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A B S T R A C T   

The COVID-19 pandemic struck in the midst of an ongoing opioid epidemic. To offset disruption to life-saving 
treatment for opioid use disorder (OUD), several federal agencies granted exemptions to existing federal regu
lations. This included loosening restrictions on medications for OUD (MOUD), including methadone and 
buprenorphine. In this commentary, we briefly review policy and practice guidelines for treating OUD prior to 
the onset of the COVID-19 pandemic. We then outline specific MOUD treatment policy and practice exemptions 
that went into effect in February and March 2020, and discuss the ways in which these unprecedented changes 
have dramatically changed MOUD treatment. Given the unprecedented nature of these changes, and unknown 
outcomes to date, we advocate for a data-driven approach to guide future policy and practice recommendations 
regarding MOUD. We outline several critical clinical, research, and policy questions that can inform MOUD 
treatment in a post-COVID-19 era.   

The opioid crisis in the United States has occurred in three waves, 
beginning with an increase in opioid pain medication prescribing, then 
rising rates of heroin use and overdose, followed by escalation of fen
tanyl poisoning the drug supply (Ciccarone, 2019). Currently, approxi
mately two million Americans have an opioid use disorder (OUD; 
SAMHSA, 2019), and 46,802 died from an opioid overdose in 2018 
alone, a fourfold increase from 2002 (Hedegaard et al., 2020). Aside 
from overdose and other adverse events, OUD is a highly debilitating 
and chronic condition for many (Dong et al., 2019; Rhee & Rosenheck, 
2019). Medications for OUD (MOUD), primarily the opioid agonist 
methadone and partial agonist buprenorphine, are the gold-standard 
treatment for OUD and are life saving (Connery, 2015). Indeed, in the 
year following an overdose, death rates decrease by 59% among in
dividuals receiving methadone and 38% among those receiving bupre
norphine; however, less than one-third of individuals are prescribed 
MOUD (Larochelle et al., 2018). Arriving in the midst of this overdose 

epidemic, the COVID-19 pandemic led to rapid changes in MOUD de
livery, with the federal government loosening MOUD guidelines to 
mitigate risk of exposure to COVID-19 and disruption to life-saving 
MOUD treatment. This commentary provides an overview of these 
changes to MOUD policy, and proposes a data-driven approach to 
evaluating their impact on MOUD treatment access, patient outcomes, 
and to guide future MOUD policy in the post-COVID-19 era. 

Extensive federal, state, and local laws govern MOUD programs, 
especially programs providing methadone, with the Drug Enforcement 
Agency (DEA) and the Substance Abuse and Mental Health Services 
Administration (SAMHSA) providing oversight. Current regulations for 
methadone and buprenorphine (i.e., Drug Addiction Treatment Act of 
2000, 42 CFR 8, and the Ryan Haight Act of 2008 [DEA/DOJ, 2009]), 
which are schedule II and III controlled substances, are stricter than 
those for opioid medications prescribed for pain (e.g., Dilaudid, Oxy
Contin) and nonscheduled medications including opioid antagonists (e. 
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g., naltrexone) and medications for other substance use disorders (e.g., 
alcohol use disorder), and they require prescribers to complete addi
tional courses to obtain a DEA waiver. Due to these regulations, prior to 
the COVID-19 pandemic, practitioners had to perform in-person phys
ical examinations of patients to initiate these medications (DEA/DOJ, 
2009). Providers strictly limited methadone take-home doses to patients 
who had demonstrated medication adherence and stability in their re
covery (SAMHSA, 2015). Guidelines for buprenorphine, while less 
burdensome, encouraged at least weekly in-person visits during early 
treatment or “initiation” (SAMHSA, 2004). For both, guidelines required 
regularly scheduled in-person medication monitoring, counseling, and/ 
or group meetings. 

Some experts have suggested that high quality medication manage
ment is sufficient for many, given mixed evidence in support of 
adjunctive psychotherapy (Carroll & Weiss, 2017). However, MOUD 
treatment demands make it difficult for many patients with OUD, 
especially patients in early recovery, to fully access and benefit from 
MOUD. Regular travel to treatment sites can be costly, time-consuming, 
and may conflict with other important life goals (e.g., employment, 
family responsibilities). Taken together, these restrictions are especially 
concerning for patients in early recovery, for whom treatment re
strictions are the greatest, and risk for relapse, overdose, and death are 
disproportionately high. Such challenges are well-documented in the 
literature. For example, less than half of patients attend follow-up care 
after a detoxification admission (e.g., Spear, 2014), and very few pa
tients hospitalized for overdose subsequently receive prescriptions for 
MOUD (e.g., Frazier et al., 2017; Larochelle et al., 2018). 

Given this backdrop, the onset of the COVID-19 pandemic poses 
significant risks for individuals seeking MOUD. First, patients with OUD 
may be more physically vulnerable to COVID-19 itself (Slat et al., 2020). 
Second, social distancing guidelines and stay-at-home orders have 
impacted the social and economic well-being of Americans, and these 
stressors may put patients at greater risk for OUD relapse (e.g., added 
stressors, limited access to social supports and mutual self-help groups 
[Narcotics Anonymous]). Third, existing care models presented patients 
and clinics with the difficult choice between foregoing critical treatment 
or risking exposure to a deadly virus. 

