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Increasing Initiation of Medications for Opioid
Use Disorder Through Recovery Coaches:
The Role of Implementation Setting
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Objectives: Programs to increase linkage to medications for
opioid use disorder (MOUD) through peer recovery coaches may
hold promise in increasing MOUD initiation. However, the
impact of linkage programs may vary based on contextual fac-
tors, such as the implementation setting. This study examines
whether implementation setting is associated with MOUD ini-
tiation following participation in peer-based linkage programs.

Methods: The University of Kentucky and Voices of Hope
Lexington, a recovery community organization, trained recovery
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coaches to implement a MOUD linkage program. Coaches were
deployed in 9 criminal-legal organizations (ie, jails, specialty
court, and pretrial services) and 20 community organizations in 4
rural and 4 urban counties. Coaches worked with participants
(n = 754) to set person-centered goals, provided MOUD edu-
cation, addressed MOUD initiation barriers, and assisted with
scheduling appointments. A typology of implementation setting
categorized participants by where they enrolled in the linkage
program: (1) urban community organizations (reference group),
(2) urban criminal-legal organizations, (3) rural community or-
ganizations, or (4) rural criminal-legal organizations. The odds
of MOUD initiation were estimated using multivariate logistic
regression.

Results: Of 754 participants, 23.1% (n = 174) reported initiating
MOUD. Relative to urban community organizations, in-
dividuals enrolled in rural community organizations were more
likely to initiate MOUD (odds ratio = 1.85, P = 0.04), whereas
individuals enrolled in rural criminal-legal organizations were
less likely to initiate MOUD (odds ratio = 0.34, P = 0.005).

Conclusions: Implementation setting may impact the likelihood
of MOUD initiation through peer-based linkage programs. Fu-
ture research should examine how implementation strategies
might overcome setting-specific barriers to MOUD initiation,
particularly in rural criminal-legal settings.

Key Words: opioid use disorder, rural health services, medi-
cations for opioid use disorder, linkage, peer support
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he U.S. opioid epidemic continues to result in large

numbers of overdose deaths, primarily due to synthetic
opioids in the drug supply.! Agonist/partial agonist med-
ications for opioid use disorder (MOUD), including
methadone and buprenorphine, reduce overdose deaths
and non-fatal overdoses.23 However, MOUD remains
underutilized, with only about 25% of individuals with
past-year OUD receiving MOUD.4 Many U.S. com-
munities lack any opioid treatment programs that dispense
methadone,> and fewer than half of specialty substance
use disorder facilities provide buprenorphine.® Fur-
thermore, individuals with opioid use disorder (OUD)
may not perceive a need for MOUD treatment or have
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misconceptions about it.78 Other barriers include com-
munity stigma, lack of transportation, recovery housing,
and alternative sentencing policies that prohibit MOUD.

Recovery coaching-based linkage programs may
help individuals with OUD to find MOUD providers and
navigate the complexities of treatment entry. Recovery
coaches are peer workers (ie, people with lived experience
with SUD) trained to provide health-related information,
social support, and practical support in addressing barriers
to services.? Most recovery coaching programs emphasize
connection through lived experience, strengths-based goal-
driven coaching sessions, referral to community resources,
and support for person-centered recovery goals.l0 Evi-
dence from randomized controlled trials of peer-based
interventions is mixed, which may reflect heterogeneity in
intervention duration, how peer interventions are com-
bined with other services, and types of outcomes assessed.’

Outcomes of coaching-based MOUD linkage pro-
grams may also be a function of where they are im-
plemented. Implementation frameworks often note the
relevance of internal and external contexts in the im-
plementation process and subsequent outcomes.!!:12 Or-
ganizations vary in their resources, culture, and structure.
For example, the challenges of scaling up evidence-based
practices (EBPs) in criminal-legal settings are often greater
than in other community-based organizations because of
differences in resources, processes, and missions (ie, public
safety rather than public health).13.14 Implementing
MOUD linkage programs in criminal-legal settings may
be challenging due to stigma, such as prohibitions against
MOUD in specialty courts (ie, drug courts).!5 Linkage
from jails may be challenging given uncertainties around
the timing of release.1® The external community context
may also impact the outcomes of linkage programs. Rural
communities often have fewer MOUD prescribers.!7 Ru-
ral individuals often travel farther to access MOUD,
which is a significant barrier to care.!8 Simultaneously
considering internal (ie, organizational type) and external
context (ie, rurality) may reveal intertwining ways that
certain implementation settings, such as rural criminal-
legal settings, might be doubly disadvantaged when trying
to increase MOUD initiation through linkage programs.

