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Abstract
Background—More than 50% of incarcerated individuals have a history of substance use, and over
200,000 individuals with heroin addiction pass through American correctional facilities annually.
Opiate replacement therapy (ORT) with methadone or buprenorphine is an effective treatment for
opiate dependence and can reduce drug-related disease and recidivism for inmates. Provision of ORT
is nevertheless a frequently neglected intervention in the correctional setting.

Objective and Methods—We surveyed the 50 state; Washington, District of Columbia (DC); and
Federal Department of Corrections' medical directors or their equivalents about their facilities' ORT
prescribing policies and referral programs for inmates leaving prison.

Results—We received responses from 51 of 52 prison systems nationwide. Twenty-eight prison
systems (55%) offer methadone to inmates in some situations. Methadone use varies widely across
states: over 50% of correctional facilities that offer methadone do so exclusively for pregnant women
or for chronic pain management. Seven states' prison systems (14%) offer buprenorphine to some
inmates. The most common reason cited for not offering ORT was that facilities “prefer drug-free
detoxification over providing methadone or buprenorphine.” Twenty-three states' prison systems
(45%) provide referrals for some inmates to methadone maintenance programs after release, which
increased from 8% in 2003; 15 states' prison systems (29%) provide some referrals to community
buprenorphine providers.

Conclusion—Despite demonstrated social, medical, and economic benefits of providing ORT to
inmates during incarceration and linkage to ORT upon release, many prison systems nationwide still
do not offer pharmacological treatment for opiate addiction or referrals for ORT upon release.
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1. Introduction
The United States has the world's highest incarceration rate, with approximately 10 million
individuals incarcerated each year (Sabol and Couture, 2008; Walmsley, 2008). In 2007, over
2.2 million individuals were imprisoned at any given time, and an estimated seven to eight
million others cycled through the country's prisons (facilities designated for long-term
confinement upon conviction of crimes) and jails (facilities that house individuals detained for
short periods of time, usually six months or less, often while they await trial) (Sabol and
Couture, 2008). The number of incarcerated individuals has grown steadily since 1980, and in
2007, the number of incarcerated individuals rose 1.8% over 2006 (Sabol and Couture, 2008;
Walmsley, 2008). Growth in incarceration rates can be largely attributed to the “war on drugs,”
which has resulted in harsher penalties for drug offenses and has led to a three-fold increase
in drug-related arrests; over half of all sentences in federal prisons are for federal drug-related
offenses (Drucker, 1999)(Greifinger 2007). Studies have found that between 50% and 84% of
prison inmates have a history of substance use (Drucker, 1999; Greifinger, 2007; Mumola and
Karberg, 2006), most in the year prior to incarceration (Mumola and Karberg, 2006). An
estimated 20% of state inmates have a history of injection drug use (Mumola and Karberg,
2006), and approximately 24-36% of all heroin addicts, or over 200,000 individuals, pass
through the US criminal justice system each year (Rich et al., 2005a). Moreover, prisoners
often engage in substance use during incarceration (Clarke et al., 2001; Kang et al., 2005;
Krebs and Simmons, 2002; Seal et al., 2008).

Inmates face disproportionately higher burdens of disease with mental illness, substance use
and infectious diseases, including HIV/AIDS, hepatitis, other sexually transmitted infections,
tuberculosis and others (Greifinger, 2007; Hammett, 2006). Many inmates are uninsured, lack
adequate access to health services, and come from medically underserved communities
(Freudenberg, 2001). Because correctional systems have high turnover rates and
reincarceration rates, inmate health also profoundly affects the health of the communities to
which they return (Greifinger, 2007; Nurco et al., 1991). Providing inmates with
comprehensive health services, including treatment for chemical dependency with
pharmacological therapy and counseling services, therefore offers a unique public health
opportunity (Bick, 2007; Rich et al., 2005b).

