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Abstract

Background: Eastern Europe and Central Asia have intertwined HIV and incarceration 

epidemics, concentrated in people who inject drugs. Moldova is one of the few countries in 

this region that offers methadone within prisons, but uptake and post-release retention remains 

suboptimal. Screening, brief intervention, and referral to treatment (SBIRT) procedures are a 

potential implementation strategy to address this problem.

Methods: From June 1, 2017 to March 3, 2018, we conducted a 2-stage SBIRT strategy in nine 

prisons and four pre-trial detention facilities in Moldova among incarcerated persons with opioid 

use disorder (OUD; N = 121) and within 90 days of release. Survey results were analyzed to 

evaluate the effect of the SBIRT strategy on the uptake of and post-release retention on methadone 

maintenance treatment (MMT).

Results: Among the 121 screened with OUD, 27 were on MMT at baseline within the prison 

and this number increased to 41 after the two-step SBIRT intervention, reflecting a 51.9% increase 

over baseline. Eleven (78.6%) of the 14 participants that newly started MMT did so only after 

completing both SBIRT sessions. The brief intervention did not significantly improve knowledge 
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about methadone but did improve attitudes towards it. Among the 41 participants who received 

methadone during this trial, 40 (97.6%) were retained 6 months after release; the one participant 

not retained was on methadone at the time of the intervention and had planned to taper off.

Conclusion: The SBIRT strategy significantly improved participant attitudes, but treatment 

initiation mostly occurred after completing both sessions, including soon after release, but 

remained low overall. Work within the Moldovan prison subculture to dispel negative myths and 

misinformation is needed to further scale-up OAT in Moldova.
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Introduction

By year-end 2018, over 10.7 million people were incarcerated globally. The countries of 

Eastern Europe and Central Asia (EECA) have some of the highest incarceration rates in the 

world, with over 850,000 individuals incarcerated and a median prison population rate of 

180 per 100,000 population across 16 countries (Walmsley, 2018). Incarceration in EECA is 

influenced by laws that favor incarceration over treatment, especially for people who inject 

drugs (PWID). Among incarcerated people in the region, over one-third have injected drugs 

at some point prior to their arrest, with heroin accounting for over 80% of drugs injected 

(LaMonaca et al., 2019). In some EECA settings, prisons become a source for initiation 

of drug use (Azbel et al., 2018; Izenberg et al., 2014). Criminalizing drug use, with police 

often engaging in punitive practices toward PWID, results in a concentration of PWID and 

people with HIV (PWH) in prisons (Altice et al., 2016; Csete et al., 2016; Dolan et al., 

2016; Kamarulzaman et al., 2016). Targeting of PWID by police in the region reduces the 

likelihood that PWID will engage in effective HIV prevention programs like syringe services 

programs and opioid agonist therapies (OAT) like maintenance on methadone (MMT) or 

buprenorphine (BMT), which in turn increases injection-related risks (LaMonaca et al., 

2019).

Unlike global trends, HIV incidence and mortality continue to increase in EECA where 

the HIV epidemic is concentrated in PWID with opioid use disorder (OUD) (Joint United 

Nations Programme on HIV/AIDS (UNAIDS), 2020) and syndemic with incarceration 

(Bromberg et al., 2020). In 2019, nearly half of all new HIV infections in the region 

occurred among PWID (Joint United Nations Programme on HIV/AIDS (UNAIDS), 2020). 

Consequently, these intertwined opioid and incarceration epidemics result in HIV prevalence 

among incarcerated people in the region being several-fold higher than in the surrounding 

community (Altice et al., 2016).

