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Overview
The increasing number of drug overdose deaths in the United States has hit rural areas particularly hard. Between 
1999 and 2015, overdose deaths increased 325 percent in rural counties.1 In 2015, they surpassed the death rate 
in urban areas.2 Additionally, nonfatal prescription opioid overdoses are concentrated in states with large rural 
populations.3 Helping to drive this trend in rural areas are high opioid prescription rates and challenges accessing 
medication-assisted treatment (MAT), the gold standard for treating opioid use disorder.4 

This fact sheet describes some of the challenges rural communities face in providing access to evidence-based 
treatment and strategies used by federal and state agencies to enhance treatment capacity, including how one 
rural community responded to the opioid epidemic by addressing the specific needs of its residents. The policies 
and programs described are not an exhaustive list but are intended to be illustrative.



Medication-assisted treatment (MAT) combines behavioral therapy with one of three Food and Drug 
Administration (FDA)-approved medications—buprenorphine, methadone, or naltrexone— for the 
treatment of opioid use disorder (OUD).5 

These medications minimize or block the euphoric effects of opioids, curtail cravings, and significantly 
increase a patient’s adherence to treatment.6

Rural treatment capacity
Compared with their urban counterparts, rural communities face significant barriers to treatment, such as fewer 
facilities, which may also offer more limited services, and greater distances to care.7 

Opioid treatment programs (OTPs), which dispense methadone and may also offer buprenorphine and 
naltrexone, are a key component of most current opioid use disorder (OUD) treatment systems. Although a 
shortage of these programs exists nationally, the gap is widest in rural areas, where 88.6 percent of large rural 
counties lack a sufficient number of OTPs.8 

An opioid treatment program (OTP) is a facility where patients go, usually daily, to take medications to 
treat their OUD under the supervision of staff and to receive counseling and other care services. 

These programs are regulated and certified by the federal Substance Abuse and Mental Health Services 
Administration and operate in a number of care settings, including intensive outpatient, residential, and 
hospital locations.9 

Another key component of an OUD treatment system is office-based opioid treatment  (OBOT), which integrates 
opioid agonist treatment (i.e., drugs that minimize the effects of opioids) into a patient’s general medical and 
psychiatric regimen by allowing primary care physicians to provide MAT in their own clinical settings.10 However, 
OBOT is particularly limited in rural communities: 29.8 percent of rural Americans live in a county without a 
buprenorphine provider, compared with only 2.2 percent of urban Americans.11

The shortage of treatment options in rural areas places barriers on patients who must travel farther to access 
MAT and, in some cases, have to rely on friends or family for transportation.12 Numerous studies have found that 
those who live closer to a health care facility have better health outcomes and can more easily access care.13 
Transportation challenges may be particularly acute for patients with OUD; a small survey of OTP patients in 
Vermont found that 23 percent missed at least one visit due to lack of transportation, 17 percent due to weather, 
and 8 percent due to costs.14 The rural treatment shortage also places burdens on payers that offer patients 
transportation services.15 For example, Washington state’s Medicaid program reported in 2011 that it spends $3 
million a year to transport rural enrollees of the program to urban OTPs.16 

Treatment centers in rural areas are less likely than their urban counterparts to provide buprenorphine and to 
offer additional services, such as case management, that are shown to improve outcomes.17 Rural facilities also 
rely more on public funds to care for patients and support innovative programs that may improve treatment 
quality.18 Such limitations can contribute to decreased availability of evidence-based care, with fewer tailored 
treatment options and specialized providers to address complex patients.



Closing the treatment gap by expanding the provider 
workforce 
In 2016, Congress passed legislation temporarily allowing nurse practitioners (NPs) and physician assistants 
(PAs) to prescribe buprenorphine after completing specified training.19 Additional legislation passed in 2018 
made this allowance permanent and temporarily authorized other providers, such as clinical nurse specialists, 
to obtain a waiver to become buprenorphine prescribers.20 This expanded prescribing authority is relevant for 
rural areas; in 2017, 13.8 percent of rural counties had a waivered NP and 4.6 percent had a waivered PA.21 As a 
result of this workforce expansion—and a 10.7 percent rise in the number of physicians with a waiver to prescribe 
buprenorphine—from 2012 to 2017, the number of all waivered providers (e.g., physicians, NPs, and PAs) per 
100,000 residents doubled in rural counties. 

However, as of 2017, 28 states prohibited NPs from prescribing buprenorphine unless they are working in 
collaboration with a doctor who also has a federal waiver to prescribe.22 To further increase access to MAT, states 
may need to change laws and regulations that restrict NPs from prescribing buprenorphine. 

