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Over the decade from 2010-2019, the prevalence of opioid use and incidence of opioid-
related overdose rose sharply in the United States.12 Fatal drug overdoses now exceed the
peak mortality related to AIDS in 1995,3 with more than 70,000 overdose deaths in 2017,
approximately 47,600 of which were attributed to opioids.# Infectious complications of
injection drug use have also risen during this time, including severe bacterial infections and
chronic hepatitis C virus (HCV).>8 The rise in misuse of prescription opioids’ and the role
of illicit fentanyl and its analogues® have often taken center stage in media coverage about
the shifts in opioid epidemiology. However, a closer examination reveals a more complex
picture, with multiple overlapping social and economic factors contributing to the increasing
prevalence of opioid use and worsening vulnerability of people who use them.19 In
particular, opioid misuse and use disorder are strongly associated with criminal justice
involvement (CJI).% Furthermore, the shifting demographics and epidemiology of opioid use
have coincided with a public re-examination of systemic racism and mass incarceration,
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bringing renewed attention to the public health impact of CJI. Recent estimates suggest that
1.9 million Americans have an opioid use disorder (OUD),19 while 6.6 million are under the
supervision of adult correctional systems.1! Because both CJI and OUD are highly prevalent
and associated with co-morbid infections, the delivery of care for addiction and its infectious
complications within criminal justice-based health systems has wide-reaching implications,
including for community-based providers of care for infectious diseases.

Criminal justice institutions and public health

The “criminal justice system” is a network of separate yet interrelated public institutions,
including: law enforcement agencies; courts; correctional institutions, which incarcerate
individuals as part of pre-trial detention or sentencing for a criminal conviction; and
community supervision agencies, which administer restrictions and enforce sanctions for
criminal defendants who remain in the community (e.g. probation, parole and alternative
sentencing programs). Among settings of incarceration, the term “jail” refers to institutions
designed to hold criminal defendants in pre-trial detention, while awaiting adjudication of
their charges. Jails are generally administered by a local county government or sheriff’s
department. Prisons are usually state or federal institutions, which hold individuals who have
been sentenced for a criminal conviction. In some jurisdictions, shorter sentences (typically
of less than 1-2 years) may be served in local jails instead of prison.12

The distinction between correctional institutions necessitates different models of healthcare
delivery. For example, clinicians in county jails typically care for a highly transient patient
population, often with acute medical issues occurring around the time of arrest (e.g.
withdrawal from substances, mental health crises, etc.). While medical service providers in
jails have an opportunity to screen patients for chronic diseases (see Table 1), establishing a
plan for referral to appropriate care in the community will be a central priority for the
majority of individuals. In contrast, medical care in prison will commonly include
population-wide chronic disease management, health screenings and preventive care.
Regardless of the setting, however, populations with CJI are disproportionately affected by
chronic health conditions, including: hypertension,13 cardiovascular disease,!2 diabetes
mellitus,12 severe mental illness,1 post-traumatic stress disorder (PTSD),1® OUD and other
substance use disorders (SUDs),14 HIV/AIDS!3 and viral hepatitis.}3 Nationwide, an
estimated 64.5% of those in settings of incarceration have a SUD, while 32.9% have been
diagnosed with a mental health disorder.14

Because jails and prisons place individuals in confinement, they have a legal obligation to
provide medical care to those under their custody. 18 A seminal 1976 U.S. Supreme Court
case Estelle versus Gamble established that denying medical care was “deliberate
indifference” to the health of incarcerated individuals and prohibited by the constitution.16
However, people under community supervision also carry a high burden of OUD and
chronic infectious diseases but have less frequently been targeted for medical interventions.
Those under community supervision typically continue to receive medical care in the
community, though in some cases an individual may be mandated to participate in a
particular treatment program for substance use or mental health.12
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The relationship between CJI and chronic health conditions is complex and multi-
directional. Because of drug prohibition and the occurrence of “acquisitive crime” to sustain
substance use, people with SUDs experience ongoing risk of CJI. Furthermore, substance
use and HIV have been described as being “syndemic” with interpersonal violence among
economically disadvantaged communities, thereby increasing risk of CJI.17 Prior to arrest,
people with CJI are thus more likely to have experienced violence, substance use and their
infectious and psychiatric sequelae and often face significant barriers to healthcare access in
the community. Incarceration also leads to loss of housing and employment and severs social
ties, thereby destabilizing people with SUDs. Overall mortality is 8-12 times greater than
that of the general population in the early post-release period.1® Among people who inject
drugs (PWID), sharing of needles and equipment and the incidence of HIV and HCV
increase following release from incarceration.1920 Furthermore, a history of recent
incarceration appears to be associated with increased intensity of opioid and other substance
use.?

