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Background 8 

The ASAM Criteria, first published in 1991 by the American Society of Addiction Medicine (ASAM), 9 
defines national standards for organizing addiction treatment systems—including the levels of care 10 
in the care continuum, the services that should be available at each level of care, and clinical 11 
criteria for matching individuals with addiction to an appropriate level of care. These standards 12 
help the diverse stakeholders involved in supporting the delivery of quality addiction care—ranging 13 
from clinicians, payers, administrators, recovery support service (RSS) providers, and 14 
policymakers—to “speak the same language” and provide a foundation for improving the quality of 15 
addiction care. 16 

More than half of the people involved in the criminal justice system in the US meet the criteria for 17 
substance use disorder (SUD).1 In addition, people who have co-occurring psychiatric disorders—18 
such as bipolar disorder, major depressive disorder, schizophrenia, and anxiety disorders, 19 
including post-traumatic stress disorder (PTSD)—are disproportionately represented in the 20 
criminal justice system.2-5 However, no standards currently exist for organizing addiction treatment 21 
within jails or prisons. To address this gap, ASAM is developing a separate volume of The ASAM 22 
Criteria dedicated to the needs of individuals in correctional settings and those returning to the 23 
community after incarceration. 24 

To develop the standards proposed here, ASAM convened an expert committee of eight healthcare 25 
professionals with expertise on addiction treatment in correctional settings across the US. The 26 
expert committee reviewed published literature and drew upon their clinical expertise and 27 
experiences caring for patients in carceral settings to develop a proposed framework for The ASAM 28 
Criteria, Fourth Edition, Volume 3: Correctional Settings & Community Reentry, which was 29 
released in December 2024 for public comment. ASAM also solicited stakeholder feedback from a 30 
range of criminal justice system stakeholders through focus groups held in February 2024 with 31 
representation from 10criminal justice focused organizations. We as especially grateful to 32 
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everyone who participated in the focus groups and the 157 organizations and individuals who 1 
provided feedback during the public comment period. 2 

ASAM staff and the editorial team carefully analyzed the feedback received to inform the 3 
development of an updated framework and the draft standards presented here. ASAM’s 4 
methodology for developing these draft standards included: 5 

• Completion of 4 structured literature reviews 6 
• Convening 7 expert writing committees 7 

o Conflict of interest (COI) review 8 
• Expert committee drafting standards with consideration of the literature review findings 9 

and public stakeholder input in the context of their clinical experience 10 
• Modified Delphi process with independent voting panels (with no relevant COI) rating 11 

the appropriateness of each standard 12 
• Reconciliation of voting panel feedback 13 

Request for Input 14 

This document outlines the draft ASAM Criteria standards for correctional settings, including the 15 
standards for: 16 

• Assessment and Treatment Planning 17 
• The ASAM Criteria Jail Continuum of Care 18 
• The ASAM Criteria Prison Continuum of Care 19 
• Service Characteristics for each Level of Care 20 
• Reentry planning 21 

The goals of this volume are to: 22 
• Lay a foundation for the standardization of addiction care in correctional settings, 23 

aligning with the standards of addiction treatment in the community 24 
• Support the adoption of service standards that will reduce addiction-related morbidity 25 

and mortality for individuals involved with the criminal justice system 26 
• Promote the delivery of addiction treatment in correctional settings and upon reentry to 27 

the community to improve SUD related outcomes 28 

Please provide feedback on the appropriateness of these standards for the care of patients in 29 
correctional settings as well as the feasibility of implementing them in diverse correctional 30 
systems. 31 

The full narrative text will not be released for public comment. See the draft Table of Contents in 32 
Appendix A for an outline of the topics that will be covered. The full text will be professionally 33 
copyedited prior to publication. For more information on The ASAM Criteria, see our website. 34 
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The comment period will close at 11:59PM ET on August 31. We will be collecting comments 1 
through an electronic survey. For each comment you will be asked to input the page and line 2 
number (not a range, just a single number) in the appropriate boxes. Always submit your response 3 
before exiting. If you have additional comments at a later time, you can reenter the survey and 4 
submit a new response. 5 

Please submit your comments here. For a preview of the survey, please click here. 6 

Please note that your comments may be made public. 7 

If you have questions, please email ASAMCriteria@asam.org. 8 
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Overview of The ASAM Criteria 1 

Core Standards of The ASAM Criteria 2 

The ASAM Criteria standards and decision rules include: 3 
1. Multidimensional assessment standards  4 
2. Treatment planning standards 5 
3. Dimensional Admission Criteria  6 
4. Transition and Continued Service Criteria  7 
5. Continuum of care standards including the levels of care that should be available and 8 

service characteristic standards at each level of care 9 

In the community, when a patient enters SUD treatment a Level of Care Assessment is 10 
administered and the ASAM Dimensional Admission Criteria are used to make 11 
recommendations for the least intensive level of care where the patient can be safely and 12 
effectively treated (see Figure 1). Once the patient has been admitted to a level of care in the care 13 
continuum a full biopsychosocial Treatment Planning Assessment is administered and used to 14 
develop an individualized treatment plan. Patients are regularly reassessed and treatment plans 15 
are updated based on patient progress and challenges. The Transition and Continued Service 16 
Criteria are used to determine when a patient should transition to a more or less intensive level 17 
of care or continue in the same level of care. 18 

Figure 1 19 

 20 

Note that the Dimensional Admission Criteria and Transition and Continued Service Criteria are 21 
not released for public comment. These decision rules undergo validation testing in parallel with 22 
the public comment period. 23 
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A guiding principle in the development of these proposed standards was that healthcare 1 
provided in carceral setting should meet the community standards of care. As such, they seek to 2 
provide flexibility in how jails and prisons can meet the community standard of care in the 3 
context of the inherent constraints in these environments. 4 

Guiding Principles of The ASAM Criteria 5 

In alignment with the Adult Volume of The ASAM Criteria, the following principles guided 6 
development of the proposed standards for the Correctional Settings & Community Reentry 7 
Volume: 8 

• Recommended treatment is based on the patient’s clinical needs. Addiction 9 
treatment for all individuals—regardless of the types of charges laid against them and 10 
their security classification level—should be determined by appropriately qualified 11 
healthcare professionals based on clinical presentation and treatment needs in alignment 12 
with current standards of care. 13 

• A multidimensional assessment is conducted to understand the broad biological, 14 
psychological, social, and cultural factors that contribute to a person’s SUD(s), addiction, 15 
and recovery. This principle applies a whole-person approach to assessment and 16 
treatment planning by recognizing the diverse factors that contribute to SUD prognosis 17 
and addiction treatment needs. 18 

• Treatment plans are individualized based on patient needs and preferences. 19 
Treatment plans are responsive to the multidimensional needs of each patient, developed 20 
in consultation with them, and based on a comprehensive biopsychosocial assessment 21 
that encompasses a thorough evaluation of their central support systems (eg, family, 22 
friends, significant others). 23 

• Care is interdisciplinary, evidence-based, patient-centered, and delivered 24 
from a place of empathy. The ASAM Criteria promotes the integration of addiction 25 
care with medical care, mental health care, and recovery support services. Addiction 26 
treatment should be coordinated across treatment providers and delivered in a 27 
nonjudgmental, trauma-sensitive manner, with respect for the background and personal 28 
experiences of each patient. This approach offers the best chance for engaging the patient 29 
in treatment and recovery. 30 

• Co-occurring conditions are an expectation, not an exception, among 31 
patients with SUDs. Patients’ co-occurring mental health concerns, including trauma, 32 
should be addressed in the routine course of addiction treatment. 33 

• Patients move along the clinical continuum of care based on their progress 34 
and outcomes. Treatment should be individualized, based on the severity of each 35 
patient’s illness, level of function, and response to treatment. Patients move to more or 36 
less intensive levels of care depending on their evolving needs and treatment progress. 37 
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• Treatment decisions are based on informed consent and shared decision-1 
making. Treatment engagement and outcomes are enhanced by collaborating with 2 
patients in shared decision-making. While this approach is in tension with the loss of 3 
autonomy inherent to carceral settings, patient collaboration is essential for effective care. 4 
Individuals within the criminal justice system should be informed of their options—5 
including potential benefits and risks of each treatment modality, appropriate alternative 6 
treatment options, and the risks of treatment versus no treatment—and have the right to 7 
refuse treatment, with the exception of lifesaving treatment for individuals deemed at risk 8 
of suicide and treatment mandated through sentencing. This requires explanations in 9 
terms and language people can understand, which may require translation services. 10 

 11 

Assessment and Treatment Planning 12 

These standards address the following types of assessments: 13 

• Intake health screening, used to triage individuals with immediate medical needs, 14 
including those related to intoxication, withdrawal, and continuation of addiction 15 
medications 16 

• A Level of Care Assessment, used to recommend an appropriate level of SUD care by 17 
evaluating relevant risk factors 18 

• A Treatment Planning Assessment, a comprehensive biopsychosocial assessment 19 
used to develop an individualized treatment plan 20 

• Reassessment and Treatment Plan Review, periodic reassessment to inform updates 21 
to the patient’s treatment plan 22 

• A Reentry Assessment, used to identify the patient’s needs to support ongoing 23 
engagement in SUD treatment and recovery upon reentry 24 

The ASAM Criteria assessments consider six dimensions that represent the broad 25 
biopsychosocial areas that impact SUD treatment and recovery support needs. The 26 
subdimensions within each of the six dimensions reflect core actionable factors to be assessed 27 
within each dimension. The dimensions have been organized to promote a deductive approach 28 
that ensures that the dimensions with the highest potential for acute—and potentially life-29 
threatening—medical needs are assessed first. Partnership with the facility classification division 30 
could be beneficial to collect collateral information to inform the clinical picture as well as 31 
logistical information about the likely length of incarceration. 32 
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Figure 2 1 

The ASAM Criteria Assessment Dimensions and Subdimensions 2 

 3 

Assessment Standards 4 

Assessment Type Timing in Jails Timing in Prisons Purpose 

Intake Health 
Screening 

Immediately upon 
arrival at the facility 

Immediately upon 
arrival at the facility 

Identification of immediate 
medical needs including 
the need for continuation 
of addiction and psychiatric 
medications 

SUD Screening Within 14 days of 
arrival at the facility 

Within 14 days of 
arrival at the facility 

Identification of individuals 
with problematic substance 
use at risk for SUD 

Level of Care 
Assessment 

Within 7 days of a 
positive screen for 
SUD 

Within 30 days of a 
positive screen for 
SUD 

Determine the appropriate 
level of SUD care in jail or 
prison for a given patient 

Treatment Planning 
Assessment 

Timeframe depends 
on the level of care 
(see Level of Care 
Specific Jail 
Standards) 

Timeframe depends 
on the level of care 
(see Level of Care 
Specific Prison 
Standards) 

A biopsychosocial 
assessment used to inform 
individualized SUD 
treatment planning 
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Assessment Type Timing in Jails Timing in Prisons Purpose 

Reassessments As needed for acute 
medical management. 
At least monthly for 
psychosocial 
treatment. 

As needed for acute 
medical 
management. At 
least quarterly for 
psychosocial 
treatment. 

Tracking the patient’s 
progress and informing 
clinical decision-making 

Table 1. Assessment Types 1 

Overview 2 

Intake Health Screening 3 
The goal of the intake health screening is to identify immediate or imminent medical needs. 4 

• A qualified healthcare professional* should conduct a standardized health screening 5 

immediately upon entry to jail or prison. Health screenings should consider immediate or 6 

imminent medical needs related to: 7 

o Intoxication 8 

o Withdrawal 9 

o Medical or psychiatric needs that surpass the capacity of the facility 10 

o Continuation of prescription medications, including addiction and psychiatric 11 

medications 12 

• Staff with training and competency to collect vital signs should be on-site and able to 13 

communicate with an on-call medical professional 24/7.† 14 

• Staff should refer the following patients for immediate medical assessment: 15 

o Patients showing signs or symptoms of drug or alcohol intoxication or withdrawal 16 

o Patients who appear unwell to a layperson‡ 17 

o Patients who self-report or screen positive§ for imminent risk for substance 18 

withdrawal 19 

• If a patient has urgent needs in Dimensions 1 (Intoxication, Withdrawal, and Addiction 20 

Medication Needs), 2 (Physical Health Concerns), or 3 (Psychiatric and Cognitive 21 

 
* Screening may be conducted by well-trained and supervised custody staff members when health care 

staff are not available. 
† These staff are not expected to interpret vital signs but should be able to accurately communicate them 

to medical staff 
‡ Observed signs, symptoms, or indications by a layperson that (1) an individual may be sick (physically or 

psychologically); or, (2) in the case of a patient who has already been assessed by a qualified health care 
professional, the patient’s condition is worsening, becoming unstable, or becoming a danger to self or 
others. This term is applied throughout to encourage a layperson to err on the side of caution when 
determining whether to refer an individual to a qualified health care professional. 

§ Per established protocols 
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Concerns), staff should immediately refer them to appropriate medical or psychiatric 1 

assessment. 2 

• Established protocols should be followed to ensure that individuals currently prescribed 3 

addiction or psychiatric medication are able to continue them without interruption*. 4 

o Verified medications (including medications for OUD) should be continued unless 5 

otherwise ordered by a prescriber based on documented clinical need. 6 

o If staff are unable to verify the prescription prior to the next scheduled dose of the 7 

medication, the physician or advanced practice provider should be notified and they 8 

should make the determination of whether the medication should be continued 9 

pending verification. 10 

 The Editorial Team is particularly interested in feedback on the appropriateness of 11 
well-trained and supervised custody staff conducting health screenings when 12 
health care professionals are not present. 13 

SUD Risk Screening 14 
The standards proposed here are focused on the SUD related components of the health 15 
screening and recognize that the healthcare provider will be considering the broad range of 16 
potential health issues. 17 

• All individuals without a current known SUD diagnosis entering a correctional setting 18 

should be screened for SUD risk within 14 days of jail entry by qualified health trained 19 

staff using a validated screening tool.† 20 

• In jails, individuals who screen positive for SUD risk or have a current known SUD 21 

diagnosis should be referred for a diagnostic and Level of Care Assessment which 22 

should be completed within 14 days of a positive screen.  23 

• In prisons, individuals who screen positive for SUD risk or have a current known SUD 24 

diagnosis should be referred for a diagnostic and Level of Care Assessment which 25 

should be completed within 30 days of intake to prison. 26 

Level of Care Assessment 27 

• Clinicians with the training and state regulated scope of practice to provide SUD 28 

treatment services should conduct a Level of Care Assessment for all individuals with 29 

 
* See the Bureau of Justice Assistance (BJA)/National Institute of Corrections (NIC) Guidelines for 

Managing Substance Withdrawal in Jails 
† The Intake Health Screening should identify any urgent or emergent medical needs, including the need 

to initiate medication for opioid use disorder. This later SUD screening is intended to identify non-
urgent healthcare needs related to SUD and is timed to align with the NCCHC standards.  
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SUD or a presumptive diagnosis of SUD, unless the individual decline to participate in 1 

the assessment. 2 

Treatment Planning Assessment 3 

• A comprehensive biopsychosocial assessment (ie, ASAM Criteria Treatment Planning 4 

Assessment) should be conducted for all individuals with SUD who engage in treatment. 5 

• The Treatment Planning Assessment should occur once the patient is stabilized and 6 

able to participate comfortably.* 7 

• Completion of the Treatment Planning Assessment should not delay initiation of 8 

treatment (eg, addiction medications) for immediate or evident medical or clinical needs. 9 

• Jails and prisons should have protocols† that define when assessment findings in 10 

Dimensions 1 (Intoxication, Withdrawal, and Addiction Medication Needs), 2 (Physical 11 

Health Concerns), or 3 (Psychiatric and Cognitive Concerns) indicate a need for further 12 

assessment by a medical professional.‡ 13 

Reassessment and Treatment Plan Reviews 14 

• Reassessments and Treatment Plan Reviews should be used to track the patient’s 15 

progress and inform clinical decision-making, including: 16 

o Making midcourse adjustments to the treatment plan according to the patient’s 17 

evolving needs or priorities and/or met goals 18 

o Making decisions regarding level of care transitions 19 

 20 

Dimension 1: Intoxication, Withdrawal, and Addiction 21 
Medications 22 

Level of Care Assessment 23 

Intoxication and Associated Risks 24 
The Level of Care Assessment is separate from the initial health screenings and typically does 25 
not occur until at least 2 weeks after entry to jail/prison. There is a low likelihood of intoxication 26 
or withdrawal risk at this point. However, clinicians should be alert to the possibility and 27 
consider related medical needs. 28 

 
* See level of care specific service characteristic standards 
† Program protocols should be regularly reviewed and approved by a qualified physician or advanced 

practice provider. 
‡ Jails and prisons should already have these protocols in place, and they are not typically specific to SUD 

care. Staff conducting SUD assessments should be well trained to apply protocols related to addressing 
medical and psychiatric needs when they arise. 
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Clinicians should rely on patient self-report, clinical observations, and any available collateral 1 

information to conduct assessments. SUD treatment providers should refer to or consult with 2 

medical or mental health professionals as needed when a patient’s signs or symptoms are 3 

outside of their scope of practice to assess. 4 

• Is the patient showing signs or symptoms of intoxication or is there reason to think the 5 

patient will imminently be intoxicated (eg, was seen swallowing substances)? 6 

o If YES: Refer for immediate medical assessment* 7 

 To be determined by a qualified health professional: 8 

• How severe are the patient’s current or anticipated signs and symptoms? 9 

• Is medical management required?† 10 

o If YES: What level of medical management or nurse monitoring is 11 

required (eg, hospital care, nurse monitoring during the day, nurse 12 

monitoring overnight/afterhours)? 13 

Withdrawal and Associated Risks 14 
• Is the patient currently in withdrawal or expected to enter withdrawal soon§? 15 

o If YES: Refer for immediate medical assessment‡ 16 

 To be determined by a qualified health professional: 17 

• What is the peak anticipated severity of signs and symptoms? 18 

• Has the patient previously experienced severe or complicated withdrawal 19 

symptoms (eg, seizures, delirium, ICU admissions)? 20 

• Is the patient at risk for withdrawal from multiple substances? 21 

• Are the patient’s biomedical or psychiatric conditions, including pregnancy, 22 

expected to complicate withdrawal management? 23 

• Is the patient expected to need medical management of withdrawal? 24 

• What level of medical management and/or nurse monitoring is required?§ 25 

Addiction Medication Needs 26 
Addiction medication needs are considered separately from withdrawal related needs because 27 
patients effectively treated with medication for opioid use disorder (MOUD) may not need to 28 
experience withdrawal, these medications are used to treat withdrawal as well as the underlying 29 
SUD, and medication access issues persist in some areas of the country, requiring specific 30 

 
* Staff should follow existing protocols to initiate referral for medical assessment 
† Per program protocol regarding SUD-related screening and assessments, which should be regularly 

reviewed and approved by a physician or advanced practice provider with expertise in SUD treatment. 
‡ Staff should follow existing protocols to initiate referral for medical assessment 
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consideration. If the patient needs medications, excluding addiction medications, to manage 1 
withdrawal, this should be captured in the Withdrawal and Associated Risks subdimension. 2 

• Is the patient experiencing or at imminent risk for opioid withdrawal? 3 

o If YES: Refer for immediate medical assessment 4 

 To be determined by a qualified health professional: 5 

• Is the patient currently taking MOUD? 6 

o Will the patient transition from one medication to another?* 7 

o Are additional medications needed to alleviate symptoms? 8 

o What level of medical management and/or nurse monitoring is required? 9 

• Is initiation or titration of MOUD indicated for the patient? 10 

o If YES: 11 

 Are complications anticipated (eg, due to a history of difficulty with 12 

initiation or titration of medications)? 13 

 Do comorbid biomedical or psychiatric conditions—including 14 

pregnancy—necessitate closer medical monitoring of initiation or 15 

titration of addiction medications? 16 

 What level of medical management and/or nurse monitoring is 17 

required during MOUD initiation and titration? 18 

Treatment Planning Assessment 19 

Intoxication, Withdrawal, and Associated Risks 20 
• Qualified medical professionals should develop medical treatment plans for managing 21 

intoxication and withdrawal.† 22 

Addiction Medication Needs 23 

A qualified medical professional should evaluate the patient’s addiction medication needs‡. This 24 

assessment should be conducted by a physician or advanced practice provider with experience 25 

treating addiction within 14 days of intake, or sooner if clinically indicated. This typically occurs 26 

during the initial history and physical exam but may occur sooner if the patient is experiencing or 27 

 
* Whenever possible the patient should be maintained on medications/formulations that are working for 

them/that they prefer 
† SUD clinicians should review the results of related medical assessments and incorporate important 

elements into the SUD treatment plan (eg, medication adherence, psychoeducation around the 
importance of taking medications as prescribed and communicating concerns with prescribers) 

‡ This may include FDA-approved medications for OUD, alcohol use disorder (AUD), and tobacco use 
disorder (TUD); off-label medications for other SUDs, including stimulant use disorder (StUD) and 
cannabis use disorder (CUD); and medications to manage post-acute withdrawal symptoms. 
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at risk for withdrawal when entering the facility. Consideration of addiction medication needs 1 

may occur through telemedicine. 2 

• If the patient has an SUD for which medications are available (ie, FDA-approved 3 

medications for OUD, AUD, and TUD; off-label medications for other SUDs, including 4 

StUD and CUD; and medications to manage post-acute withdrawal symptoms) are they 5 

currently prescribed addiction medications? 6 

o If NO: 7 

 Does the patient need education on available treatment options? 8 

o If YES: 9 

 Does the patient consistently take the medications as prescribed? 10 

 Are the patient’s cravings and post-acute withdrawal symptoms well-controlled 11 

with current treatment? 12 

 Does the patient need a new medical referral to address their addiction 13 

medication needs? 14 

 15 

Dimension 2: Biomedical Conditions 16 

Level of Care Assessment 17 

Physical Health Concerns 18 
• Is the patient experiencing acute physical health problems? 19 

o If YES: Refer for immediate medical assessment 20 

 To be determined by a medical professional: 21 

• What is the current severity of the patient’s physical health problem(s)? 22 

• Will management of the patient’s physical health problems be complicated by 23 

intoxication, withdrawal, psychiatric comorbidities, or SUD? 24 

Pregnancy-Related Concerns 25 
• Is the patient currently pregnant?* 26 

o If YES: Refer for medical assessment 27 

 To be determined by a qualified health professional: 28 

• Is medical management of any pregnancy complications expected to be 29 

complicated by intoxication, withdrawal, psychiatric comorbidities, or SUD? 30 

 
* All patients with childbearing potential should have a pregnancy test completed at intake. Positive 

screening tests should be confirmed by medical staff. 
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Treatment Planning Assessment 1 

Per NCCHC standards, all patients should have a history and physical within 14 days of intake 2 

to a correctional facility. The H&P should determine if the patient has comorbid physical health 3 

conditions that may impact the patient’s SUD. 4 

Physical Health Concerns 5 

To be determined by a clinician with the training and scope of practice to provide SUD care:* 6 

• Does the patient have acute or chronic physical health concerns, including pain, that are 7 

impacting their SUD? 8 

• Does the patient’s use of substances exacerbate any current physical health concerns 9 

(eg, cancer, cardiovascular disease, respiratory disease, dental disease)? 10 

• Are the patient’s biomedical symptoms impacted by substance use discontinuation? 11 

• If YES to any of the above: 12 

o Is the patient currently receiving treatment? 13 

 If NO: Provide appropriate referral 14 

o What are the patient’s goals for addressing any comorbid physical health conditions 15 

and related impacts on their SUD? 16 

o What types of support and/or services does the patient require to address any 17 

comorbid physical health conditions that impact their SUD (eg, psychoeducation or 18 

motivational interventions)? 19 

Pregnancy-Related Concerns 20 
• If the patient is pregnant, what services or supports (eg, parenting classes, 21 

breastfeeding support, post-partum planning) does the patient need related to pregnancy 22 

or parenting? 23 

• Would the patient benefit from psychoeducation related to the impacts of substance use 24 

during pregnancy? 25 

Sleep Problems 26 
• Does the patient have significant sleep concerns associated with the cessation of 27 

substance(s)? 28 

o If YES: Has the patient received a medical evaluation for these concerns? 29 

 If NO: Provide referral for medical evaluation 30 

 
* Treatment planning for Dimension 2 should reflect coordination between medical and behavioral health. 

