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NATIONAL COMMISSION ON CORRECTIONAL HEALTH CARE 

FOREWORD

As my colleague Jonathan Thompson notes, jails are on the front lines of the opioid 
epidemic in the United States.

Over the past 40 years, sheriff s and jail administrators across the country have sought to 
improve the quality of health services provided to the individuals in their care. In the mid-
1970s, 30 jails served as the pilot sites for the fi rst health services standards for correctional 
settings and an accompanying accreditation program. Today, the National Commission 
on Correctional Health Care (NCCHC) continues to help jails address the most complex 
problems in health services, including care for individuals suff ering from mental illness and 
substance use disorder. In addition to its standards for jail health services, NCCHC also off ers 
standards and accreditation specifi cally for opioid treatment programs.

As this publication makes clear, pharmacotherapy—i.e., medication-assisted treatment 
(MAT)—is widely held to be a cornerstone of best practice for recovery from substance 
abuse. Eff ective treatment, including MAT, particularly when coupled with evidence-based 
behavioral treatment, improves medical and mental health outcomes and reduces relapses 
and recidivism.

MAT provides a signifi cant opportunity to help individuals with substance use disorder, especially those who participate in a 
community-based opioid treatment program (OTP). OTPs are licensed facilities that provide methadone and often other MATs 
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Medication-assisted treatment (MAT), utilizing the U.S. Food 
and Drug Administration (FDA)-approved medications 
methadone, buprenorphine, or naltrexone, is considered a 
central component of the contemporary standard of care for 
the treatment of individuals with opioid use disorders (OUDs).1  
It may also be used for individuals with co-occurring mental 
illnesses, in consultation with a physician. 

Evidence strongly supports that the use of MAT increases the 
likelihood of successful treatment for individuals with OUDs2 
and reduces morbidity and mortality. Research has begun to 
show that adding MAT to the treatment of those involved in 
the criminal justice system confers the same benefi ts and also 
reduces recidivism.3

These fi ndings are particularly relevant for criminal justice 
decision makers—including sheriff s and corrections 
department offi  cials—given that Bureau of Justice Statistics 

surveys found that nearly two-thirds (63 percent) of people in 
jail meet criteria for drug dependence or abuse. Many of these 
individuals have OUDs and could benefi t from access to MAT, a 
combination of behavioral interventions and medications that 
have been shown to decrease opioid use, increase treatment 
retention, reduce overdose, and reduce criminal activity.4

By thoughtfully and carefully including MAT, when appropriate, 
as a tool in the range of jail-based treatment options, the value 
proposition to criminal justice executives may include:

• Stemming the cycle of arrest, incarceration, and release 
associated with substance use disorders (SUDs), as 
individuals with SUDs return to the community without 
connection to treatment.

• Contributing to the maintenance of a safe and secure 
facility for inmates and staff . 

• Reducing costs: Comprehensive drug treatment programs 
in jails are associated with reduced system costs.5 According 
to the 2018 Substance Abuse and Mental Health Services 
Administration (SAMHSA) TIP 63: Medications for Opioid 
Use Disorders, “Data indicate that medications for OUD are 
cost eff ective and cost benefi cial.”6

WHAT’S IN IT FOR ME 
AS A CRIMINAL JUSTICE EXECUTIVE?

Two-thirds of people in jail
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EXPLORE IN-DEPTH

BEST PRACTICES AND GUIDELINES FOR 

JAIL-BASED MEDICATION-ASSISTED TREATMENT

CLIENT ENROLLMENT IN A JAIL-BASED 

MAT PROGRAM

ALL INDIVIDUALS ENTERING A JAIL SHOULD BE 
SYSTEMATICALLY SCREENED FOR SUBSTANCE USE DISORDERS, 
INCLUDING ANY HISTORY OF ALCOHOL/SEDATIVE OR OPIOID 
WITHDRAWAL.
Receiving screening should be conducted immediately 
upon acceptance into jail custody. Screeners should explain 
the reason for the questions, e.g., “We ask these questions 
to ensure you receive appropriate treatment while you are 
here.” Questions should address physical and mental health, 
prescribed medications including MAT, previous drug or 
alcohol treatment, recent drug or alcohol use including types 
and amount, and current or past history of drug or alcohol 
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This is particularly important when it comes to prescribing 
medications, including those for alcohol and OUDs.  All 
medications carry diff erent risks and benefi ts for diff erent 
individuals; treatment decisions, including medication, should 
be based on what has been proven to work and what is most 
likely to benefi t the individual patient.

Clinical assessments for MAT begin with a general assessment 
for SUDs.  Such assessments allow tailoring of treatment to a 
person’s withdrawal symptoms, often helping to reduce the 
amount of medication needed.  Several instruments have been 
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After the assessment, the physician and the patient should 
discuss the best course of treatment, including which 
medication the patient should take and what dosage may be 
appropriate. Substance abuse counselors, or, with permission, 
close family members or friends may be valuable participants 
in treatment planning, monitoring, and support. Because 
the number of MAT providers is limited, especially in rural 
communities, not all FDA-approved medications may be 
available to all individuals in the community.