The unique challenges of providing care in correctional settings

Healthcare providers working in correctional settings face unique challenges. The movement
of patients and staff between physical locations is constrained and resource limitations are
common within correctional health systems. Maintaining confidentiality can be challenging,
because security staff are necessarily involved in patient flows and remain in close proximity
to potentially violent patients.2! The cost and discomfort associated with transporting
patients to providers outside of a facility (typically in shackles and accompanied by at least
two armed guards) also can present a barrier to receiving appropriate specialty care.?2 In
particular, for people using opioids, the risk of legal sanctions for possession or
unsupervised opioid use may serve as a barrier to seeking OUD treatment during
incarceration.

In these and other ways, priorities set by security staff can have a powerful impact on
healthcare delivery. At times, such as when a physical altercation occurs, the security
mission of the institution must take precedence over routine medical care to protect the
safety of both staff and patients. However, the security mission can also challenge
professional ethics through dual loyalty, meaning that healthcare staff must subjugate patient
care needs to security staff mandates. For example, healthcare staff are commonly asked to
medically “clear” individuals before they are transferred to administrative segregation (i.e.
“solitary confinement™), which is associated with mental health risks. Addressing dual
loyalty systematically with training to recognize and manage ethical conflicts, has been
demonstrated to be feasible and acceptable.23

Prescribing decisions in correctional facilities, especially regarding medications for opioid
use disorder (MOUD), are influenced by dual loyalty, security mandates and stigma.
Medical care in correctional settings is often structured to minimize diversion of
psychoactive substances such as opioid analgesics and MOUD (e.g. methadone and
buprenorphine), even in the face of great medical need. Though data are limited, available
reports describe a predominance of psychosocial treatments and peer recovery supports (e.g.
alcoholics anonymous), while few correctional facilities offer MOUD.24 Even when MOUD
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is available, medications are often provided exclusively for the management of acute
withdrawal, chronic pain or for maintenance treatment of OUD in pregnant women.24 A
preference by criminal justice staff for psychosocial drug treatment is commonly cited as a
barrier to offering MOUD.2425 However, these attitudes contradict the community standard
of care, in which psychosocial treatments combined with maintenance pharmacotherapy
using methadone, buprenorphine or naltrexone is considered first line.26

Patient-centered OUD care for criminal justice-involved patients

The ideal approach to managing OUD during incarceration requires screening, withdrawal
management, initiation or continuation of MOUD, and planning for reentry (see Figures 1
and 2). Most jails and prisons in the U.S. do not offer MOUD, but law suits, new legislation,
and changes in attitudes toward MOUD are contributing to increased MOUD availability.2’
Identifying people with OUD can be challenging during incarceration, due to fear of further
criminal sanctions for ongoing use. The Rapid Opioid Dependence Screen (RODS) was
recently developed and validated for use in criminal justice settings, and may be a helpful
tool for integrating OUD engagement into routine medical care.28 Other validated screening
instruments also exist. An initial assessment of people found to have OUD should include:
1) an assessment of co-morbid medical and psychiatric conditions, 2) a careful evaluation
for withdrawal from opioids and other substances, 3) counseling regarding expectations for
OUD management (either withdrawal management or maintenance treatment), and 4)
screening for infectious and other complications of addiction. Offering the full array of
MOUD options to people with OUD in criminal justice settings is feasible, safe and
effective.29-31 Initiating and maintaining MOUD treatment during incarceration increases
retention in treatment in the community after release, which results in long-term benefits
including reduced injection behavior, heroin use and non-fatal overdose 12-months after
release.30

