OUD related telehealth during the early pandemic reduced death,
independent of medication for OUD.

Hello colleagues!

These two articles were presented at this April’'s American Society of Addiction Medicine (ASAM) national
meeting as top Addiction Medicine articles of the year. As the public health emergency has now ended
and treatment programs are untangling what this means for workflows, | thought it would be useful to
take a look. It wasn’t until | dove into the details that | realized I'd inserted unwarranted assumptions
about what the findings implied.

There are two related articles here, but I’'ve focused on the one with the mortality benefit.
It raises questions that perhaps will get you thinking...| wish | could hear those thoughts!

Andrea
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METHODS

A two-cohort longitudinal design was used to examine the association of OUD-related telehealth (TH)
services with various outcomes.

CMS data sources for Medicare beneficiaries were linked to drug overdose death data from CDCs
National Death Index.

Two mutually exclusive cohorts were created: Prepandemic and Pandemic. The cohorts consisted of
Medicare beneficiaries who had NEW episodes of OUD-related care during the period defined. This
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means anytime a claim included OUD, the person was included in the cohort. This claim may or may not
have been for OUD maintenance medication in particular. Beneficiaries included only those with
continuous enrollment in Medicare Parts A, B, and D.

Three 6-month periods were identified: preindex, index and follow up

e If any episodes of care occurred in the preindex period (i.e., the six months before the new
treatment episode) the person was excluded.

e The Prepandemic cohort started treatment March 2019-Aug 2019 (index) and outcomes were
evaluated six months later, Sept 2019 — Feb 2020 (follow up).

e The Pandemic cohort started treatment March 2020- Aug 2020 (index) and outcomes were
evaluated six months later, Sept 2020- Feb 2021 (follow up).

e Of note, a policy change implemented in Jan 2020 provided a new Medicare part B benefit
covering methadone treatment.

The authors identified an OUD-related TH visit as a Part A or B claim with an OUD dx and TH service
code. Receipt of medication was based on part D claims for ER naltrexone and buprenorphine and part B
claims for methadone. Drug overdose deaths were identified with ICD codes for the underlying cause of
death.

A regression analysis was done with the pandemic cohort only. It assessed the association of OUD-TH on
mortality. This adjusted for the baseline characteristics (presumably those in Table 1), percentage of
days patients received any OUD-and non-OUD related services, and state of residence.

MAIN RESULTS

Patients were ~57% female, and approximately half of the cohort was under age 65. 80% were non-
Hispanic white, 78% lived in metropolitan areas, ~53% had dual Medicare /Medicaid and ~43% received
disability. Co-occurring substance use disorder diagnoses were less would be expected for OUD
populations (ie, 12% alcohol, 35% tobacco, 7% cannabis, 4% cocaine, 5% stimulant, 20% >=2substance).
(note these were based on claims data only). Co-occurring MH disorders were common, with 56%
anxiety, 55% MDD, 8% PTSD. Medical illness was common, notably including 77% CV/circulatory
disorders, 89% acute or chronic pain.

The 2022 article highlighted that more MOUD was received in the pandemic cohort than prepandemic
(12.6% vs 10.8%, P < .001). This difference was driven by receipt of methadone through Opioid
Treatment Programs (OTPs). (4.0 vs 1.4% ; P <.001). Of note, receipt of buprenorphine and ER
naltrexone from pharmacies was slightly less common during that pre-pandemic. (Buprenorphine 8.5%
pandemic vs 9.2% pre; P <.001 and ER naltrexone 0.3 vs 0.4 %, P =.01). MOUD retention from OTPs
(primarily methadone) was higher on all measures, but for buprenorphine, some measures showed no
or minor differences, and one (retention for >80% of eligible days) was higher pandemic vs pre. (31 vs
33% for buprenorphine, 0 to 51% for methadone).

Compared with no MOUD, fatal drug overdoses were 59% less likely among individuals who received
MOUD from an OTPs and 38% less likely among those treated with buprenorphine in an office-based
setting.



Prepandemic Pandemic p
Received OUD-related TH 0.6% 19.6% <0.001
services (n=590) (n=13809)
Received MOUD 10.8% (n=11304) 12.6% (n=8826) <0.001
All cause mortality 76.8 99.9 <0.001
(rate of death per 1000)
Drug overdose mortality 3.7 5.1 <0.001
(rate of death per 1000)
% of all deaths due to drug | 4.8 5.1 0.49
overdose

This table highlights the increase in TH, that only 1 in 8 people with an OUD dx were receiving
medication through Medicare D, that 1 in 5 received OUD related TH services, and that though mortality
increased prepandemic to pandemic, the percent of all deaths due to overdose did not change.

