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Abstract:  
 

The opioid crisis, a multifaceted public health emergency, demands a comprehensive 

response where nurses play an indispensable and transformative role. As the largest and 

most trusted segment of the healthcare workforce, nurses operate at the critical 

intersection of clinical care, prevention, education, and advocacy. On the frontline, they 

provide lifesaving interventions such as naloxone administration and manage withdrawal, 

while also delivering the gold-standard treatment of Medication-Assisted Treatment 

(MAT) within an integrated, trauma-informed framework. Their sustained patient 

relationships form the foundation for effective screening, brief intervention, and harm 

reduction strategies. Beyond direct care, nurses are pivotal in primary prevention through 

patient education on opioid risks and promotion of non-opioid pain management, and 

they serve as powerful advocates in combating stigma and shaping equitable health 

policy. To fully leverage this potential, investment in specialized nursing education and 

research is essential. Ultimately, empowering the nursing profession is not merely 

beneficial but a fundamental necessity for developing sustainable, compassionate, and 

effective solutions to the opioid epidemic. 

 

1. Introduction  

http://dergipark.org.tr/en/pub/ijcesen
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The opioid crisis represents one of the most severe 

and complex public health emergencies of the 

modern era, a relentless epidemic of addiction, 

overdose, and death that has permeated communities 

across the globe. Initially fueled by the over-

prescription of potent pharmaceutical opioids for 

pain management, the crisis has evolved through 

distinct, yet tragically interwoven, waves involving 

prescription opioids, heroin, and, most 

devastatingly, synthetic opioids like fentanyl and its 

analogues [1]. The statistics are staggering, with 

millions of individuals suffering from opioid use 

disorder (OUD) and hundreds of thousands of lives 

lost to overdose, leaving behind families and 

communities in a state of profound grief and 

disruption. This crisis is not merely a statistic; it is a 

manifestation of deeper systemic issues, including 

gaps in pain management paradigms, socioeconomic 

despair, inadequate mental health support, and 

historical stigmatization of substance use disorders 

[2]. Addressing such a multifaceted catastrophe 

demands a coordinated, multi-pronged response 

from the entire healthcare continuum, public health 

infrastructure, and social support systems. 

Within this intricate web of necessary responders, 

nurses emerge as arguably the most pivotal and 

versatile professional group positioned to enact 

meaningful change at every level of the crisis. As the 

largest segment of the healthcare workforce, nurses 

possess a unique and powerful combination of 

clinical expertise, sustained patient contact, 

community trust, and a holistic philosophy of care 

that is indispensable for confronting the opioid 

epidemic [3]. Their role extends far beyond the 

traditional boundaries of hospital-based care; they 

are frontline clinicians in emergency departments, 

primary care providers in community clinics, 

educators in schools and communities, advocates in 

legislative halls, and researchers generating new 

evidence for best practices. The nurse-patient 

relationship, often characterized by longitudinal 

trust and compassionate engagement, provides a 

critical foundation for interventions that are both 

clinically effective and humanistically grounded [4]. 

This trust is particularly crucial when caring for a 

population that has frequently experienced 

marginalization, judgment, and trauma within 

healthcare settings. 

The scope of the nursing role in this crisis is vast, 

encompassing primary, secondary, and tertiary 

prevention strategies. It requires a sophisticated 

understanding of the neurobiology of addiction, the 

principles of harm reduction, the complexities of co-

occurring mental health disorders, and the social 

determinants of health that fuel substance use [5]. 

Furthermore, nurses must operate within and often 

seek to reform, policies and regulations that govern 

pain management, prescription drug monitoring, and 

access to treatment. The challenge is immense, 

requiring not only advanced clinical competencies in 

areas like medication-assisted treatment (MAT) and 

overdose reversal but also skills in motivational 

interviewing, trauma-informed care, patient 

advocacy, and system-level leadership [6]. Nurses 

are called to be agents of both healing and change, 

providing direct care to individuals in acute crisis 

while simultaneously working to dismantle the 

systemic barriers that perpetuate the epidemic [7, 8]. 

 

2. Clinical Care and Harm Reduction: The 

Frontline Response 

 

2.1 Screening, Brief Intervention, and Referral to 

Treatment (SBIRT) 

 

