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Prescribing controlled substances in correctional settings can create challenges for security, nursing, and psychiatric
staff. Some inmates, including those with functionally significant attention deficit hyperactivity disorder (ADHD),
however, can benefit from such treatment. This article describes the development of a protocol for the treatment
of prison inmates with ADHD that attempted to address a broad range of concerns including disparate diagnostic
and treatment standards among prison psychiatrists, conflicts between stakeholders, and medication misuse and
substance abuse among inmates. The protocol provides criteria in four main areas: diagnosis, current functional
impairment, treatment in general, and treatment with stimulants. Stakeholders had mixed reactions to the protocol.
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Few aspects of correctional psychiatry engender the
degree of controversy and vexing challenges that arise
with the use of controlled substances. Treating atten-
tion deficit hyperactivity disorder (ADHD) in cor-
rectional settings can create significant problems. As
with the prescription of any controlled substance,
potentially serious consequences arise when inmates
have access to stimulant medications. Some inmates
feign symptoms in an attempt to get medications
that can be abused or bartered. The high prevalence
of substance dependence and abuse among inmates
adds to this concern.1 Differentiating malingerers
from truly impaired patients can consume staff time
and lead to contentious interactions with drug-seek-
ing inmates. Security problems also arise when med-
ications are diverted and traded within a facility, ei-
ther because of successful deceptions or when
legitimate patients conceal and surrender their med-
ications under duress from predatory inmates. For
nursing staff, handling controlled medications in-
volves special storage, monitoring, administration,
and documentation that can strain time and re-
sources. Concerns about malingering, security risks,

and demands on time and resources have led some
commentators to discourage strongly the availability
of sympathomimetics on the formularies of adult
correctional facilities.2

Despite legitimate concerns about treating in-
mates with controlled substances, ADHD remains a
significant disorder with potentially serious conse-
quences that often persist into adulthood.3–7 Some
data suggest that the rate of ADHD among prison
inmates significantly exceeds the prevalence in com-
munity settings.8–14 Untreated inmates can experi-
ence functional impairments that interfere with their
ability to participate in work, programming, and ed-
ucational activities. In addition, impulsivity can con-
tribute to behavioral problems and disciplinary in-
fractions. Effective treatment, which often requires
stimulant medications, improves functioning and re-
lieves distress for many patients,5,6,15,16 including in-
mates.17 A complete prohibition of such treatment
would deprive appropriate inmates of beneficial
treatment and result in preventable individual dys-
function and institutional disruptions.

Unmonitored prescribing of controlled substances,
however, creates its own problems. Inconsistent stan-
dards and prescriber variability in use of diagnostic and
treatment criteria can result in disorganization and dis-
cord. Inmates may pressure conservative prescribers to
behave more like their liberal colleagues, while security
and nursing staff may pressure liberal prescribers to be-
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come more conservative. When inmates transfer be-
tween facilities, conservative practitioners might inherit
patients who are already on stimulants and are resistant
to coming off them. The lack of explicit guidelines for
medication use or an independent approval process
leaves the individual psychiatrist with little support for
difficult decisions on whether to prescribe stimulants.

Unless stimulants are to be entirely restricted, cor-
rectional systems must develop approaches to their
use that address the risks and concerns. In 2004, the
University of Massachusetts Correctional Health
(UMCH) program sought to do this by developing a
protocol for the treatment of ADHD in the Massa-
chusetts prison system. In addition to addressing the
concerns already noted, the purpose of this initiative
included two major goals. The first was to foster
greater diagnostic and treatment consistency in a
multi-prescriber environment. The second was to
support reasonable and appropriate prescription
practices by implementing more consistent standards
and a prior approval process that could shield prac-
titioners from excessive pressure about their treat-
ment decisions. For example, a protocol with explicit
diagnostic and treatment guidelines could support
individual practitioners in their decisions not to pre-
scribe stimulant medications when inmates file griev-
ances, complaints, or litigation for failure to treat.
Alternatively, the approval process could diffuse
some of the pressures against practitioners who pre-
scribe stimulants.

Developing the Protocol

The core group tasked with designing the protocol
included the author of this article, who served at that
time as director of the overall correctional mental
health program provided by UMCH to the Massa-
chusetts Department of Correction (DOC); and the
program’s discipline chiefs from psychiatry, psychol-
ogy, and social work. The process of developing the
protocol involved literature review, expert consulta-
tion, and discussions with and feedback from stake-
holders. The literature review focused both on the
extensive publications about ADHD diagnosis and
treatment in general and on the more limited litera-
ture on ADHD in correctional settings. We also had
informal contacts with local and national experts in
psychopharmacology and ADHD treatment and in
correctional mental health care.

Considerable effort went into consultations with
key stakeholders. At the start of the project, we re-

viewed the underlying concerns with all clinical and
administrative staff; we informed them that a proto-
col would be developed; and we solicited their initial
suggestions and comments. Special outreach was
made to our psychiatry staff, prison site-based mental
health clinical administrators, nursing administra-
tors, nonpsychiatric physicians, and statewide DOC
administrators. During the year that it took to com-
plete the final draft, the developing policy was dis-
cussed at multiple meetings, especially with psychia-
try staff and site-based mental health clinical
administrators. These groups, along with nursing,
medical, and DOC leadership, received early drafts
of the protocol for their feedback. In addition to
group meetings, we received written feedback and
we met individually or in small groups with con-
cerned stakeholders.

