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Abstract

Introduction—Deaths from drug overdoses are rising dramatically in the United States. 

Treatment for opioid use disorders may include behavioral treatments as well as medications for 

opioid use disorders (MOUD). Buprenorphine can be prescribed by physicians, nurse practitioners 

(NPs), other advanced practice registered nurses (APRNs), and physician assistants (PAs) and 

required a training and a federal waiver until recently. The number of NP MOUD prescribers grew 

steadily over the past decade, but research has identified state-level scope of practice regulations 

as a barrier to NP MOUD prescribing. This article explores the contributions of, and remaining 

barriers faced by NP and other APRN MOUD prescribers. We describe qualitative findings from 

a study of NPs and other key stakeholders involved in MOUD treatment in four states with two 

differing levels of regulatory structure.

Methods—In this qualitative study, we conducted site visits and semi-structured interviews with 

NPs and other APRNs, physicians, clinic managers, and regulators in four states including New 

Mexico and West Virginia (full practice authority for NPs), and Ohio and Michigan (which require 
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physician supervision). Interview notes were entered into a qualitative software package and coded 

and reviewed by two members of the research team. Data were grouped into key themes.

Results—A total of 76 participants participated in individual or small group interviews in the 

four states. We found key themes and several subthemes that describe NP practice in MOUD. 

Participants described key contributions of NP engagement in MOUD, including increasing 

access, serving rural areas, the unique role of psychiatric NPs, and the value of the nursing model 

of care in working with people with substance use disorders (SUD). Participants also identified 

barriers including scope of practice regulations, other regulatory barriers, stigma, and lack of 

supportive services to address psychosocial needs.

Conclusions—The waiver requirements were eliminated at the end of 2022 in federal budget 

legislation. Other barriers for NP and other APRN prescribers remain and should be addressed in 

practice, and in state and federal regulations. Research needs to explore the impact of the waiver 

elimination on MOUD prescribing and access to services.

Keywords

Medications for opioid use disorder (MOUD); Access to treatment; Nurse practitioners

1. Introduction

Deaths from drug overdoses have risen dramatically in the United States over the past 

two decades. Data from the Centers for Disease Control (CDC) indicate that more than 

101,000 deaths occurred from drug overdoses in the year ending in August 2022 (Ahmad 

et al., 2023). Overdose death rates increased precipitously during the pandemic and have 

stayed high since then (Ahmad et al., 2023). Synthetic opioids such as fentanyl have been 

increasingly involved, with presence in more than two-thirds of the overdose deaths in the 

year ending in August 2022 (Ahmad et al., 2023). Racial disparities in overdose deaths 

also sharply increased in recent years, with American Indian / Alaska Native and Black 

Americans having the highest overdose death rates overall in 2021 despite similar rates of 

opioid misuse (Kariisa et al., 2022; Lagisetty et al., 2019). The rate of overdose deaths 

for Black middle aged men doubled between 2018 and 2021, and a CDC report found the 

highest increases to be in counties with greater income inequality (Han et al., 2022; Kariisa 

et al., 2022).

The treatment for opioid use disorders (OUD) may include behavioral treatments and 

counseling as well as medications for opioid use disorders (MOUD), also known 

as medication-assisted treatment (MAT), which include methadone, buprenorphine, and 

naltrexone, each with specific actions on opioid receptors. Repeated meta-analyses of a 

variety of studies examining mortality rates among individuals with OUD actively receiving 

or not receiving treatment with buprenorphine or methadone have shown that participation 

in treatment is associated with markedly lower mortality rates (Ma et al., 2019; Santo et 

al., 2021; Sordo et al., 2017). Buprenorphine can be prescribed in office-based practices by 

physicians, nurse practitioners (NPs), other advanced practice registered nurses (APRNs), 

and physician assistants (PAs) who are authorized to prescribe schedule 3 controlled 

substances (Comprehensive Addiction and Recovery Act, 2016). In 2020 CMS approved 
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treatment of OUD via telehealth (Ng et al., 2022). However, only a small fraction of those 

with OUD have received MOUD (Gupta et al., 2022). Significant racial disparities in access 

to MOUD also exist, with white individuals significantly more likely to receive treatment 

with buprenorphine than all other racial groups (Lagisetty et al., 2019).

Beginning in 2000, prescribing buprenorphine outside of licensed narcotics treatment 

programs required physicians to obtain a waiver from the Drug Enforcement Administration 

(DEA) (commonly called an X-waiver) after completing 8 hours of training, and clinicians 

had limits on the number of patients they could concurrently treat (Drug Addiction 

Treatment Act, 2000). The waiver regulations changed in 2016 to include NPs and PAs, 

and later, in 2018, other APRNs. The number of NPs with waivers grew steadily after 

applications were opened to them in 2017 (Barnett et al., 2019; Spetz et al., 2019, 2022). 

Regulatory changes in 2016 also increased the number of patients that could be treated by a 

single clinician. Exhibit 1 displays a timeline of federal regulations from 2000 to early 2023.

Many clinicians considered the waiver requirements for MOUD to be burdensome and 

viewed them as a barrier to treatment (Jones et al., 2023). Several studies have identified 

various possible barriers to growth in buprenorphine prescribing, including lack of mental 

health and specialist support, scope of practice regulations, perceived inexperience, prior 

authorizations, and concerns about diversion (Andraka-Christou et al., 2022; Andrilla et al., 

2020).