This study has 2 aims. First, we describe individuals
who enrolled in 29 recovery coaching-based MOUD
linkage programs and measure the percentage who re-
ported initiating MOUD. Second, we consider whether
MOUD initiation varied across 4 types of implementation
settings: urban community organizations, urban criminal-
legal organizations, rural community organizations, and
rural criminal-legal organizations.

METHODS

Study Context

This study was conducted as part of the HEALing
(Helping to End Addiction Long-term(r)) Communities
Study (HCS), which was a parallel-group, -cluster
randomized wait-list controlled trial testing the effects of
the Communities That HEAL (CTH) intervention on
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reducing opioid overdose deaths. The HCS was conducted
in Kentucky, Massachusetts, New York, and Ohio, with
communities selected because of elevated opioid overdose
deaths.!® Kentucky’s HCS communities (HCS-KY) in-
cluded 9 urban counties and 7 rural counties, which con-
tained > 40% of the state’s population and had combined
baseline rates of 42.3 opioid overdose deaths per 100,000
residents in 2019 and estimated rates of OUD ranging
from 2.9% to 12.2% of adults.20 The current study focuses
on the eight HCS-KY counties randomized to “Wave 1”
(ie, received the CTH intervention first from January 2020
to June 2022).

The CTH intervention engaged with opioid-focused
community coalitions to select EBPs for implementation
from the Opioid-overdose Reduction Continuum of Care
Approach.21.22 Strategies to increase linkage to MOUD,
including recovery coach-based programs, represented a
major category within the Opioid-overdose Reduction
Continuum of Care Approach.

Medications for Opioid Use Disorder Linkage
Program

The University of Kentucky and Voices of Hope
Lexington, a recovery community organization, codevel-
oped a MOUD linkage program to increase MOUD ini-
tiation through deploying peer recovery coaches.23
Recovery coaches were trained using didactic and inter-
active methods; training required about 150 hours.24 Key
topics included recovery coaching, motivational inter-
viewing, harm reduction, and the use of community re-
source guides (eg, to identify local MOUD providers) and
an educational flyer describing the three forms of MOUD.
Coaches also completed the training requirements for the
Kentucky Adult Peer Support Specialist Certification.
Before deployment, recovery coaches demonstrated com-
petency in using the MOUD flyer and motivational in-
terviewing skills during several simulated client vignettes
conducted with an HCS-KY physician faculty member
and a Voices of Hope Lexington Program Coordinator.23

Once deployed, recovery coaches worked to enroll
participants in the MOUD linkage program. To enroll,
individuals were required to reside in or be referred from a
partner agency in a Wave 1 county, report current non-
prescribed opioid use or possible OUD, and indicate not
currently receiving MOUD. Recovery coaches provided
participants with weekly recovery coaching sessions and
daily telephone support calls. Coaches worked with par-
ticipants to set person-centered goals to build recovery
capital, providled MOUD education, and addressed
MOUD initiation barriers using the community resource
guide and MOUD barrier relief funds. Coaches provided
education on harm reduction, overdose education with
naloxone distribution, and referrals to local “Self-Man-
agement and Recovery Training® recovery meetings. If
participants were interested, coaches offered immediate
assistance in choosing a MOUD provider and scheduling
an intake appointment. Once a MOUD intake appoint-
ment was scheduled, coaches attempted daily follow-up
with participants to support appointment attendance.

© 2025 American Society of Addiction Medicine
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Once participants initiated MOUD, coaches attempted
weekly follow-ups to provide recovery support during the
first month.

Linkage coaches were deployed in 9 criminal-legal
organizations (6 urban, 3 rural) and 20 community or-
ganizations (14 urban, 6 rural), with the first coach de-
ployed and enrolling participants in December 2020.
Implementation occurred on a rolling basis. When par-
ticipants enrolled, the coach collected demographic
information and subsequently recorded service visit data.
De-identified data from 760 individuals, enrolled by
35 coaches from December 2020 to December 2022, were
extracted. The study protocol (Pro00038088) was ap-
proved by Advarra Inc., the single Institutional Review
Board for HCS.

Measures

At each visit, coaches asked participants if they were
currently receiving MOUD. For the dependent variable, if
any service visit record indicated an affirmative response
to the current receipt of MOUD, the participant was
coded “1.” If no service visit records included receipt of
MOUD, the participant was coded as “0.”

