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Executive Summary 
 
The mission of the University of Vermont Center on Rural Addiction (UVM CORA) is to expand 

substance use treatment capacity in rural counties by providing consultation, resources, training, 

and evidence-based technical assistance to healthcare practitioners and staff. With our baseline 

needs assessment, we aimed to identify current and future substance use disorder (SUD) treatment 

needs and barriers in Maine with direct input from practitioners and stakeholders. The online survey 

was conducted between April 2021 and June 2021. This report includes responses from practitioners 

and community stakeholders working in rural areas within all Maine counties; specifically, counties 

designated as fully rural by the Health Resources and Services Administration (HRSA) and rural 

census tracts within partially rural counties.  

 

Respondents included 174 practitioners and 141 community stakeholders (people who interact with 

or provide services to persons with OUD through work in the community) working in rural areas of 

Maine. Among practitioners, the vast majority could prescribe medications (e.g., MD, DO, NP; 92%) 

and worked in clinical roles, including nurse practitioners (34%), primary care physicians (32%), and 

specialist physicians (11%). Of those who could prescribe medications, almost all (95%) reported 

having a waiver to prescribe buprenorphine for opioid use disorder (OUD). Throughout the report, 

we compare practitioner responses by whether they are currently treating patients with medications 

for OUD (MOUD). Stakeholder respondents worked in a variety of settings and were grouped into 

three primary categories by work stetting: first responder, school, and other settings (e.g., recovery 

community organizations, community health organizations). The majority of stakeholders reported 

working in fire and/or emergency medical services (34%) and schools (29%). Survey topics included 

concerns about substance use, comfort in treating SUD, training and support needs, practitioner and 

patient barriers to treatment, beliefs about substance use treatment, the impact of COVID-19, and 

UVM CORA resources of interest to practitioners. 

 

PǊŀŎǘƛǘƛƻƴŜǊǎΩ ƎǊŜŀǘŜǎǘ ŎƻƴŎŜǊƴǎ ŀōƻǳǘ ǎǳōǎǘŀƴŎŜ ǳǎŜ ŀƳƻƴƎ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎ related to the 

combinations of opioids with benzodiazepines or alcohol, fentanyl, and tobacco/e-cigarettes. 

PǊŀŎǘƛǘƛƻƴŜǊǎ ŎǳǊǊŜƴǘƭȅ ǘǊŜŀǘƛƴƎ ǇŀǘƛŜƴǘǎ ǿƛǘƘ ah¦5 ǊŜǇƻǊǘŜŘ ƎǊŜŀǘŜǊ ŎƻƴŎŜǊƴ ŀōƻǳǘ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎΩ 

fentanyl, heroin, and combination opioid/stimulant use than prescribing practitioners not currently 

treating patients with MOUD. Community stakeholders were similarly concerned about fentanyl and 

the combination of opioids and alcohol in their community, in addition to heroin and prescription 

opioids. Community stakeholders working in other settings reported greater concern overall about 

most substances relative to stakeholders in school or first responder settings. 

 

Rural practitioners in Maine reported a moderate to high level of comfort in treating patients with 

OUD. However, this reported comfort level decreased to the low range when asked about treating 

special populations such as adolescents or providing family-based interventions. Practitioners 
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currently treating patients with MOUD reported greater comfort treating patients with OUD 

compared to prescribing practitioners not currently treating patients with MOUD. The former group 

also reported more training, experience, and support to induct patients on MOUD than those not 

currently treating with MOUD. 

 

Practitioners overwhelmingly reported time/staffing constraints and concerns about medication 

diversion as the primary practitioner-related barriers to treating and retaining patients with OUD. 

They also identified lack of time, transportation, housing, or other supports as the top patient-related 

barrier to receiving and remaining in treatment. Consistent with practitioner respondents, 

community stakeholders identified lack of time, transportation, housing, and other supports as the 

primary barrier to patients receiving treatment for OUD. Within community stakeholder groups, 

άƻǘƘŜǊέ ŎƻƳƳǳƴƛǘȅ ǎǘŀƪŜƘƻƭŘŜǊǎ ƛŘŜƴǘƛŦƛŜŘ access challenges and stigma as greater barriers to 

treatment than first responders, whereas a greater proportion of those working in first responder 

settings noted fatigue and burnout as a challenge compared to those in school or other settings. 

