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Introduction 

Chairman DiGirolamo, Chairman Cruz, and distinguished members of the House Human 

Services Committee, thank you very much for the opportunity to speak with you today on this 

critically important topic and Senate Bill 675, specifically. I also want to thank Senator Brooks 

for seeking and considering amendments and revisions of this bill. 

My name is Dr. Michael Lynch. I am an emergency physician, practicing medical toxicologist, 

medical director of the Pittsburgh Poison Center, medical director for substance use disorder 

services at UPMC Health Plan, and serve on the Boards of Directors for both the PA College of 

Emergency Physicians and the American Association of Poison Control Centers. I recently 

completed service on the Pain Management Best Practices Inter-Agency Task Force led by the 

U.S. Department of Health and Human Services. I have been recognized by the Drug 

Enforcement Administration for Outstanding Contribution and Performance in Assisting During 

Narcotics Investigations. I have implemented programs throughout the UPMC Health System 

including emergency department(ED} and inpatient naloxone distribution, buprenorphine 

initiation at all UPMC EDs, warm handoff program development throughout the system, and 

inpatient addiction treatment consultation at several UPMC hospitals in addition to other 



clinical programs. Additionally, I have led systemwide training programs on guidelines for 

opioid use disorder (OUD) care, stigma reduction, Screening Brief Intervention and Referral to 

Treatment (SBIRT), and medication treatment for OUD including x-waiver training. I currently 

sit on the PA Overdose Task Force chaired by Secretary Smith, Department of Drug and Alcohol 

Programs, and Secretary Levine, Department of Health. 

We are all acutely aware of the devastation that the opioid epidemic has wreaked on the 

country and our Commonwealth with 4,491 Pennsylvanians dying from overdose in 2018, most 

from opioids. 1 I see the consequences every day that I walk into the hospital and I know you 

have heard countless heartbreaking stories from your constituents, our neighbors. I commend 

the committee, the legislature, and the administration for the recognition and work that has 

been done to address this emergency. The efforts of many people, including those sitting in 

this room today, led to the reduction in PA overdose deaths by 18% in 2018, but we all have 

much more work to do. We all share the same goals: to save lives and improve the quality of 

those lives. Given that fundamental convergence of motivations, we can and should work 

together to identify the best ways to accomplish our goals. Hearings such as these allow the 

exchange of information and opinions that can strengthen and optimize the strategies 

employed through legislation, public health, social services, and healthcare. It is from that 

perspective that I respectfully submit that the legislation, Senate Bill 675, as currently written 

will cost lives. However, working together to review scientific research and share personal 

experiences and expertise will allow us to identify opportunities to improve care for 

Pennsylvanians while reducing harms. My testimony today will summarize available medical 

evidence and my personal experience leading to recommendations, supported by data, to 

achieve our goals. 

Personal Experience 

I recently cared for a patient whom I will call "Jennifer". "Jennifer" developed an opioid use 

disorder while being treated for chronic pain. During a recent hospitalization, she was 

motivated to engage in treatment in order to be there for her children. However, she was also 



worried about uncontrolled pain and the physical withdrawal associated with cessation of long

term opioid use. She was scared, but resolute. "Jennifer" was admitted to the hospital for an 

unrelated issue, but she was identified as having an opioid use disorder. I was consulted and 

able to start her on buprenorphine therapy which alleviated her symptoms of withdrawal, 

treated her pain in conjunction with other non-opioid interventions, and improved her mood. 

She said she hadn't felt this good in years. I prescribed her buprenorphine to bridge her to a 

medical follow up appointment less than a week later to be re-evaluated for ongoing treatment 

by an internal medicine physician who is licensed to prescribe buprenorphine by the DEA. The 

physician was able to manage her chronic medical illnesses and appropriately supervise 

ongoing treatment with buprenorphine. Due to the scheduling difficulties of a mother with 

multiple active children and limited provider availability, "Jennifer" was unable to schedule a 

counseling appointment until several weeks later. Under SB675, as currently written, "Jennifer" 

would not have been able to continue medication treatment for weeks while awaiting that 

appointment. She also no longer had access to her historically prescribed opioid medications. 

