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Abstract : Abstract : Survey studies of clinicians often face the challenge of achieving sufficient response rates to
adequately understand practice realities. We briefly report our experience recruiting a sample of
medication for opioid use disorder (MOUD) providers in a southwestern U.S. state (Arizona) to study the
impact of temporary federal regulatory changes on their implementation of treatment accommodations to
increase access to methadone and buprenorphine during COVID. After multiple and varied recruitment
approaches using a modified Dillman method, we achieved a response rate of 5.4%. This was significantly
lower than reported rates from other studies of 43-48%. To examine why we struggled to receive
responses from those in our sampling frame, we matched our recruitment list with a curated, secret
shopper MOUD provider calling list prepared in a separate Arizona study. Only 37% of providers on the
DEA list were confirmed and located on the secret shopper list. We compared these lists to raise the
question of whether the listings of MOUD providers by the Drug Enforcement Administration or Substance
Abuse and Mental Health Administration are sufficient sources for practice-based survey recruitment.
Locating and learning from MOUD providers is critical to understanding practice and patient outcomes for
these lifesaving, but often difficult to access treatments for opioid use disorder.

IntroductionIntroduction

Survey studies of clinicians often face the challenge of achieving a sufficient response rate to accurately
understand practice realities.[1-3] Survey participation barriers involve the lack of provider time,
perceived relevance, and interruption of clinic or patient flow.[1,3,4] In prior studies of clinicians providing
medication for opioid use disorders (MOUD), survey response rates have ranged from 43-48% for nurses,
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physician assistants and physicians.[5-7]

MOUD providers are a unique population of clinicians in the United States. Until very recently (December
29, 2022), they had to submit to the U.S. Drug Enforcement Administration (DEA) to receive a waiver to
prescribe buprenorphine for the treatment of opioid use disorders (OUD). Many do not define themselves
solely by this practice, as many treat an array of patient conditions that include but are not limited to
OUD. It is also true that in the United States OUD is highly stigmatized[8] and patients experience
significant treatment access barriers.[9,10] Thus, it is essential to understand clinician perspectives,
MOUD practices, and related barriers in order to assure access to these lifesaving medications.

We briefly report our experience recruiting a state-wide sample of MOUD providers in a southwestern U.S.
state (Arizona) to study the implementation of temporary federal regulatory changes which allowed
flexibility in treatment accommodations to increase patient access to methadone and buprenorphine
while reducing COVID exposure. Recruitment was similar to a Dillman method[11] with a paper invitation
for an online survey while including a QR (quick response) code and a URL. This recruitment method was
previously used among pharmacists and nurses, [12-14] with an invitation letter containing a 4-digit pass
code pre-populating the providers’ name and address at the time of survey administration for
confirmation. The survey contained 52 questions and was expected to take less than 30 minutes to
complete. Providers completing the survey were offered an online Visa gift card valued at $20.00. Human
subjects oversight was provided by the University of Arizona Institutional Review Board.

We briefly describe our multiple recruitment efforts and their limited outcomes. To contextualize the low
response rate, we also report findings from a separate Arizona study in which we curated a list of
confirmed MOUD providers whom we contacted through a secret shopper audit to gain a sense of how
active DEA-listed MOUD providers are in offering MOUD services. We hope to engage readers and other
practice-based survey researchers to collectively consider implications for future practice-based survey
research and identify future approaches to mitigate some of these challenges.

Initial Recruitment MethodsInitial Recruitment Methods

In March 2021, we curated a list of Arizona MOUD providers using a DEA-provided listing of all waiver-
holding clinicians approved to prescribe buprenorphine (n=2,320). Providers who were included on this
list had previously received a DEA license to prescribe controlled substances and received a waiver to
prescribe schedule III (buprenorphine) controlled substances to treat OUD. To distinguish providers who
worked at methadone clinics (or OTPs: opioid treatment programs), we identified OTP practice addresses
from the federal Substance Abuse and Mental Health Services Administration (SAMHSA) public Opioid
Treatment Directory[15] and matched them with addresses on the DEA list. After geo-coding provider
practice addresses, we removed 57 providers located in census tracks associated with federally
recognized tribal governments because they were engaged in a separate process to understand MOUD
treatment challenges in their communities.

