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Purpose. Strategies for deploying clinical pharmacists to increase access 
to buprenorphine in inpatient, outpatient and transitional care, and com-
munity practice settings are described.

Summary. Access to medications for opioid use disorder (MOUD) is es-
sential, but patients face many barriers when pursuing treatment and 
MOUD. The coronavirus disease 2019 (COVID-19) pandemic has com-
pounded the opioid crisis and worsened outcomes by introducing new 
barriers to MOUD access. Many strategies to ensure continued access 
to MOUD have been described, but the role of leveraging pharmacists 
during the opioid/COVID-19 syndemic to improve medication access and 
outcomes remains underappreciated. Pharmacists, while both qualified 
and capable of liberalizing access to all forms of MOUD, may have the 
strongest impact by increasing access to buprenorphine. Herein, we pre-
sent progressive strategies to maintain and extend buprenorphine access 
for patients with OUD through deployment of clinical pharmacists, particu-
larly in the context of the COVID-19 pandemic, during which access may 
be further restricted.

Conclusion. Leveraging pharmacists to extend access to MOUD, par-
ticularly buprenorphine, remains an underutilized strategy that should be 
implemented, particularly during the concurrent COVID-19 global pan-
demic.

Keywords: buprenorphine, COVID-19, opioid epidemic, opioid-related 
disorders, opiate substitution treatment, pharmacists
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The coronavirus disease 2019 
(COVID-19) pandemic has nega-

tively impacted the opioid crisis and 
has worsened outcomes for people with 
opioid use disorder (OUD) as opioid-
related overdoses have surged during 
the global COVID-19 pandemic.1-4 
Medications for opioid use disorder 
(MOUD), including buprenorphine, 
methadone, and extended-release (XR) 
injectable naltrexone, are essential 
in reducing mortality and facilitating 
recovery.5 Changes to healthcare de-
livery to combat the spread of COVID-
19 significantly threaten access to and 
continuity of MOUD therapy in this 
underserved population, which heavily 
relies on face-to-face interactions with 

both prescribers and pharmacists. 
The most concerning access restric-
tions are for opioid agonist treatments 
(OAT), buprenorphine (a partial opioid 
agonist), and methadone (a full opioid 
agonist), given their superiority to 
other MOUD in decreasing opioid-
related mortality.6 Additionally, OAT 
maintain opioid tolerance, so without 
regular access patients may experience 
withdrawal symptoms, which could de-
stabilize OUD treatment progress. To 
maintain and advance progress made 
in improving treatment initiation and 
retention, in addition to preventing 
opioid-related deaths, targeted strat-
egies as well as broad policy change 
are needed to optimize access to OAT 

Leveraging pharmacists to maintain and extend 
buprenorphine supply for opioid use disorder amid 
COVID-19 pandemic
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during the COVID-19 pandemic and 
beyond (Box 1).

While regulatory bodies relaxed re-
strictions and provided specific guid-
ance for opioid treatment programs 
(OTPs) to facilitate continued access 
to methadone early in the pandemic,7 
processes pertaining to management of 
buprenorphine use for OUD vary widely 
across inpatient and ambulatory care 
settings. Pharmacists have been iden-
tified as key healthcare professionals to 
expand the psychiatric treatment work-
force,8 and they are well positioned to 
expand the addiction treatment work-
force as well. Pharmacy-based metha-
done administration and dispensing 
would decrease driving times for pa-
tients, particularly in rural areas with 
a shortage of OTPs,9 and is currently 
being investigated in a feasibility 
study.10 However, Drug Enforcement 
Administration (DEA) regulations re-
stricting methadone dispensing for 
OUD to OTPs will prevent a signifi-
cant pharmacy-driven increase in ac-
cess to methadone in the foreseeable 
future. Contrarily, pharmacists could 
potentially increase buprenorphine 
access immediately. While clinical or 
advanced practice pharmacists with 
psychiatric, pain management, or am-
bulatory care specialty training may 
already provide care for patients with 
OUD, pharmacists across all commu-
nity and clinical practice settings and 
specialties are uniquely positioned 
and qualified to bridge the gap in 
buprenorphine access and advocate 
for this population. Herein, we describe 
barriers to buprenorphine access in 
various treatment settings during the 
COVID-19 pandemic and potential so-
lutions to maintain and extend supply, 
many of which include incorporating 
pharmacists into the interprofessional 
care of patients with OUD.

