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SAMPLE LETTER TO COURT OR PROBATION
ADVOCATING TO STAY ON MEDICATION-ASSISTED TREATMENT
[Created by the Legal Action Center, 2.23.16]

INTRODUCTORY NOTE
· This letter is a template to use when courts or other criminal justice agencies require people to stop using FDA-approved medications such as methadone, buprenorphine-naloxone (Suboxone), or injectable naltrexone (Vivitrol) to treat opioid addiction, against physician advice.

· This letter is intended to be sent by a lawyer or other advocate. But people who do not have an advocate can use it themselves. Just be sure to change it accordingly.  

· Consider adding to the letter a reference to the individual’s treatment providers and other evidence in support of continued MAT. For additional advocacy ideas, read Advocating for Your Recovery: What to Do When Ordered Off Addiction Medication, available at www.lac.org. 

· This letter should not be sent “as is.” Individual information must be inserted, and information in the brackets should be removed. You should also be sure to delete the heading (“Sample Letter” at the top of the page and this “introductory note.” 
· Remember to keep copies of everything you send to, and receive from, the court or criminal justice agency.

REMEMBER:  do not include this cover sheet with your letter.

SAMPLE LETTER
[Date]
[Your name]

[Your address]
[Name of person you are writing to]
[Address of person you are writing to]






Re:
[insert case name/number]
Dear [name]:

[Insert explanation of who is writing and what is at issue, e.g., a court has ordered someone to taper off of methadone, buprenorphine or injectable naltrexone within a specified time period, and what you are seeking.]  

Requiring [insert name of individual being forced off MAT] to taper off [his/her] addiction medication runs counter to evidence-based practices and, accordingly, undermines [name]’s recovery and abstention from illicit drugs. It also could violate federal anti-discrimination laws. As set forth below, methadone, buprenorphine and injectable naltrexone are well-studied and highly effective treatments for opioid addiction, and they have the approval of all major public health authorities in the United States. Involuntary cessation of these prescribed medications for opioid addiction would significantly increase the risk of relapse, overdose, and even death.

I. Medication-Assisted Treatment Is Effective Treatment

Medication-assisted treatment (“MAT”) is the use of medications in combination with counseling and behavioral therapies for the treatment of substance use disorders, including opioid addiction. MAT combines counseling and behavioral therapies with FDA-approved medications, such as methadone, buprenorphine, or injectable naltrexone, to provide a whole-patient approach to recovery. MAT operates to normalize brain chemistry that has been disrupted by opioid addiction.
Because “drug abuse changes the way the brain works . . . drug abuse treatment must address these brain changes.”
 But unlike short-acting opioids such as heroin and prescription painkillers, which produce a euphoric “high,” long acting MAT medications like methadone and buprenorphine block these euphoric effects while simultaneously relieving the cravings that often induce relapse.
  

Methadone maintenance

Methadone maintenance treatment is the most highly studied form of addiction treatment. Its efficacy has been established for decades:

· In 1997, the U.S. Department of Health and Human Services’ National Institutes of Health Consensus (“NIH”) Panel found that “[o]f various treatments available, methadone maintenance treatment, combined with attention to medical, psychiatric and socio-economic issues, as well as drug counseling, has the highest probability of being effective.”
  

· The Centers for Disease Control and Prevention (“CDC”) called methadone maintenance treatment “the most effective treatment for opiate addiction” in 2002.

· NIH declared in 1997 that “the safety and efficacy of narcotic agonist (methadone) maintenance treatment has been unequivocally established. . . . [Methadone maintenance treatment] is effective in reducing illicit opiate drug use, in reducing crime, in enhancing social productivity, and in reducing the spread of viral diseases such as AIDS and hepatitis.” In addition, NIH found that “every study showed that death rates were lower in opiate-dependent persons maintained on methadone compared with those who were not.”

· The National Institute on Drug Abuse (“NIDA”) has said that methadone and other forms of MAT “help patients disengage from drug seeking and related criminal behavior and become more receptive to behavioral treatments.”

· When compared with non-pharmacological approaches, methadone maintenance treatment is more effective in retaining patients in treatment and suppressing illicit opioid use, thus enabling patients to enter recovery.

Buprenorphine

Similarly, since 1995, numerous studies have demonstrated the safety and efficacy of buprenorphine in treating opioid addiction.
  

· The National Institute of Drug Abuse (“NIDA”)  found that, like methadone, buprenorphine has “been shown to help normalize brain function” for individuals addicted to heroin.
 
· A July 2014 Informational Bulletin from the Directors of the Center for Medicaid and CHIP Services, the Centers for Disease Control and Prevention (“CDC”), the Substance Abuse and Mental Health Services Administration, and the National Institute of Health (“NIH”) stated that buprenorphine “reduces or eliminates opioid withdrawal symptoms, including drug cravings, without producing the euphoria or dangerous side effects of heroin and other opioids.”

· Studies have shown that buprenorphine is safe and highly efficacious;
 decreases hospital admissions, morbidity, and mortality;
 reduces illicit opioid use;
 increases treatment retention;
 and is much more effective when used in ongoing maintenance treatment than when patients are tapered off the medication.

Injectable naltrexone

Studies have also demonstrated the efffectivness of injectable naltrexone.  
· One study showed that its use in a New York City jail decreased illicit opioid use by more than 50 percent following release.
 
· Another study showed that individuals under probation and parole supervision who received injectable naltrexone had abstinence rate three times higher than those getting psychosocial treatment only.

