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ABSTRACT

Purpose: For reproductive-age women, medications for opioid use disorder (OUD) decrease risk of overdose death and
improve outcomes but are underutilized. Our objective was to provide a qualitative description of reproductive-age
women'’s experiences of seeking an appointment for medications for OUD.
Methods: Trained female callers placed telephone calls to a representative sample of publicly listed opioid treatment
clinics and buprenorphine providers in Florida, Kentucky, Massachusetts, Michigan, Missouri, North Carolina, Tennessee,
Virginia, Washington, and West Virginia to obtain appointments to receive medication for OUD. Callers were randomly
assigned to be pregnant or non-pregnant and have private or Medicaid-based insurance to assess differences in the
experiences of access by these characteristics. The callers placed 28,651 uniquely randomized calls, 10,117 to
buprenorphine-waivered prescribers and 754 to opioid treatment programs. Open-ended, qualitative data were ob-
tained from the callers about the access experiences and were analyzed using a qualitative, iterative inductive-deductive
approach. From all 28,651 total calls, there were 17,970 unique free-text comments to the question “Please give an
objective play-by-play of the description of what happened in this conversation.”
Findings: Analysis demonstrated a common path to obtaining an appointment. Callers frequently experienced long hold
times, multiple transfers, and difficult interactions. Clinic receptionists were often mentioned as facilitating or
obstructing access. Pregnant callers and those with Medicaid noted more barriers. Obtaining an appointment was
commonly difficult even for these persistent, trained callers.
Conclusions: Interventions are needed to improve the experiences of reproductive-age women as they enter care for
OUD, especially for pregnant women and those with Medicaid coverage.
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As the US opioid crisis has grown, women have been
increasingly affected, with an exponential increase in the rate of
overdose deaths among women of reproductive age over the last
20 years (Kochanek, Murphy, Xu, & Arias, 2019; Wilson, 2020).
Treatment involving medications for opioid use disorder
(MOUD) is highly effective in reducing overdose death and
improving quality of life (American College of Obstetricians and
Gynecologists Committee on Obstetric Practice, 2017; National
Academies of Sciences, Engineering, & Medicine, 2019). For
pregnant women, MOUD improve pregnancy outcomes,
including preterm birth (American College of Obstetricians and
Gynecologists Committee on Obstetric Practice, 2017; Maeda,
Bateman, Clancy, Creanga, & Leffert, 2014; Price, 2017). Despite
their effectiveness, there are substantial barriers in obtaining
MOUD for reproductive-aged women (Patrick et al., 2018; Patrick
et al., 2019). There are few studies of MOUD access for repro-
ductive age women that include the qualitative assessment of
individuals’ access experiences, yet this is an essential compo-
nent of healthcare access and utilization (Phillippi, 2009). While
some barriers to MOUD may be specific to communities (Sharp
et al, 2018), there may be commonalities that could be
addressed through local, state, and federal action.

Reproductive-age women are more likely than older women
to have characteristics associated with decreased access to
MOUD, including low socioeconomic status and public, rather
than private, health insurance (Brown, Goodin, & Talbert, 2018;
Dick et al., 2015; Martin, Hamilton, Osterman, & Driscoll, 2019;
Saloner & Cook, 2013). Importantly, pregnancy can be a turning
point that catalyzes women'’s desire to reduce or stop opioid use
(Goodman, Saunders, & Wolff, 2020); however, pregnant in-
dividuals may struggle to obtain MOUD during pregnancy and
face criminal prosecution for drug use in pregnancy (Atkins &
Durrance, 2020; Patrick et al., 2018). Women struggling with
OUD have higher rates of previous trauma (Dube et al., 2003) and
mental illness (Davis, Lin, Liu, & Sites, 2017) than the general
population, potentially increasing the challenge of overcoming
barriers to treatment.

