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Abstract

Background Patients presenting to Emergency Departments (ED) with opioid use disorder may be candidates
for buprenorphine treatment, making EDs an appropriate setting to initiate this underused, but clinically proven
therapy. Hospitals are devoting increased efforts to routinizing buprenorphine initiation in the ED where clinically
appropriate, with the greatest successes occurring in academic medical centers. Overall, however, clinician partici-
pation in these efforts is suboptimal. Hospitals need more information to inform the standardized implementation
of these programs nationally. Using an implementation science framework, we investigated ED providers’ concerns
about ED buprenorphine programs and their willingness to prescribe buprenorphine in the ED.

Methods We conducted Consolidated Framework for Implementation Research (CFIR)-informed interviews

with 11 ED staff in Nevada and analyzed the transcripts using a six-step thematic approach. Results were organized
within the CFIR 1.0 domains of inner setting, outer setting, intervention characteristics, and individual characteristics;
potential implementation strategies were recommended.

Results Physicians expressed that the ED is a suitable location for prescribing buprenorphine. However, they expressed
concerns about: information gaps in the prescribing protocols (inner setting), patient outcomes beyond the ED, buprenor-
phine effectiveness and appropriate timing of treatment initiation (intervention characteristics), and their own compe-
tence in managing opioid withdrawal (individual characteristics). Some were anxious about patients outcomes and conti-
nuity of care in the community (outer setting), others desired access to prospective data that demonstrate buprenorphine
effectiveness. Additional concerns included a lack of availability of the required support to prescribe buprenorphine, a lack
of physicians'experience and competence, and concerns about opioid withdrawal. Recommended implementation
strategies to address these concerns include: designating personnel at the ED to bridge the information gap, engaging
emergency physicians through educational meetings, creating a community of practice, facilitating mentorship opportu-
nities, and leveraging existing collaborative learning platforms.

Conclusion Overall, physicians in our study believed that implementing a buprenorphine program in the ED
is appropriate, but had concerns. Implementation strategies could be deployed to address concerns at multiple levels
to increase physician willingness and program uptake.
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Contributions to literature

+ Our study established that barriers to prescribing
buprenorphine in the emergency department (ED) are
rooted in physicians’ concerns about information gaps
in prescribing protocols, patient outcomes beyond the
ED, and buprenorphine effectiveness.

« Physicians also worry about the appropriate timing
of treatment initiation and doubt their competence in
managing opioid withdrawal.

« Implementation strategies that could increase the
uptake of ED buprenorphine include: designating
personnel at the ED to bridge the information gap,
engaging emergency physicians through educational
meetings, creating a community of practice, facilitat-
ing mentorship opportunities, and leveraging existing
collaborative learning platforms.

Background

The high burden of opioid overdose deaths and emer-
gency department (ED) encounters for opioid overdoses
in the United States over the last decade has been largely
attributed to synthetic opioids [1, 2]. Opioid overdoses
and deaths may be prevented with medications for opi-
oid use disorder (MOUD), such as buprenorphine and
methadone [3].

One MOUD with the potential for use in ED is
buprenorphine, a highly effective treatment for opioid use
disorder (OUD) in office-based settings [3—5]. Recently,
randomized controlled trials revealed buprenorphine
induction in the ED to be promising for persons with
OUD (PWOUD), but this did not translate to further
engagement in substance use disorder treatment for sur-
vivors of opioid overdose [6, 7]. These PWOUD are at
higher risk of death within the next year than other ED
patients and could benefit from buprenorphine initiation
at the ED [6, 8, 9]. ED providers are uniquely positioned
to prescribe buprenorphine to interested patients, and
aspects of the ED setting might facilitate the delivery of
this treatment to motivated patients [8, 10, 11].

The regulatory environment for buprenorphine pre-
scription is complex and has evolved over the last 20 years,
beginning with the Drug Addiction Treatment Act of
2000 (DATA 2000), which allowed physicians to prescribe
buprenorphine in outpatient treatment settings after meet-
ing training and licensing requirements [12—14]. The prac-
tice guidelines for buprenorphine prescription have rapidly
changed in recent years. In 2021 and 2023, respectively,
the training and X-waiver licensing requirements were
removed [15-17]. Currently, emergency physicians can
prescribe buprenorphine without restriction [15, 17, 18].
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Increasingly, pharmacists are supportive of ED
buprenorphine programs [19]. They are cognizant of the
ED buprenorphine regulations, and the unique challenges
with OUD care, thereby facilitating the optimization of
ED care [20]. Pharmacists have been key contributors to
the successful implementation of ED buprenorphine pro-
grams in academic centers on the East Coast of the U.S.
[20]. However, the perspectives of ED pharmacists about
ED buprenorphine programs in non-academic centers in
the Western United States are unknown.

