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Background: Overdoses and deaths from synthetic opioids grew sharply in the past decade. Most peo-
ple with opioid use disorder (OUD) do not receive recommended evidence-based treatment: nationally,
72% to 87% of people who need OUD treatment do not receive medication for opioid use disorder
(MOUD). Little is known about practice teams’ experiences with home, office, and telehealth induction
for MOUD, particularly in primary care.

Methods: We conducted semistructured interviews with primary care clinicians and staff from February
through September 2023 to understand experiences providing MOUD via home, office, and telehealth induc-
tion. Interviews were part of a PCORI-funded trial, Home versus Office versus telehealth for Medication
Enhanced Recovery (HOMER). We used template and editing coding styles to categorize text according to
deductive codes derived from research questions and inductive codes derived from multiple readings of tran-
scripts. We used immersion-crystallization to iteratively review coded text and identify interview themes.

Results: Thirty-eight clinicians and staff from 21 US primary care practices participated in interviews.
Home induction is increasingly common and preferred by patients and practice teams, social determinants
of health affect induction and maintenance in treatment, clinicians and staff use honest communication to
build trusting relationships with patients, practices identified patients as MOUD candidates through word-
of-mouth and referrals, and an evolving OUD landscape are causing practices to adapt their care.

Conclusion: Primary care practices are committed to offering MOUD. Findings offer insights about
the challenges facing primary care practices in their efforts to deliver MOUD to address a rapidly evolv-
ing opioid epidemic. ( J Am Board Fam Med 2025;38:539–550.)
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Introduction
Opioid overdoses and dependency are a US public
health epidemic, with sharp growth in overdoses
and deaths from synthetic opioids in the past dec-
ade.1 In 2021, an estimated 2.5 million people had
experienced opioid use disorder (OUD) in the

previous year.2 Rates of opioid-related drug over-
dose deaths have increased every year from 2013 to
2022, despite no significant change in overall drug
overdose deaths between 2021 and 2022.3 Most
people with OUD do not receive evidence-based
treatment for it: nationally, 72% to 87% of people
who need treatment for OUD do not receive medi-
cation for opioid use disorder (MOUD).4,5 Barriers to
accessing MOUD include a shortage of MOUD pre-
scribers, cost, insurance coverage, and transportation.6

In 2023, the federal government eliminated the
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requirement that clinicians complete training and
obtain explicit Drug Enforcement Agency (DEA)
authorization through a waiver to prescribe MOUD,7

but this has been insufficient to expand access to care.
US opioid treatment programs have limited open-
ings and are serving 80% or more of their
capacity.8 Primary care can help increase MOUD
access.9 However, only 6 to 10% of primary care
clinicians prescribe MOUD (ie, buprenorphine,
naltrexone).10,11 Barriers to prescribing MOUD
include lack of clinician knowledge and experience,
lack of confidence in ability to manage opioid addic-
tion, lack of institutional support, lack of mental health
and psychosocial support for patients, time constraints,
and resistance from colleagues.12–15 Induction itself
acts as a barrier to offeringMOUD due to difficulties
of timing induction appropriately to minimize with-
drawal symptoms, titrating medication, and the risk
of precipitated withdrawal.14,16–18 Stigma and
mistrust toward people with OUD and MOUD
treatment persist, negatively influencing clini-
cians’ attitudes toward prescribing.19,20 Induction
of MOUD, the brief, intense period when patients
receive initial buprenorphine doses,21 has tradi-
tionally occurred in clinical settings and observed
by a medical professional.22 The Substance
Abuse and Mental Health Services Administration
(SAMHSA) recognizes that induction can occur in
clinical or home settings22 and home induction can
be performed safely with proper education and
support.22,23 Challenges to office induction include
logistics and timing of the patient’s visit during the
appropriate stage of withdrawal and office hours,
and the extensive time, space and other resources
required of the practice.13,17,24 Unobserved, asyn-
chronous home induction allows the patient to
beginMOUD at the time of their choosing in their
home. Home induction has occurred since at least
200325 and become common practice, with studies
showing that between 42% and 65% of prescribers
perform home induction.17,26 However, some
clinicians still cite concerns regarding home induc-
tion, such as the potential for medication diversion,
precipitated withdrawal, and practicing counter to
guidelines recommending observed induction.27

Telehealth induction involves observed, synchronous
phone or video communication between the patient
and clinician during induction. Home and telehealth
induction becamemore frequent in 2020 after relaxed

regulatory restrictions due to COVID-19.25 Soon af-
ter, SAMHSA recognized that induction is feasible
and safe in both observed, office and unobserved
home settings.28While home and telehealth induction
present potentially more convenient options than
office induction, the uptake and maintenance of
MOUD treatment for different types of patients
across induction locations is unknown.29 Primary care
clinicians are responsible for the largest share and fast-
est growth in buprenorphine treatment from 2010 to
2018.30 Further, community-level protective factors
such as rates of primary care visits may contribute to
lower opioid mortality.31 These facts underscore the
need to understand effective treatment for OUD in
primary care settings.

