
Jail-based reentry programming to support continued treatment 
with medications for opioid use disorder: Qualitative 
perspectives and experiences among jail staff in Massachusetts

Atsushi Matsumotoa,*, Claudia Santelicesa, Elizabeth A. Evansb, Ekaterina Pivovarovac, 
Thomas J. Stopkad, Warren J. Fergusonc, Peter D. Friedmanne

aInstitute for Health Equity and Social Justice Research, Northeastern University, 360 Huntington 
Ave, 3rd Floor INV, Boston, MA, 02115, USA

bDepartment of Health Promotion and Policy, School of Public Health and Health Sciences, 
University of Massachusetts Amherst, 312 Arnold House, 715 North Pleasant St, Amherst, MA, 
01003, USA

cDepartment of Family Medicine and Community Health, University of Massachusetts Chan 
Medical School, 55 Lake Avenue North, Worcester, MA, 01655, USA

dDepartment of Public Health and Community Medicine, Tufts University School of Medicine, 136 
Harrison Avenue, Boston, MA, 02111, USA

eUniversity of Massachusetts Chan Medical School – Baystate and Baystate Health, 3601 Main 
Street, Springfield, MA, 01107, USA

Abstract

Background: Individuals with opioid use disorder released to communities after incarceration 

experience an elevated risk for overdose death. Massachusetts is the first state to mandate county 

jails to deliver all FDA approved medications for opioid use disorder (MOUD). The present 

study considered perspectives around coordination of post-release care among jail staff engaged in 

MOUD programs focused on coordination of care to the community.
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Methods: Focus groups and semi-structured interviews were conducted with 61 jail staff 

involved in implementation of MOUD programs. Interview guide development, and coding and 

analysis of qualitative data were guided by the Exploration, Preparation, Implementation, and 

Sustainment (EPIS) framework. Deductive and inductive approaches were used for coding and 

themes were organized using the EPIS.

Results: Salient themes in the inner context focused on the elements of reentry planning that 

influence coordination of post-release care including timing of initiation, staff knowledge about 

availability of MOUD in community settings, and internal collaborations. Findings on bridging 

factors highlighted the importance of interagency communication to follow pre-scheduled release 

dates and use of bridge scripts to minimize the gap in treatment during the transition. Use 

of navigators was an additional factor that influenced MOUD initiation and engagement in 

community settings. Outer context findings indicated partnerships with community providers and 

timely reinstatement of health insurance coverage as critical factors that influence coordination of 

post-release care.

Conclusions: Coordination of MOUD post-release continuity of care requires training 

supporting staff in reentry planning as well as resources to enhance internal collaborations 

and bridging partnerships between in-jail MOUD programs and community MOUD providers. 

In addition, efforts to reduce systemic barriers related to unanticipated timing of release and 

reinstatement of health insurance coverage are needed to optimize seamless post-release care.
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Introduction

The weeks following release from incarceration is a critical time associated with an elevated 

risk for overdose and premature deaths among incarcerated individuals with opioid use 

disorder (Binswanger et al., 2013; Brinkley-Rubinstein et al., 2017; Keen et al., 2021). 

Medications for opioid use disorder remain underutilized in correctional settings (MOUD; 

e.g., methadone, buprenorphine, naltrexone) (Grella et al., 2020; Scott et al., 2021) despite 

evidence that MOUD decreases risks for relapse, death, and recidivism (De Andrade et 

al., 2018; Evans et al., 2021; Green et al., 2018). Provision of MOUD in jails and prisons 

also increases post-release engagement in MOUD treatment when linkages to community 

providers are coordinated prior to release (Brinkley-Rubinstein et al., 2018; Martin et al., 

2019; Sharma et al., 2016). However, a minority of incarcerated individuals, ranging from 

33% to 40%, access MOUD after release (PEW Charitable Trusts, 2020), underscoring a 

critical need to better understand aspects of care coordination between carceral systems and 

community-based MOUD providers.

