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What is an integrated Drug 
Treatment between Community 

and Prison

• For opiate maintenance: Continuity of 
Care from community to police cell, to 
prison and back to community

• Transfer of plan of care between named 
key workers

• Continuity of care for those initiating 
treatment in prison once released into the 
community



Case Scenario

Ryan is a 23 year old male who is arrested on Saturday afternoon and 
held in the police cells before appearing in court on Monday 
morning. He has been prescribed 60ml of methadone for the last six 
months. When he appears in court he is remanded in custody to 
reappear in six weeks time. When he next attends court his case is 

dropped and he is released unplanned into the community.

Consider all the possible barriers to him receiving 
continuing care whilst moving between such 
organisations. How could such barriers be 
overcome?



Barriers to Integration

• Reception into police cells and prisons out 
of hours

• Release unplanned from court out of hours
• Culture within custodial organisations
• Throughput within custodial organisations
• Skills and experience
• Mistaking “equivalence” for “sameness”



Continuing Prescriptions Out of 
Hours

• Confirm where-ever possible
• If unable to confirm, prescribe low dose 

and observe for withdrawal symptoms
• Better to under-sedate than over-sedate
• Withhold medication if intoxicated
• Methadone and buprenorphine available in 

all parts of the healthcare system



Key Development Areas

• Access to methadone within police cells (either 
by police staff attending following day for 
community prescription or forensic medical 
examiner willing to re-start script that has been 
completed)

• Out of hours community pharmacists willing to 
dispense methadone according to individual 
need

• Opiate maintenance programmes within prison
• Improved liaison between prison and community 

over unplanned releases – role for DIP court 
liaison workers 



The Peculiar Environment that is the Prison: 
Equivalence not Sameness

Difference between prison and community
• Reduced supply of illicit drugs 
• Heightened demand – bullying for illicit or prescribed opiates is 

commonplace
• Tendency for reduced prevalence of injecting in prisons (5% prison 

population in the UK prison setting)1

• Narrowing of the illicit drug repertoire. Currently buprenorphine key drug of 
abuse (not all from prison prescribing) – as does not form part of mandatory 
drug test assessment

• Drug related deaths – increased risk upon admisson (suicide) and upon 
release (loss of opiate tolerance)

• High throughput, particularly in remand prisons – in Leeds 1260 beds, 6000 
admissions per year for an average of approx 3months

• In UK over 85,000 prison population – high due to public demand and 
shortage of inpatient mental health and drug rehabilitation services

1. Weild, A. R., Gill, O.N., Bennett, D., Livingstone, S.J.M., Parry, J.V., Curran, L. (2000). "Prevalence 
of HIV, hepatitis b and hepatitis C antibodies in prisoners in England and Wales: A National 
Survey." Communicable Disease and Public Health . 3((2)): 121-126.



Towards Equivalence the Leeds 
experience

• Successful litigation and policy developments together drove 
change

• Early triage – helped reduce harrassment of prescribing doctors
• Increased emphasis upon early stabilisation at admission prior to 

detoxification and maintenance pre-release
• From an annual increase of 0-2000 maintenance prescriptions pre-

release and no statistically significant reduction in naltrexone
prescribing (20-18 scripts per annum – huge default from treatment)

• Currently 1500/year admitted on maintenance scripts  - therefore 
maintenance is now more widely practiced than detoxification



Equivalent but Different

• No “luxury” of access or waiting list necessitates prioritising care
• Prioritise - those on short sentence and repeat offenders
• Lower dose than in the community required for same treatment 

effect - anecdotal evidence of step down/step up.(1)
• Consider methadone maintenance 6 months pre-release
• Buprenorphine 1 month pre-release due to potential for wing 

diversion of buprenorphine (50% MDTs positive for buprenorphine 
much of it from the community)

• Role for “crushing” buprenorphine tablets?
• Suboxone can reduce practice of diversion to snort medication

1. Stöver H et al. Substitution treatment in european prisons. A study of policies and practices of substitution in 
prisons in 18 European countries. The European Network of Drug Services in Prison (ENDSP), London 2004.



Is all the effort worth it (1)?
Interviewer: “What sort of help do you want then, tell me what sort
They’re banging on about acupuncture. Who the fuck wants 

acupuncture? I tell you what they want, they want scripts mate. They 
wanna get off the smack, they wanna stop rattling. They want to 
stop having to go out shoplifting every day

Interviewer: Right
They wanna stop having to phone cunts and be standing in rain for 3 or 

4 hours waiting on somebody to drop shit off, being pulled by 
plastics all time. They wanna stop selling their arses on streets. 
Women wanna stop prostituting. This is what they want and the only 
way that’s gonna happen is to first of all stop rattling. Do you get 
what I’m saying?”

Peter, aged 33

Barriers to the effective treatment of injecting drug users
Final report: december 2006. Neale J, Godfrey C, Parrott S, Tompkins C, Sheard L



“A few months later when I went back they 
were doing DHC, dihydrocodeine and that 
was a crap programme and now you are 
getting 30 ml of methadone. And 
something to help you sleep for the first 
two nights. So their treatment policy is a 
lot better than what it was.”

Sarah, aged 29

Is all the effort worth it (2)?



Jim Duell her father appeared alongside Kerry Nicol, the dead girl’s 
mother and described Ms Nicol as “a caring, loving, sensitive girl”

who was taken away by drugs “into her own secret world”



Future Developments

• Prison will remain the only place where many 
users will achieve their desired goal of 
abstinence: Better linking prison with community 
based residential aftercare1,2

• Managerial as well as clinical treatment 
integration of the whole system - ?as a response 
to the threat of contestability

• Take home naloxone for prisoners

Wexler H, De Leon G, Thomas G, Kressel D and Peter J. The Amity Prison TC 
Evaluation: Reincarceration Outcomes. Criminal Justice and Behaviour. 1999; 26(2): 
147-167

Sacks S, Sack J, McKendrick K, Banks S and Stommel J. Modified TC for MICA 
Offenders: Crime Outcomes. Behavioural Sciences and the Law. 2004; 22: 477-501



In Conclusion

Drug Users have the right to the full 
range of treatment options regardless 
of where they present in the treatment 
system though the type of 
intervention and mode of delivery 
may differ. We need to build on public 
sympathy for the drugs agenda