Given the promising evidence, changing regulatory
landscape, and removal of restrictions on buprenorphine
prescribing, some hospitals are making efforts to routi-
nize the prescription of buprenorphine in EDs. However,
little progress has been made outside academic medical
centers [21-23]. In academic medical centers, the lack
of experience with treating opioid use disorder is a bar-
rier to initiating ED-buprenorphine treatment for OUD
while support from departmental leadership is a facili-
tator [10]. Although these individual and structural fac-
tors provide some insight, a systematic understanding of
how the perspectives of emergency physicians influence
decision-making related to prescribing buprenorphine
is still lacking [10]. Understanding these perspectives is
essential for targeting implementation strategies that
can increase the uptake of the intervention at a national
scale. In this study, conducted prior to the elimination of
the X-waiver, we examined (1) What ED providers think
about ED buprenorphine programs and (2) How their
perspectives influence their willingness to participate in
ED buprenorphine prescribing.

Methods

Study setting

This study was carried out in two large hospitals cur-
rently scaling up buprenorphine prescribing in the ED
in Nevada from April 1 to June 25, 2022. Hospital A, in
Northern Nevada, commenced prescribing in Novem-
ber 2021. Hospital B, in Southern Nevada, commenced
buprenorphine prescribing in May 2021.

Theoretical background

Our implementation science-based research questions
cut across different implementation levels, namely, inter-
vention, provider, and system levels. We used the robust,
multi-level, determinant Consolidated Framework for
Implementation Research (CFIR 1.0) [24] to assess bar-
riers and facilitators of implementing an intervention.
The CFIR is organized into a series of domains, each
containing multiple constructs. We explored perspec-
tives of buprenorphine prescribing across four CFIR 1.0
domains: intervention (i.e., buprenorphine prescribing),
inner setting (i.e., the ED), outer setting (i.e., the hospital
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and broader clinical environment), and individual char-
acteristics (i.e., characteristics of the providers). We
reviewed the literature for multi-level implementation
strategies that would facilitate the participation of ED
providers in buprenorphine prescribing (the interven-
tion) and enhance the program’s sustainability. We deter-
mined the recommended intervention strategies based
on the Expert Recommendations for Implementing
Change (ERIC) [25]. ERIC-informed strategies are clearly
defined strategies for addressing multi-level concerns
and enhancing the sustainment of these strategies in rou-
tine clinical settings [26].

Data collection

Participant recruitment

Physicians and pharmacists working in the two hospitals
were eligible for the study. Emergency physician respond-
ents were eligible if they had encountered PWOUD.
IRB-approved recruitment flyers were displayed on the
entrance doors to the ED pod and placed in break rooms.
Electronic copies were circulated to potential respond-
ents through contacts within the hospitals and front desk
staff. Additionally, information about the study was cir-
culated by word of mouth and through the email listserv
of emergency physician groups. Some respondents were
recruited using a snowball approach, in which interview-
ees were asked to refer other potential participants [27].
Participants were interviewed until conceptual satura-
tion was achieved, and no new information or themes
emerged [28]. Generally, 6-12 participants are required
to achieve saturation on a research objective [28]. In this
case, conceptual saturation was achieved at the 11th par-
ticipant, and data collection was concluded.

The lead author, who holds MD and MPH degrees
and was enrolled in a PhD program in Public Health at
the time of data collection, interviewed the participants
using a semi-structured interview guide. The creation
of the guide was informed by a review of findings from
earlier informational interviews of an emergency physi-
cian and an ED pharmacist who were not included in the
study, and a literature review of potential barriers and
facilitators to ED buprenorphine prescribing. Based on
these formative data, the interview questions were con-
ceptualized using the CFIR 1.0 domains and constructs
of inner setting, outer setting, intervention, and indi-
vidual characteristics [25]. We selected CFIR 1.0 rather
than CFIR 2.0 because the domains and corresponding
constructs in CFIR 1.0 were more closely aligned with
the way the intervention (buprenorphine program) was
conceptualized [25, 29]. CFIR 1.0 includes a concept of
“intervention” defined as a single practice or program
to facilitate change [30]. CFIR 2.0 describes the concept
of “innovation” as the new clinical treatment or service
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being implemented [29, 31, 32]. ED buprenorphine pre-
scribing has progressed from an innovation implemented
in a clinical trial setting in an academic center to an
implemented intervention in the EDs in private and com-
munity hospitals [6, 21-23], and therefore CFIR 1.0 is the
better choice than CFIR 2.0 [29, 32]. Cosmopolitanism
(defined as the degree to which an organization is net-
worked with other external organizations) was removed
from CFIR 1.0 and replaced with “policies and laws” in
CFIR 2.0 [29, 32]. However, given the significance of
access to follow-up beyond the ED, the cosmopolitan-
ism concept was particularly important for our analysis,
therefore, we stuck with CFIR 1.0.

