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Summary of Recommendations
Data & Surveillance
1.

Congress should provide funding to support robust data on the overdose crisis in the
pandemic. This funding should support additional resources for the Centers for Disease
Control and Prevention, additional epidemiologists in state and local health departments,
and support for ethnographic field research.
- The federal government and states should track changes in treatment utilization related 		
to COVID-19.
- The federal government and states should track changes in access to harm reduction 		
service programs in the pandemic.
- The federal government and states should track health by race in the dual overdose and 		
viral epidemics.
- The federal government and states should track COVID-19 among individuals with 			
substance use disorders in the detention system.
2. The National Institutes of Health should increase support research on the overdose epidemic
in the pandemic, with a focus on health disparities.
Harm Reduction
3. States and local jurisdictions should declare syringe services programs essential services in
the pandemic.
4. States and local jurisdictions should issue emergency orders enabling distribution of harm
reduction supplies, including syringes, based on the needs of people who use drugs.
5. Congress should lift the ban that would allow syringe service programs to use federal funding
to purchase sterile syringes to promote evidence-based practice.
6. States and local health departments should provide harm reduction programs, including
syringe service programs, with sufficient personal protective equipment.
7. States should expand distribution of free naloxone at community sites, including harm
reduction programs, treatment facilities, and pharmacies.
Treatment
8. Congress should provide additional funding to support The Substance Abuse and Mental
Health Services Administration and states, specifically for substance use disorder, with
flexibility to support COVID-19 services for patients.
9. The Drug Enforcement Administration and SAMHSA should allow for telehealth initiation of
methadone.
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10. States should eliminate regulations on telehealth, and methadone and buprenorphine
regulation that are more restrictive than federal guidelines.
11. All public and private payers should allow providers to bill for telephonic visits.
12. All public and private payers should eliminate cost sharing and unnecessary utilization
management for buprenorphine and methadone for treatment of opioid use disorder.
13. The DEA should allow community pharmacies to dispense methadone for the treatment of
opioid use disorder.
14. SAMHSA should fund mobile treatment services to reach vulnerable patient populations who
are unable to engage in telehealth.
15. State and local health authorities should acquire and distribute personal protective
equipment to opioid treatment programs, residential treatment centers, and other programs
that must continue in-person visits.
Special Considerations
16. State and local health authorities should work with community-based treatment and outreach
programs for vaccine distribution to individuals at high risk of COVID-19.
17. States should release and avoid detaining people in jails and prisons who were arrested for
low-level, nonviolent drug offenses.
18. States and local jurisdictions should rapidly fund reentry support for detention facilities.
19. States should enable immediate Medicaid coverage upon release.
20. States and local authorities should prioritize the use of emergency funds to establish
emergency housing.
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Introduction
The COVID-19 pandemic — responsible already for more than 16 million infections and 300,000
deaths in the United States1—arrives at a time that the nation is still battling another crisis:
the rising rates of fatal overdose from opioids and other drugs. Drug-related deaths have
skyrocketed in the past few decades to levels that are four times greater than in the 1990s.2
Unintentional injuries—which include overdose deaths—are now the third leading cause of death
in the country.3
The COVID-19 pandemic has the potential to make the overdose crisis worse. Even before the
pandemic began, only a minority of people with opioid use disorder (OUD) received evidencebased treatment with medications,4 and many people who use drugs struggled to get access to
lifesaving harm reduction services like syringe service programs.5 Early reports show that states
are already cutting budgets for these critical substance use services as attention is turned to
combatting the COVID-19 pandemic.6 However, with the recent economic downturn, even more
people may be in need of harm reduction, treatment, and other substance use resources than
before. Historically high unemployment rates and preventative physical distancing measures
have also exacerbated social isolation and despair, known risk factors for substance use
disorders.7 Many models indicate that COVID-19 will cause increases in suicides, substance use,
and overdose deaths.8,9,10
Indeed, preliminary data show increases in both fatal and nonfatal overdoses in many cities
and states.11,12,13 There was an increase of 35% in opioid-related overdose in Arizona in March
2020 compared to March 2019.14 North Carolina is estimating a 15% increase in overdose-related
emergency department visits since the beginning of the pandemic.15 Without additional attention
to the preexisting overdose crisis, the loss of life of COVID-19 and its impact on vulnerable
populations of people who use drugs will be immense.16,17,18
The COVID-19 and overdose crises both reflect the crucial importance of addressing structural
determinants of health. Both crises have had a disproportionate impact on racial and ethnic
minority populations due to factors like racism and poverty. Integrating equity in our public health
responses to these epidemics will not only have immediate benefits amidst our national crisis but
also will transform health outcomes for years to come.
The intersecting COVID-19 and overdose crises demand urgent public health action. This paper
offers a series of recommendations to policymakers for immediate action in the areas of funding,
data and surveillance, harm reduction, and treatment, and for special populations to ensure
equitable response to the overdose epidemic in an era of COVID-19.
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Data and Surveillance
To respond to COVID-19, many health departments reassigned staff and tools to track the new threat,
leaving gaps in their ability to create a complete picture of the consequences of COVID-19 and the
overdose epidemic. While various tracking systems exist for the COVID-19 epidemic, the existing public
health data infrastructure is lacking, and robust dual surveillance is necessary to understand the impact
of COVID-19 outcomes with other key health issues. Specifically, in the overdose crisis, morbidity and
mortality are poorly reported, and data can take months to years to be fully analyzed. To build capacity to
monitor the dual crises of COVID-19 and the overdose epidemic:
1. Congress should provide funding to support robust data on the
overdose crisis in the pandemic. This funding should support
additional resources for the Centers for Disease Control and
Prevention, additional epidemiologists in state and local health
departments, and support for ethnographic field research.
Despite the long-standing opioid crisis, many state epidemiologic departments remain
understaffed,19 especially in the fields of mental health and substance use. Having
insufficient personnel with the expertise and time to closely monitor trends results in a
lag in data analysis and the potential for poorly informed interventions. This is especially
important as the public health community has yet to fully understand the intersections of
the COVID-19 pandemic with mental health and substance use. States should prioritize the
creation of data management systems to automate the assembly of drug-related data to
provide timely analysis and sharing.
Specifically:
The federal government and states should track changes in treatment utilization
related to COVID-19.
The COVID-19 pandemic has motivated important federal policy changes designed to
increase access to medications for opioid use disorder. For example, emergency regulations
for telemedicine initiation of buprenorphine may have reduced barriers to access. States
should use claims and other administrative data to examine how these improvements
influenced the use of services at all levels of care, with a particular focus on medications
and telemedicine. These data can show direct outcomes of policy changes and should be
shared with the federal government and the public. Utilizing evidence from these data can
