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Designing and Evaluating COVID-19 Protocols for
an Office-Based Opioid Treatment Program in an
Urban Underserved Setting

David T. O’Gurek, MD, FAAFP

Background: Despite changing federal regulations for providing telehealth services and provision of
controlled substances during the COVID-19 pandemic, there is little guidance available for office-based
opioid treatment (OBOT) programs integrated into primary care settings.

Purpose: (1) Develop disaster-preparedness protocols specific to the COVID-19 pandemic for an
urban OBOT program, and (2) evaluate the impacts of the protocol and telehealth on care.

Methods: Disaster-preparedness protocols specific to the COVID-19 pandemic were developed for
an urban OBOT program, implemented on March 16, 2020. Retrospective chart review compared
patients from January 1, 2020 to March 13, 2020, to patients from March 16, 2020 to April 30, 2020,
abstracting patient demographics and comparing show and no-show rates between studied groups.

Results: The disaster-preparedness protocol was developed under a deliberative process to address
social issues of the urban underserved population. Of 852 visits conducted between Jan 1, 2020, and
April 30, 2020, a 91.7% show rate (n = 166/181) was documented for telemedicine visits after protocol
implementation compared with a 74.1% show rate (n = 497/671) for routine in-person care (P= .06)
without significant differences between the study populations. The no-show rate was significantly lower
after protocol implementation (8.3% vs 25.9%; P<0.05).

Conclusions: OBOTs require organized workflows to continue to provide services during the
COVID-19 pandemic. Telemedicine, in the face of relaxed federal regulations, has the opportunity to
enhance addiction care, creating a more convenient as well as an equally effective mechanism for
OBOTs to deliver care that should inform future policy. ( J Am Board Fam Med 2021;34:S136–S140.)
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Introduction
Amid the global pandemic of coronavirus disease
2019 (COVID-19), medicine has rapidly evolved to
deliver care in different ways. While the Substance
Abuse and Mental Health Services Administration

(SAMHSA) provides guidance for licensed outpatient
treatment programs (OTP),1 there is little guidance
for office-based opioid treatment (OBOT) programs
that have developed within primary care settings
across the country. Continuing provision of services,
including buprenorphine for individuals struggling
with opioid use disorder (OUD), are essential care
elements that must be accessible alongside an ongoing
overdose crisis. With the declaration of a public health
emergency, exceptions to the Controlled Substances
Act allow for initial visits to occur through telemedi-
cine using an audiovisual, 2-way interactive communi-
cation system provided additional state regulations are
not imposed.2 Furthermore, the Office for Civil
Rights (OCR) created provisions such that they will
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not impose penalties for non-compliance with the
regulatory requirements under the HIPAA during the
COVID-19 nationwide public health emergency.3

Previous studies have indicated the role of teleme-
dicine, particularly for the delivery of these services
to rural communities.4 Many programs in primary
care settings have not been delivering such services
through telemedicine. However, with the need to ei-
ther eliminate or mitigate risk for both patients as
well as health care workers during the pandemic,
OBOTs are being called on to use technology to
maintain continuity of services for patients with
OUD on buprenorphine therapy. In this study, we
evaluated the early impacts of a disaster management
plan and telemedicine protocols on show rates at an
OBOT as a marker of access to care.

Methods
Protocol Development

Protocols were developed based on functional and
operational abilities of the program as well as ori-
ented toward addressing barriers to access including
telephone access. Protocols were implemented on
March 16, 2020. All patients were contacted before
their appointment by our program staff with a
phone script that described the telemedicine pro-
cess, including the option of a telephone or video
visit. Based on patient accessibility and interest, the
patient selects whether the visit will occur via phone
or via video chat. The phone triage involved sequ-
enced questioning that ensured a key message that
they would not go without their medication at this
time and that efforts were directed to ensuring con-
tinuous access for medications regardless of social
or economic barriers (Figure 1). For individuals who
physically presented to the clinic, standard COVID
screening remained intact but protocols were devel-
oped to ensure the patient could have existing and
ongoing telephone contact follow-up (Figure 2).
Telemedicine visits conducted either by phone or by
video included an overall assessment of current
patient status, episodes of return to use, cravings,
stressors and triggers, and identification of current
aftercare (counseling and behavioral health services).
Additional care concerns, medical treatment of
comorbidities, and plans to address social needs
were also included as part of the visit. As with prior
in-person visits, warm handoffs to acute care set-
tings, social service facilities, and community benefit
organizations was completed. If a patient needed to

present for injectable medication, COVID screen-
ing occurred and the patient’s in-person visit was
maintained.