Behavioral health can see the medical record and discuss the intersection between physical health and 
SUD with the patient 
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Dimension 3: Psychiatric and Cognitive Conditions 1 

Level of Care Assessment 2 

When assessing Dimension 3 clinicians will ask patients about risk of harm to self or others. 3 

Some information collected during assessment may trigger mandatory reporting to custody staff. 4 

Jails and prisons should ideally have policies and procedures that encourage honest self-5 

disclosure without fear of punishment or legal repercussions. Clinicians should be aware of the 6 

disincentives for self-disclosure and consider all available collateral information when 7 

conducting assessments. 8 

Active Psychiatric Symptoms 9 
• Does the patient have active co-occurring mental health symptoms?* 10 

o If YES: Refer for medical or mental health assessment, as appropriate† 11 

 To be completed by a qualified medical or mental health professional: 12 

• Does the patient require medical management for these concerns? 13 

o If YES, determine: 14 

 If the patient is at risk of harm to self or others 15 

 The level of medical management required (eg, psychiatric 16 

management within the facility, transfer to an acute psychiatric 17 

setting) 18 

o If NO, determine: 19 

 The level of support, supervision, and monitoring needed to manage 20 

the patient’s active co-occurring mental health concerns 21 

 The need for mental health interventions integrated or coordinated 22 

within SUD treatment 23 

Persistent Disability 24 
• Does the patient have chronic psychiatric and/or cognitive problems that cause 25 

persistent functional impairment that will interfere with SUD treatment? 26 

o If YES: 27 

 To be completed by a qualified healthcare professional 28 

• How severe are the patient’s impairments? 29 

 
* SUD treatment professionals should consult with mental health treatment professionals as needed (ie, 

when the severity or complexity of the patient’s symptoms are outside of their scope of practice to 
assess). 

† Per established protocols 
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• What level of clinical staff support and/or monitoring does the patient need to 1 

manage their activities of daily living (ADLs)? 2 

Treatment Planning Assessment 3 

• If significant Dimension 3 concerns are identified, the patient should be assessed by a 4 

qualified mental health care professional. 5 

Active Psychiatric Symptoms 6 
• Does the patient have current mental health conditions, including exacerbations of acute 7 

or chronic mental health conditions, that require psychiatric treatment and/or referral?* 8 

o If YES: 9 

 To be determined by a qualified mental health professional: 10 

• Is the patient currently receiving appropriate treatment? 11 

o If YES, determine: 12 

 If additional or different treatment is needed 13 

 If care coordination is needed 14 

o If NO: Provide referral 15 

• What is the relationship between the patient’s acute psychiatric symptoms and 16 

substance use or withdrawal? Are the patient’s symptoms expected to subside or 17 

change after substance use has ceased or withdrawal is complete? 18 

• Is the patient at risk of non-suicidal self-harm or non-imminent risk for violence? 19 

• Does the patient’s continued use of substances, including nicotine/tobacco, exacerbate 20 

any current mental health concerns (eg, anxiety, suicidality)? 21 

• Does the patient have any mental health concerns related to post-acute withdrawal? 22 

• If the patient has emotion regulation challenges, how are they impacted by the cessation 23 

of the substance(s)? 24 

• Have the patient’s mental health concerns become more difficult to treat since the 25 

cessation of the substance(s), if applicable? 26 

• What are the patient’s goals for addressing co-occurring mental health conditions? 27 

• What types of support and/or services does the patient require to address their co-28 

occurring mental health conditions? 29 

 
* SUD treatment professionals should consult with mental health treatment professionals as needed (ie, 

when the severity or complexity of the patient’s symptoms are outside of their scope of practice to 
assess). 
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Persistent Disability 1 
• Does the patient have chronic mental health conditions that require accommodation to 2 

support participation in SUD treatment? 3 

o If YES: Is the patient currently receiving treatment for these chronic mental health 4 

conditions? 5 

 If YES, determine: 6 

• What accommodations the patient needs 7 

• If additional or different treatment is needed 8 

• If care coordination is needed 9 

 If NO: Provide referral 10 

Cognitive Functioning 11 
• Does the patient have any cognitive functioning impairments that require modified SUD 12 

treatment services? 13 

o If YES: Do the patient’s cognitive impairments require referral? 14 

 If YES: Is the patient currently receiving treatment or accommodations for their 15 

cognitive impairment? 16 

• If YES, an appropriately qualified professional should determine: 17 

o If each condition is well-managed with current treatment or 18 

accommodations 19 

o If additional or different treatment or accommodation is needed 20 

o If care coordination is needed 21 

• If NO: Provide referral 22 

Trauma-Related Needs 23 
• Has the patient been exposed to physical, sexual, and/or emotional abuse and/or 24 

neglect? 25 

• Has the patient been exposed to other trauma (eg, military combat; witnessing traumatic 26 

events; loss of loved ones; serious accidents, injuries, or medical events)? 27 

• Is the patient experiencing trauma-related signs or symptoms that impact their SUD? 28 

• What services or supports does the patient need to manage their trauma-related 29 

symptoms, when applicable? 30 

Psychiatric and Cognitive History 31 
• Does the patient have any current or past co-occurring psychiatric and/or cognitive 32 

diagnoses? 33 

o If YES: 34 
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 Assess symptomatology present before and after substance use 1 

 Conduct a review of prior psychiatric diagnoses 2 

 Determine treatment history including medications, somatic treatments (eg, 3 

electroconvulsive therapy [ECT], transcranial magnetic stimulation [TMS]), and 4 

psychotherapies (eg, cognitive behavioral therapy [CBT], dialectical behavioral 5 

therapy [DBT]) for psychiatric and cognitive conditions 6 

 Document response to treatment interventions, including any medication 7 

allergies and adverse events 8 

 9 

Dimension 4: Substance Use-Related Risks 10 

Level of Care Assessment 11 

When assessing patients’ needs related to Dimension 4 clinicians will collect information about 12 

illegal behaviors (eg, drug use), which may have implications for their legal cases. Some 13 

information collected during assessment may trigger mandatory reporting to custody staff. Jails 14 

and prisons should ideally have policies and procedures that encourage honest self-disclosure 15 

without fear of punishment or legal repercussions. Clinicians should be aware of the 16 

disincentives for self-disclosure and consider all available collateral information when 17 

conducting assessments. 18 

Likelihood of Engaging in Risky Substance Use 19 
• In the carceral setting: 20 

o How likely is the patient to engage in substance use without treatment? 21 

o What level of risk is associated with the patient’s patterns of substance use? 22 

Consider both recent and historical risk. 23 

 How likely is the patient to experience serious harms or destabilizing losses 24 

related to substance use in the near term (ie, within days)? 25 

o What level of structure and support does the patient need to prevent harmful and 26 

destabilizing consequences of substance use? 27 

o What intensity of clinical services does the patient need to learn the skills and gain 28 

the insights necessary to avoid substance use and support recovery? 29 

• What is the severity of the patient’s SUD? Consider the DSM criteria for the 12 months 30 

prior to incarceration and any known use while incarcerated.  31 

• If the patient had access to substances, how likely would they be to engage in risky 32 

substance use without treatment? 33 

 34 
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Table 2. Example Consequences of Substance Use and Risky SUD-Related Behaviors 

Serious Harm 

Overdose 
Serious medical consequences 
Victimization or exploitation 

Destabilizing Loss 

Loss of home or housing 
Serious legal consequences 
Loss of important relationships 
Loss of child custody 
Loss of job or vocational opportunities that are important to the patient 
Loss of financial stability 

Negative 
Consequences 

Poor work or school performance 
Relationship difficulties 
Social consequences 
Loss of job or opportunities of minor importance to the patient 

 1 

Likelihood of Engaging in Risky SUD-Related Behaviors 2 
• How likely is the patient to engage in risky SUD-related behaviors in the current carceral 3 

setting without treatment? 4 

• If the patient were in the community how likely would they be to engage in risky SUD-5 

related behavior without treatment? 6 

• What level of risk is associated with the patient’s current pattern of SUD-related 7 

behaviors? Consider both current and historical risk. 8 

o How imminent are these risks? 9 

• What level of structure, supervision, and support does the patient need to prevent further 10 

harmful and destabilizing consequences of risky SUD-related behaviors? 11 

• What intensity of clinical services does the patient need to learn the skills and gain the 12 

insights necessary to avoid SUD-related behaviors and support recovery? 13 

Treatment Planning Assessment 14 

• What are the patient’s goals for addressing substance use and, if applicable, SUD-15 

related behaviors? 16 

• What types of services and/or support does the patient need to address risky substance 17 

use and, if applicable, SUD-related behaviors? 18 

• Does the patient need education on risk reduction strategies to prevent harms related to 19 

substance use or SUD-related behaviors? 20 
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Likelihood of Engaging in Risky Substance Use 1 
• The patient’s substance use history—self-reported or otherwise documented—should 2 

include: 3 

o Substances used in the community 4 

o Substances used while incarcerated 5 

o Age of use onset for each problem substance; 6 

o Pattern of use for each problem substance (eg, episodic, weekend, binge, daily); 7 

o amount, frequency, chronicity, route(s) of administration, and date(s) of last use for 8 

each problem sub- stance, including nicotine/tobacco products; 9 

o Longest period of time without substance use; 10 

o SUD treatment history, including treatment for nicotine/tobacco use disorder; 11 

o Significant consequences of substance use (eg, legal, employment, 12 

marital/relationship, financial) including: 13 

 History of serious harms (eg, eg, overdose, medical or psychiatric complications), 14 

including unintentional overdose, experienced as a result of substance use 15 

 History of destabilizing losses (eg, divorce, loss of child custody, incarceration) 16 

experienced as a result of substance use 17 

 History of negative consequences experienced as a result of substance use 18 

o Risk of serious harm, destabilizing loss, and negative consequences posed by the 19 

patient’s continued substance use 20 

o Patient concerns regarding unintentional overdose risk, and need for overdose 21 

reversal training and medication; 22 

o Triggers for use, including: 23 

 Identifying which triggers have been most challenging in the past month 24 

 Determining how the patient copes with these triggers 25 

 Determining if the patient requires interventions to improve their insight into 26 

triggers and/or strengthen their ability to cope with triggers 27 

o Supports for avoiding use, including: 28 

 Identifying what helps the patient avoid use 29 

 Determining if the patient requires interventions to strengthen their ability to 30 

develop and maintain supports for avoiding use 31 

  32 
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Likelihood of Engaging in Risky SUD-Related Behaviors 1 

Table 3. Examples of Risky SUD-Related Behaviors 
Risky Behaviors to Acquire Substances Risky Behaviors While Intoxicated 
Drug dealing and/or conveyance Illegal activities (eg, vandalism, shoplifting) 

Trading sex for drugs 

Driving while intoxicated (DWI), driving under 
the influence (DUI), or being the passenger of 
an impaired driver 

Theft and/or robbery 
Risky sexual behaviors (eg, unprotected sex, 
risk of victimization) 

Gang involvement Perpetration of interpersonal violence 
  Problem gambling 
  Problem gaming 

 2 
• When did the current period of risky SUD-related behaviors begin? 3 

• What is the longest period of time that the patient has gone without engaging in risky 4 

SUD-related behaviors (eg, risky sexual behaviors, DWI/DUI, violence, behaviors that 5 

increase vulnerability to victimization)? 6 

• How does the patient’s SUD contribute to their illegal activities and risk for recidivism? 7 

• What are the patient’s triggers for risky SUD-related behaviors? 8 

o Which triggers have been most challenging in the past month? 9 

o How does the patient cope with these triggers? 10 

o Does the patient require interventions to improve their insight into triggers and/or to 11 

strengthen their ability to cope with triggers? 12 

• Does the patient show signs and/or symptoms of behavioral addictions (eg, problematic 13 

gambling, gaming, social media or internet use, pornography use)? 14 

• What additional education, resources, services, and/or supports does the patient need to 15 

address SUD-related behaviors? 16 

Dimension 5: Recovery Environment Interactions 17 

When assessing Dimension 5 clinicians will ask patients about safety and support risks, Some 18 

information collected during assessment may trigger mandatory reporting to custody staff. Jails 19 

and prisons should ideally have policies and procedures that encourage honest self-disclosure 20 

without fear of punishment or legal repercussions. Clinicians should be aware of the 21 

disincentives for self-disclosure and consider all available collateral information when 22 

conducting assessments. 23 
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Level of Care Assessment 1 

Ability to Function Effectively in Current Environment 2 
• Does the patient need habilitative or rehabilitative services to learn basic interpersonal 3 

skills and/or skills of daily living (eg, management of day-to-day responsibilities) 4 

necessary to support long term recovery? 5 

o If YES: What level of services are needed? 6 

• Would the patient benefit from a supportive environment (eg, therapeutic milieu) in which 7 

to practice basic interpersonal skills and skills of daily living? 8 

Safety in Current Environment 9 
• Does the patient’s SUD contribute to significant safety risks for themselves or others in 10 

the current carceral environment? 11 

o Is the patient exposed to substance use coercion in the current environment? 12 

Support in Current Environment 13 
• Does the patient have friends or family in the community that are supportive of their SUD 14 

treatment and recovery? 15 

• Does the patient’s current housing unit provide sufficient support to enable them to 16 

effectively participate in SUD treatment? 17 

Treatment Planning Assessment 18 

• How does the patient feel their current housing location affects their ability to engage in 19 

treatment and recovery? 20 

o Are there opportunities to address any related barriers to engagement in care? 21 

• How does the patient feel the environment to which they will return following 22 

incarceration will affect their ability to engage in treatment and recovery? 23 

• What are the patient’s goals for attaining a healthy and supportive recovery 24 

environment? 25 

• What are the patient’s goals for improving their ability to function effectively within their 26 

environment? 27 

o What types of support and/or services, including cultural and spiritual resources, 28 

does the patient need to achieve these goals? 29 

Ability to Function Effectively in Current Environment 30 
• If the patient has impairments that impact functioning in their daily lives: 31 
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o Do they require habilitative or rehabilitative services to learn basic skills necessary 1 

for recovery (eg, prosocial skills, build a daily routine or structure that is supportive of 2 

recovery, develop recreational activities supportive of recovery)? 3 

o Is the patient able to interact with others in a prosocial manner (eg, conflict resolution 4 

skills)? 5 

Safety in Current Environment* 6 
• Is the patient exposed to any type of abuse*—including physical, sexual, emotional, and 7 

economic abuse—or substance use coercion in the carceral setting? 8 

• What services or supports does the patient need to address safety concerns in their 9 

current environment? 10 

Support in Current Environment 11 
• Does the patient have a supportive network of individuals in the community (eg, family, 12 

significant others, friends, neighbors)?† If yes,  are they supportive of recovery? 13 

• Does the patient have a network of support within the carceral setting (eg, friends, 14 

mentors)? Do they feel supported by staff or peers in their current housing location? 15 

• What support does the patient rely upon to help them manage cravings or address 16 

triggers for substance use? 17 

• Is spirituality an important component of treatment for the patient? 18 

Cultural Perceptions of Substance Use and Addiction 19 
• What cultural factors in the carceral environment (eg, stigma, gang culture) or 20 

community (eg, stigma, culture of self-reliance) inhibit the patient’s participation in SUD 21 

treatment or recovery? 22 

• What cultural factors in the carceral environment (eg, mutual support, promotion of 23 

recovery in their housing location) or community (eg, recovery community centers) 24 

promote the patient’s participation in SUD treatment or recovery? 25 

Dimension 6: Person-Centered Considerations 26 

Level of Care Assessment 27 

Barriers to Care 28 
• Is the patient able to attend the recommended level of care? 29 

 
* Patients can experience a loss of safety when they step down to less intensive care or have a change in 

living assignment (ie, assigned to a different living block/cell, transfer to new facility) in these settings. 
This can cause challenges with recovery and should be considered when planning for transitions in care. 

