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Adapting a Low-threshold Buprenorphine Program for
Vulnerable Populations During the COVID-19 Pandemic

Courtney D. Nordeck, BA, Megan Buresh, MD, Noa Krawczyk, PhD,
Michael Fingerhood, MD, and Deborah Agus, JD

Objectives: To examine patient characteristics and outcomes among
opioid use disorder patients enrolled in low-threshold buprenorphine
treatment during the COVID-19 pandemic.

Methods: This paper describes the adaptation of the Project Con-
nections (PC) program, a low-threshold buprenorphine program in
Baltimore, in response to the COVID-19 pandemic. This paper
examines patient characteristics and initial outcomes of patients
served during a rapid protocol shift to telehealth that allowed
buprenorphine initiation without an in-person encounter following
a state-mandated stay-at-home order. Patient characteristics were
compared to a subsample of patients enrolled in the program before
the COVID-19 pandemic.

Results: In March 2020, there was a sharp increase in new enroll-
ments to the PC program. A total of 143 patients completed an intake
assessment between March and May 2020 and 140 began treatment
with buprenorphine/naloxone. Those who completed an intake
assessment were primarily male (68.5%), Black (83.2%), had a
mean age of 43.2 years (SD=11.7), and reported a mean of 17.0
years of opioid use (SD=12.9). The majority of patients were
unemployed (72.7%) and reported previous criminal justice involve-
ment (69.2%). Of those who completed an intake assessment, 96.5%
returned for a second visit. Among those for whom 30-day retention
data was available (n=113), 63.7% were engaged for 30 days or
longer.
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Conclusions: The PC program illustrates that offering on-demand,
flexible treatment is an opportunity to increase opioid use disorder
treatment access, even during a public health emergency that dis-
rupted access to services. Relaxation of buprenorphine telehealth
regulations allowed for flexibility in treatment and benefits vulnera-
ble populations.
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I ndividuals with substance use disorders (SUDs) may be
particularly vulnerable to the devastating impacts caused
by the Coronavirus (COVID-19) pandemic given the acute
effect of drug use on general respiratory and pulmonary
health.! For people of color and other marginalized commu-
nities, these risks are exacerbated by social determinants of
health marked by poverty, housing instability, and greater
likelihood of incarceration that contribute to decreased access
to quality healthcare.”* Homelessness and incarceration may
confine individuals to circumstances where they are in close
proximity with others, placing them at high-risk of COVID-19
exposure.* ® Rates of COVID-19 infection and resulting
death have been substantially higher among communities
of color,” highlighting existing health inequalities that have
been intensified by the pandemic.®® Additionally, the recom-
mended protocol of social distancing and related public health
measures have disrupted traditional access to care such as
syringe exchange services, SUD treatment, primary care,
mental health treatment, and psychosocial supports.'
Simultaneously, the opioid crisis continues unabated.
Opioid use disorder (OUD) continues to be a leadin% cause of
injury-related mortality across the United States.'® Thus, it
remains essential to curtail COVID-19 related risks while
maintaining and increasing access to treatment for particu-
larly vulnerable populations to minimize harm related to both
the virus and the ramifications of untreated opioid use.
Fortunately, medications for OUD such as methadone and
buprenorphine reduce mortality and improve health outcomes
for individuals with OUD.'" However, treatment access is
often stymied as a result of numerous logistical barriers.'*'?
In Maryland, the first reported cases of COVID-19
began in early March with community transmission first noted
by mid-March. In response to this, many SUD treatment
programs reduced their operating hours and patient capacity
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and halted new admissions during the transition to telehealth.
This led to decreased access to addiction treatment at a time
when patients with OUD encountered increased COVID-19
related stressors such as social isolation, decreased access to
public transportation, and closure of in-person support groups.
With respect to recommended COVID-19 social distancing
guidelines, modifications were announced by the Substance
Abuse and Mental Health Administration in March 2020 to
make treatment more accessible. Buprenorphine, which pre-
viously required a full in-person evaluation by a waivered
provider, is now able to be prescribed via phone and requires
less frequent monitoring. The loosening of federal guidelines
for buprenorphine prescribing offers a viable opportunity to
reach those who had been previously hindered by multiple
barriers to initiating treatment.

