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Abstract

Problem-solving courts (PSCs) are a critical part of a societal effort to mitigate the opioid
epidemic's devastating consequences. This paper reports on a national survey of PSCs (N = 42
state-wide court coordinators; N = 849 local court coordinators) and examines the structural
factors that could explain the likelihood of a local PSC authorizing medication-assisted treatment
(MAT) and MAT utilization. Results of the analyses indicate that MAT availability at the county
level was a significant predictor of the likelihood of local courts authorizing MAT. The court's
location in a Medicaid expansion state was also a significant predictor of local courts allowing
buprenorphine and methadone, but not naltrexone. Problem-solving courts are in the early stages
of supporting the use of medications, even when funding is available through Medicaid expansion
policies. Adoption and use of treatment innovations like MAT are affected by coordinators'
perceptions of MAT as well as structural factors such as the availability of the medications in

the community and funding resources. The study has important implications for researchers,
policymakers, and practitioners.
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Introduction

Problem-solving courts (PSCs) are critical for providing an integrated legal and health
response to substance use problems, including the opioid epidemic (CDC, 2020; Office of
National Drug Control Policy, 2018). PSCs? are a well-known specialty court innovation

Corresponding Author: Fanni Farago, Department of Sociology and Anthropology, George Mason University, 4400 University
Drive, MSN 1D7, Fairfax, VA 22030, USA. ffarago@gmu.edu.

Declaration of Conflicting Interests
The author(s) declared no potential conflicts of interest with respect to the research, authorship, and/or publication of this article.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Farago et al.

Page 2

that seek to rehabilitate criminal justice-involved individuals through a mix of treatment,
drug testing, and responding quickly and with certainty to progress on court requirements.
The drug court model is the oldest and most common type of problem-solving court that
facilitates access to behavioral substance use therapies for people with non-violent, and/or
involvement in, drug-related crimes (Marlowe, Hardin, & Fox, 2016). Drug courts, and
other types of PSCs, subscribe to the same 10 key practice components developed by the
National Association of Drug Court Professionals (NADCP). These components broadly
include: authorizing supervised treatment programming, conducting drug testing to monitor
abstinence, using frequent court check-ins for judicial monitoring, and using incentives and
sanctions to ensure compliance of participants (see U.S. Department of Justice and NADCP,
1997 for a full discussion of these 10 components). Different types of PSCs address various
types of offending related behaviors that are rooted in underlying social issues, such as
substance misuse, homelessness, or mental health disorders (Bermann & Feinblatt, 2001;
Marlowe, Hardin, & Fox, 2016), or that exist among special populations such as veterans or
individuals reentering society from prison.

Unlike traditional criminal courts, drug courts are designed to provide participants

with customized substance use disorder (SUD) treatment services and recurring judicial
monitoring of the participant’s progress within a collaborative court context (Kaiser &
Holtfreter, 2016). Traditional behavioral therapy is an expected service in PSCs, but judges
and PSC staff can also allow participants with alcohol and opioid disorders to be referred

to treatment providers that provide medications for SUDs. That is, a PSC can recognize

the value of medications as a treatment option by allowing PSC participants to take the
medications while involved in the PSC or refer participants to qualified providers and/or
clinics that offer medications. Since courts do not deliver treatment per se (i.e., run treatment
groups, administer medications, etc.), a PSC cannot mandate that individuals take treatment
medications. Rather the question is whether the PSC supports the use of medications

as a tool to address substance and alcohol use disorders given the effectiveness of the
medications in reducing drug use, cravings for illicit drugs and/or alcohol, and improving
recidivism outcomes (Amato et al., 2005; Evans, et al. 2022; Garcia et al., 2007; Johnson,
2008).

The term medication assisted treatment (MAT)? is frequently used to refer to medications
for alcohol and illicit drugs, although some prefer the term medications for opioid use
disorder (MOUD) or medications for alcohol use disorder (MAUD). In this paper, we

will use the term MAT. MAT is an evidence-based medication with federal approval for
Disulfiram, Acamprosate, and Naltrexone for treating alcohol use disorder (AUD) and
Methadone, Buprenorphine, and Naltrexone for treating opioid use disorders. Medications
can be combined with behavioral health and counseling services (Friedman & Wagner-
Goldstein, 2015; Kresina, 2007), although there is ongoing debate about whether behavioral

l-Problem-solving courts are also commonly referred to as treatment courts and drug courts. We use problem-solving courts to denote
that not all of these courts are only dealing with substance use disorders but rather address an array of issues such as reentry, mental

health, etc.

2. This paper uses MAT versus other emerging terminology in the field (i.e., MOUD/MAUD) to stay consistent with our survey
instrument’s wording. We acknowledge that MAT may be seen as outdated by some professionals in the field and that some argue
MAT suggests that medication only “assists” versus constitutes treatment for substance use disorders.
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therapy affects outcomes (Amato et al., 2011a; 2011b; Carroll & Weiss, 2017; Schwartz et
al., 2012).

Despite MAT’s well-documented effectiveness for treating SUDs, they remain a widely
underutilized treatment option overall, especially in justice settings (National Academies

of Sciences, 2019). Underutilization of MAT in PSCs is particularly concerning given

its effectiveness in reducing recidivism (Aos, Miller, & Drake, 2006; Cross, 2011; Dirks-
Linhorst & Linhorst, 2012; Mitchell et al., 2012; Shaffer, 2011; Kearley & Gottfredson,
2020; Kinlock et al., 2009; Gordon et al., 2008, 2014, 2017), although there are no
randomized trials examining the efficacy of MAT in PSCs. Available evidence suggests

that adding MAT to the treatment regime may improve outcomes beyond recidivism (i.e.,
treatment retention, reduction of illicit substance cravings and use, quality of life) and may
accelerate recovery. For example, Gallagher et al. (2019a, 2019b) conducted two qualitative
studies with 38 drug court participants with OUDs and found that participants reported MAT
helped them improve their treatment attendance and engagement. Moreover, participants
conveyed that MAT (i.e., methadone, buprenorphine, and naltrexone) reduced their cravings
for substances (2019a, 2019b). Other research shows that providing access to MAT for PSC
participants with OUDs is one important factor in bolstering their graduation rates from
court treatment programs (Gallagher et al., 2018).

Given the need for a greater understanding of support for authorizing the use of MAT
within PSCs, this study reports on a national survey of the structural factors that affect MAT
authorization in PSC settings. The results are based on a representative sample of state and
local court coordinators involved in administering PSCs. There were approximately 4,368
problem-solving courts nationwide in 2014 (i.e., 3,057 drug courts and 1,311 other problem-
solving courts) (Marlowe, Hardin, & Fox, 2016), serving nearly 100,000 individuals
annually (Taxman et al., 2018). Specifically, this paper is designed to answer three research
questions: (1) Do local PSCs authorize access to MAT for appropriate SUDs, such as opioid
use disorders, in their courts? (2) What state, court, and individual level factors explain

the number of PSC participants authorized to access MAT in a particular court? and, (3)
How does the availability of Medicaid expansion and provider/facility availability affect the
likelihood of a court authorizing access to use MAT in their court? This study fills a gap

by examining PSC-specific factors, as well as availability of MAT in the community, to
understand whether and how much the use of MAT is supported by the court.

