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Abstract
Background  Section 1262 Consolidated Appropriations Act of 2023 eliminates the federal DATA waiver registration 
requirement to prescribe buprenorphine for opioid use disorder (OUD), along with patient limits, perhaps as a 
way to increase provider capacity to prescribe buprenorphine. Understanding the factors that influence provider 
capacity, patient access, and whether community need for MAT is met could inform how to capitalize on DATA waiver 
eliminations in the United States.

Methods  This observational study utilized required reporting from two cohorts of the Rural Communities Opioid 
Response Program (RCORP). Consortia (N = 80) provided data on OUD/SUD-related services, service area information, 
consortium membership, and grant progress, including barriers to and facilitators of achievements. These data 
were combined with National Survey of Drug Use and Health (NSDUH) and U.S. Census Bureau’s 2016−2020 American 
Community Survey (ACS) 5-Year Estimates Data to examine MAT capacity, access, and service area need.

Results  A 79% increase in potential buprenorphine prescribers from 2019 to 2022 resulted in 1,060 rural providers 
with the ability to prescribe buprenorphine. The number of individuals who received MAT increased by 42% over the 
same three years, with over 20,000 individuals receiving MAT by the end of the funding period. While both capacity 
and access did increase, an additional 11,454 individuals could have potentially received buprenorphine if all waivered 
providers prescribed to a conservative patient limit of thirty patients. 70% of consortia provided MAT to at least 11.5% 
of their estimated service area need (national rate of MAT provision among individuals 18 years and older with an 
OUD), indicating unused MAT capacity was not related to lack of service area need. Provider (e.g., concerns of clinical 
complexity), patient (e.g., mistrust of the healthcare system), pharmacy (e.g., cost concerns), and pharmacist (e.g., 
stigma) barriers impacted MAT provision and availability.

Conclusion  MAT treatment capacity is a necessary but not exclusive requirement for increasing access to MAT. 
Addressing the multi-faceted barriers to prescribing MAT, particularly buprenorphine, will be critical to ensure 
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Background
As opioid overdose deaths (alone or in combination with 
other drugs such as fentanyl and methamphetamine) 
show few signs of abatement [1, 2], federal agencies have 
funded and continue to fund initiatives to increase access 
to medication-assisted treatments (MAT)1 for opioid use 
disorder [e.g., SAMSHA’s State Targeted Response to the 
Opioid Epidemic (STR), State Opioid Response Grants 
(SOR), Medication-Assisted Treatment – Prescription 
Drug and Opioid Addiction (MAT-PDOA), HRSA Rural 
Communities Opioid Response Program (RCORP)]. The 
opioid agonist buprenorphine tends to be the focus of 
medication expansion efforts due to its robust evidence 
base [3–6], low overdose risk [6], and induction with-
out the need for a week-long period of abstinence [7]. 
Additionally, buprenorphine can be prescribed in non-
specialty settings such as primary care facilities, which 
is advantageous in areas with limited substance use dis-
order (SUD) treatment and MAT access such as within 
rural communities [3, 8, 9].

Key to increasing MAT access, specifically buprenor-
phine access, is having a workforce able to prescribe 
MAT. This condition is particularly critical in rural 
communities, given that nearly 30% of rural Americans 
lived in a county without a buprenorphine provider in 
2017 [10]. Importantly, the number of providers able 
to prescribe buprenorphine, generally called waivered 
providers,2 has increased over the years, with some of 
the largest increases seen in rural counties [11]. How-
ever, many waivered providers either do not prescribe 
at all or do not prescribe to the maximum limit allowed 
[12, 13]. For example, Jones and colleagues [12] found 
that 36–44% of waivered providers had not prescribed 
buprenorphine at all, and among those who did pre-
scribe, the most common caseload was only 1 to 4 
patients per month. Regulatory, training, and caseload 
limit requirements were often seen as barriers to devel-
oping a buprenorphine workforce [6, 9, 14, 15]. Hence, 
Sect.  1262 of the Consolidated Appropriations Act of 
2023 [16] eliminates the federal DATA waiver registra-
tion requirement to prescribe buprenorphine for opioid 

