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ABSTRACT
PURPOSE Despite the efficacy of buprenorphine-naloxone for the treatment of
opioid use disorders, few physicians in Washington State use this clinical tool. To
address the acute need for this service, a Rural Opioid Addiction Management
Project trained 120 Washington physicians in 2010-2011 to use buprenorphine.
We conducted this study to determine what proportion of those trained physicians began prescribing this treatment and identify barriers to incorporating this
approach into outpatient practice.
METHODS We interviewed 92 of 120 physicians (77%), obtaining demographic

information, current prescribing status, clinic characteristics, and barriers to
prescribing buprenorphine. Residents and 7 physicians who were prescribing
buprenorphine at the time of the course were excluded from the study. We analyzed the responses of the 78 remaining respondents.
RESULTS Almost all respondents reported positive attitudes toward buprenor-

phine, but only 22 (28%) reported prescribing buprenorphine. Most (95%,
n = 21) new prescribers were family physicians. Physicians who prescribed
buprenorphine were more likely to have partners who had received a waiver to
prescribe buprenorphine. A lack of institutional support was associated with not
prescribing the medication (P = .04). A lack of mental health and psychosocial
support was the most frequently cited barrier by both those who prescribe and
who do not prescribe buprenorphine.
CONCLUSION Interventions before and after training are needed to increase
the number of physicians who offer buprenorphine for treatment of addiction.
Targeting physicians in clinics that agree in advance to institute services, coupled
with technical assistance after they have completed their training, their clinical
teams, and their administrations is likely to help more physicians become active
providers of this highly effective outpatient treatment.
Ann Fam Med 2014;128-133. doi:10.1370/afm.1595.
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n 2000, the passage of the Drug Addiction Treatment Act enabled
qualifying physicians to receive a waiver from the special registration
requirement of the Controlled Substances Act to prescribe buprenorphine-naloxone for the treatment of opioid use disorders. Buprenorphinenaloxone, hereafter referred to as buprenorphine, is the only treatment
available to office-based physicians that has high rates of prolonged
success for the treatment of opioid addiction.1,2 Although physicians
have reported a wide range of barriers that have dissuaded them from
prescribing buprenorphine,3-16 few studies specifically addressed the barriers family practice physicians encounter. McCarty et al10 found that 6 of
17 Oregonian family physicians trained to use buprenorphine prescribe
it, whereas those who do not prescribe buprenorphine cited concerns of
being overwhelmed by needy patients, the cost of medication, reimbursement, being the only physician prescribing buprenorphine in the practice,
and lack of administrative support. Even though Walley et al,15 in his survey of physicians who had received a waiver to prescribe buprenorphine
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in Massachusetts, did not analyze barriers by specialty,
his sample included 66 (44%) family practitioners. Physicians who were prescribing buprenorphine reported
a lack of institutional, nursing, and office support,
whereas the physicians not prescribing buprenorphine
cited these obstacles, plus a lack of staff knowledge
and lack of patient need. Data from national surveys4
report an increasing proportion of family physicians
among the Drug Enforcement Agency list of all physicians who had received waivers—26% in 2008; survey
limitations were that fewer physicians not prescribing
buprenorphine responded to the survey, and some
response rates were less than 29%. Thus there is lack
of certainty about which barriers to address to expand
access to opioid treatment in primary care.
In 2009 the Rural Opioid Addiction Management
Project was established in Washington State to address
the epidemic of addiction to prescription opioids.
Of the 39 counties in Washington State, 14 had no
physicians who had received a waiver to prescribe
buprenorphine, and one objective of the project was
to add buprenorphine prescribers to the 35 rural and
360 urban physicians who had received waivers. The
project also focused on training physicians in locations
adjacent to rural areas because there was a shortage of
rural physicians. Physicians were recruited by contacting clinicians and administrators, and facilities were visited in areas with high opioid death rates. Information
about prescription drug misuse, buprenorphine, and the
upcoming authorized training courses on the treatment
and management of opioid-dependent patients was publicized widely. After the recruited physicians completed
1 of the first 5 courses offered, we undertook this study
to determine the barriers the trained physicians encountered as they considered prescribing buprenorphine and
how many had begun to treat opioid addiction.

METHODS
Sample
Our study includes physicians who trained between
October 30, 2010, and November 5, 2011. The study
began 7 months after the November course to allow
sufficient time for the physicians to receive a waiver
and begin prescribing buprenorphine.

