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Abstract 

Background: Despite demonstrated efficacy, medication treatment for opioid use disorder (MOUD) remain inac‑
cessible to many patients, with barriers identified at the individual, clinic and system level. A wide array of implemen‑
tation strategies have guided efforts to expand access to MOUD, with most centered around externally‑facilitated 
approaches to practice change. While effective, such approaches may be inaccessible to those clinics and systems 
that lack the resources necessary to partner with an external team, suggesting a need to identify and describe 
change‑processes that are internally developed and promoted.

Methods: Guided by the Consolidated Framework for Implementation Research (CFIR), we utilized qualitative inter‑
views and ethnographic observation to investigate the planning, design and implementation of a locally‑initiated 
process to expand access to MOUD within one health care system. All study documents were coded by a primary 
coder and secondary reviewer using a codebook designed for use with the CFIR. To analyze data, we reviewed text 
tagged by key codes, compared these textual excerpts both across and within documents, and organized findings 
into themes. Processes identified were mapped to established implementation science constructs and strategies.

Results: Interviews with clinicians and administrators (n = 9) and ethnographic observation of planning meetings 
(n = 3) revealed how a self‑appointed local team developed, established broad support for, and successfully imple‑
mented a Primary Care‑based Buprenorphine Clinic and E‑Consult Service to expand access to MOUD to patients 
across the health care system. First, national and local policy changes—including altered clinical practice guidelines, 
performance pay incentives regarding opioid prescribing, and a directive from VA Central Office increased individual 
staff and administrators’ perception of the need for change and willingness to invest time and resources. Then, a self‑
appointed interdisciplinary team utilized cross‑clinic meetings and information gathering to identify appropriate, and 
widely supported, models of care delivery and care consultation. Finally, the team increased staff investment in these 
change efforts by bringing them into the planning process and encouraging collaborative problem solving.

Conclusions: This study reveals how a local team developed and built widespread support for new processes of care 
that were tailored to local needs and well‑positioned for sustainability over time.
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Background
Although the U.S. Federal government has spent billions 
of dollars on efforts to address the ongoing opioid crisis 
[1], the number of Americans dying from opioid-related 
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overdose deaths continues to rise, with more than 70,000 
such deaths recorded in 2020 [2]. In response, health 
care systems have increasingly sought to expand patient 
access to medications for opioid use disorder (MOUD), 
which are considered the gold-standard treatment 
for OUD [3, 4]. Patients receiving MOUD, including 
buprenorphine and methadone, show greater abstinence, 
improved retention in treatment and reduced mortal-
ity relative to those who do not receive MOUD [5, 6]. 
Further, both clinical trials and observational research 
have shown MOUD to be more effective than behavio-
ral treatments alone in preventing serious opioid-related 
acute care events, relapse and overdose [5, 7–9]. In spite 
of the recognized benefits, MOUD remains inaccessible 
to many [6, 10, 11]. Within the Veterans Health Admin-
istration, the largest provider of substance use disor-
der (SUD) treatment within the United States, just 45% 
of those diagnosed with OUD received MOUD in 2021, 
and access to medication remains highly variable across 
facilities [12].

Barriers to increasing patient access to MOUD have 
been identified at the individual, clinic and system levels 
[13, 14]. Mackey et  al. [20] identified patient and pro-
vider stigma regarding medication treatment for OUD 
and substance use disorder treatment experiences as 
two key individual-level barriers to MOUD prescribing 
(in the case of providers) and utilization (in the case of 
patients). At the clinic and system level, primary barriers 
to increased MOUD prescribing include logistical issues 
such as lack of time, increased costs, regulatory barri-
ers and issues relating to insurance, such as low rates of 
reimbursement and a need for prior authorization. Oth-
ers have identified abstinence-only treatment philoso-
phy, lack of support from leadership, inadequate mental 
health and psychosocial support and lack of education 
about MOUD as important barriers to prescribing at the 
provider and clinic level [15–21].

A wide array of implementation strategies have guided 
efforts to overcome these barriers to MOUD access, with 
most centered around externally-facilitated approaches 
to practice change  [3, 4, 10, 15, 22–24]. Implementation 
strategies targeting barriers identified at the individual 
level (e.g., lack of medication or addiction-treatment 
knowledge, stigmatized beliefs, training requirements) 
and clinic-level (e.g., staffing, space, referral process) 
have included implementation facilitation, consult ser-
vices and coaching, academic detailing, outreach visits, 
designating a champion and team based approaches to 
MOUD provision [3, 15, 22, 23, 25]. Strategies targeting 
barriers at the level of the health system (e.g., cultural 
change, telehealth capability, education) have included 
webinars, train-the-trainer initiatives, learning collabo-
ratives, sponsored conferences and the dissemination of 

new clinical practice guidelines, webinars and toolkits [4, 
23, 26].

While such strategies are often effective, there may 
be limitations to change efforts that are externally initi-
ated. For instance, not all clinics and systems have the 
resources to partner with an external team to facilitate a 
change-process. Change may also not be sustainable once 
the external team’s support is withdrawn—although facil-
itation processes that partner with embedded, internal 
facilitators help to address this concern [27]. These pos-
sibilities suggest a need to identify and describe change-
processes that are internally developed and promoted as 
a first step to understanding how such efforts may differ 
from those that are initiated via external partnerships.

We describe the processes and strategies through 
which a self-appointed team embedded within one health 
care system identified an unmet clinical need, developed 
new care processes to meet that need and increased sup-
port for these efforts over time. To provide analytic lev-
erage for future comparative research, we mapped the 
processes we identified to Consolidated Framework for 
Implementation Research (CFIR) constructs [28, 29] 
and Expert Recommendations for Implementing Change 
(ERIC) implementation strategies [30]—a comprehensive 
list of strategies compiled and defined by implementa-
tion and clinical experts to establish consistent terms and 
definitions for implementation studies—and discuss the 
implication of our findings for implementation science 
more broadly.

Methods
This study was conducted at the VA Portland Health 
Care System, a tertiary care hospital that provides ongo-
ing care to nearly 100,000 patients. This system includes 
12 primary care clinic locations, but the described inter-
ventions specifically took place within the VA Portland 
Resident & Faculty Primary Care Clinic, an academic pri-
mary care clinic that serves approximately 6000 patients 
and is staffed by 15 faculty members and approximately 
50 Internal Medicine residents. This clinic is located 
on the same campus as the hospital and many specialty 
care clinics, including substance use disorder and pain 
management clinics and an opioid treatment program. 
Qualitative data collection took place between July of 
2019 and September of 2020 and included ethnographic 
observations of planning meetings and semi-structured 
interviews with clinicians and leadership engaged in the 
planning and implementation of efforts to expand access 
to MOUD. The study was approved by the joint Institu-
tional Review Board at the VA Portland Health Care Sys-
tem and Oregon Health and Science University.

