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Abstract

Background & Purpose: Opioid maintenance therapy (OMT) is an effectivetimad of treating
opioid addiction. Of incarcerated individuals iretd.S., 50-85% have a history of substance
abuse, and >80% of inmates with opioid addictistdny do not receive treatment. The purpose
of this study was to explore individuals’ experiea@fter being tapered from OMT upon
incarcerationMethods: Interpretative phenomenological analysis (IPA) wagloyed using in-
depth interviewing of 10 participantResults: Analysis identified six themes that captured the
essence of the participants’ experienteglications & Conclusion: Losing OMT upon
incarceration was described as an extremely stilesgberience for many individuals, and may
create issues for both inmates and facility stafifther research is needed to discover ways in
which to improve addiction treatment in prison.
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Introduction

Substance related offenses are responsible fenst half of federal prison sentences.
Between 50-85% of incarcerated individuals in th8.Uave a history of substance abuse, with
20% of those reporting intravenous (IV) drug user{fhl2009). Between 9-13% of incarcerated
individuals in 2004 reported using heroin on a tagbasis pre-incarceration (Mumola &
Karberg, 2006), and between 12%-25% of newly agtkstdividuals tested positive for opioids
upon urinalysis (National Institute of Justice, 20rhe availability of illicit substances in
prisons has been well documented (United Natiorie€®bn Drugs and Crime, 2010), and
needle-sharing behaviors in prison settings greatiyease risk for HIV and hepatitis C
acquisition during incarceration (United Nationgi€¥ on Drugs and Crime, 2010). Opioid
maintenance treatment (OMT) with either methadaneuprenorphine is an effective method of
decreasing opioid abuse and promoting increasdthiea&ommunity and prison settings. It has
also been found to decrease individual involverétit the criminal justice system and
HIV/hepatitis C infection (Gordon, Kinlock, SchwarO’'Grady, 2008) as well as increase
quality of life in the community-dwelling populatiqNosyk et al., 2012). While detoxification
programs are also utilized for treatment of opiéghendence, they have been found to be less
effective than OMT at reducing illicit behaviorsibstance use, and needle sharing (Nosyk et al.,
2012). The World Health Organization has calleddMT to play a major role in substance
abuse programs, including those in prison settfd@%3), and the National Institute on Drug
Abuse (NIDA) includes OMT in its principle for adbiion treatment of both the general and
inmate population (2012).

Opioid maintenance treatment in the prison settiexgbeen found to result in a decrease
in opioid use as well as decreased drug injectimgreeedle sharing (NIDA, 2012). While
inmates frequently report accessibility to illisitbstances and means to inject drugs in prison,

only 55% of U.S. state and federal prisons provigg¢hadone or buprenorphine, and more than
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half of those prisons only do so for pregnant wometo treat chronic pain rather than addiction
(Nunn 2009). More than 80% of inmates with knowdiation histories do not receive treatment
while incarcerated (Chandler, Fletcher & VolkowP2). Many incarcerated individuals with a
history of opioid abuse have been enrolled in anTQivbgram prior to incarceration (Fiscella,
Moore, Engerman, Meldrum, 2004), but rates ofatitin into OMT after release from prison are
low, and the risk of overdose is elevated in theogemmediately following reintegration back
into the community (World Health Organization, 2D18lendrich et al. (2011) found that six
months following release from prison, more than Sif%mdividuals who were able to receive
OMT in prison continued treatment in the communiijle only five percent of individuals who
did not receive OMT while incarcerated enrollediipommunity-based OMT program upon
release from prison. Individuals with a historypoé-incarceration heroin addiction typically
relapse within one month of release from prisahély are not enrolled in an OMT program
(Gordon, Kinlock, Schwartz, O'Grady, 2008). Reasfmmgelapse can include anxiety and
depression related to “stigma associated with bleibgled an ex-offender, the need for housing
and legitimate employment, stresses in reunifyiity family, and multiple requirements for
criminal justice supervision,” (p. 184) as wellragtegration into a community where substances
are highly available and accessible (Chandlerchéat & Volkow, 2009).

Rates of successful long term, voluntary tapemn f@MT in medically supervised
community-based treatment centers are generallgidered poor. Nosyk et al.’s (2012)
population-based, retrospective cohort study fahatonly 13% of community-dwelling
individuals who attempted a medically supervisedyntary taper from OMT were considered
successful, meaning they avoided relapse and/otryeiato OMT. Calsyn, Malcy, & Saxon
(2006) reported a zero percent success rate falp@aivoluntary, medically supervised
methadone taper. However, because the accessdfilyT in prison settings is poor, many

individuals who are enrolled in an OMT program ianeluntarily tapered from methadone or
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buprenorphine upon incarceration at a rate thamish faster than what is generally considered
appropriate within a community-based OMT settinig¢Ella, Moore, Engerman, Meldrum,
2004).
Purpose

Given the stress associated with incarceratiag,iihportant to explore the experiences
of individuals who have undergone involuntary digfmuation or taper while serving time in
prison. The purpose of this study was to discomeplore, and describe these experiences.
Implicit within the goal is to discover the essente¢heir experience during this time and learn
about what the experience was like for them.

Research Question

The overarching research question was: “what ar@xiperiences of individuals who are
tapered from OMT upon incarceration?” Secondarysaxplored how being tapered from OMT
affected the participants’ lives following releas® reintegration back into the community.

Significance

Little is known about the experiences of indiatluwho were tapered from OMT when
incarcerated. This study provided information alibatexperiences of individuals tapered off of
OMT, which is lacking in the current literature. & btudy findings may help guide further
research in this area, which will help inform fugyoolicies about the delivery of addiction care in
prison settings. This is particularly important smering the percentage of incarcerated
individuals who report past or present substancsebnd addiction.

Advanced Practice Registered Nurse (APRN) Competeias

This study integrated the APRN competenciesedl&t scientific foundations, quality of
care, health policy, and health care delivery. ptipose of this study was to generate data about
the experiences of individuals, the analysis ofalwhinform health policy and improve the quality

of nursing and healthcare for the incarcerateddang-using populations. In these ways, this
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study integrated all four of the previously statethpetencies. A nurse researcher is the principal
investigator and will collaborate with other nurseedical providers, and counselors at a
community OMT clinic to successfully complete thregosed study, thereby fulfilling the APRN

leadership competencies.



Comprehensive Literature Review
This review of the literature will begin by proung background information about
opioid maintenance treatment. It will then exantime current research relating to the effect of
OMT on quality of life and overdose risk of commiyniwelling populations. It will conclude by
reviewing research of OMT's use and effect in prisettings.

Opioid Maintenance Treatment

Opioid maintenance treatment (also known as repilaoéor substitution therapy) refers
to the use of either methadone or buprenorphiteeéd opioid addiction. Methadone is a full
opioid agonist and buprenorphine is a partial apamonist, and both medications function by
binding to opiate receptors and reducing drug watel symptoms and drug cravings (Whelan
and Remski, 2012). Correct doses of methadone apiekborphine (which vary between
patients) can also inhibit the effects of otherags so that the “high” that is desired when an
individual uses another opioid is not achieved. ptinary goals of treatment are to help
individuals addicted to opioids refrain from usifligit substances and abusing opioid
prescription pain medication, decrease withdrawmadoms, and aid in addiction recovery
(Centers for Disease Control, 2002). Treatment wig¢thadone or buprenorphine does not come
without risks, as either of the medications carseadbse-dependent intoxication or fatality. Both
medications also have abuse potential and areftinergubject to diversion and street dealing.
(Whelan and Remski, 2012). In a randomized studypasing buprenorphine (16-32mg), low
dose methadone (20mg), and high dose methadorE)@@@g), buprenorphine and high dose
methadone were found to be equally more effectiveducing opioid abuse than low dose
methadone, without significant differences in reépdrside effects (Johnson, Chutuape, Strain,
Walsh, Stitzer & Bigelow, 2000).

