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BACKGROUND: With the onset of the COVID-19 crisis,
many federal agencies relaxed policies regulating opioid
use disorder treatment. The impact of these changes has
been minimally documented. The abrupt nature of these
shifts provides a naturalistic opportunity to examine ad-
aptations for opioid use disorder treatment in primary
care.
OBJECTIVE: To examine change in medical and behav-
ioral health appointment frequency, visit type, and man-
agement of patients with opioid use disorder in response
to COVID-19.
DESIGN:A 14-item survey queried primary care practices
that were enrolled in amedications for opioid use disorder
statewide expansion project. Survey content focused on
changes in service delivery because of COVID-19. The
survey was open for 18 days.
PARTICIPANTS: We surveyed 338 clinicians from 57 pri-
mary care clinics located in California, including federally
qualified health centers and look-alikes. A representative
from all 57 clinics (100%) and 118 staff (34.8% of all staff
clinicians) participated in the survey.
MAIN MEASURES: The survey consisted of seven dimen-
sions of practice: medical visits, behavioral health visits,
medication management, urine drug screenings,
workflow, perceived patient demand, and staff experience.
KEY RESULTS: A total of 52 of 57 (91.2%) primary care
clinics reported practice adaptations in response to
COVID-19 regulatory changes. Many clinics indicated
that both medical (40.4%) and behavioral health visits
(53.8%) were now exclusively virtual. Two-thirds (65.4%)
of clinics reported increased duration of buprenorphine
prescriptions and reduced urine drug screenings (67.3%).
The majority (56.1%) of clinics experienced an increase in
patient demand for behavioral health services. Over half
(56.2%) of clinics described having an easier or un-
changed experience retaining patients in care.
CONCLUSIONS: Many adaptations in the primary care
approach to patients with opioid use disorder may be

temporary reactions to COVID-19. Further evaluation of
the impact of these adaptations on patient outcomes is
needed to determine whether changes should be main-
tained post-COVID-19.
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P atient access to medications for opioid use disorder
( O UD )— i n c l u d i n g b u p r e n o r p h i n e a n d

methadone—remains one of the largest hurdles to opioid use
disorder treatment. Despite robust evidence of these medica-
tions’ impact on reducing mortality and overdose, fewer than
one-third of patients receive them in any care setting.1, 2 Many
barriers limit access: prescriber waiver requirements, concerns
about medication diversion and misuse, stigma toward and
internalized by patients, transportation availability, and man-
datory in-person induction visits.3–5 Given the effectiveness
and safety of these medications for opioid use disorder treat-
ment,1, 2 there has been a long-standing call to ease access and
remove barriers.6–9

The COVID-19 pandemic has caused major disruptions to
the care of patients with opioid use disorder. California was
among the first states with confirmed COVID-19 cases—with
a daily average of 1678.4 new cases during the study
period—and the first to employ a statewide shelter-in-place
order.10, 11 State edicts prompted health care to move virtual
and subsequent federal guidelines relaxed care restrictions.
Though these changes present challenges for clinics, they also
provide a naturalistic experiment on the removal of some
barriers to OUD care delivery. Many treatment programs
require in-person medication initiations, frequent visits, and
negative urine drug screenings (UDS) before prescribing.
These practices became challenging to maintain with the onset
of COVID-19 restrictions.12 It is important to maintain
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continuity of care for patients with opioid use disorder, and the
risk of adverse health outcomes—such as overdose and use
recurrence—increases significantly with medication discon-
tinuation.13 With the knowledge that patient retention is es-
sential for opioid use disorder treatment, the Drug Enforce-
ment Administration (DEA) dropped the in-person exam re-
quirement for buprenorphine initiations, allowing prescribers
to use telemedicine in late March.14 The Substance Abuse and
Mental Health Services Administration (SAMHSA) also con-
firmed these changes.15–17 The Department of Health and
Human Services (HHS) relaxed HIPAA rules, permitting
health care providers—across medical specialties—to use
non-public facing communications technology for telehealth
appointments.18 With no federal mandate for urine drug
screenings or frequent visits, clinics adjusted their own proto-
cols to address this urgent need. Agencies only designated
these reforms for the duration of the COVID-19 crisis, with an
eventual return to precedent.
Addiction specialists are calling for the sustainable expan-

sion of these new avenues for low-barrier care.19–22 It is
therefore important to document clinic modifications resulting
from relaxed federal guidelines. These unprecedented care
delivery trends may provide lessons on reforms in the care
of patients with opioid use disorder.
This report is the first to present primary care data on

COVID-19 changes to the care of patients with opioid use
disorder. We surveyed a sample of 57 primary care, predom-
inantly federally qualified health care center (FQHC), prac-
tices. The resulting insights on staff experience with and
practitioners’ preference for lower-barrier care may support
re-evaluation of existing policies on the care of patients with
opioid use disorder. Primary care practices may have the
capacity and insight to lead the way.