We conducted interviews with primary care clini-
cians and staff to understand their experiences provid-
ing MOUD via home (asynchronous, unobserved),
office (synchronous, observed), and telehealth (syn-
chronous video or phone contact, observed) induc-
tion. Interviews were conducted as part of a larger
trial, Home versus Office versus telehealth for
Medication Enhanced Recovery (HOMER).29,32

HOMER study aims were to 1) compare short-
term stabilization and long-term maintenance in
MOUD treatment across patients receiving office
induction (synchronous, observed), home induc-
tion (asynchronous, unobserved), and telehealth
induction (synchronous phone or video contact,
observed) and 2) identify patient and practice char-
acteristics associated with maintenance in long-term
treatment.29 This information is particularly impor-
tant because induction acts as a barrier to primary
care clinicians offering MOUD,14,16–18 and practice
member interviews offer context to understand the
challenges and strategies necessary for MOUD
implementation and maintenance at the organiza-
tional level. Guided by the RE-AIM framework,33

interviews explored MOUD implementation and
maintenance across induction locations through the
following research questions:

1. What are primary care clinician and staff expe-
riences with and opinions about home, office,
and telehealth modes of MOUD induction?

2. What are patient perceptions of home, office,
and telehealth modes of MOUD induction?

3. What factors affect primary care practices’
implementation and ongoing maintenance of
home, office, and telehealth modes of MOUD
induction?
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Methods
Study Design

This is a qualitative exploratory study from a larger
pragmatic comparative effectiveness trial. HOMER
was led by the StateNetworks ofColoradoAmbulatory
Practices & Partners (SNOCAP) in partnership with
the American Academy of Family Physicians (AAFP)
National Research Network (NRN). This study was
funded by the Patient-Centered Outcomes Research
Institute (PCORI). Itwas reviewed and approvedby the
Colorado Multiple Institutional Review Board under
expedited procedures. Qualitative methods and results
are reported in alignment with COnsolidated criteria
forREportingQualitative research (COREQ).34

Data Collection

We conducted semistructured key informant inter-
views with individuals from participating practices from
February through September 2023. Participants were
purposefully sampled35 to select interviewees likely to
have rich insights about implementation of induction
approaches across varying organizational environments.
We aimed for representation from multiple roles of
the care team from each sampled practice, including
physician or advanced practice clinician, clinical staff,
and nonclinical staff. We also selected practices repre-
senting varied organizational settings, sizes, and geo-
graphic location (rural/nonrural, state, region of US).

Clinicians and staff were invited to interview
through an initial e-mail from the corresponding study
PI (LZ) connecting practice contacts to the interview
team. Then, a member of the interview team coordi-
nated scheduling and asked the contact to nominate
any additional team members who could provide
insight about offering MOUD. Interviewees partici-
pated voluntarily, provided verbal informed consent,
and received a $50 gift card following study participa-
tion. We continued interview recruitment until reach-
ing saturation, when few or no new concepts arose on
topics of interest across multiple interviewees.36

The interview guide included questions about treat-
ment protocols and workflows for providing MOUD,
challenges and successes in offering MOUD, experien-
ces with and perceptions of home, office, and tele-
health induction; patient feedback about home, office,
and telehealth induction; and the feasibility of continu-
ing to provide each induction mode. Interviews took
place by Zoom meeting or phone call and lasted
between 20 and 50minutes. Interviews were audio
recorded and professionally transcribed.

