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Caring for Patients 
During the COVID-
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Coordinating with 
members through state 
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support in addressing 

state level issues

ASAM is working to rapidly develop consolidated 
resources to support addiction treatment providers 

in addressing the COVID-19 crisis:

ASAM’s COVID-19 Task Force
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ASAM webpage-front pageGreat time to plug for membership of ASAM-physicians, early career, students/residents/fellows, associates (RN, PA, NP, clinical staff)Fellowship track for our specialty (board certified)JAMCME 20% offNetwork, state chaptersAdvocacyAwards and schoalrship



Important Differences between ASAM 
Guidance and Guidelines

Guidance
A relatively rapid process where content is developed by a few experts, 
is vetted by a review group and is quickly released to address 
this pressing crisis.

Guidelines
A slower process (a year or more) of development by a larger writing 
committee using a rigorous methodology. This process includes a thorough 
literature review, a formal recommendation rating process, a public comment 
period, and review and approval by the ASAM Board of Directors.
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https://www.asam.org/Quality-Science/covid-19-coronavirusTo address the urgency of the situation, ASAM will provide resources in real-time as we have them developed. Physicians should use their personal and professional judgment in interpreting these guidances and applying them to the particular circumstances of their individual patients and practice arrangements.These materials are provided for educational and informational purposes only. This guidance is not intended to provide legal or medical advice and should not be relied upon as such.



CPDC Task Force Structure



CPDC Task Force
Guidance Topics

Infection Mitigation: Outpatient Settings
Infection Mitigation: Residential Settings
Telehealth Guidance
Adjusting Drug Testing Protocols
Access to Buprenorphine in Office-Based Settings
Access to Care in Opioid Treatment Programs
Support Group Guidance
Guidance on Medications, Dosages and Formulations



Anticipated phases of the COVID-19 Pandemic

Post-
Pandemic

Middle 
Phase

Early 
Phase 

• Low population prevalence

• Preventing transmission of the 
virus using physical distancing

• Develop protocols for keeping 
infectious patients /staff in 
isolation or quarantine

• PLAN FOR PHASE 2 !

• Higher population prevalence 
makes isolating of individuals 
impractical

• Designating entire areas/systems, 
including community housing, 
as available to either infectious or 
non-infectious persons.

• Updated best practices 
are implemented based 
upon lessons learned 
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During this pandemic, addiction treatment clinicians and programs should consider that communities in the U.S. are likely to experience three phases: an early phase with low prevalence; a later phase with rapidly spreading virus transmission during which new cases will peak and then begin to fall as the population prevalence of prior exposure increases; and a final post-pandemic phase when either the properties of the virus, a vaccine, high levels of community immunity, or other factors bring the spread of the virus under control.Early phase (current phase)Programs focus on:- Preventing transmission of the virus by implementing screening protocols, social distancing, enhanced facility cleaning- implementing telehealth capabilities- developing protocols for keeping symptomatic patients in isolation or quarantinePeak transmission: General population becomes more exposed to the virusFocus will move to:- Designating entire treatment programs and/or community housing locations as available to either infectious or non-infectious persons. -  actively working with public health authorities and other service providers throughout their community to plan for this pandemic phase.Post-pandemic: Programs will more than likely revert to best practices for infection control present before the pandemic, with updated best practices based upon lessons learned during the pandemic.



Underlying Themes

1. Clinicians, treatment programs, and systems of care must pivot during 
times of disaster from traditional 'best practices' which rely upon 
usual resource availability, while providing the best care possible under 
their circumstances for the patients in their community.

2. Rapid and deep federal guidance, regulatory changes, and payment 
changes must be implemented within state and local regulatory and 
payment structures.

3. There is an urgent/emergent need for clinicians, treatment programs, 
systems of care to break from silos and collaborate for new systems

Presenter
Presentation Notes
If we don't want to send too many slides on the task force group, we can use this slide instead



Telehealth 
Access for 
Addiction 
Treatment

Key Points
• Variable and Evolving Changes to State 

Policies and Regulations
• Medicaid
• Licensing

• General Guidance on What to Consider 
When Implementing Telehealth

• Technology considerations
• Communicating with patients
• Documentation
• Workflow

• Links to valuable resources from other 
organizations (AMA, APA, National 
Council) that are updated as new or 
revised policies/regulations are released
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General Considerations for Implementing TelehealthVendor evaluation and selection: Check with your existing EHR vendor to see if there is telehealth functionality that can be turned on. Reach out to your state medical association/society for guidance on vendor evaluation, selection and contracting. (AMA)Communicate visit changes to your patients: Let your patients know about your practice’s telehealth policies during COVID19 outbreak. If you will only be providing telehealth visits, post information to your website, consider changing your organizations phone script to include this information at the beginning of your recording, call patients with upcoming appointments and offer telehealth visits. Consider targeted outreach to “high risk” patients. (National Council)Practice using technology first: Whatever application you decide to use, practice with other staff before you use with a patient. You may be able to recommend preferred video conferencing applications to patients and send them test links to make sure a connection is available before starting your session. (National Council)Create a backup plan: Establish protocols in case escalation of care is required or technology fails. Do you need to consult with another provider? What backup technology could you use? (National Council)Consider appropriate screening tools: If you are still offering in-person appointments, incorporate approaches for screening for COVID19 symptoms prior to arrival and protocols for shifting appointments to virtual should someone be presenting symptoms. If someone is displaying symptoms but is in crisis or requires immediate support, consider protocols and partnerships that can alert EMS/crisis response teams of symptoms consistent in advance. (National Council)Workflow: Determine when telehealth visits will be available on the schedule (i.e. throughout the day intermixed with in-person visits or for a set block of time specifically devoted to virtual visits). Set up space in your practice and/or home to accommodate telehealth visits. (AMA)Documentation and record keeping: Ensure you are still properly documenting these visits – preferably in your existing EHR as you normally would with an in-person visit. This will keep the patient’s medical record together, allow for consistent procedures for ordering testing, medications, etc. and support billing for telehealth visits. Ensure your staff are kept abreast of policy or billing changes as states and private payers adopt and expand access so that documentation is in compliance. (AMA)Check in with patients: find out where the trouble areas are for them and make changes where necessary. Check in during the visit and afterwards. Did they struggle with this type of communication? (National Council)Should you switch to a different application? Are there tests you could do beforehand to check patients’ internet or phone connection if that is a trouble area? (National Council)Check with your malpractice insurance carrier to ensure your policy covers providing care via telemedicine. (AMA)Additional Resources:ACP COVID-19 Telehealth Coding and Billing Practice Management Tips:  https://www.acponline.org/practice-resources/business-resources/covid-19-telehealth-coding-and-billing-practice-management-tipsAMA Quick Guide to Telemedicine in Practice: https://www.ama-assn.org/practice-management/digital/ama-quick-guide-telemedicine-practiceAmerican Psychiatric Association: Telepsychiatry and COVID-19: https://www.psychiatry.org/psychiatrists/practice/telepsychiatry/blog/apa-resources-on-telepsychiatry-and-covid-19CMS General Provider Toolkit: https://www.cms.gov/files/document/general-telemedicine-toolkit.pdfNational Consortium of Telehealth Resource Centers: https://www.telehealthresourcecenter.org/National Council Resources for COVID-19: https://www.thenationalcouncil.org/covid19/



Telehealth Access for 
Addiction Treatment
Federal Policy Changes to Date

• Waiver of regulatory requirements related to 
HIPPA compliant telehealth platforms (OCR)

• Expansion of Medicare Coverage for Providing 
Services through Telehealth (CMS)

• Flexibility for Take Home Medication for OTPs 
(SAMHSA)

• Flexibility for Prescribing Controlled 
Substances via Telehealth (SAMHSA/DEA)

• Exception to Separate Registration 
Requirements Across State Lines (DEA)

• Compliance with Addiction Treatment 
Confidentiality Regulations – 42 CFR Part 2 
(SAMHSA)
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https://www.asam.org/Quality-Science/covid-19-coronavirus/access-to-telehealthResources: Waiver of regulatory requirements related to HIPPA compliant telehealth platforms (OCR)Notification of Enforcement Discretion for Telehealth Remote Communications During the COVID-19 Nationwide Public Health EmergencyFAQs on Telehealth and HIPAA during the COVID-19 nationwide public health emergencyResources: Expansion of Medicare Coverage for Providing Services through Telehealth (CMS)CMS Fact Sheet: https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet Medicare Telehealth FAQ: https://edit.cms.gov/files/document/medicare-telehealth-frequently-asked-questions-faqs-31720.pdf CMS General Provider Toolkit: https://www.cms.gov/files/document/general-telemedicine-toolkit.pdf AMA Quick Guide to Telemedicine in Practice https://www.ama-assn.org/practice-management/digital/ama-quick-guide-telemedicine-practice FSMB State Licensure Tracking Under COVID-19: https://www.fsmb.org/advocacy/covid-19/ Center for Connected Health Policy: https://www.cchpca.org/resources/covid-19-telehealth-coverage-policies Resources: Flexibility for Take Home Medication for OTPs (SAMHSA)Opioid Treatment Program (OTP) Guidance: https://www.samhsa.gov/sites/default/files/otp-guidance-20200316.pdf FAQs: Provision of Methadone and Buprenorphine for the Treatment of OUD in the COVID-19 Emergency: https://www.samhsa.gov/sites/default/files/faqs-for-oud-prescribing-and-dispensing.pdf DEA Guidance: Exemption Allowing Alternate Delivery Methods for OTPs: https://www.deadiversion.usdoj.gov/GDP/(DEA-DC-015)%20SAMHSA%20Exemption%20NTP%20Deliveries%20(CoronaVirus).pdfDEA Telemedicine Guidance (March 31, 2020):  https://www.samhsa.gov/sites/default/files/dea-samhsa-buprenorphine-telemedicine.pdfResources: Flexibility for Take Home Medication for OTPs (SAMHSA)DEA Chart on How to Prescribe Controlled Substances to Patients During the COVID-19 Public Health Emergency (April 1, 2020):  https://www.deadiversion.usdoj.gov/GDP/(DEA-DC-023)(DEA075)Decision_Tree_(Final)_33120_2007.pdfProvision of Telemedicine While Providing MAT (May 2018):      https://www.samhsa.gov/sites/default/files/programs_campaigns/medication_assisted/telemedicine-dea-guidance.pdfDEA Information on Telemedicine: https://www.samhsa.gov/sites/default/files/programs_campaigns/medication_assisted/dea-information-telemedicine.pdfFAQs: Provision of Methadone and Buprenorphine for the Treatment of OUD in the COVID-19 Emergency: https://www.samhsa.gov/sites/default/files/faqs-for-oud-prescribing-and-dispensing.pdfAdditional DEA Telemedicine Guidance (March 31, 2020):  https://www.samhsa.gov/sites/default/files/dea-samhsa-buprenorphine-telemedicine.pdfResources: Flexibility for Prescribing Controlled Substances via Telehealth (SAMHSA/DEA)DEA Chart on How to Prescribe Controlled Substances to Patients During the COVID-19 Public Health Emergency (April 1, 2020):  https://www.deadiversion.usdoj.gov/GDP/(DEA-DC-023)(DEA075)Decision_Tree_(Final)_33120_2007.pdfProvision of Telemedicine While Providing MAT (May 2018):      https://www.samhsa.gov/sites/default/files/programs_campaigns/medication_assisted/telemedicine-dea-guidance.pdfDEA Information on Telemedicine: https://www.samhsa.gov/sites/default/files/programs_campaigns/medication_assisted/dea-information-telemedicine.pdfFAQs: Provision of Methadone and Buprenorphine for the Treatment of OUD in the COVID-19 Emergency: https://www.samhsa.gov/sites/default/files/faqs-for-oud-prescribing-and-dispensing.pdfAdditional DEA Telemedicine Guidance (March 31, 2020):  https://www.samhsa.gov/sites/default/files/dea-samhsa-buprenorphine-telemedicine.pdfResources: Exception to Separate Registration Requirements Across State Lines (DEA)DEA Policy: Exception to Separate Registration Requirements Across State Lineshttps://www.deadiversion.usdoj.gov/GDP/(DEA-DC-018)(DEA067)%20DEA%20state%20reciprocity%20(final)(Signed).pdfResources: Compliance with Addiction Treatment Confidentiality Regulations – 42 CFR Part 2 (SAMHSA)COVID-19 Public Health Emergency Response and 42 CFR Part 2 Guidance: https://www.samhsa.gov/sites/default/files/covid-19-42-cfr-part-2-guidance-03192020.pdf 



Support and 
Group 

Participation

Key Points
• Online Support Groups

• Variety of formats: discussion 
groups, chat and live 
meetings via teleconferencing 
technology