Prior studies that have considered implementation of MOUD in jails and prisons identified 

barriers to post-release care coordination, including insufficient staffing for discharge 

planning, a lack of post-release linkages to community providers, limited or no health 

insurance coverage at the time of release, and transportation issues (Ferguson et al., 2019; 
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Friedmann et al., 2012; Kouyoumdjian et al., 2018, Martin et al., 2019; Scott et al., 2021). A 

recent study of the implementation of opioid agonist treatments (methadone, buprenorphine) 

for OUD in correctional settings (Bandara et al., 2021) identified the unanticipated release 

of patients from jail as a barrier to coordinating linkages to community-based providers. The 

same study described the strength of partnerships with local treatment providers as a key 

to coordination of post-release linkages and identified intensive follow-up immediately after 

release and use of navigators as strategies to increase the likelihood of treatment continuity 

among patients (Bandara et al., 2021).

The opioid-related public health crisis continues to have a significant impact in 

Massachusetts (Massachusetts Department of Public Health, 2021), with incarcerated 

individuals at high risk for opioid- related overdose deaths following release (Massachusetts 

Department of Public Health, 2017). A 2018 law made Massachusetts the first state to 

mandate delivery of all three types of FDA-approved MOUD in five county jails; two 

other jails chose to participate in this pilot program (An Act for Prevention and Access to 

Appropriate Care and Treatment of Addiction, Chapter 208 of the Acts of 2018, 2018). A 

key provision of the program was for the seven jails to facilitate treatment continuity by 

making a post-release appointment with community-based MOUD providers upon release. 

This mandate only requires jail-based MOUD programs to make an appointment with 

local MOUD providers for their soon-to-be-released patients and does not provide detailed 

guidance on implementation of post-release care coordination nor the allocation of funding 

for the provision of these services or mechanisms to monitor them.

Documenting the barriers and facilitators of linkage to community MOUD after release from 

jail is necessary to inform future efforts to deliver seamless continuity of care during the 

critical, high-risk reentry period. We thus present findings from a qualitative study of staff 

engaged in implementation of in-jail MOUD treatment programs in seven Massachusetts 

county jails.

Methods

Conceptual framework

Data for the present study come from a larger study designed to understand systemic and 

contextual factors that facilitate and impede delivery of MOUD in jail (Evans et al., 2021). 

The design of the study was informed by the Exploration, Preparation, Implementation, and 

Sustainment (EPIS) framework, adapted for implementation of programs within correctional 

settings (Ferguson et al., 2019). The contextual factors of the inner, outer, and bridging 
contexts within the EPIS framework were used to guide our coding and analysis process. 

As illustrated in Fig. 1, the inner context describes factors inside the jails that influence 

acceptance and feasibility of MOUD implementation (e.g., leadership and resources in 

criminal justice) whereas the outer context includes factors in the external environment 

that influence MOUD program implementation in jails (e.g., community-based MOUD 

treatment providers). Bridging context, in turn, includes factors that link inner and outer 

contexts and facilitate inter- and intra-collaborations between contexts (e.g., collaboration 

between jail-based MOUD program and community-based MOUD program). Prior analyses 

of these data have centered on implementation of the MOUD program as delivered during 
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incarceration (Pivovarova et al., 2022). The current analysis focused on the contextual 

factors that facilitate and impede care coordination of post-release linkages to MOUD in the 

community setting (Fig. 1).

Study setting and participants

A detailed description of the qualitative research methods is provided elsewhere (Pivovarova 

et al., 2022). Semi-structured interviews and focus groups were conducted with 61 staff and 

on-site contractors within seven jails participating in a pilot project that mandated delivery 

of all types of FDA-approved forms of MOUD (methadone, buprenorphine, naltrexone).

Participating sites present the diversity of jails in Massachusetts with respect to the size of 

facilities (3 large facilities with each holding more than 1000 incarcerated individuals, 2 

medium facilities with each holding 501 to 1000 individuals, 2 small facilities with each 

holding less than 500 individuals) and urbanicity (2 urban, 4 suburban/metro, 1 rural). 