 

When asked about their beliefs, most practitioners (82%) agreed that MOUD are the most effective 

way to treat people with opioid use disorder, compared to fewer community stakeholders who 

agreed (37%). The proportion of agreement among practitioners currently treating patients with 

MOUD (91%) was greater than the proportion of those not currently treating patients with MOUD 

(68%). About half of practitioners (52%) agreed that people in the community where they work had 

adequate access to an effective form of SUD treatment compared to one-fifth (21%) of community 

stakeholders.  

 

The majority of both practitioners (83%) and community stakeholders (82%) reported that substance 

use increased during the COVID-19 pandemic. While most practitioners (83%) and community 

stakeholders (69%) reported that opioid use had increased in their communities since the start of 

the COVID-19 pandemic, few practitioners (10%) and community stakeholders (9%) believed that 

access to MOUD had increased. 

 

Finally, when practitioners were asked which UVM CORA resources they would like to learn more 

about, the resources most selected as a high priority included polysubstance use support, extended-

release buprenorphine medication and training, and support with managing and coordinating care 

for vulnerable populations. 

 

Visit uvmcora.org to find more information about our baseline needs assessments in Vermont, 

Maine, New Hampshire, and northern New York, as well as resources and technical assistance on 

substance use treatment.  
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Abbreviations Used Throughout This Report 
 

UVM CORA: University of Vermont Center on Rural Addiction 

OUD: Opioid use disorder 

SUD: Substance use disorder 

MOUD: Medications for opioid use disorder 

HRSA: Health Resources and Services Administration

This publication is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and 
Human Services (HHS) as part of an award totaling $13,699,254 with zero percentage financed with non-governmental sources.  

The contents are those of the author(s) and do not necessarily represent the official views of, nor an endorsement by,  
HRSA, HHS or the U.S. Government. 
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Responses and Inclusion Criteria 
 

Practitioners and community stakeholders working across 

Maine responded to our baseline needs assessment (Figure 1). 

The online survey was conducted from April 2021 to June 2021.  

 

We received multiple contact lists from our partners at the 

University of Southern MaineΩǎ /ŀǘƘŜǊƛƴŜ 9Φ /ǳǘƭŜǊ LƴǎǘƛǘǳǘŜ, 

including lists from publicly available sources (e.g., school 

nurses, practitioners, legislators), lists made available through 

requests to specific agencies (e.g., Emergency Medical Service 

[EMS] list from the Maine State EMS office), and the Cutler 

LƴǎǘƛǘǳǘŜΩǎ internally held contact lists (e.g., practitioners and 

stakeholders who had participated in prior SUD/OUD related 

projects). From these lists, 1,255 practitioners and 1,532 

stakeholders were invited by email to complete the survey (i.e., 

practitioner survey or community stakeholder survey). To 

maximize our response rate, those who had not yet responded 

to the survey received weekly reminders over the course of 

data collection.  

 

This report includes responses from practitioners and 

community stakeholders working in rural areas of Maine. For 

our purposes, rural areas include counties designated as fully rural by HRSA1  as well as rural census 

tracts in partially rural counties.2 Throughout the report, we compare rural prescribing practitioners 

currently treating patients with MOUD to rural prescribing practitioners not currently treating 

patients with MOUD. Comparisons are also made among subgroups of community stakeholders, as 

well as between practitioners and community stakeholders. 

 

Practitioners  
Of the 1,255 individuals who were invited to complete the baseline needs assessment practitioner 

survey, 376 responded (response rate=30%). Of these, 62 responses were moved to the community 

stakeholder survey analysis due to the setting of their work (53 school nurses, one EMT, six school 

administrators, and two in other work settings). Similarly, two responses from nurse practitioners 

 
 
1Section I of the document linked below includes the counties that are designated as fully rural by HRSA. 
https://data.hrsa.gov/Content/Documents/tools/rural-health/forhpeligibleareas.pdf  
2Section II of the document linked below includes rural zip codes in counties designated as partially rural by HRSA. 
https://data.hrsa.gov/Content/Documents/tools/rural-health/forhpeligibleareas.pdf  