Setting

This study took place at an OBOT program housed
with the Department of Family & Community
Medicine at an urban university medical center that
cares for a largely underserved population.

Quantitative Data Collection & Analysis

Using a retrospective chart review, we reviewed vis-
its from Jan 1, 2020, through April 30, 2020.
Descriptive statistics were conducted including per-
centages of demographic variables as well as no-
show rates between visits conducted before protocol
implementation (January 1, 2020, to March 13,
2020) and after protocol implementation (March
16, 2020 to April 30, 2020). We utilized x2 tests to
compare populations between study periods.

Results
A total of 852 visits were conducted between
January 1, 2020 and April 30, 2020, with 671 visits
(289 individual patients) occurring between January
1, 2020 and March 13, 2020, and 181 visits (141
individual patients) occurring between March 16,
2020 and April 30, 2020. Patients in the OBOT
program were more likely to be male sex (62.7%
seen; 64.0% scheduled), identify as Black/African
American (42.2% seen; 40.9% scheduled), and have
Medicaid insurance (74.9% seen; 75.1% sched-
uled). Demographic characteristics between those
individuals seen and the total patients scheduled
were similar (see Table 1). While the show rates for
patients pre-and post-protocol implementation
were not significantly different (P= .06), the no-
show rates significantly reduced with utilization of
the telemedicine protocols (P≤ .05) (Figure 3)

Discussion
Previous evidence has suggested the effectiveness of
telemedicine services as a means of increasing access
to services.5 Early data suggest that disaster-prepar-
edness protocols in a time of COVID have enabled
continued access for patients seen at the program
with improvements in show rates from 74.1% to
91.7% (P= .06). Factors that may be associated with
improved access include enhanced convenience,
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reduced travel time, and cost savings6 in a population
that struggles with limited resources.

As OBOT programs seek guidance for protocols
and practices to continue provision of care during the
pandemic, these protocols can be individualized and

implemented to meet the program community’s
needs. This individualization that specifically add-
resses the unique needs of the community served is
essential to early successes. Previous studies have indi-
cated no difference in face-to-face and telemedicine

Figure 1. Pre-visit phone triage process for COVID protocol for OBOT program. Abbreviations: OBOT, Office

Based Opioid Treatment; CDC, Centers for Disease Control; RN, Registered Nurse; ID, Identification.

Will you have trouble accessing your pharmacy
to obtain your medication?

OK, Thank you for your
time. We will call you
during the time of your
visit so please make sure
you are available by phone
at that time. <Confirm

phone number and write
on paper copy of

schedule> We will send
your medications

electronically during your
visit.

Do you know if the
pharmacy you use

delivers?

OK, we will send
your medication
to your pharmacy
at the time of
your visit and
mark it to be

delivered. <Verify
correct address>

OK, we can utilize
the hospital
pharmacy and
arrange for your
medications to be
delivered. <Verify
correct address>

NB: In the event
the patient does
not have an
address for

medications to be
delivered, patient
will be directed to

present for
appointment

Complete CDC COVID-19 Screening

Transfer patient to the
Centralized COVID

screening RN

Follow-Up: Your
medication will be sent to

your pharmacy for 2
weeks

OK, we look forward to seeing
you on <date and time>.

Please arrive 15 minutes prior
to your appointment time.

Bring your photo ID, insurance
card, and copay if required.

Please limit people with you to
1 person. If you need to cancel
your visit, please let us know
as soon as possible so that we

can arrange for your
medication.

YES

YESNO

YES NO

NO

POSITIVE NEGATIVE

If you do begin to feel sick with fever, cough, or shortness of breath, please call system COVID hotline before coming in so we can appropriately arrange for your care

Patient: Agreeable to phone visit?
Available by Video?

Figure 2. Process for patients physically presenting to OBOT program as part of COVID protocol. Abbreviations:

OBOT, Office Based Opioid Treatment; MA, Medical Assistant.

New Patient

Program Phone
used

MA contacts
physician with
# to FaceTime
with patient in

office

Given Mask and Directed to COVID Testing Clinic

Access to Phone

NEGATIVE

YES
NO

YES NO

POSITIVE
COVID Screening at Door

Patient presents physically to program

NO

Phone provided in
COVID Testing Clinic
# in Chart Updated

24 Hour Phone Follow-up
For No Show with

Behavioral health director

Program Phone Triage
& Reschedule

YES

Patient has Phone

YES NO

Phone provided
MA notifies Physician with

number to complete
FaceTime Visit

NB: Phone must be
wiped and cleaned
between individual use

MA
contacts
physician/
updates

chart with #
to FaceTime

Phone with FaceTime
YES NO

Patient has Phone

Phone provided
MA notifies

Physician with
number to

complete visit

MA
contacts
physician/
updates

chart with #
for phone

visit
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buprenorphine visits with regards to additional sub-
stance use, treatment retention at 90 and 365days,4

relapse, hospitalization, mortality, and illegal activity.7

Furthermore, existing and newly developed online

telemedicine recovery resources through counseling
and recovery meetings can facilitate continued behav-
ioral health therapy as a component of delivering the
comprehensive care needed for recovery.