Purposive sampling was utilized to enroll clinical staff, security personnel, and senior 

administrators who were involved in MOUD implementation and/or decision-making (see 

Table 1 for participant characteristics).

Data collection

Interviews and focus groups, along with brief demographic surveys, were conducted in 

person at each jail between December 2019 and January 2020. Analyses for the current 

study focused on participants’ responses to prompts related to reentry programming and 

delivery of coordinated linkages to MOUD upon release.

Interviews and focus groups lasted one to two hours and were digitally recorded, transcribed 

verbatim, and redacted to remove identifying information. Researchers reviewed each 

transcript for accuracy and clarity. All participants provided written informed consent prior 

to enrollment. The Baystate Health Institutional Review Board approved the study protocol.

Data analysis

We employed deductive and inductive strategies for data analysis. A codebook developed for 

the larger study used a priori codes from the interview guide and the EPIS framework, which 

were subsequently refined through an iterative coding process (Pivovarova et al., 2022). Six 

staff members on our research team formed three dyads, coded transcripts independently and 

met to discuss consistency and discrepancy in coding interpretations. Discrepancies between 

coders in a dyad were brought to the entire team to consider varying interpretations until 

the entire team reached an agreement. All coded transcripts were entered into Dedoose 

Version 9.0.17 (SocioCultural Research Consultants, 2021). The organization of emerging 

patterns and salient themes in our data were guided by the EPIS framework with illustrative 

quotations. Our analysis is based on four codes describing the process of community reentry, 

barriers and facilitators to reentry, collaboration across agencies involved in reentry, and 

community treatment. The entire research team, including collaborators in participating jails, 

reviewed the results.
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Results

As Fig. 1 illustrates, our data highlighted some of the components of the EPIS framework 

in inner context, bridging factors, and outer context, either as barriers or facilitators around 

coordination of MOUD continuity of care.

Inner context

Several participants noted the importance of reentry planning, which is influenced by inner 

contextual factors including the timing for initiation, staff knowledge about availability 

and accessibility to MOUD in community settings, and collaboration between MOUD and 

reentry teams.

Reentry planning

Reentry planning was identified as critical for achieving seamless continuity of care during 

the transition out of jail and the subsequent post-release phase. Participants understood 

reentry as a process that, besides continuity of care, involves bringing together existing 

support services inside jails, care coordination specific to MOUD, and post-release wrap-

around services. This scope of activities was designed to achieve continuity of care, and 

related complexities were well-articulated by a staff member who said,

…while you’re in the institution, it’s a very controlled kind of environment… I think the real 

challenges are outside of these walls. There’s not one piece that is not needed in order for 

[the transition] to be successful – from the education and the trainings that they have here at 

the jail to being stable on their MOUD, to the continuum of care when they go out. [Jail 2]

As discussed below, participants elaborated on key elements of reentry planning including 

initiation of reentry planning, jail staff knowledge and beliefs about types of MOUD, and 

internal collaboration between reentry case management and MOUD teams.

Reentry planning: Initiation of reentry planning.—Timing for initiation of reentry 

planning varied across sites. Some jails initiated reentry planning immediately upon arrival 

of individuals at the facility whereas other jails waited until a few weeks prior to release. 

Timing of initiation for reentry planning could serve as either a facilitator or a barrier to the 

development of a comprehensive reentry plan:

…from first day to last day, is keeping their actual reentry in mind. That’s something that we 

track all the way through. So…the patient either has a case worker or a case manager from 

day one. [Jail 5]

Participants also noted the need to allow for enough time to complete all of the tasks 

involved in reentry planning:

…it takes a lot of coordinated effort…we’re working at a really limited window…what 

[does] housing looks like, what pharmacy they’re going to use, what clinic they’re going to 

use, all of these next steps, get the reentry worker on board with saying ‘can you get them to 
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this appointment…and make sure that medical has sent over the scripts and sign them so that 

the reentry workers can pick them up on the day of release and that continues. [Jail 2]

In addition to timing of initiation of reentry planning, staff knowledge and beliefs about 

MOUD types, and availability of licensed community-based opioid treatment providers were 

identified as factors that influence reentry planning and facilitate post-release continuity of 

care.

