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Abstract

Background: In response to the opioid epidemic, addiction consultation services (ACS)
increasingly provide dedicated hospital-based addiction treatment to patients with substance use
disorder. We assessed hospitalist and medical staff perceptions of how the presence of 2 hospitals’
ACS impacted care for hospitalized patients with opioid use disorder (OUD). We inquired about
ongoing challenges in caring for this patient population.

Methods: We conducted a qualitative study of hospital-based providers utilizing focus
groups and key informant interviews for data collection. Transcripts were analyzed using

a mixed inductivedeductive approach. Emergent themes were identified through an iterative,
multidisciplinary team-based process using a directed content analysis approach.

Results: Hospitalists (7= 20), nurses (n7= 13), social workers (n7=11), and pharmacists (/7= 18)
from a university hospital and a safety-net hospital in Colorado participated in focus groups or key
informant interviews. In response to the availability of an ACS, hospitalists described increased
confidence using methadone and buprenorphine to treat opioid withdrawal, which they perceived
as contributing to improved patient outcomes and greater job satisfaction. Participants expressed
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concern about inconsistent care provided to patients with OUD that varied by the admitting
team’s specialty and the physician’s background and training. Nurses and hospitalists reported
frustrations with achieving adequate pain control among patients with OUD. Last, pharmacists
reported practice variations when physicians dosed buprenorphine for acute pain among patients
with OUD. A lack of standardized dosing led to concerns of inadequate analgesia or return to
opioid use following hospital discharge.

Conclusions: An ACS reportedly supports hospitalists and medical staff to best care for
hospitalized patients with OUD. Notably, care provided to patients with OUD may not be uniform
depending on various physician-level factors. Future work to address the concerns reported by
study participants may include education for OUD treatment, early involvement of the ACS, and
incorporation of buprenorphine prescribing algorithms to standardize care.
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Background

Patients with opioid use disorder (OUD) are commonly hospitalized for complications
related to their substance use.13 Unfortunately, these hospitalizations may be complicated
by patients leaving prior to treatment completion, often leading to subsequent
rehospitalization due to disease progression.° Highly effective medications, including
buprenorphine and methadone, are available to treat OUD and are associated with

a reduction in overdose-related death and all-cause mortality.5=8 It is legal to

dispense methadone or buprenorphine for the prevention of opioid withdrawal during
hospitalization.%-10 At hospital discharge, buprenorphine should be prescribed with linkage
to ongoing OUD treatment.

Patients who prefer methadone for OUD treatment should be referred to an opioid
treatment program for ongoing methadone dosing after hospital discharge. Despite the
benefits of these medications, many hospitalized patients with OUD are not initiated on
medications for OUD treatment during their hospitalization, even following a near-fatal
opioid overdose.11-14

Various efforts to expand OUD treatment among hospitalized patients have been
implemented in hospitals across the United States and Canada.1>-17 Identifying and treating
addiction in the hospital is associated with increased abstinence from substance use,

greater engagement in addiction treatment following discharge, and decreased hospital
readmissions.18-20 One effort to expand addiction treatment is to integrate addiction
consultation services (ACS) in the hospital to provide dedicated addiction treatment to
hospitalized patients with substance use disorder.18-21 Key aspects of care provided by an
ACS include obtaining a patient history, physical exam, and laboratory testing for infectious
diseases; management of substance withdrawal, when indicated; initiation of medications for
substance use disorder treatment with adequate dose titration; and care linkage following
hospital discharge.?? Previous work indicates that the presence of an ACS may reduce
moral distress felt by providers by reframing addiction as a treatable disease, by modeling
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compassionate care, and by acknowledging and addressing stigma toward people with
substance use disorder.23 A national survey of physicians demonstrated that hospital-based
physicians (hospitalists) with access to an addiction specialist were more likely to feel
supported to screen patients for concerning substance use behaviors, to be aware of local
treatment resources, and to refer patients to addiction treatment.24

Integrating addiction treatment in the hospital facilitates the delivery of evidence-based care
and improves provider and patient satisfaction.1920.25.26 Dye to the compelling results in
other studies, we sought to explore implementation factors that may facilitate or impede
efforts to utilize an ACS in 2 different hospitals. Given the team and multidisciplinary
nature of use and interaction with an ACS, this paper reports results of how the presence

of an ACS affected perceived care provided to hospitalized patients with OUD by different
hospital-based professional groups: hospitalists, nurses, social workers, and pharmacists. We
also report these groups’ perspectives on the challenges and gaps in care provided to patients
with OUD and their recommendations for improvements. This work adds to the field by
illuminating strategies that may be put into place to overcome challenges with implementing
an ACS.

