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BACKGROUND: The RyanHaight Act generally requires a
clinician to conduct an in-person visit before prescribing
an opioid use disorder (OUD) medication. This require-
ment has impeded use of telemedicine to expand OUD
treatment, and many policymakers have called for its
removal. During the COVID-19 pandemic, beginning
March16, 2020, the requirementwas temporarilywaived.
It is unclear whether clinicians who treat OUD patients
perceive telemedicine to be a safe and effective means of
OUD medication initiation.
OBJECTIVE: To understand clinician use of and comfort
level with using telemedicine to initiate patients on med-
ication for opioid use disorder.
DESIGN: National survey administered electronically via
WebMD/Medscape’s online clinician panel in fall 2020.
PARTICIPANTS: A total of 602 clinicians (primary care
providers, psychiatrists, nurse practitioners or certified
nurse specialists, and physician assistants) participated
in the survey.
MAIN MEASURES: Frequency of video, audio-only, and
in-person visits for medication initiation, comfort level
with using video for new patient visits with OUD.
KEY RESULTS: Clinicians varied substantially in their
use of telemedicine for medication initiation. Approxi-
mately 25% used telemedicine for most initiations while
40% used only in-person visits. The majority (55.8%)
expressed at least some discomfort with using telemedi-
cine for treating new OUD patients, although clinicians
with more OUD patients were less likely to express such
discomfort.
CONCLUSION: Findings suggest that a permanent relax-
ation of the Ryan Haight requirement may not result in
widespread adoption of telemedicine for OUD medication
initiation without additional supports or incentives.
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INTRODUCTION

Medications such as buprenorphine are highly effective for the
treatment of opioid use disorder (OUD), yet most individuals
with OUD do not receive these medications.1,2 An important
barrier to OUD medication treatment is a shortage of prescrib-
ing providers, particularly in rural and other underserved
areas.2 Telemedicine could improve access to OUD treatment.
However, the 2008 Ryan Haight Online Pharmacy Consumer
Protection Act, passed to prevent online pharmacies from
directly dispensing controlled substances without adequate
medical evaluation,3 is a major obstacle. The Act generally
requires that clinicians conduct an in-person visit before pre-
scribing controlled substances, including OUD medications
such as buprenorphine. The requirement of an in-person visit
could lead to delays in initiating care and may be particularly
problematic for rural residents for whom travel distances to
care may be long, for individuals with other barriers such as
unreliable transportation or work-related or child-care issues,
and for those wrestling with perceived stigma of presenting to
in-person clinics. The in-person requirement also impedes the
operations and growth of telehealth companies treating pa-
tients with OUD,4 requiring them to have a physical footprint
in every community they serve.
During the COVID-19 emergency, both patients and clini-

cians feared exposure to the virus during in-person visits. In
response to the pandemic, the Ryan Haight Act’s in-person
visit requirement was temporarily waived in March of 2020.
Through the end of the public health emergency, clinicians can
prescribe medication treatment via either video or audio-only
(i.e., telephone) visits. This temporary waiver creates a unique
opportunity to learn from clinicians’ experiences with using
telemedicine for OUD medication initiation and treatment in
the absence of the previous restrictions. This is particularly
relevant given that the SUPPORT for Patients and Communi-
ties Act, passed in 2018, called for the creation of a pathway
for clinicians to register with the Drug Enforcement
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Administration (DEA) to provide telemedicine OUD services
and allow registered providers to bypass the in-person require-
men t when p r e s c r i b i n g med i c a t i o n s s u c h a s
buprenorphine.3,5,6 The legislation called for this pathway to
be created by October 2019; however, this pathway still has
not been implemented.
It is unclear whether clinicians who treat individuals with

OUD perceive telemedicine to be a safe and effective means of
OUD medication initiation. To explore clinician perspectives,
we conducted the first national survey of clinicians who treat
individuals with OUD about their use and comfort level with
telemedicine for OUD medication initiation during the
pandemic.