Maintenance treatment

A comprehensive OUD treatment program will provide access to full agonist (methadone),
partial agonist (buprenorphine) and antagonist (extended-release naltrexone)
pharmacotherapies in combination with psychosocial treatment (see Figure 2). In accordance
with the community standard of care, the choice of medication involves shared decision-
making, taking into account the patient’s preferences, treatment goals, and the risks and
benefits of each option.28 In the first 18 months of a newly established program in the Rhode
Island Department of Corrections, there was a 350% increase in MOUD uptake, with more
than half of patients choosing methadone, a substantive minority (approximately 40-45%)
choosing buprenorphine and < 2.5% choosing naltrexone.22:32 Rollout of this program was
associated with a decrease in opioid overdose deaths among community-dwelling
individuals with recent CJI across the state of Rhode Island.33 These findings are consistent
with international data demonstrating that receiving MOUD during incarceration is
associated with large reductions in overall and overdose-related mortality during
incarceration and post-release.3! In their review of this and other data, the National
Academies of Science, Engineering and Medicine concluded that all FDA-approved
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medications for maintenance treatment of OUD should be made available in criminal justice
settings.34

Medical management of opioid withdrawal

Under current circumstances, limited MOUD availability creates obstacles for providing the
community standard of care to patients with OUD in criminal justice settings. When
maintenance opioid agonist therapy (OAT) is unavailable, patients with OUD will almost
universally experience withdrawal upon being taken into custody. Medically managed
withdrawal (often referred to as “detoxification™) should be provided in these settings to
avoid untreated symptoms, but clinicians must be aware this does not constitute long-term
OUD treatment and is associated with an increased risk of subsequent overdose related to
loss of tolerance.3> Comparable to the management of withdrawal syndromes upon hospital
admission, several options are available for symptomatic treatment (see Figure 1).36 Where
possible, withdrawal management with methadone or buprenorphine is preferable (sample
protocols for buprenorphine induction are available at https://pcssnow.org/wp-content/
uploads/2014/02/PCSS-MATGuidanceBuprenorphinelnduction.Casadonte.pdf and https://
www.asam.org/docs/default-source/education-docs/clinic-induction-protocol-example_it-
matttrs 8-28-2017.pdf?sfvrsn=a30640c2_2). In general, slowly tapering opioids is
preferable—longer periods of time for tapering will lessen opioid withdrawal symptoms.
Non-opioid adjuncts for symptom control can be used in addition to opioids (or alone if
opioids are not available for withdrawal management). These include clonidine, NSAIDs,
anti-emetics, anti-diarrheal agents and the judicious use of benzodiazepines.3¢ Careful
assessment for concurrent withdrawal from other substances is critical, because
benzodiazepine and alcohol withdrawal can be fatal.

The chosen approach to OUD and withdrawal management in correctional settings can have
lasting effects on patient engagement in the community. In particular, the prolonged
withdrawal syndrome experienced by those who are forced to taper off methadone
maintenance therapy during incarceration can result in a later aversion to methadone as a
treatment modality.3” Conversely, emphasizing “detoxification” and avoidance of
maintenance opioids can contribute to a perception of a period of abstinence in prison as
“clean time.”38 While patients may prefer to avoid opioids and MOUD during periods of
incarceration, the perspective that prolonged abstinence in correctional facilities can increase
one’s chances of sustaining a long-term recovery in the community is at odds with data
showing that approximately 65%-90% of people with OUD will relapse within 6 months of
release in the absence of maintenance MOUD treatment, with at most a marginal benefit
from prolonged abstinence.3240 Furthermore, a focus on the purported benefits of prolonged
abstinence during incarceration may provide unrealistic expectations about the severity of
cue-associated cravings when patients with OUD return to their home environment. Forced
withdrawal during incarceration also removes the protective effect of opioid tolerance and
leaves individuals susceptible to overdose upon release if they return to using the amount
that they were previously using.3® Return to opioid use can also occur during incarceration:
hence it is critical that correctional healthcare systems create conditions for overdose
preparedness. Necessary actions include ensuring naloxone availability in code Kits, training
nursing staff to administer naloxone and establishing nurse-driven protocols for its use
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during an emergency in the absence of an ordering provider. Security staff may even carry
naloxone and be trained in its use.*! Correctional facilities can also distribute naloxone and
provide training for its use to people re-entering the community.*2

