


dealer out of state, in exchange for a cut. And they were as elusive as hell to
catch.

Among Roanoke’s first long-haul drug runners was a pretty brunet in her
midtwenties whose name reflected her Hawaiian heritage: Ashlyn Keikilani
Kessler. What distinguished Ashlyn as one of the region’s top mules,
according to the prosecutor who sent her to prison, wasn’t just the volume
of drugs she was transporting; it was also her body’s astonishing ability to
metabolize the drug without overdosing. (“Generally speaking, there are
people who overdose all the time, then there are people like me who have
never overdosed,” she told me.) At the peak of her addiction, Ashlyn was
using fifty to sixty bags a day. “She had a remarkable liver,” her prosecutor
said.

She was an unlikely addict, a young mom and paralegal with a criminal
justice degree from Jerry Falwell’s Liberty University. But her descent into
drugs followed a familiar story line: After the birth of her son, in 2008, she
was prescribed Lortab for mastitis, an infection not uncommon among
breastfeeding mothers. She had lingering lower-back pain, too—the baby’s
head had been resting on her spine throughout her last trimester. When the
Lortab ran out, her obstetrician wrote her another script, for oxycodone.
Within six weeks of giving birth, Ashlyn said, she was hooked. When her
doctor left town after a few months and his replacement refused her refill
requests, she bought black-market OxyContin through a friend of a friend.
She occasionally stole Lortab from her disabled octogenarian grandfather.

She switched to Roxicodone in 2010, when OxyContin became abuse-
resistant, then to heroin when the black-market Roxys became more
expensive and harder to get. “It’s unreal how many people followed that
same pattern: Oxys-Roxys-heroin,” she told me. “If you ask me, OxyContin
is the sole reason for all this heroin abuse. If I had the choice between
heroin and Oxys, I would choose Oxys.…With pills, you always knew what
you were getting.”

By the time her son learned to talk, Ashlyn was doing heroin and/or
heroin business with most of the Hidden Valley users. She had grown up in
the north Roanoke County suburbs, but she had made lots of friends from
Hidden Valley and Cave Spring. “Places like Hidden Valley are where you
can get some of the best heroin because those are the kids with parents that
have money,” she said.



  

From the Kentucky federal women’s prison where she was serving a seven-
and-a-half-year sentence for distributing between thirteen thousand and
twenty-three thousand bags of heroin, Ashlyn charted out, via email, the
trajectory of heroin’s suburban sprawl, with intersecting spheres of users
she knew who were now dead or doing time. She pointed out news articles
I’d missed about people she’d once used drugs with, including a young
mother named April who’d recently overdosed in the parking lot of a
Roanoke Dollar General store, with her infant found crying in the car seat.
She knew Spencer Mumpower and Colton Banks. At the height of her
addiction, she’d wept through Scott Roth’s funeral Mass.

She mapped out her spiral from user to dealer, from patient to criminal.
Two years into her addiction, she was fired from her job for too often being
late or absent. Her co-workers had no idea she’d been shooting up in a stall
of the law-firm restroom where they worked. (She had to have surgery once
after a heroin needle became stuck in her arm but told colleagues “some
crazy lie that I’d cut it on a fence.”)

After her dismissal from the firm, Ashlyn stole from her family to buy
drugs: credit cards, checks, even heirloom jewelry from her Hawaiian-born
grandmother, who was now, at eighty, raising her elementary-school-age
son. A relative visiting from Wahaii had predicted when she was a little girl
that “Ashlyn is gonna break your heart,” her grandmother Lee Miller told
me.

And, sure enough, Ashlyn did. “We enabled her,” her grandmother
conceded; her grandparents paid for rehabs she typically left after only a
few days. They sometimes gave her money to buy Suboxone on the black
market, “because she’d get sick and have to turn to heroin if she didn’t have
it.”

It was the car her grandparents bought, a 2013 Nissan Sentra, that led to
Ashlyn’s undoing and eventually—once she was forced, behind bars, to get
clean—her saving grace. A dealer approached Ashlyn about driving him
back and forth to New Jersey for three bundles (or thirty bags) of heroin; he
had a Newark “connect,” a relative with a source willing to sell to them in
bulk. When they progressed to bricks, or fifty-bag allotments, they bought
them for $100 each, then sold them back in Roanoke for six or seven times



that, she said, and made the fourteen-hour round-trip trek three, sometimes
four times a week. Her dealer typically sent his girlfriend along on these
runs to keep an eye on Ashlyn, who was known to inject the heroin,
swiping bags from their mutual stash, at rest stops en route to Roanoke.

“I now know that he enlisted me because I am a well-spoken, young
white girl that drives a nice car, therefore it didn’t look [to police] like we
were there for what we were really there for,” she wrote. More important,
her craving for the drug was so insatiable—her skinny, desperate look
practically screamed white female addict—that no Newark dealer would
mistake her for an undercover cop.

When Ashlyn first landed in downtown Newark, heroin was so easy to
get that the moment she left her car, a man approached her, wanting to
know, “Hey, baby girl, what you lookin’ for?”

By 2014, when DEA agents and federal prosecutors caught up with her,
the government’s case laid itself out in the fifteen thousand text messages
recovered from her phone—enough evidence to map out a pyramid of
addiction, from her New Jersey source to dozens of Cave Spring and
Hidden Valley kids. The exchanges were marked by logistics, deals, and
despair:

Can you meet me at Sheetz

on Peters Creek Road?

Whatcha got? Can you do two?
Yeah.

You got ten more? Can I owe ya?

Ashlyn was almost home when Virginia state police pulled her over on I-
81 just north of Roanoke, ten minutes from the end of another Roanoke–
Newark round trip. Unbeknownst to her, drug task force officers were
following her movements with the help of a GPS tracker they’d hidden on
the undercarriage of her car. She’d been on their radar six or seven days,
ever since a former classmate overdosed on the heroin Ashlyn sold him. He
lived, selling her out to an undercover cop in exchange for avoiding jail
time.

Now, a week later, DEA agents were searching the trunk of her Nissan,



beginning with her purple paisley Vera Bradley purse. They found the 722
bags of heroin, not so carefully hidden inside the monogrammed bag. (She
and a friend had already blown through half a brick.) Now they were
handcuffing the former paralegal and reading her her rights.

Ashlyn realized there was no story to tell herself that didn’t begin with
the first of the Twelve Steps, she told me: She was powerless to overcome
her addiction. She was about to lose her son, who was six at the time,
because she had chosen heroin over him.

She watched as officers extracted her belongings from the car, including
her Narcotics Anonymous book, left over from two earlier rehab attempts,
which had been there all along, next to her purse.

As the interstate traffic roared by, the agents waved the NA book around,
laughing about it. Then they tossed it on the ground, next to Ashlyn’s other
stuff. It was windy and unseasonably brisk that September day, and she
remembered shivering by the side of the road in her flower-print skirt,
wedge sandals, and shirt, purple to match her purse.

  

The man in charge of prosecuting Ashlyn Kessler keeps a portrait of the
American president James Garfield above his desk. Before he was named
brigadier general in command of twenty-five hundred U.S. Army Reservists
nationwide, Andrew Bassford was tasked with the job of laying a wreath on
the grave of each one of the eight Ohio-born presidents on the anniversary
of his birth, then delivering a speech. Bassford viewed it as tedious but
important work, the challenge being to say something inspiring while not
repeating what he’d expounded on the year before.

Compared with the other Ohio presidents, Garfield is, in Bassford’s
view, an overlooked gem. He was a beast of a worker, his rags-to-riches
story so inspiring that Horatio Alger penned his campaign biography.
Among Bassford’s favorite Garfield quotes: “Most human organizations
that fall short of their goals do so not because of stupidity or faulty
doctrines, but because of internal decay and rigidification. They grow stiff
in the joints. They get in a rut. They go to seed.”

Bassford is also the assistant U.S. attorney in charge of prosecuting
many of western Virginia’s heroin-distribution and overdose-death cases.



That’s his primary job, the brigadier general position being a part-time gig
that takes him out of town on weekends twice a month. He takes being a
prosecutor seriously, this important but sometimes tedious business of
sending people like Ashlyn Kessler and Spencer Mumpower to prison—
though he’s the first to admit the system is inept and flawed.

From his high-and-tight haircut to his dress cowboy boots, Bassford
exudes law and order, communicating in staccato sentences and wry one-
liners, like a character from the television series Dragnet. On the timing of
illicit drug sales, for instance: “Heroin is morning, crack is night.”

On the federal judge who halved the prison time specified by Ashlyn’s
plea agreement, saying he was impressed by her perseverance, after her
arrest, in a jail-based treatment program: “I think Judge Urbanski is trying
to save those that he thinks can be saved.” (In 2017, Urbanski knocked
Ashlyn’s sentence down even more.)

On what he thinks of law enforcement’s efforts to quell the opioid
epidemic: Not much.

The system is too rigidified, as Garfield would say, not nimble enough to
combat heroin’s exponential growth. The drug’s too addictive, the money
too good. “You whack one [dealer], and the others just pop right up, like
Whac-A-Mole,” Bassford said.

Bassford prosecuted Ashlyn and her dealer in 2015, but only after
putting away her first heroin dealer, from southeast Roanoke, the white
working-class neighborhood where heroin initially took hold in the city.
Thirty-year-old Orlando Cotto had enlisted his girlfriend, his twin brother,
an uncle, and a next-door neighbor to help him transport 60 grams of heroin
every two weeks for distribution and use. They took turns meeting their
supplier in the parking lot of a Burlington Coat Factory in Claymont,
Delaware, clearing nearly $60,000 a month.

After Ashlyn went to jail, “I whacked four more,” Bassford said of
subsequent dealers, all intertwined with Ashlyn’s and Cotto’s networks.

But the demand for heroin persisted, predicated on the evangelical model
of users recruiting new users, and Bassford’s whacks could not keep pace.
“We’ll score a huge drug bust that we’ve been working on for maybe a year,
and all that does is create a vacuum in the market that lasts maybe five to
seven days,” said Isaac Van Patten, a Radford University criminologist and
data analyst for Roanoke city police. “And because the amounts of money



involved are so vast, we’re not going to stamp it out.
“We don’t enjoy the cooperation of the supplier nations,” Van Patten

explained, referring to drug-cartel production in western Mexico, South
America, and Afghanistan, with profits estimated at more than $300 billion
a year. “Their attitude is: ‘Tell your people who are wanting to consume our
product, we’re going to supply it.’”

While Roanoke’s quietest heroin users were privileged and upper-
middle-class—Van Patten called them the café crowd—it didn’t take long
before suburban users like Ashlyn were casting their lot with former
OxyContin addicts from the working-class Southeast who were already
tapped into illicit networks, he said. “In the suburbs, heroin started out as a
trendy drug that people believed they could control. But the rich kids
spiraled right down with everybody else and then, suddenly, you couldn’t
tell between the two.”

The rich kids were crashing alongside the poor kids on friends’ couches
(the lucky ones, anyway), all of them cowering before the morphine
molecule and beholden to its spell. Fifteen years earlier, Art Van Zee had
predicted that OxyContin would eventually be recalled—but not until rich
kids in the suburbs were dying from it. Now they were, and that pained him
equally, he told me. “I was absolutely dead wrong.”

  

I thought of Tess Henry, the young mom I met in late 2015. The daughter of
a local surgeon and a hospital nurse (they divorced when she was ten), Tess
had grown up in multiple homes—one in the nicest section of Roanoke,
with mountain-biking trails and the Blue Ridge Parkway abutting her
backyard, the other on secluded Bald Head Island, North Carolina,
accessible only via ferry.

Tess was a high school track and basketball standout, an honor-roll kid
who would go on to study French at Virginia Tech and the University of
North Carolina–Asheville, though she didn’t complete a degree. Among the
things she loved to do before she fell into a raging, $200-a-day heroin habit
were writing poetry, painting, reading, and singing to her dog, a black
rescue mutt named Koda. (The two were particularly happy when Tess
belted out the words to Train’s “Hey, Soul Sister” in the car.) Her favorite



author in the world was David Sedaris; she’d run into him once in a local
coffee shop after a reading, she told me, and he was so, soooo unbelievably
nice.

Of Patricia  Mehrmann’s four kids, Tess was the quietest, the one who
voluntarily walked the dogs with her on the beach. Patricia emailed me a
beach picture of the family Labrador, Charlie, and a ten-year-old Tess, all
freckles and a toothy smile, with both arms wrapped around the dog. They
liked to head out early at low tide to look for beach treasures. “She was the
queen sand-dollar finder,” Patricia said.

But Tess struggled with anxiety from a young age, her relatives told me,
recalling a panic attack she had as a young teenager on the way home to
Roanoke from the beach. (“She thought she was dying,” Patricia
remembered. “She was throwing up and calling me from the back seat of
the car.”) At her private Catholic primary school, where students wore blue
and khaki uniforms, Tess was stressed that her shoes weren’t right.

Tess was twenty-six when we met, a waitress-turned-heroin-addict. With
a ruddy complexion and auburn hair, she wore leggings with long sweaters
and liked to apply makeup cat-eye style, at the edges of her eyes, which
were luminous and shifted color from brown to green depending on the
light. She had consorted with most of the Hidden Valley crowd mentioned
in this book, working not as a runner or mule but as a lower-level
“middleman,” as she called herself. She did worse than that, too.

  

Perhaps she was genetically predisposed to addiction, her mom theorized;
there were alcoholic relatives on both sides of the family. Tess’s older sister
had been in recovery for five-plus years and was a devoted member of
Alcoholics Anonymous. Perhaps, during Tess’s college experimentation
phase, it was the twenty-five Lortab pills a friend gave her, left over from a
wisdom-tooth extraction, that set her up for the ultimate fall. Tess knew
only that her daily compulsion for opioids began in 2012, the same way
four out of five heroin addicts come to the drugs: through prescribed
opioids. For Tess, a routine visit to an urgent-care center for bronchitis
ended with two thirty-day opioid prescriptions, one for cough syrup with
codeine and the other for hydrocodone for sore-throat pain.



“When I ran out, I started looking for them on my own, through dealers,”
first through the drug-dealing boyfriend of a fellow waitress at the
restaurant where they worked, Tess said. Asked how she had known what to
do, she told me she Googled it. “Because I was sick. Jittery. Diarrhea. All of
it. I looked up my symptoms and what I’d been taking, and I realized, holy
crap, I’m probably addicted.”

She could get anything she wanted from her dealer. In the beginning, she
snorted five pills a day, usually Dilaudid, Roxicodone, Lortab, or Opana.
Then, several months into the routine, almost overnight, the pill supply
dried up. Tess blamed it on the DEA’s reclassification of hydrocodone-
based drugs into a more restrictive category. “That made it harder for my
dealer to get pills,” she said.

In October 2014, hydrocodone-based painkillers such as Vicodin and
Lortab were changed from Schedule III drugs to Schedule II, the same
category as OxyContin. Regulations now limited doctors to prescription
intervals of thirty days or less, with no refills permitted, and patients who
needed more had to visit their doctors for a new prescription, as opposed to
having it automatically called in to a pharmacy. Before the rule took effect,
patients could have their pills refilled automatically as many as five times,
covering up to six months—one reason narcotic prescriptions quadrupled
from 1999 to 2010, and so did deaths.

The so-called upscheduling had been controversial, with public opinion
weighing in pro (52 percent) and con (41). Chronic-pain patients
complained loudly about the added cost and inconvenience. “Just because
the DEA cannot figure out how to control the illegal use of these drugs
should not be a reason to penalize millions of responsible individuals in
serious pain,” one critic wrote in a published letter to pharmacist Joe
Graedon, The People’s Pharmacy columnist.

On a website set up by the DEA for public feedback, several patients
warned that rescheduling the drugs would limit their availability and drive
people to street drugs—particularly heroin.

  

Tess’s dealer adapted swiftly to the switch. “He said, here, try this—it’s
cheaper and a lot easier to get,” she told me. Tess took her first snort of the



light brown powder, same as she’d done with the crushed-up pills. He was a
serious dealer, she said, an African American who sold the stuff but was
strict about never using himself. “Not to sound racist or anything, but
typically black opiate dealers do not use heroin. Good dealers don’t use
what they sell because they know they would just use it all,” she said.