A fundamental and proactive strategy in identifying 

individuals at risk for or currently experiencing 

problems with opioid use is the systematic 

implementation of Screening, Brief Intervention, 

and Referral to Treatment (SBIRT). Nurses, 

particularly those in primary care, emergency 

departments, obstetric, and psychiatric settings, are 

ideally situated to integrate SBIRT into routine 

patient assessments [9]. Universal screening, using 

validated tools such as the NIDA Quick Screen or 

the Opioid Risk Tool, helps to normalize questions 

about substance use and identify risky behaviors 

before they escalate into a severe disorder [10]. The 

subsequent brief intervention is a patient-centered, 

non-confrontational conversation conducted by the 

nurse, employing motivational interviewing 

techniques to enhance the patient’s awareness of the 

risks associated with their opioid use and to explore 

their personal motivations for change. This 

conversation is not about coercion but about 

collaborative goal-setting and expressing empathetic 

concern. The final component, referral to treatment, 

requires nurses to have an extensive knowledge of 

local resources, including detoxification centers, 

outpatient counseling programs, and providers 

certified to offer Medication-Assisted Treatment 

(MAT). Effective SBIRT hinges on the nurse’s 

ability to create a non-judgmental environment 

where patients feel safe to disclose sensitive 

information, knowing it will be met with support and 

connection to care rather than punitive measures 

[11]. 

 

2.2 Management of Opioid Overdose and 

Reversal with Naloxone 

Nurses are often the first healthcare professionals to 

encounter a patient experiencing an opioid overdose, 

whether in a pre-hospital setting, an ambulance, or 

the emergency department. Rapid recognition and 
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response are critical to survival. Nurses must be 

proficient in identifying the classic triad of opioid 

overdose: unresponsiveness, respiratory depression, 

and pinpoint pupils [12]. The immediate 

administration of naloxone, an opioid receptor 

antagonist, is the standard of care for reversing 

respiratory depression. Nurses in emergency and 

critical care settings are experts in administering 

naloxone via intravenous, intramuscular, or 

intranasal routes and providing subsequent 

supportive care, including airway management and 

ventilation support. However, their role extends 

beyond acute resuscitation. Post-overdose care is a 

crucial "teachable moment" where nurses can 

engage with the patient, once stabilized, to discuss 

the risks of ongoing use, provide education on 

overdose prevention, and prescribe or dispense take-

home naloxone kits to the patient and their family 

[13]. Furthermore, community and public health 

nurses are instrumental in community-based 

overdose education and naloxone distribution 

(OEND) programs. They train laypersons, including 

family members of individuals who use opioids and 

community organization staff, to recognize an 

overdose and administer intranasal naloxone, 

effectively turning bystanders into lifesavers and 

expanding the safety net far beyond clinical walls 

[14]. 

 

2.3 Care for Opioid Withdrawal and Initiation of 

Medication-Assisted Treatment (MAT) 

 

For individuals with OUD who are motivated to 

enter treatment, the experience of acute opioid 

withdrawal can be a significant barrier due to its 

intensely uncomfortable and sometimes medically 

risky symptoms. Nurses play a central role in 

managing this withdrawal phase through both 

pharmacological and supportive care. In inpatient 

detoxification units or emergency settings, nurses 

administer protocols using medications like 

buprenorphine, methadone (in specific settings), or 

alpha-2 agonists (like clonidine) to alleviate 

symptoms such as nausea, vomiting, diarrhea, 

anxiety, and pain [15]. More importantly, nurses are 

at the forefront of initiating and maintaining long-

term recovery through Medication-Assisted 

Treatment (MAT), which is the gold standard for 

OUD care. MAT combines FDA-approved 

medications—methadone, buprenorphine, and 

naltrexone—with counseling and behavioral 

therapies. Nurses working in opioid treatment 

programs (OTPs) that dispense methadone provide 

daily observed dosing, monitor for safety and side 

effects, and offer crucial psychosocial support [16]. 

With the expansion of prescriptive authority for 

buprenorphine to nurse practitioners and physician 

assistants (with required training), advanced practice 

registered nurses (APRNs) are increasingly able to 

prescribe this life-saving medication in office-based 

settings, dramatically improving access to treatment 

in rural and underserved areas where physicians may 

be scarce [17]. The nursing role in MAT involves 

comprehensive patient education about the 

medication, monitoring for adherence and 

effectiveness, managing co-occurring conditions, 

and providing ongoing motivational support to 

sustain engagement in treatment. 

 

2.4 Integrated Care for Co-occurring Disorders 

and Pain Management 

 

A critical complexity in addressing OUD is the high 

prevalence of co-occurring mental health disorders, 

such as depression, anxiety, post-traumatic stress 

disorder (PTSD), and chronic pain. This triad of 

OUD, mental illness, and pain, often described as a 

"triple diagnosis," requires an integrated, holistic 

approach for which nursing care is exceptionally 

well-suited [18]. Nurses, with their biopsychosocial 

model of practice, are trained to assess the whole 

person. They screen for mental health symptoms, 

assess the nature and impact of chronic pain, and 

understand how these conditions interact with and 

exacerbate substance use. In integrated care settings, 

nurses collaborate closely with psychiatrists, 

therapists, and pain specialists to develop and 

implement coordinated treatment plans. This may 

involve careful management of medications for 

mood disorders alongside MAT, the use of non-

opioid and non-pharmacological pain management 

strategies (e.g., cognitive-behavioral therapy for 

pain, physical therapy, mindfulness), and addressing 

the trauma that often underpins all three conditions 

[19]. By providing trauma-informed care—care that 

recognizes the widespread impact of trauma and 

creates environments of physical and emotional 

safety—nurses can help patients rebuild trust in the 

healthcare system and engage more fully in their 

own recovery journey, addressing the root causes of 

their suffering rather than merely the symptoms [20]. 

