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Abstract

People with opioid use disorders are overrepresented in correctional facilities, and are at high risk of opioid
overdose. Despite the fact that buprenorphine/naloxone is the first line treatment for people with opioid use
disorder, there are often institutional, clinical, and logistical barriers to buprenorphine/naloxone initiation in
correctional facilities. Guided by the knowledge-to-action framework, this knowledge translation project focused on
synthesizing knowledge and developing a tool for buprenorphine/naloxone initiation that was tailored to
correctional facilities, including jails. This information and tool can be used to support buprenorphine/naloxone
access for people in correctional facilities, in parallel with other efforts to address barriers to treatment initiation in
correctional facilities.
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Introduction
Opioid use disorder, a chronic, complex condition in
which there is uncontrolled use of opioids despite harm-
ful consequences (American Psychiatric Association,
2022), is common in people in correctional facilities.
Opioid agonist treatment in this population, for example
methadone or buprenorphine/naloxone, has been shown
to reduce the risk of adverse outcomes, including mor-
tality, non-fatal overdose, HIV infection, illicit drug use,
and criminal activity (Garcia et al.,2007; Gordon et al.,
2014; Green et al.,2018; Hedrich et al.,2012; Magura
et al., 2009; Marsden et al.,2017; Sullivan et al.,2008;
Zaller et al.,2013). Even in the current context of the

dominance of high-potency synthetic fentanyl analogues
in the North American illicit drug market, evidence indi-
cates that opioid agonist treatment protects against over-
dose toxicity deaths (Pearce et al.,2020).

In Canada, national guidelines recommend buprenor-
phine/naloxone as first line pharmacological treatment
for opioid use disorder, based on treatment effectiveness
and safety (Bruneau et al.,2018). However, buprenor-
phine/naloxone treatment access and quality are fre-
quently suboptimal in correctional facilities in the USA
and Canada for multiple reasons (Correctional Service of
Canada,2019; Nunn et al.,2009; Ontario Ministry of the
Solicitor General,2019). There may be challenges related
to short or uncertain lengths of stay, for example for
people who are remanded with an unknown date of re-
lease. There may be institutional barriers related to pre-
scribing policies and health care accessibility, and
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inadequate processes and relationships to support con-
tinuity of care at the time of release. There may be clin-
ical issues such as health care provider knowledge and
values, patient knowledge and values, and medical chal-
lenges such as recent polysubstance use and intoxication
(Kouyoumdjian et al.,2018; Nunn et al., 2009). Finally,
there may be logistical challenges to providing access to
buprenorphine/naloxone initiation at the time of admis-
sion, when opioid withdrawal symptoms may be most
prominent.

While various strategies are indicated to improve
buprenorphine/naloxone access in correctional facilities,
the knowledge-to-action cycle (Fig.1) provides a frame-
work to address barriers specifically related to know-
ledge implementation (Straus et al.,2013). In this
knowledge translation project, we moved iteratively be-
tween knowledge creation and the action cycle. Know-
ledge creation, shown in the funnel, refers to the process
of refining and summarizing information tailored to the

needs of the end user. The action cycle, shown in the
outside ring, includes the activities needed for know-
ledge implementation. In this project we identified a spe-
cific knowledge gap related to the initiation of
buprenorphine/naloxone in correctional facilities, and
then we synthesized relevant literature, adapted know-
ledge and guidance on buprenorphine/naloxone initi-
ation to the local context of correctional facilities
including jails, and developed a knowledge tool.

Work on phases of the knowledge-to-action cycle
Action cycle phase: identify problem
Clinical guidelines for buprenorphine/naloxone initiation
focus on people who are in withdrawal, recommending
an initial treatment dose and a rate of dose titration
based upon withdrawal scores (Julie Bruneau et al.,2018;
J. Bruneau et al.,2018; Center for Substance Abuse
Treatment, 2004; Kampman & Jarvis,2015), i.e., based
on the Clinical Opiate Withdrawal Scale (COWS). For

Fig. 1 The Knowledge-to-action cycle. Reprinted from Straus SE, Tetroe J, Graham I. Knowledge translation in health care: moving from evidence
to practice. 2nd ed. BMJ Books, Wiley, 2013. Reprinted with permission. Copyright© 2013, John Wiley and Sons
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patients in correctional facilities in a state of acute with-
drawal from opioids, this guidance applies well.

