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a b s t r a c t 

Background: Patients with opioid use disorder (OUD) have high hospital admission rates. Hospitalists, clinicians 

that work in inpatient medical settings, may have a unique opportunity to intervene on behalf of these patients, 

yet their experience with and attitudes towards treating patients with OUD need further exploration. 

Methods: We conducted qualitative analysis of 22 semi-structured interviews with hospitalists between January 

and April 2021 in Philadelphia, PA. Participants were hospitalists in one major metropolitan university hospital 

and one urban community hospital in a city with a high prevalence of OUD and overdose deaths. Participants 

were asked about their experiences, successes, and difficulties in treating hospitalized patients with OUD. 

Results: Twenty-two hospitalists were interviewed. Participants were majority female (14, 64%) and White (16, 

73%). We identified the following common themes: lack of training/experience with OUD, a lack of community 

OUD treatment infrastructure, a lack of inpatient OUD/withdrawal treatment resources, the “X-waiver ” as a 

barrier to prescribing buprenorphine, the “ideal ” patient to start on buprenorphine, and the hospital as an ideal 

intervention setting. 

Conclusions: Hospitalization due to acute illness or complication of drug use represents a potential intervention 

point to initiate treatment for patients with OUD. While hospitalists exhibit willingness to prescribe medications, 

provide harm reduction education, and link patients to outpatient addiction treatment, they identify training and 

infrastructure barriers that must first be addressed. 
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. Introduction 

Overdose deaths due to synthetic opioids other than methadone (e.g.,

entanyl, carfentanil, sufentanil) increased 1040% from 2013 to 2019

 Mattson et al., 2021 ). In a study looking at the National Hospital Ambu-

atory Medical Care Survey and the National Ambulatory Medical Care

urvey, opioid-related visits were 41.8% higher in 2016 when compared

o 2011 ( Shastry et al., 2020 ). The changing drug supply and increased

ospitalization rates due to opioid use disorder (OUD) require the inte-

ration of evidence-based OUD treatment into routine hospital practice

i.e. medication initiation, linkage to longitudinal outpatient addiction

reatment, and naloxone prescribing at discharge) ( Mattick et al., 2014 ;

heisen-Toupal et al., 2017 ). 
Abbreviations: MOUD, Medications for Opioid Use Disorder; OUD, Opioid Use Dis
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Medications for opioid use disorder (MOUD) are the standard of care

or the chronic management of OUD to decrease opioid withdrawal

ymptoms, dampen the euphoria associated with opioids, and reduce

ravings ( Hinde et al., 2018 ). Treatment with MOUD is endorsed by the

ational Institutes of Health, the World Health Organization, and the

merican Society for Addiction Medicine, among others, as an effec-

ive strategy in increasing treatment retention, reducing illicit opioid

se, and reducing overdose deaths ( Hinde et al., 2018 ; Sordo et al.,

017 ). One of the medications approved by the Food and Drug Ad-

inistration for OUD is buprenorphine ( American Society of Addiction

edicine, 2020 ). For some patients, buprenorphine may be more desir-

ble compared to other MOUD because of its convenience in dosing and
order; SUD, Substance Use Disorder. 
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ispensing and its overall safety profile ( American Society of Addiction

edicine, 2020 ; Gregory et al., 2021 ; Lee et al., 2018 ; Morgan et al.,

019 ). Buprenorphine is successful when offered with or without the

ddition of psychosocial treatment; however, psychosocial treatment for

UD is more successful when medication is added ( et al., 2019 ). 

Despite buprenorphine being a gold-standard treatment for OUD,

arriers such as obtaining a buprenorphine waiver and inadequate

ddiction training hinder clinicians from prescribing buprenorphine.

mong American physicians, only 2.2% have their buprenorphine

aiver and only half of those physicians prescribe the medication in

heir practice ( Christian et al., 2021 ; Duncan et al., 2020 ; Huhn &

unn, 2017 ; Rosenblatt et al., 2015 ; Substance Abuse and Mental Health

ervices Administration, 2021 ). The demand for OUD treatment is high,

ith 96% of all US states having rates of OUD that surpass treatment

apacity ( Jones et al., 2015 ) and 46% of US counties without a single

uprenorphine prescriber in 2017 ( Haffajee et al., 2019 ). 

