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Office for State, Tribal, Local and Territorial Support  
presents… 

CDC Vital Signs : 
Prescript ion Drug Overdoses  

July 17,  2012 
2:00 pm – 3:00 pm (EDT) 

 Welcome 

Centers for Disease Control and Prevention  

Office for State, Tribal, Local and Territorial Support 
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Agenda 
2:00 pm Welcome & Introductions Dan Baden,  MD 

Senior Liaison, OSTLTS, CDC 
 

2:04 pm Vital Signs Overview Leonard J. Paulozzi, MD, MPH 
Medical Epidemiologist, Division of Unintentional Injury Prevention, 
National Center for Injury Prevention and Control, CDC 
 

2:10 pm Presentat ions Christ ina (Christy) Porucznik, PhD,  MSPH  
Assistant Professor, Division of Public Health, Department of Family 
and Preventive Medicine, University of Utah  
 
J. Timothy Whitmore, PhD  
Social and Clinical Research Specialist, State Center for Health 
Statistics, North Carolina Department of Health and Human Services 
 

2:30 pm Q&A and Discussion Dan Baden 

2:55 pm Wrap-up Dan Baden  

3:00 pm End of Call   

Presenter
Presentation Notes
2:00 pmWelcome & IntroductionDan Baden,  MDSenior Liaison, OSTLTS, CDC2:04 pmVital Signs OverviewLeonard J. Paulozzi, MD, MPHMedical Epidemiologist, Division of Unintentional Injury PreventionNational Center for Injury Prevention and Control, CDC2:10 pmPresentationsChristina (Christy) Porucznik, PhD,  MSPH Assistant Professor, Division of Public Health, Department of Family and Preventive Medicine, University of Utah J. Timothy Whitmore, PhD Social/Clinical Research Specialist, State Center for Health Statistics, North Carolina Department of Health and Human Services 2:30 pmQ&A and DiscussionDan Baden2:55 pmWrap-upDan Baden 3:00 pmEnd of Call 
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Vital Signs   Teleconference 

to support STLT efforts and build  
momentum around the monthly 

release of CDC Vital Signs 
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 Risk for Overdose from Methadone  
Used for Pain Relief  

Len Paulozzi,  MD, MPH 
Division of Unintentional Injury Prevention 

National Center for Injury Prevention and Control 
 

CDC Vital Signs Town Hall 
July 17, 2012 

National Center for Injury Prevention and Control 
Division of Unintentional Injury Prevention 

Presenter
Presentation Notes
Len Paulozzi, MD, MPHDivision of Unintentional Injury Prevention National Center for Injury Prevention and Control 
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Key Findings 

 Methadone contributed to nearly 1 in 3 opioid pain 
reliever (OPR) deaths in 2009. 
 Yet only 2% of OPR prescriptions are for methadone. 

 About 5,000 people die every year of overdoses related 
to methadone. 

 Six t imes as many people died of methadone overdoses 
in 2009 as died in 1999.  
 

Presenter
Presentation Notes
Prescription painkiller (opioid or narcotic pain relievers) overdoses were responsible for more than 15,500 deaths in 2009. While all prescription painkillers have contributed to an increase in overdose deaths over the last decade, methadone has played a central role in the epidemic. In my talk today, I’ll discuss our study’s findings and our recommendations for addressing this significant public health problem. Among our findings, the following stood out:More than 30% of prescription painkiller deaths involve methadone, even though only 2% of painkiller prescriptions are for this drug. About 5,000 people die every year of overdoses related to methadone. Six times as many people died of methadone overdoses in 2009 as died in 1999.
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Rising Rates of Methadone Use for Pain, 
Methadone-related Overdose Deaths, and 

Methadone Prescript ions for Pain, United States 
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Presenter
Presentation Notes
Trends over time…The methadone mortality rate, shown in red, rose after 1999, peaked at 1.8 deaths per 100,000 persons in 2007, and then declined.Its decline paralleled the amount of methadone being distributed nationally in 2008 and 2009 shown in blue and expressed as kilograms per 100,000 people. The annual rate of methadone prescriptions for pain, shown in the green dotted line, rose to 1.5 per 100 persons by 2008 and did not increase further in 2009. 