 

3. Prevention and Education: Curbing the Crisis 

at Its Source 

 

3.1 Patient and Public Education on Opioid Risks 

and Safe Use 

 

Primary prevention is the most effective strategy for 

stemming the tide of the opioid crisis, and patient 

education is a cornerstone of this effort. Nurses 

across all settings have a professional and ethical 

responsibility to educate patients about the risks 

associated with opioid medications. This education 
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must occur whenever an opioid prescription is 

considered, especially for acute pain management 

following surgery or injury. Nurses provide clear, 

understandable information on the potential for 

dependence and addiction even when taken as 

prescribed, the risks of combining opioids with other 

central nervous system depressants like alcohol or 

benzodiazepines, and the importance of secure 

storage to prevent diversion within households [21]. 

Furthermore, nurses educate patients on proper 

disposal methods for unused medications, directing 

them to take-back programs or providing 

instructions for safe in-home disposal. Public health 

nurses extend this educational mandate to the 

broader community through presentations at 

schools, senior centers, and community forums. 

They work to dispel common myths, such as the 

belief that prescription drugs are "safer" than illicit 

drugs, and emphasize that opioid use disorder is a 

chronic medical condition, not a moral failing. This 

widespread educational effort aims to create a more 

informed public that can make safer decisions 

regarding pain management and recognize the early 

signs of problematic use in themselves or loved ones 

[22]. 

 

3.2 Promoting Responsible Pain Management 

and Non-Opioid Alternatives 

 

A significant driver of the initial phase of the opioid 

epidemic was the well-intentioned but flawed 

emphasis on pain as the "fifth vital sign" and the 

subsequent aggressive promotion of opioid 

prescribing for both acute and chronic non-cancer 

pain. Nurses are now pivotal in championing a 

paradigm shift toward more responsible, 

multimodal, and patient-centered pain management. 

In clinical practice, nurses conduct comprehensive 

pain assessments that go beyond a numeric rating, 

exploring the character, impact, and meaning of the 

pain for the patient. They are advocates for and 

experts in administering a wide range of non-opioid 

pharmacological options (e.g., NSAIDs, 

acetaminophen, certain antidepressants and 

anticonvulsants for neuropathic pain) and non-

pharmacological interventions [23]. These include 

physical modalities (e.g., heat, cold, massage, 

physical therapy), cognitive-behavioral techniques, 

mindfulness-based stress reduction, and 

acupuncture. Nurses educate patients on these 

alternatives, setting realistic expectations for pain 

relief and promoting function and quality of life as 

primary goals, rather than the complete elimination 

of pain. By integrating these approaches, nurses help 

reduce the initial exposure to opioids, thereby 

preventing the potential cascade from a legitimate 

prescription to misuse, dependence, and disorder. 

This role requires collaboration with the entire 

interdisciplinary team to develop and adhere to 

evidence-based pain management protocols that 

prioritize safety and holistic care [24]. 

 

3.3 Screening and Intervention in Special and 

Vulnerable Populations 

 

Prevention efforts must be tailored to address the 

unique vulnerabilities of specific populations. 

Nurses, often serving as trusted points of contact for 

these groups, are essential in designing and 

delivering targeted interventions. For pregnant 

individuals with OUD, perinatal nurses provide non-

judgmental care, screen for substance use, and 

facilitate immediate access to MAT, which is the 

recommended standard of care to stabilize the parent 

and protect fetal health. They provide education on 

neonatal abstinence syndrome (NAS) and prepare 

families for the potential needs of the newborn [25]. 

In pediatric and adolescent settings, school nurses 

and pediatric nurse practitioners screen for early 

signs of substance use, provide developmentally 

appropriate education on brain development and 

drug risks, and intervene with brief counseling and 

family referral when risky behaviors are identified. 

For veterans, who experience high rates of chronic 

pain, trauma, and substance use, nurses within the 

Veterans Health Administration and other systems 

provide trauma-informed care and integrate pain and 

mental health services with addiction treatment [26]. 

Furthermore, nurses working in correctional 

facilities have a critical opportunity to screen for 

OUD upon entry, manage withdrawal symptoms, 

initiate MAT, and, most importantly, ensure 

continuity of treatment upon re-entry into the 

community to break the cycle of incarceration and 

relapse. These targeted approaches, grounded in the 

principles of cultural humility and health equity, are 

vital for ensuring that prevention and care reach 

those at highest risk [27]. 