Amidst these public health crises, and with novel
opportunities for lower-barrier treatment delivery, it is imper-
ative to adapt addiction treatment models so that they are
compliant with COVID-19 safety protocols and accessible to
marginalized populations, who were already stigmatized and
underserved by the traditional healthcare system. Low-barrier,
flexible models for treatment are well-poised to bridge these
gaps. Before COVID-19, low-threshold treatment programs
demonstrated increased ability to reach vulnerable popula-
tions, such as those lacking stable housing or insurance,
compared to traditional treatment programs. >'® Qualitative
studies have found that patients report positive experiences in
low-threshold treatment settings and appreciated the flexible
and harm reduction-oriented treatment model.'”'® Thus, low-
threshold treatment models that operate within a harm reduc-
tion context may provide a viable opportunity to increase
treatment access and engagement to vulnerable populations.

The Project Connections (PC) program, operated by
Behavioral Health Leadership Institute (BHLI) — a nonprofit
organization in Baltimore, has demonstrated initial success in
maintaining a low-barrier, high-quality treatment approach.'®
The BHLI model aims to meet vulnerable individuals ‘“‘where
they are,”” both in location by creating pop-up clinics that are
colocated in the community or through a mobile setting and in
circumstance by reducing unnecessary program requirements.
The program is committed to providing low-threshold, high-
quality evidence-based treatment despite encountering chal-
lenges related to COVID-19. This paper describes the adap-
tation of the PC program in response to COVID-19 that
focused on using its flexible approach to provide continuous,
effective treatment while observing COVID-19 safety proto-
cols and adapting to new buprenorphine regulations.

METHODS

Program Description

The PC Buprenorphine Program consists of a multisite
project that has been in operation since 2001 by BHLI, a local
nonprofit organization in Baltimore. The PC program has
been described in depth previously.'®

The program was expanded in 2017 with the addition of
a van serving as a free-standing clinic located outside of the
local jail every weekday. This site, the PC at Re-Entry
(PCARE) van, is focused on increasing access and
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engagement with individuals who have been recently released
from detention. The van location is also particularly accessi-
ble for individuals who are homeless due to its proximity to a
large city shelter and homeless encampment site. The PCARE
program aims to provide high-quality, individualized bupre-
norphine treatment that minimizes the usual barriers experi-
enced by vulnerable populations. The program is predicated
on an on-demand model of treatment, which allows interested
individuals to speak with a clinician and receive an initial
prescription for buprenorphine (if medically appropriate)
when they come to the van. The PCARE model also attempts
to resolve other commonly reported barriers, for example, by
providing photo identification for patients who do not have
state-issued identification cards so that they may fill their
prescription. Additional details of the program’s operations
have been reported elsewhere'® and, recently, BHLI added an
outreach component that works to optimize care coordination
and address additional psychosocial needs. The ultimate goal
is to achieve stability, and then, when the patient and treatment
team agree, transition the patient to ongoing treatment either
through a comprehensive primary care practice or a long-term
OUD treatment program, as appropriate.

Protocol Changes Related to COVID-19

Pursuant to the advent of COVID-19 and subsequent
needs for social isolation and quarantine, the BHLI organiza-
tion shifted their operational protocol for all PC sites consis-
tent with social distancing guidelines. As mentioned,
community transmission of COVID-19 was noted in Mary-
land by mid-March and a statewide stay-at-home order was
initiated by March 30th.

In mid-March, the PCARE team moved outdoors on the
sidewalk with a collapsible canopy (for inclement weather) to
meet with clients in a socially distanced manner. The clinical
team met with patients outside to conduct intakes for new
patients and follow-ups for continuing patients. The outreach
team continued to engage patients and regularly communi-
cated with the clinical team regarding any patients with
outstanding needs. To minimize direct contact with bodily
fluids, the PCARE team halted collection of oral fluid swabs
used for confirmatory toxicology testing. Finally, to decrease
the need to travel to the program and to decrease congestion at
the site, prescribing practices were changed. Based on pro-
vider discretion and patient history (including housing status,
access to pharmacy, and ability to safely store medication),
patients were provided prescriptions for up to 4 weeks (pre-
viously 1-2 weeks). Naloxone was offered at each visit to
reduce overdose risk. Several patients received multiple kits to
distribute at their housing programs or shelters where Kkits
were not readily available, but where overdose risk was high.
Finally, BHLI used this interim period to prepare for the
eventual transition to telehealth by updating patient contact
information, delivering health education related to COVID-
19, and reiterating program-related safety protocols.

