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Background: A priority for Veterans Health Administration
(VHA) leadership is increasing access to lifesaving treatment,
particularly naloxone distribution and medication-assisted
treatment (MAT) for opioid use disorder (OUD) for veterans.
To date, these practices are not widely done in the VHA emer-
gency departments (ED) and urgent care centers (UCC).
Methods: The goal of this research was to understand ad-
vanced care provider perceptions of barriers and facilitators
to naloxone distribution or MAT initiation in VHA ED/UCCs.
We developed and disseminated a survey to VHA ED and
UCC advanced care providers, including medical doctors
(MD/DO), physician assistants (PAs), and nurse practitioners
(NPs). Descriptive statistical analysis was conducted.
Results: There was 16.7% response rate (372 out of 2228
providers) from 103 of 132 sites across all VA regions. The
top barrier for ED/UCCs providers to both naloxone and

MAT initiation was the feeling that it was beyond their scope
of practice (35.2% and 53.2%, respectively). Other reported
barriers to MAT initiation included unclear follow-up plan
and system for referral of care (50.1%) and feeling uncom-
fortable using MAT medications (28.8%). Top facilitators for
prescribing naloxone included pharmacist who could help
prescribe/educate the patient on the medication (44.6%)
and patient knowledge of medication options to help over-
dose (31.7%). The top facilitator for MAT initiation from
the ED/UCC was additional VA-based same day treatment
options (34.9%).

Conclusions: Present findings offer a look into possible
challenges to address or opportunities to leverage when
considering or developing an ED/UCC-based naloxone dis-
tribution or MAT-initiation implementation program in VHA
facilities.
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crisis in which approximately 10 mil-

lion people have misused opioids in the
past year, and an estimated 2 million people
have an opioid use disorder (OUD).! Com-
pared with the general population, veterans
treated in the Veterans Health Administra-
tion (VHA) facilities are at nearly twice the
risk for accidental opioid overdose.* The
implementation of opioid safety measures
in VHA facilities across all care settings is
a priority in addressing this public health
crisis. Hence, VHA leadership is working
to minimize veteran risk of fatal opioid
overdoses and to increase veteran access to
medication-assisted treatments (MAT) for
OuD.?

Since the administration of our survey, the
VHA has shifted to using the term medica-
tion for opioid use disorder (MOUD) instead
of MAT for OUD. However, for consistency
with the survey we distributed, we use MAT
in this analysis.

Acute care settings represent an oppor-
tunity to offer appropriate opioid care and
treatment options to patients at risk for
OUD or opioid-related overdose. VHA fa-
cilities offer 2 outpatient acute care set-
tings for emergent ambulatory care:

The United States is facing an opioid
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emergency departments (EDs) and urgent
care centers (UCCs). Annually, these set-
tings see an estimated 2.5 million patients
each year, making EDs and UCCs criti-
cal access points of OUD care for veter-
ans. Partnering with key national VHA
stakeholders from Pharmacy Benefits Man-
agement (PBM), the Office of Emergency
Medicine, and Academic Detailing Ser-
vices (ADS), we developed the Emergency
Department Opioid Safety Initiative (ED
OSI) aimed at implementing and evaluat-
ing opioid safety measures in VHA outpa-
tient acute care settings.

The US Department of Veterans Affairs
(VA)/Department of Defense (DoD) Clini-
cal Practice Guidelines for Opioid Therapy
for Chronic Pain (CPG) makes recommen-
dations for the initiation and continuation
of opioids, risk mitigation, taper of opi-
oids, and opioid therapy for acute pain in
VHA facilities.* Using these recommenda-
tions, we developed the broad aims of the
ED OSI quality improvement (QI) program.
The CPG is clear about the prioritization
of safe opioid prescribing practices. New
opioid prescriptions written in the ED have
been associated with continued and chronic
opioid use.” At the time of prescription,
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patients not currently and chronically on
opioids who receive more than a 3-day

