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Abstract: Police officers often encounter people with substance use disorders and in need of
treatment. Police pre-arrest diversion or “deflection” programs allow police departments to
refer individuals to treatment, steering them away from traditional criminal justice system
processing. This preliminary outcome evaluation examined A Way Out (AWO), a program in
Lake County, Illinois, in which contact with police is initiated by individuals in the community
who seek substance use disorder treatment. We examined groups of individuals referred to one
residential treatment provider through AWO and through other means (criminal justice
system, self, family, or healthcare/community providers). We examined group differences and
compared the short-term (minimum of six months) post-treatment arrest outcomes of those
groups. We found AWO participants were predominately White, male, aged in their late 20s to
early 30s, and diagnosed with an opioid use disorder, which was similar to those referred to
treatment in other ways. The groups showed no statistically significant differences in numbers
of post-treatment misdemeanor, felony, or total arrests. Therefore, we found AWO is on par
with other referral methods to treatment and can effectively direct community members to
substance use disorder treatment and aid in their recovery.
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Introduction 
 
Police officers are on the front lines in communities and are frequently tasked to address an array 
of issues. One pervasive issue is substance use disorders (SUDs). In 2019, an estimated 57.2 
million Americans (20.8% of the population) aged 12 or older indicated illicit drug use in the 
past year, according to the National Survey on Drug Use and Health.1 The same survey indicated 
within that previous 12 months, an estimated 14.5 million people aged 12 or older had an alcohol 
use disorder (5.3% of the population). In addition, the survey estimated approximately 8.3 
million people aged 12 or older had at least one illicit drug use disorder, which could include use 
of marijuana, cocaine, heroin, hallucinogens, inhalants, methamphetamines, or prescription 
psychotherapeutic drugs (e.g., stimulants, tranquilizers, sedatives), equating to approximately 
3.0% of the population in 2018. 
 
Approximately 21.6 million people aged 12 or older needed SUD treatment in 2019, or about 
7.8% of the population; however, only 4.2 million people aged 12 or older were treated that year 
(1.5% of the population).2 The most common reasons for those who needed or perceived the 
need for treatment but did not receive it were not being ready to stop using illicit drugs (39.9%), 
not knowing where to go for treatment (23.8%), and not having health insurance and not being 
able to afford the cost of treatment (20.9%).3 Police pre-arrest diversion or “deflection” programs 
are one way in which communities can help individuals navigate SUD treatment options and 
services. 
 
Police-Led Deflection and Diversion Programs 
 
Individuals with SUDs come to the attention of police in various ways and officers may feel a 
sense of futility due to the chronic, relapsing nature of SUDs, prevalence of illicit drugs, and lack 
of treatment in their communities.4 Recognizing that SUDs are clinically diagnosed mental 
disorders that may not improve with, and may even be exacerbated by, arrest and further 
criminal justice involvement, some police agencies have begun to identify themselves as 
alternate access points to treatment and services. This also provides a potential way to divert 
individuals away from criminal justice system involvement.5 Police departments have started 
assisting individuals with SUDs through police-led addiction treatment referral programs, 
commonly referred to as deflection or pre-arrest diversion programs (hereafter collectively 
referred to as deflection).6  
 
Deflection models generally consist of law enforcement agencies serving as a point of contact for 
individuals seeking treatment and services for substance misuse/SUDs either through voluntary 
entry, contact with a police department or police officer, or through officer outreach efforts.7 
Diversion models may occur pre-arrest or post-arrest after individuals have had involuntary 
contact with law enforcement.8 The present study is an exploratory study of a police deflection 
program and an examination of program participant arrest outcomes.  
 
Self-referral deflection programs are relatively new, with the first—the Angel Program—
initiated in 2015 in Gloucester, Massachusetts, but they have spread to over 400 police agencies 
in 32 states.9 The programs rapidly link individuals to appropriate treatment to improve 
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behavioral health, as well as prevent or reduce further contact with the criminal justice system. 
Research on the process, utility, and efficacy of deflection programs is still in its infancy. 
 