With the legalization of marijuana in a growing number of states, drug
cartels were champing at the bit to meet the demand for heroin, a market
they needed to grow. “They were looking at a thirty to forty percent
reduction in profits because of legalization,” explained Joe Crowder, a
Virginia state police special agent and part of the federally funded High
Intensity Drug Trafficking Area program that designated Roanoke a heroin
hot spot in 2014. “Between the pill epidemic and the less liberal prescribing
of pain meds, cartel leaders said, ‘Guess what’s purer, cheaper, and we can
make it all day long?’”

Some dealers encouraged underlings to “hot pack” their product, giving
superhigh potencies to new users to hook them quicker. Once the user is
hooked, the product gets titrated back, forcing the person to buy more.

  

Tess said she didn’t consider herself a true addict until six months after she
started snorting heroin, when she began injecting it. After three shots,
though, she knew she’d never return to snorting. She showed me the scars
inside her right elbow; right-handed, she learned to use her left hand to
mainline the drugs into her right arm because that vein was usually a sure
hit.

For a while she was able to keep waitressing at a trendy, upmarket bistro
featured in the likes of Southern Living and Garden & Gun. She wore long
sleeves to hide her track marks and was still able, if she concentrated hard,
to remember orders without writing them down.

Around this time, a family friend told her mother, “Your daughter’s an
opiate addict,” and Patricia Mehrmann had a reaction not unlike that of
many other parents faced with the same accusation: She fumed,
incredulous. After all, Tess never missed a day of work. “She did
everything she was supposed to do,” Patricia said. We were sitting in her
comfortable sunroom, surrounded by woods. Patricia was way past denying



it now: She’d spent the last six months navigating treatment hurdles, and
worse.

“I worked just to use, and I used just so I could work,” Tess explained.
“There was no in between.” But that phase was brief, and neither Tess nor
her mom had any idea what was coming next. Or that the molecule had
another even higher card to play.

No matter how low Tess got, it seemed there was always a deeper and
fresher hell awaiting her.

  

The addiction would out Tess eventually, as it always does. Even though
she was earning $800 a week at the restaurant, even though she’d started
middlemanning—recruiting and selling to new users in exchange for her cut
of the drugs—she needed more money because she required ever-larger
quantities of heroin to keep from feeling shaky and dopesick. She was
arrested twice early on—once when officers picked her up for being drunk
in public downtown and found an unprescribed OxyContin in her pocket,
and again when police caught her stealing gift cards from a store. The first
charge was pleaded down from a felony to a misdemeanor, and Tess was
sentenced to a year’s probation and a weekend in jail. The second was
treated purely as a theft. “I begged her public defender: ‘This is not what it
looks like; send her to drug court!’” remembered her father, Alan Henry,
from whom Tess was sometimes estranged.

On May 15, 2015, an employee manning the security cameras at a
Roanoke Lowe’s alerted police to Tess. The camera caught her palming a
copper plumbing implement and stuffing it into her purse. She’d done it
before: stolen an item from one Lowe’s, then returned it to another Lowe’s,
which would issue her a gift card for the value (since she lacked a receipt).
But this time they caught her before she left the store.

“I was already in withdrawal at the time” of her arrest, she said.
At the Roanoke city jail that night, with every pore on her body aching

and every muscle spasming, a female jailer greeted her with a tiny cup.
“Here, take this,” the jailer instructed. The woman handed Tess the

medicine, which had been ordered as a result of a routine urine screen.
Inside the cup was a low dose of Tylenol with the opioid codeine. It was



designed to keep the fetus growing inside Tess from going into sudden,
potentially fatal opioid withdrawal. Twenty-five and five foot seven, Tess
was down to 120 pounds. She hadn’t had a regular period in two years. She
had no idea she was at the end of her second trimester of pregnancy.

At least in jail, for the immediate future, she and the baby were safe.

  

Six weeks later, the region’s new HIDTA task force issued a warning about
a spike in opioid-overdose incidents. Between May 1 and June 23, 2015, the
local drug task force would investigate eleven overdose calls, four of them
fatal. The culprit was fentanyl, once a popularly diverted opioid prescribed
in patch form for advanced-cancer patients that was now being illicitly
imported from China and mixed with heroin or manufactured into pills.
(Some arrived from China via Mexico and, to a lesser extent, Canada.)

A synthetic opioid considered twenty-five to fifty times stronger than
heroin, mail-order fentanyl had been arriving direct to residences across the
United States, and so were the pill presses that local dealers used to turn the
powder into pills. One quarter-ton press arrived in Southern California
inside a package labeled HOLE PUNCHER. Cartel lieutenants were setting up
clandestine fentanyl labs across America, mixing the powder with heroin to
increase the high, in products stamped with names like China Girl,
Goodfella, Jackpot, and Cash. “Some of the companies shipping this stuff
from China will send you a free replacement package if it gets interdicted
on the way to your home,” a prevention worker in Baltimore told me.

News that people were dying from fentanyl-laced heroin didn’t
intimidate heroin addicts, according to several I interviewed. On the
contrary, the lure of an even stronger high drew them to it more.

Later that year and again in 2017, China began banning, at the request of
the DEA, the manufacture of several fentanyl analogs, which had
previously been unregulated. But each time a derivative was banned, a DEA
spokesman conceded, new spin-offs emerged from underground Chinese
labs, some more potent than the originals. Law enforcement interdiction of
the packages is tricky, because it’s hard to tell whether the shippers are
illicit labs labeling the envelopes “research chemicals,” complete with
phony return addresses, or legitimate companies providing the powder for



pharmaceutical research.
Back in 2015, Roanoke police chief Chris Perkins, forty-six, knew

immediately fentanyl was going to be a game changer. It meant more
teenagers would be drawn to the ever-potent blends, able to get high simply
by snorting the drug and avoiding the stigma new users have about injecting
and, later, the telltale track marks. It meant some would buy counterfeit pills
that were sold to them as Xanax or oxycodone but were actually fentanyl. 

In his earliest days of working undercover drugs, Perkins had gone by
the name Woody Call and wore the classic Serpico look, with a goatee and
longish dark hair. It was the mid-1990s, when heroin dealers used to “step
on,” or cut, their product with baby powder. He remembers finding a pair of
Radford University coeds at one bust, naked on a couch in a Roanoke drug
house, enveloped in a heroin fog. They’d exchanged sex for the drug,
injecting it between their toes so their friends and professors wouldn’t
know. Stunned, Perkins remembers calling their parents in the Washington
suburbs and saying, “I can’t tell you this over the phone. You just need to
come.”

But now the cut had switched from baby powder to fentanyl, from mild
to often lethal. “The market is so saturated, I can’t say it enough: There is
so much heroin out there,” sold not only by former crack dealers eager to
diversify their product but also by subordinates, or subdealers, Perkins said.
So much that Roanoke police seized 560 grams of the stuff in 2015 alone—
the equivalent of 18,666 doses or shots.

It was Whac-A-Mole on steroids: When police took one source out, there
would be a short lag until the next source presented itself. Meantime, the
overdoses kept stacking up. And that was before the worst spike in fentanyl
hit.

  

Perkins had long championed community policing in Roanoke, wherein
officers engage with teenagers in high-crime areas (often patrolling on
bicycle) while always refining where they need to be, using real-time data.
Violent crime in the city, much of it previously crack-related, had dropped
64.5 percent and property crime 39.9 percent since 2006. A 2011 program
Perkins pioneered called the Drug Market Initiative offered nonviolent



offenders the opportunity to bypass jail and receive job training if they
agreed to leave the drug trade.

But the cellphone had put an end to open-air drug markets, enabling the
coordination of drug buys in gas-station and shopping-mall parking lots.
Hotels situated along the perimeter of Roanoke on I-81 and near Interstate
581, which cuts through the city center, were also prime drug-deal spots
because higher-level distributors could sell there and quickly get back on
the road.

Experienced dealers were hiring addicted middlemen like Tess to
conduct street-level business for them, lowering the dealers’ risk. And
shoplifting fueled by users like Tess had nearly doubled in the past five
years. Violent crime was edging upward, too: A thirty-four-year-old woman
was murdered at a rent-by-the-week airport motel known to be a hangout
for the heroin-addicted. A woman Jamie Waldrop had been coaxing toward
treatment for months was found dead of overdose at a Howard Johnson’s
next to I-81.

“She’s next on the list” to be admitted, a rehab intake counselor texted
Jamie the next day.

But it was too late. “She died in a motel last night,” Jamie wrote back.
It was time to get nimble again.

  

On the eve of his retirement, Chief Perkins vowed to do something about
Roanoke’s surging heroin problem. A data geek as well as an incessant
worrier—nights and weekends, Perkins had crime reports emailed to his
phone every hour, one of the reasons he retired early, after twenty-four
years on the force—he was eyeing a program he hoped to implement, if he
could just get buy-in from the disparate health care and criminal justice
agencies. “This is what I’m going out on!” he told me, almost manically, in
late 2015.

He hoped to follow the path of Gloucester, Massachusetts, police chief
Joseph Campanello, who’d recently told the growing number of heroin
users in his town: Turn in your drugs, and I’ll hook you up with treatment
instead of handcuffs. By early 2017, the Gloucester model, called Police
Assisted Addiction and Recovery Initiative, had been adopted by two



hundred police agencies in twenty-eight states.
The Hope Initiative, as the PAARI program in Roanoke would be called,

was the impatient police chief’s swan song. “We want the carrot to be:
We’ll treat it like a disease, and if you stay clean, we’ll go away,” Perkins
said.

The idea was to create a public-private partnership where “angels,” or
trained volunteers, helped funnel addicts into treatment, mentoring them
during the cumbersome and usually relapse-ridden march toward sobriety—
kind of like an on-call NA sponsor, only with the skills of a social worker
able to take advantage of the city’s housing, mental health, and job
resources. The program would be located at the Bradley Free Clinic, a long-
running program for the working poor staffed by physician volunteers and
located in Old Southwest, a burgeoning heroin hot spot.

The clinic’s executive director, Janine Underwood, wasn’t a doctor. In
the fall of 2015 she attended the first Hope Initiative meeting not because
she ran a nonprofit medical clinic but because her twenty-eight-year-old
son, Bobby Baylis, was among the four who died of fentanyl-laced heroin
that June, while Tess was in jail.

Janine had spent the previous seven years floundering as she watched
Bobby seesaw between rehab and jail after initially becoming addicted to
OxyContin prescribed in the wake of ACL surgery following a
snowboarding accident. He’d gotten clean—finally, she thought—during a
three-year prison sentence, during which he’d participated in drug treatment
and become a certified journeyman in heating and air-conditioning. On
probation back in Roanoke, Bobby was excelling at his new job, living in
her basement, and doing well after his release. “You could see the sparkle
again in his eyes, for the first time in years,” she said. Three months after
leaving prison, a visit with some old Hidden Valley friends led to a single
dose of fentanyl-laced heroin. Janine discovered Bobby’s body, cold and
blue, laid out on the basement floor, the evidence cleaned up and his user-
dealer friends long gone from the scene.

Still raw in her grief—Bobby had been dead only six months—Janine
could draw a detailed mental map of the flaws in the treatment landscape,
from health care privacy hurdles and other treatment barriers to the lack of
guidance about what to do the moment you realize your twenty-one-year-
old is injecting heroin: Janine had found a box of hypodermic needles



hidden in a box in the back of Bobby’s closet. He’d wrapped them up in his
baby blanket, sandwiched between soccer trophies and Boy Scout patches.

What Janine did was sob. “It was the worst moment in my life. I didn’t
understand yet the connection between pills and heroin. I kept thinking,
‘He’s gonna get better; it’s just pills.’

“I’m in health care, and there were just so many things I didn’t know,”
she said. “It’s almost impossible the way the systems are set up, for a parent
to get good treatment for their child.”

Janine was the first Hope Initiative angel to tell the chief, “I’m in.”

  

The second was Jamie Waldrop, Christopher’s mom—the one who’d
personally accompanied her addicted son to the Montana rehab. By now, so
many in the Hidden Valley circle of heroin users had become intertwined:
Jamie’s boys had known Bobby, Janine’s son, who’d been in the same
court-ordered halfway house as Spencer Mumpower. And Jamie’s older son
had at one point dated Tess.

“It was like we had a Dementor from Harry Potter who was swirling
around the households of Hidden Valley, going, ‘I want you and you and
you and you,’” Jamie told me.

The third volunteer was Terrence Engles, a former pro baseball player
who’d progressed from taking injury-prescribed OxyContin to scamming
pain-management doctors on Manhattan’s Upper East Side to overdosing on
a Staten Island ferry in 2011. He’d just landed in Roanoke as a treatment
consultant for American Addiction Centers, with three years of sobriety. He
spent most of his time in Roanoke trying to persuade addicted
twentysomethings to go to treatment, whether it was to one of his
company’s dozen centers across the United States (for those with insurance)
or to the scant few regional or charity options, most of them faith-based and
abstinence-only. “I get about twenty calls a week from people in crisis,” he
said.

In Chief Perkins’s ideal world, Carilion Clinic, the region’s largest
employer with nonprofit hospitals and a new research center already known
for its work on addiction research, would provide much-needed inpatient
treatment. No comparable treatment was available locally, only short-term



detox programs and one privately owned facility that accepted only
insurance and cash (a twenty-eight-day stay ran around $20,000), and it
didn’t allow patients to take maintenance medications.

Unlike Campanello’s Massachusetts, Virginia could not rely on anything
close to RomneyCare, the 2006 initiative signed into law by then–Bay State
governor Mitt Romney, guaranteeing insurance coverage to 99 percent of
the state. Virginia’s legislature had repeatedly turned down attempts to pass
Medicaid expansion in the wake of the Affordable Care Act, sacrificing
$6.6 million a day in federal funds and insurance coverage for four hundred
thousand low-income Virginians—a frequent source of frustration for
opioid-affected families and health care advocates.

In states where Medicaid expansions were passed, the safety-net
program had become the most important epidemic-fighting tool, paying for
treatment, counseling, and addiction medications, and filling other long-
standing gaps in care. It gave coverage to an additional 1.3 million addicted
users who were not poor enough for Medicaid but too poor for private
insurance.

But in Virginia in June 2014—one year before the first fentanyl spike—
statehouse Republicans shut down the Democratic governor’s proposal to
expand it in a political plot that seemed lifted from House of Cards:
Democratic coalfields senator Phillip P. Puckett abruptly resigned to give
the Republicans an expansion-quashing majority. Alleged motivations for
his action included making his lawyer daughter eligible for a judgeship—
the senate’s policy forbids judicial appointments of relatives—and also
allowing him to nab a job with the commission that oversees economic-
development investments from Virginia’s slice of the tobacco settlement.

The last Democratic legislator west of Roanoke, whose Russell County
region in Appalachia remains among the state’s hardest hit by the epidemic,
Puckett eventually removed himself from consideration for the tobacco
post, citing “family matters,” while a six-month federal investigation into
corruption claims went nowhere.

  

Perkins hated political maneuvering. In his ideal world, the economics of
securing help worked like this: Since addicts would be diverted from jail,



the cost savings from their empty jail beds could be put toward treatment.
“The problem is, it’s easier to give money to the corrections system—to the
tune of one billion in the state of Virginia—than it is to take a couple of
million dollars and provide inpatient treatment for our problem,” he railed,
blaming politics and the tendency among jailers and sheriff’s departments
to cling to bloated incarceration budgets championed during the War on
Drugs, even though two hundred of the city jail’s eight hundred beds were
typically empty.

But Frederick Douglass had it right when he said, “Power concedes
nothing without a demand.”

Perkins pointed out that most addicted users return to the streets from jail
with more drug contacts than they had when they arrived. “I said it all a
thousand times, but I couldn’t get anybody to listen because the sheriffs are
elected officials with powerful lobbyists, and a poor old appointed police
chief doesn’t stand a chance,” he said.

At the first Hope Initiative meeting, stakeholders were so focused on
hurdles to treatment that Jamie worried the project would die before it ever
got under way. Privately, she reached out to Police Chief Campanello in
Massachusetts and asked him to do a conference call with the working
group. She even suggested exactly what he should say: that if they waited
till they solved all the obstacles, the program would never begin;
meanwhile, people were dying every day. By the end of 2015, fifty-one
thousand more Americans were dead of drug overdose—a thousand more
than died from AIDS in 1995, the peak year. And the epidemic displayed no
signs of trending down. In fact, HIV, spurred by the sharing of dirty heroin
needles, was on the rise again, with sixty-five new cases reported that year
in rural southwestern Virginia alone.

