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ABSTRACT OF DISSERTATION

VETERANS’ TREATMENT COURTS IN KENTUCKY:
EXAMINING HOW PERSONAL CHARACTERISTICS AND DURING-PROGRAM
OCCURRENCES INFLUENCE PROGRAM COMPLETION AND CRIMINAL
RECIDIVISM
Military veterans are disproportionately represented in United States (U.S.) jails
and prisons, with nearly 10% of current inmates being veterans. Veterans’ criminal
justice involvement is often precipitated by underlying mental health and substance abuse
that are connected to their military service. Veterans’ treatment courts are the judicial
response to a need for more coordinated provision of mental health and substance abuse
services to veterans involved in the criminal justice system. Modeled after drug courts
and mental health courts, veterans treatment courts are a judicial innovation that aim to
honor the service of veterans by providing them an alternative to incarceration. There are
currently 551 veterans’ treatment courts in 42 states throughout country, including five in
Kentucky.
This exploratory descriptive study uses Andersen’s healthcare utilization model
and a social control theoretical perspective as a framework to examine veterans’
treatment court outcomes from a sample of participants (N=58) in Kentucky. Univariate
and bivariate analyses were used to provide a description of the sample and to examine
relationships between personal characteristics and during-program occurrences and the
outcomes of program completion and criminal recidivism. The findings of this study
indicate that gender, sanctions, drug screens, and treatment sessions each have a
significant association with program completion, and both age and housing status have a
significant association with recidivism. Findings for each outcome variable are
discussed, along with possible explanations, as well as limitations of the study,
implications of this research for social work practice, and suggestions for future research.
KEYWORDS: veteran’s treatment court, substance abuse, mental health, incarceration
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“This nation will remain the land of the free only so long as it is the home of the brave.”
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Chapter One: Introduction
Specialized courts have grown significantly within the United States (U.S.)
criminal justice system in the past three decades, including the implementation of drug,
mental health, domestic violence, family, and gun courts (National Institute of Justice,
2019). There are currently 3,316 drug courts in operation nationwide (National
Association of Drug Court Professionals, 2018b), along with 332 mental health courts
(Marlow, Hardin, & Fox, 2016). Veterans’ treatment courts (VTC), one of the newest
iterations of the specialized court system, are a strategic combination of drug and mental
health courts. VTCs were created to provide treatment, support, and accountability to
military veterans who face legal troubles, and they utilize a multi-disciplinary,
collaborative approach involving judges, lawyers, law enforcement, VA outreach staff,
social workers and other mental health providers, case managers, and peer mentors
(National Association of Drug Court Professionals, 2013). There are currently 551 VTCs
in 42 states throughout the U.S. (United States Department of Veterans Affairs, 2018c),
including five in Kentucky (Kentucky Court of Justice, 2018).
Kentucky launched its first VTC in 2012 in Jefferson County, and has since
opened courts in Hardin, Fayette, and Christian Counties, and Northern KY (Boone,
Kenton, and Campbell Counties). This current study analyzed secondary data from the
first two VTCs implemented in Kentucky: Jefferson County VTC and Hardin County
VTC. These two counties were chosen for this project, as their data collection was
complete, while the research and data collection in the other counties is still ongoing. A
research team led by Dr. Lisa Shannon from Morehead State University collected the data
in conjunction with the Administrative Office of the Courts (AOC) and on behalf of
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grants awarded by the Federal Bureau of Justice 1. As part of that project, Dr. Shannon
completed a process evaluation, including findings from interviews with key stakeholders
(Shannon et al., 2017), rather than examining participant outcomes, as is the focus of this
current study.
The current study is an exploratory descriptive study examining the participant
characteristics and during-program occurrences associated with program completion and
criminal recidivism among participants in these two Kentucky VTCs. Similarities and
differences between program completers and non-completers, and between recidivists
and non-recidivists are considered, as well as the relationship between program
completion and recidivism. This was accomplished by analyzing the empirical outcome
data from Jefferson and Hardin Counties at the end of their respective four-year grant
periods, reviewing trends regarding demographic information, drug usage, and history of
mental health treatment, as well as the importance of certain components of treatment
such as sanctions, all as they relate to program completion and criminal recidivism. The
body of literature regarding the effectiveness of drug court is robust and consistent
(Belenko, 2001; Brown, 2011; Gottfredson, Najaka, & Kearley, 2003; Huddleston &
Marlowe, 2011; Kalich & Evans, 2006; Sanford & Arrigo, 2005; Shaffer, Hartman,
Listwan, Howell, & Latessa, 2011), but because of their relative newness, there is limited
empirical research pertaining to veterans’ treatment courts, although it is beginning to
emerge (Hartley & Baldwin, 2019; Johnson et al., 2017; Knudsen & Wingenfeld, 2015;
Slattery, Dugger, Lamb, & Williams, 2013; Smith, 2012; Tsai, Flatley, Kasprow, Clark,

1

Bureau of Justice; BJA FY 12 Adult Drug Court Discretionary Grant Program: Implementation; Awarded
to Kentucky Administrative Office of the Courts; Award Number 2012-DC-BX-0039 (Jefferson County).
Bureau of Justice; BJA FY 13 Adult Drug Court Discretionary Grant Program: Implementation; Awarded
to Kentucky Administrative Office of the Courts; Award Number 2013-VW-BX-0038 (Hardin County).
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& Finlay, 2017; Tsai, Finlay, Flatley, Kasprow, & Clark, 2018). Specifically, there is
scant research about how program components (e.g., sanctions, drug screens) and/or
personal characteristics of the veteran participants (e.g., age, race, combat status) relate to
likelihood of program completion and/or criminal recidivism. To date, the most relevant
findings come from a recent study of 7,931 participants from VTCs across the country
that examined participant characteristics in relation to recidivism (Tsai et al., 2018), and
thus will provide some initial comparisons with the findings of this study. Due to the
sparse literature regarding VTC outcomes, this study aims to add to the body of
knowledge and provide further insight about this specialty court that can help shape
policies and procedures to ensure veterans are receiving services that are evidence-based.
Scope of the Problem: Current Challenges for the U.S. Military
Since the attacks on the U.S. in September of 2001, the nation has been involved
in continuous international conflict in the Middle East (Green, 2016; Hoge & Castro,
2012). This period of time is now referred to in military literature as “post-9/11”;
indicating the significance of September 11, 2001 as a pivotal moment in U.S. and world
history that has had a tremendous impact on the U.S. military. Since 2001, nearly three
million American troops have been deployed in support of Operation Iraqi Freedom
(OIF), Operation Enduring Freedom (OEF), and Operation New Dawn (OND) (United
States Department of Veterans Affairs, 2016), resulting in more than 6,000 deaths and
48,000 injuries among U.S. service members (Institute of Medicine, 2013).
The gradual removal of troops from Iraq and Afghanistan began in 2011 and has
resulted in a significant influx of soldiers separating from the military and reintegrating
into their communities (Institute of Medicine, 2013). These new veterans need a variety
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of ongoing physical and mental health services to assist in their reintegration, many of
which they do not seek (Hoge et al., 2004; Pietrzak, Johnson, Goldstein, Malley, &
Southwick, 2009; Wang et al., 2005a) or which have extensive waiting periods (Shulkin,
2017). Subsequently, an estimated 700,000 veterans are currently in the U.S. criminal
justice system, possibly due in part to untreated mental health and substance use disorders
related to or exacerbated by their military service (McCaffrey, 2013).
Negative mental health symptoms as a result of military service have been a
concern for service members and veterans for as long as wars have existed (Baldwin,
2013). Post-traumatic stress disorder (PTSD) is the “most common and conspicuous
psychiatric problem” among OEF/OIF veterans (Yarvis, 2011, p. 51). From 2002-2015,
nearly 379,000 veterans were diagnosed with PTSD at the Veterans Health
Administration (VHA) (United States Department of Veterans Affairs, 2015). The VHA
further reports that only 61% of those deemed eligible to receive VA healthcare services
(i.e., physical and/or mental healthcare) since 2002 have actually accessed those services
(United States Department of Veterans Affairs, 2015). PTSD and the typical
accompanying symptoms – insomnia, nightmares, hypervigilance, anxiety, depression,
and flashbacks -- adversely affect the daily functioning of the veteran and place him/her
at higher risk for incarceration (Baldwin, 2013; Greenberg & Rosenheck, 2009; McGuire,
Rosenheck, & Kasprow, 2003; Saxon et al., 2001).
Substance abuse and dependence are separate, but related, concerns for veterans.
Approximately 345,000 Iraq and Afghanistan veterans have been officially diagnosed at
the Veterans Health Administration with a substance use disorder (United States
Department of Veterans Affairs, 2018a). Among those diagnosed with PTSD, 20% have
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a co-occurring substance use disorder and combat veterans with PTSD are more likely to
be binge drinkers (United States Department of Veterans Affairs, 2018b). Additionally,
multiple studies of veterans with histories of incarceration have found that substance use
disorders are a primary risk factor for incarceration (Ross, Waterhouse-Bradley,
Contractor, & Armour, 2018; Sullivan & Elbogen, 2014; Tsai, Rosenheck, Kasprow, &
McGuire, 2013; Weaver, Trafton, Kimerling, Timko, & Moos, 2013).
Some veterans do not qualify for VA healthcare due to their military service
history (e.g., served in the National Guard but were never called to active duty), or their
discharge status (e.g., other than honorable, bad conduct, or dishonorable discharge)
(United States Veterans Administration, 2019a). Therefore, because some veterans do
not qualify for VHA care and many others choose not to seek treatment, there are many
veterans living with a variety of challenges that may be a result of undiagnosed mental
health and/or substance abuse problems (Hoge et al., 2004; Pietrzak et al., 2009; Wang et
al., 2005a).
There is extensive research indicating that veterans have a higher prevalence of
mental illness, traumatic brain injuries, post-traumatic stress disorder, and substance use
disorders that increase their risk of incarceration compared to the civilian population
(Baldwin, 2013; Greenberg & Rosenheck, 2009; McGuire, Rosenheck, & Kasprow,
2003; Saxon et al., 2001). Additionally, these issues have often been shown to manifest
into violent and illegal behaviors (Baldwin, 2013; Elbogen et al., 2010, Elbogen et al.,
2014a, Elbogen et. al, 2014b, Greenberg & Rosenheck, 2009; Jakupcak, et al., 2007;
Killgore et al., 2008). Left untreated, this complicated mix of mental health, physical
health, violence, and substance abuse is likely to result in incarceration (Baldwin, 2013;
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Beckerman & Fontana, 1989; Erickson, Rosenheck, Trestman, Ford, & Desai, 2008;
Freeman & Roca, 2001; Sherman, Sauter, Jackson, Lyons, & Han, 2006).
In 2011, there were 181,500 veterans in U.S. prisons and local jails (Bronson,
Carson, Noonan, & Berzofsky, 2015). Approximately one-third of those veterans in jail
had never previously been incarcerated (Bronson et al., 2015), indicating that they were
not delinquent during their teens years and the criminal behavior may be newly acquired.
Compared with their incarcerated civilian counterparts, incarcerated veterans reported
mental health issues at a higher rate (55% compared to 43%) and incarcerated veterans
were twice as likely to report a prior diagnosis of PTSD than incarcerated civilians
(Bronson et al., 2015).
The founding premise of the VTC is that the criminal behaviors of veterans are
often directly attributed to or exacerbated by their military service experiences and thus
the government has a moral obligation to provide assistance and treatment to them
(Baldwin, 2013; Gansel, 2013)
The United States military transformed these men and women into soldiers and
placed them in especially traumatic situations. Consequently, the United States
justice system must take responsibility and create paths to treatment for soldiers
whose service-related PTSD lead them to commit crimes (Gansel, 2013, p. 158).
The goal of the VTC is to divert veterans out of jail and into appropriate treatment treatment that they have earned through their military service. The VTC works to
coordinate care between the court, community mental health providers, and the Veterans
Health Administration, so that veterans are able to utilize their VA benefits and get the
help they need.
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Rationale and Purpose of the Study
As VTCs are relatively new with limited empirical evidence to support their
claims of helping veterans, research is needed to ensure that the current practices in
VTCs are producing the desired effect –reduced criminal behavior. In fact, it has been
stated that the proliferation of the VTCs was “grounded in ideology rather than evidence”
(Ahlin & Douds, 2016, p. 84). To date, what has been published in regards to VTCs are
primarily white papers (e.g., Justice for Vets, 2018; McGuire, Clark, Blue-Howells, &
Coe, 2013; Russell, 2009), preliminary outcome evaluations (e.g., Shannon et al., 2017),
and two nationwide surveys of VTC programs (e.g., Baldwin, 2013; Tsai et al., 2018).
Due to a lack of empirical research on the impact of various individual components of the
VTC on the overall outcomes, the research questions in this study are exploratory in
nature, and aim to add to the body of knowledge regarding who successfully completes
VTC programs, what components of VTC programs have the biggest impact on program
completion and/or recidivism, and who recidivates after entering the VTC. Specifically,
this exploratory study examines a variety of demographic and programmatic variables to
identify components of the VTC that influence program completion and/or whether they
recidivate.
Relevance to Social Work
Nationwide, social workers have a significant role in the care and treatment of
mental health disorders (National Association of Social Workers, 2019). The Health
Resources and Services Administration (HRSA) within the Department of Health and
Human Services (HHS) identifies clinical social workers as one of five critical categories
of mental health professionals, along with clinical psychologists, marriage and family

7

therapists, psychiatrists, and advanced practice nurse practitioners (Heisler, 2018). A
recent congressional research publication indicates there are nearly 300,000 mental health
practitioners in the U.S. mental health workforce and the largest group is clinical social
workers (Heisler, 2018). In 2017, there were 112,040 clinical social workers in the
United States, which accounts for approximately 38% of the current mental health
workforce (Heisler, 2018). With over 12,000 social workers, the U.S. Department of
Veterans Affairs is the largest employer of clinical social workers in the country (United
States Department of Veterans Affairs, 2019d) and social workers play a vital role in the
treatment of the veteran and military population. Even outside of the VA, social workers
are increasingly involved in the treatment of veterans in primary care settings with a
nationwide push towards integrated behavioral health (American Psychiatric Association
& Academy of Psychosomatic Medicine, 2016). Integrated behavioral health, also
known as the Collaborative Care Model is a team-based approach for detecting and
treating mental health issues within primary care settings and social workers work
alongside medical doctors, nurse practitioners, psychologists, and psychiatrists to address
the holistic needs of the patient (American Psychiatric Association & Academy of
Psychosomatic Medicine, 2016). Additionally, social workers are involved in veterans’
treatment courts in various capacities, potentially serving as clinicians, case managers,
treatment providers, or as researchers and program evaluators (Getz, 2017). Therefore,
this study is relevant to social workers, as social workers are integral players in the
conversation about the mental healthcare of veterans. Furthermore, this study adds to the
body of knowledge about veterans involved in the criminal justice system and possible
ways in which social workers might intervene and assist in their successful reintegration.
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Moreover, this study is relevant to the social work profession because the Code of
Ethics challenges social workers to adhere to the core ethical principles of service, social
justice, dignity and worth of the person, importance of human relationships, integrity, and
competence (National Association of Social Workers, 2018). Social workers’
involvement in veterans’ treatment courts specifically relates to their call to seek social
justice on behalf of veterans by educating others about the unique culture of the military
and the ways in which military service might place a veteran at risk of being part of a
vulnerable population due to mental health or substance use issues. The impetus for the
development of VTCs was to provide rehabilitation instead of retribution, which aligns
with the social work values of challenging social injustice and respecting the inherent
dignity and worth of all people (National Association of Social Workers, 2018). Social
workers involved in VTC honor the dignity and worth of every veteran, regardless of
their mental health issues, addiction, or criminal behavior. Lastly, social workers serving
in the VTC acknowledge and understand the critical element of human relationships. As
per the code of ethics, and central to the VTC is the importance of human relationships as
a vehicle for change.
In summary, this study is timely and relevant to the social work profession, as
social workers are on the front lines of the nationwide initiatives to provide ethical,
comprehensive, and evidence-based interventions to U.S. veterans.
Research Questions
The primary goal of this study is to examine initial outcome data for two
Kentucky VTCs and examine how personal characteristics of the participants and during