Inmates' transitions back to their communities are often associated with increased health risks,
particularly increased sexual and drug-related risks (Visher and Mallik-Cane, 2007).
Approximately 55% of individuals with a history of substance use will relapse to substance
use within one month of release from incarceration (Nurco et al., 1991). Relapse to substance
use is also associated with increased criminal activity (Hanlon et al., 1990; Nurco et al.,
1991), risk of HIV and HCV infection (Inciardi and Needle, 1998), drug overdose (Binswanger
et al., 2007; Bird and Hutchinson, 2003), death from drug related overdose (Krinsky et al.,
2009) and reincarceration (Gore et al., 1995; Lipton, 1992). Offering inmates pharmacological
treatment and counseling for opiate dependence prior to release decreases the likelihood of
drug relapse (Gordon et al., 2008; Kinlock et al., 2008a; Martin, 1999), overdose (Gordon et
al., 2008; Martin, 1999), recidivism, and HIV risk behaviors (Springer and Altice, 2007) and
increases the likelihood of remaining in long-term drug treatment upon release (Gordon et al.,
2008; Kinlock et al., 2002; Kinlock et al., 2008a; Martin, 1999). Incarceration also offers an
opportunity to intervene and break the cycle of addiction, health risks, criminal behavior, and
re-incarceration.

Methadone maintenance therapy (MMT) is an opiate replacement therapy (ORT) that has been
used in the United States for nearly 50 years to treat chronic heroin addiction (Dole et al.,
1969; McLellan et al., 1993). Methadone prevents withdrawal symptoms and drug cravings,
blocks the euphoric effects of other opiates, and reduces the risk of relapse to illicit use of
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opiates, infectious disease transmission, and overdose death (Gerra et al., 2003; Kreek, 1992,
2000). MMT use among prisoners, particularly around the time of release, is associated with
reduced drug injection, HIV and HCV transmission (Marsch, 1998; Springer and Altice,
2007), drug-related criminal activities (Gordon et al., 2008; Kinlock et al., 2008b), recidivism,
and increased participation in drug treatment programs (Gordon et al., 2008; Kinlock et al.,
2002; Kinlock et al., 2008b)

Buprenorphine is an ORT that acts as a partial opioid agonist (Fiellin and O'Connor, 2002).
Buprenorphine was approved by the FDA in 2002 for the management of opioid addiction by
community and correctional physicians (Comer and Collins, 2002). Buprenorphine is often
combined with naloxone and administered sublingually as Suboxone© to reduce the likelihood
of diversion (Comer and Collins, 2002). Since its 1996 approval in France, buprenorphine has
been prescribed widely for ORT and is associated with improved stability in housing and
employment; reduced self-reported heroin use; and decreased risk of HIV, HBV, and HCV
infection; and mortality decline attributable to overdose (Auriacombe et al., 2004; Auriacombe
et al., 2001; Carrieri et al., 2006; Fhima et al., 2001). Compared with methadone, buprenorphine
has fewer regulations governing its use, lower likelihood of fatal overdose, and is associated
with less social stigma. Because buprenorphine must be prescribed by a physician, it also
provides opportunities for more routine medical care. Although the cost of Suboxone© has
been a barrier to its widespread use, its orphan drug status expires in October 2009, which will
allow generic manufacturing of the medication and anticipated concomitant decreased cost.

Given the health and social risks associated with opiate use, both the Center for Disease Control
and Prevention (CDC) and the World Health Organization (WHO) recommend that
correctional systems offer health programs to prevent substance use relapse upon community
transition (CDC, 2002; WHO, 2007). In addition, WHO includes both methadone and
suboxone in the essential medicines list (EML) (Møller et al., 2007). The EML is a list of
pharmaceutical products that WHO recommends that all health systems or governments should
make available to their populations. WHO guidelines also hold that drugs made available in
the community should also be made available in prison (Møller et al., 2007). The Commission
of the European Communities reports that numerous European Union member states have
adopted these recommendations: 17 provide methadone maintenance and 10 provide
buprenorphine treatment in prisons, although coverage varies widely (CEC, 2007). However,
most prison systems in the rest of the world do not offer MMT and buprenorphine in the
correctional setting (WHO, 2005) (WHO, 2008).

Our 2003 survey examining the attitudes and practices of medical directors of state and federal
prisons regarding methadone treatment found that just under 50% of US prison systems used
methadone; when used, methadone is limited primarily to the treatment of pregnant inmates
or for acute detoxification (Rich et al., 2005b). Only 8% of prison systems referred inmates
with a history of opiate dependence to community-based methadone programs upon release;
approximately 30% reported that they believed that methadone benefits opiate-dependent
prisoners. To assess changes in attitudes and practices during the last five years, and to learn
more about buprenorphine prescribing and referral practices since its approval, we surveyed
the medical directors, their equivalents, or appointed designees of state prisons and the District
of Columbia and federal prison systems about their opinions and prescribing practices for
methadone and buprenorphine. Our survey also included questions about prison policies related
to referring prisoners to community-based ORT programs upon release.