Inpatient setting

Access to buprenorphine in emer-
gency departments (EDs), urgent care 
centers, and inpatient settings can com-
pensate for disruption of outpatient 
treatment pathways by the COVID-19 
crisis. Addressing existing barriers, 

including provider stigma, lack of clin-
ician training, and Drug Addiction 
Treatment Act of 2000 (DATA) waiver 
requirements, which have impeded 
universal adoption of buprenorphine 
protocols initiated in ED and in-
patient settings, should be a priority 
for healthcare administrators and pol-
icymakers to promote rapid adoption 
of alternative access strategies. Chills, 
muscle aches, and gastrointestinal dis-
tress are common symptoms of both 
opioid withdrawal and COVID-19.11,12 
Therefore, viral testing with rapid re-
sults reporting to enable triage of pa-
tients with OUD to the appropriate 
care level should be considered for all 
patients with OUD due to symptom 
overlap combined with an elevated 
risk of COVID-19 transmission.13 
Existing DEA exceptions pertaining 
to ED initiation of buprenorphine 
(ie, the “three-day rule”) and man-
agement of withdrawal secondary to 

hospitalization for medical indica-
tions allow DEA-licensed providers 
to administer buprenorphine in the 
absence of a DATA waiver.14 While 
hospital-based practitioners should 
optimize use of these existing excep-
tions, federal policymakers should 
further reduce barriers by permit-
ting prescribing of initial short-term 
medication supplies independent of 
a DATA waiver. Inpatient opioid with-
drawal protocols should prioritize a 
shift to earlier initiation of scheduled 
buprenorphine regimens as opposed to 
symptom-triggered approaches, which 
may prolong length of stay and increase 
nursing staff exposure (along with per-
sonal protective equipment utilization) 
resulting from frequent withdrawal 
symptom scale assessments.15-17 In crit-
ically ill patients with OUD receiving 
buprenorphine who are hospitalized 
for COVID-19 and mechanically ven-
tilated, treatment interruption should 
be avoided and sublingual or intra-
venous buprenorphine should be con-
tinued (with or without adjunctive use 
of a full opioid agonist such as fentanyl 
or hydromorphone as needed for se-
vere pain, analgesia-associated sed-
ation, and withdrawal prevention) to 
eliminate the need for buprenorphine 
reinduction, which may complicate 
and prolong hospitalization.11,18-20 
Instances of successful microinduction 
of buprenorphine in critically ill pa-
tients without precipitation of with-
drawal are increasingly being reported, 
and this approach can provide an-
other useful tool to treat patients with 
OUD hospitalized for COVID-19 who 
have received full agonist opioids.21 
Buprenorphine microdosing is also an 
important option when converting a 
hospitalized patient from methadone 
to buprenorphine therapy due to lack 
of methadone access or tolerability 
concerns.22

Interprofessional collaboration to  
enable continued access to bupre
norphine after hospitalization may 
take the form of bedside delivery of 
discharge medications and proactive 
communication with community phar-
macies to confirm availability and 

KEY POINTS
	•	 There is an urgent need to 

expand access to medica-
tions for opioid use disorder 
(MOUD), particularly the 
opioid agonists methadone 
and buprenorphine, which are 
superior to other treatment op-
tions in reducing mortality and 
facilitating recovery.

	•	 The COVID-19 global pan-
demic has exacerbated this 
unmet need, yet pharmacists 
remain underutilized in efforts 
to expand MOUD access, par-
ticularly access to methadone 
and buprenorphine, due to re-
strictive laws that overregulate 
access.

