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Abstract

Background: In the US, seventy percent of drug-related deaths are attributed to opioids. In
response to the ongoing opioid crisis, New Jersey’s Medicaid program implemented the MATrx
model to increase treatment access for Medicaid participants with opioid use disorder (OUD).
The model’s goals include increasing the number of office-based treatment providers, enhancing
Medicaid reimbursement for certain treatment services, and elimination of prior authorizations for
OUD medications.

Objectives: To explore office-based addiction treatment providers’ experiences delivering care
in the context of statewide policy changes and their perspectives on treatment access changes and
remaining barriers.

Methods: This qualitative study used purposive sampling to recruit office-based New Jersey
medications for opioid use disorder (MOUD) providers (1). Twenty-two providers (11 female, 11
male) discussed treatment experiences since the policy changes in 2019, including evaluations of
the current state of OUD care in New Jersey and perceived outcomes of the MATrx model policy
changes.

Results: Providers reported the MOUD climate in NJ improved as Medicaid implemented
policies intended to reduce barriers to care and increase treatment access. Elimination of prior
authorizations was noted as important, as it reduced provider burden and allowed greater focus
on care delivery. However, barriers remained, including stigma, pharmacy supply issues, and
difficulty obtaining injectable or non-generic medication formulations.
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Conclusion: NJ policies may have improved access to care for Medicaid beneficiaries by
reducing barriers to care and supporting providers in prescribing MOUD. Yet, stigma and lack of
psychosocial supports still need to be addressed to further improve access and care quality.
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Introduction

The 1990s overprescription of opioid medications in the United States contributed to a

rise in opioid use disorder (OUD) and increasing rates of overdose and death, first with
prescription opioids then transitioning to heroin and later fentanyl (2). Medications for OUD
(MQOUD) are the first line of treatment for OUD and are available as methadone in strictly-
regulated opioid treatment programs (OTPs) that provide methadone maintenance treatment,
and by prescription as buprenorphine and naltrexone. Oral buprenorphine formulations

(e.g., Suboxone, Subutex) are most often used, but use of extended-release injectable (e.g.,
Sublocade) products is growing. Vivitrol, a monthly extended-release injection, is the most
common formulation of naltrexone; oral naltrexone is rarely used for OUD due to low
retention and effectiveness (3).

Access to MOUD remains a challenge, particularly for Medicaid beneficiaries and those
seeking treatment in general health care settings, although rates of MOUD delivery in
primary care settings are increasing (4). Although the long-standing requirement to obtain a
DATA-2000 waiver to prescribe buprenorphine was removed in 2023, additional barriers to
prescribing remain. Barriers commonly reported by prescribers include prior authorization
(PA) requirements for MOUD; low reimbursement rates for MOUD services; a lack of
knowledge among the PCP community; limited resources for providers to address patient
psychosocial barriers; stigma toward people who use drugs and MOUD as a form of
treatment; and concerns over diversion and increased monitoring by regulatory agencies
(5-9).

In response to the opioid crisis, the state of New Jersey enacted a series of policies to
increase treatment availability (10). As part of these reforms, New Jersey’s Division of
Medical Assistance and Health Services (DMAHS), the state Medicaid agency, developed
the MATrx Model (The Model) to increase access and utilization of non-methadone MOUD
services. The program was implemented in 2019 and targeted primary care providers (PCP)
and other practitioners in office-based settings, who at the time did not prescribe MOUD

in large numbers. The Model was designed to address barriers to prescribing MOUD in
office-based settings by removing PA requirements for MOUD in NJ’s Medicaid program;
establishing the Office-Based Addiction Treatment (OBAT) program, which increased
reimbursement rates for participating office-based providers delivering MAT services who
offer patient navigation services; creating reimbursement codes for patient navigators in
office-based settings; offering clinical guidance and support for participating providers,

in the form of technical assistance from two DMAHS-funded Centers of Excellence
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(COEs); and creating a network of “Premier Providers,” or integrated care settings such

as federally qualified health centers (FQHCs) and opioid treatment programs (OTPs) that
provide MOUD treatment. A study on the outcomes of New Jersey’s MATrx Model found
buprenorphine utilization and prescribing increased following implementation (11), and
other research has shown that similar initiatives can increase MOUD uptake. For example,
eliminating PA requirements likely increases buprenorphine prescribing (12,13), and support
for providers, provided by the COEs, has been shown to increase MOUD uptake and

reduce stigma toward drug users (14-16). Increasing reimbursement and providing additional
supports to providers to address patient psychosocial needs was also shown to expand
treatment availability and utilization among Virginia Medicaid enrollees (17).