The interview guide asked participants to discuss
their willingness to prescribe buprenorphine (CFIR 1.0
domain: Individual characteristics, CFIR 1.0 construct:
other personal attributes), their perspectives on the
ED buprenorphine program (CFIR 1.0 domain: indi-
vidual characteristics, CFIR 1.0 construct: individual
stage of change), and potential influencing factors such
as knowledge about the intervention (CFIR 1.0 domain:
individual characteristics, CFIR 1.0 construct: knowl-
edge and beliefs about the intervention), concerns about
precipitated withdrawal (CFIR 1.0 domain: intervention
characteristics, CFIR 1.0 construct: complexity), patient
follow-up after ED discharge (CFIR 1.0 domain: outer
setting, CFIR 1.0 construct: cosmopolitanism), and prac-
tice guidelines (CFIR 1.0 domain: inner setting, CFIR 1.0
construct: readiness for implementation and CFIR 1.0
sub-construct: access to knowledge and information). For
pharmacists, we also asked questions about their experi-
ences with dispensing buprenorphine (CFIR 1.0 domain:
individual characteristics, CFIR 1.0 construct: knowledge
and beliefs about the intervention). See interview guides
in files 1 and 2.

Each interview lasted between 30 and 45 min. Inter-
views were audio-recorded and transcribed by the first
author (OA) and a research assistant. OA took additional
field notes during the interviews that contextualized the
perspectives of the study participants during the analysis
of the interview transcripts.

Data analysis

Using reflexive thematic analysis [33, 34], the first author
(OA) coded the interview transcripts inductively. The
transcripts were uploaded and coded using NVivo ver-
sion 12.0. After each interview, OA read the transcripts
and labeled pertinent information with a word or short
set of words to describe their meaning. The initial set of
codes was created and documented in a codebook after
reading the first three interview transcripts. Codes were
revised iteratively as the remainder of the interviews
were coded, and new codes were added as they emerged
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Table 1 Concerns about ED buprenorphine program, CFIR 1.0 domains and constructs, and ERIC-informed implementation strategies

Concerns CFIR 1.0 domain

CFIR construct

Implementation strategy

1. Availability of the required support
to prescribe buprenorphine

Inner setting

2. Anxiety about patients’ continuity
of care beyond the ED

Outer setting

3. Desire for prospective data demon-  Intervention characteristics

strating buprenorphine effectiveness

4. Withdrawal concerns Intervention characteristics

5a. Physicians’ experience Individual characteristics

5b. Physicians’competence Individual characteristics

Access to knowledge and information

Cosmopolitanism

Evidence strength and quality

Complexity

Knowledge and beliefs
about the intervention

Self-efficacy

Designate responsible personnel
at the ED to provide informational sup-
port on buprenorphine prescribing

Create a community of practice for peer-
to-peer conversation with office-based
opioid treatment (OBOT) providers

as a feedback mechanism to the ED
phase of care

Conduct educational meetings (e.g.,
webinars, and presentations at Nevada
American College of Emergency Physi-
cians'meetings)

Provide clinical supervision

Shadow other experts

Leverage existing collaborative learning
platforms (e.g., SAMHSA-endorsed
Providers Clinical Support System)

Provide clinical supervision
Shadow other experts

from the data and in consultation with the last author
(KW). Additionally, memos were written to document
emerging concepts and assist with mapping findings
onto the CFIR 1.0 domains and constructs. After all the
interviews were coded, relevant quotes were selected to
illustrate each theme. The findings were then mapped
onto the corresponding CFIR 1.0 domains and con-
structs and the relevant ERIC implementation strategies
[26] (Table 1).

Results

Participants included six emergency physicians and five
pharmacists (n=11). The median age was 37 years (IQR:
34 - 40) and five (41.7%) were female Most participants
were non-Hispanic White (8/11 [72.7%]) consistent with
Nevada’s ED workforce, which lacks racial and ethnic
diversity. We do not report detailed race and ethnicity
categories to protect the respondents’ confidentiality as it
would be too easy to re-identify study participants with
that level of detail.