The DEA list included provider classification (physician, physician assistant, nurse practitioner) and
approved patient prescribing limits (30, 100, 275). We then coded provider practice locations by the four-
category classifications by the University of Washington’s Rural Health Research Centre.[16]

Our original approach was a stratified random sampling of 1000 providers as a representative subset of
all DEA providers. This comprised a census of all OTP-located providers and all non-urban providers,
followed by a random sampling of non-rural buprenorphine providers. Three recruitment waves were



implemented with an initial invitation followed by two successive postal mailed letter invitations to
nonrespondents after 3-week periods.

Recruitment ExperienceRecruitment Experience

The MOUD provider survey based on the original random sample of 1000 providers was first fielded on
September 14, 2021. Following the third recruitment wave, we received a total of 49 survey responses for
a response rate of 4.9%. Our response rates consider partial interviews as respondents; they are
Response Rate 2 as defined by the American Association for Public Opinion Research[17]. To improve our
recruitment, we consulted opioid treatment coalitions for guidance. Partners at Arizona’s state-wide
MOUD ECHO, a MOUD treatment learning collaborative of MOUD providers convened by the Arizona State
University, advised that we also fax the invitation letter for a 4th wave of recruitment. The DEA list did
not provide fax numbers, but this information was publicly available for the portion of providers who
elected to be included on SAMHSA’s buprenorphine practitioner locator site.[18] This site provides public
access to datafiles that contain providers’ names, practice addresses, and contact information, organized
by state. To supplement, we conducted a manual internet search to locate fax numbers for remaining
providers. Ultimately, we obtained fax information for 403 providers and began faxing as we located their
information from November 17, 2021, to January 24, 2022. From the faxes, we received 12 additional
survey responses.

During this period, we also discussed provider recruitment challenges with the Arizona state-wide Drug
Policy Research and Advocacy Board (DPRAB), an interdisciplinary group of MOUD providers, harm
reduction organizations, and people with lived substance use experience convened by the University of
Arizona Harm Reduction Research Lab. The DPRAB recommended that we open the survey to social
recruitment and reach out to associations of MOUD providers to assist.

To account for the overlap of recruitment methods, we created a mirrored survey location to separate the
responses from faxes sent to the random stratified sample and those who participated from social
recruitment efforts, and asked respondents to provide their name and practice information. This allowed

us to compare differences in response by recruitment method. On December 15th, for the social
recruitment, we sent invitation emails to organizations, associations, and coalitions that included Arizona
MOUD providers. We asked them to forward our survey invitation to their members as an email
attachment and provided email text for the cover communication. As with the mailed and faxed
invitations, the emailed PDF attachment also contained a QR code and URL to the online survey. We were
advised to send only one wave of organizational recruitment communications. The social recruitment
method resulted in an additional 17 provider surveys. As the social recruitment could have captured
respondents who were not waived providers, we examined these surveys and were able to link 15
responses to providers on the DEA list. These 15 were included in the study. The two responses that were
not matched were not included as we could not confirm that they held an x-waiver or were approved by
the DEA to provide MOUD. These 15 providers may have been but were not necessarily included in the
original random sample of 1000.

Given the continued low response rate, a final decision was made to solicit all providers included on the
original DEA list. This represented our census survey sampling frame. Removing prior responders and
those located on tribal reservations, it included 2,261 providers from the DEA list. This constituted a fifth
wave of recruitment that included all non-responders from the original 1,000 randomly sampled providers
and a first and second wave for providers on the DEA list who were not included in the original random
sample. We elected to use the original postal mail method and not the fax method. Based on resources



and time, we conducted two waves of recruitment separated by three weeks. This began on January 28,
2022, with a second wave on February 18, 2022. On April 22, 2022, the survey was closed.