Study design

We conducted a qualitative study to facilitate a detailed understanding of participants’
perspectives on the care provided to hospitalized patients with OUD in the presence

of an ACS. Qualitative research is an interpretive and naturalistic approach used to
describe and understand social or human problems and the context in which the problems
occur.27-29 As described by Schliep et al., “qualitative research clarifies ways to interpret
and draw meaning from participants’ experiences and make sense of the context in
which a phenomenon occurs,” which was the intent of the study.30 The specific design
included purposeful key informant sampling and use of directed content analysis, a form
of pragmatic inquiry.28:31 The Colorado Multiple Institutional Review Board (Protocol
#19-0336) determined the study to be exempt from convened committee meeting review.
Informed consent was obtained from all study participants.

Study setting and participants

Medical staff were eligible for participation if they worked in the hospital setting. We
recruited a sample of hospitalists, nurses, social workers, and pharmacists from 2 academic
hospitals, both with an ACS: a 650-bed university hospital in Aurora, Colorado, and a
525-bed safety-net hospital in Denver, Colorado. We describe study physician participants
as hospitalists and other health care professionals (nurses, pharmacists, and social workers)
as medical staff. The term physician, as used in the key results section, generally refers

to all types of physicians and not just the hospitalists in this study. Recruitment occurred
via email solicitation and placement of flyers in medical staff work areas. The sampling
was purposeful in the sense that we sought to identify and include specific professional
groups utilizing a key informant sampling strategy. Both hospitals implemented an ACS

2 years prior to this study. Between November 2019 and February 2020, we conducted 6
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in-person focus groups with hospitalists (n = 20), social workers (n7=11), nurses (n = 5), and
pharmacists (7= 18), with an average of 9 participants per group. Due to nurse scheduling,
we also conducted telephone interviews with nurses at both hospitals (h = 8). Recruitment
continued until all reasonable participants were included and no substantive new messages
were being shared:; thus, it appeared that data saturation was reached.32

Description of the ACS

The ACS at the university hospital is staffed by hospitalists trained in addiction medicine
and 2 full-time addiction medicine social workers.1®> The ACS at the safety-net hospital is
staffed by dual-boarded internal medicine and addiction medicine physicians and includes a
clinical nurse specialist. ACS physicians initiate methadone or buprenorphine for opioid
withdrawal prevention and OUD treatment, they manage postoperative pain control in
patients on buprenorphine or methadone, and they assist the primary team to facilitate
emergency commitments for patients with life-threatening substance use.1’” ACS social
workers offer addiction-focused counseling in the hospital. When patients are interested,
they link patients to posthospital discharge addiction treatment including outpatient
counseling, intensive outpatient programs, opioid treatment programs, and outpatient-based
opioid treatment programs. ACS operate during weekdays and work closely with affiliated
opioid treatment programs for in-hospital methadone enroliments. Importantly, ACS team
members advocate for people with substance use disorder by providing and modeling
compassionate, patient-centered care.