On March 30th, concurrent with the statewide stay-at-
home order and the loosening of regulations for buprenor-
phine by the Drug Enforcement Administration that allowed
for buprenorphine initiation via telehealth, PC shifted to a
fully telehealth protocol. Consistent with the mission of
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flexible adaptation while providing individualized and high-
quality treatment, BHLI created a unique telehealth model
that reflected the paucity of resource capacity of the pro-
gram’s target population, such as a lack of smartphone
technology. BHLI organized a Zoom protocol that allowed
the nurse and provider to conference with a patient on regular
phone lines without the need for internet connection or other
special technology. Additionally, the PCARE van remained
parked at its usual location to serve as a physical representa-
tion of the program for those who could not be updated via
phone. A large sign on the van door offered program contact
information to anyone interested in treatment as an existing or
new patient.

For telehealth visits, patients called in by phone to the
Zoom conference call line that connected the provider, nurse,
and patient to discuss clinical needs and determine appropri-
ate medication for upcoming weeks. Prescriptions of clini-
cally appropriate duration and dosages were called into
partner pharmacies. Patients were given a scheduled time
(eg, Wednesday morning) for follow-up telehealth appoint-
ments, but the telehealth schedule remained flexible to
accommodate new patients or patients who missed their
scheduled day.

In parallel to telehealth visits, a nurse monitored an
additional phone line for new and established patients to
contact the clinical team. Patients were able to leave voice-
mails or texts after hours for follow-up the next business day.
Following each shift, the team sent out a team-wide email
describing the daily clinical flow. The team also notified the
outreach team regarding patient-identified issues. The out-
reach team followed up with patients to address potential
barriers to care (eg, lack of insurance) or other COVID-19
related challenges, such as food and housing insecurity. The
outreach team also made daily calls to remind patients of
phone appointments and to conduct routine check-ins. Addi-
tionally, staff from one PC site offered a voluntary weekly
telehealth support group. Before the COVID-19 pandemic, in-
person visits were accompanied by toxicology; however,
throughout the pandemic, the program chose to suspend
toxicology in accordance with clinical guidance provided
by the American Society of Addiction Medicine,?® and thus
routine toxicology was not included as a component of the
telehealth visits.

Finally, the van driver put out a large basket of naloxone
kits each day on the sidewalk outside of the van. Approxi-
mately 200 kits were distributed between April and the end of
May. This is significant because other access to naloxone was
greatly limited due to program closures, whereas overdose
deathzs1 in Baltimore City have been rising throughout the
year.

Partnership With Commercial Pharmacy

During this time, PC leveraged its existing partnership
with the national office of a commercial pharmacy to over-
come patient-level barriers to obtaining medication (notably
medication cost and lack of identification). This partnership
allowed BHLI to seamlessly create more relaxed protocols
with local pharmacies during the COVID-19 pandemic so
buprenorphine could be supplied safely while reducing

366

logistical barriers. This relationship was especially critical
during the COVID-19 pandemic because, while pharmacies
remained open, there were increased barriers resulting from
patients transitioning from shelters to motels to promote
social distancing and from limited services for obtaining
IDs. Furthermore, patient report of medication theft increased
and the partnership between BHLI and the pharmacy allowed
for quick resolution (via medication refill).

Initial Outcome Reporting

We report demographic and clinical characteristics
among patients who initiated buprenorphine treatment
between March 1 and May 31, 2020, a critical period during
the stay-at-home order in Maryland. We report the number of
patients served during this time period, the proportion who
returned for at least one visit after the initial buprenorphine
prescription, and the proportion who were engaged in care for
at least 30 days (measured in days between the first prescrip-
tion and the last patient telehealth visit). We also report trends
in the number of intakes over different stages of protocol
changes. Lastly, we conducted chi-square tests of indepen-
dence for categorical variables and one-way analyses of
variance for continuous variables to evaluate any significant
differences by sociodemographic and drug use characteristics
among persons engaged during this time period compared to
those who were established in the program before COVID-19
related protocol changes. Sociodemographic characteristics
were defined as sex, race, age, housing status, employment
status, and prior criminal justice involvement.