The waiver requirement for clinicians prescribing buprenorphine for OUD was eliminated 

by the US Congress at the end of 2022 as part of a budget reconciliation package 

(Consolidated Appropriations Act, 2022). The details of implementation of the waiver 

elimination, notification processes, future tracking, and training requirements of OUD 

prescribers are still being developed. Nonetheless, research on the availability of MOUD 

and barriers to engagement as MOUD providers suggests that NPs and other APRNs will 

play an important role in expanded access to treatment, and that elimination of the waiver 

requirement may not facilitate sufficient workforce growth to meet treatment needs. This 

paper describes qualitative findings from a study of NP and APRN providers in MOUD 

practice in four states with differing levels of oversight for NP practice. We present key 

themes from interviews describing the barriers faced by NPs and other APRNs in offering 

MOUD treatment, as well as the contributions they were making prior to the elimination of 

waiver regulations. Our findings shed light on the next steps that are necessary to ensure 

access to treatment for those who need it.

2. Methods

This paper presents additional qualitative analysis on themes from a previous study. A full 

description of the qualitative methods used in this subanalysis is found in (Anonymous, 

2021). We used a comparative case study approach to explore NP MOUD practice in four 

states selected based on variation in NP scope of practice regulations and in the percent of 

NPs with waivers in the state. A comparative case study methodology involves the study and 

analysis of an issue across multiple research sites (Creswell, 2007).
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We identified states with higher-than-average opioid overdose rates in 2016. In that year, 

22 states had opioid overdose death rates above 15 per 100,000. We categorized those 

states according to whether they allowed NPs to prescribe buprenorphine without physician 

oversight and according to the percentage of NPs with X-waivers and selected four states to 

conduct in-person site visits. The final selected states included two states with independent 

NP practice, New Mexico and West Virginia, and two states that required physician 

supervision, Ohio and Michigan. The states selected represented geographic diversity in 

the US and a mix of urban and rural population centers. The study was approved by the 

university’s Institutional Review Board.

2.1 Sampling and Recruitment

From a list of known contacts in the four states and using snowball sampling, we 

reached out to NPs and other APRNs who were currently waivered OUD prescribers, 

who were waivered but not prescribing, and who were not waivered. Our primary focus 

was NPs although we interviewed a few clinical nurse specialists and certified nurse 

midwives who had prescriptive authority in their states. Other targeted interviewees included 

clinic managers; psychiatrist colleagues; state nursing regulatory leaders; and state policy 

leaders in SUD data, treatment programs, and policy. The study scheduled respondents for 

interviews during a 1-week site visit to each state by two to four members of the research 

team.

2.2 Data Collection and Analysis

Semi-structured interviews tailored to each type of interviewee were conducted by two 

members of our research team and included either individuals or small groups. Interviewers 

reviewed a consent form that assured anonymity and confidentiality of interview data. 

We were unable to record the interviews because many took place in clinic conference 

rooms where protected information about patients might be audible or in public areas for 

interviewee convenience and their need to meet during non-clinical working hours. One 

team member in each interview took detailed notes that were reviewed and corrected by both 

team members.

Data analysis conformed to the five steps for thematic analysis described by Castleberry 

and Nolen (Castleberry, J, & Nolen,A., 2018): compiling; disassembling; reassembling; 

interpreting; and concluding. Compiling occurred during review and revision of interview 

notes.

Disassembling was done when study staff entered interview notes into Dedoose, a qualitative 

software package, open-coded and reviewed by two members of the research team to 

identify phenomena of interest. In the reassembling step, we grouped data into key themes, 

and each interview was examined to ensure that no new themes emerged (Pope, C., Mays, N. 

(2006) All team members reached consensus on the key themes. We selected representative 

quotes that best represented common themes. In the interpreting phase, the research team 

drew analytical conclusions from the coded data. Conclusions are the responses to the 

research questions that have emerged from the data.
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In terms of the team’s reflexive stance, we discussed and considered the interviews 

during team discussions following each site visit and after data collection was completed, 

focusing on the interpersonal and contextual domains (Francisco M. Olmos-Vega, Renée 

E. Stalmeijer, Lara Varpio & Renate Kahlke, 2023). Interviewees were APRNs and other 

experts in MOUD, similar to members of the research team thus ensuring a high degree of 

shared language. This shared professional status may have introduced social acceptability 

bias to interviewees’ responses.

3. Results

In total, 76 participants participated in individual or small group interviews in the four states. 

Of the interviewees, 57% were NPs or other APRNs, 34% were managers or regulators, 

and the remainder were physicians. We collected data from the four states on regulations 

and requirements for MOUD treatment at the time of interviews and have included those in 

Table 1.

From our analysis of interview data, we found key themes and several subthemes within 

each key theme that describe NP practice in MOUD (see Table 2). Themes included 

the unique contributions of nurses, barriers related to scope of practice regulations, other 

regulatory barriers, the lack of supportive services addressing social needs, and stigma-

related issues.