It was exactly what Art Van Zee predicted in one of his first letters to
Purdue. “My fear is that these are sentinel areas, just as San Francisco and
New York were in the early years of HIV,” he had written of Lee County
back in November 2000. Van Zee had no idea then that the OxyContin
epidemic would become a heroin epidemic, which itself would lead to more
deaths from HIV and hepatitis C.

From a distance of almost two decades, it was easier now to see that we
had invited into our country our own demise.







eager to help heroin users navigate treatment have shown me, threading a
needle blindfolded over a hot bed of coals might have made for a less
complicated odyssey.

Tess was nearly seven months pregnant when she left jail in June 2015.
For a month, she lived with her mom and tried to make a go of it with her
boyfriend, the baby’s father—“disastrous,” Patricia and Tess agreed—
before they found a private treatment center two hours away that would
take Tess during her final month of pregnancy. Private insurance covered
most of the $20,000 bill while her dad paid the $6,500 deductible, using the
remainder of Tess’s college-savings fund. The Life Center of Galax was one
of the few Virginia facilities that accepted patients on medication-assisted
treatment (methadone or buprenorphine). Tess was now taking Subutex, a
form of buprenorphine then recommended for some pregnant mothers.
(Suboxone is typically the preferred MAT for opioid users because it also
contains naloxone, an opiate blocker; Subutex, which is buprenorphine with
no added blocker, was then considered safer for the baby but more likely to
be abused by the mom.)

After spending the first half of her pregnancy in the throes of heroin
addiction and the second half on Subutex, Tess was nervous about the
possibility of delivering a child with neonatal abstinence syndrome, a
painful state of withdrawal that sometimes requires lengthy hospital stays.
The syndrome is common even among so-called Subutex babies, about half
of whom require neonatal intensive care and methadone treatment to
facilitate their withdrawal from the medication.

An NAS baby is a portrait of dopesickness in miniature: Their limbs are
typically clenched, as if in agony, their cries high-pitched and inconsolable.
They have a hard time latching on to either breast or bottle, and many suffer
from diarrhea and vomiting. When neonatologist Dr. Lisa Andruscavage
showed me the hospital’s NAS services, nurses who had just spent the
better part of an eight-hour shift coaxing an opioid-dependent baby girl
born four weeks early to sleep greeted us, only half joking, with “If you two
wake that baby up, we will kill you.”

  

While Tess’s son was born two weeks early, he entered the world



astonishingly healthy, showing zero signs of distress. He was not among the
fifty-five babies born with NAS at Roanoke’s public hospital that year, a
rate well above the state’s average. He was not among the children seen at
the region’s NAS clinic, where dependent babies released from the NICU
come back for weekly check-ins while being very slowly weaned from
methadone under their mother’s or another family member’s watch; despite
such attention, around 27 percent of the clinic babies end up in foster care.

In fact, Tess’s son was a calm baby, happy to sit on your lap looking at a
board book or gumming a teething ring or playing peek-a-boo. He had his
mother’s intense eyes, and his grin was captivating, bell-shaped and wide.
Back then, Tess was fiercely protective, to the point of not letting strangers
hold him, even for his first picture with Santa. She held him on her own lap
instead, saying she was worried Santa might drop the baby or give him
germs—a common reaction among drug-addicted new mothers, an NAS
nurse told me. “These moms are so over the top after they deliver because
they’re trying to show everybody how much they care,” Kim Ramsey, the
hospital’s neonatology nurse specialist, explained. Many have been
stigmatized by their friends and families, even by members of the hospital
staff.

“Our staff used to be really ugly to them,” Ramsey admitted. “They’d
say, ‘This is ridiculous. These moms need to quit having babies and quit
doing drugs,’ myself included. We had no understanding that these
women’s brains have been altered, and what they need now more than
anything, for the sake of the baby, is our support.”

  

Asked what her goal was in early 2016, Tess told me: “To be a good mom
to my son. For right now it’s just to get some good sober time, and
eventually go back to school and live a normal life. Luckily, I have a nice
family, and I’m not dead or serving prison time. I’ve been given second and
third chances, so…”

The buprenorphine made her “feel normal,” as Tess thought of it, with
insurance covering 80 percent of the medication’s costs. Visits to her
addiction doctor were cash only, though, requiring $700 up front and $90 to
$100 per follow-up visit, as many as four a month, in order to be monitored



and receive the buprenorphine, which prevents dopesickness and reduces
cravings, theoretically without getting you high. “It’s a real racket,” Tess’s
mom, Patricia, said of cash-only MAT practices. “And there are waiting
lists just to get into most of these places.”

At the time, federal Health and Human Services rules prevented MAT-
certified doctors from treating more than 100 patients at a time, a cap
adjusted to 275 later that year in response to the opioid crisis. Access to
MAT in Virginia would broaden greatly in 2017, thanks largely to the
efforts of Dr. Hughes Melton, a Lebanon addiction specialist tapped to help
lead the state’s Department of Health opioid response. Every week, piloting
his own airplane, he would make the round trip between his Suboxone
clinic, Highpower, in Lebanon, Virginia, and his office in Richmond.
Melton also worked with state Medicaid officials to broaden
reimbursements as well as to include payment for mandatory counseling
and care coordination, partly as an incentive for cash-only clinics to begin
accepting insurance, including Medicaid.

Some eventually did, but the vast human need for treatment was slow to
be recognized, and even slower to trickle down to most communities.

As a work-around to the Republicans’ refusal to expand Medicaid in
Virginia, the Governor’s Access Plan, initiated in January 2015, would
provide additional addiction treatment and services to fourteen thousand
Virginians—but only to a fraction of those in need, and not until 2017,
leaving most families to continue navigating wide treatment gaps on their
own. “When calling facilities there is rarely a sense of urgency for
capturing the addict,” Patricia explained, in the middle of a subsequent
crisis with Tess. “An application process has to be completed. How many
addicts on the streets have insurance, Medicaid, or ability to fax lengthy
applications, or access to large amounts of cash?”

For now, Tess and her mom had to pay cash, up front, at every visit.

  

Among public health officials, buprenorphine is considered the gold
standard for opioid-use disorder because it reduces the risk of overdose
death by half compared with behavioral therapy alone. It also helps addicts
get their lives together before they very slowly taper off—if they do. One



researcher recommended that MAT users stay on maintenance drugs at least
twice as long as the length of their addiction, while others believe it’s too
risky for long-term addicts to ever come off the drugs.

But black-market dealing of buprenorphine, especially Subutex, is
rampant. And the drug can get you high if you inject or snort it, or take it in
combination with benzodiazepines, a sometimes fatal blend.

Though I’d visited several Suboxone clinics considered to be best-
practice beacons in addiction medicine—including Hughes Melton’s in
Lebanon and Art Van Zee’s in St. Charles—a plethora of shoddy prescribers
in rural Virginia and elsewhere in Appalachia had given the good clinics a
bad name. Operating at clinics often located in strip malls and bearing
generic-sounding names, some practitioners defy treatment protocols by not
drug-testing their patients or mandating counseling, and by co-prescribing
Xanax, Klonopin, and other benzodiazepines—the so-called Cadillac high.

“Their treatment is a video playing in the lobby as a hundred patients
walk through to get their meds; it’s insane!” said Missy Carter, the Russell
County drug-court coordinator who has dealt with widespread Suboxone
abuse among her probationers as well as in her own family.

Overprescribing among doctors specializing in addiction treatment was
rampant, according to several rural MAT patients I talked to who unpacked
how Suboxone doctors prescribed them twice as much of the drug as they
needed, fully knowing they would sell some on the black market so they
could afford to return for the next visit. Others traded their prescribed
Suboxone for illicit heroin or pills.

Almost every Virginia law enforcement official I interviewed for this
book despised Suboxone, and most Virginia drug-court judges refused to
allow its use among participants. (Nationally, roughly half of drug courts
permit use of MAT, though the scales seemed to bend toward acceptance as
the crisis deepened.) Critics compared the British makers of Suboxone with
Purdue Pharma because of their zest for market saturation and noted that
clinic operators have a financial incentive not to wean someone off the
drug. “We have people shooting up Suboxone and abusing it every which
way,” Mark Mitchell, the Lebanon police chief, told me. “For a town of just
thirty-four hundred to have three Suboxone clinics—that’s absurd.”

“People [outside of Appalachia] don’t believe me,” said Sarah Melton, a
pharmacy professor and statewide patient advocate who helps her husband,



Hughes, run Highpower, their Suboxone clinic, which mandates strict urine-
screening protocols, with on-site group and individual counseling.
Suboxone, with its blocking agent naloxone, “is a wonderful medicine, but
we were seeing actual deaths from Subutex here, where people are injecting
very high doses of it. And it comes down to these physicians wanting to
make so much money, just like they did with the opioid pills!” Subutex is
the monoproduct version of buprenorphine; lacking the added naloxone
blocker, it is therefore more coveted among some of the addicted, who like
the option of being able to take additional opioids such as Percocet at night
to get high, multiple users told me.

In Johnson City, Tennessee, just over the Virginia border—where several
of the nation’s top buprenorphine prescribers have offices—one cash-only
prescriber admitted as much in a public forum, saying, “We give ’em
enough so they can sell it and stay in treatment,” Melton recalled.

Buprenorphine is the third-most-diverted opioid in the country, after
oxycodone and hydrocodone.

  

Hope Initiative angels like Jamie Waldrop and Janine Underwood were
opposed to buprenorphine because, based on their sons’ experience, it was
too easily diverted and abused. Patricia wasn’t initially a fan either, because
of the expense and the lack of accountability on the part of Tess’s doctor,
whose drug-testing and counseling protocols seemed lax.

She texted me after taking care of a twenty-five-year-old IV Suboxone
user at the hospital where she worked who claimed that 90 percent of all
Suboxone was abused. To which I gently replied: “I know Suboxone abuse
is awful, but at least no fentanyl is in it, so it’s somewhat safer than street
heroin.”

Tess, too, had clearly figured out how to abuse the drug meant to keep
her off heroin—Patricia found spoons and Subutex powder among her
things, and Tess told me she doubled her dosage when stressed. Patricia
fumed, too, because all but one of the treatment centers she’d called when
Tess was pregnant refused to accept her until she’d been detoxed from all
drugs, including buprenorphine. Even the hospital where she delivered the
baby refused to give her a script for MAT. Instead they arranged for Tess to



be seen at a local methadone clinic after Patricia refused for a day to take
Tess and the baby home, complaining that it was an “unsafe discharge.”
They landed at the clinic moments before it closed, with the newborn in
tow.

“I’m walking around the methadone clinic parking lot for two hours with
a four-day-old baby,” Patricia said. “And it was loaded with addicts. It was
a place where Tess’s circle of addicts would become even bigger than it
already was.” On days when Patricia had to work, her octogenarian father,
who walks with a cane, drove Tess to the clinic.

“It’s a broken system,” said Ramsey, the nurse clinician. Too few
obstetricians chose to become waivered to prescribe Suboxone, and very
few drug-tested their pregnant moms, afraid of offending upper-middle-
class patients and hiding behind their American Congress of Obstetricians
and Gynecologists’ recommendation that a verbal screening suffices.

“We need to test all pregnant moms,” Ramsey said in a heated NAS-unit
policy meeting I sat in on that pitted pediatric against obstetric staff. “We’re
doing pregnant moms no favors by denying them the proper screening. It’s
why movie stars and musicians get the crappiest health care—because no
one wants to tell Prince he has an opioid problem.”

Tess relapsed not long after giving birth, Patricia discovered when she
came home from a walk in the woods to find a man lurking around her
mailbox. He told Patricia he’d come to return thirty dollars he owed Tess,
but Patricia guessed, correctly, that he was a drug dealer. Tess went back to
treatment in Galax for another month while the grandmothers kept the baby,
then around six weeks old.

By the time I met Tess, she had just returned home and was hoping to
transfer to a sober-living or halfway house—but the problem was, many
didn’t allow MAT, and none of the available facilities would allow her to
bring the baby. So she was back at her mom’s house and on MAT.

Though she didn’t agree with Tess’s MAT doctor’s protocols and cash-
payment restrictions, Patricia was grateful she took Tess on as a patient
when all the other area prescribers had long waiting lists.

Tess’s problems were growing worse by the minute, and the systems
designed to address them were lagging further behind, mired in bureaucratic
indifference.



  

For several months in early 2016, I drove Tess and her baby to Narcotics
Anonymous meetings, recording our interviews (with Tess’s permission) on
my phone as I drove and walking the baby around the back of the meeting
room when he cried.

But Tess was edgy and distracted at the meetings, compulsively taking
cigarette breaks and checking her phone. She was glad to leave her
mother’s house but complained about the first meeting we attended, in
white working-class southeast Roanoke, pointing out familiar drug dealers
lingering outside the church where the group met. In the past, she’d
preferred going to meetings in black neighborhoods because participants
there were funnier, tended to have more clean time, and were “way more
real,” she said.

She had been to twelve-step meetings before, both AA and NA, but felt
stigmatized for being on buprenorphine, which many participants perceive
as not being “clean,” or simply as replacing one opioid with another—a
cultural gulf that only seemed to widen in the two years I followed Tess.
Although NA’s official policy was accepting of MAT, longtime NA
members who were asked by the meeting leader to sponsor or mentor Tess
politely declined—a shunning that must have “felt like daggers” to her, a
relative later said.

If you were drawing a Venn diagram comparing Suboxone attitudes
among public health experts and criminal justice officials in the
Appalachian Bible Belt communities where the painkiller epidemic initially
took root, the spheres would just barely touch.

  

It had been that way since the birth of methadone, a synthetic painkiller
developed for battlefield injuries that was discovered in—or rather,
recovered from—German labs shortly after World War II. American
researchers soon learned that methadone quelled opioid withdrawal, but the
Federal Bureau of Narcotics (precursor to the DEA) was rabidly against
using drugs to treat drug addiction. The FBN framed methadone as
“unsafe”—read: and maybe even pleasurable—after studies revealed that
morphine addicts liked it. The FBN also harassed the handful of doctors



who used it in the 1960s to treat morphine and heroin addiction. Such
controversies continue to this day and illustrate the blurry line between
lethal and therapeutic, between the control of pain and suffering and the
pleasure of a cozy high.

Over the next decade, into the 1970s, that criticism spurred researchers
to improve on methadone and to develop compounds that would both block
the euphoric feelings and the dangerous respiratory depression brought on
by opioids, including methadone. Such compounds led to the development
of next-level maintenance drugs: buprenorphine and naltrexone (now
known by the brand name Vivitrol).

Vivitrol, an opiate blocker and anticraving drug given as a shot that lasts
around a month, has no abuse potential or street value, and would therefore
later become the favored MAT of law enforcement. While naltrexone was
approved for treatment of opioid and alcohol addiction in 1984, it was slow
to gain social acceptability among doctors or addicted patients despite one
researcher’s belief that it was the “pharmacologically perfect solution.” It
wasn’t widely used until its maker began aggressively marketing the
injection to drug courts and jails, beginning around 2012.

Buprenorphine also blunts cravings, and it’s less dangerous than
methadone if taken in excess, which is why regulators allowed physicians
to prescribe it in an office-based setting rather than clinics that have to be
visited on a near-daily basis. “I don’t think anyone thought the street value
of bupe would be significant,” the historian Nancy D. Campbell told me.
“That is generally thought of as quite a surprise.”

But the long shadow of “the heroin mistake,” as researchers thought of
Bayer’s 1898 development for most of the twentieth century, was not
forgotten by the medical or criminal justice communities. They remained
wary of the notion of treating opioid addiction with another opioid and
sought opioid antagonists for that very reason.

Looking back, it was almost quaint how, for most of the last century, the
underdeveloped pharmaceutical industry was dominated by governmental
agencies like the National Research Council and the Committee on Drug
Addiction. These organizations were composed of university researchers
and regulatory gatekeepers who focused most of their energies on
preventing new addictive compounds from coming to market in the first
place.



As early as 1963, progressive researchers conceded that designing the
perfect cure for addiction wasn’t scientifically possible, and that
maintenance drugs would not “solve the addiction problem overnight,”
considering the trenchant complexities of international drug trafficking and
the psychosocial pain that for millennia has prompted many humans to
crave the relief of drugs.

When complicated lives need repair, and even the best-intentioned
doctors are rushed, it was as clear then as it is now: Medication can only do
so much.