Medication-Assisted Treatment (MAT) Authorization within Problem-solving Courts (PSCs)

Limited studies identify structural and programmatic factors that affect whether PSCs
support the use of medications to treat SUDs, although studies have documented that justice
and health actors’ negative perceptions and limited knowledge of MAT can be barriers to
gaining access to MAT in justice settings (Andraka-Christou et al., 2019; Fendrich & LeBel,
2019; Friedmann et al., 2012; Friedmann & Wagner-Goldstein, 2015; Matusow et al., 2013;
Mollman & Mehta, 2017; Richard et al., 2020). For example, justice actors can stigmatize
the use of MAT for treating SUD/OUD through professing negative attitudes like “clients
will divert the medication,” “MAT is simply substituting one drug for another,” or “MAT
medications should not be lifelong forms of treatment” (Fendrich & LeBel, 2019; Richard
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et al., 2020). Given that court staff’s attitudes inform the development of court treatment
policies, stigmatization of MAT may result in a court excluding access to MAT as part of
their treatment regimen for participants with SUDs (Andraka-Christou et al., 2020; Matusow
et al., 2013; Richard et al., 2020). Although, a recent qualitative study by Gallagher and
colleagues (2021) suggests that PSC staff attitudes may be shifting in favor of integrating
MAT into PSC programming (Gallagher et al., 2021). Additionally, justice actors’ limited
knowledge of the robust evidence base for MAT’s efficacy is another potential barrier to
increasing MAT uptake among PSCs (Friedmann et al., 2012). Below we will explore the
existing reasons for authorizing MAT, using Miller’s (2020) typology of pragmatic reasons,
including legal and social structural factors, and selective participation in PSCs.

Reasons for Authorizing Medication-Assisted Treatment (MAT)

PSCs emerged from the pragmatic necessities of: (1) a demand for effective methods to
treat individuals with SUDs in an overcrowded legal system; (2) the need to ensure that
justice wraparound services supported treatment-related goals in punishment environments;
(3) availability of federal funding to support PSCs; and, (4) evidence-based success of

the PSC model in reducing recidivism (Marlowe, Hardin, & Fox, 2016). Medications

are also an effective treatment for reducing opioid and/or alcohol use (SAMHSA, 2020g;
2020b) especially given that there are increased federal funding opportunities for covering
medications for SUD treatment (e.g., Medicaid expansion policies adopted in some states).
With increasing expansion of clinics that offer MAT and availability of licensed/waivered
treatment providers, MAT was a natural choice for expanded treatment options in justice
settings, such as PSCs. With this expansion, there has been increasing evidence on the
correlates of success of MAT uptake in PSCs. In a study in Indiana, users of opiates were
less likely to graduate from a drug court program than users of other drugs, as were those
who had a violation of court rules in the first month of the program; while graduation

was more likely for participants who had access to MAT and were employed or in school
(Gallagher et al. 2018). Based on focus groups with drug court participants, Gallagher and
colleagues (2019) emphasized destigmatizing MAT for participants and their families, along
with frequent, random drug testing, as critical for success. Finally, in a focus group-based
study Gallagher et al. (2021) noted drug court team members had favorable views toward
MAT and reported positive outcomes, but also said that participants often needed education
on MAT to counter misperceptions.

Legal and Social Structural Factors that Affect Medication-Assisted Treatment (MAT)
Authorization

Individual PSCs are embedded in different state regulatory contexts that influence their
capacity to authorize access to MAT, especially given that each medication may have a
different regulatory regime at the federal and state level. State licensing laws vary on who
can prescribe MAT and these variations can impact MAT accessibility by affecting the
location and availability of qualified treatment providers (Tierney et al., 2019). Federal and
state requirements for qualifications to be a MAT prescriber can affect PSCs’ ability to refer
court participants to qualified treatment providers that offer medications. PSCs in rural areas
tend to lack nearby licensed treatment providers and reliable public transportation, both of
which are barriers to support for authorizing MAT within PSCs (Rigg, Monnatb, & Chavezc,
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2018; National Rural Health Association, 2016; Friedmann & Wagner-Goldstein, 2015). The
regulations covering MAT utilization are crucial to consider since PSCs are not medical
entities and courts must affiliate with qualified treatment providers and/or clinics that offer
medications. That is, the court can encourage use of the medications, but the delivery is
dependent on the treatment providers and/or clinics.

In treating opioid use disorder (OUD), regulatory regimes are more stringent for agonists
than antagonists; methadone is the most stringently regulated medication with requirements
for the clinic and the provision of some behavioral counseling services (SAMHSA 2015;
Kresina et al., 2011). Both have different regulations with methadone being certified at

the facility level (SAMHSA 2015; Kresina et al., 2009) and buprenorphine at the provider
level. Methadone is only distributed from opioid treatment programs (OTPs) with a medical
professional’s supervision and at least monthly counseling. Methadone can be delivered
in-person or through take-home dosing after the first 90 days of in-person treatments, with
increasing allowances of take-home medications (see SAMHSA 2022 for a discussion of
guidelines). Recently, as a consequence of COVID-19, the use of take-home methadone
doses was expanded (Amram, et al., 2022). Methadone is the most strictly regulated MAT
with limited distribution by accredited treatment programs and with required behavioral
counseling. Buprenorphine products are less strictly regulated so patients can more easily
access them by qualified providers including physicians, nurse practitioners, and others in
office-based settings or at a local pharmacy for private use (SAMHSA 2015; Kresina et

al., 2009). Federal law limits the number of patients allocated to each qualified provider

to place on medication (allowing up to 275 patients) (SAMHSA, 2022). In contrast to
buprenorphine and methadone, naltrexone is an opioid antagonist used for the treatment of
OUD (SAMHSA 2015; Kresina et al., 2009). Naltrexone works by blocking the intoxicating
effects of opioids which can help individuals in recovery maintain opioid abstinence and
reduce their cravings (Lee et al., 2016). Because it is not a controlled substance, it is

not regulated by the United States Drug Enforcement Administration (DEA) and can be
prescribed by any healthcare practitioner licensed to dispense medications.

Besides MAT’s regulatory context, Medicaid expansion policies within subscribing states
is an important structural factor that may impact MAT authorization by PSCs. A growing
number of studies examine the relevance of Medicaid expansion policies for the opioid
epidemic more broadly, including access to MAT, and find that states that have Medicaid
expansion policies have more qualified providers and more individuals on MAT (e.g.,
Heinrich & Hill, 2007; Saloner et al., 2018, Venkataramani and Chatterjee, 2019). As

of March 2021, Florida, Georgia, South Carolina, North Carolina, Alabama, Mississippi,
Tennessee, Texas, Kansas, Wyoming, South Dakota, and Wisconsin were not enrolled in
Medicaid expansion. Oklahoma and Missouri adopted Medicaid expansion, but have yet to
implement Medicaid expansion as of 2021 (Kaiser Family Foundation, 2021). If allowable
under state regulations, Medicaid expansion policy in a state can help cover individuals’
costs for MAT. For instance, Mollman and Mehta (2017) observed that the absence of
Medicaid expansion in Florida limited access to medications, and alternatively, the state’s
lack of coverage for specific types of MAT services explained inaccessibility of affordable
MAT. Within states that have implemented Medicaid expansion, PSC participants have
access to financial coverage for these treatment services. Grogan and colleagues (2016)
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highlighted that there are state-level differences in coverage for AUD/OUD medications
and other treatment services, including coverage of specific types of MAT medications for
justice-involved individuals (Grogan et al., 2016). Mollman and Mehta (2017) also found
that Medicaid expansion policies in New Hampshire and New York facilitated access to
MAT for some drug court participants, but not others. The judiciary’s support for court
participants to use MAT services is affected by both state and federal regulations.

The present study contributes to this emerging line of inquiry by examining the impact of
the availability of Medicaid expansion in the state as a key structural variable for predicting
MAT authorization among PSCs, along with the number of known providers and facilities
that offer MAT.

