
 
 

The Center for Prisoner Health and Human Rights 

                   
March 2, 2015 

Charles Colson Task Force on Federal Corrections 
Washington, DC  
 

Re: Medication-Assisted Therapy in Bureau of Prisons 

Dear Members of the Task Force:  

We are writing on behalf of the Center for Prisoner Health and Human Rights 
in response to the comment period on the provision of medication-assisted 
therapy in corrections. We have first-hand experience in this area as 
researchers and clinicians serving correctional populations and have thought 
extensively about these issues. Opioid addiction affects our country 
in epidemic proportions today, as a result not only of widespread availability of 
high purity heroin through the unregulated illicit market, but also a rise in the 
prescription of opioid painkillers, which has been driven by both regulatory 
forces and incentives for controlling pain, as well as strong, inappropriate 
 encouragement by certain pharmaceutical companies. 
 
This epidemic has unfortunately addicted a new generation of individuals. 
Opioid dependence is a fairly predictable disease and, because of both 
tolerance and withdrawal, leads to people using all their resources and often 
participating in illegal activities to support their addictions, such that opioids 
are implicated in approximately 30% of drug arrests or violations, and 9-13% 
of federal and state prisoners reported regular use of opioids.1,2 Furthermore, 
reduced tolerance during incarceration combined with the stresses of the re-
entry period contribute to an extremely elevated risk of relapse 
and overdose death post-release, 129 times greater than at periods of liberty.3 
 
Highly effective and cost-effective treatments for opioid addiction 
exist, the most successful of which involve medication-assisted 
treatments (MAT), namely methadone, buprenorphine, and naltrexone (*). We 
and others have demonstrated that these reduce criminal activity and 
improve health outcomes compared to no medication, or other solely 
behavioral interventions 4-9 Nevertheless, the bulk of the $5.1billion dollars 
the justice system spends on prescription opioid abuse each year go toward 
law enforcement and custodial approaches.10 In fact, although the World 
Health Organization recommends allowing MAT inside prison facilities, as 
many nations do, only 28% of correctional facilities in the United States offer 
any MAT for opioid addiction treatment to individuals other than pregnant  
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women.11 However, many people meeting criteria for addiction at arrest report receiving 
no addiction treatment while under correctional care.2 Lack of access to treatment during this time, a period 
of relative abstinence for those incarcerated, misses an opportunity to address this disease as important root 
cause of criminal behavior and incarceration. 
 
Thus, we have the following recommendations for addressing opioid dependence:  
(1) that people be screened for opioid addiction as they enter corrections, when withdrawal is a substantial 

concern,  
(2) that their treatment status be evaluated (i.e. that providers assess whether the patient is currently 

receiving therapy, what therapies have or have not worked, and other social and psychological factors) 
and that a treatment plan be devised and carried out in accordance with evidence-based practice, and  

(3) perhaps most crucially from a public health and public safety perspective, that prior to release, patients 
be linked to care in the community, with treatment plans established and communicated with patient and 
community providers beforehand, and that the transition out of the correctional setting into the 
community be facilitated. 

 
We should not squander the opportunity to address this disease as a root cause of incarceration. For this 
reason, we recommend establishing provisions for addressing addiction at these key points of interaction 
with the justice system. 
  
Thank you very much for your consideration.  
 
Respectfully submitted,  
  
          
  
Josiah D. Rich, MD, MPH     Bradley W. Brockmann, JD, MDiv 
Professor of Medicine and Epidemiology   Executive Director 
Brown University       Center for Prisoner Health and Human Rights 
jrich@lifespan.org      www.prisonerhealth.org  
401-529-1317      401-793-4783  
 
 
 
 
Manasa Reddy 
Office Resource Manager 
Center for Prisoner Health and Human Rights 
mreddy2@lifespan.org 
 
 
 
 
 
 
 
 
(*) in full disclosure, Dr Rich owns stock in Alkermes, a company that manufactures a depot-naltrexone 
product. 
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