A Way Out Program Overview 
 
This study examines A Way Out (AWO), a Lake-County police-led addiction treatment referral 
program established in June 2016 and modeled after the Angel Program.10 The Lake County 
Opioid Initiative, a county-wide task force initiated in 2012, generated the idea for the program; 
however, individuals with any SUD, not solely an opioid use disorder (OUD), can access the 
program. Individuals can enter any police station participating in AWO and request assistance. 
Many participants are Lake County residents, but the program helps individuals who may live 
outside of the county. The program has never turned anyone away; if an individual requesting 
treatment has a warrant, the police and state’s attorney partner to coordinate a special hearing 
before a judge to waive bond or quash the warrant in lieu of treatment. At the time of the 
evaluation, AWO operated without external funding support, using existing police staff and 
resources but in later years, obtained grant funding.  
 
At the police station, individuals are asked to sign an AWO program waiver certifying their age 
(18 or over) or that their guardian authorizes participation. Police officers contact the county 
health department by phone and a county health professional screens the client to pre-assess 
treatment needs; a full assessment is completed upon SUD treatment admission. The client is 
then placed into treatment with one of five residential or two outpatient—treatment providers. 
Clients also receive county health department services. The program established working 
agreements with select treatment providers to offer rapid assessment and intake, allowing 
participants to circumvent any long waiting lists. On average, clients are placed in treatment 
within two hours.11 Program volunteers sit with participants at the police station to provide 
support if there is a delay in immediate treatment access. Police transport participants to their 
treatment providers. As of February 2021, the program helped 784 individuals access treatment 
and operated in 15 police departments.12  
 

Methodology 
 
We examined individuals referred through five methods [AWO, criminal justice system (e.g., 
probation or problem-solving court), self, family, and healthcare/community providers] who 
received the same residential treatment from a single provider and location during the same time-
period. The treatment provider incorporated individualized services, including medications for 
OUDs (except methadone) and alcohol use disorders, co-occurring disorder treatment, 
acceptance and commitment therapy, cognitive behavioral therapy, dialectical behavioral 
therapy, 12-step facilitation, and motivational interviewing.13  
 
Some treatment data were unclear. It was unknown whether medications for OUD were 
prescribed to participants for medical detoxification (or taper) or initiated for long-term use as 
medical management while they were in the facility; however, information was available on 
whether an individual had been previously prescribed an OUD medication. Data on medications 
for alcohol use disorder was not collected. 
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The purpose of this study was to examine characteristics and compare outcomes of individuals 
receiving the same residential SUD treatment through different referral methods. This filled a 
research gap on who is accessing SUD treatment through AWO and who finds their way via the 
four other referral methods. We sought to answer the following research questions: 
 

1. What were the characteristics of AWO program participants? 
2. What were the characteristics of individuals accessing SUD treatment through the 

other four referral methods? 
3. Were there similarities or differences in demographic, treatment-related, and arrest 

variables of individuals entering treatment via the different referral methods? 
 

This is an exploratory study analyzing differences and similarities between those referred 
through AWO14 and those referred through the other four referral methods. The observation 
period for this study was, at minimum, six-months post-discharge from the treatment facility. 
The actual treatment period was not observed, however, treatment facility data was incorporated 
into the analysis.  
 
Regardless of referral method, all clients entered the same residential SUD treatment facility in 
Lake County, Illinois. The study included individuals with a treatment admission date that fell on 
or after January 20, 2016, and a treatment discharge date of no later than June 30, 2018, with a 
minimum post-discharge period of six months. The study was approved by the Illinois Criminal 
Justice Information Authority’s Institutional Review Board. 
 
Sample  
 
From the data, we collected a final sample of 726 individuals who sought treatment. We then 
matched 652 individuals in the sample to corresponding arrest records (89.9%) using both 
deterministic matching on name and date of birth and a manual review of near-matching records 
indicating those individuals had at least one arrest prior to treatment entry or post-discharge. A 
100% match was not expected as most referral methods did not require nor necessitate prior 
contact with the criminal justice system as a prerequisite for treatment.  
 