Figure 1. Areas of Maine designated as rural 
(green) by the Health Resources and Services 
Administration (HRSA), including fully rural 

counties and rural census tracts in partially rural 
counties. Light grey areas represent non-rural 

areas in partially rural counties.  
Map Sources: Esri, U.S. Geological Survey, HRSA 

https://data.hrsa.gov/Content/Documents/tools/rural-health/forhpeligibleareas.pdf
https://data.hrsa.gov/Content/Documents/tools/rural-health/forhpeligibleareas.pdf
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who responded to the community stakeholder survey were imported to the practitioner survey 

analysis. One additional respondent worked at a non-community work setting in which they would 

not be involved in patient care, so they were excluded from both survey analyses. Among these 315 

practitioner responses, we excluded six duplicate responses, keeping the more complete survey 

response for each respondent. Of the 309 practitioner responses remaining, 289 provided 

substantive survey responses (i.e., any questions answered other than role, work setting, and work 

location). Among these, there were four retired respondents and one respondent working outside 

of the state of Maine that were excluded. 

 

Of the remaining 284 practitioner respondents, 174 reported working in at least one area designated 

as rural by HRSA and are included in this report. Some findings presented in this report include all 

rural practitioners while others focus only on rural prescribing practitioners, identified through their 

selected role (e.g., physician, nurse practitioner). PǊŀŎǘƛǘƛƻƴŜǊǎ ǿƘƻ ǎŜƭŜŎǘŜŘ άoǘƘŜǊέ ŦƻǊ ǘƘŜ ǊƻƭŜ 

question were asked if they could prescribe medications. Among prescribing practitioners, we 

compare those currently treating and not currently treating patients with MOUD. 

 

Community Stakeholders 
Of the 1,532 community stakeholders who were invited to complete the baseline needs assessment 

survey, there were 204 initial responses (response rate=13%). As noted above, two responses to the 

community stakeholder survey were moved to the practitioner survey analysis, and 62 responses 

were moved from the practitioner survey to the community stakeholder survey analysis. Of the 

resulting 264 community stakeholder survey responses, 33 duplicate surveys were removed (i.e., the 

individual responded to both the practitioner and the community stakeholder survey; community 

stakeholder survey responses were kept in these instances). Of the 231 remaining responses, 202 

included substantive responses. Two additional surveys were dropped because the community 

stakeholder worked outside of the state of Maine. 

 

Of the 200 remaining community stakeholder respondents, 141 reported working in at least one area 

designated as rural by HRSA and are included in this report. 
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Rural County Location 
 

Practitioners 
Rural practitioner responses (n=174) included representation from all 16 Maine counties (Table 1). 

Approximately one quarter of respondents (26%) reported working in multiple Maine counties. 

Examining all counties where practitioners worked, the most represented county was Kennebec with 

28% of all responses, followed by Cumberland (14%) and Lincoln counties (12%). The least 

represented county was Piscataquis (3%), consistent with it being the least populated county in the 

state.  

Table 1. Rural Practitioner responses by Maine county. 

 

 
 
 
 

 

 

 

 

 

 
 
 
 

ME county in which practitioner works 

Total 

(Choice of single 

Ŏƻǳƴǘȅ ƻǊ άƳǳƭǘƛǇƭŜ 

ŎƻǳƴǘƛŜǎέ ŎŀǘŜƎƻǊȅ) 

All counties worked 

(Select all that apply; 

not mutually 

exclusive) 

Freq. Percent Freq. Percent 

Rural counties     

Kennebec 32 18.4 48 27.6 

Lincoln 13 7.5 21 12.1 

Hancock 9 5.2 19 10.9 

Washington 10 5.8 19 10.9 

Somerset 10 5.8 18 10.3 

Aroostook 10 5.8 17 9.8 

Knox 6 3.5 16 9.2 

Waldo 9 5.2 16 9.2 

Franklin 5 2.9 10 5.8 

Oxford 4 2.3 10 5.8 

Sagadahoc 2 1.2 8 4.6 

Piscataquis 4 2.3 5 2.9 

 
Partially rural counties 

  
  

Cumberland 6 3.5 24 13.8 

York 4 2.3 15 8.6 

Penobscot 2 1.2 13 7.5 

Androscoggin 2 1.2 10 5.8 

     

