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INTRODUCTION

Opioid overdose deaths surged during the COVID-19 pandemic, increasing 30% in 2020 compared to 2019.1 Medications for opioid use disorder (MOUD) are one component of
an evidence-based strategy to reduce opioid-related morbidity
and mortality. Opioid use disorder (OUD) treatment with
buprenorphine and methadone reduces mortality by half2;
however, less than 35% of the two million people living with
OUD in the USA receive MOUD.3,4
Recognizing the dire consequences of worsening buprenorphine access during the pandemic, in March 2020, the Department of Health and Human Services, the Attorney General,
and the Drug Enforcement Administration exercised regulatory and enforcement discretion to permit the delivery of audioonly telehealth and for waivered clinicians to initiate buprenorphine treatment by audio or audiovisual telehealth without
requiring an in-person evaluation.
In this new regulatory environment, authorized clinicians
began providing buprenorphine treatment by telehealth (telebuprenorphine).5 Audiovisual telehealth has been shown to be
effective for buprenorphine maintenance treatment prior to
COVID-19, but use of telehealth for buprenorphine treatment
initiation, and the use of audio-only telehealth for either treatment initiation or maintenance, are not yet well described.
Here, we describe characteristics of patients receiving telebuprenorphine at academic-affiliated buprenorphine clinics
early in the COVID-19 pandemic in four states.

METHODS

We conducted a retrospective cohort study of patients receiving tele-buprenorphine from March to June 2020 at four
clinics affiliated with academic medical centers in New York
City, Philadelphia, San Francisco, and Rhode Island. Clinic
and patient characteristics were collected using a standardized
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data collection instrument. Information included clinic type,
funding source, type of telehealth provided (Table 1), patient
demographics, and 30-day treatment retention.
Patients receiving tele-buprenorphine for treatment initiation or maintenance from March 2020 to June 2020 were
included in the analysis. Treatment retention was identified
through a query of each clinic’s electronic health record and/or
their state’s prescription drug monitoring program and defined
as presence of a follow-up clinic visit or subsequent buprenorphine prescription within 30 days of their index telehealth
encounter. Data were deidentified and analyzed in aggregate
at each study site. Aggregate data from each site was entered
into a standardized REDCap database for analysis. Data analyzed are available from the corresponding author on reasonable request. The study was conducted in accordance with
STROBE guidelines for observational studies and approved
by the Lifespan, New York University, University of California San Francisco, University of Pennsylvania, and Rhode
Island Department of Health Institutional Review Boards.

RESULTS

Across all sites, 159 people received tele-buprenorphine treatment from March to June 2020 (Table 2). Most were male
(76%, 121/159), nearly one quarter were Black non-Hispanic
(23.0%, 38/159), one third were White non-Hispanic (32.0%,
49/159), 16% were Hispanic/Latinx (24/159), and most were
Medicaid enrollees (74%, 117/159). The mean age was
43 years (range 20–73 years). Most patients had prior experience with buprenorphine, either prescribed (55%, 89/159) or
non-prescribed (21%, 34/159). Eighty-five percent (135/159)
were treatment initiation visits. Over half were audio-only
(60%, 87/159). The proportion of patients with a return treatment visit within 30 days was 83% (132/159, range 80.0–
91.3%).

DISCUSSION

Use of audiovisual and audio-only telehealth allowed for rapid
scaleup of services at existing clinics within a matter of days to
weeks and establishment of new programs in a range of
academically affiliated clinics serving diverse patient populations during an evolving pandemic. Tele-buprenorphine for
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Table 1 Buprenorphine Telehealth Program Characteristics

Organization
type
Funding source
Clinic type
New or existing
program
Telehealth
capability
Date telehealth
visits launched
In-person visits
Clinic provider
specialties
Target
population

Site 1
NYC Health + Hospitals
Virtual Buprenorphine
Clinic

Site 2
Rhode Island Buprenorphine
Hotline

Site 3
Zuckerberg San Francisco
General Bridge Clinic

Site 4
University of Pennsylvania
Outpatient Substance Use
Treatment Program

Academic private nonprofit, city government
Government, insurance
reimbursement
Bridge clinic*
New

Academic private non-profit

Academic, county government

Academic private non-profit

Government contract/grant
funded (CDC; SAMHSA)
Bridge clinic*
New

Grant funded

Insurance reimbursement

Audio and audiovisual

Audio only

Bridge clinic*
Existing, previously did not
offer telehealth
Audio only

Outpatient clinic
Existing, previously did not
offer telehealth
Audio and audiovisual

March 27, 2020

April 15, 2020

April 10, 2020

March 23, 2020

Not offered
Addiction medicine,
addiction psychiatry

Not offered
Addiction medicine,
emergency medicine, internal
medicine, medical toxicology
People experiencing
homelessness; people recently
incarcerated; people
discharged from the
emergency department

Offered
Addiction medicine, family
medicine, obstetrics, internal
medicine
People experiencing
homelessness; people in
COVID-19 isolation/quarantine;
people discharged from the
emergency department or hospital

