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Abstract
Background: In light of short lengths of stay and proximity to communities of release, jails are well-positioned to inter-

vene in opioid use disorder (OUD). However, a number of barriers have resulted in a slow and limited implementation.

Methods: This paper describes the development and testing of a Medication for Opioid Use Disorder (MOUD)

Implementation Checklist developed as part of a Building Bridges project, a two-year planning grant which supported

16 US jail systems as they prepared to implement or expand MOUD services. Results: Although initially developed

to track changes within sites participating in the initiative, participants noted its utility for identifying evidence-based

benchmarks through which the successful implementation of MOUDs could be tracked by correctional administrators.

Conclusions: The findings suggest that this checklist can both help guide and illustrate progress toward vital changes

facilitated through established processes and supports.

Plain Language Summary: People incarcerated in jails are more likely to have opioid use disorder than the general

population. Despite this, jails in the United States (U.S.) often offer limited or no access to Medication for Opioid Use

Disorder (MOUD). The Building Bridges project was designed to address this gap in 16 U.S. jail systems as they prepared

to implement or expand MOUD services. This article addresses the use of a MOUD checklist that was initially designed

to help the jails track changes toward evidence-based benchmarks. The findings suggest that this checklist can both help

guide and illustrate progress toward vital changes facilitated through established processes and supports.
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Opioid overdose deaths have been rising in the United
States, accounting for almost 70% of all drug overdose
deaths (Stephenson, 2020; Wilson et al., 2020).
Additionally, it has been estimated that approximately
80% of arrests are related to drug and/or alcohol use and
behaviors associated with drug distribution or acquisition
(Sugarman et al., 2020). Even during incarceration, the
use of opioids remains surprisingly high. It has been
reported that 16.6% and 18.9% of state prisoners and sen-
tenced jail inmates, respectively, reported using heroin or
other opiates regularly (Bronson & USDOJ, 2017).
Despite this, few jails provide adequate withdrawal and
treatment services for people with opioid use disorder

(OUD) (Bronson & USDOJ, 2017; Krawczyk et al.,
2017; Lopez, 2018).

Medications for opioid use disorder (MOUDs) are an
evidence-based treatment and are considered the standard
of care in clinical settings but correctional settings have
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been slow to adopt them (Carson & Cowhig, 2020; Klein,
2018). For instance, out of over 3,000 local and county
jails that operate in the Unites States, fewer than 200 in
only 30 states reported providing MOUDs in 2018
(Carson & Cowhig, 2020; Klein, 2018). This is often
limited to extended-release naltrexone delivery prior to
release into the community (Krawczyk et al., 2017;
Lopez, 2018; Vestal, 2018). Even those jails that follow
best practices and provide MOUDs for pregnant women
with OUD (Peeler et al., 2019) typically taper and then
cease this provision following birth or termination of the
pregnancy (Krawczyk et al., 2017; Lopez, 2018; National
Sheriffs’ Association (NSA) & National Commission on
Correctional Health Care (NCCHC), 2018; O’Connor &
Bowling, 2020; Vestal, 2018).

In light of the often-short lengths of stay and proximity
to communities of release, jails are well-positioned to inter-
vene in substance use disorders and connect incarcerated
people to ongoing care in the community (Stöver &
Michels, 2010). More recently, the practice has begun to
change as key community stakeholders and jails identify
and overcome barriers to implementing MOUDs (Klein,
2018). Such translational approaches are tasked with culti-
vating cross-system collaborations and systems of care that
span from correctional facilities to community-based
treatment.

Despite the expansion of access to MOUDs in commu-
nities across the Unites States, there are often a number of
concerns that arise as barriers specific to jails. Barriers
include concerns regarding the potential diversion of med-
ications, overdoses, and withdrawal-related deaths
(Fiscella et al., 2020; White et al., 2016), as well as
service delivery shortcomings, since the administration of
MOUDs often requires additional staff effort, special train-
ing (e.g., an X waiver for providers prescribing buprenor-
phine), and systems of monitoring administration (NSA &
NCCHC, 2018). This may be compounded by the prefer-
ence among administrators for non-MOUD interventions
and numerous state and federal regulations regarding
opioid agonist treatment (Friedmann et al., 2012; Moore
et al., 2018; Zaller et al., 2013). Navigating these chal-
lenges and barriers has slowed the pace of
MOUD-uptake in correctional environments nationwide,
as jails struggle to address known and unknown barriers
in order to implement MOUDs within their facilities.