OAT is internationally recognized as the most effective form of treatment for OUD (Altice 

et al., 2010; Degenhardt et al., 2019; Lawrinson et al., 2008; Mattick et al., 2014; Stone 

et al., 2021). It reduces drug injection levels, resulting in decreased transmission of HIV 

and HCV, decreased mortality (Sordo et al., 2017), and decreased criminal activity, while 

increasing engagement in HIV and HCV treatment (Degenhardt et al., 2019; Low et al., 
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2016; Stone et al., 2021). Until 2020, OAT was only available in prisons in three countries 

in EECA: Armenia, Kyrgyzstan, and Moldova (LaMonaca et al., 2019). Modeling studies 

from the region show that OAT scale-up is one of the most effective and MMT is the most 

cost-effective HIV prevention strategy (Alistar et al., 2011; Degenhardt et al., 2019; Stone et 

al., 2021; Tan et al., 2020), with scale-up in prisons and community transition after release 

being the most effective strategy to reduce HIV transmission (Altice et al., 2016; Stone et 

al., 2016) and death (Degenhardt et al., 2019; Stone et al., 2021).

Implementation strategies to scale-up OAT have been limited by both individual and 

structural challenges, but in the EECA region in particular, scale-up has been hindered 

by negative attitudes and myths surrounding OAT in both community and prison contexts 

(Polonsky et al., 2016a). OAT scale-up in the criminal justice system (CJS) has been 

controversial even in high-income countries, and negative attitudes and moral biases remain 

a significant barrier to OAT enrollment globally (Peterson et al., 2010; Torrens et al., 2013). 

In the presence of negative attitudes toward OAT in prisons, many prisoners do not access 

OAT, as they are embedded within a stigmatizing culture and are afraid to be ostracized 

and bullied (Polonsky et al., 2016a). Studies of incarcerated persons in Ukraine suggest that 

while incarcerated, PWID remain optimistic about being “cured” of their drug addiction, 

resulting in low interest in MMT. Their optimism, however, wanes soon after release when 

relapse occurs in the setting of elevated stigma about being a PWID (Polonsky et al., 2016b). 

Similar findings have been observed in Kyrgyzstan, with tapering off MMT before release 

being common and associated with poor post-release outcomes (Bachireddy et al., 2022). 

Low willingness to initiate methadone and tapering off before release is often influenced 

by the informal prison leadership who often oppose MMT (Azbel et al., 2022; Liberman et 

al., 2021). Implementation strategies to scale-up OAT in prisons and effectively transition 

individuals to treatment in the community post-release are urgently needed (Altice et al., 

2016). We therefore pilot-tested a screening, two-step brief intervention, and linkage to 

treatment (SBIRT) strategy in Moldovan prisons (only MMT is available) to address the 

country’s HIV prevention goals by increasing uptake of OAT before release and retaining 

them on treatment after release.

Methods

Given epidemiological and mathematical findings from EECA that scaling up OAT in 

prisons and transitioning them to treatment after release reduces HIV transmission (Altice 

et al., 2016), we conducted a SBIRT strategy in 9 prisons and 4 pre-trial detention facilities 

in Moldova to increase uptake of and post-release retention on OAT. This study received 

approval from Institutional Review Boards at Yale University and the Ukrainian Institute on 

Public Health Policy.

Context

Moldova is a land-locked country in the EECA region with a population of 3.5 million. 

There are an estimated 27,500 PWID in Moldova (Costin-Codreanu & Cotelnic-Harea, 

2020; LaMonaca et al., 2019), and an average daily census of 7,510 incarcerated individuals 

(incarceration rate: 212 per 100,000) (Walmsley, 2018). The prevalence of HIV in Moldova 
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was 0.7% in 2019 (Joint United Nations Programme on HIV/AIDS (UNAIDS), 2020) and 

is higher among PWID and prisoners. Nearly half (40% to 48%) of PWID in Moldova have 

been imprisoned, and about half of them have injected drugs while in prison (Cotelnic-Harea 

& Costin-Codreanu, 2020). Recently, the Moldovan penitentiary system was estimated 

to contain approximately 1,600 PWID (Costin-Codreanu et al., 2016). Methadone was 

introduced in Moldovan prisons as a pilot study in 2005 (LaMonaca et al., 2019), one of 

the earliest OAT programs in EECA prisons; BMT is not available. Before this intervention, 

incarcerated persons often transitioned off MMT before release due to suboptimal transition 

to a community program (Hoover & Jurgens, 2009), making post-release retention a priority. 