Opioid maintenance therapy is most often admirgsteit outpatient substance abuse
clinics and inpatient treatment centers, and fiscézeness is increased when it is paired with
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other treatment modalities such as counseling amabgmeetings such as 12-step programs
(NIDA, 2012). Buprenorphine is a newer medicationthe treatment of opioid addiction and has
not been as widely utilized as methadone. It isinthtered at substance abuse treatment centers
as well as in primary care settings by indepengdemtiders with special licensing. When utilized
for substance abuse treatment purposes (as opfmpath management), methadone must be
administered through a federally certified substagiguse clinic (Substance Abuse and Mental
Health Services Administration, 2013). The choitenedication to treat opioid addiction is
related to numerous factors including level of ipidependence, prescriber preference, and
medication availability (Whelan and Remski, 2012)ere are currently no clear, universal
guidelines to help prescribing clinicians decidestiler methadone or buprenorphine is
appropriate for their patients. Some clinician$aditheir patients’ drug-use histories to
determine if buprenorphine will be effective, adiunduals with heavier illicit opioid use might
be better maintained on methadone as it can bessfcdly titrated to higher doses than
buprenorphine (V. Esparza, personal interview, |Ahr2014). Buprenorphine is also more
expensive in the United States than is methadohefwnay affect prescribing in some
situations (V. Esparza, personal interview, Aprie@14).

The administration of OMT requires careful upwattion to ensure that patients
receive a dose that eliminates withdrawal symptaitisout causing intoxication, and the optimal
dosage differs from patient to patient. Both metitices also cause withdrawal symptoms when
discontinued abruptly and slow tapering is advisedecrease the severity of withdrawal
symptoms. Withdrawal symptoms can be extremely onficdable and include diarrhea, nausea,
vomiting, body aches, sweating, chills, tremongtability, intense opioid cravings, and anxiety;
these symptoms are reportedly so unbearable tapisg or even decreasing use is extremely
difficult for most individuals to tolerate withosbme form of treatment (Harvard Medical

School, 2004). Neurobiological changes in the bfiim chronic drug exposure may
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significantly limit impulse control in individualsuffering from opioid addiction, which can
provide an extra challenge for individuals attemgtio stop using substances (Chandler,
Fletcher, Volkow, 2009). Opioid withdrawal is gealéy not life threatening, but it can cause
miscarriage in pregnant individuals (Harvard Mebf&ehool, 2004).

Quality of Life and Opioid Maintenance Therapy

While there is a lack of information about the waysvhich opioid maintenance
treatment impacts the quality of life of prisoneg®dIT has been found to have a positive effect
on quality of life ratings of individuals in commitysettings. Baharom, Hassan, Ali and Shah
(2012) conducted a retrospective chart review togare quality of life for 122 men with
histories of opioid addiction before beginning OkbTIquality of life after six months of OMT at
a Malaysian community clinic. The World Health Ongaation Quality of Life survey was
administered at baseline and after six monthseisttnent and these scores were compared for
changes in four categories: physical, psychologreghtionships, and living
situation/environment. The researchers found tlxanenths of OMT was associated with
significantly higher scores in all four categoriesth the psychological category showing the
most significant improvement.

A qualitative study conducted by De Maeyer et 201(1) in Belgium utilizing in-depth
interviews uncovered five recurrent themes thaevessociated with quality of life for
individuals who had been enrolled in a communitgdathOMT program for 5-10 years. These
themes were social relationships, psychological-beihg, employment, independence, and
leading a meaningful life. Each of these categosiere reported to be either negatively or
positively affected by methadone treatment. Whadipipants reported that methadone increased
their quality of life by allowing them to handlesponsibilities and function better in relationships
with others, they also reported that being enrdteal methadone program caused them to

experience discrimination, which negatively affelctieeir relationships. A positive impact on
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guality of life within the occupation theme wasateld to the ability to gain employment while
maintained on methadone, but a reported negatipactrwith regards to limited job
opportunities and lack of perceived high-qualitggavas also noted. This study highlights the
complexity of issues surrounding quality of lifeda®@MT treatment. While participants reported
several negative impacts that OMT has had on lives, many of these are perhaps due to
stigma associated with OMT (discrimination withaeds to employment or relationships) rather
than OMT itself. This study is limited by a lackafpre-OMT comparison group, So it is
unknown whether the participants would have repiostgnificantly lower scores before
treatment.

Korthuis et al. (2011) compared self-reported Imegdtated quality of life scores of 289
HIV-positive individuals with opioid addiction ba® beginning treatment with buprenorphine to
scores after 12 months of treatment with buprenogp®MT at a community-based clinic.
Utilizing the Medical Outcomes Study Short Form He&urvey (SF-12), the researchers found
that quality of life was significantly improve@ @.13; 95% CI 0.72, 1.54) after 12 months of
treatment, specifically in the mental health, viyalsocial functioning, and emotional functioning
categories. Individuals with previous 30-day inesation were found to have lower mental
health quality of life ratings. The significancetbfs is unclear and may be related to the
individuals having HIV and a history of incarceaoati

Ponizovsky et al. (2010) conducted a similar prstp82-week longitudinal study of 105
HIV-negative individuals receiving buprenorphinesothe time span of 32 weeks. Several
different scales were utilized to assess qualitiffefincluding the Quality of Life Enjoyment and
Satisfaction Questionnaire, General Self-Efficacal8, and the Multidimensional Scale of
Perceived Social Support. After 32 weeks in treatirthere was a significant improvement
(p<.001) in quality of life, enjoyment and satidfan, general self-efficacy, and perceived social

support. Importantly, these effects were achievelbaveeks and sustained over 32 weeks.

8



Although not specific to incarcerated individudlsgse finding suggest that OMT positively
affects quality of life.

Although there are no studies comparing qualitifefbetween individuals receiving
methadone and buprenorphine, studies suggestrttaineent in either type of OMT has a
positive impact on quality of life. Improved quglidf life may provide motivation for individuals
to avoid illicit substance use and activities, amty motivate them to make positive changes in
their lives. While little is known about how OMTfatts the quality of life of incarcerated
individuals, the continuation of OMT upon incardera may help individuals adjust to the prison
setting and allow them to participate in daily @ties such as work duty and classes without
withdrawal symptoms. Participation in educatigm@igrams while in prison has been found to
be associated with decreased rates of recidivison vgease (Davis, Bozick, Steele, Saunders,
Miles, 2013). Individuals may be unable to fullyrfp@pate in educational programs during the
weeks-to-months long withdrawal phase, which anyg afect present and future quality of life
as well as recidivism rates.

