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Background: Effective medications for opioid use disorder (MOUD) are underutilized. This exploratory study used 

real-world data to analyze US distribution patterns of buprenorphine extended-release (BUP-XR) within organized 

health systems (OHS), including the Veterans Health Administration (VHA), Indian Health Service (IHS), criminal 

justice system (CJS), and integrated delivery networks (IDNs). 

Methods: National BUP-XR distribution data within each OHS were available from WNS Global Services and were 

evaluated from July 2019 through July 2020. BUP-XR distribution data by OHS subtype (VHA, IHS, CJS, IDN) 

and state were aggregated and reported. 

Results: The total distribution of BUP-XR increased from 6,721 units in the second half of 2019 (H2’19) to 

12,925 in the first half of 2020 (H1’20). OHS distribution increased from H2’19 to H1’20 in every subtype but 

was primarily driven by IDN distribution growth. IDNs accounted for 73% of total units in H2’19 and continued 

to grow in H1’20. In H1’20, IDNs accounted for 78%, VHA for 12%, CJS for 6%, and IHS for 4%. IDN distribution 

for BUP-XR increased from 4,911 to 10,100 units, showing the highest growth rate of 106% within all OHS 

subtypes. The states with the highest total BUP-XR distribution over the 12-month period were Massachusetts 

(4,534), Pennsylvania (3,773), and California (1,866). 

Conclusions: Overall distribution of BUP-XR, as a treatment option for OUD, is increasing; however, access to 

MOUD varies greatly across OHS subtypes and geography. Identifying and overcoming barriers to appropriate 

MOUD use is critical in addressing the opioid crisis. 

1

 

i  

I  

o  

7  

a  

o  

p  

 

O  

t  

N  

2  

☆

b

m  

r  

h  

s  

p  

fi  

p  

A  

c  

(  

l  

o  

p

 

b  

h

R

2

. Introduction 

The epidemic of opioid misuse, abuse, and addiction that took root

n the United States in the 1990s continues to the present day (2021).

n 2020, an estimated 9.5 million Americans aged 12 or older misused

pioids, 2.7 million met criteria for opioid use disorder (OUD), and only

98,000 received treatment for opioid misuse, including 278,000 with

 past-year OUD diagnosis (2021). The predicted provisional number of

pioid overdose deaths in the US increased to 71,238 in the 12-month

eriod ending in December 2021, up from 57,834 in 2020 ( CDC, 2022 ).

Despite growing evidence supporting the benefits of medications for

UD (MOUD; i.e., buprenorphine, methadone, and naltrexone), these

reatments are underutilized ( National Institute on Drug Abuse, 2018 ;

ational Academies of Sciences, 2019 ; National Institute on Drug Abuse

021 ). Primary barriers to accessing MOUD include lack of patient de-
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and, time constraints in practice, insurance and other reimbursements,

esistance from staff, limited institutional support, and poor access to be-

avioral health services ( Jones and McCance-Katz, 2019 ). Additionally,

upply barriers include an inadequate number of providers certified to

rescribe buprenorphine, as well as providers not utilizing their certi-

cation or prescribing substantially lower than the authorized waiver

atient limit ( Huhn and Dunn, 2017 ; Jones and McCance-Katz, 2019 ).

mong the underlying issues, some physicians have a negative per-

eption of buprenorphine stemming from potential diversion concerns

 Huhn and Dunn, 2017 ; National Academies of Sciences, 2019 ). This

ack of access results in a substantial treatment gap —in 2020 only 11.2%

f people aged 12 or older with a past-year OUD received MOUD in the

ast year for opioid misuse (2021). 