METHODS

Participants

Participants included 338 staff members across 57 primary
care clinics enrolled in an existing medication for opioid use
disorder (MOUD) treatment expansion project. These primary
care clinics include federally qualified health centers (FQHC),
FQHC look-alikes, hospital-affiliated ambulatory care clinics,
Indian Health Service, and rural health clinics. The clinics
varied by number of employees, patient panel size, and stages
of opioid use disorder care implementation (e.g., number of
buprenorphine-waivered prescribers, number of patients pre-
scribed buprenorphine). Clinic opioid use disorder care capa-
bility was determined in the previously mentioned study on
opioid use disorder treatment expansion. Clinics were labeled
start-up if they had a small number of x-waivered providers
and few patients and scale-up if they were more established in
their OUD care. These categorizations were developed by an
expert team with qualifications in addiction medicine, addic-
tion psychiatry, and primary care management and correspond

to Aarons et al. Exploration, Preparation, Implementation and
Sustainment (EPIS) stages: Exploration and Preparation (start-
up OUD practice) and Implementation and Sustainment
(scale-up OUD practice).23 Many clinics resided in rural and/
or medically underserved areas. Study staff surveyed pre-
scribers (medical director, physician, physician assistant,
nurse practitioner), behavioral health personnel (social work,
clinical psychologist, mental health therapist, substance use
counselor, behavioral health manager), and others (nurse man-
ager, nurses, medical assistant, clinical administrator, program
coordinator).

Survey Development and Measures

The 14-item survey collected data on how primary care clinics
have adapted their practices for patients with opioid use dis-
order since the COVID-19 pandemic. Initial survey items
came from DEA and SAMHSA pandemic-specific modifica-
tions to existing medication and opioid use disorder care
guidelines. We sourced additional items from recommenda-
tions presented in a 3-hour-long webinar. The Center for Care
Innovations hosted the webinars that were designed to provide
pandemic transition support. Important practice change topics
emerged as themes from the interactive discussion among
attendees. Through an iterative process, a team of subject
matter experts—including an addiction psychiatrist, a clinical
p s y c h o l o g i s t , a n d two q u a l i t y imp r o v emen t
specialists—further refined and finalized the survey.24

The final survey is composed of 14 items across seven
domains: (i) medication visits, (ii) behavioral health visits,
(iii) medication management, (iv) urine drug screenings, (v)
workflow, (vi) patient demand, and (vii) staff experience. Each
category assessed both frequency and delivery modalities. The
survey had an open-ended textbox at the end of the survey for
respondents to comment on their experiences with adaptations
to their clinic practice. A sample domain with corresponding
items is listed in Table 1.

Table 1 Sample Item from Participant Survey

Please indicate changes that have been made to medication visit type
(in person = in clinics; virtual = phone or video)
[Check all that apply]

We have not made any changes to our in-person initial MOUD visits or
follow-up MOUD visits
We do not offer any virtual visits for patients starting MOUD
Some visits for patients starting MOUD are in-person and some are
virtual
All visits for patients starting MOUD are virtual
We do not do any virtual options for follow-up MOUD visits
Some follow-up MOUD visits are in-person and some are virtual
All follow-up MOUD visits are virtual
In-person follow-up MOUD visits are less frequent but no longer than
one month apart
Follow-up MOUD visits are as frequent but a combination of in person
and virtual
Follow-up MOUD visits are as frequent and all virtual
Follow-up MOUD visits are less frequent and all virtual
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Adaptation to RoutineMedication Practices. To examine how
clinics made adaptations to medication practice, respondents
checked statements ranging from no adaptation (e.g., no
changes) to complete adaptation (e.g., fully virtual telehealth for
medications for opioid use disorder). Five practice adaptation
categories were assessed: medical visits, behavioral health
counseling visits, medication management, urine drug
screenings (UDS), and clinic workflow. Respondents selected
which statement reflected their current practice. Frequency
(increase, decrease, no change) and modality (all virtual, all in-
person, and combination) questions were asked for medication
visits, behavioral health visits, urine drug screening questions
(Table 1). Medication management and clinic workflow ques-
tions focused on duration, dose, and presence/absence of speci-
fied changes. The survey also requested a breakdown of percent
of virtual visits, patients on buprenorphine injectable/implants,
and patients on injectable naltrexone before and sinceApril 2020.
They could select multiple response options in each set of ques-
tions, marking all that apply.