Using technology to address physician barriers
For rural physicians, barriers to prescribing buprenorphine include time constraints and a lack of mental health or 
psychosocial support services for patients, specialty backup for complex problems, and confidence in their ability 
to manage OUD.23 Treatment models that use technology to address these barriers have been shown to increase 
access in rural populations. 

For example, Project ECHO (Extension for Community Healthcare Outcomes), which was launched in New 
Mexico, contributed to a nearly tenfold increase in buprenorphine-waivered physicians over a 10-year period.24 In 
this model, prescribers are recruited to obtain a waiver and are provided regular opportunities for mentoring and 
education, thereby increasing treatment capacity in rural areas.

West Virginia’s Comprehensive Opioid Addiction Treatment program is a telemedicine model that uses 
videoconferencing to prescribe buprenorphine and for medication management.25 Patients residing hundreds 
of miles from the treatment center participate in virtual group-based medication management followed by 
in-person group therapy. Retrospective analysis of this program found that rates of treatment retention and 
abstinence from drug use were comparable to the rates observed when MAT is provided in person.

Developing innovative, local responses to the opioid epidemic
Strategies to address the opioid epidemic must address community needs to effectively reach and treat patients 
with OUD. For example, Indiana’s Scott County Partnership Inc. responded to an HIV outbreak that was linked 
to the misuse of prescription opioids and sharing of syringes by developing a “one-stop shop” model to provide 
buprenorphine, mental health counseling, HIV and hepatitis C treatment, primary care, and syringe exchange in 
an existing mental health clinic.26 Prior to this model, this rural county had no OUD or HIV treatment services.27 

Scott County responded to this local public health crisis by comprehensively addressing the barriers to care faced 
by people with OUD and HIV. In addition to health care services, patients receive clothes and meals if needed, 
obtain help finding a job, and have care coordinators to help them enroll in health insurance.28 The partnership also 
transports patients to appointments and conducts outreach and education to increase the number of physicians 
who can prescribe buprenorphine.29 Evaluations of the one-stop shop model have not been published, although Scott 
County’s experience provides an example of a targeted response that takes specific community needs into account. 
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Buprenorphine Treatment Divide
by Race/Ethnicity and Payment
Opioid mortality rates continue to increase throughout the
United States1; however, growth in buprenorphine hydro-
chloride treatment for opioid use disorder (OUD) might be
limited to communities with higher income and low
percentages of racial/ethnic minorities.2 Buprenorphine,
a partial opioid agonist, is 1 of 3 evidence-based medications
for treating OUD and c an legally be presc ribed in
office-based settings.

To our knowledge, no national studies have examined the
differences in the receipt of buprenorphine prescription by
race/ethnicity and payment in office-based settings, in which
most patients with buprenorphine prescription receive care.3

In this article, we present changes in buprenorphine treat-
ment at office-based visits in the United States since 2004 as
well as the race/ethnicity and payment characteristics cur-
rently associated with its receipt.

Methods | We combined data from the National Ambulatory
Medical Care Survey and the National Hospital Ambulatory
Medical Care Survey outpatient department component from
2004 to 2015. The surveys, which provide nationally repre-
sentative estimates of ambulatory care provided in the United
States by non–federally employed physicians, capture physi-
cian-reported medications prescribed during each office visit
as well as demographic characteristics and expected source of
payment. The University of Michigan Institutional Review
Board did not require approval for this study, given that sec-

ondary analysis of publicly available, nonidentifiable data set
is not regulated. Informed consent was not applicable for this
type of study.

We limited our sample to visits in which buprenorphine
was prescribed, and we aggregated the sample into 4-year
periods. We estimated buprenorphine prescription rates by
race/ethnicity and payment. We chose the most recent period
(2012-2015) to test the association of race/ethnicity with re-
ceipt of buprenorphine prescription using logistic regression
adjusted for age, sex, and payment method. Analyses were
completed in Stata, version 15.1 (StataCorp LLC), and ac-
counted for complex survey design elements to generate
nationally representative estimates.

Results | From 2004 to 2015, the number of buprenorphine
visits rose from 0.04% to 0.36% of all ambulatory visits,
representing 13.4 million visits between 2012 and 2015.
From 2012 to 2015, buprenorphine prescription was
received at considerably more visits by white patients than
patients of other races/ethnicities (12.7 million [95% CI, 8.6
million-16.8 million] vs 363 000 [95% CI, 134 000-594 000])
(Figure). Self-pay and private insurance were the most com-
mon payment methods across all years (Table). The number
of buprenorphine visits by self-pay patients dramatically
increased from 585 568 (95% CI, 0-1.3 million) visits in 2004
to 2007 to 5.3 million (95% CI, 2.5 million-8.5 million) visits
in 2012 to 2015, accounting for 39.6% of the visits. After
accounting for payment method, sex, and age, we found
that black patients had statistically significantly lower odds
of receiving buprenorphine prescription at their visits
(adjusted odds ratio, 0.23; 95% CI, 0.13-0.44).