Decrease in Risk of Overdose & Community-based Opith Maintenance Treatment

Overdose is the most common cause of death amjerdion drug users, outhnumbering
deaths due to infectious disease (e.g. HIV, hepaittuberculosis) and non-infectious causes
(e.g. cancers, heart disease, liver disease) (Wwadth Organization, 2013). Cases of non-fatal
overdose can cause significant morbidity relatecet@bral hypoxia, including permanent brain
damage (World Health Organization 2013). The Weélddlth Organization reports that OMT is
responsible for a significant decrease in the ofsfipioid overdose (2013). Gronbladh, Ohlund,
and Gunne (1990) conducted a seminal study thapared the mortality outcomes of a group of
individuals addicted to heroin receiving methadtveatment (n=166) vs. a group of of individual
addicted to heroin who were not receiving methadmretment (n=115) over 8 years. The rate of

deaths related to overdose in the group not rawgiviethadone treatment was found to be
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significantly higher than in the group maintainedroethadone fx 20.29, P<0.0001), and none
of the individuals in the group receiving methaddrezl from overdose due to heroin. Causes of
mortality in the group receiving methadone includedrdose due to substances other than
heroin, endocarditis, and liver disease. Mortatities for individuals maintained on methadone
were 1.4% per year, compared to 7.2% for the utgideeontrols and 6.9% per year for those
involuntarily discharged from the methadone program

Similarly, Langendam, van Brussel, Coutinho, ana A&aneijden (2001) utilized a
prospective cohort model to study the rates of atibytfrom opioid overdose in drug users who
were maintained on methadone compared to drug udersvere not maintained on methadone.
Eight hundred and twenty seven participants fromAmsterdam Cohort Study were included in
the study. The researchers found that injectiog dsers who were not maintained on methadone
were more than four times more likely to die dueverdose than injection drug users who were
maintained, regardless of methadone dosage. Moeatlg, a longitudinal time series analysis
was conducted by Schwartz et al. (2013) that stuoverdose deaths in Baltimore, Maryland
between the years of 1995-2009. The researchensl fimat an increase in OMT availability
throughout the city was associated with a decrigaaenual deaths by opioid overdose by 37%.
While this study found that OMT was associated aittecrease in opioid overdose, it was
limited in that it only included overdoses from dierand morphine, rather than overdoses caused
by opioid prescription pain medication (oxydoconggrocodone, etc.).

Methadone and buprenorphine are also associatadwatrdose. Utilized for pain
control (2% of prescriptions in 2009) as well adiation treatment, methadone was implicated in
at least 30% of deaths involving prescription pagdication during the year 2009 (Kuehn,
2012). However, while increased methadone presgifuir pain control has been associated with
increases in methadone overdoses, higher rategpehssed methadone administration has been

associated with lower rates of methadone assoctediose (Strang, Hall, Hickman, & Bird,
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2010). Although the research is limited in thisaaihis suggests that the lethality associated with
methadone and methadone overdose may be relatieel ¢bnical indications for use. For
example, individuals receiving methadone for opaéghendence generally take methadone at
lower dosing frequency and are maintained in arotlat environment (Substance Abuse and
Mental Health Services Administration, 2013). Buymghine has been speculated to be safer
than methadone due to the fact that it is a pawdihler than full opioid agonist, which may partly
account for its approval for administration in pairy care and other less regulated settings
(Auriacombe, Fraques, Tignol, 2001). However, baprphine can still cause overdose, and
OMT clinics that prescribe it must be careful toedally titrate doses and carefully monitor for
signs of diversion.

Incarcerated Populations and Opioid Maintenance Tratment

The vast majority of incarcerated individuals watlhistory of opioid abuse do not have
access to OMT (WHO, 2013). When individuals who@aients at a community-based OMT
program in some states are incarcerated and thgiissestimated to be longer than 30 days, they
are often tapered from their methadone or buprdmoepdose unless they are pregnant (Correct
Care Solutions 2011; McKenzie et al. 2009; Fu e28l12). Cropsey et al. (2012) conducted a
study in which the researchers mailed surveys degguhealth care access to US prison
administrators. Four hundred and thirty one faesitwith a total of 7,843,785 inmates responded
to the survey. It was reported that methadone wadgdged at 17.4% of these facilities, and 3.6%
of inmates received treatment. Buprenorphine OMIgmam availability was not studied.
Chandler, Fletcher and Volkow report that less i8atof incarcerated individuals in the US have
access to OMT (2009). Reasons for the discontionatf OMT upon incarceration and the
unavailability of OMT in prisons are not fully trgparent, although they may have to do with
concerns of diversion, logistical difficulties, atige belief that illicit substances are difficudt t
obtain in correctional facilities, as well as geiestigma about opioid addiction (McKenzie et al.,
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2009). Addiction medicine is a specialty and Chand¥letcher, and Volkow (2009) speculate
that few prison providers have received adequateifig to provide effective substance abuse
treatment. Lack of understanding about the neuhmpagy of addiction can also lead to the
stigmatization of substance users, which can cdesmased motivation on the part of both
prison-based health care providers and policy nsatceguarantee comprehensive treatment for
all incarcerated individuals (Chandler, Fletcheo|Réw, 2009).

As mentioned previously, many different factors cantribute to the decision regarding
whether to administer methadone or buprenorphind @va patient. The administration of
buprenorphine may take longer than that of methado@ prison setting, with buprenorphine
preparation and administration taking about 15 meis@nd methadone preparation taking 1-3
minutes in one study (Magura, 2009). It may be bealth resources cannot accommodate the
associated time burden of buprenorphine administraBuprenorphine may also be easier to
divert, as it is administered in a dissolving talolefilm form, while liquid methadone must be
swallowed immediately. As diversion of medicatisraiserious concern in the prison setting, it
may be another reason why prisons are hesitambtode OMT, with either methadone or
buprenorphine (Magura, 2009).

Mental lliness & Stressors in the Prison Population

Incarceration can represent a major life changenfmy individuals and can cause stress
related to separation from loved ones, fiscal vear(iespecially if the incarcerated individual had
been financially supporting others), change inydaltine, and social difficulties with other
inmates. For inmates who had been maintained on @NOF to incarceration, tapering from
OMT may be yet another cause of increased stressa@ne with significantly uncomfortable
withdrawal symptoms. In addition, research suggistsprisoners report high numbers of past
traumatic life events that can cause symptoms st-paumatic stress disorder. Maschi, Gibson,
Zgoba, and Morgen (2011) interviewed a random sammpb8 adult male inmates about history
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of trauma, including abuse, witnessing violencdnkipping, iliness, and loss of a loved one.
Forty-three percent reported being physically abuwsea child, 89% reported witnessing
violence, 61% reported seeing someone shoot anpénson, 29% reported experiencing a life
threatening illness, and 88% reported the deathlofed one. Abram et al. (2007) found that
more that 90% of incarcerated youth (n=898) intaméad reported history of a major traumatic
event, with 11% reporting symptoms congruent witlsP within the past year. In comparison,
only 4-9% of non-incarcerated youth report thesagpms.

Cauffman et al. (1998) found that 65% of incara@stdemale adolescents reported PTSD
symptoms (n=96), which the researchers stateimésthigher than the general population. In
addition, 41-65% of those struggling with substaalese also have or would meet criteria for
co-morbid mental health disorders, including anxaisorders and PTSD (U.S Department of
Health and Human Services, 1999). Binswanger €2@l0) found that 44% of incarcerated
women and 22% of incarcerated men who respondéetdS Survey of Inmates at Local Jails
reported having a mental health diagnosis other siistance abuse disorders, including
depression, anxiety, bipolar disorder, PTSD, angipssis. Although self reported, these findings
suggest high levels of PTSD or general stress mwitie inmate population that might make
adjustment to a substantial life change (incaraamadifficult, especially when coupled with a
second significant stressor such as tapering frdfif On addition, untreated mental illness in the
prison setting can lead to issues such as inmatenge (including sexual violence) (Dumond,
2003) and suicide attempts (Chavez, 2012). Inccesisess related to untreated addiction may
intensify these risks.