The CFIR informed key aspects of study design and 
analysis. CFIR is an inclusive typology of five overarching 
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domains and affiliated constructs that have been found to 
influence implementation processes and outcomes. CFIR 
domains and examples of underlying constructs include: 
inner setting (e.g., networks and communication), outer 
setting (e.g., external policies and incentives), interven-
tion characteristics (e.g., adaptability), process (e.g., 
engaging) and characteristics of individuals (e.g. individ-
ual stage of change) [28, 29].

Potential interview subjects were suggested by a study 
author integral to the planning efforts and included 
all clinicians and administrators involved in the devel-
opment of the new care processes. Subjects included 
clinical pharmacists, physicians, and RNs. The study PI 
reached out to clinicians and administrators either in 
person or via email to participate in a single individual 
qualitative interview. All of those contacted agreed to 
participate. The interviewer (and study PI) was a PhD-
level social scientist embedded in the clinical setting in 
which the implementation took place. As such, the inter-
viewer was known to many of the interview respondents. 
Interviews were conducted in a private office within the 
Medical Center or over the phone (following altered pro-
cedures after the onset of COVID-19). All interviewees 
provided informed consent to participate. Interviews 
lasted between 30 and 90 min. The interview proto-
col was informed by prior literature as well as a CFIR 
interview guide tool designed for use in implementation 
studies [28]. The protocol was semi-structured, which 
allowed interviewees to guide the conversation to top-
ics of importance to them, but also ensured relative con-
sistency across interviews. Sample questions included: 
“What were some of the challenges or barriers that you 
faced in the implementation process? How did clinical 
processes and provider roles change over time?” All inter-
views were audio-recorded and transcribed verbatim.

Data were also drawn from observations of planning 
meetings. During or immediately following each meet-
ing, observations were recorded as fieldnotes by the 
study PI. Fieldnotes described the subject matter of the 
meetings (gaps in clinical care, possible approaches to 
overcome gaps identified, etc.) as well as how and by 
whom information was communicated. Fieldnotes were 
typed and uploaded to the qualitative software manage-
ment program, AtlasTI version 8.

To analyze study data, the study PI and a master’s 
level health services researcher first independently read 
through all interview transcripts and fieldnotes. They 
independently coded three observations and two inter-
views using a codebook developed for use in studies 
utilizing CFIR [31]. Specifically, coding sorted the quali-
tative data into CFIR constructs and domains. Addi-
tional codes were added as needed. Two study authors 
then met to compare coding and ensure that codes were 

understood and applied consistently. All study docu-
ments were then equally divided between two research-
ers for coding and review. Each transcript was coded by 
a primary coder, whose coding was carefully reviewed 
and queried by a secondary reviewer. The two research-
ers equally shared the roles of coder and reviewer in the 
overall data set. Inconsistencies in coding were resolved 
through consensus methods during the review process 
when the coder and reviewer met to identify and resolve 
discrepancies.

To analyze study data, coders identified frequently 
occurring, and particularly salient codes, and pulled all 
quotes associated with these codes. Quotes were then 
compared within codes, to identify key dimensions of the 
primary constructs identified, and across codes, to iden-
tify relationships between constructs. In the text, authors 
describe key events that made up the implementation 
process, and present illustrative quotes describing how 
and why events unfolded as they did.

Two authors independently mapped the processes and 
affiliated CFIR constructs to established ERIC implemen-
tation strategies [30, 31]. To translate local strategies into 
standard implementation science terminology, we: (a) 
describe the locally initiated strategy, (b) categorize the 
strategy within a CFIR framework and (c) match the local 
strategy to the ERIC implementation strategy with which 
it is most closely aligned [30]. Inconsistencies in cod-
ing were resolved through consensus. The Consolidated 
criteria for Reporting Qualitative research Checklist 
(COREQ) describes additional methodological detail (see 
Additional file 1)

Results
Drawing upon interviews with clinicians and adminis-
trators (n = 9) and ethnographic observation of planning 
meetings (n = 3) we describe the development of a Pri-
mary Care-Based Buprenorphine Clinic, which allowed 
patients to access buprenorphine for OUD outside of 
a specialty substance use disorder or mental health set-
ting, and an E-Consult Service, which provides virtual 
consultation regarding OUD diagnosis and treatment 
to clinicians throughout the health care system, includ-
ing in remote and rural locations. First, we detail how 
policy change at the national and local level altered cli-
nicians’ perceptions of the need for expanded access to 
MOUD. We then describe how a model of care delivery 
was identified and staffing and resources secured. Finally, 
we describe how a self-appointed team increased staff 
investment in the change process by networking across 
clinical silos and bringing staff into the planning process. 
Figure 1 provides a visual display of the pathways linking 
national policy to local change processes. Table  1 maps 
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the local actions and processes described in the text to 
CFIR constructs and ERIC implementation strategies.

Setting the stage for practice change
In 2017, the VA and Department of Defense (DoD) 
jointly published clinical practice guidelines address-
ing the use of long-term opioid therapy for chronic 
pain [32]. Similar to 2016 Centers for Disease Control 
and Prevention guidelines on opioid prescribing, VA/
DoD guidelines recommended routinely evaluating 
the need to continue long-term opioids for chronic 
pain with guidance to reduce or discontinue opioids 
when risks exceeded benefits [33]. While not address-
ing OUD treatment specifically, this guidance from the 
outer setting had significant implications for primary 
care clinicians’ perception of the need to offer MOUD 
in primary care. As one clinician noted, implement-
ing the new guidelines necessarily meant that, “…we’re 
going to unearth more people with opiate use disorder 

and [there would]…be a need to offer them options for 
a treatment.” At the time, no providers in this health 
system were prescribing buprenorphine within pri-
mary care, although several had completed the DEA 
waiver training. While patients could access specialty 
care according to the VA’s Stepped Care Model for 
Opioid Use Disorder [4], establishing care with spe-
cialty OUD services required patients to self-schedule 
a lengthy intake visit limited to certain time slots dur-
ing the week. This requirement presented barriers 
for some patients. Moreover, primary care providers 
lacked a venue to communicate or consult with special-
ists in OUD treatment outside of the electronic health 
record (EHR). These gaps meant that, despite pres-
sures to taper long-term opioids, clinicians had limited 
options to treat patients who began to exhibit symp-
toms of OUD during the taper process. As one clini-
cian remarked, “we were consistently running into this 
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Fig. 1     Pathways linking national to local initiatives to expand access to MOUD. 
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situation of these patients that we were kind of on the 
treadmill with and getting nowhere.”