inform regulation to sustain positive impacts and address disparities in access.
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The federal government and states should track changes in access to harm reduction
service programs in the pandemic.
Changing regulations to comply with physical distancing orders have increased the risk
of fatal overdose for many due to disruptions to syringe service programs’ capacity to
provide services, access to safe drug supply chains, and typical harm-reducing practices
(e.g., not using alone). To understand new risks and challenges introduced by COVID-19,
governmental agencies can partner with public health researchers to gather information
from people who use drugs through harm reduction service providers, street-based
outreach, and mail-order naloxone programs. Tracking these data assists in identifying key
evidence-based practices needed to save lives.
The federal government and states should track health by race in the dual overdose
and viral epidemics.
Several risks collide and are amplified during the COVID-19 pandemic for people of color.
People of color are already inequitably impacted by racist and systemic injustices and
now face additional risk as racial disparities in the mortality rates for COVID-19 emerge.20
States commonly examine outcomes by age and gender, but often neglect race/ethnicity
as an important demographic exacerbating structural inequities that have contributed to
disproportionate rates of overdose deaths, lack of access to substance use treatment,
and, now, increased risk of contracting, being hospitalized, and dying of COVID-19 within
communities of color.21 Monitoring data by race allows public officials to identify gaps and
assumptions in access, and ensure that the needs of all of their constituents are met and
resources are equitably distributed.
The federal government and states should track COVID-19 among individuals with
substance use disorders in the detention system.
More than half of all incarcerated individuals are estimated to have a substance use
disorder.22 As long as drug use is criminalized, our jails and prisons will house many of
those most impacted by the overdose crisis. Jails and prisons are an especially high-risk
setting for the rapid transmission of COVID-19 within an already medically vulnerable
population, so it is imperative that these facilities have rigorous procedures to surveil
COVID-19.23,24 Federal, state, and local health departments should require frequent testing
and transparent reporting on COVID-19 cases among staff and incarcerated persons from all
detention facilities. They should establish independent oversight of these procedures within
facilities,25 and all data should be made available to the public. The U.S. Department of
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Health and Human Services should consider providing additional grants to jails and prisons
to enable and support testing and reporting.
2. The National Institutes of Health should increase support research
on the overdose epidemic in the pandemic, with a focus on health
disparities.
Given the novelty and the historical importance of the current time, the skills of researchers
are particularly needed to bring light to the uncertainty of the future. The pandemic
continues to expose structural inequities that perpetuate health disparities. Communities of
color historically experience health inequities and that continues to be true with COVID-19.
Funding to support academic partnerships with governmental agencies, with a requirement
to examine racial disparities, can illuminate the causes of health disparities and, therefore,
inform equitable and culturally aware solutions to the current overdose crisis.
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Harm Reduction
Harm reduction organizations are often the first point of contact for difficult-to-reach populations
of people who use drugs by building rapport and providing lifesaving services, including naloxone
distribution, access to sterile injection and other drug use equipment, and drug treatment referrals.
People providing harm reduction services are also often trusted community members who would be wellsuited to provide information to people who use drugs about COVID-19.
Early data already shows that existing harm reduction organizations are facing decreased staff capacity
and an inability to ensure staff safety due to personal protective equipment (PPE) shortages.26 Many have
closed or suspended service when they are unable to address these challenges. During the pandemic,
states and localities should ensure that these lifesaving services continue and are delivered in a way that
protects both service providers and clients.
3. States and local jurisdictions should declare syringe service
programs essential services in the pandemic.
Syringe service programs are an evidence-based, lifesaving service for people who inject
drugs. As of 2019, syringe exchange programs were illegal in 12 states, and another 9
states have local restrictions prohibiting the operation of syringe service programs.27
The CDC considers syringe service programs essential public health services and has
recommended that state and local jurisdictions support syringe service programs to
continue operations during COVID-19.28 States should align policy with the CDC and ensure
that syringe service programs are able to operate in all of their local jurisdictions. This may
require eliminating legal obstacles at the state and local level.
4. States and local jurisdictions should issue emergency orders enabling
distribution of harm reduction supplies, including syringes, based on
the needs of people who use drugs.
To reduce the risk of COVID-19 exposure for both staff and clients, many syringe service
programs are decreasing the frequency of outreach and reducing the amount of time spent
during individual client visits. To maintain a sufficient supply of harm reduction materials in
the community, it is essential to increase the number of supplies distributed during a single
visit,29 a best practice that many organizations are already implementing.30 Unfortunately,
other organizations are limited by statutes and regulations that restrict the numbers of
supplies distributed. For example, some localities have implicit or explicit “one-to-one”
syringe exchange rules that require clients to produce one used syringe to exchange for
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each sterile one. In the context of less frequent service provision, this restriction poses
excessive risk to this vulnerable community. Organizations should also make naloxone
available or encourage the use of mail-order naloxone services.
States and local jurisdictions should also enable harm reduction programs to follow
other best practices for syringe service programs, such as eliminating unnecessary data
collection and anonymizing data.31
5. Congress should lift the ban that would allow syringe service
programs to use federal funding to purchase sterile syringes to
promote evidence-based practice.
The Consolidated Appropriations Act of 2018 allows the use of funds from the Department
of Health and Human Services to support the operation of syringe service programs.
However, federal funds for these programs is limited and cannot be used to purchase
syringes. Given this policy, many harm reduction programs must find alternate funding
sources in order to purchase syringes. Many rely on philanthropic donations to replenish
supplies, which may not be a sustainable source of funding given the current economic
climate. Without additional funding, harm reduction programs may soon be faced with
dwindling supplies and additional financial resources are needed to ensure program
sustainability.
6. States and local health departments should provide harm reduction
programs, including syringe service programs, with sufficient
personal protective equipment.
According to a recent national survey of syringe service programs, at least 25% of syringe
service programs reported closing sites and almost double reported decreased availability
of services.32 The inability of syringe service programs to provide PPE to their staff is a
key factor driving decreases in service provision—unlike larger medical and public health
institutions, community-based syringe service programs may not have the resources to
acquire PPE on their own. Since syringe service programs provide essential, lifesaving
services to people who use drugs, including linkage to treatment, state and local health
departments should direct PPE to these organizations.33 These efforts should include both
syringe service programs that receive explicit support from public health departments
and those that are independent so that they can continue to provide services during the
pandemic.
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7.