Care during reentry

In the early post-release period, the risk of fatal overdose is more than 10 times that of the
general population, and is greatest (more than 120 times the general population rate) during
the first week (see Figure 3).18 Therefore, any medical encounter with a patient who uses
opioids during the course of incarceration presents an opportunity to provide education
about the post-release risk of overdose. Counseling can also suggest methods to reduce the
risk of acquired infection in the event of relapse (see Table 1). Extended-release naltrexone
(XR-NTX), a long-acting, monthly injection of an opioid antagonist reduces relapse and
non-fatal overdose in people with OUD and CJI.%0 It is particularly appealing to criminal
justice institutions, because it has been marketed as supporting an abstinence-based
recovery.*3 However, emerging data suggests that XR-NTX may be less effective than OAT
at protecting patients from overdose,**4° and its relatively limited use outside of
correctional institutions may be a barrier to continuing treatment after release. The initiation
of OAT therapy upon release or during parole?® is also feasible and has been shown to
improve rates of viral suppression among HIV-positive people with OUD.# Initiating
MOUD treatment at least 30 days prior to release has been recommended by the American
Society for Addiction Medicine.26

Integrating care for addiction and infectious diseases among criminal

justice-involved populations

Though OUD treatment is challenging in correctional settings, incarceration nevertheless
provides an opportunity to screen, prevent and treat the chronic infectious complications of
OUD. Conversely, due to limited access to safe injection equipment, poorly controlled OUD
may lead to acute infections during incarceration. Clinicians in criminal justice settings must
therefore be vigilant for infections related to substance use.

Integration of OUD treatment into infectious disease specialty care is occurring in
community settings and should be the ideal during incarceration.*® These efforts largely
center around maximizing opportunities to offer MOUD during episodes of care for
infections such as endocarditis, osteomyelitis, bacteremia, HIV and HCV.#8 In correctional
healthcare, however, specialists often have a somewhat circumscribed role. Patients cannot
self-refer to specialty care, and specialist referral is often subject to strict controls to reduce
the cost of care. Furthermore, the constrained movement of clinicians in correctional settings
has facilitated the innovative use of telemedicine to manage chronic infections such as HIV
and HCV (e.g. project ECHO).50 While telemedicine allows infectious disease specialists to
provide expert care for patients who are geographically dispersed across multiple facilities,
it also limits their role to consultation; each facility’s on-site provider is typically
responsible for enacting recommendations and monitoring a patient’s response between
scheduled telemedicine sessions. Hence, correctional health systems must identify
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opportunities to integrate screening, management and preventive care protocols for both
OUD and infectious diseases at the primary care level.

Acute infections

Infectious disease specialists practicing in the community may care for incarcerated patients
who become hospitalized. It is important for these providers to note that for many people
with OUD and other SUDs, illicit drug use may continue during incarceration.>! Therefore,
it is critical to take a careful substance use history, including recent injection for any patient
presenting from correctional facilities with skin and soft tissue infections, osteomyelitis,
endocarditis and other endovascular infections. In most correctional institutions, medical
facilities will include an infirmary, in which round-the-clock nursing care can be provided.
Typically, patients will be placed in an infirmary upon return from hospitalization or
admitted directly to the infirmary for observation and management of acute medical issues
requiring an intermediate level of care. In many facilities, patients needing ongoing
intravenous antibiotics or wound care after hospitalization remain in the infirmary for the
duration of their course, mirroring the function of an outpatient parenteral antimicrobial
therapy (OPAT) service.>? It is essential to communicate recommendations for clinical
monitoring and further management clearly, ideally through direct communication between
facility-based providers and hospital-based infectious disease consultants. However, facility-
based clinicians must be aware of the limited level of care that can be provided in an
infirmary.53 Any patient with evidence of sepsis or who is suspected/found to have active
bacteremia should be transferred to an emergency department immediately for further
evaluation. If a patient is unstable, blood cultures can be drawn, and an initial dose of
antibiotics administered on-site while arranging transfer, but diligence in timely
communicating microbiologic results to hospital-based care teams is critically important.

