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The Journal for Advancing Justice provides justice and public health professionals, policymakers and
other thought leaders, academics, scholars, and researchers a forum to share evidence-based and promis-
ing practices at the intersection of the justice and public health systems.

The journal strives to bridge the gap between what has proven effective and what is often considered
business as usual.

Although the Journal for Advancing Justice emphasizes scholarship and scientific research, it also
provides practitioner-level solutions to many of the issues facing the justice system. To that end, the
journal invites scholars and practitioners alike to submit articles on issues of interest impacting global
justice systems, particularly where they collaborate with public health systems.

Advancing Justice was created by leaders of the treatment court movement at the National Association of
Drug Court Professionals (NADCP). Through NADCP, Advancing Justice harnesses three decades of
credibility, expertise, and leadership responsible for the creation of more than 3,000 treatment courts
throughout the world. With a constituency of thousands of justice and public health professionals
spanning every intercept point in the justice system, from entry to reentry, Advancing Justice is
positioned to lead a new era of global reform.

National Association of Drug Court Professionals

The National Association of Drug Court Professionals (NADCP) is the premier training, membership, and
advocacy organization for the treatment court model, which now includes more than 3,000 programs
found in every state and four territories of the United States, and over 20 countries. Since 1994, NADCP
and its divisions—the National Drug Court Institute, the National Center for DWI Courts, and Justice For
Vets—have trained hundreds of thousands of professionals spanning the legal, clinical, psychosocial, and
law enforcement fields.

NADCP regularly publishes cutting-edge, research-based materials—including the groundbreaking Adult
Drug Court Best Practice Standards—and the association works tirelessly to improve the response of the

American justice system to people with substance use and mental health disorders.

NADCP is a 501c¢3 organization.
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INTRODUCTION

or those of us working with drug courts and
Fthe larger justice system, there could hardly

be a more important topic than the ongoing
opioid epidemic. The death and suffering in
front of us necessitate a concerted and sustained
response from the first responders to the ravages
of substance use disorders (SUDs): the judges,
attorneys, corrections officers, and substance use
treatment providers who work on the front lines of
the justice system.

Opioid-related morbidity and mortality in the
United States has been increasing over the last two
decades: in 2017, 2.1 million Americans had an
opioid use disorder (OUD) (Substance Abuse and
Mental Health Services Administration [SAMHSA],
2017), and 47,600 died from opioid overdose,
as compared to 8,048 deaths in 1999 (National
Institute on Drug Abuse, 2019). The increase
in opioid overdose deaths has occurred in three
waves—the first beginning with an increased
prescribing of opioids in the 1990s; a second,
heroin-fueled spike that began in about 2010;
and the third wave beginning in about 2013 with
the increased presence of fentanyl and similar
synthetic opioids in the illicit marketplace (Centers
for Disease Control and Prevention, 2018).

Predictably, the damage done to individuals with
OUD who are involved in the justice system has
been even more striking. Drug overdose is among
the leading causes of death in persons reentering
society after incarceration, with most of those
overdoses attributed to opioids. In one study of
229,274 former inmates released from prison,
death from opioid overdose within a year of
prison release was 40 times more likely than in a
nonincarcerated control group (Ranapurwala et al.,
2018). Even in the time period 2007-2009, 16.6%
of state prisoners and 18.9% of jail inmates in a
nationwide study reported that they regularly used
heroin or other opiates (Bronson, Stroop, Zimmer,
& Berzofsky, 2017).

Despite the overwhelming penetration of
opioids into the justice-involved population, the
criminal justice system has not seized this golden
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opportunity to address OUD. A 2017 review of
a national treatment episode data set (Krawczyk,
Picher, Feder, & Saloner, 2017) showed that only
4.6% of justice-referred clients received agonist
medication treatment, while 40.9% of OUD
patients referred from nonjustice sources received
that treatment.

The myriad reasons for the justice systems’s
reluctance to deploy best clinical practices against
OUD are easily understood, given the demands
placed on the legal system. One government
source (SAMHSA, 2019) listed some of these
reasons: (1) misunderstanding about medication-
assisted treatment (MAT) medications and their
side effects, mostly the concern that the treatment
is “substituting one drug for another”; (2) diversion
concerns; (3) cost considerations, both before
and after incarceration; (4) state regulations that
prohibit the use of MAT in correctional facilities;
and (5) a dearth of community-based MAT
providers.

The regulatory and financial difficulties with
MAT in the legal system are beyond the scope
of this journal, but the profound and sometimes
institutionalized lack of understanding about
MAT is not. This second volume of the Journal for
AdvancingJustice istitled “Best Practices in the Justice
System for Addressing the Opioid Epidemic,” and
provides several reports about OUD in the justice
system, from clinicians and justice professionals
who are using thoughtful strategies and studying
the effects of those strategies. My hope is that
the clinical articles, as well as the reviews and
legal observations included, will encourage you
to continue the important work of addressing
OUD in the justice system. For that reason, we
have selected practical papers which rely on best
practices in both the clinical and legal spheres.

[ wrote the first article. I am an addiction
psychiatrist, and the article provides a brief outline
of best practices using MAT, an overview of the
available data on MAT's efficacy, and some ideas
for promoting the treatments expansion within
the justice system. MAT is demonstrated to be




the standard of care for the treatment of OUD
both in and out of the justice system, because it
significantly reduces overdose, morbidity, and
justice system involvement. The guidelines that
clinicians use in prescribing MAT are elucidated for
the benefit of those justice professionals who work
with clinicians in the justice system. These complex
clinical assessments—done by a duly licensed and
educated clinician—are shown to deliver good
treatment even in the face of co-occurring mental
illness, other SUDs, and a lack of social supports.