3.1 Unique Contributions of Nurse Practitioners

3.1.1 ‘There’s no other way many of our patients would get care’—
Interviewees saw NPs as playing a critical role in expanding access to MOUD since the 

passage of the Comprehensive Addiction and Recovery Act (CARA). In the context of 

provider shortages, interviewees of all types viewed simply having more “boots on the 

ground” as meeting critical access needs. The sentiment articulated by one New Mexico 

certified nurse midwife, “There’s no other way many of our patients would get care,” was 

repeated throughout the interviews. Interestingly, the physicians interviewed were among the 

most enthusiastic in describing how NPs were expanding access to skilled treatment, and 

several noted observing increased willingness among NPs in stepping up to provide MOUD 

compared to physician colleagues. None of the MDs interviewed reported concerns about 

the role of NPs. A West Virginia medical director explained, “No concerns. MAT’s not 
rocket science—NPs & PAs can do as good a job as MDs.”

3.1.2 Stepping Up Access in Rural Areas—NPs were seen as vital in creating 

access to MOUD in rural areas in all four states, with significant impact in local 

communities. In a rural county in West Virginia, a NP explained:

“There is a shortage of physicians. If you didn’t grow up here, it’s hard to move 

here and love it. Having NPs run Suboxone [buprenorphine] programs in rural 

areas is great. If patients are in *** County or far away they cannot get to *** for 

treatment.”

Several NP interviewees described working at clinics that served a wide geographic radius 

and having patients that drove more than an hour to get treatment. Across all four states, 
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rural NPs described working at clinics that were only ones offering MOUD in the area. 

In New Mexico, a regulator explained that APRNs made up about half of the MOUD 

prescriber workforce, with a greater percentage in rural areas. They reported that MD 

organizations saw NPs as necessary in meeting rural health needs, a major reason why they 

were politically supportive of NPs’ independent practice.

3.1.3 The Unique Role of Psychiatric Mental Health NPs (PMHNPs)—The 

presence of PMHNPs was brought up by several interviewees as an increasingly important 

force in fighting the opioid epidemic. PMHNPs were noted as playing a role in expanding 

much needed access, with their in-depth mental health training being well suited for working 

with underlying mental health comorbidities in patients accessing MOUD. Several nursing 

faculty members described community pushes to start PMHNP programs in part to help 

serve the needs of patients impacted by the opioid epidemic. A West Virginia RN who 

started a recovery organization and was in school to become a PMHNP explained her 

choice:

“I’ve worked with people in recovery for a while now. Seeing the depression and 

PTSD, and trauma-related disorders and the anxiety, and the withdrawal that lasts 

for a year or a year and a half afterward…. PMHNP is a unique opportunity to 

address both.”

3.1.4 The Nursing Model of Care is a Natural Fit for Working with SUD—
Outside of expanding access, many interviewees cited empathy, holistic care, and expertise 

in helping patients navigate health system barriers as distinctive traits related to the nursing 

model of care, and often a source of pride. A West Virginia interviewee explained:

“I think the nursing model is amazing. We see it differently. It’s not based on the 

disease model. There is a lot of education and time spent figuring out what the 

barriers are. Nurses are at heart all a little bit case manager because we figure it out.

This sentiment was echoed by many of the clinic directors interviewed. The director of a 

large community health network in New Mexico explained “I don’t know if this is true of 
primary care NPs in general, I think of them as being a little more holistic. Maybe this is just 
my experience of these few. But it’s good, when you’re in SUD treatment, it’s important to 
see the whole person.” Interviewees attributed these unique contributions of NPs to nursing 

education, the nursing model of care (“nursing is caring”), and histories of working at the 

bedside. Ultimately, many NP interviewees saw their work as a type of calling. One certified 

nurse midwife in New Mexico who specializes serving patients with co-occurring substance 

use explained:

“I have expertise in this: it’s my job, it’s what I care about doing and what I want 

to do. It’s such an honor to take care of these families. There are so many ways that 

systems of care are barriers. They feel judged, they have had traumatic experiences. 

A safe system is important, and the system might never be entirely safe, but they 

need a person who needs to be available for healing. It’s the best position in the 

world.”

Chapman et al. Page 6

J Subst Use Addict Treat. Author manuscript; available in PMC 2024 May 14.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



3.2 Scope of Practice Regulations Limit Access to Care

3.2.1 Variability and Informality of Supervision Practices—Among NPs who 

lived in states that required physician supervision, many reported successfully providing 

MOUD in team-based settings. At several interview sites, the collaborating MD was 

provided by the employer, with supervision requirements being highly variable and often 

informal. A Michigan NP who reported that scope of practice regulations had “not been 

a hindrance” explained a typical supervision arrangement, “The MD has to be available 
by phone. No regular supervision—by phone, review clients PRN. No co-signatures for 
notes or scripts.” An Ohio collaborating physician reported a similar understanding of his 

responsibilities, “Not much. I look at a few charts and am available to answer questions.” 
This MD received no distinct separate pay for his role, explaining “I assume that’s part of 
the medical director’s pay.”

