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BACKGROUND: Veterans involved in the legal system are
at high risk for overdose but have lower receipt of medi-
cations for opioid use disorder than other veterans.
OBJECTIVE: The study aimed to understand barriers to
medication access from the perspective of legally involved
veterans with opioid use disorder and people who work
with these veterans in the VeteransHealth Administration
(VHA) and the legal system.
DESIGN: This national qualitative study interviewed vet-
erans and stakeholders from 14 geographically diverse
VHA facilities to explore perceptions of barriers to medi-
cations for opioid use disorder.
PARTICIPANTS: Participants included veterans with a
history of opioid use disorder and legal involvement (n =
18), VHAVeterans Justice Programs Specialists (n = 15),
VHA and community substance use disorder treatment
providers (n = 5), and criminal justice staff (n = 12).
APPROACH: We conducted interviews based on the Con-
solidated Framework for Implementation Research.

Interview transcripts were analyzed using a team-based
approach.
KEY RESULTS: Four key barriers, noted by group, were
identified: (1) a preference for counseling along with or in-
stead of medications (veterans, Specialists, treatment pro-
viders, criminal justice staff); (2) concerns about veterans
using medications without a prescription, selling them, or
providing them to others (veterans, Specialists, treatment
providers, criminal justice staff); (3) concerns about per-
ceived stigma towards medication use (veterans, Special-
ists, treatment providers, criminal justice staff); and (4)
concerns about medication discontinuation after recurrent
opioid use (veterans, criminal justice staff). A fifth theme,
education, was noted by all stakeholders except providers
as important to facilitating use ofmedications for opioid use
disorder. All five themes mapped to the framework con-
struct of knowledge and beliefs about the intervention.
CONCLUSIONS: Based on identified barriers, interven-
tions focused on enhancing medication knowledge, re-
ducing stigma towards use ofmedications, and increasing
knowledge that opioid use may recur during treatment
may help increase access to medication for veterans with
legal involvement.
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INTRODUCTION

Overdose is the leading cause of death among veterans exiting
p r i s on . 1 Med i c a t i on s fo r op io i d us e d i so rde r
(MOUD)—methadone, buprenorphine, and naltrexone—are
effective for reducing mortality and likelihood of repeat
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overdose.2, 3 Populations involved in the criminal legal system
(e.g., in prison, in jail, on parole, on probation, in a specialty
court, or formerly incarcerated) also benefit from MOUD, with
evidence of reduced opioid use, hospital admissions, incarcer-
ation, arrests, and violent and non-violent offenses.4–10 Among
people exiting prison, MOUD reduces reincarceration risk11

and is cost-effective.12 Despite evidence on its effectiveness,
veterans exiting prison have lower utilization rates of MOUD at
Veterans Health Administration (VHA) facilities than veterans
not involved in the legal system.13

Patient, provider, healthcare system, and legal system bar-
riers may prevent veterans from accessing MOUD. Patients
with recent legal involvement may choose not to use MOUD
for many reasons, including preferences for reliance on “will-
power” to avoid recurrence of use and concerns about “trading
one drug for another”.14, 15 Provider barriers to offering
MOUD include concerns about non-prescribed use of medi-
cations16 and numbers of insufficient providers with waivers
to prescribe buprenorphine.17 Healthcare system barriers in-
clude treatment program philosophy (e.g., preferring psycho-
social treatments over pharmacotherapy), policy restrictions,
and cost concerns.18, 19 Other barriers include limited provi-
sion ofMOUD in legal settings20–22 and stigma related to legal
involvement and opioid use.23

In the USA, the VHA is an ideal healthcare system to
address barriers toMOUDbecause it is national and has issued
mandates that MOUD be considered for all veterans indicated
for treatment.24 When released from incarceration, veterans
eligible for VHA care can access treatment at more than 1700
VHA locations. There are methadone clinics located at 55
VHA facilities; buprenorphine and naltrexone are provided
by all VHA pharmacies; and substance use disorder treatment
is offered in more than 220 VHA outpatient and residential
treatment programs. Furthermore, the VHA’s Veterans Justice
Programs have staff, called Specialists, who conduct outreach
with veterans in prisons, jails, and courts to connect them with
VHA and community care.25 Despite mandates and outreach
support, in 2012, only 27% of veterans with a history of prison
incarceration received MOUD compared with 33% of vet-
erans with no known legal involvement.13 This study aimed
to examine the perspectives of veterans involved in the legal
system and those of other stakeholders on potentially modifi-
able factors that impact access to and receipt of MOUD by
veterans involved in the legal system.

