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INTRODUCTION 
In 2016, judges and court stakeholders convened a multi-state summit to discuss strategies 

the court system could employ to address the rising rates of fatal and non-fatal opioid-related 
overdoses. This initial work became formalized as the Regional Judicial Opioid Initiative (RJOI), 
with funding from the Comprehensive Opioid, Stimulant, and Substance Abuse Program 
(COSSAP)—originally Comprehensive Opioid Abuse Program (COAP)— through the Bureau of 
Justice Assistance. Kristina Bryant, National Center for State Courts (NCSC) served as project 
director and Dr. Brad Ray and his lab served as the “action researcher,” who provided academic 
detailing around developing aspects of the overdose epidemic, oversaw data integration and 
dashboard development, and evaluated the pilot programs that would come from the RJOI’s work.  

The RJOI includes judicial leaders and court stakeholders from 
Illinois, Indiana, Kentucky, Michigan, North Carolina, Ohio, Tennessee, 
and West Virginia and has strived to have an impact over the past five 
years. Using an evidence-based and data-driven approach, the RJOI 
worked to standardize information across participating states and 
transform data into action by identify interstate areas of concern and 
leveraging existing networks across state boundaries to pilot programs 
that address substance use disorder. This regional judicial approach was 
later replicated across the New England states in 2019.  

This report is not intended to chronicle all RJOI or action research team activities but to 
advocate a bold roadmap forward for the RJOI stakeholders. The overdose crisis is at a critical 
juncture. Despite billions in funding for opioid use disorder treatment and countless new health 
and safety collaborations, overdose deaths continue to increase. Preliminary data suggest that at 
least 93,000 people died of an accidental drug overdose in 2020 (1), a 150% increase from when 
the RJOI began and the highest number of overdose deaths in U.S. history. Yet, because of 
settlements with pharmaceutical companies, who funneled opioid pain analgesic medications into 
communities, in addition to proposed increases in funding from the federal government, it appears 
there will be more resources available to states to address this crisis.  

The action research team has charted this path forward by first assessing current opinions 
toward overdose prevention. To do this, the team reviewed the recent RJOI stakeholder survey 
results that measured attitudes regarding financial allocations to address the overdose epidemic 
and compared these responses to evidence-based recommendations from national experts. 
Reported next are reflections on outcomes from the past five years of collaboration and 
recommendations for the RJOI leadership and stakeholders to consider as they continue to address 
this epidemic in their communities. These are courageous proposals based on learnings from the 
RJOI collaboration, a desire to reduce accidental drug overdose, and a perception that much more 
needs to be done to achieve this end. 
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ALLOCATING FUNDS TO SAVE LIVES 
(OVERDOSE PREVENTION) 

In early 2021, representatives from criminal-
legal (courts, community corrections, law 
enforcement), public health, behavioral health, and 
social services from the eight Appalachian/Midwest 
RJOI states completed a survey where they allocated a 
hypothetical budget of $100 million over five years to 
address the overdose epidemic. Based on a New York 
Times survey (2), respondents allocated funds to 
specific programs, policies, and initiatives in four 
strategic categories—Demand Reduction/Prevention, 
Harm Reduction, Supply Reduction, and Treatment 
Services—and as they allocated resources in one area, 
they were forced to adjust the amounted allocated in 
others (Table 1).  

Survey respondents were primarily professionals in 
court or legal services (63.2%), followed by law 
enforcement or public safety (18.1%), behavioral 
health (11.7%), public health or healthcare (4.7%), and 
social services (2.2%) (Figure 1). As illustrated in 
Figure 2, almost half of the hypothetical budget was 
allocated to Treatment Services with an emphasis on 
substance use disorder treatment and community 
corrections, which would reflect expanding treatment 
courts. More than a quarter of resources was allocated 
to Demand Reduction with emphasis on reintegration 
after incarceration for people who use drugs. Receiving 
the least amount of the budget were the Supply 
Reduction and Harm Reduction categories. Within 
Supply Reduction, increased funding and training for 
local police received the greatest endorsement. 
Receiving equal shares within Harm Reduction were 
drug testing, overdose surveillance, and naloxone 
expansion programs.  