Oral naltrexone for the treatment of OUDs is often adversely 
aff ected by poor medication adherence. Clinicians should 
reserve its use for patients who are able to comply with special 
strategies to enhance their adherence (for example, observed 
dosing). Extended-release injectable naltrexone reduces, 
but does not eliminate, issues with medication adherence. It 
should be noted that individuals may be provided with oral 
naltrexone for several days prior to injections of naltrexone to 
ensure that there are no negative reactions to the medication, 
although this practice is not advised or required by the FDA. Of 
the medications on the market, the least amount of research 
is available for naltrexone. Two recent studies have found 
that once individuals have their fi rst injection of naltrexone, 
their retention and relapse rates are the same as those taking 
buprenorphine with naloxone; however, they are more likely 
to initially balk at the treatment than those who sign up for 
buprenorphine,19 in part because of the need for a 7- to 14-day 
medically supervised withdrawal before starting naltrexone.

CERTAIN WIDELY AGREED-UPON CONSIDERATIONS SHOULD 
BE DISCUSSED AND CONSIDERED PRIOR TO DETERMINING THE 
APPROPRIATE MEDICATION (OR SWITCHING MEDICATIONS), 
DOSAGES, AND 
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SWITCHING FROM METHADONE TO BUPRENORPHINE

Some correctional institutions may not be equipped to 
provide methadone, which may require switching individuals 
from methadone to buprenorphine with or without naloxone. 
Individuals with OUDs can safely be switched from methadone 
to buprenorphine maintenance. According to SAMHSA’s 
Quick Guide for Physicians: Clinical Guidelines for the Use of 
Buprenorphine in the Treatment of Opioid Addiction:

Induction of patients from long-acting opioids (e.g., 
methadone) onto buprenorphine should be managed 
by physicians experienced with the procedure. 
Patients taking methadone should have their dose 
tapered to 30 mg or less per day for at least 1 week 
before buprenorphine induction. Twenty-four hours 
must elapse between the fi nal dose of methadone 
and the fi rst dose of buprenorphine. The fi rst dose of 
buprenorphine should be 2 mg of monotherapy. A 
second 2 mg dose can be given and repeated up to 
8 mg per day if signs of withdrawal appear.

The guide goes on to chart the steps in the induction from 
Day 2 and forward.  When an individual has no withdrawal 
symptoms, minimal side eff ects, and no uncontrollable 
cravings, he or she is considered stabilized. During 
stabilization (1 to 2 months), adjustments in the dose and 
frequent physician–patient contact help establish the 
proper level of medication. Until full stabilization is achieved, 
weekly assessments are indicated. Doses of buprenorphine/
naloxone may be increased in 2/0.5–4/1 mg increments until 
stabilization is achieved. Nearly all patients stabilize on daily 
doses of 16/4–24/6 mg; some may require up to 32/8 mg daily. 
The maintenance phase follows.

The same SAMHSA guide advises that “(a)ppropriate dosages 
of buprenorphine are more eff ective than low dosages (20–
35 mg) of methadone. A buprenorphine dosage of 8–16 mg/
day is equivalent to about 60 mg/day of methadone.”

The ASAM Practice Guidelines highlights the following: 
“Patients switching from methadone to buprenorphine 
in the treatment of opioid use disorder should 
be on low doses of methadone before switching 
medications. Patients on low doses of methadone 
(30 to 40 mg per day or less) generally tolerate 
transition to buprenorphine with minimal discomfort, 
whereas patients on higher doses of methadone may 
experience signifi cant discomfort when switching 
medications. Generally, buprenorphine initiation 
should occur at least 6 to 12 hours after the last use 
of heroin or other short-acting opioids or 24 to 72 
hours after their last use of long-acting opioids such as 
methadone. Buprenorphine doses after induction and 
titration should be, on average, at least 8 mg per day. 
The FDA approves dosing to a limit of 24 mg per day, 
and there is limited evidence regarding the relative 
effi  cacy of higher doses. In addition, the use of higher 
doses may increase the risk of diversion.”22

NALTREXONE

Naltrexone is a recommended treatment for preventing the 
relapse of OUDs. Naltrexone does not require a special license 
to prescribe. Oral formula naltrexone may be considered for 
patients where adherence can be supervised or enforced. 
Extended-release injectable naltrexone may be more suitable 
for patients who cannot be observed or supported when 
taking their medication daily.

There is no recommended length of treatment with oral 
naltrexone or extended-release injectable naltrexone. The 
duration depends on clinical judgment and the patient’s 
circumstances. Because there is no physical dependence 
associated with naltrexone, it can be stopped abruptly 
without withdrawal symptoms.  Importantly, patients should 
be informed that discontinuation of naltrexone is associated 
with enhanced sensitivity to opioids and heightened risk 
of overdose. The FDA warning label for extended release 
naltrexone states: “It is important that patients inform family 
members and the people closest to the patient of this 
increased sensitivity to opioids and the risk of overdose.”23

Switching from naltrexone to methadone or buprenorphine 
should be planned, considered, and monitored. Switching 
from an antagonist such as naltrexone to a full agonist 
(methadone) or a partial agonist (buprenorphine) is generally 
less complicated than switching from a full or partial agonist 
to an antagonist, because there is no physical dependence 
associated with antagonist treatment and, thus, no possibility 
of precipitated withdrawal. Patients being switched from 
naltrexone to buprenorphine or methadone will not have a 
physical dependence on opioids; therefore, the initial doses of 
methadone or buprenorphine should be low.

A patient should not be switched until a signifi cant amount 
of naltrexone is no longer in his or her system. This requires 
a 1-day wait for oral naltrexone and a 30-day wait after a 
naltrexone injection.

 WHAT THE RESEARCH SUGGESTS REGARDING 

DIFFERENT OPIOID MEDICATIONS

A Cochrane study of 31 experimental trials of high to moderate 
quality involving 5,430 participants examined the use of 
buprenorphine compared with a placebo and then compared 
it with methadone. The authors concluded the following: 

Buprenorphine is an eff ective medication in the 
maintenance treatment of heroin dependence, 
retaining people in treatment at any dose above 2 mg, 
and suppressing illicit opioid use (at doses of 16 mg or 
greater) based on placebo-controlled trials.