✦

Variables
Interviewers asked about demographic information,
practice characteristics, and the perceived barriers
to providing office-based treatment. Respondents
reported their specialty affiliations in an open-ended
question and indicated whether they worked in single
or multispecialty practices.
To learn about barriers that prevented physicians
from prescribing buprenorphine, interviewers asked,
“I’ll mention a list of items, and please say ‘yes’ if they
have posed a barrier to you in proving buprenorphine
treatment, or ‘no’ if they have not posed a barrier.”
After the respondents replied to the list of possible
barriers, they were then asked, “Did you encounter any
other barriers that I have not mentioned?” and were
invited to elaborate.
Respondents were asked to note their clinical opinion of the effectiveness of buprenorphine as a treatment for addiction on a scale of 1 to 5, with 1 being
very unfavorable and 5, very favorable.
Data Analysis
The frequency of variables was described and crosstabulated by prescriber status. t Tests, χ2 tests, and
Fisher’s exact tests were used to determine the significance of between-group differences.
Specialty, Rural-Urban Location
We aggregated the specialties into family medicine
and other specialties. Participants were listed as rural
or urban based on the Health Resources and Services
Administration classification of their county of residence (http://datawarehouse.hrsa.gov/RuralAdvisor/
RuralHealthAdvisor.aspx).

RESULTS

Survey Process and Instrument
The senior investigator trained 2 medical student
interviewers and tested the semistructured, 10-minute
questionnaire during the pilot interviews of 6 physicians who had received waivers. We purchased a Drug
Enforcement Agency (DEA) list to verify waiver status.
For the study, the interviewers e-mailed or telephoned physicians, and those who agreed were adminANNALS O F FAMILY MED ICINE

istered the questionnaire. The interviewers recorded
responses to open-ended questions by taking notes.
The University of Washington Institutional Review
Board approved this study.

Of 120 physicians who completed the training, 92
responded to the questionnaire (77%); 28 physicians
did not respond—5 declined, and 23 did not return our
telephone calls after 2 to 5 attempts. There were no
significant differences by sex, urban practice location,
or the proportion who obtained a waiver between the
respondents and nonrespondents. We further excluded
7 of the physicians who were in residency programs and
7 others who were prescribing buprenorphine before
the training course, leaving 78 respondents for analysis.
Of these 78 physicians, 50 obtained the DEA
waiver (64%) to prescribe buprenorphine. Respondents
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were grouped into physicians who had prescribed
buprenorphine to 1 or more patients since completing
the course (n = 22) and physicians who had not (n = 56).
Respondent Characteristics
Characteristics of the 78 physicians are shown in
Table 1. They were predominantly doctors of medicine (91%, n = 71), male (60%, n = 47), and had a mean
age of 52.1 years (range of 30 to 82 years). Most were
employed in single-specialty clinics (65%, n = 51) in
urban counties (69%, n = 54), in a variety of practice
types. Practices in which physicians began prescribing
buprenorphine had mean sizes of 9.0 physicians compared with 13.9 physicians for those not prescribing
buprenorphine, but the difference was not statistically
significant.
The characteristics associated with trained physicians who prescribed buprenorphine are shown in
Table 2. Twenty-one of the 22 physicians who began
to prescribe buprenorphine were family physicians;

1 was a psychiatrist. Overall, family physicians were
more than 5 times more likely to prescribe buprenorphine than trained physicians from other specialties:
33% (21 of 63) vs 7% (1 of 15; Fisher’s exact test,
2-sided, P = .05). None of the 4 internists had begun to
prescribe buprenorphine by the time of the survey.
Having another physician with a waiver in the
practice was significantly associated with becoming a
prescriber of buprenorphine. Fifteen of the 22 (68%)
who prescribed buprenorphine after training reported
having at least 1 partner with a waiver, although only
12 partners actually prescribed buprenorphine.