 
 

Table 1: Strategic Categories for Budget 
Allocation 
Demand Reduction / Prevention 
• Reintegration After Incarceration 
• Pain Research 
• Community Development 
• Public Education 
Supply Reduction 
• Police 
• Drug Diversion Reduction 
• Prescription Drug Monitoring Program 
Harm Reduction 
• Overdose Surveillance 
• HIV & Hepatitis Prevention 
• Supervised Consumption 
• Naloxone Expansion 
• Drug Testing Technologies 
• Syringe Exchange 
Treatment 
• Community Corrections 
• Jail-Based Treatment 
• Research & Evaluation 
• Medications for Opioid Use Disorder 
• Medicaid Expansion 
• Substance Use Disorder 
• Recovery Supports 
• Rural & Underserved 

Figure 1: Allocation Survey Respondents 
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The action research team used the Evidence Based Strategies for Abatement of Harms 

report (Figure 3) to contextualize the survey allocation decisions within the current evidence base. 
The Abatement of Harms report was funded by Arnold Ventures, developed by a group of national 
experts, and disseminated through the Legal Action Center. The 
Abatement of Harms report outlines scientific support for each 
of their recommendations, with policy considerations and 
guidance on economic impacts, that support state and local 
officials to make resource allocation decisions for high-impact 
investments to reduce overdose. 

Survey results were aligned with the Abatement of 
Harms report recommendations regarding the allocation of 
Treatment Services resources to address the overdose crisis; 
however, the report and survey respondents diverged as to the 
types of treatments they support and priotize. The most popular 
intiative among survey respondents was substance use disorder 
treatment options such as detox, inpatient/residential, and 
outpatient. Conversely, in the Abatement of Harms report, 
medications for opioid use disorder (OUD; e.g., methadone, 

Figure 3: Evidence Based 
Strategies for Abatement of Harms 

NOTE: Administered to Midwest-Appalachian RJOI members between March 2021 and May 2021. N=1,558 

 

Figure 2: Funding Allocation by Strategic Category 
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buprenorphine, and extended-release naltrexone) is the top recommendation for OUD treatment, 
above behavioral therapies and recovery support services, as research suggests effectiveness in 
reducing drug use and lowering the likelihood of mortality, among other positive outcomes (3–
13). Another diverting topic was Medicaid expansion, as survey respondents allocated the least 
amount of treatment resources here; however, as articulated in the Abatement of Harms report, 
expansion can increase coverage for high-risk populations and drive resources to populations with 
a high prevalence of OUD (14–16).  

Research demonstrates the need for substance use treatment options and strategies for their 
implementation within criminal-legal settings. Some studies suggest that providing screening, 
medications for OUD, and linkage to care for incarcerated persons could prevent thousands of 
overdose deaths per year (17). Consistent with the Abatement of Harms report recommendations, 
the RJOI survey respondents allocated a significant portion of Treatment Services resources to the 
expansion of jail-based substance use treatment programs and community corrections. The 
Abatement of Harms report recommends training law enforcement on substance use disorders, 
paralleling the RJOI survey respondents endorsement within the Supply Reduction category to 
increase these efforts among local police.  

The RJOI survey respondents allocated the majority of resources in the Demand Reduction 
category to reintegration after incarceration efforts. It is sensible for stakeholders from state 
agencies, many of whom enforce drug laws, to focus on treatment within criminal-legal settings; 
however, it is exceedingly productive for community stakeholders like those in the RJOI to see 

Figure 4: Exits off the Highway to Mass Incarceration 

Credit to Kevin Pyle; replicated from Prison Policy Initiative 
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themselves as part of a broader treatment ecosystem. Those working in courts are often situated in 
the middle of the criminal-legal system—after arrest but before reintegration. Figure 4 illustrates 
the opportunities for diversion from graver entanglement in the criminal-legal system as exit 
ramps, with negative consequences accumulating as persons travel further along the criminal-legal 
system and positive outcomes as they exit. Within a treatment ecosystem framework, the criminal-
legal system is impacted by and interacts with other systems and agencies. As such, the ability to 
deliver evidence-based OUD treatment to persons in the criminal-legal system is often limited by 
the provision of these services in the surrounding community.  

