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The number of people with opioid use disorder and the
number of overdose deaths in the United States have in-
creased dramatically over the past 20 years. U.S. Congress
passed the SUPPORT for Patients and Communities Act,
which was signed into law in 2018, authorizing almost $8
billion to address the crisis. As experts in the treatment of

central nervous systems disorders, psychiatrists can play a
leading role in expanding treatment for people with opioid
use disorder and in advocating for policy changes to sup-
port community treatment for this group.
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The number of people with opioid use disorder in the United
States has increased substantially over the past 20 years,
fueled in part by a dramatic increase in opioid prescriptions
(1). According to the National Epidemiologic Survey on
Alcohol and Related Conditions–III (NESARC-III), in
2012–2013, 4.4% of men and 3.9% of women age 18 or older
used these medications for nonmedical purposes (2). Fur-
thermore, lifetime prevalence of heroin use jumped from
0.3% of Americans age 18 or older in 2001–2002 to 1.8% in
2012–2013 (3). Nonmedical opioid use varies dramatically
by region and is more common among men, young people,
Caucasians, and those with lower education and lower in-
come. Unfortunately, most individuals with an opioid use
disorder have not engaged in treatment (2).

One of themost devastating consequences of opioid abuse
is accidental overdose. Overdose deaths related to opioids
have risen dramatically over the past 16 years, reaching al-
most 50,000 deaths in 2017—a figure that does not include
overdose deaths with unspecified drugs, some of which may
have been attributable to opioids. Consequently, the U.S.
Department of Health and Human Services has declared
the problem an epidemic (4), and Congress has passed
the SUPPORT for Patients and Communities Act, which was
signed into law in 2018 (5), authorizing almost $8 billion to
address the crisis. As federal and state governments plan to
respond, psychiatry must play a leading role in addressing
the problem of opioid use disorders in U.S. communities (6).

Psychiatrists are experts in understanding the patho-
physiology, psychosocial contributors, impact, and treat-
ment of central nervous system disorders, including opioid
use disorder. Given this expertise and the high rates of

opioid use disorder among patients with other mental health
conditions, psychiatrists face an exciting opportunity
to embrace and incorporate into their practices person-
centered, integrated treatment of people with opioid use
disorder and to advocate for improved policies that support
the treatment of opioid use disorder in our communities. In
this Open Forum, we outline ways that community psychi-
atrists can participate in solutions to this epidemic as clini-
cians, administrators, and advocates in the community.

How Can Psychiatrists Participate in the Office?

Screening and detection. Because substance use disorders
commonly co-occur with other disorders (i.e., mood, anxi-
ety, and personality disorders) and are a risk factor for sui-
cide, psychiatrists in all settings must screen for substance
misuse in addition to mental illnesses. In the NESARC-III,
lifetime opioid use disorder was associated with higher rates
of posttraumatic stress disorder in men and women, mood
disorders in men, and other anxiety disorders in women (2).
Furthermore, severe mental illnesses and opioid use dis-
order commonly co-occur (7). For optimal detection and
treatment of opioid use disorder, addiction psychiatrists in
specialty settings can address the disorder and co-occurring
mental illnesses. Psychiatrists in other settings can increase
screening and detection of opioid use disorder for patients
with mental illness by asking all patients—at intake and
regular intervals thereafter—about substance use and prob-
lems related to use by using tools such as the National
Institute on Drug Abuse’s NIDA-Modified ASSIST. Informa-
tion from other sources (e.g., families), including biological
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tests (e.g., urine drug screens), may also be helpful. Failure
to address opioid use disorder in patients with depres-
sion, anxiety, and other disorders will likely result in
poor outcomes and patient dissatisfaction with the care they
receive.

Treatment decision making. After diagnosing an opioid use
disorder, psychiatrists can work with patients to identify
treatment goals, which may include reducing or abstaining
from risky substance use. Using shared decision making,
psychiatrists can help patients select among treatments that
are best matched to their preferences and treatment goals
and can then either treat patients or refer them to the ap-
propriate care. Psychiatrists may either assist in transition-
ing a patient to providers with expertise treating opioid use
disorder, comanage patients along with opioid use disorder
specialists, or manage the opioid use disorder pharmaco-
therapy and other treatments themselves. Given the urgent
need to increase treatment capacity in the United States,
all psychiatrists should develop skills to diagnose and offer
basic treatment for opioid use disorder and should be able
to coordinate with other providers to care for patients with
acute or complex needs.