RESULTS

Patient Characteristics (March — May 2020)

Between March 1 and May 31, 2020, 143 new patients
initiated buprenorphine treatment. The majority of these
patients were male (68.5%) and Black (83.2%), with a mean
age of 43.2 years (SD=11.7). These patients were largely
unemployed (72.7%), had a history of criminal justice
involvement (69.2%), and reported a mean length of opioid
use of 17.0 years (SD =12.9). Roughly one third of patients
reported a previous overdose event (33.5%). Compared to
individuals who were previously engaged with the program
before March 2020 (hereinafter referred to as the “‘estab-
lished”” subsample, n=179), there were no statistically sig-
nificant differences in patient characteristics (see Table 1),
with the exception of total years of opioid use and past 30-day
opioid use. Those who initiated care in March through May
reported significantly more opioid use days compared to the
established subsample (27.0 days versus 23.5 days,
P=0.002), but less total years of use (17.0 years
[SD=12.9] newly-enrolled patients versus 21.4 years
[SD = 12.8] established patients, P =0.007).

Trends in New Intakes and Clinical Encounters
As BHLI prepared for social distancing guidelines in
the first 2 weeks of March, there were an average of 8.5 new
intakes and 96.5 follow-up visits per week. By mid-March,
many other treatment providers in Baltimore reduced their
hours and halted new enrollments. During this time, PCARE
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TABLE 1. Patient Demographics of New and Established Patients in the Project Connections Program
Established Patients n =179 New Patients n =143 Total n =322 P
Sex 0.41
Male — n (%) 127 (71.0) 98 (68.5) 225 (69.9)
Female — n (%) 52 (29.0) 44 (30.8) 96 (29.8)
Transfemale — n (%) 0 (0.0) 1(0.7) 5(0.3)
Age (yrs) — mean (SD) 45.0 (11.8) 432 (11.7) 44.2 (11.8) 0.18
Race/Ethnicity 0.29
Black — n (%) 138 (77.1) 119 (83.2) 257 (79.8)
White — n (%) 31 (17.3) 18 (12.6) 49 (15.2)
Other — n (%) 6 (3.4) 1(0.7) 7(2.2)
Missing — n (%) 4(2.2) 5(3.5) 9 (2.8)
Currently employed 23 (12.8) 17 (11.9) 40 (12.4) 0.78
Currently insured 163 (91.0) 124 (86.7) 287 (89.1) 0.26
Reported homelessness 50 (27.9) 30 (21.0) 80 (24.8) 0.22
Criminal justice involvement 139 (77.7) 99 (69.2) 238 (73.9) 0.22
Drug use behavior
Years of opioid use* 21.4 (12.8) 17.0 (12.9) 19.6 (13.0) 0.007
Days of opioid use (past 30d) 23.5 (10.1) 27.0 (7.1) 24.7 (9.3) 0.002
Polysubstance use 128 (71.5) 97 (67.8) 225 (69.9) 0.48
Injection drug use — n (%) 55 (30.7) 32 (22.4) 87 (27.0) 0.24

Percentages may not add up due to rounding.
“Data available for 245 patients.
{Data available for 259 patients.

experienced a sharp increase in intakes (see Fig. 1), with a
total of 68 intakes over the last 2 weeks of March. Following
the transition to telehealth, intakes decreased with approxi-
mately 9.4 new intakes completed per week in April.

Retention and Follow-up Telehealth Visits
Among patients who initiated care in March — May
2020 (n=143), 97.9% (n=140) received their first bupre-
norphine prescription and 96.5% (n = 138) re-engaged with
the clinical team for a second visit. Among a subsample of
newly enrolled patients who completed an intake assessment
in March through mid-April (n=113), 63.7% of patients
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(n=72) were engaged for 30 days or longer. There were
no statistically significant differences in patients who
remained engaged for 30 days compared to those who were
lost to follow-up based on age, sex, race, housing status,
employment status, or prior criminal justice involvement.
Furthermore, the proportion of newly enrolled patients who
were engaged for at least 30 days did not differ significantly
compared to a cohort of PCARE patients who enrolled in
treatment from March through May of 2019 (n =23, 62.2% of
37 total patients enrolled in March—May 2019).

Figure 2 shows the flow of follow-up telehealth visits
throughout March to May 2020 for both established patients

State of emergency in MD (3/5)

45
40 :
35 :
30
25
20 :

Number of intakes

15 1

3/1-3/7 3/8-3/14 3/15- 321 3/22- 328 3/29-4/4 4/5-

FIGURE 1.
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Start of stay-at-home order (3/30)

411 4/12- 4/19 4/20- 426 4/27- 53 5/4- 510 5/11-517 5/18- 524

Number of completed intakes from March to May 2020, per week.
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FIGURE 2. Number of follow-up telehealth visits from March to May 2020, per week.

and newly enrolled patients. The majority of follow-up visits
in early to mid-March occurred among established patients as
the clinical team was beginning to extend their prescribing
protocol. Follow-up visits for newly enrolled patients contin-
ued to increase through the end of March through May.

