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Executive Summary

Massachusetts faces an opioid and substance abuse crisis at the same time the U.S. and
Massachusetts have some of highest rates of incarceration in the world. This issue brief examines
the problem and economic costs and consequences of untreated substance abuse. It examines the
benefits of expanding access to treatment in the community, at arrest and initial detention, within
the courts, within jails and prisons, at re-entry and under community supervision, with the intent
to reduce substance abuse, incarceration and recidivism and thereby improve health and public
safety. The report recommends (1) implementing a pre-arrest program to divert low-level drug
offenders to treatment, (2) enhancing and expanding specialty courts throughout the state, (3)
increasing access to medication-assisted treatment (MAT), and (4) expanding a Medicaid
enrollment program in DOC and HOC facilities to improve access to healthcare services
immediately upon release. To facilitate change and judicious invest of resources, it also
recommends instating governance structures to coordinate efforts between health and criminal
justice organizations within the Executive, Legislative and Judiciary branches of government.

Massachusetts’ Opioid Epidemic

Overdoses and deaths due to opioid use have surged since the introduction of OxyContin and
other opioid prescriptions. The Massachusetts Department of Public Health (2015) estimates 1,256
deaths in 2014 due to opioid use. Since 2005, the number of deaths due to unintentional opioid
overdoses exceed those due to motor vehicles (MDPH, 2014). In 2014 Governor Patrick declared a
public health epidemic and in 2015 Governor Baker’s Opioid Working Group delivered a far
reaching strategic plan with over 65 recommendations to combat the problem.
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Substance Abuse Treatment Need and its Relationship to Crime and Incarceration

While opioid use is growing with devastating consequences, misuse of alcohol and other
substances continue to plague the Commonwealth (SAMHSA, 2013). At the same time,
Massachusetts lacks sufficient treatment capacity to meet demand. Despite a comprehensive
continuum of substance use disorder treatment services, consumers face challenges in accessing
services, particularly for acute care, step down and long-term residential beds (CHIA, 2015). We
estimate a gap of 726 step down beds given that the current capacity can only serve 17% of the
3,500 people leaving acute treatment services (ATS) each month (CHIA, 2015). These challenges
are exacerbated for racial and ethnic minorities and women (Cook & Alegria, 2011). Access to
treatment barriers also exist within jails and prisons, where the absence of a continuum of care
complicates re-entry and may add to recidivism (Mumola and Karberg, 2007).

The link between access to treatment and reduced engagement with the criminal justice system is
clear. People with substance use disorders who lack treatment have more contact with the
criminal justice system. Chronic drug users engage in crime 30% more than non-drug users (French
et al., 2000). Racial and ethnic minorities and women are at greatest risk due to disparities in
treatment access and incarceration (Cook and Alegria, 2011; Honig, 2015). Drug laws that have
been in place for more than twenty years result in high levels of incarceration (Drug Policy
Alliance, 2015). Massachusetts had 11,308 individuals in state and federal prisons in 2012, 10,326
individuals held in local jails on an average day in 2011 and 70,800 individuals under community
supervision in 2012 (Gates et al., 2014). With incarcerations costs over $53,000 per year, the 1,564
inmates convicted of drug offenses cost Massachusetts $83.0 million per year (MA DOC, 2014; MA
EOPSS, 2014).

While drug use is similar or higher for Whites, incarceration disproportionately affects Blacks and
Latinos. In Massachusetts, Blacks and Latinos represent 15% of the population yet account for 33%
of convictions and 72% of convictions for mandatory drug offenses (Massachusetts Sentencing
Commission, 2012). Although many more males are incarcerated, and at a higher rate than
females (Carson, 2014), women who are incarcerated in jails have been identified as the “fastest
growing corrections population” since 2010 (Glaze & Kaeble, 2014, p.1). Further, female inmates
have more mental health and substance use problems (James & Glaze, 2006; Karberg & James,
2005). Despite these differences, women in Massachusetts who have been placed in confinement
for court-ordered treatment due to a substance use problem have had less access to treatment
than men in the system.

Involvement in the criminal justice system, particularly incarceration, reduces employment
opportunities, decreases wages and impacts the racial/ethnic wage gap, damages family
relationships and functioning, and impairs communities (Clear, 2007; Western, 2002). Substance
misuse and dependence result in higher healthcare costs, injuries, deaths, lost productivity and
crime, all significant areas of impact for individuals, families, and the Commonwealth (Brolin et al.,
2005).



The Foundation for Change

Research has demonstrated that treatment works (Harwood et al., 2002; Belenko et al., 2005). For
every S1 invested in treatment, states save up to $7 due to reduced crime, increased productivity
and healthcare savings (Gerstein et al., 1994; Finigan, 1996). People who enter treatment due to
coercion from the criminal justice system have longer lengths of stay and similar or better
outcomes (Sherman et al., 1997; Aos et al., 2006). Conversely, the criminal justice system does not
provide a cost-effective solution for dealing with low-level drug offenders (Lengyel, 2006).

Massachusetts’ healthcare reform and the Affordable Care Act bring opportunities to expand
access to treatment within the Commonwealth, including better integration with primary and
mental health care and improved access to medication-assisted treatment.

Calls for change have come from:

The Governor’s Opioid Working Group, chaired by Marylou Sudders, Secretary of the Executive
Office of Health and Human Services, putting forth strategies and recommendations to address
the opioid epidemic.

Governor Baker who filed “An Act Relative to Substance Use Treatment, Education and
Prevention”, which would provide medical professionals with the authority to involuntarily
commit an individual for treatment for 72 hours if they pose a danger to themselves or others
(Baker, October 15, 2015).

State legislators proposing legislation to increase access to treatment, develop alternatives to
incarceration and change mandatory minimum laws and sentencing guidelines.

MassINC’s Criminal Justice Reform Coalition supporting sentencing reform, culture change,
justice reinvestment, and improved cross-system data systems.

Members of the Massachusetts judiciary, including Chief Justice Gants, in favor of sentencing
reform and the use of specialty courts to divert offenders from incarceration.

The City of Boston calling for expanded and improved substance use disorder treatment
services.

The New England Comparative Effectiveness Public Advisory Council and The Institute for
Clinical and Economic Review endorsing patient-centered opioid treatment in the community
and within the criminal justice system.

Beacon Health Options promoting a chronic care model for the treatment of opioid
dependence.

A national group of law enforcement personnel called Law Enforcement Leaders to Reduce
Crime and Incarceration advocating for alternatives to arrest and prosecution that prioritize
mental health and substance use disorder treatment.



e President Obama, the first sitting President to visit a federal penitentiary, calling for criminal
justice reform, including reductions in/elimination of mandatory minimums for non-violent
drug crimes and job training for inmates.

This broad appeal for reform, coupled with the opioid epidemic and lack of treatment capacity, as
well as with proven solutions, drives the recommendation for systems reform within
Massachusetts.

Recommendations for Immediate Changes to Increase Access to Treatment

Massachusetts should build on existing initiatives to implement immediate practice changes to
increase access to treatment. Specifically, policymakers should:

e Implement a pre-arrest program to divert low-level drug offenders to treatment rather than
booking, building on the Department of Mental Health’s Jail Diversion Program.

e Continue supporting and expanding specialty courts, including drug courts, to enhance
existing specialty courts and diffuse the model to other locations throughout the state.

e Increase access to medication-assisted treatment (MAT) within communities and at critical
intercepts along the criminal justice continuum (e.g. diversion, incarceration, re-entry).

¢ Expand implementation of a Medicaid enrollment program at multiple points of contact on
the criminal justice continuum to improve access to primary care and substance use disorder
and mental health services immediately upon release.

In all of its change efforts, partnering organizations should collect and share data to accurately
track investment and savings across the systems and to continuously improve the system. Net
savings should be reinvested to further improve the system.

Call for Systems and Culture Change

Massachusetts, the latest state to embark on a Justice Reinvestment Initiative (CSG Justice Center
Staff, October 29, 2015), has the opportunity to address the opioid epidemic, increase access to
substance use disorder treatment services for those in need, decrease incarceration for low-level
drug offenders, reduce recidivism rates overall and save millions of dollars, all while improving
public health and safety. For example, a natural study of a reduction in inmates in Hampden
County between 2008 and 2012 suggests that a 14% decrease in jail and prison pretrial and
sentenced inmates across the Commonwealth could lead to $6 million in savings each year (Jones
and Forman, 2015). Expansion of community-based treatment, treatment in jails and prisons,
alternatives to incarceration and re-entry treatment support could help the Commonwealth save
millions more. Through its Justice Reinvestment Initiative, which will reduce the growth in the
state’s prison population, Washington State expects to save $193 million in new construction costs
and $98 million in operation costs over the next six years (CSG, 2015). For Massachusetts to
achieve such broad improvements, however, we will need to change the way we do business



This systems change would build on recent efforts by the Governor, Attorney General and
Secretary of Health and Human Services. It would also build on the movement for reform within
the Executive, Legislative, and Judiciary branches of government and among local law
enforcement agencies. Such systems change would have to involve all key agencies, including the
Department of Public Health (DPH), Department of Mental Health (DMH), and the myriad of law
enforcement and criminal justice agencies, including the independently elected sheriffs and
District Attorneys. These agencies operate in multiple layers and branches of government with
varying cultures, policies and priorities. This change would require a shared mission and strategy
supported at the highest levels and diffused throughout the partnering agencies. Success requires
incorporating the expertise of providers, advocates and consumers to fully understand the
changes that are needed and the best ways to implement them.

We propose two alternative governing structures as a way to achieve this systems change. First,
the Governor could revitalize the Massachusetts Interagency Council on Substance Abuse and
Prevention. Established May 16, 2005 by Governor Romney and re-established in 2008 by
Governor Patrick, this Council:

e Oversees implementation of initiatives and programs that effectively direct the existing
resources and minimize the impact of substance misuse; and

e Develops and recommends formal policies and procedures for the coordination and efficient
utilization of programs and resources across state agencies and secretariats.

The Council is chaired by the Lieutenant Governor and includes representatives from the Executive
Office of Health and Human Services; the Executive Office of Public Safety and Security; the
Commissioner of Correction; the Chair of the Parole Board; the Commissioner of Probation; the
Commissioner of Public Health; the Commissioner of Mental Health; the Medicaid Director; the
Juvenile, Superior and District Courts; and the Legislature, as well as representatives of other
agencies and a consumer representative. Work to increase access to treatment might be
conducted by a subgroup of this larger board to facilitate more responsive action.