In the past, she had turned to the street to obtain illicit opioid pills and heroin because of pain 

and terrible withdrawal. "Jennifer" wanted supervised treatment. She was happy and excited 

to be getting her life back. She was re-engaged with her family. All of that might have been 

lost if she could not access her medication treatment. With the dangers of illicit drug use, risk 

of life-threatening infections (e.g. HIV, Hepatitis C, and bacterial heart valve infections), 

counterfeit fentanyl pills disguised as oxycodone, and an overwhelming penetration of fentanyl 

and its analogues on our streets, withholding treatment from this patient might literally have 

killed her. It is for "Jennifer" and all of the patients like her that I hope to impress upon this 

committee the need to reassess the mechanisms by which we seek to regulate medication 

treatment. 

"Jennifer's" story is an example of one individual's journey to early recover. However, in order 

to understand the broader environment of opioid use disorder treatment among all individuals, 

we must depend upon data to drive our decision-making. It is critical to know the evidence that 

has been collected in the evaluation of large groups of people in scientifically rigorous ways and 

reviewed by peers for publication to understand the truth. In that regard, the data are 



consistent and overwhelming. Medication treatment for opioid use disorder saves lives and 

improves the quality of those lives. If we agree upon those goals, then we must do all in our 

power to increase access to this therapy. 

Benefits of Medication Therapy for Opioid Use Disorder 

Treatment with methadone and buprenorphine is associated with a 50% reduction in 

overdose deaths, reduced opioid use, declining rates of hepatitis C and HIV, improved social 

functioning, and a decrease in associated healthcare costs.2
-
8 This year, the National 

Academies of Science, Engineering, and Medicine, published an authoritative report entitled, 

"Medications for Opioid Use Disorder Save Lives." 9 That report highlighted multiple important 

aspects of treating patients with opioid use disorder, but the foundation for their findings, 

based upon an extensive literature review of several hundred published studies was that "FDA 

approved medications to treat opioid use disorder are effective and save lives."9 The report 

goes on to conclude, "Confronting the major barriers to the use of medications to treat opioid 

use disorder is critical to addressing the opioid crisis."9 Of the available medications for OUD, 

methadone and buprenorphine have a larger body of evidence than naltrexone and have 

demonstrated superiority.9 Methadone treatment is extremely effective, but accessibility is 

limited by the need for daily visits. Since the Drug Addiction Treatment Act (DATA) of 2000, 

buprenorphine can be prescribed by appropriately licensed providers in office-based settings 

for the management of opioid use disorder. Multiple studies have demonstrated the 

effectiveness and benefits of office-based buprenorphine therapy on survival, quality of life, 

infectious disease transmission, and reduction in ongoing non-medical opioid use. 2
-
9 The 

National Academies determined that medication-based treatment is effective across all 

treatment settings studied to date and withholding or failing to have available medication for 

the treatment of opioid use disorder in any care or criminal justice setting is denying 

appropriate medical treatment. 9 As a result, increasing access to evidence-based medication 

treatment has been central to the state and federal public health response to the opioid 



epidemic. Medications, particularly methadone and buprenorphine, are first line and the 

most effective single treatment for the chronic brain disease of opioid use disorder.9 

Behavioral Therapy 

The addition of behavioral therapy to medication treatment for opioid use disorder does not 

improve outcomes for many patients. 10
-
12 The development of opioid use disorder is complex 

and individualized. It is related to factors such as genetics, early life experience, environment, 

childhood and developmental trauma, impaired coping, access to addictive substances, and 

behavioral reinforcement resulting in pathological neurobiological adaptations that reinforce 

and impart ongoing susceptibility to substance use. 13
-
17 Additionally, co-occurring mental 

illness has been identified in nearly 50% of patients with substance use disorders. Behavioral 

therapy should not be minimized and is critically important to many patients suffering from 

opioid use disorder.18 However, the evidence for behavioral therapy alone for opioid use 

disorder is very poor. Intensive residential treatment for opioid use disorder is associated with 

an 80% relapse rate. 4 Psychosocial treatment alone is inferior to medication treatment in 

regards to retention and reduced drug use with a trend toward an increase in mortality.4
'
19