While methadone remained on the fringes of medical respectability for
decades, the Nixon administration sought it out as a way to control crime
and respond to concerns over the fact that 20 percent of Vietnam veterans
(at a rate of fourteen hundred soldiers per month) were returning home
addicted to opium or morphine. Doctors weren’t trusted, though, to both
dispense the drugs and control for their illicit diversion in an office setting,
so highly regulated, stand-alone methadone clinics became the norm.

Such skepticism toward the medical establishment seems extraordinary
now, viewed through the more recent prism of hospital hallways dotted with
PAIN AS THE FIFTH VITAL SIGN wall charts and embroidered OxyContin beach
hats, hallmarks of an era when doctors were encouraged to prescribe high-
powered opioids for months at a time. But as liberally as doctors could
prescribe opioid painkillers up through 2016, they remained regulated as
hell when it came to treating opioid addiction with methadone and
buprenorphine—the latter of which only came to market in 2002, after a
thirty-year quest for a new addiction-treatment drug.

  

The battle lines over MAT persist in today’s treatment landscape—from AA
rooms where people on Suboxone are perceived as unclean and therefore
unable to work its program, to the debate between pro-MAT public health
professionals and most of Virginia’s drug-court prosecutors and judges, who
staunchly prohibit its use. Those unyielding viewpoints remain, I believe,
the single largest barrier to turning back overdose deaths. In 2016, not long
after a Kentucky appeals court mandated its drug courts to allow MAT,
President Obama’s Office of National Drug Control Policy announced it



would deny funding to drug courts that cut off access to it.
The following spring, President Trump’s Health and Human Services

Secretary Tom Price would release the first half of the $1 billion
appropriated by Congress in the 21st Century Cures Act for treatment and
prevention, including expanded access to MAT. But a month later, Price
disappointed treatment advocates by publicly dismissing MAT as
“substituting one opioid for another.” A Tennessee public health official
told me Price changed his stance on MAT after NIDA director Nora Volkow
showed him the scientific facts: “She worked on him in a hurry.” Price
resigned a few months later amid a scandal over taxpayer-funded charter
flights. In February of 2018, Price’s successor, Alex M. Azar II, signaled
the administration would significantly expand access to MAT.

Drug courts remain among the country’s models for preventing
recidivism and relapse, with intensive daily monitoring of participants—
randomly, at all hours of the day and night—and swift consequences, such
as being thrown in jail when they fail a drug test or commit another crime.
Most of the country’s three thousand drug courts drop the charges when
offenders complete the twelve- to eighteen-month program. Graduates are
roughly a half to a third less likely to return to crime or drugs than regular
probationers. Drug courts remain, then, an almost singular place where
prosecutors, defense attorneys, judges, and mental health advocates gather
around a table to coordinate care and punishment, and discuss the daily
challenges of the addicted.

The success rate is so good in opioid-ravaged Russell County that Judge
Michael Moore told me strangers approach him at the Food City, begging
him to place their addicted children in his drug court, even when they
haven’t been arrested for anything.

But in a place where illegal diversion of Suboxone dominates the court
dockets as well as the landscape—I saw a billboard along I-81 for BRISTOL’S

BEST SUBOXONE DOCTOR: MOST PATIENTS ARE IN AND OUT IN 30 MINUTES; CALL

TO GET ON THE ROAD TO RECOVERY!—only a handful of Virginia’s rural drug-
court judges permitted participants to be on MAT. “We’ve had thirteen
babies born to mothers on MAT, and not one of those babies had NAS,”
Tazewell County judge Jack Hurley told me.

“So tell me: How do you put a price tag on that?”



  

“The best research says counseling doesn’t help: ‘Just give ’em the pill.
Give ’em the fucking pill,’” said a local addiction counselor, Anne Giles,
who was furious about cultural biases against MAT. According to an
analysis of international studies published in the Lancet, the best treatment
for opioid addiction combines MAT with psychosocial support, “although
some benefit is seen even with low dose and minimum support.”

Giles firmly believes that “courts should not be practicing medicine,”
and yet, amid growing national consensus about MAT’s benefits, criminal
justice too often trumps science, she fumed. People buying illicit Suboxone
were self-medicating because federal regulators didn’t permit enough
physicians to prescribe it, in her view, and privately operated clinics
accepted only cash because Medicaid reimbursements were delayed and
covered only a sliver of the costs.

“We should let doctors be doctors,” Giles said. “Because this crisis is a
lot like Ebola, where we sent helicopters.” Given opioid-related spikes in
deaths, HIV, and hepatitis C, she added, “we should be sending
helicopters!”

Fury about the fundamental skepticism toward MAT is not restricted to
the medical community. Don Flattery, a member of the Virginia Governor’s
Task Force on Prescription Drug and Heroin Abuse, compared anti-MAT
judges and police officers to climate-change deniers. He’d lost his twenty-
six-year-old son, Kevin, to an opioid overdose and tortured himself for not
insisting that Kevin stick with MAT. His son had been on Suboxone before
but abandoned it prematurely, after feeling stigmatized for it, in favor of
abstinence-only treatment, Flattery said.

Art Van Zee, too, struggled with law enforcement complaints about
buprenorphine, though he conceded that too many Suboxone providers in
rural America had lax practices that spawned diversion and abuse. To fix
the problem, public policy makers should, in Van Zee’s opinion, incentivize
more doctors to go into addiction medicine, and MAT should be
predominantly expanded in the nonprofit realm of health departments,
community service boards, and federally qualified health centers, where
salaried doctors are less motivated to overprescribe.

“I think taking an opioid-addicted person and expecting them to do well



in drug court [without Suboxone] is almost cruel and unusual punishment,”
Van Zee said. “In the legal sphere, all the police and judges see is the worst,
ugly part—the trafficking, the kids put into foster care because the mother’s
found injecting Suboxone.” A patient had arrived at his St. Charles clinic
recently on her sixteenth birthday, only to learn that she’d acquired hepatitis
C from injecting black-market Subutex.

It was simple observation bias: MAT opponents failed to see the
distinction between people who abused buprenorphine and those who took
it responsibly. “They don’t see all the patients I have who are going through
college, getting their master’s degrees, getting jobs and their kids back,
some of them drug-free now for ten or twelve years,” Van Zee said.

A few of Van Zee’s long-term patients had tapered from 16 milligrams of
Suboxone to as little as a half-milligram a day, but he hesitated to wean
them entirely because, in his experience, it often led to relapse. Though
there was scant data about the efficacy of long-term Suboxone treatment,
one study showed that 50 percent of users relapsed within a month of being
weaned from the drug; the lower the dose at the time of weaning, the better
the outcome. Another study, conducted over five years, showed that roughly
a third of buprenorphine patients were drug-free after eighteen months, a
third were still on MAT, and most of the remainder were back on heroin or
illicit opioids.

When a person is weaned too soon, his or her relapse feeds the
perception that MAT is ineffective, reinforcing unfair and faulty notions
about the treatment, said Nora Volkow, the NIDA official. “All studies—
every single one of them—show superior outcomes when patients are
treated”  with maintenance medications such as buprenorphine or
methadone, Volkow told me. She pointed out that most patients buying
black-market Suboxone are really trying to avoid dopesickness—“and that
is so much safer for them than going back to heroin.”

One Roanoke woman was so desperate to avoid relapse that she prepared
for an upcoming two-week jail stint by stuffing a vial of Suboxone strips
inside her vagina, knowing local jails didn’t allow MAT. “Then, in the
middle of the night, she pulled the bottle out, took one, then quickly put it
back,” said her Roanoke psychiatrist and MAT doctor, Jennifer Wells, who
treats indigent pregnant women before and after delivery.

That patient’s continued recovery, Wells added, “speaks to the fact that



MAT works. And that patients will go to any length not to relapse. They
know what they need!”

But the divide between MAT opponents and proponents only deepened
as I followed the travails of the Hope Initiative and users like Tess. While
treatment providers, police, and family members were arguing about the
best way forward, lives hung perilously in the balance.

  

It was hard being Tess. After four NA meetings, she stopped wanting to go,
often texting me just as I was leaving to pick her up. The baby was
sleeping, or she was too tired because he’d kept her awake the night before.
His father was in jail after an alcohol-related arrest. And though his mother
stepped in often to babysit, she was planning to move to North Carolina and
hinted that she wanted to take her grandson with her.

Having grown up in an alcoholic household, I knew what it felt like to
live on the periphery of addiction—the potential danger of being neglected,
taken advantage of, or even raged against. And being with Tess sometimes
brought up memories of a much darker time. I worried about her son and
felt sorry for him. There were instances when journalistic boundaries
blurred, such as the night Tess texted me from an unknown location:

Can yoi please come gwt me.

I was in the middle of organizing taxes, with the help of my spreadsheet-
whiz niece, and didn’t see the text immediately. An hour later, I weighed
what to do, talked to my husband, and ultimately forwarded Tess’s plea to
both Patricia and Jamie Waldrop, who was Tess’s Hope volunteer. The next
time I saw Tess, neither of us brought it up.

It was February 2016, and Patricia believed Tess was using again—items
from the house started vanishing, including a laptop, and she discovered
empty heroin baggies in her bathroom trash—but Tess vehemently denied
it.

Family stress was high. Tess’s parents had different opinions about the
best course of treatment, and Tess believed her siblings looked down on her
as the black sheep. Her dad, Dr. Alan Henry, begged her to enroll in a



twelve-month residential recovery program at the faith-based Roanoke
rescue mission, but the mission banned stimulants of all kinds, from
cigarettes to MAT, and Tess was not only still on buprenorphine and a
heavy smoker, she was also a proud atheist. “The one thing that becomes
clear is, there is misunderstanding with the siblings and with me on the
distinction between helping and enabling that remains very murky,” Alan
Henry told me later, suggesting that whereas he and Tess’s siblings
preferred a tough-love approach, Patricia and her father were too easily
manipulated by Tess, he thought.

Tess’s older sister, an AA proponent, begged Tess to adopt the Twelve
Steps as she had done, arguing that the program emphasized spirituality
over religion. “I told her, ‘Use Koda [Tess’s dog] as your higher power, for
all it matters; just pray to something.’” But Tess laughed and said, “That’s
ridiculous.” Soon after, a dopesick Tess asked her for money to buy
buprenorphine, and her sister, believing Tess would spend it on heroin,
offered her a ride to a meeting instead.

“I’m not trying to go sit in an AA meeting and listen to that bullshit,”
Tess told her. “And you’re not my sister.” They stopped speaking.

When Patricia proposed that Tess consider other long-term treatment
programs, MAT or not, she refused, turning argumentative and sharp. Her
mom had a full-time hospital job with irregular hours; her shifts often ran
longer than twelve hours, leaving Tess home alone with her son. Patricia
had a security system installed in her home. But two cameras weren’t nearly
enough.

In March, Patricia arrived home to find Tess stumbling around the house,
seemingly high, and clothes from one of the bedrooms vanished—pawned,
presumably, for drugs. “I’m meeting with my attorney,” Patricia told me,
shortly after this incident. “I can’t just kick her out because she’s been here
awhile.” A guardian ad litem would be appointed by the court to weigh in
on what was best for Tess’s son.

“Everything’s such a mess, and in the middle of it is this gorgeous,
beautiful boy,” Patricia said. Now seven months old, he was ahead of
developmental schedule and before long he would babble his first word:
Mama.

  



Tess maintained she was not using, but evidence to the contrary kept
presenting itself. Patricia sometimes arrived home from work to find her
security cameras turned to the side. Once, awakened by the baby’s cry in
the middle of the night, she found him on the couch, “only he could barely
sit up, and he’s leaning over, and he’s crying. He had a piece of a bottle, a
plastic tube, and he could have choked.”

And where was Tess? “She was in the bathroom putting on makeup! She
was superhigh,” with her baby about to tip onto the floor. “It is so
embarrassing and so painful, trying to make this work,” Patricia said. “Your
giving starts to give out.”

The guardian ad litem saw what was happening, and by late March, Tess
lost custody of her son. A judge awarded shared custody to the
grandmothers, and Tess was no longer permitted to live at Patricia’s, though
she could visit her son when Patricia was home.

That spring Tess moved into a cheap motel, a known haven for drug
users and dealers, with no car. To regain custody, she had until July 18 to
find a job and a place to live, and prove her sobriety. She was mad at her
dad for not loaning her money for an apartment down payment and furious
about being unfairly painted as an unfit mother in court. “Even if I did take
a Xanax when I was with [my son], I’ve never been fucked up. I’ve never
not changed his diaper,” Tess insisted. Asked if it was difficult to stay away
from other heroin users, Tess said, “When I’m angry and I have nothing, it’s
really hard.”

She was trying to switch to a Suboxone doctor who accepted Medicaid,
which she was now enrolled in, but that physician had long ago reached his
federally mandated cap (then a hundred patients). A hundred dollars in debt
to her Blacksburg psychiatrist and cash-only MAT provider, Tess had to pay
the balance before she could be seen again, and meanwhile she was down to
just a week’s supply of MAT. She’d tested positive for marijuana on her last
doctor’s visit: “I was having really bad anxiety, and I thought pot would be
better because at least it’s herbal,” she said.

  

By May, Tess was couch-surfing in low-rent apartments in southeast
Roanoke and using heroin daily. She posted a cry for help on her Facebook



page, ending with a quote from a Lil Wayne/Eminem song: “Been to hell
and back / I can show you vouchers.” She went by the street name Sweet T.

Though the Hope Initiative was still months from opening its doors,
Jamie reached out to Tess on Facebook: “Call me if you need help. I might
just know of something right up your alley, Girl. Much love.”

Tess called immediately. She wanted to hear how Jamie’s older son,
whom Tess had once dated, had gotten sober. They made plans to meet the
next day, but Tess canceled at the last minute.

By early June her son’s dad was out of jail. They squabbled, it turned
violent, and Tess went deeper underground.

Patricia and Jamie worked their contacts to find her. Jamie’s son showed
her where they’d once done drugs together while Patricia, worried that Tess
was seriously hurt, filed a missing-persons report.

They distributed flyers across the region and on Facebook with a smiling
picture of Tess and her description: “Last seen June 11, 2016. Brownish/red
hair, green eyes, 5' 7", 130 lbs. Tree of Life tattoo on left shoulder blade.”
Two days later, police received a report that Tess had stolen a car and a
credit card—she’d been sent out for groceries by a woman she was staying
with and never returned. Police found and arrested Tess later that day.

Patricia texted Jamie the news: For the first time in months, she told her,
she could go to sleep knowing that, at least for that night, her daughter
would not die.

  

The baby was a toddler now, and Tess hadn’t witnessed a single one of his
steps. He was living with his other grandmother in North Carolina, and
Patricia made the twelve-hour round-trip trek to see him monthly, texting
me pictures of their visits: her grandson playing on the beach, wearing a
silly sock monkey hat.

Summer turned into fall as Tess bounced between the streets, jail, the
battered women’s shelter, and the psychiatric wards of two local hospitals,
the last of which she knew were prevented by federal law from turning
suicidal patients away regardless of insurance status or ability to pay. “It’s
so costly and ineffective,” said psychologist Cheri Hartman, another Hope
volunteer. “If only [politicians] understood that getting access to Medicaid



would actually save money and lives!”
Tess wanted Jamie to find a long-term rehab program for her. “But we all

know once her withdrawal gets bad enough she will want to be released and
get her fix,” Jamie said in July. “Pray that this time we can get her
somewhere before that happens.”

The moment an addict is willing to leave for treatment is as critical as it
is fleeting, Jamie said; she called it the liminal phase. “You only have a very
small amount of time; you have to strike while the iron’s hot.”

But Tess disappeared, again, before they could meet.
The next time Patricia saw her daughter, she was nearly naked, posing

for an ad on a prostitution website under the headline SWEET SULTRY SEXY 26.
The baby’s father had discovered the ad through Tess’s cellphone number
and told his mother, who alerted Patricia to it.

A half hour for sixty bucks. There were pictures of Tess, crudely posed
with her face cropped out, and a cellphone contact. “I looked at it as a way
to contact her and let her know I still love her and support her. There’s
nothing more I can do for her” until she’s ready to accept help, Patricia said.

She was covertly tracking Tess via instant messenger now, a holdover
from months earlier, when Tess signed onto Facebook using Patricia’s
phone but forgot to sign out. She’d read heartbreaking exchanges between
Tess, her drug dealers, and her friends, including another young woman
from Hidden Valley, Jordan “Joey” Gilbert. Tess and Joey compared notes
about dopesickness and black-market Subs (Suboxone or Subutex). They’d
arranged to meet once to trade Xanax for crystal meth.

