
to problems in a pendular fashion,
going from one extreme to an-
other until we finally reach the
middle ground. Thus, in the early
tomid-1990swe stressed that pain
was massively undertreated even
though it was claimed that we
had very effective drugs to treat it
(aka opioids) that lacked strong
abuse potential when used in pain
patients—an erroneous conclu-
sion. This led to often-unnecessary
increases in the use of these drugs
(and diversion for nontherapeutic
use). It appears the problem is now
in danger of switching back in the
opposite direction: underuse of
medications that have a legitimate
therapeutic purpose. We need
to return to the middle ground
where opioids take their rightful
place as a useful treatment of
certain types of painwithminimal
use by nonpatients. The tricky
part, of course, is defining the
middle ground, and we need to
refocus our efforts on achieving
the appropriate risk–benefit ratio.

CONCLUDING
REMARKS

A logical conclusion from the
forgoing discussion is that, at this
point, we have successfully re-
duced prescription opioid abuse,
but at a considerable cost. Indeed,
it can be concluded that the
intended cure for the prescription
opioid abuse crisis may be worse
than the disease itself: the evolu-
tion of a far more dangerous
opioid epidemic (e.g., heroin and
perhaps fentanyl or other syn-
thetic opioids in the near future)
and, perhaps as important, denial
to patients in pain of medications
from which they can benefit.
However, itmust be stressed that I
am not suggesting that all opioid
supply reduction efforts have no
redeeming value. They do (e.g.,
prescription monitoring pro-
grams), but they also have un-
intended consequences and, most
significantly, all of them lack the
badly needed focus on the

demand side. Specifically, unless
we address and manage the
demand for these drugs, the sup-
ply will be there, as it has been for
every other drug epidemic for the
last several hundred years.

Theodore J. Cicero, PhD
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The First Comprehensive Program for
Opioid Use Disorder in a US Statewide
Correctional System

In 2016, the Rhode Island
Department of Corrections
(RIDOC) became the first state
correctional system to initiate
a comprehensive program to
screen all individuals for opioid
use disorder, to offer treatment
with all three Food and Drug
Administration–approved medi-
cations (i.e., methadone, bupre-
norphine, and naltrexone) to
medically eligible incarcerated
people, and to provide linkage to
care in the community after re-
lease. In the first year of this
program’s implementation, there
was a 12% drop in statewide
overdose deaths and a 61%drop in

postincarceration overdose
deaths.1Wedescribe the initiation
and growth of this program with
the hope that other jurisdictions
will develop similar programs.

Opioid use disorder often
leads to criminal justice in-
volvement.2 People generally
lose opioid tolerance during in-
carceration and so are more likely
to overdose after release. The risk
of overdose spikes during the first
two weeks after release, making
expedited transition to treatment
in the community critical.3

RIDOC is a unified (prison
and jail) state-run correctional
system housing about 3000 men

and women with 13 000 intakes
and releases annually. It is the
sole correctional authority in the
state (there are no county jails);
therefore, it is an ideal setting
for statewide correctional
implementation ofmedication for
addiction treatment (MAT) for

opioid use disorder. RIDOC’s
population is aged 18 years and
older and is 84% male, 52%
White, 23% Black, and 21%
Hispanic. Before 2016, RIDOC
had offered methadone for more
than 30 years (limited to pregnant
women and individuals being
tapered off of methadone).

IMPLEMENTATION
In August 2015, Governor Gina

Raimondo convened a task force
that developed a statewide plan to

ABOUT THE AUTHORS
Jennifer G. Clarke is with the Rhode Island Department of Corrections, Cranston, RI.
Rosemarie A. Martin and Shelley A. Gresko are with the Brown University School of
Public Health, Providence, RI. Josiah D. Rich is with the Warren Alpert Medical School
of Brown University and the Miriam Hospital, Providence, RI.

Correspondence should be sent to Rosemarie A. Martin, Assistant Professor, Brown Uni-
versity School of Public Health, Box G-S121-5, Providence, RI 02912 (e-mail: rosemarie_
martin@brown.edu). Reprints can be ordered at http://www.ajph.org by clicking the
“Reprints” link.

