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Buprenorphine office-based opioidmaintenance is an increasingly common formof treatment for opioid use dis-
orders. However, total prescribing has not kept pace with the current opioid and overdose epidemic and access
remains scarce among the underserved. This study sought to assess current provider attitudes and clinical prac-
tices among a targeted sample of primarily New York City public sector buprenorphine prescribers. A cross-
sectional online survey purposefully sampled buprenorphine prescribers in NYC with a focus on those serving
Medicaid and uninsured patient populations. Expert review of local provider networks, snowball referrals, and
in-person networking generated an email list, which received a survey link. A brief 25-question instrument que-
ried provider and practice demographics, prescribing practices including induction approaches and attitudes re-
garding common hot topics (e.g., buprenorphine diversion, prescriber patient limits, insurance issues, ancillary
treatments). Of 132 email invitations, N = 72 respondents completed (n = 64) or partially completed (n = 8)
the survey between January and April 2016. Most (79%) were Medicaid providers in non-psychiatric specialties
(72%), working in a hospital-based or community general practice (51%), and board-certified in addiction med-
icine or psychiatry (58%). Practice sizes were generally 100 patients or fewer (71%); many providers (64%) indi-
vidually prescribed buprenorphine b25% of total practice time to a median 23 patients (mean 31, range 0–102).
Unobserved (home) induction for new patients was a common practice: 49% predominantly prescribed unob-
served induction; 16%mixed unobserved and observed inductions. Adjunctive psychosocial counseling was rou-
tinely recommended (46%) or considered on a case-by-case basis (17%) versusmandated (37%).Medication prior
authorization requirements were the highest rated barriers to practice, followed by inadequate clinic space, lim-
ited clinic time and/or support staff, and inadequate psychiatric services for dual diagnoses. Buprenorphine diver-
sion was not rated as an important practice barrier. In conclusion, this targeted survey of buprenorphine
prescribers in NYC treating primarily underserved populations showed a consistent pattern of part-time pre-
scribing to modest volumes of patients, routine use of unobserved buprenorphine induction, and primarily elec-
tive referrals to psychosocial counseling. Barriers to prescribing included prior authorization requirements, lack
of clinical resources (space, staff) and psychiatric services. Federal and local efforts to reduce such barriers may
improve buprenorphine access among the underserved.
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1. Introduction

The burden of opioid use disorders in the US and in New York City is
substantial and worsening, with recent steady annual increases in the
number of persons affected and overdose death rates (Han, Compton,
Jones, & Cai, 2015; Paone & Kunnins, 2016). In NYC, overdose rates are
increasing in the poorest zip codes and among younger adults (Paone
& Kunnins, 2016). Buprenorphine maintenance is a now well
established, evidence-based approach to the treatment of opioid use
disorders. Nationally, rates of buprenorphine waivered prescribers and
overall prescribing have grown substantially since FDA approval in
2002 (Dick et al., 2015). However, buprenorphine's availability has not
kept pace with the opioid epidemic, particularly in poor communities
and among the underserved, where overdose rates are highest
(Hansen, Siegel, Wanderling, & DiRocco, 2016). A comparison of New
York City neighborhoods and treatment resources found that
buprenorphine treatment rates were lowest in the most impoverished
neighborhoods despite adequate New York State Medicaid's coverage
of buprenorphine prescriptions (Hansen et al., 2013). Expanded access
to evidence-based opioid pharmacotherapies, including buprenorphine
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Table 1
Provider demographics and practice characteristics.

Characteristics, N = 72 n (%)

Years in practice
Fellow 5 (7)
b5 years 21 (30)
5–10 years 10 (13)
11–20 years 13 (18)
N20 years 23 (32)

Primary medical specialty
Family medicine 8 (11)
Internal medicine 30 (42)
Addiction medicine 12 (17)
Infectious disease 1 (1)
Public health 1 (1)
Psychiatry 20 (28)

Addiction medicine or psychiatry certification 42 (58)
Practice type
Private practice 12 (17)
Hospital-based or affiliated mental or medical health clinic 26 (36)
Community mental health or medical clinic 11 (15)
Opioid treatment program (methadone program) 13 (18)
Specialty substance abuse treatment (intensive outpatient program) 4 (6)
Other (mix of clinical duties) 6 (8)

Patient insurance status
Commercial 8 (11)
Medicaid 57 (79)
Medicare 1 (2)
Self-pay/no insurance 6 (8)

Patient socioeconomic status
Underserved/Low income 54 (75)
Economically stable 7 (10)
Even mix 11 (15)