Chronic infections

Apart from differences in the delivery system, managing HIV in correctional settings is not
substantially different from doing so in the community (Figure 2).5* Policies regarding HIV
screening vary according to jurisdiction but universal opt-out screening on intake is
recommended by the U.S. Centers for Disease Prevention and Control (CDC) for all jails
and prisons (Table 1) and is increasingly being implemented.55:56 Universal screening in
jails is somewhat more challenging than in prisons or community supervision agencies, due
to high turnover of individuals being admitted for stays of only a few days. Nearly all
prisons and jails offer HIV testing in some circumstance, but in one survey, only 56% of
prisons reported providing routine HIV screening at intake (including both opt-in and opt-
out), while only 4% of jails provided routine screening.>®

Once HIV is detected, either through screening or self-report, all incarcerated individuals
with HIV in the United States should have access to safe and effective first-line antiretroviral
(ARV) regimens, with regular monitoring of viral load and CD4+ T-cell count, vaccinations,
and any indicated prophylaxis against opportunistic infections. However, limited data exist
to assess how consistently these measures are available.>* Many state prison systems fund
ARV provision through the 340b funding mechanism,®’ avoiding the cost control hurdles
(e.g. prior authorization) of health insurance plans in the community. While correctional
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health systems can generally provide consistent ARV access through established pharmacy
relationships, interruptions can occur during transfers between institutions or trips to local
courts for judicial proceedings. Healthcare providers responsible for HIV care in criminal
justice settings must ensure adequate protocols are in place to prepare nursing and pharmacy
staff for such events.

A substantial proportion of people living with HIV/AIDS (PLWHA) in correctional
institutions were not engaged in HIV care prior to arrest.?8 For these individuals, arrest and
subsequent incarceration therefore represents an opportunity for engagement or re-
engagement with ARV therapy and other indicated preventive measures. As a consequence,
providers of HIV care in correctional settings must be vigilant for signs of immune
reconstitution inflammatory syndrome (IR1S). PLWHA have relatively consistent access to
ARVs while incarcerated, and adherence can be enhanced by administering ARVs under
daily direct observation if requested by a provider. As a result, for PLWHA with CJI, rates of
retention in HIV care and viral suppression during incarceration are significantly higher than
in the community (Figure 4).58

Unfortunately, however, the stability in HIV virologic control associated with incarceration
proves fragile, and rates of viral suppression return to pre-arrest levels after release.%®
Individuals reentering the community from jail or prison face a number of complex and
simultaneous challenges, including: establishing stable housing, finding employment,
reconnecting with friends and loved ones and meeting requirements for parole, all while re-
engaging with community-based medical providers, and reactivating or re-enrolling health
insurance coverage.>%-61 These competing demands can provoke anxiety, exacerbating the
cue-associated cravings that are often stimulated by returning to prior settings of substance
use. Furthermore, the lack of patient autonomy in correctional settings can, in our
experience, create a dependence on institutional support (e.g. directly observed medication
administration) that is not available in the community. Thus, interruptions in ARV coverage
are common following release from incarceration. In a landmark study of PLWHA being
released from the state prison system in Texas during the period of 2004-2007, only 5.4% of
patients succeeded in filling an ARV prescription within the first 10 days of release and
30.0% within 60 days.%2 Enrolling in an AIDS Drug Assistance Program (ADAP) prior to
release can reduce the chance of treatment interruption.

Peer navigation has emerged as one of the most effective interventions to improve retention
in HIV care and ARV adherence upon release.53 In a large randomized trial of a structured,
12-session behavioral intervention administered by a peer-navigator among HIV-positive
patients being released from the Los Angeles County Jail, viral suppression was maintained
in 49.6% of patients receiving the intervention, compared with 36% of controls who
receiving standard transitional case management alone.5 Of note, the intervention was
equally effective in people who use substances and those who did not.84 Similar outcomes
have been reported among HIV-positive patients receiving care in specialized “transitions
clinics,” which integrate peer navigators with lived experience of the criminal justice system
into comprehensive, patient-centered primary care.51 However, peer-navigation services are
available in only a select few jurisdictions and community clinics around the United States.
The CDC recommends that prior to release, correctional facilities make an appointment with
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a community healthcare provider, assist with enroliment in an entitlement program, and
provide a copy of the medical record and a supply of HIV medications.>® Advocating for
correctional systems to suspend, rather than terminate Medicaid enrollment for individuals
on intake can also reduce interruptions in HIV care.5>