TABLE 1 Respondent Characteristics
Respondents, No. (%)

supply are at increased risk of becoming Characteristics (N =372)
long-term opioid users.® Given the annual Provider type
volume of patients seen, VHA ED/UCCs are Medical doctor 281 (75.5)
a crucial area for implementing better opi- Nurse practitioner 61(16.4)
oid prescribing practices. Physician assistant 30 (8.1)
The CPG also includes recommendations Time out of school
for the prescribing or coprescribing of nal- 0-5y 25 (8.72)
oxone rescue kits. The administration of nal- Iy A ()
. .. >10y 299 (80.38)
oxone following opioid overdose has been -
found to be an effective measure against fatal ~ Facility type
X s ED 301 (80.91)
overdose. Increasing provider awareness
. . ucc 71 (19.09)
of common risk factors for opioid-related S i
overdose (eg, frequent ED visits or hospi- ':Z E%mp exity @)
talizations) helpg fac111ta}te a dlscus_51on on 1b ED 53 (14.25)
naloxone prescribing at discharge. Prior stud- 1cED 60 (16.13)
ies provide evidence that naloxone distribu- 1a UCC 12 (3.23)
tion and accompanying education also are 1b UCC 10 (2.69)
effective in reducing opioid overdose mor- 1c UCC 6(1.61)
Levels 2 and 3 87 (23.39)

tality and ED visits related to adverse opioid-
related events.”®

Similarly, the guidelines provide recom-
mendations for the use of MAT for veterans

Abbreviations: ED, emergency department; UCC, urgent care center.

aSite complexity levels: level 1 (a, b, c), high patient volume and patient risk,
high levels of teaching/research; level 2, medium patient volume and risk,
medium levels of teaching/research; level 3, low levels of patient complexity,

with OUD. MAT for OUD is considered a
first-line treatment option for patients with
moderate-to-severe OUD. When used to treat
patients with unsafe opioid use, this treat-
ment helps alleviate symptoms of with-
drawal, which can increase opioid taper
adherence and has a protective effect against
opioid overdose mortality.” MAT initiated in
the ED can increase patient engagement to
addiction services.'

These 3 CPG recommendations serve
as the basis for the broad goals of the ED
OSI program. We aim to develop, imple-
ment, and evaluate programs and initiatives
to (aim 1) reduce inappropriate opioid pre-
scribing from VHA EDs; (aim 2) increase
naloxone distribution from VHA EDs; and
(aim 3) increase access to MAT initiation
from VHA EDs through the implementa-
tion of ED-based MAT-initiation programs
with EDs across the VHA. Aim 1 was a fo-
cused and strategic QI effort to implement
an ED-based program to reduce inappro-
priate opioid prescribing. The ED OSI pre-
scribing program offered a 4-step bundled
approach: (1) sharing of opioid prescrib-
ing dashboard data with ED medical direc-
tor and academic detailer; (2) education of
ED providers and implementation of toolkit
resources; (3) academic detailers conduct
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low patient volume, little or no teaching/research.

audit and feedback session(s) with high-
est prescribers; and (4) quarterly reports of
opioid prescribing data to ED providers.

Results from the pilot suggested that our
program was associated with accelerating
the rate at which ED prescribing rates de-
creased.! In addition, the pilot found that
ED-based QI initiatives in VHA facilities
are a feasible practice. As we work to de-
velop and implement the next 2 phases of
the QI program, a major consideration is
to identify facilitators and address any ex-
isting barriers to the implementation of
naloxone distribution (aim 2) and MAT-
initiation (aim 3) programs for treatment-
naive patients from VHA EDs. To date,
there have been no recent published stud-
ies examining the barriers and facilitators
to use or implementation of MAT initiation
or naloxone distribution in VHA facilities
or, more specifically, from VHA EDs.!? As
part of our QI program, we set out to better
understand VHA ED provider perceptions
of barriers and facilitators to implementa-
tion of programs aimed at increasing nal-
oxone distribution and initiation of MAT
for treatment-naive patients in the ED.
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TABLE 2 Health Care Provider Barriers to Naloxone Distribution

Health Care Providers, No. (%)

Nurse Physician
BAIere Physicians Practitioners Assistants All
Facility leadership not supportive 15 (5.3) 2(3.3) 2 (6.7) 19 (6.1)
Not necessary 21 (7.5) 3 (4.9) 3(10.0) 27 (7.3)
| am uncomfortable prescribing naloxone 32 (11.4) 9 (14.8) 4 (13.3) 45 (12.4)
Other 32 (11.4) 4 (6.6) 1(3.3) 46 (12.6)
Cost 42 (14.9) 6 (9.8) 2 (6.7) 50 (13.4)
Veteran inability to use naloxone 62 (22.1) 18 (29.5) 5(16.7) 85 (22.8)
Required time to prescribe naloxone 67 (23.8) 16 (26.2) 6 (20.0) 89 (23.9)
Beyond the scope of emergency 91 (32.4) 17 (27.9) 14 (46.7) 122 (32.8)
department or urgent care clinic providers
Veterans perceived stigma that naloxone is 96 (34.2) 19 (31.1) 9 (30.0) 124 (33.3)