2. Methods
We emailed or faxed a 17-question survey to the medical directors, equivalent health
authorities, or their designees of the 50 state Departments of Corrections. The 50 state
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Departments of Corrections collectively house approximately 1.4 million prisoners. We also
surveyed the Federal Bureau of Prisons and the District of Columbia prison, which collectively
house approximately 200,000 prisoners (Sabol and Couture, 2008). We subsequently contacted
several respondents by email and telephone to remind them to complete the survey. Survey
questions addressed opiate screening practices, methadone and buprenorphine provision within
the prison setting; attitudes about the utility of buprenorphine and methadone; and prison ORT
referral practices for inmates leaving prison. Some questions allowed respondents to provide
open-ended responses to complement close-ended survey questions. The survey concluded
with a free response question encouraging respondents to provide any additional comments
related to prescribing and referral practices. Respondents did not receive any compensation or
incentives for responding to the survey. The survey is available online at the Center for Prisoner
Health and Human Rights: http://www.prisonerhealth.org/.

Respondents who indicated their facilities provided methadone or buprenorphine were asked
to provide information about the circumstances in which each is prescribed, how the
medications are provided, and how many patients were using the medication. If the respondent
indicated that methadone and/or buprenorphine were not used, they were asked why the
medications were not offered to inmates. All respondents were asked to rate the utility of both
medications, and whether they referred opiate-dependent inmates to community-based ORT
providers upon release.

Respondents submitted the completed survey either by fax or through an online survey service.
In nine cases, surveys were administered over the telephone when respondents did not answer
emails and fax requests. Data were entered into Microsoft Excel. Summary statistics and cross-
tabulations were created in Microsoft Excel.

3. Results
We received a total of 51 of 52 responses; only one Midwestern state, which houses only
approximately 1,400 prisoners (or less than 0.1% of all prisoners nationwide) (Sabol and
Couture, 2008), declined to complete the survey. Table 1 and Figure 1 highlight regional and
aggregate findings regarding methadone and buprenorphine prescribing and referral practices
in state prisons nationwide. Although methadone is offered more frequently than
buprenorphine, only 55% of prison systems (including state and federal systems) offer
methadone under any circumstances. Methadone use varies widely across states: some states
report treating more than 500 patients with methadone, but over 50% who offer methadone do
so exclusively for pregnant women, acute opiate withdrawal, or for chronic pain management.
By summing the reported number of prisoners receiving methadone in all states and federal
jurisdictions responding to our survey, we estimate that between 1,614 and 1,817 prisoners
receive methadone in state and federal correction systems nationwide. (We note, however, that
two states responded “do not know” in response to the question about approximately how many
prisoners receive MMT in their systems). Similarly, 45% of facilities provided some
community linkage to methadone treatment post-release.

Seven prison systems (14%) offer buprenorphine in some circumstances and 15 (29%) offer
referrals for some inmates to community buprenorphine providers upon release. By summing
the reported number of prisoners receiving buprenorphine in all states and federal jurisdictions
responding to our survey, we estimate that between 57 and 150 prisoners receive buprenorphine
in state and federal correction systems nationwide.

To assess regional differences in provision of ORT in prison systems and linkage to ORT post
release, we stratified the data by geographic region, as defined by the Centers for Disease
Control and Prevention (CDC). The proportion of facilities offering methadone to incarcerated
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inmates was similar across the Northeastern, Midwestern and Western regions of the US, while
relatively few facilities offered methadone to inmates in the South (35%). The Northeast was
the only region of the US reporting common provision of buprenorphine treatment for inmates;
nearly a third of Northeastern prison systems offered this treatment option. Similarly, a much
greater proportion of prison systems in the Northeast referred inmates to community-based
ORT treatment upon release (78% and 67% for methadone and buprenorphine, respectively).
Notably, five respondents (10%) reported that heroin use is infrequent in their state, citing low
opiate addiction prevalence as the primary reason they did not offer ORT. The federal prison
system offers methadone but not buprenorphine and does not provide ORT referrals upon
release.