In short, scientific research has established that MAT increases patient retention in drug treatment and decreases illicit drug use. Studies also have shown that MAT decreases infectious disease transmission, criminal activity, and overdose.
 

II. Common Misconceptions about MAT

Despite the overwhelming evidence of MAT’s benefits, there are many negative perceptions of addiction medication that often are inconsistent with scientific evidence. Following are common misconceptions and the corresponding evidence about MAT:

· Common Misconception: MAT “substitutes one addiction for another.” 

Evidence Shows:  Though methadone and buprenorphine are opioid-based, they are fundamentally different from short-acting opioids such as heroin and prescription painkillers. The latter go right to the brain and narcotize the individual, causing sedation and the euphoria known as a “high.” In contrast, methadone and buprenorphine, when properly prescribed, reduce drug cravings and prevent relapse without causing a “high.”
 They help patients disengage from drug seeking and related criminal behavior and become more receptive to behavioral treatments.
  Injectable naltrexone is not opioid based and does not produce physical dependence.
· Common Misconception: Addiction medications are a “crutch.” They prevent people from learning coping skills and entering “true recovery.” 

Evidence Shows: True recovery does not mean abstinence from MAT – the abstinence from MAT understanding of recovery is scientifically inaccurate.  MAT combines medications with behavioral and counseling therapies. The medication normalizes brain chemistry so individuals can focus on counseling and participate in behavioral interventions necessary to enter and sustain recovery.

· Common Misconception: MAT should not be long term.  

Evidence Shows:  There is no one-size-fits-all duration for MAT. The U.S. Substance Abuse and Mental Health Services Administration (“SAMHSA”) recommends a “phased approach,” beginning with stabilization (withdrawal management, assessment, medication induction, and psychosocial counseling), and moving to a middle phase that emphasizes medication maintenance and deeper work in counseling. The third phase is “ongoing rehabilitation,” when the patient and provider can choose to taper off medication or pursue longer term maintenance, depending on the patient’s needs.
 For some patients, MAT could be indefinite.
 NIDA describes addiction medications as an “essential component of an ongoing treatment plan” to enable individuals to “take control of their health and their lives.”
 For methadone maintenance, NIDA states that “12 months of treatment is the minimum.”

· Common Misconception: Requiring people to taper off MAT is beneficial because it leads to “true recovery.”  

Evidence Shows:  Requiring people to stop taking their addiction medications is counter-productive and increases the risk of relapse.
 Furthermore, because tolerance to opioids fades rapidly, one episode of opioid misuse after detoxification can result in life-threatening or deadly overdose.
  Indeed, a 28-year old New Yorker, Robert Lepolszki, died from a heroin overdose in 2014 after a judge ordered him to stop his successful methadone maintenance treatment.

· Common Misconception: Courts are in a better position than doctors to decide appropriate drug treatment.

Evidence Shows:  Deciding the appropriate treatment for a person with opioid addiction is a matter of physician discretion, taking into consideration the relevant medical standards and the characteristics of the individual patient. Just as Probation Officers would not decide that a person should treat her diabetes through exercise and diet alone, and instruct her to stop taking insulin, Probation Officers are also not trained to make medical decisions with respect to various forms of medically-accepted addiction treatment.

III. Broad-Brushed Denial of MAT Violates Anti-Discrimination Laws

Title II of the Americans with Disabilities Act (“ADA”) prohibits local and state governments, including courts and probation departments, from discriminating on the basis of disability.
 The ADA requires probation departments to treat individuals with disabilities objectively and fairly, and to make decisions on the basis of medical evidence rather than assumptions about disabilities and the people who have them. 
[Insert name of individual being forced to end MAT] is an “individual with a disability” under the ADA. The law is well settled that people with opioid addiction, including those who receive treatment with medications such as methadone, buprenorphine, or naltrexone, are individuals with a “disability” under the ADA.  They have a current impairment (drug addiction) that substantially limits a major life activity (including, but not limited to, major bodily functions such as neurological and brain function, as well as activities such as caring for one’s self, learning, and working), a record of such an impairment, and/or are regarded as having such an impairment.
 Accordingly, courts and probation departments may not treat opioid-addicted individuals who receive (or need) MAT differently than other individuals because of their disability. Decisions about individuals with opioid addiction must be made in an even-handed, non-discriminatory manner and must not be based on animus, fear, or stereotypes of people with opioid addiction.

As outlined above, MAT is a scientifically proven form of treatment uniformly endorsed by leading medical and public health authorities, including NIH, NIDA, CDC, and SAMHSA. The benefits associated with its use, as well as the costs associated with its prohibition and with forced taper, are clearly established. Any policy or practice forcing people on probation to change their addiction medication or to stop taking their addiction medication, in contravention of their doctor’s recommendation, runs counter to this objective scientific evidence and increases the chance of relapse and recidivism. Such policies and practices, therefore, can violate the ADA.     

For more information about why denial of access to MAT can violate anti-discrimination laws, please read Legal Action Center’s report, Legality of Denying Access to Medication Assisted Treatment. For more information about MAT generally, please see the resources cited in the footnotes.  

* * *

Please consider the information provided herein and end any policy or practice that requires individuals to end their medication-assisted treatment. Such policies and practices deprive individuals of their federally-protected rights, and increase the risk that those individuals will relapse, recidivate, overdose, and even die.  

Respectfully submitted,

[your name]

[your title (if relevant)]
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