Joey had had earlier success with the monthly naltrexone shot, Vivitrol,
which is expensive but also impossible to abuse or to divert. Among the
thirty-one states that had then expanded Medicaid under Obamacare, some
improved access to naltrexone, even giving Vivitrol shots to people before
they left prisons and jails, since they understood that addicted users were
most vulnerable to overdose death just following a period of nonuse, when
tolerance is low. But Joey lost access to the shot when she turned twenty-six
and was no longer on her father’s insurance. “Without insurance, it would
have cost us fifteen hundred dollars a month,” her father, Danny Gilbert,
said.

Joey eventually transitioned to buprenorphine, prescribed by Dr. David



Hartman, the same Roanoke psychiatrist with the mile-long federally
mandated waiting list that had stymied Tess. “Dr. Hartman would not write
the prescription unless she passed her weekly drug test,” Danny Gilbert
said. “And I held all her medication and gave it to her daily so there was
control over it,” at an average price of around $700 a month.

But there were still so many hurdles Joey faced in her quest for
treatment, from the waiting lists that kept her from starting rehab to the
byzantine rule that she had to be drug-free upon entry, not to mention her
continued drug usage with people like Tess—all of which put her perilously
close to relapse and death.

  

In late October 2016, Jamie Waldrop and I visited Tess in the psych ward of
a local hospital; she’d checked herself in, complaining of anxiety and
suicidal thoughts. There was an outstanding arrest warrant out for her from
a fraudulent seventy-eight-dollar credit-card charge earlier in the year. Her
son was now fourteen months old, and Tess hadn’t seen him in eight
months.

She’d asked me to bring her a copy of my latest book, Truevine, which
she’d read about in a People magazine at the psych ward. She thanked me
for it and said it was OK when I asked to take notes. Her writer hero, David
Sedaris, was about to publish a new book, and I promised to try to get her
an autographed copy when it came out.

Tess told us she was no longer using heroin, that she now favored crack
cocaine. “I thought the cocaine would help me get off heroin,” she told us.
“And it did, actually…but it’s very mentally addictive.”

Asked if it was a relief to be off the streets, Tess nodded. “When it starts
getting cold out, I’m ready to come in for help.” She’d been beaten by a
drug dealer, she said, but didn’t want to go into details. Jamie recommended
an Asheville rehab that she had sent other people to, with good results, she
said, but it would not accept patients on MAT or the antidepressant
Cymbalta, which is sometimes not recommended for people with substance
abuse disorder.

“That’s the one I’m on,” Tess said. But Jamie  remained relentlessly
upbeat throughout our visit and promised to double-check on the Cymbalta,



and Tess seemed brighter and more hopeful than she had in months. The
Asheville rehab featured a regimen of horticultural work during the day and
intensive group therapy at night.

“It’s kinda hippie-ish,” Jamie said, knowing that would appeal to Tess.
“Like Warren Wilson?” Tess said, hopefully, referring to the liberal-arts

college nearby.
She would not be allowed to talk to anyone back home for six months. It

would drive her crazy not to see her son or hear about him, she said, “but
my goal is, I want to get him back.”

  

But the liminal window passed, as it usually did, when Tess checked herself
out of the hospital before the Asheville rehab bed, or any others, could be
secured. “She’s back out again,” her mother said. “All it takes is one
contact, one blinging on the cellphone, and there they go, spiraling again.”

The flood of street fentanyl had not slowed. From September to
November 2016, Roanoke claimed the highest number of emergency-room
overdose visits in the state, most fentanyl-driven. EMS workers reported
having to give people as many as five doses of the anti-overdose drug,
naloxone, to reverse its effects. One such call ended with a young mother
dead in her bedroom, her baby beside her in the bed, cooing.

  

A week before Christmas, Patricia showed me a card she was mailing to
Tess, with pictures of her son tucked inside. She’d found what she believed
to be her current address from a series of Facebook exchanges between Tess
and her drug dealers, some angry (“Damn man. You stole shit from me”)
and some matter-of-fact. She was staying in another apartment in southeast
Roanoke, catty-cornered from the church where I’d first taken her to NA.

Patricia wanted to tell her about a new Beck song that began:

I met you at JC Penney
I think your nametag said “Jenny”

It was their favorite department store, the place where she bought Tess a



new wardrobe every time she left a hospital or rehab stint—only to return
home, months later, with just the clothes on her back.

“It scares me now when she comes home,” Patricia admitted. She’d
locked up her shotguns; a sport shooter, she was afraid they’d end up
pawned the way her laptop did. All but two of her spoons were missing
from the house, swiped for heroin mixing, she assumed. “It’s like there’s a
demon inside her,” Patricia said. “I do get mad at her, and there are times I
want to say, ‘I quit.’ But the truth is, and I want her to know this, I’ll never
give up on her.”

Tess had made her way home briefly at Thanksgiving and insisted on
cooking for the entire family, never mind the bandage on her arm, an
abscess from a dirty needle that required emergency-room care. But in spite
of her efforts, Tess felt her contributions to the meal went unrecognized by
her siblings, and she got high the following day on pills and alcohol Patricia
had hidden in her shed.

That weekend Patricia bought matching bracelets for the two of them
with the inscription “Your heart is my heart.” The saying was inspired by an
e. e. cummings poem Tess admired and adopted as a kind of mantra about
her feelings for her son. Tess had won a national high school poetry
competition in 2001; Patricia still kept her winning poem displayed in her
kitchen. Over the next several months, whenever she texted me with
updates, she referred to Tess as “our poet.”

They made an appointment to get Tess’s hair highlighted. They were
supposed to pick her little boy up from his other grandmother’s North
Carolina house. It would be his second Christmas, and Tess was eager to
see her son. They’d already bought his Christmas presents along with
clothes for his Santa picture, complete with a matching sweater and pop-a-
collar shirt set, bought used from Once Upon a Child.

“We had all these plans, and then suddenly the switch just goes,” Patricia
said.

On her way out, the week after Thanksgiving, Tess left a note on her
mom’s kitchen counter:

Gone to Carilion [psychiatric ward]. Mental Breakdown. I LOVE you so
much Mom. You are my everything. I want to get better & I won’t stop







spent months crafting it—a list of thirty-six rehab and aftercare providers in
the southeastern United States they could contact to arrange treatment,
depending on the patient’s finances and the centers’ availability of beds. A
few volunteers also helped arrange outpatient MAT, but the angels were
divided on its effectiveness, many believing it was wrong to treat drug
addiction with another drug, despite scientific evidence to the contrary.
Users could drop in at the Bradley Free Clinic on the second Monday of
every month and, if police officers found no outstanding warrants against
them, pair them with trained volunteers who would troubleshoot their care.
Social service workers would be on hand to help those who qualified apply
for Medicaid.

It was now early 2017, and fentanyl-overdose calls were coming in at a
rate double that of the same period the previous year. In a region of three
hundred thousand people, emergency-room doctors were now seeing drug
overdoses daily—sometimes as many as three opioid-involved “gold
alerts,” or severe trauma cases, at a time. In a single hour that April, three
such patients would turn up in the ER of Roanoke Memorial Hospital,
including a taxi driver found unconscious along the side of the road and a
tree trimmer who’d been dropped off by a friend after injecting himself with
two fentanyl-laced shots of heroin; he’d taken a second dose because he
didn’t think the first one had worked. Emergency-room physician Karen
Kuehl begged him not to leave the hospital after he was resuscitated: “I
don’t want you climbing trees today.”

Once revived, the man got up, politely thanked her, and left, saying,
“I’ve got to go to work.” An older woman was expecting him to trim her
trees that morning, he said, and she’d be disappointed if he didn’t show.

In one weekend the following month, a local seventh-grader died of a
probable overdose, the region’s youngest victim so far. The wife of Janine
Underwood’s building manager at the clinic was getting her hair done only
to be interrupted by the sound of a spectacular crash in the parking lot
outside—a middle-aged professional man had passed out while driving, a
heroin needle stuck in his arm, and crashed into her car.

Kuehl was studying opioid-related hospital protocols in Ontario, where
overdose patients are automatically referred from emergency rooms to
outpatient medication-assisted treatment and counseling. “We need to do a
smooth handoff here,” she said. She was helping local psychologist Cheri



Hartman, one of the Hope Initiative coordinators, set up a similar transfer in
Roanoke, but they were stymied by bureaucratic, financial, and legal
hurdles, including a shortage of MAT providers and not enough opioid-
detox and treatment beds.

Both were hopeful about a grant they were applying for to make the
handoff smoother. Until then, Kuehl said, hospital social workers were
referring revived overdose cases to Hope—among them an increasing
number of people who were passing out while driving.

The state was concurrently working, through Carilion and other hospital
networks in the state, to free up money to train peer recovery specialists
who would facilitate the treatment handoff among overdose patients and
others seeking treatment for both opioid-use disorder and mental illness, but
the program wouldn’t be operational for many months. “Right now
everyone is running around in crisis mode, trying anything they can, but
there’s a lot of mismatched interventions, and no sense to it,” one health-
system insider told me.

“In the meantime,” Kuehl told me, sighing, “I’m definitely getting a
bigger car.”

Four months later, the women were crushed to learn they did not get the
grant.

  

Though she was still grieving her son’s fentanyl-overdose death—Bobby
had been dead now for fourteen months—Janine Underwood thrust herself
into the Hope project with vigor. She wasn’t a believer in harm-reduction
strategies or MAT, but she was trying to keep an open mind. When users
shot up in the parking lot at the clinic—“getting their last hurrah,” she
called it—police declined to take action, knowing it would inhibit users
from coming.

Like most of the angels, Janine allowed participants to contact her on her
personal cellphone. Texts and calls came by the scores, ranging from
grieving mothers who wanted the ear of another mom who’d lost a child to
a young heroin user named Matthew who’d heard about the program and
just wanted to talk. He was suicidal, he said, and they spoke multiple times
over the course of several days.



When Janine learned that Matthew had hanged himself the day before he
was scheduled to come in, she fell apart. “Before I knew it, I was becoming
a crisis center,” she told me, a month into the program. “I was in over my
head.”

The following week, a young woman escorted to the clinic by police
staggered indoors, then exhibited signs of overdose  in the clinic foyer,
necessitating a 911 call and several doses of naloxone to bring her back.
And though Janine left follow-up messages with her, she never called or
returned.

A conservative Rotarian, Janine realized that barriers to treatment were
more formidable than she’d understood, as was the epidemic’s scope. It
wasn’t just the money and limited treatment capacity that waylaid people; it
was the morphine-hijacked brain, the scrambled neurotransmitters that kept
people from thinking clearly or regulating their pain with nonnarcotic
substances, or imagining the possibility of feeling happy again.

Janine wished for a way to force users into treatment, a detention order
for the heroin-consumed brain. Bills to involuntarily commit users were
increasingly being introduced in state legislatures from Kentucky to
Massachusetts, but there were civil liberties concerns, and patients-rights
groups and many experts believed coerced treatment backfired more often
than not.

Twenty-two people walked into the Hope Initiative in the first month,
and the angels felt they were making progress with some, the ones who
expressed repeated interest in getting help and continued to text and call.
Still, exactly zero of them had entered residential treatment, and only a
handful had been able to access outpatient MAT. Janine was so mentally
exhausted that her colleagues had to call EMS after she passed out from
stress-related vertigo at work one Saturday.

Looking back now, the spreadsheet the angels had so carefully created
seemed naive, akin to spraying citronella oil on a termite infestation and
expecting your home’s crumbling foundation to magically reconstruct itself.

  

The first Hope Initiative success came months into the program and took
weeks of life-and-death negotiations—dozens of phone calls, days of hand-



holding, and thousands of dollars, eventually, to arrange residential
treatment placement for a single patient. Janine had personally spent eight
straight hours in the emergency room with the family of “John” (not the
person’s real name), a ten-year heroin user who had been a friend and
fellow user with her son Bobby. John had tried detoxing at home, but his
parents took him to the hospital when he became too sick, partly from
needle-stick abscesses on his hands and arms, his temperature soaring to
103.

Janine wiped the young man’s dopesick sweaty brow, rubbed his back
when he writhed in pain, and comforted him when nurses could not find a
vein receptive to a medication IV. His parents sat nearby, paralyzed in their
fear and unable to help. “I want to get this out of me,” John told Janine,
between screams. “It’s like a demon, and I want to get it out.”

Janine had pulled strings to have John directly admitted from the
hospital into detox, a rare handoff with no waiting—only to be slammed by
the emotional wallop of visiting John the next day and walking the same
corridor where she’d once delivered clothes to her son. “Because of his
connection with Bobby, I feel like he’s listening to me, but the truth is, he
could walk out any time,” Janine said. By day three of detox, John was
already calling his parents and pleading over the phone, “Dad, come pick
me up.”

A Hidden Valley couple, his parents were unable to direct his care or
even process what was happening to him. They’d been enabling John’s
addiction for ten years, supporting him and allowing him to live in their
home. “They were completely frozen,” Janine said.

John’s dad, a retired law enforcement officer, told Janine he’d given
many tough-love lectures to parents on the job, but when it came to his own
son he was helpless, even denying that the constellation of scars on his
son’s arms were track marks.

“They couldn’t even call the detox center from the hospital; they needed
someone to do it for them,” Janine said.

And: “They have the disease, too.”
When it came time to discharge John from detox, a Hope volunteer

working with John’s father arranged for him to fly to an out-of-state
treatment center, but it was up to Janine to make the transfer work. To do
that, she coaxed the detox center to keep John an extra day, then arranged



for an intervention between John and his family members off-site. (Detox
managers would not allow the meeting to take place there, not even in their
parking lot.) “I was starting to panic; I had that sick feeling in my stomach
again,” Janine said. The liminal window was beginning to close.

John’s father hired an “interventionist,” a retired cop whose job was
escorting, by force if necessary, reluctant patients into treatment. Another
local agency offered a conference room, and everyone involved lied to John
to get him there, saying it was outpatient counseling he was signing up for
on his way home, not residential care.

“I played the Bobby card,” Janine admitted the next day on the phone.
And yet it had still taken four hours to persuade John to go, the volunteer

angels sighing, finally, when he got on the plane.

  

As soon as one bureaucratic gap was stitched up—and that could take days
—another rip appeared. Government help was on the way in many states,
but the national treatment tapestry remained a hodgepodge, divided not only
along geographical but also firm ideological lines.

In late 2016, Virginia State Health Commissioner Marissa J. Levine
declared the state’s opioid crisis a public health emergency, noting that three
Virginians were dying every day from drug overdose and that emergency
departments across the state were seeing more than two dozen overdose
cases a day. Levine also issued a standing order, or blanket prescription,
allowing any resident to buy the opioid antagonist naloxone (brand name
Narcan), the overdose-reversing drug.

Public health officials in Vancouver were miles ahead of most of
America in so-called harm reduction, a social justice movement aimed at
reducing the negative consequences of drug use—without necessarily
ending the use—and, more broadly, treating users with dignity and respect.
The basic theory being: Users can’t get sober if they’re dead, and it’s
cheaper and more humane to give them clean syringes, say, than it is to pay
for HIV and/or hepatitis C treatment. Vancouver officials launched
supervised injection sites where nurses stood by to revive overdosed users,
fostered the free exchange of used needles for clean ones, and distributed
naloxone. Sites in Toronto and Ottawa were also approved.



Several liberal-leaning American states and cities have used Vancouver
as a model, including Seattle, where officials in 2017 approved the nation’s
first safe-injection program for users of heroin and other illegal drugs, even
though it was still illegal under federal law. In Massachusetts, where the
opioid death toll now claimed five lives a day, some Bostonians carried
naloxone kits, signaling their ability to administer it by placing a purple
ALLY patch on their backpacks. Prevention workers were piloting fentanyl
test strips so users could gauge the potency of the drugs before they used
them, then take smaller doses, avoid using alone, and have naloxone at the
ready in case of overdose.

In San Francisco, Seattle, Philadelphia, and even Greensboro, North
Carolina, drug-user unions were working to combat the stigma of addiction
and advocate for harm reduction, pushing for wider naloxone distribution
and needle exchanges, and even negotiating with drug dealers when batches
of fentanyl entered the local supply. “Our goal is to end the drug war and to
hold treatment providers accountable,” said Louise Vincent, who runs a
Greensboro needle exchange paid for by state and private funds. “When
you pay fifty thousand dollars for treatment and rehab, I believe you should
get the gold standard of care,” including MAT, she said. She also argued for
stricter regulations of “cash-cow Suboxone clinics.”