This editorial was accepted July 13, 2018.
doi: 10.2105/AJPH.2018.304666

AJPH PERSPECTIVES

October 2018, Vol 108, No. 10 AJPH Clarke et al. Editorial 1323

https://www.cdc.gov/media/releases/2018/p0329-drug-overdose-deaths.html
https://www.cdc.gov/media/releases/2018/p0329-drug-overdose-deaths.html
https://www.cdc.gov/media/releases/2018/p0329-drug-overdose-deaths.html
https://www.drugabuse.gov/publications/research-reports/relationship-between-prescription-drug-heroin-abuse/prescription-opioid-use-risk-factor-heroin-use
https://www.drugabuse.gov/publications/research-reports/relationship-between-prescription-drug-heroin-abuse/prescription-opioid-use-risk-factor-heroin-use
https://www.drugabuse.gov/publications/research-reports/relationship-between-prescription-drug-heroin-abuse/prescription-opioid-use-risk-factor-heroin-use
https://www.drugabuse.gov/publications/research-reports/relationship-between-prescription-drug-heroin-abuse/prescription-opioid-use-risk-factor-heroin-use
https://www.drugabuse.gov/publications/research-reports/relationship-between-prescription-drug-heroin-abuse/prescription-opioid-use-risk-factor-heroin-use
https://www.drugabuse.gov/publications/research-reports/relationship-between-prescription-drug-heroin-abuse/prescription-opioid-use-risk-factor-heroin-use
https://www.drugabuse.gov/about-nida/noras-blog/2016/09/responsibly-sensitively-addressing-chronic-pain-amid-opioid-crisis
https://www.drugabuse.gov/about-nida/noras-blog/2016/09/responsibly-sensitively-addressing-chronic-pain-amid-opioid-crisis
https://www.drugabuse.gov/about-nida/noras-blog/2016/09/responsibly-sensitively-addressing-chronic-pain-amid-opioid-crisis
https://www.drugabuse.gov/about-nida/noras-blog/2016/09/responsibly-sensitively-addressing-chronic-pain-amid-opioid-crisis
https://www.drugabuse.gov/about-nida/noras-blog/2016/09/responsibly-sensitively-addressing-chronic-pain-amid-opioid-crisis
mailto:rosemarie_martin@brown.edu
mailto:rosemarie_martin@brown.edu
http://www.ajph.org


reduce overdose deaths.4 As part of
this initiative, the General Assembly
of the State of Rhode Island ap-
proved $2 million in funding, pri-
marily to expand RIDOC’s MAT
program. In July 2016, methadone
withdrawal protocols were stopped
and prerelease inductions intoMAT
began. The rollout began in the
women’s division and was later ex-
panded to the men’s divisions. In-
duction protocols were established
for methadone, buprenorphine, and
naltrexone (oral while incarcerated
and injectable just before release).

MAT is the most effective
evidenced-based approach for
opioid use disorder,5 with benefits
to correctional populations in-
cluding postincarceration re-
ductions in illicit opioid use,6

criminal behavior,7 mortality and
overdose risk,2 and HIV-risk be-
haviors6 and an increase in treat-
ment engagement.6 Although
MAT is effective, few US cor-
rectional facilities offer MAT,
decreasing the likelihood of
postrelease treatment engagement.

RIDOC contracted much of
the treatment inside correctional
facilities and the transition to care
outside correctional facilities to
CODAC Behavioral Healthcare,
Inc., a state-certified center of ex-
cellence in the treatment of opioid
use disorder.4CODACis the state’s
oldest opioid treatment program
and the only not-for-profit one.
For individuals reporting current
MAT during commitment, nurs-
ing staff obtain written consent to
confirm medication and dose with
current prescriber and pharmacy,
and MAT is continued. If MAT is
not confirmed, individuals are re-
ferred to theprogram.Anattempt is
made to screen all individuals by
using the Texas Christian Univer-
sity Drug Screen 5within four days
of commitment. Those who score
positive for an opioid use disorder
are assessed according to American
Society of Addiction Medicine
criteria and referred to a medical

provider for further evaluation and
treatment initiation.

In addition, people scheduled
for release within three to six
months are screened and offered
MAT as appropriate. The de-
cision of which MAT to offer
a patient is determined clinically,
primarily by past experiences,
patient preference, and logistical
considerations. Group counsel-
ing, individual counseling, dis-
charge planning services, and
prerelease enrollment in health
insurance are all part of the
comprehensive treatment ser-
vices. If needed, CODAC staff
will attempt health insurance
enrollment after release. A
memorandum of understanding
between all licensed substance
abuse providers ensures care co-
ordination for RIDOC clients.
Brown University School of
Public Health research faculty are
evaluating the program.

Between October 2016 and
October 2017, screening in-
creased by 75%. Approximately
25% of new commitments
screened report an opioid use

disorder. One obstacle to com-
prehensive screening is limited
access after the day of commit-
ment (e.g., court appointments,
housing restrictions, visitations
and releases [48% are released
within 72 hours]). From April
2016 to October 2017, there was
a 350% increase in individuals
receiving MAT (Figure 1).

