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Chairwoman Eshoo, Ranking member Guthrie, and members of the committee, thank 
you for the opportunity to speak with you today on the importance of addressing 
substance use and the ongoing epidemic of opioid-related deaths in the United States.  
 
My name is Dr. Deanna Wilson. I am a pediatrician and internist with subspecialty 
training in addiction medicine.  I am an Assistant Professor of Medicine and Pediatrics 
at the University of Pittsburgh and I treat patients at UPMC and UPMC Children’s 
Hospital of Pittsburgh. I provide care to patients across the life spectrum—currently, I 
am treating patients ages 13 to 74 with substance use disorders in both the hospital and 
outpatient settings. My institution serves a large catchment area including the city of 
Pittsburgh and also Eastern Ohio, Northern West Virginia, and Western PA. I conduct 
research focused on understanding how we can improve health equity and reduce 
disparities among vulnerable populations with substance use disorders, particularly 
focused on patients who inject opioids.  
 
I am honored to speak with you all today and grateful that even while confronted with 
the ongoing COVID-19 pandemic, we are not forgetting the co-occurring public health 
crisis related to opioids and other substance use in America.  While COVID-19 has 
unmasked significant health inequities, it has also created opportunities to rethink how 
we deliver care to patients with substance use disorders in ways that prioritize equity, 
increase access, and reduce morbidity and mortality.  
 
Racial and ethnic disparities in addiction treatment  
 
COVID-19 has brought to the forefront the striking racial and ethnic disparities that 
impact millions of Black and Brown Americans—people from racial and ethnic minority 
groups have disproportionately born the burden of the pandemic as a result of long-
standing systemic health and social inequities.1  As disparities related to the COVID-19 
pandemic are driven by pre-existing inequities, such as a lack of access to primary care 
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providers, disparate financial resources, racial segregation, and policies driven by and 
supporting systemic racism, so too has the opioid crisis.2 
 
During this past year, over 81,000 drug overdose deaths have occurred with striking 
racial disparities in overdose rates.3 In cities, like Philadelphia, where there was an 
increase by more than 50% in overdose deaths among Black Americans, rates of 
overdose death fell by 31% among white Americans.4 
 
The acceleration of overdose deaths among Black communities is a result of earlier 
policy missteps. As someone who trained in Baltimore for seven years, the patients I 
cared for came from communities that had been dealing with heroin for decades, long 
before the opioid crisis became a very visible public health problem centering white, 
suburban middle-class families. My patients would comment on the irony of addiction 
now being seen as a disease requiring medical treatment when they lived in 
communities devastated by the War on Drugs and mass incarceration—the treatment 
strategies they had been offered. These policies devastated families, communities, and 
entire neighborhoods. They shared deep frustration with me that financial resources and 
solutions to the epidemic were focused on better-resourced, White communities and 
ignored the needs of Black urban communities. The racial and ethnic disparities we are 
seeing in opioid overdose rates today are what happens when we design treatments 
and interventions focusing on offering equal access to treatment without thinking of the 
need for equitable access—without centering the unique needs of communities of color 
and without addressing the systemic inequities, social inequalities, and structural racism 
that drive differential access and disparate treatment outcomes.  
 
For example, we know that medications like buprenorphine and methadone are 
efficacious in retaining people in treatment, suppressing illicit opioid use, decreasing 
opioid craving and treating opioid withdrawal.5 They substantially reduce the risk for all-
cause and overdose mortality—making them truly life-saving medications.6 And yet, 
your race determines how likely you are to receive them. Studies have shown that while 
rates of opioid use disorder are similar for Black and white Americans, for every 35 
white patients with OUD who receive a buprenorphine prescription, only 1 racial or 
ethnic minority patient will receive one: Black patients have 77% lower odds of receiving 
a buprenorphine prescription during an office visit for OUD.7This is unjust.  Even among 
pregnant women, for whom the use of medications like methadone and buprenorphine 
have been associated with improved maternal, fetal, and pregnancy outcomes, Black 
and Latinx women were significantly less likely to receive any medications to treat OUD 
compared to white women.8This further propagates inequities to the next generation. 
 