But there is still only one treatment bed available for every five people
trying to get into rehab, and at a cost far beyond the financial reach of most
heroin users. And for all the treatment money paid by people like Tess’s
octogenarian grandfather, rehab isn’t standardized, nor does it often dovetail
with what science says is the gold standard for opioid treatment:
medication-assisted therapies. (Only about a third of all U.S. treatment
centers allow MAT.)

“It’s really going to take doctors standing up for this, and it’s going to
take going against the very vocal twelve-step recovery community, which is
most at odds with the work the harm-reduction movement is trying to do,”
said Vincent, a recovering heroin user who pays $480 a month, cash, for
daily methadone maintenance.

In Baltimore, where the overdose death rate was six times the national
average (and where much of Roanoke’s heroin supply originates), the health
department has long deployed a needle-exchange RV to heroin hot spots six



days a week, offering disease testing in addition to clean needles, naloxone
training, wound care for injection abscesses, and prenatal care. The
initiative is credited with reducing needle-injected HIV instances from 64 to
8 percent. Conservative then–Indiana governor Mike Pence responded,
albeit reluctantly, to the 2015 Scott County HIV outbreak that infected 175
people with a limited needle exchange.

In San Francisco, recovering heroin user and certified addiction
specialist Tracey Helton Mitchell launched her own renegade harm-
reduction movement in 2003 by mailing out free packages of clean needles
and naloxone vials. In the opioid-minded Reddit forum where she became
known as the Heroine of Heroin, Mitchell still shared counseling and
intervention strategies, answering some fifty emails a day.

She continues to receive calls from frantic users in large swatches of the
country eager for clean needles, information, and naloxone. “We’re in the
absolute dark ages in most of this country for syringe exchange,” she told
me, describing users with worn needles broken off in their arms, or people
who reuse needles found in the gutters and then sharpened with
matchbooks. “We’re years behind catching up, and the drug deaths haven’t
even peaked yet.”

  

And yet the ideological gulf I witnessed between the criminal justice
establishment and families like Tess’s seemed to grow wider by the day.
Kevin Coffman, a drug task force member who’d worked the Ronnie Jones
case, told me he firmly believed we could end the opioid epidemic with a
single stroke of Trump’s pen: imprison heroin users for life the third time
they got caught with the drug, and that would have a chilling effect on
remaining users, who would logically, he believed, give up their drugs.

We were sitting in the same room where Coffman and Bill Metcalf had
mapped out Jones’s heroin ring. It was next to the kitchen, where a TRUMP–

PENCE sticker was pasted on the refrigerator door. Not only did the detective
have zero empathy for the addicted, but he also lacked any scientific
understanding of the morphine molecule’s pull.

Nor did some of my dear friends, longtime members of AA, who remain
staunchly opposed to harm reduction and MAT for those working its



twelve-step program. “There’s a reason why some people think NA and AA
are cults,” said Mitchell, who used methadone, needle-exchange programs,
and a secular support program called LifeRing to treat her heroin addiction.
“They can’t take in any other information because it throws a different light
on their own personal recovery.”

As Trump-appointed attorney general Jeff Sessions said in March 2017:
“We need to say, as Nancy Reagan said, ‘Just say no.’ Don’t do it.”

Two months later, the Trump administration proposed gutting the office
of the White House drug czar, reducing its budget by $364 million, despite
Trump’s campaign vow to combat the nation’s growing opioid epidemic,
and backed health care changes that would have put the most vulnerable
users at risk. After a backlash, Trump rolled back his proposal to relatively
modest trims. But more than a year after his inauguration, the office still
lacked a permanent director, Trump remained more focused on law
enforcement than public health strategies, and a comprehensive list of
recommendations written by his own presidential commission remained a
work in progress or unaddressed.

  

Harm reduction remained slow to catch on in most of the Bible Belt,
including Roanoke. When I told Janine about an idea hatched at an opioid
brainstorming session in Boston—to segregate users on a boat in
international waters, where they could legally inject under medical
supervision, ideally then transitioning to counseling and MAT—she was
repulsed. “That’s crazy! We’ve created this problem, and now we decide
we’re just going to continue to let it happen, and that’s the answer?”

And yet she was miles ahead of most leaders in her conservative
community. She’d told her son’s story recently to the local school board and
county officials, hoping to raise money for the county’s risk prevention
council, which was currently running on fumes and a few small federal
grants. She’d explained how she’d pulled strings to get her kids into the
Hidden Valley school zone because she considered it a superior place to
raise children. But the affluence she believed would protect her family had
instead allowed the festering of shame and inaction. Almost daily the Hope
Initiative took a call about a heroin user from Hidden Valley or nearby Cave



Spring, and police data showed that the problem was worse by far in those
two communities than in other, less affluent areas of the county.

“I was just a mom trying to make them aware of what’s happening here,
that they should be aware. But there was dead silence in the room,” Janine
said. “Nobody asked me a question. I just spoke, and I sat down.”

The school board declined to support the program, and the county gave
its usual $2,000.

  

Of the fifty-seven people who came seeking treatment in the Hope
Initiative’s initial months, the volunteers had persuaded only two people to
begin residential treatment. About fifteen were referred to MAT outpatient
programs—seven of whom were still in recovery a year later. Neither Tess
nor her friend Joey was among the successes, though both were regularly in
touch with Hope volunteers.

Tess seemed to be nowhere close to accepting help, Patricia told me, in
early 2017. We sat next to each other at a drug-prevention forum put on at
Tess’s alma mater, Cave Spring High, as judge after cop after grieving
parent talked about rising overdose calls (thirty in the first six weeks of the
year), more than a doubling of Narcan administrations, and increasingly
potent seizures of fentanyl-spiked heroin.

Janine told Bobby’s story publicly for maybe the twelfth time. She
finished by describing a recent visit to an urgent-care center with her
teenage daughter, who’d sprained her thumb playing softball. After an X-
ray and an exam to rule out a break, the doctor wrote her fifteen-year-old a
prescription for a twenty-five-day supply of oxycodone.

“I tore it up,” Janine said. She also called clinic official Dr. John Burton,
who said of the incident: “This was a provider who was still doing things
the way we used to do them five years ago, and he didn’t get the memo.” A
come-to-Jesus ensued, with Burton reminding the doctor of the hospital
system’s ER policy of no more than three days’ worth of oxycodone or
hydrocodone per prescription, sans refills.

During the Q&A at the end, Patricia stood in the audience and described
Tess’s descent from Cave Spring honor-roll student and athlete to heroin
addict and prostitute, preyed on by a growing network of drug dealers and



pimps.
“I never saw it coming,” she told the crowd. “And I don’t know what the

answer is, but I know it’s important we take heroin out from under a dirty
rug. We should be talking about it the same way we talk about cancer.”

At the moment, Tess was back in the psych ward of a local hospital,
Patricia said later. Hope volunteers Jamie and Terrence Engles were trying
to coax her into a long-term rehab center in Nevada, but they were
concerned, again, about the problem of the fleeting liminal phase—having a
bed available the moment Tess was released from the hospital, not to
mention coming up with the $12,000 she still needed for treatment, less the
last bit of her college fund. She considered asking her eighty-five-year-old
father for an early release of the inheritance he planned to leave for Tess,
knowing the money would be no good to her dead.

Patricia had visited Tess at the hospital the night before, taking her
grandson with her, and Tess beamed at the sight of her boy. It was the first
time she had seen him in ten months.

But she had a methamphetamine rash on her face, and track marks
extended from her biceps to her wrists. She was newly diagnosed, too, with
hepatitis C, her weight down to ninety pounds. When Tess got on the
hospital floor to crawl around with her son, Patricia saw abscesses on the
back of her head. “She’s the sickest I’ve ever seen her, but she has no idea
how sick she is!” Patricia told me.

After the forum, Tess’s onetime track coach walked up as we were
talking and told Patricia he was stunned by her remarks. “She was such a
good kid, I mean…Tess was just an awesome kid.”

  

The latest research on substance use disorder from Harvard Medical School
shows it takes the typical opioid-addicted user eight years—and four to five
treatment attempts—to achieve remission for just a single year. And yet
only about 10 percent of the addicted population manages to get access to
care and treatment for a disease that has roughly the same incidence rate as
diabetes.

But Patricia wasn’t giving up on her father’s generosity, and she wasn’t
giving up on Tess. Neither was Jamie. “We all knew that if we didn’t



actually have a car waiting to take her to the airport from the hospital, she’d
never go,” Jamie said.

Tess had lost her ID, and Patricia persuaded a kindly hospital employee
who happened to be a notary public to create a new, makeshift one for her
so she could get on the plane. Hope volunteer Terrence Engles, in recovery
for five years, coordinated the transfer between the hospital and the cab that
ferried Tess to the airport on February 26, 2017. The Nevada treatment
center did not accept patients on MAT. Tess had quit Suboxone months
earlier—she’d lost her Medicaid coverage when her son was removed from
her care—and was mostly now using crack and heroin.

Tess would end up being the Hope Initiative’s fifth person to be funneled
into residential treatment, though only time would tell if the Nevada attempt
would be her last. “I feel like a spectator watching a movie and just hoping
and praying it ends well,” Jamie said.

Patricia compared the precariousness of the situation to a balloon with a
pin poised a millimeter from the edge. “It’s like, dear God, please please do
not pop this balloon,” she said. “Because there is no love you can throw on
them, no hug big enough that will change the power of that drug; it is just
beyond imagination how controlling and destructive it is.”

After an initial hiccup—Tess transferred in her second week to a smaller
women’s facility nearby called the We Care House, saying the first place
wasn’t a good fit—Patricia said she was “doing great” a month in, and
would soon transition to aftercare. Her granddad had stepped in with her
early inheritance, putting $12,000 toward her treatment.

Jamie Waldrop and I both sent cards of encouragement, and I included a
copy of Mitchell’s Big Fix: Hope After Heroin because it offered the
clearest framework for getting sober that I had read. The author, in recovery
for nearly two decades, was not opposed to MAT (even though replacement
medication had not been her ultimate path), and her book was full of
hopeful data like this:

If Tess could remain sober for a year, she had a 50 percent chance of
relapsing. If she stayed sober five years, her chance of relapse was less than
15 percent.

  



At the Hope Initiative, triaging Tess now shifted to triaging her friend Joey
Gilbert. The two had couch-surfed together in southeast Roanoke, trading
intermittent texts about dopesickness, Xanax, and crystal meth. Joey had
arrived at Hope with her mom in early 2017. She tried going cold turkey
during a brief stint at the abstinence-only rescue mission program—and
didn’t last twenty-four hours before fleeing, telling Jamie she was too sick
and couldn’t handle it. “She told me, ‘As long as I can use the Suboxone, I
can wean myself down,’” Jamie said. Her goal was to become someone
who helps other people get off drugs.

“I know I can do it,” she’d tell Jamie.
“I know you can, too,” Jamie said.
A beautiful young woman, with long blond hair and blue eyes like

crystal orbs, Joey had graduated from Hidden Valley High in 2007, the
same year as Tess. She excelled in art and music, and once had a three-year
string of near-daily Goodwill shopping fueled by a personal style rule that
every accessory or piece of clothing had to match the color she’d chosen
that day—if her outfit was green, then her earrings, shoes, and tights had to
all match, down to her rings. Joey liked to share her opinions on everything
from Freddie Mercury to eye makeup to the best dance moves when making
a Facebook workout video to the Prince song “When Doves Cry.”

“She’s the funniest person I’ve ever known; she’s literally a ball of fire,”
said her best friend, Emma Hurley. A boyfriend had introduced Joey to pills
in high school, then heroin shortly after that. They were part of the Hidden
Valley group of early opioid users that included the late Scott Roth and
Janine’s son Bobby. Over the next decade, Emma would lose three close
friends and ten acquaintances to opioid overdose. A friend of many of the
Hidden Valley users told me he no longer asks what happened when people
phone him to say that another friend has passed. “I already know,” he tells
them.

“Hidden Valley was where it all started with my friends,” Emma said. “I
just happened to say no to the harder stuff. You’d be at a party, and it was,
‘Hey, try this, have a beer, pills, cocaine, anything you could use to get a
little bit higher.’” She separated herself from the group when IV heroin
became part of the mix, she said.

“It was just overwhelming, the ups and downs of clean Joey and relapsed
Joey,” Emma said, recalling that supposedly sober Joey had talked her into



sharing an apartment in 2013, and swore that she no longer used heroin. “I
wouldn’t have let her move in with me if I had known,” Emma said.
“Eventually, she’d do it [heroin] right in front of me; it was tough.” They
parted ways over a missing six dollars, and for six months they didn’t
speak.

“This too shall pass,” Joey had written around that time on her Facebook
page. “It might pass like a kidney stone, but it will pass.”

Joey was not only still using, but she had also allowed an abusive drug
dealer and the dealer’s girlfriend to move in with her in exchange for drugs,
unbeknownst to her dad. “She was ashamed of how low she’d gotten herself
in her own eyes,” Jamie said. She and Cheri Hartman, a Hope volunteer,
worked to find Joey a residential-treatment bed, according to the new Hope
policy of volunteers working only in pairs, which allowed them to share the
heartache as well as the tasks.

Several interventions later, including a visit with her at the emergency
room, the women persuaded Joey, battered and with bruises around her
neck, to move away from the dealer. As Jamie helped her pack up, they
found some of Tess’s clothes.

Cheri Hartman talked her psychiatrist husband into taking Joey on again
as a Suboxone patient. (He’d once prescribed her Vivitrol, during an earlier
period of sobriety, before she turned twenty-six.) Joey’s divorced parents
shared the cost of the prescription, visits, and lab work, and uninsured Joey
applied to the hospital-run clinic for charity care.

But Joey bumped into treatment barriers in March 2017, just as Tess had
with waiting lists and funding hurdles: The only inpatient facility willing to
accept her at the moment was a free, faith-based program in Charlotte that
did not permit the use of Suboxone or any other drugs.

To get into the rehab, Joey decided to wean herself off MAT, even
though she knew the dangers. And while Jamie tried to be encouraging,
privately both she and Cheri worried. “She was so motivated and wanted to
do it, and we all felt like it would really be a good fit,” Cheri said, even
though the MAT tapering presented a catch-22.

“Her addiction was so severe, I don’t think she was fighting withdrawal
symptoms as much as she was fighting her mental illness demons,”
including bipolar depression and probably PTSD, Cheri said. In her
experience, those who have serious psychiatric problems on top of their



addictions and who also use multiple drugs (not just opioids) are the very
hardest cases to treat, even with MAT. In an ideal world, Joey would have
gone from Vivitrol, which lasts about a month, directly to rehab, with the
shot providing a bridge to fight her cravings, Cheri said.

Jamie worried, too, telling Joey’s dad, “I don’t know what makes her
think she can do it now when she couldn’t do it before. We’re just doing the
same old thing here.” Her dad pointed out that Joey had never had much
tolerance for pain. “She felt she couldn’t get off anything unless she was on
something else, but that’s what a lot of drug addicts do; it’s the addictive
personality,” Danny Gilbert said. “I think it’s asinine to tell a drug addict
you’ve got to be clean before you can come to my facility.” (In the
treatment center’s defense, it couldn’t afford to have medical staff on hand
to supervise detox and/or medications, Jamie said.)

Joey had two halves of a Suboxone pill left. She was trying to stretch
them out, self-weaning in preparation for rehab. The next day, Danny
Gilbert was traveling in northern Virginia with his wife when he took a
frantic call from Joey. She and her boyfriend had had another fight, and she
felt her resolve slipping.

“Daddy, I don’t want to die!” she told him. They argued on the phone.
A few hours later, she texted her father:

I just left goodwill, can you please transfer $4 so I can get a pack
of cigarettes please?

Eight minutes later he texted Joey back:

Say what you want but everyone loves you…we want you back!!!!
Get Cigarettes but get your life back, not more BS.