Data collection

Two methods of data collection were utilized: focus groups and key informant interviews.
We conducted focus groups to best achieve the goal of recreating the open-ended
conversations and flow of ideas about patient care that occurs naturally in nursing stations,
in medical staff work rooms, and in team meetings in the hospital setting. Six focus groups
were segmented into 3 groups at each of the 2 hospitals: 2 groups with pharmacists, 2
groups with hospitalists, and 2 groups with nurses and social workers. We anticipated

that homogenous provider groups would lead to more free-flowing conversation and
would highlight differences in group perspectives.33 An experienced facilitator trained

in qualitative research methods (SL) conducted the focus groups with assistance from a
graduate student (KH) using an interview guide with a combination of broad, open-ended
questions and follow-up prompts. Prior to each discussion, the goals of the focus group
and overall study were presented to participants. Focus groups were held at the hospital
over the lunch hour with lunch provided. Each focus group session was approximately

1 hour. Focus group guides were drafted on the assumption that, given the increase in
opioid-related hospitalizations,3* hospitalists, nurses, pharmacists, and social workers had
experience caring for patients with OUD. The guides were informed by 2 theoretical
frameworks: the Knowledge, Attitudes, and Practices Framework,3® which is used to
identify barriers to physician adherence to practice guidelines in relation to behavior change,
and the Donabedian Framework for the Evaluation of the Quality of Care,38 which is used
to identify structures, processes, and outcomes of care provided by health care organizations.
Last, the interview guides were informed by a literature review exploring physician’s
clinical practice when caring for patients with OUD, and their perceptions of caring for
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this patient population.242537 The interview guides included questions to assess hospitalists’
and medical staffs” knowledge and beliefs about patients with OUD, to understand hospital
processes for treating patients with OUD, and to learn of perceived barriers and facilitators
to caring for patients with OUD (Appendices A-C).

We experienced difficulty recruiting nurses to participate in focus groups due to work-
schedule conflicts. To increase nurse participation, we conducted key informant interviews
with nurses over the telephone at a convenient time to reach data saturation. The facilitator
(SL) and principal investigator (SLC) conducted all interviews. Neither interviewer had
previous relationships with key informant interviewees. Prior to each interview, the goals of
the conversation and overall study were presented to key informant interviewees. Each nurse
was provided with a modest monetary incentive for participation. Key informant interviews
were approximately 45 minutes. Summary and reflective notes were completed after each
focus group and key informant interview using a semi-structured template.38 All sessions
were digitally recorded, transcribed verbatim, cleaned, organized by file naming, and entered
into ATLAS.ti, version 8 for data organization and management (ATLAS.ti GmbH).3%

Data analysis

An iterative and team-based process using a constant comparative method and reflexive team
analysis guided by a directed content analysis was conducted.4? The qualitative analysis
team included the following team members: principal investigator (SLC), a hospitalist
(CC), atrained qualitative analyst (SL), and a graduate student (KH). The study team was
mentored by a senior scientist with expertise in qualitative and mixed methods research
methodology (JH). The study team both inductively and deductively developed a codebook.
Initial domains for codes were informed by our interview guide and included the following
categories: knowledge/training; attitudes; barriers; facilitators; processes/structures of care;
and outcomes of care.3541 The codebook was expanded based on codes that emerged from
the data and iterative discussion while reviewing the data individually and in group review
sessions.*2 The study team reviewed and consolidated their emergent codes until no new
codes were identified and there was strong code assignment agreement. All transcripts
were independently read, double-coded, and merged prior to analysis. Any discrepancies in
coding were addressed through discussion and consensus among the coders.*? Throughout
the analytic process, the study team met regularly to discuss new findings and emergent
new codes and themes and to assess the preliminary and final results.4? In this manuscript,
we present emergent themes related to changes in care provision to hospitalized adults with
OUD in the setting of an ACS and ongoing areas needing improvement.

Key results

We conducted 6 focus groups with approximately 9 participants per group and 8 key
informant interviews with nurses (n = 62) (Table 1). From our focus groups and key
informant interviews, we identified emergent themes in 3 domains: (1) perceived benefits of
buprenorphine and methadone on patient outcomes and provider satisfaction; (2) perceived
concern for ongoing, inconsistent care provided to patients with OUD; and (3) perceived
challenges with pain management in patients with OUD (Figure 1).
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Theme 1: With the ACS, hospitalists and other health care professionals
perceived greater use of methadone and buprenorphine to manage opioid
withdrawal and OUD