• Considerations for etiquette 
for online-support groups

• Guidance for maintaining 
confidentiality and anonymity

• Considerations for in-person 
small group meetings with 
proper social distancing
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https://www.asam.org/Quality-Science/covid-19-coronavirus/support-groupOnline Support GroupsPrograms and providers should provide resources for online support groups for patients who cannot or should not attend in-person groups due to risks associated with COVID-19.  Online support groups may be offered in a variety of formats including discussion groups, chat and live meetings via teleconferencing technology.  Patient preferences, recovery environment, access to technology and experience with online resources are considerations that may affect patient access and use of this resource.Etiquette for online-support groups Similar to in-person support group meetings, online meetings may have varied expectations about etiquette and norms that are specific to the particular group or meeting.  For new participants, it may be helpful to review supporting materials made available online by the meeting organizer prior to attending the first meeting.  In addition, spending time observing the group format and interactions of members can be beneficial for new members. In general, basic rules of etiquette that promote a safe, respectful and supportive group environment during in-person meetings apply equally in online settings.  These include:PunctualityCivility and avoidance of profanityContribute by sharing while being mindful of time and others’ need to shareNot giving advice or “cross-talking” (speaking directly to an individual member of the group vs sharing with the group itself)Some considerations specific to the online setting include:Avoid distractions and interruptions:  Try and find a quiet, private space free from distractions. If attending by video, dress as you would for an in-person meeting. Checking email, texts or having other screens, windows or browsers open while engaged in live online support groups decreases the benefit to all.  Silence mobile devices.Text-based forums such as discussion, chat, or list-serves can result in communication failures and misunderstandings.  Be aware of the limitations of these modalities and the challenges of interpreting meaning in the absence of non-verbal cues.Unfamiliarity with online communities:  Most have FAQ’s and other resources that can help familiarize new users.Poorly-run groups:  Well-run groups have a moderator or otherwise identified group leader to keep the meeting on track and consistent with the group’s expectations.  A poorly run support group can be worse than no group at all.  Fortunately, it is easier to quietly exit a poorly run online group than an in-person group and you should not hesitate to do so if the experience is not a good fit for your needs.Protecting online Zoom meetings from harassment and unwanted participationMute audio and disable video and screensharing for attendees�Additional information: https://support.zoom.us/hc/en-us/articles/203435537-Mute-All-And-Unmute-AllProtect your meetings with a password�Additional information: https://support.zoom.us/hc/en-us/articles/360033559832-Meeting-and-Webinar-Passwords-Never use your personal meeting ID when scheduling a meeting�Additional information: https://support.zoom.us/hc/en-us/articles/201362373-What-is-a-Meeting-ID-Modifying the name you log in with as a participant�Additional information: https://support.zoom.us/hc/en-us/articles/201362193-Joining-a-MeetingUse a virtual background�Additional information: https://support.zoom.us/hc/en-us/articles/210707503-Virtual-BackgroundEnable waiting rooms as a host�Additional information: https://support.zoom.us/hc/en-us/articles/115000332726-Waiting-RoomEncourage your group to communicate with you if they become suspicious of anybody�Additional information: https://support.zoom.us/hc/en-us/articles/203650445-In-Meeting-ChatDo not record the meeting�Additional information: https://support.zoom.us/hc/en-us/articles/201362473-Local-Recording�Considerations for small group meetings with proper social distancingPolicies or practices to consider:Limit meetings to 10 or fewer participantsIndividuals at high risk for complications of COVID-19 infection, who are feeling sick or have been exposed to a suspected or confirmed case of COVID-19 should self-quarantine and not attend group meetings of any sizeParticipants (including staff or volunteers) should be screened for symptoms of COVID-19 prior to group attendanceMake arrangements such that participants are outside of close contact and can maintain a distance of 6 feet from other participants in a well-ventilated space for the duration of the meetingEducate and practice respiratory hygiene (cover coughs, wash hands, dispose of tissues)Do not share food or drinksInfection control practices including hand hygiene and environmental sanitation (as described in section 3 above) should be implemented



Infection Mitigation: Outpatient Settings

Key Topics
• Sample workflow
• Screening for 

COVID-19 Risk
• Before arrival
• At arrival

• Managing Patients 
who Screen 
Positive
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https://www.asam.org/Quality-Science/covid-19-coronavirus/infection-mitigation-in-outpatient-settingsPrinciples:Protect patients and staff from coronavirus infection.Maintain access to addiction treatment services.Maintain a therapeutic environment for patients with SUDs.Considerations:Acuity of SUD treatment needs.Medical risk if infected with Covid-19.Likelihood of spreading Covid-19 to other persons.1. Screening for COVID-19 RiskPhone Screening Before Arrival - When possible, scheduled patients should be pre-screened by phone for COVID-19 symptoms, recent contact with anyone who has tested positive for COVID-19, or close contact with others who have symptoms of COVID-19 but have not yet been tested. If an in-person visit is deemed clinically necessary for patient with identified risk for COVID-19, the patient should be isolated from other patients and steps should be taken to minimize risk for exposure of staff. Screening and Triage Upon Arrival: All patients should be screened for symptoms ,recent contact with anyone who has tested positive for COVID-19, or close contact with others who have symptoms of COVID-19 but have not yet been tested on arrival to their appointment prior to entering a waiting area. If the patient appears seriously ill, consider calling emergency medical services, letting them know you suspect COVID-19. Place the patient in an isolated area of the clinic.2. Patients who screen positive should be isolated from other patients/staff. Patients with cough should be provided a mask, if available, or tissues to cover their nose and mouth.- If a patient screens positive for symptoms refer them to be evaluated by a medical provider, ideally over the phone.- Depending on testing in your area, consider referral to a testing center. If no testing is available, and the patient has mild symptoms and has no high-risk factors, recommend self-isolation and provide education about red-flag symptoms that would indicate the patient should go to the emergency department (ED). If the patient appears ill or has high risk factors, consider referring to the ED. Advise the ED that you are referring a suspected patient with COVID-19.Isolation: Options include having the patient wait outside, in their car, or in a separate private area, if medically appropriate. They should be moved as quickly as is reasonable to a private exam room with the door closed. Staff should use appropriate PPE when in contact with the patient. After the patient is seen and evaluated, the room should be cleaned with EPA-registered disinfectants.Additional resources:https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinic-preparedness.htmlhttps://www.cdc.gov/coronavirus/2019-ncov/hcp/hcp-personnel-checklist.htmlhttps://www.cdc.gov/coronavirus/2019-ncov/healthcare-facilities/steps-to-prepare.htmlhttps://www.cdc.gov/coronavirus/2019-ncov/infection-control/index.html



Infection Mitigation: Outpatient Settings

Waiting Room
Precautions

Protecting and 
Monitoring Staff
• Screening staff 

for symptoms of 
COVID-19

• Use of PPE

Considerations 
for New Intake

Considerations 
for Non-Urgent 
Appointments
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https://www.asam.org/Quality-Science/covid-19-coronavirus/infection-mitigation-in-outpatient-settings3. Waiting Room PrecautionsWaiting rooms should be appropriately supplied with tissues, trash receptacles, alcohol-based hand sanitizer, and patients and staff should have access to sinks with soap. Facilities should provide patients and staff with instructions on hygiene and cough etiquette. Instructions should include how to use facemasks (when needed), how to use tissues to cover nose and mouth when coughing or sneezing, how to dispose of tissues and contaminated items in waste receptacles, and how and when to perform hand hygiene. https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinic-preparedness.htmlThe CDC has several handouts and posters designed to educate patients about COVID-19 and good hygiene practices. https://www.cdc.gov/coronavirus/2019-ncov/communication/factsheets.htmlMonitoring Staff for COVID-19 Symptoms: All staff should be screened for COVID-19 symptoms and referred for testing as appropriate to prevent transmission within the facility. The CDC recommends that:Personnel who develop respiratory symptoms (e.g., cough, shortness of breath) should be instructed not to report to work.Facilities and organizations providing healthcare should implement sick leave policies for healthcare providers that are non-punitive, flexible, and consistent with public health guidance.Movement and monitoring decisions for HCP with exposure to COVID-19 should be made in consultation with public health authorities. Refer to the Interim U.S. Guidance for Risk Assessment and Public Health Management of Healthcare Personnel with Potential Exposure in a Healthcare Setting to Patients with Coronavirus Disease 2019 (COVID-19) for additional information.See the CDC’s return to work criteria for healthcare providers: https://www.cdc.gov/coronavirus/2019-ncov/healthcare-facilities/hcp-return-work.html4. Protecting and Monitoring StaffStaff use of PPE: While staff not providing physical care to patients should maintain distance, according to the CDC, the PPE recommended when providing physical care for a patient with known or suspected COVID-19 includes:Respirator or FacemaskEye Protection (i.e., goggles or a disposable face shield that covers the front and sides of the face)GlovesStaff should be trained and have practiced the appropriate use of PPE prior to caring for a patient, including attention to correct use of PPE and prevention of contamination of clothing, skin, and environment during the process of removing such equipment.See CDC’s Interim Infection Prevention and Control Recommendations for Patients with Suspected or Confirmed Coronavirus Disease 2019 (COVID-19) in Healthcare Settings for more details: https://www.cdc.gov/coronavirus/2019-ncov/infection-control/control-recommendations.htmlSee the CDC’s guidance on optimizing supplies of PPE: https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/index.html5. Considerations for New IntakesThe short-term risk of morbidity and mortality from an untreated SUD should be balanced against the risk of potential Covid-19 exposure when considering whether to take on new patients through intake into a SUD treatment practice or program. Telehealth-based strategies for new intakes should be considered when possible and appropriate.6. Considerations for Non-Urgent AppointmentsWhen clinically appropriate, based on the acuity of the individual patient’s SUD treatment needs and medical risk factors, non-urgent visits should be deferred and/or converted to telehealth or telephone visits if appropriate and if the technology is available.Additional resources:https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinic-preparedness.htmlhttps://www.cdc.gov/coronavirus/2019-ncov/hcp/hcp-personnel-checklist.htmlhttps://www.cdc.gov/coronavirus/2019-ncov/healthcare-facilities/steps-to-prepare.htmlhttps://www.cdc.gov/coronavirus/2019-ncov/infection-control/index.html



Infection 
Mitigation: 
Residential 
Treatment 
Facilities

Key Points
• Triaging Patients Based on Need 

for Residential or Inpatient Care
• Screening for COVID-19 Symptoms 

and Risk
• New Patients
• Current Patients
• Returning Staff and Patients
• Visitors