9

program occurrences relate to program completion and criminal recidivism. To that
regard, this exploratory study considers four primary research questions:
RQ1: Do individual characteristics of the participants (age, gender, race, marital
status, combat status, drug of choice, history of mental health issues, housing status,
and employment status) influence VTC completion?
RQ2: Do individual characteristics of the participants (age, gender, race, marital
status, combat status, drug of choice, history of mental health issues, housing status,
and employment status) influence criminal recidivism?
RQ3: Do during-program occurrences (sanctions, drug screens, judicial interaction,
and treatment sessions) influence VTC completion?
RQ4: Do during-program occurrences (sanctions, drug screens, judicial interaction,
and treatment sessions) influence criminal recidivism?
Chapter Overview
This dissertation will follow the traditional five-chapter format. Chapter two
begins with a description of the model and theories that are the foundation of drug court
and veterans’ treatment courts and provide the theoretical orientation for this study. The
chapter then moves into a review of the literature pertinent to this topic, focusing on three
key areas: the issues currently facing veterans that are associated with increased risk for
incarceration and which prompted the need for veterans’ treatment courts, the history and
structure of both drug court and mental health courts and the known research about their
effectiveness, and lastly the formation of veterans’ treatment courts and what is known to
date about the outcomes thereof.
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Chapter three describes the methodology used for this exploratory descriptive
study, including the research design, who the participants in the study were and how the
data were collected, as well as how access to the data set was gained for the purpose of
this dissertation. Then each variable of interest from the data set are detailed and the
analytic plan is described.
Chapter four presents the results of the data analysis. Univariate and bivariate
analyses were completed and the results of these will be detailed in this chapter along
with any accompanying data tables.
Lastly, chapter five is a discussion of the results of this study and the implications
for future social work practice and research. The known weaknesses and limitations of
the study are detailed as well, and a challenge is presented regarding future work with
veterans and military service members.
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Chapter Two: Literature Review
To gain perspective and understand the context within which the veterans’
treatment courts operate, a comprehensive literature review was conducted to examine
current veterans’ issues and the judicial responses. The scope of this literature review is
three-fold: 1) to examine the data and the literature regarding the primary issues
experienced by today’s veterans that increase their risk of incarceration and that
supported the creation of veterans’ treatment courts; 2) to review both the drug court and
mental health court models upon which veterans’ treatment courts are based, and
examine the available data regarding their judicial innovation and effectiveness at
reducing criminal behavior; and 3) to examine the bourgeoning body of literature
surrounding veterans’ treatment courts, including the conceptual framework on which
they rest: therapeutic jurisprudence. After providing details on relevant theoretical
perspectives, these three areas will be delineated below.
Theoretical Orientation
Three theoretical perspectives provide a guide for this study: the healthcare
utilization model, social control theory, and the age-graded theory of informal social
control. Each of these theories help explain the creation of drug court and VTCs and
serve as a framework for understanding why these interventions are effective and with
which populations they work best. Each of these perspectives will be discussed below, as
they pertain to this study.
Andersen-Newman Healthcare Utilization Model. Although not formally
tested in this exploratory study, the Andersen-Newman Healthcare Utilization Model
offers some insight into potential factors that may influence if a veteran enters and
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completes treatment in a VTC program. This model attempts to explain how individual
characteristics and other factors might affect an individual seeking and following through
with treatment (Andersen, 1995; Andersen & Newman, 1973). Developed over fifty
years ago, this model is still widely used as a way to explain healthcare utilization
behavior in a variety of settings (Alwahabi, Bhattacharya, & Sambamoorthi, 2015;
Babitsch, Gohl, & Lengerke, 2012; Simo, Bamvita, Caron, & Fleury, 2018), including
treatment for mental health and substance use disorders (Bruwer et al., 2011; Carragher,
Adamson, Bunting, & McCann, 2010; Oser et al.,2011; Satre, DeLorenze, Quesenberry,
Tsai, & Weisner, 2013; Wang et al., 2005b; Weisner, Matzger, Tam, & Schmidt, 2002).
Although the model has changed and evolved through research, debate, and
discussion (Aday, Andersen, & Fleming, 1980; Aday, Andersen, Loevy, & Kremer,
1985; Gilbert, Branch, & Longmate, 1993; Mechanic, 1979; Rundall, 1981), at the core
of the model are three sets of predictive factors: predisposing factors, enabling factors,
and need factors (Andersen, 1995). Predisposing factors are the personal characteristics
that precede the current illness, but which might influence one’s likelihood of seeking
healthcare services. These predisposing factors are typically operationalized in variables
such as gender, age, race, marital status, education, occupation, and attitudes about
healthcare (Aday & Andersen, 1974; Leukefeld, Logan, Martin, Purvis, & Farabee,
1998). In drug court research, multiple predisposing factors have been found to be
associated with program completion. These include age (Devall & Lanier, 2012), race
(Shah et al., 2013), marital status (Mateyoke-Scrivner, Webster, Staton, & Leukefeld,
2004), employment status (Devall & Lanier, 2012), substance use (Brown, 2010), mental
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health (Mendoza, Trinidad, Nichajski, & Farrell, 2013) and criminal history (Shannon,
Jackson, Perkins, & Neal, 2014; Wolf, Sowards, & Wolf, 2003).
In addition to predisposing factors that may influence whether or not a person
seeks healthcare, there are also enabling factors that support or encumber a person’s use
of healthcare services. Enabling factors are often operationalized as income, health
insurance, access to healthcare, and knowledge of available healthcare resources. Lastly,
the need factors refer to the individual’s own perceived need for treatment, along with the
need for treatment, as assessed by professionals. Need factors include current symptoms
and impairment due to the illness.
Leukefeld et al. (1998) adapted the healthcare utilization model for use with drugabusing criminal offenders, looking at predisposing factors (e.g., social and demographic
traits, drug use), enabling factors (e.g., income, health insurance), and needs factors (e.g.,
drug use severity, mental health status). Additionally, they amended the model to
position historical health factors (e.g. history of substance abuse treatment) as a separate
category from predisposing factors (Leukefeld et al., 1998).
In the current study, predisposing factors (e.g., age, gender, race, marital status,
combat status, history of mental health treatment), and needs factors (e.g. drug of choice)
will be examined through this healthcare utilization framework. Enabling factors such as
income and health insurance were not collected consistently in the data set, and therefore
cannot be used in this study. The utility of the Andersen-Newman model for this study is
that it provides a lens through which to consider the impact of personal characteristics on
the likelihood that a participant will take advantage of the services and resources
provided to them through the VTC. Participants in the VTC are there voluntarily, and
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once enrolled, they must choose to work the program that is made available to them.
With completion rates in specialty courts typically hovering around the 50% mark
(Marlowe, Hardin, & Fox, 2016), it is worthwhile to consider what factors might impede
participation and completion of the treatment programs provided.
Phase II of Andersen’s model, proposed in the 1970’s, included aspects of the
healthcare system, and how they interact with the individual to influence treatment
utilization (Aday et al., 1985). This includes policy, resources, and organization as
additional components to treatment utilization, in addition to the personal factors from
phase I (Andersen, 1995). In their adapted model, Leukefeld et al. (1998) also included
the role of the characteristics of the healthcare system in treatment utilization, which will
be applied in this study as well. Again the utility of the Andersen model for this study is
to examine and consider how VTC program components (e.g., sanctions, drug screens,
interaction with judge, sessions) may influence someone’s decision to enter and/or
complete the treatment program offered by the VTC.
Social Control Theory. Social control theory is utilized in this study to offer
insight into the behavior of VTC participants. Social control theory posits that people do
not inherently conform to rules and that because rule violation is intrinsic to human
nature, it is conformity that must be explained (Hirschi, 1969). Although the theory was
initially developed using a sample of adolescents, it has endured as a tool to explain
behaviors throughout the life course and in a variety of populations (Alston, Harley, &
Lenhoff, 1995; Cohen & Land, 1987; Cretacci, Rivera, Gao, & Zheng, 2018; Kabiri et al.,
2018; Koeppel & Chism, 2018). The theory asserts that individuals engage in rulebreaking behavior (e.g., criminal acts, illicit drug use) when they have a weak social bond
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to society (Wiatrowski, Griswold, & Roberts, 1981). This social bond is comprised of
four elements: attachment, commitment, involvement, and belief (Hirschi, 1969).
Attachment refers to the individual’s connection to others within society, such as family,
friends, and community institutions (Hirschi, 1969). Someone with strong attachments to
their family and friends is perceived to be less likely to violate social expectations.
Commitment refers to the amount of investment an individual has made to social
activities and institutions (Hirschi, 1969). Someone with a considerable amount of time
and energy invested in their education or career is perceived to have more to lose and is
therefore less likely to participate in deviant behavior. Involvement refers to how busy a
person is and how that acts as a pragmatic deterrent for deviant behavior (Hirschi, 1969).
Someone who volunteers, takes care of young children, works, or goes to school is
perceived to have less free time to participate in deviant behavior. Belief is the last
component of social control theory and refers to the amount of belief the individual
espouses in the cultural norms (Hirschi, 1969). If a person believes strongly in their
society’s cultural values and norms, they are perceived to be less likely to deviate from
the accepted behaviors (Hirschi, 1969).
Social control theory is helpful when examining VTC programs, as many of the
elements of the program address the core elements of social bonding that are laid out in
the theory. One of the issues that veterans experience as they reintegrate into society
after their military service is the lack of rigid structure and accountability to which they
have grown accustomed (Danish, 2013; Danish & Antonides, 2013; Spiro, Settersen, &
Aldwin, 2016; Teachman & Tedrow, 2016). Early in their military service, new recruits
go through basic training or “boot camp” in order to transform them from civilians into
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soldiers, and from individuals into a cohesive unit (Bouffard & Laub, 2004; McGurk,
Cotting, Britt, & Adler, 2006; Rossellini et al., 2017; U.S. Army, 2015). Throughout
their service, soldiers are expected to adhere to very strict military rules and norms, and
to sacrifice their own individuality for the sake of the cause (Bennett, 2018). The
Supreme Court acknowledged this in Goldman v. Weinberger (1986), stating “The
essence of military service is the subordination of the desires and interests of the
individual to the needs of the service” (p. 507). Military service forges a brotherhood, a
sense of family, belonging, commitment, and rigid loyalty that is unparalleled anywhere
else in the world (Spence, Henderson, & Elder, 2012), and serves as a form of social
control. Unfortunately, once they return home and no longer have the structure, security,
and camaraderie that is synonymous with military service, many veterans struggle with
unemployment, homelessness, substance use disorders, and mental health disorders
(Sayer et al., 2010). A major focus of VTC programs is to re-build that trust,
brotherhood, and community among the veterans, and between veterans and their VTC
team members, including the judge, treatment providers, and peer support persons. VTC
programming often includes a focus on education and career-readiness, which aligns with
this theory as well, and provides a source of positive social control. By providing
participants an opportunity to gain legal and productive employment, the VTC is helping
to increase the participants’ commitment. VTC programming can serve as a way for
participants to be more involved in their community and to have less free time in which
to commit crimes. Lastly, participation in the VTC program allows the veteran an
opportunity to have small incremental successes, which bolster their self-esteem and their
personal belief in their ability to live a drug/alcohol free life.
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Although social control theory does provide a backdrop for understanding
criminal behavior, critics argued its focus on explicating causes of delinquency did not
account for behavior changes over time and throughout the life course. The age-graded
theory of social control is another helpful theory to understanding the behaviors of the
VTC participants and will be detailed next.
Age-Graded Theory of Informal Social Control. Spinning off from social
control theory, Laub and Sampson (1993) developed a theory that uses the life course
perspective to explain criminal behavior across the life span. The theory posits that while
there is strong continuity of antisocial behavior stretching from childhood through
adulthood, informal social controls can help explain desistance among many adults who
exhibited prior delinquent behaviors (Laub & Sampson, 1993). Essentially, not all
juveniles who break the law continue to offend once they enter adulthood and social
controls can help explain why (Doherty, 2005). One key aspect of the age-graded theory
of informal social control are events known as “turning points”, which serve as
transitional moments in a person’s life that can change their trajectory (Sampson & Laub,
1993). Sampson and Laub (1993) theorized that “turning point” events that occur during
adulthood, such as marriage or employment can mark a defining moment in an
individual’s path. Some researchers have suggested that military service is a negative
turning point for many that leads to increased risk of substance use disorders and
incarceration (Wright, Carter, & Cullen, 2005). Others have disagreed, asserting that
military service serves as a positive turning point for many soldiers and deters them from
criminal activity (Bouffard, 2014; Teachman & Tedrow, 2016). Military service is often
seen as a great opportunity for teens who have a history of criminal behavior or
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delinquency and who want to turn away from that and commence new behaviors in
adulthood (Teachman & Tedrow, 2014). However, military veterans often exhibit
criminal behaviors after their service, particularly during the challenging and often
tumultuous reintegration period (Booth-Kewley, Highfill-McRoy, Larson, & Garland,
2010; Sreenivasan, Rosenthal, Smee, Wilson, & McGuire, 2018).
Laub and Sampson (2003) later examined more thoroughly how desistance from
crime was related to strong social bonds with family, employment, and the military.
They stated that “men who desisted from crime were embedded in structured routines,
socially bonded to wives, children, and significant others, drew on resources and social
support from their relationships, and were virtually and directly supervised and
monitored” (Laub & Sampson, 2003, pp. 279-280). This theory will be applied to the
current study about VTC as a way to better understand how not just military service but
the VTC program itself can serve as a turning point to reduce future criminal behavior,
and how personal characteristics of the participants (e.g., being married, being employed)
can also serve as deterrents to criminal behavior.
Veterans’ Issues that Increase Risk of Incarceration
To appreciate the reasoning for a specialized court specific to veterans, it is
important to understand the scope of current issues facing this population. Due to the
nature of their mission and their daily work while serving in the military, veterans often
experience a complex assortment of residual physical and mental health concerns.
Veterans frequently suffer from post-traumatic stress disorder (PTSD), traumatic brain
injuries (TBI), significant physical disabilities, and other mental health concerns that
often contribute to or exacerbate alcohol and drug abuse (Bjork & Grant, 2009; Bremner,
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Southwick, Darnell, & Charney, 1996; Brunello et al., 2001; Calhoun, Elter, Johnes,
Kudler, & Straits-Troster, 2008; Corrigan & Cole, 2008; Eggleston, Straits-Troster, &
Kudler, 2009; Graham & Cardon, 2008; Hoge et al., 2004; Jacobson et al., 2008; Jorge et
al., 2005; McFall & Cook, 2006; Ponsford, Whelan-Goodinson, & Bahar-Fuchs, 2007;
Stahre, Brewer, Fonseca, & Naimi, 2009). Furthermore, drug and alcohol abuse and
mental health issues among veterans are highly correlated with homelessness, criminal
behavior, and incarceration (Drug Policy Alliance, 2012; Erickson et al., 2008). Three of
the most prevalent issues that arose from the literature review and that correlate to
increased risk of incarceration for veterans – mental health, substance abuse, and criminal
behavior – are delineated here and the pertinent literature about each will be summarized.
Mental Health. Mental health has long been a primary concern for veterans.
Although post-traumatic stress disorder did not become an official diagnosis until 1980,
the phenomenon of soldiers having a collection of symptoms related to their wartime
trauma has been a concern for as long as wars have existed (Baldwin, 2013).
It is interesting to note that spending months of continuous exposure to the
stresses of combat is a phenomenon found only on the battlefields of the twentieth
century. Some psychiatric casualties have always been associated with war, but it
was only in the twentieth century that our physical and logistical capability to
sustain combat outstripped our psychological capacity to endure it (Grossman,
2009, p. 44-45).
According to the RAND Center for Military Health Policy Research,
approximately one- third of returning OEF/OIF veterans reported symptoms of mental
health issues (Tanielian & Jaycox, 2008; Tanielian et al., 2008). Furthermore,
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approximately 15% of soldiers who have served in Afghanistan or Iraq have been
diagnosed with post-traumatic stress disorder (Yarvis, 2011) and half of those who need
treatment do not seek it (Tanielian et al., 2008). Additionally, the Veterans Health
Administration reports that approximately 30% of Vietnam veterans have suffered from
PTSD in their lifetime (United States Department of Veterans Affairs, 2018a). Another
study showed that incarcerated veterans with PTSD had more serious legal problems,
increased psychiatric symptoms, more extensive substance abuse histories, and worse
overall health than those without PTSD (Saxon et al., 2001).
A recent systematic review of literature focusing on justice-involved veterans
found that 13-62% of the veterans in the included studies self-reported having a mental
health problem, with a mean prevalence rate of 34% (Blodgett et al., 2015). In this same
study containing 13 samples of justice-involved veterans, the overall rates of selfreported PTSD ranged from 4% to 39% with a mean prevalence rate of 22.8% (Blodgett
et al., 2015). This is consistent with the VA, which generally reports a prevalence rate of
PTSD around 20% (United States Department of Veterans Affairs, 2018a). Blodgett
found in this thorough review of literature that although there were differences in
research design and sample make-up, research consistently finds that justice-involved
veterans have higher rates of mental health concerns than other veterans (2015).
In addition to having mental health disorders related to their military service,
several recent studies have also found that a significant number of active duty soldiers
and veterans report having pre-enlistment onset of severe mental health disorders such as
PTSD, major depressive disorder, borderline personality disorder, and generalized
anxiety disorder (Kessler et al., 2014; Ursano et al, 2014; Varga, Haibach, Rowan, &
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Haibach, 2018). The Army Study to Assess Risk and Resilience in Servicemembers
(STARRS) found that nearly half (47%) of active duty soldiers reported having preenlistment suicidal ideations (Ursano et al., 2014), information that was likely not
disclosed upon enlistment, as it may have disqualified them from serving.
Substance Abuse. According to the Veterans Health Administration,
approximately 19% of OEF/OIF veterans receiving care at the VA have been diagnosed
with a substance use disorder (United States Department of Veterans Affairs, 2014). In
2007 alone, the VA diagnosed more than 375,000 veterans with a substance use disorder
(United States Department of Veterans Affairs, 2009). When compared with their ageequivalent civilian peers, combat veterans consistently have higher rates of problematic
substance use (Larson, Wooten, Adams, & Merrick, 2012; Seal et al., 2011).
Low socioeconomic status, substance use disorders, and mental illnesses are all
known to be risk factors for criminal justice involvement among veterans (Culp, Youstin,
England, & Lynch, 2011; Erickson et al., 2008; Sparr, Reaves, & Atkinson, 1987).
However, in many studies, substance abuse is the condition that presents the greatest risk
for incarceration among veterans (Elbogen et al., 2012; Erickson et al., 2008). Both
substance abuse and PTSD increase the likelihood of a serious or violent offense by a
veteran that may result in his/her involvement with the criminal justice system (Elbogen
et al., 2012; McCormick-Goodhart, 2013; Larson & Norman, 2014). Notably,
incarcerated African American veterans are significantly more likely to have a substance
use disorder and to be incarcerated for a drug-related offense than white veterans (Tsai et
al., 2013).
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Criminal Behavior and Criminal Justice Involvement. Currently in the United
States, veterans are disproportionately represented in the prisons, as 10% of the prison
population is veterans, while veterans only make up 7% of the overall U.S. population
(Bialik, 2017). Numerous studies have shown that the majority of incarcerated veterans
meet the criteria for a mental health and/or substance use disorder diagnosis (Fontana &
Rosenheck, 2005; Greenberg, Rosenheck, & Desai, 2007; Tsai et al., 2013). Many
veterans experience significant difficulty transitioning from military to civilian life, and
encounter issues such as unemployment, underemployment, homelessness, and social
isolation, all of which place them at increased risk of incarceration (Greenberg,
Rosenheck, & Desai, 2007; Pentland & Scurfield, 1982).
Data collected by the Drug Policy Alliance assert that veteran incarceration
increases after every major war (2012). For example, 34% of new admissions to U.S.
prisons from 1946 to 1949 were WWII combat veterans returning home (Lunden, 1952).
In 1985, approximately 22% of all men in prison were veterans, a direct correlation to the
simultaneous end of the Vietnam War and the start of the “war on drugs” declared by
President Richard Nixon (Drug Policy Alliance, 2012). In 2011, there were 181,500
incarcerated veterans and veterans were more likely to be sentenced for violent offenses
than their civilian counterparts (64% and 48%, respectively) (Bureau of Justice, 2012).
Studies of incarcerated veterans indicate that a mean of 41% report having an alcohol use
disorder and a mean of 48% report having a drug use disorder prior to their arrest
(Blodgett et al., 2015). Additionally, approximately 34% have a mental health issue prior
to incarceration (Blodgett et al., 2015). Studies examining the differences between
incarcerated and non-incarcerated veterans found that incarcerated vets were more likely
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to report a mental health problem (Greenberg & Rosenheck, 2009). A recent study of
3,102 veterans examining how adverse childhood events and other traumas influence the
likelihood of incarceration found that the lifetime prevalence of an alcohol use disorder
increased chances of incarceration among veterans by 2.9 times, and a lifetime history of
a drug use disorder increased the chances of incarceration among veterans by 4.6 times
(Ross et al., 2018).
One theoretical perspective on the connection between military service and
criminal behavior focuses on the personal characteristics and temperamental factors of
those who choose to join the military (Snowden, Oh, Salas-Wright, Vaughn, & King,
2017). This suggests that it is not military involvement that explains behavior, but rather
the choice to go into the military and the choice to engage in criminal behavior have a
common cause. In the landmark Study to Assess Risk and Resiliency in Servicemembers
(STARRS), researchers found that those who choose to join an all-volunteer Army are
characterized by elevated impulsivity, sensation seeking, and aggressiveness (Rossellini
et al., 2015). Notably, these traits have been highly correlated with increased risk of
criminal behavior (Delisi & Vaughn, 2014; Raine, 2013), suggesting that those who
choose to serve have personal traits that may lead to criminal behavior and incarceration
regardless of their military service (Snowden et al., 2017). Blosnich et al. (2014)
compared the differences in adverse childhood experiences (ACEs) between veterans
who were drafted into service and veterans from the all-volunteer era and found that
veterans who chose to join the military had significantly higher prevalence rates on every
category of ACEs than their civilian counterparts, while veterans from the draft era only
differed from their civilian counterparts on the ACEs scale in regards to household drug
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use. Moreover, ACEs have been convincingly linked to numerous negative outcomes for
adults including substance abuse (Choi, DiNitto, Marti, & Choi, 2017; Dube et al., 2003;
Forster, Gower, Borowsky, & McMorris, 2017; Rothman, Edwards, Heeren, & Hingson,
2008), depression (Ege, Messias, Thapa, & Krain, 2015), suicidality (Dube et al., 2001;
Merrick et al., 2017), and long-term physical health problems (Monnat & Chandler,
2015).
In summary, the past decade has seen an influx of U.S. veterans returning home
and facing significant challenges reintegrating. Based on the literature review, mental
health and substance abuse are two primary issues that place veterans at risk for
incarceration. Veterans often cycle in and out of the traditional criminal justice system
without being linked to the resources and support that are available to them through the
VA and other veteran-focused community programs (Russell, 2009). Reflective of the
healthcare utilization model, for a variety of reasons some veterans may choose not to
utilize available VHA-provided mental health and substance abuse services.
Collectively, these factors support the argument that veterans have unique needs and
complex mental health and substance use issues that warrant an alternate judicial
intervention, such as veterans’ treatment court (Russell, 2009).
Model and Theoretical Foundation of Specialty Treatment Courts
Specialty courts such as drug courts, mental health courts, and veterans’ treatment
courts do not operate under the traditional courtroom models of justice, but employ a