Each interview was conducted by a team of
2 interview team members. No other persons were
present outside of researchers and study partici-
pants. The interview team consisted of 4 members
of the study team (TH, DF, KC, VJ), 3 female and
1 male. Three interview team members had at least
master’s degree-level formal training and multiple
years of experience conducting qualitative data col-
lection and analysis and 1 team member was a physi-
cian researcher with qualitative training. Interview
team members had general knowledge of MOUD
induction approaches through several years of research
experience in this area. Interviewers did not have prior
working relationships with interview participants
before this study, though many practices had
established relationships with the 2 study PIs and
recruitment team through previous collaborations.
Interviewers completed summary forms37 following
each interview to capture topics of discussion, subjec-
tive reflections, potential interview guide revisions,
and considerations for future interviews.We provided
background information to participants about the
HOMER study in the e-mail invitation, and again
verbally before beginning the interview. This
included a general statement about the research-
ers’ interest in learning the most patient-centered
and effective ways to offer MOUD induction.

Data Analysis

We qualitatively analyzed interviews using a combi-
nation of editing and template coding styles.38,39

We first used template coding to apply a priori
codes based on the overarching study framework in
a deductive approach that allowed us to organize
data for the next step of inductive coding.38 A priori
codes were based on the study’s focus on the com-
bined influences of induction mode, patient charac-
teristics, and practice characteristics, and included
codes such as induction-practice fit and patient induc-
tion preferences/experiences. We then began the edit-
ing coding38 stage to identify inductive codes
emerging from the text through multiple reviews of
transcripts. After segmenting the text using tem-
plate coding, all members of the interview team
reviewed a predetermined selection of 2 transcripts,
then met to discuss possible emergent codes to
apply to transcripts. Over a series of 3 meetings, we
discussed a random selection of 3 additional tran-
scripts to refine the coding structure. Emergent
codes included social determinants of health and
changing drug trends (prescription and street). See
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Table 1 for high-level codes and definitions of the
final coding structure. The interview team then
met every other week over 4 months to refine the
coding structure, discuss emergent themes, and de-
velop a summary of themes, while reviewing coded
text between meetings. Throughout this process,
we used immersion-crystallization to iteratively
review full transcripts and coded text to identify
patterns within and across codes and interview
themes, moving between immersion in the data and
reflection on analysis.40 Three members of the
study team (TH, DF, VJ) coded interviews. These
3 team members coded each of the first 5 tran-
scripts analyzed, with 2 coders assigned to each

transcript, meeting periodically to compare coding
and resolve conflicts. On reviewing double coding
of the final set of shared transcripts, the majority of
applied codes were the same across both coders for 2
transcripts. At this point the team had developed a
relatively stable coding structure and assigned the
remaining 33 transcripts to the 3 coders for individ-
ual coding. We annotated sections of transcripts
with memos while reviewing to capture emergent
themes and ideas for discussion. We then reviewed
all quotations assigned to each code using ATLAS.ti
quotation reports to identify common themes
within and across interviews. Qualitative analysis
of interview transcripts was performed using

Table 1. High-Level Codes and Definitions Applied to Transcripts of Interviews with Primary Care Clinicians and

Staff

Code Definition

Changing drug trends
(prescription and street)

Examples of changes over time in drugs of choice and resulting treatments. Includes changes in
available medications, which are used more often, microdosing

Changing treatment needs and
levels of demand

Descriptions of changing needs and shifting levels of demand for MOUD treatment in
communities.

Community partnerships and
resources

Resources available in the community to refer patients and coordinate treatment, including patient
referrals from other sites (such as opioid treatment programs, emergency departments,
community clinics, jails, etc.) for MOUD induction or maintenance. Can also represent lack of
available resources to support people in recovery (eg, counseling).

Empathetic/harm reduction
mindset

Clinicians’ and team members’ have a mindset and approach to communication with patients that
are empathetic, non-punitive, open, honest, and clear about consequences. Examples: Using
urine drug screen as vital sign more than punitive, seeing OUD as chronic disease, expressing
forgiveness for potential relapse.

Fewer inductions Practices are performing fewer inductions than they did previously.
How to identify patients for
treatment

Description of how practice identifies potential candidates for MOUD. Examples: word of mouth;
referrals from emergency, rehabilitation, and inpatient facilities.

Induction-practice fit How different induction approaches do or don’t fit with practice setting.
Provider preferences for
medication for opioid use
disorder (MOUD)

Provider preferences for MOUD. Includes personal preferences about approach (home, office,
telehealth) and directions they want the field to take.

Provider/practice success Examples of provider and practice success stories related to offering MOUD.
Patient preferences/ experience
with induction

Patient preferences for and against specific induction approaches (home, office, telehealth),
description of experiences (eg, discomfort)

Patient success Examples of patient success stories related to offering MOUD, factors that affect patient
participation or maintenance in treatment.