The two primary medications for OUD prescribed in the
United States for reproductive-age and pregnant women are
methadone and buprenorphine (American College of
Obstetricians and Gynecologists Committee on Obstetric
Practice, 2017). Methadone is commonly prescribed and
dispensed at federally regulated facilities, known as opioid
treatment programs (OTPs), which require on-site dosing
(National Academies of Sciences, Engineering, & Medicine, 2019).
In contrast, buprenorphine can be prescribed by a broad range of
outpatient providers who have received training and a waiver to
prescribe it. Buprenorphine prescriptions can be filled at regular
pharmacies (National Academies of Sciences, Engineering, &
Medicine, 2019). Buprenorphine-prescribing clinics are more
common than OTPs. Despite evidence supporting MOUD, many
of those who could benefit from MOUD do not receive it
(National Academies of Sciences, Engineering, & Medicine, 2019;
Patrick et al., 2018; Patrick, Davis, Lehmann, & Cooper, 2015;
Patrick et al., 2019). Few nationwide studies include the experi-
ences of women seeking MOUD to understand the access process
and improve utilization.

This research builds upon our previous quantitative research
finding that pregnant women are less likely than non-pregnant
women to receive appointments with buprenorphine pre-
scribers (Patrick et al., 2020). To generate information that could
help improve access, this study analyzes qualitative caller
experience data collected during multi-state research to assess

reproductive-age women’s experiences of obtaining appoint-
ments for MOUD. Randomization permitted systematic assess-
ment of how experiences differed by characteristics associated
with utilization differences in observation studies (Brown et al.,
2018; Dick et al., 2015; Patrick et al., 2018; Saloner & Cook, 2013).

Materials and Methods
Design

Qualitative data were obtained as part of a randomized field
experiment that used trained callers to attempt to obtain ap-
pointments for MOUD (Patrick et al., 2020). A hierarchical
qualitative coding system, developed using an iterative,
inductive-deductive approach based on the work of Fereday and
Muir-Cochrane (2006) and Azungah (2018), was used to assess
and distill the experiences of women obtaining MOUD.

Setting

In December 2018, we used publicly available sources main-
tained by the Substance Abuse and Mental Health Services
Administration (SAMHSA)—the Buprenorphine Practitioner
Locator (Substance Abuse and Mental Health Services
Administration, 2018a), and the Opioid Treatment Program
Directory (Substance Abuse and Mental Health Services
Administration, 2018b)—to produce a comprehensive list of
clinics/facilities from 10 states (Florida, Kentucky, Massachusetts,
Michigan, Missouri, North Carolina, Tennessee, Virginia, Wash-
ington, West Virginia). States were selected to obtain a diversity
of the prevalence of opioid-related complications including
overdose deaths (Centers for Disease Control and Prevention,
2018) and state policies such as Medicaid expansion under the
Affordable Care Act. (Kaiser Family Foundation, 2020). The
research was deemed exempt from human subjects review by
the University of Chicago and Vanderbilt University Medical
Center Institutional Review Boards.

Data Collection

We used a ‘secret shopper’ approach where trained individuals
mimicked patients (Bisgaier & Rhodes, 2011; Polsky et al., 2015;
Tipirneni et al., 2015). Nine women ages 25-30 from diverse
backgrounds and with vocal features consistent with White, His-
panic, or Black individuals were trained to call MOUD clinics, ask
for an appointment, and log results. Calls were conducted between
March 7™ and September 5™ 2019. For each call, callers were
assigned a clinic using a blocked randomization (Patrick et al.,
2020). For each clinic, callers were assigned a name and a nearby
address; each call was randomly assigned a pregnancy status (non-
pregnant/pregnant) and an insurance status (private insurance/
Medicaid insurance). Consistent with previous research, calls to
OTP clinics were all assigned Medicaid (Patrick et al., 2018). If the
assigned insurance was not taken by the clinic, the caller was
instructed to ask to pay out-of-pocket as ‘self-pay.’

Scripts to standardize each caller’s queries and responses to
questions were developed with input from experienced MOUD
staff and providers at clinics outside of the target sample and
then pilot tested (Patrick et al., 2020). Scripts were visible within
a computer-assisted telephone interviewing system that
permitted callers to enter information. Callers were instructed to
not participate in lengthy screening beyond the script to avoid
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taking valuable clinic time. Appointments were cancelled at the
end of the call.

