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Abstract
Background: Over 100,000 people died from opioid-related overdoses in the United States in
2023. People experiencing homelessness (PEH) are at especially high risk of co-occurring
mental illness and substance use disorder, and face added barriers to accessing medical and

psychiatric care. Buprenorphine is a life-saving medication used to treat opioid use disorder

(OUD).

Objective: This project assessed the feasibility of altering prescribing practices at a community
mental health clinic in King County, Washington to incorporate medication for opioid use

disorder (MOUD) into standard clinic procedures.

Methods: This project was a mixed-methods, formative evaluation that assessed the need for and

barriers to implementing MOUD at the community mental health clinic.

Results: Between 13-22% of patients at the clinic are diagnosed with OUD. The main barriers to
implementation included staffing and reimbursement. Administrative and clinical staff recognize

the need for and support implementation of MOUD.

Conclusions: It is possible to overcome administrative barriers to support psychiatric NPs who

are willing and able to prescribe MOUD.

Implications for Nursing: Organization change is a complex and collaborative process. Nurse
practitioners are well-suited to advocate for and spearhead change within their practice sites to

increase patients’ access to medical care.

Keywords: buprenorphine; medication for opioid use disorder; community mental health;

nurse practitioner



Medication for Opioid Use Disorder in a Community Mental Health Clinic

In the United States, opioid overdose-related deaths rose rapidly over the last decade and
reached historic levels in 2023 (Ahmad et al., 2023; Kariisa et al., 2023; Spencer et al., 2022).
People experiencing homelessness (PEH) are at especially high risk of dying from opioid
overdose (Fine et al., 2022), as they experience a high rate of co-occurring opioid use disorder
(OUD) and mental illness. Psychiatric mental health nurse practitioners (PMHNP) are well-
positioned to treat OUD with medication (MOUD) (Jones et al., 2020) especially since the
required DEA X-waiver that restricted prescribing was eliminated by Congress in 2022
(JDSUPRA, 2023). MOUD reduces the risk of death from opioid overdose by at least 50%,
making it a key component in the effort to reduce drug-related mortality (Pearce et al., 2020;
Wakeman et al., 2020). However, organizational change that supports and encourages MOUD
prescribing by nurse practitioners through the development and implementation of evidence-
based protocols is critical to respond to changing drug use trends and provide high-quality
patient care.

Worldwide, approximately 600,000 deaths in 2019 were related to drug use, 80% of
which were related to opioids (World Health Organization, 2023). Over 107,000 people died of
drug overdoses in the United States in 2022, with opioids involved in two thirds of those deaths
(Kariisa et al., 2023). This is an almost fourfold increase from the 21,089 opioid-overdose
fatalities in 2010 (National Institute on Drug Abuse, 2023). Rising death rates from synthetic
opioids, primarily fentanyl, account for the majority of the increase while the percentage of
deaths from heroin, methadone, and natural and semisynthetic opioids such as oxycodone

decreased from 2010 to 2021 (Spencer et al., 2022).



The annual fatal overdose rate in King County, Washington is also rising. It increased by
6% each year between 2012 and 2019, after which it skyrocketed. It increased by 20% between
2019-2020 and by 39% between 2020-2021 (Hood & Collins, 2022). Fentanyl was involved in
over 70% of opioid-related deaths in 2022, a significant increase since 2018, when fewer than
10% of fatal overdoses in King County involved fentanyl (Hood & Collins, 2022).

This project assessed the feasibility of implementing a MOUD prescribing program at a
community mental health clinic serving primary homeless clients in King County, Washington.
Nurse practitioners identify lack of organizational support as a barrier to prescribing MOUD
(Andraka-Christou et al., 2022). To support their PMHNPs, community health organizations
must develop evidence-based protocols and training opportunities to ensure high-quality care and
cohesive management of complex co-occurring disorders for their clients. This project used a
stepwise approach to assess the feasibility of incorporating buprenorphine prescribing via 1) a
needs assessment of enrolled patients, 2) a review of current buprenorphine prescribing
protocols, 3) a program change feasibility assessment, and 4) a presentation of findings to key
stakeholders eliciting feedback.

Background
The Opioid Crisis

The U.S. government declared the opioid epidemic a public health emergency on October
16, 2017, although deaths began rising significantly in 1999 (Jones et al., 2018). The crisis began
in the 1990s when the pharmaceutical industry, medical associations, and governmental bodies
shared responsibility for the over-prescription and ineffective monitoring of prescription opioids
to treat non-malignant pain (Jones et al., 2018). The first wave of the epidemic, lasting from

1999-2010, primarily consisted of deaths from prescription opioids. From 2010-2013, the second



wave consisted of heroin-related deaths as prescribing practices tightened and some patients may
have turned to illicit opioids to meet their needs. The third wave began in 2013 and deaths are
now mostly due to synthetic opioids, primarily fentanyl (Centers for Disease Control and
Prevention [CDC], 2022a).

Fentanyl is a synthetic opioid that is 50 times stronger than heroin, 100 times stronger
than morphine, and is FDA-approved to treat severe, acute, often cancer-related pain (CDC,
2022b). Illicitly sold fentanyl is manufactured in a matter of days from standard chemicals in
laboratories and easily smuggled to consumer markets where it is sold as powder, pressed into
counterfeit pills, and mixed with other illicit drugs (Kan et al., 2022). Many consumers are
unaware they are ingesting the odorless and tasteless fentanyl, putting them at significant risk of
accidental fatal overdose due to its potency. Over 92% of opioid overdose deaths are accidental
(CDCec, 2022). Currently, over 150 people die per day in the United States from synthetic-opioid
related deaths (CDC, 2022b).

