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Purpose: Patients on long-term opioid therapy (LTOT) for pain have difficulty accessing
primary care clinicians who are willing to prescribe opioids or provide multimodal pain
treatment. Recent treatment guidelines and statewide policies aimed at reducing inappropri-
ate prescribing may exacerbate these access issues, but further research is needed on this
issue. This study aimed to understand barriers to primary care access and multimodal
treatment for chronic pain from the perspective of multiple stakeholders.

Methods: Qualitative, semi-structured phone interviews were conducted with adult patients
with chronic pain, primary care clinicians, and clinic office staff in Michigan. Interview
questions covered stakeholder experiences with prescription opioids, opioid-related policies,
and access to care for chronic pain. Interviews were coded using inductive and deductive
methods for thematic analysis.

Results: A total of 25 interviews were conducted (15 patients, 7 primary care clinicians, and
3 office staff). Barriers to treatment access were attributed to six themes: (1) reduced clinic
willingness to manage prescribed opioids for new patients; (2) lack of time and reimburse-
ment for quality opioid-related care; (3) paucity of multimodal care and coordination
between providers; (4) fear of liability and use of new guidelines to justify not prescribing
opioids; (5) delayed prescription receipt due to prior authorization and pharmacy issues; and
(6) poor availability of effective non-opioid treatments.

Conclusion: Issues of policy, logistics, and clinic-level resources converge to disrupt
treatment access for patients with chronic pain, as many clinics both do not offer multimodal
pain care and are unwilling to prescribe LTOT. The resulting conceptual model can inform
the development of policy interventions to help mitigate these access barriers.
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Introduction

Approximately 50 million Americans experience chronic pain.' Many receive long-
term opioid therapy (LTOT) for pain management® in primary care settings.’
Primary care is a crucial engagement point in multimodal chronic pain treatment,
the standard of care recommended by a 2019 federal task force.* However, patients
on LTOT for chronic pain experience barriers to finding new primary care clin-

icians, continuing existing opioid therapy with new clinicians,>

and accessing
multimodal pain treatment.’
Multi-level factors may contribute to these access barriers.® Low clinician

confidence in treating chronic pain may make it difficult for patients to find a
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provider.” Additionally, patients with chronic pain com-
monly experience stigma, manifesting as clinician disbe-

10,11

lief in their pain, a view that opioids are illegitimate

treatment,'> or assumption of an opioid use disorder.'* "
This stigma may affect clinician-patient relationships and
further reduce the number of clinicians willing to treat
chronic pain. Stigma also can influence governmental
policies, guidelines, and health-system factors, limiting
access to effective care.® Recent guidelines aimed at redu-
cing inappropriate opioid prescribing, such as the 2016
guidelines from the Centers for Disease Control and
Prevention,'® may be perceived as creating primary care
access barriers.

Research on the impacts of new opioid prescribing
policies largely has reported patient and primary care
clinician perspectives independently.'*'”'® Uncertainty
around these policies strains the patient-provider
relationship,'® ' but knowledge about policy impacts on
primary care access and multimodal pain treatment access
in general is limited.” To address this gap, we evaluated
how changes in policies have impacted care access,
defined as the ability to be seen and treated by a clinician
for pain-related needs, including long-term opioid therapy.
We sought to understand the impacts of this opioid policy
environment from perspectives of three key stakeholders:
patients, primary care clinicians, and clinic office staff. We
included office staff as they are often the first point of
contact between a patient and the clinic directly with
patients while scheduling appointments, requesting refills,
and facilitating referrals.” Using these findings, we created
a conceptual model illustrating how specific structural
issues contribute to breakdowns in access for this patient

population.

Methods

Semi-structured interviews were conducted May-October
2019 with patients with chronic pain, primary care clin-
icians, and office staff. The University of Michigan
Institutional Review Board approved this study under fed-
eral exemption 2, which applies to research which collects
data only through qualitative interviews.*

Recruitment

Clinicians (physicians, physician assistants, and nurse
practitioners able to prescribe opioids) and office staff
were recruited by calling 189 Michigan primary care
clinics from a frequently updated healthcare database.?
Each clinic was audited in a previous study” to assess if

they were willing to see a new patient requesting opioids
for chronic pain, and if they were accepting patients with
private insurance and Medicaid.