Chronic HCV infection is substantially more prevalent than HIV, but screening for HCV is
less common and access to treatment is currently very limited.86 The prevalence of HCV
varies regionally, but estimates range between 40% and 80% among PWID.57:68 |n state
prison populations, HCV seroprevalence estimates range from 6% in ldaho to 40% in New
Mexico.5¢ Novel direct-acting antiviral (DAA) therapies are well-tolerated and highly
effective, but their cost is limiting or prohibitive for most correctional health systems (even if
cost-effective for society as a whole).69 As the cost of treatment begins to decline with
competition from newer treatment options, HCV treatment in jails and prisons is rapidly
expanding.’® Following guidelines from the Federal Bureau of Prisons, DAA therapy is
often prioritized for patients with higher degrees of hepatic fibrosis due to resource
constraints.” The degree of fibrosis can be assessed with easy to calculate clinical scores,
such as the AST to Platelet Ratio Index or Fibrosis-4 score, or with more costly—but more
precise—non-invasive measures such as transient elastography and direct biomarkers when
available. Given the expense of the medications, administering them as directly observed
therapy (DOT) is reasonable and may improve adherence.”2

Treatment outcomes in correctional settings are comparable to published results from
community treatment programs with reported rates of sustained viral response generally
above 90%.70.73 However, release from incarceration or transfer to another correctional
facility prior to completion of DAA therapy remains a barrier to successful treatment.”® As
with HIV, post-release linkage to care for HCV is challenging and marked by high rates of
loss-to-follow up.”9:74 Early studies of peer navigation for HCV treatment following release
from incarceration have been less promising than with HIV,’# and given these challenges,
universal HCV screening at intake to correctional facilities remains relatively low.”®
However, expanded screening may be on the horizon, given the recent recommendation by
the United States Preventive Services Task Force that all adults be screened for HCV
regardless of age or known risk factors.”8

Opportunities for preventive care

Though it may have deleterious effects for individuals who are already made vulnerable by
overlapping social and structural factors, an episode of CJI also presents an opportunity to
provide preventive health needs that are often underutilized by people with OUD and other
SUDs (Table 1). CDC guidelines recommend screening all PWID for sexually transmitted
infections, HIV, chronic hepatitis B virus (HBV), chronic HCV and latent tuberculosis
infection (LTBI).”” Universal screening for LTBI with either tuberculin skin testing or
interferon-gamma release assays on intake is standard in most correctional facilities.”® All
people with OUD who are not known to be either immune or actively infected should be
vaccinated against hepatitis A and hepatitis B. All people with OUD who are hepatitis B
surface antibody negative and not found to have evidence of chronic HBV infection should
receive vaccination, including individuals with isolated hepatitis B core antibody who
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remain at risk of infection. Up-to-date booster dosing with tetanus and diphtheria toxoids
every 10 years should be maintained for all incarcerated adults,”® and PWID are at increased
risk of exposure to tetanus.

Patient-centered care

Due to fear of criminal sanctions for ongoing opioid use and widespread stigma experienced
by people who use drugs in healthcare and criminal justice settings, patients with OUD may
exhibit substantial mistrust toward medical providers.80:81 Approaching a patient with
warmth, asking about their substance use in a non-judgmental fashion and reinforcing
protections for the confidentiality of health information may help to overcome these barriers
and facilitate meaningful engagement. Formal harm reduction services (e.g. syringe
exchange, condom distribution, etc.) may be limited in correctional settings, but taking a
harm reduction approach is possible with any patient (see Table 1). The provision of trauma-
informed care is another key principle guiding healthcare engagement for patients with
OUD. Trauma and PTSD are highly prevalent among people with addiction,” as well as
those with CJI.1%:82 Training staff to recognize and de-escalate behavioral manifestations of
trauma-related psychological symptoms can promote a healthcare environment that
emphasizes safety and trust.83 Ultimately, providing comprehensive, patient-centered care
for people with OUD in settings of incarceration requires a willingness to promote health
within a system defined by deprivation and advocate for the community standard of care (see
Figures 1 and 2).
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Synopsis

This article provides an overview of the diagnosis and management of opioid use
disorder and its infectious complications among populations with criminal justice
involvement. Opioid use disorder and chronic infections such as HIV and hepatitis C
virus are highly prevalent among incarcerated individuals and some of the unique
features of correctional facilities present challenges for their appropriate medical
management. We outline evidence-based strategies for integrated, patient-centered
treatment during incarceration and the potentially hazardous transition back to the
community upon release.
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Key points

. Opioid use disorder and its infectious complications are highly prevalent
among criminal justice populations

. Incarcerated patients with opioid use disorder, HIV and hepatitis C virus
should be provided with medical treatment in line with the community
standard of care

. For opioid use disorder and chronic infections, screening practices and access
to medications vary widely among correctional facilities

. The transition from a correctional setting to the community represents a
highly vulnerable period, marked by high rates of relapse to substance use,
loss to medical follow up for HIV and other infections, and fatal overdose.