Drug-related Deaths Involving Opioids, by Type 
of Opioid—Drug Abuse Warning Network 
Medical Examiner System, 13 states*, 2009 
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Presenter
Presentation Notes
Another key finding was that methadone is more likely to be associated with overdose deaths than other opioid pain relievers when measured as deaths divided by the amount distributed.  For all drug-related deaths, methadone’s rate, 3.4 per 10 kilograms of morphine equivalent, was significantly greater than other opioids.  For deaths involving only one drug, methadone’s rate, 9.7 per 100 kilograms of morphine equivalent, was again significantly greater than other opioids.  
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Methadone Has Some Advantages 

 Long durat ion of act ion so it  can be taken only 2 to 3 
t imes a day rather then 4 to 6 t imes a day. 

 Lower cost than other prescript ion painkillers. It  is 
often listed as a preferred drug by insurance 
companies. 

 Availability in a liquid formulat ion. 

Presenter
Presentation Notes
The primary advantages of using methadone over other opioids for pain treatment are its long duration of action, relatively low cost, and availability in liquid formulation for oral use.
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Methadone has Special Risks as a Painkiller 

 Taking methadone more than three t imes a day can 
cause the drug to build up in a person’s body, leading 
to dangerously slowed breathing. 

 Methadone can be part icularly risky when used with 
tranquilizers or other prescript ion painkillers. 

 Methadone at high doses can cause major disturbances 
of cardiac rhythm.  
 

  

Presenter
Presentation Notes
Methadone has Special Risks as a PainkillerTaking methadone more than three times a day can cause the drug to build up in a person’s body, leading to dangerously slowed breathingMethadone can be particularly risky when used with tranquilizers or other prescription painkillers.Methadone at high doses can cause major disturbances of cardiac rhythm. 
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Percentage of Opioid Distribut ion Accounted for 
by Methadone Prescribed for Pain by State 

United States, 2010 

Presenter
Presentation Notes
This map shows distribution of methadone by state.In 2010, methadone accounted for 9.0% of all the MME of all major opioids tracked by ARCOS other than buprenorphine. This proportion varied by state from 4.5% in New Jersey to 18.5% in Washington.The variation might result from differences in prescriber practice patterns, marketing campaigns by the manufacturers, and whether methadone is a preferred drug on the Medicaid formulary for the state.
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Role of Health Care Providers 

 Follow guidelines for prescribing methadone and other 
prescript ion painkillers correct ly. 

 Educate pat ients on how to safely use, store, and 
dispose of methadone. 
 

  

Presenter
Presentation Notes
Health care providers canChoose to not prescribe methadone for pain unless they have experience or training in its use.Follow guidelines for prescribing  methadone and other prescription painkillers correctly, includingScreening and monitoring for substance abuse and mental health problems.Prescribing only the quantity needed based on the expected length of pain.Using patient-provider agreements combined with urine drug tests for people taking methadone long term.Using prescription drug monitoring programs to identify patients who are misusing or abusing methadone or other prescription painkillers.Monitor patients on high doses for heart rhythm problems.Educating patients on how to safely use, store, and dispose of methadone and how to prevent and recognize overdoses. 
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Health Insurers Are Also Crucial 

 Evaluate methadone’s place on preferred drug lists. 
 Consider strategies to ensure that pain treatment with 

any dose higher than 30 mg of methadone a day (the 
recommended maximum daily start ing dose) is 
appropriate. 

Presenter
Presentation Notes
Health insurers canEvaluate methadone’s place on preferred drug lists.Consider strategies to ensure that pain treatment with any dose higher than 30 mg of methadone a day (the recommended maximum daily starting dose) is appropriate.
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States Have an Important Role to Play 

 Develop and promote the use of safe prescribing 
guidelines for methadone. 

 Use prescript ion drug monitoring programs to ident ify 
pat ients who are using methadone or other 
prescript ion painkillers for nonmedical purposes.  

 Continue to support  the use of methadone as a 
treatment for opioid dependence in opioid treatment 
programs. 
 
 

Presenter
Presentation Notes
States canDevelop and promote the use of safe prescribing guidelines for methadone.Use prescription drug monitoring programs to identify patients who are using methadone or other prescription painkillers for nonmedical purposes.Support the use of methadone as a treatment for opioid dependence in opioid treatment programs. 