Implementation setting was coded into 4 mutually
exclusive groups: urban community organizations (refer-
ence category), urban criminal-legal organizations, rural
community organizations, or rural criminal-legal organ-
izations. Criminal-legal organizations included detention
centers, pretrial services, specialty courts, and probation
and parole offices; all other organizations were coded as
community organizations (eg, syringe service programs,
medical clinics, and behavioral health organizations). The
county location of the agencies determined rural or urban
status.2’

Demographic variables included age, sex, race
(white as reference category, black, other race, missing/
unknown), and ethnicity (non-Hispanic as the reference
category, Hispanic, or missing/unknown). At the first visit,
participants were asked about interest in MOUD, which
was coded into three mutually exclusive categories [0 =
not interested (reference category); 1 = missing/unknown;
2 = interested].

Statistical Analysis

All analyses were conducted in Stata 18.0 (Stata-
Corp, College Station, TX). Five individuals with missing
data on age or sex were excluded from the analysis. One
individual identified as non-binary, which resulted in
perfect prediction in the logistic regression model (ie, with
only one value for this category, only one value of the
dependent variable was possible); therefore, this category
could not be included. Analyses include 754 garticipants.
Descriptive statistics were calculated, and y~ tests were
used to examine differences across the four im-
plementation settings. A multivariate logistic regression
model estimated the associations between MOUD ini-
tiation and implementation setting while adjusting for
demographics and interest in MOUD at the first visit.

© 2025 American Society of Addiction Medicine

RESULTS

Descriptive statistics for program participants are
presented in Table 1. Almost 60% were enrolled in an
implementation setting located in a rural county. Nearly
half of the participants were enrolled in criminal-legal
organizations. Most participants were white and non-
Hispanic, reflecting the demographics of these counties.
More than 40% of participants were female, and
most participants were between the ages of 25 and
44 years old.

Overall, 23.1% of linkage program participants self-
reported initiating MOUD. Nearly half indicated interest
in initiating MOUD at their first session. As seen in
Figure 1, MOUD initiation varied by implementation
setting (y> = 48.0, df = 3, P < 0.001), with the highest
percentage of MOUD initiation among those who en-
rolled in linkage at rural community organizations.
MOUD initiation was lowest among participants who
enrolled at rural criminal-legal organizations.

Characteristics of participants were compared by
implementation setting (Table 2), which revealed sig-
nificant differences by setting for interest in MOUD at the
first visit and demographic characteristics. MOUD inter-
est was considerably lower for participants who were en-
rolled at rural criminal-legal organizations than rural
community organizations. Participants who were enrolled
in urban community organizations had substantial missing
data on MOUD interest, but the percentage not interested

TABLE 1. Descriptive Statistics of MOUD Linkage Program
Participants in 8 Kentucky Counties (n = 754)

Variable N (%)
Participant ever reported MOUD initiation to coach 174 (23.1)
MOUD linkage implementation setting

Urban community organizations 133 (17.6)

Urban criminal-legal organizations 174 (23.1)

Rural community organizations 256 (34.0)

Rural criminal-legal organizations 191 (25.3)
Interest in MOUD at first visit

Yes 361 (47.9)

No 318 (42.2)

Missing 75 (9.9)
Race

White 651 (86.3)

Black 70 (9.3)

Other race 17 (2.3)

Missing 16 (2.1)
Ethnicity

Hispanic 9 (1.2)

Not Hispanic 701 (93.0)

Missing 44 (5.8)
Sex

Male 429 (56.9)

Female 325 (43.1)
Age (y)

18-24 40 (5.3)

25-34 256 (34.0)

35-44 277 (36.7)

45-54 137 (18.2)

55-64 39 (5.2)

65 or older 5(0.7)

Percentages may exceed 100% due to rounding.
MOUD indicates medications for opioid use disorder.
3
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FIGURE 1. Percentage of participants who reported initiating
MOUD by linkage program implementation setting. MOUD
indicates medications for opioid use disorder.

in MOUD was similar to that of those recruited in urban
criminal-legal organizations.

Table 3 presents the multivariate logistic regression
model of MOUD initiation. Compared with participants
who enrolled at urban community organizations, the odds
of MOUD initiation were 85% greater for participants who
enrolled in the linkage program at rural community or-
ganizations [odds ratio (OR) = 1.85, 95% CI = 1.04-3.29,
P = 0.04]. The odds of MOUD initiation were 66% lower
for participants who were enrolled at rural criminal-legal
organizations (OR = 0.34, 95% CI = 0.15-0.72, P =
0.005). There was a strong positive association between
participants’ interest in MOUD at the first visit and
MOUD initiation (OR = 3.48,95% CI = 2.24-5.40, P <
0.001). None of the demographic characteristics were sig-
nificantly associated with MOUD initiation.