Across all methods of recruitment, we received a total of 122 survey responses achieving a 5.4%
response rate from the pool of 2,264 providers on the curated DEA list. We observed response rate
differences based on provider rurality and DEA-allowed MOUD patient panel size. Rurally located
providers and those waived to prescribe MOUD to up to 275 patients responded at over twice the rate
compared to urban providers (14.2% vs. 4.6%) and those with 30 or 100 patient limits (11.6% vs. 4.9%).
 Table 1 displays responses by respondent characteristics for each sampling group.

 

Table 1. MOUD* Provider Survey Response Rate by Method of Recruitment (N=122), ArizonaTable 1. MOUD* Provider Survey Response Rate by Method of Recruitment (N=122), Arizona
20222022

*MOUD: medication for opioid use disorder
**Census recruitment sample included all providers on the DEA list (2,320) with removal of providers on
tribal lands (57), those reached as part of the initial stratified random sampling effort (62), and those
reached through social recruitment (15).
Subtotals may not sum to count of total responses due to missing data.

 

During the period of provider survey response and prior to the social recruitment method, the DPRAB
called for a secret shopper study to call MOUD providers. The goal was to better understand whether
providers on the DEA list were active MOUD providers, if they were accepting new patients, or if they
implemented COVID regulatory changes. This process and results will be reported elsewhere;[19]
however, to provide context for recruitment in this study, we report the final count of providers on the
curated secret shopper call list and our match with it. Ascertaining if providers are active MOUD
prescribers offers insight into the value of using the DEA list in deriving a sampling frame.
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The secret shopper list of MOUD providers was developed using the original DEA list. To identify which of
the original DEA-listed providers to include in the secret shopper audit, we conducted an internet search
of names and addresses and manually removed those in specialties or likely not providing treatment for
OUD (e.g., anaesthesiology, surgery, et cetera) and those who could not be located or whose address was
not matched with a phone number through internet search. Inclusion on the secret shopper list was
intended to reflect the conditions of outpatient MOUD treatment. If a person was not in a practice setting
where an individual would normally look for OUD treatment or did not have publicly available practice
information or contact information, they were not included on the secret shopper list. The resulting list
included 838 providers, or 37% of the providers from the original DEA list.

In Table 2, we compare demographic differences between the original DEA list, those reached for survey,
and the those on the secret shopper list. Provider type, patient limit, rurality, and OTP status were similar
between the DEA and the secret shopper list. However, there were substantial differences between these
groups and the providers who participated in the COVID MOUD study. Comparatively, a higher proportion
of study participants were nurse practitioners, had 100 and 275 buprenorphine patient limits, and worked
in non-urban areas and OTPs.

 

Table 2. MOUD* Provider Survey Response Rate by Method of Recruitment (N=122), ArizonaTable 2. MOUD* Provider Survey Response Rate by Method of Recruitment (N=122), Arizona
20222022

*MOUD: medication for opioid use disorder
Subtotals may not sum to count of total responses due to missing data.
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DiscussionDiscussion

Findings reported here suggest that multiple and distinct contact attempts with Arizona MOUD providers
using government-provided listings will result in insufficient samples for methadone and buprenorphine
practice-based research. When deriving a sampling frame, it is important that the list of potential
participants is relevant to the research topic and reachable with up-to-date contact information. In our
effort to reach Arizona MOUD providers, the DEA list was not useful for this purpose. In theory, the list
provides the names and addresses of those who intend to prescribe MOUD. However, our findings suggest
that the list is not sufficiently specific to inform the denominator for survey-based research among MOUD
providers.

It is possible that the purpose of the DEA list is overly broad, such that its sensitivity and specificity is ill
suited for deriving a MOUD-focused research sample. For example, providers may request a waiver to
prescribe buprenorphine for OUD treatment and be included on the DEA list for reasons unrelated to their
intention to treat this patient population. They may have applied for a waiver as part of residency
program requirements or to receive preference for a loan-forgiveness award[20], without the intention of
consistently prescribing MOUD in their professional practice. It may be problematic to assume that DEA-
listed providers are active or current MOUD providers in a state or jurisdiction.

