
March 21, 2023 
 
The Honorable Merrick B. Garland 
Attorney General 
Department of Justice  
Comments in response to RIN 1117-AB78:  Expansion of Induction of Buprenorphine Via a 
Telemedicine Encounter 
 

Dear Attorney General Garland, 

Medications for opioid use disorder (MOUD) such as buprenorphine are first-line treatments for 
opioid use disorder (OUD) with established safety and effectiveness over a broad range of 
people.1-3 Yet most who could benefit from these medications do not get them.4 At the same 
time, opioid partial agonists such as buprenorphine involve some risks to patients as well as to 
other individuals to whom they may be diverted.5 There are concerns that telemedicine initiation 
of buprenorphine could lead to inappropriate use. The challenge for regulators is to find the right 
balance between an overly restrictive system that limits patient access to MOUD and an overly 
lax system that could result in harm to patients and to the community.  

The U.S. has regulated MOUD tightly relative to other countries.6 In light of the worsening opioid 
crisis, with fatal overdoses involving opioids nearly quadrupling between 2010 and 2021,7 a key 
goal of policymakers in the U.S. is to improve access to effective treatments, especially MOUD.8 
In recent years, Congress and the Department of Health and Human Services have removed 
many barriers to MOUD and implemented policies expanding coverage of telemedicine for 
treatment of OUD. Examples include the recent elimination of the X-waiver,9 which removed 
caps on how many patients an individual MOUD provider can treat with buprenorphine; the 
Comprehensive Addiction and Recovery Act (CARA) expansion of buprenorphine prescribing 
privileges to include nurse practitioners and physician assistants;10 the SUPPORT Act, which 
expanded telemedicine coverage to all Medicare beneficiaries with substance use disorders11; 
and recent SAMHSA regulatory proposals for Opioid Treatment Programs (OTPs) that expand 
the ability to use telemedicine for the initiation of methadone and buprenorphine.12  

Evidence from our research and that of others leads us to conclude that the DEA's proposed 
rule on telemedicine for buprenorphine fails to strike the right balance. The proposed rule is 
overly restrictive and would likely create more harm than benefit. Specifically, the evidence to 
date does not support concerns about substantial medication diversion or misuse associated 
with prescribing of buprenorphine via telemedicine.13 We are concerned that the new rule would 
cut off access to buprenorphine for many patients and decrease the number of patients initiating 
MOUD. In doing so, the new policy could lead to increased overdose deaths.  

In this letter, we summarize evidence on the use of telemedicine for the prescribing of 
buprenorphine and comment on specific components of the proposed rule. 

WHAT IS KNOWN ABOUT USING TELEMEDICINE TO INITIATE TREATMENT FOR OUD 
DURING THE PANDEMIC 

During the COVID-19 pandemic, the Ryan Haight Act restrictions on use of telemedicine for the 
prescribing of controlled substances were temporary relaxed. This has created a natural 
experiment to understand how telemedicine can be used to treat OUD and prescribe 
buprenorphine.  



Evidence from the pandemic indicates that clinicians who treat OUD have taken a measured 
approach to using telemedicine for buprenorphine initiation; they appear to recognize that 
telemedicine is not appropriate for some patients. For example, in a national survey of clinicians 
who prescribe MOUD, a much larger proportion (89%) reported that they were comfortable 
using telemedicine to care for established patients who were clinically stable in their recovery 
versus for established patients not clinically stable in their recovery (49%) or for new patients 
with OUD (38%).14,15 In studies of Medicare and private insurance data, approximately 15% of 
buprenorphine initiations were conducted via telemedicine during the first year of the 
pandemic.16,17 Even at its peak in April 2020, the proportion of buprenorphine initiations 
delivered via telemedicine (approximately one-third or fewer) were lower than the rates of 
telemedicine use for other behavioral health conditions such as schizophrenia and bipolar-1 
(65%) or anxiety (54%).18,19 In new unpublished analyses using data from the Medicare fee-for-
service program, we find that the percentage of buprenorphine inductions via telemedicine is 
stable through the end of 2022 (Figure). This demonstrates that while telemedicine has 
established itself as an important modality for delivering MOUD, there is little evidence that 
telemedicine has “opened the “floodgates.” 