collaborative justice approach. Collaborative justice is a model in which all involved
parties -- the judge, prosecutor, defense attorney, social worker, probation officer, and the
participant all work collaboratively to focus on rehabilitation of the participant (Smee et
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al., 2013). The emphasis of specialty courts is to divert offenders away from punitive
solutions, such as jail, and into mental health or substance abuse treatment (Smee et al.,
2013). The aim is to decriminalize mental illness and provide assistance and
accountability to improve their quality of life and benefit society (Smee et al., 2013).
Treatment courts rest on a theoretical foundation of therapeutic jurisprudence
(TJ), a term coined by David Wexler in 1990 to describe an approach to law that attempts
to “reshape law and legal processes in ways that can improve the psychological
functioning and emotional well-being of those affected” (Winick & Wexler, 2003, p.
479). Wexler asserted that the roles of judges, lawyers, and others in the courtroom, in
combination with specified rules and legal procedures all work in unison to produce a
therapeutic outcome for the participant (Wexler & Winick, 1991). The overarching goal
of therapeutic jurisprudence is to “apply and incorporate insights and findings from the
psychology, criminology, and social work literature to the legal system” (Wexler, 2016,
p. 369). Therapeutic jurisprudence is at the core of the problem-solving courts, asserting
that law should “be applied in a manner that benefits the individual while preserving
social protection and justice” (Lucas & Hanrahan, 2016, p. 54). Although developed
independently of problem-solving courts, the basic drug court model is viewed by legal
scholars as a perfect example of applying the concepts of TJ (Hora, Schma, & Rosenthal,
1999; Saum & Gray, 2008). Wexler argues that judges and court staff must go beyond
the procedural justice practices of voice, validation, and respectful treatment (Wexler,
2016). Although these are likely to be a part of the judicial interaction, therapeutic
jurisprudence takes this process a bit further by borrowing from the techniques of relapse
prevention. This involves having conversations with the individual about the details of
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what happened before, during, and after the event, to identify and address the issues or
situations that could be problematic for the participant and lead them to relapse or
recidivate (Wexler, 2016). Wexler asserts that law is a social force that can result in
positive (therapeutic) consequences or negative (anti-therapeutic) consequences (Wexler,
Perline, Vols, Spencer, & Stobbs, 2016). In the spirit of therapeutic jurisprudence,
proponents of VTC insist that instead of “being churned through the courts like any
common criminal”, veterans “need and deserve something much better” (Logsdon &
Keogh, 2010, p. 24).
Drug Court Model
In 1971, President Richard Nixon declared the nation’s “war on drugs”, asserting
that illegal drug use was “public enemy number one” (Nixon, 1971, p. 755). This
included sizable funding increases for government-led initiatives to find, arrest, and
incarcerate drug users and drug traffickers. The Drug Enforcement Agency (DEA) was
created out of this push in 1973 and put nearly 1,500 new agents on the streets to fight
drug use (Drug Enforcement Administration Museum and Visitors Center, 2019),
resulting in a significant increase in drug-related arrests and convictions and a
proliferation of the U.S. criminal justice system (Lucas & Hanrahan, 2016). Many saw
this as more of a war on minorities and immigrants, as these groups quickly became
disproportionately represented in the jails and prisons (Sirim, 2011). The height of the
crack cocaine epidemic in the United States was in 1989, and not coincidentally, the first
drug court also began that year in Miami, Florida (Marlowe et al., 2016). In 1991, state
prison costs for low-level drug offenses topped $1.2 billion (Marlowe et al., 2016). A
study completed in 2010 by the National Center on Addiction and Substance Abuse
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found that 65% of U.S. inmates (2.3 million people) met the DSM criteria for alcohol or
other drug abuse or dependence (National Center on Addiction and Substance Abuse,
2010). An additional 458,000 were sub-threshold for the official diagnosis, but were
considered substance-involved, meaning they were actively using at the time of their
crime (National Center on Addiction and Substance Abuse, 2010). As prisons and jails
across the country subsequently faced significant overcrowding, and incarceration costs
skyrocketed, drug courts became the judicial response to an outcry for a more treatmentfocused approach when dealing with substance-using offenders in the criminal justice
system (Marlowe et al., 2016).
Touted as the “most successful justice innovation in American history” (National
Association of Drug Court Professionals, 2018a, 2:04), there are currently 3,316 drug
courts in operation in the United States (National Association of Drug Court
Professionals, 2018b), including one each in 113 of Kentucky’s 120 counties
(Administrative Office of the Courts, 2019). These courts served approximately 140,000
individuals in 2018 (National Association of Drug Court Professionals, 2018b), with
2,506 of those being in Kentucky (Administrative Office of the Courts, 2019).
Although there is some variance in policies and procedures by county and based
on the presiding judge, drug courts are generally 18 to 24-month programs that follow a
structured and rigorous evidence-based model that aims to provide treatment as an
alternative to incarceration (Hiller et al., 2010). In Kentucky, participants work through
four phases within the program (Kentucky Specialty Courts, 2016). Phase I is the
Stabilization phase and lasts a minimum of 30 days. While in Phase I, participants
submit to three random drug screens per week, attend a minimum of three clinical hours
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of treatment per week, attend one court session per week, and have additional
expectations and responsibilities. Phase II is the Education phase and lasts a minimum of
90 days. While in Phase II, participants submit to two random drug screens per week,
attend a minimum of two clinical hours of treatment per week, and attend one court
session every two weeks, in addition to having employment, stable housing, and other
additional requirements. Phase III is the Self-Motivational phase and lasts a minimum of
90 days. While in Phase III, participants submit to one random drug screen per week,
attend at least one clinical hour of treatment per week, and attend one court session every
three weeks, while maintaining employment, stable housing, paying off court obligations,
and attending self-help meetings. Aftercare is the final phase and the length of time spent
in aftercare varies based on the participants’ needs. Aftercare is much less structured but
provides continued support and accountability for the participant as they work to
maintain their sober lifestyle (Kentucky Specialty Courts, 2016).
Key Components of Drug Court. The key components of drug court, as
outlined in Defining Drug Courts: The Key Components, are:
1) Drug courts integrate alcohol and other drug treatment services with justice
system processing.
2) Using a non-adversarial approach, prosecution and defense counsel promote
public safety while protecting participants’ due process rights.
3) Eligible participants are identified early and promptly placed in the drug court
program.
4) Drug courts provide access to a continuum of alcohol, drug, and other related
treatment and rehabilitation services.
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5) Abstinence is monitored by frequent alcohol and other drug testing.
6) A coordinated strategy governs drug court responses to participants’
compliance.
7) Ongoing judicial interaction with each drug court participant is essential.
8) Monitoring and evaluation measure the achievement of program goals and
gauge effectiveness.
9) Continuing interdisciplinary education promotes effective drug court
planning, implementation, and operations.
10) Forging partnerships among drug courts, public agencies, and communitybased organizations generates local support and enhances drug court
effectiveness (National Association of Drug Court Professionals, 1997, p. iii –
iv).
One of the primary elements of drug courts is the referral and provision of a
continuum of substance abuse treatment, as stipulated in Key Component #4 (National
Association of Drug Court Professionals, 1997). This includes self-help meetings,
individual therapy, family therapy, group therapy, and intensive outpatient treatment.
Participants attend a minimum of 1-3 clinical hours of treatment weekly, depending on
their phase, as well as actively participating in a self-help group such as Alcoholics
Anonymous or Narcotics Anonymous.
Another primary element of drug courts is the use of sanctions and rewards, a
result of Key Component #6 (National Association of Drug Court Professionals, 1997).
Sanctions are not intended to be punishments. They are used in drug court to guide the
individual through the ebbs and flows of the recovery process, with the understanding
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that addiction is a chronic, relapsing disease and each relapse can be a teachable moment.
However, sanctions are administered in increased severity, as drug use or other
undesirable behaviors continue and are applied immediately when a relapse or
undesirable behavior has occurred. Some examples of sanctions that might be used in
drug court are: warning from the judge, demotion to an earlier phase, increased drug
testing frequency, earlier curfew, jail time, or community service, but could include
termination from the program if undesirable behaviors continue repeatedly. Drug courts
use rewards to recognize progress and behavioral changes and to acknowledge even the
most incremental of successes. Examples of rewards that are commonly used in drug
courts are: encouragement and praise from the judge and the team, reduced fines,
decreased frequency of drug tests, advancement to next phase, reduced or suspended
sentences, and graduation ceremonies.
Lastly, another crucial element of drug courts is the relationship and interaction
between the judge and the participant, a result of Key Component #7 (National
Association of Drug Court Professionals, 1997). Participants attend regular court
hearings where they are held accountable for their progress. If participants have a
positive drug test or have failed to comply with any of the requirements or conditions of
the court, they will have to answer for such to the judge in open court, and will likely face
sanctions, as previously detailed. Judges and participants build rapport and judges play a
central role in the course of the participant’s treatment.
Clinical treatment, the use of sanctions, and judicial interaction are three of the
key components of VTC, and will be examined within this study to determine the impact
they have on program completion and criminal recidivism.
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Reducing Criminal Recidivism. Reducing re-arrests is a primary concern for
adult drug courts, and numerous research studies have shown that drug courts do reduce
new charges and convictions (Belenko, 2001; Brown, 2011; Gottfredson et al., 2003;
Huddleston & Marlowe, 2011; Kalich & Evans, 2006; Sanford & Arrigo, 2005; Shaffer et
al., 2011). Criminal recidivism is broadly defined as a new charge or conviction received
after entering the treatment court program (Latimer, Morton-Bourgon, Chrétien, 2006),
and is often used interchangeably with the term “re-offending”. In their Best Practice
Standards, the National Association of Drug Court Professionals (2013) defines criminal
recidivism in the context of drug courts as any new charge, arrest, or conviction that
occurs after entry into the drug court program. Many empirical studies examining the
effectiveness of drug courts use the term “recidivism”, while others use the term “reoffending”, and yet others specify even further by using the terms “In-Program
Recidivism versus Post-Program Recidivism” (e.g. Mitchell, Wilson, Eggers, &
MacKenzie, 2012; Shannon, Jones, Nash, Newell, & Payne, 2018). These
inconsistencies in operationalization of recidivism can be problematic and lead to
differing results and conclusions across studies. Dr. Belenko, one of the nation’s
foremost researchers on drug court programs stated, “A shortcoming of some drug court
evaluations is a lack of specificity about data collection timeframes, especially in terms of
recidivism outcomes” (2001, p. 29). Many studies provide data for a set time-period
(such as 12 months), but there is often no clear distinction made between recidivism that
occurred while the person was still enrolled in the program, and recidivism that occurred
after completing the program (Belenko, 2001).
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For clarity and consistency within this dissertation, the term criminal recidivism
will be used to discuss the concept of acquiring new arrests, charges, or convictions after
entering the VTC program. In this study, criminal recidivism does not include jail time
that is a result of sanctions levied by the VTC.
In the past decade, studies have found that drug courts not only reduce drug using
and criminal behavior during participation in the program, but also reduce criminal
recidivism for a period of one to three years post completion (Belenko, 1998, 1999, 2001;
General Accounting Office, 2005; Gottfredson, Najaka, Kearley, & Rocha, 2006;
Henggeler, Halliday-Boykins, Cunningham, Randall, & Shapiro, 2006; Lowenkamp,
Holsinger, & Latessa, 2005; Wilson, Mitchell, & MacKenzie, 2006). At least nine metaanalyses completed in the past decade have concluded that adult drug courts significantly
reduce criminal recidivism by approximately 8-14% (Aos, Miller, & Drake, 2006; Carey,
Mackin, & Finnigan, 2012; Latimer et al., 2006; Lowenkamp et al., 2005; Mitchell et al.,
2012; Rossman et al., 2011; Shaffer, 2010; U.S. Government Accountability Office,
2011; Wilson et al., 2006).
In connection to reducing criminal recidivism, drug courts also have been found
to be highly cost-effective (Belenko, Patapis, & French, 2005; Bhati, Roman, & Chalfin,
2008; U.S. Government Accountability Office, 2011). Not only does drug court result in
direct reductions of spending for incarceration, but it also results in reductions to
peripheral expenses such as healthcare and foster care (Marlowe, 2010). A seminal
longitudinal study by the National Institute of Justice collected drug court data for 5 years
and found that drug courts reduced criminal recidivism rates and lowered costs to states
and counties related to incarceration (Marlowe, 2010). Recidivism rates varied
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throughout the years based on changes in the programming and varying judge
assignments, but the yearly reduction in criminal recidivism was between 17 and 26%
(Marlowe, 2010; Rempel, Green, & Kralstein, 2012). Additionally, studies found
reduced criminal recidivism and subsequent long-term positive outcomes resulted in a
tax-payer savings of $3000 to $13,000 per drug court participant (Aos, Miller, & Drake,
2006; Barnoski & Aos, 2003; Carey, Finigan, Crumpton, & Waller, 2006; Finigan,
Carey, & Cox, 2007; Logan et al., 2004). Research by the National Association of Drug
Court Professionals (NADCP) asserts that every dollar of federal money invested into
drug courts saves $27 in incarceration and other recidivism-based expenses (National
Association of Drug Court Professionals, 2018b).
Other Mitigating Factors. Although many studies have found that drug court
reduces overall criminal recidivism, there are still few studies that have explored the
reasons why drug court works, and what elements of drug courts are most effective. One
study of 302 drug court participants who abused alcohol, cocaine, or marijuana aimed to
discern if their drug of choice influenced their rate of completion or likelihood of
recidivism (Shaffer et al., 2011). Although the researchers hypothesized that cocaine
users would be less likely to complete the program and more likely to recidivate, after
following the participants for two years, they found that drug of choice was not a
significant predictor in completion of drug court or criminal recidivism (Shaffer et al.,
2011). A recent qualitative study of 42 drug court participants found that frequent drug
testing and frequent interaction with the judge, key components of drug court, were both
critical elements of their successful completion of the program (Gallagher, Nordberg, &
Lefebvre, 2016). A study of 157 participants who were randomly assigned to control and
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treatment groups did find that the number of hearings attended, the number of drug tests
taken, and completing drug treatment were all significant predictors of reduced drug use
(Gottfredson, Kearley, Najaka, & Rocha, 2007).
The consensus now is that drug courts are effective at reducing criminal
recidivism, which subsequently reduces crime and cost to taxpayers (Belenko, 1998,
1999, 2001; General Accounting Office, 2005; Gottfredson et al., 2006; Henggeler et al.,
2006; Lowenkamp et al., 2005; Wilson et al., 2006). The drug court model is a natural
application of therapeutic jurisprudence (Winick & Wexler, 2001) and produces desired
effects. The specifics of which components of the drug court model are most effective
are still largely unknown, although some studies have indicated that strong judicial
leadership plays a key role (Marlow & Meyer, 2011). As these courts gained attention
and their efficacy was widely reported, the drug court model began to be emulated in
other problem-solving courts, one of which is the veterans’ treatment courts.
Mental Health Courts
Another division of the specialty court systems, mental health courts were
developed to provide alternative interventions for persons in the criminal justice system
with serious and persistent mental health disorders such as schizophrenia, bipolar
disorder, and schizoaffective disorder, severe depression, and anxiety disorders (Council
of State Governments, 2008a, 2008b, 2019). Additionally, courts can consider other
cases that involve individuals with developmental disabilities, traumatic brain injuries,
and dementias that may be the root cause of their criminal behavior (Council of State
Governments, 2008b). Mental health courts also treat individuals with mental illness
who have co-occurring substance use disorders. Without intervention and linkage to
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appropriate community resources, these individuals often cycle through the criminal
justice system repeatedly (Johnson et al., 2011; Mendoza et al., 2013; Skeem, Manchak,
& Peterson, 2011). These courts typically serve individuals with nonviolent offenses and
participants receive intensive case management and treatment services in lieu of
incarceration. Similar to drug courts, mental health court participants meet regularly with
the judge, take frequent drug and alcohol tests (when indicated, for those with cooccurring substance abuse), and receive incrementally increased sanctions for any
program infractions (Marlowe et al., 2016).
It should be noted that “mental health courts are not merely drug courts for people
with mental illnesses” (Council of State Governments, 2008b, p. 9). Participants come
into the court with a wide variety of charges, and their treatment plans are individualized
and flexible. Whereas drug courts can easily monitor basic program compliance with
frequent drug screens, monitoring program adherence within mental health courts is
much more complex. Additionally, drug courts often have requirements for participants
to get an education and/or gain employment and secure self-sufficient housing, whereas
mental health court participants might not be expected to achieve those same
accomplishments in order to complete the program, and they may require more long-term
case management and support (Council of State Governments, 2008b).
Key Components of Mental Health Court. Based loosely on the key
components of drug courts, the key elements of mental health court, as laid out in The
Essential Elements of Mental Health Court are:
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1) Planning and supervision – ensuring that a solid collaboration between the
criminal justice, mental health, and substance abuse stakeholders within each
community.
2) Target population – in order to be effective and sustainable, the target
population must be clearly identified and eligibility criteria established that
are fair and consistent.
3) Timely participant identification and linkage to services – by accepting
referrals from an array of sources such as police officers, jail staff, judges, and
family members, eligible participants are identified early in order to begin safe
and effective treatment in lieu of incarceration.
4) Terms of participation – program rules and expectations are laid out clearly
and enforced consistently in a way that provides the least restrictive
supervision conditions, while keeping the participant and the community safe.
5) Informed choice – participants are given full disclosure about the program
requirements and must be deemed competent to participate.
6) Treatment supports and services – at the core of the mental health court is an
array of essential mental health treatment services and supports including
counseling, medication, substance abuse treatment, housing, peer supports,
and case management.
7) Confidentiality – policies and procedures are implemented that secure that
safeguard the mental health information of all participants.
8) Court team – the court team is comprised of judges, case managers, mental
health treatment providers, prosecutors, defense attorneys, and court
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supervision agents. All team members are trained on the nontraditional
setting of mental health court and agree to work collaboratively towards the
best interest of the participant.
9) Monitoring adherence and court requirements – mechanisms are in place to
ensure continuous monitoring of all participants and timely reporting of
progress to all team members.
10) Sustainability – courts should collect and analyze performance and outcome
data in order to assess effectiveness and to secure and maintain long-term
funding (Council of State Governments, 2008a).
The number of mental health courts in the United States has grown consistently
from four in 1997 to over 300 today in 38 states (Marlowe et al., 2016), including one in
Kentucky (Kentucky Court of Justice, 2018). Studies have indicated that mental health
courts are effective at reducing criminal recidivism (Sarteschi, Vaughn, & Kim, 2011)
and that the effect lasts at least two years post-completion (Aldige Hiday, Ray, & Wales,
2015; Rossman et al., 2012). While mental health courts provide an important and
needed service to those with severe and persistent mental illness, there remained a gap in
the criminal justice system with substance abuse and/or mental health issues who are
military veterans. Out of a need for a court system that values their military service while
considering the unique nuances of their issues, and helping to ease the complexities
involved with accessing VA care, veterans’ treatment court was born.
Veterans’ Treatment Courts
Recognizing the increase in veterans cycling through the criminal justice system,
while also acknowledging the distinctiveness of military culture, retired U.S. Army
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Brigadier General Judge Sigurd Murphy and retired U.S. Air Force Colonel Judge Jack
Smith began offering special services to veterans within the Anchorage Alaska drug court
system in 2004 (Alcorn, 2010; Garza, 2014; Hawkins, 2009; Smith, 2012). Judges
Murphy and Smith worked diligently to implement a veterans-only court in their
jurisdiction, building on the successes of the drug court model (Smith, 2012). One of the
primary reasons they cited for investing in this endeavor was their belief in the value of
the shared military experience as a mechanism to create change in the veterans’ lives
(Smith, 2012). They assert that soldiers are trained to perform difficult and unpleasant
tasks, despite the challenges, in the name of teamwork and for the greater good of the
group, and that this behavior is not “unlearned” once they return home. Judges Murphy
and Smith saw an opportunity to capitalize on the group bonding and cohesion of
veterans to facilitate “buy-in” and get them needed treatment (Smith, 2012). The creation
of VTCs is in line with social control theory, and the need to keep rigorous controls,
community, and accountability in place for veterans in order to reduce their likelihood of
deviant behavior.
The first official veterans’ treatment court (VTC) was established by Judge
Robert Russell in Buffalo, New York in 2008 (Russell, 2009). Judge Russell had been
presiding over drug court in that county and began noticing a trend of an increased
presence of military veterans in criminal proceedings. Hearing about the successes in the
Anchorage drug court with a veteran-specific docket, Judge Russell was compelled to
implement a similar court in his jurisdiction (Russell, 2009). As leaders of the
courtroom, judges are in a distinctive position to view the trends of recidivism and have
the authority to “make demands that the door stop revolving” by developing innovative
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solutions (Miller & Johnson, 2009, p. 125). Believing that veterans have distinct needs
that are unique to their military service, Judge Russell leveraged his current position and
influence to begin the work of implementing a special court to address the underlying
issues that resulted in the veteran’s involvement with the criminal justice system (Russell,
2009).
Judge Russell asserted that the veterans he was seeing in his court faced myriad of
issues including mental health disorders, substance use and abuse, homelessness, strained
relationships, unemployment, and challenges reintegrating into their communities
(Russell, 2009). Veterans’ treatment courts aim to provide treatment for substance use
disorders and mental health disorders, along with linkages to job placement and housing
resources, as needed (Baldwin, 2013). This is achieved by a network of professionals
working collaboratively towards a common goal: to assist the justice-involved veterans
in receiving the services they have earned that will facilitate their successful reintegration
in the community. This group of professionals includes the judge, attorneys, law
enforcement, VA outreach staff, social workers and other mental health providers, case
managers, and peer mentors (National Association of Drug Court Professionals, 2013),
and each court is established using the Key Components of Veterans’ Treatment Court
model.
Key Components of Veterans’ Treatment Court. Veterans’ treatment court
modified the widely accepted ten key components of drug court, as were delineated in
Defining Drug Courts: The Key Components and customized them to the veteran
population (National Association of Drug Court Professionals, 1997). These key
components are as follows:
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1) Integrate alcohol, drug treatment, and mental health services with justice
system case processing,
2) Using a non-adversarial approach, prosecution and defense counsel promote
public safety while protecting participants’ due process rights,
3) Eligible participants are identified early and promptly placed in the veterans’
treatment court program,
4) Provide access to a continuum of alcohol, drug, mental health and other related
treatment and rehabilitation services,
5) Abstinence is monitored by frequent alcohol and other drug testing,
6) A coordinated strategy governs Veterans’ Treatment Court responses to
participants' compliance,
7) Ongoing judicial interaction with each Veteran is essential,
8) Monitoring and evaluation measure the achievement of program goals and
gauge effectiveness,
9) Continuing interdisciplinary education promotes effective veterans’ treatment
court planning, implementation, and operations,
10) Forging partnerships among veterans’ treatment court, Veterans
Administration, public agencies, and community-based organizations generates
local support and enhances Veterans’ Treatment Court effectiveness (Justice for
Vets, 2017, pp. 1-3)
The only differences between the key components for drug court and the key
components for VTC are that it is a veteran population and they receive many of their
clinical services at the VA, rather than from community mental health providers. The