Patients with OUD and those who inject drugs often seek acute

edical care and are hospitalized for complications of their substance

se disorder (SUD), acute illnesses, or trauma ( D’Onofrio et al., 2015 ;

iebschutz et al., 2014 ). Hospitalization can serve as a pivotal time for

eople who use drugs as they may be motivated to start MOUD in the

ace of acute illness ( D’Onofrio et al., 2015 ). Yet while hospitalist clin-

cians have the unique opportunity to screen and initiate treatment for

npatients with OUD during times of crisis ( Liebschutz et al., 2014 ),

npatient initiation of MOUD is underutilized ( Christian et al., 2021 ;

reen et al., 2014 ; Mospan & Chaplin, 2022 ; Patel et al., 2021 ). 

Previous studies on providers’ attitudes towards treating inpatients

ith OUD are sparse and often oversampled addiction specialists

 Green et al., 2014 ; Huhn & Dunn, 2017 ). In this work, we sought

o understand hospitalists’ perceptions of and experiences in treating

atients with OUD, including attitudes towards prescribing MOUD. In-

erviews with hospitalists (including physicians and advanced practice

roviders) can provide insights into barriers, organizational supports,

ttitudes, costs, and benefits associated with providing adequate care to

atients with OUD. 

. Material and methods 

We conducted a content analysis of 22 semi-structured interviews

ith clinical hospitalists to assess their practices and attitudes towards

npatients with OUD from January to April 2021. 

.1. Study sample 

We recruited hospitalists from two sites (1) a major metropolitan

cademic university hospital and (2) an urban university-affiliated com-

unity hospital in a city with high rates of OUD and overdose deaths.

his study was approved by the Thomas Jefferson University Institu-

ional Review Board (IRB). 

.2. Research team 

The research team consisted of a multidisciplinary team of one PhD

n Public Health (M.K.R.), three physicians (K.L.R., J.K.H., J.H.Z), and

wo MD/MPH students (V.M., N.S.). 

.3. Interview procedures 

A list of 60 hospitalist providers was obtained from the division and

epartment heads in both hospitals. A general recruitment email was

ent out to these hospitalists with information regarding the study, in-

luding that participation was voluntary and confidential. Personalized

mails were sent to respondents to schedule interview times. Providers

ere interviewed either by telephone or Zoom video conferencing, with

erbal informed consent obtained prior to interview initiation. Inter-

iews were conducted by two trained research assistants with experi-

nce in qualitative research (N.S.,V.M.). Participants were not provided
2 
ith any incentives for participation. Interviews were audio recorded

n accordance with IRB-approved protocols. Interviewers used a semi-

tructured interview guide with general and specific questions about

reating patients with OUD. This guide was informed by a comprehen-

ive literature search and by subject matter experts. Recruitment was

ontinued until all hospitalists who indicated interest had been inter-

iewed. 

.4. Qualitative analyses 

Recorded interviews were transcribed verbatim and cleaned

o ensure removal of all identifying information. Using NVivo

 International Pty, 2020 ), three coders trained in qualitative analysis

erformed thematic content analysis using a constant comparative ap-

roach, with the purpose of classifying text into distinct categories rep-

esenting similar meanings ( Hsieh & Shannon, 2005 ). Coders began by

mmersing themselves in transcribed interviews to gain an understand-

ng of the content. Coders re-read interviews to identify major themes

elated to the research questions. Codes were identified, and a codebook

as developed via iterative coding and discussion with the research

eam. The codebook was refined at team meetings until no further mod-

fications were needed. Data from each interview were coded with use

f the final codebook, with frequent checks to ensure interrater relia-

ility across coders (kappa = 0.94). Codes were grouped into themes and

ubthemes of provider attitudes towards buprenorphine prescribing. Re-

ults are reported as a summary of key themes with supportive quotes

nd examples from interviews. 

. Results 

Twenty-two hospitalists were interviewed. Twenty-one were physi-

ians and one was a nurse practitioner. Among these, 14 identified as

emale (63.6%), sixteen identified as White (72.7%), one identified as

lack/African American (4.5%), and four identified as Asian (18.2%).

he mean age was 37 years (range 29–54). Sixteen hospitalists practiced

t the academic university hospital and six practiced at the urban com-

unity hospital. Fourteen participants reported having a personal con-

ection to addiction. Out of the 22 hospitalists, nine were X-waivered

o prescribe buprenorphine ( Table 1 ). 