Generally, respondents expressed the belief that the
ED is a suitable location for prescribing buprenorphine.
However, some disagreed on the rationale that patients
in the ED may not be receptive to an intervention to
treat their substance use disorder (SUD). The concept of
presentation in the ED as a “reachable” or “teachable”
moment has been used as justification for the scale-up
of many ED-based interventions for PWOUD, including
the initiation of buprenorphine [11, 35]. However, some
of our respondents described the ED as an environment
that is meant for stabilizing a patient after an acute
emergency for eventual discharge, or for admission to

the hospital for further care. This understanding of the
ED as an acute-care setting where people are present-
ing for reasons other than their SUD underpins an opin-
ion expressed by some respondents that patients would
refuse an offer of SUD treatment in the ER: “If they made
a decision to come here, they are here, you know, without
making a decision to end that problem, and then, we are
saying they should go into treatment, I think they will say
No. You know... So, that is it, the patient populations in
the ER are so very different” (R3, 38y, Pharmacist).

However, other respondents felt the ED is the right
place for prescribing buprenorphine. These respondents
viewed interactions in the ED as an opportunity to offer
patients resources and to educate them about treatment
services. A respondent stated:

“Yeah, So, if someone comes in with an opioid issue
typically, I'll talk to them. I'll encourage them to
quit, try to kind of bolster their confidence in their
ability to quit and I offer them, you know, nurses or
social workers to see them if we can get them into a
rehabilitation program” (R8, 36y, physician).

Some respondents had concerns that could affect the
implementation of buprenorphine program.

The next section presents the six concerns with illustra-
tive quotes and described within the CFIR 1.0 domains
and constructs: availability of the required support to
prescribe buprenorphine, anxiety about patients’ conti-
nuity of care beyond the ED, desire for prospective data
demonstrating buprenorphine effectiveness, withdrawal
concerns, physicians’ experience, and physicians’ com-
petence. Finally, we present the main results summarily
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juxtaposed with the potential implementation strategies
in Table 1.

Availability of required support to prescribe
buprenorphine (CFIR 1.0 domain: inner setting)

Most respondents expressed some degree of willing-
ness to prescribe buprenorphine. However, some were
worried about the consequences of administering
buprenorphine incorrectly and requested more infor-
mation and support to ensure compliance with the
regulations and protocols. Desired support included
step-by-step guidance to meet legal prescribing
requirements and to avoid prescribing it incorrectly.
In the quote below, provided before the removal of
the X-waiver requirement, one physician describes his
need for support:

“The hurdle for me would be someone to basically
give me a step-by-step. Hey? Here’s how you get your
X-waiver and here’s, how to make sure you don’t
get in trouble with your X-waiver. That would be, I
think, the way to get over the hurdle. Most concerned
about doing, you know if I do, do my x-waiver. If I'll
put the prescription wrong or you know having too
many patients under the roster, ...I just don’t under-
stand it very well yet” (R8, 36y).

While the X-waiver is no longer a requirement as of
January 12, 2023 [17, 36], concerns related to regulatory
compliance and the need for detailed and timely guid-
ance on how to prescribe the medication may still be
valid, especially as the information about the regulatory
changes is still being disseminated.

Anxiety about patients’ continuity of care beyond the ED
(CFIR 1.0 domain: outer setting)

ED buprenorphine prescribing can be considered a
“bridge” to ongoing treatment in the outpatient commu-
nity-based setting. Ideally, ED buprenorphine programs
should have a connection between the ED and outpatient
care. Physicians in our sample were concerned about
potential gaps in connecting patients to the next step
of care in the community. Their worry that participants
would not remain engaged in buprenorphine treatment
after their initial 3-day prescription from the ED ran
out appeared to influence their willingness to prescribe
buprenorphine in the ED. Physicians’ anxiety about what
becomes of the patients after they leave the ED has the
potential to limit their intention to prescribe buprenor-
phine, as seen here:

“You know, you want to be able to provide, you
know, appropriate treatment until there’s time for
follow up. And, you know, frankly, that’s, in most
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cases, just not going to happen the next day.” (Rl,
43y, physician)

Desire for prospective data demonstrating buprenorphine
effectiveness (CFIR 1.0 domain: Intervention
characteristics)

Though physicians were interested in the buprenorphine
program, they were skeptical of its effectiveness. They
desired evidence from patients’ follow-up data to indicate
that buprenorphine reduces the return to opiate use and
results in fewer overdose-related hospital visits.

