
Navigating addiction treatment during COVID-19: 
policy insights from state health leaders
Sarah A. White1,* , Alexander D. McCourt1 , Kayla N. Tormohlen2 , Jiani Yu2 ,  
Matthew D. Eisenberg1, Emma E. McGinty2

1Department of Health Policy and Management, Johns Hopkins Bloomberg School of Public Health, Baltimore, MD 21205, United States
2Division of Health Policy and Economics, Weill Cornell Medicine, New York, NY 10065, United States
*Corresponding author: Department of Health Policy and Management, Johns Hopkins Bloomberg School of Public Health, Baltimore, MD 21205, United States. 
Email: swhite99@jhu.edu

Abstract
To mitigate pandemic-related disruptions to addiction treatment, US federal and state governments made significant changes to policies 
regulating treatment delivery. State health agencies played a key role in implementing these policies, giving agency leaders a distinct vantage 
point on the feasibility and implications of post-pandemic policy sustainment. We interviewed 46 state health agency and other leaders 
responsible for implementing COVID-19 addiction treatment policies across 8 states with the highest COVID-19 death rate in their census 
region. Semi-structured interviews were conducted from April through October 2022. Transcripts were analyzed using summative content 
analysis to characterize policies that interviewees perceived would, if sustained, benefit addiction treatment delivery long-term. State policies 
were then characterized through legal database queries, internet searches, and analysis of existing policy databases. State leaders viewed 
multiple pandemic-era policies as useful for expanding addiction treatment access post-pandemic, including relaxing restrictions for 
telehealth, particularly for buprenorphine induction and audio-only treatment; take-home methadone allowances; mobile methadone clinics; 
and out-of-state licensing flexibilities. All states adopted at least 1 of these policies during the pandemic. Future research should evaluate 
these policies outside of the acute COVID-19 pandemic context.
Key words: COVID-19; addiction treatment; implementation research; qualitative.

Received: November 6, 2023; Revised: January 23, 2024; Accepted: January 24, 2024 
© The Author(s) 2024. Published by Oxford University Press on behalf of Project HOPE - The People-To-People Health Foundation, Inc. 
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial License (https://creativecommons.org/ 
licenses/by-nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited. For 
commercial re-use, please contact journals.permissions@oup.com

Introduction
The COVID-19 pandemic exacerbated substance use and 
overdose and disrupted addiction treatment in the United 
States.1-5 Socioeconomic stressors and social isolation, both 
heightened during the pandemic, are well-established risk fac
tors for substance use, addiction, and overdose.1,2,6 The num
ber of overdose deaths during the pandemic in the United 
States increased from 70 000 in 2019 to nearly 92 000 deaths 
in 2020 and over 109 000 in 2022.7,8 Addiction treatment 
was disrupted during the pandemic due to system closures, 
transitions to telehealth, and exacerbation of provider 
shortages,3-5,9,10 affecting care for people newly seeking treat
ment as well as clients seeking to continue treatment begun 
pre-pandemic. Even brief disruptions to treatment can be life- 
threatening, as interruptions can prompt a return to drug use 
and the attendant risk of overdose for people experiencing 
addiction.11

Addiction treatment in the United States is guided by a web 
of policies at the federal and state levels.12,13 Federal policies 
provide the outline for addiction treatment through standards 
for federal treatment programs and prescribing practices, and 
state officials build upon this foundation to delineate specific 
rules shaping treatment in their state.14 Historically, addiction 
treatment—particularly treatment with the opioid agonist 
medications for opioid use disorder (MOUD) buprenorphine 
and methadone—has been one of the most tightly regulated 

health care sectors in the United States.15-17 Leading up to 
the pandemic, there were growing calls among addiction treat
ment experts to loosen regulations to make MOUD easier to 
access,15,17,18 with some success expanding office-based pre
scribing of buprenorphine.19 However, under federal law at 
the onset of the pandemic, buprenorphine for opioid use dis
order (OUD) could only be prescribed by office-based pro
viders who completed additional training and obtained a 
Drug Enforcement Administration (DEA) waiver, and metha
done could only be dispensed by specialty clinics that required 
most patients to visit every day for their doses.20,21 State-level 
policies restricted telemedicine prescribing of MOUD and 
often allowed use of prior authorization for MOUD by 
insurers.14,22

To mitigate pandemic-related disruptions to addiction 
treatment, US federal and state governments made significant 
changes to policies governing the way treatment is delivered. 
These pandemic-response changes laid the groundwork for 
potentially permanent reforms to the addiction treatment 
sector.23-25 Key federal policy changes—which set the stage 
for changes at the state level—included the Centers for 
Medicare and Medicaid Services (CMS) telehealth expansions 
(CMS Medicare rules often serve as the blueprint for other in
surers), the Substance Abuse and Mental Health Services 
Administration (SAMHSA) rule allowing some patients 
to take home up to a 28-day supply of methadone, and the 
federal government's waiver of the Ryan Haight Act's 
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requirement for in-person examination prior to prescription 
of a controlled substance, which allowed for buprenorphine 
induction via telehealth.26,27