A second approach would be to build off of the Governor’s Opioid Working Group and transition
this group from its role in assessing the extent of the problem and recommending changes to
implementation and oversight. The Working Group could reconstitute its membership to ensure
that representatives from public health, mental health and the various criminal justice agencies
are included.

With either approach, the group would involve coordinated governance across the Executive,
Judicial and Legislative branches of government. The group would work toward systemic change
with a shared mission, coordinated response, and routine data analysis for rapid cycle
improvements using a plan, do, study, act model. The group would also report directly to the
Governor and Legislature, with input from the Judiciary, for accountability, transparency and fiscal
support. With this coordinated effort, we can change practices within and across agencies to
maximize public tax dollars and improve treatment services for people with substance use
problems. Increased access to treatment, when readily available in the community and at all levels
of contact with the criminal justice system consistently reduces arrests, days in jail and prison, and
recidivism.



Massachusetts Stands Ready for Reform

Policy makers across the Executive, Legislative and Judicial branches of government recognize the need for
and endorse significant change. We have a convergence of a significant public health problem, with proven
solutions and the political will to implement change. And we have the leadership to drive the kind of sys-
temic change that is needed. The Commonwealth could invest savings from early initiatives to fund more
comprehensive changes until we build sufficient capacity across our primary care and substance use disor-
der treatment systems, including a continuum of treatment services within jails and prisons with a link to
the community upon re-entry, to reduce substance misuse and dependence, as well as engagement in the
criminal justice system. This, in turn, would lead to healthier, safer and more productive communities with
our Commonwealth.

I. Understanding of the Problem

Massachusetts’ opioid epidemic has grabbed the attention of policy makers at every level of government,
including the Governor, Lieutenant Governor, Attorney General, Secretary of Health and Human Services,
the Legislature, the Judiciary, Secretary of Public Safety and Security, Sheriffs and local law enforcement.
Notably, the Massachusetts Department of Public Health (2015) estimates 1,256 unintentional opioid
deaths in 2014 — a rate of 18.6 deaths out of every 100,000 individuals who live in Massachusetts. This is a
251% increase from 2000 when the rate was 5.3 out of every 100,000 residents in Massachusetts, and a 6%
increase over last year alone (MDPH, 2015). The death rate from opiates has reached levels never wit-
nessed in Massachusetts, extending to 263, or 75%, of municipalities (MDPH, 2015). The problem is wide-
spread.

Concurrent with the crisis is a bottleneck in access to treatment (CHIA, 2015). Massachusetts has a compre-
hensive continuum of addiction treatment services but lacks sufficient capacity for inpatient and residential
services, including acute treatment services (ATS), continuing support services (CSS), transitional support
services (TSS) and long-term residential services (CHIA, 2015). Reports of insufficient capacity come from
consumers who repeatedly experience long wait times and providers who report operating routinely at 90%
to 100% of capacity (CHIA, 2015). Providers typically recommend that consumers move from acute treat-
ment to continuing support, yet these follow up services are only available to 17% of the consumers flowing
out of acute treatment beds (CHIA, 2015). A similar logjam occurs as consumers try to move from acute or
transitional support services to residential rehabilitation beds (CHIA, 2015). Given expansions in healthcare
coverage due to Massachusetts healthcare reform and the Affordable Care Act, Massachusetts has an op-
portunity to improve access to treatment for vulnerable populations. Appropriate treatment can also re-
duce crime and engagement with the criminal justice system. Better healthcare can lead to healthier, more
stable lives and decrease crime and recidivism, which in turn improves the health and functioning of families
and communities (Gates et al., 2014; Clear, 2007).

The link between access to substance use disorder treatment and reduced engagement with the criminal
justice system is clear. Conversely the lack of treatment leads to greater engagement with the criminal jus-
tice system, with racial and ethnic minorities and women at greatest risk due to disparities in treatment ac-
cess and incarceration (Cook and Alegria, 2011; Honig, 2015). First, denied or delayed treatment leads to
continued drug use and greater engagement in criminal activity either to support that drug use or while un-
der the influence of drugs (Collins and Lapsley, 2008). Chronic drug users engage in crime 30% more than
non-drug users (French et al., 2000). Second, as drug users come into contact with the criminal justice sys-
tem, the laws, policies and practices that have been in place for more than twenty years result in high levels
of incarceration (Drug Policy Alliance, 2015). The U.S. incarcerates 716 people for every 100,000 residents,
the highest incarceration rate in the world, and although Massachusetts’ incarceration rate is lower than
most other states (323 per 100,000 residents), it is still more than twice as high as half of the countries/
territories around the globe (Walmsley, 2013; MA DOC, 2015).
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Although the number incarcerated in Massachusetts has declined by 7% since 2012, the numbers are
pushing operational capacity and the recidivism rate remains steady and high at 41% (MA DOC, 2014).
Moreover, many more individuals are involved with the criminal justice system beyond those incarcer-
ated. Massachusetts had 11,308 individuals in state and federal prisons in 2012, 10,326 individuals held
in local jails on an average day in 2011 and 70,800 individuals under community supervision in 2012
(Gates et al., 2014).

While drug use is similar or higher for Whites', incarceration disproportionately affects Blacks and Lati-
nos both nationally and in Massachusetts. Blacks and Latinos make up 30% of the general population,
but 51% of the jail population nationally (Minton and Golinelli, 2014). Similarly in Massachusetts, we see
that Blacks and Latinos represent 15% of the population yet account for 33% of convictions and 72% of
convictions for mandatory drug offenses (Massachusetts Sentencing Commission, 2012). These dispari-
ties result from many factors including our laws (e.g., mandatory drug laws), policing strategies, and sen-
tencing disparities (e.g. between crack and powder cocaine) (Subramania et al., 2015). Higher incarcera-
tion rates lead to an accumulation of criminal justice debt due to fines and fees that place a vulnerable
population at even more risk for reincarceration due to nonpayment, as well as imposing employment
barriers upon release (Subramania et al., 2015). Blacks are also more likely to be referred for inpatient
forensic mental health evaluations (Pinals et al., 2004).

Although many more males are incarcerated, and at a higher rate than females (Carson, 2014), women
who are incarcerated have been identified as the “fastest growing corrections population” since 2010
(Glaze & Kaeble, 2014, p.1). While Massachusetts saw a 3.8% decrease in males under the “...jurisdiction
of state or federal correctional authorities” between 2012 and 2013, females increased by 6.3% (Carson,
2014, p.3). Furthermore, female prisoners have been identified as having higher percentages of mental
health problems than males (James & Glaze, 2006) and among jail inmates, more females than males are
diagnosed with alcohol or drug dependence (Karberg & James, 2005). While overall (nationally) 16% of
sentenced state offenders were serving time for a drug offense, 24.6% were female compared to 15.4%
who were male (Carson, 2014).

Despite these differences, women in Massachusetts who have been placed in confinement for court-
ordered treatment due to a substance use problem have had less access to treatment than men in the
system. To address this, the state has recently invested $6 million to fund 15 new beds for women at
Taunton State Hospital, a facility that’s under the supervision of the state Department of Mental Health,
by January 2016, and up to 30 new beds by next June (Becker, August 11, 2015; Anderson, October 16,
2015). Massachusetts needs to monitor whether this capacity fills the need and consider other solutions
to address gender and racial and ethnic disparities.

The effects of involvement with the criminal justice system, particularly incarceration, are numerous in-
cluding but not limited to, negative impacts on parent-child relationships, financial difficulties on fami-
lies, negative impacts on relationships (between partners and/or spouses), and deleterious impacts on
the functioning of children (Clear, 2007).

ISee Alegria, M., Cook, B., Loder, S., Doonan, M. (2014). The Time is Now: Tackling Racial and Ethnic Disparities in Mental and
Behavioral Health Services in Massachusetts, Issue Brief, Massachusetts Health Policy Forum, December 11, 2014.
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Incarceration also makes getting a job more difficult, decreases wage earnings throughout the life course
and impacts the racial/ethnic wage gap (Western, 2002). Furthermore, county-level analyses in North Car-
olina showed that incarceration rates increased child-poverty rates and most substantially in counties
with higher proportions of communities of color (DeFina & Hannon, 2010). In 2010 the financial costs of
prison were estimated to be $48.5 billion to states (Kyckelhahn, 2014) and the cost of prison to taxpayers
was an estimated $39 billion (Henrichson & Delaney, 2012).

In our country, criminal justice policies and practices swing from rehabilitation to criminalization and pun-
ishment about every 20 to 30 years (Musto, 1987; Conversation with, 2006). We are now moving towards
a bipartisan consensus that mass incarceration does not reduce crime. To increase public safety, and ad-
dress racial, ethnic and gender disparities, we need to

develop integrated criminal justice and public and men- ), current system is tremendously

tal health solutions that prevent crime, address sub- expensive. Government spending on jails
stance misuse and dependence prior to engagementin  gnd prisons has grown almost 400 percent
the criminal justice system, and appropriately divert over the past 30 years. Today our vast

people from the criminal justice system. In response to  system of prisons costs S80 billion a year.
the opioid epidemic, Governor Baker declared that ad-  These dollars could be better spent on
diction must be treated as a disease (The Editorial what we know works to keep down crime
Board, 2015) and recommendations from the Gover- ~ —Smart law enforcement policies, re-entry
nor’s Opioid Task Force include support for alternatives  S€/vices, and mental health and drug

to arrest (Recommendations of the Governor’s Opioid treatment for those who need it.
Working Group, 2015). We are at a time when research
findings on the benefits of substance use disorder treat- Statement of Principles,
ment and the subsequent cost savings can inform policy Law Enforcement Leaders to Reduce
decision making. Social and political forces have aligned,

providing an opportunity for change.
Il. Substance Use and Misuse in Massachusetts and Nationally

While opioid use is growing with devastating consequences, misuse of alcohol and other substances con-
tinue to plague the Commonwealth. Massachusetts residents ages 12 and older rank in the highest quin-
tile across the nation for past month alcohol use?, past month binge alcohol use, and past month illicit
drug use (SAMHSA, 2015). In 2012-2013, 3.7 million residents consumed alcohol in the past month with
1.5 million reporting binge alcohol use in the past month (SAMHSA, 2013). More than half a million
(658,000) reported illicit drug use in the past month. Beyond use, over half a million people ages 12 and
older in Massachusetts misuse or are dependent on alcohol or other drugs (SAMHSA, 2013). In total,
8.91% of Massachusetts residents 12 years old and older misuse or are dependent on alcohol or other
drugs (SAMHSA, 2013), compared to the national average of 8.2% ( SAMHSA, 2014). Among adults 18 and
older, non-Latino Whites used cocaine more than non-Latino Blacks, and marijuana more than Asians,
otherwise substance use is comparable among racial/ethnic minority groups (Alegria et al., 2014).