The trained callers made 10,871 uniquely-randomized calls,
10,117 to buprenorphine-waivered prescribers and 754 to OTPs.
They conducted an additional 17,780 repeat calls when the initial
call did not result in a definitive answer. During and after the
brief calls, callers could provide open-ended comments using
text boxes for two questions: “Please give an objective play-by-
play description of what happened in this conversation.” and
“What did the clinic tell you about the waitlist?” From 28,651
total calls, there were 17,970 unique free-text comments.

Analysis

To understand women'’s experiences of accessing MOUD ap-
pointments, we analyzed the qualitative data. Qualitative data
coding and analysis were managed by a Qualitative Research
Core, led by a PhD-level psychologist. Coding and analysis were
conducted according to Consolidated Criteria for Reporting
Qualitative Research (COREQ) guidelines (Tong, Sainsbury, &
Craig, 2007). A hierarchical coding system was developed using
a descriptive approach to describe the experiences of access and
was based on the open-ended questions and a preliminary re-
view of caller notes (RS) (Azungah, 2018; Fereday & Muir-
Cochrane, 2006). Three experienced qualitative coders coded
one-fourth of the callers’ notes. Coding was compared, and dis-
crepancies resolved through discussion. After establishing reli-
ability in using the coding system through independent coding
by each team member and comparison of codes, one author
completed the coding of remaining notes using the established
coding system. Each caller note was treated as a separate quote
and could be assigned up to 12 codes. Caller notes were com-
bined and sorted by code. The coded quotes were managed using
Microsoft Excel 2016 and SPSS version 26.0.

We then used an iterative inductive/deductive approach
(Azungah, 2018; Fereday & Muir-Cochrane, 2006). Inductively,
we sorted the coded notes by coding category and used the
sorted quotes to identify higher order themes and relationships
between themes. Deductively, we were guided by knowledge of
the health care system and clinical knowledge of opioids and
pregnancy. Major categories that emerged from the data
included cost information, securing an appointment, referral,
treatment information, and conversations. Major categories
were further divided from one to eight subcategories, with each
subcategory having additional hierarchical divisions. Definitions
and rules were written for the use of each category. The coding
system is included as an online supplement.

We organized the data describing the experiences of access-
ing an appointment for MOUD and arranged these comments in
approximate chronological order as to when they took place
within the call. Consistent with our qualitative methodology
(Azungah, 2018; Fereday & Muir-Cochrane, 2006), we did not
precisely quantify the number of responses in categories. We
provide overarching comments on frequency if they reflect in-
surance status, pregnancy, or drug treatment type as a compo-
nent of access. This approach is to validate all experiences, as
each call would be meaningful to an individual seeking MOUD.

Results

Consistent with COREQ guidelines, we use exemplar quotes
to highlight women'’s experiences. To contextualize the data for
each quote, we note the numeric call identifier, the assigned
pregnancy and insurance status, and the medication prescribed
at the clinic (Tong et al., 2007). A visual synopsis of the expe-
riences of attempting to make appointments is shown in
Figure 1.

Not taking Waitlist Only treat Only treat not No self pay,
new patients pregnant pregnant* / can’t be seen **
@ \ Don’t take Appointment
[ NO. . insurance Deposit
Automated availability
system Self pay
option
\. Reach . / P \ Appointment secured
L Determine &g
@—' receptionist/intake cligibilit Walk in info
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] insurance
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insurance #, intake
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dept/person,
must be
transferred * form)
Key:
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In person/phone records needed *
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Previous
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Figure 1. Visual depiction of women’s experiences of obtaining an appointment for medications for opioid use disorder.
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Call Process

The most straightforward process for the telephone interac-
tion was for the caller to talk immediately to a staff member to
secure an appointment. An easy path to an appointment was
described by Caller 120031 (private insurance, buprenorphine).
“I spoke with the receptionist, who confirmed that I would be
seeing the listed provider. I was asked for my name, birthday,
phone number, email, and whether or not [ have insurance. |
confirmed my insurance type.... I was offered an appointment at
3:00 pm (today).”