Multiple counties  46 26.4 N/A N/A 

Total 174 100 N/A N/A 

Note: The left two results columns represent percentages from a single county or the category 
άƳǳƭǘƛǇƭŜ ŎƻǳƴǘƛŜǎέ ŀƴŘ ŀǊŜ Ƴǳǘǳŀƭƭȅ ŜȄŎƭǳǎƛǾŜΦ ¢ƘŜ right two results columns represent percentages of 
all counties represented, with 46 practitioners endorsing more than one county. 
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Community Stakeholders 
Rural community stakeholder responses (n=141) also included representation from all 16 Maine 

counties (Table 2). About one-fifth of respondents reported working in multiple Maine counties. The 

most represented county was Hancock with 19% of all responses, followed by Aroostook (17%) and 

Washington counties (16%). Piscataquis was again the least represented county (4%).  

 
Table 2. Rural community stakeholder responses by Maine county. 

 
 
 

 
 
  

ME county in which stakeholder works 

Total 

(Choice of single 

Ŏƻǳƴǘȅ ƻǊ άƳǳƭǘƛǇƭŜ 

ŎƻǳƴǘƛŜǎέ ŎŀǘŜƎƻǊȅύ 

All counties worked 

(Select all that apply; 

not mutually 

exclusive) 

Freq. Percent Freq. Percent 

Rural counties     

Hancock 17 12.1 27 19.2 

Aroostook 19 13.5 24 17 

Washington 12 8.5 22 15.6 

Kennebec 11 7.8 20 14.2 

Knox 9 6.4 16 11.4 

Oxford 7 5.0 15 10.6 

Sagadahoc 5 3.6 14 9.9 

Lincoln 7 5.0 12 8.5 

Franklin 4 2.8 11 7.8 

Waldo 3 2.1 11 7.8 

Somerset 5 3.6 10 7.1 

Piscataquis 0 0 5 3.6 

 
Partially rural counties 

  
  

Cumberland 2 1.4 13 9.2 

Penobscot 6 4.3 11 7.8 

Androscoggin 0 0 10 7.1 

York 4 2.8 9 6.4 

     

Multiple counties  30 21.3 N/A N/A 

Total 141 100 N/A N/A 

Note: The left two results columns represent percentages from a single county or the category 
άƳǳƭǘƛǇƭŜ ŎƻǳƴǘƛŜǎέ ŀƴŘ ŀǊŜ Ƴǳǘǳŀƭƭȅ ŜȄŎƭǳǎƛǾŜΦ ¢ƘŜ right two results columns represent percentages of 
all counties represented, with 30 community stakeholders endorsing more than one county.  
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Work Setting & Role  
 

Rural Practitioners  
Table 3 shows the distribution of work settings among rural practitioner respondents (n=174). 

Practitioners reported working in a wide variety of settings ranging from hospital-owned primary 

care practices (24%), Federally Qualified Health Centers (FQHCs; 18%), and critical access hospitals 

(8%) to mental and behavioral health organizations/practices (8%) and privately-owned primary 

care practices (6%). Practitioner respondents also reported working in settings specializing in SUD 

treatment, including addiction specialty treatment sites (9%). 

 

Table 3. Rural practitioner work settings. 
 Freq. Percent 

Hospital-owned primary care practice 41 23.6 

Federally Qualified Health Center 31 17.8 

Addiction specialty treatment setting 15 8.6 

Critical access hospital 13 7.5 

Mental and behavioral health organizations, practices, and 
providers 

13 7.5 

Other 13 7.5 

Privately-owned primary care practice 11 6.3 

Rural Health Clinic 8 4.6 

Privately-owned specialty practice 6 3.5 

Academic medical center 5 2.9 

Small rural hospital (Җ49 beds, non-CAH) 5 2.9 

Other hospital 5 2.9 

Hospital-owned specialty practice 5 2.9 

Tribal health center 2 1.2 

Opioid Treatment Program (methadone clinic only) 1 0.6 

Total 174 100 

 

Table 4 shows the professional roles of rural Maine practitioner respondents (n=174). Among 

practitioner respondents, we grouped together 59 nurse practitioners, 56 primary care physicians, 

