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Purpose: Opioid use disorder has caused significant morbidity and mortality resulting in opioid pre-
scribing limiting laws, such as State Bill 273 in West Virginia. The purpose of this study is to explore
the impacts of a restrictive opioid prescription law on physicians in medical practice in West Virginia.

Methods: A qualitative study with open-ended semistructured interviews with a purposive sample of
physicians in West Virginia. Interviews were recorded and transcribed verbatim. A preliminary code book
was developed by 3 coinvestigators. Interview transcriptions were analyzed with a code-based text search
query. Content analysis was utilized as the methodological orientation underpinning for the current work.

Results: Interviews were conducted with 20 physicians (10 primary care physicians and 10 specialty
physicians) in practice in West Virginia. Physicians identified 5 theoretical domains related to SB273:
changing opioid prescribing and documentation requirements; rural socioeconomic disparities; a con-
tinuum between chronic pain and substance use disorder; difficulty in balancing patient needs and the
concern for diversion; lack of available alternatives to opioids for chronic.

Conclusion: Prescribing opioids in rural West Virginia is complex due to identified challenges.
Recommendations for opioids prescribing legislation include clear messaging of guidelines and recom-
mendations, efforts to address socioeconomic disparities of health and pain, and improved accessibility
for treatment of both pain and dependence in rural communities are important areas of growth in the
rural health care environment. ( J Am Board Fam Med 2022;35:940–950.)
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Instead of making me take drug diversion train-
ing, why don’t you make me take a 3-hour course
on how to treat pain without a narcotic?

— Specialist, female, 29 years of practice

Introduction
The opioid crisis has presented an extraordinary
public health dilemma over the past 2 decades.1 It
has been a significant driver in reducing life expect-
ancy among Americans,2 and is estimated to cost the
United Statesmore than $500 billion annually.3 The
Centers for Disease Control and Prevention (CDC)
reported a peak in opioid prescribing between 2010
and 2012; however, in recent years, data indicate
substantial declines in opioid prescribing.4 Despite
the decline in opioid prescribing rates, the rate of
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death from opioid overdose has continued to climb.
Whereas initially opioid overdose deaths involved a
majority from prescription opioids (the first wave),
there was a progression away from overdoses involv-
ing prescription opioids to amajority of those involv-
ing heroin (the second wave)5 and then later to a
majority of overdose deaths arising from synthetic
opioids, predominantly fentanyl (thirdwave).6,7

West Virginia has been recognized as 1 of the epi-
centers of the opioid crisis due to its high rate of over-
dose-related deaths compared with other states.8

WestVirginia’s overdose death rate has been the high-
est in theUnited States formore than a decade.9,10 For
instance, the 2020 CDC Wonder Data shows that
thatWest Virginia has a significantly higher overdose
death rate than the rest of the United States. West
Virginia had an 81.4 overdose deaths per 100,000 per-
sons, whereas states such as California, Texas, and
Iowa reported lower opioid overdose deaths per
100,000 persons that is, 21.8, 14.1, and 14.3 respec-
tively. Neighboring Appalachian states such as
Kentucky and Ohio had significant yet lower opioid
overdose deaths per 100,000 persons (49.2 and 47.2
respectively) when compared with West Virginia.11

Therefore, it becomes apparent that reducing over-
dose deathsmust be a priority inWestVirginia.

Despite the majority of opioid related deaths
evolving from prescription opioids to illicit other

forms of opioids such as heroine and synthetic
opioids, there has been a continued emphasis in
curbing opioid prescribing both across the country
and within West Virginia, a state entirely encom-
passed within Appalachia. There has been a
national emphasis on decreasing prescription
opioids through prescribing guidelines12, but also
many states tookmeasures to curtail inappropriate
prescribing of opioids (Figure 1). Some measures
put into place to further curb prescribing have
included State Prescription Drug Monitoring
Programs (PDMP) which was implemented in
West Virginia in 2011, and national acute and
chronic pain clinical practice guidelines which
offered prescribing best practice suggestions.13