However, compared with methadone, buprenorphine 
retains fewer people when doses are fl exibly delivered 
and at low fi xed doses. If fi xed medium or high doses 
are used, buprenorphine and methadone appear no 
diff erent in eff ectiveness (retention in treatment and 
suppression of illicit opioid use); however, fi xed doses 
are rarely used in clinical practice so the fl exible dose 
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results are more relevant to patient care. Methadone 
is superior to buprenorphine in retaining people in 
treatment, and methadone equally suppresses illicit 
opioid use.24

Studies have also compared the mortality risk in and out of 
treatment with methadone and buprenorphine. Researchers 
examined 19 eligible cohorts, following 122,885 people 
treated with methadone over 1.3 to 13.9 years and 15,831 
people treated with buprenorphine over 1.1 to 4.5 years. 

Overdose mortality evolved similarly, with pooled 
overdose mortality rates of 2.6 and 12.7 per 
1,000-person years in and out of methadone treatment 
(unadjusted out-to-in rate ratio 4.80, 2.90 to 7.96) and 
1.4 and 4.6 in and out of buprenorphine treatment.

The authors concluded:
Retention in methadone and buprenorphine treatment 
is associated with substantial reductions in the risk of 
all cause and overdose mortality in people dependent 
on opioids. The induction phase onto methadone 
treatment and the time immediately after leaving 
treatment with both drugs are periods of particularly 
increased mortality risk . . . .25

There have been far fewer studies of naltrexone use. One 
national study found that use of oral naltrexone was 
associated with higher risk of mortality than methadone.26  A 
2017 study was conducted to evaluate the long-term safety, 
tolerability, and treatment outcomes of injectable naltrexone. 
The small study of fewer than 49 screened opioid-dependent 
individuals screened by health care professionals concluded 
that “(l)ong-term (2 years) (of injections) was associated with 
no new safety concerns . . . .”  The NIDA study described above 
of a larger sample found that “(a)ll recorded overdose events, 
fatal or nonfatal, occurred among participants assigned to 
usual treatment (0 events in the extended-release naltrexone 
group vs. 5 in the usual-treatment group from week 0 to 25, 
p=0.10; 0 vs. 7 events from week 0 to 78, p=0.02); no overdoses 
occurred in the extended-release naltrexone group after 
discontinuation of the agent.”27   A recent study compared 
use of methadone, buprenorphine, and extended-release 
naltrexone among patients who had previously survived 
an overdose.28  Findings showed that use of methadone or 

buprenorphine was associated with reduction in death, but 
the use of naltrexone was not. Small numbers and inclusion 
of both oral and injectable naltrexone limit fi rm conclusions 
regarding this drug’s eff ect on mortality.

Only two studies have compared buprenorphine and 
injectable naltrexone, as mentioned previously. Both found 
that, once begun, the medications were equally eff ective 
in terms of retention over 6 months. The larger NIDA study 
found that “a monthly shot of naltrexone (sold as Vivitrol) is as 
eff ective as its main competitor, the daily pill of buprenorphine 
and naloxone (sold as Suboxone).”  Researchers found that 
about half of the people with opioid addiction who took either 
drug remained free from relapse 6 months later. However, 
because naltrexone required abstinence for 7 to 10 days, 28 
percent of those assigned naltrexone did not follow through 
and receive their fi rst injections. For those who did, 52 percent 
subsequently relapsed, as opposed to 56 percent who 
relapsed on buprenorphine with naloxone.29   As previously 
noted, the ASAM National Practice Guideline states:

Oral naltrexone for the treatment of opioid use 
disorder is often adversely aff ected by poor medication 
adherence. Clinicians should reserve its use for 
patients who would be able to comply with special 
techniques to enhance their adherence, for example, 
observed dosing. Extended release injectable 
naltrexone reduces, but does not eliminate, issues with 
medication adherence.

LENGTH OF TREATMENT

Research indicates that the length of time an individual should 
spend on medication varies and needs to be reassessed with 
the medical staff , considering the individual’s medical history 
and situation.  Opioid use disorder is a chronic condition 
representing alterations in brain function.30  Relapse rates are 
common and often fatal. Long-term MAT is often required in 
the same way that long-term medications are needed for other 
chronic conditions such as diabetes or high blood pressure.

Both SAMHSA31  and ASAM32 have suggested guidelines 
for determining when and how medication should be 
discontinued. The latter, for example, concludes that 
there is no recommended time limit for treatment with 
buprenorphine, methadone, or naltrexone. It advises, however, 
that “buprenorphine taper and discontinuation is a slow 
process and close monitoring is recommended.” Further, 
discontinuation is generally accomplished over several months 
and “patients and clinicians should not take the decision 
to terminate treatment with buprenorphine lightly” (p. 34). 
Similarly, ASAM holds that “the optimal duration of treatment 
with methadone has not been established; however, it is 
known that relapse rates are high for most patients who drop 
out; thus, long-term treatment is often needed” (p. 30). For 
both oral and injectable naltrexone, ASAM concludes that the 
duration of treatment should depend on the response of the 
individual patient, the patient’s individual circumstances, and 
clinical judgment (p. 37).
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Data show that treatment retention is reduced when patients 
are tapered off  MAT prematurely.33  For some patients, MAT 
could be indefi nite.34  NIDA describes addiction medication 
as an “essential component of an ongoing treatment plan” to 
enable individuals to “take control of their health and their 
lives.”35  For methadone maintenance, 12 months of treatment 
is the minimum, according to NIDA.36

