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July 5, 2026 

 

The Honorable Robert F. Kennedy, Jr. 

Secretary 

Department of Health and Human Services (HHS) 

200 Independence Avenue SW 

Washington, D.C. 20201

RE: Great American Recovery — Response to the HHS Request for Comment on Chronic Disease of 

Addiction 

Secretary Kennedy, 

 

Thank you for the opportunity to provide feedback on research, programs, and policies that can strengthen 

the prevention, treatment, and recovery of the chronic disease of addiction and mental illness through 

the Great American Recovery Initiative. We have long emphasized to federal partners that comprehensive 

access to telehealth is often an essential part of treatment for mental health conditions and substance use 

disorders (SUDs) and supports long-term recovery. We appreciate HHS's continued focus on this issue and 

welcome the chance to reinforce and build on those recommendations here. 

 

The Alliance for Connected Care (“The Alliance”) is dedicated to improving access to care through the 

reduction of policy, legal, and regulatory barriers to the adoption of connected care capabilities, including 

telemedicine, remote patient monitoring (RPM), and AI-enabled care. Our members are leading health 

care and technology organizations from across the spectrum, representing health systems, health payers, 

technology innovators, and patient and provider groups, including many types of clinician specialty and 

patient advocacy groups who wish to better utilize opportunities enabled by virtual care. 

To fulfill the promise of the Great American Recovery Initiative, the Alliance recommends: 

• HHS to work with the Drug Enforcement Administration (DEA) to finalize permanent telehealth 

prescribing authority for controlled substances used in medication for opioid use disorder 

(MOUD), eliminating the current cycle of short-term extensions. 

• HHS formally align telehealth access policy with existing rural investments, including the Rural 

Health Transformation Program, ensuring that reimbursement, licensure, and access rules do not 

undercut the reach of these opportunities. 

• HHS to direct SAMHSA and CMS to incorporate treatment retention and continuity-of-care 

metrics as standard, reportable outcomes across SUD treatment grants and demonstrations, 

alongside existing initiation and utilization measures. 

• HHS to formally recognize telehealth access to MOUD and SUD treatment as an overdose-

prevention intervention, not merely as a treatment-delivery modality. 

https://connectwithcare.org/
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• HHS issue guidance affirming that telehealth access to non-medication-based mental health 

treatment is a standalone federal prevention priority under the Great American Recovery 

Initiative, separate from controlled-substance telehealth prescribing policy. 

PRESERVE AND PERMANENTLY EXTEND TELEHEALTH PRESCRIBING FLEXIBILITIES FOR CONTROLLED 

SUBSTANCES 

This Administration formally recognized the importance of virtual access to MOUD when President Trump 

signed the Substance Use-Disorder Prevention that Promotes Opioid Recovery and Treatment (SUPPORT) 

for Patients and Communities Act of 2018, which called for safe access to controlled substances via 

telehealth. In the years since, telehealth-delivered MOUD has proven itself as a durable clinical pathway 

that keeps patients in treatment and out of the illicit drug supply. Despite this evidence, prescribing 

flexibilities for controlled substances continue to be extended in short, uncertain increments rather than 

made permanent. This pattern of extension-to-extension policymaking undermines the very continuity of 

care that HHS and the White House have identified as central to long-term recovery, and it discourages 

the kind of provider investment and patient trust that a durable treatment pathway requires. 

HHS should work with the DEA and stakeholders to create permanent policy for telemedicine prescribing 

flexibilities, rather than continuing to rely on repeated short-term extensions. Doing so would further 

the Great American Recovery Initiative’s goal of helping Americans receive the treatment they need and 

would reduce a significant, avoidable source of relapse and overdose risk within the existing federal 

framework. 

The clinical stakes of this uncertainty are significant. Across the research literature, discontinuation of 

buprenorphine maintenance therapy is consistently associated with high rates of relapse, often in the 

range of 50 to 90 percent within months of discontinuation. Any policy lapse that interrupts a patient's 

access to telehealth-based MOUD prescribing carries a direct and foreseeable risk of relapse and returning 

patients to illicit opioid use. The Centers for Disease Control and Prevention (CDC) have similarly warned 

that disruptions in access to prescription medications, including controlled substances used in behavioral 

health treatment, can push patients toward illegal drug markets and elevate their risk of overdose from 

counterfeit or adulterated products. These are not hypothetical harms, but predictable consequences of 

allowing controlled-substance telehealth flexibilities to lapse or remain perpetually temporary. This risk is 

relevant today; the current flexibilities are set to expire on December 31, 2026, and absent permanent 

action, patients face the possibility of harmful disruption of care.  