Table 1. Demographic Characteristics of Arrived and Scheduled Visits at an OBOT Program

Arrived Patients
Before protocol
implementation
(January 1 to

March 13, 2020)
n = 214 (%)

Arrived Patients
after protocol
implementation

(March 16 to April
30, 2020)

n = 132 (%) P value

Scheduled
Patients Before
protocol imple-

mentation
(January 1 to

March 13, 2020)
n = 289 (%)

Scheduled
Patients after pro-
tocol implementa-
tion (March 16 to
April 30, 2020)
n = 141 (%) P value

Demographic Characteristics
Sex
Female 74 (34.6) 55 (41.7) .58 98 (33.9) 57 (40.4) .57
Male 140 (65.4) 77 (58.3) .72 191 (66.1) 84 (59.6) .73

Race & Ethnicity
Black/African American 86 (40.2) 60 (45.5) .76 112 (38.8) 64 (45.4) .60
Hispanic, non-white 47 (22.0) 20 (15.2) .38 64 (22.1) 22 (15.6) .36
White 77 (36.0) 50 (37.9) .96 103 (35.6) 51 (36.2) .99
Other 4 (1.9) 2 (1.5) .97 8 (2.8) 4 (2.8) 1.0

Insurance
Commercial 12 (5.6) 10 (7.6) .78 16 (5.5) 10 (7.1) .83
Medicaid 158 (73.8) 101 (76.5) .91 215 (74.4) 108 (76.6) .97
Medicare 27 (12.6) 20 (15.2) .82 39 (13.5) 21 (14.9) .94
Self-Pay 12 (5.6) 1 (0.8) .08 4 (6.6) 1 (0.7) .03

Age, years* 44.1 44.6 43.7 44.8

*Age in years signifies average age. OBOT, Office Based Opioid Treatment.

Figure 3. Comparison of show rates and no-show rates for patients pre-and post-implementation of COVID proto-

cols for Office Based Opioid Treatment (OBOT) program.
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As time progresses and OBOT programs develop
unique strategies to address the needs of the com-
munities they serve, research and data are imperative
to inform future policy. With more efficient use of
provider time supported by lower no-show rates in
this study, telemedicine should remain a part of
OBOT programs into the future with added benefits
of cost savings on rental of office space or staff utiliza-
tion. Specified protocols on how to incorporate drug
screening and frequency of in-office appointments will
also need to be decided. However, ensuring low-bar-
rier opportunities unhampered by regulations will be
critical to fostering and promoting further integration
of telemedicine into existing and new OBOT pro-
grams in the future. Current opportunities allow for
OBOT programs to direct both federal and state regu-
lations that can address some of the preceding barriers
to implementation of telemedicine such as start-up
costs for technologies that are HIPAA-compliant, lim-
ited broadband particularly in rural areas, and difficulty
with integration of telemedicine behavioral health
services with 42 Code of Federal Regulations Part 2.
While these changes occurred amid a pandemic, it is
critical to learn from them what process and protocols
will look like beyond the pandemic.

Limitations

Our main limitation at this time includes a small
sample size as well as a lack of study of engagement
in treatment. Protocols have only been imple-
mented since mid-March and therefore only reflect
1.5months of data. Furthermore, the 181 visits reflect
141 individual patients and therefore the study period
does not allow formonitoring for retention in care. As
these protocols were developed for disaster-prepared-
ness related to the current COVID pandemic, they do
not serve as long-term protocols for a telemedicine
program; however, can be utilized to develop such
protocols pending regulations around telemedicine
post-COVID. With development of such protocols,
evaluating retention in care, monitoring treatment
with engagementwith aftercare, learning the results of
drug testing during in-person visits, such as the pres-
ence of buprenorphine and appropriate buprenor-
phine:norbuprenorphine ratios, will be critical.

Conclusions
The program’s early experiences with COVID-19
disaster-preparedness protocols and use of tele-
medicine for delivering addiction care show early
success and promise for the future. Future
research as well as an evolving pandemic will
undoubtedly require refinement and improve-
ment of workflows to sustain continuation of serv-
ices for patients with OUD during the pandemic
and beyond.

To see this article online, please go to: http://jabfm.org/content/
34/Supplement/S136.full.
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