The fi rst long-term follow-up of patients treated with 
buprenorphine/naloxone for addiction to opioid pain relievers 
found that half were abstinent at 18 months after starting 
therapy. After 3 ½ years, the number reporting abstinence rose 
to 61 percent. At each follow-up interview, patients who were 
currently receiving the medication were much more likely to 
report abstinence compared with those not taking medication. 
Only 6.6 percent of the patients maintained abstinence after 
a brief course of medication (2 weeks of medication, 2 weeks 
to taper off , and 2 months follow-up). Those who relapsed 
during this phase were provided with 12 weeks of medication 
followed by 4-week tapering and 2-month follow-up. Nearly 
half of these patients achieved abstinence during their last 4 
weeks; however, fewer than 10 percent were still doing well at 
the end of the 2-month follow-up. At 18 months, 30 months, 
and 42 months, patients who were engaged in MAT had 
markedly higher odds of positive outcomes. At 42 months, the 
advantage associated with MAT had narrowed but was still 
large, 79.6 percent abstinence versus 50.8 percent abstinence. 
During the study, patients reported abstinence only for the 
prior 30-day period. Many who relapsed reentered MAT and 
then were able to remain abstinent for at least the 30 days at 
reporting periods.37

After piloting the use of injected naltrexone, the Pennsylvania 
Department of Corrections’ MAT program, which initially 
recommended 6 months of injections, now recommends a 
full year of injections. A study of individuals involved in the 
criminal justice system provided with injected naltrexone 
for 6 months found that those receiving the injections had 
signifi cantly fewer relapse events, a higher rate of opioid-
negative urines, and less-serious adverse events, including 
fatal and nonfatal overdoses, than those engaged in 
abstinence-only treatment. However, those treated with 6 
months of naltrexone injections had outcomes similar to those 
not treated after a year. This suggests that more than 6 months 
of injections may be indicated for longer-term abstinence.38

ALCOHOL USE DISORDER

Three drugs are approved by the FDA to treat alcohol use 
disorder (AUD): disulfi ram, acamprosate, and naltrexone. 
An Agency for Healthcare Research and Quality review 
of 167 studies of medical treatment of AUD in outpatient 
settings found evidence to support the use of naltrexone and 
acamprosate, but insuffi  cient evidence to support the use of 
disulfi ram.39  Specifi c to incarcerated populations, there is less 
research available on the use of MAT for alcohol use disorder, 
except for a few older studies on the use of disulfi ram during 
community supervision.

RELATED FEDERAL GUIDELINES

Federal Guidelines for Agonist Maintenance in Opioid 
Treatment Program (OTP) Settings

1. Maintenance treatment.  An OTP shall maintain 
current procedures designed to ensure that patients 
are admitted to maintenance treatment by qualifi ed 
personnel who have determined, using accepted 
medical criteria such as those listed in the Diagnostic 
and Statistical Manual of Mental Disorders (DSM), 
that a person is currently addicted to an opioid 
drug and that the person became addicted at least 
1 year before admission for treatment. In addition, 
a program physician shall ensure that each patient 
voluntarily chooses maintenance treatment, that all 
relevant facts concerning the use of the opioid drug 
are clearly and adequately explained to the patient, 
and that each patient provides informed written 
consent to treatment.

2. Maintenance treatment for persons under age 

18. A person under 18 years of age is required to 
have had two documented unsuccessful attempts 
at short-term medical withdrawal (detoxifi cation) 
or drug-free treatment within a 12-month period to 
be eligible for methadone maintenance treatment. 
No person under 18 years of age may be admitted 
to maintenance treatment unless a parent, legal 
guardian, or responsible adult designated by the 
relevant state authority consents in writing to such 
treatment.

3. Maintenance treatment admission exceptions. 
If clinically appropriate, the program physician 
may waive the requirement of a 1-year history 
of addiction . . . for patients released from penal 
institutions with a documented history of opioid 
use disorder (within 6 months after release), for 
pregnant patients (program physician must certify 
pregnancy), and for previously treated patients (up 
to 2 years after discharge).

4. Medically managed withdrawal treatment. An 
OTP shall maintain current procedures that are 
designed to ensure that patients are admitted to 
short- or long-term medically managed withdrawal 
by qualifi ed personnel, such as a program physician, 
who determines that such treatment is appropriate 
for the specifi c patient by applying established 
diagnostic criteria. Patients with two or more 
unsuccessful medically managed withdrawal  
episodes within a 12-month period must be 
assessed by the OTP physician for other forms of 
treatment. A program shall not admit a patient for 
more than two medically managed withdrawal  
treatment episodes in one year.
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• Disulfi ram: Although disulfi ram has been in use for many 
years, it is no longer considered a fi rst-line treatment 
choice. Its action interferes with the breakdown of alcohol 
by the liver, resulting in adverse physical responses to any 
intake of alcohol. The National Institute on Alcohol Abuse 
and Alcoholism clinical guidelines state: “The utility and 
eff ectiveness of disulfi ram are considered limited because 
compliance is generally poor when patients are given it to 
take at their own discretion.”40  Its use is limited to highly 
motivated patients and those who can be directly observed 
while they take the medication. It is contraindicated for 
patients who are still drinking. Disulfi ram is available only 
with a prescription.