RIDOC covers the cost of
MAT, including wraparound ser-
vices, at rates similar to or below
those paid by private and public
insurers. There is no cost to the
patient. Protocols for induction,
dosing, nonadherence, monitoring,
and withdrawal (in the case of
prolonged anticipated incarceration
lasting more than two years) have
been developed and continue to be
modified (see http://www.doc.ri.
gov for more information).

CHALLENGES
Diversion has been a concern

of security staff, in part because
medication lines are long and re-
quire more security time. Medical

and security staff directly observe
medication administration and
check patients’mouths before and
after administration. Initial use of
buprenorphine pills was changed
to buprenorphine and naloxone
film, as they are more difficult to
divert because they dissolve faster.
There have been no cases of injury
from diverted medications. The
methadone is liquid. Medical staff
manage program consequences of
diversion on an individualized
basis. For logistical reasons, MAT
dosing in some facilities takes place
at night. Because of sleep disrup-
tion, this has been problematic for
many individuals and is being
transitioned to morning dosing.

Some nursing and correctional
staff had initial negative percep-
tions of MAT. Some inmates re-
ported hesitation with continuing
treatment because of staff com-
ments. Some patients expressed
concern that they were
“substituting one addiction for
another” and “not drug free”
while on MAT. Educational ini-
tiatives for both staff and inmates
to alleviate concerns and stigma
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are under way. There has been
a gradual transition to acceptance
and even support for the program.

The coordination of postrelease
care is a challenge. Individuals going
to correctional facilities not offering
MAT (federal or out of state) have
to be weaned off MAT. Release
to the community is often un-
predictable. However, individuals
can immediately continue treat-
ment because they are already en-
rolled as CODAC patients.

VIABILITY
The Rhode Island state bud-

get for 2017 officially contained
$2 million for the implementa-
tion of the MAT expansion
program and has been funded
again through 2018. Governor
Raimondo has highlighted the
program’s efforts as a significant
component of her statewide
overdose and addiction pre-
vention plan.4

System-wide changes also
ensure that the program will

become a part of RIDOC’s
standard health care services.
Provider time has been increased
and additional providers have
been hired. To facilitate com-
munication between adminis-
tration, security, rehabilitative
services, and medical staff, pro-
gram leaders established an MAT
process team. Members serving
on the Governor’s Overdose
Prevention and Intervention
Task Force provide the public
insight on program challenges
and changes.

CONCLUSIONS
The increase in illicit use of

heroin and other illicit opioids is
a serious public health concern.
Despite justice-involved persons
being especially vulnerable to
overdose and relapse upon re-
lease, prisons and jails have been
slow to allow this population
access to MAT. Rhode Island’s
statewide comprehensive pro-
gram expansion at the RIDOC

shows that MAT is feasible in
correctional settings, and pre-
liminary outcomes suggest strong
rates of treatment retention after
release. In the face of a severe
public health crisis related to illicit
opioid use, continuing and initi-
ating MAT in correctional facili-
ties with seamless linkage to care
in the community should be a top
priority for any community con-
cerned about illicit opioid use
and overdose deaths.
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Expedited Partner Therapy:
Combating Record High Sexually
Transmitted Infection Rates

Expedited partner therapy
(EPT) is an underused practice to
address the record high rates of
sexually transmitted infections
(STIs) in the United States. There
were more than 1.59 million re-
ported cases of chlamydia in 2016,
the highest number of annual
cases of any condition ever re-
ported to the Centers for Disease
Control and Prevention (CDC).1

The continued increase in
rates of chlamydia, gonorrhea,
and syphilis is particularly sur-
prising in light of the numerous
gains that have beenmade in other

areas of reproductive health. Ac-
cess to contraception has in-
creased, unintended pregnancy
rates have decreased, age at first
sexual activity has increased, and
access to online health information
has continued to improve; so why
are STI rates worsening?2 The
answer is not simple, although
the lack of partner treatment plays
an important role.

The transmission of un-
diagnosed STIs may result in
persistent or recurrent infections
and can cause serious health
complications. Women are at

increased risk for pelvic inflam-
matory disease, chronic pelvic
pain, and infertility.3 Untreated
STIs also increase the risk of HIV
acquisition.4 Adolescent women
aged 15 to 24 years accounted for

46% of reported chlamydia cases
in 2016.1 Increasing rates among
adolescents have the potential to
diminish the reproductive health
of future generations, as women
with undiagnosed infections face
serious health conquences.1 In
addition to this epidemiological
burden, STIs also carry a significant
economic burden. The total direct
cost of chlamydia and gonorrhea
in 2008 was $516.7 million and
$162.1 million, respectively (on
the basis of 2010 US dollars).5
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