MMT has since been implemented in 13 prisons, and patients may continue MMT after 

release though most do not. Nevertheless, MMT coverage in Moldova remains low, with 

only 2.7% of PWID being treated in 2019 (Joint United Nations Programme on HIV/AIDS 

(UNAIDS), 2020), including treatment in 9 prisons, 4 pre-trial detention centers, and 10 

community MMT programs.

Enrollment Procedures

From June 1, 2017 to March 3, 2018, prison personnel referred only incarceration persons 

who met the following inclusion criteria: were at least 18 years old, met ICD-10 diagnostic 

criteria for opioid dependence, were within 90 days of release, and had a post-release 

address within 40km of a community MMT site. Prisons and pre-trial detention centers were 

chosen based on access to MMT within the prison and their location relative to community 

MMT programs to ensure that participants could continue to access MMT after release. 

There were four prisons that failed to meet these inclusion criteria. We focused on the 90 

days before release for two reasons: 1) to allow incarcerated individuals interested in OAT 

sufficient time to achieve a stable dose prior to transition to the community, a factor that has 

been associated with post-release retention (Wickersham et al., 2013a,b); and 2) to provide 

the option of starting MMT soon after release given potential concerns about bullying and 

ostracism by other incarcerated persons who are part of the prison hierarchy (O’Hara et al., 

2021; Polonsky et al., 2016a).

After referral, a trained researcher met each participant in a private room where screening 

procedures and informed consent were conducted, including an explanation of the study 

aims and the risks and benefits of participation. Participants were also informed during this 

process that participation or non-participation in the study was not linked to any rewards or 

punishments. Enrolled participants were re-consented prior to their release from prison.

Baseline assessment

After informed consent, the researcher supervised a 30-minute survey administered using 

a computer-assisted survey instrument (CASI) to avoid written documentation, followed 

by testing for HIV, HCV, HBV, and syphilis. The survey included sections on interest in 

OAT (10-point Likert Scale), drug use prior to incarceration, the validated 19-item Stages 

of Change Readiness and Treatment Eagerness Scale (SOCRATES) (Miller & Tonigan, 

1997), and standardized questions about knowledge and attitudes toward OAT (Polonsky 

et al., 2015, Polonsky et al., 2016a). Prison authorities could not access participant survey 

responses as they were housed on a computer and linked to an anonymous identification 
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number. HIV testing was conducted in accordance with national guidelines, including pre- 

and post-test counseling. After the survey, participants completed SBIRT procedures.

Modified SBIRT activities

SBIRT activities were modified for the prison context where drug use assessments focused 

on the 12 months before incarceration and those who were interested in MMT were linked 

immediately to treatment even before completing any brief intervention. Opioid dependence 

was assessed using the Rapid Opioid Dependence Screen (RODS) (Wickersham et al., 

2015). The first brief intervention, based on motivational interviewing, focused on initiating 

MMT for those on treatment and for remaining on it for those already on MMT. The second, 

more intensive intervention was conducted just before release to provide opportunities 

for starting MMT, but more importantly, to promote post-release retention, emphasize the 

risks of opioid use immediately after release, and to provide resources to seek or continue 

treatment in the community. Participants were told that they could start MMT at any time 

before release or could do so immediately upon release if they sought to avoid ostracism and 

bullying within prison (Polonsky et al., 2016a).

The brief intervention included evidence-based information on the risks and benefits of 

MMT during their time in prison, as well as after release. Instructions about how to 

access MMT services following release in the community were addressed. Participants 

were asked to weigh the risks and benefits personally to improve engagement. The brief 

intervention lasted approximately 20 minutes, with time made available for any questions 

from participants. After the intervention, participants were asked again about their interest in 

OAT using the 10-point Likert Scale.