Figure. Buprenorphine Visits by Race/Ethnicity and Payment Type, 2004-2015
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Discussion | This study demonstrates that buprenorphine
treatment is concentrated among white persons and those
with private insurance or use self-pay. This finding in
nationally representative data builds on a previous study
that reported buprenorphine treatment disparities on the
basis of race/ethnicity and income in New York City.2 It is
unclear whether the appearance of a treatment disparity
may reflect different prevalence in OUD by race/ethnicity.
We did not restrict the analysis to individuals with OUD
because the National Ambulatory Medical Care Survey and
the National Hospital Ambulatory Medical Care Survey are
unlikely to accurately capture OUD prevalence, but a recent
analysis of the National Survey on Drug Use and Health sug-
gests that the prevalence of opioid misuse is similar for
black (3.5%) and white (4.7%) adults.4

Despite the enactment of both mental health parity leg-
islation and Medicaid expansion, the proportion of self-pay
buprenorphine visits remained relatively steady across the
study period.5 A recent study demonstrated that half of the
physicians prescribing buprenorphine in Ohio accepted
cash alone,6 and our findings suggest that this practice may
be widespread and may be associated with additional finan-
cial barriers for low-income populations.

This study provides a snapshot of the national differ-
ences in buprenorphine treatment for OUD. With rising rates
of opioid overdoses, it is imperative that policy and research
efforts specifically address racial/ethnic and economic differ-
ences in treatment access and engagement.
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Table. Demographic Characteristics Associated With Buprenorphine Prescribing in Outpatient Care in the United States in 2004-2007 and 2012-2015

Variable

2004-2007 2012-2015
Visits Without
Buprenorphine
(n = 244 274), %a

Visits With
Buprenorphine
(n = 183), %a

Visits Without
Buprenorphine
(n = 204 527), %a

Visits With
Buprenorphine
(n = 718), %a

Adjusted OR
(95% CI)b

Race/ethnicityc

White 83.5 90.5 83.1 94.9 1.00

Black 11.5 6.5 10.6 2.7 0.23 (0.13-0.44)

Other 5.0 3.0 6.3 2.4 0.27 (0.08-0.90)

Payment method

Private insurance 52.0 19.8 49.2 33.9 1.00

Medicare/Medicaid 35.1 31.5 38.1 18.9 1.16 (0.74-1.82)

Self-pay 4.5 37.8 4.5 39.6 12.27 (6.86-21.91)

Other or unknown 8.5 11.0 8.2 7.5 1.35 (0.78-2.35)

Sex

Female 58.8 47.5 58.3 39.7 1.00

Male 41.2 52.5 41.7 60.3 2.22 (1.82-2.70)

Age, y

<30 29.9 40.0 25.4 30.3 1.00

30-50 23.8 47.5 21.4 47.2 1.68 (1.33-2.12)

>50 46.3 12.5 53.2 22.4 0.38 (0.27-0.52)

Abbreviation: OR, odds ratio.
a Analyses were completed using survey design elements accounting for visit

weight, clustering, and stratification to generate nationally representative
estimates.

b Adjusted odds ratios (AOR) were generated using logistic regression
(1 = buprenorphine prescribed; 0 = no buprenorphine), including the variables
reported in the Table. The AOR reflects the OR for buprenorphine treatment

for a given visit characteristic during 2012 to 2015. The 2004 to 2007 visit
characteristics are provided for comparison; they are not included in the
logistic regression.

c White (Hispanic and non-Hispanic), black (Hispanic and non-Hispanic), and
other (Asian, native Hawaiian/Pacific Islander, American Indian/Alaskan native,
and multiple race, both Hispanic and non-Hispanic).
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The Opioid Crisis Isn’t White  

Contrary to media portrayals, overdose deaths are ravaging communities of color. 

By Abdullah Shihipar 

Mr. Shihipar is a graduate student in public health.  