States should expand distribution of free naloxone at community
sites, including harm reduction programs, treatment facilities, and
pharmacies.
Increasing mental health distress because of social isolation and economic insecurity, a
potential lack of predictability in drug supply, and increased allowances for take-home
methadone may increase the risk of overdose during the COVID crisis. Many jurisdictions
are already reporting increases in overdose deaths during COVID-19.34 Naloxone is an
opioid antagonist that can reverse overdose and save lives, but its rising35 price over the
past few years is a barrier to patients with OUD. To eliminate this barrier, all states should
purchase naloxone and distribute it to community sites, including treatment facilities and
harm reduction programs. All states authorities should follow the example led by the state
of Michigan, and their partnership with nationwide programs, like NEXT Naloxone,36 to
promote free mail-order naloxone programs. Pharmaceutical companies should also take
action to reduce naloxone prices. Finally, the FDA and companies should complete the
process of making naloxone an over-the-counter medication.
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Treatment
During the pandemic, it is critical to maintain and expand access to lifesaving substance use treatments
including opioid agonist medication treatment for opioid use disorder. Economic strain compounded by
the pandemic’s impact on unemployment and loss of insurance may also limit the ability of people with
OUD to access lifesaving treatment. The anchors of effective treatment are medications, especially the
opioid agonists methadone and buprenorphine.37 People are at higher risk of relapse and death without
the access to these medications.38
People in treatment for opioid use disorder are likely to be at high risk for serious illness from COVID-19,
as a result of other chronic illnesses including diabetes and lung disease. For many vulnerable patients,
substance use treatment services may be the only point of access to care, making it even more
important that these organizations act as a critical access point to educational resources, and testing and
vaccination for COVID-19.
The federal government has taken several actions to enhance access to substance use treatment on an
urgent basis. These include regulatory changes issued by the DEA and SAMHSA allowing for telehealth
initiation of buprenorphine and flexibility with methadone dispensation, including permitting nonhealthcare workers to deliver methadone to patients at home in lockboxes. However, with overdoses on
the rise, more can be done.
8. Congress should provide additional funding to support The
Substance Abuse and Mental Health Services Administration and
states, specifically for substance use disorder, with flexibility to
support COVID-19 services for patients.
In 2016, Congress authorized $181 million each year for states and localities to address the
opioid crisis in the CARA Act. These funds were largely used for prevention and education
efforts and treatment expansions. The COVID-19 crisis has placed these gains in jeopardy
as physical distancing regulations may decrease providers' ability to maintain services or
meet the increased demand for services.
The Coronavirus Aid, Relief and Economic Security Act, or CARES Act (H.R. 748), allocated
$425 million to SAMHSA for mental health and substance use disorder assistance in the
pandemic. Specifically, $250 million has been assigned to address access to mental health
services and $100 million of emergency grants will act as flexible funding to provide
support for those suffering from mental health conditions, substance use disorders, and
homelessness. Without additional and continued congressional support, many substance
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use treatment organizations are at risk of closing due to COVID-19, thus jeopardizing their
ability to provide lifesaving care to individuals in their communities. When negotiating
stimulus money and 2021 fiscal year budgets, Congress should maintain, and ideally
increase, additional funding to SAMHSA and states to effectively respond to COVID-19 and
allocate additional funds to account for the increased need for substance use services
during this time. These funds should also be available to support critical COVID-19 services,
such as testing and vaccination, as appropriate at treatment sites.
9. The Drug Enforcement Administration and SAHMSA should allow for
telehealth initiation of methadone.
Currently, accessing methadone treatment requires patients to receive a screening
assessment and diagnosis confirmation via an in-person visit with a provider. However,
these in-person visits increase many patients’ possible exposure to COVID-19 when entering
treatment facilities and spending time in waiting rooms. This is an unnecessary risk to
patients when alternative options are available through telehealth. Federal agencies have
taken important steps in allowing telehealth initiation of buprenorphine, and they should
further expand access by allowing telehealth initiation of methadone. Methadone is a safe
and effective treatment for OUD and is available in outpatient settings in many countries.39
Physician leaders across the country are already calling for this change.40 The Drug