 

4. Advocacy, Policy, and Leadership: Changing 

Systems and Minds 

 

4.1 Combating Stigma through Language and 

Attitude 
 

One of the most pervasive and damaging barriers to 

effective treatment for OUD is stigma—the negative 

attitudes, beliefs, and behaviors directed toward 

individuals with substance use disorders. This 

stigma is often internalized by patients, leading to 

shame, secrecy, and avoidance of care, and is also 

pervasive within the healthcare system itself, 

manifesting as discriminatory treatment and 

therapeutic nihilism. Nurses are powerful agents for 
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cultural change in this regard. They lead by example, 

using person-first, non-stigmatizing language (e.g., 

"a person with opioid use disorder" instead of 

"addict" or "abuser") that recognizes the condition as 

a medical illness rather than a character flaw [28]. 

More importantly, nurses model compassionate, 

non-judgmental attitudes in their daily interactions. 

By treating patients with OUD with the same 

dignity, respect, and professionalism afforded to 

those with other chronic diseases like diabetes or 

heart failure, nurses challenge the biases of 

colleagues and help to create a therapeutic 

environment where patients feel valued and worthy 

of care. This effort extends to educating other 

healthcare team members and students, advocating 

for institutional policies that promote equitable 

treatment, and publicly sharing stories of recovery to 

humanize the epidemic. Reducing stigma at the point 

of care is a prerequisite for all other effective 

interventions, as it opens the door for patients to seek 

and remain in treatment [29]. 

 

4.2 Advocacy for Policy and Regulatory Reform 
 

To create an environment where prevention and 

treatment can thrive, systemic changes in policy and 

regulation are essential. Nurses, as trusted 

professionals and the largest group of healthcare 

voters, possess significant political capital and are 

increasingly using their collective voice to advocate 

for evidence-based reforms. Key areas of nursing 

advocacy include lobbying for increased federal and 

state funding for addiction treatment services, harm 

reduction programs (including syringe service 

programs), and recovery support services [30]. 

Nurses advocate for legislative changes to expand 

insurance coverage and parity for mental health and 

substance use disorder treatment. They work to 

revise restrictive prescribing laws and regulations 

that, while intended to curb over-prescribing, 

sometimes have the unintended consequence of 

forcing stable patients off necessary medications or 

discouraging providers from treating pain altogether. 

Furthermore, nursing organizations actively 

campaign for the full scope-of-practice authority for 

Advanced Practice Registered Nurses (APRNs) to 

prescribe buprenorphine for OUD without 

unnecessary supervisory restrictions, a change 

crucial for expanding access to MAT in primary care 

and rural settings [31]. By serving on advisory 

boards, testifying before legislative committees, and 

forming coalitions with patient advocacy groups, 

nurses translate their frontline experiences into 

powerful policy recommendations that can reshape 

the landscape of addiction care. 

 

4.3 Leadership in Quality Improvement and 

Interprofessional Collaboration 

 

Effective system-level response to the opioid crisis 

requires continuous evaluation and improvement of 

clinical practices. Nurse leaders—including clinical 

nurse specialists, nurse managers, and nurse 

executives—are at the forefront of designing and 

implementing quality improvement (QI) initiatives 

within healthcare institutions. These projects may 

focus on standardizing pain management protocols 

to reduce unnecessary opioid exposure, improving 

the rate of naloxone co-prescribing for patients at 

risk of overdose, increasing SBIRT screening rates 

in primary care clinics, or reducing the time from 

hospital admission for an overdose to initiation of 

MAT [32]. Nurses lead interprofessional teams, 

bringing together physicians, pharmacists, social 

workers, and case managers to develop integrated 

care pathways for patients with OUD. They also play 

a key role in developing and enforcing policies for 

the safe handling and documentation of controlled 

substances within healthcare facilities to prevent 

diversion. Through data collection, analysis, and the 

application of evidence-based practice models, nurse 

leaders ensure that healthcare organizations are not 

only reacting to the crisis but are proactively 

building safer, more effective, and more equitable 

systems of care for this vulnerable patient 

population. This systems-thinking and leadership are 

critical for sustaining long-term improvements in 

outcomes [33]. 

 

5. Education and Professional Development: 

Building a Competent Workforce 

 

5.1 Integrating Addiction Content into Nursing 

Curricula 
 

The long-term sustainability of the nursing 

profession’s response to the opioid crisis depends on 

adequately preparing the next generation of nurses. 

Historically, content on addiction, substance use 

disorders, and pain management has been sparse and 

often stigmatizing in many pre-licensure nursing 

programs. There is now a pressing need for a 

comprehensive curricular overhaul. Nursing 

education must integrate core competencies related 

to the opioid crisis across all levels of training [34]. 