A second outer setting change, initiated by local pri-
mary care leadership and implemented by the Clinic 
Practice Manager, further heightened clinicians’ aware-
ness of the lack of OUD treatment capacity within pri-
mary care. The new initiative linked opioid metrics (e.g., 
percent of completed urine drug screens, reviews of 
the state prescription drug monitoring program data-
base, and naloxone prescriptions) with physicians’ per-
formance pay. In response, one primary care clinician 

described a group email thread he had sent to local lead-
ership asking what would be done to address a patient 
with OUD identified through such processes, “I…raised 
the question… ‘should we really…[be] putting effort into 
identifying more people if we don’t put parallel effort into 
making more treatment accessible to them?… I kind of 
felt that it wasn’t ethical to… identify people without hav-
ing treatment options available.” The change in national 
guidance and local performance pay incentives regarding 
opioid prescribing highlighted gaps in MOUD treatment 

Table 1 Processes mapped to established implementation constructs and strategies

Implementation Processes Mapped to Consolidated Framework for Implementation Science (CFIR) Constructs and Domains and Expert Recommendation for 
Implementing Change (ERIC) implementation strategies. Proposed additions to the compilation of ERIC Implementation strategies are identified in italics and 
described below
a Champion Activated builds upon the sole existing implementation strategy referencing a site Champion (Champion Identified) to reflect (a) the Champion’s self-
motivated assumption of the role and (b) how learning and collaboration catalyzed the clinician’s decision to assume the role
b Showcase Leadership Support identifies leadership voicing active support of an implementation initiative or process in a public forum as an implementation 
strategy that generated staff interest and commitment to participate in the new processes

What happened? How would this action be classified by CFIR? Which expert recommendation for initiating 
change (ERIC) implementation strategy best 
describes the action?

National policy change

• Clinical practice guideline altered
• VA national office published new clinical require‑
ments

Outer setting (external policy and incentives) Dissemination strategy
• Mandate change

Local actions and initiatives

• Champion participated in multiple, cross‑clinic 
planning meetings
• Champion researched intervention

Process (engaging the champion) Implementation process strategy
• Champion activateda

Within cross‑clinic meetings, team:
• Mapped current treatment capacity and care‑
gaps
• Shared information
• Strengthened communication networks
• Promoted collaboration

Inner setting (networks and communication) Implementation process strategies
• Conduct a local needs assessment
• Promote network weaving
• Build a coalition

• Launched a process improvement team
• Fielded a survey to identify supports needed for 
intervention

Process (planning) Implementation process strategy
• Assess for readiness and identify barriers and 
facilitators

• Identified new staffing source
• Redesigned staff roles

Inner setting (available resources) Integration strategies
• Create new clinical teams
• Revise professional roles

• Identified appropriate patient population
• Identified a compatible care‑delivery model

Inner setting (compatibility) Integration strategies
• Promote adaptability
• Tailor strategies

• Leadership voiced support in a public forum Inner setting (leadership engagement) Capacity building strategy
• Showcase leadership supportb

• Hosted a summit to:
○ Brainstorm solutions
○ Solicit public commitment to participate

Process (engaging, learning climate) Implementation process strategies
• Build a coalition
• Create a learning collaborative
• Obtain formal commitment

• Launched an E‑Consult service Inner setting (networks and communication, 
available resource)

Integration strategies
• Facilitation
• Create new clinical teams
• Tailor strategies
• Obtain formal commitment
• Promote network weaving
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availabilty and helped to alter clinicians’ perceptions of 
the need for a change.

Starting a primary care‑based Buprenorphine Clinic
Belief in the need for change was a necessary but not suf-
ficient pre-condition for practice change to take place. 
What was crucial in this context, as has been identified 
in others, was the willingness of a Champion to take on 
the heavy lifting of moving the clinic from idea to real-
ity [19, 34, 35]. At first, no one stepped forward to lead 
change efforts despite a general consensus that increased 
access to MOUD was needed and that the best next step 
would be to increase MOUD availability in the primary 
care setting. As one clinician described, “I think if eve-
rybody was lukewarm and there wasn’t somebody that 
was [really pushing]… I mean, everybody’s busy, there’s 
a billion other things to do. If you have many lukewarm 
folks about a particular topic, there’s no way for people 
to overcome the activation energy it’d take to…do some-
thing new.” Another clinician, who eventually took on 
the role of Champion, concurred, while also acknowl-
edging that committing to the role had not happened 
immediately, “It was one of those things where it’s like a 
good idea, but no one really has… the time or capacity to 
really take it on. And, I put myself in that category also, 
for a while…” Yet as time went on, she became increas-
ingly enthusiastic, in part due to fortuitous participation 
in a federally-funded systematic review addressing barri-
ers to OUD treatment [20]. As she described, “[of ] eve-
rything I’m doing, I now feel the most passionate about 
this one thing… From a public health and…social justice 
standpoint… it’s very clear to me that this is…a service 
[primary care buprenorphine] that we should be provid-
ing.” Her research coupled with the work of planning and 
soliciting support for expanded access to MOUD acti-
vated this clinician to take on the role of Champion.

Beginning in 2017 and through 2018, the Champion 
began meeting with specialists and administrators to 
understand where and how MOUD was already being 
offered within the larger health care system and what 
steps would be needed to start prescribing buprenor-
phine within the medical center’s primary care clinic. 
These meetings helped generate momentum for the idea 
of creating a Primary Care-Based Buprenorphine Clinic 
and obtain buy-in from stakeholders in the substance 
use disorder, pain management and mental health clin-
ics, the other locations offering OUD treatment with 
buprenorphine. Seeing that some momentum was 
building encouraged other primary clinicians who were 
interested, but did not have time to do this groundwork 
themselves, to lend their support for change. The Cham-
pion, a small number of other interested primary care 
clinicians, the Clinic Practice Manager, a specialist from 

the substance use disorder clinic, and a pharmacist began 
meeting monthly to discuss how to overcome logisti-
cal barriers to implementing a new Clinic. Barriers dis-
cussed in these meetings included limited clinic space, 
staffing issues, and determining the future clinic’s patient 
capacity and scope, “There was a lot of, like…we want to 
do this, but who’s going to do it and how’s it going to be 
done?” The Champion was hesitant to lead the clinic on 
her own, “[It]…felt a little daunting just to say, like I’m 
going to do it all!” A turning point came when the phar-
macist suggested that a second year Pharmacy Resident 
rotate in the clinic to gain OUD treatment experience 
(under the supervision of a Pharmacy Preceptor) and a 
second primary care clinician committed to co-directing 
the clinic with the Champion (hereafter referred to as the 
Clinic Co-Director). With this staffing in place, the team 
finalized the model to be implemented for buprenor-
phine care delivery: a clinician-pharmacy collaborative 
care model.

