Thank you, Chair and members of the committee, for the opportunity to share my
comments about SF3822. My name is Kim Price, and | work as an RN in a Public Health
Deptin a large metropolitan county and have worked directly in MOUD care since 2015,
with extensive experience in patient education, inductions, and medication management
for some of the most vulnerable people in our community. | participated in the workgroup
for the Low-Barrier MOUD Report, which recommended removing prior authorizations for
MOUD.

| want to speak plainly about the barriers that prior authorizations create—and the real
harm they cause. Over the years, | have completed thousands of prior authorizations for
MOUD. The hours spent navigating insurance restrictions are hours taken away from what
truly matters: patient care, education, outreach, and the hands-on work that helps people
stay alive.

Prior authorizations do not just take time—they require persistence and specialized
knowledge to advocate for a patient when an insurance company claims to know better
than the provider who treats them. This is especially concerning because insurers often
make decisions without understanding addiction medicine, without knowing our patients’
histories, and without seeing the nuances of their symptoms, side effects, or risks.

| was extremely frustrated to learn that the MA formulary committee chose to ignore the
workgroup’s recommendation to remove prior authorization requirements for MOUD. | fully
support the state stepping in through legislation to ensure patients have real access and
real choices in their treatment.

We are routinely battling with pharmacists or clinicians who have never met our patients
yet feel empowered to deny evidence-based dosing or insist on formulations that cause
intolerable side effects. Meanwhile, patients—many of whom are at extraordinarily high
risk—walk into a pharmacy only to be told their lifesaving medication is not covered. These
are people who often have no shelter, no phone, and no reliable way to navigate delays.
Every barrier increases the likelihood of becoming lost to follow-up, and in this population,
being lost to follow-up can mean overdose and death.

Current formularies often lag behind research and best practice. For example:

¢ Buprenorphine monoproduct (Subutex), which can cause fewer side effects for certain
patients, is still restricted. This product is what a lot of jail systems use, so clients become
accustomed to and trust that medication for their treatment.

¢ High-dose buprenorphine (up to 32 mg)—which research shows is more effective for
some fentanyl-exposed individuals—is limited or denied (1).

¢ Injectable MOUD, which many patients describe as “the only thing that really worked,”



can take clinics like ours or primary care weeks to secure through insurance, leaving
patients unprotected during that delay.

This is not acceptable for lifesaving treatment for a life-threatening medical condition.
MOUD decisions should reflect the shared decision-making of the patient and their treating
provider—not an insurance company and not a stranger unfamiliar with addiction
medicine. Our patients have experience with MOUD that is truthful, relevant, individualized
and that needs validation not refutation from care providers and insurance companies.

In my work, 60% of our patient population is unsheltered. The idea that we are asking
patients to navigate complex authorization processes, delays, or medication switches—
simply to receive evidence-based care—is unrealistic and dangerous. We are missing
critical opportunities to stabilize patients, and we are losing people who might otherwise
have remained engaged in treatment.

I urge you to move forward with legislation that removes unnecessary prior authorization
requirements for MOUD. Minnesotans deserve access to the medications that best fit their
needs, when they need them, without bureaucratic barriers that cost time, resources, and
lives.

Thank you for your attention and for your commitment to improving access to care.

Kimberly Price, BSN, RN, WOC
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