The second article, by former New Jersey
Governor Jim McGreevey and Katie Forkey,
describes promising and evidence-based programs
offering MAT for incarcerated persons with OUD,
focusing on robust treatment delivery services and
reentry after incarceration. In their examination
of responses to this problem in four states, they
demonstrate that effective treatment of OUD in
the incarcerated population—in addition to saving
lives—can indeed result in decreased relapse rates,
improved cost efficiency, and lower crime and
recidivism rates.

The third article, by Dr. John Gallagher, Dr.
Douglas Marlowe, and Raychel Minasian, evaluates
the perceptions of drug court participants with
OUD in terms of the most beneficial aspects of
their drug court experience, their experience
with MAT, and some potential improvements in
drug court protocols. Participants held largely
favorable attitudes toward MAT but cautioned
about such issues as stigma emanating from family
members and peers in recovery support groups,
forced detoxification during jail detention, and
the importance of urine drug testing to deter drug
substitution.

Next, Drs. Alisha Desai, David DeMatteo, Kirk
Heilbrun, and John Rotrosen explore the effect
of OUD on judges’ sentencing recommendations.
Given the high proportion of criminal defendants
who meet criteria for OUD, the paper’s conclusions
about alluding to an OUD diagnosis early in a
defense, focusing on the benefits of rehabilitation,
and forthrightly addressing the courts natural
concerns about recidivism, are particularly
enlightening. Judges appeared to view defendants

with OUD as less capable of logical reasoning, but
more likely to reoffend. However, there were no
apparent differences in sentence length, suggesting
that although judicial perception of the defendant
changed, the ultimate punishment decision did
not.

Dr. Anees Bahji contributes a meta-analysis and
review of the medical literature on the treatment
of OUD-diagnosed inmates with naltrexone. The
seven studies he reviewed found moderate-quality
evidence for naltrexone reducing reincarceration
rates, and a slight benefit for naltrexone over no-
medication controls in improving abstinence from
illicit opioids, both important factors for facilities
that focus on naltrexone treatment for OUD. An
emerging model involves some prisons and jails
offering injectable naltrexone prior to release from
custody; however, research on its effectiveness is
newer and less developed than that on methadone
and buprenorphine. The findings in this meta-
analysis offer further support for this model in
criminal justice populations.

In “Exploration of Knowledge, Opinions, and Stigma
Regarding Medication-Assisted Treatment Among
Treatment and Criminal Justice Professionals,” a broad
examination of opinion about all forms of MAT for
OUD, Mr. Alex Dorman, Ms. Jaahnavi Badeti, and
Dr. Alec Boros performed structured interviews of
234 employees in a large community-corrections
nonprofit organization that specializes in the treatment
of SUD. In interviewing employees from the clinical,
corrections, and administrative operations of the
facility, they were able to identify significant remaining
stigma about MAT, as well as a lack of knowledge on
the part of some participants, which allowed them to
make some specific recommendations for training.
These recommendations included offering training
to frontline criminal justice staff to improve their
knowledge, and ultimately their opinions, about MAT.

In the seventh article, Dr. Melissa Neal, Dr. Lisa
Callahan, Chanson Noether, and Erika TIhara
review the relevant literature about criminal justice
professionals’ views on discrete barriers to MAT in
jails and prisons, such as perception problems, a
misunderstanding of MAT by treatment courts, and
a lack of funding and providers. Some examples




of these barriers were concerns about having the
physical space to do the counseling connected with
MAT, worries about accurate measurement of MAT’s
effects, and the belief that a “culture of stigma”
regarding MAT is entrenched in the treatment
community. Based on their review, the authors
suggest some specific logistical and attitudinal
changes that will be necessary in the criminal justice
system. In their view, these changes should include
cross-systems  partnerships between criminal
justice professionals and clinicians, including
funding opportunities and shared staffing models,
all with the goal of improving the linkage between
the two disciplines.

To conclude this issue of the Journal for Advancing
Justice, Judge William Meyer (retired) summarizes
two recent appellate court cases addressing drug
abstinence conditions for probationers and
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availability of MAT in jail and prison settings, and
Dr. Douglas Marlowe contributes an explanatory
note on the cases. The cases may herald a new
line of precedent requiring MAT to be available in
appropriate cases, while also permitting sanctions
for illicit drug use. Combining treatment with
accountability is the hallmark of the drug court
model and therapeutic jurisprudence, and these
evidence-based principles may be influencing
emerging case law precedent.

This journal is designed to help you promote
both good treatment and effective justice system
protocols for the benefit of persons afflicted
with OUD. An overarching theme is the need
for continually improving the dialogue between
justice professionals and clinicians, in the service
of justice-involved people with OUD.

— Laurence M. Westreich, MD
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Use of Medication-Assisted Treatment in the
Justice System: A Medical Perspective

Laurence M. Westreich, MD
New York University School of Medicine

INTRODUCTION

his article provides a medical perspective
on the use of medication-assisted treatment

(MAT) in the justice system, including drug
courts, general courts, jails, prisons, and the parole
and probation systems. Although some other
modalities are used for the treatment of opioid
use disorder (OUD) in these contexts, ongoing
questions about the use of MAT—and specifically
the opioid medications buprenorphine and
methadone—necessitate an in-depth look at their
clinical utility and the specific benefits and risks
involved in their use within the justice system.

OUD is an epidemic in 2019 America: 130
Americans die every day from an opioid overdose.
In 2016, the total number of opioid-related
overdose deaths (including prescription opioids
and heroin) was five times higher than in 1999,
and more Americans now die every year from
drug overdoses than from car crashes (Center for
Behavioral Health Statistics, 2016). About half of
state and federal prisoners meet criteria for some
substance use disorder (Mumola & Karberg,
2006), and 16.6% of state prisoners and 18.9%
of jail inmates acknowledge regular use of heroin
or other opioids (Bronson, Stroop, Zimmer, &
Berzofsky, 2017). More than that, OUD itself is
strongly correlated with involvement with the
criminal justice system, and the intensity of that
involvement increases as the intensity of the OUD
increases (Winkelman, Chang, & Binswanger,
2018).