Retention in Opioid Maintenance Treatment, Relapseand Recidivism

Gordon, Kinlock, Schwartz, and O'Grady (2008) cartdd a randomized clinical trial
that compared the effectiveness of three diffengmds of interventions in male inmates (n=201)

with a history of heroin addiction. Subjects wemadomly allocated to receive either counseling
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only, counseling with referral to OMT (specificaltyethadone) programs, and counseling with
initiation of methadone treatment three to six rheriiefore release from prison. The counseling
with initiation of methadone group began treatmeith methadone a few weeks before their
release dates and were then transferred to antmuipeatment center for continuation of care
once they were released from prison. At six mopths release, 65% of counseling only
participants, 48% of the counseling with referrailtigipants, and 28% of the counseling with
initiation of OMT participants tested positive fibiicit opioids. The participants in the counseling
with initiation of OMT group attended a treatmenbgram for a significantly greater number of
days than those in the two other groups, with thenseling only group having the lowest number
of days. The individuals in the counseling onlyugr@lso reported a significantly higher number
of days in which they participated in criminal aityf compared to the referral (p<0.0001) and
initiation groups (p<0.002) (56.6 days vs. 35.6 28d, respectively) (Gordon, Kinlock,
Schwartz, and O’Grady 2008). These results sughgasOMT, when initiated prior to release
from prison, may help previously incarcerated imndinals avoid relapse and activities that could
cause re-arrest.

Kinlock, Gordon, Schwartz, Fitzgerald, and O'Gr4d909) conducted a 12-month
follow up study post-incarceration to examine ogictlapse and recidivism. Follow up data was
available for 97% of initial participants. Partiaits who had received counseling with OMT
reported an average of 166 days in a communitycbelg@c, those who had received counseling
with referral reported an average of 91.3, andehalso had received only counseling reported an
average of 23.1 (Kinlock et al., 2009). This suggdsat the initiation of opioid maintenance
treatment with counseling in prison is associatét greater long-term involvement in
community-based treatment programs after release firison than counseling with referral or
counseling alone. Recidivism was not significanéiated to intervention group in either study,

but neither of the studies thoroughly analyzedréaesons for reincarceration. Kinlock et al.
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(2009) suggest that arrests may have been relajabation violations and earlier offenses
rather than substance abuse.

McMillan, Lapham and Lackey (2008) conducted aosgtective chart review to study
the recidivism history of 589 inmates at a prisothie Southwest US with an OMT program.
The program allowed inmates who had been pati¢rasrethadone clinic prior to incarceration
to continue to receive methadone while incarcerdibdy compared time from release to
reincarceration of inmates who had received OMTnduincarceration versus inmates who did
not receive OMT while incarcerated. A primary reafar an inmate not receiving OMT
involved difficulty verifying dosage history witithé community-based methadone clinic. No
significant difference in time between release fimison to recidivism and reincarceration was
seen between the two groups. However, this studlnali take into consideration whether
inmates were able to continue OMT at a communityichfter release. It also did not examine
any differences that may have existed between esnaho were receiving OMT in prison and
those who were not receiving OMT besides lengttinoé incarcerated. Length of time
incarcerated can affect ability to receive OMT hesgaverification of dosage with the outside
clinic can be a lengthy process and individualfiwihger sentences may be more likely to have
their dosage verified. This study also failed tplexe reasons for re-incarceration, which may
have included issues related to probation fromiptevoffenses and crimes that were not drug
related.

Larney, Toson, Burns, and Dolan (2011) found thaiteM\OMT in prison was not
associated with reduced re-incarceration rategjragtion of treatment upon release decreased
re-incarceration by 20%. Opioid maintenance treatrdaring incarceration is not itself
associated with lower re-incarceration rates, baihtenance at community based OMT programs
is, and OMT initiation and maintenance while inspn leads to higher rates of continued

treatment upon release. Barriers to continuatiameaitment upon release may confound the
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benefits of prison OMT once individuals are reimgdgd back into the community. Initiation
and/or continuation of OMT in prison and the resesrto smoothly transition from prison OMT
to community OMT upon release benefits both théviddals and the greater community by
reducing rates of re-incarceration.

Magura et al. (2009) compared the outcomes of ndetiainitiation in the prison setting
to those of buprenorphine initiation. One hundred sixteen adult male inmates at Riker’s
Island with heroin addiction were randomly admigietl methadone or buprenorphine treatment.
The researchers found that while there was nofgignt difference (p<0.001) between the two
groups in completion of the study or rates of retsth/re-incarceration at Riker's upon release,
48% of the individuals who had been initiated aradntained on buprenorphine vs. 14% of the
individuals who had been initiated and maintainedn@thadone continued treatment at an OMT
community clinic upon release. The researchergweti that this vast difference might have been
due to the relative flexibility of community baskedprenorphine administration compared to
regionalized methadone centers. This study exclut#diduals who had been previously
maintained on methadone at the time of incarcerafibis is relevant because individuals who
had been enrolled in methadone treatment befoeedacation and were maintained while
incarcerated may have continued treatment at a eontyrclinic after release at a higher rate
than those initiated in prison like the individuadghis study. In addition, the median dosage of
methadone (30mg) administered in this study isidensd suboptimal for most patients, while
the median buprenorphine dose (12mg) is consideithéh the range of optimal for most
patients (Magura et al., 2009). This may have doutied to the lower rates of continuation of
treatment for those in the methadone group, asptimal OMT dosing is associated with less
successful treatment (Magura et al., 2009). Theselts suggest that both ease of accessibility to
treatment and proper dosages may contribute tanc@tion of treatment upon release, and that

the success of OMT may be related to what typeeafioation is administered.
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Health Outcomes and Risk of Overdose Following Redse from Prison

Re-incarceration is not the only risk for individsi#ollowing release from prison. Health
problems present another barrier to successfulegration into the community, particularly
ongoing substance abuse and mental health rekdeds. Binswanger et al. (2011) interviewed
29 previously incarcerated individuals betweenages of 22-57 regarding medical issues they
faced post-prison release. One of the themes thatgeed was difficulty accessing health care,
including mental health and addiction care. Manyhef participants expressed the wish that they
had been referred to a health care provider or aamitgnhealth clinic pre-release so that they
could have easily accessed care once they lefirprior some participants, difficulty accessing
care meant a delay in treatment for which theyesatf complications such as relapse with
substances and worsening health. The fear of mlaps substance use and potential overdose
were reported, which the participants stated welaed to inadequate access to care. These
results suggest that access to care post-releasbemmproved by referrals to health care
providers and substance abuse treatment centerd@rielease from prison.

Binswanger et al. (2012) explored the experiencasformerly incarcerated individuals
reported having with overdose of illicit substanaéisr release from prison. Twenty-nine
individuals 18 or older were recruited from comntyiiiealth and addiction clinics and
interviewed two months after release from prisdme€ of the participants reported having
overdosed soon after release from prison, andegréan 50% of the participants reported
knowing someone who had experienced an overdoseglease from prison. One major theme
reported was difficulty accessing substance abase most-prison release, combined with
unavoidable exposure to drugs in their environméné stress of reintegration back into the
community, including finding work, shelter, and libaare was reportedly so intense that
returning to substance use was a commonly repogeihg mechanism. The perceived sudden
lack of structure that many individuals were fageth after living in a highly structured prison
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environment was reported to be another stressdrileWhany of the participants reported
remaining clean from illicit substances while inmnated, the combination of life stressors paired
with the high levels of substance use and easysadoesubstances in their communities made it
very difficult to refrain from using substances padease from prison. Participants also reported
that staying “clean” while incarcerated led to aréased tolerance for substances, which they felt
led to an increased risk for overdose. The reseasaecommended the use of opioid
maintenance treatment both in prison and immegidtdibwing release to potentially decrease
this risk (Binswanger et al. 2012). A potential éfitnof OMT may be that it provides better
access to care and greater structure in the ewagriivees of these individuals (Binswanger et al.,
2012).