. A patient-centered approach can promote health and improve engagement
with medical treatment for opioid use disorder and its infectious
complications.
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Patient-centered Engagement:
e Warm greeting; emphasize confidentiality
* Use non-judgmental, person-first language
e Provide trauma-informed care
» Screen for opioid use disorder (e.g. RODS)

|

Assess/manage medical and psychiatric comorbidities:
* Untreated mental health conditions
e Suicidal ideations related to adjustment to jail/prison
e Injuries sustained during arrest
* Uncontrolled acute/chronic medical conditions

!
Counseling and education:
e Explain plan for withdrawal management
* Discuss options available for ongoing OUD treatment
during incarceration (after withdrawal is managed)
¢ Harm reduction during/after incarceration

}

Management of acute opioid withdrawal:
e Assess for other concurrent withdrawal syndromes
e Incorporate assessment of patient’s goals for OUD
treatment and options available locally

| )

) . Buprenorphine: first dose of
Methadone: starting dose 2 g Withitarget of 16:mg

30-40/me;dally daily after 3 days

. .

Non-opioid adjuncts: Non-opioid adjuncts:
NSAIDs, clonidine, anti- NSAIDs, clonidine, anti-
emetics, anti-diarrheals, etc. emetics, anti-diarrheals, etc.
[ |
v

{Preventive health screenings and vaccinations (see Table l)j

}

| Ongoing OUD management during incarceration |

:c:ig_tIJ_re 1: Approach to the patient with opioid use disorder (OUD) upon intake to a correctional
acility.

Uponyintake to a correctional facility, patients suspected of having OUD should undergo a
comprehensive evaluation, including medical management of withdrawal symptoms;
infectious disease screening; counseling and education; and the formulation of a plan for
transition to ongoing care for OUD and its infectious complications. OUD = opioid use
disorder; RODS = Rapid Opioid Dependence Screen (28); NSAIDs = non-steroidal anti-
inflammatory drugs.
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Patient-centered Engagement:
* Warm greeting; emphasize confidentiality
¢ Use non-judgmental, person-first language
e Provide trauma-informed care
e Screen for opioid use disorder (e.g. RODS)

}

Assess/manage medical and psychiatric
comorbidities:
e Untreated mental health conditions
¢ Chronic medical conditions

}

Engage with preventive health care (see Table 1):
¢ Infectious disease screening: HIV, HBV, HCV
¢ Vaccines: HAV, HBV, Td, others as indicated

l v v

Counseling and education: HIV/HBV Chronic HCV
* Risk of overdose due to loss of tolerance infection infection

during incarceration and upon reentry
* Risk of relapse due to cue-associated

cravings upon return to home environment LOS > 12
e Harm reduction education (see Table 1)

v v
v
Management of OUD during/after incarceration: | |Management during
* Group- and counseling-based modalities incarceration:
* Naloxone distribution ¢ Antiviral therapy
¢ Maintenance medical treatment of OUD (ARV/DAA)
(MOUD) with selection based on patient’s ¢ Health maintenance
goals and local availability (e.g. HCC screening)

|
v v v

Full agonist: Partial agonist: Antagonist: LOS < 12
methadone buprenorphine XR-NTX weeks

l l l v v

weeks

Discharge planning for linkage to OUD/infectious disease care in the community:
e Assistance with entitlement enrollment
e Follow up appointment made in advance of releaset
¢ Patient provided with copy of medical records and supply of medications

Figure 2: Approach to the patient with opioid use disorder (OUD) during incarceration and
prior to community reentry.