used only for opioid abuse or misuse

METHODS

This project received a QI designation from
the Office of PBM Academic Detailing Ser-
vice Institutional Review Board at the Ed-
ward Hines, Jr. Veterans Affairs Hospital VA
Medical Center (VAMC). This designation
was reviewed and approved by the Rocky
Mountain Regional VAMC Research and De-
velopment service. In addition, we received
national union approval to disseminate this
survey nationally across all VA Integrated
Service Networks (VISNs).

Survey

We worked with VHA subject matter experts,
key stakeholders, and the VA Collaborative
Evaluation Center (VACE) to develop the
survey. Subject matter experts and stakehold-
ers included VHA emergency medicine lead-
ership, ADS leadership, and mental health
and substance treatment providers. VACE is
an interdisciplinary group of mixed-method
researchers. The survey questions aimed to
capture perceptions and experiences regard-
ing naloxone distribution and new MAT initi-
ation of VHA ED/UCC providers.

We used a variety of survey question for-
mats. Close-ended questions with a pre-
defined list of answer options were used
to capture discrete domains, such as de-
mographic information, comfort level, and
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experience level. To capture health care pro-
vider (HCP) perceptions on barriers and
facilitators, we used multiple-answer multi-
ple-choice questions. Built into this question
format was a free-response option, which al-
lowed respondents to offer additional barri-
ers or facilitators. Respondents also had the
option of not answering individual questions.

We identified physicians, nurse practitio-
ners (NPs), and physician assistants (PAs)
who saw at least 100 patients in the ED or
UCC in at least one 3-month period in the
prior year and obtained an email address
for each. In total, 2228 ED or UCC provid-
ers across 132 facilities were emailed a sur-
vey; 1883 (84.5%) were ED providers and
345 (15.5%) were UCC providers.

We used Research Electronic Data Cap-
ture (REDCap) software to build and dis-
seminate the survey via email. Surveys were
initially disseminated in late January 2019.
During the 3-month survey period, recipients
received 3 automated email reminders from
REDCap to complete the survey. Survey data
were exported from REDCap. Results were
analyzed using descriptive statistics analyses
with Microsoft Excel.

RESULTS
One respondent received the sur-
vey in error and was excluded from the
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TABLE 3 Facilitators to Naloxone Distribution From ED and UCC

Health Care Providers, No. (%)

Nurse Physician

Facilitators Physicians Practitioners Assistants All
Other 23 (8.2) 3 (4.9) 3(10.0) 29 (7.8)
Being able to spend more time to educate 34 (12.1) 3(4.9) 3(10.0) 40 (10.8)
patient about medication

Videos and/or handouts for patients with 57 (20.3) 12 (19.7) 6 (20.0) 75 (20.2)
education about medication

Automated prompt in CPRS for those patients 57 (20.3) 18 (29.5) 3(10.0) 78 (21.0)
who are being prescribed opioids

Patient desire to use opioids safely 75 (26.7) 16 (26.2) 8 (26.7) 99 (26.6)
Facility leadership interest in opioid safety 79 (28.1) 15 (24.6) 6 (20.0) 100 (26.9)
Societal attitudes such as a shift away from 87 (31.0) 13 (21.3) 4(13.3) 104 (28.0)
using opioids to manage pain

Patient knowledge of medication options to help 92 (32.7) 20 (32.8) 6 (20.0%) 118 (31.7)
overdose

Pharmacist who could help prescribe and help 126 (44.8) 28 (45.9) 12 (40.0) 166 (44.6)

educate the patient on the medication

Abbreviations: CPRS, Computerized Patient Record System; ED, emergency department; UCC, urgent care center.

analysis. The survey response rate was
16.7%: 372 responses from 103 unique fa-
cilities. Each VISN had a mean 20 respon-
dents. The majority of respondents (n =
286, 76.9%) worked in highly complex
level 1 facilities characterized by high pa-
tient volume and more high-risk patients
and were teaching and research facilities.
Respondents were asked to describe their
most recent ED or UCC role. While 281
respondents (75.5%) were medical doc-
tors, 61 respondents (16.4%) were NPs, 30
(8.1%) were PAs, and 26 (7.0%) were ED/
UCC chiefs or medical directors (Table 1).
Most respondents (80.4%) reported at least
10 years of health care experience.