Opioid overdose deaths have risen in three distinct
waves: increased prescribing of prescription
opioids (such as oxycodone) caused the 1990s
outbreak; heroin fueled the second wave starting
in 2010; and, since 2013, synthetic opioids such

as fentanyl have provoked a third lethal wave of
opioid overdoses.

In addition to the deaths and illnesses associated
with OUD, shocking economic losses have resulted:
according to one government estimate, the yearly
economic cost of the opioid crisis is $504 billion,
or 2.8% of the U.S. Gross Domestic Product. These
losses arise from healthcare spending, criminal
justice costs, and lost productivity (Council of
Economic Advisors, 2017).

MAT is certainly the standard-of-care treatment
for OUD; multiple governmental and professional
organizations have designated MAT as an essential
treatment modality (Renner, Levounis, & LaRose,
2018; Substance Abuse and Mental Health Services
Administration [SAMHSA], 2018; World Health
Organization [WHO] 2004; American Medical
Association [AMA], 2017), and patients within
the justice system deserve access to it. However,
MAT is no panacea for all the ills associated with
OUD, and it is a potentially useful treatment
modality, rather than the entire treatment package.
Because justice-involved patients often suffer from
other substance use disorders in addition to OUD,
other co-occurring mental disorders, trauma,
and unemployment, they need a comprehensive,
integrated treatment plan which, when it includes
MAT, should be delivered by addiction specialists
well trained and experienced in the clinical use and
management of MAT.

The increasing penetration of MAT into the legal
system will require broad knowledge about OUD
and its treatment. Legal professionals will have
to assess the treatment regimens recommended
to their clients and understand how to vet the
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Figure 1. Three Waves of U.S. Opioid Overdose Deaths*
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Health Statistics, CDC WONDER. https://www.drugabuse.gov/related-topics/trends-statistics/overdose-death-rates Accessed 6-23-19

credentials of those professionals who deliver the
treatment. This assessment of treatment plans—
and the clinicians who recommend them—
requires a basic knowledge of OUD, reasonable
expectations of therapies for it, and the specifics of
treatment with MAT.

What is Substance Use Disorder?

The condition previously called “addiction,”
“substance abuse,” or “substance dependence,”
now officially called substance use disorder or SUD,
is, in simplest terms, a “a problematic pattern of
using alcohol or another substance that results in
impairment in daily life or noticeable distress. A
person with this disorder will often continue to use
the substance despite consequences....” (American
Psychiatric Association [APA], 2013). The Diagnostic
and Statistical Manual (DSM)-5 describes substance-
related disorders that can result from the use of 10
separate classes of drugs, of which opioids are one
category. Each of these drugs can cause intoxication,
physical dependence, and withdrawal symptoms.
These drugs, when taken in excess, activate the brain
reward system, the part of the brain that influences
behavior and memory.

DSM-5 (APA, 2013) defines an opioid use disorder
as a pattern of opioid use during a 12-month period
that causes clinically significant impairment or

distress, and includes at least two of the following

11 characteristics:

e the drug is taken in larger amounts or for a
longer time than intended;

e there is a persistent desire to cut down or stop
the use;

e a great deal of time is spent obtaining, using,
or recovering from the substance;

e  cravings;

e opioid-caused failure to fulfill work, school, or
home obligations;

e continued use despite recurrent or persistent
problems;

e loss of important social, occupational, or
recreational activities;

e recurrent, physically hazardous use;

e continued use despite knowledge of problems
caused or worsened by the use;

e physiological tolerance; and

e physiological withdrawal.

It is important to note that physical tolerance and
withdrawal are not necessary for the diagnosis of
an SUD: in fact, many people who have serious
problems with opioids are not physically dependent.
And, some pain patients who are physically
dependent on opioids would not be considered to
have an OUD or SUD of any kind. Individuals who
have two to three of these symptoms are considered
to have a “mild” disorder, four to five symptoms are




a “moderate” disorder, and more than six symptoms
would meet criteria for a “severe” presentation.

Three basic subgroups of opioids exist: (1)
opiates—the naturally occurring substances
present within raw opium, including morphine
and codeine; (2) semi-synthetic opioids—which do
not occur in nature but are derived by modification
of a naturally occurring opiate—some examples
include heroin, oxycodone, buprenorphine, and
hydrocodone; and (3) the synthetic opioids—
which neither occur in nature nor are derived
from opiates but are fully synthetic compounds
designed to act as opioid receptor agonists; they
include methadone and fentanyl.

Three main factors that lead to a rapid onset of
physiological opioid effects and that increase the
potential for misuse and development of an SUD
are: (1) drugs with faster routes of administration;
(2) drugs with a shorter half-life, such as short-
acting heroin versus long-acting methadone; and
(3) drugs with a greater ability to dissolve in fats
(lipophilic properties), which allows for more
rapid transport across the blood-brain barrier—for
example, heroin.

What Language Should be Used with
SuUD?

