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Abstract

Background The opioid overdose and polysubstance use crises have led to the development of low-barrier, transi-
tional substance use disorder (SUD) treatment models, including bridge clinics. Bridge clinics offer immediate access
to medications for opioid use disorder (MOUD) and other SUD treatment and are increasingly numerous. However,
given relatively recent implementation, the clinical impact of bridge clinics is not well described.

Methods In this narrative review, we describe existing bridge clinic models, services provided, and unique charac-
teristics, highlighting how bridge clinics fill critical gaps in the SUD care continuum. We discuss available evidence for
bridge clinic effectiveness in care delivery, including retention in SUD care. We also highlight gaps in available data.

Results The first era of bridge clinic implementation has yielded diverse models united in the mission to lower
barriers to SUD treatment entry, and preliminary data indicate success in patient-centered program design, MOUD
initiation, MOUD retention, and SUD care innovation. However, data on effectiveness in linking to long-term care are
limited.

Conclusions Bridge clinics represent a critical innovation, offering on-demand access to MOUD and other services.
Evaluating the effectiveness of bridge clinics in linking patients to long-term care settings remains an important
research priority; however, available data show promising rates of treatment initiation and retention, potentially the
most important metric amidst an increasingly dangerous drug supply.
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Introduction

Overdose mortality and other medical complications,
including hepatitis C virus (HCV), HIV, and bacterial
infections, continue to surge among people who use opi-
oids and other criminalized drugs in the United States
(US) [1]. Potent fentanyl now dominates the opioid
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supply in many regions of the country. Over 100,000 peo-
ple died of drug overdose in the 12-month period end-
ing in December 2021, with over 70,000 of these deaths
involving synthetic opioids other than methadone (i.e.,
fentanyl) [2]. Rates of viral hepatitis, HIV and emergency
department (ED) visits and hospitalizations for serious
substance use disorder (SUD)-related infections have also
climbed [3-8].

Effective treatments for SUD are associated with myr-
iad clinical benefits. For example, buprenorphine and
methadone, the first-line medications for opioid use dis-
order (MOUD), decrease opioid and all-cause mortality
and are associate with decreased injection-related risk
behaviors and HIV and HCV acquisition [9, 10]. How-
ever, access to evidence-based treatment remains inad-
equate, with barriers that include insufficient treatment
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program capacity, long wait times for treatment, stigma,
and inadequate support during high-risk touch points
and transitions, such as ED and hospital discharge and
release from incarceration [11-14].

These complex, multi-level challenges have spurred
interest in the creation of new, low-barrier and transi-
tional models for SUD care delivery [15, 16]. Also known
as low-threshold models, low-barrier SUD treatment
programs are characterized by immediate same-day
access to SUD treatment (e.g., on a walk-in basis), abbre-
viated intake processes, trusting relationships between
patients and staff, flexibility, and a focus on harm reduc-
tion and patients’ individual goals, even if they do not
include abstinence [15-21].

Bridge clinics offer a model for low-barrier, transitional
SUD care. Usually based in emergency department or
outpatient settings, bridge clinics provide rapid initiation
of MOUD and medications for other SUDs, stabilization
during high-risk transitions, harm reduction services,
and linkage to long-term providers [17, 22-24]. While
diverse in structure, operations, and funding sources,
which often include a combination of institutional sup-
port, public health funding, other grant funding, and
clinical revenue, bridge clinics are increasingly recog-
nized as integral components of the care continuum
for people with SUD. In addition to addressing unmet
clinical needs, bridge clinics offer important learning
opportunities for trainees including students, residents
and addiction medicine fellows, and they can leverage
increased operational flexibility to foster innovation in
SUD care delivery [22, 25-27]. However, given the rela-
tively recent implementation of bridge clinic models, the
impact of these programs has not been well described.

The goal of this narrative review is to describe bridge
clinic models and available evidence for their effective-
ness vis-a-vis acceptability to patients, success filling gaps
in the SUD care continuum, linkage to long-term care
and other evidence of MOUD retention, and effective-
ness in addressing other clinical care gaps for patients
with SUD. We highlight key gaps in available data and
offer future directions for bridge clinic work.

Methods

Two authors (JLT and LGK) compiled a list of known rel-
evant publications. To identify other bridge clinic-related
publications, they searched online data bases of PubMed
and Embase.

PubMed search terms included “bridge clinic,” “bridge
clinics,” “(“bridge clinic’) AND (“Treatment Outcome”
[Mesh] OR Outcome, Treatment OR Patient-Relevant
Outcome OR Outcome, Patient-Relevant OR Outcomes,
Patient-Relevant OR Patient Relevant Outcome OR
Patient-Relevant Outcomes OR Clinical Effectiveness
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OR Effectiveness, Clinical OR Treatment Effectiveness
OR Effectiveness, Treatment OR Rehabilitation Outcome
OR Outcome, Rehabilitation OR Treatment Efficacy OR
Efficacy, Treatment OR Clinical Efficacy OR Efficacy,
Clinical). Embase search term included “bridge clinic,
“treatment outcome’/exp OR ‘health care outcome and
process assessment’ OR ‘outcome and process assess-
ment (health care)’ OR’ outcome and process assessment,
health care’ or ‘outcome management’ OR ‘patient out-
come’ OR ‘therapeutic outcome’ OR ‘therapy outcome’ or
‘treatment outcome” as well as a combination of above
terms.

JLT and LGK reviewed identified papers and abstracts
for relationship to SUD and relevance to the bridge clinic
definition, a low-barrier, transitional SUD care setting,
outlined above.

In addition, the public-facing websites of published
bridge clinic models were reviewed to identify operations
details (e.g., hours of operation) presented in Table 1.
Publication corresponding authors and/or bridge clinic
medical directors were contacted via email to confirm
the accuracy of the data included in Table 1.