Reentry planning: Staff knowledge about availability and accessibility to types 
of MOUD in community.—According to some participants, choosing buprenorphine over 

methadone at reentry may support MOUD treatment adherence because, “[the former] 

allows people who really can keep track of themselves and be following up with the doctor 

to not have to go to the clinic everyday necessarily, they can pick up a prescription, they 

can live a pretty normal life, whereas on methadone they are required for quite some time 

to go to the clinic every single day” (Jail 6). The availability of a clinician licensed to 

prescribe MOUD, and a doctor’s appointment were also highlighted as part of the wide array 

of considerations that could potentially influence continuation of methadone treatment upon 

release. One participant said,

…from a medical standpoint, Suboxone [buprenorphine] is much easier than methadone 

because Suboxone [buprenorphine], as long as they have somebody that can prescribe, they 

can get buprenorphine…The hard one is methadone because we can’t have them with a 

script. They have to have an appointment that day or the next day. If we can dose them in the 

morning, they have to have something by the next day…There’s like a lot of things that need 

to be thought about before we just put somebody on methadone and hope for the best that 

they’ll be able to get it when they get out. [Jail 2]

Jail staff knowledge about availability and accessibility to community MOUD providers 

helps residents make informed decisions about appropriate treatment upon release.

Reentry planning: Collaboration between MOUD and reentry teams.—
Collaboration among MOUD providers and other internal teams at the HOCs varied and 

was perceived as having a direct impact on the extent to which the MOUD program could 

respond to patient needs. Along these lines, some participants identified ongoing and timely 

collaboration as a facilitator for coordinating a plan for MOUD continuity of care:

…[MOUD Case Manager] and I know first [about the potential release date of a patient]. 

We’ll communicate that to the [Behavioral Health Providers] staff either in person or via 

email…And they have their discharge plan…[Clinical Director] might tell me, ‘Okay, he 

told me he’s going to [City].’…I was like, ‘Oh, I didn’t know that. Let me look at providers 

in [City] to see if I can connect him there.’ It’s really a group effort of making sure he’s set 

up and often with pre-trial they might disclose that they’re worried that they [patient] won’t 

have a program to go to. [Jail 5]

Reentry planning was hindered when collaboration among jail staff was absent or limited, 

when roles were unclear, and when teams lacked a shared information management system. 

A MOUD clinician said:
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It would be nice for them to be on the same page as us and to not…do repetitive work. But 

we don’t know who’s doing what…We run two different systems [Jail 1]

Bridging factors: Care coordination

Our data indicated that bridging factors were critical to the facilitation of inter- and intra-

collaborations to the coordination of MOUD continuity of care. Salient themes of the 

bridging context included unanticipated timing of release, and use of bridge scripts, last 

dosage letters and resource lists.

Unanticipated timing of release—Unanticipated jail release was identified as a major 

challenge for coordination of MOUD continuity of care. For example, participants noted 

that accrual of “good time” can reduce sentence duration (e.g., incarcerated individuals 

can receive an approximate eight-day sentence deduction for engagement in an approved 

educational, vocational or employment training program) contributing to a shift in a patient 

release date:

[Making a post-release appointment] is a lot of coordination because it’s that date just 

because it’s end of sentence isn’t necessarily the date. You got to factor good time, if there’s 

anything that changed, was taken away. So that is a moving target constantly so that’s 

something that we, we’re trying to work on getting more staff to assist in that…. [Jail 5]

In addition, in jails with large pretrial populations there is a reduced time window to 

coordinate linkages with community providers, because individuals are often released 

directly from court. Serving these detainees was identified as the biggest challenge by one 

participant who noted that “you want to make sure that they have MOUD and things set up 

in the community, and if they go to court this afternoon and don’t come back…then we can’t 

do anything for them” (Jail 7).