Data Sources 
 
Treatment Data  
 
We accessed individual electronic treatment records on-site from the treatment facility’s 
electronic records. Relevant nominal and categorical data collected included referral method, 
gender, race/ethnicity, employment status, insurance type, DSM-5 mental health diagnosis(es) 
other than SUD diagnosis(es), DSM-5 SUD diagnosis(es), treatment completion status, and 
participants’ OUD medications. Continuous level treatment data variables included age of first 
use, age, and number of prior treatment episodes (at any facility). See the Appendix for specific 
treatment and arrest data coding. 
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Arrest Records 
 
We electronically extracted the sampled individuals’ criminal history records from the Illinois 
State Police (ISP) Criminal History Record Information (CHRI) System, the state’s central 
repository for arrest information. Local police departments forward individuals’ arrest 
information to ISP for processing and posting onto their criminal history record.15 Using 
individual state identification numbers, we pulled each person’s matched arrest history and 
entered it into a database on November 28, 2018. First, arrests were categorized into felony, 
misdemeanor, unknown, ordinance, bond warrants, and other. Second, arrests were categorized 
as person offenses (i.e., violent offenses)—as defined by the Illinois Crime Victims Act. 

 
We examined six post-treatment, criminal justice-related variables: a dichotomous variable 
indicating if there was any post-treatment arrest event, a continuous variable that had total 
number of arrests post-treatment, a dichotomous variable indicating if there was any post-
treatment misdemeanor arrest event, a continuous variable that includes the total number of 
misdemeanor arrests post-treatment, a dichotomous variable indicating if there was any post-
treatment felony arrest event, and a continuous variable that includes the total number of felony 
arrests post-treatment (Table 1). We gave scores of zero to individuals who had no identified 
criminal histories or post-treatment arrests. 

 
Data Coding 
 
The table in the Appendix provides an overview of how each variable was coded in the dataset, 
including original and revised coding. Several categorical variables were collapsed due to the 
lack of variability between the categories and high frequency of zero cell counts in forthcoming 
crosstabulations. While this potentially creates some loss of information, it does help for further 
bivariate analyses for data that are non-normally distributed, particularly regarding bimodal 
variables.  
 
Statistical Analyses 
 
We used bivariate analyses (chi-square tests and one-way ANOVAs) to test for differences 
between the five referral methods on descriptive, treatment-related, and arrest variables, with a 
significance indicated at p < .05. We used SPSS  to conduct all descriptive and bivariate 
analyses. When analyzing the continuous level variables for outliers and homogeneity of 
variance to test one-way ANOVA assumptions, all but three variables violated the test for 
homogeneity of variance. For one-way ANOVAs that did not meet homogeneity of variance 
assumption, the Welch’s F-test and Games-Howell post-hoc tests were used.  
 
A chi-square test measures the association between two categorical variables such as 
characteristics such as gender or race between groups (in this study, groups based on referral 
method). An ANOVA test measures differences in continuous variables such as characteristics 
such as age or number of prior arrests between groups outcomes (in this study, groups based on 
referral method). Welch’s F-test and Games-Howell post-hoc tests are similar to ANOVAs in 
that they measure group differences. A p-value is a measure of the probability that an observed 
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difference could have occurred just by random chance. The lower the p-value, the greater the 
statistical significance of the observed difference. 
 
The limited follow-up time (minimum follow-up of six-months) and limited variability of the 
continuous post-treatment arrest measures ultimately impacted the results due to heavily skewed, 
non-normally distributed variables. Therefore, only chi-square tests were conducted on the 
categorical variables, including the dichotomous post-treatment discharge arrest variables, 
because it was more meaningful and representative of the actual differences between the referral 
methods on the post-treatment arrest variables; however, one-way ANOVAs were conducted for 
age, age of first use, number of prior treatment episodes, prior arrests, prior misdemeanor arrests, 
and prior felony arrests.  
 

Findings 
 
Study Sample Characteristics 
 
Table 1 displays descriptive statistics of the study sample by individual referral method. Across 
all referral methods, individuals predominately identified as White, male, unemployed, and 
having at least one prior treatment episode. The individuals most frequently reported never using 
OUD medications, most frequently completed the residential treatment program, and had been 
arrested at least once prior to treatment admittance. On average, individuals spent 25 days in 
treatment, with a median of 28 days (SD = 13.85). Further, individuals entering treatment via 
AWO referral were most frequently uninsured, while individuals using one of the other four 
referral methods most frequently had Medicaid Managed Care (MMC). In addition, a higher 
proportion of individuals with diagnosed alcohol use disorders were referred by health providers.  
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Table 1 
Characteristics of Residential Treatment Participants by Referral Method 