Feb. 26, 2019 

Last April, The Baltimore Sun ran an op-ed essay by a woman in mourning. Her sister, a “middle-class 

suburban mom,” had become addicted to alcohol and opioids and died. Two years earlier, The Wall Street 

Journal published the names and photographs of some of the 300,000 Americans who had died of opioid 

overdoses since the 1990s. Smiling faces stared back at the reader with eyes full of promise. The families of the 

dead described how their once-vibrant loved ones had fallen into opioid use, how an injury or divorce led to 

medication, which then spiraled into addiction. In 2016, the NPR podcast “Embedded” told the heartbreaking 

story of a nurse with three children who hurt her back at work and was soon hooked on opioids. 

It’s notable how this kind of coverage emphasizes the humanity of opioid users. Phrases like “introduced to,” 

“caused by” and “fell into” are increasingly used to describe pathways to addiction, and we often hear the 

perspectives of loved ones who vouch for the lives of victims were before they became addicted. Something 

else stands out, too: It seems the majority of the victims whose stories have been told in recent years are white. 

This has led to journalists and others pointing out the stark contrast between the kind of compassionate 

treatment opioid users receive now and the contempt that dominated reports about the largely black victims of 

the crack epidemic of the 1980s and 1990s. 

“The Gentrification of Addiction” read one headline in The Philadelphia Inquirer, “Why Is the Opioid Epidemic 

Overwhelmingly White?” asked NPR. Teen Vogue pointed out that “The Opioid Crisis Only Became a Crisis 

When It Affected White People.” 

But the opioid epidemic is not entirely white — and it’s a mistake to characterize it that way, given how opioids 

are harming nonwhite communities. 

According to statistics collected by the Kaiser Family Foundation, black people made up 12 percent of all 

opioid-related fatal overdose victims in 2017, with 5,513 deaths, more than double the number in 2015. (Non-

Hispanic whites accounted for 78 percent of all victims — 37,113 deaths in total, a 37 percent increase from 

2015 — and Hispanics 8 percent.) 

Twelve percent may not seem like a lot, but it is roughly proportional to the number of African-Americans in 

the United States population as a whole. In some areas, most victims of fatal overdoses are black, as in the 

District of Columbia, where black people make up more than 80 percent of opioid-related deaths. In 

Massachusetts, meanwhile, opioid death rates are going down for all other groups, but continue to rise for black 

people. 

Dr. Tom Gilson, a medical examiner in Cuyahoga County, Ohio, told the Boston NPR affiliate WBUR that 

there was a “Fourteen-fold increase in fentanyl deaths among African-Americans” in three years; most of those 

deaths involved fentanyl mixed with cocaine. A recent study found that between 2012 and 2015, black men died 

from cocaine overdose at rates as high as white men who died from opioids during that period. If fentanyl-laced 

cocaine becomes more common, overdoses among black Americans could get much worse. 
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Native Americans have also been hit hard by the opioid crisis. According to the Centers for Disease Control and 

Prevention, between 1999 and 2015 Native Americans had the largest increase in overdose deaths compared to 

other groups. The C.D.C. also reported that in 2016, rates of prescription-opioid-related overdose were higher 

among both non-Hispanic whites and Native Americans than other groups. In response to this, several Native 

American tribes have filed lawsuits against the manufacturers and distributors of prescription opioids. 

Where the opioid crisis has affected nonwhite communities, the response has often been slow and inadequate. In 

Puerto Rico, before Hurricane Maria, there were 600 fentanyl-related overdoses and 60 deaths in 2017. There 

are no official statistics for the time after that, but those who work with drug users say they have seen an 

increase in overdoses since the hurricane. Puerto Rico has not applied for federal funding to tackle the opioid 

crisis, nor has it passed a law to allow the administration of the lifesaving overdose drug naloxone by 

nonmedical personnel.  

Similarly, the District of Columbia has faced criticism for its slow response to overdose deaths, distributing 

naloxone at a lower rate than other cities and failing to establish addiction treatment programs.  

In cities like New York, access to addiction treatment can be segregated by income and race: low-income 

Latino and black users often have to travel far from home to get methadone from clinics, while more affluent 

white patients can afford to get prescriptions of newer drugs used to treat addiction, like buprenorphine, from 

private doctors. A 2016 study found that rates of buprenorphine use increased the most in areas with higher 

incomes and low percentages of black and Latino people. 

Labeling the opioid crisis as “white” risks overlooking the very real damage experienced by black, Latino and 

Native American communities. This is not a call to ignore the wrongs of the past. We should continue to 

scrutinize how attitudes toward drug users seem to change depending on the racial identity of the people whose 

stories the media tells.  

But this crisis is a reminder that anyone can become addicted to drugs. Our empathy should not be conditional. 

Mr. Shihipar is a master’s in public health candidate at the Brown University School of Public Health. 
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