Subtheme 1a: Greater use of methadone and buprenor phine contributed to the
perception of improved patient outcomes.: Hospitalists, nurses, and social workers
reported that, with the presence of the ACS, they believed there was increased use of
buprenorphine and methadone for management of opioid withdrawal. This practice change
was thought to have contributed to improved patient outcomes including fewer patient-
directed discharges, increased patient comfort, and a perception that patients were being
linked to definitive OUD treatment following discharge. These perceptions were reported
across all professional groups.

| just had a patient a week ago that needed oxygen and had pneumonia. He was
about to leave AMA ... just treating the withdrawal with buprenorphine and getting
him plugged in ... he stayed a couple of days and was incredibly grateful. It was
[a] night-and-day difference from how things were in the past. ... | appreciate how
much their behavior is correlated with poorly treated withdrawal. (Hospitalist)

Subtheme 1b: Greater use of methadone and buprenor phine contributed to the
perception of greater provider self-reliance and satisfaction.: Hospitalists noted that with
increased use of buprenorphine and methadone, they became more confident when treating
patients with OUD, which led to a reported increased satisfaction when caring for these
patients.

When | have a path by which | could see how a patient’s gonna be cared for during
hospitalization, it gives you a great deal of courage and confidence. And you can
walk into that room and know you’re in charge of all the aspects of their care.
(Hospitalist)

Nurses and pharmacists also recognized greater confidence in hospitalists’ management
of opioid withdrawal, shifting from “as-needed” medications for symptomatic relief to
initiating methadone or buprenorphine for definitive OUD treatment.

I think providers are less intimidated by using buprenorphine. And so, we’re able

to effectively treat these patients, and that’s really helped. We’re not undertreating
them, but we’re also not dumping them with tons of opioids. Using these adjunct

drugs to help them withdraw safely in a safe environment is much more humane.

(Nurse)

Theme 2. Even with an ACS, hospitalized patients with OUD may receive
inconsistent care

Subtheme 2a. OUD treatment was thought to vary by the admitting team and
physician training.: Nurses reported that the use of methadone and buprenorphine seemed
variable among their patients. This was concerning because standardized care was not being
provided to their patients.
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You know, patient A’s getting these medications, and patient B isn’t. Why isn’t
patient B? Is it because of a clinical indication, or is it because the physician’s
uncomfortable with prescribing these medications? (Nurse)

Nurses observed that OUD treatment practices seemed to depend upon the admitting team
and the physician’s experience or training in OUD.

My perception is that the surgical services don’t have a good handle on any of
it [OUD management]. | don’t know what any curriculum looks like in medical
school or in residency, and | feel like more robust training would be infinitely
helpful for everybody because this permeates everywhere. (Nurse)

Subtheme 2 b. Accessible protocols could potentially resolve discrepanciesin OUD
care.: Pharmacists attributed discordant OUD management to a lack of easily accessible
protocols with best practice recommendations for buprenorphine dosing.

Treating acute pain syndromes with these patients on long-term maintenance
therapies, we don’t have a protocol within our institution. That could be a good
thing. Creating policies, protocols, or guidelines helps. (Pharmacist)

Theme 3. Challenges with pain management in patients with OUD persist

Subtheme 3a. I ncreased communication between nur ses and physicians may reduce
challengeswith pain management in patientswith OUD.: Nurses described challenges
with pain control in patients with OUD due to difficult patient behaviors. Nurses appreciated
it when physicians involved them in the pain management plan.

It depends on the primary team, how they’ll write the orders based on those
patients’ needs. ... If the pain medications ordered are not adequate for managing
the patient’s pain, and they’re not narcotized in any way, and the doctors won’t give
them any more pain meds, then it’s challenging. Some doctors are more open to
hear what you’re saying. (Nurse)

In contrast, hospitalists expressed concern with underutilization of “as-needed” opioids
prescribed for patients with OUD. This reluctance to administer opioids for pain control was
attributed to mixed messaging associated with the use of opioids in the time of an opioid
epidemic.