† Consider whether or not the patient has visitors on their visiting list 
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• Does the patient have any limitations on when or where they can receive treatment (eg, 1 

restrictions due to status)? 2 

• Is the patient compelled to follow clinical recommendations from an external source (eg, 3 

court mandates)? 4 

o If YES: What are the requirements? 5 

Patient Preferences 6 
• Is the patient willing to attend the recommended level of care? 7 

o If NO: 8 

 What treatment and/or harm reduction services are acceptable to the patient? 9 

 If the patient’s preferred treatment setting is deemed to be clinically unsafe or 10 

unlikely to be effective, what can be done to increase the patient’s willingness to 11 

attend treatment at the recommended level of care (eg, motivational 12 

interventions)? 13 

Treatment Planning Assessment 14 

• What types of services and/or support does the patient need to address treatment 15 

motivation and attain resources to support them in recovery? 16 

Barriers to Care 17 
• What care coordination or RSS does the patient need to maximize their chances of 18 

success? 19 

• What sources of strength does the patient feel that they already have to support their 20 

recovery? How can these strengths be built upon? 21 

Patient Preferences 22 
• Are there specific recommended services that the patient is not willing to participate in 23 

(eg, trauma focused interventions)? 24 

o If YES: 25 

 Why is the patient not willing to participate in the specific recommended service? 26 

 What adjustments can be made to the recommended treatment services given 27 

clinical indications and service availability? 28 

 If the patient’s preferences can be accommodated, are the resulting service 29 

changes likely to have any effect— positive or negative—on treatment and 30 

recovery outcomes, including access to continued care in the community or likely 31 

transfer setting if applicable (eg, access to medication upon reentry)? 32 

• What are the patient’s priorities for treatment? 33 
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Need for Motivational Enhancement 1 
• How ready does the patient feel to address the identified issues? 2 

o Does the patient have concerns or fears that make it difficult for them to attend or 3 

remain in treatment? 4 

o Has the patient had negative treatment experiences that may impact their willingness 5 

to engage in the recommended services? 6 

• What external pressures are motivating the patient to begin and complete treatment? Do 7 

these include legal mandates? 8 

o What external factors are negatively impacting the patient’s motivation for treatment? 9 

• What factors—based on clinician judgment—need to be addressed to improve the 10 

patient’s readiness to change? 11 

• What services and/or interventions are needed to improve the patient’s readiness to 12 

change? 13 

Reentry Assessment Standards 14 

Individuals held in jail are often released within only a few days, and the uncertainty surrounding 15 

their release dates typically limits the opportunity for thorough reentry assessment and planning. 16 

In contrast, when someone has a known or anticipated release date from jail or prison, a 17 

structured reentry assessment and related planning can reasonably be undertaken. 18 

Dimension 1: Intoxication, Withdrawal, and Addiction 19 
Medications* 20 

Intoxication, Withdrawal, and Associated Risks 21 

• Assess the patient’s risk for opioid overdose upon reentry. Does the patient need 22 

training in overdose prevention and reversal? How will the patient access naloxone upon 23 

reentry? 24 

Addiction Medication Needs 25 

• What are the patient’s anticipated barriers to ongoing medication access? 26 

• What services or supports does the patient need to support continued access to 27 

medication? 28 

 
* Medical needs related to intoxication and withdrawal should generally be managed prior to release. 
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Dimension 2: Biomedical Conditions 1 

Physical Health Concerns 2 

• Does the patient have any current or anticipated* physical health problems that: 3 

o Interact with or are exacerbated by their SUD? 4 

o Are anticipated to interfere with SUD treatment, or the patient’s ability to manage 5 

their SUD? 6 

o Have implications for other aspects of the reentry plan (eg, housing needs, social 7 

service eligibility, employment, access to care)? 8 

• If YES: What services or supports (eg, referrals, health insurance navigation, medical 9 

equipment, prescription access, wheelchair accessible housing) does the patient need to 10 

address those concerns? 11 

Pregnancy-Related Concerns 12 

• Is the patient currently pregnant or postpartum? 13 

o If YES: 14 

 Is the patient experiencing any pregnancy complications? 15 

 Does the patient require medical referral for pregnancy concerns? 16 

 Does the patient require additional support or services to reliably access prenatal 17 

or post-partum care or maintain a healthy pregnancy (eg, nutrition, housing, 18 

psychoeducation)? 19 

 Does the patient need any additional supports or services to support parenting 20 

(eg, infant care items, parenting classes, lactation support)? 21 

 Is the patient eligible for additional services due to pregnancy or parenting 22 

status? 23 

 Does the patient’s pregnancy status present barriers to needed services or 24 

supports (eg, housing, residential SUD treatment)? 25 

Dimension 3: Psychiatric and Cognitive Conditions 26 

Active Psychiatric Symptoms 27 

• Does the patient have active or anticipated† co-occurring mental health symptoms that: 28 

o Interact with or are exacerbated by their SUD? 29 

 
* Anticipated physical health problems are included as some health problems may stabilize with regular 

care in jail or prison but be at high risk for medical deterioration after release.  
† Anticipated mental health problems are included as some conditions may stabilize with regular care in 

jail or prison, but a patient may be at high risk for destabilization after release. 
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o Are anticipated to interfere with SUD treatment or the patient’s ability to manage their 1 

SUD? 2 

o Have implications for other aspects of the reentry plan (eg, is the patient eligible for 3 

mental health transitional housing)? 4 

 Do they require residential mental healthcare? Are they eligible for mental health 5 

disability services? Will they need a dedicated mental health case manager? 6 

 If YES to any of the above: 7 

• What services or supports does the patient need to address those concerns? 8 

o What services are they eligible for based on their mental health 9 

concerns? 10 

• Is the patient anticipated to require medical management for these concerns 11 

integrated in their SUD care (ie, provided by a medically managed SUD 12 

treatment program upon reentry)? 13 

o If YES, determine: 14 

 If the patient is at risk of harm to self or others 15 

 The level of medical management required 16 

 The need for specialty psychiatric management (ie, by a psychiatrist 17 

or psychiatric nurse practitioner) 18 

 What services are expected to be needed, and with what urgency? 19 

o If NO, determine: 20 

 the level of support, supervision, and monitoring needed to manage 21 

the patient’s active co-occurring mental health concerns 22 

 the need for mental health treatment integrated within addiction 23 

treatment 24 

o Require psychiatric medications? 25 

 Is the patient expected to face barriers to ongoing medication access (eg, 26 

healthcare coverage, financial)? 27 

 What services or supports does the patient need to support continued access 28 

to medication (eg, referrals, health insurance navigation, social service 29 

navigation)? 30 

Persistent Disability and Cognitive Functioning 31 

• Does the patient have chronic psychiatric and/or cognitive problems that cause 32 

persistent impairment? 33 

o If YES: 34 
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 What level of clinical support and/or monitoring (eg, co-occurring enhanced 1 

treatment programs, individualized case manager) does the patient need to 2 

effectively participate in SUD treatment in the community (eg, manage their 3 

ADLs, understand the content)? 4 

Trauma-Related Needs 5 

• Does the patient currently have significant trauma symptoms? 6 

• Is the patient expected to experience trauma symptom exacerbation upon reentry? 7 

• Does the patient need trauma-specific services (eg, EMDR) or an SUD treatment 8 

program that prioritizes trauma specific practices as they reenter the community? 9 

• Is the patient anticipated to be exposed to ongoing trauma in their community (eg, 10 

interpersonal violence [IPV], sex trafficking)? 11 

o What services or support does the patient need to prevent this exposure? 12 

 13 

Dimension 4: Substance Use-Related Risks 14 

Likelihood of Engaging in Risky Substance Use or Substance Use-15 

Related Behaviors 16 

• How likely is the patient to engage in risky substance use/risky SUD-related behaviors, 17 

including return to criminal activities, without treatment when they return to the 18 

community? 19 

• If the patient engages in risky substance use/risky SUD-related behaviors in the 20 

community, what is the likelihood that they or others will experience serious harm (eg, 21 

overdose, medical or psychiatric complications, victimization/risk for human trafficking, 22 

violence, motor vehicle crashes) and/or destabilizing loss (eg, divorce, loss of child 23 

custody) in the short term? 24 

• What level of structure, clinical supervision and support does the patient need to prevent 25 

harmful and destabilizing consequences of substance use/SUD related behaviors upon 26 

reentry? 27 

• What level of structure, clinical supervision and support does the patient need to mitigate 28 

negative but not destabilizing consequences of substance use/SUD related behaviors 29 

upon reentry? 30 
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Dimension 5: Recovery Environment Interactions 1 

Ability to Function Effectively in Current Environment 2 

• Is the patient anticipated to be able to function effectively (ie, social, vocational, 3 

household/community functioning) in their community environments upon reentry? 4 

o If NO: 5 

 Does the patient need clinical services (ie, habilitative or rehabilitative SUD 6 

treatment services) to learn basic interpersonal skills and/or skills of independent 7 

living? 8 

• If YES: What level of services are needed? 9 

o Does the patient need a supportive environment (eg, residential SUD 10 

treatment milieu) in which to practice basic interpersonal skills and skills 11 

of independent living? 12 

 What community services or supports does the patient need to help them meet 13 

their daily responsibilities (eg, work, school, parenting, probation/parole 14 

requirements) upon reentry? 15 

Safety in Current Environment 16 

• Does the patient have a place to return to upon transition to the community that is safe, 17 

stable, and conducive to recovery? 18 

• Does the patient require services and/or support to address housing needs (eg, 19 

permanent safe housing)? 20 

• Is the patient likely to be exposed to any type of abuse—including physical, sexual, 21 

emotional, and economic/financial abuse—or substance use coercion upon transition to 22 

the community?* 23 

• What services or supports does the patient need to help them address safety concerns 24 

upon reentry? 25 

Support in Current Environment 26 

• Is the patient expected to have access to a living environment free of substances that 27 

could present obstacles to their treatment and recovery? 28 

• Does the patient have a network of individuals (eg, family, significant others, friends, 29 

community) who are likely to be supportive of their recovery upon reentry? 30 

 
* Neglect may also be considered for patients who are unable to care for themselves. 
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• What services or supports does the patient need to help them build or maintain a 1 

support network upon reentry? 2 

Cultural Perceptions of Substance Use and Addiction 3 

• How will the community culture where they will return impact their SUD, mental health, 4 

and recovery? 5 

o Are there opportunities for the patient to access recovery supportive communities 6 

(eg, mutual support, peer support, alternative social groups) reflective of their culture 7 

within their home community or in another accessible community? 8 

• Has the patient experienced changes in their cultural identity (eg, religion, connection to 9 

family heritage) while incarcerated that may impact their SUD or mental health related 10 

needs? 11 

o Are there opportunities for the patient to build upon their cultural identities to support 12 

engagement in treatment and recovery in the community? 13 

 14 

Dimension 6: Person-Centered Considerations 15 

Barriers to Care 16 

• Does the patient have barriers, including those related to social determinant of health 17 

(SDOH), that impact their ability to fully participate in treatment in the community and 18 

achieve recovery? Considerations may include: 19 

o Transportation and/or mobility challenges 20 

o Food and housing security 21 

o Childcare and caregiving responsibilities 22 

o Income and financial insecurity, including fines and fees 23 

o Lack of or limited healthcare coverage 24 

o Restrictions due to convictions (eg, housing restrictions due to sex offender status) 25 

o Constraints due to probation or parole requirements 26 

o Lack of educational and/or employment opportunities 27 

o Lack of job security and/or support from current employer (if applicable) 28 

o Lack of appropriate social and community supports, including potential community 29 

stigma related to addiction, mental health treatment, criminal charges, or history of 30 

incarceration 31 

o Limited access to technology (eg, for telehealth or online support groups) 32 

o Language and/or literacy barriers 33 
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• Does the patient need any services, support, and/or resources (eg, transportation, 1 

childcare, financial) to enable their participation in the recommended level of care? 2 

• Would the patient benefit from specific specialty providers, peer networks, and/or 3 

behavioral health services (eg, culturally specific services, programs tailored to pregnant 4 

or parenting patients, trauma-specific services)? 5 

• Are sufficient services, support, and/or resources available to the patient to enable them 6 

to participate in the recommended level of care? 7 

o If YES: How long will the patient need to wait to receive these services? 8 

o If NO: What alternative community SUD treatment services can the patient access? 9 

• Does the patient have any limitations on where they can receive treatment (eg, childcare 10 

or visitation considerations; employment considerations; restrictions related to probation 11 

or parole requirements, sex offender status, restraining/no contact orders; specific 12 

providers to avoid based on treatment history)? 13 

o If YES: What are the limitations? 14 

• Is the patient compelled to follow clinical recommendations from an external source (eg, 15 

legal system mandates)? 16 

o If YES: What are the requirements? 17 

• What care coordination or recovery support services (RSS) does the patient need to 18 

maximize their chances of successful engagement in community SUD care? 19 

Patient Preferences 20 

• Assuming that the patient has sufficient resources and that services are available, is the 21 

patient willing to attend the recommended level of care upon reentry? 22 

• Are there specific recommended services (eg, MOUD initiation or continuation, services 23 

from a specific provider) that the patient is not willing to participate in? 24 

o If YES: Why is the patient not willing to participate in the specific recommended 25 

service (eg, negative past experiences)? Can the reentry plan be modified to allay 26 

the patient’s concerns (eg, identify a community program the prioritizes trauma 27 

informed care, risk reduction services, or shared decision making)? 28 

o If the patient’s preferences can be accommodated, are the resulting service changes 29 

likely to have any effect—positive or negative—on treatment and recovery 30 

outcomes? 31 

• What are the patient’s priorities for treatment upon reentry? 32 

• What adjustments can be made to the recommended reentry plan given clinical 33 

indications and service availability? 34 
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Need for Motivational Enhancement 1 

• Is the patient motivated to engage in ongoing SUD treatment in the community? 2 

o Does the patient have concerns or fears that make them hesitant to participate in 3 

SUD treatment in the community? How can motivational interventions or 4 

modifications to the reentry plan mitigate the patient’s concerns and increase 5 

motivation for recommended care? 6 

• What external pressures are motivating the patient to begin and complete treatment? Do 7 

these include legal mandates or probation or parole requirements? 8 

• What external factors are negatively impacting the patient’s motivation for treatment? 9 

• What factors—based on clinician judgment—need to be addressed to improve the 10 

patient’s readiness to change? 11 

• What services and/or interventions are needed to improve the patient’s willingness to 12 

engage in the recommended level of care upon reentry? 13 
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Continuum of Care for SUD Treatment in Jails 1 

Because individuals are often only in jail for hours, days, 2 
or weeks, the proposed standards for the continuum of 3 
addiction treatment in these settings is primarily focused 4 
on meeting patients’ medical needs related to SUD and 5 
supporting engagement in appropriate care in the 6 
community upon reentry. All patients with SUD in jail for 7 
more than 14 days should have access to 4 or more hours of psychosocial services per week 8 
(eg, therapy, individual or group counseling, psychoeducation) on-site or through telemedicine 9 
or evidence-based digital therapeutics.* Psychosocial service participation should never be 10 
required for an individual to receive appropriate medical care, including addiction medications. 11 
The following levels of care are recommended for jail settings: 12 

Table 4. Jail Levels of Care 13 

Level of Care Description Notes 

Level R-J 
Long-Term 
Remission 
Monitoring 

Provides ongoing access to medications and 
recovery management support for individuals in 
sustained remission from SUD while in jail. 

All jails should be able 
to directly provide this 
level of care. 

Level 1-J 
Medically Managed 
Low-Intensity SUD 
Treatment 

Provides medical management without extended 
medical support staff† monitoring for low complexity‡: 
• Withdrawal management§ 
• Continuation, initiation, or titration of addiction 

medications (including all FDA approved 
medications for OUD**) 

Plus, access to <4 hours of psychosocial services 
for SUD per week, typically 1-2 (available, not 
required). 

All jails should provide 
direct access to this 
level of care. 

 
* The number of hours of clinical services offered should be individualized based on each patient’s needs. 
† Nurses, paramedics, medical technicians 
‡ Note that the terms mild, moderate, and moderately severe and low, moderate, and moderately high 

complexity will be defined in the Dimensional Admission Criteria that will be developed after this 
proposed framework is finalized. The Dimensional Admission Criteria will be released for public 
comment prior to publication. 

§ Note that the standard of care for opioid withdrawal management includes treatment with 
buprenorphine or methadone. 

** Unless unavailable locally. 

ASAM recognizes that funding 
mechanisms and payment models will 

be needed to support the delivery of 
SUD treatment in jails and prisons. 
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Level of Care Description Notes 

Level SUD-J 
Intensive 
Psychosocial SUD 
Treatment 

Provides access to 4+ hours of psychosocial 
services for SUD per week (available, not required). 

Plus, medical management without extended 
medical support staff* monitoring for low 
complexity*: 
• Withdrawal management† 
• Continuation, initiation, or titration of addiction 

medications (including all FDA approved 
medications for OUD‡) 

All jails should provide 
direct access to this 
level of care. 

Level 2-J 
Medically Managed 
Moderate-Intensity 
SUD Treatment 

Provides medical management with extended 
monitoring by medical support staff (eg, nurses, 
paramedics, medical technicians) for moderate 
complexity‡: 
• Intoxication management 
• Withdrawal management§ 
• Continuation, initiation, or titration of addiction 

medications (including buprenorphine and 
methadone**) 

Lower-resourced jails 
that do not have the 
capacity to provide 
daily on-site medical 
monitoring services 
should transfer 
patients who need this 
level of care to an 
appropriate medical 
facility. 

Level 3-J 
Medically Managed 
High-Intensity SUD 
Treatment 

Provides medical management with 24-hour on-site 
nurse monitoring with 24-hour medical oversight by 
physicians or advanced practice providers for 
moderately high complexity‡: 
• Intoxication management 
• Withdrawal management§ 
• Continuation, initiation, or titration of addiction 

medications (including buprenorphine and 
methadone**) 

Jails that do not have 
the capacity to provide 
24-hour on-site 
medical monitoring 
and management 
services should 
transfer patients who 
need this level of care 
to an appropriate 
medical facility. 

Level 4 
Medically Managed 
Inpatient Treatment 

Provides medical management in an acute care 
inpatient setting (ie, general hospital) delivered by 
medical professionals who provide 24-hour medically 
directed on-site evaluation and treatment of 
intoxication, withdrawal, and biomedical and 
psychiatric comorbidities. 

All jails are expected 
to support transfer to 
an acute care hospital 
if Level 4 care is 
needed. 

 
* Note that the terms mild, moderate, and moderately severe and low, moderate, and moderately high 

complexity will be defined in the Dimensional Admission Criteria when the volume is published. 
† Note that the standard of care for opioid withdrawal management includes treatment with 

buprenorphine or methadone. 
‡ Unless unavailable locally. 
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Recovery-Specific Cohorting 1 

The Fourth Edition of The ASAM Criteria incorporated recovery residences into the adult 2 
continuum of care as an environmental supplement to community-based outpatient care. 3 
Recovery-specific cohorting for individuals receiving care in correctional settings can be thought 4 
of as the carceral equivalent to recovery residences. Recovery-specific cohorting refers to the 5 
colocation or grouping of individuals who are actively receiving treatment and working toward 6 
recovery. 7 

Social factors in carceral environments—such as the prevalence of substance use and SUDs 8 
within housing groups and cell blocks or yard politics—can influence an individual’s ability to 9 
avoid purchasing and/or using substances. When feasible, jails are encouraged to provide 10 
recovery-specific housing groups, yards, or cell blocks that can create supportive environments 11 
of like-minded individuals, reducing social pressure and coercion around substance use. 12 
Recovery-specific cohorting can provide a high intensity therapeutic milieu, which is a safe and 13 
secure treatment environment that provides structured programming and uses community 14 
dynamics to promote healing. Individuals who are willing to engage in treatment but have not 15 
yet developed relapse prevention skills would benefit most from recovery-specific cohorting. 16 

The ASAM Criteria Dimensional Admission Criteria may recommend recovery-specific 17 
cohorting, where feasible, based on an individual’s needs. 18 

Level of Care Service Characteristic Standards: Jails 19 

Universal Jail Level of Care Standards 20 

Universal Jail Setting 21 

All SUD screening, assessment, evaluation and treatment services should be delivered in 22 

settings that are as safe and private as possible.* 23 

Naloxone should be easily accessible in all housing units and common areas. 24 

All jails should adopt trauma informed practices in all aspects of SUD services to prevent re-25 

traumatization and support individually responsive care 26 

 
* Services should seek to maximize safety and privacy within the safety and supervision limitations of the 

correctional facility. 
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Universal Jail Staff 1 
 2 
Key Terms: 3 

• Formal Affiliation: A legal agreement (eg, contract, memorandum of understanding [MOU]) 4 

between a jail or prison and an external service provider that is structured to allow the jail or 5 

prison to effectively provide services, with structured sharing of information and coordination 6 

of patient care. 7 

• Established Relationships: In The ASAM Criteria, a connection between a jail or prison 8 

and an external service provider that establishes familiarity and an expectation of 9 

cooperation in supporting the needs of patients with SUD. 10 

Table 5. Staff Terminology 

Physicians 
Medical professionals who holds an MD (Doctor of Medicine) or DO 
(Doctor of Osteopathic Medicine) degree 

Advanced Practice 
Providers Nurse practitioners (NP) and Physician Assistants (PA) 
Addiction Specialist 
Physician 

A licensed physician who has specialty certification in addiction 
medicine or addiction psychiatry  

Psychiatric Specialist 
Psychiatrists and advanced practice providers with specialty 
certification in psychiatry 

Clinician 
A health professional with the scope of practice to provide medical or 
behavioral health services 

Behavioral Health 
Staff 

Nonmedical behavioral health (ie, clinical) professionals with the 
scopes of practice to deliver clinical psychosocial services, including 
but not limited to psychologists, clinical social workers, licensed 
marriage and family therapists (LMFTs), and SUD and mental health 
counselors 

Mental Health 
Professional 

Clinicians with the training and scopes of practice to deliver medical or 
behavioral health services 

Clinical Case 
Manager 

Clinicians with the training and scopes of practice to support continuity 
of care by helping patients identify 
and access services across different healthcare and social services 
systems to address their unique needs 

Allied Health Staff 

Nonclinical staff who provide recovery support services (RSS), 
including but not limited to counselor aides, group living workers, 
patient navigators, health educators, and peer recovery specialists 
(see recovery support services) 

Health Trained Staff 

All full-time, part-time, and per diem staff, including both qualified 
health care professionals, administrative, security, and support staff, 
who are appropriately trained and, where required, credentialed, to 
provide specific health related services.  
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All jails should have policies and procedures to ensure SUD treatment services are provided by 1 

qualified professionals acting within their state-regulated scopes of practice. 2 

All security and medical staff should be trained to recognize opioid overdose and administer 3 

overdose reversal medication (eg, naloxone). 4 

All staff should be trained to recognize and appropriately respond to substance intoxication and 5 

withdrawal, as appropriate to their role or scope of practice. 6 

All security and clinical staff should be trained in responsible mental health de-escalation 7 

practices.* 8 

Staffing Levels 9 

Jails should have sufficient healthcare staff† available on-site, on-call, or via telemedicine 24/7 10 

to maintain integrity of care for the range and severity of SUD related problems that may be 11 

addressed in the jail. 12 

 13 

Medical Staff 14 

Medical Director 15 

The medical director, who oversees medical care for the jail system, should be a physician with 16 

controlled substance prescribing authority. 17 

Physicians and Advanced Practice Providers 18 

Physicians and/or advanced practice providers with training and competency to manage 19 

substance intoxication, withdrawal, and SUD, and controlled substance prescribing authority, 20 

should be available‡ on-site, on-call, or via telemedicine 24/7 to respond to and triage medical 21 

concerns. 22 

Behavioral Health Staff 23 

Behavioral health staff in jails should include§ appropriately licensed professionals with the 24 

training, competencies, and scopes of practice to assess, diagnose, and treat both SUD and co-25 

occurring mental health conditions. 26 

 
* https://nursinghomebehavioralhealth.org/wp-content/uploads/2024/01/COE-De-escalation-Toolkit-

12-27-23_508.pdf 
† May be staff or contractors 
‡ On staff or through formal affiliation. 
§ On staff or through formal affiliation. 
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• Behavioral health staff members do not need to be dually trained in SUD and mental 1 

health. Jails should have adequate staffing levels to manage both SUD and mental 2 

health. 3 

All jails should have qualified mental health professionals regularly review program policies, 4 

procedures, and protocols for assessment and admission of patients who present with 5 