1 While the field is moving toward using the term, medications for opioid 
use disorder (MOUD), MAT was the term used during data collection and 
hence is used in this paper.
2 Until December, 2023, practitioners interested in prescribing buprenor-
phine outside of an Opioid Treatment Program (OTP) had to apply for and 
receive a Drug Addiction Treatment Act of 2000 (DATA) waiver (also called 
X-waiver) that required 8 h of specialized training for physicians and 24 h of 
specialized training for advanced practitioners.

use disorder (OUD), along with eliminating patient lim-
its, perhaps as a way to increase provider capacity to 
prescribe. Now, any practitioner with a current Drug 
Enforcement Administration (DEA) registration number 
and Schedule III authority who meets Sect. 1263’s statu-
tory training requirements can prescribe buprenorphine.

As the impact of the waiver elimination unfolds, 
understanding the factors that historically influenced 
provider capacity and prescribing, patient access, and 
whether community need for MAT is met could inform 
how to capitalize on DATA waiver eliminations particu-
larly in rural communities. Consequently, the purpose 
of this paper is to: 1) explore the relationship between 
MAT capacity and access (i.e., buprenorphine) in rural 
communities over time within the first two cohorts of a 
federal initiative designed to reduce the morbidity and 
mortality of OUD through increases in MAT provision3; 
2) examine whether rural consortia meet the national 
minimum rate of MAT provision (i.e., MAT benchmark); 
and 3) identify barriers that impact the results. This focus 
on MAT capacity and access in rural areas as well as the 
examination of whether unused MAT slots is a result of 
limited treatment demand contributes to the scientific 
conversation of this topic.

Methods
Study design and participant cohorts
This observational study occurred as a part of an evalu-
ation of the Health Resources and Services Adminis-
tration’s (HRSA) Rural Communities Opioid Response 
Program (RCORP). The rural consortia (i.e., a lead entity 
with member organizations) included in this analy-
sis received a three-year grant in Fiscal Year (FY) 2019 
(9/1/2019–8/31/2022) to reduce the morbidity and mor-
tality of OUD in their communities. As part of required 
reporting, consortia provided data on OUD/SUD-related 
services, service area information, and consortium mem-
bership to the funding agency on behalf of their consor-
tium member organizations every six months during the 
award period through HRSA’s Performance Improvement 
and Measurement System (PIMS). To facilitate report-
ing, consortium members received and were trained in 
a data collection workbook that included the measures 

3 RCORP is a multiyear muti-focused HRSA initiative aimed at reducing 
the morbidity and mortality of SUD, including OUD, in rural communi-
ties. RCORP funds multisector consortia that aim to (1) strengthen capac-
ity to implement and sustain SUD/OUD and behavioral health activities; (2) 
strengthen and expand SUD/OUD and behavioral health prevention, treat-
ment, and recovery services.

the Consolidated Appropriations Act of 2023 does in fact result in a larger workforce that actually prescribes 
buprenorphine and a pharmacy system that stocks these medications.

Keywords  Rural, Buprenorphine, Opioids, Treatment capacity, MAT
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to be reported, guidance on what did and did not count, 
and a data collection checklist to flag potential inaccura-
cies that should be addressed prior to submission. Auto-
mated fields aggregated consortium member information 
for reporting by the lead agency to reduce aggregation 
errors. Additionally, monthly data coordinator meetings 
reviewed guidance and addressed areas of confusion to 
facilitate data accuracy. Of the 92 FY 2019 consortia, 12 
were excluded from PIMS analyses due to incomplete 
or inconsistent data, leaving a study group sample of 80. 
Consortia also provided quarterly and then biannual data 
on their progress, including barriers to and facilitators of 
achievements. Similar to PIMS, consortia leads collected 
progress report data from their members for submis-
sion on behalf of the entire consortium. This work was 
deemed exempt by JBS’s institutional review board, given 
that data were part of required grant reporting.