Cases of opioid use disorder range from straightforward
to complex. After a comprehensive assessment, psychiatrists
can ensure that behavioral and psychosocial treatments are
provided to address co-occurring addiction and mental ill-
nesses as well as housing, employment, and social support
needs. In addition to collaborating with colleagues, out-
comes can be improved by incorporating family, peers, and
community members into team-based treatment. Finally, it is
important to instill hope and reduce stigma by using person-
centered and recovery-oriented language with patients and
care providers.

Pharmacotherapy. Pharmacotherapy for opioid use disorder
is safe, effective, and critically important for improving
outcomes and preventing accidental overdose. Methadone,
an agonist with a half-life of about 1 day in tolerant indi-
viduals, can be dispensed only in federally licensed pro-
grams. In contrast, buprenorphine can be prescribed in an
office-based practice. An opioid partial agonist with a half-
life of 1–2 days for people who have recently used opioids,
buprenorphine is delivered either sublingually with nalox-
one (i.e., Suboxone) to prevent injection abuse or in long-
acting injections and subcutaneous delivery devices. To
prescribe buprenorphine, physicians can undergo 8 hours of
training and obtain a waiver certification. As of 2012, 2.2%
of U.S. clinicians had obtained waivers; among those with
waivers, 41.6% were psychiatrists and 36.7% were primary
care providers (8). Availability of buprenorphine providers
varies greatly, with fewer providers in rural areas and the
Midwest, but is generally low in relation to the size of the
population in need (9). Naltrexone, an opioid antagonist, is
available in daily oral and extended-release depot forms
for people who have completed withdrawal. This medication

may have lower acceptability but is an important option,
especially for people with mild disorders and for those who
have not responded to other approaches. Additionally, ben-
zodiazepines, which contribute to risk for accidental over-
dose, should be avoided. Finally, a prescription for naloxone,
an effective antidote to opioid overdose, can allow family
and friends of the patient to administer the medication in
case of accidental opioid overdose.

Addressing structural, workflow, and provider needs. Ex-
panded use of office-based pharmacotherapy to treat peo-
ple with opioid use disorder could dramatically increase
access to treatment and enhance treatment quality. To fa-
cilitate psychiatry’s expanded involvement in office-based
treatment of opioid use disorder, several factors require
attention: intervention and practice workflow, provider
beliefs and willingness to work with the patient group,
and environmental characteristics, such as reimburse-
ment policies.

Addressing structural and systems issues for each of the
evidence-based pharmacotherapy options to treat opioid use
disorder can facilitate treatment delivery. First, psychiatrists
using these medications must develop the systems to track
prescriptions and provide records to federal auditors (for
buprenorphine prescriptions). Second, psychiatrists must
have on-site capacity to confirm substance use, abstinence,
and withdrawal symptoms. To receive buprenorphine, pa-
tients who use opioids must be in a confirmed state of
withdrawal and must be monitored during repeated dosing
over the first few hours on the first treatment day. A system
whereby nurses offer in-office monitoring can be developed.
Alternatively, home-based induction is becoming more
common (10). To receive naltrexone, patients must be opioid
free for 7–10 days prior to taking the medication in order to
avoid precipitating withdrawal. Third, providing extended-
release naltrexone via an intramuscular injection requires
either a system and licensure for refrigerated storage or
relationships with pharmacies that store and deliver this
medication. Some providers require that patients pick up
their medications and bring them to the office on the day of
medication delivery. Fourth, during pharmacotherapy for
opioid use disorder, prescribers must monitor periodic urine
drug screens to track ongoing illicit drug use, guide dosing
adjustments and psychosocial treatments, and confirm
medication use to reduce diversion. Fifth, psychiatric pro-
viders must have the capacity to provide or refer patients to
behavioral and psychosocial interventions, which many
patients need to maintain abstinence and advance their re-
covery. Finally, insurance coverage and cost of these inter-
ventions must be addressed.