Anyone interested in MMT after the brief intervention was referred directly to the prison 

medical staff for MMT initiation. Anyone already on methadone was urged to maintain 

dosages adequate to support post-release retention. Participants who initiated methadone 

did so using a standardized national protocol approved by the Ministry of Health (MoH) 

(Ministry of Health, 2018; Wickersham et al., 2013a). All participants, irrespective of their 

interest in MMT or current enrollment status, were provided details on how to access 

methadone after release. This was done in recognition that some incarcerated participants 

may have perceived initiating methadone while incarcerated as putting them at risk for 

bullying or ostracism (Polonsky et al., 2016a).

One week before release, a second more intensive intervention was conducted to expand 

upon information from the brief intervention and to focus on retention on treatment 

and related risks during the transitional process. This second 30-minute intervention 

was intended to promote the retention of individuals on MMT following release to the 

community, but also to provide opportunity to start MMT immediately after release for those 

not on it. Participants were provided a document with contact information, clinic hours, and 

directions to the MMT location nearest to their post-release residence.

Follow-Up

Participants who did not return to prison were surveyed at months 1, 3, and 6 in the 

community after release. As in the baseline surveys, they were assessed for their interest 
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in OAT, drug use, and standardized assessments of readiness for MMT (SOCRATES), and 

knowledge and attitudes toward OAT. A national registry of all patients who have ever 

received methadone, whether in prison or in the community is maintained by the Ministry of 

Health and used to verify being on methadone.

Analyses

All statistical analyses were conducted using Statistical Analysis Software (SAS). 

Participants were assessed for their pre- and post-intervention interest in OAT using a 

10-point Likert scale, ranging from 0 (not interested at all) to 10 (extremely interested). 

Despite a median score of 2, values were dichotomized using a value of 5 or more as 

interested in OAT. Similarly, there were three attitude and six knowledge statements assessed 

using a 5-point Likert scale, ranging from 1 (strongly disagree) to 5 (strongly agree). 

Composite attitude and knowledge scores were calculated by summing the three attitude and 

six knowledge statements, respectively. These scores were then analyzed as a continuous 

variable. Mean differences between scores at baseline and month 1 were also assessed.

For the SOCRATES, composite subscales of recognition (7 items), ambivalence (4 items, 

and taking steps (8 items) scores were created by summing the respective 5-point Likert 

scale items. Means scores were calculated for each subscale and compared using paired 

t-tests. Additionally, low and high score designations for each of these groups were 

assigned using predetermined rankings (Miller & Tonigan, 1996). Mean differences between 

composite scores at baseline and month 1 were also assessed.

For those not on MMT at the time of screening, factors contributing to interest in 

and initiation of MMT were assessed. These factors included sex, age, marital status, 

education, housing, overdose experience prior to incarceration, injection practices prior 

to incarceration, HIV status, major depression, composite attitude and knowledge scores, 

and categorical SOCRATES scores. Unadjusted associations between these factors and 

the outcomes of interest were calculated using various statistical tests. Paired t-tests were 

used for the comparison between mean scores from baseline and month one for attitudes, 

knowledge, and SOCRATES scores. Independent samples t-tests were used to compare 

means for SOCRATES scores, age, and attitude and knowledge scores for those who 

were/were not interested in or did/did not initiate MMT. Chi-square was used for the 

categorical variables. If 25% or more of the cells had counts less than five, Fisher’s Exact 

tests were used. A parsimonious multivariable model was used to assess correlates of 

initiation of MMT by including variables significant in the bivariate model at p<0.20. Two 

of these variables, composite measures of attitudes toward and knowledge about MMT 

were collinear and the final model incorporated the composite attitudes variable based on 

goodness-of-fit using AIC. The percent increase in the number of individuals on MMT after 

the SBIRT strategy was reported, reflected as the percentage increase over the number on 

MMT at baseline. An OUD cascade was created, which included retention on MMT six 

months after release.
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Results

The distribution of participants over time is depicted in Fig. 1. Of the 181 individuals 

referred, 140 (77.3%) met screening criteria for opioid dependence. Of these, 121 (86.4%) 

enrolled in the study. By the end of the study, six months after release, there were 110 

(90.9%) participants retained.