Dimension 3 (Psychiatric and Cognitive Concerns) issues, including when urgent medical or 6 

psychiatric evaluation is needed. 7 

SUD Program Director 8 

The SUD program director* should have independent clinical licensing in a behavioral health 9 

related discipline (eg, psychologist, clinical social work, counseling) and competency to deliver 10 

psychosocial SUD treatment and is responsible for: 11 

• Leading development of program policies and procedures related to psychosocial 12 

services for SUD 13 

• Providing administrative oversight of psychosocial services for SUD 14 

• Providing supervision and oversight of behavioral health staff and allied health staff 15 

providing psychosocial SUD services in the jail 16 

• Overseeing implementation of the therapeutic milieu when applicable 17 

• Coordinating care for co-occurring mental health conditions 18 

Clinical Case Managers 19 

All jails should have access† to appropriately qualified staff (either on staff or formally affiliated 20 

with the jail) tasked with providing SUD-related case management services. 21 

• Case managers should have competency to effectively coordinate with behavioral health 22 

staff 23 

Allied Health Staff 24 

Jails may have allied health staff (eg, peer support specialists, patient navigators, non-clinical 25 

case managers, etc.) who support individuals who have SUD and co-occurring mental health 26 

conditions. Allied health staff, when available, should have training and competency to provide 27 

recovery support services, such as: 28 

• Providing social service navigation to help patients access benefits and social support 29 

services in preparation for reentry (eg, health insurance, housing services) 30 

 
* On staff or formally affiliated with the jail 
† On staff or formally affiliated with the jail 
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• Health education and risk reduction services, such as prevention of infectious diseases 1 

(eg, human immunodeficiency virus [HIV], viral hepatitis), safe sex practices, and 2 

overdose prevention and reversal training 3 

• Patient navigation services 4 

Allied health staff, when available, should be part of the interdisciplinary team, and the services 5 

they provide should be coordinated with behavioral health staff. 6 

Universal Jail Support Systems 7 

Psychiatric and Cognitive Support Systems 8 

All jail systems should have, at minimum, formal affiliations with: 9 

• Physicians with competency in addiction treatment, which may include physicians who 10 

are board certified in addiction medicine or addiction psychiatry, or physicians with least 11 

2 years of experience treating individuals with SUD and co-occurring mental health 12 

conditions. 13 

o These professionals should be available to: 14 

 Develop, approve, and regularly review the program’s policies, procedures, and 15 

protocols for screening, assessment, and management of acute intoxication, 16 

withdrawal, and SUD 17 

 Provide consultation services for complex clinical cases and review the 18 

appropriateness of patient treatment plans when needed 19 

• Psychiatric specialists 20 

o Psychiatric specialists should be available to: 21 

 Develop, approve, and regularly review the program’s policies, procedures, and 22 

protocols for screening, assessment, and management of co-occurring mental 23 

health conditions 24 

 Provide consultation services for patients with complex co-occurring mental 25 

health conditions and review the appropriateness of patient treatment plans when 26 

needed 27 
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Universal Jail Assessment and Treatment Planning 1 

Assessment 2 

All jails should screen all individuals for urgent or imminent medical needs related to substance 3 

use and SUD using standardized assessment tools* (eg, intoxication; withdrawal risk; initiation, 4 

titration, or continuation of addiction medication) immediately upon acceptance into jail custody. 5 

Jails should be able to provide an immediate medical assessment for individuals who present 6 

with urgent medical needs related to substance use and SUD, directly or through immediate 7 

transfer to an appropriate medical facility). 8 

All jails should screen all individuals for SUD risk within 14 days of acceptance into custody 9 

using evidence-based or evidence-informed screening tools. 10 

• Re-screening† should occur yearly‡, at minimum, and when there are incidents of 11 

intoxication, positive toxicology screens, or drug-related safety concerns reported by 12 

custody or other staff, or when requested by the patient. 13 

Within 14 days of a positive screen for SUD, a clinician should: 14 

• Conduct a diagnostic and Level of Care Assessment to determine each patient’s 15 

recommended level of care 16 

• Develop a safety plan addressing potential overdose risk 17 

 The Editorial Team is particularly interested in feedback on the necessity and 18 
feasibility of yearly re-screening for SUD in jails. 19 

Physical Exam and Psychiatric Assessment 20 

Per NCCHC standards, jails should conduct medical histories and physical exams within 14 21 

days of entry into jail. 22 

For individuals with SUD, medical histories and physical exams should include assessment for: 23 

• Intoxication and withdrawal related risks 24 

• Addiction and psychiatric medication needs 25 

• Need for psychiatric assessment, including the appropriate time frame for the 26 

assessment 27 

• Need for management of post-acute withdrawal symptoms 28 

 
* See Assessment Standards 
† Screenings do not need to be conducted by clinical staff. They can be self-administered on paper or via 

technology. 
‡ For individuals incarcerated for more than a year 
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• Common comorbid conditions (eg, liver disease, dental problems, pain) 1 

• Need for infectious disease prevention, screening and treatment or referral 2 

• Contraceptive or pregnancy-related needs 3 

• Vaccination needs 4 

• Cognitive concerns, including screening for traumatic brain injury and treatment or 5 

referral needs 6 

Jails should support access to psychiatric assessment and consultation as needed, within an 7 

appropriate time frame based on the severity and urgency of the patient’s condition. 8 

Treatment Planning 9 

Clinicians with the training and state regulated scope of practice to provide SUD treatment 10 

services should conduct SUD Treatment Planning Assessments within reasonable time frames* 11 

and develop individualized treatment plans for each patient. 12 

Reassessment 13 

All jails should conduct formal SUD reassessments and Treatment Plan Reviews. 14 

• For patients undergoing medical management for acute intoxication or withdrawal 15 

reassessments should occur as needed, as determined by the responsible physician or 16 

advanced practice provider. A physician or advanced practice provider should review 17 

patient progress at least daily. 18 

• For patients receiving psychosocial treatment for SUD, behavioral health staff should 19 

conduct reassessments at least monthly.  20 

 21 

 The Editorial Team is particularly interested in feedback on the feasibility of 22 
conducting reassessments at the recommended frequency. 23 

 24 

Reassessments and treatment plan reviews should include: 25 

• Documenting treatment plan updates (with signatures from key behavioral health staff) 26 

• Determining whether the patient is progressing appropriately in SUD treatment 27 

• Determining if the patient may need SUD treatment at a different level of care 28 

 
* See Level of Care specific standards 
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In alignment with updated NCCHC standards, all patients should be provided a health 1 

assessment yearly, including a hands on physical exam. 2 

Transition Planning 3 

All jails should have established protocols for managing transitions: 4 

• Between facilities 5 

• Between levels of care 6 

• To the community (ie, reentry, community corrections) 7 

Transition planning should begin: 8 

• At the start of treatment with an initial focus on maintaining patient safety if they are 9 

rapidly released* 10 

• When transitions are anticipated (eg, facility transition, re-entry†). 11 

Universal Jail Services 12 

All SUD services should be sensitive and responsive to trauma, designed to prevent re-13 

traumatization, and delivered with respect for the background and unique life experiences of 14 

each patient. 15 

Translation and/or interpretation services should be available as needed for evaluation and 16 

service delivery—including medical, psychotherapeutic, and psychoeducational content. 17 

SUD treatment professionals should coordinate with mental health treatment professionals 18 

when patients are receiving concurrent SUD and mental health care. 19 

Medical Services 20 

Integrated Biomedical Care 21 

All jails should have access to the following biomedical capabilities on-site: 22 

• Point-of-care pregnancy testing 23 

• Point-of-care HIV testing  24 

• Point-of-care HCV testing  25 

• Vitals measurement 26 

• Management of withdrawal symptoms 27 

 
* Maintaining the patient’s current medications should be a top priority. Transition planning includes 

establishing a safety focused plan that considers patient needs if they bail out, make pretrial, or 
otherwise rapidly transition from jail.  

† See Reentry standards 
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Health Trained Staff 1 

Health trained staff who are able to collect vital signs, administer COWS/CIWA, and coordinate 2 

with a physician or advanced practice provider should be available on-site 24/7. 3 

Addiction and Psychiatric Medications 4 

All jails should be able to support initiation, titration, and continuation of addiction medications* 5 

in alignment with current best practices. 6 

Medical professionals including physicians, advanced practice providers, pharmacists, or RNs, 7 

should provide education related to addiction and psychiatric medications, when applicable, to 8 

help patients understand: 9 

• Why treatment with medications has been recommended, including the anticipated 10 

benefits and potential risks and side effects 11 

• The rationale for changes to their medications 12 

• The importance of reporting medication effects and side effects 13 

• How to manage medication effects and side effects 14 

• The basic biology of how medications work 15 

• How medications are used in the management of addiction and psychiatric conditions 16 

• Potential for interactions with other medications or substances 17 

• How decisions will be made regarding duration of treatment 18 

Drug Testing 19 

Any jail that provides drug testing to support a patient’s SUD treatment should follow 20 

established standards such as those outlined in ASAM’s current clinical consensus document 21 

on appropriate use of drug testing in addiction treatment†. 22 

• Drug testing should be conducted based on patient-specific orders from the responsible 23 

physician or advanced practice provider 24 

• Drug testing results should be reviewed by physicians or advanced practice providers 25 

with the competency and scope of practice to interpret drug testing results in the context 26 

of the patient’s full clinical picture  27 

 
* Including all FDA- approved medications for opioid use disorder (OUD; including methadone, unless unavailable 

locally), alcohol use disorder (AUD), and tobacco use disorder (TUD); off-label medications for other SUDs, 
including stimulant use disorder (StUD) and cannabis use disorder (CUD); and medications to manage post-acute 
withdrawal symptoms. 

† https://www.asam.org/quality-care/clinical-guidelines/drug-testing 
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Psychosocial Services 1 

Jails should provide psychosocial services in an amount, frequency, and intensity appropriate to 2 

individual patient needs and level of function as determined by The ASAM Criteria 3 

multidimensional assessment. 4 

Psychotherapy and Counseling 5 

Jails should provide evidence-based and evidence-informed psychosocial services either 6 

directly or in partnership with external professionals as needed for patients who will be held in 7 

the jail for 2 weeks or more. 8 

Psychosocial services should be designed to: 9 

• Address and monitor: 10 

o SUD and addiction, including polysubstance use 11 

o Overdose risk, both in custody and post-release 12 

o Common complications associated with SUD and addiction (eg, trauma) 13 

o Co-occurring mental health concerns, including 14 

 Interactions between SUD, addiction, and mental health symptoms 15 

 Management of mental health symptoms and trauma without using substances 16 

o The skills needed to support remission and recovery (eg, relapse prevention skills, 17 

prosocial skills, coping skills) 18 

• Achieve and maintain stability of patients’ SUDs and co-occurring mental health 19 

symptoms 20 

Motivational Enhancement 21 

Appropriately trained and supervised professionals should deliver motivational interviewing and 22 

other evidence-based and evidence-informed motivational enhancement interventions that: 23 

• Facilitate understanding of the relationship between a patient’s substance use, mental 24 

health conditions, and related life challenges 25 

• Increase a patient’s readiness for change 26 
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Psychoeducation 1 

Clinicians (ie, medical, nursing, or behavioral health staff) should provide validated  2 

psychoeducation (eg, Seeking Safety, anger management).  3 

Health Education 4 

Jails should be able to provide* patients with health education related to SUD, co-occurring 5 

mental health conditions, and other common comorbidities (eg, HIV, viral hepatitis, sexually 6 

transmitted infections [STIs], skin and soft tissue infections, unintended pregnancies, cannabis 7 

hyperemesis syndrome). 8 

Case Management 9 

Jail systems should provide case management services to support community reentry for 10 

individuals with SUD who have a planned discharge. 11 

Care Coordination 12 

All jails should support care coordination across clinicians providing services for SUD, mental 13 

health disorders, and physical health concerns that may impact SUD or co-occurring conditions, 14 

including: 15 

• Information sharing as needed to support effective care coordination 16 

• Monitoring patient adherence to prescribed medications and permitted OTC medications 17 

and supplements 18 

• Staff responsible for care coordination for a given patient should be clearly documented. 19 

Recovery Support Services 20 

All jails should provide RSS (eg, mutual support programs, peer support, vocational support) 21 

either directly or through formally affiliated organizations or providers (eg, certified peer support 22 

specialists, recovery community organizations [RCOs], recovery community centers [RCCs]) for 23 

individuals receiving SUD treatment services. 24 

All jails should maintain a list of local community resources to address common ancillary needs, 25 

for example: 26 

• Mutual support groups (eg, Al-Anon and Alateen, National Alliance on Mental Illness) 27 

• Supportive housing options 28 

• Peer support services organizations 29 

• Vocational and employment placement programs 30 

 
* Directly or through contracted staff 
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Universal Jail Documentation 1 

Documentation is similar across the continuum of care. The following standards are intended to 2 
guide the documentation practices of all individual jails across all levels of care. Where 3 
applicable, documentation considerations that are specific to a particular level of care are 4 
discussed in the service characteristic standards for that level. 5 

Assessment and Treatment Planning 6 

Level of Care and Treatment Planning Assessments 7 

The following outlines the standards for documentation related to The ASAM Criteria Level of 8 

Care and Treatment Planning Assessments, reassessments, and Treatment Plan Reviews. 9 

SUD treatment documentation should capture the following details regarding each patient’s 10 

assessment process: 11 

• The level of care at which the patient is currently receiving treatment, as well as any 12 

levels of care from which they have received treatment in the past 12 months, if known 13 

• A summary of the Level of Care and Treatment Planning Assessments that includes: 14 

o An overview and analysis of concerns within each of the six dimensions of The 15 

ASAM Criteria, including: 16 

 Prioritization of identified concerns 17 

 Relationships between identified concerns and SUD  18 

 Current level of functioning (eg, skills of daily living) 19 

o The level of care recommendation 20 

o The final disposition and, if applicable, reasons for any discrepancies (eg, barriers to 21 

care, patient preferences) 22 

• The date(s) and results of the most recent standardized mental health screening and 23 

assessment, with comparison to past results if available 24 

• Substance use history, including: 25 

o Type(s) of products used (eg, prescription medication, high-potency substances, oral 26 

tobacco/nicotine) 27 

o Route(s) of administration 28 

o Last use 29 

o Duration 30 

o Frequency 31 

o Intensity (eg, binge use) 32 

• Problematic behaviors and behavioral addictions 33 
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• The correctional setting care team and how external providers can contact them when 1 

necessary (eg, to verify medication dosages) 2 

Treatment Planning 3 

Documentation should capture the following details regarding each patient’s individualized 4 

treatment plan for both SUD and other mental health conditions (when applicable): 5 

• Diagnoses, including severity of SUD(s) 6 

• Problem statements and treatment goals 7 

• Current state of readiness to change for each major concern 8 

• Measurable treatment objectives 9 

• Barriers to care 10 

• Action steps to address identified problems and meet stated objectives 11 

• Case management services (if applicable) 12 

• Medications and medication management plan (if applicable) 13 

• Safety plans, including steps for medical advice and emergencies 14 

• Patient strengths that support effective management of SUD and mental health 15 

symptoms without using substances, when applicable 16 

• The continuing care plan following transition from the jail 17 

Treatment plans for patients with comorbid biomedical conditions should have specific 18 

documentation of: 19 

• Biomedical concerns that impact or are impacted by the patient’s SUD (eg, sleep, pain, 20 

asthma, diabetes, eating disorder, pregnancy) 21 

• Screening and assessment results (if applicable) 22 

• Relevant patient goals 23 

• Services and/or supports, including symptom management strategies (eg, for pain, 24 

hepatitis, HIV) to be provided by SUD treatment staff 25 

• Services and/or supports to be provided by jail medical staff, with documentation of care 26 

coordination as necessary 27 

• The continuing care plan for comorbid biomedical conditions following transition from the 28 

jail 29 

Treatment plans for patients with co-occurring psychiatric conditions should have specific 30 

documentation of: 31 

• Mental health symptoms and diagnoses 32 
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• Risk of harm to self or others, including suicide, nonsuicidal self-injury (NSSI), violence, 1 

and homicide 2 

• Services and/or supports to be provided by jail SUD treatment staff 3 

• Services and/or supports to be provided by jail medical or mental health staff, with 4 

documentation of care coordination as necessary 5 

• Patient strengths that support effective management of mental health symptoms without 6 

using substances 7 

• The continuing care plan for co-occurring psychiatric conditions following transition from 8 

the jail 9 

Treatment plans for patients with known co-occurring intellectual and developmental disabilities 10 

(IDD), literacy concerns, or cognitive impairments should have specific documentation of: 11 

• Related diagnoses and related concerns 12 

• Services and/or supports to be provided by the SUD treatment staff 13 

• Services and/or supports to be provided by medical or mental health staff, with 14 

documentation of care coordination as necessary 15 

• The continuing care plan for IDD-related concerns following transition from the jail 16 

Reassessment 17 

Program documentation should include individualized progress notes in each patient’s health 18 

record that clearly reflect implementation of their treatment plan. 19 

Progress notes after each formal reassessment should include the dated signature of the 20 

responsible clinician. 21 

• If the responsible clinician is a trainee, the dated signature of the trainee’s supervisor 22 

should also be included. 23 

Transition Planning 24 

When a patient is transitioning between carceral facilities, documentation should capture the 25 

following details when possible regarding each patient’s transition plan: 26 

• Disposition at the time of transition 27 

• A review of the patient’s six dimensions of The ASAM Criteria, including any 28 

immediate needs or imminent risks (eg, suicidality, overdose risk) 29 

• Recommendations for ongoing or follow-up care 30 

• Required medications and a plan for how the patient will maintain access to medications 31 

during the transition 32 
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Care Coordination and Consent 1 

Jails should provide the patient access to their treatment plan and health record. 2 

Patients should be notified of both normal and abnormal laboratory testing results. 3 

Jails should allow each clinician involved in a patient’s care to access relevant medical and 4 

psychosocial information for that patient. 5 

• Documentation should also include patient assent or consent (as applicable)—or refusal, 6 

thereof—for care coordination and information sharing with external providers. 7 

Jail Policies and Procedures 8 

All jails should have policies and procedures* that address: 9 

• Criteria for recommending SUD treatment in alignment with The ASAM Criteria 10 

Individual Dimensional Admission Criteria 11 

• Managing SUD related treatment needs during facility transitions and reentry 12 

• Managing medication needs when patients are off site (eg, when at a bail hearing) 13 

• Confidentiality related to treatment for SUD, mental health conditions, and other relevant 14 

conditions commonly experienced by the patient population (eg, STIs, reproductive 15 

health), including: 16 

o Informed patient assent or consent 17 

o Access to health records 18 

o Storage of health records 19 

o Patient rights 20 

o Mandated reporting 21 

o What health information can be shared with custody staff under what circumstances 22 

o Mechanisms to report staff concerns regarding patient care without fear of retaliation 23 

SUD Program Staffing 24 

Jails should have policies and procedures† regarding SUD program staffing that address: 25 

• Expectations for staff competencies 26 

• Supervision and monitoring of staff  27 

• Training and professional development for staff competencies 28 

• Supervision of medical providing medical services for SUD, intoxication, and withdrawal 29 

• Supervision of behavioral health staff, as appropriate to the types of services rendered  30 

 
* Directly or through the contracted treatment provider 
† Directly or through the contracted treatment provider 
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• Supervision of allied health staff, when applicable 1 

• Determination of appropriate staff-to-patient ratios for group interventions 2 

Jails should have policies and procedures* on safe SUD program staffing levels that address: 3 

• The numbers and types of staff needed to deliver the level(s) of care provided by the 4 

program safely and effectively, with consideration of the acuity and severity of illness in 5 

the patient population served 6 

• The number of physicians and advanced practice providers the medical director or other 7 

physician supervisor can safely manage  8 

• The level of staffing required to administer medications to all patients who need it  9 

• The number of clinical and allied health staff the SUD program director can safely 10 

manage (if applicable) 11 

• Maximum staff-to-patient ratios for each staff type and role, with consideration for 12 

responsibilities beyond direct patient care (eg, administration, education) when 13 

determining the actual number of patients an individual staff member can safely manage 14 

Jails, or the SUD service contractors employed by the jail, should also have policies and 15 

procedures† that consider strategies for addressing SUD program staff shortages, particularly if 16 

the program is unable to fill critical positions. 17 

• This may include designating interim appointments, hiring temporary staff, and/or 18 

transitioning patients to external medical facilities if the program cannot provide safe and 19 

effective care. 20 

Jails should have policies and procedures‡ that clearly outline: 21 

• Criteria regarding when staff should consult with a supervisor 22 

• Mechanisms on how staff can contact a supervisor 23 

• The chain of command when urgent and emergent situations arise 24 

In addition, jails should have policies and procedures§ related to the following, and staff should 25 

be trained to effectively implement them: 26 

• Responding to urgent SUD related concerns that arise when a clinician is not on-site 27 

• Filing and handling formal grievance procedures 28 

 
* Directly or through the contracted treatment provider 
† Directly or through the contracted treatment provider 
‡ Directly or through the contracted treatment provider 
§ Directly or through the contracted treatment provider 

https://bit.ly/Correctional_Criteria


Public comments accepted until Aug 31, 2026 through the online form at 
https://bit.ly/Correctional_Criteria 
 

53 
 

• Managing violent and threatening behaviors in the context of intoxication or withdrawal, 1 

including when to consider and use restraint and provision of related training 2 

Competency-based training should be provided to all staff directly involved in patient care as 3 

appropriate to their disciplines and scopes of practice. 4 

Jails that employ certified peer support specialists should have policies and procedures that 5 

address: 6 

• Maintaining individual safety 7 

• Oversight and supervision by licensed clinical staff 8 

• Support for peer staff to process their experiences providing peer support 9 

• Minimum duration of long-term remission required before an individual is eligible to be a 10 

peer 11 

 12 
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Level of Care Specific Service Characteristic Standards: Jails 1 

The level of care specific service characteristic standards for jails are detailed below and summarized in the following table: 2 

Table 6. Summary of Jail Service  Characteristic Standards by Level of Care 

Jail Level R-J: Long-Term 
Remission 
Monitoring 

1-J: Low-Intensity 
SUD Treatment 

SUD-J : Intensive 
Psychosocial 
SUD Treatment 

2-J: Medically 
Managed 
Moderate-
Intensity SUD 
Treatment 

3-J: Medically 
Managed High-
Intensity SUD 
Treatment 

4: Medically 
Managed 
Inpatient 
Treatment  

Corresponding 
Community 
Level  

Level 1.0 Levels 1.5 & 1.7 Level 2.1 Level 2.7 Level 3.7 Level 4 care is 
typically provided in 
a local hospital or 
emergency 
department. Jails 
providing Level 4 
care internally 
should meet all of 
the standards of an 
acute care hospital, 
including Joint 
Commission or 
equivalent 
accreditation. 