  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Note. Sample size was 726 participants. If the items do not add up to the total, this is due to a lack of data for that variable. Percentages may not equal 100% due 
to rounding. Sample sizes are provided when the totals are not reflective of the full sample. M is mean, Mdn is median, and SD is standard deviation.
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Post-Treatment Arrest Descriptive Statistics 
 
Table 2 provides post-treatment arrest data on sampled individuals categorized by referral 
method. One-third of all individuals sampled were arrested post-treatment (n = 238, 33%). The 
following proportion of individuals were arrested at least once post-treatment by referral type: 
AWO (39%), criminal justice system (28%), family (35%), self (31%), and provider (28%).  
 
Table 2 
Post-Treatment Discharge Arrest Variables by Referral Method  
 

 
 

 

AWO 
program 

participants  
(n = 134) 

 
Self 

(n = 264) 

 
Family  
(n = 84) 

Health and 
community 

provider  
(n = 165) 

 
Criminal 

justice system  
(n = 79) 

Variable n (%) n (%) n (%) n (%) n (%) 
Any arrest post-
treatment discharge 
 Yes 
 No 

52 (39) 
82 (61) 

81 (31) 
183 (69) 

29 (35) 
55 (66) 

46 (28) 
119 (72) 

30 (38) 
49 (62) 

Any felony arrest 
post-treatment 
discharge 
 Yes 
 No 

23 (17) 
111 (83) 

43 (16) 
221 (84) 

19 (23) 
65 (77) 

19 (12) 
146 (89) 

17 (22) 
62 (79) 

Any misdemeanor 
arrest post-treatment 
discharge 
 Yes 
 No 

39 (29) 
95 (71) 

 
 
 

47 (18) 
217 (82) 

 
 
 

14 (17) 
70 (83) 

 
 
 

31 (19) 
134 (81) 

21 (27) 
58 (73) 

 M(SD) Mdn M(SD) Mdn M(SD) Mdn M(SD) Mdn M(SD) Mdn 
Number arrests 
post-treatment 
discharge 

1 (.87) 0 1 (.53) 0 1 (.58) 0 0 (.47) 0 1 (.68) 0 

Number felony 
arrests post-
treatment discharge 

0 (.26) 0 0 (.22) 0 0 (.27) 0 0 (.15) 0 0 (.29) 0 

Number 
misdemeanor arrests 
post-treatment 
discharge 

1 (.50) 0 0 (.25) 0 0 (.27) 0 0 (.27) 0 0 (.32) 0 

Note. Sample size was 726. M is mean, Mdn is median, and SD is standard deviation. 
 

 
Of the individuals arrested once post-treatment for a felony, 23% were referred by family, 22% 
were referred by the criminal justice system, 17% were referred through AWO, 16% self-
referred to treatment, and 12% were referred by providers. Among the individuals arrested post-
treatment for a misdemeanor, 29% were referred through AWO, 27% were referred via the 
criminal justice system, 19% were referred by providers, 18% self-referred, and 17% were 
referred by family.  
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Tests for Group Differences 
 
Table 3 provides the results of the chi-square tests to examine associations among the referral 
types regarding employment, prior arrests (dichotomous), indication of a DSM-5 mental health 
disorder (other than SUD), primary SUD diagnosis, race/ethnicity, gender, prior treatment 
episodes (dichotomous), medications for OUD, discharge status (dichotomous), insurance based 
on referral method, any post-treatment arrest, any post-treatment misdemeanor arrest, and any 
post-treatment felony arrest. 
 