Long-acting injectable (LAI) formulations of MOUD have recently

ecome available in the United States. Buprenorphine extended-release
. 
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BUP-XR; also referred to as RBP-6000 or SUBLOCADE® [Indivior,

nc., North Chesterfield, VA]) is a monthly subcutaneous injection of

uprenorphine that was approved by the FDA in November 2017 to treat

dults with moderate to severe OUD. The BUP-XR development program

everaged knowledge of the relationship between buprenorphine plasma

evels, whole brain mu-opioid receptor occupancy (MOR), and the key

linical pharmacodynamic effects of withdrawal suppression and opioid

lockade, based on sublingual dosing studies. Population pharmacoki-

etics analyses ( Laffont et al., 2016 ; Nasser et al., 2014 ) and an opioid

lockade study ( Nasser et al., 2016 ) showed that the minimum thresh-

ld plasma concentration of buprenorphine needed to effectively block

he subjective drug-liking effects of a full opioid agonist such as hy-

romorphone was 2 ng/mL, which translated into at least 70% MOR

ccupancy in the brain for the entire 1-month period. In pivotal Phase

II trials, with two active dose regimens (300/300 mg [6 ×300 mg] and

00/100 mg [2 ×300 mg then 4 ×100 mg]), BUP-XR was shown to pro-

uce significantly higher percentage abstinence and treatment success

ersus placebo ( Haight et al., 2019 ). BUP-XR was also shown to be safe

nd well tolerated compared with participants who received individual

ounseling and placebo. Participants who received BUP-XR for up to

2 months experienced improvement in health-related quality of life,

ealth status, treatment effectiveness as assessed by the four domains

substance use, health, lifestyle, community) of the Treatment Effec-

iveness Assessment tool and high medication satisfaction ( Ling et al.,

019 ). These improvements were sustained over the study period, sug-

esting that BUP-XR facilitates long-term engagement of life activities

hat reflect recovery ( Ling et al., 2020 ). A recent 12-month prospec-

ive open-label trial in Australia also showed that retention following

UP-XR treatment at 24 and 48 weeks was 86% and 75%, respectively

 Farrell et al., 2022 ). The odds of use of all illicit substances except for

annabis use decreased significantly with time retained in treatment.

ignificant increases in employment, quality of life and treatment sat-

sfaction were also observed together with a significant decline in pain

nd a significant reduction in the odds of moderate-severe depression

or every 4 weeks retained in treatment. 

BUP-XR is available only through the SUBLOCADE Risk Evaluation

nd Mitigation Strategy (REMS) program (2020), which manages known

r potential risks associated with BUP-XR and is required by the FDA to

nsure that its benefits outweigh the risks ( US Food and Drug Admin-

stration, 2020 ; Buprenorphine [package insert] 2021 ). Common side

ffects of buprenorphine include gastrointestinal (constipation, nausea,

omiting), headache, and tiredness (2021a). In addition to the buprenor-

hine side effects mentioned previously for buprenorphine, common

ide effects of BUP-XR also include injection site pain, injection site itch-

ng, and erythema ( Indivior, 2021 ). BUP-XR must be administered by a

ealthcare professional to treat adults with moderate to severe OUD and

ave received treatment with a buprenorphine-containing product, fol-

owed by dose adjustment for a minimum of 7 days. BUP-XR is received

ia a “closed distribution system, ” whereby the healthcare provider or

ntity orders and administers treatment ( inSupport, 2021b ). This pro-

ess mitigates risk of diversion, which has been reported with other

ormulations where patients can order medication from an outpatient

harmacy and self-administer unsupervised ( inSupport, 2021a ). 

In fact, a survey including closed- and open-ended questions re-

arding reasons for buprenorphine use with and without a prescrip-

ion, sources of buprenorphine, route of administration, and barriers

o treatment, showed that 58% of survey participants reported a history

f diverted buprenorphine use ( Cicero et al., 2018 ). The most common

easons for illicit buprenorphine use were consistent with therapeutic

se: to prevent withdrawal (79%), maintain abstinence (67%), or self-

ean off drugs (53%). Most (81%) of these participants indicated they

ould prefer using prescribed buprenorphine, if available. These find-

ngs were confirmed by a narrative review examining the rates and mo-

ives for use of illicit buprenorphine in the United States ( Chilcoat et al.,

019 ). Findings from the 17 included studies suggested the majority

f study participants using illicit buprenorphine did so to manage opi-
2 
id withdrawal symptoms or achieve/maintain abstinence from other

pioids. 