14 

New CDC Prescript ion Drug Law Resource 

 Website surveys seven types of state laws and 
regulat ions related to prescript ion drugs: 

 
o “Doctor shopping” laws 
o Prescription limits 
o Physical examination requirements 
o Tamper-resistant form requirements 
o Identification requirements 
o Pain clinic regulations 
o Immunity/mitigation at sentencing for seeking assistance during 

an overdose 
 

http://www.cdc.gov/HomeandRecreat ionalSafety/Poisoning/laws/index.html  
 

 

Presenter
Presentation Notes
Take opportunity to introduce new online resourceSurveyed and categorized the prescription drug laws of all 50 statesTried to get a comprehensive picture of what statutes and regulations exist to address this epidemicExamined seven categories of laws in every state:“Doctor shopping” lawsPrescription limitsPhysical examination requirementsTamper-resistant form requirementsIdentification requirementsPain clinic regulationsImmunity/mitigation at sentencing for seeking assistance during and overdoseNot an evaluation of these laws, just a picture of what the legal/regulatory landscape looks like.CDC will work to keep the laws updated in the future.

http://www.cdc.gov/HomeandRecreationalSafety/Poisoning/laws/index.html
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For more information please contact : 
 
Centers for Disease Control and Prevent ion 
1600 Clifton Road NE, Atlanta, GA  30333 
Telephone: 1-800-CDC-INFO (232-4636)/TTY: 1-888-232-6348 
E-mail:  cdcinfo@cdc.gov  Web:  www.cdc.gov/injury 
 
The findings and conclusions in this report are those of the authors and do 
not necessarily represent the official position of the Centers for Disease 
Control and Prevention. 

National Center for Injury Prevention and Control 
Division of Unintentional Injury Prevention 

 
 

Thank You  
 

www.cdc.gov/homeandrecreat ionalsafety/poisoning 



Prescription Drug Poisoning in Utah: 
Methadone 

 
 

Christy Porucznik, PhD, MSPH 
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Presenter
Presentation Notes
Christy Porucznik, PhD MSPH



Number of Drug Poisoning Deaths by Drug 
Category and Year—Utah 1991–2003 
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Presenter
Presentation Notes
This category includes deaths where none of the contributing drugs was strictly illegal.  I want to emphasize that we couldn’t say anything about how or where the decedents obtained the drugs.There is certainly some misclassification within this category because it is a combination of people who had legitimate prescriptions and were under the care of a physician and people who were using prescribable drugs but did not have legitimate prescriptions.  Regardless, we decided to investigate these deaths further.



Rx Opioid-related Deaths Investigated by 
the Medical Examiner, Utah 2000–2011 
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Presenter
Presentation Notes
This graph shows the number of prescription-opioid related deaths investigated by the Utah Medical Examiner’s Office from the year 2000 to 2011.It shows that the Medical Examiner investigated 60 such deaths in 2000, with this number climbing steadily and sharply to approximately 200 in 2003.  The number of cases continued to rise between 2003 and 2004, but at a lower rate, but climbed again at a more steady rate until peaking at 326 investigated cases in 2007. From 2008 to 2010, the number of cases dropped steadily to 236 cases in 2010, and there was a slight uptick in cases between 2010 and 2011.We presented our work to the Council of State and Territorial Epidemiologists in 2004 and first published our findings in the MMWR in 2005.



Number of Non-Illicit, Accidental and Intent 
Undetermined Deaths by Year and Drug 
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Presenter
Presentation Notes
This slide shows the number of non-illicit, accidental, and intent undetermined deaths by year and drug from 1999 to 2008. It compares methadone, hydrocodone, oxycodone, and fentanyl.In 1999, there were fewer than 20 deaths each for methadone, hydrocodone, and fentanyl. Between 1999 and 2004, the number of methadone deaths increased steadily, peaking at close to 100 deaths in 2004, with the number of methadone deaths decreasing slightly each year between 2004 and 2007, before seeing a slight bump up again in 2008, nearly reaching 2004’s peak.The number of deaths from the other drugs generally increased over this time period as well, but each had fewer deaths than methadone (with the exception of oxycodone in 2007, when it was responsible for slightly more deaths than methadone).  After methadone, oxycodone was generally responsible for more deaths, closely followed by hydrocodone, with fentanyl causing the fewest deaths of the four drugs. 