DISCUSSION

Over a 2-year period, recovery coaching-based
MOUD linkage programs were implemented in 29 or-
ganizations, with about one-quarter of participants ini-
tiating MOUD. This rate of initiation is similar to other
peer worker MOUD linkage programs. In a study of a
telephone linkage intervention, estimates of MOUD ini-
tiation were 16%—60% across 4 trained peer supports who
engaged with persons post-opioid overdose (n = 36).26
Estimates of MOUD initiation through linkage programs
within syringe service programs, where MOUD is typi-
cally not provided, range from 9% to 40% with variability
across studied interventions.2? Of note, MOUD initiation
at the point of referral is associated with a higher like-
lihood of subsequent continued treatment. For example,
receipt of MOUD within 30 days of an emergency de-
partment (ED) visit occurred in 78% of persons who re-
ceived buprenorphine through a linkage intervention in
the ED, compared with 37% of those receiving a referral
and 45% who received a brief intervention.28 Expanding
our recovery coach-based model of linkage in settings
providing MOUD initiation, such as EDs, is an important
direction for future research.

The likelihood of MOUD initiation varied by im-
plementation setting, such that rurality’s association with
MOUD initiation differed by organizational type. Par-
ticipants enrolled in rural community organizations had
the greatest odds of MOUD initiation while participants

TABLE 2. Characteristics of MOUD Linkage Program Participants by Implementation Setting (n = 754)

Urban community Urban criminal-legal

Rural community Rural criminal-legal

Variable organizations; N (%) organizations; N (%) organizations; N (%) organizations; N (%) ¥, df, P
Interest in MOUD at first visit
Interested 31 (23.3) 92 (52.9) 158 (61.7) 80 (41.9) ¥=130.2, df=6,
P <0.001
Not interested 58 (43.6) 71 (40.8) 84 (32.8) 105 (55.0) —
Missing/ 44 (33.1) 11 (6.3) 14 (5.5) 6(3.1) —
unknown
Race
White 100 (75.2) 135 (77.6) 247 (96.5) 169 (88.5) ¥’ =83.9, df=9,
P <0.001
Black 30 (22.6) 20 (11.5) 3(1.2) 17 (8.9) —
Other race 2 (1.5) 6 (3.5) 4 (1.6) 5(2.6) —
Missing 1(0.8) 13 (7.5) 2(0.8) 0 —
Ethnicity
Hispanic 3(2.3) 1 (0.6) 4 (1.6) 1 (0.5) ¥’=101.3, df=6,
P<0.001
Not Hispanic 128 (96.2) 136 (78.2) 247 (96.5) 190 (99.5) —
Missing 2 (1.5) 37 (21.3) 5(2.0) 0 —
Sex
Male 102 (76.7) 92 (52.9) 137 (53.5) 98 (51.3) x*=26.0, df=3,
P<0.001
Female 31 (23.3) 82 (47.1) 119 (46.5) 93 (48.7) —
Age (y)
18-24 7 (5.3) 14 (8.1) 11 (4.3) 8 (4.2) =251, df=15,
P=0.049
25-34 44 (33.1) 56 (32.2) 89 (34.8) 67 (35.1) —
35-44 45 (33.8) 64 (36.8) 94 (36.7) 74 (38.7) —
45-54 19 (14.3) 32 (18.4) 53 (20.7) 33 (17.3) -
55-64 17 (12.8) 7 (4.0) 72.7) 8 (4.2) —
65 or older 1(0.8) 1 (0.6) 2(0.8) 1 (0.5) —

Percentages may not sum to 100% due to rounding.
MOUD indicates medications for opioid use disorder.

© 2025 American Society of Addiction Medicine

Copyright © 2025 American Society of Addiction Medicine



| Addict Med ¢ Volume 00, Number 00, Il 2025

MOUD Initiation and Recovery Coaching

TABLE 3. Multivariate Logistic Regression Model of the Odds
of MOUD Initiation (n = 754)

Variable OR (95% CI) P
MOUD linkage implementation setting
Urban community organizations Reference —
Urban criminal-legal organizations 1.04 (0.55-1.97) 0.90
Rural community organizations 1.85 (1.04-3.29) 0.04

Rural criminal-legal organizations 0.34 (0.16-0.72) 0.005
Interest in MOUD at first visit