Table 2 describes reasons why ORT is not available in prison systems as well as reasons why
ORT referrals are not available post-release. When asked how beneficial methadone is for
treating inmates with opiate addiction, 18% of respondents responded “very beneficial;” 39%
responded “somewhat beneficial,” 16% responded “not beneficial,” and 27% responded that
they did not know how beneficial methadone is for treating inmates with opiate addiction. The
federal prison system respondent responded that methadone is “somewhat beneficial” (data
not shown). When asked how beneficial buprenorphine is for treating inmates with opiate
addiction, 12% of respondents responded “very beneficial;” 29% responded “somewhat
beneficial,” 10% responded “not beneficial,” and 49% responded that they did not know how
beneficial buprenorphine is for treating inmates with opiate addiction. The federal prison
system respondent responded that buprenorphine was somewhat beneficial.

We asked respondents who did not offer ORT during incarceration or upon release why their
facilities did not offer ORT and ORT referrals. The most common reason why facilities did
not offer ORT to inmates was that they favored drug-free detoxification over ORT (57% and
39% for methadone and buprenorphine, respectively). Interestingly, 22% of prison facilities
cited security concerns about providing methadone to inmates; 20% of facilities cited security
concerns about providing buprenorphine. An additional barrier to both provision of ORT to
inmates and linkage to ORT post-release was lack of partnerships with community ORT
providers (Table 2). Many providers also indicated that their focus on inmate health during
incarceration rather than upon release as another reason for not linking inmates to ORT post-
release (25% of respondents indicated this for methadone referrals and 22% for buprenorphine
referrals). The federal responses were very similar: neither methadone nor buprenorphine
referrals were offered because “prisoners are detoxified prior to release.”

In addition to the structured survey questions, we provided an opportunity for respondents to
comment about ORT in the correctional setting. Many comments reflected respondents'
opposition to pharmacological management of opiate dependence. For example, one
respondent remarked that:

We don't have ORT programs and inmates are detoxed when they leave. I can't think
of a better time to get your life straight than when you have nothing to do but sit and
think. We do not support long-term maintenance programs for addicted individuals.

Similarly, with regard to linkage to ORT upon release, one respondent stated that:

Inmates are off drugs while in prison, so there's no reason for them to be referred;
they wouldn't fit the criteria for referral. They don't need detox because they've been
rehabilitated while in prison. It is assumed that they are no longer [drug] users.

Another respondent commented that “facilitating addiction seems inconsistent with the mission
of incarceration.” A fourth respondent indicated that ORT is not appropriate for inmates by
stating that: “ORT certainly has a use, but is not appropriate or desirable in many patients,
especially prisoners.”
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Several respondents in favor of expanding access to ORT cited institutional barriers beyond
their control that limit its implementation. One respondent indicated that even if medical
directors favor provision of ORT, they must often overcome significant administrative barriers
or undertake dramatic shifts in prison policy, and remarked:

We're making a huge effort to improve discharge planning and to connect people with
primary care providers. It's a huge paradigm and cultural shift.

Another respondent who favored expansion of ORT provision in his prison system responded:

DOC staff and leadership don't know how to provide ORT and don't have an
appreciation of its importance, particularly in an underfunded program like ours where
everything is broken…There is also a huge political challenge to overcome, a lot of
work needs to be done to sensitize people about the importance of this issue.

4. Discussion
This is the first national survey to document important attitudes and practices among state and
federal correctional medical directors regarding both methadone and buprenorphine
prescribing policies. In spite of CDC and WHO guidelines recommending provision of ORT
during incarceration and upon release, as well as several studies that demonstrate the efficacy
and health and social benefits of such policies (Dolan et al., 2005; Fallon, 2001; Heimer et al.,
2006; Kakko et al., 2003; Marsch, 1998; McKenzie et al., 2005; Springer and Altice, 2007),
just over half of US prison systems provide any methadone. Moreover, the total number of
people receiving methadone represents only a minute fraction of the estimated 9% (15,689) of
federal and 13% (163,005) of state inmates who reported regularly using heroin in 2004
(Mumola and Karberg, 2006). Our results also support a 2006 Department of Justice report
that found that less than 0.5% of state and federal prisoners received drug maintenance therapy
(Mumola and Karberg, 2006). Our estimates are also similar to results from our 2003 survey
that finds that only 47% of US prison systems provided methadone to prisoners, most of which
limited MMT provision to pregnant women (Rich et al., 2005a). However, while the 2003
survey finds that only 8% of prison systems provided MMT referrals upon release, we find
that 46% of prison systems provide referrals in some circumstances. This suggests there have
been considerable increases in the number of prisons providing referrals to MMT upon release
since 2003. Furthermore, since buprenorphine has been approved, some prison systems (14%)
provide it, and 29% of prison systems refer some released inmates to community buprenorphine
providers. Our results suggest that in spite of a growing body of literature supporting the
feasibility and demonstrated health and social benefits associated with ORT use, fewer than
2,000 prisoners in state and federal prisons receive ORT, and access to ORT in the correctional
setting has improved only slightly since 2003.