Across the 80 included consortia, there were 1,107 
member agencies, representing an array of health, behav-
ioral health, and social service agencies, with an average 
of 14 member agencies per consortium (SD = 11). Medical 
providers constituted the majority of consortium leads, 
with 30% led by a hospital (n = 24) and 35% led by other 
medical providers, such as a Federally Qualified Health 
Center (FQHC) or a primary care provider (n = 28). 
Nearly three-quarters (72%, n = 58) of lead agencies were 
located in a rural-designated area [17]. Although some 
lead agencies were located outside of a rural-designated 
area, their service areas had to be in rural-designated 
areas. Consortia operated in 329 counties across 37 states 
in the continental U.S. Most consortia operated in more 
than one county within a single state (65%, n = 52). While 
they had a wide range of service area populations, few 
areas had more than 250,000 individuals (10%, n = 8). 
Demographic data of lead agency project directors (i.e., 
respondents) were not collected in PIMS or progress 
reports. Hence, demographic data are unavailable.

Data sources and measures
Performance Improvement and Measurement System (PIMS) 
data
Biannually, consortia submitted required data on SUD/
OUD performance metrics to HRSA. This analysis 
includes three PIMS metrics: (a) the reported service 
area population in the first six-month reporting period, 
(b) the number of providers in each consortium with a 
DATA 2000 waiver in each six-month reporting period, 
and (c) the number of individuals who received MAT4 
(alone or in combination with psychotherapy) from agen-
cies and organizations represented within the consor-
tium at each six-month reporting period. Given RCORP’s 

4 MAT was the term used during data collection and hence is used in this 
paper.

focus on increasing buprenorphine prescribing, while 
other medications could be reported, the number of indi-
viduals who received MAT is predominately the number 
of individuals who received buprenorphine.

RCORP progress report data
RCORP Progress Reports gather data on grant activi-
ties, successes, challenges, and contextual factors that 
could impede or facilitate RCORP grant performance. 
Beginning September 1, 2019, FY19 consortia answered 
questions each quarter; beginning September 1, 2021, 
reporting shifted from quarterly to biannually. Lik-
ert scales, continuous, dichotomous, checkboxes, and 
text (e.g., detail when an “other” category was selected) 
response formats were used based upon the question. 
This analysis includes questions on (a) the extent (con-
sortia reported large or moderate impacts) to which 
potential barriers impeded their consortium’s ability to 
provide MAT and (b) whether pharmacy-related barri-
ers were endorsed by consortia as reasons for pharmacies 
not stocking medications among consortia reporting that 
at least one medication (from a list of approved medica-
tions for OUD) was unavailable in pharmacies in their 
service area (e.g., injectable naltrexone, buprenorphine). 
Barrier data contained in this paper are from the Septem-
ber 2022 progress reports.

U.S. Census Bureau’s 2016−2020 American Community 
Survey (ACS) 5-Year Estimates Data
The ACS is a rolling population survey implemented 
annually. Its 5-year estimates provide increased preci-
sion and reliability, particularly for rural areas [18]. We 
matched a county-specific estimate of the percentage 
of the population aged eighteen and older with each 
RCORP consortium’s service area and multiplied it by 
their reported population in the first six-months to esti-
mate an age-adjusted population. For consortia operating 
in more than one county, we used the mean percentage 
aged eighteen and over across their service area counties.

National Survey of Drug Use and Health (NSDUH)
NSDUH provides nationally representative estimates of 
substance use disorders and related issues. We utilized 
the following published results from the 2020 NSDUH as 
benchmarks and comparators to consortia’s data: (a) the 
national OUD prevalence rate of 1% [19] and (b) the per-
centage of individuals 18 years and older with OUD who 
received MAT (11.5%) [20].

Data analyses
The study team used SPSS 27 for all data processing and 
analyses. In preparation for analyses, three variables were 
computed.
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Estimated number of individuals with OUD at each six-month 
reporting period
We multiplied each consortium’s age-adjusted service 
area population by the 2020 NSDUH past-year OUD 
prevalence rate of 1% [19], which covered most of the first 
project year. This number was divided by 2 to account for 
the six-month reporting period in the PIMS data.

