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J
ncarceration of people with men
tal illness is a major social, clini
cal, and economic concern. Much

research has focused on the high
prevalence of mental illness among
persons in the criminal justice system.
In 2007, an estimated 2,161,705 peo
ple with severe mental illness were
incarcerated in the United States (1).
A U.S. Bureau of Justice Statistics
special report found that 64% of jail
inmates had mental illness symptoms
(2). A 2007 study found that 15% of
male and 31% of female inmates in
five jails (N822) had severe mental
illness (1). A retrospective study of a
random sample of inmates (N 104)
found that 76% had severe mental ill
ness (3). A national survey of jail in
mates (N=6,953) reported high
prevalence of mental illness, sub
stance abuse, previous arrests, and
prior episodes of homelessness (4). As
far back as 1996, the U.S. Depart
ment of Justice estimated an annual
cost of $14 billion to treat incarcerat
ed people who had a diagnosis of
schizophrenia or bipolar disorder (5).

Studies and statistics in regard to in
carcerated persons with mental illness
have generally been reported from
the correctional systems perspective.
Less is known about rates of and risk
factors for incarceration and reincar
ceration of people in public mental
health systems. This is important be
cause most public mental health pa
tients live in the community and a key
goal is to help them live in the least re
strictive settings possible. In a 2003
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Objective: Incarceration of people with mental illness has become a ma

jor social, clinical, and economic concern, with an estimated 2.1 million

incarcerations in 2007. Prior studies have primarily focused on mental

illness rates among incarcerated persons. This study examined rates of

and risk factors for incarceration and reincarceration, as well as short-

term outcomes after incarceration, among patients in a large public

mental health system. Methods: The data set included 39,463 patient

records combined with 4,544 matching incarceration records from the

county jail system during fiscal year 2005—2006. Risk factors for incar

ceration and reincarceration were analyzed with logistic regression.

Time after release from the index incarceration until receiving services

was examined with survival analysis. Results: During the year, 11.5% of

patients (N=4,544) were incarcerated. Risk factors for incarceration in

cluded prior incarcerations; co-occurring substance-related diagnoses;

homelessness; schizophrenia, bipolar, or other psychotic disorder diag

noses; male gender; no Medicaid insurance; and being African Ameri

can. Patients older than 45, Medicaid beneficiaries, and those from

Latino, Asian, and other non—Euro-American racial-ethnic groups were

less likely to be incarcerated. Risk factors for reincarceration included

co-occurring substance-related diagnoses; prior incarceration; diag

nosed schizophrenia or bipolar disorder; homelessness; and incarcera

tion for three or fewer days. Patients whose first service after release

from incarceration was outpatient or case management were less likely

to receive subsequent emergency services or to be reincarcerated with

in 90 days. Conclusions: Modifiable factors affecting incarceration risk

include homelessness, substance abuse, lack of medical insurance, and

timely receipt of outpatient or case management services after release

from incarceration. (Psychiatric Services 63:26—32, 2012)
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National Alliance on Mental Illness
survey, 40% (N=2,300) of mental

health consumers reported having

been arrested because of their psychi
attic symptoms (6). Among a random
sample of Los Angeles public mental
health system patients (N6,624),

24% had been incarcerated over a
ten-year period (7). Although meth
ods and results vary, the reported
numbers of incarcerated patients raise
serious concerns. Reducing criminal
ization of persons with mental illness

has thus become an important con
cern for both criminal justice systems

and mental health systems (3).
Another closely related focus has

been on improving mental health
services during and after incarcera
tion. Whereas contextual stressors in
herent to the criminal justice system

may increase risk of psychiatric de
compensation (8), major impedi
ments to systemic improvement in
care are the different cultures arid ob
jectives of the mental health and
criminal justice systems (9). These
differences result in a delicate bal
ance between concerns for public
safety and individual rights (10). Al
though jails are legally obligated to
provide mental health care for in
mates (11), their primary purpose is
protecting public safety. Nonetheless,
jails are frequently the de facto men
tal health system for many individuals

(3), leading to calls for additional re
sources in both the criminal justice

and mental health systems (3,12).
Given the substantial prevalence of

mental illness among incarcerated in
dividuals, more research is needed to
identify mechanisms that reduce the
flow of patients into the criminal jus
tice system and minimize reincarcer

ation and other adverse outcomes af
ter release. Our research contributes
to this goal through its assessment of

the prevalence of and risk factors for
incarceration, reincarceration, and

short-term outcomes after release

from incarceration.
Our hypotheses were informed by

studies that investigated factors associ

ated with increased incarceration risk

for persons with mental illness. Cuellar

and colleagues (7) found that patients

who were younger, male, or African

American were most likely to be arrest
ed and that persons with bipolar disor

der had higher arrest rates than those
with depression. Similarly, a ten-year
prospective investigation of 13,816
persons with severe mental illness in
Massachusetts noted that male gender;
younger age, and racial-ethnic minori

ty status were associated with in
creased incarceration risk (13). A cross-
sectional study of 236 patients in San
Francisco noted that substance use and
homelessness, but not gender or race
ethnicity; were associated with history
of incarceration (14).