This paper describes the development of an MOUD
Implementation checklist for jails (Appendix 1) developed
for use in the Bureau of Justice Assistance (BJA) and
Arnold Ventures’ funded “Planning initiative to build
bridges between jail and community-based treatment for
opioid use disorder” (Building Bridges) project, which
supported 16 US jurisdictions as they prepared to imple-
ment or expand MOUD services in their jails with continu-
ation in the community. The 16 jurisdictions spanned the
continental United States and represented a range of treat-
ment capacity at baseline, with the size of the facility,

number of inmates, and clinical services varying consider-
ably based on the communities they served. Sites partici-
pating were required to commit a multidisciplinary team
comprised of local stakeholders including jail, community
corrections, and community treatment leadership.
Although initially developed as an evaluation tool for
tracking changes made relative to MOUD administration
in jails participating in the Building Bridges project, the
checklist can also provide correctional administrators and
staff a set of benchmarks through which the successful
implementation of MOUDs can be tracked in correctional
systems, while ensuring alignment with evidence-based
practices. This paper presents findings from the initial
use of the checklist in the planning initiative.

Methods
The project was reviewed by WIRB and determined to be
exempt under 45 CFR 46.102(l). Participants were pro-
vided with an information sheet describing the nature of
the project and their ability to decline participation
without penalty.

Checklist Development
The implementation checklist for MOUDs in jails was
developed to capture MOUD-specific implementation
components to document progress in the Building
Bridges project. The checklist items were developed
based on the existing jail MOUD implementation litera-
ture, such as the practice guidelines described by the
National Sheriff’s Association and National Commission
on Correctional Health Care (NCCHC) report “Jail-Based
Medication-Assisted Treatment: Promising practices,
guidelines, and resources for the field” (Klein, 2018), as
well as other correctional and clinical MOUD research
(ASAM, 2015; Fu et al., 2013; Gordon et al., 2008;
Kinlock et al., 2007; Lee et al., 2015; Magura et al.,
2009; NCCHC, 2016; NIDA, 2016a; NIDA, 2016b;
O’Brien & Cornish, 2006; Rich et al., 2015; SAMHSA,
2018; Smith & Strashny, 2016). This was augmented by
team-based input from experienced researchers and clini-
cians with expert knowledge on the topic. Through a
series of in-person team meetings, the initial checklist
items were drafted, and organized thematically by service
delivery topic, first focusing on elements necessary for
identifying and initiating patients on MOUDs, then on
the processes and procedures necessary for their successful
implementation. When appropriate, new checklist items
were added to specify which MOUD was being delivered
and to which jail population (e.g., only pregnant women,
only patients receiving MOUDs in the community). The
checklist was revised multiple times until a group consen-
sus was reached concerning its content. Items were then
edited and, if necessary, reworded to ensure that the yes/
no response options were suitable.
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The final implementation checklist, comprised of 11
domains and a total of 56 yes/no items, assessed: the
jail’s level of OUD screening; MOUDs provided (and to
which populations); the provision of medical guidelines
for dose induction, and medication tapering for people
being transferred to other facilities that do not offer
MOUDs; procedures to prevent diversion; the tracking of
patient outcomes in the community; and broader milieu
factors.

Checklist Administration
The checklist was first administered at baseline during the
Building Bridges kickoff meeting in August 2019 at the
start of the planning initiative. During this in-person
meeting, each jurisdiction’s team, comprised of jail
health care providers, jail leadership, public safety admin-
istrators, probation/parole representatives, and the local
behavioral health department overseeing substance use
treatment, completed a hard copy of the implementation
checklist, usually as part of a group discussion.