Fig. 2 depicts the timeline of MMT initiation for participants. Of the 121 enrolled 

participants, 27 (22.3%) were already on MMT at the time of enrollment. None of these 

had continued methadone from the community and all of these had started methadone after 

entry to the prison. An additional 14 of the remaining 94 participants (14.9%) subsequently 

initiated MMT, with 3 doing so between the two brief interventions, 10 before the 1-month 

post-release interview, and 2 more between 1 and 3 months after release. Of the 10 

individuals who initiated MMT before the 1-month post-release interview, 2 did so prior 

to release from prison, with the remaining 8 individuals initiating following release from 

prison. One participant initiated and stopped MMT between the intensive intervention and 1 

month follow-up. This individual then initiated MMT again before the month 3 follow-up. 

No participant initiated MMT between the month 3 and month 6 follow-up visit. One 

individual who was on MMT at enrollment stopped MMT before the month 3 follow-up 

due to a planned completion of their treatment. Fig. 3 provides the retention on MMT after 

release, stratified by those on and not on methadone at the time of release to reflect that 

MMT initiation occurred both within prison and after release. Retention at 6 months was 

97.6% overall. It was 100% for the 14 who initiated methadone after the SBIRT intervention 

and 96.3% for the 27 who were on methadone before the intervention, mostly due to planned 

discontinuation from treatment. MMT uptake occurred in 6 of the 13 sites in this study. Of 

the 14 individuals who newly initiated MMT during the course of the study, five came from 

the same prison site.

Table 1 presents the participant characteristics (N = 121), stratified by MMT enrollment at 

the start of the study period. Age, screening positive for HCV and injecting nearly daily 

were significantly associated with MMT status at the time of study enrollment (p=0.021, p 

= 0.004, and p=0.004, respectively). No other participant characteristics were significantly 

associated with enrollment in MMT at the start of the study period.

The opioid treatment cascade for the Moldovan prison population is shown in Fig. 3. At 

the time of enrollment, 27 participants were on MMT and interest in MMT for those not 

on MMT did not markedly increase (from 17 to 18 participants) after the brief intervention. 

Ultimately, 41 participants were on MMT by the end of the study (including the 27 on MMT 

at time of enrollment). Of the 14 participants who newly initiated MMT during the course of 

the study, 11 were interested and 3 were not interested in MMT immediately after the brief 

intervention.

The self-reported pre- and post-intervention median interest in MMT remained unchanged 

at 2.0 (IQR: 0 – 4.0). The pre- and post-intervention median difficulty of starting treatment 

scores (4.0 (IQR: 1.0 – 9.0) and 4.00 (IQR: 1.0 – 8.5), respectively) and median importance 
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of receiving MMT scores (2.0 (IQR: 0 – 3.5) and 2.0 (0 – 4.0), respectively) also remained 

unchanged.

Table 2 presents findings from the attitudes and knowledge statements at baseline and 

one month after release. Attitudes consisted of three statements and knowledge consisted 

of six. All three of the attitudes statements significantly improved, while only one of the 

knowledge statements improved significantly. The only knowledge statement that improved 

significantly was that MMT reduces an opioid dependent individuals’ consumption of illicit 

opioids. Though statistically significant, the effect size was relatively small, with the greatest 

difference being 0.37 for the measure of buprenorphine versus methadone for the treatment 

of opioid addiction. When creating the composite attitudes and knowledge scores, only the 

mean composite attitudes score significantly improved (10.20 (SD±3.11) vs 10.97 (SD±2.7); 

p<0.001).

Treatment readiness using the three subscales of the SOCRATES were compared in Fig. 