Every time I’ve encountered that [reluctance to administer “as-needed” opioids]
I’ve done the education myself with nursing. It’s a lot because it’s not just like,
“These are the medications, and these are how they work,” but “This is how we talk
about people with OUD. This is what it means to have pain when you have OUD
and why you need a PCA [patient-controlled analgesia]. (Hospitalist)

Subtheme 3b. Perceived confusion regar ding buprenorphine dosing in setting of acute
pain and OUD.: Pharmacists described various practices by physicians with buprenorphine
continuation or cessation in the setting of acute pain. There was a concern that in either
scenario, the patient may have uncontrolled pain or their OUD recovery may be destabilized.
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Scenario 1: “The pain team felt that buprenorphine should be held because we were
trying to treat this guy’s actual pain, but the primary service didn’t feel comfortable
holding it. Those kinds of conflicts come up in those situations. The attending |
was with that week felt pretty strongly, and | tend to agree, that if we’re trying to
treat their pain, then why give a partial agonist that’s just gonna tie up receptors?”
(Pharmacist)

Scenario 2: “It is extremely difficult, if you stop buprenorphine, to restart it. It’s

a partial agonist, but it still provides great analgesia. | think things are going back
the other way, that you use multimodal pain management and higher doses of
opioids than you would without buprenorphine. [Addiction physician] can tell you
disastrous cases where buprenorphine was stopped for acute pain or a procedure,
and they couldn’t get the person back on it.” (Pharmacist)

Discussion

In this qualitative study of hospitalists, nurses, social workers, and pharmacists working
in hospitals with an ACS, we identified important themes around beneficial changes

and ongoing challenges in care provided to hospitalized adults with OUD. This study
affirmed previously reported findings that physicians express greater job satisfaction and
confidence when they believe they are treating patients with substance use disorder
humanely, by prescribing medications to manage their substance use and withdrawal
symptoms.23:25 Important challenges remain in the care of people with OUD, even with
readily available access to addiction experts through an ACS. Nurses perceived inconsistent
use of methadone and buprenorphine for opioid withdrawal management. Hospitalists,
nurses, and pharmacists perceived difficulty with pain management in patients with OUD
due to poor communication and underutilization of opioids for acute pain management.
Finally, pharmacists reported confusion over conflicting physician practices when dosing
buprenorphine for acute pain and OUD.

Hospitalists and medical staff identified that with the ACS there was greater use of
methadone and buprenorphine to manage opioid withdrawal and OUD. However, medical
staff also perceived variable use of these medications across physician type and level of
training. Overcoming these variations in practice is important because multiple guidelines
recommend the use of these medications to manage opioid withdrawal with continuation
for treatment of OUD.#3-47 Furthermore, high-quality evidence demonstrates a mortality
benefit with OUD treatment continuation with opioid agonist therapy vs opioid withdrawal
management alone.#8-50 Both buprenorphine and methadone can be legally prescribed by
any physician to hospitalized patients experiencing opioid withdrawal who were hospitalized
for medical reasons beyond OUD, for example, endocarditis or infection.1? Multiple online
resources provide step-by-step buprenorphine initiation protocols for reference.51:52 While
an X waiver is required to prescribe buprenorphine at hospital discharge, prescribers are no
longer required to complete buprenorphine waiver training and can apply for a Notification
of Intent to prescribe buprenorphine.®3 Finally, patients who prefer methadone for OUD
treatment following hospital discharge require enrollment to an opioid treatment program,
and this care linkage can be facilitated by the ACS.>* Education regarding best practice for
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opioid withdrawal management and OUD treatment targeted to medical students, medical
residents, and established physicians could reduce the treatment variability reported in this
study.