This includes foundational knowledge in the 

neurobiology of addiction, the epidemiology of the 

opioid epidemic, principles of harm reduction, and 

the pharmacology of opioids, overdose reversal 

agents, and MAT medications. Students must 

develop skills in conducting sensitive substance use 

screenings, performing motivational interviewing, 

and administering naloxone. Furthermore, curricula 
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must emphasize the socio-cultural context of 

addiction, including the role of stigma, trauma, and 

social determinants of health, and instill the values 

of compassion and person-centered care. This 

education should not be confined to a single lecture 

but woven throughout courses in pharmacology, 

mental health, community health, and medical-

surgical nursing, reinforced through simulation labs 

and clinical rotations in addiction treatment settings, 

syringe service programs, or recovery centers [35]. 

By graduating nurses who are knowledgeable, 

skilled, and non-judgmental, academic institutions 

can ensure a workforce ready to meet this public 

health challenge head-on. 

 

5.2 Continuing Education and Training for 

Practicing Nurses 

 

For the existing nursing workforce, ongoing 

professional development is crucial to bridge 

knowledge gaps and update practices in line with 

rapidly evolving evidence. Hospitals, health 

systems, and professional nursing organizations 

must prioritize and provide accessible continuing 

education (CE) on topics central to the opioid crisis. 

Mandatory training for all nurses should include 

opioid stewardship principles, safe prescribing 

practices for APRNs, updated pain management 

guidelines, and hands-on naloxone administration 

training [36]. Specialized certification programs, 

such as the Certified Addiction Registered Nurse 

(CARN) credential, offer advanced training and 

recognition for nurses specializing in this field. 

Furthermore, creating institutional cultures of safety 

and learning is key. This involves establishing clear 

clinical pathways for managing OUD and overdose, 

providing easy access to consultation from addiction 

medicine specialists or psychiatric-mental health 

nurse practitioners, and creating supportive forums 

where nurses can discuss the ethical and emotional 

challenges of caring for this population without fear 

of judgment. Investing in the ongoing competency 

of practicing nurses not only improves patient 

outcomes but also helps prevent provider burnout by 

equipping them with the confidence and tools to 

provide effective care [37]. 

5.3 Fostering Nursing Research and Evidence-

Based Practice 

 

Finally, advancing the science of addiction nursing 

is a critical component of a comprehensive response. 

Nurse researchers are uniquely positioned to 

investigate questions that arise directly from clinical 

practice and that have profound implications for 

patient care. Areas ripe for nursing research include 

testing the effectiveness of novel nursing-led 

interventions for engaging hard-to-reach populations 

in treatment, exploring patient experiences and 

outcomes of different models of MAT delivery (e.g., 

telehealth, integrated primary care), evaluating the 

impact of specific educational interventions on 

reducing stigma among nursing staff, and 

developing new tools for assessing pain and craving 

[38]. Qualitative research methodologies are 

particularly valuable for giving voice to the lived 

experiences of individuals with OUD and their 

families, providing deep insights that can inform 

more humane and effective care models. By 

conducting rigorous research and disseminating 

their findings, nurse scientists contribute to the 

growing body of evidence that guides clinical 

practice, shapes health policy, and ultimately 

improves the quality of life for those affected by 

opioid use disorder. Supporting doctoral education 

for nurses and funding for nursing-led research in 

addiction is therefore an investment in sustainable, 

evidence-driven solutions to the crisis [39]. 

 

6. Conclusion 
 

The opioid crisis is a devastating testament to the 

intersection of clinical, social, economic, and policy 

failures. Its resolution demands a response that is 

equally multidimensional, sustained, and 

compassionate. As this comprehensive analysis has 

detailed, the nursing profession is not merely a 

participant in this response but stands as a central 

pillar upon which successful strategies must be built. 

From the immediacy of reversing an overdose in a 

crowded emergency department to the sustained 

engagement of a patient in long-term recovery in a 

primary care clinic; from educating a middle school 

class about brain development to advocating for 

legislative change in a state capital; from comforting 

an infant with neonatal abstinence syndrome to 

leading a quality improvement initiative on hospital-

wide prescribing practices—the roles nurses fulfill 

are diverse, dynamic, and indispensable. 

Their unique position at the nexus of patient care, 

community health, and systems operations allows 

nurses to enact change at the micro, meso, and macro 

levels. The core nursing values of holistic care, 

patient advocacy, and compassionate service align 

perfectly with the needs of individuals and 

communities ravaged by addiction. However, to 

fully realize this potential, the profession must be 

supported through intentional investment in 

education, expansion of scope of practice, protection 

from burnout, and inclusion in policy-making 

circles. Healthcare systems, educational institutions, 

and policymakers must recognize and empower 

nurses as essential leaders in this fight. 
 

Author Statements: 



Asma Salem Rahil Alanazi, Hadeel Khalaf A Alanazi, Anoud Ghazi N Alanazi, Tagreed Amer Awad AlAnazi et al.  / IJCESEN 10-4(2024)3969-3977 

 

3975 

 

 

 Ethical approval: The conducted research is not 

related to either human or animal use. 