Patient opioid-use profile
Mostly prescription opioids 3 (4)
Mostly heroin 37 (51)
Even mix 32 (45)

Clinical time spent prescribing buprenorphine (%)
b25 46 (64)
25–49 24 (34)
50–100 10 (14)

Buprenorphine patients per prescriber (#)
Mean 31
Median 23
Range, SD 0–102, 30

Buprenorphine patients per clinic (#)
Mean 85
Median 65
Range 0–350, 81
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maintenance, is a focus of current Federal responses to the overdose ep-
idemic,which include a recent increase in the buprenorphine individual
prescriber ‘patient cap’ to 275 patients (US Department of Health and
Human Services, 2016) and congressional passage of legislation
allowing qualified nurse practitioners and physician assistants to pre-
scribe buprenorphine (US Congress, 2016).

Previously reported barriers to increased buprenorphine prescribing
in both primary care and specialty care settings include practice and in-
duction logistics (time, space, support staff), prescriber training and
support, variable or poor insurance coverage (Cunningham, Kunins,
Roose, Elam, & Sohler, 2007; Hutchinson, Catlin, Andrilla, Baldwin, &
Rosenblatt, 2014; Kissin, McLeod, Sonnefeld, & Stanton, 2006; Kunins,
Sohler, Roose, & Cunningham, 2009; Netherland et al., 2009),
buprenorphine diversion (Albright, Ciaverelli, Essex, Tkacz, & Ruetsch,
2010; Suzuki, Connery, Ellison, & Renner, 2014), and organizational/
institutional support (Suzuki et al., 2014). National practice guidelines
(Kampman & Jarvis, 2015) have continued to endorse and emphasize
observed buprenorphine induction protocols and the importance of psy-
chosocial treatments distinct from the buprenorphine prescriber office
visits, despite a lack of evidence supporting the clinical superiority of ei-
ther of these potentially resource-intense practices over leaner ap-
proaches (Fiellin et al., 2006; Lee, Vocci, & Fiellin, 2014;Weiss et al., 2011).

This study sought to characterize currentNYChigh-volumeandpub-
lic sector buprenorphine prescribers, rates of important clinical prac-
tices, and attitudes regarding potential barriers to buprenorphine
treatment using a cross-sectional 25-item Web-based survey. Study
aimswere to evaluate: 1) characteristics of practice settings and patient
populations; 2) characteristics and rates of buprenorphine induction
andmaintenance practices; 3) attitudes on, and provision of, adjunctive
psychosocial counseling; 4) perceived buprenorphine practice barriers;
and, 5) attitudes regarding buprenorphine diversion.

2. Methods

2.1. Study design

This was a cross-sectionalWeb-based survey assessing buprenorphine
prescriber characteristics, prescribing practices, and attitudes on potential
barriers to prescribing among NYC-area buprenorphine prescribers.

2.2. Population and recruitment

Between February and April 2016, the survey was administered
anonymously by email invitation to a purposeful sample of NYC
buprenorphine physician prescribers known to the authors or referred
by other providers. Snowball sampling among survey respondents gen-
erated additional referrals. We used the publicly available Substance
Abuse and Mental Health Services Administration (SAMHSA)
Buprenorphine Treatment Physician Locator, search engine results,
and collegial referrals in order to compile email addresses. We also
solicited participation and email addresses in-person at the annual
New York Society of Addiction Medicine conference in NY, NY, on Feb-
ruary 6, 2016. Providers were emailed an introduction and link to the
Web-based survey; non-respondents received up to two subsequent
email reminders. Survey activation was considered a form of verbal in-
formed consent; the Institutional ReviewBoard of theNewYorkUniver-
sity School of Medicine reviewed and approved this protocol.

2.3. Survey instrument

A 25-item survey instrument was developed following a literature
review, comparisons with previously administered buprenorphine pre-
scriber surveys (Albright et al., 2010; Kissin et al., 2006; Walley et al.,
2008), piloting among a small group of providers, and expert consensus.
The survey consisted of three domains: prescriber and practice charac-
teristics, prescribing and clinical practices, and attitudes regarding
potential barriers to buprenorphine prescribing and buprenorphine di-
version. Attitudinal items used a 5-point Likert scale, ‘strongly agree-
strongly disagree’; ‘not applicable’was an additional choice for potential
barrier items, which may not have been relevant to all providers.

2.4. Data collection and analysis

Anonymous survey response data were collected using a third-party
Web-based survey tool, SurveyMonkey. Data analysis consisted of de-
scriptive statistics.