Research assistants (RAs) called each clinic, explained
study goals, and asked to interview a clinician or staff mem-
ber responsible for scheduling appointments. If available, the
interview was completed immediately. Otherwise, the inter-
view was scheduled at a later time. If the clinic requested
additional information, the RA faxed a one-page flyer con-
taining the study summary, participant incentive information,
and researchers’ contact information.

Patients were recruited in two ways. First, the study
team placed an advertisement on an institutional health
research recruiting site, which links community partici-
pants to health research studies.”* On this site, interested
participants create profiles to share relevant information
with study teams, including demographics and medical
history. The advertisement included study goals, eligibility
criteria, screening questions, and the study team’s contact
information. Second, the study team posted a one-page
flyer throughout high-traffic areas of a large academic
2019. The
included a brief study description, eligibility criteria, and

medical center August-September flyer
incentive information. To be eligible for the study, patients
had to be adult Michigan residents, have self-reported
chronic pain, and have experienced difficulty receiving
opioid medication. We amended our inclusion criteria for
patients towards the end of our sampling window to exclu-
sively recruit men, with the goal of balancing the gender

makeup of our sample.

Interviews
The principal investigator (PI) and RAs developed 30-
minute qualitative interview guides for each stakeholder
type (Appendix). Questions were informed by clinician
experience, text of opioid-related policies and guidelines,
and open-ended responses from previous clinic audits.>*
Interview topics included experiences with prescribing and
receiving opioids, perceptions of opioid-related policies,
and access to non-opioid and multimodal treatment.
Participant characteristics were collected through self-
report. For clinician and staff participants, clinic ZIP
code was obtained through the clinic database to determine
rural or urban practice setting, as defined by the US
Census.”°

After the lead RA conducted five pilot interviews, the
team modified the guides, and three RAs were trained to
conduct interviews. We aimed to conduct interviews until

162 "
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we felt that thematic saturation was achieved and new
interviews ceased to elicit novel themes.

The University of Michigan IRB approved all aspects
of our recruitment study protocol, including verbal con-
senting of subjects for phone interviews. All participants
were informed of the purposes of this study. Patient parti-
cipants were emailed IRB-approved consent forms?’ and
verbally consented to participate prior to the telephone
interviews. As office staff and clinicians were recruited
via telephone, they were read the consent form and verb-
ally consented to participate in this study and to the pub-
lishing of anonymized results. All patient participants were
sent follow-up emails containing resources regarding safe
opioid use and substance use disorder treatment. Each
subject received a $50 gift card.

Thematic Analysis

Two recordings of each interview were taken to ensure
adequate quality. Recordings were professionally tran-
scribed, and transcripts were uploaded to Dedoose soft-
CA:
SocioCultural Research Consultants, LLC) for content

ware (Dedoose Version 8.2.14 Los Angeles,
analysis. Descriptive statistics were produced to describe
the general characteristics of the primary care clinics as
well as participant demographics. Inductive and deductive
methods were used to develop a set of codebooks from
preliminary transcript review and the overall research
goals.”* 3% Two RAs (SS, AY) independently coded each
interview transcript. Under PI guidance, RAs met regu-
larly to review coding and amend definitions. Once con-
sensus was reached, the RAs and PI worked to develop a
set of emergent themes informed by the data and prior
literature. These themes and prior knowledge were then
used to develop a conceptual model of treatment access for
this patient population. The chronological order in which
many patients receive care was identified, and the emer-
gent themes were then mapped to the corresponding parts
of the care process. The model was further developed
through a process of iterative feedback from members of
the research team and other experts on this subject area.

Results

Participant Characteristics

Twenty-five interviews were conducted with 15 patients, 7
clinicians, and 3 office staff (Table 1). Median interview
length was 20 minutes, with interviews ranging from 11 to
52 minutes. The study received 29 interested patient