This variability, informality, and often sparseness of day-to-day supervision practices stood 

in contrast to the barriers experienced by some NPs due to supervision requirements, 

particularly for new providers and those seeking to expand MOUD services. Some of these 

barriers came from state-level scope of practice regulations specific to MOUD. For example, 

although NPs had recently gained independent practice in West Virginia, a state regulation 

required any clinic prescribing buprenorphine to have a physician as medical director. A 

NP faculty member in West Virginia who worked part time at a rural clinic described the 

barriers the clinic leaders faced when they wanted to start providing MOUD services:

“They would like to have an office-based MAT program, but there is a regulatory 

issue with having a medical director who is waivered. They don’t have one, they are 

largely giving up on that now because they are so busy.”

Similarly in Ohio, a PMHNP practice director with extensive substance use treatment 

expertise was able to offer MOUD herself through supervision from an external mentor. 

However, she found it challenging to expand needed services at her organization because 

of difficulty finding a physician who was both waivered and willing to sign a collaborative 

practice agreement (Standard Care Agreement [SCA]) to supervise additional advanced 

practice practitioners:

“It’s crazy that we have to have the signed SCA. We could have more providers if 

we didn’t need that. Specific aspects of SCA that are a problem, for example we 

need someone who has the waiver. We are limiting care because of that. People are 

dying. Fentanyl, meth is on our way.”

3.2.2 Biggest burdens in areas with provider shortages—Nurse practitioner 

interviewees in Michigan, Ohio and West Virginia reported viewing scope of practice 

regulations as an obstacle to the expansion of MOUD services in their state. Many 

interviewees knew of colleagues who paid significant fees for MD collaboration. In addition, 

geographic areas existed in which MD collaborators were difficult to find. Many of the NP 

providers who reported SOP regulations as a personal barrier to providing MOUD practiced 

in rural areas and in settings with limited MD collaborators. A NP practice director in rural 

Michigan explained:
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“I sought out the one and only addiction physician in the county and asked him 

to be my collaborator. He is also on my grant for Project ECHO. He is the only 

collaborating physician who does MAT and takes on everyone. There is no one 

else.”

3.2.3 Employer and Payor Policies Create Additional Scope of Practice 
Barriers—Several participants described ways in which scope of practice regulations 

interacted with employer and payor policies to create additional barriers around prescribing 

and reimbursement. A number of West Virginia NPs described persistent co-signing and 

payor-related requirements despite the conversion to independent practice a few years prior:

“This organization has a requirement that NP notes be cosigned… Employers can 

make policies however they want… Some of the MCOs say they won’t contract 

with us and we have to bill under the physician’s number.”

Even in New Mexico, which has had independent NP practice for more than 25 years, an 

interviewee knew of a APRN colleague who was leaving their academic position because 

their employer had “a policy that a waivered NP cannot use their waiver for a year.”

In both New Mexico and West Virginia, additional legislative efforts were needed to tackle 

such barriers after the initial legislation codifying independent practice. In West Virginia, a 

regulator interviewee stated, “There were some issues from the RN board – the difficulty 
was with the payer sources. There were a few that were not recognizing NPs as autonomous 
so people weren’t getting payment. There was legislation or a regulatory change about a year 
ago that addressed this problem.” In New Mexico, a participant explained that prior scope of 

practice-related payor issues had been largely laid to rest because of passage of a state law 

that payors were not allowed to restrict APRN practice.

3.3 Challenges from the X-Waiver and Prior Authorizations

3.3.1 The Waiver Requirement: Barriers and Facilitators—The study conducted 

interviews before the training requirements for an X-waiver were lifted in 2021 for 

clinicians seeing fewer than 30 patients, and before the X-waiver was removed entirely 

in legislation passed in late 2022. Findings regarding the waiver as a barrier are included 

here as informative about the types of impacts that federal regulations may have as other 

regulations are considered in the future. Most interviewees found X-wavier training to 

be largely accessible online and/or through professional organizations. Several participants 

noted facilitators of waiver uptake, the most common being free online access through 

professional organizations and employers covering costs and continuing education time. 

One NP noted that more NPs in her department had waivers than MDs, in part because 

her NP coworkers had decided to include waiver uptake as a quality metric. Others noted 

facilitators included the MOUD requirements for National Health Service Corps Substance 

Use Disorder loan forgiveness, universities including the waiver training as part of course 

requirements, and employers requiring waiver possession as a condition of employment.

However, some interviewees viewed completing the waiver process itself as a barrier. 

Evidence of the impact of this barrier was also found in the fact that seven interviewees 

were interested in obtaining a waiver but had not yet started or were still in process of 
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completing training. A recurrent theme was the CARA Act requirement that Advanced 

Practice Providers, including APRNs, must complete an additional 16 hours of pre-waiver 

education beyond the 8 hours required for physicians. NP participants who had taken the 

additional training found it “repetitive”, “redundant” and “a lot of filler”, as one Ohio NP put 

it, “They just kept hitting us over the head with the same information”.

Among interviewees who mentioned waiver capacity, about one-third were near their waiver 

limit. This was a particular barrier for new providers at the lower 30 patient limit and for 

clinics with provider turnover. One New Mexico Medical Director explained:

“Most of the NPs can increase numbers in August of this year. They would grow if 

the waiver limit increases. The barrier is limits on the number of MAT clients per 

provider. When someone leaves we have to start again with another limit of 30.”