One of the most important roles in any treatment ecosystem are those agencies working 
directly with persons who use unregulated or illicit drugs, in treatment or not, to prevent them from 
death and other (individual and public) harms that result from drug use. These persons using drugs 
are dying at increasing rates, and one of the local agencies most frequently engaged with those at 
high risk of overdose are syringe service programs. This evidence-based and highly effective 
public health program has been in existence for more than 40 years and is incredibly well-
supported by scientific evidence in their capacity to reduce blood-borne infections (18–23), 
injection risk behaviors, such as needle sharing (24–28), and increase access to drug treatment 
(22,29). Further, there is no evidence that syringe service programs increase injection frequency 
or new users (30,31). Quality syringe service programs have low barriers for participants to acquire 
tools for safer drug use (such as clean needles) and provide healthcare services, such as HIV and 
Hepatitis C-testing and treatment referrals (32). Among RJOI survey respondents, syringe service 
programs were allocated 1% of resources, the lowest allocation of any program. These services 
are extremely underfunded despite scientific evidence. As new resources become available, 
syringe service programs should be a priority in many communities with efforts focused on 
expanding outreach to persons who use drugs at high risk of death and increasing funding to 
buttress the efforts of organizations that are preventing overdose daily through these relationships.  

The action research team recognizes that state courts, which are at the heart of the RJOI, 
are not situated nor designed to deliver treatment or implement overdose prevention strategies; but 
the team implores stakeholders to consider how providing resources to these efforts could further 
impact the overdose crisis. To this end, a summary of the evidence on several additional harm 
reduction practices that are successful in preventing overdoses are presented below. In the face of 
a growing number of individuals dying due to overdose, prevention practices should be considered 
at the community level.   

Overdose Prevention  

Syringe service programs are based on a harm reduction framework, which refers to a 
spectrum of strategies aimed at reducing the negative consequences of risky behaviors on 
individuals and society. When applied to substance use, harm reduction accepts that a continuing 
level of drug use (both licit and illicit) in society is inevitable and provides strategies for reducing 
adverse consequences. The illegal drug market is estimated to consistently represent more than 1% 
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of total global trade, and nearly 80% of those who use drugs illegally do so without problems, such 
as addiction (33). However, while treatment and recovery remain the key health goal for those 
with problematic drug use or substance use disorders, once someone dies, this goal is no longer 
achievable. A harm reduction framework works to ensure individual and community safety; as 
such, it is particularly effective in reducing overdose if someone is unable to stop using illicit 
substances.  

Expansion of naloxone—the opioid antagonist, also known as Narcan, which can be 
administered intravenously, intramuscularly, subcutaneously or intranasally—was the Harm 
Reduction strategy with the highest allocation among the RJOI survey respondents. However, this 
was still far under-resourced in the survey given the scientific evidence on naloxone’s capacity to 
reduce opioid-related overdose at the individual and community level when readily available (34–
38). There are still far too many barriers to access naloxone, including cost and national supply 
shortages (39–42).  

Low-threshold buprenorphine follows a medication-first approach to treatment where 
medications for OUD are made available to persons with OUD as swiftly as possible, patient goals 
are prioritized, and a reduction in opioid use, not abstinence, is the primary focus (43,44). In 
addition, patients receive access to medications for OUD without requiring that they also attend 
addiction counseling services, although these services are recommended (44). The ultimate goal 
of this approach is to allow flexible access to medications and reduce barriers, such as through 
home inductions rather than office visits, same day prescriptions, and the continuation of treatment 
even during co-use with other substances (45,46).  