19 specialist physicians, 13 physician assistants, one certified nurse specialist/certified nurse 

anesthetist/certified nurse midwife, nine ƛƴ άmǳƭǘƛǇƭŜέ ǊƻƭŜǎΣ and three ƛƴ άoǘƘŜǊέ Ǌƻles because 

they were able to prescribe medications (n=160; hereafter ǊŜŦŜǊǊŜŘ ǘƻ ŀǎ άǇǊŜǎŎǊƛōƛƴƎ 

practitionersέύ. The remaining non-prescribing practitioners (n=14) included seven nurses, two 

social workers, one pharmacy technician, three ƛƴ άmǳƭǘƛǇƭŜέ Ǌƻles and one ƛƴ ŀƴ άoǘƘŜǊέ ǊƻƭŜΦ  

 

  



 

   

 

6 

MAINE: RURAL PRACTITIONERS AND STAKEHOLDERS     UVMCORA.ORG 

Table 4. Rural practitioner professional roles. 
 Freq. Percent 

Prescribing practitioners   

Nurse practitioner 59 33.9 

Primary care physician (MD, DO) 56 32.2 

Specialist physician (e.g., psychiatrist, addiction medicine, 

emergency medicine) 
19 10.9 

Physician assistant 13 7.5 

Certified Nurse Specialist, Certified Nurse Anesthetist, or 

Certified Nurse Midwife 
1 0.6 

Multiple 9 5.2 

Other 3 1.7 

Non-prescribing practitioners    

Nurse 7 4.0 

Social worker 2 1.2 

Pharmacy technician 1 0.6 

Multiple 3 1.7 

Other 1 0.6 

Total 174 100 

 

Among the prescribing practitioners that provided their specialty (n=158 of 160 total prescribing 

practitioners), 58% reported specializing in family medicine/general practice (Table 5). The 

remaining rural practitioners were distributed across a range of specialties including psychiatry 

(16%), addiction medicine (9%), internal medicine (8%), and emergency/urgent care (4%). 

 

Table 5. Rural practitioner specialties. 

   Freq.  Percent 

Family medicine/general practice 91 57.6 

Psychiatry 25 15.8 

Addiction medicine 14 8.9 

Internal medicine 12 7.6 

Emergency/urgent care 7 4.4 

Ob/gyn 4 2.5 

Multiple/other 3 1.9 

Pediatrics 2 1.3 

Total 158 100 
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Rural Community Stakeholders  
Table 6 shows the distribution of work settings among the 140 rural community stakeholders (of 141 

total rural stakeholders) who provided this information. The most common work settings included 

fire and/or emergency medical services (34%) and schools (29%). In addition, there were community 

stakeholder respondents from community health organizations (5%), Recovery Community 

Organizations (RCOs) and recovery centers (5%), mental or behavioral health organizations (4%), and 

healthcare/hospital settings (4%). In subsequent sections of the report, we make comparisons 

between first responder (n=58), school (n=41), and άotherέ (n=41) community stakeholder work 

settings (Table 6). 

 

Table 6. Rural community stakeholder work settings. 
 Freq. Percent 

First responder setting (n=58)   

Fire and/or emergency medical services 48 34.3 

Law enforcement (e.g., police, sheriff, trooper) 6 4.3 

911/Emergency dispatch 4 2.9 

   

School setting (n=41)   

School 41 29.3 

   

Other setting (n=41)   

Recovery center/Recovery Community Organization 7 5.0 

Community health organization 7 5.0 

Mental or behavioral health organization 6 4.3 

Other  6 4.3 

Healthcare/hospital 6 4.3 

Social service agency 3 2.1 

ME Department of Health and Human Services  2 1.4 

Department of Corrections, state prison system, or 
county jail 

2 1.4 

Court system (e.g., attorneys, judges, staff) 1 0.7 

Recovery housing 1 0.7 

Total 140 100 
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Practitioner Waiver Status and Current Treatment of 

Patients with OUD 
 
Among rural prescribing practitioners who reported their waiver status (n=157), 95% reported 

having a waiver to prescribe buprenorphine to patients with OUD at the time of the survey (Table 7).  

 

Table 7. Current waiver status for prescribing buprenorphine among rural practitioners that can 
prescribe medications (e.g., MD, NP). 

