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Use Incentives to Stop Inmates’ Substance Abuse

BY DOUG BRUNK

San Diego Bureau

CORONADO, CALIF. — Treatment
and continuing care are two key compo-
nents to a chronic care approach to effec-
tive recovery for patients with a substance
abuse problem.

But in a correctional setting, that basic
model faces several challenges and is some-
times impossible to employ, Dr. Jack Kuo
said at the annual meeting of the Ameri-
can Academy of Addiction Psychiatry.

Frequent lockdowns, lack of communi-
cation between mental health and sub-
stance abuse staff, and access to drugs by in-
mates are just a few obstacles he faces as a
staft psychiatrist for the California Depart-
ment of Corrections and Rehabilitation.

“Many people think that prisoners with
substance abuse problems are abstinent
because they
are in prison,”
he said. “Unfor-
tunately, that’s
not always the
case. They have
access through
various types of

Sanctions or
incentives related
to family,
employment, or
the criminal

justice system smugglings,
. sometimes
Can Increase through visitors

to the inmates,
sometimes
through guards,
sometimes
through med-
ical personnel. You do have a number of
illegal drugs that make their way into the
system.”

Abuse of prescription medications is
common, he said, and inmates “will man-
ufacture complaints to get their hands on
these products.” A popular drug of abuse
is Wellbutrin, “which a lot of them will
crush and snort as a cheap stimulant. A lot
of them will also use Seroquel or other
types of sedating medications.”

Interventions that have been demon-
strated in research studies to be effective
for drug-abusing offenders include resi-
dential substance abuse treatment, cogni-
tive-behavioral therapy, contingency man-
agement, and medications. However,
treatment must last an average of 90 days
to produce stable behavior change, Dr.
Kuo said. That’s difficult to achieve in a
state prison system like California’s, where
lockdowns because of infighting or gang
violence shut down prison yards for
months at a time and medications such as
methadone, naltrexone, and buprenor-
phine cannot be used.

In addition, some correctional officers
may frown upon efforts to rehabilitate in-
mates with a history of substance abuse.
“They figure, ‘hey these people did some-
thing that’s illegal. That’s why they’re
locked up. Why should they get treatment?’
Overcoming those types of attitudes can be
fundamental to providing treatment.”

The California Department of Correc-
tions and Rehabilitation provides services
to 9,200 inmates in 22 prisons. All pro-
grams use the therapeutic community
model and are operated by private com-
panies. A report issued in February 2007

treatment entry
and retention
rates.

by the California Office of Inspector Gen-
eral found that despite an annual cost of
$36 million, the state’s in-prison substance
abuse treatment programs have little or no
effect on recidivism.

To improve the current system, Dr. Kuo
recommends integrated public health and
safety strategies that involve research-based
treatment under close supervision, the op-
portunity to avoid incarceration or a crim-
inal record when possible, and conse-

that emphasizes contingency management
holds the most promise, he said.
“Treatment does not need to be volun-
tary to be effective,” added Dr. Kuo, who
is also a psychiatrist with Promises Treat-
ment Centers in Malibu, Calif. “Strong mo-
tivation can facilitate the treatment process.
Sanctions or incentives related to family,
employment, or the criminal justice system
can significantly increase treatment entry
and retention rates and the success of drug

use rewards and sanctions to encourage
prosocial behavior and treatment progress.”

Research has shown that using rewards
to recognize progress is an effective way to
change behavior. “Rewards can take many
forms, including certificates of achieve-
ment or verbal praise from an authority
figure such as a judge,” he said. “Estab-
lishing an attitude of ‘catching people do-
ing things right’ creates a positive envi-
ronment for fostering and maintaining

quences for noncompliance. Treatment

treatment interventions. It is important to

behavior change.” =
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(ziprasidone HCI) Oral Capsules

GEODON is indicated for the treatment of acute manic or mixed
episodes associated with bipolar disorder and for the treatment
of schizophrenia.

Elderly patients with dementia-related psychosis treated with
atypical antipsychotic drugs are at an increased risk of death
compared to placebo. GEODON is not approved for the treatment of
patients with dementia-related psychosis.

GEODON is contraindicated in patients with a known history of QT
prolongation, recent acute myocardial infarction, or uncompensated
heart failure, and should not be used with other QT-prolonging
drugs. GEODON has a greater capacity to prolong the QT interval
than several antipsychotics. In some drugs, QT prolongation has
heen associated with torsade de pointes, a potentially fatal
arrhythmia. In many cases this would lead to the conclusion that
other drugs should be tried first.

As with all antipsychotic medications, a rare and potentially fatal
condition known as neuroleptic malignant syndrome (NMS) has
been reported with GEODON. NMS can cause hyperpyrexia,
muscle rigidity, diaphoresis, tachycardia, irregular pulse or blood
pressure, cardiac dysrhythmia, and altered mental status. If signs
and symptoms appear, immediate discontinuation, treatment, and
monitoring are recommended.

Please see brief summary of prescribing information on adjacent page.

Prescribing should be consistent with the need to minimize tardive
dyskinesia (TD), a potentially irreversible dose- and duration-
dependent syndrome. If signs and symptoms appear, discontinuation
should be considered since TD may remit partially or completely.

Hyperglycemia-related adverse events, sometimes serious, have
been reported in patients treated with atypical antipsychotics.
There have been few reports of hyperglycemia or diabetes in
patients treated with GEODON, and it is not known if GEODON is
associated with these events. Patients treated with an atypical
antipsychotic should be monitored for symptoms of hyperglycemia.

Precautions include the risk of rash, orthostatic hypotension,
and seizures.

The most common adverse events associated with GEODON in
bipolar mania were somnolence, extrapyramidal symptoms,
dizziness, akathisia, and abnormal vision.

In short-term schizophrenia trials, the most commonly observed
adverse events associated with GEODON at an incidence of 25%
and at least twice the rate of placebo were somnolence and
respiratory tract infection.

In short-term schizophrenia clinical trials, 10% of GEODON-
treated patients experienced a weight gain of 27% of body
weight vs 4% for placebo.