Callers were often placed on hold or transferred. Caller 111441
stated, “The wait time to speak with someone is crazy” (not
pregnant, private insurance, buprenorphine). ‘Pregnant’ callers
were more likely than ‘non-pregnant’ individuals to comment on
holds and intra-office transfers as clinic staff checked if they
could be seen. “I told them [ was seeking addiction treatment and
4 months pregnant; they put me on the classic immediate hold”
(143671, pregnant, Medicaid, buprenorphine). Calls from ‘preg-
nant’ individuals were frequently transferred “many, many
times” (140111, pregnant, Medicaid, buprenorphine). For
example, caller 113382, “Waited almost 10 mins for the 1st rep to
answer phone, she then transferred me to the scheduler which
was an additional 5 mins. Rep eventually stated that they are not
accepting new patients” (pregnant, private insurance, bupre-
norphine). Caller 143721, “was transferred maybe 4-5 times ...
only for me to end up talking to the 1st representative” (preg-
nant, Medicaid, buprenorphine).

The call could also go straight to a message stating the office
did not have availability. The caller may reach an automated
system that required action. Caller 143241 explained, “Auto-
mated system. Had to ask specifically for doctor on file....” (not
pregnant, private insurance, buprenorphine). There could also be
no answer to the call; less than half of first attempts resulted in
an appointment (Patrick et al., 2020).

Once speaking to the correct person, some callers were told
there were few open appointments, the clinic was not taking
new patients, or a waitlist was the only option. Waitlist lengths
were uncertain, “no idea how long it will take” (126931, non-
pregnant, private insurance, buprenorphine) or ranged from
“3-5 weeks” (122853, non-pregnant, private insurance, bupre-
norphine). to “2 years” (111551, non-pregnant, private insurance,
buprenorphine). Limited availability was more often commented
on by non-pregnant callers.

Aclinic could also be at capacity for a specific insurance type or
pregnancy status. For example, caller 161531 found one clinic was
“not taking any NEW Medicaid patients” (pregnant, Medicaid,
buprenorphine). If the callers made it past the initial discussion,
almost all were asked eligibility questions. Some clinics included
questions about drug use or treatment history. Eligibility ques-
tions were more common for non-pregnant callers.

In the best-case scenarios, an appointment was rapidly secured.
It was also possible that the callers were given ‘walk-in’ times and
encouraged to come at their convenience. “It was walk-in hours
only from 530am - 11am” (202571, pregnant, Medicaid, OTP).

The conversations between the caller and the receptionist/
provider were often unremarkable. Some callers mentioned
negative or positive experiences. Negative experiences included
“rude” receptionists or “frustrating” calls. “The representative
was not responsive” (Caller 108022, non-pregnant, private in-
surance, buprenorphine). “She refused to give me times available
before I gave her my credit card” (Caller 14776, non-pregnant,
private insurance, buprenorphine). Some callers received

disparaging comments from the receptionist. “People usually
don’t show up to appointments because they decide they want to
have one last hoorah on dope before coming” (Caller 122731,
non-pregnant, private insurance, buprenorphine).

Positive experiences included “warm” and welcoming con-
versations. For example, “Receptionist was also the owner and
very friendly” (114672, non-pregnant, insurance, buprenor-
phine). Several women mentioned the publicly available number
was the physician’s cell phone or home. Most experiences of
reaching the provider directly were positive. “He ... is a recov-
ering addict, so felt he could empathize well with patients”
(114861, non-pregnant, insurance, buprenorphine).

Those with public insurance sometimes described rude and
abrupt comments when asking about self-pay options. Caller
133521 “inquired about self-pay with cash, she said that was
against the law and very quickly hung up” (133521, non-
pregnant, Medicaid, buprenorphine). Caller 121911 was told
she was “not a good fit” (non-pregnant, Medicaid, buprenor-
phine) after giving her insurance status and asking about self-
pay. One caller’s self-pay inquiry was “[blown] off,” and staff
suggested switching insurance plans (117021, non-pregnant,
Medicaid, buprenorphine).

Several pregnant callers had negative experiences related to
pregnancy status. “I was also told that if I did not follow this
protocol, I would go into convulsions and possibly kill the baby”
(102812, pregnant, Medicaid, buprenorphine). Conversational
tone affected some callers. “[The receptionist] spoke to me in a
very slow speaking tone, as if I wouldn’t understand what she
was saying. She told me I need to stop taking oxy because it’s not
good for me, and I have another life to think about” (157061,
pregnant, Medicaid, buprenorphine). Another patient was criti-
cized for not taking steps sooner: “I was told that I should have
discussed the situation with my OB/GYN provider earlier and
that I shouldn’t have waited this long” (108452, pregnant,
Medicaid, buprenorphine). In contrast, other callers remarked
about excellent experiences. “I would like to note that everyone I
spoke with throughout the call (including the receptionist) was
deeply empathetic, knowledgeable, and helpful” (101263, preg-
nant, Medicaid, buprenorphine).