METHODS

We administered an electronic survey between late November
and mid-December 2020 to a national sample of clinicians
who treat individuals with OUD. Participants were recruited
using WebMD/Medscape’s online panel of 2.5 million clini-
cians. This panel is composed of clinicians who have joined
the platform to access clinical content and tools as well as
continuing medical education activities.7 The platform is com-
monly used for clinician recruitment in many federal studies
including projects sponsored by the Centers for Disease Con-
trol (CDC) and by the Food and Drug Administration (FDA)
to track clinicians’ attitudes, behaviors, and practices8–10, as
well as the impact of the COVID-19 pandemic on pro-
viders.11,12 To recruit participants for this survey, WebMD/
Medscape emailed a study invitation to all psychiatrists in the
panel and a random sample of primary care physicians, nurse
practitioners, and physician assistants. Clinicians who
expressed interest were screened for eligibility (criteria de-
scribed below) via an online instrument; if eligible, they were
invited to complete the survey. Recruitment continued until a
target sample size was reached (n=600). There were 3816
clinicians who responded to the eligibility screener, of which,
602 met our entry criteria. Given the opt-in design of the
survey, we were not able to calculate a response rate. Howev-
er, the survey completion rate (the proportion of those who
completed the survey among all respondents who passed
screening criteria) was 97.3%. Informed consent was obtained
electronically. The survey was determined to be exempt by the
Harvard Faculty of Medicine Institutional Review Board.
We hypothesized that a large proportion of OUD clinicians

would initiate patients on OUD medications via telemedicine
after the Ryan Haight Act restrictions were waived and that
many would report being comfortable with using telemedicine
for treating new OUD patients after having used the technol-
ogy as of late fall 2020. Survey questions focused on clinician
experiences with using telemedicine (defined in the survey as
synchronous visits that occur either via audio-only or video-
conferencing technology) to treat patients with OUD in the
past month, which would refer to the period between

November and December 2020. (See Appendix for list of
survey questions analyzed.) The survey included a nine-
question screener and 18 additional questions requesting in-
formation about clinician specialty and practice setting, char-
acteristics of their patient caseload, whether they had initiated
patients on OUD medications in the past month, their use of
telemedicine when initiating OUD medications (both video
and audio-only technology), and their comfort level in using
telemedicine to provide OUD treatment services to new pa-
tients. To pilot test the survey, we first had four clinician
researchers who treat OUD review the instrument and provide
feedback to the study team.We then reviewed the draft survey
instrument with five clinicians who met our entry criteria who
were recruited byWebMD/Medscape.We asked the clinicians
how they were interpreting the questions, whether any terms
or questions were confusing, and whether there were any
additional survey questions that they felt would be important
to include based on their experiences.

Inclusion/Exclusion Criteria

Primary care physicians, psychiatrists, nurse practitioners or
certified nurse specialists, and physician assistants were eligi-
ble to participate. Participating clinicians had to currently hold
a buprenorphine waiver, spend at least 8 h per week practicing
in an outpatient setting, prescribe OUD medications to two or
more patients in a typical month, and report having used
telemedicine with at least one OUD patient since the start of
the pandemic. To focus on outpatient clinicians who were not
primarily employed by a telehealth company, we excluded
those who used telemedicine for 75% or more of OUD visits in
2019 as well as those whose main practice setting was an
inpatient or residential treatment setting or an emergency
department. Clinicians who were active-duty military or
worked for Veterans Affairs (VA) or the Indian Health Service
in their main practice setting were also excluded because these
clinicians are subject to different reimbursement systems, and
system-level policies governing telemedicine use.

Data Analyses

We used Stata v16 to conduct descriptive analyses of
survey responses. Statistical significance was tested using
chi-square tests. Because we hypothesized that clinician
reports of their comfort level using video visits for new
patients with OUD would differ for clinicians with a
relatively high (vs. relatively low) proportion of OUD
patients in their caseload, we compared clinician re-
sponses to this question across tertiles based on the pro-
portion of OUD patients in their patient panel (i.e., high
vs. medium vs. low relative share of caseload having
OUD). To identify how many clinicians primarily used
telemedicine for their OUD medication initiations, we also
calculated the proportion of all clinicians using telemedi-
cine for initiations who used telemedicine for the majority
(i.e., 51% or more) of these initiation visits.
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RESULTS