Restrictive opioid prescribing laws have also become
more widespread at the state level. In West Virginia,
Senate Bill 273 (SB 273) went into effect in 2018; in
brief, this bill (Figure 2) established (1) opioid pre-
scribing limits, (2) requirements for pain clinic desig-
nation, and (3)mandatory documentation of informed
consent when using opioid pain medication.14 While
our previous work has demonstrated a decline in
opioid prescribing associated with the law,15 quantita-
tive techniques are limited to data capture and are
unable to elucidate personal reasons for such changes.
Prescribed opioids can result in increasing numbers of
overdose deaths as well as other serious health

Figure 1. Example of changing state and national opioid prescribing recommendations.
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problems, but they also have an important and legiti-
mate value for medical care when prescribed and used
appropriately. The challenges posed by restrictive
opioid prescription laws to physicians who care for
patients with severe pain, for example, has not been
qualitatively studied to better understand what is hap-
pening and how it can be addressed. In the present
study, we interviewed primary care and specialty
physicians to assess the impact of opioid prescribing
recommendations and laws on caring for patients with
chronic pain or opioid use disorder inWestVirginia.

Methods
This study was part of a larger, sequential mixed
methods analysis on the impact of SB273 (a restric-
tive opioid prescribing law) using an interrupted
time series analysis of state PDMP data as well as
stakeholder interviews. This sequential mixed meth-
ods design utilizes a “mixedmethods interpretivism”

approach to answer the “why” question of the earlier
quantitative results.16 The qualitative analysis of
interviews described here focuses on understanding
the challenges of providing legitimate pain-related
care and not causing harm given the new limitations
of opioid prescribing for rural physicians.

Study Design and Participants

We conducted open-ended semistructured inter-
views with a purposive sample of 20 rural health
care prescribers (10 primary care physicians [PCP]
and 10 specialty physicians) practicing in West
Virginia. These prescribers needed to be licensed,
practicing providers within the state of West
Virginia and authorized to prescribe opioid medica-
tions during the implementation period of SB273
to participate. An estimated sample size needed to
achieve saturation was determined before data

collection however, saturation was determined
through the analysis of the interviews.17,18 In quali-
tative research, data saturation is achieved when no
new themes or codes emerge from the data.19,20

Analysis of interview data were ongoing during
study period to identify saturation.

Procedures

Locations and specialty of participants were identi-
fied with a maximum variation purposive sampling
plan based on anonymous county-level and specialty-
level opioid prescription volume data from the state
PDMP. Counties with higher or lower opioid pre-
scribing, based on PDMP data from previous study,
were identified and stratified for the final sampling
location decision.15 This process was also completed
for specialties, excluding primary care specialties, to
determine a sampling plan. The primary care physi-
cians were recruited through the West Virginia
Practice-BasedResearchNetwork (WVPBRN).The
WVPBRN is a group of primary care clinics across
the state to participate in research endeavors.
Interviews were completed between March and
October of 2020. Specialty physicians were recruited
through a convenience sampling technique based on
the specialties identified in the purposive sampling
plan. Investigators contacted physicians through an
introductory e-mail with information about the study
and requesting their participation. Participants were
provided up to 2 follow-up e-mails requesting partic-
ipation. Twenty-four primary care physicians were
contacted, thirteen did not respond, and 1 declined.
Twelve specialist physicians were contacted, 1 physi-
cianwas contacted with no response, and 1 additional
specialty physician declined. Interviews were con-
ducted with a research nurse (PD) at a time conven-
ient for the prescriber. The research nurse and
specific training in qualitative research methods and
interviewing (PD). At the completion of the study,
participants were compensated $30 for their time
involved in the study. Informed consent was obtained
before the interview. The study protocol was
approved by theWestVirginiaUniversity Institutional
ReviewBoard (Protocol 1908659237).

Data Collection

Interviews were completed via telephone in a pri-
vate personal office by a coinvestigator (PD), digi-
tally recorded, and guided by a semistructured
interview guide. The semistructured interview
guide consisted of open-ended questions generated

Figure 2. Prescription limitation language in SB 273

(Opioid Reduction Act).
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by review of our previously documented quantita-
tive opioid prescribing data trends in WV.15

Interview questions focused on the following:
1. Brief history of their medical practice
2. Experience with prescribing opioids
3. Awareness of regulations and rules impacting

opioid prescribing
4. Understanding of SB273
5. Changes in prescribing practices
6. Any impact on patient care

The interviews lasted 30 to 60minutes each.
The average PCP interview was 30.2minutes and
the average specialist interview was 21.1 minute.
Clarifying questions were utilized as technical
member checking21 during interviews to verify ac-
curacy with participants. Interview transcripts were
transcribed verbatim and verified by a coinvestiga-
tor (PD).

