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Thank you for the opportunity to testify before the Committee on Human Services of the
Vermont House of Representatives in support of H. 162, which would decriminalize possession
of small amounts of non-prescribed buprenorphine.
In our testimony, we plan to (1) provide a brief background on the opioid crisis in
Vermont; (2) review two facts about buprenorphine; (3) explain our position; (4) respond to
concerns that have been raised; and (5) suggest an approach to monitoring the implementation
of this legislation.
We acknowledge the assistance of two medical and public health students, Jia Ahmad
and Jenny Wen, and an addiction medicine physician, Dr. Yngvild Olsen, in the preparation of
this testimony. This testimony reflects the views of the two of us alone; we are not representing
the views of Johns Hopkins University.
The Opioid Epidemic in Vermont
The opioid epidemic in Vermont is an ongoing public health emergency. According to the
most recent state report, from 2015 to 2018, opioid-related deaths among Vermonters have
increased 49% to a total of 110.1 This toll has contributed to a decline in life expectancy at birth
in the state over the last several years.
The high rate of death from overdose reflects the lethality of the drug supply. Three of
four overdose deaths in Vermont are the result of illicit fentanyl and associated chemicals -substances which have never before been so prevalent in the drug supply.
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To respond to these unprecedented risks, Vermont has taken several important steps,
including the Hub-and-Spoke model for improved access to evidence-based care and the recent
expansion of medication therapy for opioid use disorder in the criminal justice system.
These steps are saving lives. Yet the unprecedented nature of the fentanyl threat -- and
the ongoing high rate of overdose death -- raise the question of what else can be done.
To assess the value of innovative approaches to novel challenges, the standard should
not be, “Has this intervention already been well studied and well proven elsewhere?”
Rather, the standard should be two questions:
●
●

Is there a strong justification for taking this step? and
Can we monitor its implementation to be sure it is working as intended?

Two Facts about Buprenorphine
Before turning to the legislation, we would like to review two facts about buprenorphine,
the chemical at the heart of the state’s discussion.
First, buprenorphine treats the neurobiological dysfunction in the brain associated with
opioid addiction. On March 20, 2019, the National Academies of Science, Engineering, and
Medicine released a consensus committee report entitled “Medications for Opioid Use Disorder
Save Lives.” A major focus of the report is buprenorphine. The report states that “opioid use
disorder is a treatable chronic brain disease resulting from the changes in neural structure and
function that are caused over time by repeated opioid use” and that “medications are intended
to normalize brain structure and function.”2
The report also found that “the risk of opioid overdose death declines immediately when
patients initiate buprenorphine treatment” and that “expanding access to [treatment with
buprenorphine] reduces the number of deaths due to opioid overdose.”
Second, buprenorphine acts differently than other opioids on the brain. Buprenorphine is
known as a “partial opioid agonist” that has what is called a “ceiling effect,” meaning that the
effects of the chemical at the opioid receptor reach a plateau and do not increase with higher
doses.3 This is unlike other commonly used prescription and illicit opioids -- including heroin and
fentanyl -- that are” full agonists” and so do not have a ceiling effect. One result of this
difference is that buprenorphine poses a lower risk of respiratory depression and therefore
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results in lower risk of overdose than other opioids.4,5,6 Another result is that people with opioid
addiction typically prefer to use full agonist opioids like heroin to obtain euphoric effect -- not
buprenorphine.,7

Buprenorphine Mechanism of Action (MOA).
Source: Suzuki, Brigham & Women’s Hospital, Psychopharmacology Institute.8

Evidence in Support of H. 162
The case for decriminalizing possession of small amounts of non-prescribed
buprenorphine is straightforward, with three main points.
First, H.162 should reduce the risk of overdose, as individuals use buprenorphine in
place of of more dangerous opioids.
A critical question in public health is, “Compared to what?”
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To the extent that non-prescribed buprenorphine replaces the use of other opioids -whether the misuse of medications such as oxycodone or the use of illicit opioids such as
heroin -- the overdose risk to individuals will be substantially reduced.
This shift has been shown to happen. As one participant in a qualitative study said of the
formulation of buprenorphine known as Suboxone, use is “getting more common because
people are trying to get off of Percocets and stuff, so everybody’s trying to find Suboxone…”9
Second, H. 162 should save lives by introducing more people to buprenorphine and
ultimately encouraging them to enter effective treatment.
Evidence indicates that in areas with wide access to oxycodone, heroin, and other
dangerous opioids, people use non-prescribed buprenorphine primarily to alleviate opioid
withdrawal and to reduce cravings for opioids. For example:
●