States, which oversee and direct addiction treatment 
through governing bodies like addiction treatment agencies 
and licensing boards, played a central role in implementing 
federal pandemic response policies regarding addiction treat
ment. States also enacted and implemented their own policies, 
such as laws requiring fully insured commercial insurers oper
ating in the state and/or state Medicaid programs to expand 
coverage of addiction treatment services delivered via tele
health.28 Despite their focal role in the rapidly shifting addic
tion treatment landscape, the perspectives and experiences of 
state leaders implementing these policies over the course of 
the pandemic have not been examined via in-depth qualitative 
research. We addressed this gap with a qualitative study de
signed to characterize leaders’ experiences implementing pan
demic response policies and identify policies that leaders 
believed should be sustained long-term.

Data and methods
We interviewed state policy implementation leaders from 8 
states with the highest per-capita COVID-19 death rate be
tween January 1, 2020, and September 22, 2021, as reported 
by the Centers for Disease Control and Prevention (CDC) 
COVID Data Tracker.29 The 8 states (Arizona, Indiana, 
Louisiana, Mississippi, Nevada, New Jersey, New York, and 
South Dakota) encompassed 2 states in each of the 4 US 
Census regions (Northeast, Midwest, South, and West). 
Recruitment focused on individuals with professional 
experience related to implementation of policies affecting 
the delivery of addiction treatment services, including 
addiction-specific policies and broader policies affecting ad
diction treatment and other services (eg, emergency declara
tions pertaining to the entire health care sector). An initial 
set of experts were purposively recruited via email from the 
state health agencies tasked with implementing state policy 
changes related to addiction treatment services during the pan
demic. We then asked state agency interviewees to identify 
additional leaders in their state with professional expertise re
lated to implementation of state addiction treatment policies 
during the pandemic (snowball sampling).

The interview guide (see Appendix S1) was drafted based on 
a review of the literature and the study's aim to understand 
perspectives on the utility and implementation of addiction 
treatment policy changes during the pandemic. The domains 
of the guide were as follows: (1) policies that did and did 
not support the delivery of addiction treatment services, (2) fa
cilitators and barriers to implementation of these policies, and 
(3) considerations on long-term sustainment of these policies. 
Constant comparisons were used to identify policy themes 
after each interview; interviews were conducted in each state 
until data saturation was reached, defined as the point when 
no new themes emerged from interviews and no additional 
interviewees were recommended for snowball sampling. 
Semi-structured interviews were conducted by a single study 
team member from April through October 2022. Interviews 
were conducted over the phone, lasting an average of 42 
(21–59) minutes. Oral consent was obtained at the beginning 
of each interview. All interviews were audio-recorded and tran
scribed for analysis, with personally identifying information 

removed from transcripts. No incentives or rewards were of
fered to study participants.

Transcripts of interviews were analyzed using summative 
content analysis to create state-specific memos that aggregated 
the number of times that interviewees identified a policy that 
they perceived would, if sustained, benefit addiction treatment 
delivery long-term. While not the study's focus, for context, 
we also identified state policies that interviewees viewed as 
supporting addiction treatment during the pandemic but ir
relevant outside the pandemic context. Generated memos 
summarized interviewees’ perceptions of policy implementa
tion strategies and challenges and considerations for long- 
term sustainment of policies. These state-specific memos 
were created by a single study team member and discussed 
among the entire study team to develop a thematic framework 
for a codebook that applied across states and focused on inter
viewees’ perceptions of pandemic response policies. The 
final codes were applied across interview transcripts using 
Lumivero's NVivo 12.

Following qualitative interviews, we conducted legal re
search to characterize the presence of identified policies in all 
50 US states, including, but not limited to, the 8 states in 
the qualitative sample. State policies were identified and re
trieved using multiple legal research methods. Legislation 
and official regulations were available in legal research data
bases like Thomson Reuters Westlaw. However, because 
most COVID-era policies were temporary, states often imple
mented these policies through executive order or agency policy 
announcement. For these policies, state COVID websites were 
searched and systematically reviewed for relevant policies. 
Because these policies were atypical in format and shifted rap
idly, we sought to validate our policy findings against other 
policy compilations where possible. Our policy findings were 
compared with datasets compiled by Manatt, Kaiser Family 
Foundation, the Center for Connected Health Policy, the 
National Academy for State Health Policy, the COVID-19 
state policy database, the Alliance for Connected Care, 
and the Federation of State Medical Boards (see 
Appendix S2).27,30,31 To validate which states had requested 
waivers from SAMHSA to provide take-home methadone, 
we filed a Freedom of Information Act (FOIA) request with 
the SAMHSA FOIA Officer. Some policies, including the pol
icy allowing telehealth prescriptions for buprenorphine, were 
rooted in federal action, so many states that had this flexibility 
in place did not formally announce or adopt that policy. For 
these instances, we used secondary sources, news media, and 
government official actions to identify whether a state had a 
policy (see Appendix S2). This research was reviewed and ap
proved by the Johns Hopkins Bloomberg School of Public 
Health Institutional Review Board.