Organized health systems (OHS) are entities with certification from

he US Drug Enforcement Administration (DEA) to receive BUP-XR and

an include the Veterans Health Administration (VHA), Indian Health

ervice (IHS), criminal justice system (CJS), and integrated delivery

etworks (IDNs) (2021b). All OHS pharmacies or providers must un-

ergo REMS certification to receive BUP-XR from a specialty distributor

2021a, b). 

IDNs are considered an important and growing part of the US health-

are system ( Martin, 2018 ). IDNs are groups of different, but affiliated,

ypes of healthcare facilities, such as a hospital with a linked outpa-

ient clinic. There are estimated to be more than 1,000 IDNs across the

nited States, varying in size (large IDNs own 80 or more facilities) and

ocation ( Martin, 2018 ). 

This analysis was conducted to assess the national distribution pat-

erns of BUP-XR across OHS subtypes and to evaluate the specific areas

ithin OHS where BUP-XR is being ordered for the OUD patient popu-

ation. Knowledge of distribution patterns can help to identify systemic

nd geographic barriers to MOUD access and to formulate possible so-

utions. 

. Methods 

.1. Data Source 

National BUP-XR distribution data within OHS were available from

NS Global Services, Indivior’s contracted data aggregator. All data

ere de-identified and did not contain protected health information.

ata were obtained from REMS-certified partners. 

.2. Outcomes 

BUP-XR distribution is reported as unit volume and by the 4 OHS

ubtypes: VHA, IHS, CJS, and IDNs. BUP-XR distribution within each

HS subtype was also aggregated and evaluated for each US state. Out-

omes were evaluated over a 12-month period, July 2019 through July

020. 

. Results 

The total distribution of BUP-XR increased from 6,721 units in H2’19

o 12,925 in H1’20. OHS distribution from H2’19 to H1’20 increased in

very subtype but was primarily driven by distribution growth in IDNs

 Fig. 1 ). IDNs accounted for 73% of total units in H2’19 and continued

o grow in H1’20. In H1’20, IDNs accounted for 78% (10,100 units),

HA for 12% (1,564 units), CJS for 6% (732 units), and IHS for 4%

529 units) ( Fig. 2 ). IDN distribution for BUP-XR increased from 4,911

nits to 10,100 units, showing the highest growth rate of 106% within

ll OHS ( Fig. 3 ). 

VHA distribution of BUP-XR increased from 965 units in H2’19 to

,564 units in H1’20, which equates to 62% growth over the previous

ear. IHS distribution of BUP-XR increased from 396 to 529 units (34%

rowth) and CJS distribution of BUP-XR increased from 449 units to 732

nits (63% growth) ( Fig. 4 ). 

The states with the highest total distribution of BUP-XR over the 12-

onth period were Massachusetts, Pennsylvania, and California ( Sup-

lementary Fig. S1 ). The top states for CJS distributions were New

ampshire (479 units), New Jersey (421 units), and Kentucky (98 units);

HS distributions: California (369 units), Alaska (277 units), and Oregon

92 units); IDN distributions: Massachusetts (4,502 units), Pennsylva-

ia (3,626 units), and California (1,283 units); and VHA distributions:

lorida (520 units), Washington (296 units), and California (214 units)

 Fig. 5 ). 
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Fig. 1. Trend of monthly BUP-XR distribution by OHS subtype, H2’19 to H1’20. CJS, criminal justice systems; IDN, integrated delivery network; IHS, Indian 

Health Services; OHS, organized health systems; VHA, Veterans Health Administration. 

Fig. 2. Proportion of total BUP-XR distribution by OHS subtype, H1’20. CJS, Criminal Justice Systems; IDN, Integrated Delivery Network; IHS, Indian Health 

Services; OHS, organized health systems; VHA, Veterans Health Administration. 
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. Discussion 

Overall, the distribution of BUP-XR as a treatment option for pa-

ients with OUD is increasing within the OHS but occurring at different

ates across subtypes. However, numerous barriers remain within each

HS subtype that impede access to MOUD, despite evidence for their

ffectiveness in reducing morbidity and mortality from OUD, increasing

reatment retention, and improving the well-being of patients with OUD

 National Academies of Sciences, 2019 ). 