Figure. Percentage of buprenorphine inductions in month that are via telemedicine, March 2019 
to December 2022 

 

The data show that telemedicine is a safe way of providing OUD care. Early in the pandemic, 
telemedicine was critical for maintaining MOUD treatment and offsetting the decline in in-person 
initiations.16,17,20 In a national study comparing care received by patients with OUD who were 
treated by clinicians who were more likely versus less likely to use telemedicine, we found 
similar rates of OUD-related clinical events including drug overdose, inpatient detoxification and 
rehabilitation center stay, and injection drug use-related infections.21 Other work has found that 
patients who receive telemedicine for OUD care were more likely to stay on MOUD and less 
likely to have an overdose.20  

There are reasonable concerns that opioid partial agonists such as buprenorphine may create 
some risks to patients and to individuals to whom they may be diverted. Certainly, there is likely 



some inappropriate prescribing via telemedicine and related diversion. However, during the 
COVID-19 pandemic, there does not appear to be an increase in the proportion of overdose 
deaths involving buprenorphine.13 Even prior to the pandemic, overdoses that were primarily 
attributable to buprenorphine, as opposed to another substance also present at death, were 
quite rare.22 The diversion of buprenorphine that does occur has primarily been for the purpose 
for which it was intended – helping people with OUD to reduce use of other opioids and to treat 
symptoms of withdrawal.23 Additionally, buprenorphine diversion, when it occurs, can lead to 
initiation of professional OUD care, and is associated with longer retention in care.24 Therefore, 
on balance, it does not appear there has been a meaningful increase in harms from 
telemedicine prescribing of buprenorphine.   

In summary, it appears that OUD clinicians have generally taken a prudent approach to use of 
telemedicine for buprenorphine initiation and there is evidence that telemedicine prescribing of 
buprenorphine has been safe. In the absence of the new DEA rule, telemedicine would likely 
play an important role in ensuring access to life-saving MOUD for many Americans.   

COMMENTS ABOUT SPECIFIC COMPONENTS OF PROPOSED POLICY 

1. Requirement that individuals who initiate buprenorphine via a telemedicine encounter must 
receive an in-person medical evaluation within the next 30 days will create barriers to MOUD 
access.  

The proposed rule acknowledges that a clinician may often have only a short window of 
opportunity to get someone started on MOUD before the individual experiences severe 
withdrawal and seeks to resume misuse of opioids. Allowing clinicians to prescribe via 
telemedicine is vital for promoting expanded access to treatment and getting patients on the 
road to recovery. However, requiring an in-person visit in the next 30 days will reduce MOUD 
use. 

MOUD discontinuation within 30 days is already common, with rates anywhere from about a 
third to two-thirds, depending on the specific medication and population.25,26 We are concerned 
that the new policy will introduce more barriers to continuing MOUD and increase the rate of 
discontinuation. First, many patients do not have an accessible OUD clinician to go to for an in-
person visit given fully 40% of counties lack buprenorphine prescribers.27 While Congress's 
recent removal of the X-waiver requirement is a welcome change, this new policy may not 
substantially increase MOUD prescribing capacity.29 Evidence from before the removal of the X-
waiver suggests that despite completing training, a large proportion of X-waivered prescribers 
did not prescribe buprenorphine at all.30 In a 6-year national study of pharmacy claims, among 
X-waivered clinicians with at least one buprenorphine prescription, almost three-quarters treated 
only 1-2 patients monthly for a period and then discontinued prescribing.31  

Second, it will be difficult for many patients to obtain a timely (i.e., within 30 days of 
buprenorphine prescription fill) in-person appointment in their community.32 Third, it will require 
a substantial change in current practice. In new unpublished analyses, we identified all 
buprenorphine initiations via telemedicine among patients in the Medicare fee-for-service 
program between October 2021 and September 2022 (n=2,186). In the 30 days after starting 
buprenorphine, we observe an in-person visit between the prescribing clinician and the patient 
in only 12% of cases and between the prescribing clinician's practice and the patient in only 
22% of cases. Lastly, patients initiating MOUD are often in a vulnerable and unstable period, 
and, on average, have fewer resources than the average American. Therefore, various barriers 
associated with in-person care, from coordinating childcare, to requesting leave from work, to 
transportation, may impede patients’ efforts to continue care.  