	•	 Pharmacists can maintain and 
extend buprenorphine access 
across healthcare settings amid 
the COVID-19 pandemic by 
implementing the progressive 
strategies discussed herein.
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reimbursement of buprenorphine to 
avoid potential lapses in treatment. 
Hospitals may experience a better re-
turn on investment by covering the 
costs of initial and “bridge” supplies 
of buprenorphine in cases where pri-
vate or public reimbursement cannot 
be secured, as opposed to accepting 
the likelihood of readmission and 
hospitalization. Furthermore, rapid 
consideration of injectable subcuta-
neous buprenorphine XR as an addi
tion to hospital formularies, with 
creative use of outpatient billing upon 
discharge and increased third-party 
reimbursement, may provide a fi-
nancially viable treatment option for 
more patients. Establishing the safety 
of buprenorphine XR initiation prior 
to the recommended 7-day period of 
stabilization on daily buprenorphine 
might make inpatient initiation prior 
to discharge possible without pro-
longing length of stay. Patients who 
are hospitalized for long durations of 
intravenous antibiotic therapy, such 
as those receiving a 6-week regimen 

for infective endocarditis, present a 
unique opportunity for transmucosal 
buprenorphine stabilization and con-
version to buprenorphine XR injection 
before discharge.

Outpatient and transitions of 
care settings

Lack of access to buprenorphine ex-
acerbated by the COVID-19 pandemic 
will worsen outcomes for patients 
with OUD. Patients need care from 
professionals capable of continuing, 
assessing, and improving use of medi-
cations that are proven to reduce fatal 
overdoses and extend treatment reten-
tion. As the COVID-19 crisis threatens 
to increase rates of opioid withdrawal, 
relapse, and overdose, pharmacists in 
outpatient settings (clinics, commu-
nity pharmacies, and hospital-based 
outpatient settings) are accessible re-
sources for buprenorphine initiation 
and management. Among healthcare 
providers, pharmacists are the highest-
trained clinicians who remain unable 
to obtain a DATA waiver to prescribe 

buprenorphine for OUD despite being 
able to prescribe controlled sub-
stances, including buprenorphine, 
for pain in some states pursuant to 
DEA licensure.23 Pharmacists should 
be included as DATA waiver–eligible 
providers; however, elimination of 
the DATA waiver requirement would 
foster broader access to buprenorphine 
through pharmacists and other clin-
icians and is, therefore, a more critical 
goal.24-27

Emergency policies enacted now 
allow DATA-waivered providers to pre-
scribe buprenorphine via telehealth ra-
ther than requiring an initial in-person 
visit and have already been associated 
with positive outcomes.28 Pharmacists 
could be deployed to conduct in-
terim telehealth visits to evaluate 
buprenorphine effectiveness and as-
sess the need for medication titration, 
optimization, or escalation of care. 
This increased access could reduce 
in-person appointment burden for pa-
tients as well as appointment burden 
for DATA-waivered prescribers. This 

Box 1. Key Strategies for Optimizing Access to Buprenorphine During Covid-19 Pandemic
1.	Promptly initiate buprenorphine for take-home induction in emergency or urgent care settings, and initiate in-

patient inductions during hospitalizations, with a “warm handoff” to maintenance treatment providers.
2.	Continue buprenorphine during hospitalizations and titrate to manage acute pain and OUD; if use is COVID-19 

related, continue buprenorphine during period of potential intubation along with adjunctive full opioid agonists if 
needed.

3.	Ensure close coordination in discharge planning, with buprenorphine delivery at bedside or coordinated pre-
scription fills at a community pharmacy.

4.	Utilize locked medication boxes or buprenorphine XR, with option of pharmacist administration, to improve 
medication security.

5.	Remove DEA-mandated community pharmacy ordering limitations on buprenorphine to ensure adequate supply 
is available.

6.	Enhance funding sources and third-party billing to increase access to buprenorphine, with allowances for verbal 
authorization or web-based signature.

7.	Support pharmacist prescribing of buprenorphine for treatment of OUD and inclusion as eligible prescribers under 
DATA waiver (optimal buprenorphine access expansion will require removal of the DATA waiver requirement).

8.	Foster partnerships between the criminal justice sector, community resources, and clinics to ensure all patients, 
including new patients, have access to care and buprenorphine prescription fills while incarcerated and immedi-
ately after to prevent overdose-related death.