It is extremely important when treating a person with
any sort of an SUD to use nonstigmatizing language,
in order to set a respectful tone. Most people living
with SUD, especially in the justice system, have
experienced considerable societal animus and
rejection by friends, family members, and employers,
so a respectful use of language by those trying to help
can be reassuring and demonstrative of the speakers
understanding of SUD and the pain it causes.
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Although many people in the field —including many
of those who are getting treatment—use the word
“addiction” to describe the condition, there are some
uses of language which are by consensus pejorative
and unhelpful. The term “addiction” itself has been
switched to “substance use disorder,” in 2013’
DSM-5, with “addiction” relegated to only the most
extreme cases, because the word has an “uncertain
definition and ... potentially negative connotation”
(APA, 2013). Offhandedly calling a positive result
from a urine toxicology test “dirty” or referring
to a patient as an “abuser” can have profoundly
negative effects on the patient and contribute to
an ineffective atmosphere for treatment. Using
person-first language is important throughout
healthcare—a person suffering from diabetes is
best described that way, rather than a “diabetic”
whose whole identity is supposedly conveyed by
the disease. And being called an “addict” is much
more distasteful than being addressed as a person
“with addiction,” or a “person with a substance use
disorder” (Botticelli & Koh, 2016). Empiric data
show that the use of stigmatizing terms correlates
with more negative attributions about patients and
poorer perceptions of their prognoses (Ashford,
Brown, & Curtis, 2018).

In clinical work, scholarship, and research about

addiction, using respectful language about those

suffering from addiction ideally:

o respects the worth and dignity of all persons;

o focuses on the medical nature of substance use
disorders and treatment;

e promotes the recovery process; and

e avoids perpetuating negative stereotypes and
biases through the use of slang and idioms
(Broyles, Binswanger, & Jenkins, 2018).

Table 1. The Language of Substance Use Disorder

Stigmatizing

Nonstigmatizing

Addict, abuser

A person with a substance use disorder (SUD), a
person with addiction

Dirty urine

Urine sample positive for opioids

Clean

In recovery

Substitution therapy

Medication-assisted treatment (MAT)

Noncompliant with treatment

Expressing ambivalence about change

Recidivist

Patient who relapses

Drug habit

Substance use disorder




Use of Medication-Assisted Treatment in the Justice System

Even the phrase “medication-assisted therapy”
can rightly be questioned as misleading regarding
the most efficacious treatment for OUD (Enos,
2019). Since it is increasingly clear in general
medicine that the opioid medications methadone
and buprenorphine (treatment medications that
may themselves cause physical dependence) are
for many patients effective as standalone treatment
for OUD rather than adjuncts to other treatments
(Weiss et al., 2019), some have advocated for
avoiding the implication that agonists must or
should be paired with other sorts of treatment.
The benefit of medication-only treatment for OUD
should be emphasized to encourage the treatment
of individuals to whom adjunctive psychological
care cannot or will not be delivered: those on a
waiting list, or whose treatment facilities cannot
afford comprehensive care. Of course, in non-
criminal-justice settings, the outcome focus is
treatment retention, abstinence from opioids, and
improvement in psychosocial functioning.

By contrast, in criminal justice systems, additional
outcome criteria include crimes by the treated
individual, recidivism, and behavior while
incarcerated—and several large meta-analyses have
shown only modest effects of MAT alone on these
criminal justice-related variables. For example, one
review of 21 studies from an international database
search (Hedrich et al., 2011) found six studies
confirming less illicit drug use while in prison for
those inmates taking MAT; four studies showed
better posttreatment entry into treatment; and six
studies that could document lower reincarceration
rates for inmates on methadone (including two
studies that found a methadone dosage of above
60 mg/day to be effective). A more recent meta-
analysis of MAT in jails and prisons (Moore et
al., 2019) looked at 18 studies and found that
although studies confirmed a methadone effect
on community engagement after release, injection
drug use, and illicit opioid use, there was no
discernible effect on recidivism.

As with all meta-analyses, the differences among
the various study designs make it difficult to draw
concrete conclusions—but it is clear that MAT itself
was not overwhelmingly effective in improving
criminal justice-related outcomes. As will be

discussed below, using MAT as one component of
a broader OUD treatment plan for justice-involved
people is the best clinical maneuver, which likely
differs from treatment for the general population.

The protocol of standalone treatment with
medications for the treatment of OUD is probably
less useful in the justice system than in the
general population. Justice-involved patients
are very likely to have other SUDs, freestanding
psychiatric  diagnoses, and weak or absent
psychosocial supports. Therefore, they are often
in need of wraparound care rather than the simple
prescription of a medication.

What is Medication-Assisted
Treatment?

MAT is the standard-of-care treatment for OUD.
The three Food and Drug Administration (FDA)-
approved medications for the treatment of OUD—
methadone, buprenorphine (Suboxone, Sublocade,
Zubsolv, and others), and long-acting naltrexone
(Vivitrol) have very different effects on the human
body. In basic terms, methadone and buprenorphine
activate the mu opioid receptor, and naltrexone
blocks it. It is important to understand that even
though methadone and buprenorphine activate the
receptor, the patient appropriately prescribed either
of these medications on a maintenance schedule has
become physiologically tolerant and experiences
neither intoxication nor sedation, nor does he or
she have any withdrawal. Rather, the patient feels
“normal,” if the medication is taken every day.

Methadone

Methadone, the MAT medication which has been
on the market the longest, is a full agonist, which
means that it activates the mu opioid receptor—
like other opioids, it relieves pain and opioid
withdrawal but, in overdose, can cause respiratory
depression and death. (Those most vulnerable to
overdose are children and others who are naive to
opioid use.) For treatment purposes it can be used
over a few days to taper a patient off opioid drugs
or as a maintenance medication for long-term
treatment. The benefits of methadone over heroin
or illicit prescription opioids are that methadone
is legal, available orally (patients do not have to




inject or snort it), and it is very long acting. Thus,
the patient prescribed methadone can have a
steady-state opioid level in his or her body, and
therefore not experience craving or withdrawal.
Potential risks of methadone use include overdose
and fatigue at the beginning of treatment, among
others. Although patients and their families often
question the logic of using an opioid (methadone)
to treat dependence on another opioid, the benefits
of a return to health, an ability to work or attend
school, and engage in loving relationships usually
outweigh philosophical concerns about long-term
use of an opioid medication. Methadone for the
treatment of an SUD can only be prescribed and
dispensed in a federally licensed clinic or hospital,
and it is usually administered as a liquid, but does
come in pill and intramuscular injectable forms.