   Freq. Percent 

Waivered 149 94.9 

Not waivered 8 5.1 

Total 157 100 

 

Among prescribing practitioners who responded to the question (n=157), 120 (76%) indicated that 

they were currently treating patients with OUD using U.S. Food & Drug Administration-approved 

MOUD (e.g., methadone, buprenorphine, naltrexone; Table 8). Notably, all 120 of these practitioners 

were waivered to prescribe buprenorphine, and 97% of the 119 who responded reported primarily 

prescribing buprenorphine (Table 9). Of the 37 (24%) prescribing practitioners not treating patients 

with MOUD at the time of the survey (Table 8), 29 (78%) were waivered to prescribe buprenorphine.  
 

Throughout this report, comparisons are made between rural practitioners currently treating 

patients with MOUD (n=120) and those not currently treating patients with MOUD (n=37). These 

analyses do not include non-prescribing practitioners. 

 

Table 8. Rural prescribing practitioners currently treating patients with opioid use disorder (OUD) 
using U.S. Food & Drug Administration-approved medications for OUD (MOUD). 

   Freq. Percent 

Treating patients with MOUD 120 76.4 

Not treating patients with MOUD 37 23.6 

Total 157 100 
 

Table 9. Primary medication prescribed by rural practitioners currently treating patients with 
opioid use disorder (OUD) using U.S. Food & Drug Administration-approved medications for OUD 
(MOUD). 

  Freq. Percent 

Buprenorphine 115 96.6 

Naltrexone 3 2.5 

Methadone 1 0.8 

Total 119 100 
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Practitioner Difficulty Retaining Patients on MOUD  
 

Practitioners currently treating patients with OUD using MOUD were asked how difficult they find it 

to retain patients on MOUD long enough to obtain the best patient outcomes. Those responding to 

the question (n=117 of 120 total currently treating practitioners) reported a moderate level of 

difficulty retaining patients on their recommended MOUD treatment regimen (mean score=4.4; 

scale 0ς10; 0=not at all difficult; 10=extremely difficult). One-fifth of respondents (21%) reported a 

difficulty level of 7 or higher (Figure 2).  

 

 
Figure 2. Distribution of reported difficulty retaining patients on their medication for opioid use disorder 
(MOUD) treatment regimens among rural practitioners currently treating patients using MOUD (n=117).  

0ς10 scale (0=not at all difficult; 10=extremely difficult). 
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Rural Practitioner Concern About Treatment Adherence  
 
Figure 3 shows the distribution of rural ǇǊŀŎǘƛǘƛƻƴŜǊǎΩ ƭŜǾŜƭǎ ƻŦ ŎƻƴŎŜǊƴ ǊŜƎŀǊŘƛƴƎ ǇŀǘƛŜƴǘǎΩ ƴƻƴ-

adherence to their recommended MOUD treatment regimen, among practitioners currently treating 

patients using MOUD who responded to the question (n=118). On a 0ς10 scale (0=not concerned; 

10=extremely concerned), the average level of concern among these practitioners was moderate 

(mean score=4.6), with approximately one in five respondents (19%) reporting a level of concern of 

7 or higher.  

 

 
Figure 3. Distribution of concern regarding patient non-adherence to their recommended medication for 

opioid use disorder (MOUD) treatment regimen, among rural practitioners currently treating patients with 

MOUD (n=118). 0ς10 scale (0=not concerned; 10=extremely concerned). 
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Rural Practitioner Number of Patients: Total and OUD 

Treatment 
 

Practitioners were asked about the number of unique patients cared for each week for all reasons. 

Among all practitioners (including non-prescribing) that responded to the question (n=171 of 174 

total practitioners), 31 practitioners (18%) reported caring for between 0ς20 unique patients each 

week, 128 practitioners (75%) reported serving between 25ς100 patients, four practitioners (2%) 

reported serving between 120ς150 patients, and eight practitioners (5%) reported caring for over 

150 unique patients each week. Table 10 shows the distribution of unique patients cared for each 

week (for all reasons) among prescribing practitioners only, reported separately for rural 

practitioners currently treating and not currently treating patients with MOUD.  

 

Table 10. Distribution of unique patients cared for each week for all reasons by rural prescribing 
practitioners currently treating and not currently treating patients with opioid use disorder (OUD) 
with U.S. Food and Drug Administration-approved medications for OUD (MOUD).  