2. Exception for buprenorphine prescriptions of the proposed requirement to flag controlled 
substance prescriptions written by a telemedicine visit is prudent. 

Our understanding of the proposed DEA rule RIN 1117-AB40 (released along with the RIN on 
which these comments are focused) is that a prescription for a controlled substance initiated via 
telemedicine must be flagged on the prescription. However, the DEA has made an exception for 
buprenorphine prescriptions, which do not need to be flagged. We strongly support this 
exception. 

Another significant barrier to MOUD treatment is that many pharmacies will not fill 
buprenorphine prescriptions.33-37 For example, in one secret shopper study of pharmacies in 11 
states, more than half of the pharmacies did not fill MOUD prescriptions.38 Recent news reports 
suggest that this problem has worsened during the pandemic as some large pharmacy chains 
such as Walmart have begun to refuse to fill any buprenorphine prescriptions.36 Other studies 
find some pharmacies refuse to fill prescriptions from prescribers who live outside the local 
community which would include telemedicine providers.39 Pharmacists state the threat of DEA 
scrutiny is a major driver of their decision to not fill buprenorphine, a potentially life-saving 
medication.33,40  

Flagging telemedicine prescriptions for buprenorphine would exacerbate this issue as 
pharmacists may decide not to fill these prescriptions because they are concerned about DEA 
investigation. Therefore, we commend the decision not to flag buprenorphine prescriptions. 

3. Telemedicine-only care models for MOUD treatment will be threatened.   

Telemedicine-only companies provide MOUD treatment for a large and growing number of 
patients with OUD.41 Many insurers including Medicaid plans now contract with these 
companies. For example, UnitedHealthcare, the nation’s largest health insurer, has contracted 
with several companies, including Bicycle Health, Bright Heart Health, and Workit Health, for its 
commercial, Medicare Advantage, and Medicaid members. In preliminary unpublished data, we 
find the number of UnitedHealthcare enrollees (with commercial and/or Medicare Advantage) 
that received OUD care from these companies increased three-fold from January 2020 to June 
2022.  

Some patients turn to these companies because they have shorter wait times for an 
appointment, more flexible hours, the convenience of treatment at home, and less stigma from 
providers.42 Over three-quarters of patients with prior experience receiving in-person MOUD 
treatment described care through the fully-virtual model as more patient-centered.42 Though 
there has been research on this model of care,43,44 to our knowledge, currently, there are no 
data directly comparing fully-virtual telemedicine OUD companies to in-person providers on the 
quality of care provided, including prescribing buprenorphine appropriately. Scrutiny of these 
companies through rigorous independent evaluation is needed. However, given the opioid crisis 
and limited treatment opportunities for OUD, absent evidence of lower quality care, limiting the 
availability of telemedicine-only care to patients does not seem prudent.   

The clinical model for these companies depends on telemedicine to start and continue patients 
on MOUD. If the proposed rule requiring an in-person evaluation within 30 days of 
buprenorphine initiation goes into effect, this source of MOUD treatment will be difficult to 
access.  

RECOMMENDATIONS 

The challenge for the DEA is to find an appropriate balance between an overly restrictive 
system that makes it hard for patients to access MOUD and an overly lax system that results in 



patient harm. Based on our interpretation of the evidence, the proposed rule falls on the overly 
restrictive side of the balance given the high death toll of the opioid epidemic, the growing 
evidence that the use of telemedicine for prescribing of MOUD is generally safe, the emerging 
evidence that expansion of buprenorphine prescribing via telemedicine has not resulted in 
worsened OUD outcomes, and the concerns that the proposed rule will decrease the number of 
patients receiving MOUD support. 