The majority of respondents (72.9%) be-
lieved that HCPs at their VHA facility should
be prescribing naloxone. When asked to
specify which HCPs should be prescribing
naloxone, most HCP respondents selected
pharmacists (76.4%) and substance abuse
providers (71.6%). Less than half of respon-
dents (45.0%) felt that VA ED/UCC pro-
viders also should be prescribing naloxone.
However, 58.1% of most HCP respondents
reported being comfortable or very comfort-
able with prescribing naloxone to a patient
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in the ED or UCC who already had an exist-
ing prescription of opioids. Similarly, 52.7%
of respondents reported being comfortable or
very comfortable with coprescribing nalox-
one when discharging a patient with an opi-
oid prescription from the ED/UCC. Notably,
while 36.7% of PAs reported being comfort-
able/very comfortable coprescribing nalox-
one, 46.7% reported being comfortable/very
comfortable prescribing naloxone to a patient
with an existing opioid prescription. Phy-
sicians and NPs expressed similar levels of
comfort with coprescribing and prescribing
naloxone.

Respondents across provider types in-
dicated a number of barriers to prescribing
naloxone to medically appropriate patients
(Table 2). Many respondents indicated pre-
scribing naloxone was beyond the ED/UCC
provider scope of practice (35.2%), followed
by the perceived stigma associated with nal-
oxone (33.3%), time required to prescribe
naloxone (23.9%), and concern with patient’s
ability to use naloxone (22.8%).

Facilitators for prescribing naloxone to
medically appropriate patients identified by
HCP respondents included pharmacist help
and education (44.6%), patient knowledge

Opioid Safety
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TABLE 4 Barriers to MAT Initiation From ED and UCC

Health Care Providers, No. (%)

Nurse Physician
Barriers Physicians Practitioners Assistants All
Cost 17 (6.0) 5(8.2) 3(10.0) 25 (6.7)
Facility leadership not supportive 20 (7.1) 4 (6.6) 5(16.7) 29 (7.8)
Other 22 (7.8) 5(8.2) 2(6.7) 29 (7.8)
Veterans unwilling/unable to use it 47 (16.7) 17 (27.9) 6 (20.0) 70 (18.8)
Heroin/opioid withdrawal is not life threatening; can 58 (20.6) 11 (18.0) 3(10.0) 72 (19.4)
be handled in other ways in the ED/UCC
Uncomfortable using MAT 83 (29.5) 13 (21.3) 9 (30.0) 105 (28.2)
Time it requires to prescribe MAT 89 (31.7) 16 (26.2) 6 (20.0) 111 (29.8)
Unclear follow-up plan and system for referral of care 149 (53.0) 24 (39.3) 14 (46.7) 187 (50.3)
Beyond the ED/UCC provider scope of practice 157 (55.9) 24 (39.3) 17 (56.7) 198 (53.2)

Abbreviations: CPRS, Computerized Patient Record System; ED, emergency department; MAT, medication-assisted
treatment; UCC, urgent care center; VA, US Department of Veterans Affairs.

of medication options (31.7%), societal shift
away from opioids for pain management
(28.0%), facility leadership (26.9%), and pa-
tient interest in safe opioid usage (26.6%)
(Table 3). In addition, NPs specifically en-
dorsed Computerized Patient Record Sys-
tem prompts for patients prescribed opioids
(29.5%).

Less than 6.8% of HCP respondents indi-
cated that they were comfortable using MAT.
Meanwhile, 42.1% of respondents reported
being aware of MAT but not familiar with
it, and 23.5% reported that they were un-
aware of MAT. Correspondingly, 301 of the
372 (88.5%) HCP respondents indicated that
they had not prescribed MAT in the past year.
Across HCP types, only 24.1% indicated that
it is the role of VA ED or UCC providers to
prescribe MAT when medically appropriate
and subsequently refer patients to substance
abuse treatment for follow-up (just 7.1% of
PAs endorsed this). Furthermore, 6.5% and
18.8% of HCP respondents indicated that
their facility leadership was very supportive
and supportive, respectively, of MAT for OUD
prescribing.