“I think the other piece of tracking that follow-up, is
that it demonstrates to the healthcare system,...,the
government, the legislation, you can see the effective-
ness, both from an individual and kind of a patient-
based standpoint, and that you're decreasing the
impact of opioid use disorder, ...and decreasing the
financial impacts for these patients who are recur-
rently having to come to the hospital for effects of an
opioid use disorder” (R1, 43y, physician)

Pharmacists who advise physicians on medications
and facilitate dispensing, have the information about
buprenorphine effectiveness that the physicians desired (as
indicated in the quote above), which suggests they could
be an important part of the strategy for disseminating it.
As a Pharmacist explained, “If we can start treatment in
the ER, studies show that patients are more likely to con-
tinue treatment versus if we just refer them to an outpatient
resource, they may or may not show up.’ (R7, 40y).

Withdrawal concerns (CFIR 1.0 domain: intervention
characteristics)

Concerns about opioid withdrawal affected physicians’
willingness to prescribe buprenorphine in the ED. Some
expressed concern that buprenorphine could precipitate
opioid withdrawal, making the patient uncomfortable,
and as a result of this potential outcome a patient might
refuse the treatment. Others were concerned about their
ability to time the buprenorphine initiation correctly (i.e.,
when the patient is in moderate withdrawal): “Well, well, I
think a big one is you have to catch the patient at the right
the right time, because if you give a patient with opioid
use disorder buprenorphine and they still have opioid in
their system you will push them into withdrawal”(R2, 35y,
physician). Therefore, physicians need support to be able
to identify the optimal timing for initiating treatment
while still attending to immediate withdrawal concerns.

Physicians’ experience and competence (CFIR 1.0 domain:
individual characteristics)

Some physicians expressed that experience and compe-
tence affect prescribing practices and are influenced by
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the degree of clinical experience a physician has treat-
ing PWOUD. Emergency physicians who interact infre-
quently with PWOUD may feel less competent and
confident in managing these patients and thus express
unwillingness to initiate buprenorphine treatment.
Additionally, physicians expressed the tool for assess-
ing the appropriate level of opioid withdrawal to initiate
buprenorphine treatment is subjective. Therefore, physi-
cians with prior clinical experience managing PWOUD
are likely to be more confident and willing to prescribe
buprenorphine.

“Yeah. Id say that that’s, been a little more of a
learning process, because I think it's, withdrawal
symptoms in themselves are not too difficult to rec-
ognize. But, specifically for buprenorphine, and kind
of the appropriate level of withdrawal to initiate
therapy, while there are some standardized scoring
systems and tools you can use for that, there’s defi-
nitely some subjective assessment of those tools. So, I
think, the more, the more you do it, the more experi-
ence you get with it, in training you get with it, these
are the times where the definitely the kind of, I think
the right level of withdrawal is still a point of learn-
ing?” (R1, 43y, physician)

Discussion

Generally, emergency physicians in our study were will-
ing to prescribe buprenorphine at the ED. However, we
described the concerns of some physicians in the con-
text of CFIR 1.0 and identified ERIC-informed potential
implementation strategies that are largely relevant to the
intervention implementation [25, 26].

Some respondents had concerns that things might go
wrong because they lacked important information on the
prescribing protocols and X-waiver regulatory require-
ments, which could limit prescribing (CFIR 1.0 domain:
inner setting). Though they were willing to prescribe,
they might not do so without a step-by-step guide on
how to ensure compliance. The changes in training,
licensing, and patient limit requirements between April
2021 and January 2023 may have created confusion in the
minds of providers about who can prescribe and under
what conditions [15, 17]. Therefore, designating person-
nel at the ED to provide clarifying information to physi-
cians is critical [17], though it is a non-ERIC strategy.

There were concerns about potential gaps in the con-
tinuum of care beyond the ED (CFIR 1.0 domain: outer
setting). Emergency physicians were thinking ahead
about the link to outpatient care and a lack of knowl-
edge about that link created anxiety that interfered
with their willingness to prescribe. However, initiation
of buprenorphine in the ED, even if the patients do not
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continue into long-term therapy, could have benefits
such as reduced illicit opioid use, overdose risk, and mor-
tality [3, 37—40], suggesting that a lack of connection to
community care should not be a barrier to prescribing
in the ED. Therefore, creating a community of practice
for peer-to-peer conversation with Office-based Opioid
Treatment (OBOT) providers as a feedback mechanism
to the ED phase of care, could allay physicians’ concerns
about potential gaps in the treatment continuum beyond
the ED. Additionally, ensuring the presence of desig-
nated personnel at the ED, for example, a peer recovery
support specialist (PRSS; i.e., someone with lived expe-
rience of opioid use disorder who is currently in recov-
ery), can provide information about available community
resources for outpatient treatment continuity [41, 42].