• Managing Patients who Screen 
Positive

• Protecting and Monitoring Staff
• Facility Policies and Procedures
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https://www.asam.org/Quality-Science/covid-19-coronavirus/infection-mitigation-in-residential-treatment-facilitiesGeneral Policies and Practices to Consider1. TelehealthResidential treatment programs should work quickly to either develop telehealth-based treatment capacity or partner with other treatment programs that can provide these services. Telehealth can be used to provide services to patients at a distance as well as to patients under quarantine within the same facility.2. Quarantine optionsIf a program does not have the capacity to isolate or quarantine patients, they should work with local public health authorities regarding where patients may be quarantined if they don’t have anywhere else they can stay.3. Patients Exhibiting SymptomsResidential treatment programs should have clear policies and procedures for addressing both new and current patients who exhibit symptoms consistent with or test positive for COVID-19. Adequately addressing these populations, especially as COVID-19 spreads, is likely to require coordination across treatment programs and state public health authorities.4. Screening for Symptoms All entrants to the building (new residents, visitors, staff) should be screened for symptoms of COVID-19, recent contact with anyone who has tested positive for COVID-19, or close contact with others who have symptoms of COVID-19 but have not yet been tested.5. In areas with community spreadpatients in residential treatment should not leave the facility unless absolutely necessary (e.g. for urgent medical or psychiatric care).6. Symptomatic StaffStaff members with any symptoms should stay home and consult their health care provider on safe return to work. 7. Limit visitationAreas of the country that are experiencing community spread should not allow visitors, except under limited circumstances.Other areas should consider limits to visitation to either no visitors or one (1) per resident when necessary. If visitors are permitted, they should be screened prior to entry and the visit should be deferred if they screen positive.8. Implementing hygiene and disinfection cleaning protocols9. Social Distancing ProtocolsProgram should implement physical distancing (i.e., 6 feet apart) within the facility.Limit group activities, meals and therapy sessions to less than 10 people, ideally 1 on 1 whenever possible. Strive to encourage residents and staff to maintain 6 feet of physical distance at all times and structure facility seating in a way that makes this intuitive for residents.10. Open Communication within the FacilityEncourage all staff and residents to speak up if they see a way to minimize the risk of infection and to stay up to date on CDC guidelines.11. Develop clear protocols for if a patient or staff member tests positive for COVID-1912. Stay UpdatedKnowledge of and public health guidance related to COVID-19 are rapidly evolving. Stay up to date on all new CDC guidelines. Consider assigning a specific staff member to follow changes in federal and state guidance. (https://www.cdc.gov/coronavirus/2019-ncov/index.html)Triaging Patients Based on Need for Residential or Inpatient CarePatients with housing who need more intensive treatment than outpatientIf a patient cannot safely be treated in a less intensive level of care and the program has the capacity to isolate the patient , the program may consider treating the patient in their residential treatment program.Patients otherwise unhousedPrograms may need to work with local and state resources to identify housing opportunities when patients lack housing and require shelter in order to engage in any level of treatment.Patients with urgent need of daily medical monitoring or managementFor patients who have physical, mental health, or addiction treatment needs of such severity that they need medially monitored or medically managed care at ASAM level 3.7 or 4, treatment facilities with this capacity should be identified and patients referred to them as needed.Screening for COVID-19 Symptoms and RiskNew Patients: Phone Screening Before ArrivalAsk about any close contacts with individuals with confirmed COVID-19 or others who have symptoms of COVID-19 but have not yet been tested. If any COVID-19 symptoms exist but the patient does not report emergency warning signs, refer the patient to their primary care provider for evaluation and potential COVID-19 testing. A protocol should be established to define the conditions under which the patient can be cleared for treatment. These policies should be developed in coordination with a medical provider and updated regularly. If the patient reports emergency warning signs including difficulty breathing/shortness of breath, inability to walk without taking a break to catch their breath, persistent pain/pressure in the chest, new confusion/sedation, bluish lips or face, or inability to eat or drink, advise them to call 911 and inform them that COVID-19 is suspected.New Patients: Screening upon arrival Prior to arrival, staff should ensure that prospective patients have the means to return home within a short period of time should that patient develop symptoms and/or screen positive for COVID-19 symptoms. For facilities that regularly receive patients from significant distances, if it is possible this may include either interrupting those admissions or establishing a relationship with a local facility where people who must quarantine can safely stay, and make arrangements for safe transportation. Patients should be screened for fever (subjective or confirmed >100.4F), new or worse cough, new or worse shortness of breath, sore throat, and muscle aches. An established testing algorithm (developed in conjunction with the program’s medical director and/or in consultation with a medical provider or the public health authority) should be used to guide testing of patients in such situations. While there is some overlap in symptomatology between opioid withdrawal (and, possibly withdrawal from other substances) and COVID, the fever and distinct new shortness of breath and cough would be the most concerning symptoms.New arrivals should also be screened for any close contacts with individuals with confirmed COVID-19 or others who have symptoms of COVID-19 but have not yet been tested. Programs should consider how they will isolate new arrivals from current residents and staff during the screening process. Where will the screening occur? What areas of the facility will the prospective patient have access to (e.g. a screening area and a designated restroom)? Who will conduct the screening and how will they minimize the risk of infection (e.g. PPE, maintaining 6 feet of distance, physical barrier, etc.)? Screening Current PatientsPatients should be screened daily for fever (subjective or confirmed >100.4F), new or worse cough, new or worse shortness of breath, sore throat, muscle aches, and generally feeling ill. Patients should also be encouraged to report any symptoms as soon as possible, including less common symptoms such as runny nose, nausea, diarrhea, etc.Screening Patients and Staff Returning to the FacilityThe CDC recommends that residents of long-term care facilities do not go off site except for important medical appointments or medical or psychiatric emergencies. Consider applying this guidance to residential treatment facilities.Protocols defining the appropriate use of virtual versus in person evaluation and treatment should be established with the help of the psychiatric providers currently working with the facility, or with psychiatric providers knowledgeable of local resources.Consider screening of all staff as they enter the facility. Staff should minimize personal belongings into the facility.Everyone entering or exiting the facility should be encouraged to wash or sanitize their hands at the entry/exit. Remind patients and staff to follow social distancing and hand hygiene best practices when off site.Screening VisitorsIf the program is still permitting visitors, they should be screened for fever, cough, shortness of breath, sore throat, and muscle aches. They should also be screened for any close contacts with individuals with confirmed COVID-19 or others who have symptoms of COVID-19 but have not yet been tested. Visitors who screen positive based on these criteria should not be allowed to enter. The program should encourage virtual visitation as an alternative.Managing Patients who Screen PositiveNew ArrivalsIf an incoming patient screens positive for risk of COVID-19 the program could consider multiple options based on their internal and community resources and the needs of the patient. For example:If the patient could safely be treated in a virtual outpatient program and has a safe place to stay, the residential program should work to actively engage the patient in that level of care.If the patient could safely be treated in a virtual outpatient program but does not have a safe place to stay. The program should work with their local public health authority to try to identify a place where the patient can be isolated/quarantined that will enable them to engage in virtual treatment.If the patient cannot safely be treated in a less intensive level of care:If the program has the capacity to isolate the patient in accordance with the CDC’s Transmission-Based Precautions, the program may admit the patient for treatment.If the program does not have the capacity to isolate the patient in accordance with the CDC’s Transmission-Based Precautions, the program should try to identify another facility of the same or greater intensity of care which can provide care with such precautions.Current PatientsAny resident with respiratory symptoms should be placed immediately in a separate room behind a closed door and isolated until staff can evaluate the situation. If there are any concerning COVID-19 symptoms (fever, shortness of breath, worsening/new cough, sore throat, muscle aches), the patient should remain in isolation and a medical provider should be contacted to determine if the patient requires a telehealth or in person visit for diagnosis and management. The local public health department should also be contacted. The patient should be given a facemask and hand sanitizer (if available). If facemasks are not available, the patient should be given tissues and instructed to cough into them and dispose of them immediately after use.If symptoms are present but do not require immediate attention, the patient should be assessed for risk based on age (>65 years) and comorbidities (diabetes, hypertension, immunosuppressive drugs). If high risk factors are present, testing should be prioritized (through emergency rooms, primary care offices or drive-thru testing services (where available).While this is not intuitive to the compassionate group of workers at residential living facilities, remind staff that they cannot care for others if they cannot care for themselves safely and that other residents and patients depend on the health of their care providers as well.If a patient cannot be safely discharged, a plan should be in place for them to be quarantined to a room and bathroom. The facility should also develop a plan in the event that a sick patient requires extended quarantine.During later community stages of the pandemic with high prevalence rates of COVID-19 and before the spread of the virus is controlled, it may be necessary to designated entire treatment programs as well as community housing locations as available to either infectious or non-infectious persons. It is imperative that programs actively work with public health authorities and other service providers in their community to plan for this pandemic stage.Ending Quarantine for a sick patientQuarantine should be ended by a physician per current CDC guidelines, briefly:If person was never tested or tested positive once and will not receive a 2nd COVID test to determine if they are infectious, quarantine can end when 3 criteria are fulfilled:No fever for at least 72 hours (that is three full days of no fever without the use medicine that reduces fevers), ANDother symptoms have improved or preferably resolved (for example, when cough or shortness of breath have improved), ANDat least 7 days have passed since symptoms first appeared.If person already tested positive and will receive testing to determine if they are contagious, quarantine can end when 3 criteria are fulfilled:No fever (without medications to reduce fever), ANDOther symptoms have improved or preferably resolved, ANDPerson has had 2 negative tests in a row, 24 hours apartProtecting and Monitoring StaffStaff Use of PPEResidential treatment programs should establish protocols about proper use of personal protective equipment (PPE). Given limited resources, PPE needs to be conserved. It should not be used when there is little evidence of effectiveness (i.e., masking when interacting with asymptomatic individuals). Protect supplies.While staff not providing physical care to patients should maintain distance, according to the CDC, the PPE recommended when providing physical care for a patient with known or suspected COVID-19 includes:Respirator or FacemaskEye Protection (i.e., goggles or a disposable face shield that covers the front and sides of the face)GlovesIsolation GownsManaging Staff with COVID-19 SymptomsPersonnel who develop respiratory symptoms (e.g., cough, shortness of breath) should be instructed not to report to work. If they screen positive or develop symptoms while at work, they should be sent home or to seek medical services. Staff with symptoms of COVID-19 should be encouraged to see their PCP to get tested/cleared to work. They should wait for the test results at home.Quarantine for staff member suspected or confirmed of having COVID-19 should be ended by a physician per current CDC guidelines.Facility Policies and ProceduresScreening and Follow UpEvery residential facility should develop screening and follow up procedures in coordination with a physician or the public health authority. The policy should describe:what symptoms should raise concernunder what circumstances the patient will be evaluated for potential testinghow the patient will be isolated from other patient and staff while awaiting evaluation and potential staffingplans for isolating/quarantining patients and staff who were eitherexposed to individuals with symptoms orhave tested positive for the coronavirus (SARS-CoV-2)protocols for immediately contacting the individual’s primary care doctor or the facility medical director for further guidanceprocesses for contacting and informing any contacts of a resident or staff member who tests positive or is suspected to have COVID-19 within 2 hours of screening or testing positive.Quarantine of New PatientsSince the coronavirus can be transmitted by asymptomatic individuals the program should also consider enhanced infection control procedures for the first 14 days after a new patient (that screens negative for COVID-19 symptoms) is admitted.VisitorsLimit points of entry to the facility (i.e. front door only for patients, visitors and staff; and a separate entrance for deliveries).Facilities should consider decreasing traffic from outside sources, including family visitation.Areas of the country that are experiencing active community spread should not allow visitors, except under limited circumstances.Other areas should consider limits to visitation to either no visitors or 1 per resident when necessary, maintaining physical distancing and utilizing an identified location which can be cleaned between visits. (NOTE: At this time, the CDC is recommending that long term care facilities restrict all visitation except for certain compassionate care situations, such as end of life situations).As restriction of all visitors is implemented, facilities can consider exceptions based on end-of-life situations or when a visitor is essential for the patient’s psychiatric well-being and care.Encourage use of alternative mechanisms for patient and visitor interactions such as video-call applications on cell phones or tablets.If visitors are permitted, they should be screened prior to entry and the visit should be deferred if they screen positive.All visitors should have their temperature taken and assessed for respiratory symptoms (seen “Screening upon arrival” section) upon entry to the facility. If fever or respiratory symptoms are present, visitor should not be allowed entry into the facility.All visitors should perform hand hygiene before and after entering the facility and common areas.If visitation must occur, visits should be scheduled and controlled, i.e. visiting patient room only.Programs should determine the threshold at which point it will move from screening of visitor to restricting all visitors to the facility.Facility Cleaning and PrecautionsClean high-touch surfaces and in the facility multiple times per day, especially after any resident interactions. Shared resident-care equipment should be cleaned after each use.Respiratory hygiene and cough etiquetteFacilities should provide patients and staff with instructions on hygiene and cough etiquette. Instructions should include how to use facemasks (when needed), how to use tissues to cover nose and mouth when coughing or sneezing, how to dispose of tissues and contaminated items in waste receptacles, and how and when to perform hand hygiene.Hand hygieneSoap and water or hand sanitizer should be easily accessible in every room.Physical distancingPatients and staff should avoid all medically unnecessary physical contact and should try to maintain at least a 6 feet distance from others.Items Brought in From OutsideResidential facilities should also have policies and procedures for infection control related to bringing items into the facility.Additional Resources:CDC Preparing for COVID-19: Long-term Care Facilities, Nursing Homes: https://www.cdc.gov/coronavirus/2019-ncov/healthcare-facilities/prevent-spread-in-long-term-care-facilities.htmlCDC Steps Healthcare Facilities Can Take Now to Prepare for Coronavirus Disease 2019 (COVID-19): https://www.cdc.gov/coronavirus/2019-ncov/healthcare-facilities/steps-to-prepare.htmlCDC Interim Infection Prevention and Control Recommendations for Patients with Suspected or Confirmed Coronavirus Disease 2019 (COVID-19) in Healthcare Settings: https://www.cdc.gov/coronavirus/2019-ncov/infection-control/control-recommendations.htmlCDC Strategies to Optimize the Supply of PPE and Equipment: https://www.cdc.gov/coronavirus/2019-ncov/hcp/ppe-strategy/index.htmlCDC Interim U.S. Guidance for Risk Assessment and Public Health Management of Healthcare Personnel with Potential Exposure in a Healthcare Setting to Patients with Coronavirus Disease (COVID-19): https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.htmlCDC’s Interim Guidance for Healthcare Facilities: Preparing for Community Transmission of COVID-19 in the United States: https://www.cdc.gov/coronavirus/2019-ncov/healthcare-facilities/guidance-hcf.htmlAATOD Guidance for OTPs in Response to the Coronavirus (COVID-19): http://www.aatod.org/advocacy/policy-statements/covid-19-aatods-guidance-for-otps/NAATP COVID Resources: https://www.naatp.org/covid-19-resourcesIncluding set of intake questions for consideration for new patients: https://www.naatp.org/sites/naatp.org/files/COVID19AdditionalIntakeQuestions.pdfJoint Commission resource: https://www.jointcommission.org/en/resources/news-and-multimedia/blogs/on-infection-prevention-control/2020/02/19/managing-the-threat-of-the-new-coronavirus-strain/SAMHSA’s Disaster App: https://store.samhsa.gov/product/samhsa-disasterHelpful Infographic on remote consultations related to COVID-19 https://www.bmj.com/content/368/bmj.m1182/infographicCOVID-19 resource is from University of Washington: https://covid-19.uwmedicine.org/Pages/default.aspx