Potential number of MAT slots
We multiplied each consortium’s reported number of 
providers with a DATA 2000 waiver by 30, which was the 
first-year MAT limit for new providers at that time, to 
project the number of potentially available patient slots 
for MAT in each six-month reporting period. We used 
this conservative caseload estimate, given that individual 
provider prescribing limits were unknown.

MAT benchmark
We created a consortium-specific MAT benchmark to 
examine whether consortia were meeting the national 
OUD treatment rate. We multiplied the estimated num-
ber of individuals with OUD at each six-month reporting 
period (OUD prevalence rate multiplied by age-adjusted 
service area population) by 11.5%, the MAT treatment 
rate of individuals 18 and over with OUD who received 
MAT in the 2020 NSDUH. This calculation provided the 
minimum number of individuals in a service area who 
should have received MAT based on national treatment 
rates. We then compared the benchmark with the con-
sortium’s number of individuals who received MAT to 
determine whether each consortium met or exceeded the 
national MAT rate.

Results
Change in MAT capacity and access
Service capacity increased as a result of the added 
workforce able to prescribe buprenorphine through-
out the three-year award period. As illustrated in 
Table  1, changes in the number of waivered provid-
ers ranged from − 1.62 to 26.06%, depending upon the 
six-month reporting period. Using a conservative esti-
mate of 30 MAT patients per each waivered provider, 

Fig. 1 illustrates the changes in the number of potential 
MAT slots over the award period. Overall, the capacity 
to deliver MAT increased by 79% from 17,790 potential 
buprenorphine slots among 593 waivered providers at 
inception to 31,800 potential buprenorphine slots among 
1,060 waivered providers at the conclusion of the award 
period.

Not surprisingly, MAT access also increased through-
out this three-year period. The number of individuals 
who received MAT (see Fig.  1) increased by 42% from 
the first (N = 14,283) to the final (N = 20,346) reporting 
period. Despite these gains, a gap between the number 
who received MAT and the number of potential MAT 
slots grew from 3,507 potentially unused slots in the first 
reporting period to 11,454 potentially unused slots in the 
final reporting period. In other words, potential MAT 
capacity exceeded MAT provision.

MAT capacity and service area need
To examine whether unused capacity (i.e., the difference 
between MAT receipt and potential MAT slots) was a 
result of consortia meeting the MAT need that existed in 
their communities, we compared (1) the number of indi-
viduals who received MAT with the estimated number 
of individuals who needed MAT (i.e., the age-adjusted 
number of individuals with an OUD in consortia’s service 
areas), and (2) the potential MAT slots with the estimated 
number of individuals who needed MAT. As shown in 
Fig.  1, the estimated service area MAT need was larger 
than the number of individuals receiving MAT, suggest-
ing that there was an ample number of individuals with 
OUD who could have benefitted from filling a potential 
unused MAT slot. While the number of potential MAT 
slots throughout the award period was not enough to 
entirely meet community MAT need, had waivered pro-
viders prescribed to a conservative number of thirty indi-
viduals each, at least 82% of the estimated MAT need 
could have been met.

Consortia prescribing at the national MAT rate
Given the individual, system, and provider barriers to 
MAT provision, which can be entrenched and signifi-
cantly impact access to care, we believe it was impor-
tant to assess whether consortia met or exceeded the 
national rate of MAT provision for individuals with 
OUD. In this way, access numbers can be contextual-
ized to national MAT treatment receipt. As shown in 
Fig. 2, 51% of consortia provided MAT to 11.5% or more 
of their service area’s estimated need (i.e., to individuals 
with OUD) at the beginning of the award period. By the 
end of the award period, 70% of consortia provided MAT 
to at least 11.5% of their estimated service area need, a 
37% increase. As Fig. 2 also shows, had each consortium 
prescribed MAT to at least thirty patients per waivered 

Table 1  Number of providers with a DATA waiver and 
percentage change across reporting periods
Reporting period Number of waivered 

providers
Percentage 
change from 
prior report-
ing period

9/1/19–2/29/20 593 n/a
3/1/20–8/31/20 733 23.60%
9/1/20–2/28/21 924 26.06%
3/1/21–8/31/21 924 0.00%
9/1/21–2/28/22 909 -1.62%
3/1/22–8/31/22 1,060 16.61%
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Fig. 2  Percent of consortia meeting 11.5% of estimated service area MAT need. Note. Number of consortia included in analysis is 80. The national rate of 
MAT provision (11.5%) is among individuals 18 years and older with an OUD

 

Fig. 1  MAT potential capacity, access, and estimated service area need. Note. Number of consortia included in analysis is 80
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provider, an additional 14–23% of consortia would have 
met the national MAT rate.