This model had precedent in the VA system, in which 
clinical pharmacists and primary care providers often 
collaborate on treatment plans for patients with chronic 
diseases such as diabetes, high blood pressure or chronic 
pain [36, 37]. In order to preserve the clinic’s capacity for 
new patients, the Champion or Clinic Co-Director would 
meet with patients initially to outline the care plan, and 
follow-up visits would be conducted by the Pharmacy 
Resident (with oversight from Champion or Clinic Co-
Director and the Pharmacy Preceptor). Although the 
Pharmacy Resident could not prescribe buprenorphine, it 
was in the resident’s scope to ask patients about medica-
tion effectiveness, adherence, and side effects as well as 
order urine drug screens for treatment monitoring. The 
model was consistent with the primary care clinic’s estab-
lished function as a teaching clinic and provided learners 
with substance use disorder treatment experience, “this 
gives the residents a leg up…when they graduate…they 
already have that little bit of experience with the SUD 
clinic that could be transcribable into the full practice.” 
Although the learners in this case would be pharmacy 
residents (rather than medical residents), the fact that the 
proposed clinic would meet an educational need helped 
garner support for the model from local primary care 
leadership. Concretely, support from the Clinic Practice 
Manager consisted of dedicating physical space for the 
clinic one morning/week and allowing for a reduction 
of about 100 patients in their usual primary care panel 
for both the Champion and Clinic Co-Director (without 
additional compensation or protected time). Nursing 
staff also agreed to support the clinic with patient check-
ins and rooming, although the Champion and Co-Direc-
tor pledged to provide some of this support themselves to 
avoid over-burdening nursing staff.
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Initially the clinic planned to exclusively treat patients 
who were in sustained remission from OUD transfer-
ring from specialty care. OUD specialists viewed this as 
a beneficial expansion of “step-down” services and an 
appropriate starting point for primary care clinicians 
who lacked buprenorphine prescribing experience. As 
one pharmacy resident described, “…for us starting out… 
you want patients who have proven to be very stable and 
not had issues…” Such patients were thought to require 
fewer supportive services and less frequent touch-points, 
a treatment approach that was seen as more compat-
ible with primary care practice, which lacked the ability 
to provide intensive case management. Further, it was 
decided that patients’ OUD care would be maintained 
by clinicians in the buprenorphine clinic, rather than 
transferred back to patients’ primary care clinician. In 
the clinic planning process, primary care clinicians and 
specialists in OUD agreed to maintain open lines of com-
munication and discuss patient transfers back to a higher 
level of care—specialty substance use disorder treat-
ment—when appropriate. In January of 2019 the Primary 
Care-Based Buprenorphine clinic was launched.

Expanding capacity and scope
About a year after the Primary Care-Based Buprenor-
phine Clinic had been initiated, the core team comprised 
of the Champion, Clinic Co-Director, other interested 
clinicians and pharmacists turned to the question of how 
to further expand access to OUD treatment for patients 
seen elsewhere in the health care system (e.g., for hos-
pitalized patients, those seen in rural clinical settings). 
Such settings lacked a consistent process for providing 
MOUD and engaging patients in ongoing treatment, and 
some clinics lacked buprenorphine prescribing capac-
ity. One clinician proposed, and received support from 
leadership to host, a half-day “Buprenorphine Summit” 
in January of 2020, which was intended to engage clini-
cians throughout the system in discussion of gaps in 
treatment availability, and strategies to overcome them. 
Fortuitously, just before the Summit was scheduled to 
convene, national VA leadership disseminated a directive 
mandating that all VA sites begin prescribing buprenor-
phine within 60 days of receipt of the notice [38]. While 
in the past local leadership had been hesitant to inte-
grate buprenorphine treatment into clinical settings 
beyond specialty SUD, mental health, and the nascent 
Primary Care-Based Buprenorphine Clinic, “leadership 
was concerned that if we open up care for buprenorphine 
that…will gobble up appointments and we won’t be able 
to provide care for other veterans who want to get into 
the VA…,” with the publication of the notice, “there was 
impetus to move forward.” The national directive also had 
implications for local funding decisions, as one clinician 

described, “If this is a priority for the VA, you can jus-
tify the resources for that.” Support from local leadership 
was evident at the Summit. Not only were leaders from 
primary care, mental health, emergency medicine, pain 
management, and pharmacy in attendance, but as the 
Summit convened, the health system chief of staff pro-
vided introductory remarks emphasizing her strong sup-
port for the Summit’s goals.

A key component of the Summit was discussion of a 
series of hypothetical cases, designed to highlight exist-
ing gaps in MOUD availability, and the barriers to con-
necting patients to treatment. For instance, one case 
presented a patient with OUD receiving care in a rural 
clinical setting who lacked a clinician certified to pre-
scribe buprenorphine. Another case discussed how 
to continue buprenorphine for a patient who started 
buprenorphine while hospitalized but lacked an outpa-
tient provider. The case discussion provided a forum for 
clinicians to consider the appropriate clinical home for 
patients with diverse needs and come to agreement on 
responsibilities across primary care and specialty clin-
ics, which had been somewhat poorly defined in the past. 
The public nature of the forum also placed a subtle group 
pressure on clinicians to step up to fill these gaps as they 
were able; at one point the Champion asked whether any-
one would be willing to volunteer to fill a particular role 
and waited through silence until someone came forward.

Finally, participants reviewed and discussed a variety 
of possible approaches to expanding access to buprenor-
phine to satellite primary care clinics and other clinical 
settings. Prior to the Summit, the organizers had distrib-
uted an informal survey via email to clinicians to inquire 
about their interest in and current use of buprenor-
phine for OUD. The email also asked what kinds of sup-
ports would increase clinicians’ willingness to prescribe 
buprenorphine. During the Summit, results of the sur-
vey were used as a starting point for the discussion. The 
Champion presented several possibilities (e.g., an E-Con-
sult service, a hub and spoke model, visiting experts to 
assist outlying or rural clinics), and other attendees gen-
erated additional ideas (e.g., a buprenorphine road show, 
a mock drug enforcement agency audit). The E-Consult 
generated the most enthusiasm from attendees and the 
decision was made to move forward with planning. By 
providing space for participants to brainstorm solutions, 
the Summit encouraged collaborative problem solving 
and spurred investment in the proposed initiatives by 
bringing participants into the planning and development 
process.

The E‑Consult service
In follow-up planning meetings, the core team discussed 
E-Consult staffing, scope, design and implementation. 
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Fundamentally, it was decided that the E-Consult would 
be created within the EHR, made available to all clini-
cians within the health system and encourage questions 
regarding how to establish an OUD diagnosis, initiate 
buprenorphine and approach care transitions, thereby 
providing, “immediate access mentoring.” The Champion 
and Clinic Co-Director took ownership of the E-Consult 
process including the responsibility to respond to con-
sults within the EHR. Because the Primary Care-Based 
Buprenorphine Clinic was not yet at capacity, the Cham-
pion and Clinic Co-Director did not receive additional 
protected time to manage the E-Consults and instead 
wrapped this work into their other clinical responsibili-
ties. As a compliment to the E-Consult process, the core 
group established a twice weekly 30-minute meeting to 
address questions such as, “what’s the appropriate avenue 
for this patient, I’m considering buprenorphine therapy,” 
or, “they’re on buprenorphine therapy and I’m not sure 
what to do with them.” Attended on a voluntary basis by 
other clinicians from primary care, mental health, the 
substance use disorder clinic, and the pain management 
clinic, this ad hoc interdisciplinary team worked together 
to determine the appropriate clinical care setting for each 
patient:

“There’s fluidity in that, so if it doesn’t seem to work 
in one setting maybe we can move into another…we 
have…buy in from [the specialty substance use dis-
order treatment program], from primary care, from 
inpatient service, we’re trying to get ED involved… 
the pain clinic… the patient could fit into any of 
those situations and…we have a mechanism to talk 
it over and try and make a fit for the patient.”