Two studies in Baltimore, published in 2009 and 2013, found more than 9 in 10 people who
use non-prescribed buprenorphine did so for self medication or to alleviate withdrawal. In
one of the studies, only 2% of people reported using buprenorphine for euphoric effect; in
the other study, none did.10,11

●

A study in Cambridge, Massachusetts, published in 2010, found that the primary reasons
for using non-prescribed buprenorphine among people presenting for care were for to
alleviate withdrawal (72%) and reduce cravings (92%) and rarely for euphoria (4%). The
researchers concluded “these data … suggest that the use of illicit buprenorphine rarely
represents an attempt to attain euphoria. Rather, illicit use is associated with attempted
self-treatment of symptoms of opioid dependence, pain, and depression.”12

●

A study in Providence, Rhode Island, published in 2018, found the most commonly reported
motivation for using non-prescribed buprenorphine was to alleviate withdrawal (40%) and
self-treatment of opioid use disorder (39%), much higher than reports of seeking euphoria
(12%).13
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As a participant in a qualitative study told researchers, “I just eat Suboxone ‘cause it
doesn’t necessarily give me a buzz, but it helps with the mental state, you know, it helps me feel
regular and it’s not like I’m taking it to get high.”14
When people try non-prescribed buprenorphine to alleviate withdrawal or reduce
cravings, evidence and experience indicates that they feel better and become more interested in
entering treatment and obtaining both a consistent supply of medication as well as other
services.
In the aforementioned Baltimore study, nearly all participants who used non-prescribed
buprenorphine were interested in receiving drug treatment.15 In the Rhode Island study, people
who had sought buprenorphine treatment were also more likely to have used non-prescribed
medication in the past.16
This effect has also been seen here in Vermont. When one of us visited Burlington in
March, he heard from an emergency department physician at the University of Vermont that
people were asking for treatment with buprenorphine after trying non-prescribed buprenorphine
on the street.
As a participant in a 2017 qualitative study stated, “I’ve taken Suboxone illegally, and
I’ve found that I’ve done very, very well on it. So, I’m looking for a Suboxone provider.”17
Third, H.162 should lead to fewer people being arrested due to their addiction, resulting
in fewer associated adverse consequences to their health and well-being.
Arrest and incarceration have harmful health impacts. These include the risk of physical
and sexual assault, poor ventilation and nutrition, overcrowding, and stress from incarceration18
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as well as adverse consequences from disruption of employment and health insurance,19
impoverishment from legal fees, and difficulty obtaining housing and services with a criminal
record.20 These traumas and deprivations are likely to increase the risk for substance misuse,
not decrease it. In addition, arrest of a person with opioid addiction may lead to further
disruption of their treatment pathway, and may substantially elevate their risk of overdose upon
release from incarceration.21
Responding to Concerns
We appreciate the opportunity to respond to several concerns raised about this
legislation.
Concern: How can it be that people need to use non-prescribed buprenorphine to
self-treat their withdrawal symptoms, when there is such easily available access and no waitlists
for treatment in Vermont?
Response: Vermont indeed has made significant progress in treatment capacity by
expanding evidence-based care for opioid use disorder through its hub and spoke model.
However, gaps in access to treatment remain.
According to a 2017 evaluation of the hub and spoke model conducted by the Vermont
Center Behavior and Health, there are several reasons for remaining gaps, including long
distances to clinics and other logistical barriers especially in rural areas, as well as stringent
policies for new patients and remaining stigma against those seeking treatment.22,23
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For some patients who experience these barriers, or who at the moment may not be
ready for treatment in an official program, using non-prescribed buprenorphine may encourage
them to give treatment a try.
Concern: Will the availability of non-prescribed buprenorphine discourage people from
seeking treatment?
Response: This is unlikely, because as noted above, evidence points to the reverse
conclusion: Non-prescribed buprenorphine is often used by people who may not have had
experience with treatment or may not know where or how to access it, and trying non-prescribed
buprenorphine may encourage them to seek treatment. In fact, those who have used
non-prescribed buprenorphine before entering treatment have been found to have better
treatment retention rates than those who did not.24
Concern: Will more people become addicted to buprenorphine if possession of small
quantities is decriminalized?
Response: It is unlikely that decriminalization of small amounts of buprenorphine will