Six interview themes were identified: lack of training/experience

ith OUD, a lack of community OUD treatment infrastructure, a lack

f inpatient OUD/withdrawal treatment resources, the “X-waiver ” as

 barrier to prescribing buprenorphine, the “ideal ” patient to start

n buprenorphine, and the hospital as an ideal intervention setting

 Table 2 ). 

.1. Theme 1: lack of training/experience with OUD 

Ten hospitalists cited lack of comfort and experience as former or

urrent barriers to prescribing buprenorphine to inpatients with OUD.

ome noted having far more experience with methadone, with less

nowledge and education on the pharmacology of buprenorphine. Four

articipants reported that their fear of precipitating withdrawal in pa-

ients who use opioids was a barrier to initiating buprenorphine. Many

ited that education had helped overcome these barriers or identified a

eed to receive this education. 

.2. Theme 2: lack of community OUD treatment infrastructure 

A lack of community infrastructure made inpatient buprenorphine

nitiation seem futile for many hospitalists. They felt that patients would

ave nowhere to seek care post-discharge, especially those who were

ninsured or underinsured. Hospitalists communicated a critical need

or a chronic care structure in addiction treatment with appropriate

ommunity-based case management. Resources that participants cited
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Table 1 

Demographics of hospitalists interviewed about MOUD attitudes and pre- 

scribing. 

Participants ( n = 22) 

Age – M (range) 37.2 (29-54) 

Gender – n (%) 

Men 14 (63.6) 

Women 8 (36.4) 

Hispanic or Latinx – n (%) 

Yes 

0 (0) 

Race – n (%) 

White 16 (72.7) 

Asian 4 (18.2) 

Black 1 (4.5) 

Other 1 (4.5) 

Have you, a family member, or a friend 

struggled with addiction? – n (%) 

Yes 14 (63.6) 

No 8 (36.4) 

Level of Training – n (%) 

MD/DO 21 (95.5) 

PA 0 (0) 

NP 1 (4.5) 

Practice in years – M (range) 11 (4-21) 

X-waivered – n (%) 

Yes 9 (40.9) 

No 13 (59.1) 

∗ X-waiver – a certification that allows clinicians to prescribe buprenorphine 

in qualified practice settings. 
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ncluded social services like accessible insurance marketplaces or af-

ordable housing and access to outpatient buprenorphine prescribers or

ental health professionals. 

Some hospitalists mentioned the lack of local skilled nursing or

ubacute rehabilitation facilities that accepted patients on MOUD. Pa-

ients with OUD may require physical rehabilitation after acute illness,

rauma, or surgery. Patients with injection-drug related bloodstream,

one, or heart valve infections may require skilled nursing for supervi-

ion of long-term vascular access and weeks-long courses of intravenous

ntibiotics. Patients with OUD requiring antibiotic infusions or other

ong-term rehabilitation had limited care facilities to choose from. 

.3. Theme 3: (lack of) inpatient OUD/withdrawal treatment resources 

Hospitalists were asked to comment on what resources were avail-

ble to help manage inpatients with OUD and what additional resources

ere needed. Broadly, participants mentioned consultation by psychi-

try/addiction medicine, anesthesia/acute pain management, and so-

ial work. Hospitalists reported that anesthesia/pain management con-

ultants assisted with ketamine-assisted rapid buprenorphine titrations

nd with withdrawal management in patients with severe pain or with-

rawal. Some hospitalists hoped for increased availability of these con-

ultants around the clock because they did not feel comfortable doing

etamine-assisted buprenorphine titrations themselves. 

Ten hospitalists reported consulting psychiatry for assistance with

ncontrolled opioid withdrawal, polysubstance use, and for methadone

osing. Some hospitalists used the terms ‘psychiatrist’ and ‘addiction

pecialist’ interchangeably, but six hospitalists mentioned that no ad-

iction medicine-trained psychiatrists were available for consultation

cross both hospital sites. Some participants suggested that having ac-

ess to an addiction medicine-trained clinician or more psychiatrists

ould be helpful to keep up with the volume of inpatients with OUD. 

Nine participants mentioned that social workers and Certified Recov-

ry Specialists, who are people with lived experiences of substance use,

ere available to link patients to appropriate OUD services (inpatient

ehab, outpatient rehab, opioid treatment programs for methadone, and

uprenorphine prescribers). Hospitalists hoped for more of such re-
3 
ources to meet increasing demand. Many hospitalists expressed a need

or more social workers to manage this patient population. 