Data Analysis

Content analysis was utilized as the methodological
orientation underpinning the current work. Three
coinvestigators preliminarily reviewed the tran-
scripts to inductively generate a preliminary code
book.22 The preliminary code book was then pro-
vided to research assistants (RH, BR), who identified
synonyms and other search terms, and presented a
finalized codebook to the investigators for approval.
The interview text was then analyzed with a code-
based query in Nvivo12. These were then reviewed,
and alternate codes were identified as needed.
Coinvestigators carefully reviewed all data docu-
ments, allowing for greater reflection and iteration
as inductive codes emerged. Memo-writing and
group discussion were utilized by coinvestigators to
expand themes, which were then further explored
and assessed for validity by coauthors MAC and
RAP.21 Data saturation was determined when no
new codes were identified by the research team
through the process above. It was determined that
data saturation was achieved before 20 interviews
with physicians. An audit trail was maintained
throughout. Methodological rigor was enhanced by
incorporating a multidisciplinary research team
including a primary care physician, a specialist, an
epidemiologist, and a qualitative research special-
ist. All members on the team have qualitative
research experience. Investigator triangulation,
the use of multiple researchers in the same study
from different disciplines, was used in data

analysis.23 Reporting was cross checked with both
COnsolidated criteria for REporting Qualitative
research (COREQ) and Standards for Reporting
Qualitative Research (SRQR) checklists for quali-
tative research.

Results
Participant Characteristics

Ten primary care physicians (PCP) and 10 nonpri-
mary care physician specialty physicians were inter-
viewed, including 12 male and 8 female providers.
Specialist physicians interviewed were 3 orthopedic
surgeons, a pain specialist, a rehabilitation specialist,
a general surgeon, an anesthesiologist, an emergency
medicine physician, a palliative care physician, and a
dentist. Primary care physicians were Family
Medicine physicians. Practice locations varied across
the state of West Virginia and prescribers repre-
sented 10 different counties. Years or practice ranged
from 6 to 31 years with an average of 15.3 years. All
prescribers noted the challenges of caring for
patients with pain, centering on 5 main themes. In
this article we will report on the 5 identified themes
identified including changing of opioid prescribing
recommendations and documentation require-
ments, influence of rural socioeconomic disparities
in pain and addiction care, balancing patient needs
with concern for diversion, lack of available and effi-
cacious alternatives to opioids for chronic pain, and a
challenging diagnostic continuum between pain and
addiction.

ChangingOpioid Prescribing Recommendations
andDocumentationRequirements
Physicians commonly referenced the changing rec-
ommendations from state and national bodies
(Figure 2) with respect to opioid prescribing – and
how prescribers altered their practice over the years
to maintain compliance with these recommenda-
tions, guidelines, and requirements.

I’d always monitor what the CDC was recom-
mending. . ..it’s, is curious how. . . their recom-
mendations evolved over the years (Specialist,
male, 27 years of practice)
Initially, there was acceptance of opioid use due to

the perception that pain was undertreated. This
evolved toward more judicious use of opioid medica-
tions for pain as opioid-related harms became increas-
ingly recognized. Many prescribers referenced early
initiatives, such as “pain as the fifth vital sign” and the
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emphasis on patient satisfaction among hospital sys-
tems and regulatory bodies as detrimental and even
being an agent of blame for the opioid crisis. The fact
that such guidelines had changed so significantly over
the years was seen as being frustrating and led partici-
pants to diminish their validity. As the prescription
opioid-related overdose deaths increased there were
new national guidelines12 developed to help guide
physician prescribing. However, the recommenda-
tions from national organizations were felt to change
over the years.

Validity of the academic literature, recommen-
dations, and regulations was also called into ques-
tion both because of the significant changes over
time, and also because it seemed incongruent with
physician’s personal experiences with patients.