However, guidelines do not cover a clinical scenario
that occurs frequently in correctional facilities: the initi-
ation of buprenorphine/naloxone treatment for people
who have lost their physical dependence on opioids.
People who routinely use opioids lose their physical de-
pendence and respiratory tolerance after only a few days
without ongoing exposure to opioids, increasing their
susceptibility to the respiratory depressant effects of a
subsequent exposure. On admission to correctional facil-
ities, people eligible for buprenorphine/naloxone treat-
ment may not be offered treatment or they may decline
treatment, and the provider and patient may decide to
initiate treatment only after withdrawal symptoms have
abated and physical dependence and tolerance are re-
duced or absent.

Knowledge creation phase: knowledge synthesis
To address this information gap, we reviewed and sum-
marized published research describing protocols for
buprenorphine/naloxone treatment initiation and titra-
tion in people with opioid use disorder who have lost
their physical dependence and tolerance. We conducted
a focused literature search and contacted authors of
some identified articles. We identified four studies
(Table 1), all of which were conducted in the USA.

We determined that an appropriate starting dose for
patients who have lost their opioid dependence and tol-
erance is between 2 mg and 4 mg; this is based on avail-
able evidence, the pharmacology of buprenorphine (as a
partial agonist with a“ceiling effect” on respiratory de-
pression (Center for Substance Abuse Treatment,
2004)), our clinical experience, and consultations with
colleagues and people with lived experience of incarcer-
ation and opioid use disorder. Informed consent should
be obtained, and should include discussion of possible
side effects of the medication such as nausea, sedation,
and euphoria. Patients should have their dose reassessed
every few days and at least once per week.

Action cycle phase: adapt knowledge to local context
Given the specific circumstances of the correctional fa-
cility and patient population, it is important to adapt
knowledge and guidelines to enhance applicability and
useability within this context.

In the community or hospital setting, reassessment of
patients in withdrawal typically occurs within a few
hours of treatment initiation. Recognizing the con-
straints of health care in many correctional facilities, we
recommend reassessment within a wider time window
of 2 to 12 h. Depending on what is feasible within that
time window, the reassessment may focus on

precipitated withdrawal symptoms, residual withdrawal
symptoms, and positive response.

In correctional facilities, decisions regarding dose
should take into account symptoms, patient preference,
anticipated release date, and institutional and health care
resources, aiming for a maintenance dose of at least 8
mg per day (Greenwald et al.,2014). Dosing should be
titrated based on subjective symptoms of cravings or re-
ported desire to use illicit opioids. For patients who have
received buprenorphine in the past, previous doses at
which they were clinically stable can inform the dosing
strategy. A patient’s anticipated release date may also in-
form decisions regarding an initial dose and dose
changes; patients and providers may feel some urgency
to increase the dose quickly so that the patient reaches a
therapeutic dose before release to the community.

Buprenorphine/naloxone initiation in correctional fa-
cilities must also explicitly include planning to support
continuity of care at the time of release from correc-
tional facilities. All patients who initiate buprenorphine/
naloxone in correctional facilities will need a plan for ac-
cess to treatment and health care on release. Recogniz-
ing the many competing priorities and other barriers to
accessing care on release, correctional health care staff
should facilitate relevant referrals to community-based
health care to support timely treatment access and liaise
with community health care providers. If feasible and ac-
ceptable in the context of local regulations and practice
structures, correctional health care providers may pro-
vide bridging prescriptions or take-home doses for pa-
tients at the time of release until patients can access
follow up. For any bloodwork ordered, we suggest send-
ing copies to community physicians who are involved in
the patient’s care, so that if the patient is released prior
to receiving their test results, they will still have access
to this important information. This will help facilitate
any indicated treatment or follow up and prevent redun-
dant testing, use of unnecessary resources, extra costs,
and inconvenience. In addition, any test results that re-
quire follow up or follow up plans made prior to release
could be provided directly to the patient to further sup-
port continuity of care.

We also note the need to offer counselling regarding
safer drug use for all people who use drugs, including
those with and without opioid use disorder and those
who do and do not access opioid agonist treatment, and
supports for access to harm reduction tools both in cus-
tody and in the community, including naloxone training
and distribution.