Clinicians are more comfortable providing treatment
when they have adequate knowledge and office workflows
that support and inform the treatment. The Substance Abuse
and Mental Health Services Administration now supports
access to free Web-based and in-person training and ongo-
ing peer supervision through programs such as the Providers
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Clinical Support System (https://pcssnow.org). In clinics
with multiple clinicians, experts can help administrators
create supportive workflows—including standard processes
for buprenorphine inductions, urine drug screens, docu-
mentation, and peer consultations—for all clinicians. In
larger systems, clinician interventions, such as academic
detailing, can enhance knowledge and improve prescribing.
In coordinated, “stepped” care, such as the hub-and-spoke
model tested in Vermont (11), providers deliver treatment
at a particular level of intensity and refer patients to other
providers for care at different levels of intensity. This model
can enable specialty care during intensive treatment phases
followed by a “step down” to local treatment by nonspe-
cialists. Thus, relationships with colleagues and facilities
that can care for patients with severe disorders can ease any
concerns clinicians with less experience may have about
providing care. Finally, if there is to be a shift in the culture
of psychiatry, it is time to ensure that, at a minimum, all
psychiatrists-in-training receive buprenorphine training.

How Can Psychiatrists Participate in the Community?

Federal, state, and local policies, such as covering treatment
of substance use disorder in Medicaid programs and ex-
plicitly encouraging providers to prescribe, can support
increases in use of buprenorphine and naltrexone (12).
Medicaid expansion in 33 states increased insurance cover-
age for buprenorphine, leading to increased prescribing in
those states (13). Nevertheless, some providers believe re-
imbursement rates are still insufficient (14). Additionally,
many patients with addiction are not able to afford self-pay
for care. For pharmacotherapy to be available to all who
need it, psychiatrists should advocate with state policy
makers to include opioid use disorder treatment within in-
surance plans at adequate reimbursement rates and should
contract with insurance plans to provide this care.

In communities that lack adequate numbers of waivered
providers and specialty clinics, psychiatrists should work
with community organizations, such as laboratories, hospi-
tals, and clinician groups, to develop referral bases and
service partnerships, to obtain training and technical assis-
tance for service development, and to raise community
support for treatment of people with opioid use disorder.
Given the significant influx of new funding, psychiatrists
should work with local and state governments to develop
thoughtful plans for implementing services in partnership
with federal organizations rolling out the SUPPORT for
Patients and Communities Act. Plans are needed to address
state regulations to facilitate service delivery, expand local
insurance coverage for opioid use disorder services, and
ensure that state licensing boards facilitate evidence-based
practices with minimal administrative burdens.

In some states, separate funding streams support addic-
tion and mental health treatment, reinforcing separate care
systems that are difficult for patients and clinicians to nav-
igate. Other states have integrated this funding, reducing

barriers to person-centered, integrated care. In states
without integration, psychiatrists should advocate for the
integration of funding streams and state administration and
for improvements in policies and insurance coverage in or-
der to increase capacity for and quality of integrated, com-
prehensive care for people with co-occurring opioid use
and mental disorders.

Conclusions

For over 30 years, psychiatry has been concerned with the
challenge of expanding and integrating treatment for people
with co-occurring substance use and mental disorders (15).
The availability of effective office-based pharmacotherapy,
the deaths due to high-potency illicit opioids, and the public
attention to this matter have created an opportunity to ex-
pand psychiatry’s role in the treatment of people with ad-
diction. Given psychiatrists’ responsibility for treating people
with all mental disorders, including substance use disorders,
now is the time for our field to engage more broadly in pro-
viding care to this group and to speak with a unified voice
on their behalf.

AUTHOR AND ARTICLE INFORMATION

Group for the Advancement of Psychiatry, Dallas (all authors); De-
partment of Psychiatry, Geisel School of Medicine at Dartmouth, Han-
over, New Hampshire (Brunette); Department of Psychiatry, Perelman
School of Medicine, University of Pennsylvania and Philadelphia Vet-
erans Administration Medical Center, Philadelphia (Oslin); Department
of Psychiatry, Vagelos College of Physicians and Surgeons, Columbia
University Irving Medical Center and New York State Psychiatric In-
stitute, New York (Dixon, Erlich, First); Department of Psychiatry, Tufts
Medical Center, Boston (Adler); Optum Idaho, Boise (Berlant); De-
partment of Psychiatry, Donald and Barbara Zucker School of Medicine
at Hofstra/Northwell, New York (Siris); Department of Psychiatry, Uni-
versity of Colorado School of Medicine, Aurora (Winston). Send corre-
spondence to Dr. Brunette (mary.f.brunette@hitchcock.org).