The E-Consult Service facilitated care coordination by 
creating a centralized hub for case discussions, thereby 
addressing multiple systemic issues from lack of commu-
nication among clinicians to a lack of treatment capac-
ity in some clinical settings. As one clinician described, 
“we’ve kind of broken the barriers and silos around care 
for these patients.” While the resolution for some E-con-
sults might be to schedule a visit in the Primary Care-
Based Buprenorphine Clinic, the E-consult process also 
facilitated patient hand-offs to the substance use disorder 
and pain management clinics. In some cases, the group 
might also provide recommendations for ongoing treat-
ment in primary care.

Taking stock
The Primary Care-Based Buprenorphine Clinic saw 
its first patients in early 2019 and the E-Consult pro-
cess was finalized just over 1 year later, in February of 
2020. Since that time, the landscape of MOUD treat-
ment availability across the health care system has 

transformed. The Primary Care-Based Buprenorphine 
Clinic has become well-established, continuing to 
operate one morning/week, with plans to expand to 
another half-day. With increased experience, the clinic 
no longer only serves as a step-down clinic for “stable” 
patients with OUD, but rather functions as a bridge 
clinic for patients seen in the hospital or emergency 
department who need a higher level of care (e.g., in the 
substance use disorder clinic) but are awaiting appoint-
ment availability. In the 3-years the clinic has existed, 
it has served 65 unique patients and provided training 
opportunities for seven clinical pharmacy residents, 
24 psychiatry residents, and other learners including 
addiction medicine and palliative care fellows. While 
Internal Medicine residents do not rotate with the 
clinic on regular basis, they often refer patients to the 
clinic and attend the twice-weekly team meetings. This 
form of collaboration has provided additional oppor-
tunities for teaching. The E-Consult Service continues 
to meet twice weekly and has consulted on 225 patient 
cases, helping to facilitate initiation or continuation of 
buprenorphine treatment and linking patients to the 
most appropriate sites of care. Moreover, with a shift 
to telework following the onset of COVID-19, the twice 
weekly case discussions shifted from in-person to vir-
tual meetings, which allows participation from staff 
at remote clinic sites, thereby furthering the overall 
educational impact. Over the 3-year period in which 
these new clinical processes were developed and imple-
mented, the health system has increased the percentage 
of patients with OUD on medication from approxi-
mately 35% to more than 50%. While this improve-
ment cannot be attributed to the Primary Care-Based 
Buprenorphine Clinic and E-Consult alone, these ser-
vices are now an integral part of the health system’s 
efforts to expand MOUD access.

For one member of the team, the intentionally slow, 
collaborative approach to practice change had been 
essential to the ultimate success of these efforts:

I think [the Champion’s] appropriately, taught me 
something about…building the community of pro-
viders that you need… hearing all the different sides 
of this and making sure everybody’s on board and 
taking…a patient approach... That’s the way to…
have a longer standing…program in place that’ll fit 
in well with the rest of the organization.

While this particular clinician had initially advocated 
for a more “rabble-rousing” approach to system change, 
he later reflected that such an approach may not have 
yielded the institutional buy-in and program sustainabil-
ity of the more cautious, methodical approach ultimately 
taken.
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Discussion
This study revealed the processes through which a self-
appointed local team developed, established broad sup-
port for, and successfully implemented new processes 
of care that expand access to an essential medical treat-
ment. First, changes in national guidelines and policy 
led to increased support from local leadership, which 
resulted in greater resource availability and the approval 
of new initiatives. For the Champion and other clini-
cians, changes to national guidelines and local policy 
increased perception of the need for practice change as 
well as desire to participate in the planning process. A 
self-appointed team, activated by local incentives and an 
awareness of barriers to MOUD access, engaged in cross-
clinic meetings and information gathering to identify a 
model of care delivery that would fill gaps in treatment 
availability, was compatible with existing clinical practice 
and supported by leadership. Finally, the team increased 
staff investment in these change efforts by bringing them 
into the planning process and encouraging collaborative 
problem solving.

This study contributes to implementation science in 
several ways. First, a common critique of implementa-
tion strategies is that the change process is often exter-
nally initiated (pushed) rather than internally motivated 
(pulled) [39]. By detailing the strategies underlying a 
locally-initiated change process, this study reveals how 
systems lacking the resources of an external implemen-
tation team may seek to create change from within. 
While many of the strategies we describe are consistent 
with, and could be successfully utilized by, implementa-
tion teams partnering with internal facilitators, we sug-
gest that the processes we describe differ in the source 
of the motivation for change; internal facilitation is most 
often motivated by an external partnership, whereas the 
processes we describe emerged at the local-level. Future 
work may consider the extent to which there may be dif-
ferences in the sustainability of implementation efforts 
that are internally-driven relative to those initiated by 
external sources [40]. Second, our results revealed the 
possibility of two previously unidentified implementation 
strategies: Champion Activated and Showcase Leader-
ship Support (Table 1). The first new strategy references 
that, in our site, the Champion was not appointed to the 
role, but rather became self-motivated to take it on fol-
lowing a process of activation. This contrasts with the 
ERIC strategy, “Identify and Prepare Champion,” which 
assumes a Champion is selected or assigned to the role. 
Future research might consider what constellation of 
factors could explain this process of activation and self-
appointment, and how to lay the groundwork for such 
activation to take place. Second, we suggest that vis-
ible support from leadership may be another previously 

unidentified facilitator, and one that could be easily rep-
licated in other settings. In our site, this took the form 
of leadership presence and verbal endorsement at a large 
planning meeting, and support for protected time for the 
Champion and Clinic Co-Director. Future research could 
examine other possible strategies for showcasing lead-
ership support, as well as how support from leaders at 
other levels of leadership may differentially influence staff 
motivation and buy-in.

By providing a narrative account of the change-process 
from the perspective of those who initiated it, this study 
goes beyond identifying which strategies affect change, to 
instead build understanding of how and why implemen-
tation strategies work [41, 42]. Future research utilizing 
qualitative comparative methodology should consider the 
extent to which the CFIR constructs and implementation 
strategies identified here are also present in locally-initi-
ated implementation efforts in other settings, and which 
are necessary for implementation success.