Among the 602 survey respondents, 241 (40.0%) were prima-
ry care physicians (PCPs), 141 were psychiatrists (23.4%),
139 (23.1%) were nurse practitioners or certified nurse spe-
cialists, and 81 (13.5%) were physician assistants (Table 1). In
terms of their primary practice setting, approximately three-
quarters practiced in either a single specialty group practice
(236 or 39.2%) or multi-specialty group practice (205 or
34.1%), 98 (16.3%) were solo practitioners, 31 (5.2%) worked
in an opioid treatment program, and 32 (5.3%)worked in other
settings. Approximately one in ten (57 or 9.5%) reported that
their primary practice setting was located in a rural area, and
respondents were located in 49 states.
Across the clinicians, the mean estimated percent of patients

with various types of insurance was 34.4% private/
commercial insurance, 33.0% Medicaid, 19.6% Medicare,
9.0% uninsured, and 4.1% with another form of insurance.
The mean (median) estimated percent of a clinician’s patients

with OUD was 27.8% (20.0%). Just over half (351 or 58.3%)
did not use telemedicine for any patients with OUD in 2019.

Initiation of OUD Medications

Among the 602 surveyed clinicians, 506 (84.1%) reported
initiating at least one patient on OUD medication (either in-
person or via telemedicine) during the past month. The char-
acteristics of this large subset were similar to those of the full
sample of respondents (Table 1).

Use of Telemedicine for Medication Initiation. There was
considerable variation across clinicians in use of telemedicine
for OUD medication initiation. Among the 506 who initiated
OUD medication for at least one patient in the past month,
most (303, or 59.9%) used telemedicine for at least one of
these visits, while two in five (203, or 40.1%) conducted
medication initiation only via in-person visits. The character-
istics of those who used telemedicine for medication initiation

Table 1. Characteristics of All OUD Clinicians Surveyed, Those Who Conducted Any OUDMedication Initiation Visits in the Past Month, and
Those Who Used Telemedicine for at Least One Initiation Visit

Overall sample
(n=602)

Clinicians who
performed
at least one initiation
visit
in past month
(n=506)

Clinicians who used
telemedicine
for at least one initiation
visit in past month
(N=303)

Training,N(%)
Primary care physician 241 (40.0%) 207 (40.9%) 128 (42.2%)
Psychiatrist 141 (23.4%) 114 (22.5%) 75 (24.8%)
Nurse Practitioner 139 (23.1%) 111 (21.9%) 67 (22.1%)
Physician Assistant 81 (13.5%) 74 (14.6%) 33 (10.9%)
Type of practice,* N(%)
Single specialty group practice 236 (39.2%) 200 (39.5%) 119 (39.3%)
Multi-specialty group practice 205 (34.1%) 177 (35.0%) 111 (36.6%)
Solo practice 98 (16.3%) 75 (14.8%) 43 (14.2%)
Opioid treatment program (methadone program) 31 (5.2%) 30 (5.9%) 17 (5.6%)
Other 32 (5.3%) 24 (4.7%) 13 (4.3%)
Location of practice,† N(%)
Large city 230 (38.2%) 195 (38.5%) 137 (45.2%)
Suburb near a large city 223 (37.0%) 191 (37.8%) 110 (36.3%)
Small city or town 92 (15.3%) 73 (14.4%) 35 (11.6%)
Rural area 57 (9.5%) 47 (9.3%) 21 (6.9%)

Years since completing medical training,N(%)
Less than 5 years 100 (16.6%) 89 (17.6%) 53 (17.5%)
5–10 years 191 (31.7%) 159 (31.4%) 99 (32.7%)
11–15 years 95 (15.8%) 77 (15.2%) 44 (14.5%)
16 or more years 216 (35.9%) 181 (35.8%) 107 (35.3%)
Use of telemedicine in 2019 for patients with OUD,N(%)
No telemedicine in 2019 351 (58.3%) 286 (56.5%) 151 (49.8%)
1–5% of visits 89 (14.8%) 70 (13.8%) 41 (13.5%)
6–30% of visits 105 (17.4%) 99 (19.6%) 70 (23.1%)
31–74% of visits 57 (9.5%) 51 (10.1%) 41 (13.5%)
Patient insurance types, mean % (standard deviation)
Private/commercial insurance 34.4% (25.5) 33.3% (24.6) 33.7% (24.4)
Medicaid 33.0% (27.3) 33.9% (27.2) 33.7% (26.6)
Medicare 19.6% (16.8) 19.8% (16.3) 19.7% (15.3)
Other 4.1% (12.5) 4.0% (11.9) 3.8% (9.7)
No insurance 9.0% (15.9) 9.0% (16.1) 9.2% (16.3%)
Mean percent of patients with OUD, mean % (standard deviation) 27.8% (27.4) 29.7% (28.0) 31.9% (28.2%)
Mean percent of Black/African American patients, mean %
(standard deviation)