Dr. Adler is co-owner of Health and Productivity Services and reports
receiving grant funding from Janssen Pharmaceuticals. The other au-
thors report no financial relationships with commercial interests. Editor
Emeritus Howard H. Goldman, M.D., Ph.D., served as decision editor on
the manuscript.

Received December 22, 2018; revisions received April 22 and June 12,
2019; accepted July 18, 2019; published online September 10, 2019.

REFERENCES
1. Guy GP Jr, Zhang K, BohmMK, et al: Vital signs: changes in opioid

prescribing in the United States, 2006–2015. MMWR Morb Mortal
Wkly Rep 2017; 66:697–704

2. Kerridge BT, Saha TD, Chou SP, et al: Gender and nonmedical
prescription opioid use and DSM-5 nonmedical prescription opioid
use disorder: results from the National Epidemiologic Survey on
Alcohol and Related Conditions-III. Drug Alcohol Depend 2015;
156:47–56

3. Martins SS, Sarvet A, Santaella-Tenorio J, et al: Changes in US
lifetime heroin use and heroin use disorder: prevalence from the
2001–2002 to 2012–2013 National Epidemiologic Survey on Alco-
hol and Related Conditions. JAMA Psychiatry 2017; 74:445–455

4. Addressing Prescription Drug Abuse in the United States: Current
Activities and Future Opportunities. Washington, DC, US De-
partment of Health and Human Services, Behavioral Health

1170 ps.psychiatryonline.org Psychiatric Services 70:12, December 2019

THE OPIOID EPIDEMIC AND PSYCHIATRY: THE TIME FOR ACTION IS NOW

https://pcssnow.org
mailto:mary.f.brunette@hitchcock.org
http://ps.psychiatryonline.org


Coordinating Committee, 2013. https://www.cdc.gov/drugoverdose/
pdf/hhs_prescription_drug_abuse_report_09.2013.pdf

5. SUPPORT for Patients and Communities Act of 2018, HR 6, 115th
Congress, 2018

6. Muvvala SB, Edens EL, Petrakis IL: What role should psychiatrists
have in responding to the opioid epidemic? JAMA Psychiatry 2019;
76:107–108

7. Iyiewuare PO, McCullough C, Ober A, et al: Demographic and
mental health characteristics of individuals who present to commu-
nity health clinics with substance misuse. Health Serv Res Manag
Epidemiol 2017; 4:2333392817734523

8. Rosenblatt RA, Andrilla CH, Catlin M, et al: Geographic and spe-
cialty distribution of US physicians trained to treat opioid use dis-
order. Ann Fam Med 2015; 13:23–26

9. Knudsen HK: The supply of physicians waivered to prescribe
buprenorphine for opioid use disorders in the United States: a
state-level analysis. J Stud Alcohol Drugs 2015; 76:644–654

10. Morgan JR, Schackman BR, Leff JA, et al: Injectable naltrexone, oral
naltrexone, and buprenorphine utilization and discontinuation
among individuals treated for opioid use disorder in a United States
commercially insured population. J Subst Abuse Treat 2018; 85:90–96

11. Brooklyn JR, Sigmon SC: Vermont hub-and-spoke model of care
for opioid use disorder: development, implementation, and impact.
J Addict Med 2017; 11:286–292

12. Stein BD, Gordon AJ, Dick AW, et al: Supply of buprenorphine
waivered physicians: the influence of state policies. J Subst Abuse
Treat 2015; 48:104–111

13. Wen H, Hockenberry JM, Borders TF, et al: Impact of Medicaid
expansion on Medicaid-covered utilization of buprenorphine for
opioid use disorder treatment. Med Care 2017; 55:336–341

14. Huhn AS, Dunn KE: Why aren’t physicians prescribing more
buprenorphine? J Subst Abuse Treat 2017; 78:1–7

15. Drake RE, Wallach MA: Substance abuse among the chronic
mentally ill. Hosp Community Psychiatry 1989; 40:1041–1046

Psychiatric Services 70:12, December 2019 ps.psychiatryonline.org 1171

BRUNETTE ET AL.

https://www.cdc.gov/drugoverdose/pdf/hhs_prescription_drug_abuse_report_09.2013.pdf
https://www.cdc.gov/drugoverdose/pdf/hhs_prescription_drug_abuse_report_09.2013.pdf
http://ps.psychiatryonline.org