Selective Participation in Problem-solving Courts (PSCs)

Methods

Each PSC can set their own eligibility criteria for participation, with some eligibility
determined by state regulations and/or laws. Mollman and Mehta (2017) studied the
variation in eligibility criteria used across drug courts and how it may affect access

to services in New Hampshire, Florida, and New York. PSC personnel could determine
eligibility as they saw fit, which resulted in disparities in who could participate in a drug
court, including where high-risk, high-need individuals could quality for PSC participation.
Federal regulations prevent PSC participation for individuals who have a violent felony
conviction history if the PSC received federal funding. Relatedly, Kaiser and Rhodes (2019),
in the 2012 Census of Problem-Solving Court study, found that adult drug courts were

more likely to accept participants with non-violent felonies than juvenile drug courts,
DWI/DUI courts, mental health courts, domestic violence courts, family dependency courts,
or veteran’s treatment courts. However, veteran’s treatment courts, domestic violence courts,
and mental health courts tended to have fewer disqualifications than the other courts (e.g.,
prior violent conviction or sex offense). The present study considers eligibility criteria

(e.g., prior non-violent felony offense, violent offense, sexual offense, prior history of
misusing medications) for assessing how the court addresses their mandate to serve a special
population. While medications are a newly implemented treatment to PSCs, how medication
use is supported by PSCs is specific to each court.

Survey Design

The nationally representative Medlication-Assisted Treatment (MAT) Utilization Survey of
Problem-Solving Courts (PSCs) survey was conducted from March 2019 to August 2020
to identify overall trends in medication provision within local PSC settings. A mixed-mode
survey was administered using: (1) online web survey; (2) computer-assisted telephone
interviews (CATI) through George Mason University’s Center for Social Science Research,
and (3) U.S. Postal Service mailed survey. To encourage participation, the National
Association of Drug Court Professionals (NADCP) sent a letter to state coordinators and
the survey center included tokens of appreciation (i.e., stress balls and bracelets) in the
mailed survey packets. The survey was approved by the IRB at George Mason University
(IRB# 1388155-1).
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The study consisted of two survey instruments, one for state coordinators and one for local
coordinators. The survey instruments’ content design was informed by existing validated
instruments measuring MAT utilization: (1) National Criminal Justice Treatment Practices
Survey (NCJTPS) (Taxman, et al., 2018); (2) National Drug Court Survey (NDCS) (Taxman,
et al., 2014); (3) National Drug Abuse Treatment System Survey (NDATSS) (D’Aunno et
al., 2014); (4) National Treatment Center Survey (Roman, et al., 2020); (5) Juvenile Justice-
Translational Research on Interventions for Adolescents in the Legal System (JJ-TRIALS)
survey (Knight et al., 2016), and (6) Opinions About MAT survey (OAMAT) (Friedmann, et
al., 2009; 2012).

The survey’s participants are based on a sample of United States (U.S.) counties stratified
by region and estimated opioid disorder rates. An original list of PSCs was compiled from
various sources including American University’s National Drug Court Resource Center
(https://ndcrc.org/), a directory of 3,400 PSCs provided by the National Association of

Drug Court Professionals (NADCP), and publicly available information about PSCs through
county and other government websites.

The sampling frame identified potential respondents from four target regions and four
certainty states (i.e., states with the largest justice populations). Within each region and

state, one-third of the counties were selected based on the highest opioid disorder rates

(i.e., top quartile of all counties), one-third from those with the lowest opioid disorder rates
(bottom quartile), and one-third from the counties in the middle range (i.e., rates between the
twenty-fifth and seventy-fifth percentiles). Data on opioid use disorder (OUD) rates came
from the Substance Abuse and Mental Health Services Administration (SAMHSA) extracted
from the National Survey on Drug Use and Health (NSDUH) in 2014 (Center for Behavioral
Health Statistics and Quality, 2015). The original sample of courts was drawn from each

of the three major types of PSCs: adult PSCs (e.g., adult drug courts, DWI/DUI courts,
mental health courts), veteran’s treatment and reentry courts, and family dependency courts
as defined in the original sample list.

Our final sample consisted of 42 state-wide PSC coordinators from 50 states (a response
rate of 84%) and 849 local courts in 35 states. State coordinators were contacted to ensure
that the survey could be administered to the courts in their state—13 state coordinators
preferred the survey to be administered to all local courts in their state instead of targeting
select counties. Six other state coordinators refused to have the survey administered to

the local courts within their state. Both the state coordinators and the local coordinators
were followed up with 10 times. Regarding the local courts, after we learned how the state
coordinators wanted to handle contacting local coordinators, we proceeded. The American
Association of Public Opinion Research (AAPOR) identifies six different response rate
formulas (see AAPOR 2020). As noted, there is no accurate directory of PSC. We had to
create a directory and then confirm that the court was still a PSC; we had difficulties in
this confirming process since not all courts responded or some courts reported having two
types of courts but run by the same team. Therefore, a conservative response rate (48.6%)
assumes that all non-responses were eligible courts, which we do not believe is accurate; a
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more liberal response rate (76.8%) reflects those courts that responded to emails, calls or
mail and removes those courts that did not respond.

Dependent Variables.—Our study used two dependent variables: (1) Availability of MAT
in PSC (i.e., Does the court allow participants to use MAT? (1 = Yes; 0 = No)), and (2) MAT
Usage in PSC (i.e., number of court participants receiving MAT (i.e., count).

Independent Variables.—Predictors captured court, county, and state characteristics that
we hypothesized to be associated with the outcome variables.

Court Variables.—These variables included the following items: (1) Court type (0 = other
(i.e., non-substance use) courts including mental health only, reentry, veteran’s treatment,
and family dependency courts, 1 = substance use courts including adult drug, opioid, DUI/
DWI, hybrid (e.g., DUI and drug), and co-occurring disorders courts (i.e., mental health
disorders and substance use disorders); (2) Court size (i.e., count of number of participants);
(3) Staff characteristics (measured as participant to staff ratio, participants to judge ratio,
number of courts overseen at one time, and coordinators’ work experience); (4) Factors

that affect court participation, including cost related (0 = No, 1 = Yes), Exclusionary MAT
eligibility criteria, and number of exclusionary eligibility criteria; (5) Court participant
characteristics based on counts of demographics (i.e., race/ethnicity, gender) and number

of people with a substance use disorder (SUD); (6) Number and type of treatment options
authorized for substance use and mental health disorders, and (7) Available forms of MAT.
See Table Al in the Appendix for more detailed measures of these variables. To note, the
study did not include Native American or juvenile specialty courts given that these courts
have distinct treatment operations for their specific populations.

County-level Variables.—County level variables including drug overdose deaths were
measured based on drug overdose deaths per 100,000 people (Rossen et al., 2020)

and percentage of people with opioid use disorders in a county (SAMHSA, 2015).
Additional county-level variables included the following measures of MAT providers: (1)
Buprenorphine patient capacity (patient limit per 1,000 people); (2) Methadone providers
(i.e., providers per 100,000 people), and (3) Naltrexone providers (i.e., providers per
100,000 people). We also explored buprenorphine providers per 100,000 people as another
capacity measure.

State-level Variables.—Included the following set of predictors: (1) Number of PSCs in a
state (count); (2) Average size of PSC population per state (count); (3) Medicaid expansion
policy; (4) Regional location of courts; (5) State mandates the types of treatment programs
and services used; (6) State mandates MAT training for court staff, and (7) State mandates
eligibility criteria to admit participants to PSCs. See Table A2 in the Appendix for more
detailed measures of these variables.

J Drug Issues. Author manuscript; available in PMC 2024 January 04.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Farago et al.