Bridge clinic models

Hospital-based, outpatient bridge clinics

Many low-barrier SUD bridge clinics are hospital-based,
outpatient practices that are generally not licensed as
opioid treatment programs (OTP) [17, 22, 23, 25, 28, 29].
Interdisciplinary teams, which may include registered
nurse care managers, social workers, psychologists, case
managers, patient navigators, peer recovery coaches,
pharmacists, addiction medicine physicians, psychia-
trists, and nurse practitioners, deliver clinical care and
harm reduction services on a scheduled or walk-in basis,
with the specific services offered tailored to program
size and staffing (Table 1) [22, 23, 28]. Providers may be
trained in internal medicine, family medicine, emergency
medicine, and/or psychiatry depending on the model
[22, 23, 28, 30, 31]. Although some bridge clinics offer
integrated behavioral health services or referral, engage-
ment in psychosocial treatment is not required to access
MOUD.

There is no defined length of treatment in the bridge
model and the duration of care episodes can vary. For
example, patients seen in a bridge clinic in Boston, MA
between 2014 and 2019 had a median of 5 total bridge
clinic visits (IQR: 2—15) spanning a mean “length of stay”
of 36 days (IQR: 1-184), but 1 in 4 patients were followed
for 6 months or more [22]. Bridge clinics may offer ser-
vices for set periods of time before linkage to long-term
care, may offer a consult and return model for primary
care and other settings, and may, in some circumstances,
continue to provide care long-term when patients



Page 3 of 13

(2023) 18:23

Taylor et al. Addiction Science & Clinical Practice

uoddns Jsad
dnoub pue [enpia
-IpUl JUSWISA|OAUI

Sluelsisse |edIpalN

S3|IUle4 pue uaip uswIeal AlH sisijeads a21nosay VA ‘Uo1sog
-|IyD 4o 1swiedsg 1UaWieal ADH SINIOM [0S [B)dSOH SUSWOAA
pupebireu 1ioddns uonaful 01 paejal | ‘DUOXa11|eN S9YDe0Dd AI9N0D3Y ss922e Ul pue weybug
‘3|doad yueubaid  suopda4ul aNssiy dasp Od duoxalijeN (AneiyoAsd -j|em pue pajNPayds L1111}
10§ 21D ‘218D A1eIyd JO JusWILRI IBYIO 05 ‘auiydiouaidng uondIppe 13 U dS-v6 abpuig s,uswopm
-Asd uondIppy 1VdO pagudsald 1S ‘auiydiouasdng  -Ipswi [eulaul) QN 4N pue weybug
dDd 01 eIyl
‘1oddns dnoib pue
[ENPIAIPUI DT 73 Uon
-daoesuod ‘salddns Jabeuey aondeld
juaned quawabe 7 X S101euUIpIo0D)
-UBW [eMBIPYIM 92IAJIS JUdNRd 15!
|oyo2|e anedino -|e1>adg a2unosay
‘JUaWIRaI} ADH/AIH S2UPORA  UORNQLISIP WOPUOD yoeo)) A1aA0d3Y
0} [ell2jol '9beUlRID (1S UO) JUSWIRIL [1S sdias 1531 19310M |e1D0S
13 UOIS|DU| ‘94ed Bunsay 1S |Aueiuay g ‘sjeuslew JUBISISSY [RIIP3N 3|qe|jiene
punom ‘(jaqe}-4o) bunssiA\DH  Bupjows Jages ‘sajp | ‘DUoxaleN NY SYSIA SUDIPIW|Y Ssade Ul VI ‘U0Isog
an uejnwips pue d3ddIdAIH  -93u Buipnpul said 0Od ‘auoxalieN 15160j0YdAsy |[BNSIA-OIPNE  -j|EM PUR PI|NPAYIS |exdsoH |eJausn
‘an sunodiu ‘any (Awoloq -dns uonwdnsuod pasuadsig S ‘sulydiouaidng (AneiyoAsd g aup pue Ajuo-olpny dS-v6 S119SNYDeSSe|N
10J SUOREIIPIN -91yd) bunsar Al J9yes Jo uonnguisig pagudsald 1S ‘auiydiouasdng  -Ipawi [eulaiul) QN uosiad ul Ajuewtid 4N 2D abpug HOW
Yieay
[BI0INBYSQ PUE dDd
01 [eJI3ya1 1DF 9 UOH
-daoesuod ‘sslddns
1uaned quawsbe S9UIDIBA
-UBW [eMBIPYIM  (91IS-UO) JUSWIIRIL 1S
auldazelpozuag g Bunsal 11§
|0yod|e Juairedino JUSW  UOIINGHISIP WOpUOD)
‘Buiyoeod A1anodal -1ea11 g busal ADH sdis 1591
01 abeyju| ‘abeulelp uswiIesll AH  [Auruay 3 ‘sjeliarew | ‘DUoXa13jeN
)9 UOISIDU| 218D d3d "9 d3d AIH Bupiows pue buj Od ‘duoxaneN d|ge|leAe
punom ‘(jage|-4o) (1D0d  -Mous Jajes ‘sa|paau 0S ‘aulydiouaidng 7 X slojeu SMISIA QUIDIPAWI|] SS9D28 Ul VN ‘Uoisog
an enwins pue pideJ) bunsay AlH Buipn|pur saiddns 76 ‘aulydiousidng  -1pI00d a1ed Judlied [ENSIA-OIPNE  -3|EM PUB PI|NPAYDS 191UD
‘an aunodiu ‘gny (Awoloq uondwnsuod Jajes pasuadsig Ell! J1abeuew ated Ny pue Ajuo-olpny dOSH-v8 |BDIPAN UOISOg
10} suonedIpay -3|yd) bunsai AlH Jo uonnqgsig paqIdsald y-z/ 'Suopeyisiy dN 10 aw uosltad uj Ajiewd skep / syled 191se4
SIDIAIDS JIBYIO SDIAIBS 4| uondNpaJ wieH auoxojeN anow Buyyess jesiuld bumas a|npayds weiboid

paseq-jendsoy quanedinQ

£207 's91835 pa1un ‘s3jdwiexa ‘sjppow dJulp 36puig paysiiqnd L ajqer



Page 4 of 13

(2023) 18:23

Taylor et al. Addiction Science & Clinical Practice

BuUIUSIDS ADH

swelboud
92IAIS 9BULIAS [BIO]
yum Jauiled o) pabe
-Inodua quawdinba
uonda(ul Jsjes Jo uon