41

expectations of participation, the progression through program phases, and the
requirements for completion of the program are the same across both courts.
Uniqueness of Veterans’ Treatment Court. When compared with other similar
problem-solving courts, the VTC has a couple of important and unique factors that could
impact the outcomes of the court. These are the eligibility requirements for admission
into the program and the use of peer mentors, which are defined and described below.
Eligibility Requirements. Upon entry into the court system, defendants in
counties where VTCs are located are identified for possible inclusion and are provided
information about the program. Eligibility requirements vary across jurisdictions and are
generally decided at a state level (Baldwin, 2016; McGuire et al., 2013). While the
eligibility criteria may differ from state to state, the basic criteria are that the defendant is
a United States veteran, who completed their service or was honorably discharged, and
who is in court for a non-violent offense that can somehow be accredited to their military
service (Tsai, Flatley, Kasprow, Clark, & Finlay, 2017). However, various jurisdictions
have interpreted these loose guidelines differently and there are some counties where
those with dishonorable discharges and/or lower-level violent offenses could be
considered as well (Baldwin, 2016; Flatley, Clark, Rosenthal, & Blue-Howells, 2017;
Tsai et al., 2017). Approximately 20% of VTCs nationwide will only accept veterans
with military-related mental health diagnoses, and 5% will only accept combat veterans
(Flatley et al., 2017).
Opponents of the development of VTCs argue that these courts perpetuate a
“moral sorting” of defendants into differentiated courts, based on who deserves better
treatment (Collins, 2017). Some opponents assert that VTCs “embody a judgement about
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moral desert of these offenders” (Collins, 2017, p. 1504) and the practice of excluding
those who were dishonorably discharged is unfair because we are not recognizing the
trauma they may have experienced during their military service, regardless of discharge
status (Collins, 2017).
Even within the veterans’ treatment court community, there are differences in
opinion and in the policies regarding who can be served. Some courts require that a
veteran have been deployed to combat to be eligible. Supporting that premise, there is a
significant body of literature indicating that deployment to a combat zone and subsequent
exposure to combat are strongly associated with negative mental health outcomes,
including PTSD, depression, and substance use disorders (Helzer, Robbins, & McEnvoy,
1987; Hoge et al., 2004; Hoge, Auchterlonie, & Milliken, 2006; Jordan et al., 1991;
Kang, Natelson, Mahan, Lee, & Murphy, 2003; Kessler, Sonnega, Bromet, Hughes, &
Nelson, 1995; Prigerson, Maciejewski, & Rosenheck, 2001, 2002; Sareen et al., 2007;
Smith et al., 2008; Toomey et al., 2007). One such court is in Orange, California, where
the only eligible vets are those who have committed offenses attributable to their combatrelated post-traumatic stress disorder, substance abuse or other mental health issues
(McMichael, 2011). Judge Wendy Lindley supports this policy, asserting that:
What unites combat veterans is their combat. That experience ... resonates very
deeply with them. I think that if they’ve been damaged as a result of their service
... in a combat zone, that ethically and morally, we need to respond by offering
them special services to restore them to who they were (McMichael, 2011, p.1,
para. 53).
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Many other courts, such as the original one in Buffalo, New York, accept all
veterans, regardless of their combat experience. This is based on the idea that military
service looks differently for different soldiers, and also that traumas can occur during
military service, even when the soldier is not on the front lines of combat (McNally &
Frueh, 2013; Ursano et al., 2014). For instance, it is estimated that 16% of service
members (4% of men and 38% of women) experience sexual trauma during their time of
service (Allard, Nunnink, Gregory, Klest, & Platt, 2011; Wilson, 2016), although
reporting statistics of sexual assault or mental illness within the military are thought to be
low due to the stigma involved (Brown & Bruce, 2016; Conrad, Young, Hogan, &
Armstrong, 2014; Green-Shortridge, Britt, & Castro, 2007; Valente & Wright, 2007).
Although there is not an abundance of literature supporting this idea, some recent studies
of OEF/OIF-era veterans have indicated that deployment status is less important and that
those who serve but are never deployed are still at risk of negative mental health
outcomes (LeardMann et al., 2013; Schoenbaum, Kessler, & Gilman, 2014; Ursano et al.,
2014). One study of over 35,000 active duty soldiers indicates that 25.1% of nondeployed personnel met criteria for a DSM-IV anxiety, mood, disruptive behavior, or
substance use disorder (Ursano et al., 2014). These concerns among non-deployed
soldiers could be the result of the common experience of military training, but they could
also be the result of pre-enlistment mental health or substance use issues.
Another potential explanation that has received some attention is phenomenon of
survivor guilt, something experienced by soldiers who might feel they did not do their
part, or have guilt about going home to their families when others did not make it out
alive (Janssen, 2013; O’Connor, Berry, Weiss, Bush, and Sampson, 1997). Survivor guilt
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is described as “the ever present feeling of guilt, as accompanied by conscious or
unconscious dread of punishment, for having survived the very calamity to which their
loved ones succumbed” (Niederland, 1961, p. 238). In relation to PTSD, the American
Psychiatric Association defined survivor guilt as “guilt about surviving while others have
not, or about behavior required for survival” (2000, p. 465). In their newest iteration of
the manual, they acknowledged the critical role of guilt and shame in the diagnosis of
PTSD, adding these constructs as new symptomological criteria (American Psychiatric
Association, 2013). Empirical studies have shown a significant association between
survivor guilt and depression, pessimism, perfectionism, and addiction (Niederland,
1961, 1980; O’Connor et al., 1997; O’Connor, Berry, Weiss, & Stiver, 2011), all of
which could contribute to an individual’s entry into the criminal justice system.
Judge Russell asserted that “all veterans deserve special consideration simply for
their willingness to serve and defend their nation (McMichael, 2011, p.1, para. 54).
“Status courts aim to honor the offender’s experience and strengthen the offender’s
association with the characteristic used to sort him or her into court” (Collins, 2017, p.
1481). In Kentucky, the VTC accepts both combat and non-combat veterans, with
priority given to combat veterans. They accept veterans with felony and misdemeanor
charges, excluding violent felonies and sexual offenses. Individuals with domestic
violence charges are considered, as long as the charge is a misdemeanor. The participant
must have served in the U.S. military with an honorable or general discharge, although
dishonorable discharges are considered on an individual basis. The participant must have
a diagnosed substance use disorder or mental health disorder, and lastly, they must have
the mental capacity to consent and participate in treatment (Shannon, 2016).
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Peer Mentoring. Another aspect of veterans’ treatment courts that is unique in
comparison to drug court and other problem-solving courts is their use of peer mentors.
Peer mentors are non-criminally involved veterans from the local community who serve
as a mentor, guide, and friend to the participant, assisting them in navigating the court
system and holding them accountable for their work in the program (Vaughn, Holleran, &
Brooks, 2016). The goal of the peer mentor component of veterans’ treatment court is to
give the participant a healthy role model and help them feel they are not alone (Collins,
2017). Considering how brotherhood and camaraderie are woven into the fabric of U.S.
military culture, this aspect of the VTCs demonstrates their awareness of the distinct
differences of veterans from the general population. By using peer mentors, the VTCs
are leveraging the sense of solidarity and esprit de corps of military culture to rehabilitate
veterans in the criminal justice system (Easterly, 2017). A goal of veterans’ treatment
court is not simply to punish or change the veteran’s behavior, but to focus on fostering a
sense of respect for themselves and their military service (Collins, 2017), and peer
mentors are an integral part of that process.
Gaps in the Literature
As VTCs are relatively new, there is a paucity of research that examines how
individual characteristics of participants and specific components of VTC programs
contribute to veterans’ likelihood of program completion and criminal recidivism. There
is not a consensus within the literature about how certain basic personal characteristics
such as age, gender and marital status influence completion of the VTC program. There
is also relatively no literature that speaks about characteristics specific to the military
such as combat status and how that may influence program completion and recidivism.
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While there is some research in drug court populations that examines the links
between mental health and substance abuse issues and their impact on program
completion and recidivism, there is no similar body of research in the VTC literature.
Additionally, very few empirical studies specifically examine program components such
as drug screens, judicial interaction, therapeutic sessions, and sanctions, and how those
things contribute individually and collectively to the likelihood of program completion
and criminal recidivism. While the use of sanctions and rewards is a key component of
problem-solving courts like drug court, there is a lack of literature outlining how effective
these tactics are with the veteran population. Having more research about specific
components of the VTC program could help shape changes in the policies and procedures
to ensure their ongoing and future practices are evidence-based.
This study aims to fill some of these gaps in the literature by adding to the body
of knowledge surrounding VTCs, looking to provide insight about how personal
characteristics of participants (e.g., age, gender, race, marital status, combat status, drug
of choice, mental health issues) and during-program occurrences (e.g., sanctions, drug
screens, interaction with judge, and sessions) may influence program completion and
criminal recidivism.
Chapter Summary
This chapter began with a look at the healthcare utilization model and also
explored social control theory and the age-graded theory of informal social control, to
serve as a backdrop and foundation for this current study. Pertinent literature was
reviewed and details of the veterans’ treatment court model as well as its predecessors,
drug court and mental health court provided. Based on this information, this study was
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developed and carried out to fill the subsequent gaps in knowledge about the outcomes of
veterans’ treatment court. Chapter three will detail the methodology used to execute this
study including the research plan, the data collection procedures, the variables of interest,
and the research questions.
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Chapter Three: Methodology
The purpose of this chapter is to introduce the research methodology employed in
this exploratory study. The research plan, including the study design, data collection
procedures, study participants, and how access to the data set was gained for the purpose
of this dissertation will all be detailed. Next, each study variable of interest is listed and
operationalized, and the research questions are presented. Lastly, the analytic plan for
this study is described.
Research Design
This study involves secondary data analysis of Kentucky veterans’ treatment court
data collected as part of two Bureau of Justice Assistance grants awarded to the Kentucky
Administrative Office of the Courts (AOC) for the implementation of the VTCs in
Jefferson County and Hardin County, Kentucky. The grants provide financial assistance
to county and state courts to implement and operate VTCs that utilize evidence-based
substance abuse treatment and comprehensive wrap-around services designed to prevent
criminal recidivism and support long-term recovery for veterans (Bureau of Justice
Assistance, 2012). Dr. Lisa Shannon from Morehead State University was the Principal
Investigator (PI) of a process evaluation titled Kentucky Specialty Court Veterans
Treatment Court Evaluations that examined the implementation of the VTCs in
Kentucky, based on quantitative and qualitative data collected from each site. The
current study is an exploratory descriptive study looking at outcomes from the Kentucky
VTC project.
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Data Collection
The data for this study were collected from 10/01/12 until 09/30/16 in Jefferson
County, and from 10/01/13 until 09/30/17 in Hardin County. The specific timeframes of
data collection for each site were based on the respective start dates associated with the
receipt of grant funding. AOC collected and managed the demographic, assessment, and
process evaluation data in the Management Information System (MIS) as stipulated by
the grant. These data were made available for the current study after approval of
Institutional Review Board (IRB) protocols at both Morehead State University and the
University of Kentucky. There are three separate types of data used in this study:
assessment data, criminal history data, and performance indicator data. Each of these
will be detailed below.
Assessment Data. Initial assessment data were collected on each participant
upon their entry into drug court. Each participant completed either the Kentucky Drug
Court Eligibility Assessment (KDCEA) form (see Appendix A) or the Kentucky Drug
Court Risk and Needs Assessment (KDCRANA) (see Appendix B) via a face-to-face
interview with that county’s drug court program coordinator or case manager. The
KDCEA was used until July 2015, and then was replaced by the KDCRANA. This
change occurred due to program administrators within Kentucky’s drug court system
wanting to have a more holistic assessment tool that included assessment of the
participants’ risks and needs. The KDCRANA is a comprehensive assessment that
includes scoring mechanisms for recidivism risk, social risk, and substance abuse risk.
From a research standpoint, it is not ideal that the assessment instrument changed during