Page 9

Analytic Strategy

Results

Data analysis consisted of two stages. First, we analyzed the state and local survey data
separately using descriptive statistics and bivariate tests (e.g., chi-square for nominal
variables and t-tests and ANOVAs for interval-ratio and ordinal variables). Second, we

used hierarchical multiple linear regression analyses (i.e., generalized linear mixed model
(GLMM)) to examine relationships between availability of each of the three FDA approved
medications for treating opioid use disorder and various county, state, and local court
characteristics (See Table 1 for a description of variables used at each level). GLMM

is a highly flexible approach for clustered multilevel data (Raudenbush & Bryk, 2001).
GLMM make use of all available data and provide accurate inferences with missing data and
uneven data structures. The data was analyzed in a three-level model where individual PSC
responses are nested within counties, which are nested within states. We used an iterative
model building process where organizational and demographic factors (see Table 2) thought
to be associated with the likelihood of authorizing MAT or MAT uptake by PSC participants
were added to the model incrementally. We report on both the significant and non-significant
predictors in the final models (see Table 4 and Table 5).

Descriptive Statistics

Overall, 86% of state court coordinators indicate that their court authorize some type of
MAT, while 14% of court coordinators report that their court does not authorize MAT.
The type of PSCs represented in the data included adult drug courts, mental health

courts, veteran’s treatment courts, DUI/DWI courts, and a combination of courts that local
coordinators simultaneously oversaw. Table 2 details the descriptive statistics for our local
and state survey variables used in the models.

Both state and local PSCs revealed that they had limited access to information on their court
participants, operations, and service provisions. State coordinators reveal that: (1) they did
not have information on the number of PSC participants at each local court level (40%)

and (2) did not know the characteristics of the PSC participant population in terms of
demographics (50%). At the local level, coordinators reveal that they could not provide the
length of time to complete the PSC (29%), graduation rate for participants (37%), number
of participants prescribed MAT (43%), number of participants with a SUD diagnosis (44%),
or with an OUD diagnosis (64%). Further, nearly 50% of the local PSC coordinators did not
have information on the demographic characteristics of participants in their courts either.

Respondent Demographics and Court Role Characteristics: An Overview

A third of state coordinators were located in the South (33%), 30% in the West, and
respondents from Midwestern and Northeastern regions were 19% each. State coordinators
primarily identified themselves as non-Hispanic (94%), white (86%), college educated
(95%) (i.e., BA or higher), women (73%) between 35- and 54-years-old (63%). Similarly,
local coordinators self-identified as non-Hispanic (93%), white (83%), college-educated
(87%) (i.e., BA or higher), women (69%), and between 35 and 54 years old (63%).

J Drug Issues. Author manuscript; available in PMC 2024 January 04.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Farago et al. Page 10

Additionally, 61% of local coordinators reported that they had four or more years of work
experience in their position.

State Coordinators’ Role in Facilitating PSC Operations

Most state coordinators indicate that they spent their workday performing at least one

of the following seven activities (more than 90% of state coordinators): (1) educating

and training court staff; (2) doing paperwork; (3) engaging in statewide policymaking;

(4) ensuring courts are compliant with state-wide policies; (5) reviewing evidence-based
practices to improve local PSCs; (6) conducting public outreach regarding PSCs, and (7)
collaborating with treatment providers. The state coordinators further confirmed they were
involved in state-level policy-making by engaging in conversations with stakeholders about
expanding the range of treatment services (85%), increasing court staff training for MAT/
behavioral health treatment (83%), ensuring funding is adequate for treatment services
(78%), promoting strategies to increase participants retention (78%), clarifying treatment
guidelines between court and treatment providers (76%), and developing new metrics for
participant performance (60%). State coordinators explained that they engaged in collecting
and presenting data to policy makers (70%), providing feedback on policy under review
(67%), consulting with treatment and public health agencies for policy needs (67%), and
being directly involved in drafting policy (37%).

Court and Participant Characteristics

As shown in Table 2, coordinators reported that local PSC participants tended to be non-
Hispanic or Latino (85%), white (76%), and men (66%). PSCs are funded in a myriad of
ways including state budget funding (91%), federal grant dollars (70%), participant fees for
drug testing and treatment services (67%), and local county funding (72%). The source of
funding affects regulations with courts required to meet federal and state regulations.

State PSC coordinators indicate that federal funds are allocated mostly for operational
costs (70%), mental health services (63%), court staff wages (59%), MAT services (58%),
and transportation for participants to and from treatment services (57%). State funds are
allocated primarily for court staff wages (87%), mental health services (81%), operational
costs (78%), transportation for participants to and from treatment services (76%), MAT
services (71%), and incentives (57%). Related to staff training, statewide PSC conferences
are the only required training for staff (64%). Other optional well-known trainings include:
1) Substance Abuse and Mental Health Services Administration (SAMHSA) webinars
(91%), 2) National Association of Drug Court Professionals (NADCP) annual conference
(82%), 3) National Drug Court Institute (NDCI) in-person trainings (73%), 4) MAT
community PSC sessions (64%), NDCI online learning (64%), 5) certified MAT advocate
training through the American Association for the Treatment of Opioid Dependence
(AATOD) (55%), and 6) state-run technical assistance provider training (54%).

Local PSCs were in the Southern (46%), Western (25%), Midwestern (22%), and
Northeastern (7%) regions of the United States. Local court coordinators oversee mostly
(93%) substance use specific courts (e.g., adult drug, opioid, DUI/DWI, hybrid, and co-
occurring disorders courts), while the remaining 7% of non-substance use courts target other
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populations (e.g., reentry, veteran’s treatment, family dependency, and mental health only
courts). Notably, 62% of coordinators oversee only one court and 38% of coordinators
oversee more than one court: two courts (20%); three courts (11%); four courts (5%); five
courts (2%); six or seven courts (less than 1%). On average, local courts have 11 staff
positions and the participant to staff ratio is eight to 1. The average number of participants
per surveyed court was 56 participants.

On average, local court coordinators reported that 90% of local PSC participants were
Non-Hispanic or Latino, 77% were white, and 63% were men. Over a third (39%) of local
PSCs excluded participants with a prior violent conviction, while 5% of courts excluded
participants who used pain medication for chronic disorders/diseases. Overall, more than
half (59%) of courts report one or more exclusion criteria for determining participants’
eligibility; the others did not identify eligibility criteria (41%). More than two-thirds (71%)
of respondents report that, on average, it takes 16 months or more to complete the PSC
process, 29% did not have this information. On average, coordinators report that 41%

of participants successfully graduated from PSC programs; however, about a third of the
coordinators (37%) did not provide this information.

Local coordinators also identified the factors that affect participants’ ability to engage in
their prescribed treatment program used by the PSC. Almost 59% of court coordinators
indicated that at least one of the following factors impacted participation: (1) transportation
availability and costs (32%); (2) maintaining a job (15%); (3) medical condition/physical
health status (15%); (4) social support from family (15%); (5) frequency of court hearings/
treatment sessions (9%); (6) health insurance coverage (8%); and (7) waiting time to receive
treatment (6%).

Medication-Assisted Treatment (MAT) Services and Participant Characteristics

State Coordinators.—A high percentage (81%) of state coordinators did not provide
information on the number of court participants statewide who were receiving MAT since
they did not have that information. From the eight state coordinators who responded to this
survey item, an average of 228 PSC participants are receiving MAT services. From the eight
coordinators who provided this information, an average of 262 participants per state have an
OUD. Lastly, 56% of state coordinators are unaware of the number of participants statewide
with a SUD. Based on 19 state coordinators respondents, there were on average 1,640 PSC
participants per state who had a SUD.

Local Court Coordinators.—Only 2% of respondents indicate that their courts support
participants to use all eight types of available MAT for OUD or alcohol use disorders. As
shown in Table 2, the most commonly available medications include Naltrexone/Vivitrol
(56%), Buprenorphine (50%), and Methadone (36%).

In general, 63% of local PSCs authorized six to nine behavioral health therapy treatment
options and 62% authorize four to seven mental health treatment options. Coordinators
prefer individual counseling (21%) and group therapy (19%) as treatment methods for
addressing participants’ mental health related problems, while individual counseling (15%)
and 12-Step Programs (14%) are the most preferred treatment methods for substance
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use related problems. Coordinators reported that their least preferred treatment option
is Mindfulness Stress Reduction (MSR) (12% for mental health disorders and 8% for
substance use disorders).