lead more people to become addicted to buprenorphine. In settings where low level drug use
has been decriminalized, such as Portugal, this policy has not been associated with increased
use among the population.25
It is particularly unlikely that decriminalization of possession of small amounts of
buprenorphine will have this effect. Because of its partial agonist properties and “ceiling effect”
on the opioid receptor, buprenorphine is much less likely to cause euphoria than full agonist
opioid medications and illicit opioids that are available in Vermont.
Concern: Buprenorphine is more potent than morphine. Does that mean it is more
addictive than morphine?
Response: No. Potency refers to the amount of a substance that lead to its specific
effect. Addictive potential depends on a number of factors including the likelihood to cause
euphoria, which buprenorphine is less likely to do compared to full agonist opioids such as
morphine.26
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Concern: Is buprenorphine more likely to be injected than other opioids?
Response: No, buprenorphine is less likely to be injected than other opioids. This is
because the most common formulation that is available, often known as Suboxone, is a
combination of buprenorphine and naloxone that will precipitate withdrawal and block the
euphoric effects if injected.27,28 In fact, studies show participants who have tried injecting
buprenorphine combined with naloxone report aversive reactions.29
Concern: Will decriminalizing possession of small amounts of buprenorphine incentivize
current patients to sell their medications, undermining their treatment?
Response: We are not aware of evidence that suggests that this is likely. The proposed
legislation does not change the criminal liability for selling buprenorphine, nor does it change the
importance of clinical protocols to assure that patients are appropriately taking their
medications.
Concern: Will the decriminalization of possession of small amounts of buprenorphine
lead to the loss for opportunities for treatment within the criminal justice system?
Response: Vermont has made great strides to assure evidence-based treatment is
available in jails and prisons. However, treatment in the criminal justice system should not be
the main avenue into care; it should be a path of last resort. Far better (and much less
expensive) for individuals to obtain care in the community without enduring the adverse effects
of arrest and incarceration.
Concern:  Does H. 162 discourage law enforcement officers from referring people found
with non-prescribed buprenorphine to community-based treatment?
Response: H. 162 is consistent with efforts to encourage and make it easier for persons
to enter community-based treatment. There are a number of promising models within law
enforcement supporting referral of people with addiction to treatment, without the need to
threaten criminal charges.30 We would recommend the adoption of such strategies that could act
as a complement to H162.
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Recommendations for Monitoring Implementation of H. 162
Vermont is in many ways a pioneer in its response to the national opioid crisis. H. 162 is
also a novel initiative for which there are no prior examples in the United States. It is our view
that this policy is likely to reduce overdose risk and improve access to treatment over time. At
the same time, it is important for Vermont to monitor its implementation to be sure it is working
as intended.
In particular, we recommend two focus areas for monitoring the health impacts of this
legislation:
●

Surveillance of hospitalizations and deaths involving opioids, including non-prescribed
buprenorphine.

We recommend that Vermont actively track the number and proportion of
hospitalizations and deaths that involve opioids, and understand the role of buprenorphine plays
in contributing to or reducing this risk. It is critical that the state not only track the involvement of
buprenorphine in these events but also detect overall increases or decreases in opioid risk and
mortality across the population.
●

In-depth assessments of experiences of persons who use non-prescribed
buprenorphine, including their understanding of and access to treatment.

We recommend that Vermont support qualitative studies and interviews with persons
who may be directly impacted by this legislation, to understand any new benefits or challenges
posed by this policy. A focus on motivations for use and experiences with non-prescribed
buprenorphine can help shed light on any unintended consequences of this law as well as help
address ongoing barriers to accessing buprenorphine in treatment programs.
Tracking the implementation of H. 162 will not only allow the state to monitor safety and
respond to any unintended consequences of this law, but also be able to inform other states
who may be considering similar legislation as a step towards minimizing opioid related harms
and deaths in their communities.
Conclusion
Thank you very much for allowing us the opportunity to speak with you today. In addition
to these comments, we have attached two recently published papers relevant to H. 162. We
look forward to your questions.
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