Results
Semi-structured interviews were conducted with 46 policy im
plementation leaders across state and local health agencies, 
treatment facilities, and other relevant organizations with ex
pertise related to the implementation of the policies of interest 
(Table 1). Interviewees identified 4 types of state policies sup
porting access to addiction treatment during the pandemic 
that have the potential to enhance treatment access and quality 
long-term. These policies include the following: (1) the relax
ing of telehealth restrictions, including on the induction of bu
prenorphine for OUD and use of audio-only appointments; 
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(2) take-home medication allowances for methadone treat
ment of OUD; (3) mobile methadone clinic allowances; and 
(4) loosening out-of-state licensing restrictions. Interviewees’ 
perceptions of these policies’ utility and implementation strat
egies and challenges are summarized below. While not the 
focus of this study, interviewees identified 2 types of policies 
that they felt were helpful during the pandemic but not applic
able outside the pandemic context: (1) COVID-19 mitigation 
policies, including requirements for social distancing, wearing 
face masks, and COVID-19 testing in addiction treatment 
facilities, and (2) COVID-19 facility operations policies, 
including policies for quarantining patients, maintaining 
substance use disorder treatment while patients were 
COVID-19 positive (eg, designating specific residential treat
ment centers for COVID-19–positive patients), and billing 
flexibilities during exposure protocols (eg, excluding quaran
tine/isolation time from reimbursable length of stay). 
Interviewees did not identify any pandemic response policies 
that they thought should be discontinued for reasons other 
than lack of applicability outside of a pandemic context.

State policy review
Through our legal research, summarized in Table 2, we found 
evidence that all 50 states and D.C. allowed providers to tem
porarily prescribe buprenorphine to new patients using tele
health. We identified policies establishing telehealth coverage 
parity in 27 states and Washington, DC (DC)—including 5 
of our 8 study states (AZ, IN, NV, NJ, NY)—and telehealth 
reimbursement parity in 26 states and DC—also including 5 
of our 8 study states (AZ, LA, NJ, NY, SD). We also found 
that 48 states and DC—including all our study states—permit
ted audio-only addiction treatment appointments. In most 
cases, these policies applied to all fully insured individuals (in
cluding people covered by Medicaid); however, the reimburse
ment parity for telehealth services in Louisiana and South 
Dakota was limited to Medicaid beneficiaries. In response to 
our FOIA request, SAMHSA reported that 43 states and DC 
requested blanket exceptions for patients in treatment pro
grams to receive 28 days of take-home methadone, including 
all 8 of our study states. Finally, all 50 states allowed at least 

some types of providers licensed in other states to provide care 
to state residents during at least 1 phase of the pandemic. Full 
legal mapping across all 50 states and DC is included in the 
Appendix (see Appendix S2).

Expansion of telehealth allowances for addiction 
treatment delivery
Telehealth allowances were the most discussed policies among 
interviewees. Interviewees discussed the utility of state laws 
requiring fully insured and/or Medicaid programs to expand 
telehealth coverage and payment at parity with in-person 
services (eg, the same coverage and provider payment rate 
for an in-person vs telehealth service) and emphasized pol
icies allowing induction of buprenorphine to treat OUD via 
telehealth and audio-only allowances as particularly useful 
(Table 3).

Telehealth coverage and payment expansions
Agency leaders reported that implementation of telehealth 
coverage policies required the development of a host of inter
related state regulations such as telehealth billing rules— 
which evolved over time as telehealth-specific billing modifiers 
were developed—and delineating which types of providers 
were eligible to deliver addiction treatment to patients via 
telehealth. At the treatment facility level, early implementa
tion focused on procurement of computers and software. 
Interviewees noted that, for Federally Qualified Health 
Centers, grant funding to support this transition was critical 
as they lacked needed technology at the pandemic outset. 
Most interviewees viewed the permanent expansion of tele
health as likely to lower barriers to addiction treatment, given 
its potential to reduce the need for patients to obtain transpor
tation and childcare to attend treatment. While interviewees 
were enthusiastic about the continued use of telehealth, they 
commonly noted the importance of finding a balance of in- 
person and virtual treatment services that maximized value 
to patients.

Policies allowing telehealth induction of 
buprenorphine for OUD
Interviewees specifically emphasized the value of state policies 
allowing the induction of buprenorphine to treat OUD via tel
ehealth. Interviewees viewed this DEA policy as beneficial in 
overcoming access barriers during the pandemic and sup
ported sustainment long-term, although they reported that it 
would be beneficial to expand this policy to also allow for 
the induction of methadone via telehealth. Importantly, while 
interviewees supported policy sustainment, they perceived 
that many providers in their state preferred in-person induc
tion of buprenorphine.