Medication for Opioid Use Disorder

Medications used to treat opioid use disorder (MOUD) include buprenorphine,
methadone, and naltrexone. Buprenorphine is a competitive, partial mu-opioid agonist (Buttaro
et al., 2021) that reduces cravings (McAnulty et al., 2022), decreases mortality rates by at least
50% (Bahji et al., 2019; Pearce et al., 2020; Wakeman et al., 2020), and reduces engagement in
criminal behavior (Molero et al., 2018). Due to its respiratory depression ceiling effect,
buprenorphine is safer than methadone, a full opioid-agonist (Buttaro et al., 2021). Naltrexone,
an opioid antagonist, is more difficult to initiate, as it requires complete detoxification from

opioids prior to induction (Lee et al., 2018).



Patients can receive buprenorphine prescriptions in outpatient settings rather than the
mandatory daily dosing for methadone at designated opioid treatment programs. Buprenorphine
is available in short-acting oral or long-acting injectable formulations (Alkermes Inc., 2022;
Braeburn Inc., 2023; Indivior PLC, 2023). Compared to methadone, buprenorphine shows
increased protection against fatal overdose (Bahji et al., 2019). However, if other opioids are
present in the body, buprenorphine’s strong affinity for mu-opioid receptors and partial agonist
properties can precipitate withdrawal (Buttaro et al., 2021; Johnson et al., 2003). Precipitated
withdrawal is the rapid onset of severe withdrawal symptoms, including nausea, diarrhea,
constipation, sweating, chills, muscle and joint aches, increased pain, and anxiety (Buttaro et al.,
2021).

Fentanyl is highly lipophilic, and its wide distribution in the body’s adipocytes lengthens
excretion time, sometimes resulting in fentanyl-positive urinalysis over 48 hours after last
reported ingestion (Antoine et al., 2021). Standard buprenorphine induction protocols require the
patient to withdraw from the illicit opioid for at least four hours (Johnson et al., 2003), but this
period is insufficient for fentanyl to completely leave the body. However, requiring patients to
wait at least 24 hours prior to induction often causes intolerable withdrawal symptoms (Antoine
et al., 2021; Johnson et al., 2003; Varshneya et al., 2022), and patients may return to illicit
opioids to relieve their symptoms. As such, alternate induction protocols are newly preferred in
the fentanyl era (Hadmmig et al., 2016).

Intersection of Homelessness, Mental Illness, and Drug Use

It is estimated that in 2022, 582,462 people were homeless nationwide, 25,211 people

were homeless in Washington State, and 13,368 people were homeless in King County (de Sousa

et al., 2022), an estimate which grew to more than 16,000 people in 2024 (King County Regional



Homelessness Authority, 2024). People experiencing homelessness (PEH) are at very high risk
of severe mental illness (SMI) and substance use disorder. An estimated 12.4% of PEH have
schizophrenia (Gutwinski et al., 2021), much higher than the estimated 0.48% of the general
population (Simeone et al., 2015). Additionally, compared to 8.6% of the adult U.S. population,
approximately 22% of PEH have a drug-related disorder (SAMHSA, 2022). Substance use is
often both a coping strategy for homelessness and a contributing factor to becoming unstably
housed (Gutwinski et al., 2021)

Psychiatric mental health nurse practitioners already provide high quality, efficient care
for PEH with SMI (Baker et al., 2018) and are legally able to prescribe MOUD to their patients
rather than refer them to a separate provider (RCW 18.79.250, 2024). Addiction specialists
identify homeless patients’ lack of access to mental health care as one of the main barriers to
their retention in OUD treatment programs (Simpson et al., 2021). Combining mental health care
and MOUD from the same clinician streamlines care for patients and reduces access barriers.
Streamlined, accessible care is critically important for homeless patients because they experience
additional logistical, psychosocial, and communication hurdles when engaging with healthcare
providers (Omerov et al., 2020). However, clinicians need adequate training and organizational
support to successfully manage MOUD in complex patients.

On December 29, 2022, the US Congress passed the Mainstreaming Addiction Treatment
Act, repealing the Drug Enforcement Agency’s (DEA) special “X”-waiver requirement, which
mandated that prescribers receive the waiver before prescribing MOUD (JDSUPRA, 2023).
Hopefully, the repeal of the X-waiver requirement will result in benefits comparable to those in
France, where deaths from fatal opioid overdoses declined 79% after buprenorphine prescribing

restrictions were removed from all physicians in 1995 (D’Onofrio et al., 2021).



Review of Literature

A literature review of 19 relevant articles was conducted to explore themes related to this
topic. Searches were conducted in PubMed and Google Scholar using key search terms
(buprenorphine, induction protocol, psychiatric nurse practitioner, fentanyl, medication assisted
treatment, barriers, access, mental illness, and community mental health). Results were
restricted to articles published since 2018 in English-language and peer-reviewed journals, with
the exception of landmark studies. After an initial review, irrelevant articles that did not meet
serach criteria were discarded. An ancestry search of particularly relevant articles’ references
was also conducted. Major themes that emerged include buprenorphine induction protocols, and
access and barriers to care.