Prior researchers have used the DEA list to assess MOUD providers’ geographic distribution[21,22], and to
assess prescribing activity[23]. For example, Andrilla, Coultard, and Patterson used the DEA list to survey
all US, rurally located providers about their past and current MOUD practices. Similar to our experience,
they found errors in the DEA file. After manually updating provider contact information, their research
team used a combination of up to 3 letters, 1 postcard, and 3 phone calls to reach 60.5% of their target
sample, a higher response rate than the 5.4% we achieved. In our sample, we reached more rural than
urban providers, so the difference may be partially explained by rural providers being more responsive.
However, Andrilla et al.’s survey approach also differed from ours. They corrected addresses by matching
and pulling information from other datasets and through Google searches and they called every provider
that didn’t respond to mailed letters.

Another important factor that may affect response rates relates to the length and focus of the survey.
Andrilla et al.’s survey included 15 items compared to our 52-item instrument. Shorter surveys have
higher participation rates.[24,25]  Andrilla et al.’s survey also differed in its purpose; it focused on
providers’ history and current MOUD prescribing activity. Those not actively treating MOUD patients may
be willing to say as much in a short survey. Almost half of Andrilla et al.’s respondents reported that they
were not currently accepting new MOUD patients, a similar proportion also found in a US study of
prescription data[26]. Our study focused on providers’ experience related to implementing MOUD policies.
Asking our participants to share their knowledge and experience in implementing MOUD policy changes
during COVID presumes that they identify as providers for whom these policies are relevant. Based on
extant literature, this may be true for only half of our sampling frame. When we sought to identify
providers to include in a secret shopper audit study, we concluded with a list less than half the size of the
original DEA list. The DEA list appears to provide a poor sampling frame for MOUD policy and practice
research as it appears to include a substantial number of individuals who do not identify as MOUD
providers.

Clinicians are a population that is normally busy, extra-stressed from COVID, and located across a range
of practice settings. While this is widely recognized, we expected and planned for a response rate of
around 30%, even though some studies (noted above) received response rates in the 40% range among



MOUD clinicians. As found, only 37% of the providers in our census sample matched a carefully curated
list for secret shopper inclusion. When we asked providers on the DPRAB and on the MOUD ECHO their
thoughts about the low response rates, their hypotheses involved time constraints, the impact of COVID,
and that letters may not have reached providers (not forwarded by office staff). Johnston and colleagues
found something similar, where office staff did not forward the survey invitation to clinicians.[3] Unlike
survey studies recruiting clinicians based on their primary specializations, in office-based settings,
prescribing MOUD is a sub-specialty service offered to only a minority of patients. Among competing
priorities, our request to answer this survey may not have been deemed as important as other tasks. Our
survey results provide some support for this because providers waived to treat more patients for OUD
responded at higher rates than those with a lower patient limit.

The DEA’s MOUD waiver list was discontinued in January 2023 due to changes in US Federal policy that
removed the waiver requirement to prescribe MOUD. This introduces new questions about how to identify
and sample providers to study access to and the quality of MOUD services. It also leaves unaddressed
questions around how government-provided lists can supply accurate information for MOUD service
locator tools, like SAMHSA’s buprenorphine practitioner locator[18]. Future research is needed to address
these questions. Doing so will assist researchers to accurately draw sampling frames and for community
members to correctly locate treatment sites.

To improve access and increase the quality of OUD treatment, we must identify and communicate with
MOUD providers of this lifesaving service. Although MOUD reduces risk of overdose, bloodborne
infections, recidivism, and all-cause mortality,[23] only about 28% of people with an opioid use disorder
(OUD) receive treatment.[27] Unfortunately, the need for MOUD is currently outpacing increases in MOUD
services.[28,29] Solving the challenge of MOUD provider research recruitment is a timely problem that
requires our attention, especially now as policy leaders are considering additional federal and policy
changes to treatment access, especially in the methadone treatment space. If not, our sampling will
continue to be based on convenience and will not represent the true picture of MOUD access or treatment
practice.
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