Given the ongoing opioid crisis and the many alternative policy responses, there is a need to
understand provider perspectives on policies expanding access to evidence-based treatment
and identify service gaps and barriers to care. To date, little work has examined provider
perceptions of MOUD in a rapidly changing service and policy environment, and the
potential successes and limitations of state-level initiatives designed to improve access. This
study seeks to fill this gap by: exploring New Jersey office-based providers’ perceptions

of MOUD treatment and access in the context of policy developments and changes in the
treatment landscape; identifying remaining barriers to MOUD treatment that have been
insufficiently addressed; and recommending additional policy and structural changes to
improve MOUD access.

Recruitment and eligibility

This study utilized purposive sampling to recruit prescribers, office managers, and patient
navigators from NJ office-based practices that prescribe MOUD to Medicaid beneficiaries.
A sampling frame was developed by using state 2019-2020 Medicaid claims data to identify
prescribers in practices registered as Medicaid OBATS (identified using OBAT-specific
billing codes and provider setting documented on claims) as well as those in non-OBAT
office-based practices, to capture perspectives of providers in both practice types. Eligible
providers could have prescribed before or after MATrx implementation, or during both
time periods. We also included in the sampling frame buprenorphine prescribers listed in

a directory of NJ’s largest Medicaid managed care organization and a directory of NJ
Sublocade prescribers (18,19). We purposively selected providers who varied according

to patient volume (number of Medicaid patients prescribed buprenorphine), specialty, and
geographic location (urban, suburban), determined using Medicaid claims and NPI registry
data. Providers were added to the sampling frame to reflect diverse characteristics and
ensure that those with specific characteristics were not overrepresented (e.g., including
prescribers in small office-based practices and those in large, urban medical centers).
Using information collected through web searches, we contacted eligible individuals by
phone and email. Study eligibility criteria, verified in the initial contact, included current
employment as an MOUD prescriber, patient navigator, or office manager in a New Jersey
office-based practice that accepts Medicaid; and knowledge regarding MOUD practice and
policies in the state. Study recruitment continued until thematic saturation was achieved
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(20). From the sampling frame of 218 providers, a total of 22 interviews were conducted.
Of the remaining individuals, 190 could not be reached and 6 declined to participate.
Participants provided informed consent and all study procedures were approved by the
Rutgers University Institutional Review Board (IRB).

Data collection

This study utilized a pragmatic qualitative inquiry framework (1). Questionnaire
development was based on a review of MOUD service delivery and related policies

in NJ. Items related to implementation were informed by the Consolidated Framework

for Intervention Research (CFIR), which explores implementation outcomes from the
perspective of individuals with influence (21). CFIR domains reflected in the questionnaire
included Inner Setting and Outer Setting (e.g., questions pertaining to internal or external
contextual factors impacting implementation) and Implementation Process (e.g., questions
eliciting information on success of implementation) (21). The interview guide explored

the following areas: impact of NJ Medicaid policies on MOUD practice; perceptions of
MOUD access and service delivery; and remaining policy and practice barriers to uptake and
utilization of MOUD (see interview guide in Supplementary Material) (22,23). Four trained
graduate-level interviewers conducted interviews by phone or videoconference from August
2021 through February 2022. Interviews averaged one hour in length. All interviews were
audio-recorded and transcribed verbatim. Participants provided informed consent and shared
demographic and other characteristics via an online form. Study procedures were approved
by the Rutgers Institutional Review Board.