Buprenorphine was FDA-approved to treat opioid use disorder in 2002. Initial guidelines
recommended a starting buprenorphine dose of 4.0 mg at least four hours after last opioid use,
followed by a second 4.0 mg dose three hours later (Johnson et al., 2003). However, as fentanyl
became the predominant illicit opioid, clinicians recognized that the standard buprenorphine
induction was causing severe withdrawal symptoms, fear, and return-to-use for patients using
fentanyl (Himmig et al., 2016; Weimer et al., 2023). The ‘Bernese method’, also called a
microinduction protocol, is now a predominant prescribing practice (Weimer et al., 2023).

Microinduction differs from standard induction by gradually bridging the patient from
illicit opioid use to buprenorphine. The patient begins with a small (e.g., 0.25-1.0 mg) dose and
gradually increases to daily or twice daily micro doses while simultaneously decreasing their

illicit opioid use (Weimer et al., 2023). The buprenorphine slowly accumulates at the mu opioid



receptors, until the full opioid agonist is gradually fully displaced (Spreen et al., 2022). After one
week to two weeks, patients may stop using the illicit opioid and instead take a standard daily
maintenance dose of buprenorphine (Hdmmig et al., 2016).

Microinduction is now preferred since it reduces opioid-free periods during which
patients may experience severe withdrawal (Himmig et al., 2016; Moe et al., 2020). To date,
however, no randomized controlled trials have been completed, nor do clinical guidelines for
initiation exist (Moe et al., 2021). Instead, a variety of microinduction protocols with varied
dosing have been used to start patients on buprenorphine without precipitating withdrawal (Moe
et al., 2021; Spreen et al., 2022). Starting doses range from 0.25-0.5 mg and patients reach daily
maintenance doses of 24-32 mg on treatment day six to eight (Antoine et al., 2021; Brar et al.,
2020; Moe, et al., 2020; Rozylo et al., 2020; Suen et al., 2022). A meta-analysis comparing
standard to microinduction protocols found a 95.6% versus 96% success rate, respectively, with
each strategy, showing that microinduction is an effective and well-tolerated method of
prescribing MOUD for fentanyl users (Spreen et al., 2022).

In their 2023 paper, the American Society of Addiction Medicine recommended a
customized approach to induction for each patient (Weimer et al., 2023) depending on their
needs. Considerations include the patient’s ability to tolerate moderate opioid withdrawal, the
clinical setting, complexity of induction, and stabilization duration (Weimer et al., 2023). In
addition to the standard and microinduction approaches, clinicians in emergency departments
and urgent care centers have described a high-dose induction, wherein patients take 16-32 mg of
buprenorphine in one or two doses within a few hours to increase mu opioid receptor activation
and increase the opioid blockade (Herring et al., 2021; Snyder et al., 2023). Although fewer than

2% of patients experienced precipitated withdrawal with the high-dose method (Herring et al.,



2021; Snyder et al., 2023), evidence of its successful use in outpatient clinics is sparsely
represented in the literature (Weimer et al., 2023).

Subcutaneous injections of extended-release (XR) buprenorphine can be prescribed as
initial therapy or as maintenance after a patient is stable on oral buprenorphine (Azar et al.,
2020). It effectively controls cravings, reduces illicit opioid use, and has been shown to increase
participation in employment (Haight et al., 2019). Although the manufacturer of Sublocade, one
of the two brands of buprenorphine XR, recommends seven days of oral buprenorphine prior to
initiating the injection (Indivior PLC., 2023), patients who received the injection after one dose
of oral buprenorphine did not experience precipitated withdrawal (Hassman et al., 2023).

Adults with serious mental illness (SMI) are nearly three times more likely to use illicit
drugs and nearly five times more likely to use opioids than adults without mental illness
(SAHMSA, 2022). In 2021, 14.1 million people over age 18 in the United States had SMI, with
45% of those having a co-occurring substance use disorder (SAHMSA, 2022). SMI reduces the
individual’s capacity to plan, make informed decisions, and follow through with treatment plans.
Moreover, active addiction to illicit drugs may compel the individual to pursue the supply of that
drug at the expense of their basic needs, psychiatric and physical health. Other barriers to
treatment include insufficient clinician training, housing instability, financial obligations, and
non-standardization of care (Madras et al., 2020).

To encourage engagement, OUD treatment for people experiencing homelessness,
particularly those with SMI, must be low barrier and without stigma. Incorporating patient
perspectives is necessary to offer induction and treatment strategies that are patient-centered and
yield the highest opportunity for ongoing retention (Sue et al., 2022). Treatment duration longer

than three months is associated with greater protection against overdose (Wakeman et al., 2020).



In Seattle, homeless patients at a rapid-stabilization, low-barrier buprenorphine clinic preferred
to remain with providers with whom they had built trust and rapport, rather than transfer their
MOUD to a primary care clinic, presenting an opportunity to retain patients for a longer duration
(Hood et al., 2020).

Integrating MOUD treatment into existing mental health programs where patients already
have meaningful, trusting relationships with psychiatric providers and mental health therapists
encourages patients to engage more fully in their healthcare (Truong et al., 2019). Participants in
a Baltimore-based outpatient MOUD program reported comorbid mental health problems as a
major challenge to retention in the program (Truong et al., 2019). Similarly, nurse practitioners
who provide MOUD have identified “insufficient psychosocial support” (Andraka-Christou et
al., 2022) for their clients as a major barrier to treatment. Incorporating MOUD treatment into
mental health treatment for PEH is a promising mitigator of these barriers.