Good Samaritan laws are a policy-level harm reduction strategy that reduces overdose rates 
(47,48). Drug-related Good Samaritan laws are statutes that provide legal immunity to those who 
assist someone experiencing an overdose. The purpose of these laws is to encourage bystanders to 
aid in the prevention of overdose deaths (i.e., through administration of naloxone or calling 
emergency medical services) without fear of prosecution. Currently, all but three states in the U.S. 
have some form of a drug-related Good Samaritan Law (49); however, the specific protections 
offered vary between each state. For example, in many states, these laws do not provide legal 
protection for the possession of controlled substances, paraphernalia, or parole/probation 
violations (49), which limits their effectiveness as people who use drugs are fearful of arrest (50). 
Further, lack of knowledge about Good Samaritan Laws serves as barriers to their usefulness, as 
research shows that people who use drugs are often unaware that such laws exist (51).  
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Overdose prevention sites (safe consumption 
sites) are spaces to use pre-obtained drugs 
under the care of trained staff. These programs 
provide sanitary injection equipment and 
ensure proper disposal of used equipment to 
prevent the spread of infectious disease. While 
overdose prevention sites have been established 
in many countries, they do not legally exist in 
the U.S., save for in Rhode Island (52,53). On 
July 7, 2021, Rhode Island Governor Daniel J. 
McKee signed legislation to create a two-year pilot program for these sites (53). While Rhode 
Island will be the first in the U.S. to operate these sites, states such as California and Massachusetts 
have attempted to enact similar legislation, only to see these efforts delayed or stalled. Opposition 
toward these sites rests on the fallacy that they promote rampant drug use; however, research has 
demonstrated the opposite—overdose prevention sites promote safer drug practices. Indeed, not 
one recorded fatal overdose has occurred within these sites (54). Rather, these programs are 
associated with increased utilization of treatment and social services (55) and reduced risk of fatal 
overdose (56,57) and infectious disease (58). Current overdose prevention sites in the U.S. operate 
“underground” (i.e., informally via social networks of harm reduction advocates). Research on one 
of these sites found they are unable to collaborate with other treatment agencies and expand their 
reach due to legal barriers which prohibit their operation (52).  

 Finally, the Biden Administration recently approved the use of federal funds to purchase 
fentanyl testing strips (59), which can provide security of knowing if drugs have been combined 
with fentanyl. This is critical information as research indicates that much of the illicit drug market 
contains fentanyl (60). Testing strips work by mixing a portion of the substance with water, dipping 
the strip into this water-drug mixture, and waiting 15-seconds for the results. Unfortunately, many 
jurisdictions are facing hurdles implementing this lifesaving tool because it is considered “drug 
paraphernalia,” therein criminalizing the possession of fentanyl testing strips (61). Moreover, this 
take-home testing solution is far too limited; the U.S. needs to develop a more robust system for 
drug checking like other developed countries (Netherlands, Austria, Switzerland, Belgium, Spain, 
France, Portugal, and Wales) where citizens can safely and securely test drugs without fear of legal 
repercussion (62). For example, the U.K. recently implemented a successful pharmacist-led drug 
checking service through a community-based substance use organization (63). Drug checking 
services can provide valuable data on the drug market (64); help to generate a safer, less poisonous, 
drug supply; and have been shown to positively influence drug use behaviors (65).  

 

NOT ONE RECORDED FATAL OVERDOSE 
HAS OCCURRED WITHIN OVERDOSE 

PREVENTION SITES. THESE PROGRAMS 
ARE ASSOCIATED WITH INCREASED 

UTILIZATION OF TREATMENT AND SOCIAL 
SERIVCES AND REDUCED RISK OF FATAL 
OVERDOSE AND INFECTIOUS DISEASE.  
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A ROADMAP FROM LESSONS LEARNED 
As the end of a five-year collaboration with the RJOI draws near, the action research team 

was asked to identify next steps that build on lessons learned. To inform these steps, the action 
research team reflected on the Initiative’s accomplishments (see Figure 5) and held conversations 
with several members of the RJOI leadership. During these conversations, the RJOI leadership 
shared what knowledge they have now, in 2021, about overdose, and what they wish they could 
have told themselves when the RJOI first convened in 2016. The action research team asked its 
members the same questions. Considering the RJOI achievements thus far, what follows are 
lessons learned and broad recommendations to keep the RJOI stakeholders informed and engaged 
in addressing the overdose epidemic.  