Bivariate Analyses

Medication-Assisted Treatment (MAT) Availability Compared Across Courts.—
Table 3 displays the statistically significant associations between the presence of Medicaid
expansion in states, the availability of specific types of MAT medications, and the expected
size of the provider community for each type of medication.

Modeling Medication-Assisted Treatment (MAT) Use and Number of Participants on MAT

Generalized linear mixed models (GLMM) (Stroup, 1999; Littell et al. 2006) were used

to analyze the likelihood of a given court authorizing each of the three FDA approved

MATSs and the number of participants receiving MAT. To analyze the likelihood of a court
supporting use of each MAT, binary logistic regressions were used and to analyze the
number of participants receiving MAT, a Poisson regression was used. In both cases, data
were structured hierarchically, where local data (level 1; survey responses from individual
courts) were nested within county data (level 2; data gathered from 2016 National Center for
Health Statistics (NCHS), see Rossen et al., 2020) which were nested within state data (level
3; survey responses from state coordinators and 2016 NCHS data). In the case of the Poisson
regression, only courts that authorized MAT were included in the analysis and an offset
variable was included to control for the size of the court. Models were constructed in an
exploratory, iterative fashion where a set of hypothesized predictors were added one-by-one
based on hypothesized importance. The resulting final models included all predictors both
significant and non-significant.

The predictor variables included in the iterative model building procedure are summarized
in the methods section and the Appendix (see Table Al and Table A3). County level

data on opioid overdose mortality rates were largely missing, therefore the study used the
overall drug overdose mortality as a predictor. Ultimately, when the percent of the county
population that was opioid dependent was included in the MAT models, they failed to
converge. Thus, the percent of the county population with an opioid use disorder does not
appear as a predictor in the final models of supporting the use of MAT. The buprenorphine
patient capacity rate was converted from ‘per 100k population’ to ‘per 1k population’
because the scale of the original variable was an order of magnitude larger than other
predictors which caused problems with parameter estimations.

Results of the final models are summarized in Table 3 and 4. County level MAT availability
was a significant predictor of the likelihood of that MAT was being offered by a local court.
Each additional methadone clinic and naltrexone provider per 100,000 population increased
the likelihood of a court offering each MAT by 65% and 17% respectively. Likewise, each
additional buprenorphine patient capacity per 1,000 population was associated with an 8%
increase in the likelihood of a court utilizing buprenorphine. However, given the different
ways that bupre-norphine treatment can be provided, we repeated the buprenorphine model
substituting patient capacity per 1,000 population with another measure of availability to
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test the strength of our findings. Buprenorphine providers per 100,000 population replaced
patient capacity. In this model, there was no significant effect of per capita buprenorphine
providers on the likelihood of a given court utilizing buprenorphine (6= 0.12, OR=1.12,
SE=0.070, z=1.68, p=0.092). Being in a Medicaid expansion state was found to

be a significant predictor of local courts offering buprenorphine and methadone but not
naltrexone (see Table 5). Courts located in a Medicaid expansion state were twice as likely
to offer buprenorphine (OR = 2.01) and almost three times as likely to offer methadone (OR
= 2.86) as courts located in states without Medicaid expansion. Adult drug courts were 1.83
times as likely to offer naltrexone as other court types, but there was no relationship between
court type and the likelihood of offering buprenorphine or methadone. State mandates
regarding the types of treatment services to be provided were associated with increased
likelihood of courts offering methadone (OR = 0.58), but not buprenorphine or naltrexone
(p=10.066). In courts, where there was a perception that MAT was just ‘substituting one
drug for another,” all three MATs were significantly less likely to be offered. Participant
interest in MAT (based on the responding coordinator) was found to be unrelated to whether
or not a court was likely to offer MAT and was removed from the final models to prevent
over-specification and convergence issues from arising.

For courts that offer MAT (see Table 5), MAT utilization amongst participants was
significantly associated with the county’s overdose mortality rate. Each 1 unit increase

in county’s mortality rate (i.e., deaths per 100,000 people) predicted a 2% increase in

MAT utilization. State mandates requiring eligibility criteria for participation in PSCs were
significantly associated with reduced MAT usage. Courts located in states that mandated
eligibility requirements to be in the PSC are predicted to have half the rate of MAT
utilization (Incidence Rate Ratio (IRR) = 0.51). Lastly, the degree to which participants

had the option to choose which MAT they would like to receive was significantly associated
with MAT uptake.

Discussion

PSCs were designed to address the unique needs of people with substance use disorders in
the justice system. The treatment-testing-status hearing (designed to adjust services based on
progress) equipped the justice system with a judicial led process to advance treatment-and-
justice outcomes. The expectation was that PSCs would rapidly incorporate new innovations,
particularly for treatment services. This includes medications for opioid use disorders and
alcohol disorders along with traditional behavioral health treatment services. This study
illustrates that both state and local PSC coordinators are in the early stage of adopting
medications. Funding is available, but coordinators sometimes expressed concerns that

the medications were just substituting one drug for another. PSCs are reluctant to adopt
medications and only about half of the courts are open to supporting the use of at least one
medication for treating opioid use disorders. Overall, court coordinators reveal that they lack
knowledge about medications, and even more so lack confidence that the medications are
effective in curbing substance abuse and/or recidivism.

This study found that of MAT usage was associated with the availability of funding
for MAT in PSCs and the availability of providers and/or facilities that provide MAT.
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Coordinators’ willingness to authorize MAT was also associated with knowledge and
interest in medications. When coordinators have perceptions that MAT is merely a substitute
for illicit drugs, then the court is less likely to authorize MAT (Andraka-Christou & Atkins,
2020; Fendrich & LeBel, 2019; Matusow et al., 2013; Richard et al., 2020). Medicaid
expansion impacts the number of patients that receive medications and the number of
qualified providers and clinics (Maclean & Saloner 2019; Abraham et al., 2021). This study
found that increasing the uptake of MAT could be affected by Medicaid expansion, the
regulations that expand where MAT is offered, and who can provide MAT. State mandated
eligibility criteria to participate in PSC were negatively associated with increased participant
utilization of MAT. It also identified that a barrier to utilization of MAT was the attitude of
coordinators regarding the perception that MAT is just substituting one drug for another.

This national survey of PSCs was challenging to conduct and revealed that the courts lack
infrastructure to understand the participants’ needs and service provision. The challenges
we encountered included defining a PSC and obtaining a valid list of PSCs and their
coordinators. Such a list is not maintained at the national level, and many states do not have
this information or were not willing to share the information. Further, the hierarchical nature
of PSCs, where a state coordinator provides approval for study participation, is a further
barrier. In the end, 13 state coordinators did not provide permission to sample specific
courts but allowed for the survey to be administered to all courts in their state; six state
coordinators did not provide a list of their courts—this resulted in the study design needing
to be modified based on the state coordinator. In 28 states, the study team dispensed the
online survey link to only a few courts and in 13 states the state coordinator sent the link

to all courts in the state. This resulted in obtaining responses from 849 courts which we
found to be similar to the original 402 surveys from target courts. We assessed whether the
additional courts had an impact on our two dependent outcomes—adopt MAT and use MAT
for participants in the courts—and it did not.