This research also has implications for expanding acces-
sibility to MOUD. One commonly advocated approach is 
to offer buprenorphine in primary care settings, rather 
than limiting buprenorphine prescribing to specialty sub-
stance use disorder treatment settings [43]. In our site, 
a collaboration with pharmacy with an emphasis on the 
trainee experience enabled primary care to institute a 
dedicated clinic offering buprenorphine to patients. This 
model of care delivery was consistent with the teaching 
mission of the institution, drew upon a pool of moti-
vated clinicians and won the support of leadership. Other 
academic health care systems seeking to expand access 
to MOUD in primary care may consider this approach, 
which has the benefit of ensuring that learners acquire 
the skills and confidence to incorporate MOUD prescrib-
ing into their practice following training. Another lesson 
relates to our site’s Champion. While prior research has 
identified the importance of a clinical Champion to drive 
adoption of MOUD [19, 35], little is known about how a 
Champion is activated to assume the role. Our Champion 
was primed through national and local policy change that 
increased tension for change, bolstered through well-
timed participation in a federally-funded research pro-
ject addressing barriers to MOUD and solidified through 
months of planning and collaboration with other stake-
holders. Other systems could work to set the stage for 
the emergence of a Champion by enacting supportive 
policies, leveraging related research activities, and allow-
ing clinicians the time and resources needed to meet and 
strategize about how best to enact changes.

This study is not without limitations. First, the study 
took place in a single academic medical center within a 
fully integrated healthcare system; it is unknown how 
the change-processes we document would apply to 
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other settings. Second, the study was conducted dur-
ing a time when there was strong support for expand-
ing access to MOUD from leaders within the healthcare 
system as well as from the popular press. In the absence 
of such a supportive climate, outcomes of the processes 
described may have yielded different results. Finally, 
absent a comparison site, we cannot be certain that the 
increased access to MOUD we observed is attributable 
to these new care processes; it is possible that access to 
MOUD would have increased across this time period in 
the absence of these efforts. Future research is needed 
to compare outcomes across sites to determine the sig-
nificance of the processes and strategies deployed in 
this setting.

Conclusions
As the opioid  crisis continues, expanding access to 
MOUD remains a key priority for health care sys-
tems. Building upon implementation research that 
has described externally-facilitated strategies to 
expand access to MOUD, this study reveals how a self-
appointed local team developed and built widespread 
support for new approaches to care delivery that were 
tailored to local needs and well-positioned for sustain-
ability over time.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s13722‑ 022‑ 00312‑7.

Additional file 1. COREQ (consolidated criteria for reportingqualitative 
research) checklist.

Acknowledgements
Jacob Dougherty contributed excellent research assistance to the early stages 
of this research.

Author contributions
JW secured funding for the research, led the conception and design of the 
study, conducted the interviews, analyzed the data and led writing of the 
manuscript. KM was closely involved in data analysis and interpretation, 
contributed to writing the manuscript and revised the manuscript for critically 
important intellectual content. TL, AT, AG, PTK and BM contributed to the 
design and conduct of the study and revised the manuscript critically for 
important intellectual content. DK and BW contributed important intellectual 
content to the drafting and revision of the manuscript. AH contributed to 
ethnographic data collection, data analysis and interpretation. All authors read 
and approved the final manuscript.

Funding
This work was supported by the Agency for Healthcare Research and Qual‑
ity (K12HS026370), the U.S. Department of Veterans Affairs Health Services 
Research and Development (1IK2HX003007) and resources from the VA Health 
Services Research and Development‑funded Center to Improve Veteran 
Involvement in Care at the VA Portland Health Care System (CIN 13‑404). No 
author reports having any potential conflict of interest with this study. The 
content is solely the responsibility of the authors and does not represent 
the official views of the Agency for Healthcare Research and Quality nor the 
Department of Veterans Affairs.

Availability of data and materials
Study data are available from the corresponding author on reasonable 
request.

Declarations

Ethics approval and consent to participate
This study was approved by the joint Institutional Review Board at the VA 
Portland Health Care System and Oregon Health and Science University. All 
interview subjects provided informed consent to participate.

Consent for publication
All interview subjects provided informed consent for the use of their data as 
anonymous quotes in peer‑reviewed publications.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Center to Improve Veteran Involvement in Care, VA Portland Health Care 
System, 3710 SW U.S. Veterans Hospital Rd., Portland, OR 97239, USA. 2 School 
of Public Health, Oregon Health & Science University‑Portland State University,  
1810 SW 5th Avenue, Portland, OR 97201, USA. 3 Department of Psychiatry, 
Oregon Health & Science University, 3181 SW Sam Jackson Park Rd, Portland, 
OR 97239, USA. 4 Department of General Internal Medicine & Geriatrics, Ore‑
gon Health & Science University, 3181 SW Sam Jackson Park Road, Portland, 
OR 97239, USA. 5 Informatics, Decision‑Enhancement, and Analytic Sciences 
(IDEAS) Center, VA Salt Lake City Health Care System, 500 Foothill Drive, Salt 
Lake City, UT 84148, USA. 6 Division of Epidemiology, Department of Internal 
Medicine, University of Utah School of Medicine, 295 Chipeta Way, Salt Lake 
City, UT 84132, USA. 7 Section of Addiction Medicine, Oregon Health & Science 
University, 3181 SW Sam Jackson Park Road, Portland, OR 97239, USA. 

Received: 22 November 2021   Accepted: 4 May 2022

References
 1. Tracking federal funding to combat the opioid crisis. Bipartisan Policy 

Center; 2019. https:// bipar tisan policy. org/ downl oad/? file=/ wp‑ conte nt/ 
uploa ds/ 2019/ 03/ Track ing‑ Feder al‑ Fundi ng‑ to‑ Combat‑ the‑ Opioid‑ Cri‑
sis. pdf. Accessed 24 June 2021.

 2. Humphreys K, Shover CL, Andrews CM, Bohnert AS, Brandeau ML, 
Caulkins JP, et al. Responding to the opioid crisis in North America and 
beyond: recommendations of the Stanford–Lancet Commission. Lancet. 
2022;399(10324):555–604.

 3. Schmidt LA, Rieckmann T, Abraham A, Molfenter T, Capoccia V, Roman 
P, et al. Advancing recovery: implementing evidence‑based treatment 
for substance use disorders at the systems level. J Stud Alcohol Drugs. 
2012;73(3):413–22.

 4. Gordon AJ, Drexler K, Hawkins EJ, Burden J, Codell NK, Mhatre‑Owens 
A, et al. Stepped care for opioid use disorder train the trainer (SCOUTT) 
initiative: expanding access to medication treatment for opioid use 
disorder within veterans health administration facilities. Subst Abuse. 
2020;41(2):275–82.

 5. Wakeman SE, Larochelle MR, Ameli O, Chaisson CE, McPheeters JT, Crown 
WH, et al. Comparative effectiveness of different treatment pathways for 
opioid use disorder. JAMA Netw Open. 2020;3(2):e1920622.