Social determinants of health Patient-level social determinants of health (eg, transportation, affordability, costs, housing) that
affect their treatment pathway.

Serving stigmatized population Descriptions of experiences related to serving stigmatized population (eg, people in addiction
treatment or with opioid use disorder), including as a barrier to offering MOUD for some
providers.

System challenges to MOUD Factors related to the healthcare system that make treatment harder, such as insurance, rules, and
system limitations. This does not include patient or provider-level challenges.

Team-based care Includes descriptions of important roles other than prescribing clinician in providing MOUD,
such as champions, behavioral health providers, peer navigators, and staff members with lived
experience.

Treatment approach Clinician’s treatment approach (various delivery systems for buprenorphine – oral, buccal,
injection, implant), frequency of follow-up, communication w/others, and any differences by
patient characteristics (eg, patient stability, legal involvement)

Abbreviation: OUD, opioid use disorder.
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ATLAS.ti (Version 23, ATLAS.ti Scientific Software
Development,GmbH).No formalmember checking
or transcript returns were conducted. The analysis
team presented preliminary themes to the larger
study team for interpretation and questions through-
out the analysis process. Practices were assigned
unique identification numbers for attribution of
quotes; participant numbers with an “a” or “b” are
used to distinguish quotations from different mem-
bers of the samepractice.

Results
Participant Characteristics

We invited representatives from 31 practices to
participate in interviews and completed interviews
with members of 21 practices from 13 states for a
response rate of 68%. Out of 10 nonparticipating
practices, 5 did not respond to interview invitations,
3 agreed to participate but did not respond to
scheduling attempts, and 2 declined to participate
(reasons: team is short-staffed, key informant has
moved on to new role). A total of 38 practice mem-
bers participated in interviews. Most participants
were physicians or clinical staff. There was repre-
sentation from multiple practice organization types
and regions of the US across 17 states, including

both rural and nonrural areas. See Table 2 for char-
acteristics of participating and nonparticipating
practices and individual clinicians and staff who
took part in interviews.

Interviews with clinicians and staff elucidated
themes related to the feasibility and acceptability of
office, home and telehealth induction; approaches
to communicating with patients who are candidates
for MOUD, and adaptations to care in response to
environmental changes related to changes in drug
use patterns.

Fit of Home, Office, and Telehealth Induction

Home induction among study practices has become
more common and widely accepted. When many
programs first began offering MOUD, most induc-
tions occurred in an office setting. Now, the default
induction setting in many cases is home. Both pre-
scribers and patients became more comfortable and
experienced with buprenorphine. Patients’ increas-
ing comfort is partially the result of illicit buprenor-
phine: “There’s so much Bup on the street that if
they wanted to induct themselves, they could.
There’s plenty of Bup on the street.” –Physician
Assistant (Participant 3). Clinicians have become
more confident with time and positive experiences

Table 2. Characteristics of Practices and Individual Participants of Key Informant Interviews, Home vs. Office vs

telehealth for Medication Enhanced Recovery (HOMER) Study, 2023 (n5 38 Clinicians and Staff; n5 21 Practices)

Individual Characteristics

Individual Participants (n ¼ 38)

% n

Participant role
Physician
Clinical staff (eg, Nurse, medical assistant)
Administrative staff (eg, Practice Manager, Receptionist)
Physician assistant
Behavioral health professional

47%
29%
16%
5%
3%

18
11
6
2
1

Practice Characteristics
Non-participating
practices (n ¼ 10)

Participating practices
(n ¼ 21)

Practice specialty
Primary care (eg, family medicine, general primary care)
Non-primary care (eg, addiction medicine)

70%
30%

7
3

95%
5%

201

Organizational type
Hospital- or system-owned or academic medical center
Federally Qualified Health Center (FQHC)
Private
Other

30%
20%
40%
10%

3
2
4
1

33%
33%
29%
5%

7,761

Region
Midwest (IA, IL, IN, KS, MO, OH, WI)
West (CA, CO, UT, WY)
South (GA, MS, NC, TX, VA, WV)

30%
40%
30%

3
4
3

38%
33%
29%

876

Rural 20% 2 33% 7
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that home induction works, buprenorphine is safe,
and do not see it as particularly risky. COVID-19
contributed to this shift of necessity when office
visits were no longer feasible: “Post-COVID, some
of the stuff that HOMER was trying to answer has
already been answered because we were forced into
that situation.” –Physician (Participant 20). Practice
members indicated that patients favor home over
in-office inductions for reasons of comfort and lo-
gistics. Patients prefer to be home when experienc-
ing withdrawal symptoms.