Table | Characteristics of Interview Respondents

N (Percentage)
Patients 15 (100%)
Sex
Male 4 (26.7%)
Female 11 (73.3%)
Age
3545 5 (33.3%)
46-55 5 (33.3%)
56-65 4 (26.7%)
266 | (6.7%)
Race
White 10 (66.7%)
Black 4 (26.7%)
Other/Multiple races 1 (6.7%)
Education level
High school diploma or GED 7 (46.7%)
Associate’s degree 0 (0.0%)
Bachelor’s degree 4 (26.7%)
Graduate or professional degree 4 (26.7%)
Setting
Rural 6 (40%)
Urban 9 (60%)
Clinicians 7 (100%)
Sex
Male 5 (71.4%)
Female 2 (28.6%)
Role
Physician 4 (57.1%)
Nurse practitioner 2 (28.6%)
Physician’s assistant I (14.3%)
Practice Setting
Rural 4 (57.1%)
Urban 3 (42.9%)
Office Staff 3 (100%)
Sex
Male 0 (0.0%)
Female 3 (100.0%)
Role
Office Manager 2 (66.7%)
Scheduler | (33.3%)
Practice Setting
Rural | (33.3%)
Urban 2 (66.7%)

participants, and 15 were included. One patient partici-
pated in a pilot interview, five were deemed ineligible to
participate, and eight did not respond after 3 contact
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attempts from the study team. Of interviewed patients, 14
had been recruited through the recruitment site and 1 had
been recruited via flyer. Most were female (n=11) and
white (n=10). About half of patients (n=8) held a bache-
lor’s or graduate degree; the remaining 7 held a high
school diploma as their highest degree. Six patients lived
in rural regions while 9 lived in urban regions. The median
patient age was 49, with a minimum age of 35 and a
maximum of 69.

Three office staff and 7 primary care clinicians were
interviewed, representing 7 different clinics. Four clinics
were in urban regions. Five clinics were considered small
(2 or fewer clinicians on site) and two large (3 or more
clinicians). When audited in a prior study,” two of 7 clinics
indicated unwillingness to prescribe opioids for new
patients currently taking opioids for pain, and five said
they would be willing to continue prescribing. Five of the
7 primary care clinicians interviewed were male.
Clinicians included 4 physicians, 2 physician assistants,
and 1 nurse practitioner. All interviewed office staff were
female, with 2 identifying as office managers and 1 as a
scheduler.

Key Themes

Treatment access barriers were attributed to six major
themes: (1) reduced clinic willingness to manage pre-
scribed opioids for new patients, (2) lack of time and
reimbursement for quality opioid-related care, (3) paucity
of multimodal care and coordination between providers,
(4) fear of liability and use of new guidelines to justify not
prescribing opioids, (5) delayed prescription receipt due to
prior authorization and pharmacy issues, and (6) poor
availability of effective non-opioid treatments. These
themes informed the development of a conceptual model
of chronic pain treatment access through primary care.

Reduced Clinic Willingness to Manage Prescribed
Opioids for New Patients

Clinicians and office staff made statements demonstrating
their clinic’s reduced willingness to manage LTOT for new
patients compared to established patients. Although clin-
icians did not mention discharging existing LTOT patients
from their practice, they often expressed reluctance to
manage opioids for new patients with chronic pain.
Clinicians reported frequently referring these patients
directly to pain management clinics or other services.

If they have been established, then they expect to get their

monthly usual prescription. If they are new, then I can

insist that they go to a pain clinic or try other possibilities.
— Clinician 2

Even when clinics would manage LTOT for new patients,
some implemented strict clinical requirements prior to

issuing a prescription.

We have a very strict policy ... if you are new patient, we
are going to send you for bloodwork ... and, it usually
takes ... probably about three appointments to ... be able

to get a prescription. — Office Staff 1

Patients reported barriers reflecting some of the policies
clinicians and staff discussed.

Whenever [ have tried to find a new doctor ... it seems
like they do not even listen to your symptoms, they just
block you from getting any opioids. They just let you

know upfront: no opioids. — Patient 4

One respondent reported that these barriers precipitated
transition to illicit opioid use.

I tried [to find a new clinician] and I was just blocked at
every turn so that’s what caused me to try to procure
[opioids] on the street. — Patient 4

Lack of Time and Reimbursement for Quality
Opioid-Related Care

Some clinicians cited insufficient reimbursement as limit-
ing quality care access. They described a lack of time for
required services, including urine drug screening and
Michigan’s state-mandated Opioid Start Talking form, an

informed consent given prior to initiation of opioids.*'

We are doing [the Michigan Automated Prescription
System] ... a house drug screen ... a controlled substance
agreement ... the Opioids Start Talking form ... the patient
counseling guide ... it’s become much more time inten-

sive, without the compensation. — Clinician 1

So I think in the end, we send [patients requesting opioids]
out to a pain management center just because they may
run their clinics a little more smoothly and have every-
thing set up with the drug screens and the, you know,
protocols. — Clinician 6

This inadequate compensation and time may have also led
to all or nothing decision-making, in terms of opioid-
related care. Accounts of low-quality and non-collabora-
tive decision-making around patients’ opioid treatment

plans, such as sudden discontinuation, were common.
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One patient felt they were offered two treatment options: a
large amount of opioids or none at all.

