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THE PROBLEM AND THE ROLE  
OF THE HOSPITALIST
Opioid use disorder (OUD) is a common, underrecognized, un-
dertreated, and deadly medical condition. Although the focus 
of addressing the opioid epidemic has been centered in the 
outpatient setting, hospitalists play an important—and often 
underutilized—role in identifying OUD, initiating treatment, 
and assisting with linkage to longitudinal care after discharge.

Over the past 20 years, the annual rate of hospital discharg-
es documenting OUD has quadrupled.1 During 2010-2016, 
the annual discharge rate for heroin overdoses increased by 
23%.1 Although the total number of hospitalizations in the 
United States remained stable from 2002 to 2012, the number 
of admissions for opioid abuse or dependence increased from 
301,707 to 520,275. More than 500,000 hospital admissions per 
year (1% of total nationwide hospitalizations) are now due pri-
marily to OUD.2 

Injection opioid use increases the risk of endocarditis, os-
teomyelitis, septic arthritis, and epidural abscesses, conditions 
that often prolong hospitalizations and frequently lead to read-
missions. Admissions for OUD-related infections are rising at a 
startling rate. Between 2002 and 2012, the number of admis-
sions for infections associated with OUDs had increased from 
3,421 to 6,535.2 In addition to providing the opportunity to di-
agnose OUD, hospitalizations offer an ideal time to engage 
patients in OUD treatment and linkage to outpatient care. 

Although we uniformly offer patients antibiotic treatment 
for acute infection, hospitalists should consistently incorporate 
treatment of OUD to address the root cause of these admis-
sions. As infection is but one sequela of the underlying disease 
of addiction, treating without medications for OUD (MOUD) 
would be akin to treating a diabetic foot ulcer with antibiotics 
and not providing medications to improve glycemic control. 
Omitting such addiction treatment can contribute to treat-
ment failure and worse health outcomes. Among patients with 

endocarditis and an associated valve repair, those who contin-
ue injection drug use have a 10 times higher risk of death or 
reoperation between 90 and 180 days after repair than those 
not engaged in drug use.3 

Despite data demonstrating the significant benefit and the 
minimal harm of MOUD, significant gaps remain in providing 
MOUD and linking patients from the hospital to community 
care.1,4 Hospital encounters are missed opportunities to pro-
vide life-saving MOUD treatment; the majority of patients with 
OUD do not receive evidence-based treatment while inpa-
tients.5 Rosenthal et al. found that of 102 patients admitted 
with injection drug use-associated infective endocarditis from 
2004 to 2014, only 8% received MOUD, and approximately half 
had a documentation of substance use treatment in their dis-
charge worksheet.4 In Massachusetts, among individuals who 
experienced a nonfatal opioid overdose and had interaction 
with healthcare services, only 26% were on MOUD 1 year later.6 
Based on our experience, a substantial proportion of patients 
with OUD do not seek or have access to medical care; acute 
care settings offer a critical opportunity to engage them in 
treatment for their addiction.

WHY SHOULD HOSPITALISTS INITIATE  
BUPRENORPHINE?
First, buprenorphine effectively treats withdrawal symptoms. 
Buprenorphine and methadone are superior to other medica-
tions in treating symptoms of withdrawal.7 If withdrawal symp-
toms are treated, patients are less likely to leave against medi-
cal advice8 and are more likely to complete treatment. 

Second, MOUD is the standard of care for treating OUD.9 
Medications include the full agonist methadone, the partial ago-
nist buprenorphine, and the long-acting antagonist naltrexone. 
Although all these drugs are effective and legal to initiate for in-
patients,6 this perspective focuses on buprenorphine in an effort 
to draw attention to associated policy barriers. Buprenorphine 
is the only MOUD that can be offered as office-based therapy 
by providers in the outpatient setting. Meta-analyses show that 
MOUD is associated with lower rates of mortality, illicit opioid 
use, HIV transmission, and violent crime and arrest.9

Third, MOUD treatment, rather than just referral, leads to high-
er long-term treatment success.10 When initiating buprenorphine 
in the hospital, treatment retention rates at 1 month were double 
that of referral alone. Six months after discharge, patients were 
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five times more likely to remain engaged in treatment compared 
with those who received a detoxification protocol only. 