Buprenorphine

Buprenorphine partially activates the mu opioid
receptor and, like methadone, can be used for
either tapering off an opioid drug or for long-term
maintenance. Buprenorphine has a greater affinity
for the mu opioid receptor, meaning that it binds
more strongly to the receptor and will displace
a full agonist (such as heroin) or prevent it from
binding to the receptor. Buprenorphine also has a
“ceiling effect,” which means that at dosages above
the usual therapeutic dosage the medication will
stop working, thereby making overdose unlikely.
Manufacturers have combined an opioid blocker
(naloxone) in certain buprenorphine preparations
(Suboxone and others) in order to prevent illicit
injection of the medication. Buprenorphine is
now available in the form of sublingual tablets,
sublingual film, and under-the-skin implants
(Probuphine) that last for 6 months.

The Drug Addiction Treatment Act of 2000, Title
XXXV, Section 3502 of the Children’s Health
(DATA 2000) Act (U.S. Department of Justice/Drug
Enforcement Administration, 2019) established
a method for specially licensed office-based
physicians to prescribe or dispense buprenorphine,
for the first time permitting use of a narcotic for
addiction treatment outside of the traditional
methadone clinic system, thereby allowing for
more effective treatment of patients with OUD;

]OURNAL for Advancing Justice

but also (however unintentionally) allowing for
increased illicit use, diversion, and overdose with
buprenorphine. Official government publications
(SAMHSA, 2018) detail best practices for use of
buprenorphine, and research studies explicate,
among other things, buprenorphine’s efficacy in
staving off relapse (Fiellin et al., 2014) and the
patient characteristics associated with the best
treatment outcomes (Dreifuss et al., 2013), which
include the presence of a lifetime major depressive
disorder, no injecting drug use, and no previous
OUD treatment.

Naltrexone

Naltrexone (Vivitrol) is a pure opioid antagonist
that blocks the mu opioid receptor for the long term.
A person who takes an opioid drug after taking
naltrexone will have no effect from the opioid
medication, since the receptor is blocked. The
benefits of naltrexone are that it decreases craving
and protects the patient against any opioid use, or
at least the effects of that use. However, the patient
must be entirely abstinent from opioids for 7 to 10
days before the first use of naltrexone. Although
it is somewhat more difficult to initiate treatment
with naltrexone, as compared to methadone or
buprenorphine, for those patients who succeed in
starting naltrexone, outcomes are about the same
as those for the opioid agonists (Lee et al., 2018).
Naltrexone can be taken as a daily pill but is most
useful in the treatment of SUDs as an injection that
lasts for 30 days.

Naloxone

The short-acting opioid antagonist naloxone (Narcan
and others) is for the acute treatment of opioid
overdose, not for maintenance. Like naltrexone, it
will block an agonist from binding to the receptor
or, in the event an agonist is already bound (such
as in an overdose), naloxone will knock the agonist
off the mu receptor and bind to it, stopping the
overdose effect before it becomes fatal.

What Results Has MAT Shown in

the Justice System?

Therapeutic jurisprudence—the collaboration of
the treatment and legal worlds for the benefit of both
defendants and society at large (Wexler & Winick,




Use of Medication-Assisted Treatment in the Justice System

Table 2. FDA-Approved Medications for the Treatment of OUD

Methadone
(Dolophine and others)

Buprenorphine
(Suboxone and others)

Injectable Naltrexone
(Vivitrol)

Pharmacologic action

Agonist (activator)

Partial agonist (activator)

Antagonist (blocker)

Outpatient availability

Federally licensed clinics

Doctor’s offices,

Doctor’s offices,

only pharmacies pharmacies
Potential for diversion Moderate Minimal None
Potential for misuse Moderate Minimal None
Necessity for opioid Depends on the patient 12-16 hours 7-10 days
abstinence before
induction
Potential for overdose Moderate Minimal None

1991)—is the theoretical underpinning for the
drug court movement’s vast potential for delivering
good care to people with SUDs including, when
indicated, MAT. Defined best as “the use of social
science to study the extent to which a legal rule or
practice promotes the psychological and physical
wellbeing of the people it affects” (Slobogin,
1995), the notion of therapeutic jurisprudence was
developed in the late 1980s as a way to understand
mental health law in general, but is applicable to
drug courts in very obvious ways. Given that OUD
is correlated with lesser likelihood of drug court
success, even when compared to drugs like cocaine
(Rempel et al., 2003), the most effective response
to the problem is necessary. The collaboration of
law enforcement professionals, the judiciary, and
clinical addiction specialists delivers an effective, if
imperfect, response to the epidemic of OUD in the
United States. How well has this effort succeeded?

Studies of MAT in the justice system (Sharma et
al., 2016; Mitchell, Wilson, & McKenzie, 2007;
Moore et al., 2019) have demonstrated encouraging
results in the peer-reviewed literature now available,
although much of that literature has focused on the
opioid antagonist naltrexone and only peripherally
addressed the opioid agonists methadone and
buprenorphine. However, the studies cited below
do show consistent, trend-level positive results
within the justice system for MAT, including fewer
postincarceration overdose deaths; improved return-
to-court numbers; less criminal activity, fewer
arrests, probation revocations, and incarcerations;
as well as improved retention in treatment.