Barriers to MAT provision
As illustrated in Table 2, barriers to MAT provision fell 
within two categories: provider and patient barriers. At 
the provider level, almost half (46%) of consortia reported 
that providers had a difficult time engaging individuals in 
treatment, with slightly more than one-third of consortia 
reporting that provider apprehension about the clinical 
complexity of cases and negative stereotypes about indi-
viduals with OUD affected their willingness to treat this 
population suggesting healthcare stigma toward indi-
viduals with OUD [21–25]. A third of consortia reported 
that provider unwillingness to prescribe medications for 
OUD at all or to their buprenorphine patient caseload 
limit impacted MAT access in their service areas, an issue 
commonly reported in the literature [26, 27]. Finally, 14% 
of consortia reported that providers did not see MAT as 
a best practice for treating OUD suggesting intervention 
stigma toward MOUD [28–30].

At the patient level, 69% of consortia attributed access 
issues to logistical barriers (e.g., transportation, limited 
cell phone limits impacting telehealth), with roughly 40% 
of consortia attributing it to lack of insurance. Almost 
one-third reported that prior patient histories of poor 

treatment resulted in mistrust of the health care system, 
which may be related to the 49% of consortia reporting 
individuals were not presenting for treatment, as well as 
poor engagement mentioned above. Thirteen percent 
reported that patients refused MAT as a treatment.

Barriers to MAT availability
Consortia also reported that pharmacy- and pharmacist-
related barriers impacted MAT availability (see Table 3). 
At the pharmacy level, roughly 25% of consortia reported 
that pharmacies’ perceived that a lack of demand for 
MAT (causing concern that unsold medications would 
expire with limited options for drug company reimburse-
ment) impacted their willingness to stock these medi-
cations. Roughly one consortium in five reported that 
stocking medication was also negatively impacted by 
concerns of financial losses, as well as fear about trig-
gering a DEA investigation. At the pharmacist level, 25% 
of consortia reported that pharmacists’ lack of MAT 
knowledge or training, coupled with not seeing MAT as 
a best practice (reported by 16%) and not wanting indi-
viduals with OUD in their pharmacies (reported by 16%), 
impacted their willingness to stock these medications.

Discussion
Data contained in this paper illustrate sizable increases 
in the number of DATA-waivered providers able to pre-
scribe buprenorphine in rural communities throughout 
the U.S., even in the midst of a global pandemic. By the 
end of three years of grant funding, consortia had 1,060 
providers with the ability to prescribe buprenorphine, 

Table 2  Provider and patient barriers limiting MAT access 
(N = 78)
Barrier Number (%) of con-

sortia reporting large 
or moderate impacts
(N = 78a)

Provider Barriers to MAT Provision
Perceived Clinical Complexity 28 (36%)
Unwillingness to Provide MAT at All or to 
Capacity

26 (33%)

Negative Stereotypes About Individuals With 
SUD/OUDb

25 (32%)

Difficulty in Getting OUD Patients Who Present 
to Engage in Treatment

36 (46%)

MAT Not Seen as a Best Practice 14 (18%)
Patient Barriers to MAT Provision
Mistrust of the Health Care System 26 (33%)
Refusal of MAT as a Treatment Approach 11 (14%)
Individuals in the Community with OUD Are 
Not Presenting for Treatmentb

38 (49%)

Lack of Insurance (un- or under-insured) 32 (41%)
Logistical Barriers (e.g., transportation, 
telehealth-related issues such as no internet 
connection or cell phone)