The checklist’s follow-up administration occurred in con-
junction with the end of the planning initiative (March–April
2020). A PDF version of the checklist was emailed to each jur-
isdiction’s team lead, who largely completed the checklist inde-
pendently, sometimes seeking verification from the team’s
correctional health staff representative. There were minor
wording changes to the instructions between the baseline and
follow-up administrations to help ensure a response was
given to all items within each domain, but the checklist items
remained consistent. The checklists were completed on paper,
scanned, and emailed to the research staff. All 16 jurisdictions
completed the checklist both at baseline and follow-up.

Data Cleaning and Entry
The baseline checklist was completed at an in-person conven-
ing of all sites, however; the second checklist was emailed to
sites. At follow-up, the research staff emailed or phoned the
team lead if blank or conflicting responses were endorsed.
In these cases, team leads most often conferred with other
relevant team members to clarify responses or complete
blank responses. Revised versions of the completed checklists
were returned to the research staff via email.

Data Analysis
Descriptive analyses were conducted. Due to the small
sample size, outcomes are reported in text as a change at
follow-up in the percent of sites endorsing that item, out
of the total number of sites that endorsed the item at base-
line. This reporting mirrors the final column in Table 1.

Results

Treatment Plans
The increased understanding of evidence-based MOUD
practices and high levels of readiness among team
members culminated in considerable changes being
made over the course of the nine-month planning initia-
tive, both in the planning for and delivery of MOUDs
in participating jails. As displayed in Table 1, gains
were made in terms of providing MOUD treatment
plans tailored to the needs (from 8 to 11 sites, +19%)
and preferences (from 6 to 8 sites, +13%) of inmates,
coordinated with community treatment providers (from
8 to 13 sites, +31%) and based on the medications avail-
able in the community (from 7 to 11 sites, +25%), and
that ensured halfway/transitional houses would accept
inmates on MOUDs (from 6 to 11 sites, +31%).

Continuation of Community Medications
Gains were also made by the end of the initiative in the
number of facilities that were continuing their incarcerated
patients with extended-release naltrexone (from 6 to 11
sites; +31%) and buprenorphine (from 7 to 10 sites; +19%)
for individuals who were receiving either of these medications
in the community prior to incarceration. However, there was a
decrease in the number of facilities that maintained individuals
on methadone if they were receiving it in the community prior
to incarceration (from 10 to 8 sites; −13%), as well as an
increase in the number of facilities that reported not continuing
incarcerated people on any MOUDs received in the commu-
nity (from 4 to 6 sites; +13%).

Medically Managed Withdrawal
Similarly, there were changes in terms of which medica-
tions were being used for medically managed opioid with-
drawal. The number of sites using buprenorphine for
withdrawal treatment increased (from 3 to 5 sites; +19%)
while those using methadone decreased (from 5 to 2
sites; −19%) at follow-up. There were also increases in
the number of facilities that offered non-opioid medica-
tions for withdrawal symptom management (e.g., cloni-
dine, lofexidine, odansetron) (from 12 to 14; +13%).

Initiating Medication Maintenance
With regard to medication maintenance during incarcer-
ation, there was no change in the number of facilities that
reported continuing methadone maintenance for those indivi-
duals experiencing opioid withdrawal who were not in treat-
ment (5 of 16 sites; +0%). In contrast, there were increases
in the number of facilities that initiated buprenorphinemainten-
ance for those individuals experiencing opioid withdrawal who
were not in treatment at the time of detention (from 4 to 7 sites;
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Table 1. Jail-based medication for opioid use disorder implementation checklist (N= 16).