Analysis

Qualitative data were analyzed by three graduate-level researchers with training and
experience in qualitative methods. An initial codebook was developed deductively based

on concepts reflected in the study questionnaire. Additional inductive codes that emerged
from the data were discussed by the research team, added to the codebook, and retroactively
applied to previously coded transcripts. The first four interviews were coded by all analysts
and reviewed for consistency in coding styles and applications. Thereafter, two analysts
separately coded each transcript and met to discuss and resolve discrepancies. Analysts
then conducted a cross-case analysis, in which similarities and differences across cases are
examined to deepen understanding and explanation, and to enhance transferability to other
contexts (24). Pattern coding was used to group codes into a smaller number of themes.
Analytic memos were used throughout the process to document reflections and preliminary
interpretations, and descriptors were attached to transcripts to facilitate analysis by provider
characteristics (e.g., type, setting) (24). Dedoose software was used to manage and code
data.

Results

Participant characteristics are provided in Table 1. The sample was 50% female, 55%
non-Hispanic White, 14% non-Hispanic Black, and 9% Hispanic. 41% were physicians
(MD/DO) and 41% were advanced practitioners (nurse practitioners, physician assistants).
Among prescribers, the most commaon practice specialty was primary care (47%). Results
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of qualitative analyses are presented by theme. Theme summaries and additional illustrative
quotes are shown in Table 2. Participant descriptors (sex: F = female, M = male; provider
type: prescriber, administrator, navigator) are attached to quotations.

NJ MOUD climate improved

Providers reflected on the MOUD climate in NJ in recent years. As the policy landscape
changed, providers experienced fewer barriers and saw improved attitudes toward addiction
care among policymakers, insurers, other providers, and the community.

I’d say that in terms of writing a prescription for Suboxone, doing an induction
in my office and writing prescription and getting it filled at a retail pharmacy, it’s
really easy. It’s day and night from when | was started.

(929, Prescriber, M)

Interviewees described how New Jersey’s improvements in MOUD acceptability shifted
service delivery toward evidence-based practices, including dosage guidelines and decisions
around continuing or tapering medication. Whereas low doses and shorter treatment duration
were favored in the past, higher doses and longer treatment duration based on patients’ needs
and wishes have become more commonplace.

We typically start them at 16 milligrams as a routine starting point... But | always
tell the patients, “You are going to tell me when you’re ready to come down.” This
is a very fragile moment in their lives and it has to be done with great delicacy.

(967, Prescriber/Administrator, M)

Providers highlighted a key shift to improving MOUD care in New Jersey was elimination
of PA requirements for generic formulations of buprenorphine and naltrexone in 2019,
allowing faster access to treatment and reducing providers’ burdens:

In the beginning, forget it, [prescribing MOUD] was a headache. You try to get the
prior authorization and they’re going to cover the strips and not the tablets, and then
the tablets and not the strips, and then the generic and not the generic. But then
when the full restriction was removed, then it was just great.

(361, Prescriber, M)

A few respondents added that removal of PA allowed for greater focus on delivering high
quality care:

When we had prior auths for almost everything, we had almost like a full-time
nurse that was just doing that all the time. So now that nurse is able to spend time
with patients and be a nurse instead of managing PAs all day.

(828, Prescriber, F))

In addition to the PA changes, interview participants highlighted how technical assistance
from state-funded organizations were pivotal in attracting new MOUD providers and
supporting practices:
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The model of having the Center of Excellence has definitely benefited us. | think
we have a pretty good relationship with [COE staff member] and a lot of our
providers have gone through the [training] program.

(828, Prescriber, F)

Respondents who joined Medicaid’s OBAT program reported the payment structure,
enhanced reimbursement for prescribers and reimbursement for navigation, helped them
establish or expand MOUD programs:

When [colleague] said there is this OBAT program, there is reimbursement, it gave
us something to latch onto. Now we could make a program, an OBAT program and
having the billing aspect was definitely the bait to it.

