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Medication Assisted Treatment



“Addiction is a primary, 
chronic disease of brain 

reward, motivation, memory 
and related circuitry.”

- American Society Addiction 
Medicine

Addiction: 
A Chronic Relapsing Disorder

Presenter
Presentation Notes
Just as heart disease damages the heart and changes its functioning, addiction changes the brain and impairs the way it works. 
In drug addiction, the frontal cortex in particular shows less activity. This is the part of the brain associated with judgment and decision-making (NIDA).
Addictive drugs can provide a shortcut to the brain’s reward system by flooding the nucleus accumbens with dopamine.
Additionally, addictive drugs can release 2 to 10 times the amount of dopamine that natural rewards do, and they do it more quickly and reliably.
Over time, drugs become less rewarding, and craving for the drug takes over. The brain adapts to the effects of the drug (an effect known as tolerance), and because of these brain adaptations, dopamine has less impact. People who develop an addiction find that the drug no longer gives them as much pleasure as it used to, and that they have to take greater amounts of the drug more frequently to feel high.




Like other chronic diseases…

• Addiction often involves cycles of relapse and remission

• It is preventable

• It is treatable

• It changes biology

• It can last a life time

• Without treatment or engagement in recovery activities, 
addiction is progressive and can result in disability or 
premature death

Addiction: Chronic & Relapsing

Presenter
Presentation Notes
Know law enforcement culture…practiced within MCJ…IDOC…Parole….”why don’t they just stop”….
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Presenter
Presentation Notes
Early on in drug use, euphoria is the main effect and functioning is relatively normal.  With chronic use and the development of tolerance and physical dependence, euphoria disappears and is replaced by drug seeking in order to avoid withdrawal.  Medication treatment for opioid use disorder restores normal functioning by eliminating both euphoria and withdrawal, and returning the person to a psychological and physiologic state that is similar to their pre-drug-use condition.



Medications for Opioid Use Disorder
Methadone Buprenorphine Naltrexone

Schedule II Schedule III Not controlled

Oral Sublingual (Subutex/Suboxone),
implantable (Probuphine), 
extended release injectable 
(Sublocade)

Oral (ReVia) and extended release 
injectable (Vivitrol)

Full opioid agonist (long acting, 
daily dosing)

Partial opioid agonist (safer than 
methadone)

Opioid antagonist (blocks other 
opioids)

Highly regulated, dispensed only at 
Opioid Treatment Programs 
(OTPs); supervised dosing vs. take 
home

Can be prescribed in general 
practice and prescriber will need an 
X Waiver on medical license

Can be prescribed in general 
practice with no other 
regulation/license enhancement

Most effective;    rates of illicit 
opioid use, hepatitis/HIV, justice 
involvement; illegal to prescribe for 
addiction in general practice

Suboxone = buprenorphine + 
naloxone,     misuse; 

Requires opioid abstinence prior to 
initiation

Logistical considerations 
(transport to OTP vs. OTP in house)

Logistical considerations…misuse 
(decreased with tight procedures 
and/or non-oral options

Easy to do in a correctional 
setting…    efficacy



Schwartz, AJPH, 2012
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Presentation Notes
Am J Public Health. 2013 May;103(5):917-22. doi: 10.2105/AJPH.2012.301049. Epub 2013 Mar 14.
Opioid agonist treatments and heroin overdose deaths in Baltimore, Maryland, 1995-2009.
Schwartz RP1, Gryczynski J, O'Grady KE, Sharfstein JM, Warren G, Olsen Y, Mitchell SG, Jaffe JH



Summary: 
Medications for Opioid Use Disorder
• Substance Use epidemics are major public health problems
• Medications are an essential component of evidence-based 

treatment
• Methadone and buprenorphine are the most effective 

pharmacotherapies for opioid use disorder
• Naltrexone can also be used, but patients must go through an 

opioid-free period (7-10 days) prior to induction
• Correctional health considerations with each option:

• Methadone/Bup/Naltrexone



• Reduces drug use

• Total amount used

• Number of days/month used

• Number of weeks with any drug use

• Protects against overdoses

• Prevents injection behaviors

• Reduces justice involvement

• MAT + recovery work (behavioral health treatment)

• Patients benefit from MAT for a minimum >1-2 years of sobriety before 
attempting to taper, with dosing reassessments every 6 months

What else about MAT…

Presenter
Presentation Notes
Each MAT modality should be provided in addition to recovery work with intensive psychosocial and behavioral therapy 

Patients benefit from MAT for a minimum >1-2 years of sobriety before attempting to taper, with dosing reassessments every 6 months






Transitional Healthcare



Arrival

• Intake
• Classification
• Outside collateral 

information

Preparation for 
Release

• Coordinate needs 
with medical

• Identify needs in 
community
• Family, nursing 

home, state 
hospital, group 
home, 
CTP/Work 
Release

Leaving Prison

• Warm hand off to 
community

• Records release
• Medications, 

prescriptions and 
durable medical 
equipment, if 
needed, in hand

• Referral packets 
to CMHCs/MCEs

• Medicaid 
activation

Return to 
Community

• Assist with 
appointment 
follow up

• Access to care
• Transportation, 

housing, food 
resources, 
employment

• SSD/BDDS/TANF
• Other social svc 

for continuity of 
care

Presenter
Presentation Notes
Insert person arriving to prison (intake, classification, outside records/collateral information)  in prison (care needed, warm handoff to parole/probation/community transition programs/group homes/nursing homes/family…typically with appointment. Definitely with medications.)  leaving prison (release of records, assist with appointment follow up (transportation) on going assistance with various social determinants of health to decrease risk back to prison). 

Overcoming barriers to social determents of health through community partnerships
Enhance partnerships with statewide medical providers 
Addressing recidivism rates for offenders with impairing physical and mental health diagnoses
Increasing attention for releasing long term offenders 
Educating stakeholders of services provided by THD
Increasing maternal health services for the pregnant population 
Increasing Wee Ones Nursey participants 





IDOC: Transitional Healthcare

• Established September of 2019 
• Prior to September 2019 = disjointed
• Medicaid Process Unit  and Special Needs Policy under the umbrella of 

Re-Entry…critical decisions made by case managers not medical
• Medicaid coverage for all releasing offenders 
• Monitoring all IDOC special need releases…entering and releasing 

from IDOC
• Housing, linkage to basic needs resources
• Severe behavioral health and Hep C patients are included in this 

population (~4400)
• Ensure medications upon release/arrival
• Ensure connection and warm hand off to receiving provider – physical 

+/- BH
• Wee Ones Nursery/Maternal Health Initatives
• ISDH/HIV Taskforce 



Kristen Dauss, MD
IDOC Chief Medical Officer 

kdauss1@idoc.in.gov
Cell: 317.517.7611

mailto:kdauss1@idoc.in.gov

	Medication Assisted Treatment and Transitional Healthcare
	Medication Assisted Treatment�
	Addiction: �A Chronic Relapsing Disorder
	Addiction: Chronic & Relapsing
	Slide Number 5
	Medications for Opioid Use Disorder
	Slide Number 7
	Slide Number 8
	What else about MAT…
	Slide Number 10
	Transitional Healthcare�
	Slide Number 12
	IDOC: Transitional Healthcare�
	Slide Number 14