Office inductions are difficult for clinics for sev-
eral reasons. Many do not have a pharmacy nearby,
requiring either that practices keep buprenorphine
onsite—which is undesirable and difficult due to
regulatory requirements—or that patients travel
long distances to the pharmacy and back to clinic for
induction. Further, many practices lack the space and
time necessary for office induction. Patients come to
the office before starting to experience withdrawal
symptoms to avoid arriving while actively with-
drawing. This makes office inductions time inten-
sive and leads to patients feeling uncomfortable for
a long period of time while waiting to be ‘sick
enough’ to be induced in the office. Clinicians
noted that withdrawal from fentanyl can be espe-
cially uncomfortable for patients, adding complica-
tion to office induction.

Several participants reported limited to no experi-
ence with telehealth inductions. Some highlighted
similarities between telehealth and home inductions
due to the inability tomeasure vital signs. Others had
incorporated telehealth into their practice, though it
was more common for this to be part of maintenance
treatment (such as alternating office and telehealth
follow-up visits) than induction. Reliable phone,
computer or internet access affects patients’ ability
to do telehealth induction or follow-up visits.
Telehealth visits are not practical for many people:
“A lot of them do not have computers, so the only
thing they have got is their cell phone, and so we end
up—there are people we just cannot do Zoom with.
And particularly in the induction phase.” –Practice
Manager (Participant 2B).

Regardless of induction mode, other social deter-
minants of health including transportation and hous-
ing hinder initiation and sustainment of MOUD
treatment. Lack of transportation affects many
patients’ ability to get follow-up treatment, get to the
clinic to start induction or even to a pharmacy to pick
up their prescription. Housing came up frequently as

a factor in patients’ success with treatment regardless
of induction mode – an unstable or unsupportive
housing situation negatively affects their ability to
sustain MOUD treatment. Affordability and insur-
ance also affect patients’ ability to participate in treat-
ment in general.

Clinicians and Staff Communicate to Build Trust

with Patients

A common approach and mindset for MOUD
among practice members and clinicians involved
honest communication, trust, and clear consequen-
ces in the relationship with patients, without the
threat of patients being “fired.” Peer support from
staff members with lived experience with MOUD
treatment helped contribute to this positive relation-
ship in some practices. Clinicians and staff described
reassuring patients that it is acceptable to return to
treatment after relapse and that they would not be
judged or punished for this by the care team.
Multiple interviewees described this as “meet[ing]
them where they are at.” In return, participants
noted the importance of patients being honest with
the care team about substance use and treatment ad-
herence. Prescribers and care team members with
this mindset viewMOUD the same as treatment for
other chronic diseases such as diabetes or heart dis-
ease. However, many also acknowledged that stigma
toward the idea of providing care to people strug-
gling with substance use disorders remains common
amonghealth care providers.

Primary Care Practices Are Adapting MOUD Care in

Response to Drug Use Patterns

Prescribers reported that they need to prescribe vary-
ing doses of medication at induction depending on
patient characteristics including previous experience
with buprenorphine and current exposure to bupre-
norphine or fentanyl. Practice members also observed
that they are performing fewer inductions in recent
years, attributing this to increased inductions in other
medical settings, the wide availability of illicit bupre-
norphine, and increased fentanyl use. Practice mem-
bers describe patients receiving MOUD induction in
emergency rooms, at treatment facilities, and during
hospitalizations, then being referred to primary care
clinics after discharge for maintenance and dose
adjustments.

In addition, clinicians reported that a high pro-
portion of patients seeking MOUD treatment have
fentanyl in their system. This made induction dosing
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needs higher and more variable, making it difficult
for many clinicians to tailor induction dosing appro-
priately. Fentanyl exposure has also made with-
drawal and induction more difficult for patients.
Injectable, extended-release buprenorphine is becom-
ing increasingly popular among MOUD prescribers
and patients due to its ease of use for patients, who do
not have to remember to take oral medication on a
daily basis, and benefits for prescribers, who do not
have to worry as much about medication diversion or
adherence as with other routes of administration.
Patients that might fall into these categories are
those who haven’t been able to consistently stay on
oral routes of buprenorphine or for whom the

prescriber has concerns about adherence or relaps-
ing. Alternatively, some prescribers may direct
patients with these characteristics to other treat-
ment facilities in the community such as inpatient,
detox or methadone prescribers. These factors
reflect a field with rapidly changing conditions and
treatment approaches to which practice teams
must regularly adapt. See Table 3 for illustrative
quotations for each theme.

