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SUPPORT
Prior Auth, By Design, Barrier, OUD.

OUD Unique.

In that. Medication First. At least 80%. Mod-severe

Our approach to the overdose crisis is, to some extent, off-track. We seem to be focused on distributing
naloxone, when we need to focus more on Access to Effective Treatment for OUD, which includes
Medication.
There’s a severe shortage of primary care and other providers to prescribe for these patients. Public
health officials around the country are trying DESPARATELY to encourage more health providers to
prescribe.

But prior auth for medications makes this harder, at a time when we should be doing everything we can
to REDUCE barriers to effective, accessible treatment.
In France, when barriers to prescribing buprenorphine were essentially eliminated, prescriptions went
up 10 fold, and overdoses dropped by 80%.

If anyone is dubious about my claim about the need for Medication First, see the annotated bibliography
in the written testimony.

Even the terminology “MAT” Out of Favor b/o Med’n ASSISTED Treatm implies . .
The biggest problem in our field, in terms of the OUD epidemic, is that participation in effective OUD
treatment is very very low.

Go to yellow

Prior authorization, by design, erects barriers to medication treatment for opioid use disorder (OUD).
Because medications are the primary treatment for OUD, this directly hinders our efforts at addressing
the opioid overdose crisis. Our principle response should be to facilitate treatment, not to hinder it.
The fact that medications are the principle OUD treatment is well known among addiction specialists,
namely: methadone, buprenorphine (transmucosal or injectable), or injectable naltrexone (Vivitrol).
Psychosocial counseling should be a part of treatment. Though medications have some role in other
substance use disorders, including alcohol, or tobacco use disorders, the role of medications in OUD is
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unique, as the essential treatment for the great majority with moderate to severe OUD.

In fact, the term “Medication Assisted Treatment” (MAT) is now out of favor, and is being replaced in the
literature by either the term ‘Medication Treatment” (MT) or “Medications for OUD” (MOUD). This is
because “Medication Assisted Treatment” implies that medication is something other than treatment.
But, in fact, medication is the treatment (ideally combined with psychosocial treatment).
Medications for OUD are the most mis-understood treatments in the world.
Many patients, families, and some policymakers are under the impression that patients should try to
avoid using medications, or should come off them as soon as possible, and that these medications are
“addicting.” The gold standard treatments, methadone and buprenorphine, are opioids and cause
‘physical dependence,’ which is not at all the same as “addiction.”

Because of this “medication stigma,” policy makers, including in Maryland, have not understood what’s
important in reversing the overdose epidemic, which increased 30% since last year.
The response seems to be focused on distributing Narcan, which is fine, and important,

but the only way to significantly impact the opioid overdose epidemic is through increased access
to treatment, and [[for the great majority with established OUD]] that means medication treatment.

[Parenthetically], (Other approaches include increased access to peer and recovery services, syringe
service programs, overdose prevention clinics, all of which keep people alive, and healthier, and get more
people into treatment over time. And also prevention in terms of reducing opioid prescribing for pain,
but these are beyond the scope of this hearing).
[And also, Prevention in terms of reducing over-prescribing, especially post-operatively.]
The experience in France illustrates the profound importance of medication treatment. In 1995, when
France removed essentially all barriers to buprenorphine prescribing, 20% of all French physicians
began treating OUD with medication. The number of people treated with buprenorphine rose ten
fold. Overdose deaths declined by 80%. (Auriacombe et al).
Having a variety of medication options is critical. Patients are often reluctant to start medication
treatment, and having a variety of choices and options can do wonders in getting them to start treatment.
(cont’d . . .)

There is a tremendous effort to get more providers to participate in prescribing medication for OUD;
relatively few are willing at this time. And prior auth requirements, by design, just erect an additional
barrier. This requires prescribers to suddenly drop what they’re doing and start making phone calls so
they can prescribe a medicine. This creates a significant barrier to treatment.

Scores of studies, published over decades, have confirmed,– ad nauseum –that the great majority of
patients with OUD, [[Need MEDICATION treatment to maintain recovery]]
certainly those with moderate to severe OUD, have a very low chance of recovery without mediations for
OUD. Over 80% will relapse within about a year after gradually tapering off of medications
within the first 6 – 12 months. Psychosocial treatment – by itself – is ineffective for OUD. I’ve included
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some of these studies, including one review of the literature entitled “Leaving methadone treatment:
Lessons Learned, Lessons Forgotten, Lessons Ignored”. That was published over 20 years ago.
(Margura S. et al).
We urge you to remove the significant and unnecessary barrier to the treatment of opioid use disorder.

Joseph A. Adams, MD, FASAM, Chair, Public Policy Committee
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