Although a broad spectrum of clinical and security
staff had opportunities to comment on the develop-
ment of the protocol, some potentially noteworthy
groups of stakeholders did not. We did not solicit input
from inmates or from community organizations or ad-
vocates. None of these groups typically plays a direct
role in policy development within the DOC in general,
and the ADHD protocol was no exception. Perhaps
not surprisingly, many of the most vocal objections
to the policy after its implementation came from
these groups, as described later.

Reactions from stakeholders during the develop-
ment of the protocol ranged from enthusiastic sup-
port to dismay and irritation. On one extreme, some
individuals opined that controlled substances should
simply have no place in a correctional setting and
that a protocol that allowed and sanctioned their use
was misguided at best. On the other end of the spec-
trum, some of the more liberal prescribers felt per-
sonally targeted by the development of the protocol
and viewed it as an unjustified infringement on their
clinical independence and discretion. The more
common reaction, however, consisted of cautious
optimism. Although some stakeholders indicated
that they would reserve judgment until seeing the
final product and its effects, many expressed hope
that a protocol would have the desired results, in-
cluding increased consistency of practice and de-
creased medication misuse.

Provisions of the Protocol

The protocol addresses four main areas: diagnosis,
current functioning, treatment in general, and treat-
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ment with stimulants. Thresholds and requirements
have been set for each of these areas, but the protocol
allows the psychiatrist serving as mental health pro-
gram director to authorize exceptions to any of the
provisions of the protocol on a case-by-case basis.
The protocol requires treating psychiatrists to obtain
prior approval from a supervising psychiatrist or
from the mental health program director before
commencing any treatment for ADHD.

As part of the diagnostic assessment, the inmate
must provide evidence consistent with the diagnosis
of ADHD before the age of 12. In general, this evi-
dence should be more than just self-report. It can
consist of written or oral documentation from par-
ents, teachers, treatment providers, or other sources.
Although current diagnostic criteria as specified in
the Diagnostic and Statistical Manual of Mental Dis-
orders, Fourth Edition (DSM-IV)18 require evidence
of symptoms causing impairment before age seven,
we believed that this would set too high a threshold
for documentation by adult inmates and that age 12
was more reasonable. This loosening of the age re-
quirement seemed justified by findings that a signif-
icant number of children who likely have ADHD fail
to show impairment before age seven,19 a finding
that has led some commentators to call for raising the
age of onset criterion to age 12.20 The difficulty that
adults in general have in recalling or providing evi-
dence of symptoms and impairments during child-
hood21 and the limited empirical support for using
age seven as a threshold have also led some experts to
call for setting evidence before age 12 or the onset of
puberty as a more appropriate criterion when diag-
nosing ADHD in adults.22 The evidence and sup-
port for loosening the age criterion has continued to
mount since the development of our protocol.23,24

After implementation of the protocol, we allowed
this criterion to be met with a relatively low threshold
of documentation and the most frequent use of the
provision for exceptions by the program director be-
cause of the understandable difficulty that some in-
mates have in providing childhood data.

The protocol also requires psychological testing by
a doctoral psychologist as part of the diagnostic
work-up. Testing includes a diagnostic interview, a
self-report instrument, assessment of cognition and
attention, and assessment for malingering. We rec-
ognized that such tests might have limited diagnostic
validity for ADHD, but they could still aid in the
accuracy of the diagnosis and in delineating the

extent of functional impairments. For these rea-
sons, the test results must be reviewed by the treat-
ment providers, but no threshold test findings are
required before making the diagnosis or com-
mencing treatment.

Along with establishing diagnostic requirements,
the protocol emphasizes that an assessment of cur-
rent functioning should generally precede the more
labor-intensive interventions such as testing. To
qualify for treatment, the inmate must have clinically
significant impairment in areas such as ability to
function in the general prison population, ability to
participate in programming, or ability to perform
work assignments. Data on functioning obtained
from the diagnostic process and the inmate’s self-
report generally must be corroborated by collateral
sources, such as corrections officers, administrators,
teachers, work supervisors, program officers, and
health care staff. The key to this part of the assess-
ment is the focus on current environmental demands
and activities rather than on past functional difficul-
ties in other community or correctional settings.

Patients who meet the protocol’s assessment re-
quirements must cooperate on an ongoing basis with
nonpharmacological treatment recommendations,
such as individual or group therapies, to be eligible
for pharmacologic interventions. Group interven-
tions may focus on areas such as organizational skills,
self-esteem, and education about the disorder.25,26

Meaningful participation can improve functioning
and confirm the inmate’s investment in the treat-
ment process. Initial pharmacologic treatment is
with nonstimulant medications (e.g., tricyclic anti-
depressants, bupropion, and venlafaxine), unless the
inmate has clear contraindications or well-docu-
mented lack of response to adequate past trials of non-
stimulants. When we developed the protocol, atomox-
etine had not been added to the statewide formulary,
which applied to all state agencies, largely because of
questions about whether it had superior efficacy com-
pared with other less costly nonstimulants.