4 at baseline (N = 89) and at the one-month follow-up (N = 83). Neither the mean score 

or the composition of low, moderate, and high levels of the Recognition and Ambivalence 

subscales improved after the intervention. The mean scores for Taking Steps significantly 

increased (p=0.007) from 27.21 (SD±7.59) to 29.04 (SD±7.50) (data not shown), but 

importantly the proportion of individuals with moderate to high taking steps scores increased 

(11.6% to 14.9% and 14.0% to 14.9%, respectively), with a resulting decrease in the 

proportion with low scores from baseline to follow-up (74.4% to 70.2%).

Table 3 provides the bivariate associations between a number of variables and interest in 

MMT and initiation of MMT. Both the composite variables for attitudes and knowledge 

toward MMT were significantly correlated with interest in and initiation of MMT. Two 

components of the stages of change, however, were significant for interest in methadone 

(recognition and ambivalence), but were not significantly different for initiation of 

methadone. For initiation of MMT, however, having experienced an overdose in the 6 

months before incarceration was significantly associated with initiating MMT (p=0.037). 

Though not presented, participants being interested in MMT was significantly correlated 

with initiation of MMT (p=0.002). In the multivariable model examining predictors of 

initiating MMT for variables significant at p<0.20, after excluding the composite score 

for knowledge about MMT due to collinearity with the composite attitude score, only 

three variables remained in the model. The composite attitude score remained significant 

(AOR=1.6; 95% CI=1.1-2.2; p=0.0068), while overdose in the 6 months before incarceration 

was no longer significant (AOR=0.4; 95% CI=0.1-1.7; p=0.20).

Discussion

This study provides evidence that a modified screening, brief intervention, and linkage 

to MMT strategy with increased attention to transitioning prisoners to treatment in the 

community can complement existing OAT scale-up strategies and help Moldova meet its 

HIV prevention goals. Implementation of SBIRT not only increased the number of people 

on methadone who might benefit from it, but also resulted in high levels of retention on 

treatment 6 months after release. Of the 121 individuals in this sample who might have 
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benefited from OAT, the proportion who ultimately received OAT increased from 22.3% 

to 33.9% (27 to 41 persons), a 51.9% increase of 14 over the baseline 27 patients on 

OAT after the SBIRT strategy. Of interest is that the level of interest in OAT generally 

did not improve using the measure we selected, but new patients enrolled in OAT which 

would typically indicate an improvement in interest. One additional insight is that those who 

expressed interest in methadone were significantly more likely to recognize the need for it 

and where ambivalent about treatment, but this relationship did not persist for those who 

initated methadone. The finding that interest in methadone did not necessarily translate to 

initiation may be explained by the lack of taking steps in those that were interested. One 

potential strategy to consider integrating into the SBIRT intervention would be to more 

actively assist the person with treatment, either through patient or peer navigation.

The observed increase in enrollment after SBIRT may have been driven by significant 

improvements in attitudes toward OAT, rather than knowledge improvements. Not only 

did the brief intervention play a role in OAT initiation, but may have also contributed to 

retention as post-release treatment benefits were incorporated into the content. Though not 

measured here, improved attitudes toward OAT may serve as a longterm strategy to treat 

a chronic relapsing disease, potentially contributing to both uptake and retention (Polonsky 

et al., 2016a, Polonsky et al., 2016b). Future studies should consider the elements of the 

intervention content that were changed among participants.

A systematic review of brief interventions questioned the benefits of SBIRT (Young et al., 

2014), which is a recommended implementation strategy to address drug and alcohol use 

disorders (Substance Abuse and Mental Health Services Administration (SAMHSA), 2014). 