’The National Survey on Drug Use and Health defines binge alcohol use as 5 or more drinks on the same occasion
(i.e., at the same time or within a couple of hours of each other) on at least 1 day in the past 30 days.



Substance misuse has been identified as a major issue facing the criminal and juvenile justice populations
(Center on Addiction and Substance Abuse, 2010). In a special report, the Bureau of Justice Statistics estimat-
ed that among state and federal prisoners, 53% and 45% respectively met the DSM-IV diagnosis for drug de-
pendence or abuse (Mumola & Karberg, 2007). These numbers are considerably higher than the national
rate of substance abuse and/or dependence in the general population. Furthermore, 32.6% of state prison-
ers and 18.5% of federal prisoners reported using alcohol at the time of their offense (BJS, 2004). Among jail
inmates, 68% met criteria for substance abuse or dependence, with more females (52%) than males (44%)
meeting criteria for alcohol or drug dependence (Karberg & James, 2005).

The majority of people incarcerated have substance use issues and a majority of these also suffer from other
diagnoses, most particularly mental illness (NIDA, 2008). Within the justice population nationally, approxi-
mately 74% of individuals incarcerated in prison and 76% of individuals incarcerated in jail with a mental
health disorder, also had a diagnosable substance abuse or dependence disorder (James & Glaze, 2006). Ad-
ditionally, females (73% state inmates, 75% jail inmates) compared to males (55% state inmates, 63% jail in-
mates) had higher percentages of meeting criteria for mental health problems (James & Glaze, 2006). In
Massachusetts in 2014, more female (59%) than male (28%) inmates had an open mental health case and
more incarcerated women (46%) than men (21%) were taking psychotropic medication (MA DOC, 2015).
Women in jail also have higher rates of trauma, with one study finding that over half of females in jail (53%)
meet the criteria for Post-Traumatic Stress Disorder in their lifetimes (Lynch, et al., 2012).

lll. Treatment Gaps, Nationally and in Massachusetts

Nationally, out of the 22.7 million individuals (SAMHSA, 2014) who needed treatment for substance abuse or
dependence, only 2.5 million individu-

als (11.0%) received specialty treat-
( ‘) P Y Figure 1: Past Year Alcohol Dependence and Abuse

t —leaving 20.2 milli I .
ment = feaving mition peopie Among Massachusetts Residents 12 and Older

(89.0%) without needed treatment for
their substance use disorders
(SAMHSA, 2014). In Massachusetts,
141,000 residents (age 12 or older)
needed but did not receive specialty

29,000; 7.2%

M Did Not Receive Treatment
Received Treatment
treatment for illicit drug use and

375,000 needed but did not receive N .. 375000;92.8%
specialty treatment for alcohol use el
(SAMHSA, 2013).

Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2012 and 2013.

Although nearly 50,000 residents 12

and older received treatment in the

past year, most people who needed

treatment did not get it (SAMHSA, 2015). Approximately nine out of ten people aged 12 or older with alcohol
dependence or abuse in Massachusetts in 2012/2013 (92.8%) did not receive treatment (See Figure 1; SAM-
HSA, 2013). Similarly 87.1% of residents aged 12 or older with illicit drug dependence or abuse did not re-
ceive treatment (See Figure 2; SAMHSA, 2013).
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Among people with substance
use problems

Figure 2: Past Year lllicit Drug Dependence and Abuse
Among Massachusetts Residents 12 and Older

20,000; 12.4%
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Source: SAMHSA, Center for Behavioral Health Statistics and Quality, National Survey on Drug Use and Health, 2012 and 2013.

but

did not end up receiving care
(SAMHSA, 2014, p.95):

37.3% had no health cover-
age and could not afford the
costs,

24.5% were not ready to
stop using,

9.0% did not know where to
go for treatment,

8.2% had health coverage
but the cost of treatment
was not covered,

8.0% had no transportation
or it was inconvenient to get
to treatment,

6.6% believed it might nega-
tively impact their jobs,
6.6% believed they could
handle the problem without
treatment, and

5.0% felt they did not need
treatment at the time.

The vast majority of people (95.5%) do not seek treatment
because they do not believe it necessary (SAMHSA, 2014).
This reflects a need for education regarding substance use
and misuse for the general population. Still many who did
seek care were unable to receive it. Among those who
made an effort to receive treatment but did not end up re-
ceiving care nearly two out of five had no health coverage
and could not afford the costs, and another one out of four
were not ready to stop using (see side bar). Others cited
lack of information, the cost and the inconvenience as rea-
sons for not seeking treatment (SAMHSA, 2014).

As described earlier, despite a comprehensive continuum of
care, Massachusetts residents in need of services experi-
ence challenges in accessing care due to the limited supply
of acute care, step down and long-term residential beds
relative to demand (CHIA, 2015). Massachusetts healthcare
reform and the Affordable Care Act (ACA) provide opportu-
nities to address access barriers for nearly all residents in
need of treatment, and particularly for vulnerable popula-
tions such as racial and ethnic minorities, low-income resi-
dents and women. An analysis of the implementation of
Massachusetts healthcare reform, however, did not show
an increase in public admissions to treatment.



Perhaps this is due to increased use of private treatment, stringent utilization management, the economic
downturn and the lack of new and innovative treatment options (Capoccia et al., 2012). Organizations that
showed increases in clients served expanded treatment locations, engaged individuals in need of services in
primary care, and integrated care with a mental health organization and an integrated hospital system
(Capoccia et al., 2012).

Cook & Alegria (2011) identify disparities in access to substance use disorder treatment for Black and Latino
substance users in Massachusetts. Although analysis shows that Blacks and Latinos enter treatment at higher
or comparable rates compared to Whites, deeper analysis shows racial and ethnic disparities in the quality
and completion of treatment, as well as disproportionate involvement with the criminal justice system. They
posit that involvement with the criminal justice system leads to coerced treatment and since Blacks are ar-
rested and incarcerated at higher rates, they enter coerced treatment at higher rates (Cook & Alegria, 2011).
Thus, involvement in the criminal justice system influences whether one gets treatment and the quality and
type of treatment. Similarly, substance users with low socio-economic status enter publicly funded treat-
ment at higher rates, likely due to their overrepresentation on Medicaid or lack of insurance. When control-
ling for these two factors, Blacks and Latinos face disadvantages when accessing substance use disorder
treatment (Cook & Alegria, 2011). Among injection drug users in Massachusetts, Blacks were more likely
than Whites to receive detox services only, without connecting to treatment, while Latinos were significantly
less likely to enter residential treatment services (Lundgren et al., 2001). Furthermore, we see disparities in
treatment completion between Whites and Latinos for drug treatment and between Whites and Blacks for
alcohol treatment (Alegria et al., 2014). Other research found Black and Latino clients in Massachusetts were
less likely to complete outpatient substance use disorder treatment than their White counterparts (Arndt et.
al., 2013). Barriers to treatment completion include poor quality, incongruent treatment level of care with
the clients’ clinical needs, treatment environment and geographical location (Saloner et al., 2013).

Access to treatment barriers also exist within jails and prisons. Among state and federal prisoners who met
criteria for drug abuse/dependence, only 15% of state and 17% of federal inmates respectively reported re-
ceiving treatment while incarcerated (Mumola & Karberg, 2007). More than two out of three jail inmates
(68%) misuse or are dependent on alcohol or other drugs (Karberg and James, 2005). Further, female in-
mates show greater dependence (52%) compared to male inmates (44%) (Karberg and James, 2005). Despite
high levels of misuse and dependence, only one out of five inmates with dependence or abuse took part in
substance use disorder treatment (7%) or other programs (16%), such as self-help, peer counseling or educa-
tion and awareness (Karberg and James, 2005). Although Massachusetts has been expanding the number of
drug courts, the lack of community-based residential treatment limits access to treatment for diversionary
efforts (CHIA, 2015). Similarly, Massachusetts lacks sufficient residential beds for offenders re-entering the
community from jail and prison (CHIA, 2015).
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Women in Massachusetts who enter treatment through civil commitments also face disparities relative to
men. In Massachusetts, General Laws Chapter 123 Section 35 allows courts to commit a person to treatment
against his/her will if the individual’s substance use is viewed as either putting the individual or other per-
sons at risk (Mass.gov, n.d.). If a person is committed under Section 35, he/she may receive up to 90 days of
in-patient substance use disorder treatment (Mass.gov, n.d.). A person may be committed to a licensed sub-
stance use disorder treatment facility, or if beds are not available, men may be sent to the Massachusetts
Alcohol and Substance Abuse Center (MASAC) at Bridgewater (Mass.gov, n.d.) and females sent to MCI-
Framingham (Mass.gov, n.d.). MASAC is a stand-alone Department of Correction (DOC) facility with a 236
bed capacity and 150 beds dedicated to men committed under Section 35. In contrast, women who cannot
access a residential treatment bed are committed to MCI-Framingham. There is no equivalent of MASAC for
women. Last year, civil rights groups filed a lawsuit that challenges the ability of judges to civilly commit
women to MCI-Framingham through Section 35 as women sent to Framingham do not receive any substance
use disorder treatment and are being held with no criminal charges against them (MacQuarrie, 2014). In
2007, the Bureau of Substance Abuse Services (BSAS) funded the Women’s Addiction Treatment Center
(WATC) to provide treatment to these women. At that point, the number of civil commitments for women
increased dramatically (see Figure 3). Despite the addition of WATC, the number of women committed to
MCI-Framingham remained high (Kates, 2013). Although WATC served 1,247 women in 2012, another 310
women were committed to MCI-Framingham (Kates, 2013). To address this, DMH is developing an innova-
tive state of the art state-operated program on the grounds of, but separate from, Taunton State Hospital
for women committed for treatment under Section 35. This program will provide 15 additional beds for
women by January 2016, and up to 30 total beds by next June (Becker, August 11, 2015; Anderson, October
16, 2015). Although this is a step in the right direction, 45 beds may not provide sufficient new capacity, even
without any growth in this population.