There were certain times that I just needed the mental
break from the pain and then, I knew that I could just

deal with it again ... But the answer was always you are

either going to get 100 pills or you are going to get zero.
It’s like, well, could I just have two? — Patient 7

Paucity of Multimodal Care and Coordination
Between Providers

Most clinicians and patients reflected on the complexity of
chronic pain and LTOT and failures in nuanced pain care
delivery, and reported a desire for better multimodal care

in chronic pain treatment.

Chronic pain is a multi-system issue that requires a pri-
mary care physician, a pain specialist, and a [psychothera-
pist] for their mental health. We are talking about three
things here. — Clinician 5

Patients also reported inadequate coordination between
their primary care clinician and various specialists, creat-
ing difficulty navigating independent, and sometimes con-
flicting, treatment plans.

Everybody’s perspective was right, but when you put it all
together it was wrong ... In a whole person collaboration,

it did not make any sense to me as the person. — Patient 7

In these contexts, some patients expressed feeling respon-

sible for their own care coordination.

I am trying to focus on getting well ... and then now you
are telling me that I have to figure out how to be a
pharmacist for myself and I do not know how to do that,

and I do not want to do that wrong. — Patient 7

Fear of Liability and Use of New Guidelines to Justify
Not Prescribing Opioids

Clinic-side and patient interviews differed in reported
clinician motivations for decreased opioid prescribing.
Clinicians and office staff often cited fears of liability for
driving changes but rarely referenced best practice guide-

lines or care quality concerns.

The [Drug Enforcement Administration] is kind of follow-
ing things, [and there’s] more liability so ... there are lots
of patients that we are trying to keep off opioids ... it
slows down your practice with all the paperwork you have

to do.” — Clinician 6.

1 do not think it’s the policies necessarily that have influ-
enced these providers. I think it’s just their thought process
that they do not want to take these patients on because
then, it [is] their licensure ... and their private practice ...
if something were to happen. I think it’s [the liability] that
comes into play. — Office Staff 3.

Patients, however, frequently reported clinicians invoking
recent guidelines as the basis for altering or discontinuing
their LTOT. They gave examples of doctors referring to
“state policies” or “the CDC” when justifying treatment
plan changes.

The new doctor I got told me that because nothing showed
up [on MRI and CAT scans], and the new laws were taking
. that
was when the CDC claimed that there was an opioid

effect, and the regulation of opioid medications ..

epidemic and changed everything. — Patient 14

Delayed Prescription Receipt Due to Prior
Authorization and Pharmacy Issues

Many interviewees reported logistical barriers delaying
medication receipt, which can present a major barrier to
timely care. Patients and clinicians encountered these
logistical issues in different ways.

Clinicians primarily discussed increased administrative
workload as a source of dispensing delays. Examples
included completing prior authorization insurance forms
and fielding calls about opioid prescriptions from pharma-
cists. Clinicians described pharmacists requesting more
information about or challenging prescriptions to an extent

® such as inquiring about

beyond standards of practice,’
prescription dose or reason. These clinicians felt knowl-
edgeable about relevant guidelines and sometimes viewed

these inquiries as unfounded and unnecessary.

With the pharmacy, they become more in their mind like
they are prescribers, like they are allowed to question what
we are doing, and why we are doing it. And in addition to

. all the documenting we have to do, and the prior
[authorizations] ... we have to contend with the pharma-

cist trying to make our job harder. — Clinician 4

Patients reported receiving discordant explanations for
prescription issues. In some cases, patients reported incon-
sistent explanations from the same healthcare worker
regarding a medication delay. For instance, a pharmacist
may say prior authorization caused a delay and later tell
the patient the medication is out of stock. Other patients
received different explanations from different sources,
such as the pharmacist reporting a prescription writing
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error and clinicians claiming an insurance issue. These
discrepancies frustrated patients as they navigated logisti-
cal hurdles and concerns about running out of medication.