• Acamprosate: Acamprosate can be prescribed by 
physicians or nurse practitioners and, in some states, by 
physician assistants and psychologists. Although not all 
patients respond to acamprosate, research suggests it is 
more likely to be eff ective for patients who are abstinent 
from alcohol before acamprosate is initiated, and it is 
more likely to benefi t patients who intend to abstain from 
alcohol completely rather than for those who plan to 
reduce their alcohol use. Acamprosate has been successful 
in European studies at increasing abstinence rates. It works 
by relieving some of the anxiety and dysphoria associated 
with postacute withdrawal from alcohol.

• Naltrexone: Systematic reviews show that naltrexone is 
eff ective for treating alcohol use disorder. It appears to be 
comparable to acamprosate.41

MEDICATION DOSAGES

Appropriate doses vary for these medications, except for 
naltrexone and disulfi ram, where the dose is standard. Dosing 
is an individualized medical decision. In some instances, 
low doses of methadone, for example, have been found less 
eff ective for keeping users in treatment than higher doses.42

CLIENTS SHOULD BE ROUTINELY TESTED TO ENSURE RECEIPT 
OF THE APPROPRIATE PRESCRIBED DOSAGE OF MEDICATIONS.
SAMHSA’s Federal Guidelines for Opioid Treatment Programs43 
requires programs to “provide adequate testing or analysis 
for drugs of abuse, including at least eight random drug 
abuse tests per year, per patient, in maintenance treatment, in 
accordance with generally accepted clinical practice.”

There are several diff erent ways to test for drugs, including 
alcohol. As described by ASAM, “Drug tests do not detect drug 
use in general.” Instead, drug tests identify specifi c drugs or 
drug classes as well as drug metabolites in biological matrices 
that are represented in particular test panels. Drugs can be 
identifi ed in any matrix; the most common matrices for typical 
testing purposes include urine, blood, and oral fl uid.”44

Because of the risk of overdose, it is important to ensure that 
individuals not try to circumvent the stabilizing or blocking 
eff ects of their medication, whether it be an agonist, a partial 

agonist, or an antagonist, by taking other drugs or increasing 
doses of prescribed medications. If persons try to overcome 
the blocking eff ects of naltrexone by ingesting increasing 
amounts of opioid medications or heroin, they are at a high 
risk of overdosing. The utilization of drug testing also can 
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This condition is known as neonatal abstinence syndrome 
(NAS). Infants born to mothers treated with methadone or 
buprenorphine are also at risk of NAS but are less likely to be 
preterm or have low birth weight. Opioid-exposed infants 
can be monitored and managed in most hospitals. Women 
receiving medications are usually encouraged to breastfeed 
because the benefi ts greatly outweigh the very small trace 
amounts of medication that may be found in breast milk.48

There are fewer long-term studies of safety and eff ectiveness 
of buprenorphine during pregnancy, but some suggest that 
buprenorphine reduces NAS.49   ACOG supports treating 
pregnant women with buprenorphine if they are already on it 
or prefer it.50  Pregnant women should generally receive only 
the single-drug formula, without added naloxone.

Women with opioid use disorders who are under community 
supervision should be referred to treatment providers that 
off er specialized services for pregnant and postpartum 
women. They require an intensive level of support after 
delivery to prevent relapse, and many will benefi t from 
additional services, including parenting skills training and 
supports or family reunifi cation planning.51

Pregnant women with alcohol use disorders should receive 
medically managed withdrawal treatment from alcohol as 
soon as possible. Fetal alcohol spectrum disorders and fetal 
alcohol eff ects occur in a small but signifi cant proportion of 
babies born to women who drink heavily during pregnancy. 
Alcohol consumption during the fi rst trimester is a particularly 
high risk. Because some women who drink heavily during the 
fi rst trimester may not know they are pregnant, treatment 
providers should include pregnancy tests if clients are unsure.

In custody settings, women are usually screened for pregnancy 
on intake, but women with a history of substance use should 
also be screened for pregnancy in community corrections. All 
women who come in contact with the criminal justice system 
should be educated about the risks of substance use during 
pregnancy, including the provision of tobacco cessation 
support and services (which all public and private health 
insurance plans are now required to cover).52

EXISTING STANDARDS AND GUIDELINES

• A Collaborative Approach to the Treatment of Pregnant 
Women With Opioid Use Disorders. SAMHSA, 2016. 
https://store.samhsa.gov/shin/content//SMA16-4978/
SMA16-4978.pdf

€ Clinical Guidance for Treating Pregnant and Parenting 
Women With Opioid Use Disorder and Their Infants. 
SAMHSA, 2018. https://store.samhsa.gov/shin/content/
SMA18-5054/SMA18-5054.pdf

• Advancing the Care of Pregnant and Parenting 
Women With Opioid Use Disorder and Their 
Infants: A Foundation for Clinical Guidance. 
SAMHSA, 2016. https://www.regulations.gov/
document?D=SAMHSA-2016-0002-0001

€ Opioid Use Disorders and Medication�Assisted Treatment 
in Pregnancy. National Center on Substance Abuse 
and Child Welfare, n.d. https://ncsacw.samhsa.gov/
resources/opioid-use-disorders-and-medication-
assisted-treatment/default.aspx

€ Pregnancy and Postpartum Care in Correctional Settings. 
Carolyn Sufrin, MD, PhD. Endorsed by the American 
College of Obstetricians and Gynecologists and should 
be construed as ACOG clinical guidance. https://
www.ncchc.org/fi lebin/Resources/Pregnancy-and-
Postpartum-Care-2018.pdf

€ Standards for Health Services in Jails. National 
Commission on Correctional Health Care, 2018. https://
www.ncchc.org/jail-prison-standards 