J018DIARU
95N adUrISgNS

dn-moj|o} 1oy sinoy
Jjuld usnedino
paje1s-g3 apinoid
sjeudsoy awog
a/ed1usW

eluiogled
SuolNIISU|
a|dniny ‘ssusw

pue AlH uo bujuiesy  -nquasip uo bujuies pasuadsig Jeisaupipawl  -Jedap Aousbiawa -1edaq Aouabiowi]g
PaJay0 Je1s [eudsoH  paiayo yes [eudsoH pagudsald 1S ‘duiydiouasdng  Aduabiswa bunsixg o1u| parelHalu| 11T abpug v
SIDIAIDS DY SDIAIBS 0] uopPNpal wiey auoxoleN anow buyyers pumas 3|npayds weiboid
paseq-juswiiedap Aouabiawg
X039p Juanedul pue
‘JUSWeal} [BUSPISI
Tuawabeuew Aousb S9UIDDBA(MS
-upuod ‘Adesayy ‘a1ed UO0) 1UBWIRAN |S
Atewd o3 abey punsaA 1S (weiboud
1 uondadesnuod ‘said 1usWIeal) 01 abe aled Arewind yum
-dns jusnediuonesssd Ul g Bunsal ADH iy uol paJeys) siaxiom A1l
Buowsiuawabeuew dIdR dIdAH  -d3lul pue (saiddns -|Igib1j3siueIsIsse VD ‘0dspuel
|lemespyim auidaze saupoep  Bulkuedwodde pue [BDIP3NS,NYI01eDIARU UBSODSDURI UES Blu
-IpozUsQ %9 [OYyod[e (1S UO) JUSUIIeal} sadid 1ybiens o} 35N 92URISONS 3|ge|ieAe -10§1[eD) JO AMSIaAIUN
Juaiedino’aled  |1SPunsel [ SIuaW 'sa|qgnq buipnpul (Aousplsas aupipaw S1ISIA SUIDIPAWI|] yrng D
punomi(jage|-yo)  -1eai1 03 abeyul “6:9) sy bupjows N ‘duoxaiijeN  Ajiuie) pue diysmoj|sy [ensiA-olpNy Auo 3131 4 'MW abpug 191us)
Jopiosip asniue]  Bupsa ADHJII S Buipnipul sayddns Od 'QUoXalieN  duIDIPaW UoDIpPE SUPIPAWIRY I3 pue uosiad-u| y3yjeaH Ajiweq
-NWIRS puegny did AH(Awolog  uopdwnsuod Jajes pasuadsig QS ‘suiydiouaidng wIolj sasulel} Ajuo-oipne pue dS-dl  [edduap odspuely
10} suonesIpay -91yd) bunsa1 AlH Jo uonnqgsig paqgudsald 7S ‘aulydiousidng Buipnpun gw uosiad ul Ajewlid 4N ues biaquaxpnz
SDIAISS 19Y10 SDIAISS 0| uondNpaJ wieH auoxojeN anow buyjes jesuld pumas 3|npayds weiboid
paseg-1ajua) yijeaH “4uanedinpg
dDd 01 [e1ayl uswiea (1§ 4O ‘puejiiod
‘JuaWIeall A\DH 01 Bunsal |1 151|e1pads AYSIDAIUN SDUD
|e113421 {(j2qe|-40) BunNsS ADH KI9A0D31 1934 -12S Yi|eaH uobaip
an uejnwips pue d3d "8 d3d AH ¢ X J01eUIPIOOD (494H)
‘n aunodiu ‘gny (Awoyoq sayddns pasuadsig SUOX33eN suonisuel} aled) d/-v0lL  a1ed 03 sabpiyg
10§ SUOIIBDIP3IN -9|yd) bunsay AlH - uondwnsuod Jajes paqgudsald 1S ‘auiydiouasdng dN 1o aw [enUIA Ajiewlid 4N uondNpay wieH
SIJIAIDS JIBYIO SDIAIBS 4] uondNpaI wieH auoxojeN anow Buyyels jesul]d pumas 3|npayds weiboid

paseq-jendsoy quanedinQ

(panunuod) L ajqey



Page 5 of 13

(2023) 18:23

Taylor et al. Addiction Science & Clinical Practice

Adesayy dnoiqiue jessiuased Juanedino ‘| ydo ‘uondadelnuod Aduabiaws ‘D3 (uoidajul paniwsueil A|[enxas ‘|1 S ‘snuIA D sizeday ‘ADH ‘1591 a1ed jo julod ‘| DO ‘sixejAydoid ainsodxa-a1d d31d
‘sixe|Aydoud aunsodxa-1s0d 434 ‘sniia Aduadyspounwiwi uewny ‘AjH ‘snoauendgns ‘Os [enbuligns 1S {saseasip snoidajul ‘gl A9pIosip asn ‘dn HapIosip asn [oyodje ‘any ‘weiboid Juawyeasy proido 410 SuonpIrIqqy