Methods
This was a mixed-methods, non-experimental, formative evaluation that assessed
the need for and feasibility of implementing a buprenorphine prescribing policy to treat patients
with opioid use disorder at a community mental health clinic. A formative evaluation is a
systematic process of gathering information in order to identify and describe complexities,
opportunities, and barriers to implementation of a proposed project or policy change (CDC, n.d.;
Elwy et al., 2020).

The four aims of the project, implemented in a stepwise fashion, were as follows:

Phase 1: Retrospective chart review, describing OUD prevalence among current clinic patients.

Phase 2: Review of common buprenorphine prescribing protocols.



Phase 3: A program evaluation and needs assessment to identify opportunities and barriers to
implementation of buprenorphine.
Phase 4: Presentation of proposed policy change to clinical staff.

This project was submitted to Seattle University’s Institutional Review Board for
consideration of ethical and privacy issues on December 18, 2023. On January 2, 2024, the
Seattle University IRB determined the project to be exempt from IRB review in accordance with
federal regulation criteria.

Setting

The setting of this project was a community mental health clinic (hereafter “the clinic”)
in King County, Washington that serves homeless and unstably housed clients with serious
mental illness. The clinical staff includes three psychiatric mental health nurse practitioners, one
psychiatrist, two registered nurses, and clinical mental health staff. Administrative staff includes
the clinical director, regional director, two site directors, clinical supervisors, and case managers.

Intervention Plan

For phase 1, the clinic’s electronic health record (EHR) system was reviewed and de-
identified diagnostic information for currently enrolled clinic patients was gathered. Though
clinic psychiatric nurse practitioners do not currently prescribe MOUD, they diagnose opioid use
disorder during the initial psychiatric assessment as medically appropriate. The prevalence of
patients with OUD was calculated.

During phase 2, buprenorphine induction protocols published in the literature were
reviewed, with a focus on similar patient populations. Anecdotal and public health data in King

County indicate that most clinic clients who use illicit opioids use primarily fentanyl (Hood &



Collins, 2022). Standard clinical guidelines do not exist for microinduction protocols, making a
literature review necessary to inform the development of clinical protocols.

The phase 3 feasibility assessment included a fiscal analysis and a predictive analysis of
training, staffing, and billing requirements needed to implement buprenorphine prescribing. This
was accomplished using best available evidence from public data available online, estimates of
cost based on the clinic’s own pay structure, and information shared from the clinic’s partner
agencies.

For phase 4, results from phases 1-3 were synthesized and presented to participants. The
goals of the presentation were two-fold: provide guidance to stakeholders regarding best-practice
buprenorphine prescribing protocols and elicit feedback to guide an implementation strategy.
After the presentation, participants were asked to complete an anonymous 5-point Likert survey
to gather participant feedback.

Participants

Participation from clinic staff was only necessary for phase 4 of the project. To elicit
feedback from both clinic administrators and patient-facing healthcare providers, the results of
phases 1-3 were first presented to key clinic administrative staff. Next, the results, with a greater
focus on induction strategies, were presented to the clinic’s licensed healthcare providers.
Included were those with the following job titles: psychiatric mental health nurse practitioner,
registered nurse, regional director, clinical director, site director, and billing specialist. Excluded
were case managers, mental health counselors, and administrative support staff. Participants
were recruited to attend the presentation via email invitations sent one month in advance. It was
held virtually via Microsoft Teams software.

Data Collection and Analysis



There were two types of output from this project. The first was the synthesized results of
phases 1-3. Results were formatted as a PowerPoint-style presentation for presentation in phase
4. Secondly, output from phase 4 of this project was anonymous survey results elicited from
participants of the presentation. Participants were asked to anonymously provide feedback via a
Qualtrics survey, assessing their degree of support for implementation of a MOUD program at
the clinic. Implied consent was obtained prior to completion of the survey on their phones or
computers. There were nine questions: seven were quantitative and two were open-ended,
qualitative questions to capture questions or concerns. Data from the Likert survey was
quantitatively analyzed using Microsoft Excel.

Results

Overall prevalence of OUD among the clinic’s patients was 19.3%. However, at the main
clinic location where most patients are seen, the prevalence was 21.5%. The prevalence at the
two smaller satellite clinic locations was 13.3% and 13.8%. There were a few limitations to the
retrospective chart review. First, patients may already be receiving MOUD from another clinic.
Secondly, results were likely an underestimation of OUD prevalence, as some patients are
hesitant to report their use or prefer to focus on their mental health diagnosis. Finally, even if
MOUD were offered to all patients with an OUD diagnosis, it would be unlikely that 100% of
patients would enroll in MOUD treatment.

The literature review of buprenorphine induction strategies elucidated that there is a wide
variety of induction protocols currently being used (Weimer et al., 2023). Since no clinical
guidelines currently exist recommending one induction strategy over another, it is best practice
to use a patient-centered approach and engage in shared decision making to decide the strategy

that is right for each individual patient (Weimer et al., 2023). This can be a time-consuming



process, especially when a clinician initially begins their MOUD practice. Overall, a
microinduction strategy fits best within the clinic’s constraints, as it has very low risk of
precipitated withdrawal and successfully bridges patients from illicit opioids, specifically
fentanyl, to stabilization on buprenorphine (Wakeman et al., 2020).