Several interviewees described the regulation itself creating fear, and low patient limits not 

making sense with day-to-day practice realities. One Michigan NP had just increased to the 

100-patient waiver but described persistent anxiety and meticulous record keeping to ensure 

she was in compliance when her waiver limit was 30. The regulatory environment felt at 

odds with the benefits to the community; she commented, “They should not use fear factor 
if we’re trying to try to treat people.” Interestingly, a number of interviewees described 

employers using the waiver patient limits as a way to restrict providers from increasing time 

spent on providing MOUD services.

3.3.2 Prior Authorization-Related Barriers Continue in Some Areas—Barriers 

related to prior authorization varied widely by state. Many participants described recent 

improvements, but significant hindrances remained in some areas. Interviewees in New 

Mexico and Ohio described insurers, including Medicaid, recently removing prior 

authorization requirements altogether. This was viewed positively and no concerns about 

misuse were described. In Michigan, a new law allowed 2 weeks of buprenorphine without 

prior authorization, but time costs were still significant after the first 2 weeks – about 30 

minutes per request, according to one medical director. Another practice director described a 

typical situation:

“We have one person on staff who does the prior auths for everyone…The 

authorization [has] to be renewed in a certain number of months. We don’t always 

know when that is due. We usually get covered for a year but we don’t always 

know when the year is up. Some of our patients have transferred here and we don’t 

know when they started. Sometimes becomes an issue when patients show up at 

pharmacy to get their bupe and are told their authorization has expired.”

3.4 The Social Context of Addiction and Lack of Supportive Services

3.4.1 ‘Not just a matter of providing a pill and the patient will be fine’—
Interviewees commented on the importance of recognizing the social context of addiction 

and its role in both substance use and recovery. Providers noted that patient histories 

of structural barriers, multi-generational trauma, economic hardship, and social exclusion 

were inseparable from their patients’ experiences with OUD. While many providers spoke 

of witnessing life-changing improvement in their patients’ realities after starting MOUD, 
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many noted residual challenges faced by their patients. This theme was noted across states, 

and especially by interviewees in New Mexico, one of the states where, despite shortages 

in some areas, MOUD was generally more widely available. A New Mexico NP faculty 

member reported that he was still surprised by the naivete of some providers who felt that 

the symptoms of OUD were easier to control than they actually were. Many informants 

viewed addressing mental health, social determinants of health, and structural inequity as 

critical to addressing the opioid epidemic, with some finding healthcare to be “too focused 
on [the] individual when problems are systemic.”

Interviewees viewed MOUD as one critical tool in a broad toolkit of interventions for 

addressing OUD, and many reported challenges when resources were unavailable such as 

mental health services, socioeconomic supports, and a continuum of care for substance 

use. Lack of readily available supportive services was seen as creating burdens for the 

prescribing providers themselves, which in turn affected willingness to start providing 

MOUD. A New Mexico policy maker explained, “Providers want to prescribe MAT, but 
they get burned out being [the] only resource, especially in rural areas.” A certified nurse 

midwife in New Mexico reported similarly:

“Here there is a lot of interest because they are still seeing the patients and 

can’t help them, and they absolutely want to help them. But when you are 

doing 15-minute return OB visits it’s impossible to do the visit plus the Subutex 

[buprenorphine] during that 15 minutes… people are leery because they don’t have 

the clinical support and they really don’t. To be in Albuquerque you might have an 

in-house social worker and a lot of other places don’t.”

3.4.2 The Double-Edged Sword of Therapy Requirements—Many interviewees 

worked in collaborative practices with social workers, counselors, and therapists, and took 

pride in the availability of these services. However, when counseling was required to receive 

Medicaid reimbursement – as it was in West Virginia, Ohio and Michigan – it served as 

a double-edged sword that could push patients out of treatment. As one West Virginia NP 

explained “I’ve seen people who fail out of [program name] because they have daily issues, 
transportation issues, they don’t get here and they miss therapy.”

Interviewees also discussed the shortage of counselors and therapists to partner with as a 

barrier in expanding MOUD programs. Lack of supportive services was most often cited 

in West Virginia, a state that has therapy requirements for Medicaid reimbursement of 

MOUD, but also frequently cited in New Mexico, which does not. Several interviewees 

in New Mexico explained that the state had recently experienced a state-wide upheaval of 

its behavioral health system due to later unproven allegations of fraud. One New Mexico 

medical director explained:

“Only about half [of our waivered clinicians] are currently using the waiver. This 
is partly because of the limitation in terms of trying to couple with BH [Behavioral 

Health] services and so there is interest on the part of the some of the providers 
to do the prescribing, but we don’t have adequate BH services to let it get up 
and running. Especially at some of the remote sites that have trouble retaining BH 
staff.”
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3.5 Hard-won culture change amidst pervasive stigma

Interviewees described pervasive stigma against both MOUD and people who use drugs 

as a key barrier at every level of the practice environment, from community reception, 

to employers, to clinician co-workers. Simultaneously, many described witnessing tangible 

hard-won culture change in their clinical microsystems after years of dedicated efforts.