Increased risk of death related to overdose folhgwelease from prison has been clearly
identified. Merral et al. (2009) conducted a matalgsis that included six studies that followed
inmates aged 18-35 with substance abuse histanieg feast 12 weeks post-incarceration. One
thousand thirty three deaths within the first 12kgepost-prison release were analyzed.
Individuals were at a three to eight-fold increasekl of death related to drug overdose within
the first two weeks after prison release compaodtie¢ next 10 weeks (week two through 12).
Seventy-six percent of deaths taking place withenfirst two weeks post-release were found to
be drug-related. The authors speculated that drease in risk of drug overdose was due to a
possible decreased drug tolerance of inmates whe frae of illicit drugs or OMT in prison.
Increased implementation of OMT both in prison apdn immediate release could potentially
decrease risk of post-prison release associateidopierdose.

Andrews and Kinner (2012) conducted a chart rewiglizing the Australian National
Coroners Information System to explore causes athdeost-prison release. Three hundred and
eighty-eight records were reviewed, 45% of whiskell accidental substance overdose as cause

of death. Eighty-two percent of the deaths wereseduby an opioid, and individuals who died of
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accidental drug overdose were more likely to haagk éxperienced withdrawal in the six months
preceding the incident. The use of multiple sub=tarat one time was described in 72% of the
deaths, with benzodiazepines and alcohol being camun-substances implicated in opioid
overdoses. Like many other researchers referegioaek, Andrews and Kinner (2012)
recommend the use of transitional substance abemsrient programs as well as pre-release
educational programs focusing on opioid overdosggntion and the dangers of polysubstance
use to decrease the risk of post-prison releasedpverdose.

Despite much research on the effects of prison @klThmates and previously
incarcerated individuals with regards to relapseidivism, and health outcomes, as well as the
rates of mental illness and distress in the prgsmpulation, little is known about the lived
experiences of individuals who are tapered from Cdflthe time of incarceration. Quantitative
research dominates this area, and the additionalitgtive data may add some important
perspectives concerning the ways in which previoimlarcerated individuals view these
experiences. Studies exploring the lived experigmtehis population may also help guide
focused research that may lead to more successfuléntions to reduce recidivism, increase
guality of life during incarceration and post-redeaand improve opiate abuse recovery outcomes

for individuals in the correctional system.
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Screaming Behind a Door: The Experiences of Individals Incarcerated Without Opioid
Maintenance Treatment

Background & Purpose: Opioid maintenance therapy (OMT) is an effectivetimod of treating
opioid addiction. Of incarcerated individuals ietd.S., 50-85% have a history of substance
abuse, and >80% of inmates with opioid addictistdny do not receive treatment. The purpose
of this study was to explore individuals’ experies@fter being tapered from OMT upon
incarcerationMethods: Interpretative phenomenological analysis (IPA) wagployed using in-
depth interviewing of 10 participantResults: Analysis identified six themes that captured the
essence of the participants’ experientemlications & Conclusion: Losing OMT upon
incarceration was described as an extremely stiesgberience for many individuals, and may
create issues for both inmates and facility staffther research is needed to discover ways in
which to improve addiction treatment in prison.

Keywords: Opioid Maintenance Treatment, Substartmes&, Mental Health
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Introduction

Substance related offenses are responsible feast half of federal prison sentences.
Between 50-85% of incarcerated individuals in th8.Uave a history of substance abuse, with
20% of those reporting intravenous (1V) drug user{h, 2009). Between 9-13% of incarcerated
individuals in 2004 reported using heroin on a tagbasis pre-incarceration (Mumola &
Karberg, 2006), and between 12%-25% of newly agtkstdividuals tested positive for opioids
upon urinalysis (National Institute of Justice, 20rhe availability of illicit substances in
prisons has been well documented (United Natiorie€®bn Drugs and Crime, 2010), and
associated needle-sharing behaviors in prisomgstgreatly increase risk for HIV and hepatitis
C acquisition during incarceration (United Nati@i§ice on Drugs and Crime, 2010). Opioid
maintenance treatment (OMT) with either methadaneuprenorphine is an effective method of
decreasing opioid abuse and promoting increasdthira&community and prison settings
(National Institute on Drug Abuse, 2012). AdditilpaOMT decreases an individual’s
involvement with the criminal justice system, rigkHIV/hepatitis C infection (Gordon, Kinlock,
Schwartz, O’Grady, 2008), and increases qualitijf@in the community-dwelling population
(Nosyk et al., 2012). While detoxification prograare also utilized for treatment of opioid
dependence, they have been found to be less g#ebhtan OMT at reducing illicit behaviors,
substance use, and needle sharing (Nosyk et 4R)20 he World Health Organization (WHO,
2013) has called for OMT to play a major role ibstance abuse programs, including those in
prison settings, and the National Institute on DAbgise (NIDA, 2012) includes OMT in its
principles for addiction treatment of both the gahand inmate population.

Opioid maintenance treatment in the prison settiexgbeen found to result in a decrease
in opioid use as well as decreased drug injectimgreeedle sharing (NIDA, 2012). While
inmates frequently report accessibility to illisitbstances and means to inject drugs in prison,

only 55% of U.S. state and federal prisons provig¢hadone or buprenorphine, and more than
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half of those prisons only do so for pregnant wometo treat chronic pain rather than addiction
(Nunn 2009). More than 80% of inmates with knowdiation histories do not receive treatment
while incarcerated (Chandler, Fletcher & VolkowP2). Many incarcerated individuals with a
history of opioid abuse have been enrolled in anTQivbgram prior to incarceration (Fiscella,
Moore, Engerman, Meldrum, 2004), but subsequeasrat initiation into OMT after release
from prison are low, and the risk of overdose &vated in the period immediately following
reintegration back into the community (WHO, 201Bjendrich et al. (2011) found that six
months following release from prison, more than Sif%mdividuals who were able to receive
OMT in prison continued treatment in the communiijle only five percent of individuals who
did not receive OMT while incarcerated enrollediipommunity-based OMT program upon
release from prison. Individuals with a historypoé-incarceration heroin addiction typically
relapsed within one month of release from prisdhefy were not enrolled in an OMT program
(Gordon, Kinlock, Schwartz, O'Grady, 2008). Reasfumgelapse can include anxiety and
depression related to “stigma associated with bleibgled an ex-offender, the need for housing
and legitimate employment, stresses in reunifyiity family, and multiple requirements for
criminal justice supervision,” as well as reintdgma into a community where substances are
highly available and accessible (Chandler, Fletchérolkow, 2009, p184).