Implementation checklist items

Baseline Follow-up Change

n (%) n (%) n (%)

Screening for opioid use disorder (OUD)

Using a standardized protocol 12 (75%) 15 (94%) 3 (19%)

Only in a special population for opioid use disorder 2 (13%) 5 (31%) 3 (19%)

In all inmates 14 (88%) 12 (75%) −2 (−13%)
Our organization does not currently screen for OUD 2 (13%) 2 (13%) 0 (0%)

Providing OUD medication treatment plans

Provides OUD medication treatment plans tailored to the needs of inmates 8 (50%) 11 (69%) 3 (19%)

Provides OUD medication treatment plans based on inmate preferences 6 (38%) 8 (50%) 2 (13%)

Provides OUD medication treatment plans based on medications available in the community 7 (44%) 11 (69%) 4 (25%)

Provides OUD medication treatment plans that coordinate with community treatment

providers

8 (50%) 13 (81%) 5 (31%)

Provides OUD medication treatment plans coordinated with community corrections

(e.g., probation, drug courts)

8 (50%) 11 (69%) 3 (19%)

Provides OUD medication treatment plans that ensures halfway/transitional houses accept

people on OUD medications

6 (38%) 11 (69%) 5 (31%)

The organization does not provide OUD treatment plans 4 (25%) 2 (13%) −2 (−13%)

Continuing inmates on MOUDs

Continues community extended-release naltrexone 6 (38%) 11 (69%) 5 (31%)

Continues community buprenorphine 7 (44%) 10 (63%) 3 (19%)

Continues community methadone 10 (63%) 8 (50%) −2 (−13%)
Does not continue community OUD medications 4 (25%) 6 (38%) 2 (13%)

Initiating medically managed withdrawal

Provides medically managed withdrawal with methadone to those out of care experiencing

opioid withdrawal

5 (31%) 2 (13%) −3 (−19%)

Provides medically managed withdrawal with buprenorphine to those out of care experiencing

opioid withdrawal

3 (19%) 6 (38%) 3 (19%)

Initiates methadone maintenance to those out of care with opioid withdrawal symptoms 5 (31%) 5 (31%) 0 (0%)

Initiates buprenorphine maintenance to those out of care with opioid withdrawal symptoms 4 (25%) 7 (44%) 3 (19%)

Provides non-opioid medications for withdrawal symptom management (e.g., clonidine,

lofexidine, ondansetron)

12 (75%) 14 (88%) 2 (13%)

Does not provide any medications for withdrawal 4 (25%) 5 (31%) 1 (6%)

MOUD induction prior to release

Provides naltrexone (e.g., extended-release or oral) induction prior to release 10 (63%) 11 (69%) 1 (6%)

Provides methadone induction prior to release 1 (6%) 3 (19%) 2 (13%)

Provides buprenorphine induction prior to release 6 (38%) 8 (50%) 2 (13%)

Provides other medications prior to release 3 (19%) 9 (56%) 6 (38%)

Does not start any OUD medications prior to release 5 (31%) 4 (25%) −1 (−6%)

Guidelines for dose induction

Has medical guidelines to conduct methadone dose induction for patients with opioid

withdrawal

1 (6%) 7 (44%) 6 (38%)

Has medical guidelines to conduct methadone dose induction for patients who are not opioid

tolerant

0 (0%) 6 (38%) 6 (38%)

Has medical guidelines to conduct buprenorphine dose induction for patients with opioid

withdrawal

5 (31%) 11 (69%) 6 (38%)

Has medical guidelines to conduct buprenorphine dose induction for patients who are not

tolerant

4 (25%) 11 (69%) 7 (44%)

Has medical guidelines to conduct extended-release naltrexone dose induction 7 (44%) 13 (81%) 6 (38%)

Our organization does not have medical guidelines in place to conduct dose induction 8 (50%) 2 (13%) −6 (−38%)

Medical guidelines to treat withdrawal, intoxication, & overdose

Has medical guidelines to treat precipitated withdrawal from buprenorphine 8 (50%) 11 (69%) 3 (19%)

Has medical guidelines to treat precipitated withdrawal from extended-release naltrexone 8 (50%) 11 (69%) 3 (19%)

(Continued)
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+19%). The number of facilities that reported continuing com-
munity extended-release naltrexone increased sharply (from 6
to 11 sites; 31%). There was one additional facility at
follow-up that reported not initiating incarcerated individuals
on any MOUD if they were experiencing opioid withdrawal
symptoms but were not in treatment (from 4 to 5 sites; +6%).