€ Standards for Opioid Treatment Programs in Correctional 
Facilities. National Commission on Correctional Health 
Care, 2016. https://www.ncchc.org/opioid-treatment-
programs-2  

€ State Standards for Pregnancy-related Health Care and 
Abortion for Women in Prison. American Civil Liberties 
Union, 2016. https://www.aclu.org/state-standards-
pregnancy-related-health-care-and-abortion-women-
prison-0
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MEDICATION ALONE IS NOT THE 

ANSWER: THE FORCE MULTIPLIER OF 

PARTNERSHIPS AND SUPPORT SERVICES

FOR MAXIMUM BENEFITS IN THE TREATMENT OF OPIOID AND 
ALCOHOL USE DISORDERS, COUPLE MAT WITH COUNSELING 
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EXAMPLE FROM THE FIELD

A New York jail relies on a state treatment court where 
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Agonist medications must be counted, recorded, and stored 
in locked cabinets. Administering each dose takes a few 
minutes, and patients must be closely observed to lessen the 
possibility of diversion. Any missed dose must be documented 
and returned to the locked cabinet. Prior to initiating 
administration of the medications, staff  members must be 
trained and a protocol must be developed to accommodate 
the additional responsibilities entailed.  The FDA approved 
a monthly injectable form of buprenorphine sold under the 
brand name Sublocade.  Use of injectable buprenorphine 
avoids diversion and minimizes postrelease interruption of 
treatment.  It requires refrigeration and must be used within 7 
days after being warmed to room temperature. 

Special care must be taken in the storage of medications, 
both for security and to make sure that the medications are 
used before their expiration dates.  For example, injectable 
naltrexone must be refrigerated and then allowed to warm to 
room temperature before mixing, followed by intramuscular 
injection. Once at room temperature, the drug must be used 
within 7 days or discarded.  Medical staff  members must 
be reassured about potentially increased liability for the 
prescription and dissemination of these medications and 
informed about the possibility of increased workloads.

Although the following guidelines address only opioid 
treatment programs, the Federal Guidelines for Opioid 
Treatment Programs (42 CFR Part 9) notes that referred 
community-based treatment programs should take explicit 
measures to prevent the diversion and abuse of the dispensed 
agonist medications, particularly with regard to allowing 
clients to take medication unsupervised. 

To limit the potential for diversion of opioid agonist treatment 
medications to the illicit market, opioid agonist treatment 
medications dispensed to patients for unsupervised use shall 
be subject to the following requirements.

1. Any patient in comprehensive maintenance treatment 
may receive a single take-home dose for a day that the 
clinic is closed for business, including Sundays and state 
and federal holidays.

2. Treatment program decisions on dispensing opioid 
treatment medications to patients for unsupervised 
use, beyond that set forth in paragraph (i)(1) of this 
section, shall be determined by the medical director. 
In determining which patients may be permitted 
unsupervised use, the medical director shall consider the 
following take-home criteria in determining whether a 
patient is responsible in handling MAT for unsupervised 
use.

• No recent abuse of drugs (opioid or nonnarcotic), 
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COMMUNITY-BASED TREATMENT AND MEDICATION 
PROVIDERS SHOULD BE CAREFULLY SELECTED. 
CORRECTIONAL BE
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Once individuals have gone through medically managed 
withdrawal, many jails are in a unique position to initiate 
treatment for these individuals, launching them on the path 
to long-term recovery. An increasing number of jails have 
begun to establish treatment programs for these individuals. 
In addition to medically managed withdrawal services, these 
jails have established medical screening for MAT as well as 
in-jail provision of these medications to promote continued 
abstinence from illicit opioids upon release. To ensure 
continuity of treatment, these jails link released individuals to 
treatment, support, and medical providers in the community.  
However, medically managed withdrawal is not treatment. In 
fact, withdrawal is associated with high risk for overdose and 
death following release, underscoring the need for MAT.

There is a dual incentive for incarcerated individuals to take 
advantage of these programs: Not only can their participation 
lead to recovery in the long term, but in the short term, their 
participation can infl uence prosecutors and courts to consider 
noncustodial treatment alternatives once they return to court 
for further hearings. In many jurisdictions, prosecutors and 
courts let defendants know at arraignment that they will take 
into consideration the defendants’ participation in a jail pretrial 
program to resolve their criminal cases. Although many 
defendants may be more concerned with avoiding custodial 
sentences than long-term abstinence and recovery, research 
has shown that successful treatment is not dependent on 
voluntary entry into treatment.76

However, if it is likely that a prosecutor and a court will not 
consider a noncustodial sentence, beginning agonist treatment 
pretrial may not be indicated if the individual is expected to 
return to jail for a long period of time or be sentenced to prison.

Before an individual is enrolled into a jail’s MAT program, he 
or she is educated about the medications off ered and the 
associated choices to be made (as described earlier). The jail 
then introduces concurrent initial drug counseling and sets up 
referrals in the community for follow-up counseling as well as 
continued access to medication.

An increasing number of jails provid agonist medications 
for incoming individuals who are already prescribed these 
medications, especially if they are not expected to remain 
in jail for prolonged periods of time. While certifi ed medical 

personnel can dispense buprenorphine, methadone must be 
dispensed by a licensed methadone clinic. For this reason, 
most jails rely on community methadone clinics to come 
to their facilities daily to dispense medication under the 
supervision of the jail authorities rather than becoming 
licensed methadone providers in their own right.