Though the data for SBIRT is more compelling with alcohol than for other drugs (Platt et 

al., 2016), there are several factors here that may help explain the level of OAT uptake in the 

present study. First, the linkage to treatment only included methadone, an evidence-based 

treatment that was readily accessible to participants. In many settings, individuals eligible 

for treatment with OAT may be willing to take a medication but have a stated preference 

for buprenorphine (Uebelacker et al., 2016). Had buprenorphine been an option in this 

setting, scale-up may have increased. This is especially important since OAT, inclusive of 

both methadone and buprenorphine, is the most effective treatment in large studies of people 

relative to residential treatment, abstinence-based treatments like behavioral counseling, or 

even an opioid antagonist like extended-release naltrexone (Wakeman et al., 2020). In these 

studies, using any treatment strategy besides OAT had similar overdose rates, death, and 

hospitalization for a serious condition relative to no treatment at all (Wakeman et al., 2020). 

Second, SBIRT activities were conducted in a controlled setting where access to methadone 

could be guaranteed. In other studies of SBIRT, any drug use identified during screening, 

including those drugs for which there is no evidence-based treatment, could be included and 

treatment resources may be limited or inaccessible. These modifications may, in part, have 

contributed to increased OAT uptake in this setting.

Despite the observed success in increasing OAT uptake, one might question why more 

participants did not enroll on OAT. Of importance is that the brief interventions did not 

substantially improve knowledge about OAT, aside from participants learning that OAT 

substantially reduces the consumption of illicit opioids. It did, however, significantly 
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improve attitudes toward OAT and result in high retention levels after release. Attitudes 

toward OAT have been problematic in the EECA region, including observations from 

Moldova (Polonsky et al., 2016a). Though not studied here, the presence of informal prison 

hierarchies, a caste system that governs prisoner interactions, is common to the EECA 

region. Depending on the influence of the informal hierarchy, the leadership may impose 

social ostracism on those who access OAT within prison and place them in the lowest 

caste, which limits their ability to gain benefits while within the prison. Concern about 

public humiliation may markedly reduce the likelihood that many incarcerated persons will 

initiate OAT (Liberman et al., 2021; Slade & Azbel, 2022). In prisons in Kyrgyzstan, an 

incarcerated person’s standing within the hierarchy greatly influences the consequences 

an individual faces for entering a methadone program (Liberman et al., 2021), with those 

already in lower castes being more likely to enroll in OAT than those in higher castes. 

Findings from additional studies suggest that a subset of incarcerated persons in Moldova 

experienced social ostracism while they were on methadone in prison (Council of Europe, 

2018; Polonsky et al., 2016a). A lack of support for OAT by prison personnel has also 

been noted as a barrier to access (Polonsky et al., 2015). The role of the prison subculture 

in Moldova may explain why OAT scale-up was not more than observed and in part may 

explain the increased uptake as people were leaving incarceration.

Two factors related to the brief intervention itself may have influenced OAT uptake. 

Typically, brief interventions improve knowledge, which was observed only for methadone’s 

role in reducing opioid use (but not for other factors). Even though the fidelity checklist 

suggested that information delivery was complete, the understanding by participants 

may have been limited. Alternatively, the deliverer of the brief intervention may have 

successfully improved attitudes about OAT, as evidenced by our findings, but not sufficiently 

enough to move individuals far enough along the Stages of Change continuum to take action 

and start methadone. While there was a statistically significant increase in the taking steps 

subscale, the clinical significance may have been minimal with the proportion in the “low” 

levels only decreasing from 74.4% to 70.2%, which translates to only a few participants. 

Though not measured, the extent to which the participant perceived stigma during the 

intervention could influence engagement or even willingness to seek treatment.

To address potential concerns surrounding stigma in the prison setting or completeness of 

content delivered during the brief intervention, informed decision aids may be considered 

to overcome the inherent limitations in person-delivered interventions. Informed decision 

aids, when properly developed and tested, help improve patient decision-making, effectively 

engage them in the decision process, and generally result in higher satisfaction and improved 

patient outcomes (Bekker et al., 2003; Lewis & Pignone, 2009). Such decision aids for 

OAT in this setting, however, should at a minimum incorporate elements about attitudes 

and myths of OAT that are a major narrative in prisons (Polonsky et al., 2016a) and 

limit OAT uptake among this key population. Such decision aids should address OUD 

as a chronic, relapsing condition, incorporate post-release consequences like heightened 

overdose (Merrall et al., 2010) and HIV risk-taking (Altice et al., 2016; Stone et al., 2021; 

Stone et al., 2018), and other health benefits after release. The extent to which these decision 

aids might also assist with attitudes toward OAT in prison by the prison hierarchy is worth 
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future investigations. Without addressing the general attitudes and knowledge concerning 

methadone, OAT scale-up in Moldovan prisons will not optimize its role in HIV prevention.