DURISISSe
uopeyodsueny

siapinoid ABojodIx0}
|edIpaWl ‘suldipaUl

‘|esijau s9IAISS [dn [eul1ul ‘suipaw SUIlIoH
-MO||0} 199d/JX40M AKouablawa ‘suld aujydiouasdng
yijeay Alunwiuiod paquasald 7S auiydiousidng -Ipaw uondIppY Ajuo olpny 1/%T puejs| apoyy
JUSWI|0JUS SDUeINsUl
‘poddns uoneoidde
auoyd aigow {dHd
01 [eJI3yal {painsuiuN AN SHHOA MaN
J1 SUOIEDIPAW 150D S
ou ‘Adewleyd a1is uo siapinoid Aneiyd SYSIA SUIDIPAWS aulydiouaidng
‘y1/eay [elolneysq g KIDAI|9P SUWOH -Asd uonoippe pue -|21 [ensiA-oipne |enyiA sjend
Al1eryoAsd oy |ensasey paquasald 1S ‘aulydiouaidng  suIdIpaW UOIDIPPY pue A|uo olpny dS-V6 4-W  -SOH + Y3jeaH DAN
vd 'ybingsnid
Jspinoid gns [ed0o| 03 ISIIEY)
[eujl Quswabeuew [e2IPSN YbINgsilg
|emelpyim auidsze 4o AusIaniun
-pozusqg g [oyooje D
juanedino ‘gny 1oy $92IN0S3l SYSIA SUIDIPAWS abpuig supipawa
suonedIpawl ‘buimala |BD0] O} [e1I9joY $92IN0S3I siapinoid sup -|1 [ensiA-olpne dS-v6 -|aL ABojodixo)
-191U[ [BUOIIRAON dId AH [eD0] O [eLia)aY paquasald 1S ‘aulydiouaidng  -Ipaw Aduabiaw] pue A|uo olpny 4N 1ed1pa DINAN
S9IAISS 19Y10 SaDIAIBS QI uondNpal wiey auoxojeN anow buyers buness s|npayds weiboid
Auo fenyip
siapinold g3-uou
AQ pa1Jaya1 3q 0S|e AN ‘2sndeiAs
ued sjualied dIulpP AYSISAIUN [BDIPAN
dn-mojjoj 3usnedino 21e15d N YIOA MIN
$32IN0SaJ AYUNWIWIOD ue ul sispinoid a3 Jo AUISIaAIUN 31815
J3U10 pUB ¢Dd 01 el syuswiiedap sisiepadsissd  AQ uess ale g3 oyl NESI sl a6pug
-13J21 '21ed punom (gn  [eudsoy pue Ayunwi saiddns siapiroid aup ul auydiouaudng 19d 921m1 uado pioidg Aousb

19410 JOJ SUONEIIPN

-WOD O] |eliajoy

COEQC\_ijOU Jojes

paquosald

7S ‘aulydiouaidng

-Ipaw Aousbiawig

Uo palJels sjusiied

o1ul> dn-moj|o4

-13wg aeysdn

S9JIAJSS 19Y10

S9JIAIBS

uoidnpal wieH

QuUoOXxo|eN

anow

buyyers

bunias

a|npayds

welboid

paseq-juswyiedap A>uabiawg

(panunuod) | sjqel



Taylor et al. Addiction Science & Clinical Practice (2023) 18:23

experience barriers to transition to more traditional care
settings [17, 23, 30].

Hospital-based settings offer specific advantages,
including facilitation of warm handoffs from ED and
inpatient teams. Short wait times to first bridge clinic
appointment have been associated with appointment
attendance [32]. Co-location with institutional phlebot-
omy, insurance support, and outpatient pharmacy ser-
vices also facilitates rapid initiation of medications and
infectious disease testing. Hospital-clinic licensure and
resources like secure medication dispensing cabinets
facilitate administration of scheduled medications like
methadone for opioid withdrawal management under the
“72-h rule” [24]. Furthermore, hospital-based program
may have the resources to stock and later bill more costly
injectables like extended-release buprenorphine, ena-
bling rapid medication initiation [27].

However, the need to enter a medical center environ-
ment to access bridge clinic services may deter some
patients, including those who have experienced past
stigma or trauma in healthcare settings, and traditional
clinical environments may limit the degree to which pro-
grams can eliminate barriers to entry.

In addition to MOUD, bridge clinics generally offer
pharmacotherapy for other types of SUD, such as nal-
trexone and acamprosate for alcohol use disorder, and
some bridge clinics incorporate HIV, viral hepatitis, and
bacterial sexually transmitted infection (STI) screening,
treatment, and prevention services like HIV pre- and
post-exposure prophylaxis (PrEP, PEP) to address unmet
need [23, 33]. On-site access to vaccines and commonly
used antibiotics for STI treatment facilitates ready deliv-
ery of these services at the point of care. Some bridge
clinics also tailor HIV screening to the needs of their
patient populations, offering, for example, both phle-
botomy-based and rapid point of care HIV testing using
fingerstick blood samples for patients who decline phle-
botomy due to difficult venous access and other reasons
[34]. Bridge clinics with subspecialty infectious disease
expertise have been able to offer expanded services to
people who inject drugs (PWID) with complex injection-
related infections. For example, a bridge clinic in Boston,
MA is an interdisciplinary model that includes an infec-
tious disease physician and offers outpatient parenteral
antibiotic therapy (OPAT) and SUD follow-up to stably
housed PWID who require prolonged intravenous anti-
biotic therapy for serious injection-associated infections
[35].

Emergency medicine-based bridge models
Emergency Medicine (EM) based bridge models address
the specific needs of patients seeking acute care for
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OUD and SUD-related complications. A study imple-
mented from March 2019-July 2020 evaluated low-
threshold buprenorphine initiation and navigation to
outpatient treatment anchored in California EDs within
hospital systems prepared to expand buprenorphine
across care settings [36]. A total of 52 diverse hospitals
enrolled, with 60% of the 12,009 OUD encounters result-
ing in buprenorphine administration and 40% of patients
attending one or more outpatient follow-up visits [36].