3. Results

A total of 132 individual provider email invitations generated N =
72 responses, n = 8 partial responses and n = 64 completed (64) sur-
veys, yielding a response rate of 55% (72/132).

3.1. Prescriber demographics (Table 1)

The sample was largelymade up of public sector prescribers, follow-
ing the purposeful samplingmethods. Participants were primarily from
non-psychiatric specialties (72%), certified by an addiction specialty or-
ganization (58%), in practice for 5 or more years (64%), and serving a



Table 2
Provider prescribing practices.

Prescribing practices, N = 65 with complete data n (%)

Buprenorphine induction1

Mostly in-office (observed) 22 (32)
Mostly at-home (unobserved) 34 (49)
Mix of both 11 (16)
Do not carry out inductions 2 (3)

Buprenorphine formulation prescribed
Buprenorphine–Naloxone sublingual tablet 23 (35)
Buprenorphine sublingual tablet (Subutex) 1 (2)
Buprenorphine–Naloxone sublingual film 41 (63)

Buprenorphine dose, mg
Maintenance dose, median (range) 16 (2, 24)
Highest maintenance dose, median (range) 24 (2, 36)

Dosage modification criteria (all that apply)
Opioid withdrawal symptoms 56 (86)
Opioid cravings 58 (89)
Persistent opioid use (self-report or urine) 47 (72)
Side effects 6 (9)

Screening for illicit drug use (all that apply)
Urine toxicology, every visit 33 (51)
Urine toxicology, random visits 38(58)
Urine toxicology, third party 2 (3)
Do not perform urine testing 0 (0)

Screening for diversion (all that apply)
Urine buprenorphine, regular basis 43 (66)
Urine buprenorphine, if diversion suspected 18 (28)
Urine norbuprenorphine, regular basis 19 (29)
Urine norbuprenorphine, if diversion suspected 13 (20)
Pill or film counts 22 (34)
None of the above 3 (5)
Other 11 (17)

Adjunctive psychosocial counseling
Mandatory 24 (37)
Recommended, routinely 30 (46)
Recommended, case-by-case 11 (17)

Therapeutic goal of buprenorphine treatment1

Brief taper and outpatient detox 0 (0)
Limited maintenance, then taper 1 (1)
Indefinite maintenance 28 (41)
Duration of therapy on a case-by-case basis 40 (58)

1 These items included data from 69 respondents.
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predominantly Medicaid-insured and/or underserved patient popula-
tion. A variety of practice settings were represented in the sample; the
largest group working in hospital based or affiliated clinics (36%). The
opioid-use profile of these practices was predominantly heroin users
(51%) or an even mix of heroin and prescription opioid users (45%).
Most reported essentially a part-time buprenorphine practice and ame-
dian 23 individual patients only, meaning few respondents were at or
near the then maximum 100-patient limit.

3.2. Prescribing practices (Table 2)

A majority of respondents (65%) endorsed conducting unobserved
‘home’ buprenorphine inductions most of the time (49%) or sometimes
(16%). The most common formulation prescribed was the buprenorphine–
naloxone film with a median maintenance buprenorphine dose of 16 mg.
A majority affirmed using withdrawal symptoms (86%), cravings (89%)
and persistent opioid use (72%) as parameters for gauging the need for
dose adjustments. Almost all (90%) reported screening for illicit drug use
with somedegreeof regularity,most commonlyusingurine toxicology. Sim-
ilarly, 95% used one or more methods to screen for diversion of prescribed
buprenorphine including testing urine samples for its metabolites and
conducting pill/film counts. The goal of therapy was almost universally
buprenorphine maintenance, either indefinitely (41%) or for a duration de-
termined on a case-by-case basis (58%). Regarding adjunctive psychosocial
therapy (i.e. individual or group counseling in addition to the medical pre-
scriber visits), 62% of respondents rated this to be of essential or high impor-
tance; more respondents recommended (46%) or considered counseling on
a case-by-case basis (17%) than mandated additional counseling (37%).
3.3. Attitudes on potential barriers to buprenorphine prescribing (Fig. 1)

Among the 11 barriers to buprenorphine prescribing examined,
three were recognized as barriers (‘agree or ‘strongly agree’) by 50% or
more of respondents: medication prior authorization requirements
(78%), inadequate clinical space, time, and support staff (52%), and inad-
equate availability of psychiatric services for patients with co-occurring
psychiatric problems (50%). Concerns about adequate reimbursement
for care (42%), the then 100-patient prescriber limit (41%), access to
psychosocial counseling (38%) and buprenorphine diversion (38%)
were identified as barriers by substantial minorities. A recent state re-
quirement to check a New York state prescription monitoring database
and inadequate access to addiction specialist consultationwere the least
likely to be labeled as practice barriers.