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https://www.asam.org/Quality-Science/covid-19-coronavirus/adjusting-drug-testing-protocols1. Consider pausing urine drug testing in clinical practiceIn areas or settings where community spread of COVID-19 virus is occurring, it may be appropriate to provide continued access to on-going medications for addiction treatment without attending their treatment facility or having drug testing done. Urine drug testing is only one piece of information in the comprehensive treatment of opioid use disorder. Other information obtained from patients can be used to adequately inform treatment strategies such as self-reported use of substances, timing of refill requests, checking of the state prescription monitoring program, and other indications of improvements (housing, employment, relationship status). Requiring patients to present to a health care facility to provide urine samples for urine drug testing may be more harmful than beneficial. Patients may unnecessarily increase their risks of exposure to the COVID-19 virus through their travel to or presence in health care facilities. Providers and programs should carefully weigh the risks and benefits of urine drug testing, both for the patient and for community public health and particularly for patients who are stable.2. Explore options for drug testing at a distanceCollecting specimens for drug testing outside the treatment facility: For patients for whom it is deemed necessary to have drug testing done as required for ongoing medication treatment, it may be appropriate to have this testing done outside of the normal protocols. Any alternative testing protocol should minimize contact between staff and patients and minimize the strain on local laboratory services. A recent study examined different body fluid samples taken from patients with COVID-19 for presence of coronavirus RNA. All 72 urine samples tested negative. However, the CDC still does recommends taking precautions with collecting any bodily fluid samples because they do not yet have a complete picture of how transmission occurs. Strong consideration should be given to the availability of personal protective equipment (PPE) and the need to ration these scarce resources.Drug testing from home: The COVID-19 pandemic and related social distancing practices may go on for many months. Treatment providers should explore options for drug testing at a distance such as using oral fluid-based tests and/or home breathalyzer tests monitored via telehealth.Additional Resources:The ASAM Appropriate Use of Drug Testing in Clinical Addiction Medicine (Part 4 discusses considerations for testing matrices other than urine, including oral fluid). https://www.asam.org/Quality-Science/quality/drug-testingWang W, Xu Y, Gao R, et al. Detection of SARS-CoV-2 in Different Types of Clinical Specimens. JAMA. Published online March 11, 2020. doi:10.1001/jama.2020.3786
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https://www.asam.org/Quality-Science/covid-19-coronavirus/access-to-buprenorphineBuprenorphine is a life-sustaining medication. Abrupt discontinuation can lead to relapse to substance use, overdose, and overdose death. The anxiety and stress associated with the COVID-19 pandemic, and the societal response to it, may exacerbate symptoms of opioid use disorder. In addition, the “stay-at-home” orders and the restrictions on border crossings may reduce the drug supply and increase the need for treatment. Every effort should be made to ensure that patients currently taking buprenorphine have timely access to refills of this medication, and that any new patients in need of treatment for opioid use disorder can initiate treatment in a timely manner.1. Leveraging TelehealthProviders and programs should take steps to minimize in-person interactions throughout the COVID-19 crisis, as this is likely to reduce the risk of acquiring or transmitting the COVID-19 virus. Telehealth is an important tool for maintaining patient access to treatment while minimizing the risks associated with COVID-19. This section is intended to provide guidance to providers and programs in developing policies and practices to leverage telemedicine to provide buprenorphine treatment. RecommendationTelemedicine or telephonic visits should be used whenever possible and appropriate to provide buprenorphine treatment to patients.Typically, a prescription for a controlled substance must be predicated on an in-person medical evaluation. However, federal policy makers have enabled exceptions during this public health emergency (which was declared on January 21, 2020). In addition, as of March 15, 2020, sanctions and penalties have been temporarily waived for healthcare providers that do not comply with certain provisions of the HIPAA Privacy Rule which may enable use of non-HIPAA compliant telemedicine applications that are widely available such as FaceTime or Skype. (See Telehealth Guidance Document).Telemedicine communication conducted using an audio-visual, real-time, two-way interactive communication system is preferred but some telephone-based visits may also be considered. For example, some patients may not have the technical capabilities available for video visits.For stable patients, the risk of in-person visits is likely to outweigh the benefits of in-person visits. Patients who are unstable, or patients that do not have reliable access to a telephone (e.g. homeless patients) may still benefit from in-person visits. Providers and programs should consider infection mitigation strategies for in person visits. ResourcesAMA Quick Guide to Telemedicine in Practice: https://www.ama-assn.org/practice-management/digital/ama-quick-guide-telemedicine-practiceAmerican Psychiatric Association: Telepsychiatry and COVID-19: https://www.psychiatry.org/psychiatrists/practice/telepsychiatry/blog/apa-resources-on-telepsychiatry-and-covid-19 CMS General Provider Toolkit: https://www.cms.gov/files/document/general-telemedicine-toolkit.pdfNational Consortium of Telehealth Resource Centers: https://www.telehealthresourcecenter.org/ National Council Resources for COVID-19: https://www.thenationalcouncil.org/covid19/2. Prescriptions and RefillsProviding refills without requiring in-person visits is another strategy for reducing risk of exposure to COVID-19. Given the safety profile of buprenorphine, the benefits of providing refills is greater than the risk of providing refills given the risk of severe adverse events like fatal overdoses are uncommon.The Centers for Disease Control recommends that individuals maintain a 2-week supply of prescription medications as part of a “household plan of action in case of illness in the household or disruption of daily activities” due to COVID-19. Social distancing, including limiting exposure to groups of people larger than 10, is key to reducing the spread of COVID-19.SAMHSA and the DEA have released guidance to facilitate e-prescribing of controlled substances, including buprenorphine without an in-person medical evaluation during this public health emergency. The DEA also issued an Exception to Separate Registration Requirements Across State Lines. This exception applies to the prescription of controlled substances via telemedicine. Subject to the conditions of the DEA letter’s temporary exception (see Resources below), DEA-registered practitioners may prescribe controlled substances to patients via telemedicine in states in which they are not registered with DEA. Buprenorphine prescribers typically provide 1-4 week prescriptions for sublingual buprenorphine/naloxone formulations for their patients with opioid use disorder. As prescribers respond to recommendations for decreased in-person, face-to-face visits and other CDC COVID-19 guidance, ASAM recommends a thoughtful approach to changing buprenorphine prescribing to ensure three goals:Continued patient access to buprenorphine medications outside of emergency departments and hospitalsProtect the safety of patientsMinimize unintended exposures to buprenorphine, especially of children and pets.RecommendationProvide buprenorphine refills to stable patients, without requiring in-person visits or urine toxicology testing. Patients who are unstable may benefit from having less medication on hand and more frequent contact with providers (e.g. remote or in-person visits). However, for stable patients, the benefits of buprenorphine refills are likely to outweigh the risks of buprenorphine refills.Providers may be concerned about the possibility of diversion if they provide patients with buprenorphine refills. While diversion happens, relative to other opioid agonists, diversion of buprenorphine is much lower.3 In addition, diversion often occurs for the purpose of self-treating opioid withdrawal rather than achieving euphoria.4[3] Cicero TJ, Surratt HL, Inciardi J. Use and misuse of buprenorphine in the management of opioid addiction. J Opioid Manag. 2007;3(6):302–308. doi:10.5055/jom.2007.0018[4] Fox AD, Chamberlain D, Sohler NL, Frost T, Cunningham CO. Illicit buprenorphine use, interest in and access to buprenorphine treatment among syringe exchange participants. J Subst Abuse Treat. 2015 Jan;48(1):112-6. PMC4250323Policies or practices to considerDoes the patient fall into a high-risk group for severe COVID-19 illness either due to age or underlying health conditions as outlined by the CDC? Coming to clinics and pharmacies more often increases their risk for COVID-19 infection and ensuing risks to providers and the public.Is the patient under quarantine or isolation, either due to symptoms concerning for COVID-19 disease or confirmed positive? Access to clinic and pharmacies may be impacted. Patients need access to medication continuity to support recommended quarantine or isolation.What capability does the patient have for safely and securely storing different quantities of sublingual buprenorphine/naloxone formulations? Without access to safe storage, less medication may be preferable.Who has potential access to medications in the home, including children, pets, or neighbors? While buprenorphine is associated with relatively less respiratory depression risk compared with methadone, opioid-naïve individuals, especially children, can be harmed from unexpected exposure. Clinicians should co-prescribe or assure naloxone is in the home. If naloxone access is limited, prioritize patients in households with children and adolescents or others who would poorly tolerate reductions in respiratory function.How stable is the patient’s opioid use disorder and/or other substance use disorders, if present? Less medication and more frequent monitoring by telehealth or audio-only check in may be preferable for patients at higher risk of overdose due to co-occurring alcohol or sedative/hypnotic misuse.Under the updated guidance from DEA and SAMHSA, buprenorphine can be prescribed through telehealth (including for new patients).ResourcesProvision of Telemedicine While Providing MAT (May 2018):      https://www.samhsa.gov/sites/default/files/programs_campaigns/medication_assisted/telemedicine-dea-guidance.pdf DEA Information on Telemedicine: https://www.samhsa.gov/sites/default/files/programs_campaigns/medication_assisted/dea-information-telemedicine.pdfFAQs: Provision of Methadone and Buprenorphine for the Treatment of OUD in the COVID-19 Emergency: https://www.samhsa.gov/sites/default/files/faqs-for-oud-prescribing-and-dispensing.pdf DEA Policy: Exception to Separate Registration Requirements Across State Lines: https://www.deadiversion.usdoj.gov/GDP/(DEA-DC-018)(DEA067)%20DEA%20state%20reciprocity%20(final)(Signed).pdfPsychosocial TreatmentASAM’s recently released National Practice Guideline for the Treatment of Opioid Use Disorder recommends that “a patient’s decision to decline psychosocial treatment or the absence of available psychosocial treatment should not preclude or delay pharmacotherapy, with appropriate medication management.”5 This guidance is even more applicable right now when patients may need to be under self-quarantine or have other risk factors that lead them to want to minimize external interactions.While some patients are likely to benefit from psychosocial counseling depending on their specific conditions and scenarios, four randomized trials found that enhanced psychosocial counseling provided no additional benefit than typical medical management that occurs during routine office-based visits for many patients (R Weiss 2011; D Fiellin 2006; Brigham 2014; Ruetsch 2012; J Tetrault 2012).RecommendationPsychosocial counseling should not be required as part of buprenorphine treatment. However, for some, maintaining access to psychosocial treatments during a time of increased anxiety and stress such as the COVID pandemic may be important for preventing substance use and minimizing patient mental health risks.Individual therapy, when needed, may be continued through a telehealth when possible. Guided group therapy with a licensed therapist (e.g. “Seeking Safety”) may also be continued when possible through telehealth. Some patients may also benefit from virtual support groups.Policies or practices to considerDo not require patients to participate in counseling – virtual or in-person – in order to access medication. This is a generally recommended practice and particularly important during the COVID-19 pandemic.Consider which therapies are possible to convert to a virtual platform.Limit physical, in-person groups to no more than 10 individuals, preferable in a larger room where social distancing of 6 feet between individuals is possible.ResourcesASAM’s National Practice Guideline for the Treatment of Opioid Use Disorder “Taking Care of Your Behavioral Health” https://www.samhsa.gov/sites/default/files/tips-social-distancing-quarantine-isolation-031620.pdf [5] https://www.asam.org/Quality-Science/quality/2020-national-practice-guideline4. Ensuring adequate supply of buprenorphineBuprenorphine is a life-sustaining medication. Abrupt discontinuation can lead to relapse to substance use, overdose, and overdose death. Every effort should be made to ensure that all patient have timely access to this medication. RecommendationProviders and programs should take steps to ensure that all patients currently taking buprenorphine for addiction treatment continue to have timely access to this medication. Providers should consider how each patient will continue to access their medications if they are under quarantine or otherwise unable to leave the house.Policies or practices to considerConsider longer duration prescriptions as safe and appropriate to minimize community exposure retrieving prescriptions from pharmacies.Consider appropriateness of mail-order pharmacies, as covered by insurance.Consider assigning a staff member to routinely follow up with patients to ensure they are able to obtain their refill on time.5. Harm reduction, including naloxone distributionThe current COVID-19 crisis may put patients at greater risk for harms related to substance use. The anxiety and stress associated with this pandemic, as well as the social isolation, may exacerbate addiction and mental health related symptoms. In addition, social distancing and “stay-at-home” orders may make it more difficult for individuals who use drugs to access sterile supplies. The restrictions on travel and U.S. border crossings are also likely to impact the drug supply.To minimize the harms associated with these circumstances, providers and programs should consider implementation of additional harm reduction strategies.RecommendationEnsure patients have access to naloxone. Naloxone is a life-saving medication in the event of an overdose and needs to remain easily accessible to persons who are at risk of an overdose themselves or of witnessing an overdose by someone else. First responders’ availability to respond to an overdose may be diminished due to other acute needs. As a result, prescribing or distributing additional doses of naloxone is warranted.Educate patients about the potential risks during this crisis:Persons who may have difficulty accessing opioids for a period of time due to quarantine status as individuals or as a community, may have decreased tolerance upon access to drug supply, public service announcements reinforcing the importance of test injections should be considered.Highlighting the importance of having naloxone on hand, at this time. As noted, first responders’ availability to respond to an overdose may be diminished during this crisis.Provide information on safer drug use practices.Policies or practices to considerPartnering with pharmacies in your community to ensure they have naloxone on hand so patient prescriptions can be filled.Partnering with community naloxone distribution programs to keep naloxone available to distribute to patients and community members.6. Considerations for High Risk PatientsAccording to the CDC individuals who are at higher risk for severe illness from COVID-19 include:People aged 65 and olderPeople with chronic health conditions includingSerious heart conditionsLung disease or moderate to severe asthmaPeople who are immunocompromised or on immune suppressing drugsSevere obesity (BMI ≥40) The CDC also notes that, “people who are pregnant should be monitored since they are known to be at risk with severe viral illness, however, to date data on COVID-19 has not shown increased risk”.This guidance is focused on helping providers and programs to establish recommendations for continuing to offer high risk patients appropriate care while minimizing their risk for exposure to COVID-19.RecommendationHigh risk patients should continue to have access to appropriate addiction treatment, which may need to include some capacity for face-to-face treatment. However, every effort should be made to minimize in-person interactions. Telehealth services should be used whenever possible (see Telehealth Guidance).Policies or practices to considerConsider risk stratifying patients further based on level of individual risk, stage of disease, ability to access telehealth services and recent history of non-prescribed substance use.Consider extending prescriptions beyond usual practice to allow for fewer in-person healthcare touches including at pharmacies where additional exposure may occur.Resourceshttps://www.cdc.gov/coronavirus/2019-ncov/specific-groups/people-at-higher-risk.htmlhttps://www.samhsa.gov/sites/default/files/medicare-telemedicine-health-care-fact-sheet.pdf