Yes 3.48 (2.24-5.40) <0.001

No Reference —

Missing 3.90 (2.01-7.56) <0.001
Race

White Reference —

Black 0.69 (0.31-1.52) 0.36

Other race 2.08 (0.64-6.75) 0.22

Missing 0.54 (0.12-2.54) 0.44
Ethnicity

Hispanic 0.35 (0.04-2.96) 0.34

Not Hispanic Reference —

Missing 1.60 (0.65-3.96) 0.31
Sex

Male Reference —

Female 1.36 (0.93-1.98) 0.11
Age 1.13 (0.94-1.37) 0.19
Constant 0.08 (0.04-0.17) <0.001

MOUD indicates medications for opioid use disorder; OR, odds ratio.

enrolled in rural criminal-legal organizations had the
lowest odds. This finding was somewhat surprising given
the literature about limited access to MOUD in rural
areas.!” When selecting counties, the presence of at least
one MOUD provider was a criterion applied by our team;
however, this criterion does not explain why MOUD ini-
tiation was greater for participants when the program was
implemented in rural community organizations compared
with urban community organizations. It may be that the
transportation resources provided through HCS were
particularly impactful in rural communities. Recovery
coaches noted that rural participants often knew of family
and/or friends who had accessed local MOUD programs
and thus, were more aware of local treatment options than
individuals in urban communities. Also, coaches deployed
in rural community settings often became more closely
integrated into the operations of the organization, which
helped with their linkage work.

MOUD initiation was lowest when linkage pro-
grams were implemented in rural criminal-legal settings.
Criminal-legal settings in rural areas often have a lower
client census, fewer staff, and less sophisticated techno-
logical infrastructures than their urban counterparts.2?
These factors may have inhibited recovery coaches’ abil-
ities to work collaboratively to identify and engage po-
tential participants within rural criminal-legal settings.
Hiring recovery coaches from the local communities was
prioritized; some of these individuals may have had
criminal histories and, given the smaller populations of
rural communities, may been known to local criminal-
legal authorities, which may have impeded their work.
Further, interorganizational coordination is key to linkage
program success in criminal legal settings,30 but
rural criminal-legal organizations may have few MOUD

© 2025 American Society of Addiction Medicine

treatment options for linkage. Stigma against MOUD
may be particularly salient in rural criminal-legal settings.
Prior HCS-KY research found that rural jails were less
likely to implement other EBPs, such as OEND, as com-
pared with urban jails in Wave 1 communities due to these
internal and external factors.3! Additional education and
structural changes to make MOUD more accessible may
help rural criminal-legal system staff embrace the benefits
of recovery coaching services and linkage to MOUD.

In urban counties, the odds of MOUD initiation
did not differ between linkage programs implemented in
community-based organizations and criminal-legal or-
ganizations. This finding may reflect external factors,
such as substantially greater numbers of MOUD pro-
grams to which participants could be referred as well as
greater access to public transportation in urban com-
munities. It may also be that detention centers in urban
communities are more likely to have re-entry supports,
such as formal transitional housing and reentry coor-
dinators, that could further bolster efforts to link
individuals to MOUD.

The lack of associations between MOUD initiation
and demographic characteristics suggests that this pro-
gram was able to achieve equitable outcomes for partici-
pants. National data have revealed disparities in rates of
MOUD receipt for members of racial and ethnic minority
groups,32 but we did not observe disparities in MOUD
initiation among linkage program participants. We do not
have data on the broader demographics of clients served
by each organization, so it is unknown whether the dem-
ographics of MOUD linkage program enrollees were
representative of partner agency caseloads. However,
demographics of linkage program participants in urban
counties (77% white, 16% black) and rural counties (93%
white, 4% black) were quite similar to county-level dem-
ographics (urban counties: 78% white, 15% black; rural
counties: 91% white, 5% black).33 The population in these
urban and rural counties were Hispanic/Latino/a/e (4%
and 2% respectively), but only 1% of program enrollees
were Hispanic/Latino/a/e. These similarities somewhat
assuage concerns about potential disparities, but future
efforts should continue to work to ensure that linkage
programs are accessible for all.

Overall, this study contributes to the literature
on recovery coaching-based MOUD linkage pro-
grams. Previous work has documented a lack of clarity
regarding peer worker definitions, roles, and required
qualifications34:35 as well as an identified need for ongoing
training for peer workers.36-38 Results of a recent liter-
ature review found a lack of clarity around the mechanism
for peer-based linkage to MOUD (eg, “provided re-
ferrals”), and only one intervention included peers sched-
uling MOUD follow-up appointments.3> A major strength
of this study is the clear description of the required qual-
ifications and training for the recovery coaches as well as
the MOUD linkage protocol, which is available online.24
Further, the breadth of the study, including the large
sample size recruited from multiple types of agencies in
both rural and urban areas, is a strength.