Prerequisites to Treatment

Commonly noted barriers to securing an appointment were
questionnaires or in-depth physical or mental health evalua-
tions. “The result of the evaluation determines whether or not a
patient qualifies” (104342, non-pregnant, Medicaid, buprenor-
phine). Other clinics did not conduct evaluations but required
referrals and/or records before establishing an appointment for
all types of callers. Pregnant callers might need a referral from a
maternity care provider; “they can’t progress to the appointment
until [they get] a referral from the OB/GYN” (128951, pregnant,
Medicaid, buprenorphine).

For both pregnant and non-pregnant callers, some clinics
asked for medical records for approval or to demonstrate ne-
cessity such as “proof of addiction” (114921, non-pregnant,
Medicaid, buprenorphine). Clinics could require all medical
care or primary care to be at their facility. This also included
maternity care if pregnant: “I would need to start seeing the OB/
GYN at their location, and I needed to switch it before I can be
seen” (128172, pregnant, private insurance, buprenorphine).

An additional barrier for some callers was a requirement for
previous treatment. “You must first have completed an in-patient
detox program” (146931, pregnant, Medicaid, buprenorphine).
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“They do not accept patients seeking treatment for the first time”
(140301, non-pregnant, Medicaid, buprenorphine).

Pregnancy Status

While pregnant callers were not always given reasons why
they could not be seen, some received information that the clinic
did not have the ‘correct’ medication, and/or remarks about
previous poor experiences with pregnant patients. “Find a pro-
vider who prescribes Subutex instead as it’s safer for the baby”
(139022, pregnant, Medicaid, buprenorphine). “Pregnant pa-
tients only should take Methadone, and he does not offer that”
(102202, pregnant, Medicaid, buprenorphine).

Providers did not feel always comfortable treating pregnant
patients, saying they were “afraid” (155282, pregnant, Medicaid,
buprenorphine), “didn’t feel comfortable” (103921, pregnant,
Medicaid, buprenorphine), or pregnant individuals were “too
much of a high risk” (122031, pregnant, private insurance,
buprenorphine). A few providers were adamant about not
treating pregnant patients: “Absolutely not—would not treat
you” (150701, pregnant, private insurance, buprenorphine) or
“Whoaaaaah, we don’t do that here, [ won'’t get into that mess
again” (103921, pregnant, Medicaid, buprenorphine).

Pregnancy sometimes facilitated access as clinics offered to
make special arrangements including coming in the day of call,
Medicaid exception, and even price reduction. “I was told that
pregnant patients take priority, and that I should be seen right
away” (201771, pregnant, Medicaid, OTP). “My cost would be $35
weekly vs. the normal $118” (201241, Medicaid, OTP). There were
also some cases in which clinics only treated pregnant patients
and excluded non-pregnant individuals.

Insurance Status

Insurance status affected ability to get an appointment for
MOUD. Callers with Medicaid reported more difficulties than
those with private insurance. If callers assigned to have Medicaid
reached a clinic that did not take their insurance, they were often
unable to get an appointment. Callers with private insurance
were often allowed to self-pay: “doesn’t take my insurance but
offers cash pay” (119981, pregnant, private insurance, bupre-
norphine). Some Medicaid patients were told they could not pay
out-of-pocket, as it would be illegal or fraud. This happened to
both pregnant and non-pregnant callers. “A law passed pre-
venting them from accepting cash from Medicaid patients”
(112493, pregnant, Medicaid, buprenorphine provider in Vir-
ginia). “It is considered fraud to allow patients to self-pay if they
have insurance” (126211, non-pregnant, Medicaid, buprenor-
phine provider in Tennessee). However, it was not always the
case that if Medicaid was not accepted, the patient could not be
seen. Caller 158771 could not use her Medicaid, but could pay an
“intake fee of $408” for an appointment (non-pregnant,
Medicaid, buprenorphine provider in Florida).