You know, because patients historically say that
they do get some relief, and it does improve their
quality of life, and it does make a difference, uh,
versus, you know, most of the literature that
would say that it doesn’t make a difference, and
that actually makes their quality of life worse
(PCP, male, 14 years of practice)

Furthermore, as these recommendations pro-
gressed to laws and became more rigid, as in the
case of restrictive opioid prescribing laws, this was
perceived as a troublesome loss of autonomy to
make appropriate clinical decisions and in some
cases, created negative patient care scenarios. Some
participants felt that such regulations were overly
focused on punishment rather than aiding health
care providers and patients.

So, I wish that they would have taken the time to
actually say, “How can we help people?” Instead
of “How can we persecute people?” (PCP, male,
9 years of practice)

Influence of Poverty and Rural Socioeconomic
Disparities in Pain and Addiction Care
Prescribers shared an understanding that pain and
addiction were multifaceted and influenced by pov-
erty, socio-economic disparities, and other social
determinants of health. The cause of pain itself
could often be linked back to such disparities.
I was at the Oral Health Community Center, and
we do see a lot of the underprivileged patients,
patients that don’t have dental insurance or den-
tal care. . .Pretty much everybody that came in
there, unfortunately, was in pain. . .because they
don’t have the proper dental care. . .And then
going on to private practice, of course, you know,

you don’t see it very much. Just because again,
patients have the dental insurance, patients are
coming in regularly and you know, taking care of
them. (Specialist, female, 15 years of practice)

Poverty, lack of opportunity, lack of health insur-
ance, the predominance of manual labor jobs requir-
ing pain treatment to continue to function in these
vocations were all seen as drivers of both pain and
addiction within the prescribers’ patient population.
Misuse or diversion of opioids was seen as a practical
decision by patients. Participants described how pov-
erty and lack of economic opportunity drive the mis-
use and diversion of opioidswithin their communities.

I think we need to focus more on making sure
that we have adequate access to addiction treat-
ments and adequate access to things that improve
the economies in these areas. Because, ultimately,
it’s the economic problems that are driving
addiction and driving opioids because I have a lot
of patients who turn to selling drugs or using
drugs because of economic factors. (PCP, female,
6 years of practice)

While practitioners identified underlying social
issues driving health disparities with regards to
pain and addiction, they expressed frustration with
the limited avenues available to them to rectify
such disparities within their scope of practice.
These were seen to be wide-ranging and included
housing, legal needs, and provision of healthy food
and nutrition.

People who have issues with narcotics, it’s not
their fault. We’re the gatekeepers, we’re the ones
who should be screening for those with substance
use disorder, screening with the high childhood
trauma events, looking for that family history of
diversion, looking for social- the social determi-
nants of health. Do they have enough to eat, do
they have a steady place to stay? Those type of
things. (PCP, female, 15 years of practice).

Continuum of Pain and Addiction Creating
Diagnostic and Treatment Dilemmas
Participants had observed firsthand the continuum
between chronic pain and substance use disorder in
their own patients over time. Participants described
concern that their decisions regarding opioid pre-
scribing may drive the misuse of illicit substances for
pain. Some patients are not appropriate for a pain
specialist referral; however they are high risk for
addiction or diversion, and participants felt that
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therewas nooption for these “in themiddle” patients
within the current environment. In trying to main-
tain practice within the confines of the new WV
opioid prescribing limiting law the participants felt
therewas not a treatment plan for these patients.

You see, the problem is there’s no treatment for
that group of patients. Because ideally speaking,
they do notmeet the criteria for addiction, because
addiction implies disordered behavior and this-
you notice average drug use and neither do they
meet the criteria to get clinic pain medicine any-
more. In the middle [of the patient spectrum for
pain], there’s no treatment plan for them. What
can you do? (PCP, female, 15 years of practice)

Some participants noted a diagnostic dilemma,
whereby patients came to their office seeking
opioids for a complaint of pain, but for whom they
believed addiction was the primary diagnosis. This
realization led a number of participants to change
their practice to incorporate addiction treatment:

I got tired of. . . the people coming in and-and,
saying I can’t help you. And realizing that there
was an addiction problem. So that’s when I
became certified with the [buprenorphine] treat-
ment. (Specialist, male, 27 years of practice)

Other participants were able to improve their con-
fidence in dealing with the continuum of addiction
and pain by partneringwith individual specialists affili-
ated with academic institutions who acted as informal
mentors through for treatment of chronic pain and
medication for opioid use disorder, or byusing formal-
ized outreach programs for that purpose.24 In West
Virginia this includes Extension for Community
Health careOutcomes (ECHO)programswhich links
pain medicine specialists, addiction medicine special-
ists, and primary care clinicians in a learning collab-
orative for caring for patients with opioid use
disorder.25 However, these resources were either
not available to, or not known by, the majority of
participants, which may indicate the need for
improved dissemination of formal programming.
While the availability of addiction care specifically
was seen to be improving, some participants noted
that it did notmatch patient need.