Use of bridge scripts, last dosage letters and resource lists—Participants 

discussed the use of “bridge scripts” as a strategy to prevent or minimize treatment gaps 

among individuals who were released unexpectedly. Bridge scripts were used to provide, for 

example, a multi-day prescription for a specific MOUD at jail exit because that “buys them 

enough time to go back to their provider [after release]” (Jail 7). A participant described the 

use of bridge scripts as follows:

…Anybody released from court is actually getting a seven-day script for buprenorphine 

written and we’ll hold on to them for a week. If they don’t come back, then we shred them. 

The inmates and detainees are told if you are released from court, come back, and get your 

prescriptions, so you have them. Then we’re also informing them of bridge clinics they can 

go to in the community. [Jail 7]

Several participants also discussed the practice of providing a “last dosage letter” along 

with a list of local resources (e.g., walk-in clinics, hospitals) to both sentenced and pre-trial 

individuals upon release:
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One of the things we have done is to give a last dosage letter, which is like a golden ticket 

in the MOUD community. You can bring it with you anywhere. It’s a sealed envelope, you 

can’t open it and you bring the sealed envelope to wherever your treatment is going to be 

and the nurse there opens it and it clearly and officially outlines that you were being treated 

at this certain facility and this is the last time you were dosed including date, time and 

medication level, and type. [Jail 6]

Bridging factors: MOUD initiation, engagement and retention in community settings

Use of navigators—Our data also highlighted the use of navigators(i.e., recovery 

coaches, reentry case managers, reentry navigators) as an important element of MOUD 

programming that facilitates post-release MOUD engagement and retention among patients 

released from incarceration. While some navigators had lived experiences with substance 

use and incarceration, others did not. At the time of data collection, not all jails had 

integrated navigators into their MOUD reentry programs. Of those that had, all participants 

noted the benefits of the navigators’ role in achieving post-release MOUD continuity of 

care. Participants understood the importance of relationship building between navigators 

and MOUD patients, grounded in trust and care, as a critical component that enhances 

the likelihood of success in post-release treatment continuity. They also noted that to 

create this kind of relationship, in-reach activities such as behavioral health and recovery 

coaching, introducing patients to community resources and services, and post-release 

logistical case management, should begin during the pre-release phase. The pivotal role 

played by navigators was eloquently explained as follows:

We start a navigation piece where we develop a relationship with them before they leave. 

Or maybe even right when they arrive. [MOUD Coordinator] develops a relationship…as 

well as our navigator who is from the area. He has lived experience. Every prison, every 

facility, every program should have a navigator…They [patients] can trust him…He won’t 

jeopardize their standing, but he cares about them. Guys [released individuals] call him, all 

hours of the night. And he might make an appointment, a follow up with a provider for a 

program participant, might drive the guy to that provider. He’s out there. He works half on 

the street, half in the facility. [Jail 5]

According to one participant, compared to sentenced populations, pre-trial populations are at 

a greater disadvantage in connecting with navigators as their stay in jail is often too short. 

Thus, as the following participant described, the unique context of pre-trial populations 

renders them further disengaged from relationship building and post-release services.

Our pre-trial population is really difficult to engage as far as reentry case support. …pretrial 

guys are probably more in an unstable, chaotic place in their lives, and they haven’t built 

up rapport that’s strong enough to continue with our reentry case workers on the outside. 