 

Figure 5: RJOI Timeline of Events 

 

 

Timely data on overdose requires local collaboration.   

Online data dashboards are a relatively new and popular tool used to disseminate 
information to key stakeholders (66–68), and the RJOI was early to develop one. The action 
research team worked with agencies across each of the RJOI states to acquire county-level 
indicators from multiple sources, including criminal-legal, public health, treatment, and overdose 
mortality. The first RJOI data dashboard launched in the summer of 2019 and integrated multiple 
data sources together in one location to help stakeholders identify interstate hotspots. From this 
dashboard development experience, the action research team learned of the numerous differences 
in how county-level indicators were measured across state agencies. For example, states differed 
in terms of which criminal offenses are “drug-related,” with some states rejecting the 
categorization all together.  

The action research team sought feedback from the RJOI leadership and dashboard users 
to develop a second iteration that launched the following year. To adjust for differences in 
operationalization, this iteration only integrated standardized national data sources (e.g., American 
Community Survey, Centers for Disease Control and Prevention [CDC] Agency for Toxic 
Substances and Disease Registry, CDC WONDER Database, Health Professional Shortage Areas, 
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National Drug Court Resource Center, Substance Abuse and Mental Health Services 
Administration, United States Census Bureau, United States Department of Agriculture). 
Additionally, because research has identified an increase in stimulant-related overdose deaths 
(69,70) and an undercounting of opioid-related overdoses (71), the second iteration allowed users 
to visualize underlying substances identified in the International Classifications of Diseases (ICD) 
codes (e.g., ICD Code T40.1 (heroin), T40.6 (fentanyl), or T40.5 (cocaine)).  

The RJOI data dashboards have been accessed more than 2,000 times to date (this includes 
the map visualization and specific county-profile pages), for an average of more than 90 views per 
month. The action research team received overwhelming positive feedback from across the RJOI 
on the utility of the dashboard for decision-making and, in particular, for funding applications. 
However, the action research team was unable to improve the timeliness of overdose mortality 
data. As illustrated in Figure 6, overdose deaths have increased as the underlying substances 
involved in these fatalities changed from prescription opioids, to heroin, to fentanyl, and, most 
recently, to illicit stimulants (e.g., cocaine and methamphetamine). Considering how rapidly these 
patterns have changed in the U.S.—in substance, location, and demographics, as deaths among 
African Americans now outpace all other racialized groups in the U.S. (72–74)—the inability to 
access timely overdose data is a critical gap in prevention efforts.  

Figure 6: National Waves of the Drug Overdose Epidemic (1999-2020) 

 
 

Conversations with the RJOI leadership revealed that most stakeholders do not have access 
to timely, community-specific overdose data, as the most recently available national data (CDC 
WONDER Database) lags by nearly two years. In 2016, the CDC developed a new data reporting 
system, the State Unintentional Drug Overdose Reporting System (SUDORS), designed to collect 
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more timely and comprehensive data on fatal and nonfatal overdoses and their associated risk 
factors; however, it only operates in select states and there is no clear path for public release of the 
data (75). The research team does not yet have timely national overdose data to inform prevention 
strategies.  

Medical examiners, coroners, and other death scene 
investigators play an important role in local overdose 
surveillance given their access to information gleaned at 
the scene of an overdose (76). The RJOI leadership who 
did have access to timely data had it from this source. 
However, tracking and recording data to identify overdose trends is beyond the purview of death 
scene investigators, which has given rise to numerous public health strategies surveillance 
strategies. One emerging strategy are overdose fatality review teams, which may include medical 
examiners/coroners, law enforcement, healthcare and social service providers, treatment 
providers, public health department officials, and emergency responders (77). The typical team 
has about 15-20 members and meets monthly to review community overdose trends and conduct 
select case reviews on an overdose decedent’s background to determine potential prevention 
strategies (78). Joining a fatality review team or similar public health surveillance collaboration is 
an ideal way for the RJOI stakeholders to stay connected with overdose in their communities and 
provide a venue where the leadership and lessons learned from this initiative can be put into action 
to inform the implementation of evidence-based overdose prevention strategies.   