9.	Facilitate broad access to naloxone and nonprescription syringe sales by advocating for policy changes related 
to moving naloxone to nonprescription status and removing inequitable drug paraphernalia and syringe posses-
sion laws in order to enhance syringe sales.a

Abbreviations: XR, extended-release subcutaneous injection; COVID-19, coronavirus disease 2019; DATA, Drug Addiction Treatment Act; DEA, 
Drug Enforcement Administration; OUD, opioid use disorder.
aThis strategy is not directly related to expanding access to buprenorphine but is directly related to improving patient outcomes.
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enhanced access to care should be 
coupled with less restrictive quantity 
limits (eg, limits on total days’ supply) 
and drug testing policies. While peri-
odic drug testing may be beneficial in 
certain settings (such as in conjunction 
with contingency management strat-
egies), routine testing increases the 
risk of virus exposure and further com-
pounds COVID-19 hardships such as 
difficulty maintaining employment and 
childcare. Clinicians should be mindful 
to avoid drug testing in situations 
where results are used for punitive pur-
poses or irrelevant to the treatment 
plan. Additionally, coordination of all 
medication prescription fills and ac-
cess to curbside or home delivery can 
minimize pharmacy visits, particularly 
for patients in transitional housing 
structures such as homeless shel-
ters and sober living facilities, which 
may have imposed leave restrictions. 
Pharmacists are well equipped to work 
with patients and insurers to assist 
with medication refill consolidation, 
and provider status on the federal level 
would align payment to incentivize 
such services. Lastly, patient assistance 
programs to cover medication costs 
for individuals who have lost wages or 
prescription insurance as a result of 
shelter-in-place orders should allow 
medical emergency exceptions and 
relaxed confidentiality requirements 
similar to those authorized under Code 
of Federal Regulations Section 42, Part 
B, whereby disclosure of substance use 
disorder records for program eligibility 
and coordination of care can be pro-
vided without written signature during 
telehealth visits.29,30

For some patients with OUD, es-
pecially those with unstable housing, 
management of larger medication 
quantities may be difficult. In cases 
where daily buprenorphine may 
impede transitional or supportive 
recovery housing, use of locked medi-
cation boxes or buprenorphine XR can 
address medication security concerns. 
In addition to minimizing diversion 
and preventing accidental overdose, 
buprenorphine XR is a valuable tool to 
overcome unstable prescriber access 

due to COVID-19. Despite many state 
regulations allowing pharmacists to ad-
minister other long-acting injectable 
products, such as antipsychotics, pur-
suant to a medication order, few states 
allow for pharmacists to administer 
buprenorphine XR. With overall ac-
cess to healthcare professionals being 
reduced during the global COVID-19 
pandemic, pharmacists can be the 
most accessible healthcare profes-
sionals and play a key role in extending 
these treatment services to patients. To 
increase access, pharmacists should be 
permitted to administer all long-acting 
injectable medications in all states after 
sufficient training and credentialing.

Transitions of care services are 
invaluable for the continuity of 
buprenorphine during the pandemic. 
Use of clinical pharmacists for in-
terim telemedicine follow-up during 
transitions from acute to mainten-
ance treatment can positively impact 
postdischarge treatment retention, ED 
visits, and rehospitalization.31 Amid 
the COVID-19 pandemic, the potential 
for incarcerated persons to be released 
early for infection control, combined 
with the high incidence of overdose 
death after release, accentuates the 
relevance of offering medications to 
all incarcerated patients with OUD 
prior to release. Proactive outreach to 
local jails and prisons to foster part-
nerships enabling buprenorphine initi-
ation prior to release and continuation 
in the community is critical to prevent 
overdose deaths. Pharmacists should 
be deployed to conduct these outreach 
calls and provide education and MOUD 
options, with the capability of initiating 
medications. Due to the inconsistency 
of state laws and regulations in this 
area, urgent legislative changes are re-
quired to leverage pharmacists’ deploy-
ment in treating patients with OUD and 
improving access to care.32

