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BRIEF REPORT
Providing Low-barrier Addiction Treatment Via a
Telemedicine Consultation Service During the COVID-19

Pandemic in Los Angeles, County: An Assessment
1 Year Later
Amy J. Kennedy, MD, MS, James S. George, MD, Gina Rossetti, MD, Christopher O. Brown, MD, MPH,
Kyle Ragins, MD, MBA, David Dadiomov, PharmD, BCPP, Rebecca Trotzky-Sirr, MD, Gloria Sanchez, MD,

Herman Llamas, BA, and Brian Hurley, MD, MBA, DFASAM
Background: Los Angeles County Department of Health Services pro-
videsmedical care to a diverse group of patients residing in underresourced
communities. To improve patients' access to addiction medications during
the COVID-19 pandemic, Los Angeles County Department of Health Ser-
vices established a low-barrier telephone service for DHS providers in
March 2020, staffed by DATA-2000–waivered providers experienced with
prescribing addictionmedications. This studydescribes the patient population
and medications prescribed through this service during its initial 12 months.
Methods: We performed a retrospective evaluation of a provider-entered
call registry for the telephone consult line. Information was collected
between March 31, 2020, and March 30, 2021. The registry includes
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information related to patient demographics, the reason for visit, and
which addiction medications were prescribed. We conducted descrip-
tive statistics in each of these domains.
Results: During the study period, 11 providers on the MAT telephone
service logged 713 calls. These calls represented a total of 557 unique
patients (mean age of 40 years, 75%male, 41% Latino, 49% experienc-
ing homelessness). Most patients either had Medicaid insurance (77%)
or were uninsured (20%). The most prescribed addiction medication
was buprenorphine-naloxone (90%), followed by nicotine replacement
therapy (5.3%), naltrexone (4.2%), and buprenorphine monotherapy
(1.8%).
Conclusion: A telephone addiction medication service is feasible to
deliver low-barrier medications to treat addiction in underresourced
communities, especially to individuals experiencing homelessness. This
can mitigate but does not eliminate disparities in access to addiction
medications for communities of color.

Key Words: buprenorphine, COVID-19, homelessness, telehealth,
telemedicine
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S ubstance use increased and access to substance use disorder
(SUD) treatment was disrupted during the COVID-19 pan-

demic, particularly for people experiencing homelessness and
individuals in underresourced communities.1,2 National agencies
established emergency policies to facilitate access to telemedi-
cine services for patients with SUDs, and preliminary studies
support that the pivot from in-person to virtual services has been
successful.3–6

Los Angeles County is home to 10 million residents,
66,436 of whom experienced homelessness in 2020.7 The Los
Angeles County Department of Health Services (LAC DHS)
is the United States' second largest municipal health system,
which operates an extensive network of public hospitals and
clinics in LAC and serves approximately 500,000 patients an-
nually. During the COVID-19 pandemic, LACDHS established
a telephone consultation service for DHS providers in March
2020 to facilitate low-barrier access to addiction medications
for DHS patients.

We recruited a team of 15 DATA-2000-waivered providers
who were regular participants in the DHS SUD workgroup and
J Addict Med • Volume 17, Number 1, January/February 2023
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TABLE 1. Demographics of 519 Patients Evaluated by the
Telephone Consultation Service Over 713 Calls During March
2020–March 2021

Sample (n = 557), n (%) DHS Comparison, %

Gender, male 420 (75) 46
Age, mean (SD), y 40 (11) 51
Insurance
Medicaid 427 (77) 65
Uninsured 110 (20) 23
Private 6 (1) 3
Other 14 (2.5) 9

Homeless 272 (49) 13
Race/ethnicity
White 204 (37) 9
Black 75 (13) 15
Latino 227 (41) 65
Other 55 (10) 11

DHS indicates Department of Health Services.
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who, seeing the gap in treatment access, agreed to participate.
The service was available to all staff within DHS-affiliated hos-
pitals, clinics, correctional services, and contracted programs
and outreach workers to call when they encounter a patient ap-
propriate for addiction medication. Health care providers work-
ing in any DHS-affiliated care setting were encouraged to call the
telephone line to connect their patients (whether housed or un-
housed) with a telephonic evaluation for addiction medication.
Serviceswere advertised toDHS directly operated and contracted
programs via screensavers, e-mailed fliers, and presentations at
virtual staff meetings.

The consultation service was not made available to cur-
rent or prospective patients to call directly. A field engagement
specialist and team delivered a brief training program for 150
community health workers about addiction medications and
how to access the line. Local pharmacies near high-density areas
of opioid overdose were identified and given education on dis-
pensing addiction medications to our target population.

The aim of this study was to describe the first 12 months
of the addiction medication telephone consultation service in-
cluding characterizing which calls were received, which patients
were treated, and which medications were prescribed.

METHODS

Data Collection/Analysis
Registry information was collected fromMarch 31, 2020,

to March 30, 2021. After each telephone visit, providers were
directed to log patient information including name, date of birth,
housing status, and reason for call into a secure registry. These
data were fact checked by a coinvestigator (JSG) who cross-
referenced the inputted information with demographic data
previously inputted into the electronic medical record (EMR).
Additional information including age, race/ethnicity, and insur-
ance status was also extracted from the EMR.