(684, Navigator, M)

A few respondents further spoke to the added value of offering patient navigation services in
the OBAT program, which helped address patients’ psychosocial needs:

When they are able to get a certain resource... they always come back and thank
me, and we still continue to add different resources.

(167, Navigator, F)

MOUD barriers persisted despite policy efforts

PA changes improved medication access, but approval barriers remained—
Despite the overall improvement in MOUD access, prescribers continued to experience
barriers with specific formulations or brands: “/ mean the Vivitrol is more complicated
because it’s much more expensive.” (174, Prescriber, F). One provider, corroborated by
another who highlighted barriers with newer formulations, gave Sublocade as an example:
“We are able to do Sublocade, but it’s become so cumbersome that we’ve had no more than
two patients in a year.” (328, Prescriber, M).

Stigma associated with SUDs and MOUD persisted—Despite the increased
prevalence of programs and policies supporting MOUD administration, prescribers
described OUD/SUD stigma in primary care settings as barriers for patients and providers.

Although stigma is decreased, there is still a bit of stigma attached to the diagnosis
of an addictive disorder, and that limits the uptake for treatment.
(767, Prescriber, M)
Some providers suggested MOUD access could improve if more medical professionals were

to receive education related to addiction, an area the Centers of Excellence were meant to
address.

I think a lot of the reason is there’s just not enough education surrounding addiction
and as bad as it is in medicine, there just is still a stigma.

(125, Navigator, F)

Attitudes towards MOUD’s role in recovery affected MOUD prescribing
practices—Contextual factors that may have inhibited an even more positive effect of
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state-wide policies were provider willingness to give MOUD for long-term maintenance,
or whether they prescribed it as a short-term solution to support an ultimate goal of total
abstinence. Defined as intervention stigma (i.e., stigma associated with engagement in a
medical intervention) (25), MOUD decisions may vary according to providers’ concerns
about diversion or perception of MOUD as “just another drug” (9). Even with the enhanced
professional development available through the Model, a few providers held conservative
beliefs regarding MOUD and explicitly stated that their goal was to taper patients off
medications:

I think we do a pretty good job of weaning them down and we kind of tell them
from the very beginning, “You’re not going to stay on this dose, you’re going to
wean down and 1’m going to wean you and this is how we’re going to do it.”

(270, Prescriber, M)

Other providers recognized that returning to substance use was common among people with
SUDs and were willing to prescribe ongoing:

We wouldn’t just terminate them from the program... We just do our best to try to
help, but we don’t terminate, we don’t refuse services.

(463, Navigator, F)

Beyond provider-level differences in medication administration there were broader questions
as to the role of MOUD in SUD treatment:

There’s so much of a move towards harm reduction only. Meaning, let’s give them
Suboxone, nothing else, but at least we prevent overdoses and we prevent the
vagaries of serious opioid addiction. But we don’t treat any other aspects of their
addiction... So we’re reducing harm, but we’ve given up the emphasis of treating
an addiction, which | do not think can be done without psychosocial interventions.

(328, Prescriber, M))

Recommendations to improve MOUD treatment

Increase support for addressing psychosocial challenges—Interview participants
highlighted the ongoing psychosocial challenges associated with drug use. Navigators help
bridge patients to community resources, yet siloed systems of care exacerbate barriers:

One of the things that | see is people are not as committed to taking their
medications as they were, because they have other concerns that they are trying
to address. Like their housing, like their food, like they have relatives that passed
away from COVID.

(482, Prescriber, F)

Although NJ Medicaid covers medical transportation provided by a contractor, a

few interviewees reported transportation services as unreliable and a critical area of
improvement. One respondent said medical transportation should be “deemed a medical
necessity” (463, Navigator, F)in the context of the opioid crisis. Providers indicated a
further need for safe and supportive housing for people on MOUD, who often have limited
options:
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I think the biggest thing that | see the problem is housing... If they’re interested in
sober communities or on Oxford houses or any type of supportive housing, those
houses often don’t allow people on buprenorphine...So even if they say they’re
Suboxone friendly, they often won’t let people move in with Suboxone because
there’s so much stigma.

