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Chairman Scott, Ranking Member Gillibrand, and esteemed Members of the Special Committee 
on Aging, thank you for inviting me to participate in today’s critically important hearing.  
 
My name is Dr. Malik Burnett. I am a board-certified addiction specialist physician who takes 
care of patients with addiction and co-occurring conditions in Baltimore, Maryland. I serve as the 
medical director of several community opioid treatment programs, an Adjunct Assistant 
Professor at the University of Maryland, and a consultant for the Maryland Addiction 
Consultation Service.  
 
Today, I am testifying in my capacity as Vice Chair of the Public Policy Committee of the 
American Society of Addiction Medicine, known as ASAM. ASAM is a national medical society 
representing over 8,000 physicians and other clinicians who specialize in the prevention and 
treatment of addiction. 
 
I want to begin by talking about Baltimore and its forgotten generation – older adults born 
between 1951 and 1970, particularly older Black men.1 In my city, almost one in three drug 
overdose deaths come from this demographic.1 Indeed, illicitly manufactured synthetic opioids 
are among the deadliest health threats they face. Many of these men have struggled with 
addiction for years, but today, there is no margin for error. A single relapse can leave them at the 
mercy of a lethal dose of fentanyl and other synthetic drugs.    
 
While addiction is a treatable, chronic medical disease, it is also one of the most complex in 
medicine. It involves interactions among brain circuits, genetics, the environment, and an 
individual’s life experiences. As a result, solutions to our nation’s addiction and overdose crisis 
can be equally complex and interconnected.  
 
Supply-side approaches – like the DEA’s record seizure of fentanyl pills in 20232 – are important 
to public safety, but yield little net benefit if demand-side interventions remain inaccessible, 
underfunded, or undermined. Drug cartels can quickly replace confiscated synthetic drugs – no 
crops, farmland, or irrigation required – just some precursor chemicals, a few chemists, and 
hundreds of traffickers, all making more money than most of us will see in a lifetime.  
 
The good news? Evidence-based addiction treatment works, and it as effective as treatments for 
other chronic diseases.3 
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As a physician, I have personally witnessed hundreds of patients’ lives transformed by addiction 
treatment. Practicing addiction medicine is an immensely satisfying profession, because I get to 
see people get really well - they restore their marriages, rejoin the workforce, leave criminal 
activity, improve their mental and physical wellbeing, reunite with their children, and yes – 
escape the grasp of drugs cartels. Addiction treatment not only improves their lives, but the lives 
of those around them.  
 
We are fortunate to live during a time when effective, evidence-based treatments exist for 
opioid use disorder. These treatments cut the risk of death, decrease or eliminate drug use, and 
facilitate transitions into healthy, productive roles in society.4,5 Yet, tens of thousands of people 
in the US continue to die from illicit opioids annually.  
 
How is this possible?  
 
Unfortunately, the people who need these treatments the most – people with opioid use 
disorder – are not getting the lifesaving care they need, when they need it. In fact, this treatment 
gap has barely budged over the last decade.6 We will not end this opioid epidemic until 
evidence-based addiction treatment is easier to get than illicit opioids.  
 
For many Americans, especially in rural areas, evidence-based addiction treatment can be 
impossible to find.7,8 Ease of treatment access is critically important, because people with 
addiction often experience a brief window of time between desiring treatment and experiencing 
painful withdrawal symptoms – symptoms that cheap fentanyl, which can be easier to get than 
addiction medications, can temporarily stop in an instant.  
 
Easier access to addiction treatment cannot happen without a substantially larger addiction 
treatment workforce,9 including more addiction specialist physicians. Specialist physicians like 
me are critical for helping patients with complex, interconnected health conditions, for leading 
interdisciplinary care teams, and for serving as mentors to primary care clinicians who would like 
to integrate addiction treatment into their practices but need greater guidance to do so. 
Increased federal funding for addiction medicine and addiction psychiatry fellowships and 
financial incentives to encourage more physicians to enter these training programs are sorely 
needed to ensure every community has access to high-quality addiction treatment.  
 
In addition, federal law must be amended to allow these addiction specialist physicians to 
prescribe methadone for opioid use disorder that can be dispensed from community 
pharmacies. Today, only about 2,000 clinics dispense methadone for opioid use disorder, and 
they are lacking in 80% of US counties.10 Methadone for opioid use disorder (but not for pain) 
has more federal restrictions than just about any other FDA-approved medication. It has been 
caught in bureaucratic red tape for nearly fifty years – despite an opioid epidemic that has 
continued to worsen. Allowing states to regulate their methadone treatment, without undue 
federal restrictions, could lead to the type of innovation needed in opioid addiction treatment in 
America.  
 