Enforcement Administration and SAMHSA should allow for telehealth initiation of methadone.
10. States should eliminate regulations on telehealth and on methadone
and buprenorphine that are more restrictive than federal guidelines.
Even where federal rules now permit flexibility in telehealth treatment of opioid use
disorders, state-level restrictions may still be in place. States should eliminate restrictive
requirements, specifically those that limit access to or billing for telemedicine, limit
telehealth initiation of buprenorphine or methadone, or impose challenging constraints on
medication provision, such as behavioral health counseling.41 States should also promote
and facilitate telehealth access. When federal regulations were relaxed, Tennessee began
permitting telephonic visits in lieu of office visits for weekly, biweekly, and monthly office
visits with a physician, case manager, or counselor.
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11. All public and private payers should allow providers to bill for
telephonic visits.
Currently, many payers, including Medicare via the 1135 waiver, require telehealth visits
to incorporate video for reimbursement, especially for new patients initiating treatment.
However, low-income patients often do not have smartphones with data plans, thus limiting
their ability to utilize audiovisual technology required to access telemedicine. All payers
should instead allow providers to bill for telephonic health visits for new and established
patients. Additionally, reimbursement rates should be adequate so as to encourage this
modality of delivering services.
12. All public and private payers should eliminate cost sharing and
unnecessary utilization management for buprenorphine and
methadone for treatment of opioid use disorder.
Ensuring the affordability of medications for opioid use disorder is critical. Even before
the pandemic, only a minority of patients who might benefit from medications had access
to them—now, the rising unemployment rate and economic security in the context of the
pandemic threaten the ability for people who were already on medications to continue
them. Payers should eliminate cost sharing to lower thresholds to accessing this lifesaving
medication. Additionally, payers should eliminate utilization management techniques that
unnecessarily delay access to medications, such as prior authorization.
13. The DEA should allow community pharmacies to dispense methadone
for the treatment of opioid use disorder.
Due to OTP regulations under 42 C.F.R. § 8.12(h)(1), methadone can only be dispensed at
"opioid treatment programs." Recent regulatory changes related to COVID-19 have allowed
Opioid Treatment Programs to engage non-health care personnel, including staff members,
National Guard personnel, or law enforcement officers to deliver methadone to lockboxes in
patients’ homes. However, Opioid Treatment Programs may lack the resources to facilitate
these deliveries: the time to establish a chain of custody, the staff to make deliveries,
and funds used to purchase lockboxes for patients may be meaningfully spent elsewhere.
Additional regulation change allowing pharmacy dispensation of methadone, as is done in
many other countries,42 would permit treatment facilities and health departments to refocus
important energies elsewhere. Making methadone more accessible has the potential to
have a long-lasting impact even after the pandemic passes.
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14. SAMHSA should fund mobile treatment services to reach vulnerable
patient populations who are unable to engage in telehealth.
Although telehealth has been used to expand access to services during the pandemic, many
vulnerable patients—such as those living in poverty or experiencing homelessness—lack
the resources to engage in telemedicine. It is crucial to quickly establish and fund flexible
models of patient outreach, including mobile access to treatment, to reach these patients.
SAMHSA should allocate funds to assist providers in expanding to mobile services. Some
Opioid Treatment Programs and harm reduction providers have already purchased mobile
units to provide acute medical services and provide prescriptions for buprenorphine, and
many are awaiting approval to begin operations for mobile methadone. To support these
efforts, the DEA should also quickly approve proposed guidance on mobile methadone
programs.
15. State and local health authorities should acquire and distribute
personal protective equipment to opioid treatment programs,
residential treatment centers, and other programs that must
continue in-person visits.
It is essential that treatment providers who must continue in-person visits, like those
working at Opioid Treatment Programs, have access to adequate PPE in order to protect
themselves and minimize risk to their patient population. The treatment services offered
by these providers are essential and lifesaving, and some institutions may not have the
resources to obtain PPE on their own. Additionally, some facilities, such as residential
treatment facilities, may require additional guidance from public health departments on
ensuring adequate safety and isolation protocols for their long-term residents in order to
adhere to basic public health guidelines.

