, or counterfeit pills). Real-time data can illuminate the magnitude of the problem in a 
particular area. For example, for one week, hospitals, police, and emergency medical service providers in Snohomish 
County reported real-time overdose information.62 This revealed that there were 37 overdoses, including three 
deaths in that brief period. Furthermore, many of the overdoses occurred in a single day, which could be due to 
the source of the drugs. Twenty-four people received the overdose antidote naloxone. In two-thirds of these cases, 
naloxone was administered by family or friends of the victim, demonstrating its penetration in the community. 

Some states have data clearinghouses to collect and disseminate information to inform enforcement, treatment, 
and prevention responses to the opioid epidemic. For example, New Jersey’s Drug Monitoring Initiative (DMI) 
expedites the chemical analysis of any drug evidence gathered whenever heroin is suspected in an overdose. 
According to New Jersey’s Regional Operational Intelligence Center, results are quickly returned to the law 
enforcement agencies investigating the cases—within a day of submission to the lab, rather than the two months 
it took prior to initiative. The forensic data is analyzed in relation to other information on overdoses, including 
toxicology examinations, drug-related hospitalizations, naloxone deployments, PMP data, as well as crime data, 
such as shootings and gun recoveries. This provides a comprehensive picture of how drugs are being distributed and 
seized throughout the region and the impact on public health outcomes.
 

Dr. Richard Harruff underscores the importance of creating a real-time drug overdose monitoring system.
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In Washington, there are some efforts to improve the 
reporting of overdose-related data, but no centralized 
statewide system. The Washington State Toxicology 
Laboratory, housed within WSP, has had a significant 
increase in the number cases submitted for testing 
in recent years. As shown in Figure K, the number 
of total cases—primarily death investigations and 
impaired driving cases—has increased by more than 
4,000 since 2013, approximately 1,000 cases each 
year. The Toxicology Lab’s increased caseload has not 
been accompanied by additional staffing, resulting in a 
backlog of untested samples. According to toxicology 
lab officials, it currently takes about four to five weeks 
to complete analyses. The State recently received one-
time grant funding from CDC, which will be used to 
prioritize a portion of overdose cases for rapid analysis. 
This effort may demonstrate how quicker processing of 
overdose cases can help the state recognize and respond 
to emerging threats. 

In contrast, the State is now receiving real-time 
information about overdoses when emergency 
departments are involved. Legislation effective July 2017 
requires hospital emergency departments to provide 
automated, electronic patient care information to DOH.63 
Though this new mandate will provide vital information 

and enhance response to public health threats, it does 
not capture overdoses not treated in the emergency 
department. Emergency medical service providers 
and law enforcement are not required to report when 
they respond to an overdose. Currently, there is erratic 
voluntary participation in Washington’s electronic data 
repository for patient care information provided by 
emergency medical services. However, DOH recently 
received a CDC grant to enhance overdose surveillance; 
these funds will be used, in part, to build the capacity 
of emergency medical service providers to report these 
data, including care provided to people who have 
overdosed. DOH will also use the grant funds to improve 
dissemination of both emergency medical service and 
emergency department data to key stakeholders working 
to prevent and respond to opioid overdoses. In contrast, 
the State does not have an electronic system for law 
enforcement officers to report when they respond to an 
overdose. The Overdose Detection Mapping Application 
Program (ODMAP), a mobile application that allows first 
responders to report their response to an overdose in 
real-time, is a tool that can facilitate this type of data 
reporting. Further, the program allows public safety 
and health officials to view reported overdoses on a 
map and receive alerts when a spike occurs in a defined 
geographic area.
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Several counties in Washington took actions to improve overdose reporting prior to the statewide emergency 
department mandate, illustrating how the response to the epidemic can be enhanced when data are collected. In 
2016, Clallam County became the first county in Washington to mandate reporting of overdoses, both fatal and 
nonfatal.64 

Emergency departments in the County provide near real-time overdose reporting to the public health department. 
This allows the public health department to follow-up with the person who overdosed to offer timely treatment 
and to notify the medical provider who prescribed the opioids to inform their prescribing practices. The reporting 
also allows the public health department to perform analyses and issue community opioid report cards to monitor 
progress, as shown in Figure L. 

While Washington is working to improve the timeliness and comprehensiveness of data reporting, our state lacks a 
centralized clearinghouse for all overdose-related data to enable a more effective, unified public safety and public 
health response to emergent threats. In addition, as more data are collected, resources will also need to be devoted 
to ensure timely analysis, dissemination, and response.