Finally, regression analysis showed that in the pandemic cohort, adjusted odds of fatal drug overdose
among those receiving OUD TH services was 33% lower than in those not receiving OUD-related TH
services, (aOR 0.67, 95% Cl 0.48-0.92). This was independent of the effect of MOUD, such that the
reduction in mortality is associated with accessing an OUD-TH service alone.

CONCLUSION

In a population of Medicare patients in the first year of the pandemic, with a new Medicare benefit for
methadone, and increased OTP flexibility, and TH options, methadone treatment for OUD increased
while buprenorphine and ER naltrexone decreased slightly. Methadone retention was higher than
prepandemic (when it was 0% by some markers), while buprenorphine retention outcomes were mixed.
Both methadone and buprenorphine treatment showed high mortality benefit, but ER naltrexone did
not. Further, there was 33% reduction in overdose death associated with OUD-related TH that was
independent of medication prescription.

COMMENTARY
First some notables:

e Only 19 % of the pandemic cohort was getting their OUD care via TH. The remainder were
presumably getting care through OTPs, nursing homes or in medical settings where services
were not coded as TH.

e Therise in MOUD initiation from prepandemic to pandemic was due to increased enrollment in
methadone treatment, concomitant with a new Medicare benefit as well as increased OTP
flexibility.

e Buprenorphine retention did not definitively improve over this period, though methadone
retention did, concomitant with changes just mentioned.



e Retention in treatment remains suboptimal (~30% long term for office-based buprenorphine vs
51% methadone from OTPs) but is associated with high mortality benefits (~60% reduction for
methadone, ~40% for office-based buprenorphine).

e ER naltrexone did not show mortality benefit for OUD.

Regarding mortality and OUD- related TH

Evidence supports medication for OUD as the main driver of benefit in OUD treatment. This trial, done in
a Medicare and dual eligible Medicare/Medicaid population supports the giant mortality benefit of
partial and full opioid agonist medications. It also shows a 33% lower risk of death associated with OUD
-related TH care that was independent of medication for OUD. This begs the question, What aspect of
OUD-related TH care could have led to this reduction? Or was OUD-TH just a marker for something else
that was not evaluated? Or does it have to do with validity of the study?

Let’s get this out of the way: Is this valid /was something missed?

Could the claims database have missed MOUD such that the people getting TH were actually getting
medication, but the claims don’t show that? All the patients in the database had Medicare D
(prescription coverage). I've encountered onerous PAs for Medicare that would have been extra difficult
to process during the pandemic when office function went haywire. Might that or other barriers to using
the part D benefit (like medical treatment wait times), have moved people to just pay cash for
prescribed medication, or get illicit medication while they engaged in OUD-TH behavioral care? Maybe.
In that case, the OTP-TH effect would be at least partly a medication effect that was just not measured.

Is OUD-related TH a marker for an unmeasured confounder that was the actual cause of the overdose
mortality benefit?

Might TH engagement be a marker for people who were better off in general? Being able to access TH
probably meant you had a home, with access to the internet and the wherewithal to use it to get help.
Maybe you had a better economic situation, and/or were less isolated, and/or had lower SUD disease
severity. Or more motivation to stop using so you bothered to get behavioral treatment. Or you were
cared for in a higher functioning health system. Even moderate OUD is a challenge to treat without
medications though, so this is questionable. But we’d be wise not to underestimate the power of higher
executive function, socio-economic status and/or motivation that may not be adjusted for by the
demographics available.

What if it was OUD-related TH that was responsible for the mortality reduction?

What does OUD related TH- independent of medication - consist of? The paper’s supplement describes
OUT-TH as any behavioral or medical service where an OUD diagnosis was coded. It could have been an
IOP or a counseling intervention, or a medical visit where the provider was seeing the patient for



something other than MOUD, ie, fup for an oud related infection. (Because they adjusted for MOUD,
this would remove the effect of encounters that involved prescribing medication).

Could it be that this population of individuals, many with mental health diagnoses, benefitted from
social connection at a time when they needed it most? Perhaps simply having access to a health
professional during the grim days of lockdown, when it felt to some like the world was ending,
addressed social isolation and despair, and made a return to use and subsequent overdose less likely.
And if that is the case, how does that bear on decisions now that we are out of lockdown? Is it different,
or as Dr Vivek Murthy, our Surgeon General suggested, was loneliness a problem before the pandemic,
that grew with isolation and remains a critical issue that TH might mitigate?

So, even as this study’s main result does not in itself support TH over in-person visits for office based
MOUD (as | had thought), and has the potential for confounding, it does suggest that TH access for OUD
related care could have a significant mortality impact on a population entering treatment for OUD
independent of medication for OUD.

Additional studies with different methods can help us to better understand the active ingredients of
OUD-TH, to sort out the potential for confounding described above, and to consider how these findings
apply post-pandemic, in a broader population of people with SUD.
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