Access to 
Care in Opioid 

Treatment 
Programs

Key Points

• Remaining Open and Available
• Policies and Procedures to Consider
• Federal Regulatory Changes
• Reimbursement Issues
• Considerations for Documentation
• Staffing Challenges
• Drug Supply Issues
• Waiting Room Precautions

Presenter
Presentation Notes
https://www.asam.org/Quality-Science/covid-19-coronavirus/access-to-care-in-opioid-treatment-program1. Remaining Open and Available to PatientsIt is imperative that Opioid Treatment Programs (OTPs) remain stable sources of treatment for patients taking methadone or buprenorphine for opioid use disorders. The COVID-19 crisis has not diminished, and may have the effect of worsening the opioid crisis. OTPs are healthcare facilities providing vital healthcare services and have been deemed by SAMHSA as essential. Despite the challenges and limitations that COVID-19 places on OTPs, ASAM shares the mission of continuing to provide quality, life-saving treatment to all patients who need it.Each patient should be reassured that their treatment program will remain open and that every effort will be made to continue their medication, peer support, case management, and counseling throughout this crisis, even if not in the traditional manner.However, the unique nature of OTPs requires people to present in-person to a clinical site at a higher frequency than most other ambulatory treatments. Therefore, OTPs should actively develop protocols to safeguard their patients, staff, and community from spread of Covid-19. See ASAM’s guidance on Infection Mitigation in Outpatient Settings.In the process of planning for and implementing procedures to maintain ongoing operations, it may be useful to draw on emergency plans that all OTPs are required to have as part of federally mandated accreditation. However, even these plans may be lacking given the unprecedented nature of the COVID-19 crisis.Continuing operations during the COVID crisis may require different processes based on several considerations:Clinic size and staffing resourcesCounty or city-level community resourcesPatient population characteristicsFor example, larger OTPs with more staff may elect to stagger schedules for counseling, nursing, medical, and other staff to provide ongoing coverage of services but minimize the exposure of all staff at one time to possible work-related COVID-19 viral transmission. They may also need to stagger when patients present to clinic, either over the course of the day, week, or month. Smaller OTPs may not have the luxury of staggering staff and may need to consider alternatives. For example, the CDC recommends that “asymptomatic healthcare professionals who have had an exposure to a COVID-19 patient” may continue to work “after options to improve staffing have been exhausted”. (https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html).With increasing community spread OTPs will need to consider how to continue serving patients at higher risk for infection. This may be particularly important for OTPs in areas without much in the way of community resources for isolating homeless patients with COVID-19 illness or providing alternative medication delivery systems. Strategies may involve establishing alternating days or separate times of day for patients who are considered at high risk for infectiousness, including those who are not able to physically isolate, those with respiratory symptoms, those recently released from incarcerated settings, and those who live in congregate shelter settings. The other days or time blocks would be reserved for visits by patients who are likely at lower risk of infectiousness. Alternatively, depending on the layout of the facility programs may provide separate physical spaces for patients at low vs. high risk of infection, including separate waiting spaces, separate areas for dosing, and separate rooms for clinical encounters.With increasing use of telehealth and take-home dosing, OTPs may be able to stagger appointments such that they can space out patients six (6) feet apart across OTP waiting rooms, lobbies, and medication dispensing areas. These distances could be marked out with painters’ tape on the floor and chairs should be placed 6 feet apart. Ensure that hand sanitizer is accessible in multiple points throughout the facility and clean frequently touched surfaces often, at least once a day.Finally, no matter the processes any OTP puts in place to reduce the risk of COVID-19 transmission among patients and staff, the less time a patient spends in face-to-face contact with other persons inside and outside the facility, the lower the risk of COVID-19 viral transmission. This point should serve as a guiding principle for continuing OTP operations during the COVID-19 crisis.2. Implementing Processes for Managing and Responding to COVID-19Given the complexity of challenges associated with the COVID-19 response across the anticipated phases of this pandemic, all OTPs appoint and implement a dedicated management team with clearly defined roles and responsibilities to manage the planning and implementation of the program’s preparations and response.Policies and Procedures to consider:For example, OTPs could consider implementing an incident command system to manage and coordinate the program’s response. Whether a formalized incident command system is used or not, any dedicated management team should include a hierarchy with clearly defined roles and responsibilities within specific areas including overall leadership, safety, communications, operations, and any other key function needed by the organization to effectively manage the response. For example, coordination with recovery/transitional housing providers may need a point person.See sample structure hereThe dedicated management team should develop processes for regularly evaluating the impact of the crisis and developing updated policies and procedures to adapt to the evolving situation. Relevant information that may be helpful to track for planning staffing and other resources include:Number of patients with known or suspected infectionsCOVID-19 related morbidity and mortality among the OTPs clinic populationStaff and patients with potential exposure under isolation or quarantineStaff and patients in high risk categories for severe COVID-19 illnessChanges in community spreadNumber of patients due in the next day.Dedicated staff should be tasked with monitoring and managing supplies. The management team should define what supplies are essential to program functioning and implement processes for tracking and managing these supplies.The management team should also work to rapidly develop updated policies and procedures needed to adapt to the COVID-19 crisis. For example:Infection control and mitigation proceduresTransitioning to telehealth whenever possibleUpdated clinical procedures related to take home dosing, dosage changes via telehealth, drug testing, etc.Process for reviewing staffing daily and modifying schedules if needed to effectively provide careCommunication with staff, patients, and caregiversTracking patient hospitalizations and adjusting care as neededPrograms should be able to track patient emergency department visits and hospitalizations in their state or local health information exchange (HIE)Programs may need processes in place to confirm hospital dosesPrograms should also have processes in place to keep patients who have been hospitalized separate from other patients since the hospital poses a risk for COVID-19 exposure.Unanticipated and unplanned for issues will arise as the crisis evolves. The dedicated management team should provide efficient ways for identifying and rapidly addressing challenges that arise in real time.3. Overview of Federal Regulatory ChangesFederal agencies have been rapidly releasing guidance to provide flexibility to healthcare providers during the COVID-19 emergency. Guidance relevant to OTPs are listed below.  Links to the relevant web sites and documents can be found by clicking on the section titles.Enhanced Flexibility for Take Home Medication for OTPs (SAMHSA)On March 19, SAMHSA issued updated OTP guidance indicating that states may request blanket exceptions for all stable patients in an OTP to receive 28 days of Take-Home doses of the patient’s medication for opioid use disorder. That OTP guidance also notes that states may request up to 14 days of Take-Home medication for those patients who are less stable but who the OTP believes can safely handle this level of Take-Home medication.Also, on March 19, SAMHSA issued a set of FAQs clarifying how telehealth can be used for patients being treated in OTPs. Specific questions that SAMHSA addressed in the FAQ are listed below. The detailed responses are provided in the FAQs under Resources at the end of this section.At this point, new patients being admitted to an OTP for OUD must receive a physical face–to– face evaluation if they are going to be treated with methadone. SAMHSA, however, has exempted OTPs from the requirement to perform a physical face-to-face evaluation for any new OTP patient who will be treated with buprenorphine (presumably when ordered and dispensed under OTP rules (see the caveat below regarding DEA guidance), if a program physician, primary care physician, or an authorized healthcare professional under the supervision of a program physician, determines that an adequate evaluation of the patient can be accomplished using telehealth (including use of telephone, if needed).  This exemption will last for the duration of the declared COVID-19 national emergency.As of March 31, 2020, similar guidance with respect to the permissibility of initiating a new patient with buprenorphine under a DATA 2000 waiver, by use of telephone, has been provided by DEA (see Resources below).Practitioners working in OTPs can continue treating existing patients with methadone and buprenorphine via telehealth (including use of telephone, if needed).An OTP can dispense medication (either methadone or buprenorphine products) to existing patients based on telehealth evaluation (including telephone, if needed).Resources:Opioid Treatment Program (OTP) Guidance: https://www.samhsa.gov/sites/default/files/otp-guidance-20200316.pdfSAMHSA COVID main page: https://www.samhsa.gov/coronavirusFAQs: Provision of Methadone and Buprenorphine for the Treatment of OUD in the COVID-19 Emergency: https://www.samhsa.gov/sites/default/files/faqs-for-oud-prescribing-and-dispensing.pdfDEA Guidance:  Exemption Allowing Alternate Delivery Methods for OTPs: https://www.deadiversion.usdoj.gov/GDP/(DEA-DC-015)%20SAMHSA%20Exemption%20NTP%20Deliveries%20(CoronaVirus).pdfDEA Telemedicine Guidance (March 31, 2020):  https://www.samhsa.gov/sites/default/files/dea-samhsa-buprenorphine-telemedicine.pdfAlternative Home Delivery of Methadone Through This Emergency (DEA)The DEA has authorized alternative methods for home delivery of methadone (and buprenorphine/naloxone if dispensed through the OTP) to patients isolating during the COVID-19 public health emergency. It allows for delivery through the OTPs established chain of custody protocol for take-home medications. In addition, it allows designated staff members, law enforcement officers, or National Guard personnel to make deliveries of methadone to quarantined patients, including “doorstep” delivery using an approved lockbox. See DEA guidance on alternative and home delivery of methadone: https://www.deadiversion.usdoj.gov/GDP/(DEA-DC-015)%20SAMHSA%20Exemption%20NTP%20Deliveries%20(CoronaVirus).pdfOTP Guidance for Patients Quarantined at Home with the Coronavirus (SAMHSA)This guidance addresses the designation of someone who can pick up medications and complements that of the DEA above. See SAMHSA’s OTP Guidance for Patients Quarantined at Home with the Coronavirus: https://www.samhsa.gov/sites/default/files/otp-covid-implementation-guidance.pdfCompliance with Addiction Treatment Confidentiality Regulations – 42 CFR Part 2 (SAMHSA)SAMHSA has issued guidance related to use and disclosure of confidential information in cases of a medical emergency.  SAMHSA advises that (see link to full guidance in resources at the end of this section):“patient identifying information may be disclosed by a part 2 program or other lawful holder to medical personnel, without patient consent, to the extent necessary to meet a bona fide medical emergency in which the patient’s prior informed consent cannot be obtained.”“Information disclosed to the medical personnel who are treating such a medical emergency may be re-disclosed by such personnel for treatment purposes as needed.”SAMHSA’s guidance emphasizes that under this medical emergency exception, “providers make their own determinations whether a bona fide medical emergency exists for purposes of providing needed treatment to patients.”See SAMHSA’s COVID-19 Public Health Emergency Response and 42 CFR Part 2 Guidance: https://www.samhsa.gov/sites/default/files/covid-19-42-cfr-part-2-guidance-03192020.pdfTelehealth Related GuidanceASAM is tracking federal guidance related to telehealth, including the following. For details please see  ASAM’s Telehealth Guidance page.Waiver of regulatory requirements related to HIPPA compliant telehealth platforms (HHS/Office of Civil Rights)Expansion of Medicare Coverage for Providing Services through Telehealth (CMS)Flexibility for Prescribing Controlled Substances via Telehealth (SAMHSA/DEA)DEA Exception to Separate Registration Requirements Across State Lines.Resources:Notification of Enforcement Discretion for Telehealth Remote Communications During the COVID-19 Nationwide Public Health Emergency: https://www.hhs.gov/hipaa/for-professionals/special-topics/emergency-preparedness/notification-enforcement-discretion-telehealth/index.htmlFAQs on Telehealth and HIPAA during the COVID-19 nationwide public health emergency: https://www.hhs.gov/sites/default/files/telehealth-faqs-508.pdfCMS Fact Sheet: https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheetMedicare Telehealth FAQ: https://edit.cms.gov/files/document/medicare-telehealth-frequently-asked-questions-faqs-31720.pdfDEA guidance on Telemedicine: https://www.samhsa.gov/sites/default/files/programs_campaigns/medication_assisted/dea-information-telemedicine.pdfDEA guidance on Use of Telemedicine While Providing MAT: https://www.samhsa.gov/sites/default/files/programs_campaigns/medication_assisted/telemedicine-dea-guidance.pdfFlow chart on How to Prescribe Controlled Substances to Patents During the COVID-19 Public Health Emergency (DEA) : https://www.deadiversion.usdoj.gov/GDP/(DEA-DC-23)(DEA075)Decision_Tree_(Final)_33120_2007.pdfDEA Policy: Exception to Separate Registration Requirements Across State Lines: https://www.deadiversion.usdoj.gov/GDP/(DEA-DC-018)(DEA067)%20DEA%20state%20reciprocity%20(final)(Signed).pdfComprehensive resources can be found here: ASAM’s Telehealth guidanceState RegulationsEach state may have their own requirements and regulations concerning OTPs.  