 Conflict of interest: The authors declare that 

they have no known competing financial interests 

or personal relationships that could have 

appeared to influence the work reported in this 

paper 

 Acknowledgement: The authors declare that 

they have nobody or no-company to 

acknowledge. 

 Author contributions: The authors declare that 

they have equal right on this paper. 

 Funding information: The authors declare that 

there is no funding to be acknowledged.  

 Data availability statement: The data that 

support the findings of this study are available on 

request from the corresponding author. The data 

are not publicly available due to privacy or 

ethical restrictions. 
 

References 
 

1. Ellenbecker, C. H. , Fawcett J., Jones E. J., Mahoney 

D., Rowlands B., and Waddell A.. 2017. “A Staged 

Approach to Educating Nurses in Health Policy.” 

Policy, Politics & Nursing Practice 18, no. 1: 44–56. 

10.1177/1527154417709254. 

2. Kyei, E. F. , Zhang L., and Leveille S.. 2024. “A 

Conceptual Analysis of Opioid Use Disorder in 

Chronic Noncancer Pain Using Rodger's 

Evolutionary Approach.” Pain Management Nursing 

25: 354–362. 10.1016/j.pmn.2024.03.017. 

3. Dowell, D. , Ragan K. R., Jones C. M., Baldwin G. 

T., and Chou R.. 2022. “CDC Clinical Practice 

Guideline for Prescribing Opioids for Pain—United 

States, 2022.” MMWR. Recommendations and 

Reports: Morbidity and Mortality Weekly Report. 

Recommendations and Reports 71, no. 3: 1–95. 

10.15585/mmwr.rr7103a1. 

4. Haffajee, R. L. , Lin L. A., Bohnert A. S. B., and 

Goldstick J. E.. 2019. “Characteristics of US 

Counties With High Opioid Overdose Mortality and 

Low Capacity to Deliver Medications for Opioid 

Use Disorder.” JAMA Network Open 2, no. 6: 

e196373. 10.1001/jamanetworkopen.2019.6373. 

5. Judd, H. , Meier C. L., Yaugher A. C., Campbell E., 

and Atismé‐Bevins K.. 2023. “Opioid Use Disorder 

Stigma Reduction Through Story Telling Narrative 

and Sharing: A Qualitative Review and Lessons 

Learned.” International Journal of Mental Health 

and Addiction 21, no. 1: 468–483. 10.1007/s11469-

021-00606-y. 

6. Azagba, S. , Shan L., Manzione L., Qeadan F., and 

Wolfson M.. 2019. “Trends in Opioid Misuse 

Among Marijuana Users and Non‐Users in the U.S. 

From 2007–2017.” International Journal of 

Environmental Research and Public Health 16, no. 

22. 10.3390/ijerph16224585. 

7. Kleinman, M. B. , Felton J. W., Johnson A., and 

Magidson J. F.. 2021. ““I Have to Be Around People 

That Are Doing What I'm Doing”: The Importance 

of Expanding the Peer Recovery Coach Role in 

Treatment of Opioid Use Disorder in the Face of 

COVID‐19 Health Disparities.” Journal of 

Substance Abuse Treatment 122: 108182. 

10.1016/j.jsat.2020.108182. 

8. Alpert, A. , Evans W. N., Lieber E. M. J., and Powell 

D.. 2021. “Origins of the Opioid Crisis and its 

Enduring Impacts.” The Quarterly Journal of 

Economics 137, no. 2: 1139–1179. 

10.1093/qje/qjab043. 

9. Csete, J. 2019. “Criminal Justice Barriers to 

Treatment of Opioid Use Disorders in the United 

States: The Need for Public Health Advocacy.” 

American Journal of Public Health 109, no. 3: 419–

422. 10.2105/AJPH.2018.304852. 

10. Hutchison, M. , Russell B. S., Leander A., et al. 

2023. “Trends and Barriers of Medication Treatment 

for Opioid Use Disorders: A Systematic Review and 

Meta‐Analysis.” Journal of Drug Issues. 

10.1177/00220426231204841. 

11. Coady, J. A. , and Nadal N. C.. 2023. “Strengthening 

Prevention Systems to Address the Overdose Crisis 

Through the HEAL Prevention Cooperative and 

HEAL Preventing Opioid Use Disorder Research 

Program.” Prevention Science 24, no. 1: 119–128. 

10.1007/s11121-023-01579-1. 

12. Gormley, M. A. , Pericot‐Valverde I., Diaz L., et al. 

2021. “Effectiveness of Peer Recovery Support 

Services on Stages of the Opioid Use Disorder 

Treatment Cascade: A Systematic Review.” Drug 

and Alcohol Dependence 229: 109123. 