Increase in Number of Methadone-
related Deaths 

 
• Office of the Medical 

Examiner case files for 
methadone-related 
deaths 

• Year 2000 on the left, 
2004 on the right 
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Presenter
Presentation Notes
Office of the Medical Examiner case files for methadone-related deathsYear 2000 on the left, 2004 on the right



Utah Opioid Guidelines 
• Based on 7 evidence-based guidelines  
• Utah consensus product 2008/9 
• Included public and physician educational 

components 
• Related to methadone specifically 
“Long duration-of-action opioids should not be used for 
treatment of acute pain, including post-operative pain, 
except in situations where adequate monitoring and 
assessment for adverse effects can be conducted.” 
“Methadone should only be prescribed by clinicians who 
are familiar with its risks and appropriate use.” 

21 

Presenter
Presentation Notes
Based on 7 evidence-based guidelines Utah consensus product 2008/9Included public and physician educational components



Methadone Prescribing in the Utah 
Controlled Substances Database, 2002-2011 
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Presenter
Presentation Notes
This graph shows two things: the number of methadone patients in Utah between 2002 and 2011, and the number of methadone prescriptions in the same period.In 2002, prescribers wrote approximately 5000 prescriptions for methadone. This number gradually increased over the next few years, peaking at approximately 60,000 prescriptions in 2006, a year after we started talking about methadone specifically. The number declined slowly over the next five years to just over 50,000 prescriptions in 2011.  We released our guidelines in April 2009.The number of methadone patients followed a similar trajectory as the number of prescriptions. In 2002, there were slightly more than 5400 methadone patients. This number climbed steadily, peaking in 2006 at nearly 9000 patients. The number of patients dropped sharply between 2006 and 2009—at a faster rate than the number of methadone prescriptions—and continued to fall between 2009 and 2011, though at a slower rate.  In 2011, there were slightly more than 6100 methadone patients in Utah.
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“Working for a healthier and safer North Carolina” 

North Carolina Examines 
Methadone Deaths  

Presented by 
 

 J. Timothy Whitmire, PhD 
State Center for Health Statistics 

Town Hall Teleconference 
July 17, 2012 

Based on the study by  
J. Timothy Whitmire and Glenda Waslaski Adams  

Unintentional Poisoning Deaths in the North Carolina Medicaid Population:  
Prevalence, Prescription Drug Use, and Medical Care Costs 

http://www.schs.state.nc.us/schs/pdf/schs_162_WEB_081310.pdf 
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Presenter
Presentation Notes
J. Timothy Whitmire, PhDState Center for Health Statistics 



Background 

 Mortality data from the State Center for Health Statistics show that 
between 2000 and 2007, the unintentional overdose death rate in 
North Carolina increased from 4.8  to 9.9/100,000, representing a 
106.3 percent change.    
 

 The majority of these unintentional overdose deaths in 2007 were 
caused by opioid analgesic use, and methadone was associated with 
34.1 percent of the deaths.  
 

 To gain a better understanding of unintentional overdoses, medical 
and prescription drug paid claims were examined among a North 
Carolina Medicaid death population.  
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Presenter
Presentation Notes
Mortality data from the State Center for Health Statistics show that between 2000 and 2007, the unintentional overdose death rate in North Carolina increased from 4.8  to 9.9/100,000, representing a 106.3 percent change.   The majority of these unintentional overdose deaths in 2007 were caused by opioid analgesic use, and methadone was associated with 34.1 percent of the deaths. To gain a better understanding of unintentional overdoses, medical and prescription drug paid claims were examined among a North Carolina Medicaid death population. 



Methods 

 All unintentional overdose deaths in 2007 were identified (N=901). 
 
 Deaths were matched to 2007 Medicaid enrollment records using 

Social Security numbers.    
 

 Medicaid identification numbers for the 2007 decedent Medicaid 
population were used to pull all of their medical and prescription claims 
for 2006 and 2007 for analysis. 
 

 Of the 901 North Carolina unintentional overdose deaths, 301 (33.4%) 
were identified as Medicaid recipients in 2007.  

 
 A random sample was drawn for a Medicaid population ages 25–64 

and having a similar demographic distribution as the Medicaid 
unintentional overdose death population. 
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Presenter
Presentation Notes
All unintentional overdose deaths in 2007 were identified (N=901).Deaths were matched to 2007 Medicaid enrollment records using Social Security numbers.   Medicaid identification numbers for the 2007 decedent Medicaid population were used to pull all of their medical and prescription claims for 2006 and 2007 for analysis.Of the 901 North Carolina unintentional overdose deaths, 301 (33.4%) were identified as Medicaid recipients in 2007. A random sample was drawn for a Medicaid population ages 25-64 and having a similar demographic distribution as the Medicaid unintentional overdose death population.