OTPs should work closely with their respective State Opioid Treatment Authorities (SOTA).  In order to allow extended take-home doses, the OTP medical director may need authorization for “blanket” privileges from the state and the individual SOTA must have received permission from SAMHSA’s Center for Substance Abuse Treatment (CSAT).Resources:Information on state policy changes related to Medicare and Licensing can be found ASAM’s Telehealth guidance.ASAM is working to compile relevant national and state guidance here: https://www.asam.org/Quality-Science/covid-19-coronavirus/national-and-state-guidanceThe Center for Connected Health Policy is compiling COVID-19 related state actions here: https://www.cchpca.org/resources/covid-19-related-state-actions4. Clinical Considerations- New patientsIt is critical that OTPs maintain the capability to admit new patients to treatment during the COVID crisis. It is possible that a larger influx of new patients will present during the crisis.  Under current regulations, this process will look different depending on whether the patient starts on buprenorphine, naltrexone, or methadone. As usual, the choice of medication should be made through consultation between the medical provider and the patient with full informed consent.- Buprenorphine or naltrexoneUnder the updated federal regulatory guidance, buprenorphine and naltrexone may be initiated during this crisis using telemedicine or telephone-based appointments. An in-person physical examination is not required. The evaluation, treatment planning, and patient education processes should be maintained at the same level as would be performed during a face-to-face encounter. This includes a complete history of substance use, past treatments and responses, periods of recovery, prior episodes of overdose, a medical history, psychiatric history, social history, family history, and review of systems.- MethadoneA face-to-face examination is currently required by SAMHSA for patients starting on methadone. During this in-person encounter, the medical provider should take steps to minimize any exposures to themselves or the patient, including having the patient wear a face mask and the provider using appropriate PPE, if available. Based on CDC recommendations for healthcare providers and the extent of community spread of COVID-19 virus in the area, these precautions would include a face mask, face shield, gloves, and a gown.Dosing titration is more complex with methadone than with buprenorphine, and during the initiation phase it may not be appropriate to give take home doses, even though this would be permitted under the emergency federal guidance. Close follow up and medical assessment is necessary during initiation in order to mitigate the increased risk of adverse events, including overdose, that patients are exposed to during this phase. Therefore, the OTP medical director, working in conjunction with other OTP clinicians, must thoroughly weigh the risks of COVID-19 illness and exposure with the risk of inadequately treated OUD and the risk of methadone-related harms.Extended take-home dosesOTPs should consider giving extended take-home doses when clinically appropriate. SAMHSA’s emergency guidance now allows for up to 14 to 28 days of take-home doses.  Caution should be used in applying these allowances on a “blanket” basis. Rather decisions should be made on an individual patient basis with documentation of the rationale (risk/benefits). Providing more take home doses without requiring frequent in-person visits is likely to reduce risk of exposure to COVID-19. The benefit to the patient, peers, staff and the community of fewer clinic visits for dosing must be balanced against the risks of taking additional doses home in terms of adverse effects to patients and those around them.Using the 8 decision criteria for dispensing methadone for unsupervised use under 42 CFR Part 8.12 (h)(4)(i)2, the patient’s stability should be assessed.  Patients still using other CNS depressants such as other opioids (particularly fentanyl), benzodiazepines, or alcohol may be at higher risk and may not be ideal candidates for extended take-home doses. Other considerations may include:The patient’s ability to safely secure and store medication.Home environment and availability of a responsible adult in the home who can help the patient appropriately manage take home medication.The presence of concerning symptoms consistent with COVID or recent potential exposures.The risk to the patient associated with an-in person visitAre they at high risk for severe COVID-19 illness?Are they living with or caring for someone at high risk?Would they need to take mass transit to the visit?What is their level of anxiety around coming to an in person visit?Based on this risk benefit analysis, the provider should determine if additional take-home doses are appropriate, and how many. This plan can range from having the patient come in every other day instead of daily, to giving the full 28 or 14 days (depending on whether the patient is considered stable or less stable), or anything in between. Programs should also work to structure patient visits such that they spend the least amount of time possible in the facility. See the Waiting Room Precautions section below.Managing extended take-home dosesPatients should be educated concerning the importance of maintaining their medication securely and away from children and pets. They should be given clear dosing instructions and they should be counseled on the risk of overdose if they take more than their prescribed dose, or if they combine opioids and other CNS depressants, especially benzodiazepines and alcohol. They should also be reminded that the program cannot replace lost or stolen doses.Some patients may be able to work with other trusted family members or a significant other to help monitor their doses, although it is important to be vigilant for dysfunctional or abusive family situations. If appropriate and the patient consents, the program should provide guidance and education to a responsible adult in the home who can help the patient appropriately manage take home medication. This guidance should include education on safe storage, overdose risk, appropriate dosing, chain of custody procedures, and use of rescue naloxone.Consistent with ASAM’s public policy recommendations, all patients should be given access to naloxone rescue kits and instructions on how to use them. Preferably, the naloxone would be dispensed at the OTP, but if this is not possible then it may be accessed through local pharmacies. However, many pharmacies do not stock naloxone. The program should consider working with a local pharmacy or local naloxone distribution programs to ensure that their patients have the ability to fill the prescriptions they are given. Lack of insurance or co-pay requirements can also hinder access to naloxone, and the program should follow up with patients to see if they were able to access naloxone.All patients granted extended take-home doses should have their contact and emergency contact information reviewed and updated.Assessing patients who have extended take-home dosesSome patients given extended doses at home will do well and others will struggle.  It is important that counselors and OTP medical staff keep in contact with the patient on a regular basis, via phone or telemedicine (including video connection to the patient’s own device). During these contacts the counselor should assess whether the patient has been able to store and take his/her medication correctly, assess the patient for triggers or cravings, assess for any new major stressors, and reinforce social distancing measures. Medical providers should contact patients regularly to assess for responses to medication, review medication lists, and identify any potential side effects such as sedation or constipation.  If a patient is not doing well, it is important that she or he be brought back into the clinic and a new treatment plan developed, with potentially fewer take-home doses and/or more intensive home monitoring.Considerations for In-Person VisitsPatients who are relatively stable can be managed by telemedicine. Those who are unstable may be better served by a face-to-face visit, again balancing the risk of COVID-19 exposure with the benefit of in-person compared to telemedicine contact. Examples of instability that would warrant an urgent in-person visit might include suicidal thoughts, new homelessness, interpersonal violence, difficulty dealing with the pandemic, or involvement of child protective services. For stable patients, the risk of in-person visits is likely to outweigh the benefits of such visits. OTP personnel must use their clinical judgment in determining when an in-person visit may be beneficial.Managing Clinic VisitsMeasures should be taken to help patients maintain 6+ foot social distancing when coming to the clinic to pick up their doses and/or for follow up visits:Limit the number of patients who can enter the waiting room at a given time (see Waiting Room Precautions section below).Consider using larger rooms to facilitate social distancing as available.Place furniture and/or markings on the floor to manage patient flow and maintain 6+ feet of distance.Consider having patients wait outside (6+ feet apart) until it is their time to dose.  Using online sign in and queue management, such as ‘take a number’ protocols, may help with this process.Consider assigning dosing blocks and expanding dosing hours in order to spread out traffic.Consider alternate dosing areas, such as dosing patients in their cars when appropriate, especially for high-risk patients or those with symptoms or known COVID-19 illness who are unable to isolate or for whom alternate medication delivery is unavailable.Consider scheduling appointments to minimize interactions between patients at high risk for COVID infection and those with lower risk. For example, patients at high risk of infection may be seen on different days, or at alternate times, than patients at lower risk. If such strategies are used, thoroughly cleaning patient areas and clinic facilities often and between patient days or time blocks is critical.Mobile dispensing units may be used for prescribing buprenorphine (new mobile dispensing units for methadone are not currently being approved by the DEA).Home deliveries may be made in selected circumstances.Resources:See DEA guidance on alternative and home delivery of methadone: https://www.deadiversion.usdoj.gov/GDP/(DEA-DC-015)%20SAMHSA%20Exemption%20NTP%20Deliveries%20(CoronaVirus).pdfSee SAMHSA’s OTP Guidance for Patients Quarantined at Home with the Coronavirus: https://www.samhsa.gov/sites/default/files/otp-covid-implementation-guidance.pdfFor in-person encounters within 6 feet, current public health guidance is that patients and clinicians should both wear a mask.  After the visit, both patient and clinician should wash their hands and the room should be cleaned between uses.Also see ASAM’s guidance on Infection Mitigation in Outpatient SettingsManaging Telehealth VisitsIt is very important to maintain close contact with patients during this time of stress, anxiety, and social isolation. Telehealth, including both telephone based and audio-visual based check-ins and visits, are an important way of staying connected with and managing patients. Federal regulations have been relaxed during the COVID-19 pandemic to facilitate the use of telehealth, including allowing providers to use non-HIPAA compliant technologies such as Apple FaceTime, Facebook Messenger video chat, Google Hangouts video, or Skype. These changes should make it easier to rapidly transition to telehealth.Communication with patients is key during any transition to telehealth services. Programs should work with patients to make sure they understand how to join a telehealth visit and should be prepared to adapt to any technical issues that arise. See guidance from the National Council on Best Practices for Telehealth During COVID-19 Public Health Emergency: https://www.thenationalcouncil.org/wp-content/uploads/2020/03/Telehealth_Best_Practices.pdf?daf=375ateTbd56 and the APA’s Telepsychiatry Toolkit: https://www.psychiatry.org/psychiatrists/practice/telepsychiatry/toolkitDuring a telemedicine encounter, face masks should be discouraged unless there is a specific need.  This can facilitate a more satisfactory connection between the patient and provider, even though they are not in the same location and are connected via video rather than in person.In addition to the typical assessments and treatment modalities, during this crisis telehealth counseling sessions should address how the patient is responding to the COVID-19 crisis, and should focus on reinforcing social distancing and hygiene practices. Counselors should help patients to problem solve around these issues. Counselors should also talk to patients about what they should do if they develop symptoms.If the patient is receiving additional take-home doses the counselor and medical provider should check in with the patient regularly to determine how they are managing.  Counselors and medical staff should reinforce the risk of overdose and the importance of safe medication storage.Patients should also be encouraged to participate in virtual support groups if appropriate for the individual. See ASAM’s COVID-19 guidance for Support Group Access.Providing services through telehealth does require clinicians to adapt their practices. Programs should encourage staff to participate in virtual trainings on how to effectively provide services through telehealth.Resources:National Council’s Best Practices for Telehealth During COVID-19 Public Health Emergency: https://www.thenationalcouncil.org/wp-content/uploads/2020/03/Telehealth_Best_Practices.pdf?daf=375ateTbd56APA’s Telepsychiatry Toolkit: https://www.psychiatry.org/psychiatrists/practice/telepsychiatry/toolkitASAM Telehealth Guidance: https://www.asam.org/Quality-Science/covid-19-coronavirus/access-to-telehealthConsiderations for Annual AssessmentsFederal regulations do not require an annual medical exam for patients in OTPs, however it may be required in some states, and is considered a best practice. OTPs in states that require an annual medical exam should reach out to their State Opioid Treatment Authority if they have questions related to flexibility around this requirement during the COVID-19 crisis. ASAM members are also encouraged to reach out to their state chapter if state level advocacy is needed.In making determinations about whether a patient’s annual medical exam can be delayed or can be provided through telemedicine, OTPs should consider the risks and benefits for the individual patient. Much of the exam can be conducted through audio-visual telehealth. The provider should determine whether there are risks to the patient associated with either delaying the exam or conducting it through telehealth that outweigh the risks to the patient posed by an in-person visit and potential exposure to COVID-19.Considerations for dosage changesThe stress, anxiety, and social isolation associated with the pandemic response may exacerbate mental health and addiction symptoms in some patients. OTPs should be prepared to assess these needs on an individual patient basis. Programs should develop policies and procedures for making changes to5. Reimbursement issuesMedicaid: Many OTP patients are covered by Medicaid, although this may vary from state to state and among clinics.  