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T heCOVID-19 pandemic has forced health systems across
the USA to adapt, innovating systems of care for the

protection of patients and public health. The most apparent
transformation is the sudden shift to telemedicine across spe-
cialties. Prior to the crisis, nearly 13,000 Medicare beneficia-
ries received telemedicine care each week; in the last week of
April alone nearly 2 million patients received telemedicine
services. This rapid expansion in telemedicine services has
included care for patients with substance use disorder (SUD)
where access issues have long prevented adequate care deliv-
ery. 1

There are clear benefits to telemedicine in delivering care
for patients with SUD. In addition to reducing transmission
risk of COVID-19, telemedicine also has the potential to
increase access. A phone visit reduces the barriers of coming
to the office for a patient who might be reliant on public
transportation, may need extra time off for work, or might
need to find child care. Importantly, for opioid use disorder
treatment in particular, telemedicine may offer access to med-
ication treatment for patients who have not previously been
able to initiate care in a brick and mortar clinic. New policy
changes now allow for the initiation buprenorphine over the
phone; this with aligned reimbursement could increase access
to lifesaving care even during periods of lock down.2 The
move to telemedicine presents an opportunity to positively
impact the lives of patients with SUD, but its implementation
must be deliberate to not exacerbate the structural inequities
that already plague the care of these patients.
Given the overall increased risk of mortality among those

with SUD relative to other patients, especially those with a
history of non-fatal overdose, it is imperative that a shift to
telemedicine does not impact the quality of care for these
patients. Preliminary data already indicates that overdose

deaths have skyrocketed since the start of the pandemic, with
some areas recording a near doubling of deaths.3

While the benefits cannot be overstated, concerns have
already been raised about the potential of the shift to telemed-
icine to exacerbate disparities already driven by racism and
poverty. Patients with SUD likely also face more significant
telemedicine access issues than other patient populations due
to ongoing structural inequities. SUD disproportionately af-
fects patients experiencing homelessness and poverty.4 The
overdose crisis is also dramatically impacting Black and
Latinx patients, who experienced the highest rates of increase
in overdose deaths from 2013 to 2017, largely driven by
illicitly manufactured fentanyl.5 And yet, because of racist
drug policy, Black and Latinx individuals are disproportion-
ately criminalized and have lower access to and retention in
effective SUD care.
Patients with SUD who experience poverty or homeless-

ness may not have consistent cellphone service or Wi-Fi
access to conduct a phone or video visit. These issues are
further compounded by privacy issues. Effective SUD treat-
ment requires confidentiality and trust, both of which are not
guaranteed if the patient cannot find a safe and secure place to
talk.
Regulatory barriers remain a significant challenge to care

for patients with SUD, even with the adaptations since the start
of the pandemic. Though there is new flexibility by payers and
regulations to allow for initiation of buprenorphine over the
phone; methadone, another lifesaving medication for opioid
use disorder (MOUD), continues to be highly regulated and
requires an in-person initial visit. Although regulation changes
allowed under the public health emergency of COVID allow
more access to take-home methadone doses in some cases,
there is heterogeneity in utilization of this new flexibility.
Limiting take-home medication increases the risk patients
may face in getting to an opioid treatment program to receive
daily methadone. Daily attendance requirements may also
prevent some individuals from seeking methadone treatment
at all.
Effective treatment for patients with SUD should be indi-

vidualized. A range of care team members, including pro-
viders, case managers, recovery coaches, office-based addic-
tion treatment nurses, and behavioral health clinicians may be
involved in the coordination and pooling of resources and
frequent touches for a patient. Flexibility and patient choice
in how these different touchpoints occur is ideal to engage
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patients in ongoing care. Telemedicine done the wrong way
could limit this flexibility and individualization of care. In
addition, appropriate harm reduction services are critical, and
access to naloxone and sterile use equipment will be challeng-
ing in the COVID era. Lastly, some patients simply may not
want to engage with care through telemedicine.
With these limitations and challenges in mind, there are

guiding principles that providers and health systems must use
to best care for our marginalized patients with SUD. First, any
improvement of access to care that comes with telemedicine,
and particularly access to MOUD, should be viewed as posi-
tive. However, we must ensure that this shift does not exacer-
bate racism and structural inequality that already plagues our
system. To this end, patients need safe and secure access to
telehealth. If we find an increasing need for telemedicine for
the safety of the public, we must find a way to care for our
most marginalized patients through providing phones and
paying for phone bills or Wi-Fi.
Second, further regulatory barriers around MOUD must be

lifted to properly care for patients with SUD. Initiation of
methadone over the phone should be permissible and reim-
bursable, and increased take-home medication must be
allowed to keep these patients safe during lockdowns without
sacrificing access. Counseling requirements have never been
based on evidence; in the context of a pandemic, these barriers
not only limit access to lifesaving medical therapies but also
increase risks for providers and patients alike.
Finally, systems of care must be designed with input, in-

volvement, and guidance from the patients we serve. If pa-
tients with SUD do not engage in telemedicine, we must ask
them how they prefer to receive care, including improved
access to low threshold clinical models and continued provi-
sion of harm reduction resources. When patients with SUD do

interact physically with the health system, be it through inpa-
tient hospitalizations or ED visits, these opportunities to en-
gage in care should be utilized to ensure that a lack of physical
connection does not increase harm.
As we continue to see the effects of initial lockdowns on

health outcomes across the disease spectrum, health systems
must be agile in caring for patients at the highest risk of
suffering and mortality as access is threatened. Focus on our
care delivery for patients with SUD, who are deeply margin-
alized, must be a priority given the risk of death and disparity
for these patients even in times of adequate access.
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