METHODS

Overall Study Design

We conducted a qualitative study at VHA facilities across the
USA. Using quantitative electronic health record data from
fiscal years 2016 and 2017 to describe MOUD receipt rates
among veterans,26, 27 14 facilities were selected for qualitative
inquiry (Supplementary Appendix). Four types of stake-
holders were recruited to capture an array of perspectives:

veterans with opioid use disorder with a history of legal
involvement, Veterans Justice Programs Specialists, VHA
and community substance use disorder treatment providers,
and criminal justice staff. The study was approved by the
Stanford University Institutional Review Board and the VA
Palo Alto Research & Development committee.

Qualitative Recruitment and Interview
Procedure

Study staff directly contacted Veterans Justice Programs Special-
ists via email to invite them to participate in interviews. Special-
ists who agreed to participate were asked to provide study
recruitment flyers to potential participants including VHA and
community substance use disorder treatment providers, criminal
justice staff, and veterans who met eligibility requirements. Spe-
cialists also asked potential participants if they could share their
contact information with the research team. Distributed flyers
were not tracked. Recruitment and interviewing occurred from
February 2018 through March 2019.
Participant eligibility requirements were age 18 years or

older, English speaking, and able to understand study proce-
dures. Specialists, treatment providers, and criminal justice
staff were eligible if in that role at the time of the interview.
Veterans were included if they had a history of opioid use or
opioid use disorder, within the last 10 years, and a history of
legal involvement, defined as having been arrested, in a jail or
prison, on probation or parole, or in criminal court within the
last 10 years but not incarcerated at the time of the interview.
We aimed to include at least one staff stakeholder participant
in each group and two veteran participants from each facility.
Telephone interviews were conducted and ranged from 20

to 60 min. Participants consented at the start of the interview.
Halfway through each interview, provision of MOUD at their
facility was described to the participant. All interviews were
audio recorded and transcribed verbatim. A $30 check incen-
tive was offered to veterans and non-VHA participants for
their participation; most staff declined because of court or
grant policies prohibiting receipt of monetary incentives.
VHA staff were not offered incentives to participate because
of VHA restrictions on research incentives.

Interview Guide

The Consolidated Framework for Implementation Science
(CFIR) model,29 which describes various levels of the
healthcare system that affect the healthcare program and prac-
tice implementation, was used to develop the interview guide.
CFIR has been used in previous studies of implementation of
substance use disorder treatment in the community30, 31 and
VHA treatment settings.19, 32 Questions pertained to CFIR
domains of Intervention Characteristics, Outer Setting, Inner
Setting, and Characteristics of Individuals. They also included
barriers to accessing MOUD, knowledge of and preferences
for different MOUD, and philosophy towards addiction treat-
ment. The interview guide was revised after the first five
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interviews to include additional open-ended questions to en-
courage divergent views.

Analysis

Interview transcripts were analyzed in ATLAS.ti Version
8.33 An a priori codebook was created using the CFIR
constructs. Eleven interview transcripts were purposively
selected to include participants from each group. Five
research team members identified meaningful units of
analysis (quotations) in the transcribed interviews. Short
phrases of approximately 100 characters or less that sum-
marized the quotation content were created. Short phrases
were compared and contrasted with the a priori code list
and new codes were generated using a grounded theory
approach.34 After expanding the a priori codebook using
the 11 interviews, the team coded all 11 interviews to-
gether and refined the codebook until all important con-
tent areas were captured. The remaining transcripts were
divided up and coded among four team members. The
principal investigator randomly selected a transcript from
each team member to verify codes and discuss
discrepancies.
Once all the interview transcripts were coded, we extracted

the quotations for codes that fit with the purpose of this study.
Five research team members read the representative quotes
and grouped similar codes together. These code groups were
then reviewed and discussed to identify themes. The themes
and exemplar quotes were then shared with the broader re-
search team for input, and further refinement was conducted
based on their input. For this analysis, themes were limited to
those that helped to explain variation in attitudes or beliefs
around providing, recommending, or using MOUD among
veterans with legal involvement. Although themes in the
broader study were mapped to a variety of CFIR constructs,
the themes selected for these analyses only mapped to the
CFIR domain of Characteristics of Individuals.