A separate EM-based model utilizes addiction-boarded
EM physicians to both initiate buprenorphine in the ED
and follow patients longitudinally in an outpatient addic-
tion clinic, which they also staff [30, 37].

Virtual bridge clinics

The COVID-19 pandemic ushered in a series of regula-
tory changes related to the public health emergency that
enabled the initiation of buprenorphine by telemedicine,
including by audio-only and audiovisual platforms, with-
out the usual requirement for an initial in-person visit.
This led to the creation of both new, exclusively virtual
bridge clinic models as well as new telemedicine-based
buprenorphine initiation pathways within existing bridge
clinics that did not previously offer telehealth [38]. Like
outpatient bridge clinics, the goal of virtual bridge clinics
was to provide treatment initiation and linkage to a pro-
vider for maintenance treatment, though the bridge clin-
ics “may follow patients over several visits until follow-up
care is established” [38].

Among described virtual-only bridge models, a Pitts-
burgh, PA Department of Emergency Medicine devel-
oped a virtual bridge clinic offering audiovisual and
audio-only consultation for patients with SUD, the major-
ity of whom had OUD ([39]. Audio only visits (159/200,
79%) were more common than audiovisual [39].

New, virtual-only bridge clinics were also developed in
New York, NY, staffed by Addiction Medicine and Addic-
tion Psychiatry, and in Rhode Island, staffed by Addic-
tion Medicine, Emergency Medicine, Internal Medicine,
and Medical Toxicology providers [38]. Like telehealth
buprenorphine initiation pathways developed in exist-
ing bridge clinics, these models sought to serve those at
high risk of opioid overdose death in the context of the
COVID-19 pandemic, including people experiencing
homelessness and those recently released from incar-
ceration [26, 29, 38]. These two exclusively virtual bridge
clinics served a total of 124 patients from March to June,
2020, the majority of whom were publicly insured, seek-
ing buprenorphine initiation, and utilized audio-only
visit technology [38].

Existing bridge clinics have also described new, virtual
pathways to buprenorphine initiation [26, 29, 38]. For
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example, a bridge clinic in Portland, OR transitioned to
over 90% virtual visits in the week following the Drug
Enforcement Agency announcement permitting telemed-
icine initiation of buprenorphine and continued to oper-
ate on a predominantly virtual model, with a significant
portion of audio only visits, through August 2020 [28].
Like other programs, this bridge clinic retained in-person
visit access for those who lacked the resources to partici-
pate in telemedicine [28, 40].

While the shift to telemedicine potentially offered a
pathway to lower barriers to MOUD, it also threatened to
worsen access for people with limited resources, includ-
ing those without phones and people experiencing home-
lessness. A bridge clinic in Boston, MA addressed these
barriers by partnering with street outreach teams who
could link people in the community to buprenorphine
prescribers by audio/video platforms in real time [26].

Other bridge clinic models

Bridge clinics co-located with inpatient medically man-
aged withdrawal programs have also been described
to meet the needs of patients treated with buprenor-
phine during their inpatient medically managed with-
drawal care who do not have post-discharge outpatient
buprenorphine care immediately available [41].

Harm reduction service integration

Many bridge clinics operate in a harm reduction model,
prioritizing engagement and flexibility, gaining trust,
and partnering with patients to reduce the negative con-
sequences of substance use if their goals do not include
abstinence [17, 21]. Bridge clinics provide overdose edu-
cation and naloxone distribution and, increasingly, other
harm reduction services, including on-site distribution of
safer injection and safer smoking materials [17, 23, 40].

In addition, bridge clinics also offer low-barrier STI,
viral hepatitis, and HIV screening, treatment, and pre-
vention, including point-of-care rapid HIV testing,
PrEP, and PEP [33]. Some clinics also offer an array of
wrap-around clinical services ranging from emergency
contraception, long-acting reversible and injectable con-
traception, wound care, and interim primary care to sup-
port engagement and address unmet needs.

Evidence

Bridge clinics were borne from the need to provide rapid,
on-demand services to patients with SUD, followed by
stabilization, and ultimate linkage to long-term care. In
reviewing the evidence for this model, we focused on the
acceptability of bridge clinics to patients, effectiveness in
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addressing gaps in the SUD care continuum, linkage to
long-term care and other evidence of MOUD retention,
and effectiveness in addressing other clinical care gaps
for patients with SUD.

The bridge clinic model is acceptable to patients
Qualitative work with 29 bridge clinic patients in Bos-
ton, MA interviewed in January—June 2018 indicates
that the transitional, low-threshold model for SUD
care is acceptable and desired [17]. Patients specifically
identified a welcoming clinical environment, the ability
to be seen flexibly including without an appointment,
incorporation of harm reduction principles, access to
knowledgeable providers who approach substance use
with compassion and non-judgement, and support
linking to ongoing care, including from peer recovery
coaches as contributors to a positive experience in the
bridge clinic setting [17].

Bridge clinics fill gaps in care continuum for patients

with SUD

Available data also demonstrate that bridge clinics fill
important gaps in the care continuum for patients with
SUD, including long wait times for outpatient treatment.
An analysis of 657 new patient appointments sched-
uled at a bridge clinic that provided same- and next-day
appointments in Boston, MA over a 12-month period
indicated that 47% were scheduled same day, 23% were
scheduled next-day, and 30% were scheduled 2 or more
days away [32]. This analysis excluded patients referred
from the inpatient Addiction Consult Service who had
already been initiated on MOUD, thus likely reflect-
ing access for patients seeking to initiate MOUD for the
first time. Patients who scheduled same-day (OR 6.9,
95% CI 4.6-10.4) or next-day (OR 1.7, 95% CI 1.1-2.7)
appointments were more likely to be seen than those
who scheduled 2 or more days away [32], emphasizing
the importance of the same-day, on-demand access that
bridge clinics provide.