A small review of fatal overdoses after incarceration
in Rhode Island (Green et al., 2018) found a large
and clinically meaningful reduction in deaths
after the state implemented a comprehensive MAT
program in a statewide correctional facility in July
of 2016. In the first 6 months of 2016, before the
MAT program was introduced, 26 newly released
inmates died from opioid overdoses; while after the
program was introduced in 2017, only nine newly
released inmates died from an opioid overdose.
The authors concluded that “identification and
treatment of opioid use disorder in criminal
justice settings with a linkage to medication and
supportive care after release from incarceration is
a promising strategy to rapidly address the high
rates of overdose and opioid use disorder in the
community.” There is a correlation, reproduced
in multiple studies (Larney et al., 2014; Marsden
et al., 2017; Russolillo, Moniruzzaman, &
Somers, 2018) between retention on methadone
or buprenorphine and lower overdose rates in
criminal justice-involved populations.

A review of drug court graduation rates in a
rural Indiana jurisdiction (Gallagher et al., 2018)
found that for the 248 study participants, the
rate was strongly correlated with being employed
or a student at the time of admission, having a
nonopiate as the drug of choice, and not having
a violation in the first 30 days of the program.
For the participants with OUD—who were less
likely to graduate—the authors hypothesized
that MAT would have improved all three of the
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relevant variables, and very likely improved their
graduation rates: “Offering medication-assisted
treatment (MAT) such as methadone, Suboxone
or Vivitrol to participants who have an opiate use
disorder may improve graduation rates for this
population....”

A large-scale study of Ohio drug courts (Dugosh &
Festinger, 2017) found a small benefit for MAT in
improving drug court retention, and also revealed
some fascinating trends in attitudes toward different
types of MAT. In their evaluation of 25 drug courts
across 13 Ohio counties, the authors found that
of the 596 drug court clients they evaluated, 350
(59%) received MAT in the first 6 months of their
drug court participation. Importantly, the most-
used medication was naltrexone, for 89 clients,
but even so, the drug court clients who received
MAT were significantly more likely to be retained
in drug court, and there were nonsignificant trends
in the MAT recipients having urinalysis-confirmed
drug abstinence, as well as less criminal recidivism.
However, nearly half of the drug court employees
(professionals, team members, staff) queried on
their views about buprenorphine disliked it because
of concerns about diversion, and worries that MAT
overall only blocks opioid use, not the use of other
psychoactive drugs. The employees also felt that
MAT “helped reduce cravings, encouraged sobriety,
reduced the incidence of relapse, and increased
treatment retention.” The employees also often
noted their perception that psychotherapy was
necessary along with MAT and that MAT helped
their clients maintain sobriety, but that the outside
community had the impression that “MAT [is] a
crutch [and is] replacing one drug with another....”

One positive randomized, controlled study of
buprenorphine provided to inmates near their
release time (Gordon et al., 2014) examined
postprison outcomes of 211 participants within
their final 3-9 months of incarceration. The
subjects were randomized to receive either in-
prison buprenorphine or counseling, and were
sent to either an outpatient treatment program or
a community health center. Ninety-nine percent of
the inmates engaged with in-prison buprenorphine
when it was offered to them, and 80.4% engaged
with in-prison counseling when it was offered. The
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buprenorphine patients were significantly more
likely to engage with community treatment after
their release from prison. Despite some expressed
concerns about diversion, the authors conclude that
“buprenorphine appears feasible and acceptable to
prisoners who were not opioid-tolerant and can
facilitate community treatment entry....”

One recent study of MAT in 10 Ohio drug courts
(Baughman, Tossone, Singer, & Flannery, 2019)
found no contribution of MAT to the clients
improvement in substance use, risky behaviors,
and mental health symptoms; measured at
intake, 6 months, and at discharge from the drug
court system. Of the 263 subjects nonrandomly
assigned to receive different sorts of MAT, 25 were
prescribed buprenorphine, 13 were prescribed
buprenorphine/naloxone, and 225 were prescribed
naltrexone. Methadone was unavailable in this
court system, and the authors acknowledge that
there was “an insufficient number of court clients
prescribed buprenorphine.” Thus, the study
was essentially an assessment of naltrexone MAT
alone, because of administrative barriers and other
nonmedical factors.

What Are Best Practices for Using
MAT in the Justice System?

Prescribers make a patient-by-patient clinical
decision as to what, if any, medication is appropriate
for their patient, and what the dosage of that
medication should be. Justice professionals should
understand there is both a science and an art to
this process, and patient preference for a certain
medication is one important criterion considered
in making prescription and dosing decisions.
The decision to use MAT at all is based on the
standard of care: what a reasonably competent
and skilled health care professional provides. In
2019, based on the now-voluminous medical
literature on the subject, the use of MAT is most
certainly the standard of care for OUD (SAMHSA,
2018; Renner et al., 2018). Of course, MAT is
not necessarily appropriate for all cases of OUD,
and the medication choice, dosage, and length of
treatment are different for each patient and need to
be based on patient-specific characteristics.
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The clinical considerations typically include
prior response, side-effect profile, the patients
occupation, pregnancy/breastfeeding, and the
presence or absence of physical dependence.
Administrative or financial barriers to the use of
one medication might necessitate the prescription
of another, more practically obtainable medication.
Dosage of a medication should be decided upon
using that patients clinical profile, and therefore
cannot be dictated by blanket prohibitions or
policies. However, methadone dosages above 60
mg and buprenorphine dosages in the 12-16 mg
range generate better results (National Academies of
Sciences, Engineering, and Medicine, 2019) because
those are “blocking dosages” which prevent any
effect from illicit opioids.