Table 3 
Chi-Square Tests of Categorical Variables by Referral Method 

Variables χ2 P-value 
Race/Ethnicity (8, N = 726) = 11.47 .176 
Gender (4, N = 725) = 8.59 .072 
SUD diagnosis (8, N = 726) = 42.23 .000 
Mental health diagnosis (4, N = 726) = 3.91 .418 
Any prior arrest (4, N = 726) = 8.55 .073 
Insurance type (12, N = 726) = 68.14 .000 
Employment status (4, N = 726) = 3.94 .415 
Prior treatment episodes (dichotomous)  (4, N = 726) = 14.30 .006 
Ever prescribed medication for OUD (4, N = 717) = 9.83 .043 
Discharge status (4, N = 720) = 8.45 .062 

Post-Treatment Arrest Variables χ2 P-value 
Any post-treatment discharge arrest (4, N = 726) = 5.62 .230 
Any post-treatment discharge felony arrest (4, N = 726) = 6.69 .153 
Any post-treatment discharge misdemeanor arrest (4, N = 726) = 9.87 .043 

Note. Sample size was 726. 
 
 
Group Differences Between Referral Methods 
 
A statistically significant relationship was found between both SUD diagnosis (Φ = .31), 
insurance type (Φ = .24), prior exposure to medications for OUD (Φ = .12), and any post-
treatment discharge misdemeanor arrest (Φ = .12) based on referral method. A higher proportion 
of individuals referred by AWO were without insurance compared to those entering treatment 
via other referral methods, which had a higher proportion of individuals with MMC insurance. 
Provider referrals resulted in a higher proportion of individuals with an identified alcohol use 
disorder, whereas other referrals had a higher proportion of identified OUDs. A higher 
proportion of those referred through AWO, self, and family reported a history of being 
prescribed OUD medication(s) compared to those referred via the criminal justice system and 
health providers.  
 
On the dichotomous post-treatment arrest variables, only post-treatment misdemeanor arrest was 
statistically significant. A slightly higher proportion of individuals entering treatment via AWO 
referrals (29%) and criminal justice system-referred individuals (27%) had at least one post-
treatment misdemeanor arrest compared to those entering treatment via the other referral types.  
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Group Differences by Referral Method 
  
We identified a statistically significant difference between referral method and age of first 
substance use (Table 4). Individuals referred by AWO had an older mean age of first substance 
use than those referred by health providers, at about 16.75 years old and 14.90 years old, 
respectively. We found no statistically significant difference between referral method and age.  
 
The data also revealed a statistically significant difference between referral methods and number 
of prior treatment episodes. Those who had self-referred to SUD treatment (M = 3.12, SD = 3.11) 
had a higher mean number of prior treatment episodes than those referred by AWO (M = 2.14, 
SD = 2.74), which was statistically significant. Individuals who had self-referred also had a 
higher mean number of prior treatment episodes than those referred by family (M = 1.96, SD = 
2.38), which was statistically significant. In addition, self-referred individuals also had a 
statistically significant, higher mean number of prior treatment episodes than those referred by a 
provider (M = 2.29, SD = 2.49). 
 
The data showed a statistically significant difference between referral methods and number of 
arrests prior to treatment admittance. Those referred by family (M = 5.01, SD = 4.98) had a lower 
average number of prior arrests than individuals who had self-referred (M = 7.12 SD = 8.21). In 
addition, those referred by family had a lower average of prior number of arrests than CJS 
referrals (M = 8.86, SD = 7.85), which was also statistically significant. Data also revealed a 
statistically significant difference regarding number of days in residential treatment, specifically 
between those referred by AWO (M = 22, SD = 12.08) and those referred by the criminal justice 
system (M = 30, SD = 13.21). Those referred by the criminal justice system tallied a higher mean 
average of residential treatment days. 
 
In addition, we found a statistically significant difference in the mean number of prior felony 
arrests, where those referred by the criminal justice system (M = 3.27, SD = 3.37) had a higher 
mean number of prior felony arrests than those who self-referred (M = 2.04, SD = 2.52) and 
those referred by family (M = 1.36, SD = 1.94) and providers (M = 1.77, SD = 2.52). The data 
showed no statistically significant difference between referral methods on prior misdemeanor 
arrests.  
 