The feasibility assessment revealed opportunities and barriers to MOUD implementation.
The financial investment needed to implement MOUD is lower than expected. Training for all
three psychiatric nurse practitioners will cost an estimated $2,160 in total provider time. Free
trainings are available online. For example, SAMHSA has funded the Providers Clinical Support
System (PCSS), a website where clinicians can complete their required eight hours of training
(Providers Clinical Support System, 2024).

The main barriers identified by participants of phase 4 included registered nurse staffing,
reimbursement, and the functionality of the electronic health record system (EHR). The clinic is
currently understaffed with registered nurses: ideally, there would be two to three full-time
nurses. Currently there is only one full-time and one half-time nurse. Nurses handle prior
authorizations, MOUD follow-up appointments, pharmacy concerns, and patient
communications. Without sufficient nursing staff, the providers will be unable to meet the wrap-
around needs of each MOUD patient.

Likewise, the clinic’s EHR does not include the ability for providers to bill fee-for-
service to insurance companies, a reimbursement constraint. Instead, the clinic is part of a
Washington state program that reimburses community mental health organizations a daily rate
for providing psychiatric services. The EHR will need to be modified to include a billing system

that can capture reimbursement for MOUD services and is acceptable to insurance companies.



This will take at least a few weeks of work on the part of the IT department as well as training of
the administrative staff who complete the billing.

Of the eight participants, five completed the anonymous survey gauging perception of an
MOUD program in the clinic. All respondents indicated strong support for a program, as
indicated in Table 1. Staffing was identified as the primary barrier. A maintenance-only model,
wherein the clinic refers patients to outside clinics for induction but continue their buprenorphine
once they are stable, was identified during post-presentation discussion as the ideal strategy for
the clinic. Due to the complexity of induction protocols, the directors and the healthcare
providers both agreed that a maintenance-only model fits well within the clinic’s workflow and
capabilities. There are a plethora of clinics within King County that offer same-day
buprenorphine starts to which the clinic providers can refer their clients.

Table 1
Five respondents completed the survey, assessing their support or lack thereof, of implementing MOUD in the clinic

Question Respondant1 Respondant2 Respondant3 Respondant4 Respondant$

There is demonstrated need among clients for in-house buprenorphine prescribing

F Strongly agree

Clients would benefit from having the option to start MOUD here rather than
going to a different clinic

The benefits of in-house MOUD prescribing to clients would outweigh the cost of
added responsibilities to the agency/staff.

My job would be more difficult if MOUD were included in clinic protocol.

It is feasible to incorporate buprenorphine into clinic protocol with current staff.

The clinic would need to hire additional staff to be able to implement in-house
buprenorphine.

The clinic should incorporate buprenorphine into the clinic's prescribing protocols
for clients, as medically appropriate.

h Strongly disagree

Conclusions

This project evaluated the need for and feasibility of implementing medication for opioid
use disorder at a community mental health clinic. The patients at the clinic face many barriers to
accessing medical and psychiatric care, including homelessness, severe mental illness, substance
use disorder, and financial barriers. It is within the scope of practice for psychiatric nurse

practitioners to prescribe MOUD in Washington State. They already have rapport established



with their patients and are ideally suited to concurrently address opioid use disorder with
pharmacologic intervention alongside psychiatric treatment.
Implications for Nursing

Expanding patient access to pharmacologic treatment for opioid use disorder is critical at
the individual and population levels. Over 100,000 people died from fatal opioid-related
overdose in 2023 in the United States (Ahmad et al., 2023). Buprenorphine reduces the risk of
fatal overdose by at least 50%, making it a critical component of OUD treatment (Pearce et al.,
2020; Wakeman et al., 2020). Psychiatric nurse practitioners have the legal scope and training to
prescribe MOUD, increase access to treatment, and provide psychosocial support to their clients

at every stage of recovery.



References

Ahmad, F. B., Cisewski, J. A., Rossen, L. M., & Sutton, P. (2023, March 13). Provisional drug
overdose death counts. National Center for Health Statistics, Centers for Disease Control
and Prevention. https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm

Alkermes, Inc. (2022). Vivitrol. [package insert].

Andraka-Christou, B., Page, C., Schoebel, V., Buche, J., & Haffajee, R. L. (2022). Perceptions of
buprenorphine barriers and efficacy among nurse practitioners and physician assistants.
Addiction Science and Clinical Practice, 17(1), 1-11. https://doi.org/10.1186/s13722-
022-00321-6

Antoine, D., Huhn, A. S., Strain, E. C., Turner, G., Jardot, J., Hammond, A. S., & Dunn, K. E.
(2021). Method for successfully inducting individuals who use illicit fentanyl onto

buprenorphine/naloxone. American Journal on Addictions, 30(1), 83—87.
https://doi.org/10.1111/ajad.13069

Bahji, A., Cheng, B., Gray, S., & Stuart, H. (2019). Reduction in mortality risk with opioid
agonist therapy: A systematic review and meta-analysis. Acta Psychiatrica Scandinavica,
140(4), 313-339. https://doi.org/10.1111/acps.13088

Baker, J., Travers, J. L., Buschman, P., & Merrill, J. A. (2018). An efficient nurse practitioner—
led community-based service model for delivering coordinated care to persons with

serious mental Illness at risk for homelessness. Journal of the American Psychiatric
Nurses Association, 24(2), 101-108. https://doi.org/10.1177/1078390317704044

Braeburn, Inc. (2023). Brixadi. [package insert].