Survey responses reveal that most PSCs lacked infrastructure to understand the participants’
needs and service provisions. At the state coordinator level, few states had access to
information on participants who were using MATS. The high percentage of missing
responses to particular items among state coordinators might be the result of a lack of
information at the state level about the participant characteristics in local PSCs and suggests
a disconnect in communications and information sharing between state coordinators and the
local level courts they oversee. Just as surprising were the number of state coordinators who
did not have information on the number and type of participants in PSCs across the state,

as well as more detailed data on the services provided. State coordinators are an important
gateway, but they may not have access to the data on their states’ local courts that would be
useful for describing the system, understanding performance, or assessing the effectiveness
of policies and practices. At the local level, coordinators could not easily describe or may
not have had access to characteristics of participants and services. Taken together, it is
apparent that PSC coordinators at both levels need more support to better use data to manage
the courts and advance PSC services. Given that 40% of the local coordinators manage more
than one court, more attention is needed to identify performances for each type of special
populations.
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Not surprisingly, the importance of funding for MAT (and other treatment services)

and regulations around licensing of providers and facilities cannot be overestimated.
Medicaid expansion was associated with whether local PSC coordinators support the use

of buprenorphine or methadone treatment in specialized courts. Similarly, there was an
association between community availability of treatment providers and the likelihood of
local PSCs utilizing MAT. However, this finding is sensitive to how availability was assessed
in the case of buprenorphine. While this current survey did not provide insight into exactly
how PSCs administered MAT, many coordinators indicate that this is often the prerogative
of the treatment provider to offer MAT and/or work with medical personnel to do so. More
research is needed on how treatment agencies and/or medical providers are integrated into
PSCs. Future work is also needed on the knowledge and opinions of PSC coordinators about
MAT—the lack of knowledge about each medication and uncertainty about the effectiveness
of the medications was striking and illustrated that efforts by national and state associations
to educate coordinators need to be enhanced.

Implications for Policy and Practice

Limitations

This study has important implications for policymakers and practitioners. Policymakers at
the county, state, and national level must consider how MAT services are impacted by
funding, coordinator perceptions, and PSC operations. First, MAT uptake and utilization
are associated with whether state policies mandate the use of certain behavioral health
treatments and participant eligibility criteria, respectively. The more mandates for treatment
services and the more participant eligibility factors, the less likely the courts are to

offer and use MAT. Integrated policies are needed to facilitate MAT utilization in PSCs
(Taxman, 2018). For nearly 30 years, federal regulations have prevented federal funding for
individuals convicted of violent offenses (which have not been well-defined) to participate
in PSCs. These types of requirements are counterproductive to expanding participation in
PSCs, which can provide alternatives to incarceration and linkage to treatment for substance
use disorders, including MAT among other services.

The study revealed that PSCs may benefit from more support to expand MAT use, including
expanding the pool of treatment providers that can offer the medications in a given
jurisdiction. Many courts have adopted MAT, but it is unclear to what extent courts are

using medications to treat participants with SUDs. Missing data rates on MAT usage by
court participants illustrates that courts need assistance in documenting the MAT provided to
individuals that are served by PSCs. A need exists to ensure that there is equitable access to
MAT and other services by all court participants, especially those with diagnosed substance
use disorders. Further work is needed to understand which participants are offered MAT, and
which ones are not, and the barriers to uptake of MAT for individuals with OUD. A related
issue is to better understand how to destigmatize the use of MAT for participants who could
benefit from medication.

While this nationally representative study advances MAT stakeholders’ understanding and
practices of MAT utilization within PSCs, it has several limitations. First, similar to
Matusow and colleagues (2013), our survey collected self-reported data on MAT utilization
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(Matusow et al., 2013). Therefore, the survey data provides stakeholder-based estimates

of courts’ current MAT usage. Furthermore, the self-reported data is limited to court
coordinators’ perspectives and may not account for other court personnel’s perspectives
that could reveal variation in MAT attitudes. Given the cross-sectional nature of this survey,
we are unable to draw strong conclusions about causality or directionality of the associations
revealed by our statistical models. Instead, the results presented in this paper are meant to
gauge the current state of PSCs and generate hypotheses for future research. In particular,
our findings related to the availability of buprenorphine treatment in the community and its
association with PSCs’ likelihood of utilizing buprenorphine are limited by the fact that this
association is sensitive to the specific measure of availability being used. While the findings
indicate that the number of qualified providers may facilitate utilization, more research is
needed to identify whether these providers are independent or part of clinics.

Furthermore, Medicaid expansion may be driving local availability of MAT in the
community and our analyses did not account for potential mediation, as this is outside

the scope of this paper. Structural equation models are better suited to testing potential
mediating relationships and establishing causal pathways and should be explored in future
research. To address these limitations, future nationwide surveys should triangulate data
through the analysis of other sources (e.g., court administrative records) and examine
different types of court personnel’s perceptions (e.g., judges, treatment staff) within courts.

To broaden the scope of the current research, future studies should: (1) quantitatively study
available treatment options in lieu of MAT within juvenile courts; (2) conduct survey-based
research with Native American courts on their MAT utilization policies and practices; (3)
include qualitative interviews with PSC participants to capture their experiences with MAT
usage; and (4) analyze participants’ post-PSC discharge or completion outcomes (e.g.,
recidivism) using administrative data.

Conclusion

Funding

These findings provide important insights on how PSCs function as complex systems that
are simultaneously shaped by state-, county-, and local-level factors that impact how courts
are able to implement MAT for their participants with OUD and SUDs. Adoption and use
of treatment innovations like MAT are affected by coordinators’ perceptions of MAT as
well as structural factors affecting availability of the medications in the community and
funding resources. Future MAT utilization research within PSCs, and other justice settings,
is necessary to better understand how such settings may improve and expand upon their
MAT services to better serve socioeconomically diverse participants with acute OUD and
SUDs. A better understanding of how PSCs can improve their operations in support of MAT
is needed, including how to facilitate institutional support for use of MAT.

The author disclosed receipt of the following financial support for the research, authorship, and/or publication of
this article: This work was supported by the National Institute on Drug Abuse (R01DA043476, Pl Gordon).

APPENDIX

J Drug Issues. Author manuscript; available in PMC 2024 January 04.



Page 17

Farago et al.

(suoi1do a/qejiene Jo suoIRUIqIOD JYI0) ZT O} PalIdfas

auop,) ¢ ebuel) wejdwi auydiouasdng pue ‘uondsiul suiydiouasdng ‘asngeiuyy/weliynsip ‘suopeyaw ‘ayesosdwede ‘sjjid surydiouaidng ‘suoxofeN
Jautydiouaidng ‘JosnaiA/aUOXaIIeN :suondo BuIMoj|o) 8yl U0 paseq Wayl 40 SUOITeUIqUIOD SNOLIBA pue SBULIBlo |W/IAl 40 sadAl 10unsIp oy papod
(suoiido a/qejrene Jo suolieuIqLIOD 18YI0) OT 01 (Pa12318s auop) 0 :abuel) (YSIN)

uononpal ssas ssaunypuiw ‘(19qa) Adesayl [edoineyaqg a139afelp ‘(190) Adesays jesoineyaq annubod ‘(1IA1) Buimaiaiaiul [euoiieAiow ‘Burjasunod
[enpiaipul ‘Adesayy dnois) :suondo Buimol|os ay) Uo paseq Wyl JO SUOITRUIGLIOD SNOLIBA pue sBuIayo Juawieas) Jo sadAl 10unsip 10} papod

(suondo ajqe|rene Jo suoleUIqWOI JaYl0) OT 01 (pa1ds)as auoN) 0 :abuel) (dHIA) uonuanaid asdejal ssaujnypuiw
pue ‘(YSIN) uonanpal ssaais ssaunypuiw ‘(1) Buimaialgiul feuonreAnow ‘(1g90) Adesayl [esoineyaq anniubod ‘Adesayy dnosb ‘Buijasunod
[enpiAipul ‘dais-zT ‘1IN :suondo Buimojjoy ayr uo paseq Wayl J0 SUOITeUIGUIOD SNOLIBA pue sBULIaLo JuawIeal} Jo sadAl 10unsIp 1oy papod