We found no statistically significant differences between the referral methods and the means of 
total, felony, and misdemeanor post-treatment arrests. Table 4 provides ANOVA (or analysis of 
variance) test results on the relationship between variables for our referral groups. 
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Table 4 
One-way ANOVAs of Continuous Variables by Referral Method  

Variables F-test P-value 
Age [F(4, 716) =.97] .423 
Age at first substance use [Welch’s F(4, 261.72) = 2.63] .035 
Total prior arrests [Welch’s F(4, 279.63) = 4.04] .003 
Prior misdemeanor arrests [F(4, 718)=2.17] .070 
Prior felony arrests [Welch’s F(4, 268.48) = 5.25] .000 
Prior number of SUD treatment episodes [Welch’s F(4, 267.67) = 4.62] .001 
Total number of days spent in treatment [F(4, 706) = 3.89] .004 

Post-Treatment Arrest Variables F-test P-value 
Total post-treatment discharge arrests [Welch’s F(4, 283.50) = 1.68] .154 
Total misdemeanor post-treatment discharge arrests [Welch’s F(4, 286/93) = 1.25] .289 
Total felony post-treatment discharge arrests [Welch’s F(4, 280.68) = 1.72] .146 

Note. Sample size was 726. 
 

Discussion 
 
In this study, we compared those who accessed residential SUD treatment in Lake County, 
Illinois. through a police deflection program, AWO, and four other methods—self, family, 
criminal justice system, and health/community providers. The majority of individuals sampled 
across all referral methods were White, male, aged in their late 20s to early 30s, and diagnosed 
with an OUD. According to 2019 U.S. Census Bureau estimates, the Lake County population 
was 61% White, non-Latinx, and 39% non-White and/or Latinx.16 In 2017, Lake County ranked 
eighth in county opioid-related overdose mortality across the state17 and third for arrest charges 
related to intoxicated driving.18  
 
A large proportion of those who self-referred to treatment and those referred via AWO, family, 
and the criminal justice system had OUDs; however, a higher proportion of individuals referred 
by health provider presented with alcohol use disorders. Although Lake County had a significant 
number of opioid overdoses and the program was borne out of a county opioid task force, it is 
unknown the degree to which potential participants perceived the program was for OUDs than 
any SUDs, which could potentially influence the population accessing AWO. There may have 
been self-selection bias in that more individuals with OUD sought help through AWO because 
their understanding was that it served only those with OUD rather than other SUDs. Future 
programs can make clear—and include— program eligibility for individuals with any SUD. In 
addition, future research can evaluate the effectiveness of public education and awareness 
aspects of such programs.  
 
In our sample, a larger proportion of AWO clients (35%) had been previously prescribed 
medications for OUDs compared to clients referred by the criminal justice system (22%). 
National treatment data also show a larger proportion (41%) of individuals who are not referred 
to treatment via the criminal justice system (4.6%) receive methadone or buprenorphine for 
OUDs.19 This may be due in part to the significant barriers to and underutilization of medications 
for OUD in the criminal justice system, including limited knowledge about and negative attitudes 
or stigma toward medications.20  
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Those referred by AWO and family had the lowest median number of prior SUD treatment 
referrals, suggesting police-led addiction treatment referral programs may often be an 
individual’s first attempt getting help and treatment. However, self-referred individuals had a 
higher average number of prior SUD treatment episodes compared to those referred via the other 
methods and a larger proportion of prior arrests, suggesting those with previous criminal justice 
involvement may be more aware of or know how to access treatment resources and services for 
themselves.  
 
Individuals referred by the criminal justice system spent more days on average in residential 
SUD treatment than those referred through AWO. This could suggest that criminal justice 
system-involved individuals may have longer and/or more severe histories of substance misuse,21 
requiring more intensive residential services for longer periods of time. Further research is 
needed to study the connection between referral methods and treatment motivation and 
engagement over time, quality of treatment provision, and continuity of care.  
 
Those referred by AWO were more often uninsured compared to those referred via the other four 
methods, which had a higher proportion of those with health benefits through MMC. This may 
suggest that individuals may have approached AWO because they did not know of, or be unsure 
of, how to access SUD treatment—particularly without health insurance. For example, in a study 
of individuals who inject drugs, Feder and colleagues found individuals are more likely to 
engage in SUD treatment after obtaining health insurance and have more consistent medical care 
in general.22 The current study findings are also consistent with Bouchery and colleagues’30 
study that found those enrolled in publicly funded health benefit programs had a 50% to 70% 
greater odds of getting treatment compared to those with private insurance.23  
 
The vast majority of the sample had at least one arrest in their criminal histories and individuals 
referred by the criminal justice system had a larger proportion of arrests. AWO participants had a 
statistically higher proportion of post-treatment misdemeanor arrests. However, we found no 
statistically significant differences in the mean number of total, felony, or misdemeanor post-
treatment arrests.  
 