Rates of successful long term, voluntary tapemn f@MT in medically supervised
community-based treatment centers are generallgidered poor. Nosyk et al.’s (2012)
population-based, retrospective cohort study fahat only 13% of community-dwelling
individuals who attempted a medically supervisedyntary taper from OMT were considered
successful, meaning they avoided relapse and/otryeiato OMT. Tapers that were longer than
12 weeks were associated with greater successhhae shorter than 12 weeks. Calsyn, Malcy,
& Saxon (2006) reported a zero percent successalideing a voluntary, medically supervised

(minimum 120 day duration) methadone taper in amanity setting, suggesting that voluntary
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taper of methadone is difficult without the addédssors associated with incarceration. Because
the accessibility of OMT in prison settings is paoany individuals who are enrolled in an OMT
program are involuntarily tapered from methadonbuprenorphine upon incarceration at a rate
that is much faster than what is generally consid@ppropriate within a community-based OMT
setting (Fiscella, Moore, Engerman, Meldrum, 2008)ven the stress associated with
incarceration, it is important to explore the exgeces of individuals who have undergone
involuntary discontinuation or taper while servimge in prison. The purpose of this study was
to discover, explore, and describe individuals'erignces of incarceration after being tapered
from OMT upon incarceration. Implicit within the a@ias to discover the essence of their
experience during this time and learn about whaettperience was like for them.
Methodology

Research Design

Interpretative phenomenological analysis (IPA) (®mirlowers, & Larkin 2009) was
used to explore, describe, and interpret the egpees of individuals who were involuntarily
tapered from opioid maintenance treatment uporreecation.
Sampling and Recruitment

The institutional review board approved this stpdgr to any study procedures. Current
and former patients at a methadone and buprena phitpatient treatment center in northern
New England who had been previously incarceratae we population of interest in this
qualitative study. Inclusion criteria included atbry of incarceration that involved an
involuntary taper from OMT and the ability to remmen and verbally share this experience.
Participants were 18 or older and English speal&xglusion criteria included inability to
complete interviews and pregnancy, due to vulnerpbpulation status. Purposive sampling and
snowball sampling were utilized. Participants wereruited from the OMT clinic using flyers

advertising the study. Counselors at the clinicensdso asked to provide clients with information
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about the study and the principal investigatory ¢Bntact information. All interested
individuals contacted the PI directly. Sampling tbmmed until saturation was reached at
interview 7 with an additional 2-3 participant inteews to ensure that the multifaceted nature of
the phenomena was well captured, and that theimdtaded examples of both “similarity and
difference between participants” (Smith, Flower&&kin, 2009, p. 51). There were a total of ten
participants, who reported being incarcerateddiffdrent facilities in New England, with the
exception of one participant who had been incatedrim the Southern US. A $20 gift card to a
grocery store was provided as compensation forcgaaiht time and travel.
Study Procedures

Flexible, semi-structured, in-depth interviews@eonducted in private rooms at the
treatment center that were safe, private, and everefor the participants and the PI. Interviews
included questions that explored the experiendeeofg tapered from OMT, serving a prison
sentence without OMT, and reintegration back iheedcommunity after release. The first
guestion the PI asked participants was: “Tell mattappened when you were first arrested and
incarcerated.” Interviews lasted 45-75 minutesl were conducted solely by the PI. Interviews
were audio recorded and then transcribed verbdtimoughout the study, the Pl performed
reflexive journaling in order to explore personades and preconceptions that may have affected
the interviewing process (Polit & Beck, 2011). Jmling was performed after especially
emotional interviews, when the Pl was disturbedhgyparticipants’ descriptions of mistreatment
in the prison setting. This practice allowed théd?emain neutral to avoid bias against facility
staff, as well as remaining open to all individsaries of the participants.
Data Analysis

The interviews were transcribed verbatim and cobescked, then de-identified. The PI
was mindful to consider both the transcribed text the context of the interview by analyzing

the words chosen (including slang), the body lagguand any emotional displays such as
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laughter, weeping, etc. (Ray, 1994). The PI thentified emergent themes from the initial
notations. The PI then considered all cases at mndiscover thematic “patterns” that fully
captured the essence of participants’ experiergeili, Flowers & Larkin, 2009, p. 101). To
improve the study’s rigor, one participant was eoted for a member-check. The participant
validated that the themes reflected her experience.

Results

Demographic information, utilizing pseudonyms tentlfy participants, is presented in
Table 1. Six themes emerged upon analysis of @msdribed interviews: 1) “You're not getting
your meds” (Traumatic taper experiences), 2) “I wasvling out of my skin” (Difficult
withdrawal), 3) “Suck it up, it's not that bad” (Boptimal medical care), 4) “Trapped and
helpless” (Co-occurring mental illness), 5) “Morethere than out here” (Access to substances in
the facilities), and 6) “I just went looking on teeet” (Relapse upon release).

“You're not getting your meds”

Most of the participants reported that despitetwiay had heard about the Department
of Correction’s policy to taper inmates receivinBD, they did not receive a taper. Some
participants were told immediately upon entering fidecility that their OMT would be abruptly
discontinued. Bryce shared: “They knew | was omhen | came in and they said it didn’t matter.
Kick rocks, pretty much.” Other participants shatieat they were not immediately told whether
they would be receiving OMT or not. Mason said: éyididn’t give me anything...and nobody
told me nothing. And that's kind of intense, kindsacks.” One participant, Sierra, stated that she
had to make a scene in order to find out if she gedisg to receive OMT. She angrily recalled
this experience: “it took like 3 or 4 nights uritdtarted flipping out...screaming behind a door,
like ‘what the fuck is wrong with you people, gengeone who does know what’s going on, you
fucking moron'....you have to get them mad at youil dimally, they're like ‘she won’t shut up

in there'...finally hours later, one the nurses com@sn...she’s saying ‘you’re not going to get
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your meds.” Participants expressed confusion, graged frustration about these policies and
wondered why the process couldn’t have been mew cl

All of the participants but one were vehement ®ittlhelief that the experience of either
abruptly losing or being tapered from OMT was aguestionably negative experience. Zev
shared that the taper experience was not only sgvencomfortable, it also negatively impacted
his recovery upon release: “It makes you angry. Kiad of stay angry...because you just don't
care anymore. You're just like, ‘fuck it, | don'ace. | just want to be high.”” Lila, a participant
who did receive a taper from OMT, reported mixeglifeys about this experience:

You know, I'm caught here. Part of me says mayleag a good thing because it

kind of made me realize, yeah, | can do this withib&o | mean...maybe it was

a good thing. | don’t know. Part of me says itgaod thing and part of me says
deal with one thing at a time.

Although no other participants expressed the b#liaf the taper or discontinuation experience
may have been positive, many others echoed thiarsaritthat dealing with incarceration and
“detox” at the same time was overwhelming. Siercmeered how the experience fit in with the
goal of rehabilitation, which she believed wasphepose of prison: “All those girls are just
going through emotional hell and | can’t see hoat tould in any way—that experience could
help anyone. It'd have to cause more trouble. YioaK?” In summary, all participants reported
that losing OMT, either with a taper or in the caéabrupt discontinuation, was a stressful
experience. In addition, some reported that theeapce negatively impacted their recovery
process after release.

“I was crawling out of my skin”

All participants reported an extremely challengivithdrawal, regardless of whether they
had received a taper or abruptly discontinued OStime participants focused on physical
withdrawal symptoms. Jeremy shuddered while rewahiis experience: “Every single day was
just dreadful...like I'd get so hot that I'd sweat.d shiver and when | was throwing up | wasn’t

throwing up anything. Just foam. Just big, big gisiof foam and it was nasty.” However, most
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stated that withdrawal while incarcerated was Ipbtysically and emotionally taxing. For Bryce,
memories of the emotional turmoil were more vivid:

| felt like it screwed my head up afterwards forhée. | didn’t feel clear for a

long time...I felt like | was nursing my mind and rbgdy back to health

slowly...It's a horrible experience. Its really—emotionatly even harder. | can

take the sickness, but you know you're in jail god’ve lost everything again

and you're—I feel like I'm always like—my body is @pen wound

emotionally...Then I just starting thinking about kigs and its just...it's a

dreary place to be.