The proposed rule is out of step with the recent approaches taken by Congress and the 
Department of Health and Human Services to expand MOUD treatment and telemedicine use. 
They have removed barriers to MOUD treatment, expanded telemedicine coverage for the 
treatment of OUD, and proposed new rules allowing OTPs to use telemedicine for MOUD 
initiation. Lastly, in absence of data that telemedicine expansion has been harmful, Congress 
has extended the existing flexibilities for telemedicine payment through December of 2024. 

Our primary recommendation is to temporarily extend the current flexibilities regarding 
telemedicine initiation of buprenorphine through December 2024. This interim period will allow 
continued monitoring for safety and quality of care issues (including for telemedicine-only 
companies that provide MOUD treatment) and will lead to a more-informed permanent policy 
starting in January 2025. 

If this is not possible, the DEA should: 

- Extend the requirement of an in-person medical evaluation within 30 days of buprenorphine 
initiation to at least 90 days, allowing buprenorphine initiators more time to stabilize on the 
medication and secure an in-person appointment. 
 

- Consistent with the Congressional mandate in the SUPPORT Act, create a special 
registration pathway that allows clinicians who meet certain standards to pursue a fully 
telemedicine approach to MOUD treatment. This pathway could require continued 
monitoring of safety and quality for clinicians delivering such care but still allow clinicians 
operating in fully-telemedicine models to prescribe buprenorphine via telemedicine without 
an in-person visit. These fully-telemedicine clinicians may reach patient populations that 
have limited access to in-person care or for whom barriers to in-person care may be 
extremely high. The proposed rule noted that DEA considered such a pathway, but rejected 
it because it was potentially burdensome to providers and patients. We believe this was the 
wrong decision. It is unclear to us why this would be particularly burdensome and the DEA 
should offer some pathway for fully-telemedicine medicine models of OUD care. 

Sincerely,  

 
Haiden A. Huskamp, PhD 
Harvard Medical School 
 
Pushpa Raja, MD 
David Geffen School of Medicine at UCLA 
 
Richard G Frank, PhD 
Brookings Institution 
 

Alisa B. Busch, MD 
Harvard Medical School 
 
Michael L. Barnett, MD 
Harvard T.H. Chan School of Public Health 
 
Ateev Mehrotra, MD 
Harvard Medical School 

  