Copyright © 2025 American Society of Addiction Medicine
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Limitations

Several limitations should be noted. First, this is an
observational study, so caution is warranted regarding the
strength of this evidence regarding the effectiveness of re-
covery coaching-based linkage programs for MOUD ini-
tiation. These programs were implemented in a single state,
which limits generalizability. However, with 29 im-
plementation sites, the rate of MOUD initiation may be
informative for other coaching-based linkage programs that
are considering what targets of MOUD initiation may be
realistic. MOUD initiation is likely affected by forces out-
side the control of the participant and the coach, such as the
number of MOUD providers in the community accepting
new patients. Agency-level dynamics may have been im-
pactful. In some agencies, recovery coaches were permitted
to interact with nearly all agency clients (eg, coaches as-
sisted with education during the syringe exchange process to
increase the visibility of the linkage program) while others
had less contact (eg, coaches were asked to primarily stay in
an assigned office and only interact with individuals re-
ferred by agency staff).

Additional factors related to the recovery coach/par-
ticipant relationship may have influenced MOUD ini-
tiation. A primary role of recovery coaches is to engender
connection based on shared lived experience; however, we
did not measure participants’ sense of connection with their
recovery coach, nor did we systematically collect data on
the sex, race/ethnicity, and lived MOUD experience of the
coaches. It is unclear whether recovery coaches with lived
experience of receiving MOUD were more relatable to
program participants. A recent cross-sectional study of peer
support reported that participants reported higher quality
relationships with their peer support specialists when they
shared a similar recovery pathway, but similarity in sex and
race/ethnicity was not associated with relationship
quality.39 Anecdotally, we were aware that some coaches
had lived experience with MOUD, while others did not.
Examining whether MOUD initiation is associated with
congruence between participants and coaches regarding
demographic characteristics and MOUD experience is an
important direction for future research.

In addition, there were multiple challenges related to
data collection. Although all coaches were trained in data
collection, there was considerable missing data for some
measures; it is unknown whether participants refused to
provide the information, coaches did not enter the in-
formation, or processes within agencies resulted in in-
complete demographic forms. Rather than exclude
participants with missing data, we opted to include and
treat missingness as a category. Challenges with the data
entry system during Wave 1 led to a revamped and more
usable system for Wave 2. Data obtained from program
participants were also limited in terms of familiarity with
MOUD and prior experiences with MOUD, factors that
may be associated with the likelihood of MOUD ini-
tiation. Future research on linkage programs and MOUD
initiation should consider a wider array of participant
characteristics.

6

CONCLUSIONS

Given the limited utilization of MOUD, it is vitally
important to identify additional strategies to connect
people with OUD to lifesaving medications. This MOUD
linkage program was feasible in terms of its im-
plementation in 29 organizations across 8 counties.
Varying rates of MOUD initiation suggest additional re-
search is needed to identify barriers to MOUD initiation
and strategies to overcome those barriers. Hybrid effec-
tiveness-implementation trials represent an important di-
rection, so that the clinical outcomes of MOUD linkage
programs and implementation strategies for scaling up
such programs can more effectively mitigate the harms of
the opioid epidemic.

ACKNOWLEDGMENTS

The authors acknowledge the participation of the
HEALing Communities Study communities, community
coalitions, and organizations who partnered with us on this
study. In addition, express gratitude to the recovery coaches,
supervisors, and leaders of Voices of Hope, who worked to
co-create the MOUD linkage program and to provide
MOUD linkage services. Also, we are grateful for the ef-
forts of UK’s team of Implementation Facilitators, faculty,
and other staff who worked to support the implementation
of the MOUD linkage program within partner organ-
izations.

REFERENCES

1. Spencer MR, Garnett MF, Minifio AM. Drug overdose deaths in the
United States, 2002-2022. NCHS Data Brief, no 491. Hyattsville,
MD: National Center for Health Statistics. 2024. doi: https://dx.doi.
org/10.15620/cdc:135849

2. Larochelle MR, Bernson D, Land T, et al. Medication for opioid use
disorder after nonfatal opioid overdose and association with
mortality: a cohort study. Ann Intern Med. 2018;169:137-145.