54 (69%)

a Among the 80 consortia included in our main analysis sample, 2 did not 
complete progress reports, leaving a sample of 78 for the barriers analysis
b One of the 78 consortia did not respond to the Negative Stereotypes About 
Individuals with SUD/OUD item, and another consortium did not respond to the 
Individuals in the Community with OUD Are Not Presenting for Treatment item, 
leaving a sample size of 77 for these two items

Table 3  Pharmacy and pharmacist barriers limiting MAT 
availability (N = 61)
Reasons Number (%) of 

consortia en-
dorsing reason
(N = 61a)

Business-Related Reasons
Concerns About Triggering a DEA Investigation 11 (18%)
Perceived Lack of Demand (causing concern the 
pharmacy would be left with unsold expired 
medications)

16 (26%)

Financial Losses Due to Medication Costs 9 (15%)
Pharmacist-Specific Reasons
Lack of MAT Knowledge or Training Among 
Pharmacists

15 (25%)

Not Wanting Individuals with OUD in the Pharmacy 10 (16%)
Reluctance to Dispense to Patients Not from the 
Area the Pharmacy Serves

9 (15%)

MAT Not Seen as Best Practice by Dispensing 
Pharmacists

8 (13%)

a Questions on pharmacists and pharmacy barriers were only asked of consortia 
that reported that at least one medication for OUD had limited or no availability 
in their area. Among the 80 consortia included in our main analysis sample, 61 
reported some limitations in medication availability and were included in this 
analysis
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representing a 79% increase in potential prescribers from 
2019 to 2022. Along with increases in potential provider 
capacity, the number of individuals who received MAT 
increased by 42% over the same three years, with over 
20,000 individuals receiving MAT by the end of the fund-
ing period. Unfortunately, gains made in MAT capacity 
by rural consortia were not followed by comparable gains 
in MAT access among individuals with OUD. While both 
capacity and access did in fact increase, an additional 
11,454 individuals could have potentially filled unused 
buprenorphine slots and received buprenorphine if all 
waivered providers prescribed to a conservative patient 
limit of thirty patients. These findings align with previ-
ous research showing that most waivered providers are 
not prescribing buprenorphine to their full capacity [12, 
13, 31]. Importantly, the gap between MAT provision and 
potential capacity does not appear to be the result of a 
lack of need, as the number of individuals in the service 
areas who were projected to have OUD was consistently 
higher than the number who received MAT. It is impor-
tant to note, however, that it is possible that individuals in 
need may have received MAT from MAT providers who 
were not part of the consortia. For example, it is possible 
that some individuals may have been receiving metha-
done at an opioid treatment program (OTP) outside of 
the consortia given that only 32% of consortia reported 
methadone availability within their consortia [32, 33]. 
However, we estimate the number of individuals receiv-
ing MAT from MAT providers outside of the consortia to 
be small, as funding decisions were based on rural areas 
with limited MAT resources. Nonetheless, identifying 
and subsequently exploring other data sources to further 
estimate how much unmet need may have been met by 
providers outside of the consortia could provide addi-
tional information on this topic. Unfortunately, many of 
these datasets bring limitations which would need to be 
taken into account if used (e.g., N-SSATS includes only a 
biannual frequency of client level data, point prevalence 
data, and it focuses on facilities rather than practitioners).

Our analyses also reveal a diverse set of barriers 
impacting MAT provision, adding additional evidence to 
qualitative reporting on this topic [9, 14, 23–25, 28–30]. 
Not surprisingly, providers who do not prescribe at all 
or only to a few clearly impacted provision, as did stigma 
toward individuals with OUD and to some extent lack of 
knowledge about and stigma toward MAT. Prior negative 
experience with health care providers at the patient level, 
coupled with limited knowledge of MAT’s benefits, could 
contribute to consortia reports of treatment initiation 
and engagement difficulties. It is important to note that 
pharmacies and pharmacists are also a factor in MAT 
access. Pharmacy willingness to stock medications to 
treat individuals with opioid use disorder was negatively 
impacted by cost concerns, fear of DEA investigations, 

stigma, and lack of knowledge about OUD best practices. 
This finding supports a growing body of literature that 
suggests pharmacies pose another barrier to addressing 
the opioid epidemic [34–36].