Community setting

COVID-19–related regulatory changes 
aimed at increasing access to MOUD, 
and subsequent liberalization of 
buprenorphine prescribing prac-
tices, have the potential to exacerbate 

existing barriers encountered during 
the dispensing process at community 
pharmacies. Pharmaceutical distribu-
tors selling controlled substances have 
faced lawsuits for perceived failures 
in their past oversight of irregular and 
inappropriate opioid ordering among 
select community pharmacies. As 
DEA scrutiny has increased in recent 
years, these distributors have in turn 
increased their scrutiny of pharmacy 
ordering practices. A  recent study in-
dicated that buprenorphine orders 
are not distinguished from those for 
other opioid medications, and an in-
crease in buprenorphine ordering may 
trigger audits or restrictions on con-
trolled substance ordering privileges 
for some pharmacies.33 Buprenorphine 
ordering caps coupled with stigma, fear 
of unwarranted regulatory oversight, 
and gaps in education among some 
pharmacists appear to be leading to 
problematic “gatekeeping.” Examples 
of such gatekeeping may include a 
pharmacy restricting buprenorphine 
dispensing to existing patients, re-
fusing to fill new buprenorphine pre-
scriptions for large quantities, and in 
some instances refusing new patients 
altogether. Additional gatekeeping 
can occur in the form of stigmatizing 
comments and exacerbation of pa-
tient shame. Regulatory agencies 
such as DEA and state boards of phar-
macy can quickly respond to make 
buprenorphine an exception under 
controlled substance ordering restric-
tions and widely distribute COVID-
19–specific buprenorphine prescribing 
practice guidance. Community phar-
macists should anticipate an increase 
in buprenorphine-containing medi-
cation prescription volume, as well as 
increases in the overall quantity written 
for each prescription, and must ensure 
an adequate supply is readily available.

In addition to exacerbating 
longstanding barriers to obtaining 
buprenorphine, the COVID-19 crisis 
may destabilize the supply chain for 
illegally obtained opioids. This desta-
bilization has the potential to increase 
patients’ risk of exposure to illicitly 
manufactured fentanyl and subsequent 
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fatal overdose, highlighting the crucial 
role of community pharmacists in pro-
viding direct access to naloxone, espe-
cially at a time when increases in return 
to illicit drug use and overdose are ex-
pected. However, substantial variation 
in state-level laws and regulations, as 
well as individual pharmacy policies, 
pertaining to pharmacists’ authority in 
this area contributes to poor pharmacy-
based naloxone accessibility.34-37 
Legislators, regulators, and pharmacy 
leaders should seek to standardize 
procedures across states and embrace 
direct authority for pharmacists to 
prescribe naloxone, given the associ-
ation of this approach with a reduction 
in opioid-related mortality.38 In order 
to foster true broad access, naloxone 
should be moved to nonprescription 
status.39 Furthermore, recognizing that 
fatal overdose is not the only conse-
quence of increased illegal drug use 
and that COVID-19–related quaran-
tines may also lead to increasing reuse 
of syringes by people who inject drugs, 
pharmacists should seek to increase 
access to sterile injection equipment 
and education. Unfortunately, in-
consistent state laws and pharmacy 
policies also represent barriers to 
nonprescription syringe sales, which 
can be resolved by advocating for 
state-level legalization and expansion 
of syringe services programs as well as 
liberalization of pharmacy policies re-
lated to nonprescription syringe sales. 
As stigma is a critical barrier to access 
to sterile syringes from pharmacies, 
an internal assessment of pharmacy 
professionals’ inherent bias towards 
nonprescription syringe sales should 
also be performed in each pharmacy. 
Stigma reduction education should be 
implemented when it is found to be 
indicated.

Conclusion

The COVID-19 pandemic has fos-
tered a collaborative spirit amongst 
healthcare professionals to overcome 
counterproductive laws and imple-
ment evidence-based medicine. The 
tragedies of the opioid crisis may be 
exacerbated by the COVID-19 crisis, 

but these risks may be mitigated by 
creative use of available resources for 
increased and expeditious access to 
MOUD to improve patient outcomes 
and reduce harm. Leveraging of phar-
macists to extend access to MOUD, 
particularly buprenorphine, remains 
an underutilized strategy that should 
be implemented, particularly during 
the concurrent COVID-19 global 
pandemic.

Disclosures
The authors have declared no potential con-
flicts of interest.