.4. Theme 4: X-waiver as a barrier to prescribing buprenorphine 

Several hospitalists (16/22) in both hospitals reported that their

ospital division supported starting buprenorphine for inpatients with

UD. Seven participants mentioned that their hospital division or physi-

ian group incentivized prescribers to obtain the X-waiver to prescribe

uprenorphine. Some hospitalists reported that even if they were not

-waivered, they could message other waivered colleagues in their di-

ision to prescribe buprenorphine for their patients with OUD. When

sked how the division/hospital could be more supportive of hospital-

sts initiating buprenorphine for inpatients, some participants responded

hat more education for treating OUD would be helpful. Two hospitalists

entioned incorporating X-waiver training into in-service or division

eetings. 

While the departmental message on obtaining the X-waiver was well-

eceived by hospitalists, several reported that obtaining the X-waiver

as still a barrier to offering and prescribing buprenorphine to inpa-

ients with OUD. Six hospitalists stated that the 8 h X-waiver training

as too long. One participant found the 24 h X-waiver training for nurse

ractitioners and physician assistants to be an even more significant

arrier to getting more hospitalists waivered. Four participants wanted

ore opportunities for X-waiver training to be provided by the hospi-

al. Some hoped that the training was incorporated in the work schedule,

ather than completing it outside of work. 

.5. Theme 5: the ideal patient to start on buprenorphine versus methadone

Hospitalists were asked to describe patient characteristics that could

nfluence their OUD treatment as inpatients. The majority (16) stated

hat a good candidate for buprenorphine was a patient who was mo-

ivated and willing to take the medication. Hospitalists explained that

any inpatients may not be willing to endure mild to moderate opioid

ithdrawal to start buprenorphine safely. They found that these patients

ere often more receptive to and successful on methadone. Hospitalists

eported that some patients with concomitant OUD and acute pain re-

uired a ketamine-assisted buprenorphine initiation. Five hospitalists

entioned that patients with serious medical comorbidities (i.e., acute

yocardial infarction) would be poor candidates for buprenorphine ini-

iation because the acute withdrawal might worsen their medical con-

ition. 

Eleven participants mentioned that patients’ past experiences or

ears of precipitated withdrawal were barriers to accepting buprenor-

hine in the hospital. They mentioned that many patients may have

reviously suffered precipitated withdrawal due to inappropriate use of

he medication. 

Many hospitalists (7) mentioned that patients who required the

tructure and accountability of presenting to an outpatient treatment

rogram may be better candidates for methadone and felt that those

ho could remain engaged in treatment without going to a clinic might

e better suited to buprenorphine. 

Seven hospitalists considered the patient’s social situation when rec-

mmending buprenorphine. Six hospitalists stated that patients tak-

ng other opioids (methadone, fentanyl, etc.) or who required opioids

or pain control would be poor candidates for inpatient initiation of

uprenorphine due to its partial antagonist properties. Some hospitalists

elt buprenorphine did not provide adequate analgesia for pain control.

ne hospitalist mentioned that, in her opinion, benzodiazepine use was

 contraindication to buprenorphine initiation. Two participants stated

hat younger patients earlier in the OUD disease course may respond

etter to buprenorphine than a patient with chronic, long-standing OUD

ould. 

While nine hospitalists considered the possibility of racial differences

n MOUD prescribing, almost all (20/22) reported they had not person-
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Table 2 

Themes and quotes from hospitalists in Philadelphia, PA ( n = 22). 

Theme Illustrative Quotes 

Lack of training/experience 

with OUD 

I am an internist, not an addiction psychiatrist, and I feel like I’m out of my league sometimes. 

It’s not something that I was trained on in medical school of how – or residency for that matter – of how to prescribe it … once I became more educated 

about the pharmacokinetics of buprenorphine and how to appropriately start it and uptitrate it, then I felt much more comfortable trying it on patients 

that were interested in the hospital . 

I’ve only learned about [buprenorphine] and like really learned about it in the last year or so. Because of that, I personally feel less comfortable with it. 

And I find, just as a culture, a lot of us feel less comfortable with that as opposed to methadone.. 