Top Prescriptions within One Year for 
Medicaid Methadone Death Population 

(N=98) 
Rank Generic Drug Number 

of Claims 
Number of 
Decedents 

Percentage of  
Total 
Decedents†† 

1 Hydrocodone/ Acetaminophen (narcotic analgesic) 240 43 43.9 *** 

2 Alprazolam (benzodiazepine antianxiety) 334 40 40.8 *** 

3 Oxycodone/ Acetaminophen (narcotic analgesic) 165 37 37.8 *** 

4 Clonazepam (benzodiazepine antianxiety) 238 35 35.7 

5 Methadone (narcotic analgesic) 141 18 18.4*** 

6 Promethazine (antinausea) 64 18 18.4 *** 

7 Quetiapine Fumarate (atypical antipsychotic) 106 18 18.4 *** 

8 Zolpidem Tartrate (sedative hypnotic) 93 17 17.3 ** 

9 Diazepam (benzodiazepine antianxiety) 84 16 16.3*** 

10 Trazodone (antidepressant) 72 16 16.3*** 

† Testing significant difference between decedent population and comparison sample* p < .05    ** p < .01    *** p < .001 
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Presenter
Presentation Notes
RankGeneric DrugNumber of ClaimsNumber of DecedentsPercentage of Total Decedents††1Hydrocodone/ Acetaminophen  (narcotic analgesic)2404343.9 ***2Alprazolam  (benzodiazepine antianxiety) 3344040.8 ***3Oxycodone/ Acetaminophen (narcotic analgesic)1653737.8 ***4Clonazepam  (benzodiazepine antianxiety)2383535.75Methadone (narcotic analgesic) 1411818.4***6Promethazine  (anti nausea)641818.4 ***7Quetiapine Fumarate  (atypical antipsychotic)1061818.4 ***8Zolpidem Tartrate  (sedative hypnotic)931717.3 **9Diazepam  (benzodiazepine antianxiety)841616.3***10Trazodone  (Antidepressant)721616.3***



Diagnoses on Medicaid Claims within 
One Year for Medicaid Methadone  

Death Population (N=98) 

† Testing significant difference between decedent population and comparison sample. 

* p < .05    ** p < .01    *** p < .001 

  
Medicaid Methadone 

Death Population 
Comparison 

Medicaid Sample 

  (N=98) (N=2,500) 

ICD-9-CM  Group 
Number of 
Recipients Percent 

Number of 
Recipients Percent 

          

Musculoskeletal/Connective Tissue 52 53.1 *** 623 24.9 

Mental Disorders (excluding Drug Dependence) 47 48.0 *** 525 21 

Injury and Poisoning 45 45.9 *** 397 15.9 

Respiratory System 34 34.7 *** 497 19.9 

Circulatory System 25  25.5      500 20 

Drug Dependence 23 23.5 *** 91 3.6 
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Presenter
Presentation Notes
Medicaid Methadone Death PopulationComparison Medicaid Sample (N=98)Musculoskeletal/Connective Tissue52 Number of Recipients53.1 *** PercentMental Disorders (excluding Drug Dependence) 47 Number of Recipients48.0 *** PercentInjury and Poisoning45 Number of Recipients45.9 *** PercentRespiratory System34 Number of Recipients34.7 *** PercentCirculatory System25 Number of Recipients25.5 Percent    Drug Dependence 23 Number of Recipients23.5 ***PercentComparison Medicaid Sample(N=2,500)Musculoskeletal/Connective Tissue623 Number of Recipients24.9 *** PercentMental Disorders (excluding Drug Dependence) 525 Number of Recipients21*** PercentInjury and Poisoning397 Number of Recipients15.9 *** PercentRespiratory System497 Number of Recipients19.9 *** PercentCirculatory System500 Number of Recipients20 Percent    Drug Dependence 91 Number of Recipients3.6***Percent



Summary of Findings for the Medicaid 
Methadone Death Population 

 
 The Medicaid methadone death population received more Medicaid-

paid services for drug dependence, mental disorders, joint and back 
disorders, diseases of the musculoskeletal or connective tissue, and 
diseases of the respiratory system than the comparison sample. 