Medication Induction
Additionally, the number of sites that provided naltrexone
(from 10 to 11 sites; +6%), methadone (from 1 to 3 sites;
+13%), and buprenorphine (from 6 to 8 sites; +13%) induc-
tion for people with histories of OUD prior to release from jail
increased at follow-up. There was one fewer facility (from 5
to 4 sites; −6% of sites) that reported not starting any
MOUDs prior to release for people with histories of OUD.

Medical Guidelines
Perhaps the most notable MOUD-related improvements at
follow-up were associated with the establishment of

medical guidelines to safely conduct dose inductions
using methadone (from 1 to 7 sites; +38%) and/or bupre-
norphine (from 5 to 11 sites; +38%) for patients in
opioid withdrawal. There were also gains in methadone
(from 0 to 6 sites; +38%) and/or buprenorphine (from 4
to 11 sites; +44%) medical guidelines for people who
were presently abstinent. There were smaller gains in the
establishment of medical guidelines for methadone (from
6 to 8 sites; +13%) and/or buprenorphine tapers (from 5
to 9 sites; +25%). More sites reported having procedures
in place to prevent diversion of methadone (from 9 to 12
sites; +19%) and buprenorphine (from 7 to 13;+ 38%) at
follow-up compared with baseline. More sites also
reported having procedures to ensure DEA (from 12 to
14 sites; +13%) and state drug control regulatory compli-
ance (from 13 to 14 sites; +6%) at follow-up.

Outcome Tracking
Although comparatively lower overall, at follow-up more
sites reported being able to track outcomes for people on

Table 1. (Continued)

Implementation checklist items

Baseline Follow-up Change

n (%) n (%) n (%)

Has medical guidelines to treat opioid intoxication/overdose 12 (75%) 14 (88%) 2 (13%)

Has medical guidelines to treat precipitated withdrawal 2 (13%) 4 (25%) 2 (13%)

Does not have medical guidelines to treat opioid intoxication/overdose 3 (19%) 3 (19%) 0 (0%)

Medical guidelines for medication taper

Has guidelines to taper methadone for inmates transferred to a controlled environment

without this medication

6 (38%) 8 (50%) 2 (13%)

Has guidelines to taper buprenorphine for inmates transferred to a controlled environment

without this medication

5 (31%) 9 (56%) 4 (25%)

Does not have medical guidelines to taper medications for transferred inmates 7 (44%) 0 (0%) −7 (−44)

Procedures for compliance

Has procedures in place to prevent diversion of methadone 9 (56%) 12 (75%) 3 (19%)

Has procedures in place to prevent diversion of buprenorphine 7 (44%) 13 (81%) 6 (38%)

Has procedures in place to ensure compliance with DEA regulations 12 (75%) 14 (88%) 2 (13%)

Has procedures in place to ensure compliance with state drug control regulations 13 (81%) 14 (88%) 1 (6%)

Does not have procedures in place to ensure prevention or compliance 3 (19%) 2 (13%) −1 (−6%)

Community tracking & connections

Tracking outcomes for entry into community treatment following release 6 (38%) 8 (50%) 2 (13%)

Tracking outcomes for retention in treatment 4 (25%) 5 (31%) 1 (6%)

Tracking recidivism (re-arrest) 4 (25%) 7 (44%) 3 (19%)

Tracking post-release overdose 3 (19%) 5 (31%) 2 (13%)

Does not track outcomes post-release 8 (50%) 6 (38%) −2 (−13)
Assists inmates in obtaining or resuming health insurance coverage 12 (75%) 11 (69%) −1 (−6%)
Has formal agreements to coordinate care with community treatment programs 10 (63%) 10 (81%) 0 (0%)

Staffing

Has fostered support among custody staff surrounding OUD medications 9 (56%) 13 (81%) 4 (25%)

Has fostered support among case management staff surrounding OUD medications 8 (50%) 12 (75%) 4 (25%)

Has fostered support among our medical staff surrounding OUD medications 13 (81%) 12 (75%) −1 (−6%)
Employs enough properly licensed treatment providers to deliver OUD medications 7 (44%) 10 (63%) 3 (19%)

Notes. Baseline data collection in August 2019 at the start of the Bridges planning initiative. Follow-up data collection in March and April 2020 at the end of

the planning initiative.
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MOUD once they are released into the community, includ-
ing whether or not someone enters a program with their
community treatment partners (from 6 to 8 sites; +13%),
are retained in treatment (from 4 to 5 sites; +6%), or
experience an overdose (from 3 to 5 sites; +13%). The
greatest gains in data tracking surrounded re-arrest and/or
recidivism (from 4 to 7 sites; +19%).