Balancing Patient Needs With Concern for
Diversion
Physicians noted that they felt obligated to consider
not just patient needs when writing an opioid pre-
scription, but also assess for risk of diversion through

risk stratification and mitigation approaches, or in
other ways “police” patients. Often this was in direct
conflict with their obligation to provide optimal
patient care. Being placed into this policing role
made navigating their health care role and serving
their patients challenging. Importantly, the need to
assess risk for diversion was formalized within the
various trainings and requirements for prescribers
which were instituted as a response to the opioid epi-
demic. In West Virginia this included a 3-hour con-
tinuing medical education training required every 2
years to maintain licensure, in which assessment of
diversion and mitigation of diversion factored heav-
ily. This emphasis on prescribers policing patients
was considered to be inappropriate by some partici-
pants, who felt that prescribers would generally avoid
opioid medications if they had an alternative avail-
able. With respect to diversion, many physicians
noted that sharing of pills with friends or family was
commonplace among their patients, which they
attributed to the culture of helpfulness and commu-
nity in ruralWestVirginia.

I have a few patients who, before COVID, they
would be allowed to come with a significant other
or friend and there have been a handful patient
interactions where I’ve noticed it wasn’t the
patient requesting the narcotics. It was the patient
advocate saying, “She’s in somuch pain. She really
needs another prescription.” She, she, she, and it
was somebody else pushing for it . . .It took a while
for me to understand. My staff, they’ve been
around it longer. You know that whatever friend
is just getting it for him. They’re going to sell it or
whatnot. (Specialist, female, 14 years of practice)

Assessing risk of diversion includes categorizing
patients based on the providers’ perception of that
risk. Screening for diversion is also different from
screening for addiction. Some participants ques-
tioned the validity of screening for risk of addiction
as a result of the very complex social forces at play
that can lead to addiction and the potential for ster-
eotypes inherent in such screening.

That was really the height of stupidity, thinking
that we could screen people, and based on their
characteristics tell if they were going to be vul-
nerable to developing addiction (PCP, male, 11
years of practice)
Participants noted that cues in a patient’s pre-

senting complaint, medical history, appearance, or
other factors might be utilized to assess risk of
addiction or validity of the pain complaint for
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diversion, but were, in fact, poor predictors of risk
for addiction or diversion.

Lack of Available and Efficacious Alternatives
to Opioids for Chronic Pain
Physicians perceived that they did not have or
were not trained in treating pain with nonopioid
methods and this was detrimental for their
patients. In many cases, opioid medication was
seen as the only option, and that refusing to pre-
scribe an opioid medication was tantamount to
refusing to care for a patient’s pain. Participants
noted that they had been provided copious train-
ing focused on diversion (see above) through
required continuing medical education for state
licensure; however, learning more about treating
the underlying pain complaints and issues patients
were dealing with were viewed as possibly being
more beneficial, but less emphasized. The need
for psychiatry expertise was noted by several par-
ticipants due to the psychological mediators of
pain.

. . .but instead of making me take drug diversion
training [required for state licensure] and learn
how many people are OD-ing on heroin, why
don’t you make me take a three-hour course on
how to treat pain without a narcotic? (Specialist,
female, 29 years of practice)

The lack of efficacious pain treatment alterna-
tives was seen as particularly troubling for those
practicing in a rural location because of the lack of
other resources for treating pain in those areas.
One participant related that her facility had been
able to create a program for these services run by a
social worker and a physical therapy assistant,
which was effective and extremely popular among
patients, but the majority of participants did not
practice in an environment where such an initiative
was feasible.

In the cities, you have acupuncture, complemen-
tary medicine, the physical therapy, but if you
work more rural, it’s pretty much just medication
that’s available, and then it’s either narcotics or
non-narcotics. (PCP, female, 15 years of practice)

Even when alternative treatments were available
and evidence-based, prescribers noted that insurance
companies often do not cover these modalities, ren-
dering them unavailable for many patients.