During incarceration, patients with OUD should undergo a comprehensive evaluation. This
evaluation should include: the assessment and management of psychiatric/medical
comorbidities; infectious diseases screening and immunizations; medical treatment of OUD
and chronic infections; and a plan for transition to ongoing care for OUD and its infectious
complications in the community upon reentry. OUD = opioid use disorder; RODS = Rapid
Opioid Dependence Screen;28 XR-NTX = extended-release naltrexone; HIV = human
immunodeficiency virus; HBV = hepatitis B virus; HCV = hepatitis C virus; ARV =
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antiretroviral therapy for HIV; DAA = direct-acting antiviral therapy for viral hepatitis; LOS
= Length of stay. TPatient navigation or follow-up in a transitions clinic, if available, may
improve healthcare engagement.61.64 (Adapted from Masyukova MI., Hanna DB., Fox AD.
HIV treatment outcomes among formerly incarcerated transitions clinic patients in a high
prevalence setting. Health Justice 2018;6(1):16. Doi: 10.1186/s40352-018-0074-5;
Cunningham WE., Weiss RE., Nakazono T., et al. Effectiveness of a Peer Navigation
Intervention to Sustain Viral Suppression Among HIV-Positive Men and Transgender
Women Released From Jail: The LINK LA Randomized Clinical Trial. JAMA Internal
Medicine 2018;178(4):542; with permission.)
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Overdose
[ Nonoverdose deaths
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Figure 3: Risk of overdose-related and all-cause mortality following release from prison.
From Binswanger IA., Blatchford PJ., Mueller SR., et al. Mortality After Prison Release:

Opioid Overdose and Other Causes of Death, Risk Factors, and Time Trends From 1999 to
2009. Annals of Internal Medicine 2013;159(9):592; with permission.)
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®mNational average BUpon entry to jail/prison ODuring incarceration D After release

80 40 79 79
78 76 76
62
56
51
41 40 42 40
36 36
30 29 28
21 21
HIV Linkage Retention ART¢ Undetectable

diagnosed® to care® in care® vL®

HIV Care Cascade Stage

Figure 4: Care cascade for HIV before, during and after incarceration.
(From Iroh PA., Mayo H., Nijhawan AE. The HIV Care Cascade Before, During, and After

Incarceration: A Systematic Review and Data Synthesis. American Journal of Public Health
2015;105(7):e5-16; with permission.)
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Recommendations for preventive care among people who use opioids in the criminal justice system

Screening Vaccination Harm reduction
Disease Recommendations Disease Recommendations Disease Recommendations
*Avoid sharing of needles and
Td recommended every equipment (including cottons,
Opt-out screening on 10 years and TDaP once Blood- ?(X)\t(;rj’uiti%) svringes to avoid druas
HIV intake for all Tetanus for all adults (especially borne J syring “ 9
individuals® important for PWID pathogens |+ SMoke, snort, swallow or "booty
iven ongoing risk)”? bump” (rectal administration) drugs
9 going instead of injecting
* Reduce number of sharing partners
Administer vaccine  Use a new needle every time (avoid
series to all PWID even personal reuse) -
HBsAg, HBsAb and without evidence of Severe * Wash hands, use gloves and sterilize
HBV HBcAb recommended HBV HBV immunity bacterial injection sites with alcohol prior to
7 . h
for all PWID (negative Hepatitis B infections | every use
surface Antibody)”? * Avoid licking needles or other
equipment prior to injection
iCr)]?;—kc;uftos;cglelenmg on Administer vaccine with
individuals [authors’ booster dose at 6 months * Naloxone distribution
HCV opinion and USPSTFE HAV to all PWID (serology » Use a small test dose to assess drug
repcommen dation to not necessary prior to potency prior to use
screen all adults]’® vaccination)'? + Avoid using alone
« Avoid mixing opioids with
Screen all people who Other: HPV, Overdose ¢ . .
sTDs | usedrugs for Pneumococcus, | As indicated based on gfﬂégdlazeplnes or other sedating
g:ldarsnyiliellisggnorrhea, Mer;ggaggigcus, age and HIV status « Counseling regarding overdose risk
yP associated with loss of tolerance and
cue-associated cravings upon release
L:_;}_t;nt ﬁ?:#::OF;F_’gDa%rma Seasonal Indicated annually for all from incarceration
infection | release assay®* influenza adults
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