Bridge clinics may also facilitate the feasibility of ED
buprenorphine initiation, even during off hours. Patients
discharged from the ED outside of bridge clinic hours
can be provided with a buprenorphine take home kit
or prescription and have short-interval follow-up in the
bridge clinic [37].

A 2022 program description of ED-initiated buprenor-
phine describes a hospital system’s interventions that
support linkage from the ED to an on-site bridge clinic
[42]. In this model, in addition to ED providers giving
verbal instruction to present to the bridge clinic after dis-
charge, an electronic medical record ambulatory referral
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order was implemented to generate a list of patients
the bridge clinic team could contact if the patient does
not present for follow-up. Addressing OUD during ED
encounters through either real-time buprenorphine ini-
tiation or referral to the bridge clinic was associated with
OUD care retention [42].

The transition from inpatient hospitalization to outpa-
tient clinical care is similarly a high-risk time for loss-to
follow-up and interruption of care. Among 4,959 patients
who received an inpatient addiction consult at an aca-
demic medical center in Boston, MA from October 2014
to October 2019, 24% received additional services includ-
ing 9% seen in the same institution’s bridge clinic [22].

Bridge clinics serve patients with high clinical complexity
Data from bridge clinics indicate that they not only fill
gaps in the SUD care continuum but do so for patients
with high clinical complexity and significant structural
barriers to care, including high rates of fentanyl and mul-
tiple substance use, psychiatric and medical comorbidi-
ties, homelessness, and acute care utilization [22, 23, 29].

For example, among 1197 patients seen in a hospital-
based bridge clinic 2014—2019 in Boston, MA, 83% had
OUD. Other prevalent use disorders included alcohol
(45%), cocaine (40%), and sedative/benzodiazepine (21%).
Overall, 60% had two or more concurrent use disorders
[22]. In a separate bridge clinic in Boston, MA, among
142 patients seeking methadone emergency withdrawal
management with OTP linkage, 85% tested positive for
fentanyl, 66% for both an opioid and a stimulant, and the
mean number of substances positive in urine drug screen
was 3.0 [24]. Among 393 new patients at the same pro-
gram, inclusive of all SUDs, two-thirds reported injection
drug use and over half had experienced opioid overdose
[23].

Comorbid mood disorders and serious mental illness,
including anxiety (65%), depression (57%), and schizo-
phrenia (14%) are prevalent among bridge clinic patients
[22]. New patients presenting to SUD bridge clinics also
have high rates of both known and incident HIV, viral
hepatitis, and STI [23]. For example, over 1 in 7 patients
seeking methadone emergency withdrawal management
in a bridge clinic in Boston, MA has baseline HIV infec-
tion, an HIV prevalence almost threefold higher than
seen among patients receiving buprenorphine in the
same institution’s office-based addiction treatment pro-
gram over a 12-year period [24, 43].

Approximately 1 in 3 patients in some bridge clinic
settings experience homelessness, and a greater pro-
portion (54%) experience housing insecurity [22, 23].
Rates of past-12 month acute care utilization, including

Page 8 of 13

ED visits (mean 4.3 per person) and inpatient hospitali-
zations (mean 0.5 per person), are high in bridge clinic
patients, even in analyses limited to care episodes at a
single institution [24]. Among 1197 patients (mean age
37 years) treated in a bridge clinic in Boston, MA from
2014 to 2019, known mortality at the end of the 5-year
study period was 2% [22].

Linkage to long-term care and MOUD retention

Our literature review identified limited published data on
the outcome of linkage from bridge clinics to long-term
care settings. A bridge clinic in Boston, MA described
rates of OTP linkage and 1-month retention for patients
treated with methadone under 72-h-rule, an underu-
tilized regulation that allows non-OTP providers to
administer schedule II medications for opioid withdrawal
while linking patients to ongoing care [44]. This protocol
creates a pathway for same-day, on-demand methadone
opioid withdrawal management with rapid OTP referral,
thereby shortening wait times for treatment. Evaluation
of the bridge clinic’s first 150 encounters demonstrated
high rates of OTP linkage (87%), defined as attending at
least one OTP visit for methadone dosing, as well as high
rates of 1-month OTP retention (58%) rates [24, 25].

In a cohort of patients referred from an ED to an
on-site bridge clinic who attended an initial visit, 56%
continued buprenorphine 2 years later based on state
prescription monitoring program data [30]. Although
data are not presented on the location of the most recent
buprenorphine prescription, authors indicate that bridge
clinic care is “generally only 8—12 weeks duration,” thus it
is inferred that those continuing buprenorphine 2 years
after initial bridge clinic visit were successfully linked to
long-term care [30].

A 2022 study evaluating predictors of engagement
and retention in a Boston, MA bridge clinic also looked
at transfer to ongoing care as a secondary outcome [45].
This study found that overall, 70% (1911/2730) of bridge
clinic episodes of care resulted in engagement, defined
as 2 or more completed visits within an episode of care.
Transfer to care rates were notably lower, with 28% of
episodes of care ending with a documented transfer to
another care setting [45].

The relative lack of published data on linkage may be
due to the inherent challenges in data sharing in a model
that relies upon referring to other long-term care settings
within or outside of the bridge clinic medical system. In
addition, it remains unclear what the ideal duration of
treatment is in this novel model of transitional care as
some patients require or prefer the support offered in
a bridge clinic longer term [17]. However, existing data
suggest bridge clinics may lead to retention on MOUD
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and in ongoing SUD care. MOUD retention, regardless of
care setting, may ultimately be the best measure of bridge
clinic success despite the transitional goal.