10.1016/j.drugalcdep.2021.109123. 

13. Kyei, E. F. , and Leveille S.. 2023. “Opioid Misuse 

and Opioid Overdose Mortality Among the Black 

Population in the United States: An Integrative 

Review.” Policy, Politics & Nursing Practice 24, no. 

3: 208–218. 10.1177/15271544231164323. 

14. Elswick, A. , Werner‐Wilson R., and Fallin‐Bennett 

A.. 2021. “Voices of Hope: A Randomized 

Controlled Trial of a Peer‐Delivered Telephone 

Recovery Support Program.” Journal of Addiction 

Science 7, no. 1: 18–29. 10.17756/jas.2021-052. 

15. Altekruse, S. F. , Cosgrove C. M., Altekruse W. C., 

Jenkins R. A., and Blanco C.. 2020. “Socioeconomic 

Risk Factors for Fatal Opioid Overdoses in the 

United States: Findings From the Mortality 

Disparities in American Communities Study 

(MDAC).” PLoS One 15, no. 1: e0227966. 

16. Carroll, J. J. , Asher A., Krishnasamy V., and Dowell 

D.. 2022. Linking People With Opioid Use Disorder 

to Medication Treatment: A Technical Package of 

Policy, Programs, and Practices. Atlanta, Georgia: 

National Center for Injury Prevention and Control. 

17. Marshall, B. D. L. , Green T. C., Elston B., Yedinak 

J. L., Hadland S. E., and Clark M. A.. 2018. “The 

Effectiveness of Internet‐ and Field‐Based Methods 

to Recruit Young Adults Who Use Prescription 

Opioids Nonmedically.” Substance Use & Misuse 

53, no. 10: 1688–1699. 

10.1080/10826084.2018.1425725. 



Asma Salem Rahil Alanazi, Hadeel Khalaf A Alanazi, Anoud Ghazi N Alanazi, Tagreed Amer Awad AlAnazi et al.  / IJCESEN 10-4(2024)3969-3977 

 

3976 

 

18. Kacinko, S. L. , Mohr A. L. A., Logan B. K., and 

Barbieri E. J.. 2022. “Xylazine: Pharmacology 

Review and Prevalence and Drug Combinations in 

Forensic Toxicology Casework.” Journal of 

Analytical Toxicology 46, no. 8: 911–917. 

10.1093/jat/bkac049. 

19. Ciccarone, D. 2021. “The Rise of Illicit Fentanyls, 

Stimulants and the Fourth Wave of the Opioid 

Overdose Crisis.” Current Opinion in Psychiatry 34, 

no. 4: 344–350. 

20. Mattson, C. L. , Tanz L. J., Quinn K., Kariisa M., 

Patel P., and Davis N. L.. 2021. “Trends and 

Geographic Patterns in Drug and Synthetic Opioid 

Overdose Deaths—United States, 2013–2019.” 

Morbidity and Mortality Weekly Report 70, no. 6: 

202–207. 

21. Kyei, E. F. , Kyei G. K., Ansong R., Boakye C. K., 

and Asamoah E.. 2024. “Xylazine in the 

Unregulated Drug Market: An Integrative Review of 

Its Prevalence, Health Impacts, and Detection and 

Intervention Challenges in the United States. Policy, 

Politics, & Nursing.” Practice. 

10.1177/15271544241268386. 

22. Nielsen, S. , Scott N., Tidhar T., Quiroga M. d. M., 

Lenton S., and Dietze P.. 2022. “The Cost and 

Impact of Distributing Naloxone to People Who Are 

Prescribed Opioids to Prevent Opioid‐Related 

Deaths: Findings From a Modelling Study.” 

Addiction 117, no. 4: 1009–1019. 

10.1111/add.15727. 

23. Abram, M. D. 2018. “The Role of the Registered 

Nurse Working in Substance Use Disorder 

Treatment: A Hermeneutic Study.” Issues in Mental 

Health Nursing 39, no. 6: 490–498. 

10.1080/01612840.2017.1413462. 

24. Cheetham, A. , Picco L., Barnett A., Lubman D. I., 

and Nielsen S.. 2022. “The Impact of Stigma on 

People With Opioid Use Disorder, Opioid 

Treatment, and Policy.” Substance Abuse and 

Rehabilitation 13: 1–12. 10.2147/SAR.S304566. 

25. Chandler, R. , Nunes E. V., Tan S., et al. 2023. 

“Community Selected Strategies to Reduce Opioid‐

Related Overdose Deaths in the HEALing (Helping 

to End Addiction Long‐Term SM) Communities 

Study.” Drug and Alcohol Dependence 245: 

109804. 10.1016/j.drugalcdep.2023.109804. 