 6. National Academies of Sciences E and Medicine. Medications for opioid 
use disorder save lives. Washington, D.C: National Academies Press; 2019.

 7. Clark RE, Baxter JD, Aweh G, O’Connell E, Fisher WH, Barton BA. Risk fac‑
tors for relapse and higher costs among Medicaid members with opioid 
dependence or abuse: opioid agonists, comorbidities, and treatment 
history. J Subst Abuse Treat. 2015;57:75–80.

 8. Mattick RP, Breen C, Kimber J, Davoli M. Buprenorphine maintenance 
versus placebo or methadone maintenance for opioid dependence. 
Cochrane Database Syst Rev. 2014. https:// doi. org/ 10. 1002/ 14651 858. 
CD002 207. pub4.

https://doi.org/10.1186/s13722-022-00312-7
https://doi.org/10.1186/s13722-022-00312-7
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2019/03/Tracking-Federal-Funding-to-Combat-the-Opioid-Crisis.pdf
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2019/03/Tracking-Federal-Funding-to-Combat-the-Opioid-Crisis.pdf
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2019/03/Tracking-Federal-Funding-to-Combat-the-Opioid-Crisis.pdf
https://doi.org/10.1002/14651858.CD002207.pub4
https://doi.org/10.1002/14651858.CD002207.pub4


Page 11 of 11Wyse et al. Addiction Science & Clinical Practice           (2022) 17:32  

 9. Mattick RP, Breen C, Kimber J, Davoli M. Methadone maintenance therapy 
versus no opioid replacement therapy for opioid dependence. Cochrane 
Database Syst Rev. 2009. https:// doi. org/ 10. 1002/ 14651 858. CD002 209. 
pub2.

 10. Wyse JJ, Gordon AJ, Dobscha SK, Morasco BJ, Tiffany E, Drexler K, et al. 
Medications for opioid use disorder in the Department of Veterans Affairs 
(VA) health care system: historical perspective, lessons learned, and next 
steps. Subst Abuse. 2018;39(2):139–44.

 11. Donahue J, Cunningham P, Walker L, Garfield R. Opioid use disor‑
der among medicaid enrollees: snapshot of the epidemic and state 
responses. Kaiser Family Foundation; 2019. https:// www. kff. org/ medic 
aid/ issue‑ brief/ opioid‑ use‑ disor der‑ among‑ medic aid‑ enrol lees‑ snaps 
hot‑ of‑ the‑ epide mic‑ and‑ state‑ respo nses/. Accessed 28 June 2021.

 12. Dashboard PDSI, Metric SAIL, SUD 16. Office of Mental Health and Sucide 
Prevention and pharmacy benefits management. Veterans Health Admin‑
istration; 2021. https:// spsit es. cdw. va. gov/ sites/ OMHO_ Psych Pharm/_ 
layou ts/ 15/ Repor tServ er/ RSVie werPa ge. aspx? rv% 3aRel ative Repor tUrl=/ 
sites/ OMHO_ Psych Pharm/ Analy ticsR eports/ PDSI/ PDSI_ Summa ryRep ort. 
rdl. Accessed 28 June 2021.

 13. Oliva EM, Maisel NC, Gordon AJ, Harris AH. Barriers to use of pharmaco‑
therapy for addiction disorders and how to overcome them. Curr Psychia‑
try Rep. 2011;13(5):374.

 14. Oliva EM, Harris AH, Trafton JA, Gordon AJ. Receipt of opioid agonist 
treatment in the Veterans Health Administration: facility and patient fac‑
tors. Drug Alcohol Depend. 2012;122(3):241–6.

 15. Croff R, Hoffman K, Alanis‑Hirsch K, Ford J, McCarty D, Schmidt L. 
Overcoming barriers to adopting and implementing pharmaco‑
therapy: the medication research partnership. J Behav Health Serv Res. 
2019;46(2):330–9.

 16. Hutchinson E, Catlin M, Andrilla CHA, Baldwin L‑M, Rosenblatt RA. Barriers 
to primary care physicians prescribing buprenorphine. Ann Fam Med. 
2014;12(2):128–33.

 17. Jacobson N, Horst J, Wilcox‑Warren L, Toy A, Knudsen HK, Brown R, 
et al. Organizational facilitators and barriers to medication for opioid 
use disorder capacity expansion and use. J Behav Health Serv Res. 
2020;47(4):439–48.

 18. Tofighi B, Williams AR, Chemi C, Suhail‑Sindhu S, Dickson V, Lee JD. Patient 
barriers and facilitators to medications for opioid use disorder in primary 
care. Subst Use Misuse. 2019;6(14):2409–19.

 19. Gordon AJ, Kavanagh G, Krumm M, Ramgopal R, Paidisetty S, Aghevli 
M, et al. Facilitators and barriers in implementing buprenorphine in the 
Veterans Health Administration. Psychol Addict Behav. 2011;25(2):215.

 20. Mackey K, Veazie S, Anderson J, Bourne D, Peterson K. Barriers and facilita‑
tors to the use of medications for opioid use disorder: a rapid review. J 
Gen Intern Med. 2020;35(3):954–63.

 21. Hawkins EJ, Danner AN, Malte CA, Blanchard BE, Williams EC, Hage‑
dorn HJ, et al. Clinical leaders and providers’ perspectives on delivering 
medications for the treatment of opioid use disorder in Veteran Affairs’ 
facilities. Addict Sci Clin Pract. 2021;6(1):55.

 22. Hagedorn H, Kenny M, Gordon AJ, Ackland PE, Noorbaloochi S, Yu W, 
et al. Advancing pharmacological treatments for opioid use disorder 
(ADaPT‑OUD): protocol for testing a novel strategy to improve implemen‑
tation of medication‑assisted treatment for veterans with opioid use 
disorders in low‑performing facilities. Addict Sci Clin Pract. 2018;13(1):25.

 23. Brunet N, Moore DT, Lendvai Wischik D, Mattocks KM, Rosen MI. Increas‑
ing buprenorphine access for veterans with opioid use disorder in rural 
clinics using telemedicine. Subst Abuse. 2020. https:// doi. org/ 10. 1080/ 
08897 077. 2020. 17284 66.

 24. Gustavson AM, Wisdom JP, Kenny ME, Salameh HA, Ackland PE, Clothier 
B, et al. Early impacts of a multi‑faceted implementation strategy to 
increase use of medication treatments for opioid use disorder in the 
Veterans Health Administration. Implement Sci Commun. 2021;2(1):1–13.

 25. DeRonne BM, Wong KR, Schultz E, Jones E, Krebs EE. Implementation of a 
pharmacist care manager model to expand availability of medications for 
opioid use disorder. Am J Health Syst Pharm. 2021;78(4):354–9.