Audio-only allowances
The leaders interviewed also emphasized the value of policies 
allowing the delivery of addiction treatment via audio-only 
technology, which was viewed as an important tool for reach
ing patients with limited technology and/or internet access, in
cluding low-income individuals and people in rural areas. 
Leaders noted that coverage of audio-only services was par
ticularly useful for the delivery of crisis response and care 
management services. Interviewees also viewed audio-only 
coverage as beneficial for care engagement and continuity 

Table 1. Professional affiliation of the 46 interviewees.

No. (%)

Professional affiliation and role
State behavioral health agency (eg, Assistant 

Commissioner, Executive Director, State Opioid 
Treatment Authority)

26 (56.5%)

State or county health department (eg, Health Officer, 
Director)

11 (23.9%)

Behavioral health services organizations (eg, Manager, 
Assistant Vice President)

5 (10.9%)

Other (eg, academic research, Attorney General's office 
official)

4 (8.7%)

State
Arizona 5 (10.9%)
Indiana 8 (17.4%)
Louisiana 11 (23.9%)
Mississippi 3 (6.5%)
Nevada 6 (13.0%)
New Jersey 4 (8.7%)
New York 6 (13.0%)
South Dakota 3 (6.5%)
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because they allowed providers to bill for audio check-ins with 
patients. Interviewees reported that many providers in their 
states preferred audio-visual delivery of addiction services 
and perceived that the audio-only allowance was often used 
by providers to supplement, as opposed to replace, care deliv
ered in person.

Non-telehealth COVID-era policy changes
Take-home allowances for methadone
Interviewees highlighted take-home methadone allowances 
put in place during the pandemic as important to sustain 
(Table 4). To implement this policy, interviewees discussed de
veloping procedures for determining patient eligibility for ex
tended take-home allowances based on risk of overdose and 
during periods of increased community transmission of the 
COVID-19 virus. The leaders interviewed noted challenges 
in standardizing and communicating these policies across fa
cilities and reported that some patients perceived bias in 
who received take-home allowances. Leaders reported that 
opioid treatment programs (OTPs) initially struggled to ex
tend take-home methadone due to low stocks of medication 
and take-home bottles, but these supply issues resolved over 
time. Importantly, interviewees noted that OTPs were permit
ted—not required—to extend take-home allowances if their 

state adopted the federal waiver, which interviewees perceived 
as contributing to disparities in patients’ access to take-home 
methadone to manage OUD. Overall, extended take-home al
lowances were viewed by interviewees as critical for 
COVID-19 mitigation and useful to increase access to treat
ment long-term.

Mobile methadone clinic allowances
Interviewees also discussed the expansion of federal allowan
ces for mobile methadone clinics as particularly helpful during 
the COVID-19 pandemic for increasing treatment access. 
Interviewees discussed 2 DEA policies. First, in March 2020, 
the DEA extended allowances for home delivery of methadone 
to patients enrolled in OTPs if they were quarantined due to 
COVID-19 or at high risk of serious illness from COVID-19 
exposure.32 State leaders reported that this policy change led 
to the development of mobile teams to deliver methadone to 
patients at their home or other locations (eg, virus isolation 
hotels). Additionally, state leaders highlighted the range of pa
tients “at high-risk of serious illness” from COVID-19, includ
ing elderly patients and those with compromised immune 
systems, eligible for medication delivery. The strategies devel
oped for medication delivery to congregate-living settings 
were held up by interviewees as priorities for long-term 

Table 2. State addiction treatment policies implemented in response to the COVID-19 pandemic.

Policy Relevant federal policies States with a relevant policy

Telehealth coverage parity Among other relevant waivers, federal telehealth 
flexibilities included expansions in who could 
provide telehealth services to Medicare 
beneficiaries, whether a pre-existing patient– 
provider relationship was required, where 
telehealth could occur, and what technology could 
be used.

AK, AZ,a AR, CA, CO, CT, DE, DC, IL, IN,a IA, KY, 
ME, MD, MN, MO, MT, NV,a NH, NJ,a NM, NY,a 

NC, OH, OR, TN, TX, VT (27 states and DC)

Telehealth reimbursement parity Among other relevant waivers, federal telehealth 
flexibilities allowed providers to waive cost-sharing 
for certain telehealth services and required all 
Medicare services to be reimbursed at the same rate 
as in-person services.

AK, AZ,a AR, CA, CO, CT, DE, DC, GA, HI, ID, IL, 
KY, LA,a ME, MA, MN, MO, MY, NE, NH, NJ,a 

NM, NY,a NC, ND, OK, PA, RI, SC, SD,a TN, TX, 
UT, VT, VA, WA (36 states and DC)

Telehealth buprenorphine 
prescription

The DEA allowed controlled substances (eg, 
buprenorphine) to be prescribed through telehealth 
without an in-person visit.