Lack of community OUD 

treatment infrastructure 

I think for me getting people hooked up with the clinics is the hardest thing. Because you are presented, typically, with a patient population that has 

already got like a bunch going against them. They do not have the financial support. They do not have the social support. They typically have a lot of 

psychiatric barriers, as well. And you are tasked with the almost-impossible task of getting them essentially to a primary care physician and having 

somebody take ownership of this medication that has a lot that goes with it. 

I had to discharge a person who wanted to be on [buprenorphine] who had been on [buprenorphine], I had no follow up for her. But she’s like, I can get 

[buprenorphine] on the street and that was our discharge plan … We will give her 10 to 14 days. She needs to like follow up and get health insurance 

through the state and hopefully she does that, and if she does not, she will get it through the street. 

They may need six weeks of IV antibiotics to continue to treat whatever medically is going on. There are only a few facilities within the Philadelphia area 

that will agree to take patients that are on [MOUD] therapy or have a history of opioid use disorder that we see in our patient population. 

(Lack of) inpatient 

OUD/withdrawal 

treatment resources 

I think managing pain in the context of withdrawal is very challenging. 

[Access to people trained in addiction medicine] would help tremendously. We do not. We only have a psychiatrist, and he handles everything - 

addiction, as well as psych issues, and it’s very overwhelming. So we really could use someone because of the volume that we see here at [Hospital 2]. 

The hospital in general could have more social workers, more case managers to help with a lot of these other issues that patients with substance use 

disorder are facing in their lives that are contributing a lot to their continued use of narcotics. So, like helping people get set up with a psychiatrist or a 

psychologist or housing or like all of those things I think would be – are root causes a lot of times of people’s opiate use disorder to start with. 

We throw 30 milligrams of methadone at a patient who uses three to four bundles of fentanyl a day and it’s almost - it’s funny. 

X-waiver as a barrier to 

prescribing buprenorphine 

There’s a push to get everybody their X-waiver. I can not speak to individual providers, but the stated culture is to have – to be all-in on helping this 

particular population to be as successful as possible. 

I need my X-waiver…I would love for my department to give me a day to get my X-waiver. 

The ideal patient to start 

on buprenorphine versus 

methadone 

Overall I think most people should be starting on buprenorphine if I think they’re fairly high functioning. 

I think that there are times where it makes sense to do methadone over buprenorphine. Like, for instance, homeless, where they’re likely to have their 

meds stolen living in a shelter or somebody that might benefit from having a regular place to go and get their meds and checking in with a methadone 

clinic. I think there are times where that scenario sort of makes more sense for the patient. That being said, it’s their choice. 

I think there are people where they’re still working and have a life to live and want to get back to that. I met a woman who was a college student or 

college grad and had a job and was taking pills. And I’m like, for you, it’s probably worth it to [take buprenorphine] because you’ll be able to live more of 

a normal life. And it’s not gonna be as like prohibitive to you. 

It does seem like there is a race issue with that, but I never thought about that. But thinking of some patients in my mind, it seems like for whatever reason 

methadone is suggested more for nonwhite people. 

The hospital as an ideal 

intervention setting 

The hospital takes everybody. You do not have to be insured. You do not have to be someone who has it together enough to make it to a 9 a.m. primary 

care appointment, right? We – everyone comes to the hospital, gets admitted – who needs to be – and I think it can be a really important intervention 

point for people who may not be able to seek healthcare elsewhere who come in in sort of crisis situations as a result of that. 

Another thing that we’ve been doing more recently is providing people with [naloxone] on discharge as well that are high risk of continued opioid use 

disorder or that are leaving on with controlled substances. Educating people about overdosing, giving them the [naloxone], is a way to try to prevent that. 

They’re also outside of the environment that is often pressuring them to relapse. 
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lly witnessed a patient’s race influence the choice of treatment for OUD.

hree participants stated they were not aware of racial differences be-

ause they treated mostly White patients with OUD. 

Some interviews contained stigma-related biases and negative moral

iews on people who use drugs and addiction that were expressed both

mplicitly and explicitly. This stigma against patients with OUD also

layed a role in preventing buprenorphine prescribing to patients. For

xample, one hospitalist worried that if they obtained the X-waiver,

ore patients would divert buprenorphine. 