3. Wakeman SE, Larochelle MR, Ameli O, et al. Comparative
effectiveness of different treatment pathways for opioid use disorder.
JAMA Network Open. 2020;3:¢1920622.

4. Dowell D, Brown S, Gyawali S, et al. Treatment for opioid use
disorder: Population estimates - United States, 2022. MMWR Morb
Mortal Wkly Rep. 2024;73:567-574.

5. Haffajee RL, Lin LA, Bohnert ASB, et al. Characteristics of US
counties with high opioid overdose mortality and low capacity to
deliver medications for opioid use disorder. JAMA Network Open.
2019;2:196373.

6. Substance Abuse and Mental Health Services Administration,
National Substance Use and Mental Health Services Survey (N-
SUMHSS), 2021: Annual Detailed Tables. Rockville, MD: Sub-
stance Abuse and Mental Health Services Administration, 2023.
https://www.samhsa.gov/data/sites/default/files/reports/rpt39450/
2021-nsumhss-annual-detailed-tables.pdf

7. Ali MM, Teich JL, Mutter R. The role of perceived need and health
insurance in substance use treatment: implications for the Affordable
Care Act. J Subst Abuse Treat. 2015;54:14-20.

8. Cioe K, Biondi BE, Easly R, et al. A systematic review of patients’
and providers’ perspectives of medications for treatment of opioid
use disorder. J Subst Abuse Treat. 2020;119:108146.

9. Eddie D, Hoffman L, Vilsaint C, et al. Lived experience in new
models of care for substance use disorder: a systematic review of peer
recovery support services and recovery coaching. Front Psychol.
2019;10:1052.

10. Gagne CA, Finch WL, Myrick KIJ, et al. Peer workers in the
behavioral and integrated health workforce: opportunities and future
directions. Am J Prev Med. 2018;54(6 suppl 3):S258-S266.

© 2025 American Society of Addiction Medicine

Copyright © 2025 American Society of Addiction Medicine


https://www.samhsa.gov/data/sites/default/files/reports/rpt39450/2021-nsumhss-annual-detailed-tables.pdf
https://www.samhsa.gov/data/sites/default/files/reports/rpt39450/2021-nsumhss-annual-detailed-tables.pdf

| Addict Med ¢ Volume 00, Number 00, Il 2025

MOUD Initiation and Recovery Coaching

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Glasgow RE, Harden SM, Gaglio B, et al. RE-AIM planning and
evaluation framework: adapting to new science and practice with a
20-year review. Front Public Health. 2019;7:64.

Damschroder LJ, Reardon CM, Widerquist MAO, et al. The
updated Consolidated Framework for Implementation Research
based on user feedback. Implement Sci. 2022;17:75.

Grella CE, Ostile E, Scott CK, et al. A scoping review of barriers and
facilitators to implementation of medications for treatment of opioid
use disorder within the criminal justice system. Int J Drug Policy.
2020;81:102768.

Grella CE, Ostlie E, Scott CK, et al. A scoping review of factors that
influence opioid overdose prevention for justice-involved popula-
tions. Subst Abuse Treat Prev Policy. 2021;16:19.

Farago F, Blue TR, Smith LR, et al. Medication-assisted treatment
in problem-solving courts: a national survey of state and local court
coordinators. J Drug Issues. 2023;53:296-320.

Krawczyk N, Bandara S, Merritt S, et al. Jail-based treatment for
opioid use disorder in the era of bail reform: a qualitative study of
barriers and facilitators to implementation of a state-wide medication
treatment initiative. Addict Sci Clin Pract. 2022;17:30.
Bommersbach T, Justen M, Bunting AM, et al. Multidimensional
assessment of access to medications for opioid use disorder across
urban and rural communities: a scoping review. Int J Drug Policy.
2023;112:103931.

Lister JJ, Weaver A, Ellis JD, et al. A systematic review of rural-
specific barriers to medication treatment for opioid use disorder in
the United States. Am J Drug Alcohol Abuse. 2020;46:273-288.
HEALing Communities Study Consortium. The HEALing (Helping
to End Addiction Long-term SM) Communities Study: Protocol for
a cluster randomized trial at the community level to reduce opioid
overdose deaths through implementation of an integrated set of
evidence-based practices. Drug Alcohol Depend. 2020;217:108335.
Thompson K, Barocas JA, Delcher C, et al. The prevalence of opioid
use disorder in Kentucky’s counties: a two-year multi-sample
capture-recapture analysis. Drug Alcohol Depend. 2023;242:109710.
Young AM, Brown JL, Hunt T, et al. Protocol for community-
driven selection of strategies to implement evidence-based practices
to reduce opioid overdoses in the HEALing Communities Study: a
trial to evaluate a community-engaged intervention in Kentucky,
Massachusetts, New York and Ohio. BMJ Open. 2022;12:¢059328.
Winhusen T, Walley A, Fanucchi LC, et al. The opioid-overdose
reduction continuum of care approach (ORCCA): evidence-based
practices in the HEALing Communities Study. Drug Alcohol
Depend. 2020;217:108325.