An ICU should be 
available 

Physicians 
with SUD 
Expertise 

Available through 
the jail system to 
provide consultation 
when needed 

Available through 
the jail system to 
provide 
consultation when 
needed 

Available through 
the jail system to 
provide 
consultation when 
needed 

Care overseen by a 
physician with 
competency in 
addiction medicine 
and 2+ years of 
experience in SUD 
treatment 

Board Certified 
addiction specialist 
physician** 
oversees care 

Physicians 
and Advanced 
Practice 
Providers* 

Available as 
needed, including to 
support initiation, 
titration, and 
continuation of 
addiction medication 

Available on-site or 
via telemedicine 
24/7 

Available as 
needed, including 
to support 
initiation, titration, 
and continuation 
of addiction 
medication 

Available on-site or 
via telemedicine 
24/7 

Available on-site 
or via telemedicine 
24/7 
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Table 6. Summary of Jail Service  Characteristic Standards by Level of Care 

Jail Level R-J: Long-Term 
Remission 
Monitoring 

1-J: Low-Intensity 
SUD Treatment 

SUD-J : Intensive 
Psychosocial 
SUD Treatment 

2-J: Medically 
Managed 
Moderate-
Intensity SUD 
Treatment 

3-J: Medically 
Managed High-
Intensity SUD 
Treatment 

4: Medically 
Managed 
Inpatient 
Treatment  

Nursing Available as needed, 
including to support 
initiation, titration, 
and continuation of 
addiction medication 

Available as 
needed, including to 
support initiation, 
titration, and 
continuation of 
addiction medication 

Available as 
needed, including 
to support initiation, 
titration, and 
continuation of 
addiction 
medication 

Yes, available for 
monitoring during 
the day 

Available 24/7 

SUD Program 
Director 

All jails should have a program director (on staff or through formal affiliation) who oversees psychosocial services for SUD 

Allied Health 
Professionals 

Variable Variable Variable Variable Variable  

Physical Exam Within 14 days of jail 
intake or sooner if 
needed (eg, for 
medication 
continuation) 

Typically, at initial 
assessment 

Within 14 days of 
jail intake or 
sooner if needed 
(eg, for initiation, 
titration, or 
continuation of 
medication) 

Within 24-48 hours 
of initial 
assessment 

Within 24 hours of 
initial assessment 

Nursing 
Assessment 

Standard jail health 
assessments to 
support medication 
continuation 

At initial 
assessment± when 
intoxication or 
withdrawal risk is 
identified  

Standard jail 
health 
assessments to 
support 
medication 
continuation 

At initial 
assessment when 
intoxication or 
withdrawal risk is 
identified 

 At initial 
assessment when 
intoxication or 
withdrawal risk is 
identified 
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Table 6. Summary of Jail Service  Characteristic Standards by Level of Care 

Jail Level R-J: Long-Term 
Remission 
Monitoring 

1-J: Low-Intensity 
SUD Treatment 

SUD-J : Intensive 
Psychosocial 
SUD Treatment 

2-J: Medically 
Managed 
Moderate-
Intensity SUD 
Treatment 

3-J: Medically 
Managed High-
Intensity SUD 
Treatment 

4: Medically 
Managed 
Inpatient 
Treatment  

Clinical 
Service 

Recovery and 
remission 
management 
services 

Direct withdrawal 
management and 
management of co-
occurring 
biomedical and 
psychiatric 
disorders 

Psychosocial 
services 

Direct withdrawal 
management and 
management of co-
occurring 
biomedical and 
psychiatric 
disorders 

Facilitated 
transition to less 
intensive levels of 
SUD care 

Direct withdrawal 
management and 
management of 
co-occurring 
biomedical and 
psychiatric 
disorders 

Facilitated 
transition to less 
intensive levels of 
SUD care 

Psychosocial 
Service Hours 

Quarterly services at 
minimum 

Up to 4 hours/week 
available for 
patients in jail for 
over 14 days 

4+hours/week 
available for 
patients in jail for 
over 14 days 

4+hours/week 
available for 
patients in jail for 
over 14 days 

4+hours/week 
available for 
patients in jail for 
over 14 days 

Recovery 
Support 
Services (RSS) 

Yes Yes  Yes Yes  Yes  

* Physicians and/or advanced practice providers with training and competency to manage substance intoxication, withdrawal, and SUD should be 1 
available on-site, on-call, or via telemedicine 24/7 to respond to and triage urgent medical concerns. 2 

** If a program is unable to identify a medical director who meets these qualifications after reasonable efforts, a physician who has at least 2 years of 3 
experience in specialty SUD treatment and competency to direct the medical management of intoxication, withdrawal, and SUD at any level of severity 4 
and complexity may serve as the medical director. In these instances, this medical director should have an established mentor who is board certified in 5 
addiction medicine or addiction psychiatry. 6 

± The initial assessment may be a nurse assessment or assessment by physician or advanced practice provider7 
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Level R-J: Long-Term Remission Monitoring 1 

R-J Setting 2 

Level R-J services are provided within general jail healthcare and behavioral health settings and 3 

are designed to support individuals who are in jail for longer than 14 days and in sustained 4 

remission from SUD. 5 

R-J Assessment and Treatment Planning 6 

For patients in Level R-J clinicians should conduct: 7 

• An initial assessment for each patient that includes an up-to-date SUD- and mental 8 

health-focused history if the jail does not already have this information documented 9 

• A recovery management checkup (RMC) for each patient upon initiation of treatment 10 

and at least quarterly 11 

Clinicians should work with patients to develop an individualized recovery management plan for 12 

each patient upon initiation of treatment in Level R-J that addresses the patient’s anticipated 13 

service needs (eg, ongoing medication management) 14 

R-J Services 15 

Level R-J programs should provide: 16 

• Remission monitoring, including RMCs  17 

• Medication management services for initiation, titration, and continuation of addiction 18 

medications 19 

Level 1-J: Low-Intensity SUD Treatment 20 

1-J Setting 21 

Level 1-J services are delivered within general jail healthcare and behavioral health settings and 22 

are designed for patients who require: 23 

• Uncomplicated initiation, titration, or continuation of addiction medication 24 

• Non intensive psychosocial services for SUD (eg, patients with mild SUD or those in 25 

early remission) 26 

• Medication management for addiction medications but decline intensive psychosocial 27 

services 28 
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1-J Assessment 1 

Level 1-J should generally conduct or review a Treatment Planning Assessment and develop a 2 

comprehensive individualized treatment plan for each patient within 30 days of treatment 3 

initiation. 4 

Patients should have access to medical and nursing assessments as needed (ie, for initiation, 5 

titration, and continuation of addiction and psychiatric medications). 6 

1-J Services 7 

Level 1-J should provide, as needed: 8 

• Medical management of uncomplicated withdrawal 9 

• Initiation, titration, and continuation of addiction medications 10 

• Coordination of care for co-occurring biomedical and psychiatric conditions 11 

• Non-intensive psychosocial services (<9 hours per week, typically 1-2 hours per week) 12 

• Recovery support services* 13 

Level SUD-J: Intensive Psychosocial SUD Treatment 14 

SUD-J Setting 15 

Level SUD-J services are provided within general jail healthcare and behavioral health settings 16 

and are designed for patients who require intensive psychosocial treatment services for SUD. 17 

SUD-J Assessment 18 

Level SUD-J should generally conduct or review a Treatment Planning Assessment and 19 

develop a comprehensive individualized treatment plan for each patient within 14 days of 20 

treatment initiation. 21 

Patients should have access to medical and nursing assessments as needed (ie, for initiation, 22 

titration, and continuation of addiction and psychiatric medications). 23 

SUD-J Services 24 

Level SUD-J should provide: 25 

• 9 or more hours of structured psychosocial services per week 26 

• A therapeutic milieu† 27 

 
* See universal standards 
† A therapeutic milieu is a safe and secure treatment environment that provides structured programming 

in a 
holistic person-centered approach to care and uses community dynamics to promote healing in a 

multipronged fashion. 
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• Recovery support services* 1 

• Medical management of uncomplicated withdrawal 2 

• Uncomplicated initiation, titration, and continuation of addiction medications 3 

• Coordination of care for co-occurring biomedical and psychiatric conditions 4 

 5 

Level 2-J: Medically Managed Moderate-Intensity SUD 6 

Treatment 7 

2-J Setting 8 

Level 2-J services are delivered in a medically managed unit within the jail that provides  9 

nursing services during the day. 10 

2-J Staff 11 

Medical Staff 12 

A physician with competency in addiction medicine and at least 2 years of experience in SUD 13 

treatment should oversee patient care in Level 2-J.† 14 

Level 2-J should have physicians and advanced practice providers with SUD treatment 15 

experience and controlled substance prescribing authority* available on-site or via telemedicine 16 

24/7 as active members of the care team (eg, initiating or adjusting medications based on the 17 

results of nursing assessments). 18 

Nursing and Medical Support Staff 19 

Level 2-J should have RNs or other appropriately licensed and credentialed medical support 20 

staff (eg, LPNs, medical technicians, paramedics) available during standard business hours (ie, 21 

on the day shift). Medical support staff should have the scope of practice to: 22 

• Assess substance intoxication and withdrawal  23 

• Administer validated withdrawal scales (eg, COWS, CIWA-Ar) 24 

• Monitor vital signs 25 

• Communicate effectively with on-call physicians and advanced practice providers 26 

 
* See universal standards 
† If a prison is unable to identify a physician who meets these qualifications after reasonable efforts, a 

physician who has at least 2 years of experience in SUD treatment and competency to direct the medical 
management of intoxication, withdrawal, and SUD at any level of severity and complexity may serve as 
the medical director. In these instances, this physician should have an established mentor who is board 
certified in addiction medicine or addiction psychiatry. 
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• Execute patient specific orders from physicians and advanced practice providers for the 1 

management of intoxication and withdrawal, and initiation and titration of addiction 2 

medications  3 

A nursing supervisor should be available during standard business hours (ie, on the day shift) to 4 

respond to urgent situations.  5 

2-J Assessment 6 

Level 2-J should conduct a nursing assessment for each patient upon initiation of care that 7 

includes: 8 

• Vital sign collection 9 

• History of present illness 10 

• Baseline evaluation of intoxication and withdrawal severity and risks 11 

• Assessment of addiction medication needs 12 

• Medical history, including current biomedical, psychiatric, and cognitive concerns and 13 

medication review 14 

Within 24 hours of initiation of care, a physician or advanced practice provider should conduct a 15 

history and physical examination on-site and review and approve the appropriateness of this 16 

level of care. 17 

2-J Services 18 

Level 2-J should provide: 19 

• Medical management of acute intoxication and withdrawal 20 

• Initiation, titration, and continuation of addiction medications 21 

• Coordination of care for co-occurring biomedical and psychiatric conditions 22 

• Nurse monitoring and nursing care during standard business hours (ie, on the day shift) 23 

Level 3-J: Medically Managed High-Intensity SUD Treatment 24 

3-J Setting 25 

Level 3-J services are delivered in a medically managed unit within the jail that provides 24/7 26 

nursing services. 27 
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3-J Staff 1 

Medical Staff 2 

An addiction specialist physician with board certification in addiction medicine or addiction 3 

psychiatry should oversee patient care in Level 3-J.* 4 

Level 3-J should have physicians and advanced practice providers with SUD treatment 5 

experience and controlled substance prescribing authority* available on-site or via telemedicine 6 

24/7 as active members of the care team (eg, initiating or adjusting medications based on the 7 

results of nursing assessments). 8 

Nursing 9 

Level 3-J should have RNs or other appropriately licensed and credentialed medical support 10 

staff (eg, LPNs, paramedics, medical technicians) available on-site 24/7. Medical support staff 11 

should have the scope of practice to: 12 

• Assess substance intoxication and withdrawal  13 

• Administer validated withdrawal scales (eg, COWS, CIWA-Ar) 14 

• Monitor vital signs 15 

• Communicate effectively with on-call physicians and advanced practice providers 16 

Execute patient specific orders from physicians and advanced practice providers for the 17 

management of intoxication and withdrawal, and initiation and titration of addiction medications 18 

A nursing supervisor should be available 24/7 to respond to urgent situations. 19 

3-J Assessment 20 

Level 3-J should conduct a nursing assessment for each patient at initiation of care that 21 

includes: 22 

• Vital sign collection 23 

• History of present illness 24 

• Baseline evaluation of intoxication and withdrawal severity and risks 25 

• Assessment of addiction medication needs 26 

 
* If a prison is unable to identify a physician who meets these qualifications after reasonable efforts, a 

physician who has at least 2 years of experience in SUD treatment and competency to direct the medical 
management of intoxication, withdrawal, and SUD at any level of severity and complexity may serve as 
the medical director. In these instances, this physician should have an established mentor who is board 
certified in addiction medicine or addiction psychiatry. 
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• Medical history, including current biomedical, psychiatric, and cognitive concerns and 1 

medication review 2 

Within 24 hours of initiation of care, a physician or advanced practice provider should conduct a 3 

history and physical examination on-site and review and approve the appropriateness of this 4 

level of care. 5 

3-J Services 6 

Level 3-J should provide: 7 

• Stabilization of acute intoxication and withdrawal 8 

• Complex initiation and titration of addiction medications 9 

• Management of co-occurring biomedical and psychiatric conditions 10 

• 24/7 nurse monitoring and nursing care 11 

Psychosocial Services 12 

Level 3-J should provide services to facilitate transition to less intensive levels of SUD care 13 

within the jail or community once patients are medically stable. 14 

 15 

Level 4: Medically Managed Inpatient Treatment 16 

Level 4 services are typically provided in external hospitals or emergency departments. 17 

Jails providing Level 4 services internally should: 18 

• Meet The ASAM Criteria Level 4 standards for General Hospitals* 19 

• Maintain appropriate accreditation (eg, Joint Commission or equivalent) 20 

• Provide access to intensive care unit (ICU) services 21 

Reentry Standards: Jails 22 

Jails are not expected to provide comprehensive reentry services for individuals who are 23 

incarcerated when reentry is unanticipated. However, when a reentry date is known, jails should 24 

provide reentry services. 25 

 
* See Volume 1 – Adults, youth serving facilities should see Volume 2 – Adolescent and Transition Aged 

Youth 
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Jail Reentry Staff 1 

Jails should have appropriately qualified clinical staff (on staff or through formal affiliation) 2 

tasked with providing case management services for SUD-related needs in preparation for 3 

reentry.* 4 

 The Editorial Team is seeking comment on the circumstances in which it would be 5 
appropriate for non-clinical staff to provide case management services for reentry. 6 

 7 

Jail Reentry Support Systems 8 

Relationships with Community Service Providers 9 

Jails should have processes in place to support effective coordination, as needed, with: 10 

• Healthcare providers in the communities of individuals anticipated to be released from 11 

detainment to facilitate uninterrupted treatment for SUD, co-occurring mental health 12 

concerns, and physical health concerns 13 

• Recovery support service (RSS)† providers and other community support systems that 14 

serve individuals upon reentry 15 

Jail Reentry Assessment and Treatment Planning 16 

Rapid Transitions 17 

For individuals with SUD incarcerated for 72 or less, reentry planning should include, at 18 

minimum: 19 

• Written information on relevant treatment and recovery supportive resources in their 20 

home community (eg, OTPs, withdrawal management services, bridge clinics, crisis 21 

services) 22 

• Medical records release forms signed and clear instructions on how to access medical 23 

records post release 24 

• Instructions of what to do upon release for connection to services (eg, phone number to 25 

call for patient navigation services or prescription access) 26 

Reentry Assessment 27 

For individuals with SUD who have a known release date, a reentry assessment should be 28 

conducted prior to release. 29 

 
* Services may be provided through formally affiliated external partners, such as reentry programs in the 

community 
† See Recovery Support Services section 
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When a release date is known significantly in advance, reentry needs should be assessed 1 

monthly in the three months prior to reentry to consider evolving service needs. 2 

Reentry Planning 3 

Longer-Term in Jail: Unanticipated Release 4 

For patients receiving SUD treatment in jail who are released on short notice, jails should have 5 

processes in place to rapidly coordinate access to SUD treatment services, including addiction 6 

medications, in their home communities. 7 

Longer-Term in Jail: Anticipated Release 8 

When release is anticipated, reentry planning should include, at minimum: 9 

• Consideration of the patient’s clinical service needs upon reentry including medical and 10 

psychosocial services, including medication access* 11 

• Safety plans to address known or anticipated safety risks (eg, overdose, harm to self or 12 

others) upon reentry, including information for accessing crisis services 13 

• Consideration of the patient’s basic needs (eg, food, shelter, transportation) 14 

• Planning for supervision requirements, and how that may intersect with treatment, if 15 

applicable 16 

• Medical records release form signed, and records released to community providers who 17 

will continue care 18 

Jail Reentry Services 19 

Clinical Services 20 

For individuals in jail with an anticipated release date, jails should either directly provide or 21 

coordinate through external partners (eg, reentry programs) to provide: 22 

• Access to overdose reversal medication (eg, naloxone kits, naloxone prescriptions) 23 

immediately upon release 24 

• Education on risk reduction practices and information on how to identify and access risk 25 

reduction services 26 

• Linkage with appropriate SUD and mental health treatment services in the patient’s 27 

home community with scheduled follow-up appointment(s) no later than 7 days post 28 

release, or sooner if clinically indicated, to facilitate an effective transition of care 29 

• Access to a clinically appropriate amount of the patient’s prescription medications, 30 

including addiction medications (if applicable), as a bridge until the patient can follow up 31 

with community providers 32 

 
* See the Services section 

https://bit.ly/Correctional_Criteria


Public comments accepted until Aug 31, 2026 through the online form at 
https://bit.ly/Correctional_Criteria 
 

65 
 

• Linkage to a community pharmacy or methadone treatment provider as applicable to 1 

facilitate sharing of medication records and provision of medication  2 

• Access to services that provide help to people without the means to afford their 3 

medications 4 

• Referrals to relevant community resources (eg, community recovery organizations, 5 

housing assistance programs) 6 

For individuals in jails with an unanticipated release, jails should either directly provide or 7 

coordinate through external partners (eg, reentry programs) to provide: 8 

• Access to overdose reversal medication (eg, naloxone kits, naloxone prescriptions) 9 

immediately upon release 10 

• A clinically appropriate amount of the individual’s prescription medications, including 11 

addiction medications (if applicable), as a bridge until the patient can follow up with 12 

community providers 13 

• Information on where to access care for withdrawal management and SUD 14 

• Information about relevant community resources (eg, community recovery organizations, 15 

housing assistance programs, crisis services) 16 

Recovery Support Services 17 

For individuals with SUD in jail with an anticipated release date, jail reentry planning, provided 18 

directly or coordinated through an external program, should include support for identifying and 19 

accessing (eg, transportation options) the following RSS in the individual’s home community, as 20 

available: 21 

• Peer support services 22 

• Mutual support programs 23 

• Social service navigation, including support accessing services to meet basic needs, 24 

including: 25 

o Housing, including emergency housing options (eg, shelters) 26 

• Nutritional assistance 27 

• Transportation assistance 28 

o Services to enroll in, activate, or re-activate health insurance 29 

o Obtaining government issued identification 30 

• Prescription assistance 31 

o Access to social security, social security disability insurance 32 

• Domestic violence, intimate partner violence (IPV), or victim services, including human 33 

trafficking services 34 
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• Community services and supports to address potential impediments to recovery (eg, 1 

legal services, educational services, recovery housing, childcare services, job 2 

placement, vocational training, parenting education, financial training, transitional 3 

financial aid, faith-based organizations) 4 

• Risk reduction services (eg, naloxone, syringe services programs [SSPs], infectious 5 

disease screening) 6 

Care Coordination Services 7 

For individuals with SUD in jail for more than 14 days, jails should coordinate reentry planning 8 

with: 9 

• Applicable social service agencies (eg, Medicaid/Medicare, housing, nutritional 10 

assistance, transportation) 11 

• Community corrections (ie, probation and parole officers) to facilitate connections to 12 

resources in the individual’s home community 13 

Jail Reentry Documentation 14 

Documentation should capture the following details regarding each individual’s assessment, 15 

when applicable: 16 

• A summary of the Reentry Assessment that includes: 17 

o An overview and analysis of concerns within each of the six dimensions of The 18 

ASAM Criteria, including: 19 

 Prioritization of identified concerns 20 

 Relationships between identified concerns and substance-related and addictive 21 

disorders 22 

o The level of care recommendation upon reentry 23 

o The anticipated level of care upon reentry and, if applicable, reasons for any 24 

discrepancies (eg, barriers to care, community correction requirements, patient 25 

preferences) 26 
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Continuum of Care for SUD Treatment in Prisons 1 

Individuals entering prison are typically transferred from another correctional facility. As such, 2 
there is typically less risk for acute intoxication and withdrawal. Therefore, the proposed 3 
framework for the continuum of addiction treatment in prisons centers around access to  4 
addiction medications, psychosocial treatment services, and long-term monitoring. The 5 
following levels of care are recommended for prison settings: 6 

Table 7. Prison Levels of Care 7 

Level of Care Description Notes 

Level R-P 
Long-Term Remission 
Monitoring 

Provides ongoing access to medications 
and recovery management support for 
individuals in sustained remission from 
SUD while in prison. 