50

the data collection window, and this challenge is discussed further in the limitations
section later in this chapter.
The KDCRANA utilizes the Addiction Severity Index (ASI), an instrument that
has been widely used in both clinical settings and research studies for nearly four decades
(McLellan, Luborsky, Woody, & O’Brien, 1980). The ASI is a self-reported instrument
that gathers data in seven areas: physical health, employment and financial support,
illegal or criminal activity, family and social relationships, psychiatric symptoms, and
drug and alcohol use (McLellan et al., 1992). The ASI has been tested in a wide variety
of clinical and research applications and has consistently been found to be a reliable and
valid instrument (Carise et al., 2001; McLellan et al., 1985, Peters et al., 2000; Rosen,
Henson, Finney, & Moss, 2000; Wertz, Cleveland, & Stephens, 1995).
Both assessments (the KDCEA and KDCRANA) collected basic demographic
information, as well as information about the participant’s medical history, education and
employment history, drug and alcohol use, criminal justice history, family and social
history, and mental health history. On this form, participants had the option to identify
themselves as being veterans of the United States Armed Forces or the National Guard,
which then triggers the interviewer to assess if the participant is potentially eligible for
veterans’ treatment court. Copies of the assessment for each participant were also made
available for the current study and every collected data point was subsequently entered
into SPSS for possible analysis. Assessments were de-identified by AOC and were
labeled with a 5-digit MIS number to protect participant confidentiality.
Criminal History Data. Participant criminal history data came from CourtNet,
Kentucky’s official recording system, and captured every criminal conviction that
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occurred after the participants’ entry into the VTC. The AOC’s CourtNet record includes
all misdemeanor and felony convictions for each participant. The data were categorized
into variables based on type of crime, such as property crime, drug trafficking, traffic
crime (e.g. speeding, DUI), and violent crime. For each category of criminal behavior
both an interval measure (how many times they were convicted of a specific type of
crime) and a nominal measure that stipulates with a YES/NO response whether they have
been convicted of that particular type of crime were computed. The CourtNet record was
de-identified by AOC and participants were labeled with their 5-digit MIS number, so
this data could be merged with the assessment data in the new SPSS data set.
Performance Indicator Data. Data were collected throughout the grant period
by AOC staff regarding every aspect of the VTC process. The data include the results of
every drug test taken while in the program, the dates of every judicial interaction, the
dates and type of every treatment session (e.g. group, individual, self-help) attended,
dates and reasons for every sanction given, as well as dates and comments for every
accomplishment made while in the program. Additionally, the performance indicator
data contains dates and reasons for phase and status changes, which includes whether or
not a participant completed the program.
Program Participants
This data set is comprised of veterans’ treatment court participants from Jefferson
and Hardin County, Kentucky. The data set includes participants who entered the
veterans’ treatment court during the grant periods (October 1, 2012 to September 30,
2016 for Jefferson County and October 1, 2013 to September 30, 2017 for Hardin
County), and whose complete assessment, MIS, and performance indicator data was
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available for analyses. Every participant who entered the program signed a release to be
included in the data collection by AOC. The final data set includes 58 participants -- 22
from Hardin County and 36 from Jefferson County.
Ethical Considerations
As this is a study of existing de-identified data, the study was approved by
exempted review by the University of Kentucky Institutional Review Board (IRB).
Additionally, Dr. Lisa Shannon added the author as study personnel to an existing IRB
approval at Morehead State University. To protect their identities, study participants
were assigned unique five-digit identification numbers. Data were processed in SPSS on
a university-owned and password-protected computer, and were stored on an external
hard drive, which was stored in a locked cabinet in the researcher’s university office.
Power Analysis
A post-hoc power calculation utilizing G*Power 3.1.9.2 (Faul, Erdfelder, Lang, &
Buchner, 2007) was conducted for the specific analyses (χ2 and t-tests) and indicated that
with the sample size of 58, the calculations could expect to have excellent power (.97
and .99, respectively) to detect large effect sizes, moderate power (.62 and .76) to detect
medium effect sizes, and minimal power (.11 and .18) to detect small effect sizes (Cohen,
1988).
Measures
Due to the small sample size, as well as a review of the distribution of the data on
each variable, the study variables were dichotomized for inclusion in the bivariate
analyses. Each variable is detailed below, including a description of how the data were
originally collected and coded, followed by a description of how the variables were
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dichotomized, along with an explanation of why the categories were chosen, when
applicable.
Outcome Variables.
Criminal Recidivism. The recidivism variable is a dichotomous variable that
indicates if a participant has acquired any new misdemeanor or felony convictions since
entering the VTC. This information comes from the criminal history data and the
variable is coded as (0) for no (no new convictions) and (1) for yes (they have new
convictions).
Program Completion. The completion category variable is a dichotomous
variable that categorizes all participants as either (0) not completed or (1) completed.
The not completed category includes all those who were terminated (serious or repeated
rule infractions), administratively discharged (veteran no longer wants to participate),
suspended (currently incarcerated), or who absconded (fled the court’s jurisdiction). This
information comes from the performance indicator data.
Independent Variables: Participant Characteristics
Age. Participant age was calculated using the birthdate provided by the
participant in their initial assessment and their reported date of entry into the VTC. Age
was recoded into age categories of: 20-39 (coded as 0) and 40-69 (1). Although not
exact, the age variable was dichotomized in this way as a close approximation to dividing
the participants by era of service with the 20-39 group representing OEF/OIF, and the 4069 group representing the Gulf War and Vietnam.
Gender. Gender is a dichotomous nominal level variable coded as (0) male, and
(1) female. This information is self-reported and comes from the assessment data.
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Race. Race is a nominal level variable originally coded as (1) White, (2) Black,
(3) Hispanic, (4) Asian / Pacific Islander, and (5) Other. This information is self-reported
and comes from the assessment data. For the bivariate analyses, the race variable is
coded as (0) for White and (1) for non-white (Black, Hispanic, Asian/Pacific Islander, and
other combined).
Marital Status. Marital status is a nominal level variable originally coded as (0)
never married, (1) single, (2) married, (3) separated, (4) divorced, and (5) widowed. This
information is self-reported and comes from the assessment data. For the bivariate
analyses, the marital status is recoded as (0) for Married and (1) for non-married (single,
separated, divorced, widowed). Although not precise, this categorization aims to group
the participants as either “attached” or “unattached” to a partner, a delineation that has
been interpreted in line with social control and social support research.
Combat Status. The combat status variable is a dichotomous variable indicating
any self-reported history of combat while in the military. This information is found in the
assessment data and is coded (0) for no combat and (1) for a history of combat.
Drug of Choice. The drug of choice variable is a categorical variable indicating
the primary drug of choice for each participant. The variable is originally coded as (1)
Alcohol, (2) Amphetamine, (3) Benzodiazepine, (4) Cocaine, (5) Heroin, (6) Marijuana,
(7) MDMA, (8)Methadone, (9) Methamphetamine, (10) Opiates, (11) Suboxone, (12)
Synthetic, and (0) None. This information is self- reported and comes from the
assessment data. For the bivariate analyses, the drug of choice variable is recoded as (0)
for Alcohol and (1) for drugs.
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Mental Health. As mental health is a serious concern for the veteran population,
the intake assessment includes questions about prior treatment for mental health issues.
The mental health variable is a dichotomous variable indicating any self-reported prior
treatment for mental health issues upon admission to the VTC. The variable is coded (0)
for no prior history of mental health treatment and (1) for a prior history of mental health
treatment. On the KDCEA assessment tool, respondents were asked “Have you ever
been treated as an outpatient for psychological or emotional problems?” and “How many
times have you been treated for any psychological or emotional problems in a hospital?”
A positive response to the first question and/or a response greater than zero on the second
question resulted in the participant being coded as a (1), indicating a history of prior
mental health treatment. On the KDCERNA assessment tool, respondents were asked
“Have you ever talked to a psychiatrist, psychologist, therapist, social worker, or
counselor about an emotional problem?” and “Have you ever been seen in in a
psychiatric emergency room or been hospitalized for psychiatric reasons?” A positive
response to ether question resulted in the participant being coded as a (1), indicating a
history of prior mental health treatment.
Housing Status. Housing status is a dichotomous variable that captures if the
participant was stably housed at the time of admission to the VTC. Stable housing is
defined as having your own place (own or rented apartment or house). Not stably housed
is defined as staying with others, staying in a halfway house or transitional living, staying
in an institution (hospital, prison, or jail) or being homeless (outdoors, in a shelter, or in a
car). This information is self-reported and comes from the assessment data. The variable
is coded (0) for unstable housing and (1) for stable housing.
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Employment Status. Employment status is a dichotomous variable that captures
if the participant was employed at the time they entered the VTC. This information is
self-reported and comes from the assessment data. The variable is coded (0) for
unemployed and (1) for employed.
Independent Variables: During-Program Occurrences. During-program
occurrences are defined as the programmatic components of the VTC, such as sanctions,
drug screens, judicial interaction, and treatment sessions. These occurrences are the key
elements of the VTC program that are a part of every participant’s treatment plan, and
will be detailed below.
Sanctions (total number). Sanctions are used in the VTC to provide swift
accountability for rule infractions, and examples of sanctions used are verbal warnings
from the judge, demotion to an earlier phase, jail time, or community service. Although
there is not a set limit to the number of sanctions a participant can receive before being
terminated from the program, sanctions increase incrementally in magnitude over
successive infractions. The sanctions variable is a computed variable that sums the total
number of sanctions the participant received while in the program. This information
comes from the performance indicator data and was manually calculated and entered into
SPSS.
Positive Drug Screens (percent positive). Frequent drug and alcohol testing is a
critical component in the VTC to ensure substance use is detected and addressed quickly.
Participants must submit regularly to random drug screening that is consistent with their
program phase. Based on their current phase, participants can expect drug testing one to
three times per week; however, they could be tested more often if deemed necessary by
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the VTC team. A judge might order more frequent drug screens if there is specific
concern about relapse, especially around celebrations, holidays, and anniversaries of
events (both good and bad). Although there is no set number of positive drug screens that
would automatically result in termination from the program, positive drug screens are
addressed swiftly with incrementally increased sanctions and/or changes to the treatment
plan. Judges may choose to increase the number of drug screens per week if a participant
has a positive screen. The positive drug screen variable is an interval level variable that
is calculated using the number of positive drug screens divided by the total number of
screens they submitted while in the program. This information comes from the
performance indicator data and was manually calculated and entered into SPSS by the
researcher.
Judicial Interaction (per month). Judicial interaction is a core element of the
VTC model and reinforces assertions within social control theory about the importance of
accountability and rigid structure to promote abstention from criminal behavior. Based
on their current program phase, participants must appear in court from one to four times
per month. During the court sessions, they interact with the judge who inquires about
their progress, makes any needed changes to their treatment plan, and administers any
sanctions or rewards. The judicial interaction per month variable (Judge Month) is a
continuous variable that is based on the total number of judicial interactions while in the
program divided by the number of months in the program. This information comes from
the performance indicator data and was manually calculated and entered into SPSS.
Treatment Sessions (per week). While in VTC, participants must attend clinical
treatment sessions from two to six hours per week, based on their current phase and their
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individual treatment plans. Sessions include individual therapy, group therapy, self-help
groups, specialized treatment for substance abuse, traumatic brain injuries (TBI), PTSD,
anger, and parenting, as well as other topical groups that may be assigned as deemed
necessary by the VTC team. The number of treatment sessions assigned to each
participant varies widely, based on an evaluation of his or her individual needs. The
treatment sessions per week variable (SessionsWeek) is a continuous variable that is
calculated based on the total number of treatment sessions while in the program divided
by the number of weeks in the program. This information comes from the performance
indicator data and was manually calculated and entered into SPSS.
Data Analysis
The analytic process included descriptive univariate and bivariate analyses.
Univariate analyses provide descriptive information for each variable, including
frequencies and percentages as applicable. Bivariate analyses examined the relationships
between participant characteristics (e.g., age, gender, marital status) and program
completion, participant characteristics and criminal recidivism, during-program
occurrences (e.g., sanctions, drug screens) and program completion, and during-program
occurrences and criminal recidivism. Due to the exploratory nature of this study, pvalues of .05 and .10 are highlighted within the analyses, and chi-square will be reported
without correction, an approach that is supported in the literature for this type of study
(Bender & Lange, 2001; Oleson, Brown, & McCreery, 2019; Rothman, 1990).
Missing Data. The original sample contained 79 participants. Upon
examination, the data for 13 participants were removed, as those participants were still
active in the VTC at the time the data set was provided to the researcher, and therefore,
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one of the primary outcome variables of interest - program completion, could not be
examined. Of the remaining 66 participants, there were eight that had significant missing
data (more than 50% of the variables of interest did not have responses), and therefore
listwise deletion was utilized and they were removed from the sample.
All analyses were completed utilizing the Statistical Package for the Social
Sciences (SPSS), version 23 (IBM, 2015).
Chapter Summary
The goal of this chapter was to outline the research methodology used in this
study to answer the research questions. First, the research design was described, along
with the data collection methods, and the study sample. Next, the variables of interest
were detailed and operationalized, and lastly, the analytic plan was highlighted. The next
chapter will provide the results of the data analyses.
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Chapter 4: Results
In this chapter, the results of the statistical analyses are presented, along with
corresponding tables. To review, the primary research questions in this study are: RQ1)
Are individual characteristics of the participants (age, gender, race, marital status, combat
status, drug of choice, history of mental health issues, housing status, and employment
status) associated with VTC program completion?; RQ2) Are individual characteristics
of the participants (age, gender, race, marital status, combat status, drug of choice, history
of mental health issues, housing status, and employment status) associated with criminal
recidivism?; RQ3) Are during-program occurrences (sanctions, drug screens, judicial
interaction, and treatment sessions) associated with VTC program completion?; and
RQ4) Are during-program occurrences (sanctions, drug screens, judicial interaction, and
treatment sessions) associated with criminal recidivism? First, the descriptive statistics
for personal characteristics, during-program occurrences, and program outcomes will be
detailed. Many of the analyses are presented by county in order to identify any
significant differences between the two programs. After presenting the descriptive
analyses, bivariate analyses addressing each of the four research questions is delineated.
Descriptive Analyses
Independent Variables. The independent study variables are divided into two
categories: participant characteristics and during-program occurrences. Participant
characteristics include gender, age, race, marital status, combat status, drug of choice, and
history of mental health treatment. During-program occurrences include sanctions,
positive drug screens, judicial interactions, and treatment sessions.
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Participant Characteristics. Participant characteristics are the individual
demographic variables, such as age, gender, and marital status. This information was
collected during the participants’ initial VTC assessment. As outlined in Table 1, the
participants in the study (Total N=58) were predominantly male (89.7%), ages 30-39
(36.2%), white (79.3%), and divorced (36.2%). The participants in Hardin County (n =
22) were predominantly younger with 81.8% being in the 20-39 years of age category,
compared to only 50% in the 20-39 years category in Jefferson County (n = 36). Nearly
66% of the total sample reported a history of combat service; however, the percentage
was much higher in Hardin County (86.4%) than in Jefferson County (52.8%). Over
two-thirds of the participants (67.2%) reported a history of mental health treatment, but
mental health treatment was much more likely in Jefferson County (75%) than Hardin
County (54.5%). The drug of choice for the majority of the sample was alcohol (34.5%),
methamphetamine (22.4%), or heroin (19.0%). Most of the drug categories were similar
between the two counties, except for cocaine, which was the drug of choice for 11% of
Jefferson County participants and was not the drug of choice for any Hardin County
participants. Overall, 82.8% of participants (n=48) reported being stably housed upon
admission to the VTC, with 90.9% of Hardin County participants stably housed and only
77.8% of Jefferson County participants stably housed. Upon admission to the VTC,
56.9% of participants (n=33) reported being unemployed. In Hardin County, 50% of
participants (n=11) were unemployed, while in Jefferson County, 61.1% of participants
(N=22) were unemployed.
During-Program Occurrences. During-program occurrences refer to the
components of the program that are standardized from site to site and that are based on
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Table 1
Characteristics of VTC Participants in Jefferson and Hardin Counties (N=58)

Gender
Male
Female
Age
20 - 29 years old
30-39 years old
40-49 years old
50-59 years old
60-69 years old
70 and over
Age (dichotomized)
20-39 years old
40 - 69 years old
Race / Ethnicity
White
Black
Hispanic
Asian / Pacific Islander
Race / Ethnicity (dichotomized)
White
Non-White
Marital Status
Never Been Married
Single
Married
Separated
Divorced
Marital Status (dichotomized)
Married
Non-Married
History of Combat Service
Yes
No
Primary Drug of Choice
Alcohol
Methamphetamine
Heroin
Opiates
Cocaine
Marijuana
Benzodiazepines
None
Primary Drug of Choice (simplified)
Alcohol
Drugs
None
Prior Treatment for Mental Health
Yes
No
Housing Status
Stably Housed
Not Stably Housed
Employment Status
Employed
Not Employed

Hardin
(n=22)

% within
Hardin

Jefferson
(n=36)

% within
Jefferson

Total
(n=58)

