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Submission Name 
Megan Buresh 2023 Disclosure 
 
Have you any interest to disclose? 
Yes 
 
For whom are you disclosing? 
Self 
 
Name the Business/Organization for which you are disclosing. 
American Journal of Medicine Open 
 
Level of Interest 
Modest 
 
Please describe the Interest 
Associate Editor of this peer-reviewed journal. Receive $2000 annual honorarium. 
------------------------- 
 
For whom are you disclosing? 
Self 
 
Name the Business/Organization for which you are disclosing. 
NIDA 
 
Level of Interest 
Modest 
 
Please describe the Interest 
Site PI for NIDA CTN-0098A clinical trial. Receive 15% annual salary support. 
------------------------- 
 
For whom are you disclosing? 
Self 
 
Name the Business/Organization for which you are disclosing 
Behavioral Health Leadership Institute 
 
Level of Interest 
Modest 
 
Please describe the Interest 
Funded to provide low-threshold buprenorphine treatment 1/2 day a week as part of . BHLI is a 
non-profit. Funding comes through my Hopkins salary. 



Please list any additional business or any organization that you or an immediate family member 
have an interest in that has provided goods or services to ASAM within the last 3 years, or that 
you expect to provide within the next 1 year, describe the relationship and level of interest in 
the text box below: 
-- 
 
Have you any interest to disclose? 
Yes 
 
For whom are you disclosing? 
Self 
 
Name the Business/Organization for which you are disclosing. 
Association of Medical Education and Research in Substance Abuse (AMERSA) 
 
Level of Interest 
Modest 
 
Please describe the Interest 
2023-2024 Conference Planning Co-Chair. Unpaid position. 
------------------------- 
 
For whom are you disclosing? 
Name the Business/Organization for which you are disclosing. 
Level of Interest 
Please describe the Interest 
------------------------- 
 
For whom are you disclosing? 
Name the Business/Organization for which you are disclosing 
Level of interest 
Please describe the Interest 
Please list any additional business or organization that you or an immediate family member 
have an interest that competes with ASAM’s products or services, describe the relationship and 
the level of interest in the text box below: 
--- 
 
Name of Organization 
Name of Organization 
Name of Organization 
Please list any additional organizations and your role for which you serve as an officer, trustee 
or director of, or are involved in public representation and advocacy (including lobbying) on 
behalf of any organization other than ASAM or an ASAM Chapter in the text box below: 
Role 
Role 
Role 
---- 
 
For whom are you disclosing? 



Indicate Position 
Name of Organization: 
-------------- 
 
For whom are you disclosing? 
Indicate Position 
Name of Organization: 
Please list any additional information if you or an immediate family member have any interest(s) 
that derives from service/status as an officer, trustee, director, proprietor, partner, (full or part-
time) employee, grant recipient, or consultant for any health care or health-related business or 
organization in the text box below: 
----- 
 
For whom are you disclosing? 
Provide details 
For whom are you disclosing? 
Provide Details 
 
Please list any additional interests, affiliations, arrangements or relationships that you or your 
immediate family members have that could lead to questions about your motives in connection 
with your work on behalf of ASAM if such interest were made public in the text box below: 
------ 
 
For each source, list the entity, briefly describe the work you do and the percentage of your 
income. 
Johns Hopkins School of Medicine - 72.5% - faculty, provide clinical care (primary care, inpatient 
addiction consult medical director and direct clinical care), teaching Behavioral Health Leadership 
Institute - 12.5% - Lead Physician for Project Connections At ReEntry low threshold. Provide 
buprenorphine treatment 1/2 day per week. NIDA CTN grant - 15% - Site PI for CTN-0098A of 
XR-bup vs. treatment as usual for hospitalization patients with OUD 
 
Please list any additional sources of your professional income (e.g., private practice; 
consultation; employment by a clinic, HMO, hospital, medical school, etc.). For each source, list 
the entity, briefly describe the work you do and the percentage of income in the text box 
below: 
------- 
 
Provide details of such relationship 
Who are you disclosing for? 
-------- 
 
For whom are you disclosing? 
Level of Interest 
List company, what was received, and for what role. 
---------- 
 
For whom are you disclosing? 
Level of Interest 
List company, what was received, and for what role. 



---------- 
 
For whom are you disclosing? 
Level of Interest 
List company, what was received, and for what role. 
---------- 
 
For whom are you disclosing? 
Level of Interest 
List company, what was received, and for what role. 
---------- 
 
For whom are you disclosing? 
Level of Interest 
List company, what was received, and for what role. 
Please list any additional financial relationship(s) you or your spouse have with a commercial 
interest [review definition above] within in the past 12 months in the text below: 
--------- 
 
Indicate Pending Actions 
N/A 
---------- 
 
Provide details 
------------ 