(828, Prescriber, F)
Psychiatric services were also said by some to be lacking for Medicaid enrollees:

There needs to be readily available, more mental health. There seems to be a lack of
mental health. And addiction and mental health are hand in hand.

(847, Prescriber, F)

Respondents also reported limited options when it came to referring patients to counseling,
community-based wrap-around services, or other non-pharmacological supports:

I think the outpatient IOP social work type of thing would be really important. To
follow these folks. I think it’s not always accessible or known where that support
system is.

(270, Prescriber, M)

Medication approval and pharmacy-level improvements—While providers
highlighted that elimination of PA requirements for generic MOUD improved medication
access, the fact that some formulations were still subject to PA remained a challenge.

One provider recommended that Medicaid “expand that mandate that all medications for
MOUD not require prior authorization” (767, Prescriber, M) beyond generic formulations,
while others suggested simplifying the process for obtaining extended-release injectable
medications.

Interview participants highlighted pharmacies as instrumental partners in MOUD access, but
shared that some pharmacies did not routinely stock adequate buprenorphine supplies or
held stigmatizing beliefs:

Some pharmacies still give [patients] a hard time because it’s an opiate... Some
pharmacies don’t carry a lot of it [buprenorphine] because of the cost, whether it’s,
“We only have the strips,” or, “We have the tablets, we got two milligrams, not the
eights,” and that sort of thing.

(361, Prescriber, M)

Expanding MOUD into other settings—Many providers suggested expanding
buprenorphine availability in non-traditional settings. A few providers highlighted how
emergency department (ED) based buprenorphine prescribing could be helpful given the
high prevalence of OUD among ED visits:

Another approach that we’ve seen in Pennsylvania is their Medicaid office provided
incentives to hospitals to implement these different pathways to ED treatment,
including buprenorphine induction and a couple other options, and a large incentive
to hospitals to make that work.
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(929, Prescriber. M)
Interviewees also spoke to improving access for key populations, including pregnant people:

I don’t know of any OB-GYN that prescribes Suboxone... Most OBs don’t
understand it, but it’s a huge problem... These OB providers are just afraid to
get somebody ... to even take a patient with Suboxone.

(366, Prescriber, M)

Another prescriber suggested improving transitions of care for people recently released from
correctional facilities, who often fail to continue treatment initiated during incarceration due
to structural barriers:

A third of all [people with SUDs] in New Jersey are rolling out of prisons and jails.
We’re just not using that platform efficiently to get any of them into the community.
That would be a great place to focus.

(967, Prescriber/Administrator, M)

Discussion

Interviews with NJ office-based MOUD providers highlight policy and payer strategies that
may reduce barriers to buprenorphine prescribing, as well as opportunities for addressing
remaining barriers. From providers’ perspectives, statewide policy changes, including those
implemented by Medicaid under the MATrx model, resulted in greater MOUD access

for NJ Medicaid enrollees and an overall improved MOUD climate. Providers found that
elimination of PAs decreased administrative burden, enabled providers to spend more time
with patients, and resulted in higher quality care. Providers stated that MAT Centers of
Excellence were a useful resource, and that OBAT programs, via hew reimbursement codes
for use in office-based settings, increased access to MOUD and psychosocial support in
those settings. Although the study design precludes making causal inferences regarding
policy effects, our interviews support the effectiveness of MOUD access policies like those
implemented by NJ Medicaid.

PA requirements have historically been noted as a major barrier to OUD treatment (26-28),
and although nearly all state Medicaid programs now cover MOUD (29), most still require
PAs (30). Participants in our study unanimously agreed that eliminating PA requirements
was tremendously beneficial, a finding that is backed by studies showing that removal of
PAs increases the availability of buprenorphine among Medicare beneficiaries (13) and