But you know what, there’s no alternative. The
alternative issues come from insurance issues.

For example, we know that aqua therapy, pain
clinics with their interventions and even acu-
puncture and so forth, they help, but insurances
will not cover. (PCP, female, 15 years of practice)

Referral to pain clinics was seen as possibly a via-
ble option for some participants, however pain clinics
were widely characterized as far away, difficult to get
into, and focusing more on interventional procedures
to treat chronic pain rather than the management of
oral pain medication. Specialists willing to provide
comprehensive pain services were seen as potentially
extremely valuable to primary care physicians.

Because that person, you know, is gonna help me
more as a primary care doctor than the neurosur-
geon, the orthopedic surgeon or whoever else it
is that’s, you know, making a million dollars a
year or whatever, you know? (PCP, male, 14
years of practice)

Participants noted that, in addition to lack of
knowledge or lack of referral resources locally, they
also felt that they did not have time to personally
provide this sort of comprehensive care for pain,
incorporating both medical and psychological
aspects within the confines of their short clinic vis-
its. Lack of time to provide this care in a primary
care setting was frequently mentioned, with some
participants expressing a wish that restrictive opioid
prescribing laws would include mandated length-
ened appointments for patients to discuss chronic
pain which would be reimbursed by insurance so
make such interventions logistically feasible and
sustainable in primary care settings.

Discussion
Guidance on the prescribing of opioids has changed
significantly over the past 30 years.26 In 1996 the
American Pain Society considered pain to be “the
fifth vital sign” and this was later incorporated into
The Joint Commission requirements.27 This coin-
cided with the broad, pharmaceutical industry-
driven view that opioid medications were safe and
effective treatments for pain. However, as an
understanding of the harms of opioids and risk of
dependence and addiction expanded, a significant
curtailment of opioid prescribing was implemented
through a variety of methods.28 For example, re-
strictive opioid prescription laws were enacted to
limit opioid prescription by setting stringent pre-
scription limits, and requiring constant patient po-
licing to reduce misuse and diversion.13 The
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progression of recommendations and policy per-
taining to opioid prescribing and opioid use disor-
der has evolved toward increasing restriction and
regulation.29–31 Physicians in this study found the
changing recommendations to compound diffi-
culty in treating patients with pain. Despite com-
plying with the consistently changing opioid
recommendations, the providers interviewed in
this study expressed significant concern for the rap-
idly evolving opioid recommendations, and how
these changes may adversely affect management of
patients with pain.

Some providers recognized a shifting role from
care giver to enforcer with regards to their patients’
access to opioids. The providers emphasized that the
act of policing their patients in such a manner may
encourage the use of illicit substances. Assessment of
diversion is particularly problematic, as providers’
opioid-related risk perceptions may be inappropri-
ately rooted in stigmatizing beliefs about patient
gender, prior misuse, and race.32,33 Although inter-
viewees acknowledged that indeed there are some
cases where patients or patient advocates do in fact
misuse opioids, they did not perceive that a strong
emphasis on diversion training helped adequately
care for their patients with pain. Rather, interviewees
suggested that a balance between drug diversion and
how to treat pain without opioids needed to be
emphasized in new policies, along with practical
facilitators that wouldmake such efforts successful in
real-world implementation.

While balancing the needs of treating patients
with changing policy, physicians are also overcom-
ing hurdles to patient care relevant to rural practice.
A common theme emphasized by the providers was
the importance of social determinants of health in
rural states like West Virginia. Selling diverted
opioid medication as a strategy to pay for other
expenses in the setting of poverty has been previ-
ously described34, and our participants perceived
this as a relevant phenomenon in their practice.
The providers explained how poverty, pain, and a
poor economy seem to increase the risk for opioid
misuse, diversion, and related harms among their
patients. This is supported in others’ work on the
subject.35 Economic disadvantage is particularly rel-
evant and has been recently shown to more strongly
relate to overdose than urbanicity;36 however the
majority of the participants in our study practiced
in both rural and more economically depressed
areas.