All prisons should be able to 
directly provide this level of 
care. 

Level 1-P 
Low-Intensity SUD 
Treatment 

Provides medical management without 
extended nurse monitoring* for low 
complexity†: 
• Withdrawal management‡ 
• Continuation, initiation, or titration of 

addiction medications (including 
buprenorphine and methadone§) 

Plus, access to nonintensive psychosocial 
services for SUD, typically 1-2 hours per 
week (available, not required). 

All prisons should be able to 
directly provide this level of 
care. 

 
* Monitoring by medical staff (supervised by an RN, physician, or advanced practice provider) during 

daytime hours, with medical staff regularly monitoring signs and symptoms and able to respond rapidly 
to evolving medical needs. 

† Note that the terms mild, moderate, and moderately severe and low, moderate, and moderately high 
complexity will be defined in the Dimensional Admission Criteria that will be developed after this 
proposed framework is finalized. The Dimensional Admission Criteria will be released for public 
comment prior to publication. 

‡ Note that the standard of care for opioid withdrawal management includes treatment with 
buprenorphine or methadone. 

§ Unless unavailable locally. 
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Level of Care Description Notes 

Level 2-P 
Intensive SUD 
Treatment 

Provides medical management without 
extended nurse monitoring for low 
complexity†: 
• Withdrawal management‡ 
• Continuation, initiation, or titration of 

addiction medications (including 
buprenorphine and methadone§) 

Plus, access to 9+ hours of psychosocial 
services for SUD per week. 

All prisons should be able to 
directly provide this level of 
care. 

Level 3-P 
SUD Recovery Unit 

Provides medical management without 
extended nurse monitoring for low 
complexity†: 
• Withdrawal management‡ 
• Continuation, initiation, or titration of 

addiction medications (including 
buprenorphine and/or methadone§) 

Plus, access to 9+ hours of psychosocial 
services for SUD per week. 

Care at this level is delivered in a 
recovery unit or cohorted housing. 

ASAM is proposing that all 
prisons be able to directly 
provide this level of care. We 
are particularly interested in 
feedback on the feasibility of 
this standard. 

Level 3.7-P 
High-Intensity Medical 
SUD Unit 

Provides medical management with 
24-hour on-site nurse monitoring and 
24-hour medical oversight by physicians or 
advanced practice providers for 
moderately high complexity†: 
• Intoxication management 
• Withdrawal management‡ 
• Continuation, initiation, or titration of 

addiction medications (including 
buprenorphine and methadone§) 

Care at this level is delivered in a 
monitored clinical space (ie, medical 
unit). 

Prisons that do not have the 
capacity to provide 24-hour 
on-site medical monitoring 
and management services 
should transfer patients who 
need this level of care to an 
appropriate medical facility. 

Level 4 
Medically Managed 
Inpatient Treatment 

Provides medical management in an acute 
care inpatient setting (ie, general hospital) 
delivered by medical professionals who 
provide 24-hour medically directed on-site 
evaluation and treatment of intoxication, 
withdrawal, and biomedical and psychiatric 
comorbidities. 

Most prisons do not provide 
Level 4 services and are 
expected to support transfer 
to an acute care hospital if 
Level 4 care is needed. 
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Level of Care Service Characteristic Standards: Prisons 1 

Universal Prison Level of Care Standards 2 

Universal Prison Setting 3 

All SUD screening, assessment, evaluation and treatment services should be delivered in 4 

settings that are as safe and private as possible.* 5 

Naloxone should be easily accessible in all housing units and common areas. 6 

All prisons should adopt trauma informed practices in all aspects of SUD services to prevent re-7 

traumatization and support individually responsive care. 8 

Universal Prison Staff 9 

All prisons should have policies and procedures to ensure treatment services are provided by 10 

qualified professionals acting within their state-regulated scopes of practice.  11 

All staff should be trained to recognize and appropriately respond to substance intoxication and 12 

withdrawal, as appropriate to their role or scope of practice. 13 

All medical and nursing staff should be trained to: 14 

• Distinguish withdrawal signs and symptoms from intoxication and overdose 15 

• Recognize and treat appropriately substance intoxication and withdrawal 16 

All custody staff should be trained to recognize symptoms of opioid overdose and administer 17 

naloxone. 18 

Staffing Levels 19 

Prisons should have sufficient healthcare staff† available on-site, on-call, or via telemedicine 20 

24/7 to maintain integrity of care for the range and severity of problems that may be addressed 21 

in the prison.  22 

See Table 5 for an overview of staff terminology. 23 

 
* Services should seek to maximize safety and privacy within the safety and supervision limitations of the 

correctional facility.  
† May be staff or contractors 
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Medical Staff 1 

Medical Director 2 

The medical director, who oversees medical care for the prison system should be a physician 3 

with controlled substance prescribing authority. 4 

Addiction Specialist Physicians 5 

Prison system* leadership should include at least one board certified addiction specialist 6 

physician (ie, addiction medicine or addiction psychiatry). This role oversees addiction care for 7 

the prison system, including: 8 

• Developing, approving, and regularly reviewing the training plan for staff physicians and 9 

advanced practice providers on: 10 

o Recognizing specific psychiatric and medical needs associated with SUD and 11 

substance use 12 

o Conducting an SUD-focused physical exam 13 

• Developing, approving, and regularly reviewing the program’s policies, procedures, and 14 

protocols for screening, assessment, and management of acute intoxication, withdrawal, 15 

and SUD, including addiction medications 16 

Physicians and Advanced Practice Providers: Addiction 17 

Prisons should have a physician or advanced practice provider with controlled substance 18 

prescribing authority, and competency to triage and manage addiction related medical 19 

emergencies—including acute intoxication, overdose, acute withdrawal, and altered mental 20 

status—available onsite, on-call, or via telemedicine 24/7. 21 

Physicians and Advanced Practice Providers: Psychiatry 22 

Prisons should have physicians or advanced practice providers with controlled substance 23 

prescribing authority, and competency to manage psychiatric emergencies—including acute 24 

psychosis, altered mental status, and suicidality—available on-site, on-call, via telemedicine 25 

24/7.† 26 

Behavioral Health Staff 27 

Prisons should have behavioral health staff with the training, competencies, and scopes of 28 

practice to care for individuals who have SUD and co-occurring mental health conditions 29 

 
* Prison system refers to the network of long-term correctional facilities overseen by the state 
† On staff or through formal affiliation 
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available on-site or via telemedicine (directly or through formal affiliation) during standard 1 

business hours (at minimum) to: 2 

• Assess and treat individuals with SUD and co-occurring mental health conditions  3 

• Deliver professionally directed evidence-based and -informed psychosocial services, 4 

including but not limited to counseling, psychoeducation and psychotherapy for SUD and 5 

co-occurring mental health concerns 6 

• Support coordinated treatment planning and care coordination 7 

• Coordinate the delivery of recovery support services (RSS) 8 

All prisons should also have behavioral health staff with the training, competencies, and scopes 9 

of practice to manage SUD and mental health-related crises available on-site or via 10 

telemedicine (directly or through formal affiliation) during standard business hours. 11 

Mental Health Professionals 12 

All prisons should have qualified mental health professionals regularly review and approve 13 

program policies, procedures, and protocols for assessment and level of care determination for 14 

patients who present with mental health (ie, Dimension 3) concerns, including when psychiatric 15 

evaluation is needed. 16 

SUD Program Director 17 

All prisons systems should have an SUD program director who is independently licensed and 18 

has competency to deliver SUD treatment. The SUD program director is responsible for 19 

overseeing psychosocial care for SUD for the prison system, including: 20 

• Developing and regularly reviewing a training plan for behavioral health staff and 21 

formally affiliated clinicians 22 

• Leading development of program policies and procedures related to psychosocial 23 

services 24 

• Providing administrative and clinical oversight 25 

• Supervising behavioral health staff 26 

o Providing clinical supervision 27 

o Overseeing implementation and delivery of SUD programming, including the 28 

therapeutic milieu when applicable 29 

• Coordinating care for co-occurring mental health conditions 30 
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Clinical Case Managers 1 

All prisons should have appropriately qualified staff* tasked with providing case management 2 

services during intake, transfer, and reentry. 3 

• Case managers should have competency to effectively coordinate with behavioral health 4 

staff 5 

Allied Health Staff 6 

Prisons may have allied health staff (eg, peer support specialists, patient navigators, non-clinical 7 

case managers, etc.) who support individuals who have SUD and co-occurring mental health 8 

conditions. Allied health staff should have training and competency to provide recovery support 9 

services, such as: 10 

• Providing social service navigation to help patients access benefits and social support 11 

services in preparation for reentry (e.g., health insurance, housing services) 12 

• Health education and risk reduction services, such as prevention of infectious diseases 13 

(e.g., human immunodeficiency virus [HIV], viral hepatitis), safe sex practices, and 14 

overdose prevention and reversal training 15 

• Patient navigation services to support access to care upon reentry 16 

Allied health staff, when available, should be part of the interdisciplinary team, and the services 17 

they provide should be supervised by and coordinated with behavioral health staff. 18 

Universal Prison Support Systems 19 

Psychiatric and Cognitive Support Systems 20 

All prisons should support access to routine psychiatric assessment and consultation as 21 

needed. 22 

Prisons can consider establishing relationships with behavioral health crisis systems, if locally 23 

available, to respond to urgent mental health needs when needed. 24 

Universal Prison Assessment and Treatment Planning 25 

Assessment 26 

Prisons should screen all individuals for urgent or imminent medical needs related to substance 27 

use and SUD using standardized assessment tools† (eg, intoxication; withdrawal risk; initiation, 28 

titration, or continuation of addiction medication) immediately upon acceptance into the prison. 29 

 
* Case managers may be clinical or non-clinical staff 
† See Assessment Standards 
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Prisons should be able to provide an immediate medical assessment for individuals who present 1 

with urgent medical needs related to substance use and SUD. 2 

All prisons should screen all individuals for SUD risk within 14 days of intake into custody using 3 

evidence-based or evidence-informed screening tools. 4 

• Re-screening* should occur yearly, at minimum, and when there are incidents of 5 

intoxication, positive toxicology screens, or drug-related safety concerns reported by 6 

custody or other staff, or when requested by the patient. 7 

• Individuals showing evidence of intoxication or who report use of medications to treat 8 

SUD or past or current drug or alcohol use should be immediately referred for medical 9 

evaluation. 10 

• Initiation, titration, and continuation of MOUD should be addressed immediately. 11 

A clinician should conduct a Level of Care Assessment for individuals with SUD within 30 days 12 

of a positive SUD screen to determine each patient’s recommended level of care. 13 

 The Editorial Team is particularly interested in feedback on the necessity and 14 
feasibility of yearly re-screening for SUD. 15 

Physical Exam and Psychiatric Assessment 16 

Per NCCHC standards, prisons should conduct medical histories and physical exams within 14 17 

days. 18 

For individuals with SUD, medical histories and physical exams should include assessment for: 19 

• Intoxication and withdrawal related risks 20 

• Addiction and psychiatric medication needs  21 

• Need for psychiatric assessment, including the appropriate time frame for the 22 

assessment 23 

• Need for management of post-acute withdrawal symptoms 24 

• Common comorbid conditions (eg, liver disease, dental problems, pain) 25 

• Need for infectious disease prevention, screening and treatment or referral 26 

• Contraceptive or pregnancy-related needs 27 

• Vaccination needs 28 

• Need for ECG or other laboratory testing  29 

 
* Screenings do not need to be conducted by clinical staff. They can be self-administered on paper or via 

technology. 
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• Cognitive concerns, including screening for traumatic brain injury and treatment or 1 

referral needs 2 

Prisons should support access to psychiatric assessment and consultation as needed, within an 3 

appropriate time frame based on the severity and urgency of the patient’s condition. 4 

Treatment Planning 5 

Behavioral health staff should conduct SUD Treatment Planning Assessments within 6 

reasonable time frames* and develop individualized treatment plans for each patient. 7 

Reassessment 8 

In alignment with NCCHC standards, physical exams should be completed yearly. 9 

All prisons should conduct regular SUD reassessments and Treatment Plan Reviews. 10 

• For patients undergoing medical management for acute intoxication or withdrawal 11 

reassessments should occur as needed, as determined by the responsible physician or 12 

advanced practice provider. A physician or advanced practice provider should review 13 

patient progress at least daily. 14 

• For patients receiving psychosocial treatment for SUD, behavioral health staff should 15 

conduct reassessments at least quarterly.  16 

 17 

 The Editorial Team is particularly interested in feedback on the feasibility of 18 
conducting reassessments at the recommended frequency. 19 

Reassessments and treatment plan reviews should include: 20 

• Documenting treatment plan updates (with signatures from the responsible clinician) 21 

• Determining whether the patient is progressing appropriately in SUD treatment 22 

• Determining if the patient may need SUD treatment at a different level of care 23 

Transition Planning 24 

All prisons should have established protocols for managing transitions: 25 

• Between facilities 26 

• Between levels of care 27 

• To the community (i.e., reentry, community corrections) 28 

 
* See Level of Care specific standards 
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Transition planning should begin: 1 

• At the start of treatment with an initial focus on maintaining patient safety in the event of 2 

an unplanned transition 3 

• When transitions are anticipated (e.g., facility transition, reentry) 4 

Transition planning should also include protocols for how to address unanticipated temporary 5 

transfers that may interfere with a patient’s usual medication dosing regimen.* 6 

Universal Prison Services 7 

All SUD services should be sensitive and responsive to trauma, designed to prevent re-8 

traumatization, and delivered with respect for the background and unique life experiences of 9 

each patient. 10 

Translation and/or interpretation services should be available to make services—including 11 

medical, psychotherapeutic, and psychoeducational content—available in the preferred 12 

language of a patient. 13 

SUD treatment professionals should coordinate with mental health treatment professionals 14 

when applicable. 15 

Medical Services 16 

Integrated Biomedical Care 17 

All prisons should have access to the following biomedical capabilities on-site†: 18 

• Point-of-care pregnancy testing 19 

• STI testing 20 

• Point-of-care HIV testing 21 

• Point-of-care HCV testing 22 

• Vitals measurement 23 

• Management of withdrawal symptoms 24 

• Laboratory and drug testing 25 

• ECG with a 3-lead rhythm strip at minimum‡ 26 

 
* Maintaining the patient’s current medications should be a top priority during transitions. Transition 

planning should be conducted by both behavioral health staff (planning for psychosocial needs) and 
medical staff (planning for medical needs, including medications). 

† May include sending samples to external laboratories for testing.  
‡ The rationale for ECG capacity is to determine the level of risk and need for Level 4 care, not for 

diagnosis or disease management. It is also important for monitoring for QTc prolongation in patients 
on methadone. 
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Nursing Services 1 

Registered nurses (RNs) or other appropriately licensed and credentialed nurses (eg, licensed 2 

practical nurses [LPNs]) should be available on-site during regular business hours with weekend 3 

coverage to: 4 

• Conduct nursing assessments 5 

• Provide primary nursing care and observation 6 

• Monitor patient progress 7 

• Provide medication management services 8 

• Administer medications and nonpharmacological interventions in accordance with 9 

physician and advanced practice provider orders 10 

• Administer validated withdrawal severity assessments 11 

• Conduct routine daily nursing assessments of withdrawal and co- occurring biomedical, 12 

psychiatric, and cognitive conditions 13 

• Provide patient education 14 

Addiction and Psychiatric Medications 15 

All prisons should be able to support initiation, titration, and continuation of addiction* and 16 

psychiatric medications in alignment with current best practices. 17 

Medical professionals including physicians, advanced practice providers, pharmacists, or RNs, 18 

should provide education related to addiction and psychiatric medications, when applicable, to 19 

help patients understand: 20 

• Why treatment with medications has been recommended, including the anticipated 21 

benefits and potential risks and side effects 22 

• The importance of reporting medication effects and side effects 23 

• How to manage medication effects and side effects 24 

• The rationale for changes to their medications 25 

• The basic biology of how medications work 26 

• How medications are used in the management of addiction and psychiatric conditions 27 

• Potential for interactions with other medications or substances 28 

• How decisions will be made regarding duration of treatment 29 

 
* Including all FDA-approved medications for opioid use disorder (OUD; including methadone, unless unavailable 

locally), alcohol use disorder (AUD), and tobacco use disorder (TUD); off-label medications for other SUDs, 
including stimulant use disorder (StUD) and cannabis use disorder (CUD); and medications to manage post-acute 
withdrawal symptoms. 
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Drug Testing 1 

Any prison that provides drug testing to support a patient’s SUD treatment should follow 2 

established standards such as those outlined in ASAM’s current clinical consensus document 3 

on appropriate use of drug testing in addiction treatment. 4 

• Drug testing should be conducted based on patient-specific orders from a physician or 5 

advanced practice provider or following protocols established by medical professionals 6 

who have competency in drug test ordering and interpretation. 7 

• Drug testing results should be reviewed by physicians or advanced practice providers 8 

with the competency and scope of practice to interpret drug testing results in the context 9 

of the patient’s entire clinical picture. 10 

Psychosocial Services 11 

Prisons should provide psychosocial services* in an amount, frequency, and intensity 12 

appropriate to individual patient needs and level of function as determined by The ASAM 13 

Criteria multidimensional assessment. Psychosocial services should be designed to: 14 

• Address and monitor: 15 

o SUD and addiction, including polysubstance use 16 

o Common complications associated with SUD and addiction (eg, trauma) 17 

o Co-occurring mental health concerns, including interactions between SUD, addiction, 18 

and mental health symptoms 19 

o Management of mental health symptoms and trauma without using substances 20 

o The skills needed to support remission and recovery (eg, relapse prevention skills, 21 

prosocial skills, coping skills) 22 

• Achieve and maintain stability of patients’ SUDs and co-occurring mental health 23 

symptoms 24 

Motivational Enhancement 25 

Appropriately trained and supervised professionals should deliver motivational interviewing and 26 

other evidence-based and evidence-informed motivational enhancement interventions that: 27 

• Facilitate understanding of the relationship between a patient’s substance use, mental 28 

health conditions, and related life challenges 29 

• Increase a patient’s readiness for change 30 

 
* Directly or in partnership with external professionals 

https://bit.ly/Correctional_Criteria


Public comments accepted until Aug 31, 2026 through the online form at 
https://bit.ly/Correctional_Criteria 
 

78 
 

Psychoeducation 1 

Clinicians (ie, medical or behavioral health staff) should provide validated psychoeducation (eg, 2 

Seeking Safety, anger management). 3 

Health Education 4 

Prisons should be able to provide* patients with health education related to SUD, co-occurring 5 

mental health conditions, and other common comorbidities (eg, HIV, viral hepatitis, sexually 6 

transmitted infections [STIs], skin and soft tissue infections, unintended pregnancies, cannabis 7 

hyperemesis syndrome). 8 

Case Management 9 

Prison systems should provide case management services to support community reentry for 10 

individuals with SUD 11 

Care Coordination 12 

All prisons should support care coordination across clinicians providing services for SUD, 13 

mental health disorders, and physical health concerns that may impact SUD or co-occurring 14 

conditions, including: 15 

• Information sharing as needed to support effective care coordination 16 

• Monitoring patient adherence to prescribed medications and permitted OTC medications 17 

and supplements 18 

Recovery Support Services 19 

All prisons should provide RSS either directly or through formally affiliated organizations or 20 

providers (eg, certified peer support specialists, recovery community organizations [RCOs], 21 

recovery community centers [RCCs]). 22 

Universal Prison Documentation 23 

Documentation is similar across the continuum of care. The following standards are intended to 24 
guide the documentation practices of all individual prisons across all levels of care. Where 25 
applicable, documentation considerations that are specific to a particular level of care are 26 
discussed in the service characteristic standards for that level. 27 

 
* Directly or through formal affiliations 

https://bit.ly/Correctional_Criteria


Public comments accepted until Aug 31, 2026 through the online form at 
https://bit.ly/Correctional_Criteria 
 

79 
 

Assessment and Treatment Planning 1 

Level of Care and Treatment Planning Assessments 2 

The following outlines the standards for documentation related to The ASAM Criteria Level of 3 
Care and Treatment Planning Assessments, reassessments, and Treatment Plan Reviews. 4 

SUD treatment documentation should capture the following details regarding each patient’s 5 

assessment process: 6 

• The level of care at which the patient is currently receiving treatment, as well as any 7 

levels of care from which they have received treatment in the past 12 months 8 

• A summary of the Level of Care and Treatment Planning Assessments that includes: 9 

o An overview and analysis of concerns within each of the six dimensions of The 10 