The doctor’s office ..
to why it was not being filled and I would keep going to

. kept giving me different stories as

the pharmacist and they would keep saying “we didn’t get
the prescription yet.” — Patient 11

Poor Availability of Effective Non-Opioid Treatments
Patients reported being offered non-opioid alternatives for
chronic pain, including anti-inflammatory medications and
heating pads, but frequently regarded them as unaccepta-

ble and ineffective.

They should offer alternatives instead of just saying,
“Well, you can take Tylenol” ... They need to become

more educated on pain management. — Patient 6

In addition, patients and clinicians described inadequate
insurance coverage as a barrier to pain clinics. They
reported pain management clinics not accepting Medicaid
and insurance plans not covering certain procedures.

They basically just told me that, well, your “insurance
doesn’t cover” cervical injections and, you know, I

“can’t write you a script for pain medication.” — Patient 14

Clinicians cited longer wait times for patients with
Medicaid than for those with private insurance and
reported a desire for more pain management clinics that
accept Medicaid in their respective regions.

We have quite a few Medicaid patients and a lot of pain
management providers do not necessarily take that, so it’s

a long time for them to get in. — Clinician 1

A Conceptual Model of Treatment Access
To illustrate this patient population’s experiences, we pro-
pose a conceptual model of access to effective, multimodal
chronic pain treatment through primary care (Figure 1).
While individual pathways to effective treatment differ, we
identify multiple stages where patients can encounter bar-
riers: as they seek access to primary care, as they engage
in care planning with their clinician, and as they initiate
treatment. Contextual factors, including individual patient
and provider attributes, health system-level factors, and
governmental regulations and guidelines, can also limit
access to effective treatment at any of these temporally
distinct points in care. For example, in seeking primary
care, reduced clinic willingness to manage prescribed
opioids for new patients may pose a significant barrier.
As a patient engages in care planning, both systemic
barriers to high-quality pain care delivery as well as

ﬁm-appomfment \ ﬂppoa’nrmenr \ Post-appointment \
& | 5. Delayed __ Pharmacologic ____ >
m prescription treatments
Primary Care Provider m fecaint
Patient Ph 51 —_—
| 2. Lack of time and armees ective
reimbursement ' Multimodal
1. Reduced B i e Treatment®
— x wilingness > )
to manage 3. Paucity of care o & T
LTOT coordination etc.
Primary Care —
I X 4. Fear of liability {II: = €. Poor Non-pharmacologic
= X availability of i -
Insurance eﬁec:hv_e_
non-opioid
\ / treatments
[Contexlual Factors J \ Patient / /
[ Individual Factors (Le. patient and provider attributes) ]
[ Health System Factors (I.e. environmental resources, available locations for referral) ]
[ Regulations and Guidelines (i.e. national opioid-related regulations, insurance policies) ]

Figure | Conceptual model of treatment access for chronic pain treatment through primary care. *Effective multimodal treatment in this model refers to a multidisciplinary
approach to pain management, including modalities such as medications, restorative therapies, interventional procedures, behavioral health approaches, and complementary

and integrative health.
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clinician fears around opioid prescribing may limit access
to effective treatment. Contextual factors such as indivi-
dual-level factors on the part of both the patient and
providers, as well as health system-level factors and the
policy and guideline environment may affect quality care
access at various points.

Discussion

In the context of recent guidelines and policies attempting
*16 this study highlights
heterogeneous breakdowns in effective pain treatment

to prevent opioid-related harm,

access through primary care according to multiple stake-
holders. While many clinical guidelines go unfollowed,*?
the 2016 CDC guidelines'® were associated with substan-
tial decreases in opioid prescribing,*® around which a fear
of liability persists. Clinicians may use recent guidelines to
justify not prescribing, even when prescribing may be
guideline-concordant, while multiple stakeholders describe
poor availability of effective non-opioid treatments.
Clinicians and staff discussed reduced willingness to man-
age LTOT for new patients, and patients and clinicians
detailed additional barriers in quality pain care delivery.
When clinicians are willing to prescribe opioids for this
patient population, prior authorization and pharmacy
issues may delay prescription receipt.