is associated with higher likelihood that addiction treatment facilities offer MOUD to
Medicaid patients (12). Despite these improvements, providers still experienced barriers to
medication approvals when changing dosages and formulations, especially for name brand
and extended-release injectable formulations (i.e., Vivitrol, Sublocade). These challenges
could be addressed by simplifying processes for obtaining medications or strengthening
referral networks so patients can be referred from office-based practices to organizations
with established protocols and resources for obtaining these medications. Study participants
reported pharmacy-level barriers too, including lack of supply, consistent with a recent audit
study of 11 states that found New Jersey pharmacies had the second-lowest availability of
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buprenorphine (31). These barriers, which may be due to pharmacist stigma and supply
caps imposed by pharmaceutical distributors in response to DEA regulations (31,32), could
be mitigated through pharmacist education on OUD, greater transparency in algorithms
used by pharmaceutical distributors in determining when caps are reached, and excluding
buprenorphine from monitoring approaches intended to reduce opioid diversion (33,34).

A consistent concern among providers was availability of psychosocial supports for
patients, understood both as psychotherapeutic treatment and resources to meet basic

needs. Respondents consistently highlighted psychological services as a crucial element

of addiction treatment, despite mixed empirical evidence on effectiveness of psychotherapies
for OUD and polysubstance disorders (35,36), or their potential to improve outcomes
beyond MOUD alone (36-38). Material needs were also regarded as critical necessities

that could derail recovery if not addressed. These barriers are consistently highlighted in
other studies as well (39), and often named by treatment recipients as integral to their
recovery (40,41). Housing was identified as a specific challenge for MOUD. Although
recovery housing is available in many communities, some programs prohibit residents from
using MOUD, while others have administrators or residents who hold negative attitudes
towards MOUD, limiting options for individuals on MOUD (42,43). Transportation is a key
factor in healthcare access and retention (44). The burden of lack of transportation may

be exacerbated by cost and geographic location for individuals with OUD (45), and care
management can be challenging even in places with limited public transportation due to
schedules and distance (46).

Consistent with prior research (27,28), study participants cited limited social or community
supports as a barrier to MOUD. Medicaid’s OBAT program, a component of the MATrx
model, sought to mitigate these concerns by establishing reimbursement codes for patient
navigation in office-based settings (47). Alongside this, NJ used State Opioid Response
grant funding to implement multiple statewide recovery support programs for people with
SUDs, including peer support services and community recovery centers located throughout
the state (48). Despite these supports being in place, no study participants identified them as
resources, which may suggest a lack of coordination among treatment and recovery support
services. Fragmented care is common for patients receiving SUD treatment, and care quality
and effectiveness could be improved through better integration (49).

Evidence-based care for OUD emphasizes the importance of MOUD treatment (50),
connecting patients to comprehensive services that specifically address their needs (41),
and engaging in collaborative shared decision making with their patients (51). Some
providers held conservative treatment views, preferring temporary MOUD use with an
intention of tapering patients off medications to achieve sobriety. Such views have been
identified as a barrier to MOUD care (18, 56) and are in tension with the emerging
literature suggesting MOUD treatment alone, regardless of continued illicit opioid use or
psychosocial intervention, is effective at maintaining individuals in treatment as well as
preventing overdose (52-54). Common among such MOUD perspectives was mandating
participation in comprehensive services, like counseling, but these requirements often lead
to decreased retention due to financial strain and other burdens (55). Among Medicaid
recipients in North Carolina, high retention in buprenorphine treatment was associated with
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higher starting doses, individualized treatment plans, and greater leniency (56). These results
indicate the influence and necessity of evidence based MOUD practice, centering individual
needs and utilizing a flexible approach to care.

Although New Jersey providers reported improvement in addiction care, their heterogenous
views of addiction treatment may reflect the ongoing problem of shared stigmas around
OUD. Stigma is a well-studied disruptor to the substance use care continuum (9,57). As
such, individuals with OUD may encounter singular or compounding forms of stigma (e.g.,
structural, public, self or MOUD related stigma)(58).