Forinstance, the patient who hashad a poor response
to a medication should be prescribed another, in
part to avoid a similar response, but also to foster
the patient-doctor collaborative relationship. Some
employees who hold safety-sensitive positions
will be tested for opioids like buprenorphine and
methadone; and to prevent complications, patients
in those occupations may want to avoid anything
that could result in a positive drug test. Typical
occupations that test for agonist medications would
include Department of Transportation-regulated jobs
and those in the medical professions. For a pregnant
woman being treated with an opioid agonist,
continuation of that agonist—in collaboration
with her obstetrician/gynecologist—is standard.
However, the buprenorphine-alone formulation
(rather than buprenorphine/naloxone) is preferred.
For any patient not physically dependent on illicit
opioids, the prescription of an opioid agonist
(methadone or buprenorphine) must be carefully
considered because that prescription will cause a

new opioid dependence. Although the prescription
may in fact be indicated, a careful consideration of
all the risks and benefits should be made by the
prescriber and the patient.

These practical, patient-by-patient medical matters
are important to understand in prescribing
MAT. Only when nonclinicians have a basic
understanding of standard-of-care treatment
for OUD can they be expected to ask relevant
questions about specific treatment regimens for
specific patients, in order to become comfortable
with the treatment.

Those characteristics include the patients clinical
presentation and clinical presentation and
subjective preferences for subjective preference for
one medication over another, or no medication at
all. Engaging with a patient about all these clinical
parameters allows the prescribing clinician to
provide the treatment most likely to succeed, and
the one that the patient is most likely to continue
with. It should be clear from the above that the
decision to prescribe or not prescribe MAT, which
medication, and at what dosage, is complicated and
nuanced, and the process of making these decisions
should be between the patient and the clinician.

The patient’s response to MAT must be continually
monitored with observation and urine drug screens
to test for any other drug use, and to assure that
the patient is taking the prescribed medication.
If a drug screen is positive for an illicit opioid
(or negative for the prescribed medication), an
immediate reevaluation should follow, to answer
questions like: Has there been a one-time slip to

Table 3. Decision-making About the Prescription of MAT

Clinical (SAMHSA, 2018)

Administrative

Prior response

Availability within the treatment program

Side-effect profile

Availability after discharge from the treatment program

Patient’s occupation/potential for drug tests

Cost to patient

Pregnancy/breastfeeding

Stigma attached to some medications

Physical dependence

Patient preference
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the illicit drug of choice? Has there been a longer-
term relapse to the illicit drug of choice? Has there
been use of a nonopioid drug of abuse? Is there
an intervening mental illness or set of psychiatric
symptoms that interact with the apparent relapse?
When these questions are answered, the treating
clinician can make recommendations about
treatment going forward, which may include
inpatient treatment, more intensive outpatient
treatment, a change in medication, or referral for a
full psychiatric evaluation.

Areduction in dosage is often necessary for patients
who appear sedated, while the patient experiencing
craving, or using illicit opioids, often needs an
increase in the dosage of a prescribed opioid
medication. The legal consequences that may flow
from a positive drug test, such as revocation of
probation or parole, or imprisonment, should be
well defined and decided upon in a joint agreement
of the involved criminal justice and treatment
professionals.

What Are the Challenges of Using MAT
in the Justice System?

Although MAT is the standard of care for treatment
of OUD and emerging data about MAT in the
justice system are encouraging, MAT use in the
justice system remains lower than it should be,
even in dedicated drug courts. In one nationwide
survey of 103 drug courts (Matusow et al., 2013),
although 98% reported having OUD clients, only
47% of the courts offered agonist medication, with
56% offering MAT when naltrexone was included.
Among the rationales offered for the absence of
MAT in some drug courts were political, judicial,
and administrative opposition to MAT itself.

The barriers to using MAT with the justice-
involved client are primarily misunderstanding
of the medications themselves, worries about
diversion, and administrative/financial barriers. As
with any education promoting systemic change, a
fundamental respect for the perspectives opposing
that change is very important. Educational efforts
about the facts of MAT must come first and should
contain  evidence-based treatment protocols
explained by clinicians who can accurately
describe the benefits and risks of using MAT in a
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drug court or jail or prison system. Those doing the
education should be prepared to answer, and in fact
welcome, pointed questions from their nonmedical
colleagues. MAT can offer lifesaving benefits, but
simply asserting that fact does not, and in fact
should not, suffice in educational efforts.

Concerns about diversion of even legitimately
prescribed opioid agonists must similarly be
addressed with the extant data, as well as the
experience and protocols of facilities that already
use MAT. As with more general education about
MAT, there should be frank acknowledgment
of the potential for diversion, along with
recommendations of strategies for avoiding that
diversion—such as short-term prescriptions,
regular searches of pharmacy management
databases, pill counts, and urine drug screens.
Candid comparison of the benefits of MAT
against the (probably inevitable) small amounts of
diversion, is on its face intellectually honest and
therefore convincing.

Financial and administrative barriers to the use of
MAT in the justice system can be harder to address
for the clinician. Although the clinical benefit of
having MAT at least available is inarguable, the
financial cost of the medication and the treatment
associated with it can be problematic. Large-scale
analyses of the societal costs and benefits of MAT
use in terms of improved productivity, reduced use
of the courts, and lower morbidity and mortality,
are to some degree irrelevant to the prison
administrator who must sign off on a pharmacy
budget every quarter. Similarly, the dearth of
buprenorphine  prescribers—and  addiction-
treatment professionals in general—is a serious
problem in many jurisdictions.

Increasing Support for MAT in the
Justice System

Despite the challenges of introducing MAT more
fully into the justice system, there has been
increasing support for doing exactly that. For
example, drug court leaders promote the idea that
MAT should be one of the modalities available
to drug court participants, and that not having
MAT available is a breach of best practices for
drug courts. In the official publication Adult Drug
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Court Best Practice Standards (National Association
of Drug Court Professionals [NADCP], 2013,
2015), the writers note that best practices include
“psychotropic or addiction medications based
on medical necessity as determined by a treating
physician with expertise in addiction psychiatry,
addiction medicine or a closely related field” (p.
39) and later note that

“MAT can significantly improve outcomes
for addicted offenders .... Buprenorphine or
methadone maintenance administered prior to
or immediately after release from jail or prison
has been shown to significantly increase OUD-
diagnosed inmate’s engagement in treatment,
reduce illicit opiate use, reduce rearrests,
technical parole violations, and reincarceration
rates and reduce mortality and hepatitis C
infections....” (p. 44, emphasis added)

Clearly, the leadership of the drug court movement
has concurred with the addiction field’s assessment
that MAT, including maintenance opioid treatment,
can be a valuable component of some addiction
treatment regimens.