3.5.1 Stigma at every corner—Interviewees described stigma against MOUD as 

deeply intertwined with generalized stigma against people with substance use disorders, and 

its presence both inside and outside the clinic as a major barrier to providing MOUD. Many 

described mixed reception in the community, with some encountering a warm welcome from 

local faith and community groups eager to find support, while others described community 

resistance. An Ohio NP explained:

“Everyone knows someone who has been impacted. Softens them a bit. [They say] 

‘Wonderful what you are doing, just do it somewhere else.’”

Many interviewees also described deeply rooted community hesitancy about MOUD 

specifically, with opiate agonist therapies viewed as “enabling” or “trading one addiction 

for another.” This was seen as informing the non-acceptance of MOUD in many drug 

rehabilitation facilities and some peer recovery groups.

The healthcare establishment was not immune to such concerns. Clinician and administrator 

stigma often served as a barrier to leaders seeking to start OUD-related programs 

in their institutions. Many informants described feeling discouraged upon finding little 

initial interest from their colleagues and, at times, significant institutional pushback. 

Several interviewees described stigma associated with “being known as a MAT provider.” 

Interviewees saw such stigma as rooted in both broader cultural aversion against people who 

have substance use disorders (“I don’t want that in my waiting room”) and significant lack 

of education about treatment of substance use disorders among their co-workers. A West 

Virginia NP faculty member fought to include the waiver training in the curriculum for 

her students, but the combination of generalized stigma, lack of training about SUD, and 

regulatory barriers created uphill battle in her own clinical work:

“Those of us who’ve gone through waiver training see it as ‘this is one more person 

who is not going to die.’ I’m a big fan of putting this into the curriculum for new 

NPs so they can enter without the stigma and resistance. But we need to figure out 

how to get the NPs who are out there now to understand this. The NPs who have 

had patients who have died or struggled might be interested, but then they have to 

bang their heads against all the regulations.”

Such stigma often had direct implications for patient care. Many interviewees described 

practices that served high numbers of patients with substance use disorders only offering 

naltrexone, an opioid antagonist which is not a controlled substance, out of hesitation 

about opioid agonist therapies like buprenorphine, which is a schedule III drug. Several 

interviewees also expressed significant hesitancy about buprenorphine if they did not have 

a plan for eventual tapering. An interviewee in Ohio explained that the largest provider of 

MOUD in their town only offered it as a two-week temporary treatment course.
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3.5.2 Culture change in process—Despite such barriers, over the course of years, 

many interviewees described tangible culture change in their institutions and hard-won 

successes, with interest growing and stigma slowly dissolving as colleagues learned more 

about MOUD and saw patients get better on it. A number of interviewees recounted 

examples of internalized stigma and personal transformation upon witnessing improvements 

in patients’ lives with MOUD, such as stability, employment, and return to parenting roles. 

One West Virginia NP shared:

“I didn’t tell anybody here I got the waiver… I had a lot of preconceived notions 

and a lot of bias… But I’m born and raised here and as I’ve seen this crisis 

here. I’ve seen multiple attempts to improve the outcomes, but I’ve never seen a 

solution… Of all the things I’ve seen this is the most effective treatment. Unless 

some new strategy comes out in the future, this is the biggest opportunity we have 

to address this problem.”

Such personal transformation was representative of a larger cultural change that many 

interviewees described as being mid-process. Clinician acceptance was often described as 

“improving” or “growing”, with increased normalization itself serving as a facilitator of 

change. A New Mexico NP explained, “[MOUD] was resisted at first, included by me, but 
now it’s part of the culture. You have to look at yourself and your own judgements – takes 
a while to change.” Such change was partly facilitated by increased funding for MOUD, 

which interviewees described as lending both capital and social credibility in support of 

MOUD. One West Virginia program director explained:

“MAT acceptance is better than it was a year ago, it’s become more normalized, 
both supported financially (SOR [State Opioid Response] grant, which required a 
MAT component), that gives some credibility among professionals. The providers 
are still coming around. They are more accepting of it as a whole.”

Culture change was also facilitated by individual champions, many of which were NPs. 

Interviewees described persistence and eventual success, often over the course of years, in 

fighting to increase SUD education at their institutions, being the first to offer MOUD in 

their healthcare setting and creating campaigns to increase the number of waivered providers 

at their workplace. Many interviewees saw addressing stigma as a key piece of the education 

needed to increase the MOUD workforce and advocated for increased SUD and mental 

health training in standard curricula across the healthcare professions. Such interviewees 

expressed simultaneous frustration and hope in describing the acceptance of MOUD, noting 

that amidst such gains, capacity was still far from meeting community need.

4. Discussion

Nurse practitioners and other Advanced Practice Registered Nurses have been an 

increasingly important part of the MOUD treatment provider community. Their participation 

in MOUD treatment through obtaining X-waivers has grown steadily since their inclusion 

in the waiver program in 2016 (Andrilla et al., 2019; Auty et al., 2020; Spetz et al., 

2022). This growth occurred despite the greater number of hours of training required for 

NPs. Interviewees described tangible impacts in their communities in expanding access to 

MOUD and serving rural areas since the expansion of waivers to NPs, other APRNs, and 
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PAs and the increase in the number of patients a clinician was authorized to treat. Many 

also described the nursing model of care as particularly well-suited to serving the complex 

psychosocial needs of patients who experience OUD.