Staff Perception of Patient Response and Staff Experience.
For the sixth domain, respondents were asked to select items
corresponding to their perception of COVID-19-related
changes to patient care. These statements surveyed both pa-
tient demand for medication and counseling visits and staff
perception of patient preference for delivery modality. The
seventh domain evaluated staff experience during COVID-19.
Respondents were asked to select wellness statements that
apply to them. These statements describe staff experience with
clinic staffing, work location, personal wellness, and clinic
support.

Procedure

The survey was administered between April 20 and May 8,
2020. An anonymous Qualtrics link was emailed to 338 staff
members within the 57 primary care clinics. Program leader-
ship sent three reminder emails, each spaced a week apart, to
ensure timely response from staff members. The datasets
analyzed during the current study are available from the cor-
responding author upon request.

Ethics

Prior to survey distribution, a waiver of consent was obtained
from the Stanford Institutional Review Board. An anonymous
survey link was used to ensure the anonymity and confidenti-
ality of participant data. No identifiable information was col-
lected from participants.

Statistical Analysis

Descriptive statistics depict respondent characteristics at the
clinic and the staff level. To aggregate data at the clinic level,

cases of discordant response (i.e., disagreement between the
respondents from the same clinic) were resolved by selecting
the response of the prescriber; if no prescriber response was
present for a clinic, then the response of the leadership role
(e.g., substance use director, nurse manager) was used. The
study deferred to clinic leadership and prescriber responses
given their clinical and administrative responsibilities. These
roles likely had the most familiarity with the clinic’s opioid
use disorder practice adaptations.
Aggregated response percentages assessed clinic-level and

medication-specific adaptations since the pandemic. Chi-
square tests were performed to examine differences in start-
up versus scale-up clinic responses and in staff wellness
comparison of leadership versus other staff members. All
analyses were performed using SPSS Version 25 and R Ver-
sion 4.0.1.

RESULTS

At least one staff member from all 57 clinics completed the
survey. Response rate for clinics was therefore 100% and that
of individual staff members was 34.8% (118 out of 338
surveyed individuals). Respondents were evenly distributed
across role category: prescribers (32.2%), behavioral health
staff (27.1%), and others (33.9%). Prescribers include physi-
cians, nurse practitioners, and physician assistants. The “Oth-
er” category is comprised of nurse manager, nurses, medical
assistant, clinical administrator, and program coordinator.
Fifty-one percent of clinics were scale-up in terms of opioid
use disorder care capability. Forty-nine percent were start-up
and in the early stages of integrating opioid use disorder care
into their practice. Characteristics of participating clinics are
presented in Table 2.

Medication and Behavioral Health Visits.Amajority (52/57,
91.2%) of clinics made adaptations to their opioid use disorder
care practices in response to COVID-19. The majority of
clinics reported that changes were made to both their
medication and behavioral health visits (Fig. 1). Most notably,
appointments transitioned to a virtual format. Remaining in-
person visits tended to be for medication induction although
some did occur virtually. Frequency of visits appears to re-
main unchanged.

We have increased telehealth visits for established and
stable patients. However, it is too high-risk and liability
is involved with new patients. We do not establish care
or take new patients by telehealth or virtual visits. The
risk does outweigh the reward in this case in our
professional assessment and observation. We will pro-
vide follow up counseling, behavioral health, and
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medical appointments by phone for established and
stabilized patients.—Substance use counselor
We had become more comfortable doing home induc-
tions compared to before and having more success
engaging them over the phone.—Medical Director

Medication Management and Urine Drug Screenings.
Clinics reported prescribing buprenorphine for longer
durations (65.4%) than pre-COVID-19. Rates of injectable

buprenorphine or naltrexone remained essentially unchanged
pre- and post-COVID-19, with a slight 3.8% and 1.9% uptick,
respectively. Clinics designated as scale-up in terms of opioid
use disorder capabilities were significantly more likely to write
prescriptions for longer durations than start-up clinics (P =
0.03). Sixty-seven percent of clinics reduced the frequency of
urine drug screenings for established patients.