References 

1. Strang J, Babor T, Caulkins J, Fischer B, Foxcroft D, Humphreys K. Drug policy and the 
public good: evidence for effective interventions. Lancet. Jan 7 2012;379(9810):71-83. 
doi:10.1016/S0140-6736(11)61674-7 
2. Wakeman SE, Larochelle MR, Ameli O, et al. Comparative Effectiveness of Different 
Treatment Pathways for Opioid Use Disorder. JAMA Netw Open. Feb 5 2020;3(2):e1920622. 
doi:10.1001/jamanetworkopen.2019.20622 
3. Mauro PM, Gutkind S, Annunziato EM, Samples H. Use of Medication for Opioid Use 
Disorder Among US Adolescents and Adults With Need for Opioid Treatment, 2019. JAMA 
Netw Open. Mar 1 2022;5(3):e223821. doi:10.1001/jamanetworkopen.2022.3821 
4. SAMHSA. 2021 NSDUH Detailed Table. 2023, 
https://www.samhsa.gov/data/report/2021-nsduh-detailed-tables; 
5. Sporer KA. Buprenorphine: A primer for emergency physicians. Annals of Emergency 
Medicine. 2004/05/01/ 2004;43(5):580-584. 
doi:https://doi.org/10.1016/j.annemergmed.2003.11.006 
6. National Academies of Sciences Engineering Medicine. Methadone Treatment for Opioid 
Use Disorder: Improving Access Through Regulatory and Legal Change: Proceedings of a 
Workshop. 2022:https://nap.nationalacademies.org/read/26635.  
7. National Institute on Drug Abuse. Drug Overdose Death Rates. National Institutes of 
Health (NIH) National Center for Health Statistics (NCHS). 2023;. 
8. National Academies of Sciences Engineering Medicine. Medications for Opioid Use 
Disorder Save Lives. 2019:https://nap.nationalacademies.org/read/25310.  
9. SAMHSA. Removal of DATA Waiver (X-Waiver) Requirement. 2023, 
https://www.samhsa.gov/medications-substance-use-disorders/removal-data-waiver-
requirement; 
10. Johnson KE VR, Feng B, Liu M, Sanford A, Dowell P, Wedeles J. The Effects Of The 
Comprehensive Addiction And Recovery Act Of 2016 On Nurse Practitioner And Physician 
Assistant Buprenorphine Prescribing In Medicaid. 2019.  
11. Ng J NL, Kinderknecht K, Strohmeyer J, & Olin S. Changes in Access to Medication 
Treatment during COVID-19 Telehealth Expansion and Disparities in Telehealth Use for 
Medicare Beneficiaries with Opioid Use Disorder. Office of Minority Health (OMH) Data Highlight 
No 28 Centers for Medicare & Medicaid Services (CMS). 2022; 
12. SAMHSA. SAMHSA Proposes Update to Federal Rules to Expand Access to Opioid Use 
Disorder Treatment and Help Close Gap in Care. 2022, 
https://www.samhsa.gov/newsroom/press-announcements/20221213/update-federal-rules-
expand-access-opioid-use-disorder-treatment;. 
13. Tanz LJ, Jones CM, Davis NL, et al. Trends and Characteristics of Buprenorphine-
Involved Overdose Deaths Prior to and During the COVID-19 Pandemic. JAMA Netw Open. Jan 
3 2023;6(1):e2251856. doi:10.1001/jamanetworkopen.2022.51856 
14. Huskamp HA, Riedel L, Uscher-Pines L, et al. Initiating Opioid Use Disorder Medication 
via Telemedicine During COVID-19: Implications for Proposed Reforms to the Ryan Haight Act. 
J Gen Intern Med. Jan 2022;37(1):162-167. doi:10.1007/s11606-021-07174-w 
15. Riedel L, Uscher-Pines L, Mehrotra A, et al. Use of telemedicine for opioid use disorder 
treatment - Perceptions and experiences of opioid use disorder clinicians. Drug Alcohol Depend. 
Nov 1 2021;228:108999. doi:10.1016/j.drugalcdep.2021.108999 
16. Patel SY, Ortiz EG, Barsky BA, Huskamp HA, Busch AB, Mehrotra A. Patient and 
Clinician Characteristics Associated with Use of Telemedicine for Buprenorphine Induction 
Among Medicare Beneficiaries. Journal of General Internal Medicine. 2022/11/01 
2022;37(14):3758-3761. doi:10.1007/s11606-022-07633-y 

https://www.samhsa.gov/data/report/2021-nsduh-detailed-tables
https://doi.org/10.1016/j.annemergmed.2003.11.006
https://nap.nationalacademies.org/read/26635
https://nap.nationalacademies.org/read/25310
https://www.samhsa.gov/medications-substance-use-disorders/removal-data-waiver-requirement
https://www.samhsa.gov/medications-substance-use-disorders/removal-data-waiver-requirement
https://www.samhsa.gov/newsroom/press-announcements/20221213/update-federal-rules-expand-access-opioid-use-disorder-treatment
https://www.samhsa.gov/newsroom/press-announcements/20221213/update-federal-rules-expand-access-opioid-use-disorder-treatment