 Patients treated for all reasons 

  Mean Median Min Max 

Currently treating patients with MOUD (n=119)*  58.9 50 0 600 

Not currently treating patients with MOUD (n=37)*  48.8 40 5 200 

*Note: άƴέ ǊŜŦŜǊǎ ǘƻ ǘƘŜ ǎŀƳǇƭŜ ǎƛȊŜ ƻŦ ǇǊŀŎǘƛǘƛƻƴŜǊǎ ǊŜǎǇƻƴŘƛƴƎ ǘƻ ǘƘŜ ǉǳŜǎǘƛƻƴ. 

 
Table 11 shows the distribution of number of patients treated specifically for OUD at any one time, 

using any MOUD (e.g., methadone, buprenorphine, naltrexone), by rural practitioners currently 

treating patients with MOUD. Among practitioners who responded (n=111), one-quarter (25%) 

reported treating five or fewer patients, almost two-thirds (64%) reported treating 30 or fewer 

patients,3 14% reported treating between 35ς85 patients, whereas one in five respondents (22%) 

reported treating 100 or more patients, including eight who reported treating 200 or more. 

  

 
 
3The federal Drug Addiction Treatment Act of 2000 (DATA 2000) waiver obtained by most practitioners allows them to 
treat up to 30 patients with buprenorphine. Practitioners must complete further training and meet additional criteria 
to be eligible for a waiver to treat a greater number of patients. More information available at: 
https://www.samhsa.gov/medication-assisted-treatment/become-buprenorphine-waivered-practitioner  
 

https://www.samhsa.gov/medication-assisted-treatment/become-buprenorphine-waivered-practitioner


 

   

 

12 

MAINE: RURAL PRACTITIONERS AND STAKEHOLDERS     UVMCORA.ORG 

Table 11. Distribution of patients with opioid use disorder (OUD) treated at any one time by rural 
prescribing practitioners who reported currently treating patients with opioid use disorder (OUD) 
with any U.S. Food and Drug Administration-approved medication for OUD (MOUD).  

 Patients treated with MOUD 

  Mean Median Min Max 

Practitioners currently treating patients with MOUD 
(n=111) 

49.7 20 1 250 

bƻǘŜΥ άƴέ ǊŜŦŜǊǎ ǘƻ ǘƘŜ ǎŀƳǇƭŜ ǎƛȊŜ ƻŦ ǇǊŀŎǘƛǘƛƻƴŜǊǎ responding to the question.  

 

Concern About Substances  
 

Rural Practitioners  
Practitioners were asked about their level of concern (scale 0ς10; 0=not at all concerned; 

10=extremely concerned) regarding the use of different substances and substance combinations 

among their patients or in their practice (Table 12). Throughout this section, we use independent 

sample t-tests with a conservative cutoff of p<0.01 (to account for multiple comparisons) to 

determine statistical significance.  

 
As shown in Table 12, practitioners were most concerned about the combination of opioids with 

benzodiazepines (mean score=7.8), the combination of opioids with alcohol (mean score=7.7), 

fentanyl (mean score=7.6), and tobacco/e-cigarettes (mean score=7.4). They were least concerned 

about misuse of over-the-counter or other (non-opioid) prescription medications (mean score=4.2). 

Sample sizes in Table 12 differ among substances because not all practitioners provided a level of 

concern for every substance. 

 

Table 12. Rural pǊŀŎǘƛǘƛƻƴŜǊǎΩ mean level of concern (scale 0ς10) regarding use of various 
substances among their patients or in their practice. 

Substance N Mean Substance N Mean 

Opioids + benzodiazepines 172 7.8 Benzodiazepines 173 6.7 

Opioids + alcohol 171 7.7 Methamphetamine 169 6.5 

Fentanyl 171 7.6 Prescription stimulants 170 5.7 

Tobacco/e-cigarettes 173 7.4 Cocaine 170 5.6 

Alcohol 172 7.3 Marijuana 172 5.3 

Heroin 170 7.2 Other street drugs 169 4.7 

Opioids + stimulants 170 7.2 Over-the-counter or other 
prescription medications 

169 4.2 

Prescription opioids 172 7.0   
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Figure 4 shows the mean level of concern regarding the use of different substances among 

practitioners currently treating (n=119ς120) and not currently treating (n=36ς37) patients with 

MOUD. Prescribing practitioners currently treating patients with MOUD reported greater concern 

about fentanyl use among their patients (mean score=8.2) compared to prescribing practitioners not 

currently treating patients with MOUD (mean score=5.6; p<0.0005). Similarly, those currently 

treating patients with MOUD reported greater concern about heroin use among their patients 

(currently treating mean=7.6; not currently treating mean=5.8; p=0.001) and the combination use of 

opioids and stimulants (currently treating mean=7.4; not currently treating mean=6.0; p=0.009). 