Workflow Adaptations. The most significant workflow
adjustments were as follows: changes in CPT codes to bill
for virtual visits (59.6%), more assertive outreach to patients
(48.1%), and lowered barriers for patients to start and continue
on medications (61.5%).

Patient Demand. Reporting of patient retention and
engagement was about equally distributed across response
options. Clinics reported having an easier (31.6%), harder
(26.3%), and unchanged (24.6%) experience engaging
patients and keeping them in care. Clinic reporting of patient
experience during COVID-19 indicated an increase in demand
for bothmedication and behavioral health visits, and perceived
increase in patient preference for virtual visits (Fig. 2). This
was also reflected in the qualitative responses:

We found out that we can get more patients to keep
their appointments with telehealth.—Physician
Our patients prefer the in-person visits but have
adapted to virtual/phone—Physician
Our group participation has gone way up to the point
we are thinking of keeping it on Zoom.—MAT Pro-
gram Manager

Staffing Changes. Changes to clinic staffing, location,
wellness, and support were reported at the individual level.
About one-third of staff members (33.1%, 39/118) report
some layoffs at their clinic while 23% report reduced hours
but no layoffs. Seventy percent of staff members reported
working partly onsite and partly at home with only 3.5%
reporting working in the clinic as-usual. Some reported that
their anxiety has impacted their functioning at home and work
and that they are having a difficult time balancing home life
and work. Most staff members, 64.9%, felt supported by their
organization during this pandemic. However, the proportion
of leadership staff reporting feelings of support is significantly
higher, 79%, than that of non-leadership staff, 53% (P = 0.02).
These changes were echoed in the qualitative responses by
staff:

Collaboration between teams (behavioral health, pri-
mary care, MAT/OBOT team, whole person care team,
etc) is much reduced.—Medical Director

Table 2 Demographic Characteristics of Survey Respondents

By clinic (N = 57) N %
OUD care capability

Start-up 29 50.9
Scale-up 28 49.1

Rurality and shortages
Urban/metropolitan 48 84.2
Rural 9 15.8
Medically underserved area
(MUA)

23 40.4

Primary care clinics
FQHC 41 71.9
FQHC look-alikes 2 3.5
Hospital-affiliated ambulatory
care clinic

8 14.0

Indian Health Service 4 7.0
Rural health clinics 2 3.5

Adaptations during COVID-19
Yes 52 91.2
No 5 8.8

Organization patient panel size
Small (0–14,999 patients) 23 40.4
Medium (15,000–59,999 patients) 17 29.8
Large (≥ 60,000 patients) 17 29.8

Median SD
General clinic characteristics

Number of physicians 6.0 31.1
Number of certified nurse
practitioner

3.0 5.3

Number of physician assistants 1.0 2.4
Number of addiction-certified
physicians

0.0 0.6

Number of psychiatrists 0.0 1.0
Number of addiction-certified
psychiatrists

0.0 0.8

Number of mental health– and
addiction-certified behavioral cli-
nicians

0.5 1.4

Opioid use disorder care clinic characteristics
Number of x-waivered prescribers 4.0 5.7
Number of active x-waivered pre-
scribers

3.0 3.5

Number of patients with opioid
use disorder

151.0 200.6

Number of patients who
prescribed medications

22.0 67.4

Insurance type
% patients on Medicaid 63.5 17.7
% patients on Medicare 5.5 15.1
% patients with dual eligibility 4.0 8.6
% patients on private insurance 3.0 11.1
% uninsured patients 15.0 13.3

By individual (N = 118) N %
Respondent role

Prescribers 38 32.2
Behavioral health personnel 32 27.1
Other 40 33.9
Prefer not to answer 8 6.8

Leadership
role

Clinic leaderships 24 20.3

Other staff members 94 79.7
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I feel like I amworking harder at home, being paid less,
being pushed by management to increase productivity,
and trying to balance home life with children who are
largely being left to fend on their own during clinic
hours.—Anonymous