'
20 

According to one review of available evidence for the treatment of opioid use disorder, "non

pharmacological interventions for opiate addiction, when used alone, should be considered to 

lie outside the domain of first-line evidence based treatment".4 Long-term recovery may be 

improved by behavioral therapy for some individuals with opioid use disorder, but uniform 

application of a requirement for behavioral therapy in addition to medication treatment is not 

supported. Some patients with OUD do not need, want or accept counseling and, for others, 

counseling requirements have been associated with reduced adherence to treatment. 18 

Appropriate behavioral therapy may not be easily or immediately accessible to many patients, 

particularly in rural and underserved areas of Pennsylvania. Ideally, quality behavioral therapy 

should be available to all patients seeking treatment for OUD and utilized in a stepped care 

model that matches the intensity of behavioral treatment to the individual needs of the patient 

including those who do not demonstrate need for this limited resource. 18 However, as 



concluded in the National Academies report, "A lack of availability of behavioral interventions is 

not a sufficient justification to withhold medications to treat opioid use disorder."9 The 

presumed benefits of behavioral therapy in the treatment of opioid use disorder have not 

been proven and should not serve as a barrier to accessing evidence-based, first-line, life

saving medication treatment. 

Access to Life-Saving Treatment 

Access to evidence-based treatment is limited and most patients who need it do not receive 

it. In 2018, only 35% of patients with opioid use disorder received it. 21 Approximately one 

third of patients who recognized a need for treatment did not seek it because of inadequate 

healthcare coverage and inability to afford specialty treatment. 22 Another 21% of patients 

indicated that they did not know where to go to seek treatment. 22 To address these real and 

perceived barriers to accessing treatment, state and federal efforts to expand access to 

treatment have been promoted. 23
'
24 In particular, expanding access to medication therapy 

provided by primary care and other non-specialist physical health providers has been supported 

by medical evidence and identified as a key component to meeting the demand for treatment 

services. 2
-
9 Despite the need for non-specialty OUD treatment, nationally, less than 4% of 

eligible providers have obtained an x-waiver to prescribe buprenorphine.25 According to the 

Department of Drug and Alcohol Programs, only ~s% of eligible PA providers are licensed to 

prescribe buprenorphine.26 Moreover, the distribution of those providers is not uniform. Many 

rural counties have significantly lower per capita availability of providers with an associated 

reduction in treatment access compared to areas of PA with a higher population density. 26 

Additionally, most of those providers are treating fewer patients than permitted by federal 

statute. 26 Providers cite a number of reasons that they have not obtained an x-waiver or 

prescribed to their limit. Stigma, regulatory requirements, complexity and cost of care 

coordination, fear of law enforcement scrutiny, and low reimbursement are sources of provider 

resistance to treating patients with OUD and obtaining an x-waiver. 9
'
25

'
27 It is proven that 

medication treatment with buprenorphine is safe and effective in all treatment settings.9 



Adding cost and regulation to currently existing barriers will have a chilling effect on efforts to 

expand access to life-saving medications as providers will be even less likely to add this service 

to their practices. The addition of cost and regulatory burdens to providers of office-based 

medication treatment for patients with opioid use disorder will result in the loss of life. 