Pa103]8s eLIAIO A[IgIBI8 UsAss = / {palda]as eLia)lid AljIqibija XIS = 9 ‘pa1da|as elIalLId ANIqIBIIe Al = G {palds|as BlIsllIO
Anpiqibiys Inoy =  {pa1oa)as elslld AjIqibI8 88y} = € ‘pajda|as eLaIId ANjIqibija oMl = z ‘palas|as elaId ANIgIBife suo = T ‘asuodsal ON = 0

SUOITeUIqUIOD
JBYI0 = G ‘UONIIAUOD AUO|3} JUB|OIA Joud + JBYIO = P ‘AJUO JBYIO € ‘UOIIIAUOD AUO|S) JUBJOIA IOl = Z ‘Spawl ured sasn = T ‘Palas|as sUON = Q

SIeaA 2I0W IO 7 = 7 ‘SS9| IO SIRBA € = T
11n09 Jo sadA} 10w 10 N0} = 7 1UN09 J0 sadA) 8aiyy = € 1N09 Jo sadA) om] = g 1Nnod Jo adA) auo = T ‘asuodsal ON = 0
14n09 Jad sabpnr/unod Jad syuedioned Jo Jaquinu [e10]

14n09 Jad Je1s Jo Jaquuinu Je10] 44nod Jad syuedionued Jo Jaquinu [e1o]

uno? Bnig yum uolreUIgIOD Ul UN0D YijesH
[eIUBAl pUR ‘|AMA/ING ‘Bnid B sem 1Nnod J1 SSA = 0 Se PapoDd
AJuo yieaH [ewus|n pue ‘Kouspuadaq AjiweS ‘Aiussy

“JuaWIeal] S,URI3)3/ B SEM LN0D JI ON = ( Se Papo)d)

80IAIBS 1IN JO S/WIO} B|qe[Ieny

yijeay [ejusw oy pamoj|e
suondo juswieal Jo adAl pue (Junod) JaquinN

asn 8ouBlISqNS 10} pamo|e
suondo juswieal Jo adAl pue (Junod) JaquinN
Aqigibija Areuoisnjoxa 4o JaquinN
eLR10 ANNigibi3
Areuoisnjox3

uolzedid11ied 1N0D J9aye Jey) 101084
8ouaLIadxy
3I0M ,S107eUIPI00D
a1} BUO 1B U3ISIBAO0 SLIN0I JO JaquINN
olres abpnl 01 syuedionied
ol3eJ Jeis 01 uedioied

SONISIIBIORIRYD JRIS

1N0Y asn aduelsgns

1IN0 (asn 8ourlsgns-uou “*a'1) JBYIO

adA) uno)

aweyos Bulpod

CITCINETEITERY

"S9|CRLIBA [9A3]-LIN0D J0J SAINSESIA [eUONIPPY

TV alqeL

; available in PMC 2024 January 04.

J Drug Issues. Author manuscript

Author Manuscript Author Manuscript Author Manuscript

Author Manuscript



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

Farago et al.

Page 18

Table A2

Additional Measures For State-Level Variables.

Variable Name

Coding Scheme

Availability of medicaid expansion policy 0= No; 1 = Yes

Regional location of courts

1 = Midwest; 2 = Northeast; 3 = South; 4 = West

Table A3

Additional Measures for Variables GLMM Model Variables.

Variable Name

Data Source or Coding Scheme

State mandates the types of treatment
programs and services used

State mandates MAT training for court

staff

0=No; 1=Yes

0=No; 1=Yes

State mandates eligibility criteria to admit 0= No; 1 = Yes

participants to PSC

Percent of population that is opioid

dependent

Data on the opioid dependent population came from the substance abuse
and mental health services administration (SAMHSA) extracted from the
2014 national survey on drug use and health (NSDUH)

Drug overdose mortality rate (deaths/100k  Data on drug overdose mortality rates came from the 2016 wave of

pop.)

the national drug poisoning mortality: United States, 1999-2018 survey
conducted by the centers for disease control (CDC)

Table A4

Measures of Study Variables Reported for Descriptive Results.

Variables

Measuresfor recoded and computed variables

State survey variables

Medicaid expansion
state

Region where court is
located

Local survey variables

Medicaid expansion in
state

Types of local PSCs

Number of courts
overseen at one time

Staff characteristics

Participants to staff
ratio

Participants to judge
ratio

Respondent
demographics and work
experience

Race

0=No; 1= Yes

1 = Midwest; 2 = Northeast; 3 = South; 4 = West

0=No; 1=Yes

1 = Substance use courts (Drug, DUI/DWI, and Mental Health Court in Combination with
Drug Court); 2 = Other courts (Veteran’s Treatment, Reentry, Family Dependency, and
Mental Health only)

0 = No response; 1 = One type of court; 2 = Two types of court; 3 = Three types of court;
4 = Four or more types of court

Total number of participants per court/Total number of staff per court

Total number of participants per court/Judges per court

1 = White; 2 = Non-white
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Variables Measuresfor recoded and computed variables
Ethnicity 1 = Hispanic or Latino; 2 =Not Hispanic or Latino
Age 1 =2510 34 years old; 2 = 35 to 44 years old; 3 = 45 to 54 years old; 4 = 55 or older

Educational attainment
Gender

Work experience as a
coordinator

Average PSC
completion time

Factors that affect court
participation

Cost related

Exclusionary eligibility
criteria

Number of
exclusionary eligibility
criteria selected

Treatment options offered
Substance use

Number of substance
use treatment options
allowed

Mental health

Number of mental
health treatment options
allowed

MAT service options

1 = Bachelor’s Degree; 2 = Graduate/Professional Degree; 3 = Other
1 = Men; 2 = Women

1 =3 years or less; 2 = 4 or more years

1 =15 months or less; 2 = 16 to 19; 3 = 20 months or more

0 = Unrelated to cost; 1 = Related to cost

0 = None selected; 1 = Uses pain meds; 2 = Prior violent felony conviction; 3 Other only;
4 = Other + prior violent felony conviction; 5 = Other combinations

0 = No response; 1 = One eligibility criteria selected; 2 = Two eligibility criteria selected;
3 = Three eligibility criteria selected; 4 = Four eligibility criteria selected; 5 = Five
eligibility criteria selected; 6 = Six eligibility criteria selected; 7 = Seven eligibility criteria
selected

0 = None selected; 1 = MAT,12-step, individual counseling, group therapy, and Cognitive
Behavioral Therapy (CBT); 2 = Motivational Interviewing (M), MAT, 12-step, individual
counseling, and CBT; 3 = MI, MAT, 12-step, individual counseling, group therapy, and
CBT 4 = Mindfulness Stress Reduction (MSR), MI, MAT, 12-step, individual counseling,
group therapy, and CBT; 5 = Mindfulness Relapse Prevention (MRP), MAT, 12-step,
individual counseling, group therapy, and CBT; 6 = MRP, MI, MAT, 12-step, individual
counseling, group therapy, & CBT 7 = MRP, MSR, MAT, 12-step, individual counseling,
group therapy, and CBT; 8 = MRP, MSR, MI, MAT, 12-step, individual counseling, group
therapy, and CBT; 9 = Other, MRP, MSR, MI, MAT, 12-step, individual counseling, group
therapy, and CBT;10 = Other combinations

0 = No response; 1 = One substance use treatment option selected; 2 = Two substance
use treatment options selected; 3 = Three substance use treatment options selected; 4 =
Four substance use treatment options selected; 5 = Five substance use treatment options
selected; 6 = Six substance use treatment options selected; 7 = Seven substance use
treatment options