Because the federal government does not reimburse states for healthcare costs while incarcerated, many
inmates leaving jail or prison who are eligible for Medicaid do not have coverage and are not reinstated for
several months after release, leaving them at risk in the community. This is particularly salient for offenders
in need of substance use disorder treatment services upon release. The State Auditor recommends that
MassHealth suspend benefits while incarcerated rather than revoking them so that inmates can be covered
for inpatient services outside a correctional facility while incarcerated and so they can access benefits imme-
diately upon re-entry (Bump, 2015). She also recommends that DOC and HOC facilities screen and enroll eli-
gible inmates in MassHealth to maximize benefits and federal reimbursement for appropriate healthcare
costs (Bump, 2015).
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Figure 3. Women’s Commitments by Facility
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IV. Social Consequences of Not Receiving Treatment

Unmet substance use disorder treatment needs adversely impact individuals, families and communities
(Center for Substance Abuse Treatment, 2005). Access to quality treatment options has positive economic
impacts which include lower crime rates and reduced costs associated with incarceration and victimization
(Belenko, Patapis & French, 2005; National Drug Intelligence Center, 2011). Substance abuse and depend-
ence result in higher healthcare costs, injuries, deaths, lost productivity and crime, all significant areas of im-
pact for individuals, families, and the Commonwealth (Horgan et al., 2001; Brolin et al., 2005). Lack of access
to treatment places vulnerable individuals at high risk for these severe consequences. People who misuse
substances and become involved with the criminal justice system in lieu of treatment face numerous conse-
guences. Involvement with the criminal justice system limits one’s ability to get and retain a job, which
affects both the individual and the family. Wage earnings decrease throughout an individual’s life once incar-
cerated (Western, 2002). And, since Blacks and Latinos face disproportionate arrests, convictions and incar-
ceration, the decreased earnings contribute to the racial/ethnic wage gap (Western, 2002). And, since Blacks
and Latinos face disproportionate arrests, convictions and incarceration, the decreased earnings contribute
to the racial/ethnic wage gap (Western, 2002). Financial pressures due to employment issues and fees and

fines required by the criminal justice system also stress families.
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We see strained parent-child and partner relationships due to criminal justice involvement, with a subse-
guent impact on the functioning of children (Clear, 2007). Having a parent incarcerated also increases
young children’s antisocial behaviors (Haskins, 2015) and at-risk adolescents (aged 10-14) substance use
and delinquency (Midgley & Lo, 2013).

V. Economic Consequences of Not Receiving Treatment

Excessive alcohol and illicit drug use costs our nation over $400 billion annually (NIDA, n.d.). Massachu-
setts experiences similar costs from health consequences, lost productivity, crime and social welfare due
to substance abuse. Alcohol abuse cost the most at $223.5 billion nationally, largely due to lost productivi-
ty from illness and death (CDC, 2014). Drug abuse costs the nation another $193 billion, with crime the
largest contributing factor driving drug abuse costs (NDIC, 2011). Productivity losses stem from several
areas: premature death, incarceration, substance-abuse related illness, and crime careers. In addition, ab-
senteeism and presenteeism contribute significant losses in productivity (Hargrave et al, 2005). In each of
these areas, people who would normally work and contribute to society’s productivity are removed from
the workplace or otherwise unable to contribute.

With incarceration costing over $53,000 per year, the 1,564 inmates convicted of drug offenses cost Mas-
sachusetts $83.0 million per year (MA DOC, 2014; MA EOPSS, 2015). On any given day there are more
than 11,000 people incarcerated in Massachusetts under the jurisdiction of the DOC (MA DOC, 2014) and
another 10,600 in county facilities (MA DOC, 10/12/15). One out of six inmates in DOC is incarcerated on a
drug offense (MA DOC, 2014). Even more commit a crime to support their alcohol and drug misuse. Addi-
tionally, there were 911 deaths due to heroin overdoses (MDPH, 2015) and 326 alcohol-related fatalities in
Massachusetts in 2013 (NHTSA, 2013). In addition to lost productivity from people who die prematurely or
are incarcerated, Massachusetts experiences lost productivity from absenteeism and presenteeism due to
alcohol- or drug-related illness and from people who are career criminals and, therefore, forego produc-
tive employment (Hargrave, et al., 2005).

Crime costs include police protection, processing of alcohol and drug-related cases in the criminal justice
system, corrections costs and legal fees (NDIC, 2011). Crime-related costs, however, also fall into the
healthcare and productivity areas (NDIC, 2011). Lost productivity due to incarceration and criminal ca-
reers adds significantly to the crime-related costs of alcohol and drug abuse. Similarly, victims of crimes
also incur healthcare costs, lost productivity and a reduced quality of life. More than 30% of the economic
costs due to drug abuse result from crime (NDIC, 2011). Collaborative efforts between the criminal justice
and substance use disorder treatment systems represent an area for significant inroads and cost savings.

VI. Federal Perspective
A. Treatment Works

A large body of research evidence demonstrates that treatment works (Harwood et al., 2002; Belenko et
al., 2005). Figure 4 describes the continuum of publicly funded treatment services available in Massachu-
setts. Treatment typically involves behavioral therapy and can include medication-assisted treatment
(CHIA, 2015).

14



Figure 4.
MA Continuum of Treatment Services (CHIA, 2005)

Treatment typically involves behavioral therapy and can include medication-assisted treatment
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Every S1 invested in treatment returns savings of up to $7, due to reduced crime, increased productivity and
lower healthcare costs (Gerstein et al., 1994; Finigan, 1996). Studies also show that coerced treatment
works, with coerced patients having longer lengths of stay and similar or better outcomes (Sherman et al.,
1997; Aos et al., 2006). We also know that the return on investment for incarceration of drug offenders is
low at $0.29 for every S1 invested (Lengyel, 2006). Mandatory drug laws and threats of incarceration do not
deter drug use, in fact, we’'ve seen increases in drug use in the presence of mandatory minimums and three
strike laws (Ramirez and Crano, 2003; Gabor and Crutcher, 2002). These findings, accumulated over the last
twenty years, argue for increased access to treatment, for better health and improved public safety.

B. Opportunities to Improve Access to Treatment

The ACA and earlier healthcare reform in Massachusetts, bring opportunities to expand access to treatment.
The ACA and healthcare reform provided coverage, through Medicaid and the healthcare Connector, to
more people in the Commonwealth. Through the essential health benefits of the ACA, coupled with the
Mental Health Parity and Addiction Equity Act of 2008, people with insurance coverage are required to re-
ceive substance use disorder treatment benefits on par with other health benefits (Carnevale Associates,
2013; Horgan et al., 2015). Additionally, provisions of the ACA promote integration of substance use disorder
treatment with primary care and mental health services, which may provide new access points and new
treatment approaches (Carnevale Associates, 2013; Horgan et al., in press).

On September 17, 2015, the U.S. Department of Health and Human Services (HHS) convened representatives
from all fifty states and the District of Columbia to address the national opioid epidemic. The group recom-
mended (HHS, 2015):

e Improving opioid prescribing practices,

e Increasing access to naloxone, and

e Expanding the use of medication-assisted treatment.
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Toward this end, Secretary Burwell announced that HHS (HHS, 2015):

e Will revise regulations related to the prescribing of buprenorphine to treat opioid dependence
to increase access to buprenorphine, and

e Award $1.8 to rural communities to expand access to naloxone.

These changes will benefit opioid users, some of whom are engaged with the criminal justice system.

C. Criminal Justice System Reforms to Prioritize Treatment Access

Reforms in the criminal justice system also bring opportunities to divert offenders to community-based
treatment or expand access to evidence-based treatment while incarcerated and at re-entry. With a grow-
ing consensus that mass incarceration does not work, bipartisan efforts have begun to address alternatives
to arrest and incarceration, sentencing guidelines, and community supervision, for diversion and re-entry
programs, supported by treatment.

Law Enforcement Leaders to Reduce Crime and Incarceration, a group of 130 current and former police
chiefs, federal and state chief prosecutors and attorneys general from all 50 states, united to address the
problem of crime and incarceration (Law Enforcement Leaders, 2015). In their statement of principles, they
call for alternatives to arrest and prosecution that prioritize mental health and substance use disorder
treatment whenever such options would not harm public safety and when law enforcement has the ability
to make these choices (Law Enforcement Leaders, 2015). They also recommend training for law enforce-
ment personnel to help them identify citizens in need of mental health and substance use disorder treat-
ment services and to help them make the proper referrals and connections (Law Enforcement Leaders,
2015).

Specialty courts, such as drug courts, mental health courts and co-occurring courts, use evidence-based and
other approaches to reduce crime and recidivism. In these models, courts combine treatment with incen-
tives and sanctions to intervene in an offender’s life and make improvements (e.g., treat mental health
and/or substance use problems). Drug courts lead to less drug use and fewer arrests, with $2.21 in direct
benefits resulting for every S1 invested (Bhati, et al., 2008).

Programs that support offenders re-entering the community with substance use disorder and mental health
treatment, housing and employment demonstrate decreased recidivism and longer retention in the com-
munity (Ayoub and Pooler, 2015). The Kentucky Public Safety and Offender Accountability Act, which re-
quires inmates to undergo post-release supervision that includes substance use disorder and mental health
treatment when appropriate, showed fewer technical violations and fewer new crimes resulting in incarcer-
ation compared to a pre-policy group (PEW, 2014).