RESULTS

Participant Characteristics

Across facilities, 16 Veterans Justice Programs Specialists
were contacted, 15 of whom participated (94% recruitment
response rate). A total of 50 participants completed interviews:
15 Veterans Justice Programs Specialists, 5 treatment pro-
viders (4 from VHA, 1 from the community), 12 criminal
justice staff, and 18 veterans with a history of legal involve-
ment and opioid use disorder. Treatment providers included 2
medical doctors who prescribed MOUD and 3 masters or
doc t o r a t e l eve l p rov ide r s who p rov ided non -
pharmacotherapy assessment and treatment. Staff included 2
judges, 8 court staff, and 2 probation officers. Participant
demographic characteristics and facility location characteris-
tics are reported in Table 1.

Identified Themes

Four interrelated barriers to MOUD access for veterans
with legal involvement were identified, including1 a pref-
erence for counseling along with or instead of medica-
tions2; concerns about veterans using medications without
a prescription, selling them, or providing them to others3;
concerns about perceived stigma towards medication use;
and4 concerns about medication discontinuation after re-
current opioid use. A fifth theme that was both a barrier
and a facilitator was identified5: knowledge and education
about medications. All themes are mapped to the CFIR
construct of Knowledge and Beliefs about the Interven-
tion in the Characteristics of Individuals domain, which is
the attitudes, beliefs, and knowledge about the interven-
tion.29 The barriers are presented below separately by
group type.
Veteran Perspectives. Counseling. Veterans described the
importance of counseling instead of or in addition to
medications. Some veterans preferred psychosocial
treatments because of prior positive or negative experiences
with MOUD. For example, one veteran explained changing
his preference from medications to psychosocial treatment:

If you would have asked me back in the day, I
would’ve told you Suboxone, but I think therapy is
probably the best thing. You have to get to the root of
an issue... You know, if you just trim branches on a
tree, they’re going to grow back. You’ve got to dig up
the root to get that [issue] away. Veteran

Table 1 Qualitative Interview Participant Demographics and Site
Selection Characteristics

Characteristics N (%) or mean (SD)

Total sample 50 (100%)
Women 24 (48%)
Age 43.6 (12.2)
Race
American Indian 1 (2%)
Asian 3 (6%)
Black 2 (4%)
White 40 (82%)
Hispanic 3 (6%)

Highest education level
High school diploma 8 (16%)
Some college 6 (12%)
Bachelor’s degree 8 (16%)
Master’s degree 29 (39%)
Doctoral, medical, or professional degree 8 (16%)

Performance level of facility by respondent
High 12 (24%)
Low 15 (30%)
Increasing 5 (10%)
Decreasing 18 (36%)

Geographic location of facility by respondent
Northeast 6 (12%)
South 9 (18%)
Midwest 12 (24%)
West 23 (46%)

SD standard deviation
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Counseling for opioid use disorder was not always
distinguished from counseling for co-occurring mental
health disorders. Some veterans attributed opioid use dis-
order to mental health issues, especially post-traumatic
stress disorder (PTSD), and expressed beliefs that
counseling for mental health issues was needed to address
opioid use disorder. For example, a male veteran pre-
scribed suboxone explained:

I think that in what I’ve gone through so far, that PTSD
has a lot to do with the opiate use and drug use. And I
think if they would work on that a lot more, it would
help a person out. Veteran

Non-Prescribed Medication Use. Some veterans mentioned
using or observing others using medications in non-prescribed
ways, such as buying or selling medications. One veteran
explained that he perceived that criminal justice agencies were
unwilling to provide MOUD because of concerns around non-
prescribed use:

Ninety percent of the time, their [jail staff] mentality is
if somebody is trying to get [medications] for some-
body who’s dealing with opioid dependency, they’re
probably going to use it in a negative way. Whether it’s
selling it or abusing it or saving it and taking a lot at one
time. Veteran

Stigma. Veterans expressed experiences of stigma because of
their MOUD use. One veteran said he did not “advertise” his
MOUD use to avoid stigma. Other veterans expressed
negative attitudes towards MOUD:

I don’t care what anybody has to say, suboxone gets
you high. It will to a certain amount get you high. And
methadone, for a fact gets you stoned because it’s still a
narcotic. Veteran

However, some veterans expressed positive attitudes to-
wards MOUD, including that it helped them address their
opioid use disorder.

Recurrent Opioid Use. Veterans expressed concerns that
their providers would discontinue their MOUD after
recurrent opioid use following abstinence. One veteran
explained that he was immediately titrated off his
medications when his urinalysis test was positive for
opioids, which caused him to stop attending treatment
visits. Another veteran explained:

Sometimes I think that they [treatment providers]
shouldn’t be so hard on you if you have a relapse or
something like that…They threaten to kick you off [of
your medications]. Veteran

Education. A lack of education was described as a barrier to
MOUD, but veterans described learning about MOUD from
VHA classes, from one-on-one conversations with treatment
providers, and from other veterans. One veteran explained:

I go to class three times a week, three hours a night.
And study about PTSD and drug addiction...It’s been
very helpful. Veteran

Veterans Justice Programs Specialist Perspectives.
Counseling. Although Specialists were in favor of MOUD, a
combination of treatments, such as individual therapy and
residential treatment, was viewed as the most effective in
treating opioid use disorder.

Non-Prescribed Medication Use. Specialists described that
non-prescribed use of medications was an issue, such as
veterans selling medications for income because they were
unable to obtain employment due to their legal history. Spe-
cialists observed that previous experiences with people who
sold or used medications in non-prescribed ways created con-
cerns among criminal justice partners about allowing access to
MOUD. Other Specialists noted instances where the jails or
prisons they worked with did not allow medications because
of concerns about “diversion” to other incarcerated people.

Stigma. Specialists perceived stigma to be present among
veterans, providers, and criminal justice staff members,
which created a barrier to allowing veterans to use MOUD:

There is a stigma attached, sometimes, by the attorneys
or some people in the justice system when they hear
that the VA or a treatment provider are recommending
that they [veterans] go on some type of medication.
Specialist

Attitudes expressed included a belief that medications are
“substituting one addiction for another” and that patients
should be able to resolve their opioid use disorder without
medications. Sometimes, the perceived stigma was explained
to be related to an abstinence-only model of treatment that
considers medication use as not abstinent, such as 12-step
groups.

Recurrent Opioid Use. This theme was not expressed by
Veterans Justice Programs Specialists.
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Education. Respondents described a limited or incorrect
knowledge of substance use disorders and evidence-based
treatments, such as MOUD, as a barrier to treatment. Other
respondents described how they overcame their own stigma
towards MOUD or lack of knowledge through education at
conferences and online trainings:

I’ve learned…more about the brain of someone who’s
addicted and how they can’t often times make the right
choices for themselves when they’re having intense
cravings… it’s really not a substituting one addiction
for another. Specialist

Substance Use Disorder Treatment Provider Perspectives.
Counseling. Providers noted that among staff in many
treatment programs there was an “old school” model of
treatment. These treatment models, such as 12-step groups,
focused on abstinence-only and that it is not appropriate to use
MOUD with the implied or stated perception that abstinence-
only models consider abstinence to be no medication use.

Non-Prescribed Medication Use. Providers noted that
concerns that patients would use medications in non-
prescribed ways, such as sharing with other people, factored
into decision-making about prescribing. One provider ex-
plained that methadone was the most common medication that
was prescribed to veterans involved in the legal system with
opioid use disorder because of concerns about “diversion.”