Barriers to MAT initiation indicated by
HCP respondents included limited scope
of ED and UCC practice (53.2%), unclear
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follow-up/referral process (50.3%), time
(29.8%), and discomfort (28.2%). Nearly
one-third of NPs (27.9%) identified patient
willingness/ability as a barrier to MAT initia-
tion (Table 4).

Facilitators of MAT initiation in the ED
or UCC included VHA same-day treatment
options (34.9%), patient desire (32.5%),
pharmacist help/education (27.4%), and
psychiatric social workers in the ED or
UCC (25.3%). Some NPs (23.0%) and PAs
(26.7%) also indicated that having time
to educate veterans about the medication
would be a facilitator (Table 5). Facility
leadership support was considered a facili-
tator by 30% of PAs.

DISCUSSION

To the best of our knowledge, there have not
been any studies examining HCP perceptions
of the barriers and facilitators to naloxone
distribution or the initiation of MAT in VHA
ED and UCCs. Veterans are at an increased
risk of overdose when compared with the
general population, and increasing access to
opioid safety measures (eg, safer prescribing
practices, naloxone distribution) and treat-
ment with MAT for OUD across all clinical
settings has been a VHA priority.
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TABLE 5 Facilitators to MAT Initiation from EDs and UCCs by HCP

Health Care Providers, No. (%)

Nurse Physician
Facilitators Physicians Practitioners Assistants All
Veterans perceived stigma about MAT 12 (4.3) 6 (9.8) 4 (13.3) 22 (5.9)
Pharmacist prompt in CPRS 29 (10.3) 6 (9.8) 6 (20.0) 41 (11.0)
Videos and/or handouts for patients with 35 (12.5) 9 (14.8) 5(16.7) 49 (13.2)
education about medication
Other 45 (16.0) 10 (16.4) 3(10.0) 58 (15.6)
Being able to spend more time with the veteran 44 (15.7) 14 (23.0) 8 (26.7) 66 (17.7)
to educate him/her about the medication
Facility leadership interest 53 (18.9) 9(14.8) 9 (30.0) 71 (19.1)
Patient knowledge of medication 53 (18.9) 11 (18.0) 8 (26.7) 72 (19.4)
Psychiatric social workers in the ED/UCC 73 (26.0) 12 (19.7) 9 (30.0) 94 (25.3)
Pharmacist who could help prescribe and 78 (27.8) 15 (24.6) 9 (30.0) 102 (27.4)
educate about medication
Patient desire to quit or taper from using opioids 93 (33.1) 17 (27.9) 11 (36.7) 121 (32.5)
Additional VA-based treatment options for the 101 (35.9) 18 (29.5) 11 (36.7) 130 (34.9)

same-day of presentation to the ED/UCC (eg,
detox facility)

Abbreviations: CPRS, Computerized Patient Record System; ED, emergency department; MAT, medication-assisted
treatment; UCC, urgent care center; VA, US Department of Veterans Affairs.

National guidance from VHA leadership,
the Centers for Disease Control and Preven-
tion (CDQC), the US Surgeon General, and the
US Department of Health and Human Ser-
vices (HHS) call for an all-hands-on-deck ap-
proach to combatting opioid overdose with
naloxone distribution or MAT (such as bu-
prenorphine) initiation.”* VHA ED and UCC
settings provide acute outpatient care to pa-
tients with medical or psychiatric illnesses
or injuries that the patient believes requires
emergent or immediate medical attention or
for which there is a critical need for treat-
ment to prevent deterioration of the condi-
tion or the possible impairment of recovery.*
However, ED and UCC environments are
often regarded as settings meant to stabilize
a patient until they can be seen by a primary
care or long-term care provider.

A major barrier identified by HCPs was
that MAT for OUD was outside their ED/
UCC scope of practice, which suggests a
need for a top-down or peer-to-peer reex-
amination of the role of HCPs in ED/UCC
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settings. Any naloxone distribution and/or
MAT-initiation program in VHA ED/UCCs
should consider education about the role of
ED/UCC HCPs in opioid safety and treat-
ment. According to a VHA Support Service
Center (VSSC) employee report database,
in fiscal year 2018, per diem/fee-basis and
contract HCPs comprised nearly 40% of
clinical emergency medicine physician full-
time equivalent employees, which presents
a unique barrier to HCP education. Fee-
basis and per diem HCPs may be less aware
of, engaged in, or committed to VHA goals.
Additionally, short-term HCPs may have
fewer opportunities for training and educa-
tion regarding naloxone or MAT use.