Other initiatives, such as repealing mandatory minimums and revising sentencing guidelines increase op-
portunities to divert individuals in need of treatment away from the criminal justice system. In 2014, the
U.S. Sentencing Commission reduced sentences for drug offenders by reducing the quantity guidelines
across drug types.
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Further, they voted to apply the new guidelines retroactively beginning November 1, 2015. On November 2,
2015 the Bureau of Prisons released 6,000 inmates, 20 of whom will likely return to Massachusetts (Horwitz,
October 6, 2015). About two-thirds of the 6,000 will be released to halfway houses or under home confine-
ment before being put on supervised release. About one-third are foreign citizens who will eventually be de-
ported. In total, 46,000 drug offenders may be released early due to this change (Horwitz, October 6, 2015).

In 2012, Governor Patrick’s Crime Bill reduced lengthy mandatory minimum sentences for low-level drug
offenders and increased sanctions for habitual high-risk violent offenders (Lockmer, 2014). Offenders were
released due to this new law, as well as the Hinton drug lab investigation, resulting in fewer incarcerations
(Lockmer, 2014; Forman and Larivee, 2015). During the 114th session of Congress (2015-2016), the Senate
introduced the Sentencing Reform and Corrections Act of 2015. This bill draws from the recommendations of
the U.S. Sentencing Commission to reduce mandatory minimum sentences for drug offenders. Further, the
bill would increase programming within the Bureau of Prisons to reduce recidivism and provide earned good
time for those who attend the programming, implement a risk needs assessment system within the prisons,
and report on best practices to support re-entry.

D. Federal Support for Improvements

In 2010, the Bureau of Justice Assistance (BJA) launched the Justice Reinvestment Initiative (JRI), with funding
from Congress and The Pew Charitable Trusts. BJA contracts with the Council of State Governments, to work
with states to apply “a data-driven approach to improve public safety, examine corrections and related crimi-
nal justice spending, manage and allocate criminal justice populations in a more cost-effective manner, and
reinvest savings in strategies that can hold offenders accountable, decrease crime, and strengthen neighbor-
hoods” (BJA, n.d.). Prior to JRI, seven states led the way with their own initiatives. Since 2010, another 26
states have worked with BJA and the Council of State Governments to initiate reform. A report on eight of
the early JRI states indicates that states successfully reduced prison populations and costs and reinvested
savings to promote future gains (LaVigne et. al, 2014). Massachusetts recently took steps to join this initia-
tive.

In September 2014, the Substance Abuse and Mental Health Services Administration (SAMSHA) convened a
meeting of federal experts, state and local agencies providing services to justice-involved people, and nation-
al advocacy organizations called the Bridging the Gap: Improving the Health of Justice-Involved People
through Information Technology. The meeting focused on the disconnect between justice and health infor-
mation systemes, including barriers and best practices. The conference identified the following six key themes
(Davis and Cloud, 2015, p. 2):

e Underdeveloped Health Information Technology (HIT) makes it difficult for health and justice sys-
tems to communicate and share data vital to the health of justice-system involved populations.

e Innovative programs from jurisdictions around the country can help others launch successful HIT
programs to improve data sharing between community providers and correctional facilities.

e Representatives from Medicaid agencies, corrections departments, and community providers
need to be at the table together to develop solutions that advance common goals that promote
public health and public safety.
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e Every locale must build a program based on its specific needs, infrastructure, and partners, but
resources such as Justice and Health Connect, the National Information Exchange Model and
Global Justice Information Sharing can guide jurisdictions looking to bridge the justice and health

gap.

e Privacy, security, consent, and technology adaptation are difficult but surmountable obstacles to
providing healthcare to the justice-system-involved population.

e Data-driven programs such as the JRI seek to cut spending and reinvest the proceeds in practices
that have been demonstrated to improve safety and hold offenders accountable. The trend to-
ward evidence-based evaluation of justice programs, coupled with mounting evidence that cur-
rent incarceration and recidivism rates are economically unsustainable, have galvanized diverse
stakeholders to collaborate on developing better responses to justice-involved people who have
substance use and mental health issues.

Recognizing the important role of timely data, President Obama recently announced an initiative that will
pair drug intelligence officers with public health coordinators in 15 sites to better monitor and address the
opioid epidemic. A key element of the program is to track data more quickly, share that data with local law
enforcement and train first responders to prioritize treatment over punishment (Fisher, August 16, 2015).

The opioid epidemic and rising criminal justice costs are driving policymakers to consider new strategies to
address substance use and crime. Fair and equitable access to treatment lies at the crux of these policy solu-
tions. The evidence-base for appropriate interventions, at all stages of the criminal justice continuum, has
been growing and can inform the steps that Massachusetts chooses to take.

VII. National and Local Evidence-Based and Promising Practices

This section offers selected examples of evidence-based and promising practices used to expand access to
treatment within Massachusetts and in other states. We offer these examples for Massachusetts policymak-
ers to consider as they develop strategies to address the problem. These examples offer varying access
points for intervention within communities and at critical intercepts along the criminal justice continuum
(e.g. diversion, incarceration, re-entry).

A. Prevention and Pre-arrest Strategies

Police Chief Leonard Campanello of Gloucester, MA offers treatment in lieu of arrest to individuals addicted
to opiates after the city had its fourth death in three months from heroin overdoses (McCoy, 2015). The City
promises individuals with opioid addiction immediate entrance into treatment if they come to the police sta-
tion — even if they have drugs and/or drug paraphernalia on them (McCoy, 2015). Additionally, the police in
Gloucester have started providing Nasal Narcan — a medication that can reverse the impact of an opiate
overdose — for free for individuals who do not have health insurance (McCoy, 2015). Since the inception of
the program in May 2015, 109 individuals have come to the police station for help with their addiction (as of
August 2015) (McCoy, 2015).
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Gloucester also initiated a non-profit group called the Police Assisted Addiction and Recovery Initiative
(PAARI) (PAARI, n.d.). PAARI’s goals are the same as Chief Campanello’s, treatment in lieu of arrest, as well
as providing assistance to other police departments or communities to address opioid addiction (PAARI,
n.d.).

In light of this innovation, The Methuen Outreach Initiative, initiated by Methuen Police Chief Joseph Solo-
mon, has outreach workers accompany police door-to-door to help connect individuals to drug treatment
and provide education to the friends and families of those struggling with addiction (Riley, 2015). The town
of Arlington, through the Arlington Outreach Initiative, will host a program similar to Methuen’s as well
(Town of Arlington, 2015).

In 2003, Framingham initiated a Jail Diversion Program (JDP) to divert people with mental health problems
prior to arrest to appropriate treatment services. In 2007, the MA Department of Mental Health began fund-
ing the initiative that runs in 24 communities today (DMH, 2014). DMH adopted the proven Crisis Interven-
tion Model, which trains and supports officers to enhance their ability to respond to individuals with emo-
tional disturbances. The Crisis Intervention Model also builds collaboration with officers and community or-
ganizations and develops formal policies to put a formal diversion process in place (DMH Forensic Services,
2014). In communities with JDP, 73% to 92% of eligible arrests have been diverted to treatment (DMH,
2014). To support the effort, DMH has provided more than 7,000 hours of training to 476 officers (DMH,
2014). Similar to DMH’s JDP, Miami’s Criminal Mental Health Project (CMHP) trains police offers to divert
people with serious mental illness to treatment. The project eliminated nearly 10,000 arrests and closed one
of its five jails (Eleventh Judicial Circuit, 2014).

In 2011, Seattle initiated the Law Enforcement Assisted Diversion (LEAD) program. The LEAD program, which
diverts low-level drug offenders to treatment and support, reduced re-arrests and felony charges among
LEAD participants relative to a comparison group processed under standard procedures (Collins et al., 2015).

B. Alternatives to Incarceration

In 2005, Washington State enacted the Drug Offender Sentencing Alternative where felony drug and proper-
ty offenders can receive reduced prison terms if they complete chemical dependency treatment while incar-
cerated. They consider this a prison-based alternative since the standard sentence is split between prison
and community supervision. Using this approach, treatment significantly reduced recidivism rates for drug
offenders but not for property offenders (WSIPP, 2006).

In Brooklyn, NY, the District Attorney’s office implemented the Drug Treatment Alternative to Prison (DTAP)
program. Relative to a comparison group of offenders who were processed under traditional criminal justice
procedures, DTAP participants had significantly (Zarkin et al., 2005):

e Fewer rearrests (57% versus 75%),
e Fewer jail sentences (30% versus 51%), and

e Fewer prison sentences (7% versus 18%).
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Benefits outweighed costs in the long-term (Zarkin, et al., 2005).

With more than 3,000 drug courts operating in every U.S. state and territory (NDCRG, 2014; NADCP, 2015),
research demonstrates that drug courts successfully reduce arrests, technical violations and incarceration
(Marlowe, 2010). For example, an evaluation of the Multnomah drug court in Oregon demonstrated savings
due to fewer arrests and bookings, less court and jail time, and lower victimization costs (Carey and Finigan,
2003). In 2013, SAMSHA awarded Massachusetts, through BSAS, a grant to expand substance use disorder
treatment capacity in adult, juvenile, and family drug courts. Working with the Administrative Office of the
Trial Courts, BSAS supported probation offices, courts and substance use disorder treatment providers to
implement proven drug court procedures. As part of this effort BSAS and the Administrative Office of the
Trial Courts have worked on a data exchange and have successfully exchanged data on drug court partici-
pants. Massachusetts currently has 34 specialty courts, including 22 adult drug courts, 6 mental health
courts, 3 veterans’ treatment courts and 3 juvenile drug courts (Mass.gov, 10/13/15).

C. Services While Incarcerated

Risk Needs Assessments measure an offender’s criminal risk factors and need for services, such as substance
use disorder treatment, that, if addressed, would likely reduce crime (Pew, 2011). The Bureau of Justice As-
sistance promotes the use of valid, reliable and gender-specific Risk Needs Assessments to appropriately
match offenders to services and reduce recidivism. Risk Needs Assessments can be used in jails and prisons
upon entry to target interventions to inmates’ needs. They can also be used by courts to assess risk and sup-
port determinations for diversion and by probation and parole to identify re-entry service needs.

Valley State Prison for Women in California implemented a gender-responsive treatment program in one of
its two therapeutic communities. The gender-responsive treatment included manualized curricula for Help-
ing Women Recover and Beyond Treatment, both developed by Stephanie Covington. The study showed that
women who received gender-responsive treatment within the therapeutic community reduced their drug
use more than women who received only the therapeutic community intervention (Messina et al., 2010).
The women with gender-responsive treatment also stayed in a residential aftercare program longer and
were less likely to be reincarcerated within 12 months post release (Messina et al., 2010). The findings sup-
port the need for gender-specific treatment that addresses trauma for incarcerated women.