Additional data on medication retention include out-
comes from 1197 unique patients seen in a hospital-
based bridge clinic in Boston, MA from 2014 to 2019,
including 867 treated with buprenorphine for a total of
1071 buprenorphine initiations after an initial bridge
clinic encounter [22]. Bridge clinic patients continued
uninterrupted buprenorphine for a mean of 140 days,
though the location of ongoing care—in the bridge clinic
or in other long-term programs or primary care that doc-
ument in the same EHR—was not specified [22]. Naltrex-
one was initiated 209 times after an initial bridge clinic
encounter, primarily for the treatment of alcohol use dis-
order, and the mean length of uninterrupted naltrexone
treatment was 33 days. Patients who received extended-
release injectable naltrexone received a mean of 1.18
injections [22].

In a convenience sample of 40 serial adults who
received one or more extended-release buprenorphine
injections in a Boston, MA bridge clinic between Febru-
ary 2019 and July 2019, only 14 discontinued the inject-
able formulation during the study period, including 10
who switched back to sublingual buprenorphine [27].

Among patients with OUD treated in a virtual bridge
clinic during the COVID-19 pandemic, the overwhelm-
ing majority (185/192, 96%) filled at least one buprenor-
phine prescription in the first 30 days after the bridge
clinic visit and most (147/192, 77%) filled at least 2
buprenorphine prescriptions. The rate of buprenorphine
prescribing and proportion of patients filling at least one
and two or more buprenorphine prescriptions did not
vary by visit type (i.e., audio only vs. audiovisual) [39].
In two other virtual bridge clinic models, over 80% of
patients had a follow-up visit within 30 days [38].

The outcomes addressed in these papers indicate that
MOUD initiation and retention are a primary focus of
bridge clinic teams, and ongoing research is needed to
further examine linkage to care rates.

Impact on other SUD treatment outcomes
The impact of bridge clinic care compared to usual care
on other SUD treatment outcomes, including non-pre-
scribed opioid use, opioid overdose, and injection-related
infections, and acute care utilization remains under
study. A randomized controlled trial comparing bridge
clinic referral to treatment as usual among hospitalized
patients with OUD initiating buprenorphine/naloxone or
naltrexone began recruitment in 2019 [31].

However, early descriptive data indicate potential posi-
tive impacts on ongoing substance use and acute care
utilization. For example, a case series of 40 serial patients
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treated with extended-release buprenorphine in a bridge
clinic demonstrated that 65% had toxicology results that
were negative for non-prescribed opioid use [27].

Additionally, among 379 patients with OUD referred
from an ED in New York State to an on-site bridge clinic,
269 (71%) attended their bridge clinic appointment. In
this cohort of 269 patients completing a bridge clinic
visit, the volume of ED visits in the six months after their
first bridge clinic visit (n=2381) was 42% lower than the
volume of ED visits (n=654) in the six months before
their first bridge clinic visit [30]. Reductions in ED utili-
zation were seen among patients with both high and low
rates of pre-bridge clinic ED utilization [30].

Delivery of infection screening and treatment services

As discussed above, several bridge clinic models integrate
infection screening, prevention, and treatment services.
Foundational bridge clinic work has identified unmet
infection-related needs in the bridge clinic population,
including high rates of both baseline and newly diag-
nosed HIV, HBV, and HCV and high rates of gonorrhea,
chlamydia, and syphilis infection [23]. Opportunities for
vaccination due to non-immunity to HBV (37.8%) and
HAYV (43.9%) were also high [23].

Data on infection treatment in the same cohort indi-
cated that 88% of bacterial STI were treated and over 1
in 3 patients with newly diagnosed chronic viral infec-
tion was linked to ongoing care [23]. Though comparable
to other care settings, low HCV treatment linkage rates
prompted the bridge clinic to begin to offer on-site, inte-
grated HCV treatment.

Integrated OPAT and SUD follow-up in a bridge clinic
has also been associated with high rates of antibiotic
course completion. In a retrospective study of 20 stably
housed PWID treated in this model in an interdiscipli-
nary bridge clinic in Boston, MA with an infectious dis-
eases physician, 100% completed their antibiotic course
[35].

Finally, bridge clinic teams have identified ways in
which national HIV PrEP guidelines fall short and high-
lighted the need for improved access to HIV rapid test-
ing to reduce new HIV infections among PWID [33, 34,
40]. Bridge clinic patients have high rates of eligibility for
HIV PEP and PrEP, and work at a bridge clinic in Boston,
MA has demonstrated that PEP/PrEP delivery in a bridge
clinic is feasible, though opportunities to standardize
HIV risk assessments and increase PEP/PrEP uptake
remain [33].

Discussion

As the opioid and multiple substance use crises con-
tinue to drive overdose deaths, injection related morbid-
ity, hospital costs, and unmeasurable pain and suffering,
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bridge clinics have emerged to provide rapid access to
MOUD and linkage to long-term SUD care. Early data
indicate that the bridge clinic model is acceptable to
patients, addresses well-described gaps in the SUD con-
tinuum of care, and is effective in the delivery of MOUD
and other clinical services tailored to the needs of people
who use drugs. However, published data on effectiveness
of the bridge clinic model in linking to long-term care—
an original goal of the model—are limited.

Available bridge clinic models share an emphasis on
low-barrier and immediate medication initiation and
transitional care, linking to ongoing community-based
care after stabilization, sometimes in a “hub and spoke”
or “consult and return” model. Most models employ
some degree of harm reduction, ranging from over-
dose prevention and naloxone distribution to same-day
MOUD and provision of safer injection and smoking
materials.

Bridge clinics vary in the SUD medications provided,
with some providing only buprenorphine treatment for
OUD, while others also provide interim methadone for
opioid withdrawal management and linkage to OTP, and
medication for other SUDs. Some have medication on
site to dispense. Some incorporate SUD and psychiatric
dual diagnosis care, optional behavioral health support,
or interim primary and infectious disease care including
hepatitis C and HIV care, PrEP, and PEP, STI treatment,
vaccination, and even OPAT for serious injection-associ-
ated infections.

The transitional nature of bridge clinics is closely
related to their ability to maintain on-demand, walk-in
access, presumably via connecting patients to other long-
term care settings. Indeed, the need for interval settings
that “bridge” patients to long term care was the impetus
for this model.