Yet, connecting individuals to treatment is not enough – they must also be able to afford their 
care. Medicaid and Medicare are major insurers for many people with opioid addiction, making it 
essential that their policies facilitate, rather than hinder, access. For example, if states are 
expected to implement Medicaid work requirements, then they also should have the ability to 
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exempt beneficiaries with substance use disorders that make it difficult for them to meet those 
requirements. While completing addiction treatment can increase the likelihood of 
employment,11 beneficiaries struggling with severe, unmanaged substance use disorders and 
associated criminal records may not be able to obtain or maintain employment. Without such an 
exemption, our nation could face an unnecessary increase in expensive emergency room visits, 
as well as in overdose deaths.12  
 
Many mental health therapists,13 opioid treatment programs,14 and buprenorphine prescribers15 
do not accept Medicaid, largely reflecting the program’s administrative burdens and low 
reimbursement rates.13 Congress should remove these burdens and increase Medicaid rates to 
change this equation. In the meantime, addiction treatment providers who do not accept 
Medicaid are essentially unavailable to the approximately 40% of nonelderly adults with opioid 
use disorder who rely on Medicaid.16 
 
Medicare and Medicaid must also cover the full continuum of addiction care. (See the enclosed 
handout on The ASAM Criteria). Surprisingly, Medicare does not cover non-hospital-based 
residential addiction treatment,17 even though the rate of drug overdose death rates 
quadrupled among older Americans between 2002 and 2021.18 This must change. Further, 
enforcement of mental health and addiction parity must be strengthened by requiring robust 
data collection and evaluation, levying civil penalties for parity violations, and incentivizing 
state regulators to be more robust in their enforcement.19 Consumers should not have the 
burden of initiating investigations into insurance practices that may violate parity, especially as 
many addiction treatment patients lack financial resources or legal knowledge. 
 
Additionally, countless studies indicate that the stigma of addiction prevents treatment access. 
Even when people recognize they have a problem with drugs or alcohol, they are too 
embarrassed or scared to talk to their physician about it.20 Stigma is arguably the most difficult 
barrier to address, as it is so entrenched in society.21 The federal government should stop 
wasting money on incarcerating people for non-violent drug offenses and must continue to 
emphasize that addiction is a disease, not a moral failing. When government resources are spent 
on incarcerating people with addiction for non-violent drug offenses, this message gets muddled, 
and society continues to view addiction as a moral failing, disincentivizing people from seeking 
help.21 Incarcerating people for low-level drug crimes is also incredibly fiscally irresponsible. 
Every dollar spent on addiction treatment saves $7 of justice system resources.22 Research 
continues to show that treatment can reduce illicit drug use and associated criminal activity.23  
 
People already in the criminal legal system also need better addiction treatment. Congress 
should eliminate Medicaid’s inmate exclusion, and federal funding for prisons and jails should 
be contingent on providing evidence-based addiction treatment – to ensure that taxpayer 
money is not wasted on a revolving door of incarceration.24 The Department of Justice should 
continue investigating criminal legal institutions that refuse to offer or permit use of methadone 
and buprenorphine.25 There is a high risk of overdose death for people leaving jail or prison,26 as 
they lose opioids tolerance but may return to drug use without a connection to community-
based treatment. Prisons and jails should be incentivized to hire professionals, like social 
workers, to connect people who are reentering the community to continued addiction treatment, 
housing, and employment services – critical services that reduce the chances of returning to 
environments that involved drug use.27 
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In closing, thank you for the opportunity to share my perspective and expertise today. Prior to 
this hearing, I had the privilege of reading RAND’s report on America's Opioid Ecosystem and 
related policy ideas.28 Throughout it, there is one fundamental question:  Who owns this?   
 
Whether it is funding the training of more addiction specialists; ensuring that they can legally 
prescribe methadone; closing the dangerous Medicare coverage gap for residential addiction 
treatment; equipping the criminal legal system to provide evidence-based addiction care; 
enforcing mental health and addiction parity, or avoiding harmful cuts to Medicaid, the answer is 
the same:  Congress owns this.   
 
Let us work together to save lives. 
 
Thank you, and I look forward to answering your questions. 
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