In addition to their national leadership advocating
for the availability of MAT in drug courts, entities
outside of drug courts also promote evidence-
based MAT. The authors of one study of drug court
policy in New York State (Csete & Catania, 2013),
which found policies requiring patients to taper
off methadone after some arbitrary period of time,
and profound stigma against opioid maintenance,
opined that the “forced ‘tapering’ from methadone,
and buprenorphine, or blanket exclusion from
these treatments, show the danger of what
happens when judges play doctor” (Open Society
Foundations, 2014). In an open-label study (Moore
et al., 2018) comparing 184 inmates continued on
methadone maintenance during their incarceration
to 198 forced to withdraw from methadone, the
methadone-maintained patients received fewer
disciplinary tickets than those forced to taper off
their medication, but there was no apparent effect
on community engagement after release. However,
in a subset of 69 patients who continued to receive
their methadone from the jail methadone prescriber
postrelease, a reduced risk of arrest, new charges,

and reincarceration was noted.

Regarding funding considerations, the Office of
National Drug Policy (ONDCP) required MAT as
a treatment modality to ensure continued public
funding of the drug court system: the ONDCP’s
then-Director Michael Botticelli said, “If you are
getting federal dollars ... you need to make sure
that people have access to these medications and
that we're not basically making people go off these
medications, particularly as participants of drug
court” (Botticelli & Koh, 2015).

Despite the official and growing acceptance of
MAT among drug court professionals, there is
insufficient access to MAT, at least in part because
there are not enough licensed practitioners who are
willing and able to treat drug court participants.
Judges complain that the scarcity of licensed
providers limits their ability to integrate MAT into
their courtrooms. This dearth of buprenorphine
prescribers, especially in rural areas, is a problem
nationwide, and has led to calls for lifting the
requirements for training and patient caps that
buprenorphine prescribers now must honor. As of
this writing, prescribers with a DATA 2000 waiver
to prescribe buprenorphine may do so for up to 30
patients but can apply to SAMHSA for permission
to prescribe for up to 100 patients. After prescribing
for 100 patients for one year, prescribers may again
apply for permission to prescribe for a total of 275
patients (SAMHSA, 2017).

Advocates for lifting this cap entirely point
out that, in addition to the obvious lack of
effective care nationwide, patient caps have
disproportionately negative effects on the poor and
those who live outside of major cities, as well as
potential for causing premature discontinuation
of treatment, and a disincentive for physicians to
devote their entire practice to treating addiction
with buprenorphine. Interestingly, the resistance
against prescribers making buprenorphine their
main clinical focus is the exact reason given by
those who oppose lifting the cap, with the rationale
that physicians who only prescribe buprenorphine
will be incapable of, or unwilling to, provide
comprehensive care.
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How to Find a Buprenorphine Prescriber
Any licensed physician or nurse practitioner may
prescribe naltrexone, but in order to prescribe
buprenorphine, physicians must have taken an
8-hour training course and nurse practitioners and
physician assistants must have taken a 24-hour
course. After taking the requisite course, potential
buprenorphine prescribers must apply for and
obtain a special DEA license. Methadone may only
be prescribed at a hospital or a federally licensed
methadone facility. Despite efforts by various
agencies to expand the number of buprenorphine
prescribers, some rural areas and urban centers
are inadequately covered. A SAMHSA-curated
website contains contact information for all U.S.
buprenorphine providers who decide to make their
contact information public, and can be found at
www.samhsa.gov/medication-assisted-treatment/
physician-program-data/treatment-physician-
locator. Alkermes, the company that manufactures
injectable naltrexone (Vivitrol), maintains a list
of doctors who provide the medication at www.
vivitrol.com/getstarted/findadoctor?s_mcid=url-
vivproviders.
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Professional organizations like the American
Academy of Addiction Psychiatry (www.aaap.
org) and the American Society of Addiction
Medicine (www.asam.org) can provide leads for
finding addiction clinicians and buprenorphine
prescribers. Given the ongoing opioid epidemic,
training and licensure restrictions are being
loosened, and allied health professionals like nurse
practitioners may obtain permission to prescribe
buprenorphine. It appears likely that prescribing
restrictions will continue to be loosened.

CONCLUSION

The use of MAT for justice-involved OUD patients
is a viable, potentially lifesaving strategy that
should be available to all who need it. As with all
medications, the benefits for a patient should be
weighed against the potential risks. Similarly, for
the justice system itself, the pros and cons of using
MAT must be evaluated separately by each drug
court, jurisdiction, jail, and prison.

(Author’s note: This article is an expansion of
Medication-Assisted Treatments and Drug Courts,
by Laurence M. Westreich, MD. Psychiatric Times,
November 27, 2015.)
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Abstract

In recent years, the opioid epidemic has caused the addicted population and incarcerated
population to overlap increasingly. The quality and availability of addiction treatment best
practices in correctional settings, however, has not risen to meet the growing need. As a
result, correctional entities on the national, state, and local level must bolster addiction
treatment efforts according to best practices.

This article examines the causes and consequences of the opioid epidemic’s intersection
with the incarcerated population. It then presents four states that serve as models of the
effectiveness of implementing robust delivery systems for addiction treatment during and
after incarceration; and following, draws upon the s