 

 
Figure 4. Mean level of concern ǊŜƎŀǊŘƛƴƎ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎΩ ǳǎŜ ƻŦ ǎǳōǎǘŀƴŎŜǎ among rural prescribing 

practitioners currently treating (sample size range: n=119ς120) and not currently treating (sample size 
range: n=36ς37) patients with U.S. Food & Drug Administration-approved medications for OUD (MOUD).  

OTC: over-the-counter; Rx: prescription.  
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Rural Community Stakeholders  
Table 13 shows community ǎǘŀƪŜƘƻƭŘŜǊǎΩ reported level of concern (scale 0ς10) about use of 

substances and substance combinations in the communities in which they work. Like rural 

practitioners, primary concerns of rural community stakeholders included fentanyl (mean score=7.4) 

and the combination of opioids with alcohol (mean score=7.1). Heroin (mean score=7.2) and 

prescription opioids (mean score=7.1) were also top concerns, whereas stakeholders were least 

concerned about misuse of over-the-counter or other (non-opioid) prescription medications (mean 

score=4.7). Sample sizes differ among substances because not all stakeholders provided a level of 

concern for every substance.  

 
Table 13. Rural cƻƳƳǳƴƛǘȅ ǎǘŀƪŜƘƻƭŘŜǊǎΩ mean level of concern (scale 0ς10) about use of 
substances in the communities in which they work. 

Substance N Mean Substance N Mean 

 Fentanyl 137 7.4 Cocaine 134 5.7 

 Heroin 137 7.2 Prescription stimulants 138 5.6 

 Prescription opioids 138 7.1 Tobacco/e-cigarettes 139 5.5 

 Opioids + alcohol 137 7.1 Marijuana 140 5.3 

 Opioids + stimulants 137 6.8 Other street drugs 137 5.2 

 Alcohol 141 6.6 Benzodiazepines 137 5.1 

 Methamphetamine 133 6.5 Over-the-counter or other 
prescription medications 

138 4.7 

 Opioids + benzodiazepines 137 6.4   
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Figure 5, below, shows the mean level of concern among community stakeholders in first responder 

(n=55ς58), school (n=40ς43) and άotherέ (n=37ς39) work settings regarding the use of different 

substances in the communities in which they work. ¢ƘŜ άƻǘƘŜǊέ ǿƻrk settings include recovery 

centers/recovery community organizations, community health organizations, and mental or 

behavioral health organizations, among others (see Table 6).  

άhǘƘŜǊέ ŎƻƳƳǳƴƛǘȅ ǎǘŀƪŜƘƻƭŘŜǊǎ reported the highest level of concern for most substances, with 

greater reported concern compared to first responders (all p-values<0.01) for all substances except 

marijuana, heroin, prescription opioids, and over-the-counter or other prescription medications. 

[ƛƪŜǿƛǎŜΣ άƻǘƘŜǊέ ŎƻƳƳǳƴƛǘȅ ǎǘŀƪŜƘƻƭŘŜǊǎ reported greater concern compared to those working in 

school settings for all substances except tobacco and marijuana. For marijuana, those in school 

settings reported greater concern ǘƘŀƴ ǘƘƻǎŜ ƛƴ άƻǘƘŜǊέ ǎŜǘǘƛƴƎǎ (p=0.005). Those in first responder 

settings, in turn, reported greater concern than those in school settings (all p-values<0.01) for most 

substances except alcohol, prescription stimulants, cocaine, over-the-counter or other prescription 

medications, marijuana and tobacco. For marijuana and tobacco/e-cigarettes those in school settings 

reported greater concern than first responders (all p-values<0.0005).  

 

 

 
 

 

Figure 5. Mean level of concern about substance use in the communities in which they work among rural 
community stakeholders working in first responder (n=55ς58), school (n=40ς43), and  

other (n=37ς39) settings.  
OTC: over-the-counter; Rx: prescription. 

  

 

 






















































