Action cycle phase: select, tailor, implement interventions
To support buprenorphine/ naloxone initiation in cor-
rectional facilities, we developed a tool that summarizes
key considerations and evidence-informed best practices.
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We developed an engagement strategy to consult with
relevant stakeholders, to ensure that the knowledge
product would be tailored to the needs of our end users.
Through our professional networks, we reached out to
health care providers to discuss the utility of this tool to
improve buprenophine/naloxone treatment access and
quality, even in correctional facilities in which buprenor-
phine/naloxone was already available, and whether the
steps of the tool would be feasible, useful, and scaleable
in their correctional facilities. Specifically, we posted in-
formation on the tool in a national discussion forum for

Family Physicians working in correctional facilities, and
obtained feedback from one physician. We discussed the
tool by phone and email with a nurse who had led the
delivery of a correctional opioid agonist treatment pro-
gram. We shared the tool by email with two physicians
with addictions medicine expertise and obtained feed-
back. We planned to consult with people with lived ex-
perience of opioid use and incarceration regarding
whether the tool was acceptable, for example, to explore
what would be reasonable times to wait for treatment
initiation after admission or for reassessment after

Table 1 Research evidence on buprenorphine/naloxone initiation for people in correctional facilities with OUD who were not
opioid dependent or tolerant

Study Study type Participants Treatment procedures Efficacy

Garcia
et al.,
2007

Intervention with no control
group: daily bup/nal in
prison and post-release

42 males in total, most
were opioid tolerant,
with ~ 6 months prior
to release

Treatment was initiated pre-release.
Opioid nontolerant participants were
initiated at 2 mg, and increased by 2
mg increments prn. They were assessed
1x/week in first month, then every 2
weeks until release. Goals were to reach
a therapeutic dose and eliminate
cravings.

Results were not stratified by opioid
tolerance. Comparing drug use in the
30 days before incarceration and the 30
days after release, those who remained
on treatment (n = 33) reported a
median reduction in days of drug use
of 22 for heroin use and 25 for cocaine
use, whereas those who did not remain
in treatment (n = 9) reported no
reduction in days of heroin or cocaine
use after release.

Springer
et al.,
2010

Intervention with no control
group (nested in an RCT)
comparing outcomes pre-
and post-bup/nal treatment

People with HIV and
OUD: 23 received bup/
nal: 18 males and 5
females

Treatment was initiated around the day
of release. Initial dose was 2 mg and
dose was increased by 2 mg prn.
Participants were assessed daily during
induction and monthly thereafter.

91% of participants completed
induction and 74% completed 12-week
treatment. Likert scale rating of opioid
craving reduced from mean 6.0/10 to
2.2/10 and satisfaction level was 9.5/10
throughout the 12 weeks. For those
who completed induction: no change
in undetectable viral load for those in
treatment at 12 weeks compared to
baseline: 61% vs. 63% log10 copies/mL,
or negative urine drug screen: 83% vs.
71%.

Zaller
et al.,
2013

Intervention with two non-
randomized groups: pre- and
post-release initiation of
treatment

44 people: 37 males
and 7 females

12 subjects started treatment within 2
weeks pre-release and 32 subjects
started treatment 3 days post-release.
Dose was adjusted based on symptom
review.

For those who initiated treatment in
prison vs. post-release, mean time to
first post-release prescriber appointment
was 3.9 vs. 8.8 days. At the study con-
clusion 6 months after release, 91% of
those who initiated treatment in prison
remained in treatment vs. 34% of those
who initiated treatmented post-release,
and median post-release treatment dur-
ation was 24 vs. 9 weeks.

Vocci
et al.,
2015
Gordon
et al.,
2014

RCTof in-prison buprenor-
phine treatment vs. counsel-
ling only (series of 12 weekly
sessions)

211 people with
heroin dependence
prior to imprisonment:
148 males and 63
females

Treatment was initiated 3–9 months
pre-release. The standard protocol was
induction at 1 mg, then dose increased
1 mg/week to 4 mg, then 2 mg/week to
8 mg, then to 16 mg after 2 weeks and
administered every other day. If toler-
ated, dosing was changed to 3x/week.
Dosing was changed based on side ef-
fects and patient requests.

Results were not stratified for those
who were not opioid tolerant.
Compared with those randomized to
counseling only, those randomized to
the buprenorphine treatment group
were more likely to initiate treatment in
prison: 99.0% started buprenorphine vs.
80.4% started counselling, and to
continue treatment in the community
after release: 47.5% vs. 33.7%. There was
no difference in completing treatment
in prison: 61.5% of the buprenorphine
group remained in treatment at release
vs. 63.6% of those randomized to
counselling only.

We used the term tolerant or dependent based on the language used by the study authors. When dose is indicated as‘Xmg’, this represents Xmgbuprenorphine
in a buprenorphine/naloxone ratio of 1/0.25
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