While MOUD treatment barriers created by the X-waiver have been eliminated by recent 

legislation, other barriers for APRNs still exist (Consolidated Appropriations Act, 2022). We 

found that several types of regulations and practice barriers impacted the ability of APRNs 

to participate in MOUD treatment and their interest in becoming a provider.

Scope of practice regulations in states that require supervision for NPs remained a barrier 

for NPs, who reported difficulty finding a physician supervisor willing to allow provision 

of MOUD. Previous studies of NP practice in states with restrictive scope of practice have 

cited barriers in finding and paying for supervision (Chapman et al., 2019; Martin et al., 

2020). Our findings suggest this may particularly be a barrier in already low-access and rural 

areas where the number of potential physician collaborators is limited. State-level scope of 

practice regulations can also interact with institutional and payor policies to further limit 

care, such as co-signing requirements and payors not recognizing APRNs as autonomous 

providers for billing purposes. Interviewees in West Virginia indicate that, even in states 

with independent practice, additional regulatory efforts such as the need for a medical 

director of the clinic may be needed to address restrictions on APRNs.

Other barriers to NP and APRN practice go beyond the supervision requirement and 

differ across the country. Cultural stigma against MOUD varied regionally but was present 

to some extent in all states visited. Interviewees described a cultural shift that was 

partially underway, with tangible victories to expand access and acceptance of MOUD 

in their institutions. However significant residual stigma remained across communities, 

healthcare administrators, and clinicians. Interviewees saw efforts such as federal funding 

for MOUD provision, increased SUD curricula across healthcare professions, and concerted 

institution-level campaigns to expand MOUD as providing both concrete resources and 

social credibility to MOUD provision.

Interviewees emphasized that substance use disorders are frequently intertwined with 

complex social determinants of health, histories of stigmatization, and trauma. Many saw 

nursing’s holistic model of care as particularly well suited to working with such factors 

and named the need for additional resources to address social determinants of health and 

provide adequate psychosocial support. Such support was seen as both helpful to patients 

and to prescribers themselves, who were often working in time-constricted environments 

where they felt limited in their ability to adequately address such needs. This echoes 

discussions by Winstanley and colleagues (2020) documenting efforts to expand MOUD in 

West Virginia, and analysis of survey data by Andrilla and colleagues in 2020 which found 

lack of mental health and psychosocial support as top barriers to providing MOUD cited by 

NPs (Andrilla et al., 2020; Winstanley et al., 2020). However, mandating therapy alongside 

MOUD services was viewed as a barrier to access to treatment. Interviewees reported that 

such requirements hindered the establishment of MOUD programs due to workforce issues 

and resulted in patients themselves being pushed out of care. Interviewees emphasized the 
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need for investment in SUD-related psychosocial services and policies addressing inequality, 

poverty, and other social determinants of health.

These findings are critical to note in the context of continuing racial inequity in access 

to evidence-based treatment for OUD and the recent sharp increase in overdose deaths 

among Black Americans and American Indians / Alaska Natives. Recent studies have shown 

continued lower rates of treatment and treatment retention for all racial groups compared 

to whites (Dong et al., 2023; Martin et al., 2022). In an extensive qualitative study by 

Hatcher and colleagues, low income Black and Latinx patients were more likely to find 

MOUD alone inadequate, and even isolating, if not provided with attention to survival 

needs and intersectional realities of oppression and stigmatization (Hatcher et al., 2018). 

The elimination of waiver requirements may be an important step in facilitating access to 

MOUD, but alone this will not address these disparities. Concerted policy efforts are needed 

to ensure equitable access to high quality treatment services that address the social realities 

of all patients.

What comes next for MOUD regulations is unclear after the recent elimination of the 

X-waiver requirement. What requirements, if any, will replace it are not known at this 

time. While the previously required X-Waiver has now been removed, new regulations may 

continue to impact access to MOUD. For instance, as of June 2023, the federal MATE 

Act, a component of the Consolidated Appropriations Act, required new or renewing DEA 

licensees to complete 8 hours of training on OUD, other substance use disorders and the 

treatment of pain (Consolidated Appropriations Act, 2022). In addition, state requirements 

that impact MOUD may not change with elimination of the X-waiver. Whether any federal 

agency will maintain a publicly available listing of MOUD providers is also unknown - this 

is currently provided by SAMHSA but is based on X-waiver records. Despite unknowns in 

the immediate wake of the X-waiver elimination, buprenorphine remains a pillar of OUD 

treatment.

4.1 Limitations

These findings are not representative of APRN scope of practice regulations in every state. 

We may have missed several key state-based issues. Specific regulations for APRNs are 

made at the state level with variation among the US states. However, one of the key 

components of regulations is whether APRNs have full practice authority or supervision is 

required. In this study we included two states of each level of regulation.

We did not focus our recruitment on clinicians who were opposed to participation in MOUD 

treatment. We used snowball sampling, which may miss some perspectives within each state. 