Saving Lives from the Opioid Crisis During a Pandemic

15

Special Considerations
Vaccination of Critical Populations

The U.S. Food and Drug Administration approved the first COVID-19 vaccine which is now being
administered to front line workers. The CDC emphasizes outreach to critical populations 43 as a core
component of COVID-19 vaccination programs. Many of these critical populations, including people
with underlying medical conditions, people who are incarcerated, people experiencing homelessness,
and people with limited access to routine vaccinations,44 often overlap with communities of people
who use drugs. Public health leaders responsible for drafting and managing vaccine distribution
programs should take into account the special needs of this population.
16. State and local health authorities should work with communitybased treatment and outreach programs for vaccine distribution to
individuals at high risk of COVID-19.
In previous research studies, people who use drugs report negative experiences at traditional
health care settings due to feelings of stigmatization and fear of criminal justice involvement.45
To access this critical population, vaccine distribution plans should not solely rely on traditional
health care settings, but should include community-based treatment programs and outreach
services, such as harm reduction programs and homeless service providers. States and
localities should provide the necessary support to community organizations to store and
administer the vaccine, and adhere to federal/central state tracking guidelines.
Public health departments should engage these providers and recipients of these services
when planning distribution to local communities. For example, by including them in vaccine
distribution planning committees to ensure that outreach efforts address the unique barriers
for people who use drugs. Resources should be provided to increase capacity of these
community-based programs to support all of their clients in returning for their second dose.
Community-based organizations and community-based health workers can play an important
role in increasing public trust, particularly with vulnerable groups. Resources should be
allocated to facilitate partnerships with trusted sources within communities. States should
ensure that the vaccination be provided for at no cost to these populations. They should work
with community-based organizations to reduce barriers that may prevent individuals from
accessing the vaccine.
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Criminal Justice

COVID-19 has begun to clearly expose how structural forces like racism and poverty impact
vulnerability to poor health outcomes. Racism and poverty also impact outcomes for OUD. People with
OUD—especially racial minorities—are disproportionately represented in the criminal justice system
due to the criminalization of substance use disorders. Jails and prisons, with their close quarters and
poor health care provision, present a high risk of COVID-19 transmission. Exposure to criminal justice
settings also increases the risk of overdose.
As a result, decreasing the prison and jail population during COVID-19 not only will reduce the risk of
outbreaks but it will also promote racial equity. Federal and state authorities should act urgently to
reduce the number of people who are incarcerated and should ensure that those exiting detention
have the support they need—such as insurance and other reentry services—to support a safe
transition into the community.
17. States should release and avoid detaining people in jails and prisons
who were arrested for low-level, nonviolent drug offenses.
Close quarters make transmission of a viral respiratory illness almost inevitable, and
detention facilities are not adequately staffed to care for detainees with COVID-19—many
of whom likely have comorbidities and will require more sophisticated care. To help this
population that is medically vulnerable to the pandemic, states can decrease the number of
people in detention by stopping the influx of those arrested for low-level, nonviolent drugrelated offenses and facilitating the release of such individuals from jail and prisons.
Actions to reduce the number of people entering detention include, but are not limited to,
the following: police immediately ceasing arrests for low-level, nonviolent drug offenses,
prosecutors declining to prosecute and/or dismissing low-level, nonviolent drug offenses
and eliminating requests for pre-trial detention in such cases, and vacating fines and fees so
that people are not at risk of detention for nonpayment.
To expedite release for individuals who are currently detained, probation and parole boards
should expand release opportunities for people incarcerated for low-level, nonviolent
drug offenses and governors can grant immediate commutations to low-risk detainees,
identified by the CDC as particularly vulnerable.46 States and localities can also scale up
diversion efforts to complement these changes.47
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18. States and local jurisdictions should rapidly fund reentry support for
detention facilities.
People with OUD have a high risk of overdose and mortality in the time immediately after
release. As many prisons and jails are releasing individuals due to COVID-19, decarceration
should be paired with aggressive steps to ensure that people are rapidly linked to care to
not only reduce the risk of overdose but also support individuals during a time of global
crisis. Additionally, reentry support reduces the risk of reincarceration,48 which, given the
recent community exposures of those entering detention facilities, would reduce the effect
of COVID-19 on those already in custody.
Reentry services provide those who have been recently released with assistance in
accessing much-needed services like insurance coverage, housing, immediate access to
naloxone upon release, and warm handoffs to providers who offer medication for OUD in
the community to mitigate this risk and support a successful transition of those who began
or were continuing MOUD while incarcerated.
It will be difficult for jails and prisons to independently link recently released individuals
to all of these services. Therefore, state and local health departments should engage with
local reentry coalitions, organizations, and medical vendors to provide funding support for
the hiring and training of more reentry counselors and deploy them to correctional facilities
in order to support people who have been recently released as they transition to the
community.
19. States should enable immediate Medicaid coverage upon release.
Access to insurance increases health care utilization, including substance use treatment,49
and the Centers for Medicare and Medicaid Services recommends that states not terminate
coverage while someone is incarcerated. However, many states have not expanded
Medicaid to childless adults, and eight states still require Medicaid termination when
a person enters detention.50 To maximize access to treatment, remaining states should
implement the Medicaid expansion, and states that terminate Medicaid upon incarceration
should consider implementing Medicaid suspension and rapid reactivation instead.
States should review reactivation policies and data systems to ensure that they are
streamlined and rapid. States that are already suspending Medicaid can consider
implementing waiting periods before suspension so that people who are detained for very
short periods of time experience no interruptions in coverage (Arizona waits 24 hours before
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suspending and Connecticut waits 60 days). States should work with reentry counselors and
other jail and prison staff to ensure that their policies and procedures enable assistance for
those in filing for Medicaid coverage prior to release in order to support immediate coverage
upon release. This is critically important to allow individuals immediate access to substance
use treatment but also medical care due to the COVID-19 pandemic.