References
1.	 Wan W, Long H. ‘Cries for help’: Drug 

overdoses are soaring during the cor-
onavirus pandemic. Washington Post. 
https://www.washingtonpost.com/
health/2020/07/01/coronavirus-drug-
overdose/. Accessed August 18, 2020.

2.	 American Medical Association. Issue 
brief: reports of increases in opioid-
related overdose and other concerns 
during COVID pandemic. https://www.
ama-assn.org/system/files/2020-08/
issue-brief-increases-in-opioid-related-
overdose.pdf. Accessed August 18, 2020.

3.	 Hobson J, Raphelson S. Coronavirus 
pandemic compounds another ongoing 
crisis: the opioid epidemic. WBUR 
website. https://www.wbur.org/
hereandnow/2020/07/07/coronavirus-
opioid-abuse-crisis. Accessed August 
18, 2020.

4.	 Wakeman SE, Green TC, Rich J. An 
overdose surge will compound the 
COVID-19 pandemic if urgent action is 
not taken. Nat Med. 2020;26(6):819-820.

5.	 National Academies of Sciences, 
Engineering, and Medicine. 2019. 
Medications for Opioid Use Disorder 
Save Lives. National Academies Press; 
2019. doi:10.17226/25310

6.	 Wakeman SE, Larochelle MR, Ameli O 
et al. Comparative effectiveness of 
different treatment pathways for 
opioid use disorder. JAMA Netw Open. 
2020;3(2):e1920622.

7.	 Substance Abuse and Mental Health 
Services Administration. Opioid 
treatment program (OTP) guidance. 
www.samhsa.gov/sites/default/files/
otp-guidance-20200316.pdf. Accessed 
August 18, 2020.

8.	 Fogner BK, Fraher ER, Spetz J et al. 
Modernizing scope-of-practice regu-
lations — time to prioritize patients. N 
Engl J Med. 2020;382(7):591-593.

9.	 Joudrey PJ, Chadi N, Roy P et al. 
Pharmacy-based methadone 

dispensing and drive time to metha-
done treatment in five states within the 
United States: a cross-sectional study. 
Drug Alcohol Depend. 2020;211:107968.

10.	 Opioid treatment program (OTP)-
Pharmacy collaboration for metha-
done maintenance treatment. 
https://clinicaltrials.gov/ct2/show/
NCT04308694. Accessed August 18, 
2020.

11.	 The ASAM national practice guideline 
for the treatment of opioid use disorder: 
2020 focused update. J Addict Med. 
2020;14(2S suppl 1):1-91.

12.	 Centers for Disease Control and 
Prevention. Symptoms of cor-
onavirus. https://www.cdc.gov/
coronavirus/2019-ncov/symptoms-
testing/symptoms.html. Accessed 
August 18, 2020.

13.	 Alexander GC, Stoller KB, Haffajee RL, 
Saloner B. An epidemic in the midst of 
a pandemic: opioid use disorder and 
COVID-19. Ann Intern Med. 2020;Apr 
2:M20-1141.

14.	 CFR 21, part 1306.07(b). https://
www.deadiversion.usdoj.gov/21cfr/
cfr/1306/1306_07.htm. Accessed August 
18, 2020.

15.	 D’Onofrio G, O’Connor PG, 
Pantalon MV et al. Emergency 
department-initiated buprenorphine/
naloxone treatment for opioid depend-
ence: a randomized clinical trial. JAMA. 
2015;313(16):1636-1644.

16.	 Berg ML, Idrees U, Ding R et al. 
Evaluation of the use of buprenorphine 
for opioid withdrawal in an emergency 
department. Drug Alcohol Depend. 
2007;86(2-3):239-244.

17.	 Cisewski DH, Santos C, Koyfman A, 
Long B. Approach to buprenorphine 
use for opioid withdrawal treatment in 
the emergency setting. Am J Emerg Med. 
2019;37(1):143-150.

18.	 Quaye A, Potter K, Roth S et al. 
Perioperative continuation of 
buprenorphine at low-moderate doses 
was associated with lower postoperative 
pain scores and decreased outpatient 
opioid dispensing compared with 
buprenorphine discontinuation. Pain 
Med. 2020;21(9):1955-1960.