Patients consistently identify experiencing stigma in accessing SUD treatment (59), and
stigma is consistently linked to worse self-described health (60). Providers perceived stigma
as a barrier to increased system-level physician participation in addiction services (61),

and a reason why providers won’t prescribe MOUD and patients won’t access it (27).
Providers in our study suggested that further capacity building and education across the
healthcare continuum may reduce stigma and ultimately improve access to MOUD (26).
Moreover, providers should explore the effects of structural racism as a contributing factor
to stigma (55,56). A study capturing the experiences of Virginia office-based addiction
programs found political engagement and informative workshops may decrease community
stigma (62). The Respectful, Equitable Access to Compassionate Healthcare (REACH)
practice model, implemented in New York, offered a patient-centered, harm reduction
approach to MOUD care (63). Implementation of similar programs may challenge long

held stigmatizing perceptions of individuals with OUD, while concurrently building patient/
provider relationships and addressing workforce concerns. These goals are reached through
the harm reduction’s principal feature of centering patients’ needs, including treatment
readiness and psychosocial care (63).

Policy recommendations suggested by providers included expanding MOUD programs to
address the needs of people who are incarcerated, pregnant people, or patients being treated
in EDs. Although MOUD is being expanded in correctional facilities, and is available
throughout NJ state prisons, nationally most facilities do not offer MOUD at all, offer only
1-2 medications, or restrict who can access medications (e.g., pregnant people, individuals
already on MOUD prior to incarceration) (64-66). Among people who are pregnant, MOUD
has been shown to reduce adverse pregnancy outcomes as well as maintain people on
MOUD afterwards (67). Buprenorphine initiation in the ED is linked with longer treatment
retention after discharge (68), and highlighted by patients as another opportunity to be
offered MOUD as one of many treatment options (69).

Findings of this study should be interpreted with several limitations in mind. First, the
sample was limited to New Jersey office-based providers servicing Medicaid beneficiaries,
and results may not reflect the experiences of other provider types, those treating patients
covered by other payers, or providers practicing in other states. Although saturation was
achieved after 22 interviews, the sample size did not allow for subgroup analyses by
provider characteristics. All information contained in this study was self-reported and may
be impacted by social desirability bias, as respondents may have shared information that
reflects standards of care rather than their own practices. This study only captured provider
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perspectives on MOUD treatment in the context of state policy changes; additional research
is needed to understand patient perspectives.

Conclusion

Providers highlighted improvements in the MOUD climate in NJ, attributed by them in part
to Medicaid policies that aimed to reduce barriers and increase access to care. Elimination
of PAs for MOUD was consistently described as a critical change that simplified MOUD
prescribing and allowed providers to focus more on delivering high-quality care. Despite
these improvements, respondents identified multiple ongoing barriers, including difficulty
obtaining injectable and non-generic MOUD formulations, pharmacy-level supply issues,
and stigma. To further address policy and practice barriers, respondents recommended
increasing support for addressing psychosocial challenges, expanding MOUD access in
non-traditional settings, and ensuring that pharmacies stock adequate MOUD supply.
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Table 1:
Participant characteristics (N = 22)
n %

Sex

Male 11 50%

Female 11 50%
Education

MD/DO 9 41%

Advance practitioner (NP, PA) 9 41%

Other 4 18%
Race

Non-Hispanic White 12 55%

Non-Hispanic Black/African American 3 14%

Hispanic 2 9%

Other 3 14%

Missing 2 9%
Roleat Practice

Prescriber 16 73%

Navigator and office manager 3 14%

Navigator only 2 9%

Office manager only 1 5%
Prescriber specialty (N = 16)

Primary care 9 56%

Psychiatry 6 38%

Other 1 6%
Primary Practice Setting

Solo private practice 7 32%

Group private practice - single specialty 8 36%

Group private practice - multiple specialty 2 9%

Certified Community Behavioral Health Clinic 2 9%

Hospital-based or affiliated mental health clinic 1 5%

Non-OTP specialty substance use treatment facility 2 9%

Page 17

Note: Percentages may exceed 100% due to rounding. MD = Medical Doctor; DO = Doctor of Osteopathic Medicine; NP = Nurse Practitioner; PA

= Physician Assistant; OTP = Opioid Treatment Program (i.e., methadone clinic).
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