Fortunately, once the World Health Organization declared COVID-19 
a global pandemic, care delivery systems made swift changes to offset 
disruption to life-saving treatment for OUD. On February 29, 2020, the 
Center for Disease Control (CDC) issued guidance to health care systems 
and payors to permit increased use of, and billing for, telehealth and 
telephone-only care, for both medication and therapy/counseling visits 
(CDC, 2020). On March 16, SAMHSA issued a directive permitting 
treatment programs to dispense buprenorphine without an initial in- 
person evaluation and granted states flexibility to provide 28- or 14- 
day take-home methadone supplies for stable and less stable patients, 
respectively (SAMHSA, 2020a, 2020b). These dramatic yet temporary 
exceptions aimed to offset disruption to essential MOUD treatment by 
loosening restrictions, expanding treatment options, and reducing the 
need for in-person visits. 

Some suggest these COVID-19 MOUD policy changes should be made 
permanent to increase access to life-saving treatment and to remove 
existing barriers to care (Green et al., 2020), but data-driven results to 
inform such decisions do not yet exist. There is reason to be hopeful, 
given existing data in support of telehealth for MOUD in rural commu
nities before the pandemic (Eibl et al., 2017). However, the current state 
of clinical care is complex, as worrisome signs of increasing overdose 
rates illustrate (Slavova et al., 2020). Given the potential for telehealth 
to expand treatment access, allowing telehealth visits for MOUD may 
result in improved treatment access and a reduction of adverse outcomes 
(e.g., relapse, overdose). Unfortunately, there are few published reports 
on the outcome of these MOUD policy changes. As such, it is critical that 
researchers, clinicians, and other policy and patient stakeholders 
consider the ways in which policy exemptions have affected key aspects 
of MOUD access, patient outcomes (Table 1) and clinics/systems. The 

swift action of the CDC and SAMHSA has created an unprecedented 
opportunity to study the effects of policy on MOUD treatment, patient 
outcomes, and the costs vs. benefits of former vs. current policies and 
practices. Although there are many outstanding questions regarding the 
impact of MOUD policy exemptions, we highlight a few here that we 
believe can guide next steps in policy and best-practice recommenda
tions in the post-COVID-19 era: 

1. Has the COVID-19 pandemic and associated MOUD policy exemp
tions impacted patient care, in terms of prescriber and prescription 
access, counseling and behavioral treatments, and format of care (in- 
person vs. telehealth)? Has it reduced access to related resources, 
such as mutual help meetings and overdose reversal medications like 
naloxone (available through pharmacies and community-based 
organizations)?  

2. Have MOUD policy changes impacted patient recovery and health 
outcomes, especially rates of overdose, ER visits, detoxification, or 
other adverse events (e.g., death)? If so, for whom?  

3. What have been the barriers and facilitators of implementing CDC 
and SAMHSA practice recommendations across clinics and systems? 
Were some clinics and systems unable or unwilling to adopt these 
new guidelines? If so, what has been the impact on patient care and 
outcomes, and what is needed to support implementation in the 
future?  

4. What types of innovative treatment delivery (e.g., mobile methadone 
vans; Knopf, 2020) have emerged in response to the pandemic, and 
what have outcomes looked like for these programs? What barriers 
have they encountered, and how will reinstating pre-pandemic 
guidelines impact their use and effectiveness moving forward? 

These questions will help to evaluate what aspects of previous policy 
and practices should resume (e.g., requiring in-person care) versus what 
aspects of current policy and practice exemptions should continue (e.g., 
offering a choice of in-person vs. telehealth treatment and medication 
monitoring). Answers to these questions, which are accumulating within 
national health care claims, hospital, and outpatient clinic databases, 
may also guide resource allocation to assist clinics and systems to 
respond swiftly and effectively in response to the current or future 
pandemics, or other unanticipated events that might impact MOUD 
treatment. Whatever the case, the outcomes of the current policy ex
emptions, or any subsequent roll-back of these exemptions, will soon be 
realized. As such, it is critical to examine and document the impacts of 
these policy changes on OUD patient care and outcomes to ensure that 
guidance regarding future policies and practices are data-driven, and 
that the net result of these unprecedented policy exemptions, and any 
future permanent changes, are positive for OUD patient care. 

Table 1 
Suggested treatment access and patient outcome measures to guide policy rec
ommendations, future research, and best-practices.  

Treatment Access 
Ease of finding a prescriber 
Ease of obtaining and filling prescriptions 
Ease of finding counseling 
Retention in treatment (medication, counseling) 
Provider flexibility regarding frequency of in-person treatment components (e.g., 

urine toxicology tests) 
Access to overdose reversal medications 
Access to mutual help meetings 
Patient Outcomes 
Overdose and mortality rates 
Emergency department visits 
Detoxification admissions 
Medication compliance vs. diversion 
Mental and physical health outcomes 
Quality of life and functional outcomes  
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