DISCUSSION

Summary of Findings

Given the federal relaxation of practice guidelines in the care
of patients with opioid use disorder during the COVID-19 era,
changes to delivery were expected. This study documents the
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Figure 1 Adaptations for initial and ongoing visits, by medication and behavioral/counseling services (n = 57). a Reported adaptations for
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percentages may not add to 100%. All opioid use disorder (OUD) references are in acronym form.
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nature of these changes for a small subset of primary care
practices. Almost all clinics, 91.2%, reported adaptations since
April. Almost half of all medication and behavioral health
visits moved to virtual formats with similar reported frequen-
cy. Demand for behavioral health and counseling services
increased, while demand for medication-specific care
remained largely unchanged and stable. Over half of practices
report unchanged or easier experiences retaining and engaging
patients in care. Practices reported prescribing longer doses of
buprenorphine and reduced frequency of urine drug
screenings.
Several of these changes were expected and may be ex-

plained, in part, by existing literature. Social supports and
positive reinforcements that aid in recovery and prevent re-
lapse may be absent for patients during “shelter-in-place”
orders and social distancing requirements.25 As such, recent
commentary in the field warned of an increased need for
behavioral health support during COVID-19, reflected in these
survey results.20, 22 Practitioners in our survey reported pre-
scribing longer doses of their medications, significantly higher
for clinics with higher OUD capabilities. This, along with
decreases in urine drug screenings, may indicate renewed
patient trust and prescribers prioritizing patient safety before
their concerns for diversion and misuse.3 The divergence in
reported support between leadership and non-leadership staff
is striking and should be remedied to support achievement of
the quadruple health care aim and address possible pandemic
burnout.26 This aim emphasizes improvements to work-life of
health care providers in additional to better health, better care,
and lowest cost to patients.27 Even in the advent of significant
protocol adaptations, approximately two-thirds of clinics re-
port unchanged or easier time retaining and engaging patients.

This is a key finding worth investigation as patient retention
and care engagement are essential for reducing overdose and
adverse health event risk.13

Limitations and Next Steps

Inherent in survey data, these results are largely descriptive
and non-causal. The small, and predominantly FQHCmakeup
of the sample, limits generalizability beyond primary care.
Clinics in the sample were already prescribing medications
and enrolled in an opioid use disorder expansion program.
This could indicate a bias in acceptability and willingness to
prescribe medications for the care of patients with opioid use
disorder compared to other practices. Patient preferences were
reported by clinicians, which is an inadequate proxy for accu-
rate measure of patient experience. Only 38 prescribers
(32.2%) responded across the 57 clinics and respondent role
(prescribers, nurse practitioners, and administrators)
varied—though evenly distribution—between clinics. Differ-
ential access to information about clinic functionality and
perspectives between leadership, prescribers, and non-
prescribers may limit possible comparison between clinics.
Given the lack of temporal markers, it is difficult to assign
motivations (e.g., a desire to social distance or an inclination
for ease of access) to reported preferences for virtual care.
Future studies should explore if patients themselves prefer
virtual opioid use disorder and behavioral health care, with
and without the desire and pressure to social distance. The
field should also explore the impact of relaxed regulations
during the COVID-19 pandemic on opioid treatment pro-
grams (OTPs). These clinics face steeper restrictions, and
required in-person appointments for schedule-II medications
prior to COVID-19. The long-term impact of these changes in
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relation to patient retention and outcomes is still unknown.
The onset of the COVID-19 pandemic has provided a natural
experiment on the removal of barriers to opioid use disorder
care. Researchers should take advantage of these changes to
advance our understanding of treatment access in the primary
care and substance use treatment fields.
Both individuals with opioid use disorder and those at risk

for COVID-19 share high rates of chronic health comorbidi-
ties, tenuous housing, and social risk factors.19, 20, 22 There is
an immediate need to evaluate the intersection of these two
crises. This study documents primary care opioid use disorder
practice adaptations in response to COVID-19. It reveals a
transition to virtual care for medications for opioid use disor-
der and significantly increased demand for behavioral health
services. Telehealth may reduce transportation barriers and
COVID-19 infection risks for patients and practitioners in
the short term. Re-evaluating policies such as in-person ap-
pointments and medication dosage requirements may expand
care access for patients with opioid use disorder in the long
term. Calls to relax licensure requirements for prescribing,
reduce prescribing requirements, and increase telemedicine
predated the COVID-19 crisis.21, 28 Management of opioid
use disorder should be treated like any other chronic health
condition. The field should evaluate which protocols hinder or
advance this outlook in order to tackle this complex illness.29

It is unclear whether changes to treatments for patients with
opioid use disorder will or should perpetuate after the COVID-
19 crisis.21 As many of the pandemic-precipitated adaptations
are not exclusive to opioid use disorder management, this
reckoning of re-evaluation should extend across all transfor-
mations of medical practice.
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