Data contained here and put forth by others [12, 13, 
31, 37] suggest that removing regulations will not be 
enough to reach all who need OUD treatment especially 
in rural communities. A number of issues will need to 
be addressed if we are to capitalize on the Consolidated 
Appropriations Act of 2023 that eliminated the waiver 
requirement to prescribe buprenorphine. Addressing 
provider concerns about clinical complexity and iden-
tifying or addressing lack of psychosocial or behavioral 
health support is needed, as is attention to negative 
attitudes or stigma toward OUD and/or MAT [28–30], 
including the attitudes of the individuals with OUD 
themselves [12, 38]. Working with rural pharmacies to 
address DEA concerns and stigma held by pharmacists 
will be needed to ensure a reliable source for prescription 
fulfillment. Employing peer recovery support special-
ists to work with patients who do not seek or refuse care 
because of prior negative healthcare experiences could 
potentially increase treatment initiation and engagement 
[39].

Limitations
There are four primary limitations to this paper. First, 
estimates of unmet need may be lower than reported if 
there were other available MAT providers who were not 
part of each consortium. Given that RCORP targeted 
rural communities with limited OUD treatments, these 
numbers should be low. Second, we did not have data on 
the number of waivered providers who were actively pre-
scribing, the number of individuals each waiver provider 
prescribed to, or each waivered provider’s caseload limits. 
This data unavailability could have resulted in an overes-
timate (e.g., if waivered providers were not prescribing 
and thus not considered an MAT provider) or underesti-
mate (e.g., if a waivered provider caseload limit exceeded 
thirty patients) of potential MAT slots. Therefore, we 
used conservative methods in all calculations (i.e., the 
former minimum limit of thirty patients per provider as 
the multiplier to determine potential MAT slots) and lim-
ited our analyses to descriptive sums across all consortia. 
Limitations associated with waivered provider data avail-
ability shed light on the nuances of examining this topic. 
Additionally, the number estimated with OUD across all 
consortia and the percentage of consortia prescribing 
at the national MAT rate were calculated using national 
estimates that included data across metro and non-metro 
counties, most of which include a combination of urban 
and rural populations [40]. Third, secondary datasets 
including NSDUH can produce underestimates of OUD 
[41]. Finally, since barrier data were collected from the 



Page 8 of 9Mun et al. Substance Abuse Treatment, Prevention, and Policy           (2024) 19:47 

perspectives of consortia leads and their member agen-
cies, providers might have additional information on 
prescribing barriers. Taken together, these limitations 
warrant caution when generalizing these results to all 
U.S. communities or buprenorphine prescribers and 
illustrate the challenges encountered when examining 
this topic area.

Note  This work was undertaken during the Coronavi-
rus disease 2019 (COVID-19) pandemic which certainly 
put a strain on rural resources. Consortia responded by 
implementing a variety of OUD service delivery adapta-
tions to lesson COVID-19’s impact on treatment access 
(e.g., redesigning physical spaces to accommodate social 
distancing, implementing telehealth-delivered services). 
During the first year of the pandemic, consortia sig-
nificantly increased the number of patients per 100,000 
receiving MAT, with medians increasing by 105% [42]. 
The increased use of telehealth may have contributed to 
consortia’s increased provision of MOUD. This suggests 
that COVID-19’s impact on MAT access was minimal 
within the service areas served by these consortia given 
service adaptations.

Conclusion
MAT treatment capacity is a necessary but not exclusive 
requirement for increasing access to MAT particularly in 
rural areas. Addressing the multifaceted barriers to pre-
scribing MAT, particularly buprenorphine, will be critical 
to ensure the Consolidated Appropriations Act of 2023 
does in fact result in a larger workforce that actually pre-
scribes buprenorphine and meets the treatment needs of 
individuals with OUD. Additionally, collaborating with 
pharmacists and their associations (e.g., American Phar-
macists Association) to improve knowledge of regulatory 
policies, particularly DEA regulations, reduce stigma 
toward individuals with OUD, and increase knowledge of 
best practices in treating OUD appears necessary so that 
patients can actually fill a buprenorphine prescription 
when they receive one.
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