JAIL
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In addition, research makes it clear that receiving MAT in jail 
along with treatment is associated with better follow-up in the 
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medications should be administered under the supervision of 
trained medical personnel, particularly considering that many 
individuals entering corrections may suff er from liver disease, a 
condition that contraindicates the use of certain medications.

JAIL MAT PROGRAMS SHOULD INCLUDE ONGOING 
MONITORING THROUGH DRUG SCREENING AND OTHER 
DIVERSION/RISK MITIGATION STRATEGIES.
Alcohol and drug use during treatment should be carefully 
monitored as outlined in NIDA’s Principles of Drug Abuse for 
Criminal Justice Populations.99  Individuals trying to recover 
from alcohol and drug addiction may experience a relapse and 
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Correctional or treatment agency staff  members can help 
ensure that individuals receive the coverage needed to 
utilize MAT programs, including available state-subsidized 
medications. 

Federal law and regulations do not require states 
to terminate Medicaid enrollment when a person 
is incarcerated, but the law does prohibit federal 
payments for that person’s health care costs while 
he or she is in prison or jail (excluding the inpatient 
exception). Guidance from the Centers for Medicare 
& Medicaid Services (CMS) in April 2016 clarifi es that 
states must accept applications from people who are 
incarcerated and enroll or reenroll them if determined 
eligible. It encourages states to suspend enrollment or 
coverage by using markers or other indicators in the 
claims processing system that help ensure that claims 
submitted by states are denied for disallowed services 
provided to people in prisons and jails. Whatever 
method is used, CMS states that a suspension must 
be lifted when this exclusion no longer applies—for 
example, upon a person’s release, or when he or she 
is admitted to a medical institution for treatment that 
falls within the inpatient exception.107

In addition, if an individual obtains employment and no longer 
qualifi es for Medicaid, he or she may not be able to aff ord 
the subsidized premiums or copays.  Such an individual may 
need additional assistance, such as pharmaceutical company 
coupons or access to generic versions of buprenorphine.

There are programs for reduced-price medications, some 
from the pharmaceutical industry itself. There are also federal 
and state government programs. Congress established 
the 340B program to allow certain covered entities that 
serve large numbers of uninsured patients to obtain drugs 
from pharmaceutical suppliers at the same discounted 
rates that Medicaid pays (i.e., 25 to 50 percent less). The 
following website lists 340B-covered entities by state: 
http://datawarehouse.hrsa.gov/topics/HealthcareSystems/
CE340BDataExplorer.aspx.  Also, some states fund MAT 
medications for programs that serve correctional populations 
out of state block grant funding or state appropriations.  More 
than 1,200 Federally Qualifi ed Health Centers are located 
in inner cities and rural areas and serve uninsured and low-
income individuals. Many off er buprenorphine based on 
discounted fees.  The nearest center can be located via 
https://fi ndahealthcenter.hrsa.gov.

THE DIFFERENT TYPES OF ASSISTORS INCLUDE THE 

FOLLOWING:

• Navigators—Navigators receive extensive training 
from CMS and are responsible for providing unbiased 
information about public and private health insurance 
programs in a culturally competent manner. They 
regularly report on their outreach and consumer 
education activities and accomplishments.  In 
plan year 2018, the Navigator Program is evolving:  
Navigators will be encouraged to leverage volunteers 
as well as strategic partnerships with public and 
private organizations to identify individuals who 
would benefi t from Exchange coverage. These 
updates leverage practices from private sector-
focused programs like those within Medicare 
Advantage.

• Non-navigator assistors (in-person assisters)—
These serve a function similar to navigators, providing 
in-person assistance and informing consumers about 
coverage options, but funding for assistors is more 
fl exible than navigator funding. Many states opt to 
train staff  members of existing community-based 
agencies to carry out in-person assistor duties.

• Certifi ed application counselors (CACs)—CMS 
designates organizations to certify counselors who 
perform these functions. CACs complete pre-service 
training and receive ongoing in-service training 
via CMS webinars and newsletters. They comply 
with privacy and security standards but have fewer 
reporting requirements.

• Brokers, agents, and contracted assistors—Brokers 
usually act on behalf of the consumer and are 
compensated by insurers or consumers. Agents are 
compensated by insurers. Some states contract with 
brokers or agents to act as “navigators.” They may be 
required to forgo compensation or abide by other 
guidelines that mitigate potential confl icts of interest.
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services, and health insurance plans. Communication between 
the health care provider and the program is initiated when 
the program navigator notifi es a provider of a new participant 
and schedules a medical follow-up appointment. If an 
appointment is missed, the MSO’s research team is notifi ed via 
phone call. The health care provider attempts to reengage the 
participant; failure to do so results in a call to a navigator, who 
attempts to reach the individual separately.

MATADOR team meetings provide ongoing communication 
among the MSO’s research staff , executive staff , and navigators 
to ensure program integrity. The MATADOR program navigator 
works in conjunction with nearly 90 community health care 
providers, support programs, and drug courts throughout 
Massachusetts. The engagement and collaboration of these 
critical health care and criminal justice stakeholders have 
made a key diff erence in the success of the program reboot.

OUTCOMES

Of the 370 individuals who have completed the program, 81% 
percent had not been rearrested for new crimes as of January 
2018.