PROTECT RURAL TELEHEALTH ACCESS AS A LIFELINE 

For patients living in rural communities, telehealth is sometimes the only realistic pathway to SUD 

treatment. Specialty addiction medicine providers, psychiatrists, and behavioral health counselors remain 

concentrated in urban and suburban areas, leaving vast stretches of rural America without in-person 

access to evidence-based SUD care. Telehealth closes this gap directly, and the evidence shows it does so 

effectively: rural communities with telehealth availability demonstrate higher uptake of SUD counseling, 

https://pubmed.ncbi.nlm.nih.gov/25601365/
https://www.cdc.gov/han/2024/han00510.html
https://www.hhs.gov/press-room/dea-telemedicine-extension-2026.html
https://www.sciencedirect.com/science/article/pii/S037687162500081X?via%3Dihub
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case management, and recovery services compared to communities without telehealth capabilities, along 

with better clinical outcomes, including improved treatment retention. 

HHS should ensure that rural telehealth access for SUD and behavioral health treatment is treated as 

foundational infrastructure for the Great American Recovery Initiative, as opposed to a discretionary or 

temporary accommodation, and should explicitly coordinate rural telehealth policy with the rural grant 

programs already described in this RFI's own background section. 

Studies of telehealth-enabled MOUD delivery in rural settings show dramatically higher rates of patients 

receiving medication for opioid use disorder, and of remaining on that medication for three months or 

longer, compared to rural areas without telehealth access. Rural consortia using telehealth for MOUD 

provision had significantly higher rates of patients receiving MOUD and had 4.5 times the odds of meeting 

the national prevalence benchmark for MOUD provision, compared to those not using telehealth. 

Retention data from rural buprenorphine telemedicine programs tell a similar story: 98 percent of patients 

remained in treatment at one week, 91 percent at one month, 73 percent at two months, and 57 percent 

at three months, with the large majority of patients still in treatment at three months testing negative for 

illicit opioids. 

These outcomes align directly with, and reinforce, HHS's own existing investments in rural behavioral 

health, including the Rural Health Transformation Program. Telehealth is the delivery mechanism that 

allows these investments to reach patients who would otherwise have no local access to care at all. Any 

policy retrenchment on rural telehealth access, through reimbursement barriers, geographic restrictions, 

or licensure friction, would undercut the return on these existing federal dollars and reverse gains in rural 

treatment access and retention. 

PRIORITIZE TREATMENT RETENTION AND CONTINUITY OF CARE 

For patients with SUD, initiating treatment is only the first step. The outcomes that matter most — 

sustained abstinence, reduced overdose risk, and long-term recovery — depend on whether patients 

remain engaged in treatment over time. As the Alliance emphasized in our comments to ONDCP on the 

President's 2026 National Drug Control Strategy, continuity of care and treatment retention are key to 

achieving long-term recovery, and telehealth has consistently proven to be a critical tool for sustaining 

that continuity. 

Patients face many barriers that may lead to dropping out of traditional, in-person SUD treatment, 

including transportation limitations, inflexible appointment scheduling, unreliable access to prescribers, 

and the logistical burden of repeated in-person visits. Qualitative research on patients receiving 

buprenorphine treatment through telehealth and digital therapeutics found that patients directly 

contrasted these traditional barriers with their experience in virtual care, crediting telehealth's flexibilities 

(no transportation requirements, flexible scheduling, and the ability to receive care from home) with 

improving their engagement and retention in treatment. This is not a marginal convenience; for many 

patients, it is the difference between staying in treatment and dropping out of it. 

https://www.sciencedirect.com/science/article/pii/S037687162500081X?via%3Dihub
https://pubmed.ncbi.nlm.nih.gov/30265425/
https://connectwithcare.org/alliance-urges-ondcp-to-work-and-maintain-comprehensive-access-to-telehealth/
https://pubmed.ncbi.nlm.nih.gov/39966974/
https://journals.sagepub.com/doi/10.1177/10600280241273258
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The retention data bears this out. Patients who initiate SUD treatment via telehealth have been shown to 

remain in medically necessary treatment for sustained periods, including continuous engagement through 

at least 90 days — a threshold widely recognized as clinically significant for stabilizing recovery. Broader 

reviews of telehealth's role in SUD treatment confirm that retention rates achieved through telehealth are 

comparable to, and in some cases better than, traditional in-person settings, while also reducing overall 

health care costs and improving both accessibility and utilization of medications like buprenorphine. 

Given this evidence, HHS should treat treatment retention and continuity of care as a primary performance 

metric for evaluating SUD and behavioral health programs and grants, rather than relying solely on 

treatment initiation or encounter counts. Programs and policies that measurably improve retention, 

including telehealth-delivered care, should be prioritized and scaled accordingly, consistent with HHS's 

stated interest in identifying what has been "most successful in improving availability of and access to 

effective prevention, treatment, and recovery interventions." 

RECOGNIZE TELEHEALTH AS OVERDOSE PREVENTION, NOT JUST TREATMENT DELIVERY 

Federal policy has generally treated telehealth as a way to deliver treatment to patients who might 

otherwise struggle to reach it, but that framing understates its significance. The evidence increasingly 

shows that telehealth-delivered SUD care functions as an overdose-prevention intervention, with life-or-

death consequences, and HHS should evaluate and preserve it accordingly. HHS should incorporate 

telehealth preservation into overdose-prevention strategy and messaging, rather than treating it solely 

as a treatment-access or health IT issue. 