17. Barsky BA, Busch AB, Patel SY, Mehrotra A, Huskamp HA. Use of Telemedicine for 
Buprenorphine Inductions in Patients With Commercial Insurance or Medicare Advantage. 
JAMA Network Open. 2022;5(1):e2142531-e2142531. 
doi:10.1001/jamanetworkopen.2021.42531 
18. Busch AB, Huskamp HA, Raja P, Rose S, Mehrotra A. Disruptions in Care for Medicare 
Beneficiaries With Severe Mental Illness During the COVID-19 Pandemic. JAMA Network Open. 
2022;5(1):e2145677-e2145677. doi:10.1001/jamanetworkopen.2021.45677 
19. Patel SY, Mehrotra A, Huskamp HA, Uscher-Pines L, Ganguli I, Barnett ML. Variation In 
Telemedicine Use And Outpatient Care During The COVID-19 Pandemic In The United States. 
Health Aff (Millwood). Feb 2021;40(2):349-358. doi:10.1377/hlthaff.2020.01786 
20. Jones CM, Shoff C, Hodges K, et al. Receipt of Telehealth Services, Receipt and 
Retention of Medications for Opioid Use Disorder, and Medically Treated Overdose Among 
Medicare Beneficiaries Before and During the COVID-19 Pandemic. JAMA Psychiatry. 
2022;79(10):981-992. doi:10.1001/jamapsychiatry.2022.2284 
21. Hailu R, Mehrotra A, Huskamp HA, Busch AB, Barnett ML. Telemedicine Use and 
Quality of Opioid Use Disorder Treatment in the US During the COVID-19 Pandemic. JAMA 
Netw Open. Jan 3 2023;6(1):e2252381. doi:10.1001/jamanetworkopen.2022.52381 
22. Wightman RS, Perrone J, Scagos R, Krieger M, Nelson LS, Marshall BDL. Opioid 
Overdose Deaths with Buprenorphine Detected in Postmortem Toxicology: a Retrospective 
Analysis. J Med Toxicol. Jan 2021;17(1):10-15. doi:10.1007/s13181-020-00795-3 
23. Chilcoat HD, Amick HR, Sherwood MR, Dunn KE. Buprenorphine in the United States: 
Motives for abuse, misuse, and diversion. J Subst Abuse Treat. Sep 2019;104:148-157. 
doi:10.1016/j.jsat.2019.07.005 
24. Williams AR, Mauro CM, Feng T, et al. Non-prescribed buprenorphine preceding 
treatment intake and clinical outcomes for opioid use disorder. J Subst Abuse Treat. Aug 
2022;139:108770. doi:10.1016/j.jsat.2022.108770 
25. Morgan JR, Schackman BR, Leff JA, Linas BP, Walley AY. Injectable naltrexone, oral 
naltrexone, and buprenorphine utilization and discontinuation among individuals treated for 
opioid use disorder in a United States commercially insured population. J Subst Abuse Treat. 
Feb 2018;85:90-96. doi:10.1016/j.jsat.2017.07.001 
26. Cole ES, Allen L, Austin A, et al. Outpatient follow-up and use of medications for opioid 
use disorder after residential treatment among Medicaid enrollees in 10 states. Drug and 
Alcohol Dependence. 2022/12/01/ 2022;241:109670. 
doi:https://doi.org/10.1016/j.drugalcdep.2022.109670 
27. US Department of Health and Human Services, Office of Inspector General. Geographic 
disparities affect access to buprenorphine services for opioid use disorder. 2020, 
https://oig.hhs.gov/oei/reports/oei-12-17-00240.pdf.; 
28. Jones CW, Christman Z, Smith CM, et al. Comparison between buprenorphine provider 
availability and opioid deaths among US counties. Journal of Substance Abuse Treatment. 
2018/10/01/ 2018;93:19-25. doi:https://doi.org/10.1016/j.jsat.2018.07.008 
29. Spetz J, Hailer L, Gay C, et al. Changes in US Clinician Waivers to Prescribe 
Buprenorphine Management for Opioid Use Disorder During the COVID-19 Pandemic and After 
Relaxation of Training Requirements. JAMA Netw Open. May 2 2022;5(5):e225996. 
doi:10.1001/jamanetworkopen.2022.5996 
30. Valenstein-Mah H, Hagedorn H, Kay CL, Christopher ML, Gordon AJ. Underutilization of 
the current clinical capacity to provide buprenorphine treatment for opioid use disorders within 
the Veterans Health Administration. Subst Abus. 2018;39(3):286-288. 
doi:10.1080/08897077.2018.1509251 
31. Cabreros I, Griffin BA, Saloner B, Gordon AJ, Kerber R, Stein BD. Buprenorphine 
prescriber monthly patient caseloads: An examination of 6-year trajectories. Drug Alcohol 
Depend. Nov 1 2021;228:109089. doi:10.1016/j.drugalcdep.2021.109089 

https://doi.org/10.1016/j.drugalcdep.2022.109670
https://oig.hhs.gov/oei/reports/oei-12-17-00240.pdf
https://doi.org/10.1016/j.jsat.2018.07.008