Moftitt T, Fallin-Bennett A, Fanucchi L, et al. The development of a
recovery coaching training curriculum to facilitate linkage to and
increase retention on medications for opioid use disorder. Front
Public Health. 2024;12:1334850.

HEALing Communities Study KY and Voices of Hope Lexington.
Medications for Opioid Use Disorder Linkage and Retention:
Recovery Coach Training Manual. Accessed January 3, 2024.

© 2025 American Society of Addiction Medicine

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

https://healingstudy.uky.edu/sites/default/files/2023-11/HCS-VOH%
20RC%20Manual%20FINAL%2011.6.23.pdf

Ingram DD, Franco SJ. 2013 NCHS urban-rural classification
scheme for counties. Vital Health Stat Series 2 Data Eval Methods
Res. 2014;2:1-73.

Kropp F, Wilder C, Theobald J, et al. The feasibility and safety of
training patients in opioid treatment to serve as peer recovery
support service interventionists. Subst Abus. 2022;43:527-530.
Jakubowski A, Fowler S, Fox AD. Three decades of research in
substance use disorder treatment for syringe services program
participants: a scoping review of the literature. Addict Sci Clin
Pract. 2023;18:40.

D’Onofrio G, O’Connor PG, Pantalon MV, et al. Emergency
department-initiated buprenorphine/naloxone treatment for opioid
dependence: a randomized clinical trial. JAMA. 2015;313:
1636-1644.

Novisky MA, Nowotny KM, Jackson DB, et al. Incarceration as a
fundamental social cause of health inequalities: Jails, prisons and
vulnerability to COVID-19. Br J Criminol. 2021;61:1630-1646.
McGladrey M, Booty M, Stitzer S, et al. The importance of
contextually specific support relationships in implementing programs
to link people to medication for opioid use disorder (OUD) treatment
during reentry from county jails. under review.

Oser CB, McGladrey M, Booty M, et al. Rapid jail-based
implementation of overdose education and naloxone distribution in
response to the COVID-19 pandemic. Health & Justice. 2024;12:27.
Jones CM, Han B, Baldwin GT, et al. Use of medication for opioid
use disorder among adults with past-year opioid use disorder in the
US, 2021. JAMA Network Open. 2023;6:¢2327488.

Drainoni ML, Knudsen HK, Adams K, et al. Community coalition
and key stakeholder perceptions of the community opioid epidemic
before an intensive community-level intervention. J Subst Abuse
Treat. 2022;138:108731.

Elswick A, Murdock M, Fallin-Bennett A. Enhancing role integrity
for peer workers. Community Ment Health J. 2024;60:124-130.
Gormley MA, Pericot-Valverde 1, Diaz L, et al. Effectiveness of peer
recovery support services on stages of the opioid use disorder
treatment cascade: a systematic review. Drug Alcohol Depend. 2021;
229(pt B):109123.

Adjabeng BK, de Saxe Zerden L. Assessing the training for certified
peer support specialists who provide mental health and substance use
services. J Behav Health Serv Res. 2024;51:338-354.

Mumba MN, Sweeney A, Jennings C, et al. Perceived educational
needs of substance use peer support specialists: a qualitative study.
Community Ment Health J. 2024;60:160-168.

Felton JW, Abidogun TM, Senters K, et al. Peer recovery coaches
perceptions of their work and their implications for training, support
and personal recovery. Community Ment Health J. 2023;59:962-971.
Tillson M, Lewis AH. Quality of participants’ relationships to peer
recovery support specialists as a function of perceived similarities: an
exploratory analysis. Drug Alcohol Depend Rep. 2024;12:100263.

Copyright © 2025 American Society of Addiction Medicine


https://healingstudy.uky.edu/sites/default/files/2023-11/HCS-VOH%20RC%20Manual%20FINAL%2011.6.23.pdf
https://healingstudy.uky.edu/sites/default/files/2023-11/HCS-VOH%20RC%20Manual%20FINAL%2011.6.23.pdf