While our respondents wished for prospective data on
patients” OUD treatment outcomes and continuity of care
(CFIR 1.0 domain: outer setting), note that patient data on
substance use disorder treatment are protected by Fed-
eral regulations that prohibit such data sharing (42 CFR
Part 2) [43]. Also, note that this concern for prospective
follow-up information appears to be unique to patients
with substance use disorders, and is likely quite different
from the way physicians would think about other chronic
conditions that result in acute presentations in the ED
and require follow-up community care (e.g., unman-
aged diabetes). Rather than attending to what is feasible
within their scope of practice in the ED, which is to sta-
bilize the patients, offer treatment, and discharge them
to the next level of care, physicians were uniquely con-
cerned about the immediate follow-up period and hav-
ing a tracking mechanism in place for patients prescribed
buprenorphine. These concerns could serve as a barrier to
implementing this evidence-based practice. Here, again,
locating PRSSs in the ED who can share their own experi-
ences to address physicians’ concerns about the patient’s
outcomes could be a promising solution [41, 44]. PRSSs
can also facilitate access to community-based treatment
resources to improve the likelihood of successful treat-
ment linkage.

Physicians’ desire for research data demonstrating
buprenorphine effectiveness (CFIR 1.0 domain: interven-
tion characteristics) was an unanticipated finding since
the evidence base is quite robust [22, 37], but could be an
opportunity to increase program uptake. Disseminating
existing data on buprenorphine effectiveness in diverse
settings may increase the willingness of emergency physi-
cians to prescribe buprenorphine. As shown in our study,
ED pharmacists believe buprenorphine is effective, are
already championing ED buprenorphine program imple-
mentation, and remain keenly interested in contributing
more to mitigating the opioid overdose crisis [19, 45].
Creating a learning collaborative and organizing clinician
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implementation team meetings that will facilitate oppor-
tunities for physicians and pharmacists to talk and
engage in CME together could reinforce messages about
buprenorphine effectiveness [26].

Other concerns with a patient’s willingness to accept
buprenorphine at the time of the visit and the experience
of withdrawal call for attention (CFIR 1.0 domain: inter-
vention characteristics). Facilitated mentorship through
the provision of clinical supervision and shadowing those
with the required expertise could address emergency
physicians’ concerns about the right timing of buprenor-
phine initiation at the appropriate withdrawal phase [26]
and also respondents’ concerns about competence and
confidence in managing opioid withdrawal [10, 46, 47].
Emergency physicians could participate in Providers
Clinical Support System (PCSS), a SAMHSA-funded col-
laborative free online learning and mentorship platform,
to address the inexperience from inadequate clinical
exposure to managing opioid withdrawal [48]. The PCSS
has convenient learning options such as an online discus-
sion forum and an “Ask a Clinical Question” platform.

Limitations

We studied a population that is hard-to-reach in a pecu-
liar work setting. Thus, the perspectives of the small sam-
ple might not be representative of the entire community
of emergency physicians. However, we achieved concep-
tual saturation on the questions of interest and generated
some novel findings that are transferable to other settings
and could be explored more thoroughly in larger samples.
The timing of this study coincided with a period of rap-
idly evolving regulatory landscape of buprenorphine pre-
scribing for opioid use disorder and this may influence
the applicability of our findings. Moreover, these findings
are still transferable to large non-academic hospital ED
settings in the Western United States. Implementation
science is a rapidly evolving field, and a newer framework
(CFIR 2.0) was available at the time of this analysis. How-
ever, because the older framework included constructs
that were more applicable to our research, we chose to
use the older framework.

Conclusion

Respondents expressed that the ED is a suitable location
for prescribing buprenorphine treatment. However, they
expressed concerns about information gaps in regula-
tory requirements, patient outcomes in the care contin-
uum, buprenorphine effectiveness, appropriate timing of
treatment initiation, and their competence in managing
opioid withdrawal. We suggested four ERIC-informed
implementation strategies that could be used to address
those concerns, with the potential to increase participa-
tion in the ED-initiated buprenorphine program.
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