It is possible since these individuals are known to the police department through the deflection 
program, they may be more likely to be stopped or recognized while potentially engaging in 
minor law violations, particularly if the individual has relapsed, as substance misuse increases 
likelihood of continued criminal offending.24 Future research should consider how participation 
in police-led addiction treatment referral programs may have unintended consequences, such as 
increased contact or recognition by police officers. 
 
Deflection programs have the potential to help individuals access treatment, recognizing SUD is 
a chronic, relapsing diagnosable condition.25 In contrast, the criminal justice system often 
responds to individuals with SUDs with punitive measures, rather than treatment, doing little to 
address the underlying cause(s) of criminal behavior or substance use.26 This can ultimately lead 
an individual to continued substance use and further justice system involvement.  
 
Police officers may be poised to help individuals access SUD treatment, as they are available 24 
hours a day, seven days a week, and often encounter individuals with SUD issues that will not be 
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solved by arrest.27 The AWO program model may be able to overcome two often cited barriers—
long waiting lists and transportation to treatment.28 However, their success may depend on 
police-community relationships and trust and collaboration with SUD treatment providers in the 
community. Police departments should consider needs of their jurisdictions, police agency 
culture, police-community relationships, access to treatment resources, knowledge, and internal 
and/or external support in implementing a similar program.29  
 
Study Limitations 
 
This study had several limitations. First, researchers could not assess the quality of treatment or 
compare types of treatment provided (i.e., outpatient care, recovery support groups, medication-
assisted treatment, aftercare, fidelity to evidence-based treatment practices). Without information 
regarding specific treatment and aftercare processes, we could not determine if post-treatment 
arrests were the product of discontinuity in care, which may increase individuals’ likelihood to 
relapse and subsequent arrest. Second, the study did not measure more proximate treatment and 
quality-of-life outcomes, such as overdose, emergency admissions, morbidity, mortality, 
employment, housing, education, physical and/or mental health, or other criminal justice 
measures (i.e. incarceration). Third, although public health is an outcome of interest, researchers 
have documented many obstacles in obtaining longitudinal behavioral health data. These 
obstacles are due to the lack of available administrative databases, high attrition rates, and the 
large investment of time and resources required for tracking individuals.30 Finally, we could not 
track long-term outcomes and were limited to follow-up times of a minimum of six months as 
the program was established in 2016. Therefore, it is unknown if outcomes would be sustained or 
differ over a longer period.  
 
Future research could address these limitations with additional data collection and outcome 
measurements, including a longer follow-up time at which to assess long-term results, analyze 
quality-of-life and criminal justice contact measures, and incorporate qualitative information 
from program and community stakeholders. For example, death or mortality records could be 
used to determine whether non-arrest was due to an individual’s mortality. Further research also 
is needed to evaluate the efficacy of treatment programming, as AWO police function purely as 
an access (and/or intake) point for a warm hand-off to treatment. Ultimately, more long-term and 
wholistic outcomes need to be evaluated, including engagement in aftercare services (mutual 
help support services/groups, medication-assisted treatment, case management, individual or 
group counseling, or access to housing and employment). At the time of this evaluation, most 
programs did not have a sufficient number of people, years implemented, or follow-up years to 
conduct a long-term evaluation.  
 

Conclusion 
 

This is one of few studies examining the characteristics of individuals referred to SUD treatment 
via a deflection program in comparison to those referred through other methods. Based on this 
study’s findings, AWO appears to be a potentially useful access point for those who do not 
otherwise know how to seek or navigate the treatment system. Because every participant 
received the same residential treatment in this study, it appears that AWO seems to be as 
effective as other referral methods in providing access to treatment. Theoretically, AWO may 
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decrease wait times to entering treatment, using transportation and a “warm handoff” to connect 
individuals to a treatment provider (time to treatment was not analyzed). Deflection models may 
help reduce the harms of those in recovery or in active use that may result from arrest and further 
justice system involvement.  
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Appendix 
Table A 
Data Coding and Continuous Variable Ranges 