Fourth, buprenorphine is not only effective, but it is also safe 
and has low risks of misuse. Because buprenorphine is a partial 
agonist, it has both a ceiling effect on respiratory depression 
(decreasing potential lethality) and on euphoria (decreasing 
the likelihood of misuse). Among individuals who took non-
prescribed buprenorphine on the street, less than 7% report-
ed taking it for any attempt at euphoria. Instead, people with 
OUD most often use nonprescribed or diverted buprenor-
phine to treat withdrawal symptoms.11 

Fifth, buprenorphine treatment is associated with fewer hos-
pital readmissions.12 

Finally, initiating OUD treatment is feasible in the hospital 
setting. Any hospitalist can legally prescribe buprenorphine 
to treat opioid withdrawal for hospitalized patients admitted 
for medical or surgical reasons. A waiver is necessary only for 
prescribing at the time of hospital discharge for use in non-in-
patient settings of care.

A POLICY BARRIER: THE X WAIVER
The United States Congress passed the Drug Addiction Treat-
ment Act (DATA) of 2000, which codified the X waiver, in re-
sponse to the growing opioid crisis. Only those providers with 
the DATA X waiver can write buprenorphine prescriptions to 
be filled in an outpatient pharmacy. To obtain an X waiver, phy-
sicians must complete an 8-hour course, whereas physician 
assistants and nurse practitioners must complete a 24-hour 
course. This training far exceeds any required training to pre-
scribe opioids for pain. 

Unfortunately, the X waiver requirement obstructs hospital-
ists from initiating buprenorphine in the inpatient setting in 
the following ways: (1) hospitalists often choose not to initiate 
chronic buprenorphine treatment if they lack the X waiver that 
would allow them to write the discharge prescription and/or (2) 
they are unable to identify a waivered provider in the commu-
nity to continue the prescription. Unfortunately, only 6% of all 
medical practitioners are waivered to prescribe buprenorphine; 
greater than 40% of US counties are “buprenorphine deserts,” 
with no providers waivered to prescribe buprenorphine.13 

A POLICY PROPOSAL
To address the opioid crisis, we must rethink our current pol-
icies. The Department of Health and Human Services should 
eliminate the X waiver and allow any licensed physician, nurse 
practitioner, or physician assistant to prescribe buprenor-
phine.14 Recent American Medical Association Opioid Task 
Force recommendations have called to “remove… inappropri-
ate administrative burdens or barriers that delay or deny care 
for FDA-approved medications used as part of medication- 
assisted treatment for OUD.”15 Legislation to remove the X 
waiver has been proposed in the United States.16 

The removal of a buprenorphine waiver requirement has 
had success in other settings. The French deregulation of 
buprenorphine was associated with a reduction in opioid 
overdose deaths by 79%. Similar success in the United States 

would save an estimated 30,000 lives yearly.14 Removing the 
X waiver is an important step in empowering hospitalists to 
initiate MOUD for individuals in the hospital setting. Moreover, 
it opens the door to more outpatient primary care providers 
serving as community linkages for long-term addiction care. 

NOT A PANACEA
Without the X waiver, the associated OUD training will no 
longer be required. This could have unintended consequenc-
es. For example, if hospitalists order buprenorphine while 
opioids remain active, precipitated withdrawal may ensue. 
Crucially, the current literature does not indicate that the re-
quired X waiver training improves knowledge, patient care, or 
outcomes.17 Nevertheless, MOUD and addiction training may 
help reduce knowledge gaps and empower providers to en-
gage in productive conversations surrounding addiction. This 
highlights the crucial role of physician organizations, such as 
the Society of Hospital Medicine, in educating hospitalists 
about MOUD. (This organization, among others, has devel-
oped robust MOUD training.18)

It is also important to acknowledge that the waiver is only one 
obstacle. Other barriers have been identified in initiating bu-
prenorphine, including access to treatment after discharge, ac-
cess to social work support, and lack of EMR order sets, among 
others.19 Professional societies, hospitals, and hospitalists need 
to help address these barriers through ancillary support staff, 
quality improvement initiatives, and improved inpatient treat-
ment of withdrawal with MOUD. This can be done successfully; 
one study found that 82% of hospitalized patients who engaged 
in a new transitional opioid program subsequently presented to 
outpatient opioid treatment.20 Novel interventions must be part 
of a hospital-wide approach to optimizing improved longitudi-
nal treatment for patients suffering from addiction.

CONCLUSION
Hospitalization is an ideal opportunity for clinicians to diagnose 
and treat OUD in a population that often has not sought, or has 
fallen out of, addiction treatment. Hospitalists can and should 
initiate buprenorphine in appropriate inpatients and plan for 
their transition to chronic care. Eliminating the waiver in com-
bination with designing innovative educational opportunities 
and systems approaches to provide better linkages to outpa-
tient OUD treatment is needed to combat the opioid crisis. To 
enable more hospitalists to successfully initiate long-term bu-
prenorphine therapy—and to enable more outpatient provid-
ers to continue prescriptions—we must eliminate the X waiver.
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