Our open-ended responses highlight several important discoveries about ORT and referral
provision in the correctional setting. First, there is still a great deal of stigma attached to ORT
provision, and a general preference for abstinence-based drug treatment policies rather than
pharmacological and therapeutic treatment of opiate addiction. Many respondents have
misperceptions about the nature of addiction and incorrectly associate forced detoxification
with curing opiate dependence. This attitude ignores important evidence about common relapse
to addiction after forced detoxification. We also find that administrative barriers and personal
opinions of prison medical directors often influence their facilities' ORT prescribing and
referral policies in positive or negative ways. For example, one respondent commented that a
former medical director was personally opposed to the use of pharmacological intervention for
drug use and thus maintained abstinence-based drug treatment policies. When this medical
director was replaced, the new director immediately began working to implement ORT within
the state prison system. Another respondent underscored the value of buprenorphine for
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prisoners, commenting that his facility was launching a new buprenorphine treatment and
referral program for inmates. However, we find common misperceptions about the magnitude
of the opiate addiction among prisoners. For example, a medical director in one Northeastern
state with very high rates of prisoners with a history of heroin use commented that opiate
addiction was not a significant problem among prisoners.

Initiation of ORT for inmates while in prison has been shown to decrease high risk behavior
during incarceration and upon release, including transmission of HIV and hepatitis C due to
sharing needles and other drug paraphernalia (Heimer et al., 2006). When correctional-based
ORT programs are successfully linked with community ORT providers, they have been shown
to reduce relapse to opiate use, mortality, criminality, and recidivism (Dolan et al., 2005).
Prisoners who successfully remain on ORT in the community are also more likely to sustain
employment and to improve social function (Kakko et al., 2003). In spite of improvements in
the number of prisons offering ORT referrals since 2003, our findings suggest that most prisons
are still missing opportunities to break the cycle of incarceration and addiction by failing to
link inmates with a history of opiate dependence to ORT programs upon release.

We find that many prison medical directors are not familiar with the potential medical and
social benefits of providing ORT in the correctional setting, particularly buprenorphine.
Additionally, a focus on inmate health exclusively during incarceration ignores the common
social, public health and recidivism challenges associated with inmate relapse to substance use
immediately after release. In summary, our results suggest that in spite of this evidence base,
formidable political and administrative barriers to widespread ORT provision in and upon
release from the US correctional system remain. Given the proven efficacy of ORT
interventions in reducing health and social harms, these barriers have serious health and public
policy implications.

In addition to educating and encouraging correctional administrators and policy makers to
improve provision of and linkage to ORT for prisoners upon release, ORT providers could be
encouraged to develop connections and working relationships with correctional systems. This
might be facilitated by ORT regulators who could require or encourage such relationships.
Also, given the common goals of reduced drug use, criminal behavior and recidivism, Probation
and Parole Departments could also encourage ORT prior to or upon release from prison.