Only 25.3% of HCPs reported that their
facility leadership was supportive or very
supportive of MAT prescribing. This sug-
gests that facility leadership should be
engaged in any efforts to implement a MAT-
initiation program in the facility’s ED. En-
gaging leadership in efforts to implement
ED-based MAT programs will allow for a

Opioid Safety
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better understanding of leadership goals
as related to opioid safety and an oppor-
tunity to address concerns regarding pre-
scribing MAT in the ED. We recommend
engaging facility leadership early in MAT
implementation efforts. Respectively, 12.4%
and 28.2% of HCP respondents reported
discomfort prescribing naloxone or using
MAT, suggesting a need for more education.
Similarly, only 6.8% of HCPs reported com-
fort with using MAT.

A consideration for implementing ED/
UCC-based MAT should be the inclusion of
a training component. An evidence-based
clinical treatment pathway that is appro-
priate to the ED/UCC setting and facility
on the administration of MAT also could
be beneficial. A clinical treatment pathway
that includes ED/UCC-initiated discharge
recommendations would address HCP con-
cerns of unclear follow-up plans and sys-
tem for referral of care. To this end, a key
implementation task is coordinating with
other outpatient services (eg, pain manage-
ment clinic, substance use disorder treat-
ment clinic) equipped for long-term patient
follow-up to develop a system for referral
of care. For example, as part of the clin-
ical treatment pathway, an ED can de-
velop a system of referral for patients
initiated on MAT in the ED in which pa-
tients are referred for follow-up at the fa-
cility’s substance use disorder treatment
clinic to be seen within 72 hours to con-
tinue the administration of MAT (such as
buprenorphine).

In addition to HCP education, results sug-
gest that patient/veteran education regarding
naloxone and/or MAT should be considered.
HCPs indicated that having help from a phar-
macist to educate the patient about the med-
ications would be a facilitator to naloxone
distribution and MAT initiation. Similarly, pa-
tient knowledge of the medications also was
endorsed as a facilitator. As such, a consid-
eration for any future ED/UCC-based nalox-
one distribution or MAT-initiation programs
in the VHA should be patient education
whether by a clinically trained professional or
an educational campaign for veterans.

Expanded naloxone distribution and
initiation of MAT for OUD for EDs/UCCs
across the VHA could impact the lives of
veterans on long-term opioid therapy, with
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OUD, or who are otherwise at risk for opi-
oid overdose. Steps taken to address the
barriers and leverage the facilitators identi-
fied by HCP respondents can greatly reduce
current obstacles to widespread implemen-
tation of ED/UCC-based naloxone distribu-
tion and MAT initiation nationally within
the VHA.

Limitations

This survey had a low response rate (16.7%).
One potential explanation for the low re-
sponse rate is that when the survey was
deployed, many of the VHA ED/UCC phy-
sicians were per-diem employees. Per-diem
physicians may be less engaged and aware
of site facilitators or barriers to naloxone and
MAT prescribing. This, too, may have poten-
tially skewed the collected data. However, the
survey did not ask HCPs to disclose their em-
ployment status; thus, exact rates of per diem
respondents are unknown.

We aimed to capture only self-perceived
barriers to prescribing naloxone and MAT in
the ED, but we did not capture or measure
HCP respondents actual prescribing rates of
MAT or naloxone. Understanding HCP per-
ceptions of naloxone distribution and MAT
initiation in the ED may have been further
informed by comparing HCP responses to
their actual clinical practice as related to their
prescribing of these medications. In future
research, we will link HCPs with the actual
numbers of naloxone and MAT medications
prescribed. Additionally, we do not know
how many of these barriers or proposed facil-
itators will impact clinical practice.

CONCLUSIONS

A key aim for VHA leadership is to increase
veteran access to naloxone distribution and
MAT for OUD across clinical areas. The pres-
ent study aimed to identify HCP perceptions
of barriers and facilitators to the naloxone
distribution and MAT-initiation programs in
VHA ED/UCCs to inform the development
of a targeted QI program to implement these
opioid safety measures. Although the survey
yielded a low response rate, results allowed
us to identify important action items for our
QI program, such as the development of clear
protocols, follow-up plans, and systems for
referral of care and HCP educational mate-
rials related to MAT and naloxone. We hope
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this work will serve as the basis for ED/UCC-
tailored programs that can provide custom-
ized educational programs for HCPs designed
to overcome known barriers to naloxone and
MAT initiation.
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