3.4. Attitudes on buprenorphine diversion (Fig. 2)

Respondents viewed buprenorphine diversion (‘agree’ or ‘strongly
agree’) as primarily resulting from opioid dependent users seeking to
relieve opioid withdrawal symptoms (91%), rather than using
buprenorphine primarily to get high (5%). With reference to treatment
access, a majority of respondents reported a belief that the diversion of
buprenorphine reflects a lack of treatment availability (77%) and a mi-
nority of participants reported a belief that diversion prevented individ-
uals from seeking treatment. Few agreedwith a statement that diverted
buprenorphine worsens the opioid epidemic (22%) or makes available
an attractive abuse-prone opioid for use by opioid naïve individuals to
get high (21%).

4. Discussion

This targeted survey assessed public sector buprenorphine physician
providers on their practice characteristics, clinical approaches, and atti-
tudes regarding structural practice barriers and buprenorphine diversion.
No recent studies have focused on this provider population, to our knowl-
edge. Results were consistent with modest volumes of individual pre-
scribing to primarily Medicaid or uninsured heroin dependent patients
by non-psychiatrists (Hutchinson et al., 2014; Schuman-Olivier et al.,
2013; Walley et al., 2008). In the context of a national opioid epidemic/
buprenorphine mismatch, recent policies to expand prescribing, and a
historically limited availability of buprenorphine in poorer NYC zip
codes, there appeared to be extra capacity in this sample of prescribers,
the majority of whom were Addiction Medicine or Addiction Psychiatry
certified. Most were prescribing less than 25% of their total clinical time,
the mean and median number of patients was 31 and 23, respectively,
and the highest rated barriers to practice were inadequate clinical re-
sources (time, space, support staff) and prior authorization requirements.
Most providers were clearly not near the patient caps of 100 or 275;
increasing their rates of prescribing would likely involve supporting or
‘buying’ more of their time to devote to the buprenorphine practice.
Federal and local efforts to support administrative, logistic, and collaborative
team-based approaches to buprenorphine treatment appear well-justified
(LaBelle, Han, Bergeron, & Samet, 2016; Public Health Solutions, 2016).

Common practice approaches in this sample included unobserved
buprenorphine induction, dosing based on treatment effects, regular
urine testing (including for buprenorphine metabolites) recommenda-
tions but notmandates in support of additional psychosocial counseling,
and chronic maintenance therapy. These results on unobserved induc-
tion update the literature bydocumenting,within this targeted provider
sample, the routine use of unobserved buprenorphine induction (Lee,
Grossman, DiRocco, & Gourevitch, 2009). Unobserved induction is typi-
cal of most ambulatory care controlled substance prescribing, and
avoids multiple in-office visits and the potentially increased time and
attention of observed induction models recommended by national
guidelines (Fiellin, Kleber, Trumble-Hejduk, McLellan, & Kosten, 2004;
Kampman & Jarvis, 2015). One previous 2008 survey of Massachusetts



Fig. 1.Attitudes on potential barriers to buprenorphine prescribing.Mean and standard deviations for the individual items using a 5-point Likert scale (1= strongly agree, 2=agree, 3=
undecided, 2 = disagree, 1 = strongly disagree): prior authorization and other insurance requirements for providing buprenorphine (1.8, 1.2), inadequate clinic space, clinic time, or
support staff (2.6, 1.3), inadequate availability of psychiatric services for patients with co-occurring diagnoses (2.7, 1.5), inadequate reimbursement for services provided to
buprenorphine patients (3.1, 2.8), SAMHSA limit on the number of buprenorphine patients per physician (3.0, 1.4), risk of misuse or diversion of buprenorphine (3.0, 1.2), lack of
access to psycho-social services for patients (3.2, 1.4), restriction of buprenorphine prescribing to MD/DO (3.3, 1.4), ineffective patient referral system for alternative treatments (3.4,
1.3), risk posed by the New York state prescription monitoring program (3.9, 1.3), lack of addiction specialist consultation available (3.9, 1.3).