D. Probation, Parole and Re-entry Strategies

New Hampshire mandates the use of Risk Needs Assessments for offenders on probation and parole to set
the length of community supervision. They estimate the state will save nearly $11 million over five years due
to shorter supervision times (Pew Center on the States, 2011).

Hawaii’s Opportunity Probation and Enforcement (HOPE) program uses drug testing with swift and certain
sanctions, under the supervision of a judge, to motivate behavior change among probationers. Project HOPE
participants were (NIJ, 2012):

e 55% less likely to be arrested for a new crime,
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e 72% less likely to use drugs,
e 53% less likely to have their probation revoked.

Essex County probationers currently participate in a national research project based on HOPE, where they
receive swift, certain, and measured sanctions for any and all probation violations in an effort to reduce
recidivism (MA Court System, 2015).

A study of a nine-month in-prison therapeutic community in Texas, followed by three months of a residen-
tial therapeutic community upon release showed lower recidivism rates and longer times to rearrest for
those who participated in the in-person therapeutic community relative to a comparison group (Hiller et
al., 1999). Further, those who also took part in the three-month post-release program fared even better,
supporting a continuum of care model that transitions from prison to the community (Hiller et al., 1999).

The Worcester Initiative for Supported Re-entry (WISR) WISR is a multi-year collaborative project funded
by The Health Foundation of Central Massachusetts and run by Advocates, Inc. in collaboration with the
Worcester County Sheriff’s Office, DOC, and other criminal justice partners. WISR provides strengths and
evidence-based intensive case management services to assist ex-offenders in overcoming the primary de-
terminants of recidivism: barriers to accessing housing, employment, addiction recovery, healthcare and
social services. WISR has significantly reduced reincarceration relative to a comparison group (9.4% versus
19.3% one year post release, respectively), and ensured that no participant returns to the community
homeless (Brolin & Dunigan, 2015). Three out of five participants (58%) had continuous employment for at
least six months. Nine out of ten participants have health insurance and more than half reported they
have seen their primary care physician. Ninety six percent of participants referred to substance use disor-
der treatment services accessed the recommended services (Brolin & Dunigan, 2015).

The Harlem Re-entry Court provides pre-release assessment and re-entry planning, judicial oversight, case
management services post release to coordinate support services, and graduated sanctions and incentives
for parolees for six to nine months post release. The initiative involves a close collaboration between pa-
role officers and substance use disorder treatment agencies (Farole, 2003). A randomized controlled study
demonstrated that 18 months post-release re-entry court participants were significantly less likely to be
reconvicted (29% versus 37%) and had lower revocation rates (12% versus 22%) (Farole, 2003).

E. Medication-Assisted Treatment (MAT)

Opioid addicts who receive medication-assisted treatment THE MORTALITY RATE IN THE TWO-

WEEK PERIOD FOLLOWING PRISON
RELEASE IS 12 TIMES HIGHER AMONG
FORMER PRISONERS THAN THE GEN-
ERAL POPULATION, WITH THE LEAD-
ING CAUSE BEING DRUG OVERDOSE.

with psychosocial treatment have significantly higher absti-
nence rates compared to those receiving psychosocial
treatment with no medication (Connery, 2015). Methadone
maintenance demonstrates the best outcomes, but bupren-
orphine/naloxone also result in good outcomes. Extended-
release naltrexone, which many prefer because it cannot be
diverted, shows early evidence of good abstinence Aaron D. Fox, MD, MS

(Connery, 2015). (Fox, 2015)
|
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BSAS, in collaboration with Boston Medical Center, develop and diffused The Massachusetts Model of
Office-Based Opioid Treatment for Buprenorphine (OBOT-B) using a collaborative care model. In this mod-
el, nurses work with physicians to evaluate and monitor patients (LaBelle et al., 2015). Over three years,
the program expanded to 14 community health centers, through which the project expanded the number
of physicians with MAT waivers from 24 to 114. This improved access to OBOT-B increased annual admis-
sions of OBOT-B patients to community health centers significantly (LaBelle et al., 2015).

Rhode Island implemented patient-centered medical homes (PCMH) within opioid treatment programs

since patients visit these programs daily. The opioid treatment program, as the PCMH, connects the pa-

tient with community health care providers so they will have comprehensive health care. The patient’s

health team includes a nurse and case manager who help the patient navigate both addiction treatment
and health care services (ICER, 2015).

Similarly, Stanley Street Treatment and Resource, Inc. (SSTAR) in Fall River became a Federally Qualified
Health Center to provide primary care services to its substance use disorder patients. SSTAR started as a
substance use disorder treatment organization but in 1996 they realized their patients were not receiving
adequate primary care services (Bailey, n.d.). SSTAR provides MAT for tobacco, alcohol and drug depend-
ence. With a goal of keeping patients in treatment, SSTAR offers methadone, buprenorphine and injectable
naltrexone to patients. The average wait time to enter MAT services is 3.88 days at SSTAR, compared to
13.81 days across the state. Additionally, SSTAR reports that 89% of patients stay in treatment for 12
months or longer (Bailey, n.d.).

Few offenders with opioid problems receive MAT while incarcerated (Fox, 2015). Moreover, offenders with
opioid addictions are at greatest risk upon release as their tolerance has diminished, making them prone to
overdose (Fox, 2015). Offenders who receive MAT while incarcerated are more likely to enter MAT services
upon release (Kinlock et al., 2007). Re-entry planning services should support offenders to link with MAT
upon release to avoid relapse and overdose.

In July 2014, the Massachusetts Attorney General’s Office awarded a grant to Spectrum, Inc. to improve
the delivery of substance use disorder services to opioid-addicted individuals being released from the state
prison system. Prior to the grant, Spectrum and the DOC developed a MAT pilot program for its identified
opioid dependent population. This program involves education, screening, the issuance of prescription
medication and individual and group counseling leading up to release. Spectrum trains DOC'’s entire clinical
staff working behind the walls to educate offenders on MAT including information on Vivitrol, Suboxone,
and methadone, medications approved to treat opioid addiction. The education also includes the im-
portance of participating in continuing care following release.

With the new grant from the Attorney General’s Office, Spectrum has improved the delivery of substance
use disorder services to opioid-addicted individuals being released from the state prison system. At the
core of this program is the Recovery Support Navigator (RSN) model, selected for its demonstrated success
in engaging and retaining high-risk populations in MAT. It provides non-clinical services that engage, edu-
cate and support individuals seeking treatment and their families to motivate and maintain them in cultur-
ally relevant behavioral health services in the community (Spectrum, 2014).
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Spectrum, Inc. works with offenders while incarcerated and provides Recovery Support Navigators to help
them link to MAT in the community upon release (Spectrum, 2014). An evaluation will assess linkages to
MAT, relapse and recidivism.

F. System Collaborations and Data Sharing

Louisville, KY brought together partners from the Mayor’s office, a criminal justice coalition, substance use
disorder treatment providers, a coalition for the homeless, the Department of Correction and many other
agencies across the community to develop a community care management network for high utilizers of ser-
vices (Davis & Cloud, 2015). These were people who utilized many expensive services in the city, with the
same individuals showing up in the hospitals, police stations and jails. As a pilot, the team identified six high
utilizers and collaborated to develop care models for each person so every agency was prepared to address
the problems of a high utilizer who showed up in their system with a consistent approach. The team had to
overcome barriers related to privacy and consent, but, once addressed, they developed a shared under-
standing and increased interdisciplinary access to the identified individuals. The effort led to decreased
emergency department use and improved care across the systems. Louisville calculated they saved
$700,000 on an initial cohort of 24 high utilizers largely by providing supportive housing and reducing
emergency room visits (Davis & Cloud, 2015). Louisville collaborators describe it as “an entire health eco-
system, not just healthcare narrowly defined” (Davis & Cloud, p. 27). Figure 4 below illustrates the model
and collaborations.

Figure 5.
The Louisville Model
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Source: Tom Walton, director of business development, KentuckyOne Health Partners, presentation at
“Bridging the Gap: Improving the Health of Justice-Involved Individuals through Information Technology.”
September 18, 2014. SAMHSA, Rockville, MD.
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VIIl. Massachusetts Environment for Reform

Criminal justice reform created unlikely political alliances,
from the Koch Brothers partnering with the Center for
American Progress (Miller, 2015) to Congressional Repub-
licans and Democrats partnering on legislation (Berry,
2015). Massachusetts has also seen a commitment to re-
form from a range of policymakers in the legislature and
criminal justice and substance use disorder treatment sys-
tems. The 2015-2016 session of the Massachusetts legisla-
ture has over 100 bills related to criminal justice and pris-
on, with at least 18 focused on alternatives to incarcera-
tion, drug sentencing, drug policy and treatment, justice
reinvestment, juvenile justice and services for prisoners
(see sidebar, Criminal Justice Policy Coalition, 2015).