19.	 Macintyre PE, Russell RA, Usher KA 
et al. Pain relief and opioid require-
ments in the first 24 hours after surgery 
in patients taking buprenorphine 
and methadone opioid substitu-
tion therapy. Anaesth Intensive Care. 
2013;41(2):222-230.

20.	 Webster L, Gudin J, Raffa RB et al. 
Understanding buprenorphine for use 
in chronic pain: expert opinion. Pain 
Med. 2020;21(4):714-723.

21.	 Hamata B, Rezazadeh-Azar P, Hann J, 
Griesdale D. Rapid micro-induction of 

AM J HEALTH-SYST PHARM  |  VOLUME XX  |  NUMBER XX  |  XXXX XX, 2021    5

https://www.washingtonpost.com/health/2020/07/01/coronavirus-drug-overdose/
https://www.washingtonpost.com/health/2020/07/01/coronavirus-drug-overdose/
https://www.washingtonpost.com/health/2020/07/01/coronavirus-drug-overdose/
https://www.ama-assn.org/system/files/2020-08/issue-brief-increases-in-opioid-related-overdose.pdf
https://www.ama-assn.org/system/files/2020-08/issue-brief-increases-in-opioid-related-overdose.pdf
https://www.ama-assn.org/system/files/2020-08/issue-brief-increases-in-opioid-related-overdose.pdf
https://www.ama-assn.org/system/files/2020-08/issue-brief-increases-in-opioid-related-overdose.pdf
https://www.wbur.org/hereandnow/2020/07/07/coronavirus-opioid-abuse-crisis
https://www.wbur.org/hereandnow/2020/07/07/coronavirus-opioid-abuse-crisis
https://www.wbur.org/hereandnow/2020/07/07/coronavirus-opioid-abuse-crisis
https://doi.org/10.17226/25310
http://www.samhsa.gov/sites/default/files/otp-guidance-20200316.pdf
http://www.samhsa.gov/sites/default/files/otp-guidance-20200316.pdf
https://clinicaltrials.gov/ct2/show/NCT04308694
https://clinicaltrials.gov/ct2/show/NCT04308694
https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.deadiversion.usdoj.gov/21cfr/cfr/1306/1306_07.htm
https://www.deadiversion.usdoj.gov/21cfr/cfr/1306/1306_07.htm
https://www.deadiversion.usdoj.gov/21cfr/cfr/1306/1306_07.htm


DESCRIPTIVE REPORT EXPANDING BUPRENORPHINE ACCESS

buprenorphine/naloxone for opioid 
use disorder in a critically ill intubated 
patient. J Addict Med. doi:10.1097/
ADM.0000000000000675

22.	 Terasaki D, Smith C, Calcaterra SL. 
Transitioning hospitalized pa-
tients with opioid use disorder 
from methadone to buprenorphine 
without a period of opioid ab-
stinence using a microdosing 
protocol. Pharmacotherapy. 
2019;39(10):1023-1029.

23.	 Diversion Control Division, Drug 
Enforcement Administration. Mid-level 
practitioners authorization by state. 
https://www.deadiversion.usdoj.gov/
drugreg/practioners/mlp_by_state.pdf. 
Accessed August 18, 2020.

24.	 Bratberg J. Pharmacy: addressing sub-
stance use in the 21st century. Subst 
Abus. 2019;40(4):421-434.

25.	 McCance-Katz EF, George P, Scott NA 
et al. Access to treatment for opioid use 
disorders: medical student preparation: 
DATA waiver for medical students. Am J 
Addict. 2017;26(4):316-318.

26.	 Marino R, Perrone J, Nelson LS et al. 
ACMT position statement: remove  
the waiver requirement for prescribing 
buprenorphine for opioid use  
disorder. J Med Toxicol. 2019;15(4): 
307-309.

27.	 Fiscella K, Wakeman SE, Beletsky L. 
Buprenorphine deregulation and 
mainstreaming treatment for opioid 

use disorder: X the X waiver. JAMA 
Psychiatry. 2019;76(3):229-230.

28.	 Harris MM, Johnson S, Mackin S et al. 
Low barrier tele-buprenorphine in 
the time of COVID-19: a case report. J 
Addict Med. 2020;14(4):e136-e138.