Fig. 2. Attitudes on buprenorphine diversion. Mean and standard deviations for the individual items using a 5-point Likert scale (1 = strongly agree, 2 = agree, 3 = undecided, 4 =
disagree, 5 = strongly disagree): individuals with opioid use disorders procure diverted buprenorphine for the primary purpose of relieving withdrawal symptoms (1.8, 0.6),
buprenorphine diversion reflects a lack of availability of treatment services for opioid use disorders (2.1, 1.0), the availability of diverted buprenorphine keeps people with opioid use
disorders from seeking professional help (3.2, 1.1), buprenorphine diversions worsens the opioid epidemic (3.6, 1.1), buprenorphine diversion makes available another substance that
opioid-naïve individuals are likely to procure for the purposes of getting high (3.6, 1.1), individuals with opioid use disorders procure diverted buprenorphine for the primary purpose
of getting high (4.2, 0.9), buprenorphine diversion contributes significantly to overdose deaths (4.2, 0.9).
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buprenorphine-waivered physicians reported a 43% rate of unobserved
induction adoption (Walley et al., 2008), compared to 65% of providers
in this sample prescribing unobserved induction some or most of the
time. Perhaps due to the lack of a definitive randomized trial comparing
induction approaches, national guidelines have consistently followed
the original 2002 FDA labeling and early clinical trial methods, which
specify only observed induction. More recent ASAM 2015 guidelines
allow unobserved induction among experienced providers and patients,
but do not endorse unobserved induction as a routine, safe, and evidence-
basedpractice for all providers andpatients. Providers in this sample appear
to have widely adopted unobserved induction as routine practice.

Psychosocial counseling for buprenorphinemaintenance patients, in
addition to office-based medical management visits, is also heavily
encouraged by national guidelines and sometimes mandated by insurer
prior authorization criteria for buprenorphine maintenance (Fiellin
et al., 2004; Kampman & Jarvis, 2015; United Healthcare Community
Plan, 2016). Counseling is usually specified as some form of additional
specialty addiction behavioral treatment above and beyond office-based
medical management. Examples include; ‘drug counseling’(Fiellin et al.,
2004), ‘substance abuse rehabilitation services’(United Healthcare Com-
munity Plan, 2016), and, from the ASAM 2015 guidelines, cognitive be-
havioral therapies, contingency management, relapse prevention, or
motivational interviewing (Kampman & Jarvis, 2015). A substantial pro-
portion of respondents (37%) reported mandating additional counseling;
the majority recommended it routinely or on a case-by-case basis. This
likely reflects common prescriber experiences, whereas individual pa-
tients are often reluctant to pursue additional counseling, making man-
dates impractical. It also reflects the bulk of the clinical trial evidence to
date, which has quite clearly demonstrated that additional counseling in-
terventions do not improve usual office-based buprenorphine outcomes,
including retention andopioid abstinence (Fiellin et al., 2006, 2013;Weiss
et al., 2011). In these studies, “additional counseling” refers to counseling
provided by trained substance abuse or mental health professionals dis-
tinct from the standard medical management visit. Not surprisingly, a
lack of access to psychosocial serviceswas not seen as a barrier to practice
by a majority of respondents.

Common clinical practices often diverge from the recommendations
of published guidelines, as in these two examples of unobserved induc-
tion and optional adjunctive counseling. While initial guidelines are
often a useful starting point for approaching new areas of practice,
they typically represent a cautious, safety-focused consensus, which
may not keep pace with real-world practicalities or what is later
shown to be effective practice, or real-world practice may routinely
struggle to adopt guideline based care, e.g. failure to implement
smoking cessation in an opioid treatment program can result in failure
to deliver population health benefits. In the case of unobserved induc-
tion and ancillary counseling, it appears that the emerging evidence fa-
vors the practice trends, and not the original 2004 CSAT guidelines. The
2015 ASAM guidelines appropriately acknowledge the current evidence
for unobserved induction and as needed vs. mandated adjunctive
counseling.Wewould argue that more intensive the buprenorphine in-
duction process and maintenance regimens, the fewer the patients a
given practice will be able to manage with limited resources.