ASAM Criteria, including: 11 

 Prioritization of identified concerns 12 

 Relationships between identified concerns and SUD 13 

 Current level of functioning (eg, skills of daily living) 14 

o The level of care recommendation 15 

o The final disposition and, if applicable, reasons for any discrepancies (eg, barriers to 16 

care, patient preferences) 17 

• The date(s) and results of the most recent standardized mental health screening and 18 

assessment, with comparison to past results if available 19 

• Substance use history, including: 20 

o Type(s) of products used (eg, prescription medication, high-potency substances, oral 21 

tobacco/nicotine) 22 

o Age of first use 23 

o Last use  24 

o Route(s) of administration 25 

o Duration 26 

o Frequency 27 

o Intensity (eg, binge use) 28 

o SUD treatment history 29 

o Overdose history 30 

• Behavioral addictions 31 

• The correctional setting care team and how external providers can contact them when 32 

necessary (eg, to verify medication dosages) 33 
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Treatment Planning 1 

Documentation should capture the following details regarding each patient’s individualized 2 

treatment plan for both SUD and other mental health conditions: 3 

• Diagnoses, including severity of SUD(s) 4 

• Problem statements and treatment goals 5 

• Current state of readiness to change for each major concern 6 

• Measurable treatment objectives 7 

• Barriers to care 8 

• Action steps to address identified problems and meet stated objectives 9 

• Case management services 10 

• Medications and medication management plan (if applicable)  11 

• Patient strengths that support effective management of SUD and mental health 12 

symptoms without using substances 13 

Treatment plans for patients with comorbid biomedical conditions should have specific 14 

documentation of: 15 

• Biomedical concerns that impact or are impacted by the patient’s SUD (eg, sleep, pain, 16 

asthma, diabetes, eating disorder, dental concerns) 17 

• Whether the patient is pregnant 18 

• Screening and assessment results (if applicable) 19 

• Relevant patient goals and how they intersect with substance use and SUD 20 

• Services and/or supports that will be provided by SUD treatment staff, including 21 

symptom management strategies (eg, for pain, hepatitis, HIV) 22 

• Services and/or supports to be provided by medical staff, with documentation of care 23 

coordination as necessary 24 

Treatment plans for patients with co-occurring psychiatric conditions should have specific 25 

documentation of: 26 

• Mental health symptoms and diagnoses 27 

• Risk of harm to self or others, including suicide, nonsuicidal self-injury (NSSI), violence, 28 

and homicide 29 

• Services and/or supports that will be provided by SUD treatment staff 30 

• Services and/or supports to be provided by mental health staff, with documentation of 31 

care coordination as necessary 32 

• Patient strengths that support effective management of mental health symptoms without 33 

using substances 34 
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Treatment plans for patients with known co-occurring intellectual and developmental disabilities 1 

(IDDs), literacy concerns, or cognitive impairments should have specific documentation of: 2 

• Related diagnoses and related concerns 3 

• Services and/or supports that will be provided by SUD treatment staff 4 

• Services and/or supports to be provided by medical or mental health staff, with 5 

documentation of care coordination as necessary 6 

Reassessment 7 

Program documentation should include individualized progress notes in each patient’s health 8 

record that clearly reflect implementation of their treatment plan. 9 

Progress notes after each formal reassessment should include the dated signature of the 10 

responsible clinician. 11 

• If the responsible clinician is a trainee, the dated signature of the trainee’s supervisor 12 

should also be included. 13 

Transition Planning 14 

When a patient is transitioning between facilities: 15 

• Documentation should capture the following details when possible: 16 

o Disposition at the time of transition 17 

o A review of the patient’s six dimensions of The ASAM Criteria, including any 18 

immediate needs or imminent risks (eg, suicidality, overdose risk) 19 

o Recommendations for ongoing or follow-up care 20 

o Required medications and a plan for how the patient will maintain access to 21 

medications during the transition 22 

• The new facility should be provided access to the patient’s health records 23 

Care Coordination and Consent 24 

Prisons and clinicians should provide the patient access to their treatment plan and health 25 

record. Patients should be notified of both normal and abnormal laboratory testing results. 26 

Prisons should allow each clinician involved in a patient’s care to access relevant medical and 27 

psychosocial information for that patient. 28 

• Documentation should also include patient assent or consent (as applicable)—or refusal, 29 

thereof—for care coordination and information sharing with external providers. 30 
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Prison Policies and Procedures 1 

All prisons should have policies and procedures that address: 2 

• Criteria for recommending SUD treatment in alignment with The ASAM Criteria 3 

Individual Dimensional Admission Criteria* 4 

• Managing SUD related treatment needs during facility transitions and reentry 5 

• Confidentiality related to treatment for SUD, mental health conditions, and other relevant 6 

conditions commonly experienced by the patient population (eg, STIs, reproductive 7 

health), including: 8 

o Informed patient assent or consent 9 

o Access to health records 10 

o Storage of health records 11 

o Patient rights 12 

o Mandated reporting 13 

o What health information can be shared with custody staff under what circumstances 14 

o Mechanisms for staff or patients to report concerns regarding SUD care without fear 15 

of retaliation 16 

SUD Program Staffing 17 

Prisons should have policies and procedures regarding SUD program staffing that address: 18 

• Expectations for staff competencies 19 

• Supervision and monitoring of staff  20 

• Training and professional development for staff competencies 21 

• Supervision of medical staff providing medical services for SUD, intoxication, and 22 

withdrawal 23 

• Supervision of clinical staff as appropriate to the types of services rendered 24 

• Supervision of allied health staff, when applicable 25 

• Determination of appropriate staff-to-patient ratios for group interventions 26 

Prisons should have policies and procedures on safe SUD program staffing levels that address: 27 

• The numbers and types of staff needed to deliver the level(s) of care provided by the 28 

program safely and effectively, with consideration of the acuity and severity of illness in 29 

the patient population served 30 

• The number of physicians and advanced practice providers the medical director or other 31 

physician supervisor can safely manage 32 

• The level of staffing required to administer medications to all patients who need it 33 
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• The number of clinical and allied health staff the SUD program director can safely 1 

manage (if applicable) 2 

• Maximum staff-to-patient ratios for each staff type and role, with consideration for 3 

responsibilities beyond direct patient care (eg, administration, education) when 4 

determining the actual number of patients an individual staff member can safely manage 5 

Prisons, or the SUD service contractors employed by the prison, should also have policies and 6 

procedures that consider strategies for addressing SUD program staff shortages, particularly if 7 

the program is unable to fill critical positions. 8 

• This may include designating interim appointments, hiring temporary staff, and/or 9 

transitioning patients to other prisons or external medical facilities if the program cannot 10 

provide safe and effective care. 11 

Prisons should have policies and procedures that clearly outline: 12 

• Criteria regarding when staff should consult with a supervisor 13 

• Mechanisms on how staff can contact a supervisor 14 

• The chain of command when urgent and emergent situations arise 15 

In addition, program policies and procedures should provide staff with training to ensure they 16 

know how to: 17 

• Respond to urgent questions that arise after program hours of operation 18 

• File and handle formal grievance procedures 19 

• Manage violent and threatening behaviors, including when to consider and use restraint 20 

and provision of related training 21 

Competency-based training should be provided to all staff directly involved in patient care as 22 

appropriate to their disciplines and scopes of practice. 23 

Prisons that employ certified peer support specialists should have policies and procedures that 24 

address: 25 

• Maintaining individual safety 26 

• Oversight and supervision by licensed clinical staff 27 

• Support for peer staff to process their experiences providing peer support 28 

• Minimum duration of long-term remission required before an individual is eligible to be a 29 

peer 30 

  31 
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Level of Care Specific Standards: Prisons 1 

The level of care specific standards for prisons are detailed below and summarized in the following table: 2 

Table 8. Summary of Prison Service  Characteristic Standards by Level of Care 

Prison Level R-P: Long-Term 
Remission 
Monitoring 

1-P: Low-
Intensity SUD 
Treatment 

2-P: Intensive 
SUD Treatment 

3-P: SUD 
Recovery Unit 

3.7-P: High-
Intensity Medical 
SUD Unit 

4: Medically 
Managed 
Inpatient 
Treatment 

Corresponding 
Community Level 
(Adult) 

Level 1.0 Levels 1.5 & 1.7 Level 2.1 Level 3.1 Level 3.7 Level 4 care is 
typically 
provided in a 
local hospital or 
emergency 
department. 
Prisons 
providing Level 
4 care internally 
should meet all 
the standards of 
an acute care 
hospital, 
including Joint 
Commission or 
equivalent 
accreditation. 

An ICU should 
be available 

Physicians with 
SUD Expertise 

Available 
through the 
prison system to 
provide 
consultation 
when needed 

Available through 
the prison system 
to provide 
consultation when 
needed 

Available through 
the prison system 
to provide 
consultation when 
needed 

Available through 
the prison system 
to provide 
consultation when 
needed 

Board Certified 
addiction specialist 
physician** 
oversees care 

Physicians and 
Advanced 
Practice Providers 

Available as 
needed, 
including to 
support initiation, 
titration, and 
continuation of 
addiction 
medication 

Available as 
needed, including 
to support 
intoxication or 
withdrawal 
management, 
and initiation, 
titration, and 
continuation of 
addiction 
medication 

Available as 
needed, including 
to support 
intoxication or 
withdrawal 
management, and 
initiation, titration, 
and continuation 
of addiction 
medication  

Available as 
needed, including 
to support 
intoxication or 
withdrawal 
management, and 
initiation, titration, 
and continuation of 
addiction 
medication 

Available on-site 
or via telemedicine 
24/7 
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Table 8. Summary of Prison Service  Characteristic Standards by Level of Care 

Prison Level R-P: Long-Term 
Remission 
Monitoring 

1-P: Low-
Intensity SUD 
Treatment 

2-P: Intensive 
SUD Treatment 

3-P: SUD 
Recovery Unit 

3.7-P: High-
Intensity Medical 
SUD Unit 

4: Medically 
Managed 
Inpatient 
Treatment 

Nursing Available as 
needed, 
including to 
support initiation, 
titration, and 
continuation of 
addiction 
medication 

Available as 
needed, including 
to support 
intoxication or 
withdrawal 
management, 
and initiation, 
titration, and 
continuation of 
addiction 
medication 

Available as 
needed, including 
to support 
intoxication or 
withdrawal 
management, and 
initiation, titration, 
and continuation 
of addiction 
medication 

Available as 
needed, including 
to support 
intoxication or 
withdrawal 
management, and 
initiation, titration, 
and continuation of 
addiction 
medication 

Available 24/7 

Program Director All prisons should have a program director (on staff or through formal affiliation) who oversees 
psychosocial services for SUD 

Allied Health 
Professionals 

Variable Variable Variable Variable Variable 

Physical Exam Within 14 days 
of prison intake 
and as needed 
(eg, prior to 
initiation of 
medical 
management) 

Within 14 days of 
prison intake and 
as needed (eg, 
prior to initiation 
of medical 
management) 

Within 14 days of 
prison intake and 
as needed (eg, 
prior to initiation of 
medical 
management) 

Within 14 days of 
prison intake and 
as needed (eg, 
prior to initiation of 
medical 
management) 

Within 24 hours of 
admission to 
medical unit 

Nursing 
Assessment 

As needed As needed As needed As needed At admission to 
medical unit 
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Table 8. Summary of Prison Service  Characteristic Standards by Level of Care 

Prison Level R-P: Long-Term 
Remission 
Monitoring 

1-P: Low-
Intensity SUD 
Treatment 

2-P: Intensive 
SUD Treatment 

3-P: SUD 
Recovery Unit 

3.7-P: High-
Intensity Medical 
SUD Unit 

4: Medically 
Managed 
Inpatient 
Treatment 

Services Recovery and 
remission 
management 
services 

Medical 
management of 
uncomplicated 
withdrawal, 
initiation and 
titration of 
addiction 
medications, 
management of 
co-occurring 
biomedical and 
psychiatric 
conditions 

Psychosocial 
services* 

Medical 
management of 
uncomplicated 
withdrawal, 
initiation and 
titration of addiction 
medications, 
management of co-
occurring 
biomedical and 
psychiatric 
conditions 

Psychosocial 
services 

Therapeutic milieu 

Medical 
management of 
uncomplicated 
withdrawal, initiation 
and titration of 
addiction 
medications, 
management of co-
occurring biomedical 
and psychiatric 
conditions 

Psychosocial 
services 

Therapeutic milieu 

Recovery-specific 
cohorting 

Medical 
management with 
24/7 nurse 
monitoring for 
withdrawal, 
initiation and 
titration of addiction 
medications, 
management of co-
occurring 
biomedical and 
psychiatric 
conditions 

Facilitated 
transition to less 
intensive levels of 
SUD care 

Psychosocial 
Service Hours 

Quarterly services 
at minimum 

<9 hours/week 9+ hours/week 9+ hours/week No minimum 

Recovery Support 
Services (RSS) 

Yes Yes Yes Yes Yes 

* Psychosocial services are available but should not be required to receive medical management, including addiction medications 1 
** If a program is unable to identify a physician who meets these qualifications after reasonable efforts, a physician who has at least 2 years of 2 

experience in SUD treatment and competency to direct the medical management of intoxication, withdrawal, and SUD at any level of severity 3 
and complexity may serve as the medical director. In these instances, this physician should have an established mentor who is board certified in 4 
addiction medicine or addiction psychiatry.5 
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Level R-P: Long-Term Remission Monitoring 1 

R-P Setting 2 

Level R-P services are provided within general prison healthcare and behavioral health settings 3 

and are designed to support individuals in sustained remission from SUD. 4 

R-P Assessment and Treatment Planning 5 

Clinicians should conduct: 6 

• An initial assessment for each patient that includes an up-to-date SUD- and mental 7 

health-focused history if the prison does not already have this information documented 8 

• A recovery management checkup (RMC) for each patient upon initiation of treatment 9 

and at least quarterly 10 

Clinicians should work with patients to develop an individualized recovery management plan for 11 

each patient upon initiation of treatment that addresses the patient’s anticipated service needs 12 

(eg, ongoing medication management). 13 

R-P Services 14 

Level R-P programs should provide: 15 

• Remission monitoring, including RMCs 16 

• Medication management services for initiation, titration, and continuation of addiction 17 

medications 18 

• Recovery support services* 19 

Level 1-P: Low-Intensity SUD Treatment 20 

1-P Setting 21 

Level 1-P services are delivered within general prison healthcare and behavioral health settings 22 

and are designed for patients with mild SUD, those in early remission, and those who require 23 

initiation or titration of medication but decline intensive psychosocial services. 24 

1-P Assessment 25 

Level 1-P should generally conduct or review a Treatment Planning Assessment and develop a 26 

comprehensive individualized treatment plan for each patient within 30 days of treatment 27 

initiation. 28 

 
* See universal standards 
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Patients should have access to medical and nursing assessments as needed (ie, for initiation, 1 

titration, and continuation of addiction and psychiatric medications). 2 

1-P Services 3 

Level 1-P should provide: 4 

• Medical management of uncomplicated withdrawal 5 

• Initiation, titration, and continuation of addiction medications 6 

• Coordination of care for co-occurring biomedical and psychiatric conditions 7 

• Structured psychosocial services (up to 9 hours per week, typically 1-2 hours per week) 8 

• Recovery support services* 9 

Level 2-P: Intensive SUD Treatment 10 

2-P Setting 11 

Level 2-P services are provided within general prison healthcare and behavioral health settings 12 

and are designed for patients who require intensive psychosocial treatment services for SUD. 13 

2-P Assessment 14 

Level 2-P should generally conduct or review a Treatment Planning Assessment and develop a 15 

comprehensive individualized treatment plan for each patient within 30 days of treatment 16 

initiation. 17 

Patients should have access to medical and nursing assessments as needed (ie, for initiation, 18 

titration, and continuation of addiction and psychiatric medications). 19 

2-P Services 20 

Level 2-P should provide: 21 

• Medical management of uncomplicated withdrawal 22 

• Initiation, titration, and continuation of addiction medications 23 

• Coordination of care for co-occurring biomedical and psychiatric conditions 24 

• 9 or more hours of structured psychosocial services per week 25 

• A therapeutic milieu† 26 

• Recovery support services‡ 27 

 
* See universal standards 
† A therapeutic milieu is a safe and secure treatment environment that provides structured programming 

in a holistic person-centered approach to care and uses community dynamics to promote healing in a 
multipronged fashion. 

‡ See universal standards 
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Level 3-P: SUD Recovery Unit 1 

3-P Setting 2 

Level 3-P services are delivered in a designated housing unit within the prison, with cohorting of 3 

individuals participating in SUD treatment. 4 

3-P Assessment 5 

Level 3-P should generally conduct or review a Treatment Planning Assessment and develop a 6 

comprehensive individualized treatment plan for each patient within 14 days of treatment 7 

initiation. 8 

 The Editorial Team is particularly interested in feedback on the feasibility of 9 
completing Treatment Planning Assessments in this timeframe at this level of 10 
care.  11 

Patients should have access to medical and nursing assessments as needed (ie, for initiation, 12 

titration, and continuation of addiction and psychiatric medications). 13 

3-P Services 14 

Level 3-P should provide: 15 

• Medical management of uncomplicated withdrawal 16 

• Initiation, titration, and continuation of addiction medications 17 

• Coordination of care for co-occurring biomedical and psychiatric conditions 18 

• 9 or more hours of structured psychosocial services per week 19 

• A therapeutic milieu* 20 

• A highly structured therapeutic milieu 21 

• Recovery-specific cohorting 22 

• Recovery support services† 23 

Level 3.7-P: High-Intensity Medical SUD Unit 24 

3.7-P Setting 25 

Level 3.7-P services are delivered in a medically managed unit within the prison that provides 26 

24/7 nursing services. 27 

 
* A therapeutic milieu is a safe and secure treatment environment that provides structured programming 

in a 
holistic person-centered approach to care and uses community dynamics to promote healing in a 

multipronged fashion. 
† See universal standards 

https://bit.ly/Correctional_Criteria


Public comments accepted until Aug 31, 2026 through the online form at 
https://bit.ly/Correctional_Criteria 
 

90 
 

3.7-P Staff 1 

Medical Staff 2 

An addiction specialist physician with board certification in addiction medicine or addiction 3 

psychiatry should oversee patient care in Level 3.7-P.* 4 

Level 3.7-P should have physicians and advanced practice providers with SUD treatment 5 

experience and controlled substance prescribing authority available on-site or via telemedicine 6 

24/7 as active members of the care team (eg, initiating or adjusting medications based on the 7 

results of nursing assessments). 8 

Nursing 9 

Level 3.7-P should have RNs or other appropriately licensed and credentialed nurses (eg, 10 

LPNs) available on-site 24/7. A nursing supervisor should be available 24/7 to respond to urgent 11 

situations. 12 

3.7-P Assessment 13 

Level 3.7-P should conduct a nursing assessment for each patient at initiation of care that 14 

includes: 15 

• Vital sign collection 16 

• History of present illness 17 

• Baseline evaluation of withdrawal severity and risks 18 

• Assessment of addiction medication needs 19 

• Medical history, including current biomedical, psychiatric, and cognitive concerns and 20 

medication review 21 

Within 24 hours of initiation of care, a physician or advanced practice provider should conduct a 22 

history and physical examination on-site and review and approve the appropriateness of this 23 

level of care. 24 

3.7-P Services 25 

Level 3.7-P should provide: 26 

• Stabilization of acute intoxication and withdrawal 27 

• Complex initiation and titration of addiction medications 28 

 
* If a prison is unable to identify a physician who meets these qualifications after reasonable efforts, a 

physician who has at least 2 years of experience in SUD treatment and competency to direct the medical 
management of intoxication, withdrawal, and SUD at any level of severity and complexity may serve as 
the medical director. In these instances, this physician should have an established mentor who is board 
certified in addiction medicine or addiction psychiatry. 
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• Management of co-occurring biomedical and psychiatric conditions 1 

• 24/7 nurse monitoring and nursing care 2 

Psychosocial Services 3 

Level 3.7-P should provide services to facilitate transition to less intensive levels of SUD care 4 

within the prison once patients are medically stable. 5 

Level 4: Medically Managed Inpatient Treatment 6 

Level 4 services are typically provided in external hospitals or emergency departments. 7 

Prisons providing Level 4 services internally should: 8 

• Meet The ASAM Criteria Level 4 standards for General Hospitals* 9 

• Maintain appropriate accreditation (eg, Joint Commission or equivalent) 10 

• Provide access to intensive care unit (ICU) services 11 

Reentry Standards: Prisons 12 

Prison Reentry Staff 13 

Prisons should have appropriately qualified clinical staff (on staff or through formal affiliation) 14 

tasked with providing case management services for substance use disorder-related needs in 15 

preparation for reentry. 16 

Prison Reentry Support Systems 17 

Relationships with Community Treatment Providers 18 

Prisons should have processes in place to coordinate care as needed with: 19 

• Healthcare providers in the communities of individuals anticipated to be released from 20 

detainment to facilitate uninterrupted treatment for SUD, co-occurring mental health 21 

concerns, and physical health concerns 22 

• Recovery support service providers and other community support systems that serve 23 

individuals upon reentry 24 

 
* See Volume 1 – Adults, youth serving facilities should see Volume 2 – Adolescent and Transition Aged 

Youth 
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Prison Reentry Assessment and Treatment Planning 1 