% of
Total

19
3

86.4%
13.6%

33
3

91.7%
8.3%

52
6

89.7%
10.3%

8
10
3
1
0
0

36.4%
45.5%
13.6%
4.5%
0.0%
0.0%

7
11
5
10
3
0

19.4%
30.6%
13.9%
27.8%
8.3%
0.0%

15
21
8
11
3
0

25.9%
36.2%
13.8%
19.0%
5.2%
0.0%

18
4

81.8%
18.2%

18
18

50.0%
50.0%

36
22

62.1%
37.9%

19
2
1
0

86.4%
9.1%
4.5%
0.0%

27
7
0
2

75.0%
19.4%
0.0%
5.6%

46
9
1
2

79.3%
15.5%
1.7%
3.4%

19
3

86.4%
13.6%

27
9

75.0%
25.0%

46
12

79.3%
20.7%

1
2
6
6
7

4.5%
9.1%
27.3%
27.3%
31.8%

1
8
8
5
14

2.8%
22.2%
22.2%
13.9%
38.9%

2
10
14
11
21

3.4%
17.2%
24.1%
19.0%
36.2%

6
16

27.3%
72.7%

8
28

22.2%
77.8%

14
44

24.1%
75.9%

19
3

86.4%
13.6%

19
17

52.8%
47.2%

38
20

65.5%
34.5%

7
5
4
2
0
1
0
3

31.8%
22.7%
18.2%
9.1%
0.0%
4.5%
0.0%
13.6%

13
8
7
2
4
1
1
0

36.1%
22.2%
19.4%
5.6%
11.1%
2.8%
2.8%
0.0%

20
13
11
4
4
2
1
3

34.5%
22.4%
19.0%
6.9%
6.9%
3.4%
1.7%
5.2%

7
12
3

31.8%
54.5%
13.6%

13
23
0

36.1%
63.9%
0.0%

20
35
3

34.5%
60.3%
5.2%

12
10

54.5%
45.5%

27
9

75.0%
25.0%

39
19

67.2%
32.8%

20
2

90.9%
9.1%

28
8

77.8%
22.2%

48
10

82.8%
17.2%

11
11

50.0%
50.0%

14
22

38.9%
61.1%

25
33

43.1%
56.9%
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the Key Components of Veterans Treatment Court (Justice for Vets, 2017). This section
will examine the during-program occurrences of drug screens, sanctions, judicial
interaction, and treatment sessions.
Drug Screens. One primary element of the VTC structure is consistent drug
testing throughout the program. Frequent drug testing allows the court team to monitor
progress and provide quick intervention when a relapse occurs. Based on their phase
within the program, all VTC participants submit to random drug screens from one to
three times per week. Table 2 provides descriptive statistics for three categories of
during-program occurrences: drug screens, sanctions, and treatment sessions. Jefferson
County ordered 4,250 drug screens, an average of 118 per person, with 2.8% of those
tests being positive. Hardin County ordered 1,742 drug screens, an average of 79 per
person, with 2% of those being positive. While the percentage of all drug screens that
resulted in a positive was low, approximately 62% of VTC participants tested positive for
drugs or alcohol while in the program (64%, n=14 in Hardin County and 67%, n=24 in
Jefferson County).
Sanctions. Another primary element of VTC drug courts is the use of sanctions, a
result of Key Component #6 (Justice for Vets, 2017). Sanctions are not intended to be
punishments, but rather are used as potential turning points to guide participants through
the recovery process. Sanctions are meant to grab the participants’ attention and
encourage self-reflection about current behaviors that are not conducive to their longterm recovery. Some examples of possible sanctions include warnings from the judge,
community service, earlier curfew, or jail time. Hardin County issued 103 sanctions, for
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Table 2
Frequencies of During-Program Occurrences

Sanctions
Additional Assignments
Community Service
Drug Test
Home Incarceration
Incarceration
Increase level of treatment
Phase Demotion
Residential treatment
Additional Self-Help
Warrant

Total
Average # sanctions per participant

Drug Testing
Number of Drug Tests
Number of Positive Drug Tests
Number of participants who tested
Average # of drug tests per participant
Judicial Interaction
Number of interactions with Judges
Average # judicial interactions per
participant
Sessions Provided
Aftercare
Ancillary
Enhanced Treatment
Family
Group
Individual
Intensive Outpatient
Phone
Self-Help
VA
Wrap-Around
Other

Total
Average # sessions per participant

Average months in the VTC
Range of time in VTC (in months)

Hardin
(n=22)
10
6
2
1
54
2
0
1
24
3
103
4.7

1,742
34
14

%
9.7%
5.8%
1.9%
1.0%
52.4%
1.9%
0.0%
1.0%
23.3%
2.9%

2.0%
64%

Jefferson
(n=36)
17
20
1
4
67
7
1
1
13
0
131
3.6

4,250
120
24

%

Total (n=58)

%

13.0%
15.3%
0.8%
3.1%
51.1%
5.3%
0.8%
0.8%
9.9%
0.0%

27
26
3
5
122
9
1
2
37
3
235
4.1

11.5%
11.1%
1.3%
2.1%
51.7%
3.8%
0.4%
0.9%
15.8%
1.3%

2.8%
67%

5,992
154
36

79.2

118.1

103.3

677

1,045

1,722

30.8

29.0

29.7

0
3
0
0
684
671
2
60
2,352
54
2
76
3,904
177

0.0%
0.1%
0.0%
0.0%
17.5%
17.2%
0.1%
1.5%
60.2%
1.4%
0.1%
1.9%

18.8
2 to 41

28
9
1
1
1,923
1,583
28
166
6,776
424
4
203
11,146
310
16.4
2 to 36

65

0.3%
0.1%
0.0%
0.0%
17.3%
14.2%
0.3%
1.5%
60.8%
3.8%
0.0%
1.8%

28
12
1
1
2,607
2,254
30
226
9,129
478
6
279
15,050
259

2.6%
62.1%

0.2%
0.1%
0.0%
0.0%
17.3%
15.0%
0.2%
1.5%
60.7%
3.2%
0.0%
1.9%

an average of 4.7 sanctions per participant. Jefferson County issued 131 sanctions, for an
average of 3.6 sanctions per participant. Looking at the sanctions that were utilized in the
VTC, incarceration is the modal form of sanction for both counties, with 52.4% (n=54) of
sanctions given in Hardin County being incarceration and 51.1% (n=67) of sanctions
given in Jefferson County being incarceration. Additional self-help groups (n=37),
additional assignments (n=27), and community service (n=26) were also common
sanctions used.
Judicial Interaction. Consistent judicial interaction is a key component of the
VTC model and the rapport built between the judge and participant is thought to play an
important role in the overall outcomes. One element of the VTC that was similar
between the two counties was the amount of judicial interaction, with each court
providing an average of approximately 30 judicial interactions per participant.
Treatment Sessions. Treatment sessions are the clinical component of the VTC.
All VTC participants attend from two to six hours of treatment sessions per week, based
on their current phase and their individual treatment plans. Treatment sessions include
individual therapy, group therapy, and self-help groups, as well as specialized treatment
for substance abuse, traumatic brain injuries (TBI), PTSD, and parenting. Jefferson
County’s VTC provided 11,146 treatment sessions, an average of 309 per person, while
Hardin County provided 3,904 treatment sessions, an average of 177 per person. Despite
the participants in these two counties being in their respective programs for similar
lengths of time, it is notable that Jefferson County participants were provided
approximately 75% more treatment than Hardin County participants in a shorter period of
time (average of 18.8 months in Hardin County and average of 16.45 months in Jefferson
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County). Between the two sites, a total of 9,128 self-help sessions, 2,607 group sessions,
and 2,254 individual sessions were attended during the 4-year grant period.
Outcome Variables. The dependent variables in this study are program
completion and criminal recidivism. As outlined in Table 3, 46.6% (n=27) of the
participants completed the VTC program. There was no statistically significant
difference between program completers and non-completers, based on their county (χ2 =
0.454; p=.501). In Jefferson County, 50% (n = 18) completed the program compared to
40.9% (n = 9) of participants in Hardin County. Looking at recidivism outcomes, 63.8%
(n=37) of participants did not recidivate after entering the VTC program. There was no
statistically significant difference between recidivists and non-recidivists, based on their
county (χ2 =0.339; p=.560). In Jefferson County, 33.3% (n=12) recidivated, while 40.9%
(n=9) recidivated in Hardin County.

Table 3
Outcome Variables by VTC Location

Program Completion
Yes
No
Recidivism
Yes
No

Hardin
(n=22)

% within
Hardin

Jefferson
(n=36)

% within
Jefferson

Total
(n=58)

Total %

9
13

40.9%
59.1%

18
18

50.0%
50.0%

27
31

46.6%
53.4%

9
13

40.9%
59.1%

12
24

33.3%
66.7%

21
37

36.2%
63.8%
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Answering the Research Questions
Next, the four research questions will be discussed individually and the results of
the statistical analyses completed for each one will be delineated.
RQ #1: Do Personal Characteristics Influence Program Completion?
Characteristics of Program Completers versus Non-Completers. In relation to
research question one, Table 4 provides a summary of the characteristics of those who
completed the VTC program versus those who did not. Highlighting a few trends in the
descriptive statistics, it is noted that of the six females in the sample, 83.3% (n=5)
completed, compared to 42.3% (n = 22) of males who completed the program. In terms
of age, the two greatest discrepancies between completers and non-completers was the
20-29 category, where only 33.3% (n=5) completed the program and ages 60-69 where
66.7% (n = 14) completed the program. The marital status category with the largest
percentage of participants was also the group with the largest percentage completing the
program (66.7% completing). When looking at history of combat service, 45% of those
with a combat history completed the program, while 50% of those with no combat history
completed. Data for primary drug of choice was distributed over eight distinct categories
(including 3 participants in who did not endorse a drug of choice). With three categories
(Alcohol, Methamphetamine, and Heroin) containing approximately 75% (n = 42) of the
sample, it is notable that only one (9.1%) participant in the heroin category (n = 11)
completed the program. Completion rates for those who did or did not acknowledge
prior mental health treatment was similar, 48.7% and 42.1%, respectively. Although the
majority of participants (84%) were stably housed, a higher percentage of non-stably
housed (55.6%, n = 5) completed compared to stably housed completers (45.8%, n=22).
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Table 4
Characteristics of Program Completers and Non-Completers
Completers % within the
(n=27)
IV
Gender

Age

Male
Female

20 - 29 years old
30-39 years old
40-49 years old
50-59 years old
60-69 years old
Race / Ethnicity
White
Black
Hispanic
Asian / Pacific Islander
Marital Status
Never Been Married
Single
Married
Separated
Divorced
History of Combat Service
Yes
No
Primary Drug of Choice
Alcohol
Methamphetamine
Heroin
Opiates
Cocaine
Marijuana
Benzodiazepines
None
Prior Treatment for Mental Health
Yes
No
Housing Status
Stably Housed
Not Stably Housed
Employment Status
Employed
Not Employed

Non% within the
Completers
IV
(n= 31)

Total
(n=58)

22
5

42.3%
83.3%

30
1

57.7%
16.7%

52
6

5
10
4
6
2

33.3%
47.6%
50.0%
54.5%
66.7%

10
11
4
5
1

66.7%
52.4%
50.0%
45.5%
33.3%

15
21
8
11
3

20
5
0
2

43.5%
55.6%
0.0%
100.0%

26
4
1
0

56.5%
44.4%
100.0%
0.0%

46
9
1
2

0
4
6
3
14

0.0%
40.0%
42.9%
27.3%
66.7%

2
6
8
8
7

100.0%
60.0%
57.1%
72.7%
33.3%

2
10
14
11
21

17
10

44.7%
50.0%

21
10

55.3%
50.0%

38
20

11
9
1
1
2
0
1
2

55.0%
69.2%
9.1%
25.0%
50.0%
0.0%
100.0%
66.7%

9
4
10
3
2
2
0
1

45.0%
30.8%
90.9%
75.0%
50.0%
100.0%
0.0%
33.3%

20
13
11
4
4
2
1
3

19
8

48.7%
42.1%

20
11

51.3%
57.9%

39
19

22
5

45.8%
50.0%

26
5

54.2%
50.0%

48
10

14
13

56.0%
39.4%

11
20

44.0%
60.6%

25
33
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Lastly, when considering employment status, non-completers had a higher rate of
unemployment upon entry to the VTC (60.6%) than completers (39.4%).
Chi-Square Analysis. Bivariate relationships were examined between each
categorical independent variable (gender, age, marital status, race, combat status, drug of
choice, and mental health) and the program completion variable. Pearson Chi Square
was calculated to determine if there were statistically significant associations between
any of the categorical independent variables and the program completion variable (See
Table 5). Only one personal characteristic was significantly associated with program
completion, with female veterans being more likely to complete the program than male
veterans (p = .056). Although significant (at p > .10), this finding should be considered
carefully in light of the exploratory nature of this study and the small number of females
in the sample.
RQ #2: Do Personal Characteristics Influence Criminal Recidivism?
Characteristics of Recidivists versus Non-Recidivists. In relation to research
question 2, Table 6 provides a summary of the characteristics of those who recidivated
after entering the VTC and those who did not. Highlighting a few of the trends in the
descriptive statistics, it is noted that 63.8% of the sample (n=37) did not recidivate after
entering the VTC program. In Hardin County, 59.1% (n=13) did not recidivate, while
66.7% (n=24) of those in Jefferson County did not recidivate. There were six females in
the sample, and 83.3% of the females (n=5) did not recidivate, compared to 61.5%
(n=32) of the male participants. In terms of age, the greatest discrepancy between
recidivists and non-recidivists was the 20-29 age category, where 66.7% (n=10)
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Table 5
Prevalence of Program Completion based on Participant Characteristics
Completed (n=27)
Gender
Males
Females
Age
Ages 20-39
Ages 40-69
Race
White
Non-White
Marital Status
Married
Non-married
Combat Status
Has been in combat
Never in combat
Drug of Choice
Alcohol
Drugs
None
History of Mental Health Treatment
No Prior Treatment
Prior Treatment
Housing Status
Stably Housed
Not Stably Housed
Employment Status
Employed
Not Employed

Not Completed (n=31)

n

% within
completed

n

% within noncompleted

χ2

OR

95% CI

p

22
5

81.5%
18.5%

30
1

96.8%
3.2%

3.639

6.818

[0.743, 62.551]

0.056

12
15

44.4%
55.6%

10
21

32.3%
67.7%

0.910

0.595

[0.204, 1.734]

0.340

20
7

74.1%
25.9%

26
5

83.9%
16.1%

0.844

1.820

[0.502, 6.593]

0.358

6
21

22.2%
77.8%

8
23

25.8%
74.2%

0.101

1.217

[0.362, 4.093]

0.750

17
10

63.0%
37.0%

21
10

67.7%
32.3%

0.146

0.810

[0.274, 2.396]

0.702

11
14
2

40.7%
51.9%
7.4%

9
21
1

29.0%
67.7%
3.2%

1.665

8
19

29.6%
70.4%

11
20

35.5%
64.5%

0.225

1.306

[0.432, 3.949]

0.636

22
5

81.5%
18.5%

26
5

83.9%
16.1%

.058

0.846

[0.216, 3.308]

.810

14
13

51.9%
48.1%

11
20

35.5%
64.5%

1.576

1.958

[0.682, 5.619]

0.209

0.435

recidivated, while in all other age categories, the majority of participants did not
recidivate. In the marital status category, there is not much variance between the
recidivists and the non-recidivists, except in the divorced category, where 90.5% of
divorced participants (n=19) did not recidivate. Among those with a history of combat
(n=38), 63.2% did not recidivate and among those who reported having prior mental
health treatment (n=39), 66.7% did not recidivate. In the stable housing category, 70.8%
(n=34) of those who were stably housed were non-recidivists, while only 22.2% (n=2) of
those who were unstably housed were non-recidivists. Lastly, among those who were
employed at the time of entry into the VTC (n=25), 60% (n=15) recidivated.
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Table 6
Characteristics of Recidivists and Non-Recidivists
Non% within
Recidivists (n=
IV
37)
VTC Location
Hardin
Jefferson
Gender
Male
Female
Age
20 - 29 years old
30-39 years old
40-49 years old
50-59 years old
60-69 years old
Race / Ethnicity
White
Black
Hispanic
Asian / Pacific Islander
Marital Status
Never Been Married
Single
Married
Seperated
Divorced
History of Combat Service
Yes
No
Primary Drug of Choice
Alcohol
Methamphetamine
Heroin
Opiates
Cocaine
Marijuana
Benzodiazepines
None
Prior Treatment for Mental Health
Yes
No
Housing Status
Stably Housed
Not Stably Housed
Employment Status
Employed
Not Employed

Recidivists
(n=21)

% within IV

Total
(n=58)

13
24

59.1%
66.7%

9
12

40.9%
33.3%

22
36

32
5

61.5%
83.3%

20
1

38.5%
16.7%

52
6

5
13
7
9
3

33.3%
61.9%
87.5%
81.8%
100.0%

10
8
1
2
0

66.7%
38.1%
12.5%
18.2%
0.0%

15
21
8
11
3

31
5
0
1

67.4%
55.6%
0.0%
50.0%

15
4
1
1

32.6%
44.4%
100.0%
50.0%

46
9
1
2

1
4
9
4
19

50.0%
40.0%
64.3%
36.4%
90.5%

1
6
5
7
2

50.0%
60.0%
35.7%
63.6%
9.5%

2
10
14
11
21

24
13

63.2%
65.0%

14
7

36.8%
35.0%

38
20

13
9
7
2
2
0
1
3

65.0%
69.2%
63.6%
50.0%
50.0%
0.0%
100.0%
100.0%

7
4
4
2
2
2
0
0

35.0%
30.8%
36.4%
50.0%
50.0%
100.0%
0.0%
0.0%

20
13
11
4
4
2
1
3

26
11

66.7%
57.9%

13
8

33.3%
42.1%

39
19

34
2

70.8%
22.2%

14
7

29.2%
77.8%

48
9

15
22

60.0%
66.7%

10
11

40.0%
33.3%

25
33
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Chi-Square Analysis. Next, bivariate relationships were examined between individual
characteristics (gender, age, marital status, race, combat status, drug of choice, and
mental health) and the recidivism variable (See Table 7). Two independent variables had
a statistically significant association with recidivism: Age and housing status.
Specifically, younger participants (p = .005), and those who are unstably housed
(p=0.016) are more likely to recidivate.