 

Addressing stigma should be a priority. 

There is no way to reduce rising rates of 
overdose, the majority of which are opioid-related, 
without expanding access to medications for OUD. 
Figure 7 provides a brief outline of the three U.S. Food 
and Drug Administration-approved medications—
methadone, buprenorphine, and extended-release 
naltrexone—along with information on use and 
effectiveness. The RJOI leadership is well aware of the 
scientific research and evidence base of these 
medications. Several describe themselves as “converts” after learning about, and especially after 
seeing, the effectiveness of these medications and are charismatic in delivering such information 
to their judicial colleagues.  

As a component of the RJOI pilot programs, the NCSC developed a curriculum about OUD 
treatment effectiveness, which the RJOI leadership members helped to deliver and established 
local partnerships for training facilitation and support. Using county-level data from the RJOI 
dashboard described above, the action research team identified interstate hotspots of overdose 

“I AM VERY WELL-VERSED IN  
ALL OF THE MEDICATIONS,  

AND I DON’T HAVE ANY 
CONCERNS AT THIS POINT,  

OTHER THAN THAT WE NEED TO 
EDUCATE OTHER JUDGES ABOUT 

THEIR ACCEPTABILITY.” 

– JUDGE PRIVETT 

“THERE’S A LOT OF  
POWER IN DATA.” 

– JUDGE KENWORTHY 
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deaths to target outreach for engagement in the OUD treatment pilot program. For example, Figure 
8 illustrates the overlap in opioid-related overdose deaths between Lawrence County in Ohio and 
Cabell County in West Virginia. These counties in each respective state represent some of the 
highest rates of opioid-involved overdose deaths and happen to overlap state lines. Apart from the 
two counties listed, Figure 8 also shows overlap in high incidences of opioid overdose death 
between Indiana and Ohio, Ohio and Kentucky, and Indiana and Kentucky. 

Given that many of the targeted counties were rural with limited access to addiction 
experts, the Extension for Community Healthcare Outcomes (ECHO), a virtual platform for 
training was selected. ECHO is a guided practice model comprised of a panel of experts who 
educate participants in a focused area of work. ECHO began in the medical field as a training tool 
for doctors. RJOI used this model to train on addiction and recovery. Training plans started prior 
to COVID-19, and because ECHO is virtual, this program was sustained throughout the pandemic. 
To date, 86 judges from eight states have attended the first OUD treatment ECHO for the courts, 
and preliminary results suggest statistically significant improvements in knowledge and attitudes 
toward those in recovery and the effectiveness of medications for OUD.  

Figure 7: Medications for Opioid Use Disorder 
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Many RJOI stakeholders are now working with local ECHO teams to conduct trainings 
across other parts of the criminal-legal system (e.g., probation, child welfare). As they have 
engaged stakeholders from other agencies, and in encounters with colleagues on the bench, the 
RJOI leadership described the stigma against treatment and those in recovery. Stigmatization 
renders one as undesirably different, and like other sociocultural markers of difference, substance 
dependence is associated with social disapproval and discrimination (79). For people recovering 
from problematic drug use, this stigma is often multifaceted; and for those with OUD, stigma 
against medication is prevalent, even among the medical and service agencies where they receive 
the medication. For example, survey data from physicians who received the waiver necessary to 
prescribe buprenorphine but were still not doing so revealed disbelief in agonist therapy and fear 
of stigma from colleagues as the main reasons why physicians were reticent to prescribe 
buprenorphine (80). Similarly, a secret shopper study of 
OUD treatment facilities revealed many barriers 
associated with buprenorphine treatment access, 
especially among pregnant women (81). The stigma is 
even worse for persons of color, as several recent studies 
highlighted disparities in OUD treatment among African 
Americans (82–85). In addition to the limited 

“I SUPPORT MAT (MEDICATION 
ASSISTED TREATMENT) HARM 
REDUCTION STRATEGIES.” 