Information on which medications were prescribed was
collected from the EMR during the study time period. All Fed-
eral Drug Administration–approved addiction medications de-
livered from a physician office for opioid use disorder (OUD)
(buprenorphine, buprenorphine-naloxone, naltrexone), alcohol
use disorder (naltrexone, acamprosate, disulfiram, and off-label
topiramate and gabapentin), and tobacco use disorder (nicotine
patches, gum, and lozenges; varenicline; and bupropion) were in-
cluded.We excluded patients who received only nicotine replace-
ment therapy and no other addiction medication. We conducted
an analysis using descriptive statistics to help characterize the
patient population.

Institutional Review Board
This study was deemed exempt by the LAC DHS institu-

tional review board.

RESULTS
There were 713 calls logged in the addiction medication

telephone consultation registry by 11 providers during the study
period. These calls represented a total of 557 patients (mean age
of 40 years, 75% male, 41% Latino, and 49% experiencing
homelessness) (Table 1). Most patients had either Medicaid
insurance (n = 427 [77%]) or no insurance (n = 110 [20%]).
Although multiple patients (n = 142 [20%]) utilized the consul-
tation service via a clinical intermediary more than once, the
majority (78%) accessed it a single time. Fourteen calls (2%)
had no specific patient associated with them.

There were 662 addiction medications prescribed during
our study time period (Table 2). The most prescribed addiction
medication was buprenorphine-naloxone (598 prescriptions
[90%]), followed by any form of nicotine replacement therapy
(35 [5.3%]), naltrexone (28 [4.2%]), and buprenorphine alone
(12 [1.8%]) (Table 2). Disulfiram was prescribed one time.

DISCUSSION
In this retrospective study of a telephone consultation

service for low-barrier addiction medications, we found that
the intervention served a high volume of patients, approximately
half of which were experiencing homelessness. Patients who
accessed care were more often younger, male, and White, com-
pared with the general DHS population.

Low-barrier addiction treatment interventions and tele-
medicine initiatives have become catalysts for improving access
to addiction treatment during the COVID-19 pandemic.8,9 More
than one-third of clinicians have reported starting buprenorphine
for patients with OUD without an in-person examination.8 Re-
laxed guidelines on prescribing have allowed for innovation in
telemedicine addiction services, which have demonstrated feasi-
bility and favorable treatment outcomes,3–5,9 although previous
interventions most often describe single-site pilot programs with
significantly fewer patients served than via our service.

We were initially surprised by the number of patients
experiencing homelessness who accessed our consultation ser-
vice. Although most prior addiction medication interventions
for patients experiencing homelessness have relied on either
mobile van services or on providing their patients with cell
phones,7,8 this population has less access to stable phone num-
bers with operational data plans, especially with unlimited mi-
nutes.10 To our knowledge, this is among the first interventions
utilizing community health workers to enter encampments and
interface directly with patients linking them with providers
e65



TABLE 2. Number of Calls, Caller Location, Patients, and
Medications Prescribed Via the Telephone Consultation Service
From March 2020 to March 2021

Calls 713 Total calls
142 Calls from patients calling more than once
14 Calls not involving patients

Caller location 338 Outreach
139 County jail
132 Ambulatory clinic
57 Patient calls
29 Other
18 Hospital/urgent care

Patients 557 Total patients
369 Patients with documented medication services
188 Patients without documented medication services

Medication 662 Total medications prescribed
589 Buprenorphine/naloxone
35 Nicotine replacement therapy
18 Oral naltrexone
12 Buprenorphine monotherapy
1 Disulfiram
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telephonically. In addition, this is one of the first broadly imple-
mented interventions to serve every DHS site and contracted
program, spanning the full continuum of care from acute care
hospitals and ambulatory clinics to street-based outreach teams.
Interestingly, we noted very low rates of medication prescrip-
tion for medications other than buprenorphine-naloxone and
naltrexone. This was in large part because most patients served
had OUD.

Like prior studies, we noted disparities in access to care
among racial/ethnic minorities.11–13 Even with a low-threshold
addiction treatment approach within a safety net institution,
we had a largely White population, compared with Los Angeles
County as a whole. This highlights that telephone delivery of
addiction medication does not erase the disparities in addiction
treatment among Black and Latino populations.11,12 There are
many structural factors shaping the availability of addiction
medication in communities in the United States, and the de-
mand for and acceptability of addiction medication are shaped
by factors that may include a lack of Black and Latino providers
offering these services as well as a lack of culturally specific and
responsive outreach, education, and treatment initiatives.12

Our study has limitations. Not every provider consistently
utilized the call-line registry so we may have missed encounters
that were not captured using standard processes. Similarly, not
all prescriptions were documented through the standard process.
Certain medications, such as varenicline and naltrexone, have
multiple use profiles, and we were not able to differentiate rea-
son for use. Our comparison group included all DHS patients,
e66
not only those with SUD, and thus, we were not able to draw
firm demographic conclusions. Finally, we did not have a mech-
anism to assess data on individual providers, medication receipt,
or continuity of ongoing care.

In summary, an addiction medication telephone consulta-
tion service can be a feasible approach to deliver low-barrier
treatment to high-risk patients, including those experiencing
homelessness, during the COVID-19 pandemic. More research
is needed to improve access to addiction treatment for Black and
Latino communities.
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