Brar, R., Fairbairn, N., Sutherland, C., & Nolan, S. (2020). Use of a novel prescribing approach
for the treatment of opioid use disorder: Buprenorphine/naloxone micro-dosing — a case
series. Drug and Alcohol Review, 39(5), 588—594. https://doi.org/10.1111/dar.13113

Buttaro, T. M., Polgar-Bailey, P., Sandberg-Cook, J., & Trybulski, J. (2021). Primary care:
Interprofessional collaboration (6th ed.). Elsevier.

Centers for Disease Control and Prevention. (2022). Understanding the opioid overdose
epidemic. Retrieved October 24, 2023, from
https://www.cdc.gov/opioids/basics/epidemic.html

Centers for Disease Control and Prevention. (2022). Fentanyl facts. Retrieved October 25, 2023,
from https://www.cdc.gov/stopoverdose/fentanyl/index.html

Centers for Disease Control and Prevention. (2022). Drug overdose deaths in the United States,
2001-2021. Retrieved May 30, 2024, from
https://www.cdc.gov/nchs/products/databriefs/db457 . htm#:~:text=01%20the%20drug%?2
Ooverdose%?20deaths,and%20semisynthetic%200pioids)%2C%20T40.


https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm
https://doi.org/10.1186/s13722-022-00321-6
https://doi.org/10.1186/s13722-022-00321-6
https://doi.org/10.1111/acps.13088
https://doi.org/10.1111/dar.13113
https://www.cdc.gov/stopoverdose/fentanyl/index.html

Centers for Disease Control and Prevention. (n.d.). Building our understanding: Key concepts of
evaluation. Retrieved October 24, 2023, from
https://www.cdc.gov/ncedphp/dch/programs/healthycommunitiesprogram/tools/pdf/eval
planning.pdf

de Sousa, T., Andrichik, A., Cuellar, M., Marson, J., Prestera, E., & Rush, K. (2022). The 2022
annual homelessness assessment report (AHAR) to Congress, Part 1: Point-in time

estimates of homelessness (Issue December).
https://www.huduser.gov/portal/sites/default/files/pdf/2022-AHAR-Part-1.pdf

DEA’s “X” waiver eliminated by Congress. (2023). JDSUPRA.
https://www.jdsupra.com/legalnews/dea-s-x-waiver-eliminated-by-congress-8675604/

D’Onofrio, G., Melnick, E. R., & Hawk, K. F. (2021). Improve access to care for opioid use
disorder : A call to eliminate the X-waiver requirement now. Annals of Emergency
Medicine, 78(2), 220-222. https://doi.org/10.1016/j.annemergmed.2021.03.023

Fine, D. R., Dickins, K. A., Adams, L. D., de Las Nueces, D., Weinstock, K., Wright, J., Gaeta,
J. M., & Baggett, T. P. (2022). Drug overdose mortality among people experiencing
homelessness, 2003 to 2018. JAMA Network Open, 5(1).
https://doi.org/10.1001/jamanetworkopen.2021.42676

Gutwinski, S., Schreiter, S., Deutscher, K., & Fazel, S. (2021). The prevalence of mental
disorders among homeless people in high-income countries: An updated systematic

review and metaregression analysis. PLoS Medicine, 18(8), 1-22.
https://doi.org/10.1371/journal.pmed.1003750

Haight, B. R, Learned, S. M., Laffont, C. M., Fudala, P. J., Zhao, Y., Garofalo, A. S.,
Greenwald, M. K., Nadipelli, V. R., Ling, W., Heidbreder, C., Andersen, J. L., Bailey, G.
L., Bartley, S. R., Biunno, M. J., Boyett, B., Carr, J. M., Cifuentes, E., Duarte-Sckell, S.
D., Dueno, O. R., ... Wiest, K. L. (2019). Efficacy and safety of a monthly
buprenorphine depot injection for opioid use disorder: A multicentre, randomised,
double-blind, placebo-controlled, phase 3 trial. The Lancet, 393(10173), 778-790.
https://doi.org/10.1016/S0140-6736(18)32259-1

Hammig, R., Kemter, A., Strasser, J., von Bardeleben, U., Gugger, B., Walter, M., Diirsteler, K.,
& Vogel, M. (2016). Use of microdoses for induction of buprenorphine treatment with
overlapping full opioid agonist use: the Bernese method. Substance Abuse and
Rehabilitation, 7, 99-105. https://doi.org/10.2147/sar.s109919

Hassman, H., Strafford, S., Shinde, S. N., Heath, A., Boyett, B., & Dobbins, R. L. (2023). Open-
label, rapid initiation pilot study for extended-release buprenorphine subcutaneous
injection. American Journal of Drug and Alcohol Abuse, 49(1), 43-52.
https://doi.org/10.1080/00952990.2022.2106574


https://www.jdsupra.com/legalnews/dea-s-x-waiver-eliminated-by-congress-8675604/
https://doi.org/10.1001/jamanetworkopen.2021.42676
https://doi.org/10.2147/sar.s109919

Hood, J. & Collins, H. (2022). 2022 overdose death report (Issue November).
https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm

Hood, J. E., Banta-Green, C. J., Duchin, J. S., Breuner, J., Dell, W., Finegood, B., Glick, S. N.,
Hamblin, M., Holcomb, S., Mosse, D., Oliphant-Wells, T., & Shim, M. H. M. (2020).
Engaging an unstably housed population with low-barrier buprenorphine treatment at a

syringe services program: Lessons learned from Seattle, Washington. Substance Abuse,
41(3), 356-364. https://doi.org/10.1080/08897077.2019.1635557

Indivior PLC. (2023). Sublocade. [package insert].