All 50 states and DC allowed some telehealth 
buprenorphine prescribing during at least 1 phase of 
the COVID-19 pandemic, either with an official 
announcement of policy or by defaulting to the DEA 
guidance.

Audio-only addiction treatment 
appointments

Among other relevant waivers, federal flexibilities 
included expansions in who was eligible for 
audio-only addiction treatment services and 
required all Medicare services to be reimbursed at 
the same rate as in-person services.

AL, AK, AZ,a AR, CA, CO, CT, DE, DC, GA, HI, ID, 
IL, IN,a IA, KS, KY, LA,a ME, MD, MA, MI, MN, 
MS,a MO, MT, NE, NV,a NH, NJ,a NM, NY,a NC, 
ND, OH, OK, OR, PA, RI, SC, SD,a TN, TX, UT, 
VT, VA, WA, WV, WI (48 states and DC)

Take-home methadone SAMHSA allowed states to request blanket 
exceptions for patients in an opioid treatment 
program to receive 28 days of take-home doses of 
medication.

AL, AK, AZ,a AR, CA, CO, CT, DE, DC, FL, GA, ID, 
IL, IN,a IA, KS, KY, LA,a ME, MD, MA, MI, MN, 
MS,a MO, NE, NV,a NH, NJ,a NM, NY,a NC, ND, 
OH, OK, OR, PA, RI, SD,a TN, UT, VA, WA, WV 
(43 states and DC)

Allowing mobile methadone 
clinics

DEA issued a rule allowing operation of mobile 
methadone clinics by registered opioid treatment 
programs

—

Allowing providers licensed in 
another state to provide services 
to state residents

CMS waived the requirement that out-of-state 
providers enrolled in Medicare must be licensed in 
the state where they are providing services. CMS 
also told states they could use 1135 waivers to allow 
out-of-state providers to care for Medicaid patients.

All 50 states and DC allowed at least some providers 
licensed in other states to provide care to state 
residents during at least 1 phase of the COVID-19 
pandemic.

Abbreviations: CMS, Centers for Medicare and Medicaid Services; DC, Washington, DC; DEA, Drug Enforcement Administration; SAMHSA, Substance 
Abuse and Mental Health Services Administration. 
aStates that were 1 of our 8 study states.
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sustainment, as medication delivery was often accompanied 
by the delivery of other wraparound services, such as connec
tions to housing or social services.

Following the initial growth in mobile delivery, the DEA re
leased new rules for mobile methadone delivery in June 2021, 
which allowed OTPs to use mobile methadone units without 
requiring a separate DEA registration for each unit.33 When 
interviews were conducted in mid-2022, interviewees were 
at varied stages of implementation, ranging from distributing 
grant funding for clinic vehicle purchases to operating mobile 
units. Interviewees noted that, while the federal policy allow
ance was necessary to expand this service, the vans remain 
cost-prohibitive to adopt on a wider scale. Interviewees none
theless expressed optimism about the long-term potential of 
mobile delivery to reduce access barriers to care, particularly 
in rural communities.

Loosening out-of-state licensing restrictions
Another policy commonly discussed by interviewees was 
out-of-state licensing allowances allowing providers to 

practice across state lines. Interviewees noted that this policy 
was particularly useful for patients who lived near state bor
ders, giving them flexibility to seek care via telehealth or in 
person in the neighboring state. Leaders viewed this policy 
as critical to supporting addiction treatment access during 
the pandemic, particularly when localized COVID-19 surges 
strained health care staffing. State leaders noted that, when lo
cal providers lacked capacity to induce new patients on bupre
norphine in a timely manner, out-of-state licensing allowances 
supported induction by out-of-state providers who could sub
sequently hand patients off to local providers for maintenance 
treatment. State leaders perceived interstate licensing as poten
tially useful in easing workforce shortages, particularly for bu
prenorphine prescribing. However, multiple leaders noted 
that they did not think the broad interstate licensing allowan
ces in place during COVID-19 would be sustained due to lim
ited support from state licensing boards. Interviewees noted 
that state licensing boards have standing processes in place 
for multistate licensing, although they viewed the decreased 
administrative burden (eg, streamlined application processes, 

Table 3. Qualitative interview quotes on expansion of telehealth allowances for addiction treatment delivery.

Telehealth coverage and payment expansions
Participant A: “We left it to the providers that had professional licenses to make the decision whether or not they could safely provide telehealth, and 

then we told them that, ‘If you can, and the patient agreed to the telehealth, that they would just have to bill for that service as if they provided it face 
to face.’ So that saved us a lot of programming time and delays if we were to try and change everything in our system. And we did make changes that 
changed the place of service and all, but we allowed the providers to list their office when they were providing services via telehealth because of the 
expedience, right? That we wanted to get them out there, and we wanted them to be providing those services quickly. So that was probably a big 
help.”