Housing

People who have recently been released from detention and people who use drugs are more likely
to experience homelessness than the general population.51 Experiencing homelessness and poverty
also increases risk of contracting COVID-19, as individuals may have underlying health conditions
that increase vulnerability to contracting respiratory illnesses and they may not be able to afford
sanitizing supplies or masks. Furthermore, traditional congregate housing provides little opportunity
to properly social distance or self-quarantine to prevent spread. In attempts to comply with
appropriate social distancing measures, shelters have had to reduce bed capacity, forcing many
back out onto the streets, increasing the risks of both overdose and spread of COVID-19. Just as it
is possible to increase these risks through inadequate housing, it is possible to address them both
through expanded access to housing.
20. States and local authorities should prioritize the use of emergency
funds to establish emergency housing.
Some states and local governments are already taking advantage of emergency funds
to establish emergency COVID-19 shelters and house individuals in vacant hotel or motel
rooms. However, some authorities have excluded people who use drugs from accessing
these emergency housing services because they are actively using or have a criminal
background. Being excluded from these emergency services leaves this population without
a safe place to comply with shelter-in-place orders and other public health mandates.
Emergency housing opportunities can also serve as a point of entry to provide people
who use drugs access to harm reduction supplies, behavioral health services, access to
treatment, and pathways to other support services. States and local authorities should
include provisions to ensure that people who use drugs are not limited in access to
emergency housing using a housing-first approach.

Saving Lives from the Opioid Crisis During a Pandemic

19

References
1

Johns Hopkins University. Coronavirus Resource Center. https://coronavirus.jhu.edu. Accessed 15 December 2020.

2

Centers for Disease Control and Prevention. Wide-ranging online data for epidemiologic research (WONDER). Atlanta, GA: CDC, National Center for
Health Statistics; 2020. http://wonder.cdc.gov. Accessed 24 July 2020.

3

Xu J, Murphy SL, Kochanek KD, Arias E. Mortality in the United States, 2018: NCHS data brief. NCHS Data Brief 2020(355):1–8. https://www.cdc.gov/
nchs/data/databriefs/db355-h.pdf.

4

Madras BK, Ahmad NJ, Wen J, Sharfstein J. Improving access to evidence-based medical treatment for opioid use disorder: Strategies to address key
barriers within the treatment system. NAM Perspectives. 2020. doi: 10.31478/202004b.

5

Phillips KT. Barriers to practicing risk reduction strategies among people who inject drugs. Addict. Res. Theory. 2016;24(1):62–68. doi:
10.3109/16066359.2015.1068301.

6

National Association of County and City Health Officials report from field—impact of COVID-19 on local health department HIV, sexually transmitted
infections, and hepatitis programs. Targeted News Service (TNS). April 17, 2020.

7

Wakeman SE, Green TC, Rich J. An overdose surge will compound the COVID-19 pandemic if urgent action is not taken. Nat. Med. 2020;26(6):819–
820. https://search.proquest.com/docview/2414579489. doi: 10.1038/s41591-020-0898-0.

8

Lennon JC. What lies ahead: Elevated concerns for the ongoing suicide pandemic. Psychological Trauma: Theory, Research, Practice, and Policy. 2020.
Advance online publication. http://dx.doi.org/10.1037/tra0000741.

9

Reeves A, Stuckler D, McKee M, Gunnell D, Chang S, Basu S. Increase in state suicide rates in the USA during economic recession. Lancet.
2012;380(9856):1813–1814. https://www.clinicalkey.es/playcontent/1-s2.0-S0140673612619102. doi: 10.1016/S0140-6736(12)61910-2.

10

Czeisler MÉ, Lane RI, Petrosky E, et al. Mental health, substance use, and suicidal ideation during the COVID-19 pandemic—United States, June 24–30,
2020. MMWR. Morbidity and Mortality Weekly Report. 2020;69(32):1049–1057. https://search.proquest.com/docview/2434472410. doi: 10.15585/
mmwr.mm6932a1.