Discussion
This national study of practice teams in urban
and rural locales and differing ownership models

Table 3. Themes and Illustrative Quotations from Interviews with Primary Care Clinicians and Staff, Home vs.

Office vs. Telehealth induction for Medication Enhanced Recovery (HOMER) Study, 2023

Theme Illustrative Quotations

Home induction is increasingly
common because practice teams and
patients strongly prefer it and find
office induction challenging.

“A lot of patients when you’re feeling like that—in withdrawal—you don’t wanna go
anywhere. You don’t wanna get in your car. They have chills, they’re sweating.” –Nurse
(Participant 7)

“They were like, ‘What? You want me to pick my meds up and come back? And I’m
supposed to be in withdrawal? You want me to start my meds right away? Like, why do
you wanna do that to me? Doc, I’m sick. I wanna start now.’” –Physician (Participant 24)

“[Office induction] doesn’t fit neatly into our existing model of our clinic, which is a patient
comes in, they have a certain time slot, they check in, hopefully on time, and they leave,
hopefully on time [laughing], and then the nursing staff rooms them, and the provider
sees them, and they go on their way.” –Clinical Psychologist (Participant 5)

Social determinants of health affect fit
of induction mode and maintenance
in treatment.

“We do really poorly in my community for unhoused people, quite frankly. Like, we don’t
have a shelter, and yeah. We have a shelter in the winter months, but that’s it. So, yeah,
it’s just hard. People get their medicine stolen, they leave it in their friend’s car, and then
their friend gets arrested; their friend’s car gets impounded. . .the stories go on and on.
Had somebody lose a bunch of medicine in a house fire a couple of weeks ago.” –Care
Coordinator (Participant 19)

“. . .they also couldn’t afford treatment ’cause the pharmacy also needs to get paid, and they
don’t generally, you know, take payments [laughing], or they don’t generally give you a
medicine for nothing. So, we had some issues with that with certain patients that just
couldn’t get treated, and that was kind of a sad thing ’cause you wanna help ’em, but
there’s not really a way to do that.” –Nurse (Participant 10)

Clinicians and staff communicate
honestly and build trusting
relationships with patients

“I make contracts with the patients when I see them. The only people I don’t take back are
those that are coming to clinic and actively trying to sell drugs to other patients. So, I let
them know that that’s a no-no, but at the same time I give them an overview of addiction.
I stress to them that I value their honesty. So they don’t need to fake a urine drug test.
Just to reassure them that I’m just a human being like they are, and they really should feel
comfortable, and we are trying to help them.” –Physician (Participant 1B)

“I tell ‘em listen, this is part of the addiction process, and you’re gonna have some moments
where you’re probably being dishonest to me, but if you don’t keep comin’ back, we’re
not gonna be able to find you the help when you’re ready. So, I try to be just really
upfront and honest with people.” –Physician Assistant (Participant 12)

Primary care practices are adapting
MOUD care: Performing fewer
inductions, doing more maintenance
treatment, and adjusting induction
dosage and timing in response to
illicit drug use.

“Not only haven’t I done in-office inductions for many, many years, we just don’t do many
inductions at all. Because of our setting and our milieu we are seeing people coming out
of treatment usually.” –Physician (Participant 17)

Physician (Participant 2A): “There’s just so many things that are percolating through the
whole system, Vivitrol versus Buprenorphine. The injectable Sublocade [. . .] This is just
such a dynamic field right now, that what is real is going to be completely different in a
year.”

Practice Manager (Participant 2B): “Yeah. And the drugs that are being abused is gonna be
different then.”

Physician (Participant 2A): “And what’s the right thing to do is gonna be changed 185
degrees again, I’m sure. . . We’ve sure seen it turn around and around [laughs].”
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Table 4. Summary of Interview Findings and Implications

Thematic Area Findings Implications

Current landscape Practices are performing fewer inductions, mostly
maintenance, partially due to patients receiving induction
elsewhere, such as emergency rooms, hospitalization, other
treatment facilities, and self-induction using illicit
buprenorphine.

“Usually I’m not doing an induction anymore. . . most of the
time I’m getting patients who have already sometimes been
started or . . . one way or another, they’re on it.” –Physician
(Participant 14)

Patients are increasingly comfortable with buprenorphine due
to its availability, both illicit and legitimate.