The results of our study show that IDNs contributed a significant

ercentage of the overall national distribution of BUP-XR and demon-
3 
trated higher BUP-XR growth over time compared with other OHS sub-

ypes ( Clarivate, 2020 ). This growth may be attributable to the pro-

iferation of IDNs as a preferred service model in regional healthcare,

long with increased federal and state efforts to find innovative ways

o implement MOUD payment and delivery system reforms into exist-

ng integrated care models (2020; Townley and Dorr, 2017 ). In 2015,

he Centers for Medicare & Medicaid Services (CMS) released guidance

ncouraging states to leverage section 1115 of the Social Security Act,

hrough which demonstration waivers are used to incentivize states to

ntegrate OUD treatment, by offering flexibility and federal funding for

osts that CMS might not otherwise match ( Townley and Dorr, 2017 ).
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Fig. 3. Cumulative BUP-XR distribution from IDN subtype: H2’19 vs. H1’20 . IDN, integrated delivery network. 

Fig. 4. Cumulative BUP-XR distribution from VHA, IHS, and CJS: H2’10 vs H1’20 . CJS, criminal justice systems; IHS, Indian Health Services; OHS, organized health 

systems; VHA, Veterans Health Administration. 
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tilizing these waivers, states such as New Hampshire have created re-

ional IDNs to increase the adoption of MOUD and promote integrated

ervices and continuum of care for individuals with OUD ( Hinde et al.,

017 ; New Hampshire Department of Health and Human Services, 2016 ;

ownley and Dorr, 2017 ). Despite such efforts to increase MOUD ac-

ess, IDNs continue to encounter barriers for distribution. While access

o BUP-XR is better for patients with OUD in IDNs than in other OHS

ubtypes, it is still limited. Policies are often made without in-depth

nowledge of the complexities, intricacies, and challenges faced at the

egional and local levels ( LexisNexis Risk Solutions, 2016 ). There are

lso inpatient versus outpatient formulary rules, use of specialty phar-

acy versus specialty distributors issues, and staffing challenges, as poli-

ies are based on an outpatient oral model and not administration by a

ealthcare provider, as is required for BUP-XR. In addition, DEA assign-

ent is specific to the address of the license and is not transferrable to

ther locations within the IDN ( Code of Federal Regulations, 2021 ). 

The VHA is reported to be the largest healthcare delivery network

nd direct provider of substance use disorder treatment in the United
4 
tates ( Wyse et al., 2018 ). It comprises 1,293 facilities, including 171

edical centers and more than 1,000 outpatient clinics, for approxi-

ately 9 million veterans ( US Department of Veterans Affairs, 2021 ). 

Our findings also suggest that relatively few VHA patients receive

UP-XR, despite efforts in facilitating the extensive provision of MOUD

nd policies requiring it to be available ( Gordon et al., 2020 ) and despite

ncouraging results supporting the use of BUP-XR as a useful treatment

ption for complex treatment-resistant veterans with significant medi-

al and psychosocial co-morbidities ( Cotton et al., 2021 ). System-level

arriers that may reduce the prescribing of MOUD within the VHA in-

lude differences in policies and protocols compared with other local

nd state healthcare institutions —VHA systems operate locally but are

nder federal as opposed to state guidelines ( Priest et al., 2020 ). To fa-

ilitate the sharing of best practices and increase education, the VHA

as invested in several nationwide initiatives to help improve access to

OUD, such as the Buprenorphine in the VA Initiative, the Medication

ddiction Treatment Initiative, and the Stepped Care for Opioid Use

isorder Train the Trainer Initiative ( Gordon et al., 2020 ). States with
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Fig. 5. National OHS distribution. CJS, criminal justice systems; IDN, integrated delivery network; IHS, Indian health services; OHS, organized health systems; 

VHA, Veterans Health Administration. 
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he highest BUP-XR distribution within the VHA may be the result of

ore progressive institutions that have readily adopted new programs

nd policies to treat their OUD population. 