11

Anne Arundel County Maryland Department of Health. Opioid-related data, Anne Arundel County, excluding city of Annapolis data, as of June 23,
2020. https://aahealth.org/wp-content/uploads/2017/12/ord-6-23-2020.pdf.

12

The State of New Jersey. 2020 NJ Suspected Overdose Deaths. NJ Cares.gov website. https://www.njcares.gov/pdfs/2020-NJ-Suspected-OverdoseDeaths-05-31-20.pdf. Updated 2020.

13

Arizona Department of Health Services. ADHS opioid epidemic—opioid interactive dashboard. Arizona Department of Health Services website. https://
www.azdhs.gov/prevention/womens-childrens-health/injury-prevention/opioid-prevention/opioids/index.php#dashboard. Updated 2020.

14

Arizona Department of Health Services. ADHS opioid epidemic—opioid interactive dashboard. Arizona Department of Health Services website. https://
www.azdhs.gov/prevention/womens-childrens-health/injury-prevention/opioid-prevention/opioids/index.php#dashboard. Updated 2020.

15

Engel-Smith L. NC organizations fighting the rural opioid crisis receive a $4M federal boost. North Carolina Health News. August 14, 2020. https://
www.northcarolinahealthnews.org/2020/08/14/nc-organizations-fighting-the-rural-opioid-crisis-receive-a-4m-federal-boost/.

16

Alter A, Yeager C. The consequences of COVID-19 on the overdose epidemic: Overdoses are increasing. ODMap. 2020.

17

Katz J, Goodnough A, Sagner-Katz M. In shadow of pandemic: U.S. drug overdose deaths resurge to record. The New York Times (online). July 15, 2020.
https://www.nytimes.com/interactive/2020/07/15/upshot/drug-overdose-deaths.html.

18

American Medical Association. Issue brief: Reports of increases in opioid related overdose and other concerns during COVID pandemic. AMA Advocacy
Resource Center. 2020.

19

Arrazola J, Binkin N, Israel M, et al. Assessment of Epidemiology Capacity in State Health Departments—United States, 2017. MMWR Morbidity and
Mortality Weekly Report 2018;67:935–939. doi: http://dx.doi.org/10.15585/mmwr.mm6733a5external icon.

20

Gold JAW, Wong KK, Szablewski CM, et al. Characteristics and clinical outcomes of adult patients hospitalized with COVID-19—Georgia, March 2020. MMWR.
Morbidity and Mortality Weekly Report. 2020;69(18):545–550. https://www.ncbi.nlm.nih.gov/pubmed/32379729. doi: 10.15585/mmwr.mm6918e1.

21

Centers for Disease Control and Prevention. Health equity considerations and racial and ethnic minority groups. CDC.gov website. https://
www.cdc.gov/coronavirus/2019-ncov/community/health-equity/race-ethnicity.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.
gov%2Fcoronavirus%2F2019-ncov%2Fneed-extra-precautions%2Fracial-ethnic-minorities.html. Updated 2020.

22

Bronson J, Stroop J, Zimmer S, Berzofsky M. Drug use, dependence, and abuse among state prisoners and jail inmates, 2007–2009. U.S. Department
of Justice. 2017.

23

Akiyama MJ, Spaulding AC, Rich JD. Flattening the curve for incarcerated populations—COVID-19 in jails and prisons. N. Engl. J. Med.
2020;382(22):2075–2077. https://doi.org/10.1056/NEJMp2005687. doi: 10.1056/NEJMp2005687

24

COVID Prison Data. COVID Prison Data website. https://covidprisondata.com. Accessed 24 July 2020.

Saving Lives from the Opioid Crisis During a Pandemic

20

25

Montoya-Barthelemy AG, Lee CD, Cundiff DR, Smith EB. COVID-19 and the correctional environment: The American prison as a focal point for public
health. Am. J. Prev. Med. 2020;58(6):888–891. doi: 10.1016/j.amepre.2020.04.001.

26

Glick SN, Prohaska SM, LaKosky PA, Juarez AM, Corcorran MA, Des Jarlais DC. The impact of COVID-19 on syringe services programs in the United
States. AIDS Behav. 2020. https://www.ncbi.nlm.nih.gov/pubmed/32333209. doi: 10.1007/s10461-020-02886-2.

27

amfAR. Syringe exchange program legality. amfAR: Opioid and Health Indicators Database website. https://opioid.amfar.org/indicator/SSP_legality.
Accessed 24 July 2020.

28

Centers for Disease Control and Prevention. Interim guidance for syringe services programs. Centers for Disease Control and Prevention
website. https://www.cdc.gov/coronavirus/2019-ncov/php/syringe-service-programs.html. Accessed 24 July 2020.

29

Vital Strategies. Safer drug use during the COVID-19 outbreak. 2020. https://www.vitalstrategies.org/wp-content/uploads/Safer-drug-use-duringthe-COVID-outbreak.pdf.

30

Centers for Disease Control and Prevention. Interim guidance for syringe services programs. Centers for Disease Control and Prevention
website. https://www.cdc.gov/coronavirus/2019-ncov/php/syringe-service-programs.html. Accessed 24 July 2020.

31

New York City Department of Health and Mental Hygiene. Recommended best practices for effective syringe exchange programs* in the United States:
Results of consensus meeting. 2009.