Table 7
Prevalence of Criminal Recidivism based on Participant Characteristics
Non-Recidivists (n=37)

Gender
Males
Females
Age
Ages 20-39
Ages 40-69
Race
White
Non-White
Marital Status
Married
Non-married
Combat Status
Has been in combat
Never in combat
Drug of Choice
Alcohol
Drugs
None
History of Mental Health Treatment
No Prior Treatment
Prior Treatment
Housing Status
Stably Housed
Not Stably Housed
Employment Status
Employed
Not Employed

Recidivists (n=21)

n

% within nonrecidivists

n

% within
recidivists

32
5

86.5%
13.5%

20
1

19
18

51.4%
48.6%

31
6

χ2

OR

95% CI

p

95.2%
4.8%

1.106

0.320

[0.035, 2.942]

0.293

3
18

14.3%
85.7%

7.817

6.333

[1.590, 25.221]

0.005

83.8%
16.2%

15
6

71.4%
28.6%

1.246

2.067

[0.570, 7.497]

0.264

9
28

24.3%
75.7%

5
16

23.8%
76.2%

0.002

1.029

0.294, 3.604]

0.965

24
13

64.9%
35.1%

14
17

66.7%
81.0%

0.019

1.083

[0.350, 3.356]

0.890

13
21
3

35.1%
56.8%
8.1%

7
14
0

33.3%
66.7%
0.0%

1.933

11
26

29.7%
70.3%

8
3

38.1%
14.3%

0.426

0.688

[0.223, 2.124]

0.514

34
3

91.9%
8.1%

14
7

66.7%
33.3%

5.974

0.176

[0.040, 0.782]

0.015

15
22

40.5%
59.5%

10
11

47.6%
52.4%

0.274

1.333

[0.453, 3.922]

0.601
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0.380

RQ #3: Do During-Program Occurrences Influence Program Completion?
T-tests were run to examine the relationships between each continuous independent
variable (sanctions, drug screen, judicial interaction and treatment sessions) and the
program completion variable. These findings are delineated in Table 8.
An independent samples t-test was conducted to compare the number of sanctions
between completers and non-completers. There was a significant difference in the
number of sanctions between completers (M=2.00, SD=3.126) and non-completers
(M=5.810, SD=7.631; t (56) =2.419, p = .019). The magnitude of the differences in the
means (mean difference = 3.806, 95% CI: .654 to 6.959) was medium to large (d=.653).
An independent samples t-test was conducted to compare the percent of positive
drugs screens between completers and non-completers. There was a significant
difference in the percentage of positive drug screens between completers (M=1.606,
SD=2.679) and non-completers (M=8.754, SD=14.448, t (32.358) =2.702, p = .011). The
magnitude of the differences in the means (mean difference = 7.148, 95% CI: 1.761 to
12.534) was medium to large (d=.688).
An independent samples t-test was conducted to compare the number of judicial
interactions per month between completers and non-completers. There was not a
significant difference in the number of judicial interactions per month between
completers (M=1.773, SD=0.629) and non-completers (M=1.858, SD=0.955; t (52.309)
=0.404, p=.688). The magnitude of the differences in the means (mean difference =
.0849, 95% CI: -0.337 to 0.506) was very small (d= 0.104).
Finally, an independent samples t-test was conducted to compare the number of
treatment sessions per week between completers and non-completers. There was a
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Table 8
Group Differences for Sanctions, Drug Screens, Judicial Interactions, and Treatment
Sessions between Program Completers and Non-Completers
Completers (n=27)
Variables
Sanctions (total)
Drug Screens (% positive)
Judicial Interactions(per month)
Sessions (per week)

M
2.000
1.606
1.773
3.916

SD
3.126
2.679
0.629
1.614

Non-Completers
(n=31)
M
SD
5.810
7.631
14.447
8.754
1.858
0.956
2.711
2.037

t(x)
2.419
2.702
52.309
55.540

p
0.019
0.011
0.688
0.015

Cohen's d
0.653
0.688
0.104
0.655

significant difference in the number of treatment sessions per week between completers
(M=3.916, SD=1.614) and non-completers (M=2.711, SD=2.037; t (55.54) =-2.510,
p=.015). The magnitude of the differences in the means (mean difference = -1.205, 95%
CI: -2.167 to -0.243) was medium to large (d=0.655).
RQ #4: Do During-Program Occurrences Influence Criminal Recidivism?
To address the final research question, t-tests were run to examine the relationships
between each continuous independent variable (sanctions, drug screen, judicial
interaction, and treatment sessions) and the criminal recidivism variable (See Table 9).
An independent samples t-test was conducted to compare the number of sanctions
between non-recidivists and recidivists. There was no significant difference in the
number of sanctions between non-recidivists (M=3.380, SD=7.166) and recidivists
(M=5.190, SD=3.983; t (56) =-1.066, p=.291). The magnitude of the differences in the
means (mean difference = -1.812, 95% CI: -5.216 to 1.592) was small to medium
(d=.312).
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Table 9
Group Differences for Sanctions, Drug Screens, Judicial Interactions, and Sessions
between Non-Recidivists and Recidivists
Non-Recidivists (n=37)
Variables
Sanctions (total)
Drug Screens (% positive)
Judicial Interactions(per month)
Sessions (per week)

M
3.380
3.975
1.839
3.510

SD
7.166
9.653
0.883
2.073

Recidivists (n=21)
M
5.190
7.985
1.781
2.853

SD
3.983
13.447
0.697
1.625

t(x)
-1.066
-1.316
0.258
1.249

p
0.291
0.194
0.798
0.217

Cohen's d
0.312
0.343
0.073
0.353

An independent samples t-test was conducted to compare the percent of positive
drugs screens between non-recidivists and recidivists. There was no significant
difference in the percentage of positive drug screens between non-recidivists (M=3.975,
SD=9.653) and recidivists (M=7.985, SD=13.447; t (56) =-1.316, p=.194). The
magnitude of the differences in the means (mean difference = -4.010, 95% CI: -10.116 to
2.096) was small to medium (d=.343).
An independent samples t-test was conducted to compare the number of judicial
interactions per month between non-recidivists and recidivists. There was no significant
difference in the number of judicial interactions per month between non-recidivists
(M=1.839, SD=0.883) and recidivists (M=1.781, SD=0.697; t (56)
= 0.258, p=0.798). The magnitude of the differences in the means (mean difference =
0.058, 95% CI: -0.392 to 0.507) was extremely small (d=0.073).
An independent samples t-test was conducted to compare the number of treatment
sessions per week between non-recidivists and recidivists. There was no significant
difference in the number of treatment sessions between non-recidivists (M=3.510,
SD=2.073) and recidivists (M=2.853, SD=1.625; t (56) =1.249, p=.0.217). The
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magnitude of the differences in the means (mean difference = 0.657, 95% CI: -0.397 to
1.710) was extremely small (d=0.353).
Program Completion and Criminal Recidivism
This exploratory study focused on addressing four identified research questions
related to predictors of program completion and criminal recidivism among participants
in two Kentucky VTCs. The bivariate analyses found gender, sanctions, drug screens,
and treatment sessions were all significantly associated with program completion, and
age and housing status were associated with recidivism. While sample size precluded a
more in-depth analysis, a preliminary exploration of the association between program
completion and criminal recidivism was conducted. This decision was guided by the
recognition that if emphasis is going to be placed on whether or not a participant
completes the program, it should be because the data indicates that program completion is
actually important for reducing recidivism. An examination of the bivariate relationship
between program completion and criminal recidivism found a statistically significant
association (p=.039) (See Table 10). With reduced recidivism as one of the program’s
primary goals, it was a promising outcome that 77.7% (n=21) of those who completed the
program did not recidivate. However, it is interesting that six individuals who
recidivated, still completed the program.

Table 10
Prevalence of Criminal Recidivism based on Program Completion
Non-Recidivists (n=37)

Recidivists (n=21)

n
21

% wtihin IV

77.8

n
6

% within IV

Completed Program
Did Not Complete

16

51.6

15

48.4

77

22.2

χ2 (1)
4.277

p
0.039

Participants who Completed and Recidivated
Out of the bivariate analyses emerged one interesting group of participants, and
those are the six individuals who completed the program and recidivated. These six
warranted a further examination, as it might be helpful to understand how they persisted
to program completion, despite having a legal setback during the program (See Table 11).
The six were primarily from Jefferson County (83.3%), between 20 and 40 years of age,
male, (83.3%), white (66.6%), non-married (83.3%), had experienced combat (66.6%),
had a history of mental health treatment (83.3%), and identified their drug of choice as
methamphetamine (50%). Among the six, 50% were stably housed and 50% were
employed upon admission to the VTC.
The length of time these participants were in the program ranged from 19 months
to 25 months, with the mean time being 23 months. These participants attended an
average of 520 treatment sessions each, which is over twice the average of number
attended by the full sample (259). On average, they had 43 judicial interactions, which is
higher than the average of 29.7 for the full sample. These participants had an average of
2.3% positive drug screens, with a range from 0% to 8%. This is in line with the
remainder of the sample, whose average is 2.6%. Lastly, these participants received an
average of six sanctions, with a range from two to 16. The average for the full sample
was 7.4 sanctions. The convictions that accounted for their recidivism were primarily
misdemeanors (83.3%) that ranged from alcohol-related misdemeanors (n=2), property
crimes (n=1), and “other” misdemeanors (n=2). One of these participants was convicted
of felony drug trafficking. One element of the program that these participants all have in
common is that they all received a jail sanction at least once during their program. The
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number of incarceration sanctions these participants received ranged from one to eight,
with the average being 3.2, which is higher than the full sample average of 2.1. The
length of incarceration ranged from one day to 14 days, with the average time being four
days. This seems to indicate that while rehabilitation is the long-term goal of VTC, as
opposed to incarceration, short-term jail time can serve as a necessary impetus or
“turning point” moment to get some participants back on track.
Summary of Findings
The findings of this study indicate that gender, sanctions, drug screens, and
treatment sessions each have a significant association with program completion, and both
age and housing status have a significant association with recidivism. Additionally,
program completion has a significant association with recidivism. Each of these findings
and their respective implications will be discussed in further detail in the following
chapter.
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Table 11
Characteristics of the Participants who Completed and Recidivated (n=6)