26. Marcovitz, D. E. , White K. D., Sullivan W., et al. 

2021. “Bridging Recovery Initiative Despite Gaps in 

Entry (BRIDGE): Study Protocol for a Randomized 

Controlled Trial of a Bridge Clinic Compared With 

Usual Care for Patients With Opioid Use Disorder.” 

Trials 22, no. 1: 757. 10.1186/s13063-021-05698-4. 

27. Joseph, G. , Torres‐Lockhart K., Stein M. R., Mund 

P. A., and Nahvi S.. 2021. “Reimagining Patient‐

Centered Care in Opioid Treatment Programs: 

Lessons From the Bronx During COVID‐19.” 

Journal of Substance Abuse Treatment 122: 108219. 

10.1016/j.jsat.2020.108219. 

28. Centers for Disease Control and Prevention . 2023. 

“Provisional Drug Overdose Deaths Counts.” 

National Center for Health 

Statistics. www.cdc.gov/nchs/nvss/vsrr/drug‐

overdose‐data.htm. 

29. Edelman, L. S. , and Hemmert R.. 2019. “Opioid Use 

in Long‐Term Care: Guidelines and Policy 

Recommendations.” Journal of Gerontological 

Nursing 45, no. 9: 5–10. 10.3928/00989134-

20190813-02. 

30. Cano, M. , and Huang Y.. 2021. “Overdose Deaths 

Involving Psychostimulants With Abuse Potential, 

Excluding Cocaine: State‐Level Differences and the 

Role of Opioids.” Drug and Alcohol Dependence 

218: 108384. 10.1016/j.drugalcdep.2020.108384. 

31. Alexander, R. S. , Canver B. R., Sue K. L., and 

Morford K. L.. 2022. “Xylazine and Overdoses: 

Trends, Concerns, and Recommendations.” 

American Journal of Public Health 112, no. 8: 1212–

1216. 10.2105/AJPH.2022.306881. 

32. Nguemeni Tiako, M. J. 2021. “Addressing Racial & 

Socioeconomic Disparities in Access to Medications 

for Opioid Use Disorder Amid COVID‐19.” Journal 

of Substance Abuse Treatment 122: 108214. 

10.1016/j.jsat.2020.108214. 

33. Grella, C. E. , Ostile E., Scott C. K., Dennis M., and 

Carnavale J.. 2020. “A Scoping Review of Barriers 

and Facilitators to Implementation of Medications 

for Opioid Use Disorder Within the Criminal Justice 

System.” International Journal of Drug Policy 81: 

102768. 10.1016/j.drugpo.2020.102768. 

34. Drainoni, M.‐L. , Knudsen H. K., Adams K., et al. 

2022. “Community Coalition and Key Stakeholder 

Perceptions of the Community Opioid Epidemic 

Before an Intensive Community‐Level 

Intervention.” Journal of Substance Abuse 

Treatment 138: 108731. 

10.1016/j.jsat.2022.108731. 

35. Madras, B. K. , Ahmad N. J., Wen J., and Sharfstein 

J.. 2020. “Improving Access to Evidence‐Based 

Medical Treatment for Opioid Use Disorder: 

Strategies to Address Key Barriers Within the 

Treatment System.” NAM Perspectives. 

10.31478/202004b. 

36. Hood, C. M. , Gennuso K. P., Swain G. R., and 

Catlin B. B.. 2016. “County Health Rankings.” 

American Journal of Preventive Medicine 50, no. 2: 

129–135. 10.1016/j.amepre.2015.08.024. 

37. Martin, T. , Maguire T., Quinn C., Ryan J., Bawden 

L., and Summers M.. 2013. “Standards of Practice 

for Forensic Mental Health Nurses—Identifying 

Contemporary Practice.” Journal of Forensic 

Nursing 9, no. 3: 171–178. 

38. Chandler, R. K. , Villani J., Clarke T., McCance‐

Katz E. F., and Volkow N. D.. 2020. “Addressing 

Opioid Overdose Deaths: The Vision for the 

HEALing Communities Study.” Drug and Alcohol 

Dependence 217: 108329. 

10.1016/j.drugalcdep.2020.108329. 

39. Manchak, S. M. , Gosney M. E., Haberman C., and 

Firesheets K. C.. 2022. “A Data‐Driven Response to 

the Addiction Crisis in Hamilton County, Ohio.” 

Journal of Public Health Management and Practice 

28, no. Supplement 6: S320–S325. 

 

 

 

 

https://www.cdc.gov/nchs/nvss/vsrr/drug%E2%80%90overdose%E2%80%90data.htm
https://www.cdc.gov/nchs/nvss/vsrr/drug%E2%80%90overdose%E2%80%90data.htm


Asma Salem Rahil Alanazi, Hadeel Khalaf A Alanazi, Anoud Ghazi N Alanazi, Tagreed Amer Awad AlAnazi et al.  / IJCESEN 10-4(2024)3969-3977 

 

3977 

 

 

 

 

 

 

 

 