So, what happens is we lose them…It’s hard. They’re more of a no show and no call, even 

though you ask them to do those things. [Jail 2]

Such “no shows” and “no calls” can place those who are recently released at even higher risk 

for opioid overdoses, as the skills of the navigators are unable to be put to work.
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Participants also perceived navigators as an essential source of support in reducing barriers 

to continued engagement in MOUD treatment after release. Their essential role is further 

described by one who said:

…if we left our clients to navigate this [reentry] on their own, it wouldn’t happen. Unless 

we facilitate that process, the likelihood that they actually take it [a bridge script to the 

pharmacy] and then follow up with an appointment [with a local MOUD provider], without 

all of us [navigators] kind of involved in that and providing support…[is] pretty rare….We 

have somebody that will go knock on the door…that will show up and help support this 

[reentry], but otherwise, it’s a complicated system and our people [residents] are often 

ambivalent at the time that they’re leaving anyway…whether or not they really want to do 

this. [Jail 2]

In summary, some participants highlighted how the support of a navigator, which ranged 

from helping individuals meet their basic needs to facilitating practical linkages to 

resources, contributed to the development of environments that were conducive to continued 

engagement in MOUD treatment.

Outer context

Salient themes related to outer contextual factors that influence coordination of post-

release continuity of care included partnerships with community MOUD providers and 

reinstatement of medical health insurance.

Partnerships with community-based MOUD providers—The coordination of an 

appointment with a local MOUD provider and “warm” hand-offs were identified as essential 

components for successful linkages to care. Participants described the urgency of setting up 

an appointment with a community MOUD provider the day of or the day after release.

So with the sentenced folks, it’s always a warm handoff, like we’re calling whoever 

their intended provider is, we’re scheduling an appointment, we’re sending over whatever 

documentation that they need, just as if we were in the community and somebody was 

moving out of state…So, we try to dose them before they leave, we try to get their 

appointment for the very next day so that there’s no break in care. [Jail 1]

Participants shared the importance of existing partnerships, and of expanding them with 

community MOUD providers. As the following quote illustrates, success of connectivity 

between released individuals and community providers relied on efforts geared towards 

strengthening these partnerships:

…We have over…a hundred providers. I go by location. if I see they’re going to a town 

where I don’t have a provider, I start cold calling and say ‘Hey, I am [MOUD Program 

Coordinator] and I might be calling you again in the future. Please keep my contact 

information.’ [Jail 5]
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Reinstatement of health insurance—In addition, several participants noted that the 

reinstatement of health insurance was a major challenge when attempting to make patients’ 

appointments with community-based MOUD providers.

And a lot of patients, I can’t make them an appointment until their insurance is active. A lot 

of times they [State health insurance program] won’t activate till they leave our facility. So, 

it’s a catch-22, trying to set them up. I can’t help them until they’re outside which is their 

highest risk time…I just had an individual today who is leaving [soon]. I’m trying to make 

him an appointment. His insurance isn’t active yet, so they won’t make an appointment for 

me. [Jail 5]

As the above quote illustrates, participants in our sample acknowledged the importance of 

timely reinstatement of health insurance coverage to avoid gaps in treatment continuity. This 

highlights the systemic barrier that prevents both MOUD teams in jail settings and their 

patients to secure seamless post-release continuity of care.

Discussion

Our findings identified several key inner, bridging and outer contextual factors that facilitate 

or impede MOUD care coordination for individuals released from carceral settings. We hope 

the lessons learned from the findings discussed below would serve as important areas of 

consideration for other states implementing jail-based MOUD programs.

Salient themes in inner context indicated that effective reentry planning needs to start early, 

incorporate staff knowledge around availability and accessibility to local MOUD providers, 

and be supported by collaboration between MOUD and reentry teams. Our findings are 

consistent with recommendations for early initiation of reentry planning, particularly for 

individuals with short detention stays (Osher, 2007; Substance Abuse and Mental Health 

Administration, 2017; Vigne et al., 2008). The earlier the initiation of reentry planning the 

better will be the likelihood of having a well-coordinated reentry plan that meet the unique 

needs of each patient.