Access to medications to treat opioid use disorder is often driven by racial segregation 
with differences in access determined by demographics at the neighborhood level.9 
Stigma is also an important contributor. Stigma, defined as a social process by which 
individuals are labeled, stereotyped, and marginalized based on real or perceived status 
or attributes,10 is well-documented in patients with opioid use disorder.11 Stigma from 
healthcare clinicians, and embedded within the healthcare system, negatively impact 
the quality of care.12  For example, stigma causes clinicians to underestimate the 
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efficacy of evidence-based treatments and implicitly or explicitly create environments 
where patients feel unwelcome.13 Effective, targeted interventions to eliminate stigma in 
addiction treatment are desperately needed to improve health. Stigma associated with 
OUD may be compounded by racial bias, leading to worse outcomes for Black, 
Indigenous, and Latinx patients.  
 
Racial bias or racism contributes to inequitable prescribing practices and treatment 
approaches, which in turn results in disparities for racial and ethnic minorities. 
Disparities in pain management are well-known and documented, including lower rates 
of opioid prescribing and increased oversight for Black patients.14 In addition to being 
less likely to receive medications to treat opioid use disorder,15 Black patients are also 
less like to receive naloxone for overdose prevention and are also less likely to be 
retained in treatment if they are started.16 Opioid use disorder and racial bias intersect 
to create overlapping and compounding systems of disadvantage, which contributes to 
lower quality of care and worse outcomes for racial and ethnic minorities.  
 
And so, what do we need to do? As a physician treating patients at a low-threshold 
program in Baltimore based out of a community-based organization, I cared for many 
patients who would never have sought treatment within the walls of my hospital clinic, 
but who were willing to seek care from me because I was practicing at and partnering 
with a trusted community site. Similar to the efforts taken by states to facilitate equitable 
distribution of COVID-19 vaccine, we need to fund addiction treatment models, which 
center the needs of and recognizes the strengths of communities of color. We need 
research and funding to support innovative models that reimagine addiction medicine 
treatment and leverage community partnerships, such as engaging the faith-based 
community and delivering care in churches, offering medication to treat opioid use 
disorder alongside well-entrenched and well-trusted needle and syringe exchange 
programs, and with low-threshold models that minimize the barriers that have 
traditionally prevented marginalized groups from being well-served by traditional health 
systems. We need greater investment in research demonstrating how best to support 
these programs, to document their efficacy, and to scale-up their use.  We need 
additional investment in models that train and support peer recovery specialists from our 
target communities who can leverage their lived experience to connect with and support 
patients.  

Additional vulnerable groups are those who have been recently incarcerated. We also 
know that people of color are disproportionately represented in the criminal justice 
system.  Incarcerated individuals are 129 times more likely to die from an overdose 
within the first two weeks after release compared to the general population and this is 
particularly heightened for those with opioid use disorder. We need to reform how we 
approach the care of individuals who are incarcerated and to offer comprehensive 
behavioral, social, psychological, and evidence-based pharmacological treatments for 
their substance use disorder. Anything less is inhumane and contributes to ongoing 
racial and ethnic disparities.  Lengthy lag times in the reactivation of insurance coverage 
from the time people leave jail or prison create a dangerous situation that predisposes 
individuals to a possibly fatal return to use. We need to reform payment policies so that 
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individuals who leave jail or prison can quickly connect and get linked back into 
substance use disorder treatment.  

Expand access to current medications and treatment for addiction 

The COVID-19 pandemic has created several opportunities for re-imagining the way 
that addiction care is delivered in the US. While these guidelines were designed to be 
temporary solutions to the pandemic, they have shown significant promise for 
increasing access to treatment for vulnerable populations, including for rural Americans.  
 
Guidelines have allowed greater flexibility and funding to support telemedicine for the 
initiation and maintenance of buprenorphine. This has been essential at maintaining 
contact with existing patients during the pandemic. I can call patients that are unable to 
make it to clinic because of transportation or childcare barriers and I can conduct a 
telehealth visit minimizing the risk they will fall out of care.  I can treat patients who 
would otherwise have to travel long distances—at times over an hour—to see me  in 
person, but for whom I can build relationships, offer medication, and monitor their 
progress all through telehealth. These are patients who otherwise may never have 
initiated or linked to care.  I have seen patients virtually from a homeless encampment 
where they have called me from their tent, from their living rooms, from streets in their 
neighborhoods. Each encounter allowing me to get a greater glimpse into their lives 
outside my clinic.  We need legislation that permanently supports our ability to use 
technology to expand access to treatment for patients, support maintenance, and help 
prevent patients from falling out of care.  We also need to take care that as we expand 
access to telehealth we are thoughtful about supporting other initiatives that make 
telehealth more equitable, such as supporting digital literacy and improving access to 
internet broadband coverage.17 
 