DISCUSSION

The PC Buprenorphine Program illustrates the ability of
low-threshold buprenorphine programs to reach traditionally
underserved populations, even within the context and result-
ing instability of a public health crisis such as COVID-19. The
majority of the patients reached during this time reported a
long history of polysubstance use and had a number of other
vulnerabilities such as unstable housing and unemployment.
Despite the challenges faced by this patient population, many
patients successfully engaged in treatment, as marked by the
proportion of patients who were still engaged in treatment
after 30 days (63%). The proportion of newly enrolled patients
who were engaged in treatment after 30 days was similar to
30-day retention among a cohort who completed intakes
during the same timeframe in 2019 (when only in-person
visits were conducted). These findings are consistent with
other studies of buprenorphine treatment among marginalized
populations®*~>* and further demonstrates the ability of low-
threshold buprenorphine programs to successfully engage
vulnerable populations.

Now more than ever, there is a critical need to continue
to provide access to the life-saving medication buprenorphine,
which remains highly controlled and is largely inaccessible
for those in need of treatment.>>~>’ On-demand and low-
threshold treatment like BHLI’s PC are able to reach patients
who are often missed in other settings by making treatment
accessible and patient-centered. This is in contrast to many
traditional addiction treatment programs whose strict program
requirements (eg, need for photo identification, need to pay
co-pay) prevent many people from seeking care. Although
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this sample reported numerous vulnerabilities, the PC pro-
gram was successfully able to continue to provide high-
quality and low-threshold care via telehealth.

The loosening of federal guidelines for buprenorphine
prescribing (particularly via telehealth) is a viable opportunity
to expand low-threshold and flexible care, consistent with the
BHLI PC model, and to decrease the current treatment gap for
those with OUD. Although the policy changes were imple-
mented in response to the COVID-19 pandemic, the relaxa-
tion of these requirements has highlighted the potential to
remove logistical barriers (such as transportation to frequent
in-person appointments). The response to the COVID-19
pandemic as it relates to providing substance use treatment
creates an opportunity to expand a more accessible and
equitable treatment system that is grounded in harm reduc-
tion."* This approach to treatment should be extended and
promoted beyond the scope of the current COVID-19 pan-
demic. Although decreased regulation of buprenorphine may
increase concerns related to medication diversion, strict pro-
visions that prioritize these concerns are associated with
stigma and limit their use.”® In balancing the need for
increased access to treatment with the need to reduce diver-
sion, it is important to adapt treatment models to minimize
stigma and promote access to high-quality care, particularly
for disenfranchised populations.

Although there is the opportunity to expand access to
life-saving treatment options, it is critical to continue to reach
highly vulnerable populations that have been historically
devastated by the opioid epidemic. Though telehealth has
minimized a number of barriers related to treatment delivery,
challenges remain for those who cannot access these types of
services, such as those experiencing homelessness or individ-
uals who do not have reliable phone access. These challenges
required the PC program to remain flexible in response to
individual patient circumstance. BHLI’s experience demon-
strates the value of providing treatment that is accessible and
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that minimizes these barriers. However, even with a telehealth
approach, difficulties exacerbated by poverty and stigma may
reduce engagement. For example, telehealth is optimal with
reliable phone access. Although BHLI created a model that
could operate without smartphone technology, there were a
number of patients who did not own any type of phone.
Showing commitment to treatment engagement, many
patients asked peers or the pharmacy to borrow a phone in
order to do whatever they could to reach the program. To reach
this population, even during health emergencies, policies are
needed to increase free public phone access and to relax
ID requirements.

There are limitations to note regarding this study. The
reported patient characteristics and outcomes are from a
single treatment program in Baltimore City and generaliz-
ability to other settings or geographic areas is limited. In
addition, because information gathered through self-report,
information could have been subject to social desirability
effects.

CONCLUSIONS

In light of this population’s myriad of vulnerabilities, it
is incumbent to create public health solutions that facilitates
easier access to treatment even when a crisis emerges. Med-
ications such as buprenorphine are safe, effective, and must be
readily accessible at the critical moment when an individual
decides to seek treatment. Individuals with OUD face a
plethora of barriers to healthcare that have been highlighted
by the COVID-19 pandemic. The success of the BHLI PC
low-threshold buprenorphine program illustrates that more
accessibility and greater attention to minimizing barriers to
care are both feasible and urgently needed.
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