“I’m seeing more heroin addicts and fentanyl addicts, and so
they’ve already taken Suboxone. They know what they’re
doing.” –Physician Assistant (Participant 12)

Fentanyl exposure is widespread among patients.

Primary care clinicians and practices
must be flexible and adaptable to the
changing landscape of substance use
and patient preferences to best serve
patients who could benefit from
medication for opioid use disorder
(MOUD).

Treatment approach Patients value their ability to choose elements of treatment as
evidenced by preferences for home induction and popularity
of non-randomized study arm.

Practices identify patients as MOUD candidates through
word-of-mouth and referrals; few use systematic outreach

Clinicians and staff use an empathetic, non-punitive, harm
reduction approach, establish relationship, clear
communication with patients about consequences.

“I want you to be safe, and I want you to be alive, so when you
are ready, you can come back.” –Care Coordinator
(Participant 19)

Clinicians and staff view MOUD similarly to treatment for
other chronic diseases (eg, heart disease, diabetes). “We
always stress that addiction, it’s a chronic illness. There’s no
cure. It’s like dealing with high blood pressure or diabetes.
Relapse is part of the disease process.” –Physician
(Participant 1B)

Injectable buprenorphine preferable when provider has
concerns about patient adherence/relapse.

Increased presence of fentanyl makes induction dosage
decisions challenging for clinicians.

Patients seek treatment using input from friends and family,
which is reflected in word-of-mouth referrals to MOUD
treatment.

Unstable or unsupportive housing situation negatively affects
patients’ ability to sustain MOUD treatment (regardless of
induction mode).

Primary care practices can build trust
and rapport with patients through an
empathetic approach to treatment
and communication, which may help
increase patients’ comfort with
MOUD treatment in primary care
settings. Primary care practices
should consider whether use of peer
advocates could increase access to
MOUD treatment by leveraging
word of mouth and networks of
previous patients receiving MOUD.

Home induction Home induction has become more common and widely
accepted; in some cases the default setting.

Increasing clinician experience and comfort with
buprenorphine, home induction.

According to primary care teams, patients value its comfort
and convenience.

Clinicians and practice staff were
somewhat curious about which
induction mode works best, but many
now feel that they know home
induction is “best,” or at least most
preferred.

Office induction Trying to time withdrawal makes office induction challenging
and uncomfortable for patients. “When you’re feeling like
that—in withdrawal—you don’t wanna go anywhere. You
don’t wanna get in your car.” –Nurse (Participant 7)

Lack of access to reliable or affordable transportation makes
office induction difficult for patients.

Practice teams have concerns about management of
precipitated withdrawal in office.

Primary care teams seem to view office induction as bringing
more hassles than benefits to clinics or patients.

Many clinics lack nearby pharmacy, buprenorphine onsite
(regulations), needed space and/or longer appointment time
for office induction.

Logistics for both patients (timing,
comfort) and practice (timing, space,
staff) make office induction
undesirable. Office induction may be
most appropriate for patients for
whom clinicians feel strong oversight
is needed, for whom clinicians are
unsure about induction dosage due to
fentanyl exposure, or in practices that
have sufficient space, resources, and
access to pharmacy or buprenorphine
onsite.

Continued
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showed that primary care practices are committed
to treating patients with opioid use disorder with
buprenorphine. Findings of the present study indi-
cate that primary care teams want to be patient-
centered by providing buprenorphine treatment
most effectively, comfortably and conveniently for
the patient, in a nonjudgmental manner that is tai-
lored to their social needs. Toward that end, to
reach more people who could benefit from
MOUD, primary care clinicians and staff must
adapt to a constantly changing landscape and tailor
treatment to patients’ specific needs— for instance,
by offering home induction where appropriate,
varying induction timing and dosage depending on
fentanyl or other relevant exposures, and focusing
on maintenance treatment when appropriate.
Given these changes, primary care practices need
ongoing support and treatment approaches that
keep up with community needs. Active community
surveillance to rapidly adapt to opioid use trends
might be an important step for primary care and
public health entities.