In a pilot study across two VHA outpatient clinics, 26 clinically com-

lex patients at high risk for hospitalization and mortality received at

east one BUP-XR injection ( Cotton et al., 2021 ). Treatment retention

as robust, 81% received more than six injections and 77% were main-

ained on the 300 mg dosage strength. Treatment was also associated

ith reduction in Emergency Department (ED) visits (-48%), hospital-

zations (-39%), days of hospitalization (-41%), non-prescribed opioid

se, and homelessness. 

The CJS comprises different types of correctional facilities, and in

018, it supervised an estimated 6.4 million persons incarcerated in fed-

ral or state prison, in custody in local jails, or in community-based cor-

ections such as parole and probation ( Maruschak and Minton, 2020 ).

JS facilities are required to provide health services to incarcerated in-

ividuals but the level of care provided varies significantly across states

nd types ( Gates et al., 2014 ). 

A pilot proof-of-concept study ( Lee et al., 2021 ) also compared

reatment retention following release from jail among adults receiv-

ng daily sublingual buprenorphine-naloxone vs. those receiving BUP-

R and showed that subjects in the BUP-XR arm had fewer jail med-

cal visits compared with daily sublingual medication administration.

urthermore, community buprenorphine treatment retention at week 8

ost-release was 69.2% in the BUP-XR group vs. 34.6% in the sublin-

ual buprenorphine-naloxone group, and rates of opioid-negative urine

ests were 55.3% in the BUP-XR group vs. 38.4% in the sublingual

uprenorphine-naloxone group. 

Another recent series of qualitative interviews conducted among

dult participants with OUD who were recently released from NYC

ails and maintained on BUP-XR after switching from daily sublingual

uprenorphine/naloxone also suggested that BUP-XR treatment during

ail-to-community reentry was perceived by participants as a favorable

reatment approach to reduce their risk of opioid reuse, illicit activities,

tigma associated with daily receipt of MOUD, and COVID-19 exposure

 Cheng et al., 2022 ). 
5 
Based on our national distribution data, the CJS continues to see

teady adoption of LAIs for OUD, although overall MOUD uptake has

een slow to be incorporated into routine practice in this OHS subtype.

his may be due to policies concerning controlled substances in pris-

ns, as some states’ licensing, credentialing, and regulations pose im-

ediments to the efficient and effective use of LAIs for OUD, deterring

acilities from becoming providers. In addition, many facilities do not

ave the staff, capacity, or incentive to register as certified providers

 Substance Abuse and Mental Health Services Administration, 2019 ;

ubstance Abuse and Mental Health Services Administration, 2021 ).

urthermore, there is often a lack of trained personnel, little knowledge

bout MOUD and, in some cases, resistance to utilize MOUD due to nega-

ive perceptions of ‘substituting one drug for another,’ leading to stigma

r concerns about security and liability ( National Academies of Sci-

nces, 2019 ; Substance Abuse and Mental Health Services Administra-

ion, 2019 ). In addition, this special population does not qualify for Med-

caid, as eligibility is terminated during incarceration, limiting ongoing

reatment ( National Academies of Sciences, 2019 ; Substance Abuse and

ental Health Services Administration, 2019 ). Finally, CJS programs

ay incorrectly assume that they cannot afford to provide LAIs for OUD

ue to the costs of medication, staffing, training, additional certifica-

ions, and storage requirements ( Substance Abuse and Mental Health

ervices Administration, 2019 ). These and other misperceptions about

he function of MOUD and its side effects lead to underutilization. 

CJS programs and facilities could greatly benefit from modifying

heir policies, procedures, and training to ensure LAIs for OUD are

dministered according to regulations so as to minimize diversion

 Substance Abuse and Mental Health Services Administration, 2019 ).

uch strategies could include educating and providing ongoing train-

ng for staff, monitoring the dispensing of medications, and ensuring

he safe, secure storage of medications ( Substance Abuse and Mental

ealth Services Administration, 2019 ). To overcome financial barriers,

JS programs and facilities may consider using federal and state grant

unding to expand the use of evidence-based treatments such as BUP-XR

n criminal justice settings ( Substance Abuse and Mental Health Services

dministration, 2019 ). 
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The IHS administers direct healthcare services through a system of

2 area offices, 170 IHS and tribally operated service units, and 41

rban Indian Organizations. As of January 2020, the IHS provided

ealthcare services to approximately 2.6 million American Indians and

laska Natives who belong to 574 federally recognized tribes in 37 states

 Indian Health Service, 2020 ). 