   
 Diagnoses for mental disorders for the methadone death population 

were twice as high as the comparison sample.  
 

 Several drugs on the Top 10 list were for the treatment of mental 
health disorders, such as anxiety.  
 

 One-quarter (26.5%) of the Medicaid methadone death population had 
one or more methadone prescriptions or methadone administration 
within one year of death. 
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Presenter
Presentation Notes
The Medicaid methadone death population received more Medicaid-paid services for drug dependence, mental disorders, joint and back disorders, diseases of the musculoskeletal/ connective tissue, and diseases of the respiratory system than the comparison sample. Diagnoses for mental disorders for the methadone death population were twice as high as the comparison sample. Several drugs on the Top 10 list were for the treatment of mental health disorders, such as anxiety. One-quarter (26.5%) of the Medicaid methadone death population had one or more methadone prescriptions or methadone administration within one year of death.



Policy Implications 

 With only a quarter of the methadone death population having 
received a Medicaid-paid prescription for methadone or methadone 
clinic administration, the findings suggest a large proportion of 
methadone deaths occurred as a result of taking methadone that was 
unauthorized or purchased illegally.   
 

 Since the findings suggested that methadone deaths may be closely 
associated with substance abuse and mental disorders than with 
routine medical care for pain management, a broad set of prevention 
strategies are needed.  
 

 Methadone deaths may be reduced by narcotics “lock-in” programs, 
educating the general public, and educating physicians.   
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Presenter
Presentation Notes
With only a quarter of the Methadone death population having received a Medicaid-paid prescription for methadone or methadone clinic administration, the findings suggest a large proportion of methadone deaths occurred as a result of taking methadone that was unauthorized or purchased illegally.  Since the findings suggested that methadone deaths may be closely associated with substance abuse and mental disorders than with routine medical care for pain management, a broad set of prevention strategies are needed. Methadone deaths may be reduced by narcotics “lock-in” programs, educating the general public, and educating physicians.  
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CDC Vital Signs Electronic Media Resources  
 Become a fan on Facebook: 

ht tp://www.facebook.com/cdc 
 
Follow us on Twit ter:  
ht tp://twit ter.com/cdcgov/ 
 
Syndicate Vital Signs on your website:  
ht tp://tools.cdc.gov/register/cart.aspx  
 
Vital Signs interact ive buttons and banners: 
ht tp://www.cdc.gov/vitalsigns/SocialMedia.html 
 

http://www.facebook.com/cdc
http://twitter.com/cdcgov/
http://tools.cdc.gov/register/cart.aspx
http://www.cdc.gov/vitalsigns/SocialMedia.html
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Public Health Practice Stories from the Field 
 Stories about the 

implementation of 
public health practices 
in the field 

www.cdc.gov/stltpublichealth/phpracticestories  

Presenter
Presentation Notes
Both of today’s field presentations are featured in Public Health Practice Stories from the Field, a series of stories on how a broad range of public health, performance management, and quality improvement practices are being implemented in the field.You can find links directly to both of these stories on the Vital Signs Town Hall Teleconference website or you can visit www.cdc.gov/stltpublichealth/phpracticestories to see all of the current Public Health Practice Stories from the Field.

http://www.cdc.gov/stltpublichealth/phpracticestories
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For more information, please contact Centers for Disease Control and Prevention. 
 

1600 Clifton Road NE, Atlanta, GA 30333 
Telephone, 1-800-CDC-INFO (232-4636)/TTY: 1-888-232-6348 
E-mail: cdcinfo@cdc.gov  Web: www.cdc.gov 

The findings and conclusions in this presentation are those of the authors and do not necessarily represent the 
official position of the Centers for Disease Control and Prevention. 

Please mark your calendars 
for the next OSTLTS Town 

Hall Teleconference: 
August 14, 2012 

2:00 pm–3:00 pm (EDT) 
 

Centers for Disease Control and Prevention 

Office for State, Tribal, Local and Territorial Support 

Provide feedback on this teleconference:  
OSTLTSFeedback@cdc.gov 

http://www.cdc.gov/vitalsigns/?s_cid=vitalsigns_002
mailto:OSTLTSFeedback@cdc.gov
mailto:OSTLTSFeedback@cdc.gov