Participant B: “Well, we had 2 shifts. I mean, just us as an organization, the shift to have to doing less groups and more individual work. So that was a 
little bit different for us. We had to ensure that we had appropriate—the actual hardware and system capability for clinicians to do their work. We 
had to ensure that we had secure logins that folks could work remotely. We had to revise, not really revise, but ensure that we were using proper 
billing codes that had all the modifiers related to telehealth, things along those lines.”

Participant C: “Teletherapy and telemedicine is definitely around to stay. We have some clients and practitioners who really like this treatment model. 
So, we certainly want them to have the opportunity to engage in that fashion if they would like to do so. So, we definitely know that's staying 
around.… It's generalizable in that—Here's the thing about disasters, in Louisiana, we face so many of them from hurricanes to the pandemic to 
whatever and I think every disaster kind of has a unique set of circumstances that have to be considered. But in terms of something that we could 
really take away and use to continue services, I think telehealth would have lots of different applications assuming that people have power and 
access to an internet connection.”

Participant D: “I think part of the struggle with telehealth is you don’t have the person in front of you, and so we’ve heard time and time again 
telehealth is great for a lot of things, but telehealth isn’t the end-all, be-all solution and there has to be in-person components. Obviously, as we open 
back up, that became a lot easier to ensure that people were being seen in person. There's just a lot of things you can tell, especially around substance 
use disorder, there's a lot of things you can tell when you when you put your eyes on an individual. And then, frankly, there were some individuals 
who didn’t care for telehealth, liked that one-on-one interaction with their provider and they struggled during this time. And I know there were a 
number of individuals who relapsed. I’m not sure that telehealth was the only reason, but it definitely—that isolation, it was definitely a factor for 
many individuals.”

Policies allowing telehealth induction of buprenorphine for OUD
Participant A: “Really, it was more the waiver of the federal policies that was very helpful during COVID. So, the one that jumps out to me was where 

they allowed us to do telehealth for individuals that were getting a controlled substance, and even down to the first visit where the medication was 
began, that they were able to do that via telehealth. So, I think that was a very big help. They didn’t have to have that face-to-face visit first. So, we 
were able to get a lot more people started quickly when they were ready on to buprenorphine.”

Participant E: “But every presentation I’ve done and every opportunity I have I say one of the biggest challenges—still—was individuals who are 
getting inducted on methadone still had to do the face-to-face [visit]. So, you could do induction for buprenorphine, but methadone still had to be 
face-to-face. And so that was definitely a challenge.”

Audio-only allowances
Participant C: “I just want to say that the Centers for Medicaid and Medicare, when they made it possible for us to use the telephone—because that 

saying there is a digital divide. Some people don’t have internet. Some people don’t have the ability to teleconference or the know-how to do it. So, 
when they made it okay and legitimate for us to use the telephone and use telephonic consultation with the doctors, with our prescribers where they 
can be reimbursed for the work that they did with our clients needing help over the phone, that was a big help. So that's a state and/or a federal thing 
that happened where we could use the telephone to be able to provide services to clients as well…. And I will say that that's one that we don’t use a 
lot anyway. We do use it, but it has to be for a specific client profile. Some of the levels of acuity that are really severe in those who have to have 
specific testing.”

Participant F: “So we’re allowing for audio-only services for crisis intervention as well as targeted case management. Otherwise, we would really 
encourage providers to utilize that audiovisual component for behavioral health service delivery, or face-to-face. Really work with whatever is 
medically necessary and again, clinically appropriate for that individual.”

Abbreviation: OUD, opioid use disorder.
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waived fees) of the pandemic response policy as facilitating 
provider participation in interstate licensing efforts.

Discussion
State leaders whose professional roles involved implementing 
federal and state policies designed to mitigate the impact of the 
COVID-19 pandemic viewed multiple pandemic-era policies 
as useful for expanding addiction treatment access post- 
pandemic. Leaders highlighted policy allowances related to 
telehealth, take-home methadone allowances, mobile metha
done clinics, and out-of-state licensing flexibilities. State 

leaders’ endorsement of sustaining pandemic-era telehealth 
flexibilities was consistent with qualitative and survey re
search with clinicians.34-36 Evidence from the pandemic shows 
that telehealth expansions supported the continuation of ad
diction treatment,5,37,38 and treatment via telehealth was asso
ciated with improved MOUD retention, lower odds of 
overdose,39 and care quality on par with in-person delivery.40

As of September 2023, some of the policies identified by 
state leaders as worthy of sustainment have been made per
manent. At the federal level, these include Medicare's perman
ent expansion of telehealth coverage parity and expansion of 
audio-only coverage. Under current rules, addiction services 

Table 4. Qualitative interview quotes related to non-telehealth COVID-era policy changes.