20.8% (18.9) 21.1% (18.8) 23.5% (19.2)

Mean percent of Latino patients, mean % (standard deviation) 17.9% (17.1) 18.5% (17.6) 19.9% (17.3)
Mean percent of patients who prefer a language other than
English, mean % (standard deviation)

15.1% (23.4) 16.2% (24.6) 17.6% (24.9)

*This row reflects the type of practice for the main practice setting reported by the respondent
†This row reflects the location of practice for the main practice setting reported by the respondent
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were similar to the overall group of clinicians surveyed
(Table 1).
Among the 506 clinicians who performed any medication

initiation visits, on average, they used telemedicine for a third
(33.9%) of those visits versus 55.8% of all their OUD visits
(i.e., not just those for medication initiation) (Fig. 1).
Among the 303 clinicians who used telemedicine for at least

one medication initiation, 101 (33.3%) used video for the
majority (51% or more) of the initiation visits they conducted
and 23 (7.6%) used telephone for the majority of their initiation
visits. Among all 506 clinicians who conducted an initiation
within the past month, 148 (or 29.2%) used either video or
audio-only telemedicine for themajority of their initiation visits.

Reported Level of Comfort Using Telemedicine for New
OUD Patients. When asked how comfortable they were
caring for new patients with OUD via video visits,
approximately one-third of the 602 clinicians surveyed
(37.7%) reported being somewhat or very comfortable, while
55.8% reported being somewhat or very uncomfortable. Cli-
nicians with more OUD patients were more likely to report
being somewhat or very comfortable caring for new OUD
patients via video (48.2% highest tertile, 43.0% middle tertile,
25.2% lowest tertile of volume, p≤0.001) (Figure 2).

DISCUSSION

There is considerable policy interest in using telemedicine to
increase access to evidence-based OUD treatment. Much of
the focus has been on the Ryan Haight Act provision requiring
an in-person visit before prescribing buprenorphine or other
OUD medications that are controlled substances. After Ryan
Haight restrictions on prescribing OUD medications via tele-
medicine were temporarily relaxed during the COVID-19

pandemic, clinicians varied substantially in their use of tele-
medicine for the initiation of OUD medications. Almost 30%
(148 of 506) of clinicians used telemedicine (either video or
audio-only) for the majority of their initiation visits while 40%
(203 of 506) used only in-person visits (i.e., no telemedicine)
for medication initiation. These disparate rates of use are
consistent with reported levels of discomfort using telemedi-
cine for treating new OUD patients during the pandemic.13 A
small majority of OUD clinicians expressed at least some
discomfort with the use of video visits for treating new patients
with OUD, and clinicians were less likely to use telemedicine
for medication initiation than for other aspects of OUD out-
patient care.
Prior research has shown that some clinicians may be

hesitant to use telemedicine for medication initiation visits
due to liability or safety concerns.13 Others may have been
hesitant to initiate patients on OUD medications during the
pandemic because of reduced access to non-pharmacologic
supports such as group therapy, peer support specialists, or
support groups like Narcotics Anonymous, or they may not
have been aware of the changes to the Ryan Haight Act
requirements. Individual patient-level factors also likely influence
the decision of whether to use telemedicine for medication initi-
ation for a given patient. Nevertheless, our findings signal that a
permanent relaxation of the Ryan Haight requirement may not
result in universal adoption of telemedicine for OUDmedication
initiation without additional incentives and supports.
It is striking that clinicians with a relatively high percentage