.6. Theme 6: the hospital as an ideal intervention setting 

Several hospitalists mentioned that inpatient hospitalization was a

ritical time and place to intervene and treat OUD. They cited the avail-

bility of resources available to inpatients during hospitalization (med-

cations, specialists, social work, counseling, education, and linkage to

utpatient facilities). One hospitalist mentioned harm reduction and

verdose prevention education for inpatients with OUD. Others men-

ioned that being in a new environment surrounded by those who were

illing to help was vital to gaining a patient’s trust or buy-in for a treat-

ent plan. 

Hospitalists reported anecdotally that many patients with OUD,

hen faced with a life-threatening illness, were more motivated to start

reatment. One hospitalist said that inpatients with OUD who were unin-

ured or who had psychosocial barriers to accessing outpatient care ben-

fited from the increased access to care in the hospital setting compared

o the community. 
4 
Another hospitalist mentioned that inpatient hospitalization was an

deal time to continue interventions for OUD initiated in the emergency

epartment because patients and hospitalists may have more time to

evelop a solid treatment plan. One hospitalist mentioned that a po-

ential downside to the inpatient setting as an intervention point was

hat patients who leave before treatment completion risk having poor

utcomes. 

. Discussion 

In this study with hospitalists, we identified six themes related to hos-

italist care for inpatients with OUD. First, several clinicians disclosed

heir lack of experience and training with OUD management and with

uprenorphine specifically. Hospitalists expressed difficulties in estab-

ishing a safe discharge plan due to a lack of community infrastructure

o manage chronic opioid use disorder. Many hospitalists mentioned the

ack of inpatient OUD and withdrawal treatment resources such as the

vailability of addiction medicine-trained clinicians. Several hospitalists

ited the X-waiver as a barrier to initiating and prescribing buprenor-

hine upon discharge. Hospitalists described specific patient character-

stics that could influence their approach to OUD/withdrawal manage-

ent ( American Society of Addiction Medicine, 2020 ). They also uni-

ormly agreed that the inpatient setting was an important intervention

oint for patients with OUD to initiate buprenorphine and link to out-

atient addiction care. 

Hospitalists who cited a lack of formal training in OUD and addic-

ion found the hospital’s protocol on buprenorphine induction helpful
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p  
o bridge the gap between their expertise and patient needs. Hospital-

sts indicated that they struggled with initiating/continuing MOUD for

atients with acute pain or during pre- and post-operative periods. 

An unarticulated but observed gap in hospitalists’ knowledge of

OUD had to do with co-prescription of buprenorphine to patients

n illicit or prescription benzodiazepines. Practice guidelines indicate

hat MOUD need not be discontinued prior to surgery. These guide-

ines also state that the harm caused by untreated OUD outweighs

he risks of serious interactions between MOUD and benzodiazepines,

hough this varies by benzodiazepine type ( American Society of Addic-

ion Medicine, 2020 ; Wolf & Griffiths, 1991 ). Most hospitalists indicated

hat though they had little specialized training or experience, they were

pen to learning and becoming more competent with this patient pop-

lation. Hospitalists in this study were interviewed at the beginning of

 certified recovery specialist program with consults available to inpa-

ients and those in the Emergency Department. Expanded use of certified

ecovery specialists, or peers with lived experiences of substance use dis-

rders, can assist hospitalists achieve this goal. ( Liebling et al., 2021 ).

ther initiatives, such as a clinical pathway for universal screening to

dentify patients at risk of opioid withdrawal, may help identify and

reat additional patients ( Williams et al., 2022 ). Implementation of this

athway has increased nurse confidence working with this patient pop-

lation ( Williams et al., 2022 ). Results may be applicable to hospitalists,

s well. 

Hospitalists cited difficulties with linking patients to an outpatient

uprenorphine prescriber, accessibility of community mental health and

ddiction resources, and placement of patients on MOUD in skilled nurs-

ng or rehabilitation facilities. Hospitalists reported that these facilities

erceived an increased liability among patients with OUD, and this was

ited as a barrier to timely placement in outpatient skilled nursing or re-

abilitation facilities. Food security, access to stable housing, and other

asic human needs were mentioned as critical predictors of OUD treat-

ent outcomes. Without these basic resources, patients may not reach

heir full potential on MOUD. Policymakers and public health officials

hould consider increasing community social services in areas especially

ffected by the opioid crisis. Hospital-based multidisciplinary teams

e.g., hospitalists, certified recovery specialists, social workers, psychi-

trists) can help address these issues and facilitate community-based

OUD continuation ( Christian et al., 2021 ; Englander et al., 2019 ). Pro-

rams such as the B-Team at Dell Seton Medical Center (a hospitalist-led

onsult service for patients with OUD) and the Boston Medical Center

ddiction Consult Service (with dedicated staff with addiction exper-

ise) have achieved high rates of MOUD induction and continuation on

edication after discharge ( Christian et al., 2021 ; Trowbridge et al.,

017 ). 