Despite the presence of an ACS, hospitalists and medical staff reported challenges with

pain management among patients with OUD. Pharmacists described variable buprenorphine
prescribing practices by physicians for patients with OUD and acute pain. Expert consensus
and recommendations incorporate the use of multimodal pain control methods, including

the use of short-acting opioid agonists, for example, oxycodone or hydromorphone, to
manage acute pain in patients with OUD.5:56 Increasingly, experts recommend continuing
buprenorphine in the perioperative period to avoid the risk of relapse to illicit opioid
use.5-62 |ntegrating evidenced-based recommendations for pain management among people
with OUD in the form of easily accessible electronic protocols, as suggested by the
pharmacists included in our study, could reduce difficulties related to pain management

in patients with OUD. Nurses and hospitalists described challenges in communication as

a factor contributing to difficult pain management in patients with OUD. Previous studies
demonstrate that much of pain management depends on how patients, physicians, and
medical staff interact with one another when discussing expectations and strategies for

pain control.83-65 |dentifying approaches to address and resolve communication challenges
among physicians, medical staff, and patients may mitigate the concerns described by our
study participants. For example, “giving permission” to physicians and medical staff to
prescribe and dispense opioid pain medications to people with acute pain and OUD at higher
doses and shorter intervals may reduce some of the concerns expressed by hospitalists and
medical staff.56

The study findings should be interpreted in the context of the potential limitations of

our study. Our study participants worked in one of two academic hospitals in a large
metropolitan area. Both hospitals have a weekday ACS available to consult on patients with
substance use disorder. Thus, the experiences described by our study participants may not
reflect experiences of hospitalists or medical staff working in hospitals without access to an
ACS or dedicated addiction experts. We included hospitalists, social workers, pharmacists,
and nurses working in 2 hospitals to obtain multiple professional perspectives of people
who interact with the patient population of interest. Although qualitative research is not
intended to be representative, our purposeful selection may have resulted in recruiting
study participants who were more interested or engaged with this topic and may have
strong opinions about treating patients with OUD. In all qualitative studies, findings may
be influenced by the perspectives of investigators during the collection and analysis of the
data. We assembled a multidisciplinary team and used a team-based, iterative process with
triangulation to employ a rigorous approach to our study questions. Lastly, although there
is a temptation to sort the data by provider type, our results indicated common themes that
crossed professions and were uniformly present.56
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Conclusions

This study illustrates key aspects of OUD care provision that were perceived as beneficial
for patients and for hospitalists and medical staff while also identifying areas that need
ongoing improvement. An ACS may offer positive benefits to patients with OUD, but
these benefits may be limited to patients cared for by selected physicians who consult

the ACS for assistance with OUD management. This leads to unequal care provided to
hospitalized patients with OUD within the same institution. Given the various challenges
reported by hospitalists and medical staff, targeted strategies may be considered to address
individual areas needing improvement. For example, some medical staff participants noted
that education and training on OUD treatment should be offered in medical school, that
prescribing of medications for OUD treatment should be standardized and informed by
existing protocols, and that greater efforts to improve upon physician—-medical staff—patient
communication may reduce challenges with pain management. Future work could include
the design, implemention, and evaluation of these strategies for future improvement of care
provided to hospitalized patients with OUD
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Theme 1. Greater Use of Methadone and Buprenorphine to Manage Opioid Withdrawal and OUD
Subtheme 1a. Contributed to the perception of improved patient outcomes
Subtheme 1b. Contributed to the perception of greater provider self-reliance and satisfaction

Theme 2. Inconsistent Care Provided to Patients with OUD
Subtheme 2a. OUD treatment was thought to vary by the admitting team and by the physician’s level of
training
Subtheme 2b. Accessible protocols could potentially resolve discrepancies in OUD care

Theme 3. Challenges with Pain Management in Patients with OUD

Subtheme 3a. Communication between nurses and physicians may reduce challenges with pain
management in patients with OUD

Subtheme 3b. Perceived confusion regarding buprenorphine dosing when managing acute pain and OUD

Figurel.
Emergent themes (in text).
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Table 1.
Demographic data of participants (N = 62). "
Variables N (%) Interview type
Female 46 (75)
Male 16 (25)
Job type FGand II (n)
Physician 19(31) FG(2)
Pharmacist 18 (30) FG(2)
Nurse 13(21) FG(2) &11(8)
Social worker 11 (18) FG(2)
Years working in job type
<5 20 (33)
6-10 17 (28)
11-15 16 (26)
=15 8(13)
Note.
*
N =62 participants; 1 participant did not complete a survey. FG = focus groups; Il = individual interviews.
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