Take-home allowances for methadone
Participant E: “For take-homes—when we got it internally, we came up with some criteria as far as what that would look like. We looked at high-risk, 

low-risk—not necessarily risk for overdose, knowing that that's an important piece of it—but looking at people's medical histories and those who’re 
more high risk for negative interactions with Covid. If they have pulmonary issues, issues with immune systems, anything of the sort, those were the 
ones we typically would deem more high-risk—so high-risk medical and high-risk drug use kind of interactions. We increased our naloxone to make 
sure it was in the hands of every single person. And if people were coming in, we typically would give them maybe a week's worth of medication, but 
there were guidelines for that. If people were very unstable, we wouldn’t; that was a handful of people as well as some new to treatment. But our big 
thing was just trying to reduce the amount of foot traffic for daily interactions with people coming into the clinic. Because we serve a lot of people, 
but have a lot of people with compromised immune systems and a lot of medical complications.… But, people felt definitely a sense of—are they 
being favored over me? So just making sure we’re fair and equitable. But also, it's not always fair and equitable if someone has more significant 
health problems, you might not always see that. And obviously, I’m not going to disclose that, ‘Hey guys, she has really bad asthma. That's why 
she's going to go come in in less frequently.’ Versus, ‘She's really healthy and doesn’t have any other past complications’ or anything else like that.”

Participant D: “Some of our clinics, our opioid treatment programs, are larger. We have 2 that are close to over 1500 patients. And I would say that 
those clinics had a much more difficult time getting the self-administered medication bottles filled for the extended take-homes. So there was a lot of 
work with our clinics with making sure they had enough take-home bottles and then making sure they had enough methadone on hand because 
that's something that you only order like a couple days out, so to speak. And so there was a lot of work, and the rollout of the extended take-homes 
at our clinics really varied on the number of patients they had and on their resource capacity to actually fill the bottles and see the patients.”

Participant H: “The OTPs, we implemented the 14 to 28 days of take-home doses, contingent upon how stable the patient was.… It's something that I 
would be comfortable in keeping, but there has not been any discussion about whether or not that will remain in place. But, I will tell you that last 
year Louisiana got 8 hurricanes. And I do disaster response and I told providers, ‘Look, the hurricane is coming. We still have these Covid 
allowances in place.’ And I just kept quoting it like, ‘Okay, for stable patients you can give them 14 days. Stable patients, they can be given 28 days. 
And you need to call your patients in to get medicine as soon as they declared a state of emergency.’ I pitched forward with them implementing their 
emergency action plans.… And I said it's based on your individualized patient assessment as to who you’re able to offer that to. Of course, you can’t 
do that with new admits. But it does help a whole lot when you’re doing disaster planning. It really does. It makes a huge difference.”

Mobile methadone clinic allowances
Participant I: “The other good thing that happened was methadone delivery service in New York City. So that also decreased the volume of individuals 

on the daily basis to the OTPs. The methadone was delivered to people either in quarantine or isolation, which were if they did not have a place to do 
that at home, they were put into hotels to do that by DOHMH. And so the deliveries were either to those locations where people were being 
quarantined or isolated or there was delivery to people's homes or curbside delivery. And it was also provided individuals who were at risk high risk 
for COVID-19 due to comorbidities. So it wasn’t just limited to people in quarantine or isolation. So that was very innovative as well.”

Participant J: “And then we also had mobile crisis, mobile Covid team, that if somebody couldn’t get into the clinic because of some Covid-related 
issue, whether it was transportation wasn’t available or they had Covid themselves or a member of their family had Covid or they were in their 
quarantine period because they’d been exposed before the vaccine. Then we sent out our mobile Covid team and they would do all of those services 
so that there was no disruption in care.”

Participant K: “The other thing that was allowed, at the federal level, is the DEA-approved mobile opioid units. So, we were able to bring in a mobile 
unit, in fact, they borrowed it from one of their other properties, I think in Virginia, drove the mobile unit to Louisiana because the OTP was just 
devastated, and they couldn’t provide services there any longer. So, we were able to implement that approved policy through the federal government 
to operationalize a methadone mobile unit…. And I’m hoping at the federal level, the policy relative to having methadone mobile units stays the 
same. Because that would greatly add to our ability to reach the rural community in our state. So, I’m hoping that one is sustained.”

Loosening out-of-state licensing restrictions
Participant D: “We also use telehealth and out-of-state prescribers for buprenorphine intake. So, our [office-based addiction treatment] providers 

were able to supplement their workforce by using out-of-state prescribers to do that initial intake and then hand them off post the intake.”
Participant L: “Probably the biggest barrier we still have, at least in South Dakota in the counseling world, is we get the state lines issue that you have to 

have the license within whatever state the patient exists in. So, I have to be licensed in multiple states. We just happen to be 15 miles from Iowa and 
15 miles from Minnesota where we sit. But if I’m not licensed in those states, that I can’t do a virtual visit with the patient in their home state, they 
would have to come someplace in South Dakota. So, it does create a pretty significant barrier for ongoing care in that manner unless we get licenses 
in multiple states or there's some kind of federal legislation that allows counselors to practice beyond the state lines.”