Support
Several sites reported fostering support among custody (9–
13 sites; +25%) and case management staff (8–12 sites;
+25%) regarding the delivery of MOUDs and reported
employing enough properly licensed providers to deliver
MOUDs (7–10 sites; +19%). There were slight decreases
in sites reporting assisting incarcerated people in resuming
or obtaining health insurance coverage to pay for treatment
(13–12 sites; −6%). Additionally, there was no change
from baseline to follow-up in the number of facilities
with formal agreements with community treatment
programs.

Discussion
The MOUD implementation checklist appears to have cap-
tured changes in evidence-based practices necessary for the
delivery of MOUDs in jails, as progress was aligned with
the topic areas addressed by sites during their involvement
in the Building Bridges planning initiative. Over the course
of developing this checklist, there was a delicate balance to
be struck between comprehensiveness and conciseness, so
that it would not become too cumbersome or time-
consuming to complete. It was for this reason, for instance,
that during development the checklist was changed from a
Likert scale to a binary yes/no checklist format. In its com-
plete form, it was estimated to take approximately 5 min to
complete, when the information was readily available to
the person completing it. However, the amount of time
that it took appears to have been influenced by the
degree to which information regarding practice was
siloed, as correctional health staff may have possessed
more information regarding things like medication initi-
ation but jail administrators may have more knowledge
regarding their ability to track outcomes and fostering
staff support. This speaks to the organizational effort
required to implement or expand MOUD care in jails.

There was a sharp increase in the number of jails that
offered continuing naltrexone or buprenorphine during
incarceration. In contrast, the number of jails that reported
continuing methadone treatment declined. This may be due
to the fact that buprenorphine is easier to deliver, even with
the X waiver requirements, because it has fewer regulatory
restrictions than methadone. Naltrexone formulations have
been more widely adopted in correctional facilities, pos-
sibly due to decreased concern about their diversion.
This made them easier to implement at a more rapid

pace. In some cases, jails that initially reported continuing
patients on methadone or Vivitrol if they were receiving it
in the community changed their answers at follow-up,
likely indicating increased awareness of current practices
(rather than discontinuation of services) and areas in
need of further attention in order to expand care.

There was also a shift in medications used for medically
managed withdrawal during the intervention. Four jails
reported no longer using methadone for detox at follow-up
but one new jail reported now using it and another jail
maintained its use. In contrast, one jail reported no
longer using buprenorphine for detox at follow-up, while
four new jails reported starting using it for this purpose
and another jail maintained its use. In addition, the
number of jails that reported using no medication to treat
opioid withdrawal increased from 5 to 6. Curiously, and
in contrast to the reduction in the number of jails that
reported administering methadone for medically managed
withdrawal, the number of jails that reported initiating
methadone prior to release increased from 1 to
3. Increases were also reported for the number of jails ini-
tiating buprenorphine (from 6 to 8) and oral or
extended-release naltrexone (from 10 to 11) prior to
release. This result is encouraging because it indicates
the recognition that jails can serve an important role in pro-
tecting people from relapse and overdose in the community
(Alex et al., 2017; Wenger et al., 2019). It is noteworthy
that participation in the Building Bridges planning initia-
tive was meant to increase readiness for MOUD delivery,
so the large gains observed in the provision of services
from baseline to follow-up was an unexpected surprise.