A few participants reported that even once theeaauthdrawal symptoms faded, they
had difficulty engaging and integrating themselwves day-to-day prison life. Donna described
feeling detached: “I just didn’t feel right. Likenas there but | wasn't kind of. | was very
spacey...l was seeing and doing everything but lyeasn’t in my body doing it...I was just
extremely out of it for probably five months.” Théthdrawal experience in prison was
physically and emotionally challenging for all bktparticipants, and some reported that after
effects associated with withdrawal took months &amnoff.

“Suck it up, it's not that bad”

Despite how ill the participants were during theithdrawal periods, none reported
receiving comprehensive medical care. While sonre\given “cocktails” for symptom
management (usually including Pepto-Bismol, clamdiand an anti-histamine) or “vital checks”
(facility staff checks vital signs such as bloodgsure and pulse in order to monitor withdrawal),
others reported feeling ignored by the medicafskdéson received no medical attention: “The
nurses knew about when | was being tapered dowy,dlin't come and check. Nobody came to
check nothing.” Donna stated: “They just sat therd said ‘suck it up, its not that bad.” The most
they would do was give me juice at times becausg tihought | was going to pass out and they
wanted to get some sugar in my system.” Bryce dis@m that pretending to be an alcoholic
helped him receive treatment for withdrawal: “Thedical staff is horrible...their opinion is, you

can't die from opiate withdrawal, so suffer. Alle$ learned to say that we were drinking
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heavily—they give you Valium for drinking...l don'righk but | told them that because it was the
only way.”

A few participants stated that they had been plated‘medical unit” to withdraw,
which they described as feeling more like solitaopfinement or “the hole.” Jeremy stated:

I told them | was going to crash real hard and g, ‘Well, then, what we

need to do is lock you into an empty room’ and ganeea bucket...They didn't

do anything for me, wouldn’t give me any medicatjtmhelp with withdrawal

symptoms].
These participants reported feeling so lonely aightened in the medical units that they
pretended to be finished withdrawing so that theyla join the general prison population. Angel
said:

I was in medical for 5 days and then...| pretty mlietd and said | wasn't

detoxing anymore...l just didn’t want to be in thdrdidn’t want to be in the
hole...I just wanted to be in [general] population.

Some participants reported feeling discriminategiregg by medical staff for having an
addiction history. Bonnie reported that her symmameren’t taken seriously because they were
related to opioid withdrawal:

They didn’t seem to believe me when | said it wasedlical issue. They kind of

scoffed at that. And they were like ‘Oh, you'll Biight.” And | was like ‘Oh,

yeah, right.” And boy, | wasn'’t alright. And—yeahywas a bad experience. Just
thinking about it gives me the creeps.

Bryce echoed this sentiment: “The medical stafklabyou like you're a piece of shitthey're

very judgmental, which | don’t think you should Wwerking in a correctional facility.” Many
participants stated that they did not feel like roaldstaff were interested in helping them or
improving their health status. Sierra wondered why nurse would choose to work in the prison
system: “I think that maybe | wouldn’t want to gndchool to be a nurse and work there, because
you can't help anybody. So you'd either have tort@an or not care and need money really bad.”

A lack of perceived comprehensive, compassiona#itheare in prison was stressed by all of the
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participants, and some reported feeling as thohgtealth care providers did not care whether
they remained healthy.
“Trapped and helpless”

Many of the participants shared that they strudjgééh mental iliness as well as
addiction issues. Two participants stated that {sychotropic medication was withheld, despite
having a prescribing practitioner in the communtgy shared that he had been prescribed
multiple medications for depression and anxiety,ibwok weeks for his medications to be
confirmed with his prescribing physician. Once misdications were confirmed, the correctional
facility’s physician decided not to prescribe soofi¢he medications he had been getting before
incarceration. He felt that this lapse was detritakto his mental health:

They're like ‘Eh, no big deal.’ Like...times when éwcome down off my regular

antidepressants and stuff like...it's so bad, it sake me want to kill myself or

super angry and like it’s just terrible that theynao that...the doctor without

talking to you can just decide that he knows beéttan the doctor you see that

knows you...without actually interviewing or talking you really. They can just
be like ‘*Yeah, | don't think you need that.’

Donna had a similar experience: “I have bipolar...tdrey wouldn’t give me any of my
medications. | was on Seroquel. They wouldn’t gine any of that. | was on Klonopin...they
wouldn’t give me anything. None of my prescriptidns

Other participants reported that appointments wiémtal health counselors and support
meetings were hard to come by. Donna was the anlycpant who reported having access to a
case manager to talk to while incarcerated, bubshemet with her once because she did not
feel comfortable talking with her. She stated thatcase manager ignored her concerns and did
not take her seriously when she tried to repottgbards were sexually assaulting inmates:

| told someone...a person that you were allowedlkotteif you were on drugs

and you'd get to see them once a week for halfoam And you'd tell them how

you’re doing and stuff like that...she was just liteat doesn’t happen,’ just kind
of like brushed it off her shoulder like it was Inig deal.
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Max stated that despite the fact that the majarfitihe fellow inmates he knew had opioid
problems, there were few substance abuse resotif¢tese were AA meetings...but never any
real Narcotics Anonymous meetings...95 percent optwple were in there for like theft or
stealing something, selling stolen property, &l jiw pay for their drugs.” Despite the fact that
many of the participants reported a history of raktihess or episodes of depression and anxiety
triggered by incarceration, none were able to acoental health care while incarcerated.

“More in there than out here”

All of the participants stated that substancesdind paraphernalia were accessible in
prison, although there were varying reports abcwere the drugs came from. Donna reported
that male guards smuggled substances into théitih order to bribe inmates that were known
to have addiction issues to engage in sexual favors

They would want me to do a sexual favor and they thould give me

whatever...if you're coming off stuff and it look&d you want something,

they’re going to ask you ‘What do you want?’ aneitlivould bring us anything

that we wanted...whether it was drugs or alcoholesdhes to do the drugs with
or weed or cigarettes or tobacco whatever.

The trades were sometimes forced: “There was ahandghere that was very young...all the
guards wanted her. Two guys at once wanted tohltekand they did—for drugs. And even if
you said no, sometimes they still did it.” The father female participants confirmed that they
had either witnessed or participated in similansgeections.

Some male participants reported that they hadvedeiubstances from guards, although
they stated that the guards were interested in yn@iber than sex. Jeremy told a story about a
guard who smuggled tobacco into prison for himeit s

There was this female guard that worked there..d %&hat are you making for

money here?’ And she said ‘$15 an hour.” And | sidimlv would you like to
make $500 in an hour?’ And she said ‘Let’s hear it.

Participants stated that substances were also datliggby other inmates, who would then sell
or use them. Selling substances in prison wasiftehts a lucrative business, as many desperate
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inmates were willing to pay high prices. AccordiogViason, “[An 8mg pill of buprenorphine] is
at least $100, probably $150...it's like $20 for dittée line...its highway robbery. But because
we’re addicts, we're going to pay whatever.” Mamytjtipants reported that individuals worried
about withdrawal smuggled medication into the faes when they were incarcerated to treat
their symptoms:

...that’'s what most people know now...they know theyiog going to get their

medicine so [they smuggle it in]. You’d be crazy twtake care of yourselff.

| was ever in trouble again, | would bring [drugspecause | would never go
through that again. It was awful.