The post-release retention on MMT in this study remained high, and higher than reported 

elsewhere. In one pilot study of incarcerated persons with HIV in Malaysia, approximately 

half were retained on methadone, with higher retention for those on higher dosages 

(Wickersham et al., 2013a). A subsequent and larger trial in the same Malaysian prison 

found retention on MMT to be just under 50% (48.4%) at six months (Chandra et al., 

2019). An observational study from Kyrgyzstan found just over a third (35.4%) remained on 

methadone for six months after release (Bachireddy et al., 2022), which is similar to studies 

in the U.S. (Gordon et al., 2008). Unlike our study, however, none of these intervened to 

keep participants in treatment post-release.

Despite the many important findings, this study has some limitations. A larger sample 

may have allowed us to discern differences in changes in knowledge and attitudes about 

OAT, conduct a more robust multivariable analyses, and allow us to ascertain the path from 

screening, brief intervention and eventual treatment. The pilot nature of this study, however, 

should be followed up with more comprehensive screening of all incarcerated people and not 

limited to a subset that was pre-selected to meet pre-release criteria for OAT. Screening at 

intake would more holistically screen and treat patients for a chronic relapsing condition. It 

may also have allowed incarcerated persons to make a decision about treatment before the 

prison hierarchy could have influenced individuals. A limited number of OAT sites available 

in the community following release also reduced the number of eligible participants in this 

study. Another limitation of this study is the lack of a reference group of prisoners not 

exposed to the SBIRT. It is possible that other factors outside of the intervention described 

here influenced the observed increase in OAT uptake.

Future studies should focus on additional strategies to promote uptake including satisfaction 

with treatment that can be accomplished with optimal OAT dosing, which in turn improves 

retention in treatment in both community (Farnum et al., 2021) and transitional care from 

prisons (Wickersham et al., 2013a). Moreover, implementation strategies like the NIATx 

treatment improvement model that focuses on quality improvement of treatment could help 

expand treatment as well (McCarty et al., 2007).

Conclusions

SBIRT strategies that are modified for the setting can substantially increase the number of 

individuals who initiate and remain on OAT. Multiple modeling studies, including for the 

EECA region, suggest that OAT scale-up is effective to reduce HIV transmission and death 

in HIV epidemics concentrated in PWID (Alistar et al., 2011; Tan et al., 2020) and the 

role of scaling up OAT in prisons (Degenhardt et al., 2019; Stone et al., 2016, 2021) is 

especially crucial to achieve this goal. It may benefit any future SBIRT strategies to reserve 

interventions for only those individuals who are ambivalent about OAT, while immediately 

initiating OAT for individuals who express an interest in it. Future studies should incorporate 

factors that include the prison environment itself and the informal hierarchies that exist 

there.
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Fig. 1. 
Distribution of study participants over time.
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Fig. 2. 
Timeline for methadone maintenance treatment with 27 being on treatment upon screening 

and 14 new patient enrolling. *One individual initiated and ended OAT between the 

intensive intervention and month 1 follow up, and initiated OAT again before the month 

3 follow up.
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Fig. 3. 
The opioid agonist treatment cascade for incarcerated people with opioid dependence 

in Moldovan prisons. Interest in OAT did not markedly increase following the brief 

intervention. Of the 14 participants who newly initiated OAT after the brief intervention, 

11 were interested and 3 were not interested in OAT.
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Fig. 4. 
Treatment readiness using the SOCRATES subscales. N = 89 at baseline and N = 83 at 

Month 1.
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