Johnson, R. E., Strain, E. C., & Amass, L. (2003). Buprenorphine: How to use it right. Drug and
Alcohol Dependence, 70, S59-S77. https://doi.org/10.1016/S0376-8716(03)00060-7

Jones, J., Tierney, M., Jacobs, G., Chien, S. Y., & Mallisham, S. (2020). Empowering psychiatric
mental health nurse practitioners to expand treatment opportunities for veterans with
opioid use disorder. Journal of Addictions Nursing, 31(4), 261-268.
https://doi.org/10.1097/JAN.0000000000000366

Jones, M. R., Viswanath, O., Peck, J., Kaye, A. D., Gill, J. S., & Simopoulos, T.T. (2018). A
brief history of the opioid epidemic and strategies for pain medicine. Pain and Therapy,
7(1), 13-21. https://doi.org/10.1007/s40122-018-0097-6

Kan, C., Miroff, N., Higham, S., Rich, S., & Remmel, T. (2022). Overview: From Mexican labs
to U.S. streets, a lethal pipeline. The Washington Post.
https://www.washingtonpost.com/investigations/interactive/2022/fentanyl-crisis-mexico-
cartel/?itid=1k inline_manual 15

Kariisa, M., O’Donnell, J., Kumar, S., Mattson, C. L., & Goldberger, B. A. (2023). Illicitly
manufactured fentanyl-involved overdose deaths with detected xylazine - United States,
January 2019 - June 2022. In American Journal of Public Health (Vol. 112, Issue 8).
American Public Health Association Inc. https://doi.org/10.2105/AJPH.2022.306881

King County Regional Homelessness Authority. (2024). Point-In-Time Count 2024. Retrieved
May 22, 2024, from https://kcrha.org/point-in-time-count-2024

Lee, J. D., Nunes, E. v., Novo, P., Bachrach, K., Bailey, G. L., Bhatt, S., Farkas, S., Fishman,
M., Gauthier, P., Hodgkins, C. C., King, J., Lindblad, R., Liu, D., Matthews, A. G., May,
J., Peavy, K. M., Ross, S., Salazar, D., Schkolnik, P., ... Rotrosen, J. (2018).
Comparative effectiveness of extended-release naltrexone versus buprenorphine-
naloxone for opioid relapse prevention (X:BOT): a multicentre, open-label, randomised
controlled trial. The Lancet, 391, 309-318. https://doi.org/10.1016/S0140-
6736(17)32812-X

Madras, B. K., Sharfstein, J., Hopkins, J., & School, B. (2020). Improving access to evidence-
based medical treatment for opioid use disorder: Strategies to address key barriers within


https://doi.org/10.1080/08897077.2019.1635557
https://doi.org/10.1097/JAN.0000000000000366
https://doi.org/10.1007/s40122-018-0097-6
https://www.washingtonpost.com/investigations/interactive/2022/fentanyl-crisis-mexico-cartel/?itid=lk_inline_manual_15
https://www.washingtonpost.com/investigations/interactive/2022/fentanyl-crisis-mexico-cartel/?itid=lk_inline_manual_15
https://doi.org/10.2105/AJPH.2022.306881

the treatment system. National Academy of Medicine Perspectives, 1-37.
https://doi.org/https://doi.org/10.31478/202004b

McAnulty, C., Bastien, G., Eugenia Socias, M., Bruneau, J., Foll, B. le, Lim, R., Brissette, S.,
Ledjiar, O., Marsan, S., Talbot, A., & Jutras-Aswad, D. (2022). Buprenorphine/naloxone
and methadone effectiveness for reducing craving in individuals with prescription opioid
use disorder: Exploratory results from an open-label, pragmatic randomized controlled
trial. Drug and Alcohol Dependence, 239(109604), 1-8.
https://doi.org/10.1016/j.drugalcdep.2022.109604

Moe, J., Badke, K., Pratt, M., Cho, R. Y., Azar, P., Flemming, H., Sutherland, K. A., Harvey, B.,
Gurney, L., Lockington, J., Brasher, P., Gill, S., Garrod, E., Bath, M., & Kestler, A.
(2020). Microdosing and standard-dosing take-home buprenorphine from the emergency
department: A feasibility study. JACEP Open, 1(6), 1712—-1722.
https://doi.org/10.1002/emp2.12289

Molero, Y., Zetterqvist, J., Binwanger, [.A., Hellner, C., Larsson, H. & Fazel, S. (2018).
Medications for alcohol and opioid use disorders and risk of suicidal behavior, accidental

overdoses, and crime. American Journal of Psychiatry, 175(10), 970-978. doi:
10.1176/appi.ajp.2018.17101112

National Institute on Drug Abuse. (2023). Drug overdose death rates.
https://nida.nih.gov/research-topics/trends-statistics/overdose-death-rates

Omerov, P., Craftman, A. G., Mattsson, E., & Klarare, A. (2020). Homeless persons’
experiences of health- and social care: A systematic integrative review. Health and Social
Care in the Community, 28, 1-11. https://doi.org/10.1111/hsc.12857