Lack of feasible alternatives to opioids for the
treatment of pain, including both knowledge of effi-
cacious alternatives, as well as access to those in
patient communities, was seen as a barrier. Limited
access to complementary and alternative medicine
in rural communities was also seen as barrier.
The providers were additionally concerned that
accessibility to alternative treatments for pain such
as acupuncture or aqua therapy were predominantly
localized to urban communities. Moreover, com-
plementary and alternative medicine therapies are
typically less affordable to patients given that they
are often not covered by health insurance.37,38 The
physicians expressed that they need more training
in treating chronic pain via nonopioid means in the
rural environment, as well as more resources in ru-
ral environments to make nonopioid treatments
available to their patient population. This paucity
of treatment alternatives has previously been
reported in qualitative studies.39 The provision of
such nonopioid alternative services has previously
been studied via telemedicine “E-consult” for pain
management and was associated with greater reduc-
tion of milligram morphine equivalents among
chronic pain patients but with similar initiation of
nonopioid medications to controls.40

Many providers interviewed in this study acknowl-
edged that the continuum of chronic pain and opioid
dependence is challenging for physicians practicing
in rural communities. The providers did not feel that
they were adequately trained to treat patients with
chronic pain and opioid use disorder and at times
struggled to differentiate the 2 diagnoses. The avail-
ability of addiction care was seen as improving, but
still not meeting the need. The paucity of addiction
care in rural areas has been previously described,35

with barriers to the provision of that care being mul-
tifactorial.41 As with pain management, the use of tel-
emedicine services has demonstrated feasibility in
addressing this gap.42 In addition, integrating addic-
tion care into primary care practices has been viewed
favorably.43 Several of our participants mentioned
WV programs to assist in telemedicine for addiction
care, but the majority of our participants did not
have experience with this service.

Multiple barriers have been described in relation
to prescribing limiting policy44 including lack of al-
ternative nonopioid treatment options for chronic
pain,39difficulty with appropriate compensation for
documentation and clinic time for appropriate
chronic pain treatment with opioids,39 and challenges
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with barriers to diagnosis and treatment of opioid
use disorder.45 While much of the policy devel-
oped has focused on the physician and prescription
policies in accordance with opioid use disorder,
there has been some attention devoted to commu-
nity and patient level interventions. This has been
seen in the interventions associated with NIDA’s
Healing Communities Study. Community stake-
holders identified area of interest in addressing
opioid prescribing through acknowledging pro-
gress through providers being engaged in educa-
tion about prescribing and these providers also
helping with solutions to the problem. These inter-
viewees also identified many challenges related to
opioid prescribing along with their view of oppor-
tunities at the community level for change which
includes patient level interventions on safe use and
prescribing opioids medications.46 Future opioid
prescribing policy development might be better
served throughmultistakeholder policy development
panels which include prescribers and patients.

Our study has limitations characteristic of inter-
view-based studies. This study participants may be
subject to recall bias. Our study was temporally
located to the timing of the law change however many
experiences can alter the perceptions about the effects
of the law change. In addition, this study may not be
generalizable to other areas secondary to the specific
nature of the law passed in WV. We did use a variety
of methods to decrease limitations identified. We uti-
lized a variety of techniques to ensure validity and reli-
ability of our results. Our number of interviews (n =
20) enabled both diversity of narrative and theme satu-
ration, while our sampling plan enabled a broad
assessment across prescriber specialty, location, and
practice type. We triangulated our results with quanti-
tatively measured effects of state-level legislation on
prescribing habits as presented in Sedney et al.15 In
addition, we utilized a multidisciplinary team for anal-
ysis to limit bias of the interpretation of data.
Limitations still include recall bias.

Conclusion
Opioid prescribing among rural physicians is com-
plicated by changing recommendations, socioeco-
nomic disparities that impact pain treatment,
intersection of pain and dependence diagnoses, over-
lapping concerns of diversion, and the lack of avail-
able or efficacious alternatives to opioids for pain
treatment. Consistent messaging of guidelines and

recommendations, efforts to address socioeconomic
disparities of health and pain, and improved accessi-
bility for treatment of both pain and dependence in
rural communities are important areas of growth as
the rural health care environment navigates the
opioid crisis. Future legislation surrounding opioid
prescribing should include multi-stakeholder input
and development allowing for perspectives on policy
fromprescribers and patient.

To see this article online, please go to: http://jabfm.org/content/
35/5/940.full.
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