Reentry Assessment 2 

For individuals with SUD for whom a release date is known, a reentry assessment should be 3 

conducted prior to release. 4 

Reentry needs should be reassessed at least monthly during the last 3 months prior to reentry 5 

to consider evolving service needs. 6 

Reentry Planning 7 

All prisons should conduct reentry planning for all individuals with SUD when release is 8 

anticipated. Reentry planning should include, at minimum: 9 

• Consideration for clinical services as outlined in the Services section 10 

• Safety plans to address anticipated safety risks upon reentry, including information for 11 

accessing crisis services 12 

• Planning for supervision requirements, and how that may intersect with treatment, if 13 

applicable 14 

Prisons should have processes in place to rapidly coordinate access to SUD treatment services, 15 

including addiction medications, in the home communities of individuals with SUD who are 16 

released on short notice. 17 

Prison Reentry Services 18 

Clinical Services 19 

Prisons should either directly provide or coordinate through external partners (eg, reentry 20 

programs) to support: 21 

• Access to overdose reversal medication (eg, naloxone kits, naloxone prescriptions) 22 

• Education on risk reduction practices and information on how to identify and access risk 23 

reduction services 24 

• Linkage with appropriate SUD and mental health treatment services in the patient’s 25 

home community with follow-up appointment(s) within 7 days of release, or sooner if 26 

clinically indicated, to facilitate a smooth transition of care 27 

• A clinically appropriate amount of the individual’s prescription medications*, including 28 

addiction medications (if applicable), as a bridge until the patient can follow up with 29 

community provider 30 

 
* Or a sufficient duration of effect for a long acting injectable medication 

https://bit.ly/Correctional_Criteria


Public comments accepted until Aug 31, 2026 through the online form at 
https://bit.ly/Correctional_Criteria 
 

93 
 

• Linkage to a community pharmacy or methadone treatment provider as applicable to 1 

facilitate sharing of medication records and provision of medication 2 

• Access to services that provide help to people without the means to afford their 3 

medications 4 

• Information about relevant community resources (eg, community recovery organizations, 5 

housing assistance programs) 6 

• Information on how to contact prison reentry coordinators after release to address 7 

challenges with the reentry plan (eg, prescription not available) 8 

Recovery Support Services 9 

Prison reentry planning, provided directly or coordinated through an external program, should 10 

include support for identifying and accessing (eg, transportation options) appropriate RSS in the 11 

individual’s home community, such as: 12 

• Peer support services 13 

• Mutual help programs 14 

• Social services navigation (eg, housing, nutritional assistance, transportation, health 15 

insurance, personal form of identification) 16 

• Victim services for domestic violence, intimate partner violence (IPV),* and human 17 

trafficking 18 

• Community services and supports to address potential impediments to recovery (eg, 19 

legal services, educational services, recovery housing, childcare services, vocational 20 

training, parenting education, financial training, transitional financial aid) 21 

• Risk reduction services (eg, naloxone, syringe services programs [SSPs], drug testing 22 

strips for fentanyl and xylazine, infectious disease screening). 23 

 24 

Care Coordination Services 25 

Prisons should coordinate with: 26 

• Applicable social service agencies (eg, child welfare agencies) 27 

• Community corrections, to support alignment of probation or parole case plans with 28 

reentry plans 29 

• Healthcare providers who will continue patient care in the community 30 
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Prison Reentry Documentation 1 

Documentation should capture the following details regarding each individual’s assessment 2 

process: 3 

• A summary of the Reentry Assessment that includes: 4 

o An overview and analysis of concerns within each of the six dimensions of The 5 

ASAM Criteria, including: 6 

o Prioritization of identified concerns 7 

o Relationships between identified concerns and substance-related and addictive 8 

disorders 9 

o The level of care recommendation upon reentry 10 

o The anticipated level of care upon reentry and, if applicable, reasons for any 11 

discrepancies (eg, barriers to care, community correction requirements, patient 12 

preferences) 13 
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SUD Treatment for Juveniles 1 

Universal Juvenile Level of Care Standards 2 

All carceral facilities providing SUD treatment services to youth should follow: 3 

• The principles of SUD care outlined in The ASAM Criteria, Fourth Edition, Volume 2: 4 

Adolescents and Transition-Aged Youth 5 

• NCCHC Standards for Health Services in Juvenile Detention and Confinement Facilities 6 

The following service characteristic standards apply to carceral facilities serving adolescents: 7 

Juvenile Setting 8 

Staff supervision should be provided whenever adult and adolescent patients may be in the 9 

same space. 10 

• Interactions between adult and adolescent patients should be minimized, primarily 11 

occurring when patients are transitioning between spaces or waiting for appointments or 12 

sessions to begin. 13 

• Staff should be able to see and hear any interactions between adult and adolescent 14 

patients at all times. 15 

Juvenile Staff 16 

SUD treatment services should be provided or overseen by qualified medical or behavioral 17 

health professionals with the training, competencies, and scopes of practice to care for 18 

adolescents. 19 

A person with the licensing and scope of practice to dispense and administer medications to 20 

adolescents should be on site daily. 21 

All carceral systems serving adolescents should have: 22 

• Addiction specialist physicians with at least 2 years of experience treating adolescents 23 

with SUD available as needed for consultation 24 

• Psychiatric specialists with adolescent treatment experience available as needed for 25 

consultation 26 

Juvenile Assessment and Treatment Planning 27 

Carceral facilities serving adolescents should seek to conduct family assessments to inform 28 

treatment planning for adolescents. 29 
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Clinicians should provide routine updates on treatment plan progress, as appropriate, to: 1 

• The patient’s family 2 

• The systems of care in which the patient is involved 3 

Juvenile Services 4 

All SUD treatment services should be provided in a developmentally responsive manner, 5 

meaning that interventions are adapted to a patient’s age, developmental stage, level of 6 

comprehension and understanding, and physical abilities, with accommodation for intellectual 7 

and developmental disabilities (IDDs) and related concerns (eg, learning disabilities) as needed. 8 

All carceral facilities serving adolescents should provide concurrent integrated treatment for 9 

patient SUD- and mental health-related concerns and coordinate care with any external mental 10 

health treatment professionals. 11 

All jails and prisons serving adolescents should provide: 12 

• Family services (ie, family assessments, parental guidance counseling, family therapy, 13 

family psychoeducation, transition planning) 14 

• Coordination of care with other systems of care involved with the patient (eg, schools, 15 

child welfare) 16 

• Access to addiction and psychiatric medications, as clinically appropriate 17 

Juvenile Documentation 18 

A written medical summary should be provided to maintain continuity of care when a juvenile is 19 

transferred or released. 20 
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Appendix A. Volume 3: Correctional Settings and 1 

Community Reentry Draft Outline 2 

Section I: Introduction 3 
1. Introduction 4 
2. Methodology 5 
3. How to Use The ASAM Criteria 6 

Section II: Continuum of Care 7 
4. Continuum Overview 8 
5. Jails 9 
6. Prisons 10 
7. Reentry 11 

Section III: Assessment and Treatment Planning 12 
8. Assessment 13 
9. Treatment Planning 14 
10. Dimensional Admission Criteria and Algorithm 15 

Section IV: Implementation Considerations and Comprehensive Care 16 
11. Implementation 17 
12. Trauma, Culture, and Social Determinants of Health 18 

Section V: Population Considerations 19 
13. Adolescents 20 
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Appendix B. Recommended Staff Competencies 1 

The following represent recommended staff competencies to support delivery of care in 2 
alignment with The ASAM Criteria standards. These competencies apply to staff who 3 
provide SUD treatment services in any setting, including: 4 

• Security staff, which (in the context of The ASAM Criteria) refers to professionals who 5 
have the sworn legal authority to enforce laws and are responsible for safety and security 6 
within carceral settings, including but not limited to wardens, sheriffs, deputies, and 7 
officers 8 

• Allied health staff, which refers to nonhealthcare staff who support ongoing 9 
engagement in SUD treatment and deliver recovery support services (RSS), including but 10 
not limited to certified peer support specialists, patient navigators, health educators, 11 
counselor aides, certified recovery coaches, and group living workers 12 

• Medical staff, which refers to licensed healthcare professionals with the scopes of 13 
practice to deliver medical services and prescribe or administer medications, including 14 
but not limited to physicians (including psychiatrists), advanced practice providers, 15 
nurses, and other medical support staff 16 

• Behavioral health staff, which refers to nonmedical healthcare professionals with the 17 
scopes of practice to deliver psychosocial services, including but not limited to 18 
psychologists, clinical social workers, SUD and mental health counselors, and other 19 
behavioral health and mental health professionals who assess and treat SUD and/or co-20 
occurring mental health conditions 21 

In developing these competencies, the Editorial Team sought to align with existing national 22 
competencies: 23 

• National Commission on Correctional Health Care. Standards for Health Services in 24 
Jails (2026). National Commission on Correctional Health Care; August 2025. 25 
https://ncchc.org/jails-and-prisons/ 26 

• National Commission on Correctional Health Care. Standards for Health Services in 27 
Prisons (2026). National Commission on Correctional Health Care; August 2025. 28 
https://ncchc.org/jails-and-prisons/ 29 

• National Commission on Correctional Health Care. Standards for Health Services in 30 
Juvenile Detention and Confinement Facilities. National Commission on Correctional 31 
Health Care; 2022. https://ncchc.org/juvenile-standards/ 32 

• National Commission on Correctional Health Care. Standards for Mental Health 33 
Services in Correctional Facilities. National Commission on Correctional Health Care; 34 
September 2025. https://ncchc.org/mental-health-2/ 35 

https://bit.ly/Correctional_Criteria
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https://ncchc.org/jails-and-prisons/
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• American Board of Addiction Medicine. Core Competencies for Addiction Medicine, 1 
Version 2. The American Board of Addiction Medicine Foundation, Inc; March 6, 2012. 2 
Accessed April 22, 2023. https://acaam.memberclicks.net/assets/docs/Core-3 
Competencies-for-Addiction-Medicine.pdf 4 

• Center for Substance Abuse Treatment. Addiction Counseling Competencies: The 5 
Knowledge, Skills, and Attitudes of Professional Practice. Technical Assistance 6 
Publication (TAP) Series 21. HHS Publication No. (SMA) 15-4171. Substance Abuse and 7 
Mental Health Services Administration; 2006. Updated 2017. Accessed January 27, 8 
2021. https://store.samhsa.gov/sites/default/files/d7/priv/sma12-4171.pdf 9 

• Hoge MA, Morris JA, Laraia M, Pomerantz A, Farley T. Core Competencies for 10 
Integrated Behavioral Health and Primary Care. SAMHSA-HRSA Center for Integrated 11 
Health Solutions; 2014. Accessed January 27, 2021. 12 
http://womenshealthcouncil.org/wp-content/uploads/2016/11/WF-Core-13 
Competencies-for-Integrated-Behavioral-Health-and-Primary-Care.pdf 14 

• Substance Abuse and Mental Health Services Administration. Core Competencies for 15 
Peer Workers in Behavioral Health Services. Bringing Recovery Supports to Scale 16 
Technical Assistance Center Strategy (BRSS TACS). Substance Abuse and Mental Health 17 
Services Administration; 2015. Accessed January 27, 2021. 18 
https://www.samhsa.gov/sites/default/files/programs_campaigns/brss_tacs/core-19 
competencies_508_12_13_18.pdf 20 

• Wason K, Potter A, Alves J, et al. Addiction nursing competencies: a comprehensive 21 
toolkit for the addictions nurse. J Nurs Adm. 2021;51(9):424-429. 22 
doi:10.1097/NNA.0000000000001041 23 

These recommendations are not meant to replace existing competency frameworks but to 24 
highlight areas of importance for implementing The ASAM Criteria standards. 25 

All Staff 26 

All staff who work with justice-involved populations in carceral and community-based settings 27 
should have foundational knowledge of SUD, addiction, and related health conditions, including 28 
understanding that: 29 

• SUD and addiction are chronic medical conditions that affect the neurological circuitry 30 
of the brain 31 

• Biological, psychological, social, cultural, and developmental factors contribute to SUD, 32 
addiction, and co-occurring mental health conditions 33 

• Effective evidence-based treatments, including addiction medications, are available to 34 
treat SUD and addiction 35 
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• Effective strategies are available to reduce morbidity and mortality associated with SUD  1 

• Access to evidence-based SUD treatment and harm reduction strategies, helps prevent 2 
death and improve public safety and public health 3 

• Reentry planning, including the organization and provision of adequate services and 4 
supports given a person’s needs, is essential to help reduce recidivism and mitigate the 5 
heightened risks of harm associated with community reentry, including return to use, 6 
overdose, and death 7 

All staff who provide SUD treatment or RSS to individuals with SUD should have the 8 
competency to: 9 

• Work collaboratively and communicate effectively with multidisciplinary teams and 10 
community partners 11 

• Understand and implement standard operating procedures 12 

• Understand the responsibilities of their role and respect its boundaries, including 13 
knowing the chain of command and appropriate communication channels 14 

• Recognize when someone looks unwell and immediately refer them for emergent or 15 
urgent medical evaluation 16 

• Recognize when someone is not breathing and could be experiencing an overdose and 17 
immediately administer overdose reversal medication to them and call for emergency 18 
medical aid 19 

• Recognize when someone is at risk of suicide and immediately refer them for emergent 20 
or urgent mental health evaluation 21 

• Recognize diversion 22 

Security Staff 23 

All security staff should understand that: 24 

• SUD and addiction are chronic medical conditions that can be managed effectively with 25 
available evidence-based treatments, including addiction medications and harm 26 
reduction strategies 27 

• Access to evidence-based SUD treatment and harm reduction interventions helps 28 
prevent death and reduce recidivism, leading to improved public safety and public health 29 

• Intoxication and withdrawal are medical conditions that require immediate referral for 30 
emergent or urgent medical evaluation 31 

• Behavioral issues (eg, continued use, return to use, medication diversion, aggression) 32 
may represent symptoms of SUD and co-occurring mental health conditions that 33 
indicate the need for assessment and treatment by medical and behavioral health staff 34 
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• Clinical assessment and treatment decisions are not within the scope of their role and 1 
responsibilities 2 

• Clinical needs as determined by medical and clinical staff supersede security needs 3 

All security staff should have the competency to: 4 

• Work collaboratively and communicate effectively with medical and clinical staff 5 

• Recognize when someone looks unwell and immediately contact medical staff for 6 
emergent or urgent referral 7 

• Recognize when someone is not breathing and could be experiencing an overdose and 8 
immediately administer overdose reversal medication to them and contact medical staff 9 
for emergency care 10 

• Use behavioral health techniques to de-escalate threats related to SUD and mental 11 
health concerns 12 

Allied Health Staff 13 

All allied health staff should have the competency to: 14 

• Build supportive and collaborative relationships with patients 15 
o Personalize peer support services, as appropriate 16 
o Support recovery planning, including helping peers manage crises, as appropriate 17 

• Understand their role and appropriate responsibilities 18 

• Set safe boundaries with patients 19 
o Share personal recovery stories in a way that is inspiring and supportive, as 20 

appropriate 21 

• Protect personal recovery while providing peer support services for others 22 

• Recognize and be aware of a patient’s history of trauma (eg, physical, sexual, 23 
psychological, emotional) 24 

• Communicate with patients and their families and support persons (with appropriate 25 
patient consent) 26 

• Advocate for the needs, desires, and legal and human rights of people with SUD and 27 
mental health conditions 28 

• Provide information on community and other resources related to health, wellness, and 29 
RSS 30 

• Recognize personal biases related to SUD and SUD treatment 31 

• Respect diverse pathways to recovery, including treatment with evidence-based 32 
addiction and psychiatric medications 33 
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All allied health staff should have a basic understanding of the pharmacological and 1 
nonpharmacological interventions that are available to treat SUD and common mental health 2 
conditions. 3 

Medical Staff 4 

Physicians and Advanced Practice Providers 5 

All physicians and advanced practice providers providing SUD treatment should have the 6 
competency to: 7 

• Conduct an accurate patient history that includes substance use history, trauma history, 8 
and addiction and mental health treatment history 9 

• Perform an appropriate physical examination and detect physical signs of acute use (ie, 10 
intoxication and withdrawal), chronic use, and complications of substance use (eg, skin 11 
infections) 12 

• Screen for and diagnose SUDs, intoxication, withdrawal, and common comorbid medical 13 
and co-occurring psychiatric conditions 14 

• Formulate a reasonable differential diagnosis based on: 15 
o Signs and symptoms of acute substance use (ie, intoxication, withdrawal) and 16 

chronic substance use 17 
o Standard diagnostic criteria for addictive disorders 18 
o Common biomedical (including obstetrical) and psychiatric comorbidities of 19 

substance use 20 

• Order appropriate laboratory and drug tests and accurately interpret the findings 21 

• Use and evaluate ECG rhythm strips to rule out malignant arrhythmias, such as 22 
prolonged QTc, previously undiagnosed atrial fibrillation, and sinus bradycardia and 23 
tachycardia 24 

• Direct the pharmacological management of intoxication, withdrawal, and SUDs 25 

• Direct the medical management of acute withdrawal and intoxication, SUDs, and 26 
common medical and psychiatric comorbidities 27 

• Provide medical management for common, low complexity psychiatric conditions, using 28 
appropriate assessment instruments to guide treat-to-target decision-making 29 

Nursing and Medical Support Staff 30 

All nursing and medical support staff should have the competency to: 31 

• Perform an appropriate physical assessment and detect physical signs of acute substance 32 
use (ie, intoxication and withdrawal), including: 33 
o Assessing for serious harm due to the patient’s impairment from substance use 34 
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o Identifying overdose risks, treatment, and follow-up 1 
o Using validated standardized tools to assess withdrawal severity (eg, Clinical Opioid 2 

Withdrawal Scale [COWS], Clinical Institute Withdrawal Assessment for Alcohol, 3 
revised [CIWA-Ar]) 4 

o Implement physician-approved protocols for clinical management of intoxication 5 
and withdrawal 6 

Behavioral Health Staff 7 

All behavioral health staff who conduct SUD-related assessments are recommended to have the 8 
competency to: 9 

• Conduct an accurate patient history that includes: 10 
o Substance use history 11 
o Trauma history 12 
o SUD and mental health treatment history 13 

• Screen, assess symptom severity, and monitor treatment progression for SUDs and co-14 
occurring psychiatric conditions using validated instruments 15 

• Screen for signs and symptoms of intoxication and withdrawal 16 

• Screen for risk of harm to self or others 17 

• Perform crisis assessments 18 

All behavioral health staff who provide SUD treatment are recommended to have the 19 
competency to: 20 

• Deliver evidence-based psychosocial interventions 21 

• Support symptom management for patients with co-occurring mental health conditions 22 

• Work with mental health treatment providers to coordinate care for patients with co-23 
occurring psychiatric conditions 24 

• Deliver psychoeducation related to the interaction of substance use and common 25 
biomedical and psychiatric comorbidities (eg, HIV, hepatitis C virus [HCV], chronic 26 
obstructive pulmonary disease [COPD], depression, anxiety) 27 

• Manage the therapeutic milieu 28 

• Understand how trauma, including ACEs, impact SUDs and co-occurring psychiatric 29 
disorders 30 

• Recognize the importance of family, social networks (including peers), and community 31 
systems in the treatment and recovery processes 32 
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Appendix C. Key Terms 1 

Addiction Specialist Physician:  2 

Allied health staff: Nonclinical staff who provide recovery support services (RSS), including but 3 
not limited to counselor aides, group living workers, patient navigators, health educators, and peer 4 
recovery specialists (see recovery support services). 5 

Behavioral health staff: In The ASAM Criteria, nonmedical behavioral health (ie, clinical) 6 
professionals with the scopes of practice to deliver clinical psychosocial services, including but 7 
not limited to psychologists, clinical social workers, licensed marriage and family therapists 8 
(LMFTs), and SUD and mental health counselors. 9 
 10 
Clinician: A health professional with the scope of practice to provide medical or behavioral health 11 
services (see medical staff). 12 

Community corrections: Probation and parole officers 13 

Health-trained staff: All full-time, part-time, and per diem staff, including both qualified health 14 
care professionals, administrative, security, and support staff, who are appropriately trained and, 15 
where required, credentialed, to provide specific health related services. 16 

Home community: The community in which the patient will be returning to. 17 

Medical staff: In The ASAM Criteria, healthcare professionals with the scope of practice to deliver 18 
medical services and prescribe or administer medications, including but not limited to physicians, 19 
psychiatrists, nurses, and advanced practice providers. 20 

Mutual support program: Recovery supportive, typically peer-led programs in the community 21 
(either spiritual, secular, or faith-based; eg, AA, Narcotics Anonymous [NA], LifeRing, Celebrate 22 
Recovery [CR]). 23 

Psychiatric specialist: In The ASAM Criteria, refers to psychiatrists and advanced practice 24 
providers with specialty certification in psychiatry, such as psychiatric nurse practitioners (NPs) 25 
and certified psychiatric-mental health clinical nurse specialists (PMH-CNS). 26 

Qualified health care professional: A physician, physician assistant, nurse, nurse practitioner, or 27 
another who by virtue of their education, credentials, experience, and licensure can competently 28 
and legally execute the clinical activity at hand. 29 

Qualified mental health care professional: Psychiatric specialists with training and experience in 30 
co-occurring disorders.  31 
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Recovery support services: The collection of services that provide emotional and practical 1 
support for continuing recovery, as well as daily structure and rewarding alternatives to substance 2 
use. (Ref 7 from Adult Vol) 3 

Social Determinants of Health (SDOH): The conditions in the environments where people are 4 
born, live, learn, work, play, worship, and age that affect a wide range of health, functioning, and 5 
quality-of-life outcomes and risks. (Ref 11 from Adult Vol) 6 

 7 
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