Not offered
Emergency medicine,
psychiatry

People experiencing
homelessness; people
recently incarcerated

People recently incarcerated;
people discharged from the
emergency department; people
calling institutional hotline for
support

*

Bridge clinics provide treatment initiation and linkage to a provider who can provide maintenance treatment. Bridge clinics may follow patients over
several visits until follow-up care is established. The duration of time site clinics continue treatment before maintenance referral varies by clinic and
patient

treatment initiation is not only feasible, but most patients
continued care in the 30 days following their initial telehealth
visit. This is particularly notable because clinic outreach and
the patient population served focused on individuals
experiencing homelessness, people leaving incarceration,

and Medicaid enrollees, many of whom encounter significant
financial and logistical barriers to accessing treatment.
There are several limitations to this study. First, all study
sites are connected to academic medical centers in urban areas,
so findings may not be generalizable to other settings. While

Table 2 Characteristics of Patients Receiving Buprenorphine Telehealth, March–June 2020

Number of patients
Age, mean (range)
Sex
Male
Female
Race-ethnicity
Black non-Hispanic
White non-Hispanic
Latinx/Hispanic
Other
Patient insurance
Uninsured
Medicaid
Medicare
Other
Prior buprenorphine experience
No
Yes, prescribed
Yes, not prescribed
Initiation or maintenance visit
Initiation
Maintenance
Telehealth modality
Audio only
Audiovisual
Returned visit within 30 days of initiation
No
Yes
*

Total
n (%)

Site 1
n (%)

Site 2
n (%)

Site 3
n (%)

Site 4
n (%)

159
43.0 (20–73)

109
45 (21–73)

15
39.8 (20–59)

12
48.7 (26–60)

23
38.4 (25–66)

121 (76.0)
38 (24.0)

91 (83.5)
18 (16.5)

10 (66.7)
5 (33.3)

10 (83.3)
2 (16.7)

10 (43.5)
13 (56.5)

35
49
24
45

19
27
21
36

2 (13.3)
10 (66.7)
0 (0)
3 (20.0)

8
2
0
2

(66.7)
(16.7)
(0)
(16.7)

6 (26.1)
10 (43.5)
3 (13.0)
4 (17.4)

(23.0)
(32.0)
(16.0)
(29.0)

(18.5)
(26.2)
(20.4)
(35.0)

8 (5.0)
117 (74.0)
25 (16.0)
9 (6.0)

8 (7.3)
77 (70.6)
21 (19.3)
3 (2.8)

0
9
3
3

(0)
(60)
(20)
(20)

0 (0)
12 (100)
0 (0)
0 (0)

0 (0.0)
19 (82.6)
1 (4.3)
3 (13.0)

40 (25.0)
89 (55.0)
34 (21.0)

20 (18.9)
20 (18.9)
14 (13.2)

2 (13.3)
6 (40.0)
11 (73.3)

9 (0.8)
2 (16.7)
1 (0.08)

6 (26.1)
12 (52.2)
5( 21.7)

135 (85.0)
24 (15.0)

109 (100)
0 (0)

15 (100)
0 (0)

10 (83.33)
2 (16.67)

1 (4.3%)
22 (95.7%)

87 (60.0)
59 (40.0)

52 (52.5)
47 (47.5)*

15 (100)
0 (0)

12 (100)
0 (0)

8 (38.1%)
13 (61.9%)

27 (17.0)
132 (83.0)

20 (18.4)
89 (81.7)

3 (20)
12 (80.0)

2 (16.7)
10 (83.3)

2 (8.7)
21 (91.3)

Patient had video-capable phone; record did not indicate whether audiovisual or just-audio call was performed. Note: % represents percent of total
number of patients for which information was available. % may not add up to 100 due to rounding of decimal points
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two of the clinics (site 2 and site 3) did provide telebuprenorphine care for people living in rural areas, models
of care described here may need to be adapted for implementation in suburban and rural areas. Second, visits across sites
varied considerably during the 3-month study period. This is
due to a combination of factors including but not limited to
whether audio-only services were connected to a pre-existing
or new clinic, referral sources, and clinic advertising and
outreach.
Improving access to evidence-based addiction treatment is
crucial to reduce overdose deaths but is just one part of a
comprehensive approach to ending the current overdose crisis.
Addressing social determinants of health and structural inequities, expanding harm reduction policies and programs,
expanding access to mental health treatment, and drug decriminalization are evidence-based, public health approaches to
reducing substance use–related morbidity and mortality.
Tele-buprenorphine—even when delivered primarily via
audio—presents an important opportunity to expand treatment
access. Research about telehealth conducted during COVID19 has shown that individuals who are Black, Latinx/Hispanic,
older, lower income, and female are less likely to use videobased telehealth services. Efforts aimed at improving OUD
treatment access by telehealth which require a video interface
may inadvertently perpetuate existing inequities in treatment
access by geography, race, and income. Longer-term outcomes research is needed to evaluate audio-only versus
video-based telehealth and in-person visits, but these data
show that it is a promising low-barrier strategy to improve
treatment access.
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