Medicaid reimbursement rules for OTPs are determined by each state’s Medicaid office.  OTPs will need to work with their state Medicaid office in order to maintain reimbursement and clinic income stream during the crisis.Although the DEA, SAMHSA, and CMS have all allowed delivery of the majority of OTP services via telemedicine, it is still up to each state Medicaid program to determine how these services will be reimbursed.  Some states have implemented COVID-19 specific codes for certain services, while others are using a bundled billing model.Medicare: For those patients who have Medicare, audio-video telemedicine services are reimbursable. However, audio only telehealth services are not.  Private Payors: While some private insurers do not reimburse for OTP services, many do provide coverage. In some states, health plans have announced that they will pay for services rendered either through audio-visual and/or telephonic only means at the same rate as in-person visits. Programs and clinicians should consult they plans with which they participate for further information.Some patients who are paying out of pocket may lose their employment due to COVID-19.  It is advised that OTPs work with patients on payment deferrals or schedules to maintain their treatment until they can get back to employment and/or obtain health care coverage.See the AMA guidance on Policy, Coding, and Payment for telehealth services: https://www.ama-assn.org/practice-management/digital/ama-quick-guide-telemedicine-practiceSee ACP’s Telehealth Billing and Coding Tips: https://www.acponline.org/practice-resources/business-resources/covid-19-telehealth-coding-and-billing-practice-management-tips6. Considerations for DocumentationTelehealthVerbal or written consent should be obtained from the patient before each telehealth visit. If the OTP is not using a HIPAA compliant telehealth platform, the patient should be informed about this and about the potential security limitation, and their verbal or written consent to continue should be obtained.All documentation should note the patient’s consent for treatment via telehealth (acknowledging the potential HIPAA violation if appropriate). It should also document the time of the beginning and end of the call, the location of the patient and the provider at the time of the visit, and the technology used for the connection. It is important to verify the patient’s identity, especially for phone contacts. Each note should describe how the patient’s identity was verified. As with all services the note should document the discussion during the call, including information regarding assessment of the patient’s mental status, mood, quality of speech, etc., and it should outline the plan for the next contact. The note should also indicate that the encounter is in the context of the COVID-19 crisis, and describe how this was addressed during the visit (e.g. reinforcing the importance of social distancing, assessing how the patient is coping with the stress, anxiety and social isolation during this crisis, etc.).Documenting a physical examination via telemedicineSome OTPs will be able to use internet-connected equipment such as stethoscopes, otoscopes, and high-definition cameras. These devices, when manipulated by an assistant who is with the patient, may allow for a full multi-system examination to be performed via telemedicine. Using such equipment, however, does not avoid the issue of having someone in close proximity to the patient, and will not meet the SAMHSA requirement for a face-to-face examination before initiation of methadone treatment.Much information can be obtained through an audio-visual telemedicine visit. Areas that can be documented include:General appearance, nutritional status, diaphoresisEye movement, lids, presence of scleral icterus, facial skin lesions, neck masses or asymmetryLevel of respiratory effort, use of accessory muscles, audible wheezingNeurological – can observe gait, asymmetry or focal weakness, facial asymmetry, presence of normal hearing, tremorMental status examinationAppearanceHygiene: clean, shaven, groomingDress: clean, dirty, neat, ragged, climate appropriate, unusual findingsJewelry: rings, earrings, facial piercingsMakeup: lipstick, nail polish, eye makeupOther: prominent scars, tattoosSpeechSlurred or clearRate: fast, slow, latencyVolume:  soft, normal, loudIntonations: decreased (monotone), normalBehaviorGeneral: increased activity (restlessness, agitation), decreased activityEye Contact: normal for video wandering gaze, staringMannerismsEngagement: cooperative, reluctant, hostile, suspiciousThinkingThought ProcessesAssociations (tight, loosened, circumstantial, tangential, word salad, etc.)Thought Content - (delusions, suicidal or homicidal ideation)Hallucinations (auditory, visual, olfactory, tactile)Mood – stated moodAffect – depressed, sad, anxious, euphoric, angryRange and stability: full range, labile, restricted, blunted/flattenedAppropriateness to content and congruence with stated moodMemory – ability to recall recent life eventsInsight/Judgment, - understanding of illness and situation, weighing potential actionsInformed consent: ability to comprehend and verbalize risks, benefits and alternatives of treatment, information and instructionsTake home dosesWhen programs provide patients with increased take home doses of medication, they should clearly document the rationale for the individual patient. This should include a discussion of the risks and benefits with regards to both their opioid use disorder and COVID-19. The OTP should also regularly document how the patient is responding to increased take home doses and how problems are addressed.Suspension of drug testingAs discussed in ASAM’s guidance on Adjusting Drug Testing Protocols, programs may need to suspend drug testing for some patients during the COVID-19 crisis. If the OTP’s regular protocol for drug testing is suspended for a patient, the program should document the rationale for why this was deemed appropriate for the given patient.Ensure up to date contacts for staff and patientsDuring this pandemic, programs will need to have clear channels of communication with both their staff and their patients. Programs should ensure that they have up-to-date information on:Emergency contacts for staff and patients: This is important if a patient or staff member exhibit severe symptoms of COVID-19 and need to be sent to the hospital. It is also important if supervisors or OTP management are unable to reach the staff member or patient to be able to check on them as needed.The established chain of custody protocol for each patient: This is important in case a patient needs to be quarantined for any period of time and the program needs to quickly ensure processes are in place for delivering the patient’s medications to them.The best ways to reach each patient: The COVID-19 epidemic is rapidly evolving. Programs need to be able to reach patients to alert them to changes in the schedule, cancelled or moved appointments, changes to procedures when they arrive, or confirmed or suspected cased of COVID-19 to which they may have been exposed.7. Staffing ChallengesSee ASAM’s guidance on Infection Mitigation in Outpatient Settings for guidance on protecting and monitoring staff during the COVID-19 crisis.Essential personnelThe program should clearly define the minimum essential personnel necessary to safely provide patient care. At least one staff member must be on site who can dispense medication doses to patients. According to DEA regulations, this must be a licensed medical provider, or a nurse, LPN, or pharmacist acting under the orders of a licensed medical provider. OTPs should develop a list of authorized dosing personnel and make sure that each of them is adequately trained in dosing procedures. In certain situations, dosing staff may be shared among OTPs – this should be arranged beforehand with inter-operational agreements to assure adequate credentials and training.In addition to dosing personnel, at least one other staff member must be in the clinic to manage patient flow. Depending on the size and location of the OTP, multiple patient flow and/or dosing staff members may need to be on site.Medical providers will need to be on site in order to perform intakes for methadone patients. They could also be on call to come in in a timely manner if a patient asking for methadone presents, depending on how far away the medical provider lives from the clinic and the expected number of new patients.Most other essential OTP functions can be performed via telemedicine. This includes counseling and case management visits, peer specialist contacts, medical follow up visits and buprenorphine initiation for new patients, and the initial exam for initiation of naltrexone.The program should closely monitor staff availability and have established procedures to address situations in which the minimum coverage cannot be provided.Staff working from homeIn some cases, clinic personnel may be assigned to work from home and at other times the telemedicine connections can be performed from one room to another within the clinic.All on-site personnel should use PPE to the extent necessary to protect themselves. Those dosing should wear full PPE, as available, especially when performing curbside or car dosing. Based on CDC recommendations for healthcare providers and the extent of community spread of COVID-19 virus in the area, this would include a face mask, face shield, gloves, and a gown.8. Drug supply issuesOTPs should notify their distributors that initially they may be ordering larger amounts of medication than usual – this will help prevent triggering an alert to the DEA for excessive orders. It is prudent to keep on hand additional stocks of medication to last at least 28 days.In selected cases for patients receiving 14 or 28 days of take-home methadone doses, programs may use dissolvable tablets instead of liquid medication. In this case, the program should work with their distributor to ensure availability.There have been some reports of pharmacies not stocking enough buprenorphine to accommodate the increase in doses being prescribed. In addition, this crisis could increase the need for naloxone distribution. The program should consider coordinating with local pharmacies and state opioid treatment authority to encourage pharmacies to keep additional buprenorphine and naloxone on hand.9. Waiting room precautionsThe unique nature of OTPs requires patients and staff to have face-to-face interactions at a higher frequency than many other treatments. Therefore, OTPs should actively develop protocols to safeguard their patients, staff, and community from spread of Covid-19. See ASAM’s guidance on Infection Mitigation in Outpatient Settings.Minimizing risk for COVID-19 transmission may require different processes based on several considerations:Clinic size and staffing resourcesCounty or city-level community resourcesPatient population characteristics.For example, larger OTPs with more staff may elect to stagger schedules for counseling, nursing, medical, and other staff to provide ongoing coverage of services but minimize the exposure of all staff at one time to possible work-related COVID-19 viral transmission. They may also need to stagger when patients present to clinic, either over the course of the day, week, or month. Smaller OTPs may not have the luxury of staggering staff and may need to consider alternatives. For example, the CDC recommends that “asymptomatic healthcare professionals who have had an exposure to a COVID-19 patient” may continue to work “after options to improve staffing have been exhausted” (https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html).With increasing community spread OTPs will need to consider how to continue serving patients at higher risk for infection. This may be particularly important for OTPs in areas without much in the way of community resources for isolating homeless patients with COVID-19 illness or providing alternative medication delivery systems. Strategies may involve establishing alternating days or separate times of day for patients who are considered at high risk for infectiousness, including those who are not able to physically isolate, those with respiratory symptoms, those recently released from incarcerated settings, and those who live in congregate shelter settings. The other days or time blocks would be reserved for visits by patients who are likely at lower risk of infectiousness. Alternatively, depending on the layout of the facility programs may provide separate physical spaces for patients at low vs. high risk of infection, including separate waiting spaces, separate areas for dosing, and separate rooms for clinical encounters.With increasing use of telehealth and take-home dosing, OTPs may be able to stagger appointments such that they can space out patients 6 feet apart across OTP waiting rooms, lobbies, and medication dispensing areas. These distances could be marked out with painters’ tape on the floor and chairs should be placed 6 feet apart. Ensure that hand sanitizer is accessible in multiple points throughout the facility and clean frequently touched surfaces often, at least once a day.Finally, no matter the processes any OTP puts in place to reduce the risk of COVID-19 transmission among patients and staff, the less time a patient spends in face-to-face contact with other persons inside and outside the facility, the lower the risk of COVID-19 viral transmission. This should serve as a guiding principle for continuing OTP operations during the COVID-19 crisis.ResourcesSAMHSA’s TAP 34: Disaster Planning Handbook for Behavioral Health Treatment Program. https://store.samhsa.gov/product/TAP-34-Disaster-Planning-Handbook-for-Behavioral-Health-Treatment-Programs/SMA13-4779SAMHSA’s COVID-19 guidance for OTPs: https://www.samhsa.gov/coronavirusASAM’s COVID-19:Infection mitigation guidance: https://www.asam.org/Quality-Science/covid-19-coronavirus/infection-mitigation-in-outpatient-settingsTelehealth guidance: https://www.asam.org/Quality-Science/covid-19-coronavirus/access-to-telehealthDrug testing guidance: https://www.asam.org/Quality-Science/covid-19-coronavirus/adjusting-drug-testing-protocolsVirtual support group guidance: https://www.asam.org/Quality-Science/covid-19-coronavirus/support-groupAATOD Guidance to OTPs in Response to the Coronavirus (COVID-19): http://www.aatod.org/advocacy/policy-statements/covid-19-aatods-guidance-for-otps/