Some themes may have been missed in our analysis. Group interviews were requested by a 

few organizations in order to allow us to hear from multiple staff members while minimizing 

clinician time away from practice. This may introduce some bias in respondents’ willingness 

to share. In the information sheet given to all respondents, we invited them to email us with 

any further thoughts or perspectives. To address that potential limitation, we revisited our 

themes multiple times in preparation for this paper.
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5. Conclusion

Deaths from opioid overdose continue to rise in the US. NPs and APRNs comprise a 

critical and growing part of the workforce providing life-saving treatment for OUD with 

medications such as buprenorphine. Previous training and federal waiver requirements 

were seen as barrier for clinicians, and it will be important to assess the impact of their 

elimination on access to MOUD. However, NPs and other APRNs reported additional 

barriers to MOUD prescribing as well. Residual barriers need continued policy attention, 

including state-level scope of practice regulations, prior authorizations, the availability of 

supportive services, and continued countermeasures to address cultural stigma.
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Highlights

• Nurse practitioners play critical roles in providing medications for opioid use 

disorder (MOUD) treatment.

• APRNs and their colleagues report barriers at the state regulation and practice 

level that impede their participation in MOUD treatment which were not 

alleviated by elimination of the X-waiver program.

• APRNs and their colleagues recognize the unique contributions of the nursing 

profession to MOUD, but practice barriers need to be addressed.

• Interviewees recognized internalized and community stigma as an ongoing 

and significant barrier to MOUD treatment.
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Figure 1. 
Timeline of Federal Regulations regarding Buprenorphine Prescribing, 2000-Present
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Table 1.

State Regulatory Environment Influencing NP Provision of Buprenorphine to Treat Opioid Use Disorder

Scope of 
Practice

Requires 
Medicaid Prior 
Authorization 
for 
buprenorphine

Requires 
counseling or 
behavioral 
health 
participation for 
buprenorphine

State Specific Regulations

Michigan Collaborative No1 Yes • NP authority to prescribe controlled substances must be 
delegated by MD (i.e.: delegating MD’s identifying information 

and DEA number required on Rx)6
• State Medicaid requires counseling with a provider who is not 

the prescriber7

New 
Mexico

Independent No No • State regulations for prescribing buprenorphine contain no 
additional barriers beyond federal regulation

Ohio Collaborative2 No Yes Per Ohio Administrative Code3
• NP authority to practice is determined by Standard Care 
Arrangement (SCA) with collaborating MD 
• If not a PMHNP, PMHCNS or CARN-AP, the APRN must 
complete at least eight hours of continuing education related to 
substance abuse and addiction in each license renewal period 
• If not a behavioral health provider, must refer patient to 
behavioral health for psychosocial treatment. If patient refuses 
referral to behavioral health, APRN must ensure that program 
requires participation in 12-step or other self-help recovery 
program 
• For first 90 days of treatment, APRN shall prescribe no more 
than a two-week supply of buprenorphine. From treatment day 
#91 until the completion of 12 months of treatment, the APRN 
can prescribe no more than a 30-day supply of buprenorphine 
• Maximal buprenorphine dose is 24mg/day and must offer 
patient naloxone

West 
Virginia

Independent4 Yes5 Yes • MD must be medical director of clinic where buprenorphine is 
provided 
• Medication treatment program must be licensed by the state
• State Medicaid requires counseling with a provider who is not 
the prescriber
• State Inspection of office site required prior to starting office-
based buprenorphine treatment

Notes

1.
Since December 2019.

2.
NP Must have national certification in order to receive state license.

3.
Ohio Administrative Code Chapter 4723–9-13 (until 2021). URL: https://codes.ohio.gov/oac/4723-9-13v1

4.
NP independent practice following 3 years of MD collaboration.

5.
Not required if all these requirements are met: a) buprenorphine maximum dose of 16 mg per day; b) buprenorphine maximum of 2 doses per 

day; c) buprenorphine prescriber is on approved prescriber list for Medicaid members; and d) member is not concurrently prescribed opioids or 
benzodiazepines.

6.
Michigan Bureau of Health Services. (n.d.) DEA registration requirements for Physician’s Assistants, Nurse Practitioners and Nurse Midwives. 

Retrieved from https://www.michigan.gov/documents/cis_fhs_bhser_Alert012403dearequirements_58938_7.pdf on January 30, 2021

7.
State of Michigan. (2018, December 17). Michigan Administrative Code R. 

325.1383. Retrieved from https://casetext.com/regulation/michigan-administrative-code/department-licensing-and-regulatory-affairs/
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Table 2.

Perspectives on NP Prescribing of MOUD, Themes and Subthemes

Theme Subthemes

Unique Contributions of Nurse Practitioners ‘There’s no other way many of our patients would get care’
Stepping Up in Rural Areas
The Unique Role of PMHNPs
The Nursing Model of Care is a Natural Fit for Working with SUD

Scope of Practice Regulations Limit Access to Care Variability and Informality
Biggest Burden in Areas with Provider Shortages
Employer and Payor Policies Create Additional Scope of Practice Barriers

Challenges from the X-Waiver and Prior Authorizations The Waiver Requirement: Barriers and Facilitators
Prior Authorization Related Barriers Continue in Some Areas

The Social Context of Addiction and Lack of Supportive Services ‘Not just a matter of providing a pill and the patient will be fine’
The Double-Edged Sword of Therapy Requirements

Hard-won Culture Change Amidst Pervasive Stigma Stigma at Every Corner Culture Change in Process
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