The clearest evidence comes from a large cohort study of Medicare beneficiaries, when emergency 

telehealth flexibilities dramatically expanded access to OUD-related care. Comparing a pre-pandemic 

cohort of over 105,000 beneficiaries to a pandemic-era cohort of nearly 70,500 beneficiaries, the study 

found that receipt of OUD-related telehealth services and receipt of MOUD were both associated with 

reduced odds of fatal drug overdose. In other words, when emergency policy expanded telehealth access, 

fewer patients died. That is a primary, measurable public health outcome directly attributable to telehealth 

access. 

This evidence places telehealth access squarely within the goals of Executive Order 14321, Ending Crime 

and Disorder on America's Streets, which is concerned with reducing the harms associated with illicit drug 

use. Preserving telehealth access to legitimate, clinically supervised treatment is one of the most direct, 

evidence-backed levers HHS has to keep patients out of illicit markets in the first place.  

EXPAND TELEHEALTH FOR NON-NARCOTIC MENTAL HEALTH TREATMENT AS PREVENTION 

Much of the federal conversation around telehealth and SUD understandably centers on treatment for 

patients who are already struggling with addiction. Telehealth's greatest opportunity may lie further 

upstream in preserving and expanding access to mental health treatment as a preventive measure that 

helps individuals avoid turning to illicit drugs in the first place. HHS should treat this as a distinct priority 

https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2810828?
https://pubmed.ncbi.nlm.nih.gov/36988913/
https://www.whitehouse.gov/presidential-actions/2025/07/ending-crime-and-disorder-on-americas-streets/
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from telehealth prescribing of controlled substances, since the policy levers, patient populations, and 

prevention rationale are different. 

Much of telehealth's preventive value comes from its ability to deliver evidence-based behavioral 

interventions that address the underlying drivers of substance misuse before medication becomes 

necessary. By connecting patients to this kind of behavioral care early and consistently, telehealth allows 

many individuals to build coping skills and address risk factors without ever progressing to illicit drug use 

and can reduce the number of patients who ultimately require pharmacological treatment at all. Where 

medication is clinically appropriate, telehealth-enabled behavioral health care also improves adherence 

and outcomes for patients who go on to receive legitimate, prescribed treatment. This sequencing — 

behavioral change first and medication when clinically indicated — reflects a model of care telehealth is 

uniquely positioned to scale. 

Millions of Americans experience anxiety, depression, trauma, and other behavioral health conditions 

that, left untreated, may increase vulnerability to substance misuse. Telehealth has proven to be an 

effective, accessible pathway to exactly this kind of non-narcotic mental health care. Research evaluating 

telemedicine-delivered treatment for substance use disorder found it to be just as effective as in-person 

treatment across measures of acceptability, quality, access, and cost, reinforcing that virtual behavioral 

health care is a comparably effective clinical pathway to in-person care. Similarly, reviews of 

telepsychiatry's expansion during and after the COVID-19 pandemic found that it safely expanded access 

to treatment, improved patient retention, and reduced illicit drug use, while providing outcomes 

comparable to in-person care. 

This evidence directly supports Great American Recovery Initiative directive to increase awareness of the 

disease of addiction and fasten a culture that celebrates recovery: the earlier patients can access mental 

health support, the less likely they are to reach a point of crisis where addiction takes hold. Because this 

is fundamentally a prevention strategy rather than a treatment-of-addiction strategy, it also reaches 

patient populations and referral pathways that fall outside the scope of SUD-specific telehealth policy 

discussed elsewhere in this comment. 

HHS should ensure that federal policy explicitly preserves and expands telehealth access to mental health 

treatment as a standalone prevention priority, not contingent upon policy decisions specific to controlled-

substance prescribing or SUD treatment. 

*** 

The Alliance for Connected Care appreciates HHS's continued leadership on the Great American Recovery 

Initiative and the opportunity to share these recommendations. For many Americans seeking treatment 

for SUD, particularly in rural communities, telehealth is often the only lifeline to care. Preserving and 

strengthening that lifeline through permanent prescribing flexibilities, sustained rural access, retention-

focused evaluation, explicit recognition of telehealth's role in overdose prevention, and continued 

investment in mental health treatment will directly advance the Department's goals under the Great 

American Recovery Initiative using resources and authorities that already exist today. 

https://pmc.ncbi.nlm.nih.gov/articles/PMC11444076/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10126560/
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The Alliance and its members stand ready to serve as a resource to HHS as it implements these priorities. 

Please do not hesitate to contact Katie Vinson at kvinson@connectwithcare.org with any questions or to 

schedule a meeting.  

 

Sincerely,  

 

 

 

Chris Adamec 

Executive Director  

mailto:kvinson@connectwithcare.org