Practice barriers of greater concern to respondents centered around
clinical support, resources, and hassles; 1) medication prior authoriza-
tion requirements, 2) lack of availability of clinic space, clinic time
and/or support staff, and 3) limited access to psychiatric services for
dual-diagnosis patients. Of note, prior authorization requirements
were perceived as the most important barrier, irrespective of insurance
or economic profile of the provider's patient base. In New York State
bothMedicaidmanaged care and commercial insurance plans have rou-
tinely instituted prior authorization requirements for buprenorphine
products. These three potential barriers had higher level of agreement,
as such, than the 100-patient limit, buprenorphine diversion, state pre-
scription monitoring requirements or addiction specialty consultation
resources, among others. Our results do not allow us to untangle the
potential impact of recent Health and Human Service regulations in-
creasing the cap to 275-patients on our respondents. We hypothesize,
as above, that this new increase will have only modest direct impact
on our respondents' practices and the number of patients they treat, un-
less accompanied by increased practice sessions or improved clinical
support. Only 10% of the sample reported 85 or more current individual
patients; 2 of the 72 respondents reported having 100 or more. Our re-
sults were consistent with a recent 7-state survey of all waivered
buprenorphine prescribers from 2010–2013, when the median patient
census per providerwas 13 (inNewYork, 11) (Stein et al., 2016). Capac-
ity among these safety net prescribers in theNYC region appeared large-
ly a function of limited physician time and effort, rather thanprescribing
regulations. Again, non-physician prescribers and collaborative care
models could clearly address these historically physician-focused and
logistical barriers to buprenorphine expansion. It may also be the case
that lifting the cap to 275will justify additional practice and provider re-
sources which were previously not feasible.

Given the high rate of co-morbid mental illness that exists among
patients who suffer from opioid use disorders, and the inherent interde-
pendence of these conditions, achieving adequate psychiatric care for
their patients is a priority for buprenorphine providers. As
buprenorphine prescribing has expanded over time, the balance has
shifted from psychiatrists to primary care physicians as the predomi-
nant prescribers (Turner, Kruszewski, & Alexander, 2015). While this
trend toward a generalist model for the medical treatment of opioid
use disorders has been a beneficial means of expanding access to
buprenorphine, addressing psychiatric comorbidities that many of these
patients have remains a significant challenge. Efforts to develop better
mental health support networks including access to evidence based ther-
apeutic modalities (e.g., cognitive behavioral therapy for post-traumatic
stress disorder), ideallywithin the samepractice, institution or communi-
ty as the buprenorphine provider, would likely serve to address this bar-
rier to buprenorphine provision and improve retention.

As total buprenorphine prescribing has grown, so has
buprenorphine diversion (Lavonas et al., 2014). The literature to date
indicates that buprenorphine diversion is primarily the use of
buprenorphine by opioid dependent individuals for the purposes of
self-treatment, versus use of buprenorphine for euphoria or after get-
ting ‘hooked’ on buprenorphine as the primary illicit opioid (Johanson,
Arfken, di Menza, & Schuster, 2012). Policy makers have seized on
buprenorphine diversion as a threat to public health and justification
for reducing access (Clark, Samnaliev, Baxter, & Leung, 2011). Attitudes
in this survey indicate that buprenorphine diversion reflects inadequate
access to care, that diversion is not a barrier to prescribing, and that per-
sons use buprenorphine illicitly to relieve withdrawal (rather than to
get high). It has been suggested that expanding buprenorphine access
overall will lead to decreased diversion: if opioid-dependent persons
are acquiring diverted buprenorphine in the absence of access to treat-
ment, expanding access to treatment would reduce diversion rates and
any associated harms (Lofwall & Havens, 2012).

This modestly sized, non-random, cross-sectional survey focused on a
particular physician demographic, NYC-area public sector buprenorphine
providers, and had clear limitations. Our survey was distributed among a
purposeful sample of office-based providers who were known to the au-
thors or referred by other local experts; such a non-random sample is not
representative of NYC public sector buprenorphine providers, much less
US buprenorphine providers in general, rural providers, private practice
physicians, or those staffing specialty opioid treatment clinics (18% of
this sample). A number of potential participants likely did not receive
the emailed survey invitation due to firewalls, email filters, or incorrect
email addresses, reducing our overall response rate. A small percentage
initiated but did not complete the entire survey. Our practice and attitudi-
nal survey itemswere based on literature review, limited piloting, and au-
thor consensus; there are no validated instruments for this survey's
specific and contemporary topics. It is possible that some items were un-
clear or not understood by respondents as intended.
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In summary, this targeted survey of current NYC-area public sector
providers showed few practitioners near or at the (then current) 100-
patient cap, wide adoption of unobserved buprenorphine induction
and predominantly voluntary referrals to adjunctive psychosocial
counseling. Barriers to prescribing included prior authorization require-
ments, lack of clinical resources (time, space, support staff) and limited
access to psychiatric services for co-morbid patients. Federal and local
efforts to reduce such barriers may improve buprenorphine access
among the underserved.
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