Additionally, while methadone has been a highly effective treatment for many 
Americans, it is only able to be offered in certified opioid treatment programs. These are 
often located in urban settings and require patients to attend daily, most days of the 
week to take their medication. Federal guidelines for dispensing unsupervised take-
home doses of methadone focused on minimizing diversion and misuse, but these 
policies are overly restrictive and make it challenging for patients to integrate 
methadone treatment into their work or school day. I treat many patients who reside in 
rural areas who may prefer methadone but are unable to access it because of daily 
dosing requirements and the long distances they would need to travel.  
 
In response to the COVID-19 state of emergency, opioid treatment programs were 
granted flexibility allowing increased take-home doses of methadone and requiring 
reduced toxicology testing. Preliminary studies from this period show no increase in 
fatal overdose among patients and suggest that the intense regulation of methadone 
distribution may be unnecessarily restrictive.18 We urgently need studies that further 
examine outcomes from this period and we need to use these findings to reform 
methadone regulations to become more evidence-based and patient-centered.  
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While I focused thus far on opioid use disorders, we are now seeing growing numbers 
of patients that use stimulants predominantly or in conjunction with opioids. We have 
limited effective pharmacotherapies to treat stimulant use from stimulants like cocaine 
or methamphetamines and need research to identify novel therapies.  We also need 
funding to support behavioral health interventions, like contingency management, which 
have evidence showing they are efficacious at incentivizing individuals to quit using 
stimulants.19 Also, licensed residential treatment programs should be required to offer 
evidence-based medications as part of their complement of behavioral treatment as 
they have been shown to reduce mortality, however, only a third of residential facilities 
offered buprenorphine and only 2% offered methadone.20I  
 
Improve capacity of providers to treat patients with addiction 

While increasing access to medications to treat opioid use disorder is essential, we also 
need to increase the capacity of the provider workforce to treat patients with addiction 
more broadly. As of 2019, only 35 percent of people with OUD receive treatment for 
their addiction, leaving an estimated 2.2 million people undertreated.21 Certain 
populations, like adolescents and young adults, are underserved with only 1% of 
waivered providers identifying as pediatricians.22  Certain areas are also underserved 
with approximately half of all rural counties lacking a provider waivered to prescribe 
buprenorphine, contributing to the high rates of overdose deaths in rural areas such as 
Appalachia.23  
 
While the Drug Addiction Treatment Act of 2000 and the subsequent Comprehensive 
Addiction and Recovery Act of 2016 aimed to expand treatment capacity by allowing 
first physicians and then nurse practitioners and physician assistants to receive training 
allowing them to receive a waiver to prescribe buprenorphine. The buprenorphine 
waiver requirement or “x-waiver” has unnecessarily restricted buprenorphine access.  
Only 5% of medical providers are licensed to prescribe buprenorphine24and the training 
and associated regulatory barriers to receive the “x-waiver” are onerous and serve as 
critical barriers to care. 
 
The “x-waiver” requirement also reinforces stigma that treating patients with substance 
use disorders is different from delivering other types of medical care. It reinforces false 
beliefs that prescribing buprenorphine is more clinically challenging or riskier than other 
forms of medical treatment, such as starting patients on insulin or even prescribing 
opioids for pain, both things that require more nuanced management than managing 
buprenorphine. The regulatory barriers, such as DEA audits, imposed by the  
“x-waiver,” intimidate physicians and can cause waivered providers to stop 
prescribing.25 The time requirements and costs of the waiver training are particularly 
onerous for front-line primary care providers who have limited time and resources to 
complete the training despite being the group most likely to see and treat patients with 
addiction. Many states inhibit the ability of nurse practitioners and physician assistants 
to treat patients with buprenorphine even if they have completed “x-waiver” training 
unless they also work with a collaborating physician who also has an “x-waiver.” 
Removing the “x-waiver” is low-hanging fruit that has the potential to drastically increase 
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access to buprenorphine for many more patients. There are multiple models from other 
countries showing buprenorphine can be more liberally prescribed without adverse 
public health outcomes.  In France, for example, they deregulated buprenorphine and 
the rate of opioid overdose decreased by approximately 80%.26 
 