So many individuals were reportedly smuggling ibsgteinces that it might have been easier for
some individuals to find drugs in prison than ie tommunity: “Sometimes there was more in
there [prison] than out here. It's like when everg knows they're going to jail, they do
whatever they have to do to bring [drugs] in.” Maseported that substances were so accessible
that some inmates became addicted while serving; tiBeople would get the habit, there was so
much down there. They were catching habits in #oime guys...they’d never even been on the
street to buy [drugs] until they got in there.”

The easy accessibility of substances despite theailability of methadone or
buprenorphine for regulated treatment in prisonnteghy of the participants to wonder about the
futility of the tapers:

It's a really big deal there because everyone winglis medicine. It's really

stupid because most people—most of the entiredpfigopulation is going to be

back on the medicine when they get out. Most afrtlaeen’t even in there for

more than a year...| mean, if you're going to giveithem and then take it
away—what a mess.

Bryce reflected on his belief that the refusal loy facilities to provide addiction treatment is
what led to the frequent drug use that they wetiagrto avoid:

Its silly...they fight so hard to keep [drugs] outjais...they should just give

[OMT] to anybody who wants it...I just think it's caoal that they fight so hard

to keep it out when they would solve all their gesbs if they just prescribed it

as a tool for treatment in jail.
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Every participant reported either using substamdete in prison or being aware that substances
were easy to access. Many participants sharedtizatis smuggled substances into prison, and
all of the female participants had either withessepgarticipated in a drug trade that involved
Sex.

“I just went looking on the street”

Every participant either reported using smuggldassances while in prison or relapsing
soon after release from prison. Some were able-emter treatment programs after release, but
even those participants reported a period of timeaiting to re-start treatment in which they
were using substances on the street. Sierra egposing drugs right after release: “I got
out...and just went looking on the street.” For Darmamories of her experiences in prison
drove her to use drugs upon release:

It was really bad. | mean, | thought | was goingli®, | was doing so many drugs

[after release]. | really thought | was going te.di[the incarceration experience]

was traumatic and | was having nightmares and Idediuget them to go away so

| was trying to use [drugs] to make them go away.

Although no participants reported overdosing aiéégase, a few stated that they knew people
who had. Zev stated: “ I've heard that a lot of pledOD [immediately after release]...[some
people] would just want to kill themselves. Becaegen though you're out, its still shit.” Angel
reported a more severe addiction once she waseslédhan before incarceration: “Hell. | got
extremely, extremely heavy into dope. | was doiraybe 20 bags a day.” lllicit opioid use upon
release was reported by all of the participantd,some stated that their use after incarceration
was heavier than their use before. Many particgpahared stories of friends or acquaintances
who had overdosed when they were released frorarpris

Discussion

The purpose of this study was to explore and dmestine experiences of individuals who

had their opioid maintenance treatment taperedsoodtinued abruptly upon incarceration. The
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six themes uncovered in the analysis of the ingsvsireflect the profound isolation from the
outside world during incarceration that particigatéscribed, especially with regards to the
reported disconnect between what is considerecdpppte mental health/substance abuse
treatment and what is received in prison. The gigdits shared examples of how the practice of
taper or abrupt discontinuation of OMT in the pnisetting may have been quite futile and in
fact created a host of issues for both inmatedmhrtment of Corrections staff.

Participants experienced feelings of isolation mvtieey were incarcerated, both isolation
from the outside world by virtue of being prisonargl from general prison life because of their
addiction. Implicit in many of the participantsbsies was the feeling of not being listened to or
having basic needs met. Participants crediteddhi®th their status as prisoners and as addicts.
The participants’ accounts of their experiences pliint to a disconnect between what is
provided in the prison setting and what is rega@gdcceptable substance abuse treatment in the
addiction treatment field. These findings echo Gegpet al.’s (2012) research, which found that
only 17.4% of 431 facilities offered methadone remance treatment. This leaves most facilities
without basic substance abuse treatment. Whilegegopt al. found that 72.3% of facilities
reported offering “co-occurring mental and substamse disorders counseling,” none of the
participants in this study reported opportunitiesdounseling that were offered consistently and
felt safe. A combination of OMT and counseling &grally accepted as standard practice for
treatment of opioid addiction by experts in thestabce abuse treatment field, and is
recommended by the National Institute on Drug A2€4 4).

The participants’ reports of relapse upon releaseansistent with the findings of
Binswanger et al. (2012) and highlight one of thagkrs that face inmates once they leave
prison. Taken together with the accessibility distances in prison, the purpose of discontinuing
OMT is questionable. If imprisonment is meant toyule rehabilitation or at least discourage

individuals from engaging in the behavior thattedheir arrest, a policy that results in the
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continued use of illicit substances and negatie#gcts recovery seems futile. The interruptions
in OMT treatment that can occur when patients r@carcerated may lead to increased utilization
of resources related to re-admission and re-indat OMT clinics in the community upon
release.

These findings could inform changes in practice polity, as well as further research.
Firstly, the loss of OMT upon incarceration, wiither a taper or in the case of abrupt
discontinuation is a stressful experience for manyiduals, which may have detrimental
effects on their physical and mental health. Initold inmates may not feel as though their
health needs are adequately addressed by prisanahstff. The general distrust of the
medical staff described by the participants may keea failure to report serious medical
symptoms out of the belief that medical staff b nothing to help. The unavailability of OMT
may lead to increased smuggling of substanceghetprison setting, risky use patterns, and
potential corruption of staff, as is also suggestg&chwitters (2014). The findings of the present
study can be added to the growing body of knowlgtigesuggests that improvements in the
treatment of substance abuse disorders in therpsistting may lead to improved rehabilitation
while in prison, outcomes upon release, and mopeogpiate use of health care resources.
Further research in this area, including interviedvyprison medical staff, may help illuminate
ways in which to improve substance abuse treatindatilities.

This study had a few limitations. The sample wasatly homogenous, with all ten
participants identifying as white. In addition, bese the study’s inclusion criteria required that
participants share their experiences in English résults may not reflect the experiences of non-
English speaking populations. All but one part@cipwere enrolled in an OMT program at the
time of the study, and the experiences of indivisiwgho do not re-enter treatment after release

may differ.
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Conclusion
This study adds valuable qualitative data to thayluf knowledge concerning substance
abuse treatment in prison settings. The particgsinared that experiences that reflect less than
optimal physical and mental health care, especisilly regards to their substance abuse and
mental health issues. These stories should pramibiefr study to explore the current state of
substance abuse treatment for incarcerated popugat-urther research in this area may help
guide efforts to reform policies regarding the sabse abuse and mental health care provided in

prison settings.

36



Table 1. Participant Demographics

Pseudonym Gender | Age | Current OMT| OMT at time of| Duration of
Medication | Incarceration & taper
daily dose
Donna F 26 100mg 12mg No taper
Methadone | Suboxone
Max M 31 12mg 8mg Suboxone| No taper
Suboxone
Mason M 44 70mg 24mg A few days
Methadone | Suboxone without
medication,
then 1 week
taper
Angel F 32 128mg 80mg No taper
Methadone | Methadone
Jeremy M 31 100mg 75mg 5mg
Methadone | Methadone decrease/day
for 30 days
Bryce M 41 16mg 135mg No taper
Suboxone Methadone
Sierra F 39 8mg 8mg Suboxone| No taper
Suboxone
Zev M 36 55mg 12mg No taper
Methadone | Suboxone
Bonnie F 59 “Blind” Was No taper
voluntary participating in
taper (does | blinded study,
not know did not know
dose), dose, Suboxone
Methadone
Lila F 36 No current | 8mg Suboxone| 30 day taper
OMT
medication
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