 26. Ducharme LJ, Chandler RK, Harris AH. Implementing effective substance 
abuse treatments in general medical settings: mapping the research ter‑
rain. J Subst Abuse Treat. 2016;60:110–8.

 27. Connolly SL, Sullivan JL, Ritchie MJ, Kim B, Miller CJ, Bauer MS. External 
facilitators’ perceptions of internal facilitation skills during implemen‑
tation of collaborative care for mental health teams: a qualitative 

analysis informed by the i‑PARIHS framework. BMC Health Serv Res. 
2020;20(1):1–10.

 28. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. 
Fostering implementation of health services research findings into prac‑
tice: a consolidated framework for advancing implementation science. 
Implement Sci. 2009;4(1):1–15.

 29. Damschroder LJ, Lowery JC. Evaluation of a large‑scale weight manage‑
ment program using the consolidated framework for implementation 
research (CFIR). Implement Sci. 2013;8(1):1–17.

 30. Powell BJ, Waltz TJ, Chinman MJ, Damschroder LJ, Smith JL, Matthieu MM, 
et al. A refined compilation of implementation strategies: results from the 
expert recommendations for implementing change (ERIC) project. Imple‑
ment Sci. 2015;10(1):21.

 31. Consolidated framework for implementation research. https:// cfirg uide. 
org/.

 32. VA/DoD clinical practice guideline for opioid therapy for chronic pain. 
The opioid therapy for chronic pain work group; 2017. https:// www. healt 
hqual ity. va. gov/ guide lines/ Pain/ cot/ VADoD OTCPG 022717. pdf.

 33. Dowell D, Haegerich TM, Chou R. CDC guideline for prescribing opioids 
for chronic pain—United States, 2016. JAMA. 2016;315(15):1624–45.

 34. Wood K, Giannopoulos V, Louie E, Baillie A, Uribe G, Lee KS, et al. The role 
of clinical champions in facilitating the use of evidence‑based practice in 
drug and alcohol and mental health settings: a systematic review. Imple‑
ment Res Pract. 2020;1:2633489520959072.

 35. Green CA, McCarty D, Mertens J, Lynch FL, Hilde A, Firemark A, et al. A 
qualitative study of the adoption of buprenorphine for opioid addiction 
treatment. J Subst Abuse Treat. 2014;46(3):390–401.

 36. McFarland MS, Nelson J, Ourth H, Groppi J, Morreale A. Optimizing the 
primary care clinical pharmacy specialist: increasing patient access and 
quality of care within the Veterans Health Administration. J Am Coll Clin 
Pharm. 2020;3(2):494–500.

 37. Krebs EE, Gravely A, Nugent S, Jensen AC, DeRonne B, Goldsmith ES, et al. 
Effect of opioid vs nonopioid medications on pain‑related function in 
patients with chronic back pain or hip or knee osteoarthritis pain: the 
SPACE randomized clinical trial. JAMA. 2018;6(9):872–82.

 38. Buprenorphine prescribing for opioid use disorder. VHA notice 2019‑18. 
Department of Veterans Affairs, Veterans Health Administration; 2019.

 39. Leeman J, Birken SA, Powell BJ, Rohweder C, Shea CM. Beyond “imple‑
mentation strategies”: classifying the full range of strategies used in 
implementation science and practice. Implement Sci. 2017;12(1):125.

 40. Shelton RC, Cooper BR, Stirman SW. The sustainability of evidence‑based 
interventions and practices in public health and health care. Annu Rev 
Public Health. 2018;39:55–76.

 41. Dissemination and implementation research in health (R01). Bethesda: 
National Institutes of Health.National Institutes of Health; 2016. http:// 
grants. nih. gov/ grants/ guide/ pa‑ files/ PAR‑ 16‑ 238. html.

 42. Powell BJ, Fernandez ME, Williams NJ, Aarons GA, Beidas RS, Lewis CC, 
et al. Enhancing the Impact of implementation strategies in healthcare: a 
research agenda. Front Public Health. 2019;7:3.

 43. Campbell CI, Saxon AJ, Boudreau DM, Wartko PD, Bobb JF, Lee AK, et al. 
Primary care opioid use disorders treatment (PROUD) trial protocol: a 
pragmatic, cluster‑randomized implementation trial in primary care for 
opioid use disorder treatment. Addict Sci Clin Pract. 2021;16(1):1–15.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1002/14651858.CD002209.pub2
https://doi.org/10.1002/14651858.CD002209.pub2
https://www.kff.org/medicaid/issue-brief/opioid-use-disorder-among-medicaid-enrollees-snapshot-of-the-epidemic-and-state-responses/
https://www.kff.org/medicaid/issue-brief/opioid-use-disorder-among-medicaid-enrollees-snapshot-of-the-epidemic-and-state-responses/
https://www.kff.org/medicaid/issue-brief/opioid-use-disorder-among-medicaid-enrollees-snapshot-of-the-epidemic-and-state-responses/
https://spsites.cdw.va.gov/sites/OMHO_PsychPharm/_layouts/15/ReportServer/RSViewerPage.aspx?rv%3aRelativeReportUrl=/sites/OMHO_PsychPharm/AnalyticsReports/PDSI/PDSI_SummaryReport.rdl
https://spsites.cdw.va.gov/sites/OMHO_PsychPharm/_layouts/15/ReportServer/RSViewerPage.aspx?rv%3aRelativeReportUrl=/sites/OMHO_PsychPharm/AnalyticsReports/PDSI/PDSI_SummaryReport.rdl
https://spsites.cdw.va.gov/sites/OMHO_PsychPharm/_layouts/15/ReportServer/RSViewerPage.aspx?rv%3aRelativeReportUrl=/sites/OMHO_PsychPharm/AnalyticsReports/PDSI/PDSI_SummaryReport.rdl
https://spsites.cdw.va.gov/sites/OMHO_PsychPharm/_layouts/15/ReportServer/RSViewerPage.aspx?rv%3aRelativeReportUrl=/sites/OMHO_PsychPharm/AnalyticsReports/PDSI/PDSI_SummaryReport.rdl
https://doi.org/10.1080/08897077.2020.1728466
https://doi.org/10.1080/08897077.2020.1728466
https://cfirguide.org/
https://cfirguide.org/
https://www.healthquality.va.gov/guidelines/Pain/cot/VADoDOTCPG022717.pdf
https://www.healthquality.va.gov/guidelines/Pain/cot/VADoDOTCPG022717.pdf
http://grants.nih.gov/grants/guide/pa-files/PAR-16-238.html
http://grants.nih.gov/grants/guide/pa-files/PAR-16-238.html

	Expanding access to medications for opioid use disorder through locally-initiated implementation
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Results
	Setting the stage for practice change
	Starting a primary care-based Buprenorphine Clinic
	Expanding capacity and scope
	The E-Consult service
	Taking stock

	Discussion
	Conclusions
	Acknowledgements
	References