With only 34% growth in our study, the IHS shows the slowest adop-

ion of LAIs for the treatment of OUD. This OHS subtype serves primarily

merican Indians and Alaska Natives, a population that is particularly

ulnerable to OUD, due to unique individual, familial, cultural, commu-

ity, and structural risk factors and drivers ( Soto et al., 2019 ). In 2018,

ational death rates due to OUD were the second highest in this popula-

ion after White, non-Hispanic people in the United States ( Wilson et al.,

020 ). Thus, there remains considerable need for increased attention to

arriers to adoption by IHS to expand and better integrate treatment

ervices for people with OUD. Barriers identified in these assessments

ave included stigma and shame in seeking treatment and services, lim-

ted funding and cost, insufficient or lack of insurance coverage, un-

table housing, fragmented service delivery, geographical isolation, and

ack of residential treatment facilities for substance use disorders ( Soto

t al., 2019 ). Practice-based evidence programs that provide recovery

upport and continuity of treatment and recovery care, and mitigate ge-

graphic and transportation barriers through grassroot efforts such as

he Wellbriety Movement, Tribal MAT programs in Tribal Health Pro-

rams (THPs), and telehealth technology services like Tele-MAT, can be

dapted to meet the needs of these communities ( Soto et al., 2019 ). 

The geographic variation we observed in LAI distribution may re-

ate to state populations, which, in turn, affect BUP-XR utilization. Our

ata show that in areas with low population density, fewer units are be-

ng dispensed overall. This is not surprising since many rural areas also

ack buprenorphine-waivered providers ( Madras et al., 2020 ). In states

ith larger populations, more units were being dispensed overall. The

ower adoption rates seen in rural areas, could be due to barriers such

s stigma, shortages of providers, limited healthcare infrastructure, and

nly a few treatment programs offer all forms of MOUD ( Madras et al.,

020 ). 

There are also general barriers that affect all OHS types, add to exist-

ng impediments to uptake, and impact how quickly facilities can adopt

AIs for OUD. For example, the many regulations (federal, state, and

ocal) related to procurement of BUP-XR necessitate that institutions

reate new policies, procedures, and protocols for LAI, as current poli-

ies often only consider oral medications, outpatient pharmacy prescrip-

ions, and patient self-medication (2021a). 

Within OHS systems, logistics are a critical part of specialty medica-

ion distribution. BUP-XR is a schedule III controlled substance and is

ubject to regulation by the DEA, including storage and security require-

ents (2021b). In addition, it can only be procured for patients from

ither specialty pharmacies or specialty distributors (2021a). Health-

are settings (including prescriber offices) and pharmacies that purchase

rom a specialty distributor must be certified prior to purchasing, dis-

ensing, and storing BUP-XR (2021a). In addition, if dispensing for a

pecific patient, a prescription is required through a certified provider

rom a specialty pharmacy (2021a). Most institutions acquire BUP-XR

hrough specialty distributors but some purchase from specialty phar-

acies (2021a). 

Specialty pharmacies and specialty distributors each pose unique

arriers to access and administration of BUP-XR medication. By pur-

hasing BUP-XR from specialty pharmacies, providers are not required

o provide payment for the medication up front; however, if purchased

or a specific patient, it cannot be administered to a different patient

f the patient misses their dose (2021a; 2021b). In contrast, when pur-

hasing BUP-XR from specialty distributors, providers must enroll and

articipate in the BUP-XR buy-and-bill program and provide payment

pon ordering (2021a; 2020). In addition, the medication that is pur-

hased is not designated to a specific patient, and providers must be

EMS certified (2021a; 2021a). 
6 
As distributors of BUP-XR, specialty pharmacies are responsible for

he administrative processing of the prescription; however, processing

elays can impede access (2020). Other barriers include ensuring staff is

vailable to receive delivery of medication, particularly in smaller prac-

ices or in rural locations (2020). Also, although buy-and-bill distribu-

ion allows providers to keep medications in stock, some providers pre-

er not to use this method because of the potential financial risk (2020).