 – JUDGE SHRIVER 

 

Figure 8: Opioid-Involved Overdose Death Overlap between States 
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opportunities and discrimination resulting from externalized sources of stigma, self-stigma can 
also prevent individuals from seeking and completing treatment as the compounding effects of 
multiple sources of stigma can limit recovery outcomes (87,88). 

Stigma against those in OUD treatment ultimately derives from negative attitudes toward 
persons who use illicit drugs and is exacerbated by the criminalization of drug use. Implementing 
public health frameworks like harm reduction, which aims to meet people “where they are at” both 
mentally and physically, is sometimes difficult for those tasked with enforcing drug laws, as the 
criminal-legal system holds and reproduces different epistemes. However, this does not negate the 
potential for reducing harms through anti-stigma campaigns. The action research team encourages 
the RJOI stakeholders to explicitly consider anti-stigma efforts against those with substance use 
disorders, diagnosed or not, as part of their future educational outreach curriculum to their peers 
in the judiciary and across state and local government. Educational anti-stigma interventions can 
correct misinformation and contradict negative attitudes and beliefs (86). ECHO trainings 
demonstrated statistically significant improvements in knowledge and attitudes, including stigma, 
among the RJOI participants. Just as the RJOI stakeholders partnered with those in addiction 
medicine to inform colleagues about evidence-based OUD treatment, the action research team 
suggests partnering with local harm reduction agencies and persons with lived experience of 
substance use, relapse, and recovery to reduce stigma.  

 

There are unintended consequences of disrupting the drug market. 

 Some early RJOI efforts focused on prescription drug monitoring programs (PDMPs), 
electronic databases maintained by states that track prescription and dispensation of opioids and 
other controlled substances (89). A patient’s PDMP “report” is referenced by prescribers, 
pharmacists, and law enforcement officials in some states to investigate suspected misuse, 
diversion, and doctor shopping. Many states have mandated prescriber review of patient PDMP 
reports, and some states have integrated electronic health records into this practice, resulting in 
benefits for patient care. However, the rapid implementation of PDMPs, especially without 
adequate treatment provisions in the community, have had several unexpected outcomes. For 
example, studies from 2016 suggested that PDMPs reduced opioid prescribing, and some studies 
have linked this to reductions in overdose deaths (90–92). However, research also indicates that 
PDMPs might have contributed to persons who use drugs quickly transitioning to more dangerous 
substances (93–98). This unintended effect was also observed in a recent study on the rapid decline 
in opioid prescribing among veterans’ affairs and a possible link to increased suicide (99). 

While additional research is needed to unravel the ongoing complex relationship between 
the regulated and unregulated drug supply, the broader lesson is that disrupting the drug market 
can have unforeseen consequences. From a supply side, Beletsky & Davis employed the “Iron 
Law of Prohibition” to illustrate how imposing barriers to the drug market creates pressure among 
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sellers to increase potency so they can minimize volume 
(and potential transportation risk) while maximizing 
profit (60). They point to Prohibition as an example, when 
interdiction efforts amplified potency, as alcohol products 
increased more than 150%, and suggest the same 
mechanisms are at play with illicitly produced fentanyl, a 
synthetic opioid 50 to 100 times more potent than 
morphine (60). From the demand side, drug market 
disruptions can leave persons who use illicit opioids 
particularly vulnerable to overdose. Indeed, these 

individuals quickly develop a tolerance for the drug, requiring increasing amounts to create a 
feeling of euphoria and/or to stave off painful withdrawal symptoms. However, following a period 
of abstinence and withdrawal, tolerance is reduced, less is needed to produce the same euphoric 
effects, and a dose that was once non-lethal may now be lethal (100). Moreover, with an 
unregulated market, the dosage is impossible to measure, resulting in dangerous guesswork that 
places individuals at heightened risk of overdose (60). Thus, current drug policies may be 
inadvertently contributing to illegal drugs becoming more potent.  