The next morning, Cheri phoned Jamie but had a hard time choking out
the news: Joey had lain inside a Roanoke County house for almost eight
hours before 911 was called. Police were investigating, but the so-called
friends she was using with had cleaned up the scene, fearing prosecution,
after Joey passed out. She died of an overdose of illicit methadone on
March 26, 2017, the nineteenth lethal overdose in the Roanoke County



suburbs so far that year. She was twenty-seven years old.
“She fought hard against the demon of addiction and God has delivered

her to a place of unconditional love, laughter and no more pain,” her mother
wrote in her obituary. “Watch over us, Jo, and smile down on us until we
can hold you in our arms again.”

  

Two days later, the moms of the Hidden Valley fraternity of users—only a
few of their sons and daughters now among the living—took their seats
among the memorial service pews. Patricia wept, marveling at how much
the Gilbert family loved their troubled daughter. Even with all the sorrow
she’d caused them, they had tried so hard to keep her safe.

“I was thinking to myself, ‘If this was Tess, how would you feel right
now, family?’” She firmly believed that Tess still had the potential to
recover, to become a loving mother to her son. Patricia was still showing
her grandson family pictures, coaching him to say “Mama” when she
pointed to Tess. But new custody issues were emerging that Patricia kept
secret from Tess—and she knew that Tess could die before they were
resolved. She had already chosen the spot where she would sprinkle her
daughter’s ashes if it came to that: at a confluence of the Cape Fear River
and the ocean where they had loved walking the dogs and searching for
sand dollars, not far from the family’s old beach house.

  

Six weeks later, Patricia intercepted a Facebook message between a Las
Vegas drug dealer and Tess, now communicating through her rehab
roommate’s phone.

She was still at the facility the next day, when Patricia fired off a letter
expressing her disappointment to her daughter. “If she fails, she is on her
own,” she told me.

It was Mother’s Day 2017. Tess wished Patricia a happy one, via text. “I
love you,” Tess wrote. “But this [is] bullshit all of it,” especially being away
from her son.

“I’m going to [find] a way home,” she said.
She signed the text to her mother ominously, using her street name:







opium felt as if his soul was “being rubbed down with silk.”
In Virginia’s coalfields, a long-addicted OxyContin user spoke in

hyperbolic terms about the first time she crossed paths with the molecule,
back in 1998. “I thought, that’s all I need from here on out. I will live life
like this,” Rosemary Hopkins, in recovery and on MAT under the care of
Van Zee since 2009, told me in a counseling room at Sister Beth Davies’s
office.

Rosemary had a theory about the way corporations had been allowed to
unleash a flood of painkillers, a notion I heard more than once as I traversed
Appalachia’s former factory and mining towns: “For that strong of a drug,
for it to be everywhere you looked, it was like the government was
controlling it, trying to get rid of the lowlifes.”

She laughed when she said it, but I could see what she was getting at.
Although her hypothesis was somewhat different, it was a version of what
federal prosecutor Andrew Bassford meant when, quoting President
Garfield, he proposed that governments fail their citizens “not because of
stupidity or faulty doctrines, but because of internal decay and
rigidification.”

“I used to do eighty cases in a good year, but in recent years it’s been
twenty-six, forty, whatever,” Bassford said in April 2017. “So the amount of
cases being done does not match the problem, and we have found ways to
make it more difficult to do cases—more boxes that have to be checked,
more things to do in the service of perfection.”

When I offered that I was leaving his office after our third interview
depressed—again—he said, “Well, you should be. Rehab is a lie. It’s a
multibillion-dollar lie.”

An annual $35 billion lie—according to a New York Times exposé of a
recovery industry it found to be unevenly regulated, rapacious, and largely
abstinence-focused when multiple studies show outpatient MAT is the best
way to prevent overdose deaths. “I’m afraid we don’t have good data on
outcomes from residential programs,” said John Kelly, the Harvard
researcher.  While research supports users remaining in their home
environments on outpatient MAT, desperate families continue to grasp for
“cures” offered by companies marketing abstinence-only rehabs. “Part of it
is, when you spend that much money, you think it’s going to work,” Cheri
Hartman said. “But it is killing people for that myth to be out there—that



the only true cure is abstinence.”

  

I hoped the stories of Ronnie Jones and his victims would illuminate the
ruts in both a criminal justice system that pursues a punishment-fits-all plan
when the truth is much more complicated and a strained medical system
that overtreats people with painkillers until the moment addiction sets in—
and health care scarcity becomes the rule.

I hoped, too, that my interview with Jones would help answer Kristi
Fernandez’s questions about what led to her son Jesse’s premature death.
Was Ronnie Jones really the monster that law enforcement officials made
him out to be? Had the statewide corrections behemoth that returns two
thousand ex-offenders a year to Virginia’s cities, counties, and towns played
a role in his revolving door of failures?

I had come to interview Ronnie Jones expecting I would have two hours,
no recording devices allowed. On the day of our meeting, though, the visit
stretched from morning into late afternoon, with the prison handler
monitoring our visit from the other side of a glass wall and inexplicably
allowing us to talk for more than six hours.

I had the better part of a day to try to discern how a sleepy agricultural
county nestled in the Blue Ridge Mountains, with covered bridges and
lovingly preserved two-hundred-year-old log homes, had gone from having
a handful of heroin users to hundreds in a few short months, and how much
Ronnie Jones was to blame for it.

  

Understandably guarded at first, Ronnie, thirty-nine, was gentlemanly and
polite throughout the visit. During the two years he’d spent there, he said,
he spent his time working out, studying Arabic and Swahili, and reading the
works of Guy Johnson, Eric Jerome Dickey, and Maya Angelou. On my
way to the prison, I’d been listening to the audiobook of Michelle
Alexander’s New Jim Crow, I told him, the seminal book on mass
incarceration that likens the War on Drugs to a system of racial control
comparable to slavery and Jim Crow.

“I’ve read The New Jim Crow twice,” Ronnie said. He’d also read



lawyer Bryan Stevenson’s majestic Just Mercy, a memoir about his work
against the racial bias and economic inequities inherent in the criminal
justice system, which included efforts on behalf of falsely accused death
row inmates. “It had me crying when I read it,” he said. These books we
had both read challenged the tough-on-crime government narrative of the
past forty years, one that fostered the shift in public spending from health
and welfare programs to a massive system of incarceration, with a fivefold
increase in imprisonment and corrections spending that soared from $6.9
billion in 1980 to $80 billion today.

Whereas Bill Metcalf, the ATF agent largely responsible for Jones’s
twenty-three-year prison sentence, took inspiration for his life’s work from
the image of the brain frying like an egg and Nancy Reagan’s “Just Say No”
slogan, Alexander and Stevenson saw fearmongering and institutional
racism in mandatory minimum sentences, three-strikes sentencing laws, the
abolishment of parole, and “stop and frisk” policing.

This was Ronnie’s third time in prison. He already knew that one in three
black men was destined to end up incarcerated, only to find himself branded
as a felon and second-class citizen the moment he got out, blocked from the
mainstream economy and propelled into a dystopian loop of jail,
joblessness, and back to jail. He knew that drug-involved offenders, who
represent half the incarcerated population, had a recidivism rate of 75
percent. His own story was a case in point.

“We can’t arrest our way out of this problem,” I’d heard again and again,
from everyone from police chiefs to public health providers. But that
sentiment seemed to apply only to the mostly white group of opioid users
who were dealing or committing property crimes to stave off dopesickness
—not to people like Ronnie, in prison for armed heroin distribution, or to
the majority of other black and brown people arrested for selling the drugs,
even though they were statistically less likely to use or to deal. (Three-
quarters of federal drug offenders are black or Hispanic while 57 percent of
state-imprisoned drug offenders are people of color.)

Why had blacks failed to become ensnared in opioid addiction? That
question was addressed in 2014 data issued by the Centers for Disease
Control and Prevention: Doctors didn’t trust people of color not to abuse
opioids, so they prescribed them painkillers at far lower rates than they did
whites. “It’s a case where racial stereotyping actually seems to be having a



protective effect,” marveled researcher Dr. Andrew Kolodny of Brandeis
University. Put another way: By 2014, while young whites were dying of
overdose at a rate three times higher than they did in 2002, the death rate
for people of color was relatively unchanged.

If, as Shannon Monnat had proposed, the hollowing out of the
predominantly white working class was the kindling in the heroin epidemic,
and the mounds of opioid pills in America’s communal medicine chest was
the spark, I was beginning to wonder whether the fragile transition of ten
thousand prisoners a week from state and federal prisons into U.S.
communities fanned the flames of the fire.

At the same time that Ronnie and I were speaking, the city of Winchester
was launching the region’s first drug court just a half hour north of the heart
of Ronnie’s Woodstock heroin ring. It was designed not only to connect
offenders to treatment, including MAT, but also to help them access free
housing and taxi vouchers to get to work (a serious barrier in rural areas),
the latter paid for by grants from the local Rotary Club.

While the government’s response to the opioid crisis had been molasses-
slow, mired in bureaucracy, funding woes, and slow-to-close treatment
gaps, here was an example of volunteers stepping in to patch up the holes.
Winchester was becoming a magnet for people in recovery across the state,
including ex-offenders who came for treatment and ended up staying
because of its multitude of halfway houses—fourteen in a city of just
twenty-seven thousand people—and of newly announced jobs.

Amazon was soon to open a warehouse and distribution center in the
county, and Procter and Gamble was building a Bounce fabric-softener
factory twenty minutes north. The fastest-growing church in town was led
by an ex-offender and opioid addict, a charismatic pastor who held Sunday
services at the downtown mall—in a bar.

What if Winchester’s Rotarians and drug-court champions had been
around to assist Ronnie Jones when he got out of prison, instead of one
probation officer responsible for keeping up with 104 ex-offenders on her
rolls?

“Right away they run into issues of having a paycheck that doesn’t cover
rent, utilities, and food, not to mention their court fines and child-support
arrears—and that’s when the issues really start,” said Ronnie’s probation
officer, who asked not to be named because she wasn’t authorized to speak.



“That’s usually when they commit new crimes.” In 2016, the Woodstock
office had two probation officers tasked with doing monthly check-ins, field
visits, and drug screening for 204 people, though an additional officer was
scheduled to join the team.

Many ex-offenders have no driver’s license and no way to get one until
they pay back the thousands they owe in court fines and child-support
arrears. In some states, people with drug charges are permanently barred
from getting food stamps, a holdover from a 1996 federal ban. (Virginia is
one of twenty-six states that have eased some restrictions on the ban.)

“Think about it: You can do without a roof, but you can’t do without
food,” said Mark Schroeder, a repeat drug-dealing offender and recovering
crack addict who successfully opened his own garage-door-hanging
business in the Shenandoah Valley in 2016 after a ten-year federal prison
stint. He and hundreds like him were given reduced sentences following the
2015 decision Johnson v. United States, a U.S. Supreme Court ruling that
redefined the status of “armed career criminals.”

“To feed yourself, you’re either going to rob somebody, or you’re going
to go back to dealing or prostitution,” Schroeder said. “I’ve been there and
done it myself.

“The whole thing is designed for you to come back.”

  

What if Ronnie’s reentry had been managed not by an overburdened and
apathetic system but instead by workers from Bryan Stevenson’s Equal
Justice Initiative, which sends clients to felon-friendlier cities like Seattle?
There, jobs and harm-reduction measures are more plentiful, and police
divert low-level drug and prostitution offenders who are addicted from
prosecution before they’re booked, assisting with housing, case
management, and employment services. Such a two-pronged approach not
only addresses the need of former drug dealers to find legitimate work but
also works to dry up the demand for drug dealing.

“It makes a huge difference,” Stevenson told me. “If we reduced our
prison population by twenty-five percent, that’s twenty billion dollars we
could save. And if we invested half of that in treatment, we could really
increase people’s likelihood of success.”



In the 1970s, America decided to deal with drug addiction and
dependence as a crime problem rather than a health problem, “because it
was popular to find a new community of people to criminalize,” Stevenson
explained. “And everybody was preaching the politics of fear and anger.”

As that narrative of addicts as criminals further embedded itself into the
national psyche, the public became indifferent to an alternative response
that could have eased treatment barriers, he said. As an example he cited
Portugal, which decriminalized all drugs, including cocaine and heroin, in
2001, adding housing, food, and job assistance—and now has the lowest
drug-use rate in the European Union, along with significantly lowered rates
of drug-related HIV and overdose deaths. In Portugal, the resources that
were once devoted to prosecuting and imprisoning drug addicts were
funneled into treatment instead.

  

Ronnie Jones’s story was tough to fit into a neat arc of redemption, but it
seemed to turn on poor decision making fueled by family instability and
quick-fix desires. His rap sheet began with a felony grand larceny charge
the summer before his senior year of high school. He’d borrowed a car from
a girlfriend, then used that car to meet up with another girl, resulting in a
catfight and, ultimately, his arrest and conviction for theft. While he was on
probation for that offense, he nabbed another felony for driving another car,
sans license, that contained stolen goods.

Growing up, he told me, he wanted Nikes instead of Reeboks, steak
instead of hot dogs and fish sticks. He wished for a closer relationship with
his single mother, a hospital nursing assistant and, later, nurse. But she got
along better with his easier-going little brother, Thomas, who was into
music and sports and was promoted to his school’s gifted program. “I’d get
jealous of my brother, of his attention from my mom. I’d get mad at her and
threaten all the time, ‘I’ll go live with my dad.’”

Ronnie was obstinate to a fault, recalled Thomas Jones III, and would
talk back to teachers and to their mom. “The weird thing is, he wasn’t a
very bad kid; it was more of his total disregard, at times, for authority. I
learned that it was best just to try to stay out of his warpath.”

Now a music promoter based in Charlotte, Thomas Jones said his brother



had a brilliant business mind and had helped him, when he was younger,
with his advanced math homework even as he refused to do his own.

Their family was not without connections. His uncle Petey Jones was a
linebacker on the 1971 state-champion team memorialized in the movie
Remember the Titans, which was set against a backdrop of racial tensions
brought on by the integration of Alexandria’s high schools. In 1990, his
maternal grandfather, Thomas “Pete” Jones Sr., was such a fierce fighter for
equal housing that then–president George H. W. Bush met with him and
other residents to discuss ways to rid Alexandria’s public housing units of
drugs.

Ronnie and his brother grew up in Section 8 housing in northern
Virginia, moving every few years as their mom worked her way up to better
jobs. A no-holds-barred fight between the brothers when Ronnie was fifteen
taxed his mother’s nerves to the breaking point. She sent him to live in
Alexandria with his father, dropping his belongings on the curb in trash
bags and telling his dad, as Ronnie recalled it: “He your responsibility now.
I’m done.”

Ronnie’s father and uncle were regular drug users. He remembered them
going down into the basement regularly to freebase powder cocaine. Six
months after moving in with his dad, Ronnie moved in with his maternal
grandmother, Rosie, his favorite relative. Her husband was an Air Force
mechanic who took Ronnie to air shows at Andrews Air Force Base, in
Maryland, and let him sit in the pilot’s seat. He was fascinated with
airplanes and wanted to be an Air Force pilot. It was a short but happy time
in a tumultuous upbringing: His grandmother helped him get a dishwashing
job at a nearby retirement home, and he sold cookie dough for a door-to-
door nonprofit organization on the side, developing an acumen for sales.

His grandmother gave him anything he wanted—as long as he stayed in
school. But he had already switched schools ten times before his sixteenth
birthday, often butting heads with his teachers. One memorable clash with
authority came during a class discussion that spiraled into a debate about
who had been persecuted most: African Americans, native Americans, or
Jews. The exchange grew so heated that Ronnie was asked to leave the
classroom, which he did, forcefully pushing the door on his way out in a
way the teacher perceived as threatening. The incident culminated in a fine
and his first juvenile probation stint.



“I play those incidents over and over in my head,” he said of his first few
legal charges. “If I had never drove that girl’s car and then [the car with the
stolen goods], I could’ve been probably in the military now and having a
regular life.”

Jobs were hard to get. Because of Ronnie’s felony record, his
applications were turned down by Burger King, McDonald’s, Walmart, and
Lowe’s. For a time, he worked at Food Lion in Maryland, driving an hour
each way to get there. A cousin introduced him to cocaine dealing, he said,
whereupon Ronnie realized that he could stock shelves for two weeks and
not come close to making what he could dealing drugs in a single day. The
math was irresistible.