32

Glick SN, Prohaska SM, LaKosky PA, Juarez AM, Corcorran MA, Des Jarlais DC. The impact of COVID-19 on syringe services programs in the United
States [published online ahead of print, 24 April 2020]. AIDS Behav. 2020;1–3. doi: 10.1007/s10461-020-02886-2.

33

Centers for Disease Control and Prevention. Interim guidance for syringe services programs. Centers for Disease Control and Intervention
website. https://www.cdc.gov/coronavirus/2019-ncov/php/syringe-service-programs.html. Accessed 24 July 2020.

34
35

36

Alter A, Yeager C. The consequences of COVID-19 on the overdose epidemic: Overdoses are increasing. ODMap. 2020.
Gupta R, Shah ND, Ross JS. The rising price of naloxone—risks to efforts to stem overdose deaths. N. Engl. J. Med. 2016;375(23):2213–2215. https://
search.datacite.org/works/10.1056/nejmp1609578. doi: 10.1056/nejmp1609578.
NEXT Distro: Stay alive, stay safe. https://www.naloxoneforall.org. Accessed 24 July 2020.

37

Wakeman SE, Green TC, Rich J. An overdose surge will compound the COVID-19 pandemic if urgent action is not taken. Nat. Med. 2020;26(6):819–
820. https://search.proquest.com/docview/2414579489. doi: 10.1038/s41591-020-0898-0.

38

Wakeman SE, Green TC, Rich J. An overdose surge will compound the COVID-19 pandemic if urgent action is not taken. Nat. Med. 2020;26(6):819–
820. https://search.proquest.com/docview/2414579489. doi: 10.1038/s41591-020-0898-0.

39

Samet JH, Botticelli M, Bharel M. Methadone in primary care—one small step for Congress, one giant leap for addiction treatment. N. Engl. J. Med.
2018;379(1):7–8. https://doi.org/10.1056/NEJMp1803982. doi: 10.1056/NEJMp1803982.

40

Kamp J. Coronavirus pandemic complicates opioid treatment. The Wall Street Journal. April 7, 2020. https://www.wsj.com/articles/
coronaviruspandemic-complicates-opioidtreatment-11586262903.

41

ASAM: American Society of Addiction Medicine. COVID-19—Supporting Access to Buprenorphine: Access to buprenorphine in office-based settings. ASAM:
American Society of Addiction Medicine website. https://www.asam.org/Quality-Science/covid-19-coronavirus/access-to-buprenorphine. Updated 2020.

42

Calcaterra SL, Bach P, Chadi A, et al. Methadone matters: What the United States can learn from the global effort to treat opioid addiction. J. Gen.
Intern. Med. 2019;34(6):1039–1042. https://search.datacite.org/works/10.1007/s11606-018-4801-3. doi: 10.1007/s11606-018-4801-3.

43

Centers for Disease Control and Prevention, (CDC). COVID-19 vaccination program interim playbook for jurisdiction operations. Version 2. 		
https://www.cdc.gov/vaccines/imz-managers/downloads/COVID-19-Vaccination-Program-Interim_Playbook.pdf. Accessed Dec 14, 2020.

44

Chitwood DD, Sanchez J, Comerford M, McCoy CB. Primary preventive health care among injection drug users, other sustained drug users, and
non-users. Substance use & misuse. 2001;36(6-7):807-823. https://search.datacite.org/works/10.1081/ja-100104092. doi: 10.1081/JA-100104092.

45

Jones R, Simonson P and Singleton N.. Experiences of stigma – everyday barriers for drug users and their families. London: UKDPC. 2010. Available
at: http://www.ukdpc.org.uk/publications.shtml#Stigma_reports.

46

Akiyama MJ, Spaulding AC, Rich JD. Flattening the curve for incarcerated populations—COVID-19 in jails and prisons. N. Engl. J. Med.
2020;382(22):2075–2077. https://doi.org/10.1056/NEJMp2005687. doi: 10.1056/NEJMp2005687.

47

LEAD. LEAD: Advancing criminal justice reform in 2020. The LEAD National Support Bureau website. https://www.leadbureau.org. Accessed 24 July 2020.

48

de Andrade D, Ritchie J, Rowlands M, Mann E, Hides L. Substance use and recidivism outcomes for prison-based drug and alcohol
interventions. Epidemiol. Rev. 2018;40(1):121–133. https://www.ncbi.nlm.nih.gov/pubmed/29733373. doi: 10.1093/epirev/mxy004.

49

Schaller J, Stevens AH. Short-run effects of job loss on health conditions, health insurance, and health care utilization. J. Health Econ. 2015;43:190–
203. http://dx.doi.org/10.1016/j.jhealeco.2015.07.003. doi: 10.1016/j.jhealeco.2015.07.003.

50

Kaiser Family Foundation. States reporting corrections-related Medicaid enrollment policies in place for prisons or jails. https://www.kff.org/medicaid/
state-indicator/states-reporting-corrections-related-medicaid-enrollment-policies-in-place-for-prisons-or-jails/.

51

Couloute L. Nowhere to go: Homelessness among formerly incarcerated people. Prison Policy Initiative. https://www.prisonpolicy.org/reports/
housing.html. 2018.

Saving Lives from the Opioid Crisis During a Pandemic

21