While the high OTP linkage (87%) and 1-month reten-
tion (58%) rates among bridge clinic patients treated with
methadone under the 72-h rule provides proof of concept
and a randomized controlled trial of bridge clinic care is
ongoing, additional peer reviewed data are needed on the
rates of successful linkage to long term care among bridge
clinic patients on buprenorphine [24, 31]. This finding
should serve as a call to action for bridge clinic teams to
publish programmatic data on linkage outcomes.

Furthermore, the ability to link bridge clinic patients
to long term care settings depends on relationships with
community programs that are willing and able to meet
patients’ ongoing needs. Because low-barrier and harm-
reduction focused programs remain relatively rare in
traditional outpatient settings, and bridge clinic patients
may wish to continue care in the bridge clinic setting
long-term, it is not clear that referral is the right outcome
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for all patients [17, 21]. Bridge clinics caring for patients
who require ongoing low barrier drop-in care due to
severe SUD with chaotic use, lack of housing, or psychi-
atric illness must balance individual patient needs with
the access-related implications of providing longitudinal
care. Consideration towards resourcing bridge clinics to
serve as a primary source of care for people with complex
SUD is warranted given bridge clinics’ unique ability to
support and engage those at very high risk of morbidity
over time.

Relatedly, data on high rates of co-morbid serious men-
tal illness indicate that bridge clinics have increasingly
become a rapid entry point for people with SUD and
severe psychiatric illness unable to access care, many of
whom need comprehensive services not readily available
in existing bridge clinic models. Data on the psychiatric
needs of bridge clinic patients are essential to determine
the optimal staffing and approach, be it access to on-
demand transitional psychiatric care within the bridge
clinic, in collaborating departments, or rapid linkage to
long-term psychiatric care. While bridge clinic mod-
els will continue to vary by health system and setting,
additional data on the optimal staffing model, treatment
intensity, and treatment duration for high-touch, on-
demand SUD bridge clinics would benefit organizations
seeking to launch or sustain bridge clinics.

Cost analyses are also needed to understand and docu-
ment the beneficial impact of bridge clinics on ED uti-
lization, inpatient admission, and overall cost of care.
Evaluations of the cost effectiveness of specific roles
and staffing ratios would facilitate the implementation
of high value programs even in lower resource settings.
Furthermore, although preliminary data indicate posi-
tive impacts on SUD treatment access, MOUD initiation,
MOUD retention, and receipt of other high-value ser-
vices, additional data clinical outcomes including linkage
to long-term care settings, retention in SUD care, over-
dose, and mortality, are needed including via randomized
trials.

Bridge clinics benefit health systems by serving as sites
of innovation in SUD care delivery as well as educational
hubs and models for other care settings [23, 24, 26-28,
42]. Many bridge clinics are located within or connected to
academic medical centers, making them optimal sites for
educational experiences to teach current and future SUD
providers and teams. Furthermore, bridge clinics’ flexible
staffing and on-demand access, often with the capacity
for daily in person visits, offers a unique setting in which
to pilot higher-touch clinical interventions. Bridge clinics
have rapidly responded to the need for new and innova-
tive pathways to MOUD, offering low-dose buprenorphine
induction, rapid initiation of extended-release injectable
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buprenorphine, and on-demand methadone opioid with-
drawal management with OTP linkage, in addition to
expanding harm reduction services to support patients fac-
ing an increasingly dangerous drug supply [17, 24, 27, 46,
47]. Bridge clinics developed and launched telemedicine for
buprenorphine initiation during the COVID-19 pandemic,
including flexible approaches responsive to the specific
needs of people experiencing homelessness who often lack
phones, such as partnering with street outreach [26, 28, 29,
38]. These experiences could offer lessons for other types
of care delivery. Bridge clinics have also responded to local
HIV outbreaks among PWID by increasing HIV testing
and prevention services [40]. In so doing, these small and
flexible programs have continued to drive ongoing efforts
to de-stigmatize and incorporate evidence-based, patient-
centered SUD care into general medical settings.

This narrative review should be viewed with several
limitations. The majority of published literature on bridge
clinics comes from a handful of academic medical cent-
ers, raising the possibility of publication bias. Furthermore,
many institutions that have published bridge clinic data are
located in large urban areas with comprehensive networks
of SUD treatment services and robust state Medicaid cov-
erage, so findings may not generalize to settings with fewer
services or more complex insurance barriers. It is not clear
from available data whether bridge clinics have been effec-
tive in centering racial equity in order to combat increas-
ing racial and ethnic inequities in overdose mortality.
Future work should focus on the ideal components of the
bridge clinic model, evaluating clinical outcomes through
an equity lens, developing access to low-barrier long-term
care settings for linkage, and identifying the financial value
of the model.

Overall, bridge clinics represent a promising and sub-
stantive innovation designed to address the challenges
patients have long faced in accessing SUD care in tradi-
tional settings and the morbidity and mortality associated
with these delays. This first era of bridge clinic implemen-
tation has yielded diverse models united in the mission to
lower barriers to SUD treatment entry, and preliminary
data indicate success in patient-centered program design,
MOUD initiation, and SUD care innovation. Whether
bridge clinics are effective in linking patients to long-
term care settings has not been definitively answered by
published data. However, amidst a drug supply substan-
tially more dangerous than when bridge clinics launched,
MOUD retention in any setting—including through con-
tinued bridge clinic care for those patients unwilling or
unable to transfer to traditional outpatient programs—is
a key benchmark for overdose reduction and engage-
ment in treatment. As bridge clinics continue to evolve,
tools for identifying those patients who can be rapidly
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transferred after stabilization and those likely to require
long-term care in a bridge clinic setting will be helpful in
ensuring bridge clinics maintain the on-demand access
central to their mission.
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