Figure L Source: Clallam County Health and Human Services

Clallam County Community  
Opioid Report Card - 2016
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expand access to tReatment

Goal:
7

Opioid addiction is a disease requiring treatment. In Washington, there is an urgent need for increased availability 
of treatment. The shortage includes services for those who are entering and leaving the criminal justice system, and 
aftercare services, such as connecting those in recovery to housing and employment. According to a 2016 report by 
the U.S. Surgeon General, nationally just ten percent of Americans facing drug addiction obtain treatment, in part 
due to limited availability and affordability of services.65 

The court system plays a role in treatment. Through the Administrative Office of the Courts (AOC) and DSHS’s 
Division of Behavioral Health and Recovery, Washington operates a number of therapeutic courts, providing an 
alternative to the traditional criminal justice system for sentencing and supervision. Several types of these courts 
can involve people struggling with opioid addiction, including adult drug courts, juvenile drug courts, and family 
treatment courts. The principle behind these courts is that treating participants’ underlying substance abuse 
disorder can lower recidivism. Each therapeutic court is unique in how it operates. Generally, non-violent offenders 
arrested for felony drug possession and addiction-driven property crime are eligible for supervised substance 
abuse treatment. If participants complete treatment, their charges can be dismissed or their sentences reduced. A 
study of Washington’s drug courts found that participants were three times more likely to enter treatment within 
90 days and four times more likely to be in treatment for at least 90 days, compared to a group of adults charged 
with similar felonies, who demonstrated a need for substance abuse treatment and were otherwise considered 
“statistically identical” to the drug court participants.66

In part due to treatment costs, drug courts cost more to operate than traditional courts; however, a Washington 
State Institute for Public Policy’s 2017 benefit-cost analysis found that overall, drug courts produce benefits of 

Recommendation:
•        Support and expand statewide and local non-traditional law enforcement approaches, such as drug courts,  

Law Enforcement Assisted Diversion, and embedded social workers.

King County Prosecuting Attorney Dan Satterberg remarks on the changing role of a prosecutor’s office in responding to the opioid epidemic. 
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$9,002 per participant after accounting for the costs of 
the program.67 To cover the costs to operate therapeutic 
courts, the State Legislature authorized jurisdictions to 
adopt an additional 0.1% sales tax.68 According to AOC, 
20 counties, as well as the City of Tacoma, have adopted 
this tax. The federal government has also recognized the 
value of these courts. The Substance Abuse and Mental 
Health Services Administration recently awarded a 
$2.2 million grant to the Pierce County Family Recovery 
Court, which will enable it double the number of families 
it serves. 

Law enforcement agencies and first responders also play 
a role in connecting people to treatment. For example, 
a King County program known as Law Enforcement 
Assisted Diversion (LEAD) has been operating for 
six years. LEAD diverts those arrested for low-level, 
nonviolent offenses (e.g., drug possession, minor 
property crime related to addiction, prostitution, etc.) 
into treatment and support services, rather than the 
criminal justice system. Under the program protocols, 
police officers have the discretion to refer a person to 
the program, rather than sending them to jail. They can 
also refer people known to them, but not necessarily 
involved in a potential crime at the time of the referral. 
In arrest diversion cases, prosecutors agree not to file 
charges if the participant completes an initial screening 
and intake assessment within thirty days. Participants 
engaged in services work with case workers to develop a 
plan to address issues that coincide with their addiction, 
such as medical needs, housing, and mental health 
treatment. According to the King County Prosecuting 
Attorney’s Office, 439 individuals have participated in 
the LEAD program since October 2011. Research has 
found that the program costs $2,100 less per year than 
housing a person in jail.69 Program participants are 60 
percent less likely to be re-arrested70 and 87 percent less 
likely to go to prison than those who become involved in 
the traditional criminal justice system.71 

Another local effort to connect people who come into 
contact with the criminal justice system with treatment 
and other resources began in Everett in 2015. The 
Everett Police Department and the Snohomish County 
Department of Human Services have partnered to hire 
embedded social workers, who accompany the Everett 
Police Community Outreach and Enforcement Team in 
the community. The purpose is to connect people on 
the streets—those facing chronic homelessness and 
mental illness—to treatment providers, housing, and 

other resources. Many of these individuals also struggle 
with opioid addiction. According to the City of Everett’s 
Police Department, from June 2016 to July 2017, the 
Community Outreach and Enforcement Team contacted 
559 individuals on the street, nearly half with mental 
health and chemical dependency issues. Seventy-nine 
individuals were connected to treatment. The limited 
availability of treatment has presented a barrier to 
connecting even more people to treatment. 

Finally, though another effort in King County does not 
expressly connect people to treatment, it does keep 
them out of jail for certain drug offenses. According 
to the King County Prosecuting Attorney’s Office, drug 
possession cases have been treated as misdemeanors 
since 2008. Non-violent offenders, who meet certain 
criteria, including possessing seven grams or less 
of a controlled substance and showing no signs of 
dealing, are eligible to have their charges reduced to 
misdemeanors. Prosecuting attorneys in other counties 
have discretion to do the same. 
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