Number of Patients Treated and Acceptance
of Patents for Care of Prescribing Physicians
Table 3 shows the varied experiences of 22 physicians prescribing buprenorphine. Prescribers reported
having treated between from 1 to 50 patients since
receiving their waiver. One-half (50%, n = 11) of these
newly trained physicians reported having treated 3 or
fewer patients. Newly trained
physicians were cautious in
Table 1. Physician and Practice Characteristics by Buprenorphine
the selection of patients they
Prescribing Status
would treat for opioid-related
disorders. Ninety-five percent
Does Not
Prescribe
Prescribes
All Physician
(n = 21) would prescribe treatBuprenorphine Buprenorphine Respondents
ment for their current patients.
(n = 56)
(n = 22)
(N = 78)
P
Three of the 22 physicians
Characteristic
No. (%)
No. (%)
No. (%)
Value
were in solo practice; of the
Physician characteristics
remaining 19 physicians, 89%
Sex
ns
(n = 17) would treat patients
Male
35 (62)
12 (55)
47 (60)
Female
21 (38)
10 (45)
31 (40)
from their practice partners.
Age, y
Most of the 22 physicians
Mean
53.8
47.7
52.1
.04
(73%, n = 16) would accept
<35
6 (11)
3 (14)
9 (12)
referred patients or patients
35-54
21 (38)
11 (50)
32 (41)
from other practices. Most
>54
29 (52)
8 (36)
37 (47)
would also accept patients
License
ns
from their community who
Doctor of medicine
53 (95)
18 (89)
71 (91)
were outside the practice
Doctor of osteopathy
3 (5)
4 (18)
7 (9)
(64%, n = 14). Only 36%
Practice characteristics
(n = 8) would accept patients
County classification
ns
from other communities, even
Urban
40 (71)
14 (64)
54 (69)
Rural
16 (28)
8 (36)
24 (31)
though 10 of 39 counties
Practice type
ns
had neither a buprenorphineSafety net (RHC, CHC,
14 (25)
8 (36)
22 (28)
prescribing physician nor a
tribal/IHS)
methadone clinic. Fewer than
Hospital-sponsored clinic
10 (18)
5 (23)
15 (19)
one-half of the physicians
Private practice
15 (27)
8 (36
23 (29)
(41%, n = 9) listed their name
Other
17 (30)
1 (5)
18 (23)
on the Substance Abuse and
Single vs multispecialty
ns
Mental Health AdministraSingle specialty (family
34 (61)
17 (77)
51 (65)
or internal medicine)
tion’s (SAMHSA) Physician
Multispecialty
21 (38)
5 (23)
26 (33)
and Treatment Locator website
CHC = community health clinic; ns = nonsignificant; RHC = rural health clinic; tribal/IHS = tribally owned and
(http://buprenorphine.samhsa.
operated clinic or an Indian Health Service clinic.
gov/bwns_locator/).
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Of the 69 trained physicians who offered their clinical
opinion of the effectiveness of
buprenorphine, the average was
a favorable rating of 4.3 (1 = very
unfavorable, 5 = very favorable),
and 92% of all respondents (n
=72, 5 offered no comment)
would recommend it for the
treatment of opioid addiction. There was no difference
between those who prescribed
and those who did not prescribe
buprenorphine.

Table 2. Buprenorphine Prescribing Status by Specialty, Practice Size,
and Partner Waiver Status
Does Not
Prescribe
Buprenorphine
(n = 56)
No. (%)

Prescribes
Buprenorphine
(n = 22)
No. (%)

All Physician
Respondents
(N = 78)
No. (%)

Family medicine

42 (75)

21 (95)

63 (81)

Other

14 (25)

1 (5)

15 (19)

Characteristic

P
Valuea
.05

Physician specialty

Number of physicians
Mean practice size

13.9

1 (solo)

9.0

12.4

7 (12)

3 (14)

10 (13)

2-9

21 (38)

13 (59)

34 (44)

10-49

21 (38)

6 (27)

27 (35)

>49

6 (11)

0 (0)

6 (8)