In spite of the remarkably high response rate to our survey, our findings are subject to a few
limitations. There are approximately 114 federal prisons nationwide. Although medical and
drug policies for federal prisons are centralized, there may be local differences about
prescribing attitudes related to ORT that our survey did not capture. Additionally, our survey
focused exclusively on prisons rather than local jails, so it may not provide a comprehensive
picture of nationwide ORT prescribing and referral attitudes and practices for all correctional
settings. Moreover, our survey relied on the self-report and estimates of each medical director;
we were unable to independently confirm the actual numbers of people prescribed or referred
to ORT in each prison participating in the survey. It is therefore difficult to extrapolate the
exact numbers of inmates receiving ORT from our findings. Finally, while we document an
increase in the number of prison systems reporting referrals to ORT upon release, because our
survey did not include a question about how many prisoners are referred to ORT upon release,
we are unable to estimate the impact of this increase on the number of prisoners receiving ORT
in the community. This could be a potential avenue of new research, as could exploration of
prisoner opinions about ORT in prison and upon release. Additionally, given the important
role of parole officers in helping inmates transition to the community, new research might
explore probation officers' attitudes about and roles in promoting access to ORT.
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Our results related to ORT policies may partially reflect regional drug use trends in the United
States. Opiate use is twice or three times as common in the Northeastern United States than
elsewhere (SAMHSA, 2007). Several medical directors commented that heroin addiction was
not a common problem among inmates, citing other local drug epidemics such as cocaine and
crystal methamphetamine use. In these cases, lack of ORT programs may be partially
attributable to each state's drug epidemics rather than lack of prison commitments to ORT;
future research should focus on these regional phenomena.

5. Conclusion
Our survey suggests that prison systems nationwide have made some progress in providing
ORT to prisoners: a few prisons now provide buprenorphine to prisoners, and the number of
facilities providing referrals to ORT upon release has increased since 2003. Overall, however,
pharmacological treatment of opiate dependence is still an important but under- utilized
intervention in US prison settings; the number of prisoners with opiate dependence who receive
ORT during incarceration remains quite limited. In spite of the demonstrated medical, social
and economic benefits of providing opiate dependent inmates with ORT (particularly upon
return to the community), federal and state prisons in the US often do not provide ORT to
inmates during incarceration or refer them to community ORT programs upon release. This is
a missed public health opportunity; greater national leadership is needed to change criminal
justice policies that deny addiction treatment services to prisoners. Political and administrative
opposition to pharmacological treatment of opiate dependence also suggests that educating
prison staff and policymakers about the medical and social benefits of ORT for treatment of
opiate dependence, as well as exploring other ways to encourage greater ORT in the
correctional setting, should be important public health priorities.
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Figure 1.
Current status of state prison systems offering opiate replacement therapy (ORT) and referrals
to community-based ORT providers
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Table 2
Reasons why methadone or buprenorphine and ORT referrals not provided in US state and federal prisons (N=51)

N (%)*

Reason for not offering methadone in prison

 Methadone is not beneficial to inmates 2 (9)

 Facility offers buprenorphine instead 0 (0)

 Facility favors drug-free detox over methadone 13 (57)

 Cost is prohibitive 0 (0)

 Security concerns 5 (22)

 Administrative opposition 5 (22)

 Lack of health care providers 1 (4)

 Opiate addiction is an uncommon problem 2 (9)

 Administrative burdens of implementing methadone 3 (13)

 Don't know/unsure 2 (9)

 Other 1 (4)

Reason for not offering buprenorphine in prison

 Buprenorphine is not beneficial to inmates 0 (0)

 Facility offers methadone instead 9 (20)

 Facility favors drug-free detox over buprenorphine 17 (39)

 Cost is prohibitive 8 (18)

 Security concerns 9 (20)

 Administrative opposition 2 (5)

 Lack of health care providers 4 (9)

 Opiate addiction is an uncommon problem 3 (7)

 Decisions are made on a case by case basis 3 (7)

 Don't know/unsure 2 (5)

 Other 2 (5)

Reason referrals to community-based methadone clinics are not offered

 Administrative opposition 1 (4)

 Facility prefers drug free detox over methadone 14 (50)

 Limited partnerships with community providers 7 (25)

 Cost is prohibitive for inmates upon release 3 (11)

 Facility focuses on inmate health during incarceration 7 (25)

 Human resource limitations 1 (4)

 Director feels that opiate dependence is uncommon in state 2 (7)

 Don't know / unsure 3 (11)

Reason referrals to community-based buprenorphine providers are not offered

 Administrative opposition 3 (8)

 Facility prefers drug free detox over methadone 13 (36)

 Limited partnerships with community providers 12 (33)

 Cost is prohibitive for inmates upon release 3 (8)

 Facility focuses on inmate health during incarceration 8 (22)
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N (%)*

 Human resource limitations 1 (3)

 Director feels that opiate dependence is uncommon in state 4 (11)

 Don't know / unsure 5 (14)

 Missing 2 (6)
*
Percentages do not sum to 100% because response categories are not mutually exclusive
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