In response to the opioid epidemic, the Governor’s Opioid
Working Group, an 18 member expert panel, chaired by
Marylou Sudders, Secretary of the Executive Office of
Health and Human Services (EOHHS) aimed to reduce the
magnitude and severity of harm related to opioid use and
addiction and decrease opioid overdose deaths in the
Commonwealth. Attorney General Maura Healey played a
key role in the effort. To achieve their goal, the Opioid
Working Group (Governor’s Opioid Working Group, 2015):

Hosted 4 listening sessions in Boston, Worces-
ter, Greenfield, and Plymouth

e Held 11 in person meetings

e Examined documents and recommendations
from more than 150 organizations

e Heard from more than 1,100 individuals from
across the Commonwealth

e Reviewed academic research, government re-
ports, and reports of previous task forces and
commissions

e Submitted more than 65 actionable recom-
mendations to Governor Baker on June 12,
2015.
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Selected Bills in the 2015-2016 Session
of the MA Legislature that Address
Drug Policy and Treatment

H.1382 — An Act providing community-based sentencing
alternatives for primary caretakers of dependent chil-
dren convicted of non-violent crimes

H.1486 — An Act relative to the use of community correc-
tions for pre-trial detainees and criminal defendants

S.756 — An Act relative to probation violations

S.1275 — An Act relative to the use of community correc-
tions for pre-trial detainees and criminal defendants

H.1458 — An Act relative to sentencing guidelines

H.1797 — An Act relative to the civil commitment of
women for alcoholism and substance abuse to MCI
Framingham

S.731 — An Act protecting the rights of probationers in
drug courts
H.1458 — An Act relative to sentencing guidelines

H.1620 & S.786 — An Act eliminating mandatory mini-
mum sentences related to drug offenses

H.1806 — An Act relative to diversion to substance abuse
treatment for non-violent drug offenders

H.1429 & S.64 — An Act to increase neighborhood safety
and opportunity

S.76 — An Act providing for an investigation and study by
a special interagency task force relative to gender-
responsive programming for juvenile justice system-
involved girls

H.1313 & S.71 — An Act promoting restorative justice
practices

H.1413 — An Act establishing mandatory post release
supervision in the Commonwealth

H.1167 — An Act to improve public safety by facilitating
access to addiction services

H.1171 - An Act relative to ensuring quality mental
health services in state correctional facilities

H.3440 — An Act relative to the implementation of a de-
partment of corrections re-entry program

H.1383 — An Act relative to work release eligibility




As a key strategy, the group recommended that Massachusetts policy makers acknowledge that punish-

ment is not the appropriate response to a substance use disorder. They also put forward the following key

strategies that address access to treatment and reduce substance misuse (Governor’s Opioid Working
Group, 2015):

Create new pathways to treatment.

Increase access to medication-assisted treatment.

Utilize data to identify hot spots and deploy appropriate resources.

Acknowledge addiction as a chronic medical condition.

Reduce the stigma of substance use disorders.

Support substance use prevention education in schools.

Require all practitioners to receive training about addiction and safe prescribing practices.
Improve the prescription monitoring program.

Require manufacturers and pharmacies to dispose of unused prescription medication.
Increase distribution of Naloxone to prevent overdose deaths.

Eliminate insurance barriers to treatment.

Following recommendations of the Opioid Working Group, Governor Baker and Lieutenant Governor Polito

announced:

A new substance misuse anti-stigma campaign on November 4, 2015. This five-week, statewide
campaign asserts that “addiction is not a choice, it’s an illness” (Baker, November 4, 2015), and

A partnership with the Commonwealth’s four medical schools and the Massachusetts Medical
Society to educate medical students on core competencies for the prevention and management
of prescription drug misuse on November 9, 2015.

Governor Baker also filed legislation in October to support the recommendations of the Opioid Working

Group. Most notably, “An Act Relative to Substance Use Treatment, Education and Prevention” would pro-

vide medical professionals with the impetus to seek voluntary treatment and then the authority to involun-

tarily commit an individual for treatment for 72 hours if they pose a danger to themselves or others due to
substance use (Baker, October 15, 2015). The bill would also (Baker, October 15, 2015):
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Amend the civil commitment statute, section 35, to specify that women committed for sub-
stance use treatment may be sent to new secure treatment units approved by the Departments
of Public Health (DPH) and Mental Health (DMH) and ends the practice of sending women to
MCI Framingham for treatment.



Limit patients to a 72-hour supply the first-time they are prescribed an opioid or when they
are prescribed an opioid from a new doctor.

Practitioners will also be required to always check the Prescription Monitoring Program (PMP)
prior to prescribing an opioid to a patient, and will be required to fulfill five hours of training
on pain management and addiction every two years.

Following an assessment of the Commonwealth’s criminal justice system and the way it handles illegal

drug users, the Massachusetts Bar Association, Drug Policy Task Force issued the following major recom-

mendations (MA Bar Association, n.d.):

Reform Chapter 111E to make diversion to treatment effective and available statewide.
Enact drug sentencing reforms as soon as possible.

Educate prosecutors, defenders, judges, probation and parole about the benefits of treatment
and the expectation of relapse, and the failure of punishment to reduce recidivism.

Expand treatment resources to enable the supply to meet the demand, without coercing ab-
stinence or treatment for non-abusive use.

Rethink to build commitment to systemic changes.

The Massachusetts Institute for a New Commonwealth (MassINC) supported Criminal Justice Reform Co-
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alition promotes the following priority steps (Forman and Larivee, 2013):

Place a moratorium on the expansion of state and county prisons;

Empower the Sentencing Commission to revisit the state’s approach to sentencing and sanc-
tions;

Clearly delineate responsibility for all post-release supervision to the Parole Board and pretrial
and diversion to the Probation Department;

Expand the use of community supervision and pre-release;
Make Boston’s Emergency Re-entry Program a model for urban centers across the state;

Complete an extensive survey of condi-tions of confinement, programming, and program
quality across the system;

Standardize data systems and reporting protocols, and funnel information to a central re-
search center;

Understand how the state’s corrections system can be oriented toward Justice Reinvestment
and develop a strategy to build a culture of data-driven decision-making with the agencies.
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Leaders of the federal and state judiciaries
weighed in on changes to our criminal justice
and substance use disorder treatment sys-
tems. Chief Judge Patti B. Saris, Chair of the
United States Sentencing Commission and the
Chief Judge of the United States District Court
for the District of Massachusetts, shared the
context and findings of the U.S. Sentencing
Commission. She notes that mandatory mini-
mum sentences can lead to different sentenc-
es for similarly situated offenders, that they
often result in severe penalties for lower-level
offenders, and that Black offenders were
much less likely to get relief from mandatory
minimum sentences (Saris, 2015). She speaks
in favor of reducing mandatory minimum sen-
tences for drug trafficking and notes an urgent
need for reform (Saris, 2015).

In his Annual Address: State of the Massachu-

Massachusetts Chief Justice Gants

Annual State of the Judiciary, October 20, 2015

What does it mean to treat every court as a problem-
solving court? Let me first tell you what it does not mean.
It does not mean that we seek to transform judges into
social workers, or that we no longer resolve cases in ac-
cordance with law and instead seek to resolve them in ac-
cordance with our own vision of public policy, or that we
care any less about principles of fairness and due process.
What it does mean is best described by two principles that
come from the Jewish religious tradition, but probably are
shared by nearly every religious tradition. The first is that
each of us has an obligation to repair the world. The sec-
ond is that, if you save one life, it is as if you have saved
the entire world. In our courts, we seek to repair the world,
sometimes even save the world, one person at a time.

setts’ Judiciary speech in October, Chief Justice Ralph Gants promoted specialty courts, including drug and

mental health courts, sentencing reform and the state’s JRI (Gants, 2015). Related to the Section 35 law

and the treatment of committed women, Judge Rosemary Minehan, the first justice for the Plymouth Dis-

trict Court, notes that the law needs to be enforced more strictly, particularly the requirement that the

system follows up with those who have completed their Section 35 commitment after release (Becker,

August 11, 2015).

In addition to all these efforts, in 2014 Governor Patrick reconstituted the Massachusetts Sentencing

Commission. More recently, Governor Charlie Baker, Senate President Stanley Rosenberg, House Speaker
Robert Deleo, and Supreme Judicial Court Chief Justice Ralph Gants came together in a bipartisan endeav-
or to collaborate with the Council of State Government to assess the state’s criminal justice system as part
of their Justice Reinvestment Initiative (North and Young, August 3, 2015).

The City of Boston, with funding from the Blue Cross Blue Shield of Massachusetts Foundation, released a
report on Addiction and Recovery Services in the City of Boston. They call for the following systemic im-
provements that apply statewide (DMA Health Strategies, 2015):

e Augment existing capacity (beds) for detox and residential treatment.

e Create a central source of real-time information on available treatment beds and outpatient
services.

e Develop a more cohesive and integrated continuum of care to reduce relapse and increase
rates of retention during transition points.



Encourage formal referral arrangements between organizations.

Support integration of levels of care within single organizations.

Reform public and private payment to support such delivery system reform.
Expand care coordination and system navigation services.

Improve data collection and reporting regarding need, demand and capacity.

Conduct more detailed data collection including needs of specific populations and cultural com-
petence.

Advocate for implementation of evidence-based practices.
Monitor and train to ensure fidelity of evidence-based practices and services.
Support pre- and post-trial alternatives with city, county and state criminal justice systems.

Expand education and awareness programs in Boston public schools and other community
settings.

In expanding access to opioid dependence treatment, The New England Comparative Effectiveness Public

Advisory Council and The Institute for Clinical and Economic Review came out with the following recom-
mendations (ICER, 2014):
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Coordinate efforts across New England to improve access to opioid dependence treatment for
the large number of individuals who lack adequate access to high quality care options.

Develop innovative strategies that connect individuals in the criminal justice system to treat-
ment for their addiction.

Individualize treatment, including decisions about medication choice, counseling, and sup-
portive social services, according to an initial assessment of a patient’s baseline severity and
unique health care needs.

Develop systems to triage patients entering treatment to the level of care most appropriate for
their individual needs in order to support patient-centered treatment and allow for more capac-
ity in the system.

Reconsider mandatory requirements for certain kinds of counseling, as they can have unintend-
ed consequences, to ensure they are not negatively affecting patient outcomes.

Provide treatment for opioid dependence through comprehensive, team-based care with col-
laboration across health care providers.



e Adopt an individualized approach that engages the patient in setting goals dosing and tapering of
medication-assisted therapy.

e Ensure evidence-based insurance coverage policies for opioid dependence services to support
efficient clinical practice and provide enough flexibility to help clinicians appropriately support
the care needs of a diverse group of patients.

e Policymakers should develop long-term solutions to recruit, train, and retain qualified physicians
to the field of addiction medicine in addition to fostering greater awareness and skills for recog-
nizing opioid addiction among primary care clinicians.

e Funders and the clinical research community should focus future study on key areas where fur-
ther evidence is needed to appropriately manage patients with opioid dependence.

Promoting a chronic model of care for opioid dependence, Beacon Health Options put forward the following
tenets (Beacon Health Options, 2015):

e Foster partnerships in the community to link resources and promote better health.
e Establish alternative payment methodologies to promote a chronic care model.

e Reinforce informed consent to support individuals’ choice of treatment options.

e Build an effective continuum of care anchored on the chronic care model.

e Drive provider education on substance use disorder services.

e Improve the coordination of care through registries and electronic health records.