32. Beetham T, Saloner B, Wakeman SE, Gaye M, Barnett ML. Access to Office-Based 
Buprenorphine Treatment in Areas With High Rates of Opioid-Related Mortality: An Audit Study. 
Ann Intern Med. Jul 2 2019;171(1):1-9. doi:10.7326/m18-3457 
33. Cooper HLF, Cloud DH, Young AM, Freeman PR. When Prescribing Isn’t Enough — 
Pharmacy-Level Barriers to Buprenorphine Access. New England Journal of Medicine. 
2020;383(8):703-705. doi:10.1056/NEJMp2002908 
34. Qato DM, Watanabe JH, Clark KJ. Federal and State Pharmacy Regulations and 
Dispensing Barriers to Buprenorphine Access at Retail Pharmacies in the US. JAMA Health 
Forum. 2022;3(8):e222839-e222839. doi:10.1001/jamahealthforum.2022.2839 
35. Winstanley EL, Thacker EP, Choo LY, Lander LR, Berry JH, Tofighi B. Patient-reported 
problems filling buprenorphine prescriptions and motivations for illicit use. Drug and Alcohol 
Dependence Reports. 2022/12/01/ 2022;5:100091. 
doi:https://doi.org/10.1016/j.dadr.2022.100091 
36. Gliadkovskaya A. Walmart has a new policy denying some telehealth prescriptions for 
controlled drugs. It's implicating patients in recovery. Fierce Healthcare. 2022.  
37. Pattani A. DEA takes aggressive stance toward pharmacies trying to dispense addiction 
medicine. Kaiser Health News. 2021.  
38. Hill LG, Loera LJ, Torrez SB, et al. Availability of buprenorphine/naloxone films and 
naloxone nasal spray in community pharmacies in 11 U.S. states. Drug and Alcohol 
Dependence. 2022/08/01/ 2022;237:109518. 
doi:https://doi.org/10.1016/j.drugalcdep.2022.109518 
39. Textor L, Ventricelli D, Aronowitz SV. 'Red Flags' and 'Red Tape': Telehealth and 
pharmacy-level barriers to buprenorphine in the United States. Int J Drug Policy. Jul 
2022;105:103703. doi:10.1016/j.drugpo.2022.103703 
40. Jewett C GE. Opioid Settlement Hinders Patients’ Access to a Wide Array of Drugs. The 
New York Times, 2023.  
41. Uscher-Pines L, Huskamp HA, Mehrotra A. Treating Patients With Opioid Use Disorder 
in Their Homes: An Emerging Treatment Model. Jama. Jul 7 2020;324(1):39-40. 
doi:10.1001/jama.2020.3940 
42. Sousa JL, Raja P, Huskamp HA, et al. Perspectives of Patients Receiving Telemedicine 
Services for Opioid Use Disorder Treatment: A Qualitative Analysis of User Experiences. J 
Addict Med. Nov-Dec 01 2022;16(6):702-708.  
43. Lambdin BH, Kan D, Kral AH. Improving equity and access to buprenorphine treatment 
through telemedicine at syringe services programs. Substance Abuse Treatment, Prevention, 
and Policy. 2022/07/15 2022;17(1):51. doi:10.1186/s13011-022-00483-1 
44. Rollston R, Gallogly W, Hoffman L, Tewari E, Powers S, Clear B. Collaborative, patient-
centred care model that provides tech-enabled treatment of opioid use disorder via telehealth. 
BMJ Innovations. 2022;8(2):117-122. doi:10.1136/bmjinnov-2021-000816 

 

https://doi.org/10.1016/j.dadr.2022.100091
https://doi.org/10.1016/j.drugalcdep.2022.109518