Location

Gender

Age

Race

n

%

Hardin
Jefferson

1
5

16.7%
83.3%

Male
Female

5
1

83.3%
16.7%

20 - 39 years old
40-69 years old

6
0

100.0%
0.0%

4
2

66.7%
33.3%

1
5

16.7%
83.3%

4
2

66.7%
33.3%

5
1

83.3%
16.7%

2
4
0

33.3%
66.7%
0.0%

3
3

50.0%
50.0%

3
3

50.0%
50.0%

White
Non-White
Marital Status
Married
Non-Married
History of Combat Service
Yes
No
Prior Treatment for Mental Health
Yes
No
Primary Drug of Choice
Alcohol
Drugs
None
Housing Status
Stably Housed
Not Stably Housed
Employment Status
Employed
Not Employed
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Chapter 5: Discussion
The primary goal of this exploratory study was to examine relationships between
veterans’ treatment court program participant characteristics, during-program occurrences
and two program outcomes -- program completion and criminal recidivism. As VTCs are
a relatively new iteration of the growing specialty court system, there is a lack of
empirical evidence supporting the contention that VTCs are effective in reducing
criminal recidivism. Despite the small sample size, the findings are important and
relevant to the broader conversation about how to best address the needs of justiceinvolved veterans facing the challenges of transitioning to civilian life. Aside from
providing demographic information about the VTC program participants, the results
indicate some key relationships between participant characteristics, during-program
occurrences, and outcomes that will be delineated in the following sections. As reducing
recidivism is such a primary outcome of interest from the VTC, it will be discussed first.
Reducing Recidivism
Reducing criminal recidivism is one of the primary goals of the VTC. In the
Kentucky sample, approximately 36% of the participants recidivated after entering the
VTC, which is over twice the average from a recent national VTC sample, where only
14% of participants experienced new incarcerations after entering the program (Tsai,
2018). Due to inconsistencies in the operationalization of recidivism in many studies, it
is important to note that the national study defined recidivism in the same way as the
current study: any new arrest or incarceration that occurred after entering the VTC.
According to the Bureau of Justice, the average 1-year recidivism rate for civilian
prisoners (not involved in a treatment court program) is 56.7% (2019). This indicates
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that although the Kentucky sample recidivated at a higher level than the national VTC
sample, they did recidivate at a lower rate than civilians who go to jail and receive no
treatment.
Comparing the Kentucky VTC Sample to the National VTC Survey Findings
Although there are relatively few empirical studies of VTCs examining outcomes
and possible predictors, there is one recent national study that can provide relevant
context for consideration of the findings of this study. The national study contains the
data from 7,931 veterans in the Veterans Justice Outreach (VJO) programs throughout
115 VA sites (Tsai et al., 2018). VJO specialists are team members within the VTC
program, and they collect and maintain their own database of information about justiceinvolved veterans enrolled in VTC programs. VJO specialists conduct their own inperson assessment, separate from the one completed by the VTC program coordinator.
They collect information on a variety of sociodemographic characteristics, in addition to
military service history, as well as physical and mental health information (Tsai et al.,
2018). This VJO data is stored in the VA’s Homeless Operations Management and
Evaluation System (HOMES). The data for the national survey were extracted from the
HOMES in a point-in-time snapshot, and included all veterans who entered the VJO
system from 2011 through 2015, who were enrolled in a VTC, and who had exited the
VTC at the time of the data extraction (Tsai et al., 2018). Considering the time frame of
the data collection for the national sample coincides with the timeframe of the Kentucky
sample, there is likely some overlap of data.
When considering the similarities and differences between the national sample
and the Kentucky sample, it is important to remember that the participants in the national
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sample come from a variety of VTCs that all have their own set of criteria for admission,
which could vary from the admissions criteria in Kentucky. In Kentucky, the VTC
accepts both combat and non-combat veterans, and they accept veterans with felony and
misdemeanor charges, excluding violent felonies and sexual offenses. The participant
must have served in the U.S. military with an honorable or general discharge and must
have a diagnosed substance use disorder or mental health disorder (Shannon, 2016).
Upon examining the demographic statistics, there are several interesting
distinctions to point out between the national survey of VTCs and the current sample that
provide some insight about how the Kentucky sample may differ from the national
sample. First, the national sample was 94.8% male, while the Kentucky sample was
89.7% male. The overall veteran population in the country is about 91% male and 9%
female (United States Department of Veterans Affairs, 2019c).
The national sample of VTC participants was more racially diverse, with 65.7%
being white, while 79.3% of the Kentucky sample was white. This difference is not
surprising, as 87.8 % of the state’s population is white, while only 8.4% are black, and
3.7% are Hispanic. What is noteworthy though, is that while black individuals only make
up 11.9% of the total veteran population in the country (United States Department of
Veterans Affairs, 2019c), 26% of the VTC participants in the national study were black,
indicating a significant overrepresentation of black veterans in the criminal justice
system. Research has consistently shown disparities in the criminal justice system based
on race and black individuals are jailed at higher rates and for longer periods of time than
their white counterparts (Alexander, 2012; American Civil Liberties Union, 2014; Nellis,
2016; Starr & Rehavi, 2014; The Sentencing Project, 2018; United States Sentencing
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Commission, 2017). This intersectionality is concerning because while their military
service may predispose them to criminal issues related to mental health and substance
use, their minority status may unfairly work to increase the likelihood that those issues
will lead to incarceration.
In the Kentucky sample, 65.5% reported a history of combat, much higher than
the reported 47% in the national sample. Considering the preponderance of research that
points to the negative mental health and substance use outcomes associated with combat
(e.g. Hoge et al., 2004; Kang, Natelson, Mahan, Lee, & Murphy, 2003; Kessler,
Prigerson, Maciejewski, & Rosenheck, 2001, 2002; Smith et al., 2008; Toomey et al.,
2007), it would not be surprising that in a sample that includes nearly 20% more combat
veterans, the outcomes would be poorer. However, while the overall Kentucky sample
recidivated at a much higher rate than the national sample, it is notable that in the
Kentucky sample there was not a significant difference in recidivism between those who
had combat history and those who did not. Therefore, it would seem that among
Kentucky VTC-involved veterans, other factors contribute to the likelihood of recidivism
more than combat history. One of those possible factors could be the high rates of
substance abuse within the state, which will be detailed next.
Lastly, the national sample predominantly reported their primary substance to be
alcohol (55%), with drugs being secondary (38%). Conversely, the Kentucky sample
reported drugs as the primary issue (60%) and alcohol secondary (35%). This disparate
rate of drug use in Kentucky when compared to the national average is likely attributed to
the drug epidemic plaguing the state, resulting in opioid-related deaths at the rate of 23
per 100,000 persons, double the national rate (National Institutes of Health, 2018).
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Jefferson County has the highest number of heroin-related deaths in the state, totaling 426
deaths in 2017, tripling the rate of the next highest county (Kentucky Office of Drug
Control Policy, 2019). Prescription painkillers are also still a serious issue for Kentucky,
with over 250 million doses prescribed in 2018 (Kentucky Office of Drug Control Policy,
2019). Finally, methamphetamine use persists in the state, and although measures have
been implemented to reduce the manufacturing of methamphetamines, throughout
Kentucky there has been a rise in the use of methamphetamines produced in Mexico and
South America (Kentucky Office of Drug Control Policy, 2019). In a recent Substance
Abuse and Mental Health Services Administration (SAMHSA) one-day count of
Kentuckians in substance abuse treatment, 44.1% reported having a drug problem only,
18.2% reported having an alcohol problem only, and 37.7% reported having both alcohol
and drug use issues (2017). Due to the addictive properties of these drugs and the
physiological changes the drugs make in the brain that perpetuate the chronic, relapsing
nature of substance use disorders (Doweiko, 2019), it is not surprising that there are
poorer outcomes among samples comprised predominantly of drug users.
Personal Characteristics Associated with Program Completion
The first study research question focused on the relationships between personal
characteristics and program completion. Based on a series of bivariate analyses, only one
significant association was identified – female participants were more likely to complete
the program than male participants. Although this is a small total sample including a
small number of females, this is an interesting finding because prior research findings
about the relationship between program completion (drug court and VTC) and gender has
be inconsistent and inconclusive at this point. For instance, one nationwide study of drug
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courts indicated that women graduate at lower rates (39%) than the overall completion
rates for drug court (58%) (Marlowe, Hardin, & Fox, 2016). In studies of Kentucky’s
drug courts, women have graduated at rates of approximately 35-40% (Marlowe, Hardin,
& Fox, 2016; Shannon, Jackson Jones, Perkins, Newell, & Neal, 2016; Shannon, Jackson
Jones, Perkins, Newell, & Payne, 2018), so although this study included a small number
of females, the results are promising. This would be an interesting topic for future
research – to examine the association between gender and program completion with a
larger sample to see if the results are similar, and to consider how military service might
influence a female’s interaction with the criminal justice system. The national sample
that is being used for comparative purposes did not use program completion as an
outcome variable (their outcome variables were related to housing, employment, income,
and recidivism); therefore, further comparisons between that sample and the current study
in regards to program completion are not possible.
Personal Characteristics Associated with Criminal Recidivism
The data in the current study indicated that there is a significant association
between recidivism and age. Among those in the 20-39 age category, 50% recidivated.
However, among the 40-69 age category, only 13.6% (n=3) recidivated. These findings
are consistent with the recent national study, where older participants were less likely to
recidivate (Tsai, 2018). The mean age in the national sample was 44, while the mean age
in the Kentucky sample was 39 (33 in Hardin County, 42 in Jefferson County). In the
national veteran population, 20-39 year olds only account for 14.4% of veterans, while in
the study sample, 20-39 year olds make up over half of the study sample (62.1%).
Conversely, veterans aged 70 and over make up 32.7% of the national veteran population,
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while there are zero veterans in that age category in the study sample. These findings are
all supported by social control theory and overwhelming criminological literature
showing a significant correlation between age and crime, whereas criminal behavior
tends to peak in the late teen years and gradually decrease over time (Farrington 1986;
Braithwaite 1989; Hirschi and Gottfredson 1983; Moffitt 1993; Piquero, Farrington, &
Blumstein, 2003). This indicates that VTCs need consider younger veterans to be higher
risk for recidivism and implement additional services and supports to help counterbalance
that risk.
In the national study risk of recidivism was significantly associated with level of
education, housing status, and employment status. Specifically, those with higher levels
of education, those who had stable housing upon admission to the VTC, and those who
were employed upon admission to the VTC were all less likely to recidivate (Tsai, 2018).
In line with the national sample, in the Kentucky sample, there was a significant
association between stable housing and recidivism, with those who were in stable
housing upon admission to the program being less likely to recidivate. Conversely, in the
Kentucky sample, employment status upon VTC entry was not significantly associated
with recidivism. Lastly, the Kentucky sample did not collect level of education in a
similar format as the national sample. Rather, the data set has a variable that captures
whether or not the participants’ educational status improved while they were in the VTC,
and this variable is not significantly associated with recidivism.
During-Program Occurrences Associated with Program Completion
The third research question in the current study focused on the relationships
between during-program occurrences and program completion and the analyses found
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that sanctions, drug screens, and treatment sessions were all associated with program
completion. Those participants who had fewer sanctions, fewer positive drug screens,
and more treatment sessions were more likely to complete the program. All of these
results are intuitive and as would be expected, which begs the question – how is this
helpful information? It is useful information for future program planning and evaluation,
as program administrators could examine their current practices and look for ways in
which to better intervene when participants derail from their course of treatment. VTCs
do currently have policies in place to demote participants to a lower phase when they
have multiple infractions, but in light of this information, they could examine more
closely if phase demotions are effective, and if not, what treatments are evidence-based
for addressing these specific rule-breaking behaviors. These participants – the ones who
have more positive drug tests and who experience the most sanctions (sometimes due to
their positive drug screens) are in need of escalated intervention from the treatment team
in order to increase their likelihood of completing the program, but VTCs will need to be
flexible and responsive to each participant’s individual treatment needs.
Program Completion is Significant to Reducing Recidivism
Although not a central focus of this current study, a preliminary examination of
the intersection between program completion and criminal recidivism was conducted. It
is noteworthy to report that program completion had a significant association with
criminal recidivism in the Kentucky sample, with nearly three out of four (71.4%)
recidivists not completing the treatment program. This finding is consistent with Tsai’s
recent study of all VTCs, where program completion was significantly associated with
reduced recidivism (2018).
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Implications for Practice
As this was primarily an exploratory descriptive study, the practice implications
are limited. However, there are some findings within the data that merit further
discussion as possible implications for practice and research. The primary practice
implication for this study is that the findings inform us about what influences success in
veterans’ treatment courts in Kentucky, as defined by completing the program and/or not
recidivating. This study found that age was significantly associated with recidivism, with
younger participants being more likely to recidivate. This indicates that measures need to
be implemented within VTCs to recognize and counteract this additional risk associated
with younger age. Although this current study was not able to look at the role of peer
mentors within the program, other studies have found that the peer/mentor bond is
significant to the treatment process (Slattery et al., 2013). Younger veterans likely could
benefit from a strong mentor relationship, and getting younger participants connected to
the mentor program quickly upon entry into the VTC could be vital.
This study found that housing status upon entry to the VTC was significantly
associated with recidivism, with those who are unstably housed being more like to
recidivate. Prior research in drug courts has indicated that unstable housing can
negatively impact the participant’s outcomes in the program (Wolf & Colyer, 2001).
This is a demographic factor that is easy to assess upon entry to the VTC and underscores
the need to implement measures to offset this risk factor quickly upon their entry in the
program by connecting the participant to resources and/or programs that can facilitate
their transition to stable housing.
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This study found, and other studies agree, that program completion is essential
and is significantly associated with criminal recidivism. Participating in a VTC has been
found to improve overall functioning and particularly social connection (Knudsen &
Wingenfeld, 2015), a key element of social control theory. VTC participation provides
veterans with rigorous accountability, and continuous treatment in a setting that honors
and encourages community and brotherhood. As these are important elements to helping
veterans reintegrate into civilian life and away from the criminal justice system, these
findings suggest that program completion plays a meaningful role in assuring participants
receive the full benefits available. Therefore, program administrators should work to
quickly identify any potential barriers that may prevent veterans from persisting through
the program and staying in treatment. Although relapse is likely a cause for dropping out
and/or being terminated from the program, there are many other psychosocial factors that
could result in a veteran not completing the program. These include financial strains,
employment/scheduling conflicts, health issues, and family responsibilities, to name a
few, all of which could be represented as predisposing and/or enabling factors in the
Andersen-Newman Healthcare Utilization Model. Future research could aim to pinpoint
reasons for program termination that are not drug/alcohol related, and then VTCs can
strive to provide programmatic solutions that will decrease attrition.
One suggestion for future policy change consideration is in regards to eligibility
criteria of the VTC. To be eligible for the VTC in Kentucky, the veteran has to have
completed his/her service or be honorably discharged. Therefore, it is likely that a
veteran who develops a substance use disorder while in the service that leads to criminal
behavior and/or dishonorable discharge, will not be eligible for the VTC – the exact
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services they need. After reviewing the VTC literature and the program requirements in
Kentucky, one concern is that court administrators may not have a full understanding of
the various types of military discharge. When talking about the eligibility requirements
of the VTC, most of the current literature refers to discharge status as a dichotomy –
honorable discharge and dishonorable discharge, when in fact, there are five types of
military discharge. There are three types of administrative discharge: Honorable
Discharge, General Discharge (under honorable conditions), and Other Than Honorable
Discharge. There are two types of punitive discharges: Bad conduct discharge and
dishonorable discharge (United States Department of Veterans Affairs, 2019b).
Therefore, it is important for VTCs to understand the differences in discharge status and
to be clear in the language they use regarding how discharge status impacts eligibility for
VTC services in order to prevent eligible veterans from being inadvertently disqualified.
Additionally, another eligibility requirement is that the crime that brings them into
court must be a non-violent offense, although the literature indicates that both substance
abuse and PTSD increase the likelihood of a violent offense by a veteran that could result
in them having contact with the criminal justice system (Elbogen et al., 2012;
McCormick-Goodhart, 2013; Larson & Norman, 2014). This represents a gap in services
for those veterans who could likely benefit the most from the intervention and treatment.
The social work profession’s stance concerning valuing the inherent dignity and worth of
all people would support consideration of providing access to the VTC program to all
veterans. Providing this service could benefit the veteran and potentially address the
underlying mental health and/or substance abuse issues that less to their less than
honorable discharge.
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Suggestions for Future Research
As stated previously, the VTCs are relatively new and research is limited, so there
are many avenues that could be taken when examining VTCs in the future. First, the
usefulness of the healthcare utilization model will be discussed and how future studies
could more effectively utilize the model as a guide. Then, some specific research
questions for future examination will be presented.
Utility of the Andersen-Newman Healthcare Utilization Model. The
Andersen-Newman Healthcare Utilization Model is a framework that can be used to
explain factors that influence people’s decision-making related to accessing available
healthcare treatment. This framework is useful when thinking about VTCs, as the VTC
provides a service and participants can choose to enter or not enter the program. Even
among those who choose to enter the program, not all choose to continue in the program,
for a variety of reasons. Therefore, they are choosing not to access services available to
them. The model helps to explain possible reasons why a person would not utilize
healthcare services that they need.
Central to the model are three sets of predictive factors: predisposing factors,
enabling factors, and need factors (Andersen, 1995). Predisposing factors are the
personal characteristics of individuals that precede their current illness, but which might
influence their likelihood to seek healthcare services (Aday & Andersen, 1974;
Leukefeld, Logan, Martin, Purvis, & Farabee, 1998). In the current study, the
predisposing factors are operationalized in the gender, age, race, marital status, combat
status and history of mental health treatment variables. The predisposing factors of age
and gender were both associated with outcomes in this study. Age was a significant
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predictor of recidivism and gender was a significant predictor of program completion.
The model indicates that age is a predisposing factor and prior criminological research
supports the finding that age is a strong predictor of recidivism, with older participants
being less likely to recidivate (Farrington 1986; Braithwaite 1989; Hirschi and
Gottfredson 1983; Moffitt 1993; Piquero, Farrington, & Blumstein, 2003). The model
also indicates that gender is a predisposing factor and although the model doesn’t make
assertions about which gender is more likely to utilize healthcare, prior research within
drug courts and VTCs has indicated that males complete the program at a higher rate than
females (Marlowe, Hardin, & Fox, 2016). However, this current sample is the reverse,
indicating that the participants in Kentucky were somehow different than participants in
other studies.
Need factors refer to the individual’s own perceived need for treatment, along
with the need for treatment, as assessed by professionals. In the current study, all
participants were assessed by a VTC professional and deemed eligible and in need of
treatment, therefore the variable acts as a constant. Future research in the VTC could
utilize the assessment to ascertain more details about participants’ own perceived need
for treatment, in order to further examine how need factors play a role in program
completion and recidivism.
Lastly, in addition to predisposing and need factors, there are also enabling factors
that support or encumber a person’s use of healthcare services. Enabling factors are often
operationalized as income, health insurance, access to healthcare, and knowledge of
available healthcare resources. Enabling factors such as income and health insurance
were not collected consistently in the data set, and therefore were not used in this study.
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In this current study, the healthcare utilization model did not provide a clear set of
factors for predicting if a veteran would complete the program. However, it remains a
useful framework for thinking about all of the personal and environmental factors that go
into a person’s decision to seek care. Future researchers could work to collect data that
more closely matches the predisposing factors, needs factors, and enabling factors
identified in the model, in order to further test the utility of the model in this setting with
this population.
Future Research Questions. Using this study of the Kentucky VTCs as a
starting point, there is valuable research that can be done in the future, as the VTCs
continue to grow. Future studies could ask important research questions that are
significant to the veteran population and some suggestions for those will be highlighted
below.
One of the limitations of this current study involved the changes made to the
assessment form during the data collection process, resulting in some variables of interest
not being included in the analyses. The KDCERNA is the assessment tool now being
used by the Kentucky VTC, and with the consistent use of this new form, future research
could include many important variables that were precluded from this current study, such
as recidivism risk scores, social risk scores, PTSD, ASI scores, and suicidality.
Recidivism Risk and Social Risk Scores. On the KDCERNA, there are scales for
assessing recidivism risk and social risk upon entry to the VTC. The scales includes
questions about prior criminal history, employment, education, housing stability and
neighborhood environment, drug and alcohol use, and social support. Participants are
scored and categorized for both recidivism risk and social risk as low risk, medium risk,
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or high risk based on their answers to these questions. In future research, these risk
scores could be examined to determine if they are valid measurements and if they are
significantly associated with actual recidivism. These findings could lead to changes in
practice, as those who are identified early as high risk could receive additional resources
and supports.
Post-Traumatic Stress Disorder. As PTSD is such a critical issue for veterans, it
is important for future research in the Kentucky VTCs to examine the PTSD variable and
its possible association with program completion and criminal recidivism. PTSD is an
issue within the military community that warrants further research and exploration, as the
symptoms associated with the disorder often coexist with other mental health disorders
and substance use disorders, and cause significant impairment in daily functioning
(Yarvis, 2011). In the KDCERNA, PTSD is captured through a series of questions that
ask about specific symptoms of PTSD such as nightmares, flashbacks, strong fears, and
hypervigilance. In future research, each of these symptoms could be examined for its
potential association with program completion and recidivism. Furthermore, the new
form would allow for further delineation of various mental health disorders and
examination of which ones are more likely to be associated with program completion and
recidivism.
Addiction Severity Index Scores. The KDCERNA assesses substance use using
the Addiction Severity Index, a standardized measure that is valid and reliable. Using
this measure will allow future researchers to assign an ASI score to all participants upon
entry to the VTC in seven important risk areas related to substance use disorders such as
medical status, employment and support, alcohol use, drug use, legal problems,
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family/social status, and psychiatric status. Upon collecting this data, subsequent
analyses could be run to examine the association of ASI scores within the various
domains, with program completion and criminal recidivism.
Suicidality. The KDCERNA assesses suicidality by asking specific questions
about suicidal thoughts and prior suicide attempts. Suicide among veterans is an issue
that has received much attention from the media and from the VA, with a reported 20
veterans dying by suicide every day (United States Department of Veterans Affairs,
2018c). Given this data and the importance being placed on this issue by the VA (CITE),
it is imperative for future researchers to include suicide measures in their studies in order
to ascertain the impact of suicidal thoughts on their overall risk for recidivism as well as
their ability to participate in and complete the program.
Peer Mentoring. Lastly, the use of peer mentoring is an important aspect of the
VTC that warrants further research and comparison. Early VTC research has indicated
that peer mentoring is an important component of the process and that participants who
actively engaged with their peer mentors had positive clinical outcomes (Knudsen &
Wingenfeld, 2016). Future research in the Kentucky VTC should collect data about this
unique point of contact for the participants to ascertain how beneficial it is to the
recovery process and if in fact, this unique aspect of the program is as helpful in
Kentucky as it has been in other studies.
Limitations of Study
This study of the first two Kentucky VTCs had some notable accomplishments, in
terms of the quantitative data offered regarding the outcomes of program completion and
recidivism. This data offers valuable insight about the outcomes of the first cohorts of
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participants in these two courts and can be used as a starting point for future research.
Despite the valuable contribution this study makes to what is known about Kentucky
VTCs, this research was an exploratory study of secondary data, and therefore is not
without limitations, which will be delineated here.
One limitation is the type of data used in the study and the pre-experimental
design of the study, which allows for threats to internal validity such as selection bias,
maturation, and mortality. Using a quasi-experimental design and a control group in
future research would be ideal, but identifying a well-matched comparison group in this
type of research is challenging.
A second limitation of this study is the sample size, which is a threat to the
external validity, and makes it challenging to conduct meaningful multivariate analyses.
Additionally, one of the likely outcomes of a small sample size would be an increased
likelihood of a Type II error. While the current study is not conducting hypothesis
testing, the small sample size does increase the chance that significant associations
between variables will not be detectable. Furthermore, some of the effects may be
important, yet too small to identify with a sample size of 58 participants. As the
Kentucky VTCs continue to grow and expand to new sites, future studies might include
larger sample sizes and longitudinal research designs that allow for greater statistical
power and reduced margin of error.
A third limitation within this study was the VTC’s use of two different assessment
tools, allowing for a threat to internal validity based on instrumentation. The program
coordinators made a decision halfway through their grant period to change and improve
their assessment tool, but from a research standpoint, this was problematic. The
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improved and more thorough assessment tool has been adopted and so future research in
the Kentucky VTCs should not have this issue.
Another limitation of the study is that some of the variables of interest were not
collected or operationalized in a way that allowed for meaningful interpretation.
Specifically, the mental health variable used in the current study is only an indicator of
whether or not the participant had previously seen a provider for mental health treatment.
Considering what is known about the reluctance for many military service members and
veterans to seek mental health treatment, this is likely not the best measure for mental
health, and questions about specific mental health symptomatology would be more
accurate and meaningful measures of this concept.
Another limitation of the study is that no data were collected regarding the
participants’ contact with peer mentors. One aspect of the veterans’ treatment court that
is touted as being a unique and innovative component of their treatment is the use of
veteran mentors. Although there is qualitative data from interviews with peer mentors,
this quantitative data set does not include any data points related to the use of mentors.
While there is information about every treatment contact participants had with the
recovery coordinator, individual and group therapists, VA treatment providers, and selfhelp groups, no data were collected regarding the number and frequency of contacts the
participants in this study had with their peer mentor. Therefore, no analyses can be run
related to the amount of contact the mentor had with the participant and what impact that
may have had on the participant’s outcome. Qualitative interviews with VTC team
members indicated that building a strong mentor program had proven to be challenging
and that further efforts to recruit quality mentors were needed (Shannon, 2016).
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The self-reporting nature of this data is also a potential weakness of this study.
Several of the primary variables of interest regarding combat status, mental health, and
substance abuse were self-reported, and therefore their accuracy is vulnerable to response
bias. Social desirability response bias is the tendency of individuals to respond to a
survey in a way that presents a favorable image of themselves (Johnson & Fendrich,
2002; King & Brunner, 2000), and could account for veterans underreporting their history
of mental health and substance abuse. Moreover, researchers have found that fear and
social stigma often result in underreporting of mental health and substance abuse
symptoms by military personnel and veterans (Colpe et al., 2015; Hourani, Bender,
Weimer, & Larson, 2012; Warner et al., 2011), further compounding the possibility of
response bias. The prior statements notwithstanding, self-report instruments have long
been used effectively in social science research. Some of the most common measures for
PTSD (PCL-5), depression (PHQ-9), and substance use (ASI), are self-report instruments
that have all been found to be valid and reliable research tools (Blevins, Weathers, Davis,
Witte, & Domino, 2015; Kroenke, Spitzer, & Williams, 2001; Snow & Tipton, 2009).
Lastly, one issue within the arena of research is the operationalization of the
concept of recidivism, which is defined inconsistently throughout the literature.
Although approximately 36% of this sample recidivated during the grant period, it is
important to consider that the longer the follow-up period is after treatment, the more
likely someone is to recidivate, simply due to time and opportunity (Emigh, 2017).
Therefore, longitudinal studies are needed with VTC participants to determine if the VTC
provides temporary or long-lasting positive outcomes. This dissertation clearly identified
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what is meant by recidivism within the current study, thus making it easier for future
research to consider findings in relation to this work.
Conclusion
Veterans’ treatment courts have been developed to provide services to justiceinvolved veterans who may benefit from a program that is attentive to their needs – some
of which are similar to non-veterans and others of which are unique to their military
background. Limitations notwithstanding, the study presents an early picture of two
Kentucky VTCs. In the context of some national data that provides a starting point, this
exploratory study begins to consider one state’s approach to the implementation of VTCs.
However, there is much more work to be done as we work to provide Kentucky veterans
with holistic treatment and wrap-around services that are evidence-based, and that
adequately honors their service and sacrifice.
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Appendix A
Kentucky Drug Court Eligibility Assessment (KDCEA)
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Appendix B
Kentucky Drug Court Risk and Needs Assessment (KDCRNA)
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