Participant M: “Given that there is, I’m hearing, a much larger need for substance abuse counselors across the state—and substance abuse services in 
general—I think any policy that essentially cracks down on the drug and alcohol board, the licensing board, that needs to happen. Because we’re 
experiencing such a shortage of providers, we can’t afford to let good people go by the wayside. And I think that if somehow the, I don’t know if the 
governor could do it, but just kind of instilling [the out-of-state licensing allowance] as law and practice, I think, could have saved a lot of people, a 
lot of headache.”

Abbreviations: DEA, Drug Enforcement Administration; DOHMH, Department of Health and Mental Hygiene; OTP, opioid treatment program.
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delivered via telehealth will be paid at a lower rate than in- 
person services beginning in 2024, but proposed rules, if 
adopted, would permanently extend telehealth payment par
ity for addiction treatment.41 The DEA has proposed a per
manent rule that would continue to allow buprenorphine 
induction via telehealth, with the added requirement that pa
tients have an in-person visit within 30 days of induction. 
This proposed added requirement for an in-person visit within 
30 days of induction faces widespread opposition from 
addiction treatment leaders, including the American Society 
of Addiction Medicine and the American Psychiatric 
Association, who assert that it impedes care access.42,43 At 
the time of manuscript publication, the DEA is continuing cur
rent telehealth permissions through 2024 and is working on 
new proposed regulations in response to the feedback re
ceived. State telehealth rules governing Medicaid and fully in
sured commercial plans are still evolving as automatic policy 
extensions tied to the end of federal and state public health 
emergencies (eg, extending policies for 6 months post- 
emergency) wind down. Forty-three state Medicaid programs 
continue to reimburse providers for audio-only treatment and 
each state's ability to sustain buprenorphine induction via tele
health without an in-person visit will depend on the final DEA 
rule.44

The SAMHSA has extended take-home allowances for 1 
year following the end of the federal public health emergency 
on May 11, 2023, and made mobile methadone expansions 
permanent.45,46 Implementation of these changes requires a 
cascade of additional actions at the state and treatment pro
gram levels, including development of Medicaid and other 
state insurance billing policies for take-home methadone47

and treatment program policies regarding who is eligible for 
take-home or mobile methadone.48 Interviewees in our study 
noted that states and clinics were not required to implement 
federal take-home methadone allowances, and research on 
MOUD patient experience during the pandemic has shown 
large variation in receipt of take-home methadone during 
the pandemic.10,49 In parallel, some clinicians and patient ad
vocates are calling to lift federal rules restricting methadone 
treatment delivery to specialty outpatient treatment programs 
and allow prescribing of methadone as MOUD by office-based 
providers,18 a model used in multiple other countries and 
under consideration in the United States through the 
Modernizing Opioid Treatment Access Act.50

The state leaders interviewed in this study noted the utility 
of interstate licensing flexibilities in the pandemic context. 
Growth in the number of states joining interstate licensure 
compacts, such as the Interstate Medical Licensure Compact 
for physicians, may support these flexibilities longer-term, 
particularly in the context of telehealth expansions. 
Research is needed to understand how compact participation 
influences care delivery across state lines and whether and how 
these compacts can support care in areas with provider 
shortages.

Limitations
This study should be considered in the context of several lim
itations. First, interviews were conducted across 8 states and 
may not be generalizable across the entire United States. We 
interviewed a relatively limited number of experts within 
states, and it is possible that not all viewpoints were captured. 
Additionally, we are unable to examine variation across states 

with different combinations of policies due to our sample size. 
Second, interviews may have been subject to response bias due 
to self-selection of individuals who were willing to participate, 
or to social desirability bias from interviewees’ desire to pre
sent their state’s response in a positive light. To minimize 
this issue, the informed-consent process included confidential
ity assurances and recruitment strategies targeting diverse or
ganizations across each state. Finally, although we aimed to be 
comprehensive in our legal mapping, it is possible that a state 
policy was unintentionally omitted. We minimized this risk by 
comparing our results with other data sources and, where 
there was disagreement, discussing the policy with the study 
team to reach a resolution. Further, we were unable to deter
mine how many states created mobile methadone programs in 
response to the DEA rule.

Conclusion
State leaders responsible for implementing policies designed to 
mitigate access to addiction treatment during the COVID-19 
pandemic perceived multiple policies as having the potential, 
if sustained long-term, to improve access to addiction treat
ment. While some of these policies have already been made 
permanent, the landscape is still evolving. Future research 
should examine the effectiveness and implementation of these 
policies outside of the acute COVID-19 pandemic context.
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