Jail staff knowledge about availability of, and accessibility to, MOUD providers in 

the communities to which patients return also influences reentry planning. These 

findings suggest a need for collaboration between MOUD and reentry teams to develop 

individualized reentry plans that incorporate strategies to reduce access barriers in 

community settings. Recent related research has documented how greater coordination and 

communication between jail staff and community-based MOUD providers are perceived by 

MOUD providers to increase continuity of MOUD and other healthcare after jail release 

(Stopka et al., in press). Consistent with a study on MOUD provision in state prison systems 

(Scott et al., 2021), however, our findings also speak to the uneven availability of types 

of MOUD treatment in certain geographical locations. Consequently, the type of MOUD 

a patient receives while incarcerated, and after release, is based not on his/her preference, 

but on what is available and accessible in the community. Hence, in addition to support for 

jail MOUD programming, funding to secure and broaden the scope of community MOUD 

treatment options is essential to responding to patients’ treatment preferences.
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Salient themes from the bridging factors highlighted the importance of strategizing for 

unanticipated timing of release, and use of bridge scripts, last dosage letter and resource 

lists. In addition, the use of navigator was identified as a bridging factor essential to 

facilitating MOUD initiation, engagement and retention of patients in community setting. 

Consistent with previous research (Bandara et al., 2021), unanticipated timing of release 

was identified as a major barrier that curtailed the time for MOUD programs to plan and 

facilitate linkage to community providers, especially for pre-trial clients. In such situations, 

the use of a bridge script was indicated as a potentially helpful strategy to minimize 

the treatment gap. Indeed, at the time of data collection, several participants discussed 

post-release care coordination for pre-trial populations as a significant concern that requires 

better communication and coordination with courts. Additionally, some jails attempted to 

address this major barrier by starting discharge and reentry planning early. Using multiple 

approaches to addressing a persistent system-wide issue like unplanned releases over which 

the jails have limited direct control, may alleviate some of the associated problems.

Our finding on the use of navigators supports previous research findings (Bandara et al., 

2021) noting that navigators are facilitators for increasing the likelihood of patients making 

post-release appointments with community MOUD providers. Importantly, navigators can 

help patients to counter misinformation and stigmatizing reactions to MOUD, which may 

support patient’s continued engagement with treatment after release (Brousseau et al., 2022). 

Our data further indicate that the use of navigators starting at the pre-release phase will 

help guide the critical transition period of release from incarceration to community. These 

findings are reflected in the ongoing demonstration project by MassHealth (Massachusetts’ 

Medicaid program), the Behavioral Health Supports for Justice Involved Individuals (BH-

JI). The BH-JI is built on a reach in, reentry model to engage justice-involved populations 

with mental health and substance use conditions into services that respond to their health 

and social needs. Navigators play a central role by bridging the pre- and post-release 

coordination of care to create a seamless transition (London & Dupuis, 2021; Massachusetts 

Executive Office of Health and Human Services, 2022).

Our qualitative findings on the outer contextual factors highlighted the importance of 

partnerships between jails and community-based MOUD providers as well as the timely 

reinstatement of health insurance coverage. We found that establishment of MOUD linkages 

to post-release care is facilitated by existing partnerships between jails and local MOUD 

providers, and additional efforts geared towards establishing new ones. These findings 

support prior research (Bandara et al., 2021; Ferguson et al., 2019; Klein, 2018) highlighting 

the strength of partnership as key to securing coordination of post-release MOUD linkages. 

A limited literature on the development of partnerships between jails and community-based 

treatment agencies reveals the importance of building a mechanism to facilitate and maintain 

direct communication among staff from both agencies. In addition, identification of a shared 

interagency goal with input from staff across agencies on how to accomplish this shared 

goal is also necessary (Monico et al., 2016; Welsh et al., 2015). Findings from these studies 

suggest that a dialogue between jails and MOUD providers is pivotal to support a seamless 

coordination of care for MOUD patients in transition.
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Reinstatement of health insurance coverage is another structural barrier to MOUD 

community coordination (Scott et al., 2021). Participants frequently noted this factor, 

already identified in existing literature (Ferguson et al., 2019; Scott et al., 2021). State 

Medicaid is not typically activated until a day prior to or the day of release into the 

community. Thus, MOUD programs are faced with limited time to set up an appointment 

with local MOUD providers. In order to minimize a gap in treatment, federal efforts 

are currently underway through the Medicaid Reentry Act of 2021 (2021) to furnish the 

Medicaid coverage to incarcerated individuals during the 30 days before their release.