I also recognize that physicians, in general, do not receive sufficient education on how 
to recognize and treat substance use disorders. We need to require training in addiction 
medicine to be integrated into medical education and residency training for all providers.  
As health professional schools work to implement this, including education on addiction 
as part of DEA licensing requirements would enable all providers with a DEA license to 
know how to treat recognize and treat patients with opioid use disorders.  
 
In addition, as we think about increasing the capacity of our workforce, we should also 
think about the importance of building a more diverse workforce capable of treating our 
diverse communities.  America has a shortage of physicians of color in general, and 
addiction medicine trainees are no different.  Among fellowship trainees in ACGME-
certified Addiction Medicine fellowships, only 5.1% are Black and 11.4% are Latinx.27  
We need to support the recruitment of a diverse addiction medicine physician workforce 
to better care for our diverse communities and incentivize Addiction Medicine sub-
specialty training and practice through targeted loan repayment programs.  
 
Need better integration and support for harm reduction services 
 
Harm reduction is a set of practical strategies focused on reducing negative 
consequences of health behaviors, such as drug use.28  Not every patient I see is ready 
for abstinence or to quit using substances.  Abstinence-only approaches to substance 
use treatment can further stigmatize and marginalize patients who are not yet ready to 
stop using substances from care. They can serve as a deterrent for patients who may 
be open to reducing their use or using in less risky ways. Not only are harm reduction 
services effective at reducing harms from drug use, like preventing transmission of HIV 
and hepatitis C or reducing fatal overdose, but by engaging patients who may be 
ambivalent over time they can also serve as access points for individuals to link to 
medical care and addiction treatment.29  
 
In the setting of exponential increases in overdose deaths, we must look to the science 
to think creatively about how best to keep patients who use drugs safe, including those 
who do not yet want to quit.  For example, a byproduct of the transition to synthetic 
opioids like fentanyl, with a faster onset and shorter duration, are potentially more 
frequent injections leading to an increased risk for infectious complications.30 This is 
demonstrated by the secondary epidemic of hospitalizations for infectious complications 
from injection drug use, like infective endocarditis.31 We need to more aggressively 
distribute sterile injection supplies and fentanyl testing strips to patients who use drugs 
across the country and educate them on how to use them. There has been growing 
evidence supporting the use of novel interventions, such as supervised consumption 
sites, which have been shown in other countries to reduce mortality, decrease 
ambulance calls, and decrease HIV infections without significant harms.32We need 
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research to thoughtfully implement and study the impact of interventions like these in 
the United States. 
 
In summary, I appreciate your time and the ability to share my clinical experiences and 
an overview of the science. If I may leave you with these four thoughts:  
 

1. Racial and ethnic disparities exist in the treatment of substance use 
disorders, particularly opioid disorders. We need research and public 
programming focused on the delivery of equitable addiction care that addresses 
the systemic inequities, social inequalities, and structural racism that drive 
differential access and disparate treatment outcomes.  

 
2. We need to use data to identify those at high-risk for substance-use related 

harms and need research and public programming that targets these groups: 
for example, reducing regulatory barriers that prevent the recently incarcerated 
from linking to substance use disorder treatment upon release or coverage gaps 
preventing the use of effective treatments, such as contingency management, for 
those with stimulant use disorders.  
 

3. We have a large treatment gap with an insufficient number of providers 
trained to treat all those with addiction. We need to remove onerous barriers, 
such as the x-waiver, that reinforce stigma and make it harder for all providers to 
treat patients with addiction. We also need to better integrate training in addiction 
medicine into health professional education and as part of DEA licensing 
requirements. 
 

4. We need better integration and support for harm reduction services as 
these are essential, evidence-based programs that reduce mortality and 
morbidity associated with substance use.  

 

Thank you for the honor and privilege of sharing these thoughts with you today and for 
your consideration of these recommendations.  
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