Treatment with stimulants can occur only after a
failure of a complete trial of one or more nonstimu-
lant agents, or when such trials are contraindicated.
The decision to treat with stimulants also requires a
review of the patient’s substance abuse history for
potential contraindications to stimulants. The phar-
macy must receive prior approval from a senior su-
pervising psychiatrist and annual reapprovals before
beginning or continuing to dispense stimulants. The
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approval process is initiated through submission, by the
treating psychiatrist, of a one-page form that includes
prompts for diagnostic, functional, past treatment, and
nonpharmacologic treatment information.

Additional constraints on treatment with stimu-
lant medications include use of crushable, immedi-
ate-release medications, which lessens the risk of
medication diversion and misuse, unless there is doc-
umentation of the functional necessity for use of sus-
tained-release medications. Ongoing treatment re-
quires documentation of objective improvement in
functioning, including corroborating information
from collateral sources. Stimulant use also must be
discontinued if the inmate diverts or otherwise mis-
uses the medication.

Reactions to the Protocol

The protocol went into effect in early 2005 and
underwent minor revisions in late 2005. Reactions,
both formal and informal, from stakeholders were
mixed. Psychiatrists and other mental health profes-
sionals were especially ambivalent. On the positive
end, some of them noticed a decrease in inappropri-
ate medication-seeking presumably related to the
protocol’s requirements for childhood information,
objective functional impairment, participation in
nonpharmacological treatments, and preference for
nonstimulant medications. The protocol also de-
flected some conflicts away from the patient-psychi-
atrist dyad because denial of stimulants could be at-
tributed to the protocol or to supervisor review.
Some conflicts with nursing and security staff were
similarly attenuated because they perceived that
treatment had been vetted through the standards and
approval process established by the protocol. Nega-
tive responses from psychiatrists typically involved
perceptions that the protocol was too restrictive, and
dissatisfaction with the impingement on clinical au-
tonomy and the documentation requirements. In
contrast, some practitioners opined that the protocol
was not restrictive enough or that any availability of
stimulants perpetuated demands on their time and
ongoing conflicts from drug-seeking inmates. Even
some psychiatrists who prescribe stimulants and oth-
erwise support their availability expressed the opin-
ion that their jobs would be easier with a complete
ban.

The response from nursing and correctional staff
was generally positive. Many appeared to view the
protocol as responsive to their concerns, especially in

that it limits stimulant use to inmates with demon-
strable needs and provides effective mechanisms to
discontinue medications if they are abused. Con-
cerns expressed by these groups about unbridled or
inappropriate medication use diminished signifi-
cantly after implementation of the protocol. Never-
theless, some negative responses continued, often
based on opposition to use of controlled substances
in prison for any reason.

Responses from inmates included several formal
grievances from some who did not meet treatment
criteria under the protocol. Most of these grievances,
and at least four cases of threatened or actual litiga-
tion, involved inmates who were denied stimulants
due to confirmed misuse or abuse of their medica-
tions (e.g., hoarding) or contemporaneous misuse or
abuse of other medications or illicit substances.

Responses by external reviewers from the commu-
nity also were primarily critical. Their criticisms in-
volved three main contentions: the diagnostic crite-
ria, such as diagnostic data before age 12, were too
restrictive; the protocol would exclude many inmates
who would benefit from treatment resulting in un-
necessary discomfort or behavioral problems; and
several psychiatrists in the system told the reviewers
that they objected to the protocol’s restrictions and
the manner in which it was implemented. Although
we had chosen a less restrictive age threshold than the
one specified in the DSM-IV, some reviewers argued
that diagnostic criteria in general and testing do not
necessarily predict who will benefit from treatment,
and therefore they should not be used to restrict
treatment. The repeated opportunities for feedback
during the development of the protocol also appar-
ently did not mollify some of the dissatisfaction with
its final provisions or the fundamental objection by
some psychiatrists to oversight of their practice.

The range of reactions from stakeholders persisted
during the first two years of the protocol. Although
some individuals remained dissatisfied for the rea-
sons previously mentioned, much of the pre-proto-
col discord over the use of stimulants for inmates
with ADHD disappeared. The new procedures ap-
peared to address many of the prior concerns about
treatment of inmates with ADHD.

Conclusion

Whether and when to prescribe stimulant medi-
cations for inmates with ADHD are questions that
evoke strong, and sometimes passionate, reactions.
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At the extremes, the options include either de facto
bans or unmonitored use. Our experience demon-
strates that adopting an approach between these two
extremes can involve clinical, administrative, politi-
cal, and even legal challenges. Nevertheless, correc-
tional systems need to find ways to balance the legit-
imate functional needs of inmates with ADHD
against the risks of introducing controlled substances
into their institutions. The protocol described in this
article represents one attempt to do that.
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