The planning initiative provided robust technical
support for teams as they developed treatment manuals
and protocols, so the fact that the greatest gains at
follow-up were observed in items assessing the presence
of guidelines for dose inductions and medication tapers
was not surprising. It likely reflects the often-stepwise
implementation process and, perhaps, indicates that the
structure of the checklist should be reorganized to better
guide jails through the process of implementing MOUDs.
Making sample guidelines for medication use available
to the facilities in order to generate the best, consistent
medical practice based on scientific evidence or a consen-
sus of medical opinion (Onion & Walley, 1995) may be
particularly helpful in taking initial steps that will pave
the way for increased medication service provision in the
future. This is of importance because initiating methadone
or buprenorphine prior to release in individuals with OUD
who have been abstinent while in a controlled environment
required a considerably lower initial dose (e.g., methadone
5 mg and buprenorphine 1 or 2 mg) and slower rates of
increase than is typically provided for people who are
experiencing opioid withdrawal at the time of arrest
(Kinlock et al., 2007; SAMHSA, 2018; Vocci et al.
2015). In addition, while it might be assumed that indivi-
duals initiating naltrexone prior to release were also
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opioid abstinent, this is not always the case. As such, nal-
trexone induction should proceed cautiously as well.

Although sites reported fostering support for MOUDs
among custody and case management staff, it was not
the goal of this checklist to capture how this was achieved
or how it was measured. Staff support has been shown to
be important to the successful implementation of
MOUDs. Overall, fewer sites reported they had staff to
assist incarcerated people in resuming or obtaining health
insurance coverage at follow-up, even when there were
increases in adequate prescribing staff reported.

The use of checklists in conjunction with coaching to
foster the implementation of evidence-based practices has
been noted in other fields (Hales et al., 2008; Kara et al.,
2017; Snyder et al., 2015). Although the checklist was
developed and used as a tool to monitor change and pro-
gress in the project’s evaluation, the coaches received
copies of the baseline checklist and may have used it in
their monthly coaching sessions. MOUD implementation
checklists, such as the one developed for this project,
could be useful to jails for many reasons, with or without
the use of coaching support, such as providing correctional
administrators and staff a set of benchmarks through which
the successful implementation of MOUDs can be tracked
in correctional systems, while ensuring alignment with
evidence-based practices. Some sites reported that the
checklist helped to keep them focused on implementation
areas during the planning phase. Even a site with experi-
ence providing MOUDs to limited populations reported
that they found the checklist helpful in persuading their
jail administration to complete the remaining steps neces-
sary to expand and improve MOUD service provisions.
Lastly, sites reported that the checklist could be useful to
reference during contract renegotiations with healthcare
vendors.

Limitations
This project lacked experimental control and was not
designed to rigorously examine the psychometric proper-
ties of the checklist, resulting in a largely descriptive
understanding of the checklist and its ability to capture
change in the implementation of evidence-based MOUD
practices in these jails. Additionally, the differing checklist
administration processes, including group completion at
baseline and completion of the checklist by a sole team
member at follow-up, may have accounted for some of
the changes reported. The Yes/No format of the checklist
does not offer respondents an opportunity to “explain” or
document gradations, which limited our ability to fully
interpret some of the changes reported at follow-up.
Given that there were sometimes missing responses or
both “yes” and “no” endorsed for the same item, it may
be worth considering whether binary response options
adequately capture some of these practices. The degree
to which the findings may generalize to other jurisdictions,

particularly in light of the initiative and commitment
demonstrated by the 16 Building Bridges sites, is
unclear. Finally, the project did not collect any demo-
graphic variables or specific staffing numbers as part of
the data collection activities.

Conclusion
Jails represent important sites of intervention and care pro-
vision for people with OUD (Belenko et al., 2013;
Binswanger et al., 2007; Binswanger et al., 2013; Zaller
et al., 2013). This implementation pilot project suggests
that having a simple checklist accounting for best practices
and implementation considerations can both help guide
and illustrate progress. Such a checklist can be used in con-
junction with coaching as an implementation strategy, or to
provide guidance toward best practices as correctional and
health care administrators identify areas to target to
increase MOUD treatment capacity and improve patient
outcomes. Although the checklist itself is a useful tool to
document the implementation of MOUD in jails, critical
attention still needs to be given to the nature of the
overall implementation process and the factors associated
with those processes in order for successful MOUD imple-
mentation to occur.
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