Stigma. Providers described that veterans reporting feeling
stigma towards MOUD and did not want to use MOUD
because their 12-step group members did not support it, but
no providers described any stigma towards MOUD. One
provider described a veteran who preferred suboxone to meth-
adone so they did not have to be seen going to the methadone
clinic. A provider noted that family members who share
negative beliefs about medications influenced veterans’ use
of this treatment modality:

We’ve had so many guys say, “I relapsed.” “Well what
happened?” “Well my wife or my girlfriend, my mom,
my dad ... they didn’t like the idea of me being on
methadone or Suboxone. They said it didn’t mean I
was actually clean.” So there’s definitely a lot of stigma
around it. Provider

Recurrent Opioid Use. This theme was not a barrier among
providers.

Education. This theme was not a barrier or facilitator among
providers.

Criminal Justice Staff Perspectives. Counseling. Among
staff, there was a clear preference for counseling along with
or instead of MOUD. One court discontinued allowing the use
of methadone because it was not offered in conjunction with
counseling. In some cases, criminal justice respondents had a
prior substance use disorder themselves and found mutual-
help groups or psychosocial treatments to be beneficial. Others
explained that mental health issues, especially PTSD, needed
to be resolved in counseling to address the veteran’s opioid
use. Some respondents expressed concern about the length of
time a veteranmay need to be onmedication and viewed it as a
short-term intervention:

You can’t be on Suboxone for the rest of your life, or
you can’t be Vivitrol for the rest of your life. You’ve
got learn how to deal with your triggers and get your
safeguards. I think throwing the cognitive behavioral
stuff in with that is more important for the long run of
the client. Criminal Justice Staff

Non-Prescribed Medication Use. Criminal justice staff
mentioned concerns about patients selling medications or
non-prescribed use. They said jails and prisons were not going
to prescribe or provide MOUD because of concerns it would
be sold. One court staff member said:

My belief now, because of Vivitrol has actually im-
proved whereas before, when we had so many people
on methadone and Suboxone, they abused it. It was
very difficult to have someone that didn’t abuse there
Suboxone in some way. Whether they used too much
of it and then ran out and so then they would resort to
getting stuff illegally. Criminal Justice Staff

Stigma. Some criminal justice participants reported a
perceived stigma towards prescribing and using MOUD,
especially methadone:

There’s still a stigma around methadone... A long line
of strung-out people lumped against the side of a
building waiting for the methadone clinic to open.
There’s still that kind of stigma Criminal Justice Staff

They suggested that the stigma aroundMOUDwas partially
caused by a lack of understanding about the efficacy and
safety of medications when used as prescribed.

Recurrent Opioid Use. Some respondents perceived that
criminal justice staff and treatment programs preferred
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responding to recurrent opioid use in a punitive manner that
limited access to MOUD. For example, a veteran who used
opioids would be sent to jail or asked to leave a treatment
program. However, other criminal justice staff reported that
punitive responses were not always used.

Education. Respondents discussed that educational programs
were helpful in understanding how MOUD was of benefit to
patients with opioid use disorder. One criminal justice staff
member noted that a yearly conference their court team
attended provided training on MOUD.

DISCUSSION

Despite a substantial public health focus on improving access
to and quality of care to address the opioid epidemic and
mandates within the VHA to provide MOUD, our results
suggest four major barriers to medication use for veterans
involved in the legal system with opioid use disorder. A
preference for counseling may stem from a great familiarity
with counseling than MOUD or a belief that MOUD is not
effective.35 Restricting access to MOUD after recurrent opioid
use may indicate a lack of knowledge that restricting medica-
tions may exacerbate recurrent use and overdose. Some of the
stigma towards MOUD may be due to limited understanding
of the efficacy and safety of MOUD36 and that legal involve-
ment is common for people with opioid use disorder.37 Edu-
cation for patients, providers, and criminal justice staff was
highlighted as an approach to overcome these barriers.