ns

Barriers to Prescribing
Missing
1 (2)
0 (0)
1 (1)
Buprenorphine for Opioid
Other physicians in
Addiction Treatment
trainee’s practice
Number known to
.006
Figure 1 compares the perceived
have waivers
barriers to prescribing buprenor0, unknown, or NAb
37 (66)
7 (32)
44 (56)
phine reported by those who
Any
19 (34)
15 (68)
34 (44)
do and do not prescribe it.
Meana
0.8
1.8
1.1
.04
Physicians not prescribing were
0
27 (48)
6 (27)
33 (42)
significantly more likely to cite a
1
11 (20)
7 (32)
18 (23)
2-5
6 (11)
6 (27)
12 (15)
lack of institutional support. In
>5
2 (4)
2 (9)
4 (5)
contrast to prior studies, responResponded unknown
10 (18)
1 (5)
11 (14)
dents most frequently reported
or NA
the lack of mental health and
NA = not applicable; ns = not significant.
psychosocial support as an
Computed using Fisher’s exact text.
obstacle (64%, n = 50). ResponThree cases excluded because they reported number of physicians in the multiclinic system rather than for 1 clinic.
dents also cited time constraints
(54%, n = 42), lack of specialty
buprenorphine prescribe it.9,15 Some persons may have
backup (45%, n = 35), lack of confidence in their abiltaken the course only to satisfy a new state pain educaity to manage opioid addiction (41%, n = 32), resistion requirement, or Washington State’s lower rate of
tance from practice partners (42%, n = 33), and lack
initiating services may reflect the differences between
of institutional support (36%, n = 28). Contrary to our
voluntary early adopters17 compared with more recent
expectation, relatively few mentioned concerns about
recruited trainees. Some physicians may decide to prefinancial issues (28%, n = 22).
scribe in the future, as physicians in a national survey
When asked what could facilitate prescribing, 9
who obtained waivers were more likely to prescribe
respondents mentioned the local telemedicine access
buprenorphine as time passed.9
to specialists but requested the service at times that
did not conflict with patient care. Ten respondents
suggested a follow-up course or site visits after training Barriers to Prescribing Cited by Physicians
The need for behavioral health services is commonly
to help them with implementation.
cited as a barrier to prescribing buprenorphine,6,8,11,18
and in our study this need was cited most frequently
DISCUSSION
by both physicians who do and do not prescribe
Translating Training into Practice Remains Slow buprenorphine. In Washington State, Medicaid pays for
There were 78 physicians who were trained in these
buprenorphine treatment only if clients receive chemicourses, and 50 obtained the DEA waiver to prescribe
cal dependency counseling despite the lack of data that
buprenorphine, but only 22 began to treat opioid
additional counseling improves outcomes.19 Physicians’
addiction in the 7 to 18 months after training. Othrequests for counseling may reflect the need for help
ers have found that one-half to two-thirds of specialist
treating severe mental illness, as well as the reality that
physicians who have obtained a waiver to prescribe
counseling is needed to ensure reimbursement.
a

b
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Table 3. Experience and Satisfaction With Buprenorphine
Reported by Prescribing Physicians
Prescribes
Buprenorphine
(n = 22)
No. (%)

Variable
Patients ever treated with buprenorphine
Mean

10.1

1-3

11 (50)

4-10

6 (27)

>10

4 (18)

Unknown

1 (5)

Has name on public list of prescribing physicians

9 (41)

Clinical opinion of buprenorphine’s effectiveness for treating
opioid addiction
Mean score
Dissatisfied (1-3)

4.3
3 (14)

Satisfied (4-5)

18 (82)

Missing

1 (5)

Types of patients physician is willing to accept for treatment
Patients already on personal panel

21 (95)

Patients of other physicians in clinic

17 (89)a

Referrals from other physicians or agencies

16 (73)

Patients from the community not in the practice

14 (64)

Patients from other communities not already in the practice
Has participated in telemedicine sessions offering addiction,
pain, and psychiatry specialists
a

8 (36)
8 (36)

Of 19 physicians, 3 prescribers were solo practitioners.

Access to specialists was not cited
as frequently (45%, 35 of 78), perhaps
because a weekly telemedicine service
links physicians to specialists in psychiatry, addiction medicine, and pain. Institutional barriers were significantly associated
with not prescribing buprenorphine,14,15
but in our group they were not common
issues for prescribers.
Netherland et al11 and Arfken et al4
found that reimbursement was one of the
most frequently noted barriers. In contrast, reimbursement was not a frequently
cited concern of physicians who did and
did not prescribe buprenorphine in our
study. Concerns about reimbursement and
drug costs may increase, however, unless
buprenorphine becomes a pharmaceutical
benefit covered under health care reform.
Then, as now, covered benefits for effective treatment will vary by state.
This study has several limitations. Our
results apply only to Washington State
physicians newly trained in 1 of the first
5 courses offered by the Rural Opioid
Addiction Management Project to train
physicians to prescribe buprenorphine.

Figure 1. Barriers to prescribing buprenorphine by prescribing and nonprescribing physicians.
Does not prescribe N=56

Prescribes buprenorphine N=22
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We also recruited rural physicians more heavily than
urban physicians.
Our findings suggests that more than a training
course is needed to convert trainees and primary care
clinics into service providers in areas that have no access
to buprenorphine. Before taking a course in prescribing
buprenorphine, it may be wise to obtain an administrative commitment to provide treatment for addiction and
to train providers in teams, thus facilitating both coverage and consultation. After training, technical assistance
could help remove the remaining barriers to implementing care. Convenient access to specialists may increase
the willingness to prescribe. Finally, the discussions currently underway to define which substance abuse treatments will be funded under health care reform will also
remove or institute new barriers.
To read or post commentaries in response to this article, see it
online at http://www.annfammed.org/content/12/2/128.
Key words: buprenorphine; opiate substitution treatment; rural health;
primary health care; opiate addiction
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