of patients with OUD in their caseload were more comfortable
with using telemedicine to treat new OUD patients than those
with a relatively low percentage. This could suggest that
clinicians who are more experienced in treating OUD may
be more likely to perceive telemedicine to be a safe and
effective option and that the reluctance to use telemedicine
among some may stem from less familiarity with OUD treat-
ment in general. If so, this suggests a potential role for clear
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Figure 1. Mean clinician-reported percent of their OUD visits delivered in-person, via telephone, or via videoconference, for all OUD visits and
for OUD medication visits only, among clinicians who conducted at least one initiation in the past month (N=506)
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guidelines on appropriate use of telemedicine for OUD medica-
tion initiation. Also, additional tools (e.g., home urine toxicology
kits, peripheral devices that allow remote patient monitoring for
vital signs or other in-person medical examination components)
and treatment models (e.g., home visit by nurse, in-person visit
w/ clinic staff not attended by prescribing provider) might help
more providers feel comfortable seeing new patients via
telemedicine. Other forms of support could include expanding
efforts within the Veterans Administration system that provide
step-by-step guidance embedded within electronic medical re-
cords to help clinicians less comfortable with OUD treatment,
provider-to-provider support such as Project Echo programs, and
mentored training in the treatment of OUD via telemedicine
during residency training.
Interestingly, while most clinicians who used telemedicine for

at least one medication initiation used video visits, roughly 10%
of their initiation visits were conducted via telephone, and a small
subset of clinicians (~5%) reported using telephone for the ma-
jority of their medication initiation visits. Concerns exist that
telephone visits may result in lower quality of care relative to
video or in person. However, due to the “digital divide,” many
vulnerable patientsmay not have access to the technology needed
for video visits (e.g., personal device, internet access), and tele-
phone visits may be the only choice available for some to initiate
treatment. Whether telephone visits lead to comparable care is a
topic that merits further research.
Several limitations should be noted. First, the survey re-

spondents were a non-probability-based sample of clinicians
who deliver OUD medication treatment and therefore not
generalized to all clinicians who treat OUD. However, as
noted above, this clinician panel has been used in many other
prior studies, including some by the DEA and Centers for

Disease Control and Prevention (CDC),8–10 and our sample
of respondents was generally similar to prior national surveys
of waivered clinicians in terms of clinician type, years since
training, and rural/urban location14(see Appendix for details).
Second, clinicians were surveyed in November/December
2020, and most were relatively new to telemedicine at that
point in time. Their responses to certain questions, such as the
question about their comfort level using video technology for
new patient visits, may evolve over time. Third, with this brief
survey, we were unable to parse out all factors underlying
clinician reported discomfort with the use of telemedicine for
treating new patients with OUD. Finally, these exploratory
analyses did not control for testing of multiple outcomes.
While the Ryan Haight Act requirement of an in-person visit

stemmed from concerns about the distribution of controlled
substances without proper medical evaluation and the potential
for diversion, this requirement is a barrier to expanding access to
OUD treatment via telemedicine, particularly in rural and other
underserved areas.13,15 Our findings suggest that a more perma-
nent waiver of the Ryan Haight requirement could potentially
expand access to OUD care in a patient-centered way, allowing
patients to engage in regular, timely OUD care without signifi-
cant work/life balance disruptions and potentially alleviating
some of the perceived stigma sometimes experienced in seeking
in-person care. However, among clinicians who prescribe OUD
medications, considerable hesitancy about the use of telemedi-
cine for medication initiation remains. To expand access to OUD
medication after the DEA’s new pathway is introduced or per-
manent policy changes are made to waive the Ryan Haight
requirement, further training and explicit guidelines for telemed-
icine use for OUD medication initiation may be needed to
address this discomfort.
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Figure 2. Percent of clinicians who report being somewhat or very comfortable treating new patients via video, by tertiles based on percent of
OUD patients. Note: This shows the percent of clinicians who responded either “somewhat comfortable” or “very comfortable” in response to
the prompt for “new patients” when asked the following question: “In the past month, how comfortable were you with caring for the following
types of patients with opioid use disorder via video visits?” The p-value for difference between tertiles based on OUD patients is ≤0.001. Tertile

3 includes those with the highest percentage of OUD patients in their caseload; tertile 1 includes those with the lowest.
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