Some hospitalists expressed insufficient availability of addiction spe-

ialists and felt that addiction medicine was outside their own scope of

ractice, calling for more addiction medicine-trained consultants and so-

ial workers to help care for increasing numbers of patients with OUD.

ince addiction medicine was formally recognized in 2016 as a medi-

al subspecialty, there has been an increase in the number of fellow-

hip training programs. Notwithstanding, there remains a significant

ddiction medicine workforce shortage and a dearth in fellowship fund-

ng ( Derefinko et al., 2020 ). Until this deficit in medical education is

ddressed, the onus to provide evidence-based addiction care will fall

nto the hospitalists’ shoulders. For hospitals without access to dedi-

ated staff trained in addiction medicine, more informal consult ser-

ices have been successful improving outcomes for patients with OUD

 Trowbridge et al., 2017 ). 

In a call to action to hospitalists in the Journal of Hospital Medicine,

nglander et al. asserted that basic addiction care should be a core com-

etency for all hospitalists and that hospital-initiated addiction treat-

ent should be hospitalist-led without over-reliance on specialists. This

nitiative could include the development of more robust guidelines or

rder sets for inpatients with OUD, coordination with community OUD

reatment facilities to ensure timely and efficient linkage, and training
5 
f students, residents, and other staff in basic addiction management

 Derefinko et al., 2020 ; Englander et al., 2020 ). 

Hospitalists cited regulations on buprenorphine (X-waiver require-

ents) as a barrier to inpatient initiation and prescription. Several lead-

rs and advocates of hospital-initiated OUD treatment have called for

he deregulation of buprenorphine and the elimination of the X-waiver

equirement ( D’Onofrio et al., 2021 ; Fiscella et al, 2019 ; Marino et al.,

019 ; Weimer et al., 2021 ). A recent review of buprenorphine misuse

nd diversion revealed that illicitly obtained buprenorphine was mostly

sed to self-treat withdrawal rather than being used for its euphoric

roperties ( Jicha et al., 2019 ). Areas with high amount of buprenorphine

vailability have lower rates of diversion ( National Academies of Sci-

nces Engineering and Medicine, 2019 ). Increased regulation designed

o prevent misuse/diversion may paradoxically increase the demand for

iverted buprenorphine ( Shastry et al., 2022 ). Further, strict regulations

or MOUD could perpetuate stigmas related to addiction and undermine

ddiction as a chronic relapsing and remitting disease. Deregulation in

urn could decrease stigma and lead to the integration of OUD treatment

nto mainstream primary care. 

In April of 2021, the Department of Health and Human Services re-

eased a new buprenorphine practice guideline that exempts clinicians

rom the federal 8- and 24 h training requirements and from the ancil-

ary services and counselling requirements. Clinicians are still required

o apply for a “Notice of Intent ” in order to prescribe buprenorphine and

an treat up to 30 patients without the need for further training. This

hange represents a step towards removing barriers to evidence-based

ddiction treatment to make it more accessible for patients with OUD. 

Many advocates for deregulation have noted that the elimination

f the X-waiver alone does not address the lack of education in OUD

nd addictions as a part of undergraduate or post-graduate allied health

raining ( American Society of Addiction Medicine, 2021 ). The American

ociety of Addiction Medicine advocates for complementary legislation

nd funding for health professional schools, residency programs, and

ontinuing education to strengthen the workforce when it comes to OUD

reatment. X-waiver training and OUD treatment are becoming a manda-

ory part of medical school curricula ( Gorfinkel et al., 2019 ; Lien et al.,

021 ). The “normalization ” of SUD evaluation and treatment in medical

ducation could mitigate the effects of addiction-related stigma later in

linical practice. 