Ronnie said he hated hard drugs and didn’t want to end up like his dad.
So he drank only on his birthday and New Year’s Eve, and eschewed
marijuana entirely. But dealing drugs gave him the two things he craved
most: money and respect. He says he was profiled in early 2000 when he
and a black friend were pulled over on Interstate 66 near Herndon, Virginia,
and naïvely consented to being searched, ostensibly for not having a county
sticker on their car. (They were driving a car with Maryland plates, he said.)
Police found 3 grams of crack cocaine tucked into his sock. “I was guilty. I
did have the drugs.”

Bonded out of jail by his grandmother, he was arrested a short time later
for selling drugs to an undercover cop, and the two state charges plus a
probation violation combined for a state-prison sentence of eight and a half
years. His court-appointed attorney was overworked and “just wanted to get
me over with,” Jones said; he didn’t answer the letters Jones wrote about his
case from jail. He was encouraged to accept the prosecutor’s first plea deal,
and to remain mum in court. This was 2001, a time when prosecutors across
the country were doubling the number of felonies they filed in state courts
despite declining crime rates. In his 2017 book, Locked In, Fordham Law
School professor John F. Pfaff argues that it’s politically safer and
economically cheaper to charge a person with a felony, which sends them to
prison—on the state’s dime—than it is to incarcerate someone locally or put
them on probation, paid for by local budgets.

“No matter where you turn in this epidemic,” East Tennessee State
University public health professor Robert Pack told me, “there are systems
in place to address the problems, but none of them are working together.”



The biggest barrier to collaboration is the fact that everyone involved views
the problem too rigidly—through the lens of how they get paid, according
to Pack.

Ronnie finished high school in jail, then took computer-repair classes in
the state prison system, earning a GPA of 3.6. He tutored other inmates
working toward their GEDs and earned a certificate in computer-repair
tech. His goal was to get a job as a certified network administrator, maybe
land a government job.

His brother’s career was on a high when Ronnie got out of prison in
2008. Thomas, also known by the stage name “Big Pooh,” had been
traveling in Asia on a contract with Atlantic Records, recording with the rap
band Little Brother.

“I gave him five thousand dollars for a laptop and helped him get on his
feet,” Thomas told me. Ronnie was working for T-Mobile, selling
cellphones for a time, but grew frustrated that he wasn’t advancing in the
company, a failure that he attributed to his record. He was too impatient, too
clever by half. “I kept telling him, ‘Man, the system is set up for you to fail.
Just be happy you found some employment because most people who are
felons can’t,’” Thomas recalled. “Ronnie has a knack for quickly reading
people and knowing how to talk to ’em and reel ’em in. I said, ‘You just got
to work that opportunity till you get another one.’ But it wasn’t fast enough
for him.”

Thomas was on the road in 2010 when he took another collect call from
Ronnie. His brother had been locked up again, this time for credit-card
fraud.

“I was like, ‘Come on, we just did all this stuff trying to help you get on
your feet?’” Thomas remembered, exasperated.

Thomas rapped about devotion and disappointment in a song called
“Real Love,” from an acclaimed solo album released in 2011:

Brother, wrong or right
The fact that you were incarcerated
After being free let me know you never made it
To that point where the old you is not outdated…
No matter how this picture looks



I’m still putting money on your books.
I told you…we family.

It was the credit-card fraud charge that landed Ronnie in the diversion
program at George’s Chicken, and for a time following his release from it,
his family believed he had turned a corner. He told his brother and mom
he’d launched a computer-repair startup, which was certainly within his
abilities, given the skills he’d picked up in prison programs. Thomas’s own
business was in a lull at the moment, so Ronnie floated the idea of starting a
joint venture. He wanted Thomas’s help opening a Caribbean jerk-chicken
restaurant in Winchester. He didn’t turn to his brother because he needed
the money; Ronnie needed Thomas’s help securing a liquor license, which
wasn’t possible for a felon.

“I didn’t understand the urgency for him wanting to buy something
legitimate,” Thomas said. “I just kept saying, ‘I don’t live in Virginia, and
I’m not going to have my name on nobody’s liquor license and I can’t be
there. And anyway, who’s going to come to a restaurant in this dead little
small town?’”

Thomas began doubting his brother during their final visit, when Ronnie
and a girlfriend drove to Charlotte to see him and his wife. “I’m like, I don’t
know if the computer business is this good? He had a Mercedes-Benz truck.
And he had a motorcycle that he couldn’t really ride, and another car back
at home.”

Thomas said he wondered if the girlfriend, who worked at a federal
agency, owned some of the vehicles but admits that he didn’t really want to
know. Thomas now believes his brother was trying to phase out of drug
dealing so that if and when he got arrested, there would be a legitimate
revenue stream already established to help support his daughters.

Ronnie Jones has frustrated his younger brother his entire life—and that
pattern of behavior included his initial refusal to cooperate with Bill
Metcalf and Don Wolthuis, the ATF agent and prosecutor responsible for
his conviction. Ronnie thought he deserved a ten-year sentence, so he fired
his first court-appointed attorney, Sherwin Jacobs, who’d negotiated a plea
deal of fifteen years with Wolthuis—a decision Ronnie regretted the
moment it backfired.



Thomas  was on a month-long European touring stint when a relative
texted him the stomach-sinking news that Ronnie’s federal sentence was in:
twenty-three years. “I told him, the last to talk is always the last to walk,”
Thomas said.

Though he’s never been in legal trouble, Thomas said he is regularly
profiled, pulled over ostensibly for speeding—presumably because he’s a
thirtysomething black man with tattoos driving a Lexus through his middle-
class Charlotte neighborhood. Though the experience is frightening, he
always looks forward to the moment in the exchange when the officer runs
his license, and it comes back crystal clean, with the vehicle registered to
his wife, a third-generation operator of a successful bail-bonding company.
“I don’t have the leverage to get smart or act crazy when I get pulled over,”
he said. “My goal every day is to make it back to my wife in one piece so I
can live to fight another day, so I’m just ‘yes, sir, no, sir,’ and all that.”

He feels for Ronnie and other ex-offenders getting out of prison. “They
don’t rehabilitate you in prison, and they don’t make it easy for you to get a
job. I truly believe they don’t make it easy because they want you back, and
they want you back because that’s the new factory work in so many places
now—the prison.

“You have to be very strong mentally when you get out to not make
those same mistakes.”

  

Ronnie Jones said he initially felt welcomed in Woodstock. When he first
landed there to work, in 2012, he found it charming that drivers waved to
one another on the country roads, and his minimum-wage paycheck from
George’s Chicken went further than it had in the city. “It was almost a
culture shocker for me. I could count on one hand the number of black
people. I loved it. I actually thought I couldn’t get into anything there,” he
told me.

He didn’t even mind the early shift, he said, even though “you’re
standing in chicken shit, and you be dealing with ’em while they’re live,
and they be scared.” He kept working at George’s after his twenty-one-
week diversion sentence was complete but lost the job several months later
when he got sick and had to be hospitalized for a week. At the time, he



hoped to open a small diner with ten chairs—he’d learned to cook from his
mother, and his first job at the diversion center, where he worked before
going to George’s, had been as a cook—but no one would rent to him. He
said the same thing happened when he contacted a landlord about renting
space for a computer-repair shop and was told the space was already leased.
(“I got a white girl to call, and he was willing to rent to her, and I was like,
‘This is bullshit.’”)

At the time, he owed $5,000 in medical bills and $20,000 in court fines
and restitution. Jurisdictions across the country increasingly inhibit ex-
offenders’ ability to reenter society by assessing hefty court fines and fees,
requiring them to pay thousands or face more jail time.

Jones was hired at another chicken plant but netted only $300 to $400 a
week. “I was at the second chicken plant for less than thirty days before I
decided, ‘I’m making too much money; let me concentrate on this,’” he
said, deciding to deal drugs full-time—temporarily, he told himself—until
he could pay off his fines and go legit.

In a convoluted feat of logic twisting, Ronnie justified his heroin
enterprise by declaring himself the ring’s wholesaler, far removed from the
moment the needle touched the vein. He clings to the narrative that he was
providing an actual service—offering the drug cheaper and in a much safer
environment than Baltimore. Like Purdue Pharma announcing it had
created the perfect time-release painkiller that was addictive in “less than 1
percent” of cases and then reproaching the hordes of addicted people who
misused its drug, Ronnie had an easy time shifting the blame, with
responsibility often lost in the cloudy penumbra of bureaucratic disconnects
and cops-and-dealers Whac-A-Mole.

If you were a user-dealer, you would, employing Ronnie’s model, buy
your heroin from his subdealers for $100 a gram, which was substantially
cheaper than driving to Baltimore and paying $150, plus it saved you the
driving time and the risk of dealing with armed inner-city dealers (though
Ronnie and some of his lieutenants were also armed).

“Herr-on was already there,” he insisted, a truth confirmed in interviews
with survivors of people who died of heroin overdose before Ronnie arrived
in Woodstock. “I never introduced herr-on to the area. The only thing I did:
I gave it to ’em at a cheaper price.”

Ronnie believes he was made out to be a monster in the federal



government’s case against him, vehemently denying that he had sex with
underage females and dopesick users—an accusation that Wolthuis said
fueled him and the task force in their quest to put him behind bars for many
years and possibly even for life. “I would pay for sex before I’d have sex
with someone doing drugs,” Ronnie said.

Jacobs, the fired first attorney, believes Ronnie on this point, even as he
called him a “con man” and “a pain in the ass.” Jacobs saw Ronnie as
someone who dealt drugs because it “was easier than working, and you can
be a big guy in your own eyes, and people follow you, and it’s like you’re
the head of a business, which you are—until it all comes crashing down.”

Female user-dealers are incentivized to lie in their quest for what the
government calls substantial assistance, and they exaggerate their
addictions so they’ll be given less time, according to Jones and Jacobs.
Keith Marshall, the dealer whose expletive “Fuck. You. Bring it.” gave the
case its informal name, said the women not only cooperated for less time
but also played up their addictions to their advantage. When Kareem
Shaw’s girlfriend was arrested, “she batted her eyes and talked about how
she was just an addict forced into this and used up by everybody when the
reality was quite the opposite. She was selling and setting up new people to
move [drugs] just like myself,” Marshall told me in an email, mad that
she’d gotten a lighter sentence than him and was due to be released from
prison in late 2018.

  

Ronnie turns the case over in his mind, including his own complicity. “I
promised myself I’d never grow up to be like my father, and while I may
not have an addiction to an actual drug, I do feel my addiction,” he said.
“I’m addicted to that lifestyle. It wasn’t my intention. I didn’t want to do it.
But no one would give me a job in the field I’d trained for, and no one
would let me create my own.”

He was disappointed in himself and felt bad about hurting his relatives,
especially his daughters. He no longer has relationships with their mothers,
one of whom told me, “Ronnie was just not mentally mature enough to be a
father. His biggest thing was, he felt entitled.”

Ronnie ended the interview with a version of the same old saw I’d heard



at so many of my stops along the heroin highway: He predicted that “ten
more dealers would pop up to take my place,” which was accurate. It was
hard to envision a future where shit in fact stopped.

  

It was a long drive back to Roanoke. I was too tired to stop in Woodstock,
where I’d arranged to meet with Kristi. She was eager to learn what light
Ronnie had shed on Jesse’s death, but I dreaded telling her just how little he
seemed to think or care about the victims of his crimes. Since our last
meeting, she had arranged to view the pictures police took of Jesse lying
dead on the floor. He looked surprisingly peaceful. “What I’d been
imagining was actually much worse,” she said. When Sergeant Lutz called
them up for her on his computer screen, the task force had noted a lull in
overdose deaths in the wake of the prosecution of Ronnie Jones and others
in the FUBI ring. But that was also before fentanyl and other synthetic
analogs came roaring onto the scene.

Kristi still went by her son’s grave overlooking the football field several
times a month, less often since her family moved to the other side of the
county. But she still decorated it for every holiday. “I feel bad every day
that I don’t go,” she said.

She had recently met Dennis Painter’s son, the curly-haired toddler
named for Jesse. His mother, Courtney, had awakened him in his car seat
after she and Kristi ran into each other at the Dollar Store. “He woke up
reaching for me,” Kristi said, as if it were Jesse reaching out from beyond
the grave. “I got in my car and cried for ten minutes.”

It was almost three years since Jesse’s death. His grave was now
decorated with red-white-and-blue pinwheels, an American flag, and a
brand-new 55 metal sculpture painted in school colors. Over the next year,
Kristi would hatch plans for a memorial five-kilometer race for opioid
awareness that she envisioned meandering past Jesse’s old football field and
the Shenandoah River. Photos of overdose victims, including another friend
of Jesse’s who had recently died, would be placed along the runners’ path;
the money raised would benefit the area’s substance abuse coalition.

In one week in October 2016, nineteen people in the northern
Shenandoah Valley region would overdose, seventeen of them brought back



with Narcan. Baltimore dealers continued to hot-pack their heroin with
fentanyl, an area naloxone trainer told me, because when someone dies,
customers flock to his or her dealer, chasing a better high. “It’s like, ‘I
might lose three of my customers, but in the long run I’ll gain ten of
yours,’” theorized the trainer, a mom who’d lost a son to fentanyl-laced
heroin. The fentanyl-packing strategy is also sometimes employed with
known snitches or suspected confidential informants, the goal being to kill
them.

  

After a day passed, I tried to break the news gently to Kristi over the phone
that Ronnie hadn’t even recognized Jesse’s name.

In that respect, Ronnie Jones was no different than the drug reps in their
tailored suits and SUVs: He had failed to see the harm his drugs had caused.

And why should he be any different?
A few months before I sat down with Ronnie, Purdue Pharma executive

J. David Haddox gave a speech urging members of the Richmond Academy
of Medicine not to be swayed by the narrative taking shape around the
opioid epidemic. His company was working to create new and “safer”
painkillers, he said. The assembled doctors were unimpressed. What can we
do, they wanted to know, when our patients need pain relief but we don’t
want them to become addicts? Haddox could only suggest using local pain
specialists—including the friend of his who’d invited him down to deliver
the speech. But there weren’t enough pain specialists, and the doctors were
increasingly aware of studies showing that long-term opioids in fact created
more pain  in many patients, a condition known as opioid-induced
hyperalgesia.

Eight years after the 2007 sentencing of the company and three top
executives for criminal misbranding, more lawsuits were being filed against
Purdue and/or other opioid makers and distributors by the month, and they
would grow to include such plaintiffs as the city of Everett, Washington; the
state of Ohio; Cabell County, West Virginia; and Virginia’s tiny Dickenson
County, not far from Lee. Purdue had followed Big Tobacco’s playbook
when it downplayed the risks of its drug, and now some of America’s best
legal minds were trying to make it and other pharmaceutical companies pay



for the “public nuisance” burdening their communities. The states of West
Virginia and Kentucky had already garnered modest settlement payments
from Purdue, to the tune of $10 million and $24 million, respectively,
victories that brought to mind the civil litigation brought by forty-six states
and six other jurisdictions against the tobacco industry in 1998. Cigarette
companies then agreed to pay billions to the states, in perpetuity, for the
funding of prevention and public health programs.

But painkillers aren’t tobacco, and the cases differ partly because opioids
have legitimate medical benefits when prescribed and used correctly, and
the companies who make them use as fall guys the out-of-work coal miners
and furniture makers and underchallenged youth who have illegally abused
and diverted their drugs. “The cigarette companies finally caved, but only
because the litigation costs were eating them alive,” said legal scholar
Richard Ausness at the University of Kentucky. He foresaw the possibility
of such a settlement being forged with opioid makers, but to a much smaller
degree. “It’s a tough call because you want to punish them, but you may not
want to put them out of business, because then you’re largely forgoing the
right to any future claims,” he said. Tightening new opioid prescriptions
through physician monitoring programs, then shifting the government’s
focus to treatment and prevention, were more effective strategies than
litigation, Ausness believed.

  

Haddox punctuated his talk with slides touting the work Purdue was
undertaking to create new, “safer” painkillers. When his thirty-minute
speech was over, the general practitioners in the audience grumbled a bit.
Despite Haddox’s great slides and optimistic plans for new and improved
opioids, the doctors were still slogging it out in the trenches. They knew
they’d be the ones left holding the prescription pads when it came time to
juggle their patients’ pleas for pain relief and addiction treatment with their
patient satisfaction ratings, still used by many insurers to gauge
reimbursements.

But Haddox remained firmly on point. “What’s getting lost here is the
prevalence of chronic pain in this country,” he said. The optics of the opioid
epidemic had clearly been bad for business. While Ronnie turned gray in