LOUISVILLE METRO 

DEPARTMENT OF 

CORRECTIONS, KENTUCKY

ORIGIN AND DEVELOPMENT OF THE PROGRAM

The Louisville Metro Department of Corrections (LMDC) began 
experiencing a signifi cant infl ux of high-need drug users 
among the jail population. Heroin-related arrests skyrocketed 
from 120 in 2010 to 1,501 arrests in 2014. In 2015, the county 
had the most overdose deaths of any Kentucky county 
(268) and the most heroin-related overdose deaths (131). In 
2016, LMDC was funded to expand the in-jail substance use 
treatment program Enough is Enough and MAT (Vivitrol) for 
eligible opioid addicts returning to the community.

IMPLEMENTATION

In the spring of 2016, LMDC partnered with Correct Care 
Solutions (CCS), its contracted medical/mental health provider, 
to launch its MAT program. Flowcharts, consent-to-treat forms, 
and informational handouts were developed, and training 
for medical staff  was provided. Originally, the program was 
designed to be provided only to inmates who were active 
participants in Enough is Enough, a 90-day voluntary drug 
treatment program. Shortly thereafter, staff  members realized 

that the program would also benefi t inmates who could not be 
enrolled in Enough is Enough because of shorter incarceration 
periods. LMDC partnered with the cou11(orr)19 partnered w0001 d
[(o02 Tc 0.0002 1 Tw -11.923 -0(eatment pr)10(og)6((er)11(orr)]TJ
-)]Tpc)6(ommric 0not be )]TJin0 Tc 0  2015,lth pruseor 
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SNOHOMISH COUNTY JAIL, 

WASHINGTON 
ORIGIN AND DEVELOPMENT OF THE PROGRAM

The Snohomish County Jail initiated its buprenorphine MAT 
program in January 2018, beginning with a buprenorphine/
naloxone (marketed as Suboxone) detox program. The 
program became necessary because of a huge increase over 
the past few years in people being arrested who were addicted 
to opioids. The jail’s 24-bed medical unit was overwhelmed 
with individuals in need of medically managed withdrawal.

PROGRAM DEVELOPMENT

The jail found it was conducting withdrawal watches for 40 to 
50 percent of those arrested, mostly for opioids. The medical 
unit was operating at more than 200 percent capacity. To 
ease cravings and mitigate the symptoms of withdrawal, the 
jail began Washington State’s fi rst pilot program to provide 
medically managed withdrawal with Suboxone. Individuals 
feel the ameliorative eff ects of 8 mg of buprenorphine within 
30 minutes to 2 hours, and it takes 5 days before they are 
tapered off .  Before receiving buprenorphine, individuals 
complete urine screens and medical exams to screen out those 
on other drugs, including benzodiazepines and alcohol, or 
those who have liver disease and other conditions.

The use of the medication has allowed the jail to move these 
individuals to the general population to free up medical 
beds and ease the correctional resources required for this 
special unit. The use of buprenorphine for medically managed 
withdrawal also introduces the individuals to MAT and gives 
them a picture of what treatment could include when they 
leave jail.  Upon release, detoxed individuals are connected 
with treatment and medication providers in the community.  
Pregnant inmates are provided with buprenorphine without 
naloxone (marketed as Subutex).

If entering individuals are already on prescribed methadone or 
buprenorphine, they are maintained until they leave the jail, 
even if sentenced for the 3 to 6 months typically imposed for 
jail inmates.

Once through medically managed withdrawal, inmates 
who will be at the jail for at least 6 weeks (including those 
sentenced as well as those held pretrial) are off ered Suboxone 
treatment 10 to 14 days before they are released. Three jail 
staff  nurse practitioners and a physician at the jail prescribe 
the medication for both medically managed withdrawal and 
maintenance. The nurses carefully provide the medication 
each day under the supervision of correctional offi  cers who 
provide direct supervision of inmates.
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RHODE ISLAND 

CORRECTIONAL FACILITIES

ORIGIN AND DEVELOPMENT OF THE PROGRAM
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FOR ALCOHOL

• Alcohol Screening and Brief Intervention for Adolescent 
and Youth: A Practitioner’s Guide

• Alcohol Use Disorders Identifi cation Test (AUDIT)

• Alcohol Use Disorders Identifi cation Test-C (AUDIT-C)

• Brief Screener for Tobacco, Alcohol, and Other Drugs 
(BSTAD)

• Center for Adolescent Substance Abuse Research: CRAFFT

• CRAFFT (Part A)

• Helping Patients Who Drink Too Much: A Clinician’s Guide

• NIDA Drug Use Screening Tool

• NIDA Drug Use Screening Tool: Quick Screen

• Screening to Brief Intervention (S2BI)

APPENDIX I:  SUBSTANCE USE DISORDER 
SCREENING TOOLS

FOR DRUGS

• Brief Screener for Tobacco, Alcohol, and Other Drugs 
(BSTAD)

• CRAFFT

• CRAFFT (Part A)

• DAST 20: Adolescent Version

• Drug Abuse Screen Test (DAST-10)

• NIDA Drug Use Screening Tool

• NIDA Drug Use Screening Tool: Quick Screen

• Opioid Risk Tool

• S2BI

The National Institute on Drug Abuse (2015) off ers a list of screening tools that have been found to be eff ective for adults
and adolescents.
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NATIONAL INSTITUTE ON DRUG ABUSE (NIDA)

NIDA lists the following substance use disorder treatment 
programs:

• Behavioral therapies, including multisystemic therapy 
(MST)110

• Cognitive behavioral therapy (CBT)

• Community reinforcement approach (CRA) plus vouchers

• Contingency management (CM) interventions/motivational 
incentives

• Family behavior therapy (FBT)

• The Matrix Model

• Motivational enhancement therapy (MET)

• Therapeutic communities (TC)

• Twelve-step facilitation therapy

SUBST

SA

SUSE S
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