Medication, 
Dosages and 
Formulations

Key Points
• Medication Selection
• Considerations for 

Formulations and Dosages of 
Buprenorphine

• Considerations for Dosages 
and Take-Home Doses of 
Methadone

• Considerations for Formulations 
and Dosages of Naltrexone

• Considerations for Alcohol 
Withdrawal Management

• Considerations for Dosages and 
Formulations of Nicotine Cessation 
Medications

Presenter
Presentation Notes
https://www.asam.org/Quality-Science/covid-19-coronavirus/medication-formulation-and-dosage-guidance1. Considerations for Opioid Use Disorder MedicationsAs always, determinations regarding selection of medications, formulations, and dosages should be made based on shared decision making with the individual patient. However, the current COVID-19 crisis has implications for the risks and benefits of different medications and formulations. This section will discuss medication selection, as well as considerations for formulations and dosages for each medication approved for the treatment of opioid use disorder.- Medication SelectionThe appropriate medication should be determined based on a discussion with an individual patient about the risks and benefits of different treatment options. However, the current COVID-19 crisis may raise new concerns that may shift the risk/benefit analysis.ASAM’s recently release focused update to the National Practice Guideline for the Treatment of Opioid Use Disorder recommends that clinicians consider the patient’s preferences, past treatment history, current state of illness, financial abilities and insurance coverage, and treatment setting when deciding between the use of methadone, buprenorphine, and naltrexone. During the COVID-19 crisis, clinicians should also consider how the choice of medication will impact the need for in person appointments in combination with the individual’s risks associated with COVID-19.Considerations for Formulations and Dosages of BuprenorphineBuprenorphine is currently available in multiple formulations including sublingual films and tablets, a monthly extended-release injection, and a subcutaneous implant (6 months). The COVID-19 crisis may impact considerations for the formulation of buprenorphine for a given patient.Considerations for Dosages and Take-Home Doses of MethadoneSAMHSA and the DEA have relaxed regulations on Opioid Treatment Programs (OTP’s) to enable increased telehealth and take-home doses during this public health emergency. However, providers need to weigh the risks for each individual patient associated with both OUD and COVID-19. Many aspects of this crisis may increase the risk for relapse. Patients are experiencing high levels of stress and anxiety related to the pandemic, many have or will lose their jobs, social isolation is exacerbating mental health and addiction related symptoms. These impacts have implications for the risks of increasing take-home of methadone.• Considerations for Formulations and Dosages of NaltrexoneNaltrexone is available in an extended release injectable formulation (XR-NTR) and as an oral tablet. However, only the extended release formulation has been proved effective for the prevention of relapse to OUD. XR-NTR requires in-person visits for an injection every 3-4 weeks (the standard dosing is every 4 weeks but some patients who metabolize naltrexone more rapidly benefit from dosing every 3 weeks. See ASAM’s National Practice Guideline for the Treatment of OUD. In determining whether XR-NTR is the right medication for a given patient during the COVID-19 crisis.2. Considerations for Alcohol Withdrawal Management during COVID-19During the COVID-19 pandemic access to alcohol may be reduced in some areas, which may increase the risk for alcohol withdrawal. At its most severe alcohol withdrawal can cause seizures, delirium, and even death. ASAM recently released Clinical Practice Guidelines for Alcohol Withdrawal Management. These guidelines provide recommendations for determining the appropriate level of care for a given patient. However, the risks associated with COVID-19 may influence this determination.3. Considerations for Alcohol Withdrawal Management during COVID-19During the COVID-19 pandemic access to alcohol may be reduced in some areas, which may increase the risk for alcohol withdrawal. At its most severe alcohol withdrawal can cause seizures, delirium, and even death. ASAM recently released Clinical Practice Guidelines for Alcohol Withdrawal Management. These guidelines provide recommendations for determining the appropriate level of care for a given patient. However, the risks associated with COVID-19 may influence this determination.Additional Information:https://www.asam.org/Quality-Science/covid-19-coronavirus/medication-formulation-and-dosage-guidance



National and State Resources
Tracking National Developments

ASAM Advocacy Team 
• is consolidating national and state resources 

on our website
• will continue to track changes in guidance from 

federal agencies and national stakeholders
• will update National and State Guidance Page 

as new information comes out
• continues to advocate for federal actions to 

address this crisis based on feedback from 
members



• Ensuring addiction related services are deemed essential in any 
“stay at home” orders

• Ensuring patients in diverse settings continue to provide 
appropriate care related to addiction

• Naloxone distribution and medication initiation following overdose
• Initiation of methadone

• Awareness of potential impact of closing all liquor stores
• Places to quarantine patients from residential treatment facilities 

who test positive for COVID-19

National and State Resources
Current State Level Issues



Dissemination of COVID-19 Resources

• ASAM’s COVID-19 Webpage - www.asam.org/Quality-
Science/covid-19-coronavirus

• Over 75,000 oage views, nearly 33,000 unique page views
• Average time on page is over 1 minute for many of the resources

• Integration into ASAM’s Fundamentals of Addiction Medicine ECHO 
series

• Planning a bi-weekly webinar series 
• Advocacy Updates 

http://www.asam.org/Quality-Science/covid-19-coronavirus


Guidance Coming Soon
Guidance for Hospitals

Criminal Justice and Homeless Populations

Treating Pregnant Women with OUD

Harm Reduction



• We want to hear from the field.
• If you have questions or concerns related to the guidance or if 

you are experiencing other issues at the state level that ASAM 
can assist with, please:

• Reach out to your ASAM State Chapter -
https://www.asam.org/membership/state-chapters

• Email COVID@asam.org

COVID-19 Resources
Current Issues

https://www.asam.org/membership/state-chapters


QUESTIONS

Carolyn Warner-Greer
carolyn.greer@bowencenter.org

mailto:carolyn.greer@bowencenter.org


Buprenorphine and Naltrexone for 
Opioid Use Disorder

COVID-19 relevant information

Session Date: April 24,2020



Treating OUD During the 
COVID-19 Pandemic

Guidance for:
• Infection mitigation
• OTPs
• OBOT
• Telehealth
• Virtual Support Groups

Overview of Federal and State Policy 
Changes related to COVID-19

Presenter
Presentation Notes
We recognize that this lecture series is occurring during a public health emergency with significant implications for the treatment of OUD – particularly with medicationsASAM has a number of resources on this issue and we will weave in some discussion of the implications of this crisis throughout this presentation



Methadone Access Under National 
COVID-19 Emergency - Highlights
• Telehealth:

• Waiver of regulations related to HIPPA compliant telehealth platforms (e.g., 
Apple FaceTime, Facebook Messenger video chat, Google Hangouts, Skype)

• Expansion of Medicare Coverage for telehealth 
• Medicaid and private payer coverage varies by state and payer – check
• Check state laws/regulations on licensing

• Existing patients:
• Can treat and dispense medication via telehealth (also use of telephone)

• New patients:
• Continued requirement for in-person physical exam for methadone initiation
• Take steps to minimize any exposures to provider or patient



Methadone Access Under National 
COVID-19 Emergency - Highlights (cont’d)
• Take-home medications:

• States may request exceptions for stable patients to receive 28 days of take-
home medications and for less stable patients to receive up to 14 days

• Providers should make decisions on an individual patient bases based on a risk-benefit 
analysis and considerations for risk related to both OUD and COVID-19

• Educate patients about safe storage, use, and management
• Ensure patients have access to naloxone
• Use telehealth/telephone to monitor patients
• Encourage patient participation in virtual support groups



Methadone Access Under National 
COVID-19 Emergency - Highlights (cont’d)
• Alternative home delivery for isolated/quarantined patients:

• Allows designated staff members, law enforcement officers, or National 
Guard personnel to make deliveries of methadone, including “doorstep” 
delivery using an approved lockbox

• Drug testing:
• OTPs still required to provide a minimum of 8 drug tests/yr for each patient
• Consider pausing or exploring testing at a distance



Methadone Access Under National 
COVID-19 Emergency - Highlights (cont’d)
• ASAM COVID-19 Resources:

• ASAM Methadone Access Guidance:
• ASAM Telehealth Guidance: https://www.asam.org/Quality-Science/covid-19-

coronavirus/access-to-telehealth
• ASAM’s Drug Testing Guidance: https://www.asam.org/Quality-Science/covid-

19-coronavirus/adjusting-drug-testing-protocols
• ASAM Support Group Guidance: https://www.asam.org/Quality-

Science/covid-19-coronavirus/support-group

https://www.asam.org/Quality-Science/covid-19-coronavirus/access-to-telehealth
https://www.asam.org/Quality-Science/covid-19-coronavirus/adjusting-drug-testing-protocols
https://www.asam.org/Quality-Science/covid-19-coronavirus/support-group


Buprenorphine Access Under National 
COVID-19 Emergency - Highlights
• Telehealth:

• Waiver of regulations related to HIPPA compliant telehealth platforms (e.g., 
Apple FaceTime, Facebook Messenger video chat, Google Hangouts, Skype.)

• Expansion of Medicare Coverage for telehealth 
• Medicaid and private payer coverage varies by state and payer – check
• Check state laws/regulations on licensing

• New and existing patients:
• New and existing patients can be evaluated and treated via telehealth 

including telephone; telehealth and phone for follow-up and monitoring
• Home induction to start new patients
• Do not require patients to participate in counseling – virtual or in-person – in 

order to access medication.  (Generally recommended practice.) 
• Ensure patient access to naloxone



Buprenorphine Access Under National 
COVID-19 Emergency- Highlights (cont’d)
• Flexibility prescribing using telehealth: 

• DEA-registered practitioners may prescribe controlled substances to patients 
via telemedicine in states in which they are not registered with DEA.

• Use and Disclosure of Confidential Information (42CFR Part2):
• Patient information may be disclosed to medical personnel, without patient 

consent, to the extent necessary to meet a medical emergency
• Information disclosed to the medical personnel who are treating such a 

medical emergency may be re-disclosed for treatment purposes as needed



Buprenorphine Access Under National 
COVID-19 Emergency- Highlights (cont’d)
• Oral vs. injectable formulations
• Factors to weigh:

• Is the patient experiencing any symptoms consistent with COVID or have they 
had any potential exposures

• Any anticipated risk to the patient associated with switching formulations
• Are they likely to be compliant with the oral medication

• The risk to the patient associated with an in person visit
• Are they at high risk for severe illness
• Are they living with or caring for someone at high risk
• Would they need to take mass transit to the visit
• What is their level of anxiety around coming to an in person visit

• Does your facility have sufficient staff and PPE to provide injections



Buprenorphine Access Under National 
COVID-19 Emergency – Highlights (cont’d)
• Drug testing:

• Consider pausing or exploring testing at a distance

• ASAM COVID-19 Resources:
• ASAM Buprenorphine Access: https://www.asam.org/Quality-Science/covid-

19-coronavirus/access-to-buprenorphine
• ASAM Telehealth guidance: https://www.asam.org/Quality-Science/covid-19-

coronavirus/access-to-telehealth
• ASAM’s drug testing guidance: https://www.asam.org/Quality-Science/covid-

19-coronavirus/adjusting-drug-testing-protocols

https://www.asam.org/Quality-Science/covid-19-coronavirus/access-to-buprenorphine
https://www.asam.org/Quality-Science/covid-19-coronavirus/access-to-telehealth
https://www.asam.org/Quality-Science/covid-19-coronavirus/adjusting-drug-testing-protocols


ER Naltrexone Access Under National 
COVID-19 Emergency - Highlights
• Continued need for in-person patient contact for injection
• Take steps to minimize any exposures to provider or patient
• Oral naltrexone has not been proven to be effective for the treatment 

of OUD due to low compliance. But could be considered under limited 
circumstances. 

• See ASAM’s National Practice Guidelines for the Treatment of OUD
• https://www.asam.org/Quality-Science/quality/2020-national-practice-guideline

https://www.asam.org/Quality-Science/quality/2020-national-practice-guideline


Pregnant Women with OUD

COVID-19 relevant information

Session Date: May 2020



Pregnant women w/ OUD in the 
context of COVID-19: Buprenorphine

• Telehealth:
• Waiver of regulations related to HIPPA compliant 

telehealth platforms (e.g., Apple FaceTime, Facebook 
Messenger video chat, Google Hangouts, Skype.)

• Expansion of Medicare Coverage for telehealth 
• Medicaid and private payer coverage varies by state and 

payer – check
• Check state laws/regulations on licensing



Pregnant women w/ OUD in the 
context of COVID-19: Buprenorphine

• Existing patients:
• Existing patients can be evaluated and treated via 

telehealth including telephone; telehealth and phone 
for follow-up and monitoring

• Do not require patients to participate in counseling –
virtual or in-person – in order to access medication.  
(Generally recommended practice.) 

• Ensure patient access to naloxone to save the mother’s 
life
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