Pearce, L. A., Min, J.E., Piske, M., Zhou, H., Homayra, F., Slaunwhite, A., Irvine, M.,
McGowan, G., & Nosyk, B. (2020). Opioid agonist treatment and risk of mortality during

opioid overdose public health emergency: Population based retrospective cohort study.
The BMJ, 368. https://doi.org/10.1136/bmj.m772

Rozylo, J., Mitchell, K., Nikoo, M., Durante, S. E., Barbic, S. P., Lin, D., Mathias, S., & Azar, P.
(2020). Case report: Successful induction of buprenorphine/naloxone using a
microdosing schedule and assertive outreach. Addiction Science & Clinical Practice,
15(1), 2. https://doi.org/10.1186/s13722-020-0177-x

SAMHSA. (2022). Key substance use and mental health indicators in the United States: Results
from the 2021 national survey on drug use and health. In HHS Publication No. PEP19-
5068, NSDUH Series H-54. https://www.samhsa.gov/data/report/2021-nsduh-annual-
national-report

Simeone, J. C., Ward, A. J., Rotella, P., Collins, J., & Windisch, R. (2015). An evaluation of
variation in published estimates of schizophrenia prevalence from 1990-2013: A
systematic literature review. BMC Psychiatryl, 15(193), 1-14.
https://doi.org/10.1186/s12888-015-0578-7



https://doi.org/https://doi.org/10.31478/202004b
https://doi.org/10.1016/j.drugalcdep.2022.109604
https://doi.org/10.1136/bmj.m772
https://doi.org/10.1186/s12888-015-0578-7

Simpson, S. A., Hordes, M., Blum, J., Rinehart, D., & Al-Tayyib, A. (2021). Barriers to
engagement in opioid use disorder treatment after buprenorphine induction. Journal of
Addiction Medicine, 00(00), 1-4. https://doi.org/10.1097/ADM.0000000000000943

Spencer, M. R., Minifio, A. M., & Warner, M. (2022). Drug overdose deaths in the United States,
2001-2021. In NCHS Data Brief (Issue 457).
https://doi.org/https://dx.doi.or/10.15620/cdc:122556

Spreen, L. A., Dittmar, E. N., Quirk, K. C., & Smith, M. A. (2022). Buprenorphine initiation
strategies for opioid use disorder and pain management: A systematic review.
Pharmacotherapy, 42(5), 411-427. https://doi.org/10.1002/phar.2676

Sue, K. L., Cohen, S., Tilley, J., & Yocheved, A. (2022). A plea from people who use drugs to
clinicians: New ways to initiate buprenorphine are urgently needed in the fentanyl era.
Journal of Addiction Medicine, 16(4), 389-391.
https://doi.org/10.1097/ADM.0000000000000952

Suen, L. W., Lee, T. G., Silva, M., Walton, P., Coffin, P. O., Geier, M., & Soran, C. S. (2022).
Rapid overlap initiation protocol using low dose buprenorphine for opioid use disorder
treatment in an outpatient setting: A case series. Journal of Addiction Medicine, 16(5),
534-540. https://doi.org/10.1097/ADM.000000000000096 1

Truong, C., Krawczyk, N., Dejman, M., Marshall-Shah, S., Tormohlen, K., Agus, D., & Bass, J.
(2019). Challenges on the road to recovery: Exploring attitudes and experiences of clients

in a community-based buprenorphine program in Baltimore City. Addictive Behaviors,
93(2019), 14-19. https://doi.org/10.1016/j.addbeh.2019.01.020

Varshneya, N. B., Thakrar, A. P., Hobelmann, J. G., Dunn, K. E., & Huhn, A. S. (2022).
Evidence of buprenorphine-precipitated withdrawal in persons who use fentanyl. Journal
of Addiction Medicine, 16(4), E265-E268.
https://doi.org/10.1097/ADM.0000000000000922

Wakeman, S. E., Larochelle, M. R., Ameli, O., Chaisson, C. E., McPheeters, J. T., Crown, W.
H., Azocar, F., & Sanghavi, D. M. (2020). Comparative effectiveness of different
treatment pathways for opioid use disorder. JAMA Network Open, 3(2).
https://doi.org/10.1001/jamanetworkopen.2019.20622

Wash. Rev. Code § 18.79.250 (2024).

Weimer, M. B., Herring, A. A., Kawasaki, S. S., Meyer, M., Kleykamp, B. A., & Ramsey, K. S.
(2023). ASAM clinical considerations: Buprenorphine treatment of opioid use disorder
for individuals using high-potency synthetic opioids. Journal of Addiction Medicine,
17(6), 632-639. https://doi.org/10.1097/ADM.0000000000001202

World Health Organization. (2023, August 29). Opioid overdose. https://www.who.int/news-
room/fact-sheets/detail/opioid-


https://doi.org/10.1097/ADM.0000000000000943
https://doi.org/https://dx.doi.or/10.15620/cdc:122556
https://doi.org/10.1002/phar.2676
https://doi.org/10.1097/ADM.0000000000000961
https://doi.org/10.1016/j.addbeh.2019.01.020
https://doi.org/10.1001/jamanetworkopen.2019.20622

overdose#:~:text=Worldwide%2C%20about%20600%20000%20deaths,0f%200pioid%2
Ooverdose%20in%202019.



	Medication for Opioid Use Disorder in a Community Mental Health Clinic
	tmp.1721156019.pdf.fRHtq