Diversion and Safety 

Four out of five individuals who use diverted buprenorphine are using it to treat withdrawal 

symptoms and would prefer to be prescribed buprenorphine by a licensed provider in a 

supervised medication treatment program. 28
'
29 Two-thirds of individuals who use diverted 

buprenorphine use it to maintain abstinence from other drugs or because they couldn't afford 

medical management and a majority use it to self-wean from other more dangerous 

opioids. 28
'
30 Only 16% report "getting high" as a reason for the use of diverted 

buprenorphine. 28 In other words, most diverted buprenorphine use is related to self-treatment 

in order to achieve goals consistent with medical management, but occurs outside the medical 

system because of a lack of access to licensed providers. It is also important to understand that 

of all available prescription opioids, buprenorphine has the safest pharmacologic profile. It has 

a partial effect at the opioid receptor in the brain that results in excellent treatment of 

withdrawal and cravings with a significantly lower risk of respiratory depression compared to 

other prescription and illicit opioids. 9
'
31

-
35 In fact, at the height of overdose deaths in PA during 

2017, buprenorphine was NOT one of the nine prescription opioids identified in 5 or more 

overdose deaths.36 I have been practicing emergency medicine and medical toxicology for 

more than ten years at 5 urban hospitals including the emergency department with the second 

most visits in the state related to opioid use disorder. I have NEVER seen an adult isolated , 

buprenorphine overdose resulting in severe or life-threatening toxicity. Increasing access to 

buprenorphine therapy has been associated with decreased rates of diversion and opioid 

overdose deaths.9
'
32

'
33

'
37

-
41 In Pennsylvania, a statewide increase in buprenorphine prescribing 

of 21.5% over 2 years was associated with a reduction of 18% in overdose deaths in 2018 

compared to 2017.42
'
1 Buprenorphine is extremely safe relative to other prescription and 



illicit opioids. Increased access to medically-supervised treatment will reduce diversion while 

additional barriers to treatment would be expected to increase the rate of diversion and 

overdose deaths from non-buprenorphine opioid use. 

Recommendations 

Based upon available evidence, increased access to and availability of medication treatment 

for Pennsylvanians with opioid use disorder will save lives, reduce medication diversion, 

reduce healthcare costs, prevent new cases of HIV and Hepatitis C, and improve social 

integration and functioning. The opioid epidemic continues to represent an existential threat. 

A comprehensive strategy to address the ongoing crisis will require a continuum of services and 

care including optimizing treatment of opioid use disorder. Review of a large body of scientific 

evidence establishes the efficacy and safety of office-based buprenorphine treatment. While 

behavioral therapy has not been scientifically demonstrated to improve the outcomes of 

patients with opioid use disorder, the developmental contributors to OUD and co-occurring 

mental illness suggest that some patients would likely benefit from coordinated behavioral 

therapy. However, given the clear and immediate benefits of pharmacotherapy, restrictions on 

access to medications contingent upon demonstration of participation in less clearly beneficial 

programs should not be mandated. Non-specialist providers should be encouraged, supported, 

and incentivized to provide this life-saving treatment. Based upon my experience, expertise, 

and extensive review of the medical literature, I respectfully suggest amendment of the 

proposed legislation to address identified limitations and barriers to achieve our shared goals of 

patient safety, further reduction in overdose deaths, and improved quality of life for 

Pennsylvanians by prioritizing the following recommendations: 

1. Eliminate additional costs and regulatory barriers associated with office-based 

buprenorphine therapy over and above existing federal regulations. 

2. Ensure adequate individual healthcare coverage, including prescription drugs such as 

buprenorphine, for all Pennsylvanians seeking treatment of opioid use disorder. 



3. Enhance availability of and referral to behavioral and social support systems to augment 

therapy without making access to evidence-based, life-saving medication treatment 

contingent upon their utilization. 

4. Expand educational efforts targeted at stigma reduction and model logistical 

implementation of office-based treatment. 

5. Establish integrated systems of care focused on low-barrier access to medication 

treatment with stepwise behavioral support that addresses individual patient needs. 

6. Ensure adequate compensation for providers including the development of value-based 

payment models focused on functional health and social outcomes. 

Conclusion 

Thank you very much for allowing me to address the House Human Services Committee today. 

Open and frank discourse on these complex issues is necessary to develop the most effective 

strategy to realize our shared goals of eliminating overdose deaths and improving care for 

individuals with opioid use disorder. As we consider steps to address this terrible epidemic, we 

should be guided by scientific evidence to develop best practices. I appreciate the opportunity 

to contribute to this process and look forward to continued collaboration. 
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