Educational Programming

Stakeholders described classes, conferences, and online train-
ing that educated them on the benefits of MOUD. Expanding
educational offerings may address some of the beliefs and
attitudes about preferences for counseling and responses to
recurrent opioid use. These results reflect the CFIR construct
of Knowledge and Beliefs about the Intervention, which states
that knowledge of an intervention and its effectiveness is
required for skillful implementation.29 The majority of pub-
lished research and clinical guidelines indicate that MOUD
alone38, 39 or in combination with psychosocial treatment40, 41

is the strongest evidence-based treatment for opioid use disor-
der. An intervention program called Medication First,
modeled after Housing First principles, emphasizes access to
MOUD without requiring psychosocial services or discontin-
uation for non-adherence42 and has preliminary evidence of
effectiveness.43 Housing First models are common in VHA44;
thus, Medication First may be adopted more readily because
this healthcare system is familiar with the underlying princi-
ples. For patients involved in the legal system with co-
occurring disorders, wraparound treatment is effective and
recommended,45, 46 but evidence supporting psychosocial
treatments for opioid use disorder is mixed.41, 47

Developing an understanding that recurrent opioid use is
common when working with patients with opioid use disorder
is needed for providers and criminal justice partners. Although
more than two-thirds of patients who received methadone or
buprenorphine experienced recurrent opioid use within 5
years,48 the risk of recurrent use is reduced when receiving
opioid agonist treatment compared with that receiving psy-
chosocial treatment alone.49

Patients, family members, and clinic staff may have stigma
towards MOUD,50–53 and for providers, this stigma may im-
pact their subsequent decisions to prescribe these medications.
Concerns may be that a veteran will sell or use medications in
a non-prescribed way. The weight these concerns are given in
deciding whether to allow or prescribe medications may be
explained by the availability heuristic—a cognitive process in
which events that are easier to call to mind are considered to
have a higher likelihood.54 For example, if a court participant
is recently found to be selling his medications, this one expe-
rience may outweigh the many other court participants who
are usingMOUD as prescribed. When medications are used in
non-prescribed ways, it is often in the context of treatment—to
help others in withdrawal or to prevent recurrence of heroin
use—than for euphoric purposes55–58—education efforts
around this topicmay reduce concerns. A shortage of available
MOUD treatment may explain non-prescribed use or sharing
of medications,59, 60 suggesting that more work is needed to
understand and address the treatment needs of people with
opioid use disorder to reduce non-prescribed use of MOUD.
Strict tracking and testing requirements can also be helpful to
mitigate concerns about sharing or selling of medications
without limit provision of treatment.46, 51 Congruent with the
CFIR construct of Knowledge and Beliefs about the Interven-
tion, these negative beliefs about the intervention or behaviors
related to the intervention may create passive or active resis-
tance. Drawing parallels between MOUD and other chronic
conditions that use medications long-term may change atti-
tudes towards these medications. For example, among vet-
erans with co-occurring schizophrenia, bipolar disorder, post-
traumatic stress or major depressive disorder, and alcohol use
disorder, 69 to 82% received medications for their mental
health condition,61 indicating their comfort and willingness
to try medications for mental health conditions.

Limitations

Despite the strengths of this study, which include geographic
and stakeholder diversity and a focus on VHA which has not
been examined before, there are a few limitations. First, we
were unable to recruit criminal justice partners who work in
jails or prisons and recruited only a small number of substance
use disorder providers. Through purposive sampling, we were
able to achieve more than 9 interviews in three of the stake-
holder groups, which is a reasonable approximation for code
saturation; however, 16 to 24 interviews are considered a
reasonable approximation for meaning saturation.28



Additional interviews with the Specialist, criminal justice
staff, and substance use disorder provider groups may have
provided further insights or dimensions. Second, we did not
interview any veterans who did not use or were ineligible for
VHA healthcare. The MOUD options for veterans not in the
VHA system may vary, which may influence perceptions of
these medications. Finally, we focused on only attitudes and
beliefs in this study, which limited our results to only one
aspect of the healthcare system—captured by the CFIR con-
struct of Knowledge and Beliefs about the Intervention. How-
ever, there were other barriers to and facilitators of MOUD
expressed by participants that we plan to explore in future
studies.

CONCLUSIONS

Veterans involved in the legal system with opioid use disorder
experience various barriers to receipt of MOUD that stem
from attitudes and beliefs about the medications. Testing
existing intervention programs used with other populations
with opioid use disorder, such as Medication First, that can
be delivered in VHA and criminal justice settings will be
important next steps for future research. Interventions that
reduce stigmatization of MOUD and address knowledge gaps
of veterans, providers, and criminal justice staff are needed to
improve access and utilization of MOUD.
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