Recent studies suggest that drug seizures create unintended consequences (101–103). Drug 
seizures disrupt the drug market, prompting persons who have developed a chemical dependency 
to the seized substances to shift to alternative dealers or substitute substances, which increases the 
likelihood of overdose. The potential for drug enforcement strategies to inadvertently increase 
overdose is concerning and worthy of further inquiry. While there are trends to decriminalize 
cannabis and other substances, the overarching U.S. drug policy aims to diminish the size of the 
illicit drug market through law enforcement strategies. For more than 40 years, this policy has been 
practiced, demonstrating its ineffectiveness in reducing drug use or overdose deaths. To develop 
drug policies that are effective in reducing overdose, the RJOI stakeholders need to determine how 
to include those who have struggled with problematic drug use in policy design and 
implementation. This is currently happening in many states where health and service agencies meet 
with representatives from “drug users’ unions” to discuss programming, policy, and potential 
unintended consequences. RJOI stakeholders have the ability to create and protect opportunities 
for persons with lived experience to have a seat at the table to develop practical solutions to this 
public health crisis. 

“SOMETIMES YOU GET  
CAUGHT UP IN YOUR OWN 
COUNTY AND FORGET THAT 
THERE IS A BIGGER PICTURE  
WITH THE OPIOID EPIDEMIC  

AND HOW INTERCONNECTED 
EVERYTHING IS.”  

–  JUDGE DOBRICH 
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CLOSING THOUGHTS 
As the allocation survey results demonstrate, many of the RJOI stakeholders’ preferences 

for addressing the overdose epidemic agree with recommendations from national experts. 
However, where the RJOI stakeholders diverged with experts most was regarding resource 
allocation for harm reduction services. Harm reduction is predicated upon non-judgement and non-
coercion (104). By not demanding or assuming an abstinence-only pathway to recovery, harm 
reduction meets people where they are in their substance use journey, creating multiple pathways 
to recovery, thereby making healthier and safer futures possible for people who continue to use 
substances. The action research team recognizes that courts, which are at the heart of the RJOI, are 
not ideally situated to provide harm reduction services; therefore, the action research team 
highlighted the importance of harm reduction with a treatment ecosystem approach providing 
feasible recommendations that all RJOI stakeholders might consider and that judges can champion 
at a local level. These recommendations include participation in local overdose surveillance 
efforts, anti-stigma education via peer networks, and ensuring there are opportunities for persons 
with lived experience with illicit drug use, relapse, and recovery to inform drug policy.  

These recommendations come as overdose deaths continue to rise and will simultaneously 
require new collaborations and the continued innovation and evaluation of new policies and 
strategies while also expanding evidence-based practices. The importance of harm reduction was 
also recently highlighted by the Center for Court Innovation, that created a harm reduction guide 
for drug courts practitioners, including recommendations for treatment, sentencing, and calls for 
drug courts to abolish the use of jail time in sanctioning. This call to consider harm reduction 
practices comes because of the potential to prevent overdose deaths, and the RJOI stakeholders 
have the unique ability to endorse practices that move people toward a safer lifestyle. 

The stakeholders and leaders who have propelled the RJOI over the past five years will 
certainly have new recommendations five years from now, as a fundamental quality shared among 
this group is the pursuit of evidence-based knowledge. However, stakeholders must keep in mind 
who evidence-based knowledge is meant to serve, not sociocultural constructs of what comprises 
recovery, but the nuanced and multifaceted lived realities of persons who struggle with drug 
dependence and of those in recovery who should be afforded the same support, dignity, and respect 
as anyone struggling with a difficult health issue. The RJOI stakeholders have demonstrated the 
courage and commitment to their community to help elevate the voices of this population.  
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