Not all callers assigned private insurance were free from
difficulties, as some clinics could take only Medicaid and not did
provide a self-pay option. For example, caller 120142 “was told
that I could not pay out-of-pocket. This is a public health orga-
nization that only accepts Medicaid recipients” (pregnant, pri-
vate insurance, buprenorphine). Other clinics accepted some
forms of private insurance but not the caller’s type: “This clinic
does not accept my insurance and did not offer a self-pay option”
(136811, non-pregnant, private insurance, buprenorphine).

For callers with both private and Medicaid-based insurance,
clinics did not always allow health insurance to pay for provider
visits, but permitted its use for other aspects of treatment such as
medication or laboratory tests. It was also possible that having
Medicaid could result in subsidized, lower-cost treatment. For
example, caller 203002 was informed she “may be eligible for a
grant depending on my income, as [state Medicaid] is only
partially accepted” (not pregnant, Medicaid, OTP). Other
Medicaid-assigned callers were offered additional services, such
as caller 200702, who was told “since I had Medicaid, if I needed
aride one could be arranged for free” (non-pregnant, Medicaid,
OTP). Insurance type was one reason women were given a
referral to another facility.

Clinics sometimes required money to secure an appointment.
The need for immediate payment was more likely for non-
pregnant patients, though it occurred across demographics. For
example, caller 122732 was “told that in order to secure an
appointment, I would need to either come in and make a cash
payment of $250 or pay over the phone for an additional $10. I
was told that this is required due to patients running off to party
one last time and then not showing up” (non-pregnant,
Medicaid, buprenorphine).

Referrals

Women who could not be seen at a given clinic were
sometimes given a referral to another provider or facility. Re-
ferrals included other substance use disorder treatment clinics,
mental health services, specific doctors, and OB/maternal care,
along with SAMHSA internet resources or telephone hotlines.
Pregnant callers were sometimes referred to clinics that
specialized in care of pregnant women. Others were told to “find
someone through their OB/GYN” (107181, pregnant, private in-
surance, buprenorphine). However, regardless of patient status,
referrals were not common, and many left the calls with no
appointment or advice: “the receptionist very snappily said ‘We
don’t treat pregnant women.’ I barely had enough time to thank
her and say goodbye before she hung up” (119162, pregnant,
Medicaid, buprenorphine).

Clinic Type

Callers encountered a wide range of different clinic types in
their calls. Many barriers callers faced were the same across clinic
types, including lack of availability, “not currently accepting new
patients and no waitlist was offered” (200361, non-pregnant,
Medicaid, OTP), or needing an initial evaluation. However, there
were differences between OTP clinics and buprenorphine pro-
viders that affected access, including requirement for prior
treatment and how care was scheduled and provided.

OTP clinics were more likely to require previous treatment
than buprenorphine clinics, and women were sometimes
required to have initial inpatient treatment then graduate to
outpatient care. Caller 200172 explained, “I have to start detox
first and then be transitioned into the outpatient addiction
program” (non-pregnant, Medicaid, OTP).

Callers reaching OTP clinics were much more likely to be
offered walk-in appointments, while buprenorphine providers
more often had scheduled appointments. After intake, many of
the OTP clinics had “dosing hours” to receive treatment, and
occasional appointments with a provider or mental health
personnel, while outpatient dosing was common for buprenor-
phine clinics.
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Discussion

Reproductive-age women are increasingly being diagnosed
with OUD (Kochanek et al., 2019; Patrick et al., 2015; Patrick et al.,
2019; Wilson, 2020). MOUD treatment improves a range of short-
and long-term outcomes and can vastly improve quality of life for
women and their families (American College of Obstetricians and
Gynecologists Committee on Obstetric Practice, 2017; National
Academies of Sciences, Engineering, & Medicine, 2019). The
moment of first contact is a unique opportunity to facilitate
women’s entry into treatment and enhance their motivations to
receive care (Heuston et al., 2001; Phillippi & Roman, 2013). In-
dividuals needing MOUD may be experiencing stigma or shame,
and the quality of these initial interactions may relieve or exac-
erbate these feelings, especially for women with anxiety or prior
trauma (Stone, 2015; Stringer & Baker, 2018).