The perception that patients on LTOT increase admin-
istrative burden and potential liability may motivate clin-
icians to change their opioid prescribing in ways that
reduce access, including discriminating against new
patients on LTOT. This finding is consistent with prior
studies demonstrating patients on LTOT encounter barriers
to finding a new prescriber as well as popular press reports
of “opioid refugees” left without care.’** Ideally, patients
with chronic pain would have adequate access to specialty
multimodal pain care, where clinicians can focus exclu-
sively on pain treatment. However, this care is not avail-
able to most individuals, and low Medicaid acceptance at
pain clinics exacerbates access barriers.” Although many
to be
effective,® out-of-pocket expenses prohibit many patients

non-pharmacologic treatments have proven
from accessing these options.*> Without a clear under-
standing of relevant guidelines, clinicians and healthcare
workers can make unfounded treatment decisions around
opioids, resulting in inadequate care. Clinicians and phar-
macists may also be compelled to shift blame to each
other, treatment guidelines, or insurance policies to pre-

serve relationships with patients. Our findings showed that

logistical, policy, and clinic-level issues converge to
restrict effective treatment access for this population.

This study addresses a gap in the literature concerning
clinic perceptions of new governmental regulations around
opioid prescribing for chronic pain. Including clinicians
and office staff voices allows more thorough identification
of key breakpoints ineffective care access. Consistent with
prior studies around resource constraints,” clinician inter-
viewees cited a lack of time and reimbursement for caring
for this patient population. Primary care visits are often
scheduled to allow only 15 minutes or fewer to address
multiple issues,>® and quality pain care can be time-
intensive.* In addition to resource constraints, clinicians
reported an increased fear of personal liability around
opioid prescribing, consistent with prior research.”’
Clinicians in our study referenced fear of litigation as
justification for decreasing opioid prescribing more fre-
quently than care quality concerns, perhaps indicating a
disproportionate focus on liability.

Furthermore, we found pharmacist inquiries about pre-
scriptions can increase administrative burdens on primary
care offices and contribute to opioid-related stigma.
Pharmacists’ inquiries may be motivated by safety con-
cerns, yet are considered unhelpful by primary care
offices. This novel finding indicates that pharmacists
should be included in interventions to increase treatment
access for this patient population. Improved models of
physician-pharmacist care coordination show promise in
enhancing communication and  warrant  further
investigation.®’

The proposed conceptual model is informed by multi-
ple stakeholders and synthesizes many stages of treatment-
seeking into a cohesive representation. This study eluci-
dates several path-dependent barriers patients may face as
they seek care, and the emergent themes represent major
breakpoints within unique domains. This model describes
pain care access as a complex system, shaped by numerous
participants and external factors. It highlights how many
points exist during the treatment-seeking process where a
patient’s care access can be limited, and that many external
factors, including reimbursement policies, shape the way
that care is delivered. Through use of this conceptual
framework, policymakers can be thoughtful about design-
ing solutions that take these breakpoints into
consideration.

Our study had several limitations. Our patient recruit-
ment yielded a small convenience sample of mostly White
female respondents,

so our findings may not be
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representative of all issues patients encounter in accessing
care, including racial or gender biases. It also relied on
self-report of chronic pain, with no specified duration
requirement. Additionally, all but one interviewed patient
was recruited via an institutional health research recruit-
ment site, which could introduce bias as our respondents
are likely more experienced with health research than the
general patient population. Our results are also based on a
small sample of clinicians and office staff who may have
outlier experiences, as we found their recruitment challen-
ging despite iterative efforts. Despite the limited sample
size, examining responses from three stakeholder groups
around similar central questions elicited important per-
spectives. Still, as our respondents constitute a conveni-
ence sample, our results may not be generalizable to all
relevant patient and provider experiences. Additionally,
our research was limited to Michigan, so our findings
likely do not represent experiences in other states, where
policies differ.

Primary care is an important point of engagement in
healthcare for patients with chronic pain. Unfortunately,
many recent policies and regulations aimed at reducing
mortality from the opioid epidemic have led to unintended
restrictions in treatment access for this population, includ-
ing access to non-pain care.” These issues are associated
with negative opioid-related outcomes such as hospitaliza-
tion, suicidal ideation, and transition to illicit use.>*** In
conclusion, this study highlights heterogeneous treatment
barriers, including lack of time and resources for clini-
cians, liability concerns, and scrutiny from pharmacists
and insurers. Future interventions to address access bar-
riers for this high-risk patient population need to address
the many breakdowns in care and consider all involved
stakeholders: patients, clinicians, office staff, pharmacists,

and payers.
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