maller practices may not have the infrastructure or resources to han-

le the administrative responsibilities of this program, nor the ability to

urchase medications up front. Problematically, if patients do not use

he medications before they expire or reimbursement does not cover the

ull cost, providers risk financial loss (2020). 

Federal regulations require that schedule III substances be stored in a

ecurely locked cabinet to safeguard against theft and diversion (2021b;

021). As BUP-XR moves through the distribution process, its storage

nd inventory are controlled and secured at every step. The closed sys-

em distribution process provides accountability to meet DEA regula-

ions and mitigate diversion. There are also additional requirements

or the storage and handling of BUP-XR. BUP-XR requires refrigeration,

nce removed it be stored in its original packaging at room temperature

or up to 7 days before administration. If left at room temperature for

onger than 7 days, it should be discarded (2021b). 

Managing reimbursement is also increasingly complex, leading to

dditional delays or barriers to treatment access. Prescriptions are not

lways filled by specialty pharmacies until payer reimbursement, espe-

ially if manually processed, which can lead to delays in the dispensing

f medication (2020). In addition, patients might not be financially able

o cover the cost of treatment ( Hinde et al., 2017 ; Madras et al., 2020 ).

The monthly dosing of BUP-XR may also require a different, more

exible approach to how treatment and care are structured, as periodic

ssessment to determine the effectiveness of the treatment and over-

ll patient progress is necessary (2021b). This could result in providers

cheduling additional appointments for re-evaluation and follow-up, as

UD is a chronic illness and there is no maximum recommended dura-

ion of maintenance treatment (2021b). Once steady state is achieved,

oth doses of BUP-XR maintain plasma levels above 2 ng/mL and with

epeated dosing can maintain such levels for weeks, which can be ad-

antageous in case a dose is missed, distinguishing BUP-XR from oral

r sublingual formulations ( Jones et al., 2021 ). Conversely, it could be

rgued that LAIs such as BUP-XR may reduce patient interactions with

ealthcare systems, which could help OHS keep healthcare workers and

atients safe from unnecessary exposures in healthcare facilities —an is-

ue brought to light during the COVID-19 pandemic. 

It is important to acknowledge the changes made to health adminis-

ration policies enacted to address the COVID-19. ( Ahmad et al., 2022 ;

ivingston et al., 2021 ) In response to the pandemic, the federal gov-

rnment loosened MOUD guidelines to not only mitigate risk of expo-

ure to COVID-19, but also prevent disruption to OUD treatment. These

ew MOUD delivery approaches brought on by the COVID-19 pandemic

imed to offset disruption to MOUD treatment, expand treatment op-

ions, and reduce the need for in-person visits, enabling people with

UD to access care where and when they needed it. There are calls

o make the healthcare policies enacted during the pandemic perma-

ent, to ensure increased access and remove existing barriers to care

 Livingston et al., 2021 ). 

. Limitations 

A limitation of our study is that we were not able to evaluate whether

UP-XR distribution to an OHS entity correlates with clinical utilization

nd administration of the medication. The objective of our study only al-

owed us to capture a descriptive snapshot of the current US distribution

andscape of BUP-XR in OHS. Further research is needed to investigate

hether a relationship between BUP-XR distribution and utilization and

dministration exists. 
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. Conclusions 

Removing system-level, provider-level, and local-level barriers to

uality treatment and integrating OUD treatment into routine care and

ther settings, are critical steps to ensuring access to evidence-based

OUD and represent a cornerstone of the opioid crisis response in the

nited States. The distribution patterns seen in our study illustrate and

nderscore the importance of OHS in bridging the gap in access to BUP-

R within the OUD treatment ecosystem. 
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