In addition to considering patients’ motivations and preferences for

reatment, hospitalists mentioned other demographic or social charac-

eristics that could influence their treatment approach and/or patient

utcomes on MOUD ( Dreifuss et al., 2013 ; O’Connor et al., 2020 ). Asso-

iations between buprenorphine treatment retention and race/ethnicity,

ender, and substance use were inconsistent across multiple studies

 O’Connor et al., 2020 ). Moreover, recent literature on the topic has un-

overed racial/ethnic disparities in buprenorphine treatment. Buprenor-

hine treatment for OUD is more common among White patients with

rivate insurance or who self-pay ( Goedel et al., 2020 ; Lagisetty et al.,

019 ). This phenomenon reflects the major role that structural racism

nd classism plays in healthcare resource allocation. Given the discor-

ance among studies on patient-level characteristics that could pre-

ict buprenorphine treatment outcomes, clinicians should adhere to

vidence-based recommendations when treating OUD. Another crucial

ntervention is for policymakers and researchers to keep racial, ethnic,

nd socioeconomic disparities in mind when devising and studying eq-

itable and sustainable solutions to the opioid epidemic. 

Hospitalists were undivided in characterizing the inpatient setting as

 crucial intervention point for patients with OUD. Inpatients with OUD

ho received an addiction medicine consultation in a hospital where

his was available were more likely to receive MOUD, more likely to

omplete their parenteral antibiotic treatment course, less likely to leave

efore treatment completion, and less likely to be readmitted within 90

ays post-discharge ( Marks et al., 2019 ). A recent study in Hospital Phar-

acy and another in The American Journal of Medicine showed that in-

atient initiation of buprenorphine was associated with decreased rates
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f leaving before treatment completion and decreased rates of readmis-

ions ( Kays et al., 2022 ; Wang et al., 2020 ). Further research on the

roper implementation of OUD treatment for inpatients is needed to

ake full advantage of this intervention opportunity. For example, the

ipophilic nature of fentanyl complicates buprenorphine induction due

o heightened risk of precipitated withdrawal. High fat-solubility results

n storage of fentanyl and its metabolites in adipocytes leading to a pro-

racted renal clearance. This pattern of clearance differs significantly

rom those of other short acting drugs like oxycodone and morphine.

entanyl and its metabolites could remain present for weeks rather than

ays following abstinence. This can lead to increased rates of buprenor-

hine precipitated opioid withdrawal among patients who use fentanyl

hronically even when clinicians follow standard induction protocols

 Huhn et al., 2020 ; Varshneya et al., 2022 ). The Bernese method, in

hich patients are initiated in low doses of buprenorphine and titrated

p while continuing to receive full opioid agonists, has some favorable

esults to date ( Ahmed et al., 2021 ; Sue et al., 2022 ). Another emerging

pproach for buprenorphine inductions in monitored inpatient or emer-

ency department settings involves the use of ketamine. Ketamine has

een observed to potentiate opioid analgesia and to act as a rapid an-

idepressant. Subdissociative doses of the drug could help treat precipi-

ated withdrawal and facilitate buprenorphine induction, titration, and

tabilization among patients who use fentanyl ( Hailozian et al., 2022 ). 

.1. Limitations 

There are several limitations to our study. We purposely limited our

ecruitment to hospitalist clinicians. The perspectives and attitudes de-

cribed may not be generalizable to other specialties or hospital services

hat care for inpatients with OUD. Our study took place in two hospi-

als within the same hospital system in the same city, and results are to

e interpreted in this context. We enrolled a convenience sample, and

articipants who agreed to be interviewed may have strong views about

reating inpatients with OUD or a special interest in the subject matter.

he study results captured participants’ perspectives during a snapshot

n time. Regulations, access to MOUD, and practice guidelines may have

hanged during the study period. 

. Conclusion 

In this qualitative study, hospitalist clinicians characterized the inpa-

ient setting as a crucial intervention point for patients with OUD. Hospi-

alists expressed willingness to screen, educate, treat, and link patients

ith OUD to addiction treatment post-discharge. Yet they also identi-

ed knowledge gaps, institutional/community/legal barriers, and pa-

ient psychosocial factors that may contribute to the nonuniform treat-

ent of OUD on the hospital floors. Removing regulatory barriers to

rescribing buprenorphine, investing in greater community-based care

or patients with OUD, and providing comprehensive training to medi-

al students and clinical staff will improve opportunities to treat OUD

mong hospitalized patients. 
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