This multi-state randomized field experiment of MOUD ac-
cess provides valuable information on the experiences of
women, especially pregnant and low-income women, attempt-
ing to obtain MOUD. Qualitative findings revealed barriers of
hold times, waits for appointments, unhelpful staff, and con-
flicting information about treatment and payment options as
well as positive, welcoming experiences. Results are consistent
with previous access to healthcare and perinatal care frame-
works (Phillippi, 2009; Ricketts & Goldsmith, 2005).

Access to medical care has multiple components, including
congruence of the care with an individual’s needs and prefer-
ences (Andersen, McCutcheon, Aday, Chiu, & Bell, 1983), and
pregnancy may affect these perceptions (Phillippi, 2009). Factors
influencing access occur along a spectrum ranging from clinical
(e.g., local clinic characteristics) (Phillippi, Myers, & Schorn,
2014; Phillippi, Holley, Payne, Schorn, & Karp, 2016) to perva-
sive and systematic (e.g., structural inequities in resource allo-
cation and cultural/personal biases) (Daw et al, 2020;
Hardeman, Karbeah, & Kozhimannil, 2019). However, most ac-
cess frameworks neglect the very personal and hyper-local
interaction at the moment individuals begin to interface with
medical care, including it only as a part of the overall clinic
experience (Phillippi & Roman, 2013). For example, the impor-
tance of receptionists in facilitating or decreasing MOUD access
has rarely been explored (Heuston et al., 2001).

Many women seeking opioid treatment have other commit-
ments, including jobs and children needing care. Making mul-
tiple calls, often with long hold times, can be difficult to
negotiate, and dead ends or interactions with unhelpful staff
could discourage women from getting needed help, consistent
with studies of adults’ barriers to MOUD (Feder, Mojtabai, Musci,
& Letourneau, 2018). Requirements for cash payments, even for
people with insurance, may be insurmountable for many in-
dividuals. In addition, inpatient treatment as a requirement to
outpatient maintenance may be difficult for women with chil-
dren. While in this qualitative research we did not quantify
exactly how often women encountered pregnancy or insurance-
related barriers, in our quantitative research, callers assigned to
be pregnant or have Medicaid were significantly less likely to
secure an appointment than non-pregnant women or those with
private insurance (Patrick et al., 2020).

Study limitations include that trained callers may not expe-
rience stigma or emotions in the same manner as individuals
seeking OUD treatment. The callers may have had more objective
responses and been more likely to persist than women with
OUD. In addition, the use of a text box for data capture may not
have elicited descriptions as rich as those from interviews.

Implications for Practice and Policy

Our research supports the need for a greater number of MOUD
providers who serve individuals regardless of their pregnancy
and/or insurance status; it also supports interventions to improve
the experience of entering care, especially for pregnant women
and those with Medicaid. In our findings, clinic receptionists often
act as gatekeepers and greatly affect the experience of entering
care. Training for first-contact staff focused on improving the
access experience could improve MOUD utilization.

Policy implications of this work are wide-ranging. Our find-
ings suggest that women of reproductive age who want treat-
ment face substantial barriers, compounded by pregnancy,
insurance status, and stigma, and they sometimes received
inaccurate information about medication safety in pregnancy. To
meet the growing need for treatment, state and federal programs
could decrease administrative barriers and increase reimburse-
ment, along with other changes, to decrease barriers to MOUD
provision. To address safety, additional licensing or education
requirements or clinician support could be provided, similar to
some states’ requirement for opioid-related continuing medical
education credits to maintain licensure. Overcoming challenges
may require increased funding and coordination at federal, state,
community, and facility levels. Women received comments
expressing a lack of understanding of OUD in pregnancy, which
could be overcome by enhanced training and increasing the
numbers of maternity providers who prescribe buprenorphine.

Conclusions

There is inadequate access compared with demand for MOUD
for childbearing age women, particularly those who are pregnant
and/or have Medicaid. An increase in trained providers who are
comfortable caring for pregnant individuals is needed. Strategies
to improve utilization should also consider the experiences of
entry into care, including attention to the first contact with the
healthcare system.
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