Variables Numerical Coding and Continuous Variable Ranges 

Referral Method 

1 = AWO 
2 = Self-referral 
3 = Family 
4 = Criminal Justice System (CJS) 
5 = Health provider 
6 = Other (other state agencies, community-based 
organizations, advocacy organizations)  

  

Revised Referral Method 
(Collapsing “Other”) 

1 = AWO 
2 = Self-referral 
3 = Family 
4 = Criminal Justice System (CJS) 
5 = Health and/or community-based provider 

  

Gender (n = 725) 1 = Female 
2 = Male 

  

Race/Ethnicity 

1 = White/Caucasian 
2= Black/African American 
3= All else 
(Ethnicity information was sparsely collected) 

  

Primary SUD 

1 = Alcohol use disorder 
2= Opioid use disorder 
3= Other use disorders, which could include inhalant use 
disorder, stimulant use disorder(s) (i.e. cocaine, 
amphetamine-type), cannabis use disorder, Phencyclidine use 
disorder, and/or other hallucinogen use disorder(s).  

  

Age (n = 721) A continuous variable with a range of 50, a minimum age of 
18 and maximum age of 68. 

  

Ever received medication for 
OUD? 

0 = No 
1 = Yes 
2 = Unknown 

  

Insurance  

1 = None 
2 = Managed Care Organization/Medicaid Managed Care 
(MMC) 
3 = Medicaid or Medicare 
4 = Other (private insurance, Blue Cross Blue Shield, other, 
or unknown) 



15 
 

  

Discharge status (n = 720) 1 = Did not complete 
2 = Completed 

  
Number of prior treatment 
episodes 

Continuous variable with a range of 20, and a minimum value 
of 0 and a maximum value of 20. 

  
Dichotomous number of prior 
treatment episodes 

0 = none 
1 = at least 1 prior treatment episode 

  

Employment 
 

1 = Disabled or unable to work 
2 = Employed but not working or on leave 
3 = Working full time (35+ hours) 
4 = Other (students, inmate, indication of other, homemaker) 
5 = Working part-time (less than 35 hours) including seasonal 
work 
6 = Retirement/Pension 
7 = Unemployed (looking for work and those not looking for 
work) 

  

Employment (Collapsed) 

1 = Disabled, unable to work, or employed but on leave 
2 = Seasonal, part-time, or full-time employed 
3 = Unemployed 
4 = Other 

  
Arrests prior to treatment date Continuous variable with a range of 49, a minimum value of 0 

and maximum value of 49. 
  
Dichotomous prior arrest 
variable 

0 = No arrests prior to treatment start date 
1 = At least one arrest prior to treatment start date 

  
Arrests post-treatment 
discharge date arrest(s) 

Continuous variable with a range of 12, a minimum value of 0 
and maximum value of 12. 

  
Dichotomous post-treatment 
discharge date arrest(s) 

0 = No arrests after treatment discharge date 
1 = At least one arrest after treatment discharge date 

  
Felony arrests prior to 
treatment date 

Continuous variable with a range of 17, a minimum value of 0 
and maximum value of 17. 

  
Dichotomous felony arrests 
prior to treatment date 

0 = No felony arrests prior to treatment start date 
1 = At least one felony arrest prior to treatment start date 

  
Felony arrests post-discharge 
from treatment 

A continuous variable with a range of 4, a minimum value of 
0, and maximum value of 4 
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Dichotomous felony arrests 
post-discharge from treatment 

0 = No felony arrest post-discharge date 
1 = At least one felony post-discharge date 

  
Misdemeanor arrests prior to 
treatment 

Continuous variable with a range of 31, a minimum value of 0 
and maximum value of 31. 

  
Dichotomous misdemeanor 
arrests prior to treatment  

0 = No misdemeanor arrests prior to treatment start date 
1 = At least one misdemeanor arrest prior to treatment start date 

  
Misdemeanor arrests post-
discharge from treatment 

Continuous variable with a range of 7, a minimum value of 0 
and maximum value of 7. 

  
Dichotomous misdemeanor 
arrests post-discharge from 
treatment 

0 = No misdemeanor arrest post-discharge date 
1 = At least one misdemeanor post-discharge date 

Note. Full sample size was 726. 
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