Substance Use Disorder in Rural Areas
Policy recommendations
The most successful treatment programs nationally have prioritized expanding the provider workforce and
patient access to care. In 2016, Congress passed the Comprehensive Addiction and Recovery Act, which
allowed nurse practitioners (NPs) and physician assistants to prescribe buprenorphine after completing
training. After this workforce expansion, the number of waivered providers per 100,000 residents doubled in
rural counties from 2012 to 2017. However, 28 states currently prohibit NPs from prescribing buprenorphine
unless they are working in collaboration with a doctor who also has a federal waiver, which only serves to
decrease access to MAT. i Further, other components of MAT models of care, such as counseling and
community interventions, need to be available and closely coordinated for rural patients.
While creating the infrastructure for substance use treatment is paramount, successful programs included
funding for campaigns to spread awareness of opioid use disorders and available treatment options.
Developing community strategies to address the opioid epidemic and supporting community collaborations
remain critical to treating and preventing addiction going forward. Rural areas need access to telemedicine
to connect with specialists for counseling as one component of a successful care model. Significantly, social
determinants of health and issues of under- and un-insurance must be considered so individuals have
access to other aspects of health care in addition to overcoming addition.
•

•

•

•

Make MAT an option in all rural communities by removing barriers to treatment
o Continue to allow NPs and PAs to prescribe buprenorphine with training and support
o Ease unnecessarily restrictive licensing standards
o Educate community members to reduce opposition to MAT programs
Improve the availability of MAT prescribers and mental health professionals in rural areas
o Strongly promote pain management, behavioral health, and addiction education in all U.S.
allopathic and osteopathic medical schools through accreditation requirements
o Fund telemedicine consultation services for addiction and pain management
o Identify MAT deserts and target training and treatment availability in those areas
Support availability of inpatient and outpatient treatment in rural communities
o Allow patients to be induced on buprenorphine while in inpatient settings to improve continuity
between inpatient and outpatient treatment
o Improve availability of outpatient mental health, recovery, and peer recovery services in rural
settings
o Improve availability of rural inpatient facilities that treat substance use disorders
Provide funding for research on treatment of opioid issues specifically in rural settings, focusing on
provider supply; treatment availability and its variation depending on geography; outcomes of specific
treatment models in rural settings; outcomes of educational models and provider support programs;
and the impact of treatment services per dollar spent

Recommended action
• Support S. 586 and HR 3259: The NOPAIN Act to establish Medicare coverage of pain management
treatments that are able to replace or reduce prescription opioid consumption.
•

Support S. 2796 and HR. 2985: Rural Opioid Abuse Prevention Act to provide for the eligibility of rural
community response pilot programs for funding under the Comprehensive Opioid Abuse Grant Program.
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Overview
Rural areas have been particularly hard hit by
substance use disorder (SUD). Alcohol is the
most commonly used substance nationally, with
higher use rates among rural populations.ii Rural
communities per capita have an opioid overdose
rate 45% higher than urban areas. iii Further,
many rural areas also have high rates of
methamphetamine use.1
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from SUD including ongoing health problems,
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high rates of overdose deaths, greater risk of
homelessness, exposure to HIV and hepatitis C, and incarceration.2 The second level involves social
problems affecting the community including poverty; increased criminal behavior to support drug habits;
higher rates of domestic violence, child neglect, sexual trafficking, and prostitution; and greater demands
on the health care, social service, and criminal justice systems. iv vvi

Rural OUD treatment capacity
Treatment of opioid use disorders is necessary to return
dependent patients to normal functioning and quality of
life. vii Treatment also reduces mortality in these patients by
50%. viii While treatment is necessary and effective, there are
many barriers to its provision. Education about treatment of
pain and addiction only occupies 0.3% of the formal
curriculum in U.S. medical schools, leaving graduates
underprepared. ix Physicians must obtain a waiver from the
Drug Enforcement Agency to prescribe the most common
medication-assisted treatment (MAT), buprenorphine, but
only 2.2 % of practicing U.S. physicians are approved to use
it. x Of these physicians, 90% practice in urban counties,
leaving 30 million people living in counties where treatment
is unavailable. xi Moreover, in 2016, 41.3% of rural counties
that did have a waivered provider had only one, making the county vulnerable to losing the service. One of
the biggest obstacles facing providers is the restriction of using telemedicine to access SUD patients to
provide the full range of needed services.
i

Andrilla CHA, Moore TE, Patterson DG, Larson EH. Geographic Distribution of Providers With a DEA Waiver to Prescribe Buprenorphine for the Treatment of Opioid Use
Disorder: A 5-Year Update. J Rural Heal [Internet]. 2019 Jan;35(1):108–12.
ii https://rupri.org/wp-content/uploads/Behavioral-Health-in-Rural-America-Challenges-and-Opportunities.pdf
iii Clary E, et al. Challenges in Providing Substance Use Disorder Treatment to Child Welfare Clients in Rural Communities. ASPE Policy Brief. January 2020.
iv Moore BC, Easton CJ, McMahon TJ. Drug abuse and intimate partner violence: A comparative study of opioid-dependent fathers. Am J Orthopsychiatry [Internet].
2011;81(2):218–27.
v Corso C, Townley C. Intervention, Treatment, and Prevention Strategies to Address Opioid Use Disorders in Rural Areas: A Primer On Opportunities For Medicaid-Safety
Net Collaboration. 2016.
vi Christie NC. The role of social isolation in opioid addiction. Soc Cogn Affect Neurosci. 2021 Jul 6;16(7):645–56.
vii Schuckit MA. Treatment of Opioid-Use Disorders. Longo DL, editor. N Engl J Med [Internet]. 2016 Jul 28;375(4):357–68.
viii Degenhardt L, Larney S, Kimber J, Gisev N, Farrell M, Dobbins T, et al. The impact of opioid substitution therapy on mortality post-release from prison: retrospective
data linkage study. Addiction [Internet]. 2014 Aug;109(8):1306–17.
ix Mezei L, Murinson BB. Pain Education in North American Medical Schools. J Pain [Internet]. 2011 Dec;12(12):1199–208.
x Wingrove P, Park B, Bazemore A. Rural Opioid Use Disorder Treatment Depends on Family Physicians. Am Fam Physician [Internet]. 2016 Oct 1;94(7):546.
xi Rosenblatt RA, Andrilla CHA, Catlin M, Larson EH. Geographic and Specialty Distribution of US Physicians Trained to Treat Opioid Use Disorder. Ann Fam Med. 2015
Jan;13(1):23–6.

January 2022