In addition to responding to environmental
changes in opioid use, it is also important to tailor
treatment approaches and induction location in
response to specific social determinants affecting
patients’ health. Lack of access to transportation
and financial challenges make office induction and
maintenance in treatment nearly impossible for
some patients. Our findings align with previous
research showing that inflexible job and work
schedules, lack of transportation and long travel
distances to clinics as barriers to accessing tradi-
tional, office-based MOUD.41 Primary care prac-
tices cannot address all patients’ possible social
needs by themselves. They need to use strategies
such as screening and referrals for social needs, data

monitoring to identify health inequities, and part-
nering with community groups and leaders, medi-
cal-legal partnerships, social support navigators,
and income security health promoters.42–45 More
broadly, a systematic review found that the most
commonly cited reason for not delivering substance
abuse treatment was an inconducive institutional
environment.46 Specifically, they cited needing
trained staff or resources, staff time, acceptance of
addiction interventions by staff or leadership, and
reimbursement to account for added staff time and
training.46 The issues of staff, resources, and time
emerged most notably in our study in relation to
the difficulty of office inductions compared with
home or telehealth induction. These topics may
not have emerged more strongly in our study
because participating practices had already imple-
mented and begun prescribing MOUD as part of
study eligibility requirements, and may have already
moved past these initial challenges of delivering
substance use treatment. Still, the challenges of
office induction underscore the need for primary
care organizations to dedicate time, staff, and
resources to support MOUD access.

Complementing evidence demonstrating the im-
portance of building trusting relationship with
patients,41 this study offers specific suggestions
about how to build relationships through open
communication, clear consequences, and empathy.
There remains a need to address stigma toward
MOUD and people with OUD among some clini-
cians. For instance, some clinicians demonstrate
exaggerated fears of diversion and view people with
OUD as inherently untrustworthy.20 Stigmatizing
attitudes among primary care clinicians are associ-
ated with lower likelihood of delivering MOUD
and lower support for policies to promote MOUD

Table 4. Continued

Thematic Area Findings Implications

Telehealth induction Lack of reliable access to telephone and/or internet makes
telehealth induction difficult for patients.

“A lot of our patients [. . .] have limited internet or cell phone
coverage. They may live in an area where the cell phone
itself is pretty crappy, and that’s all they’ve got. A lot of
them don’t have computers, so the only thing they’ve got is
their cell phone. [. . .] There are people we just can’t do
Zoom with.” –Practice Manager (Participant 2B)

Many clinicians (and staff) have limited or no experience with
telehealth inductions.

Practices more commonly provide maintenance treatment by
telehealth than induction.

Telehealth visits may be more
appropriate for maintenance
treatment than induction, especially
in practices where many patients lack
reliable access to telephone or
internet services.
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access.10 In contrast, emergency physicians view
OUD as a disease and MOUD as a long-term med-
ication, which facilitates buprenorphine prescrip-
tion.6 This is consistent with our findings that
practice teams that deliver MOUD viewed OUD as
a chronic disease. This study’s findings about teams’
open communication and trusting approach to
treating patients with OUD could be incorporated
into trainings as a strategy to fight stigma or help
practice teams develop a similar approach. More
broadly, primary care’s traditional principles of
medication-first treatment, behavioral interventions
and referrals, and actively listening to patient narratives
in making care decisions related to chronic disease can
be applied to MOUD treatment.47 Interviewees’
approach to relationship-building with patients could
be incorporated into one such chronic disease-mod-
eled approach and leveraged to introduce resistant
PCPs to concepts that may make MOUD more
appealing or familiar. SeeTable 4 for a summary of key
findings and implications.

Limitations

This study interviewed clinicians and staff but does
not include direct input from patients, instead rely-
ing on practice members’ reports and perceptions
of patient opinions. While interviews included rep-
resentation from western, midwestern, and south-
ern regions of the US, they lacked input from
practices in the northeast or pacific northwest. In
addition, physicians and clinical staff were overre-
presented compared with administrative staff and
other health professionals, though this was an
intentional sampling strategy to garner input from
respondents most likely to have relevant input and
description of various induction modes. This is a
qualitative study that was not designed to be gener-
alizable to all primary care practices, but rather to
richly describe a specific phenomenon, various
modes of MOUD induction, among practices with
experience delivering MOUD.

Conclusion

Thesefindings offer insights about the challenges fac-
ing primary care practices in their efforts to deliver
MOUD to address a rapidly evolving opioid epi-
demic. Regulations and evidence have not yet caught
up with the reality under which primary care clini-
cians nowoperate: buprenorphine is safe, and patients
and practices generally prefer home induction.
However, more evidence is needed to understand the

overall effectiveness of home, office or telehealth
induction for different patients. Future findings from
theHOMER studywill offer additional context about
uptake and maintenance of MOUD for specific
patient characteristics and practice settings.

To see this article online, please go to: http://jabfm.org/content/
38/3/539.full.
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