0 = None selected; 1 = Group therapy and individual counseling; 2 = Cognitive Behavioral
Therapy (CBT), group therapy, and individual counseling; 3 = CBT, group therapy,
individual counseling, and Motivational Interviewing (MI); 4 = CBT, Dialectic Behavioral
Therapy (DBT), group therapy, individual counseling, and MI; 5 = CBT, group therapy,
individual counseling, and Mindfulness Stress Reduction (MSR); 6 = CBT, DBT, group
therapy, individual counseling, and MSR; 7 = CBT, group therapy, individual counseling,
MI, and MSR; 8 = CBT, DBT, group therapy, individual counseling, Ml, & MSR; 9

= CBT, DBT, group therapy, individual counseling, MI, MSR, and other; 10 = Other
combinations

0 = No response; 1 = One mental health treatment option selected; 2 = Two mental

health treatment options selected; 3 = Three mental health treatment options selected;

4 = Four mental health treatment options selected; 5 = Five mental health treatment
options selected; 6 = Six mental health treatment options selected; 7 = Seven mental health
treatment options selected

0 = None selected; 1 = Naltrexone/Vivitrol; 2 = Naltrexone/Vivitrol and Buprenorphine/
Naloxone; 3 = Naltrexone/Vivitrol, Buprenorphine pills, and Acamprosate; 4 =
Naltrexone/Vivitrol, Methadone, and Buprenorphine implant; 5 = Naltrexone/Vivitrol,
Methadone, and Buprenorphine pills; 6 = Naltrexone/Vivitrol, Methadone, Buprenorphine
pills, and Buprenorphine/Naloxone; 7 = Naltrexone/Vivitrol, Methadone, Buprenorphine
pills, Buprenorphine/Naloxone, and Buprenorphine Injections; 8 = Naltrexone/Vivitrol,
Methadone, Disulfiram/Antabuse, Buprenorphine pills, and Buprenorphine/Naloxone;

9 = Naltrexone/Vivitrol, Methadone, Disulfiram/Antabuse, Buprenorphine pills,
Buprenorphine/Naloxone, and Acamprosate; 10 = Naltrexone/Vivitrol, Methadone,
Disulfiram/Antabuse, Buprenorphine pills, Buprenorphine injection, and Buprenorphine/
Naloxone; 11 = All eight selected; 12 = Other combinations
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Table 1.
Variables used in GLMM Models.
COUK/} AOTffers Par'\lt?(;n pljaitgfl?cég;(/ting

MAT
Predictors Level Level
Medicaid expansion state (Yes = 1; 0 = No) State (3) State (3)
State mandates the types of treatment programs and services used (1 = Yes; 0 = No) State (3) n/a
State mandates MAT training for court staff (1 = Yes; 0 = No) n/a State (3)
State mandates eligibility criteria to admit participants to PSC (1 = Yes; 0 = No) nla State (3)
Percent of population that is opioid dependent County (2) County (2)
Drug overdose mortality rate (deaths/100k pop) County (2) County (2)
Buprenorphine patient capacity (patient limit/1k pop) County (2) n/a
Methadone providers (providers/100k pop.) County (2) n/a
Naltrexone providers (providers/100k pop.) County (2) nla
PSC type (substance use = 1; other = 0) Court (1) Court (1)
There is a perception in the court that MAT is “just substituting one drug for another*@ ~ Court (1) nfa
“Most participants in our court are not interested in MAT services”? Court (1) nfa
PSC participants are given a choice over which MAT to receive? n/a Court (1)

n/a refers to not applicable, denoting variables that were not included in that particular model.
Note. See Table A3 in the Appendix for additional information on these variables.
5(1—4; Strongly Disagree, Disagree, Agree, Strongly Agree).

b(1—4; Never, Sometimes, Frequently, Always).
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Table 2.

Descriptive Statistics for Main Study Variables. State surveys (n=42) Local surveys (/7= 849).

State Survey Local Survey
n % or Mean n % or Mean

Variables (indicates % able to answer this question) —
Mean number of courts in state (100%) 42 67 nfa nla
Mean number of PSC participants (60%, 70%) 26 2,658 587 77
Mean time to PSC graduation (100% both groups) —

under 20 months nfa nfa 668 63%

over 20 months nla nla 668 37%
Mean number of courts offering MAT WE nla 568 86%

Court offers buprenorphine n/a nla 428  50%

Court offers methadone nla nla 306 36%

Court offers naltrexone WE nla 479  56%

Mean PSC graduation rate n/a nla 535 41%

Medicaid expansion state 43 2% 849 62%
Court types coordinated —

Adult drug 42 98% 849 3%

Mental health 42 93% 849 6%

Veteran’s treatment 42 93% 849 5%

Family dependency 42 86% 849 7%

DUI/DWI 42 84% 849 5%

Coordinated multiple types of courts WE nla 849  40%
Sources of funding for operational costs —

Federal 41 70% nla nla

State 41 91% nla nla

Local 41 2% nfa nla

Participant fees 41 67% nla nla

Other (i.e., foundation money and 501(c) (3)) incentives) 41 9% nla nla
Staffing of PSC —

Average size n/a n/a 644 11

Average participants to staff ratio (64%) WE nla 553 81
Average length in position —

3 years or less n/a n/a 815 39%

4 or more years WE nla 815 61%
Characteristics of PSC participants (50%, 50%) —_

White 14 76% 419 79%

Men 14 66% 446 63%

Non-hispanic or latino 12 85% 326 91%

Note. Sample size reflects the number of available cases from the full sample of 849.
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Chi-Square Test Results For Availability Of MAT By Medicaid Expansion States.

Medicaid Expansion State

Yes No n

Dependent variables —

Buprenorphine/Naloxone film strips 7005 * 30% 520
Buprenorphine injections 73% % 21% 520
Buprenorphine pills 70% % 30% 520
Disulfiram/Antabuse 7806 22% 520
Methadone 719% % 29% 520
Naltrexone/Vivitrol 67% 33% 520

*
£<.05

*ok
p<.01

HokAk

p<.001.
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Table 4.

Regression Results for Courts Authorizing Different Types of MAT.

Page 27

Odds
Outcome Predictor Level b Ratio SE z p
Court offers buprenorphine 7= 509 courts  Intercept — 1.80 — 0.45 403 <0.001
MAT substitutes one drug for another  Court -0.77 046 016 -4.97 <0.001
Buprenorphine patient capacity/1k County  0.081 1.08 0019 420 <0.001
Medicaid expansion State 0.70 201 0.27 2.62 <0.01
Court offers methadone 7= 509 courts Intercept — 0.85 — 0.42 2.01 0.045
Court type Court -0.051 095 0.26 -0.20 0.84
MAT substitutes one drug for another ~ Court -0.61 054 0.14 -4.48 <0.001
Methadone providers/100k County  0.50 165 0.16 3.17 <0.01
Medicaid expansion State 1.05 286 0.29 3.62 <0.001
State mandates types of services State -0.55 0.58 0.26 -2.08 0.038
Court offers naltrexone 1= 509 courts Intercept — 1.38 — 0.56 2.45 0.014
Court type Court 0.60 183 0.30 2.00 0.045
MAT substitutes one drug for another ~ Court -0.33 0.72 0.15 -2.15 0.031
Naltrexone providers/100k County  0.16 117 0055 2091 <0.01
Medicaid expansion State 0.50 165 0.39 1.28 0.20
State mandates types of services State -0.68 051 037 -1.84 0.066
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Incidence Rate

Outcome Predictor Level b Ratio SE z p
Number of participants receiving MAT n= 291 Intercept — -3.08 — 0.34 -9.19 <0.001
courts Court type Court 0.037 1.04 0.11 0.34 0.73
Offer MAT choice Court 0.28 1.33 0.054 526 <0.001
Drug overdose County 0.020 1.02 0.01 2.82 <0.01
mortality rate/100k
Medicaid expansion State 021 124 0.25 0.85 0.40
State mandates State -0.68 0.51 0.23 -290 <0.01

eligibility criteria
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