Nationally and within Massachusetts policymakers, practitioners and advocates endorse far-reaching trans-
formations to increase access to treatment for those in need. The challenge is to implement a comprehen-
sive approach that addresses the needs of all citizens, with an emphasis on decreasing racial/ethnic and gen-
der disparities. The call for action will require commitment from and collaboration across the public health,
mental health, law enforcement and criminal justice systems.

IX. Recommendations for Moving Forward

With the opioid epidemic, insufficient treatment capacity, and growing evidence that substance use prob-
lems are better addressed by treatment than punishment, the problem, policy and politics have converged.
The opioid problem has grown into an epidemic. There is a major need for expanded access to treatment,
including acute inpatient and residential beds, medication-assisted treatment, and integrated treatment ap-
proaches. Moreover, the barriers to treatment lead to greater engagement with the criminal justice system,
and that the criminal justice system does not provide a cost-effective way to address drug problems. This
combination of problems requires attention by policymakers throughout the Commonwealth.
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Solutions are available. We have a strong body of evidence that treatment works and is cost effective. We
have evidence-based and promising practices that work in the community, pre-arrest, pre-conviction, for
probationers and parolees, within jails and prisons and for re-entry populations. On top of these specific
treatments, we see collaborations and justice reinvestment initiatives that involve practitioners from a vari-
ety of systems working together for positive change.

Policymakers are speaking out for change. Governor Baker put forward policy to drive innovative interven-
tions to address the opioid epidemic. Additionally, he requested resources to fund a number of the recom-
mendations of the Opioid Working Group. Both House and Senate members of the Legislature are consider-
ing legislation to increase access to treatment, divert more offenders to community-based treatment and to
reform sentencing guidelines and mandatory minimum sentences. The Massachusetts Bar Association,
members of the Judiciary and the Criminal Justice Reform Coalition are calling for similar reforms. The City
of Boston and policymakers in the treatment system have spoken out for increased access to treatment,
including more residential beds, greater access to medication-assisted treatment, and innovative treatment
approaches that integrate treatment with other care systems. There is innovation in Gloucester and com-
munities throughout the Commonwealth.

The range of stakeholders and plans are impressive but it is going to take coordinated efforts and concerted
resources on multiple fronts to make real and sustained progress. We know what is broken. And we know
what needs to be done. So, why haven’t we made the necessary changes? To accomplish this, the agencies
and organizations involved must engage in culture change, break down silos, and erase stereotypes. Until
we have a shared interagency mission, coupled with performance metrics that hold agencies accountable to
that shared mission, we will not achieve necessary sustainable reforms.

This systems change will involve all key agencies, including the Department of Public Health, Department of
Mental Health, and the myriad of law enforcement and criminal justice agencies, departments and offices,
including each sheriff who functions independently. These agencies operate in multiple branches of govern-
ment with varying cultures, policies and priorities. Moreover, the collaborative work of these public agen-
cies should involve treatment providers, advocates and consumers to bring a more complete perspective to
the effort.

At this time, these agencies and partners have a shared need (see Figure 6). By coming together and work-
ing at the highest levels of government with key partners, these collaborators can develop a shared vision
and secure buy-in from other policymakers, agency officials, care providers, those in need of treatment ser-
vices, and advocates. With a shared vision and commitment, they can change the system, working toward
long-term solutions. The collaborators would also need to establish performance metrics to monitor pro-
gress, hold partnering agencies accountable and work toward real improvements.
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Figure 6. A Model for Change in Massachusetts
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Together, the collaborators would form an Integrated Planning Team with direct accountability to the Gover-
nor and Legislature, with input from the Judiciary (see Figure 7). With the Governor and Legislature, they
would make data-driven investment decisions to strategically support system change (Forman and Larivee,
2015). An Operations Team would manage the initiatives designed by the Integrated Planning Team. This
united work would lead to system transformation that would be enhanced by data exchange between partici-
pating agencies, providers and the Operations Team. The data exchange must involve all key players working
toward shared outcomes and reporting data in a timely manner (see Figure 8). The data exchange would
then feed into a plan, do, study, act cycle of process improvement for rapid assessment and change to fur-
ther enhance the system transformation (Deming, 1986). Ultimately, this coordinated implementation pro-

cess would lead to improved health and safety outcomes.
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Figure 7. Model Implementation
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We propose two alternative governing structures as a way to achieve this systems change. First, the Gover-
nor could revitalize the Massachusetts Interagency Council on Substance Abuse and Prevention. Established
May 16, 2005 by Governor Romney and re-established in 2008 by Governor Patrick, this Council:

e Qversees implementation of initiatives and programs that effectively direct the existing re-
sources and minimize the impact of substance misuse; and

e Develops and recommends formal policies and procedures for the coordination and efficient uti-
lization of programs and resources across state agencies and secretariats.

The Council is chaired by the Lieutenant Governor and includes representatives from the Executive Office of
Health and Human Services; the Executive Office of Public Safety and Security; the Commissioner of Correc-
tion; the Chair of the Parole Board; the Commissioner of Probation; the Commissioner of Public Health; the
Commissioner of Mental Health; the Medicaid Director; the Juvenile, Superior and District Courts; and the
Legislature, as well as representatives of other agencies and a consumer representative. Work to increase
access to treatment might be conducted by a subgroup of this larger board to facilitate more responsive
action.

A second approach would be to build off of the Governor’s Opioid Working Group and transition this group
from its role in assessing the extent of the problem and recommending changes to implementation and
oversight. The Working Group could review its membership to ensure that representatives from public
health, mental health and the various criminal justice agencies are included.

With either approach, the group would involve coordinated governance across the Executive, Judicial and
Legislative branches of government. The group would work toward systemic change with a shared mission,
coordinated response, and routine data analysis for rapid cycle improvements using the plan, do study, act
model. The group would also report directly to the Governor and Legislature, with input from the Judiciary,
for accountability, transparency and fiscal support.

Despite the recommendation for systems and culture change, Massachusetts should also act now to in-
crease access to treatment given the immediacy of the problem. Toward that end, Massachusetts policy-
makers should consider the following four strategies:

1. Implement a pre-arrest program for low-level drug offenders similar to DMH’s Jail Diversion Pro-
gram. This initiative should:

e Use DMH as a key partner with DPH to build on the lessons learned and successes of their Jail
Diversion Program.

e Have BSAS provide training for law enforcement on screening and referral.

e Partner law enforcement agencies with substance use disorder treatment providers to divert
appropriate people to treatment.
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e Work with law enforcement agencies and substance use disorder treatment providers to imple-
ment a data tracking system to monitor changes to the system (e.g., decreases arrests and book-
ings, increases in access to treatment).

e Monitor outcomes and savings — an analysis of a decrease in the jail population in Hampden
County showed that Massachusetts could save $6 million with a 14% decrease in its jail popula-
tion (Jones and Forman, 2015).

Continue to support and expand the diffusion of specialty courts throughout the state, including
drug, mental health, co-occurring and veterans’ courts. Currently there are 34 specialty courts in
Massachusetts, including 22 adult drug courts, 6 mental health courts, 3 veterans’ treatment courts
and 3 juvenile drug courts (Mass.gov, 10/13/15). Although this represents significant growth in re-
cent years, there is much opportunity to expand this proven approach. This effort should:

e Use the resources of the Administrative Office of the Trial Courts (ATOC) to assist courts in apply-
ing for and winning federal grants to support start-up efforts.

e Disseminate a common data collection system to courts to promote collection of uniform core
data elements and to share these data with appropriate state agencies (e.g., ATOC and BSAS).

e Provide cross-system training for judges and court staff, probation officers and substance use dis-
order and mental health treatment providers.

e Partner with BSAS and DMH to support the courts and probation with linkages to substance use
disorder and mental health treatment providers and to develop appropriate policies and proto-
cols.

e Monitor outcomes and savings for future planning.

Increase access to MAT within communities and at critical intercepts along the criminal justice con-
tinuum (e.g., diversion, incarceration, re-entry). This endeavor should:

e Expand the OBOT-B program developed by BSAS and Boston Medical Center to expand the num-
ber of sites and the number of physicians within sites prescribing buprenorphine.

e Assess opportunities to use MAT in diversion and re-entry programs.

e Look to DOC and participating Sheriff Departments for lessons learned and successes to build on
their MAT program using Vivitrol, Suboxone and methadone behind the walls and upon re-entry.

e Provide cross-system training to educate corrections staff about appropriate use of MAT and
treatment staff about corrections security needs.

e Partner with BSAS and MassHealth to coordinate linkages with MAT providers at the jails and
prisons and in the community.

e Partner with BSAS and MassHealth to develop appropriate policies and protocols.



e Implement a data tracking system to monitor changes to the system (e.g., relapses, overdoses,
recidivism).

e Monitor outcomes and savings for future planning.

4. Expand implementation of a Medicaid enrolilment program at multiple points of contact on the
criminal justice continuum to improve access to primary care and substance use disorder and men-
tal health services immediately upon release. This effort should:

e Build on the lessons learned by MassHealth and DOC during their Prison Reintegration Pilot Pro-
gram (Kirby, et al., n.d.).

e Train criminal justice staff who have sufficient time with offenders (e.g., Probation officers, cor-
rectional staff) to screen offenders for Medicaid eligibility.

e Enroll all eligible offenders who are not already covered by Medicaid.
e Suspend Medicaid benefits for inmates on Medicaid while incarcerated.

e Reactivate Medicaid benefits upon release and review Medicaid benefits with inmates as part of
their re-entry plans.

e Track the number enrolled and the number accessing benefits.

e Monitor outcomes and savings, including federal reimbursement, for future planning.

As demonstrated in all of the initiatives above, partnering organizations should collect data to accurately
track outcomes, investments and savings across the systems. Net savings should then be reinvested to fur-
ther improve the system.

The opioid crisis presents an opportunity to improve access to treatment, reduce incarceration, address ra-
cial and ethnic disparities, and to give hope to individuals, families and communities suffering in all areas
across the Commonwealth. Massachusetts policymakers have recognized the need, identified some solu-
tions and indicated support for reform. Now we need the leadership and cross-system collaboration to cre-
ate meaningful, sustainable change.
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