Lastly, consistent with a study that found ambiguity in policies of problem-solving 

courts toward MOUD (Andraka-Christou et al., 2022), a key provision of the MOUD 

program under a 2018 law in Massachusetts does not provide a standard guideline 

for implementation of post-release care coordination. This policy mandate could be 

strengthened by consideration of best practice guidelines for reentry services and MOUD 

continuity of care along with dedicated funding and monitoring of these services.

Findings should be considered in light of several limitations. We collected data from staff 

responsible for MOUD program implementation who may have been invested in program’s 

success and thus unlikely to share negative responses. However, participants did report 

implementation challenges, which suggests a willingness to disclose derogatory information. 

These data, collected during early program implementation, may be less relevant as the 

program matures. Future work will collect data on community care coordination during 

later stages of MOUD program operation. Finally, we did not collect data from released 

individuals underscoring a topic for future research.

The study has some noteworthy strengths. Using qualitative methods, it assessed jail 

staff’s perspectives and experiences on challenges and facilitators encountered throughout 

coordination of post-release linkages to care. It recruited a broad range of stakeholder groups 

involved in MOUD implementation and representing seven correctional facilities at various 

stages of MOUD program implementation. Results provide useful insights into experiences 

and perspectives that can inform future adaptation of MOUD continuity of care.

These findings have implications for MOUD programs in correctional settings that seek 

to deliver seamless post-release care coordination. Indeed, most of the benefits of the 

jail-based MOUD programs may accrue after release in the community though beneficial 

impacts on willingness to resume MOUD (Rich et al. 2015), and important client outcomes 

like recurrent drug use, recidivism and social reintegration (Evans et al. 2022). These 

findings should inform the design and the implementation of MOUD programs in jails 

and continuity of care after release, emphasizing the importance of internal collaborations 

and bridging collaborations between jail-based MOUD programs and community opioid 

treatment providers.
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Fig. 1. 
EPIS framework*

* Salient themes that emerged in the data are underlined in the highlighted area.
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Table 1

Demographic information about participants.

Female, n (%) 37 (60.7)

Age
1
, mean (sd)

45 (11)

Race, n (%)

 White 49 (80.3)

 More than one race 5 (8.2)

 Missing 4 (6.6)

 Asian 2 (3.3)

 Black or African American 1 (1.6)

Hispanic/Latino Ethnicity, n (%) 3 (4.9)

Education, n (%)

 High school diploma or equivalent 2 (3.3)

 Some college, but no degree 6 (9.8)

 Associate’s degree 6 (9.8)

 Bachelor’s degree 13 (21.3)

 Master’s degree 28 (45.9)

 Doctoral degree or equivalent 5 (8.2)

 Other 1 (1.6)

Job title
2
, n (%)

 Behavioral health/addiction treatment 22 (38.6)

 Administrative 17 (29.8)

 Medical 11 (19.3)

 Correctional 6 (10.5)

 Other 1 (1.8)

Years working in current position
3
, n (%)

 <1 year 15 (27.3)

 1-3 years 14 (25.5)

 4-9 years 18 (32.7)

 ≥10 years 7 (12.7)

 Unknown 1 (1.8)

Years working for your current agency
3
, n (%)

 <1 year 7 (12.7)

 1-3 years 5 (9.1)

 4-9 years 20 (36.4)

 ≥10 years 23 (41.8)

 Unknown 0 (0.0)

1
Age missing for two participants.

2
Roles missing for four participants.

3
Years in current position and jail missing for 7 participants.
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