29.	 Substance Abuse and Mental Health 
Services Administration. COVID-19 
public health emergency response and 
42 CFR part 2 guidance. https://www.
samhsa.gov/sites/default/files/covid-
19-42-cfr-part-2-guidance-03192020.
pdf. Accessed August 18, 2020.

30.	 US Department of Health & Human 
Services. Fact sheet: SAMHSA 42 CFR 
part 2 revised rule. https://www.hhs.
gov/about/news/2020/07/13/fact-
sheet-samhsa-42-cfr-part-2-revised-
rule.html. Accessed August 18, 2020.

31.	 Phatak A, Prusi R, Ward B et al. 
Impact of pharmacist involvement 
in the transitional care of high-risk 
patients through medication recon-
ciliation, medication education, and 
postdischarge call-backs (IPITCH 
Study). J Hosp Med. 2016;11(1):39-44.

32.	 Green TC, Bratberg J, Finnell JS. Opioid 
use disorder and the COVID 19 pandemic: 
a call to sustain regulatory easements and 
further expand access to treatment. Subst 
Abus. 2020;41(2):147-149.

33.	 Cooper HL, Cloud DH, Freeman PR, 
et al. Buprenorphine dispensing in an 
epicenter of the U.S. opioid epidemic: a 
case study of the rural risk environment 

in Appalachian Kentucky. Int J Drug 
Policy. 2020;102701.

34.	 Evoy KE, Hill LG, Groff L et al. Naloxone 
accessibility without a prescriber 
encounter under standing orders at 
community pharmacy chains in Texas. 
JAMA. 2018;320(18):1934-1937.

35.	 Puzantian T, Gasper JJ. Provision of 
naloxone without a prescription by 
California pharmacists 2 years after 
legislation implementation. JAMA. 
2018;320(18):1933-1934.

36.	 Graves RL, Andreyeva E, Perrone J 
et al. Naloxone availability and phar-
macy staff knowledge of standing 
order for naloxone in Pennsylvania 
pharmacies. J Addict Med. 
2019;13(4):272-278.

37.	 Meyerson BE, Agley JD, Davis A 
et al. Predicting pharmacy na-
loxone stocking and dispensing 
following a statewide standing order, 
Indiana 2016. Drug Alcohol Depend. 
2018;188:187-192.

38.	 Abouk R, Pacula RL, Powell D. 
Association between state laws 
facilitating pharmacy distribu-
tion of naloxone and risk of fatal 
overdose. JAMA Intern Med. 
2019;179(6):805-811.

39.	 Green TC, Davis C, Xuan Z et al. Laws 
mandating coprescription of naloxone 
and their impact on naloxone prescrip-
tion in five US states, 2014-2018. Am J 
Public Health. 2020;110(6):881-887.

6    AM J HEALTH-SYST PHARM  |  VOLUME XX  |  NUMBER XX  |  XXXX XX, 2021

https://doi.org/10.1097/ADM.0000000000000675
https://doi.org/10.1097/ADM.0000000000000675
https://www.deadiversion.usdoj.gov/drugreg/practioners/mlp_by_state.pdf
https://www.deadiversion.usdoj.gov/drugreg/practioners/mlp_by_state.pdf
https://www.samhsa.gov/sites/default/files/covid-19-42-cfr-part-2-guidance-03192020.pdf
https://www.samhsa.gov/sites/default/files/covid-19-42-cfr-part-2-guidance-03192020.pdf
https://www.samhsa.gov/sites/default/files/covid-19-42-cfr-part-2-guidance-03192020.pdf
https://www.samhsa.gov/sites/default/files/covid-19-42-cfr-part-2-guidance-03192020.pdf
https://www.hhs.gov/about/news/2020/07/13/fact-sheet-samhsa-42-cfr-part-2-revised-rule.html
https://www.hhs.gov/about/news/2020/07/13/fact-sheet-samhsa-42-cfr-part-2-revised-rule.html
https://www.hhs.gov/about/news/2020/07/13/fact-sheet-samhsa-42-cfr-part-2-revised-rule.html
https://www.hhs.gov/about/news/2020/07/13/fact-sheet-samhsa-42-cfr-part-2-revised-rule.html