On the basis of this research, we
developed and tested three hypothe
ses. First, incarceration will be associ
ated with prior incarceration,
younger age, male gender, racial-eth
nic minority groups, co-occurring
substance-related diagnoses, lack of
Medicaid insurance, schizophrenia
diagnosis, and homelessness. Al
though many of these measures have
been included in previous studies,
they have not been included together
in one model, and we found no stud
ies that included Medicaid as a meas
ure. Second, reincarceration would

be associated with the same demo
graphic and clinical measures as in
carceration and also with felony index
arrest, longer index incarceration,
and the first type of service received
after release from incarceration.

The third hypothesis posited that
among patients who were incarcerat

ed, those who received adaptive serv
ices (such as outpatient services or
case management) after release would
have more days in the community be
fore the occurrence of an adverse
event (such as emergency mental
health services or reincarceration) and
would have fewer adverse events dur
ing a 90-day follow-up period com
pared with those who did not receive
an adaptive service after release. Be
cause we found no studies reporting
risk factors for reincarceration or using
survival analysis to evaluate short-term
outcomes after incarceration, the
measures in the second and third hy
potheses were included on the basis of
preliminary bivariate analyses.

Methods
San Diego County; the fifth most
populous county in the United States,
is on the border between the United
States and Mexico and has a diverse

racial-ethnic composition. According

to the 2009 U.S. Census, non-Hispan

ic Caucasians constitute 50.4%, Lati

nos 31.3%, African Americans 5.6%,

and Asians 10.4% of the San Diego

adult population (15). Each year; the

San Diego County Sheriff’s Depart

ment books about 100,000 people
into six county jails.

This study used data from the San
Diego County Adult and Older Adult
Mental Health Services (AMHS) sys
tem and the San Diego County Sher
iff’s Department. This data set linked
adult psychiatric patients who re
ceived at least one AMHS service in
fiscal year (FY) 2005—2006 with incar
ceration records from the Sheriff’s
Department Jail Information Man
agement System (JIMS). Limited
data were also extracted from the
AMHS and JIMS databases from FY
2004—2005 and FY 2006—2007 in or
der to retrieve service use data before
and after incarceration and for incar
ceration records one year before and
after the first incarceration in FY
2005—2006.

The first incarceration in the fiscal
year was designated the index incar
ceration from which service use and
incarceration events were measured
forward and backward in time. Service

utilization and reincarceration after re
lease from the index incarceration

were grouped into two broad cate
gories: “adaptive” or “adverse.” Adap
tive services included organizational

and fee-for-service outpatient and in
tensive and traditional case manage
ment. Adverse service events included
psychiatric hospitalization, crisis resi
dential admission, contact with the
Psychiatric Emergency Response

Team or the county-operated psychi

atric emergency department, and rem
carceration. Although such adverse

services may be helpful to patients, for

the purposes of this study, admission

to such intensive, crisis-oriented serv

ices after release from incarceration

was considered an undesirable out

come. Persons with a mental illness

who received an adaptive service be
fore any adverse service events oc
curred after release from their index
incarceration were coded into a di
chotomous variable. Co-occurring
substance-related diagnosis, home
lessness, and Medicaid insurance were

PSYCHIATRIC SERVICES • ps.psychiatryonline.org + January 2012 Vol. 63 No. I
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coded as present if recorded at any
time during the fiscal year. The study
was approved by the following institu
tional review boards: University of
California, San Diego; AMHS; Veter
ans Affairs San Diego Healthcare Sys
tem; and the Office of Human Re
search Protection of the U.S. Depart
ment of Health and Human Services.

We used bivariate analyses (t tests
and chi square tests) to compare the
demographic and clinical characteris
tics of incarcerated and nonincarcer
ated patients. We examined our first
hypotheses about incarceration risks
by using multivariate logistic regres
sion. Variables (and reference group)
included homelessness (domiciled),
sex (female), race (Euro-American),
diagnostic category (major depres
sion), age group (18—29, 30—44,
45—65, and 65 and older, with 18—29
used as the reference group), Medic
aid (uninsured), substance-related di
agnosis (none), and prior incarcera
tion (none).

We examined our second hypothe
sis about risk of reincarceration by
performing another multivariate lo
gistic regression analysis. This analy
sis included the same variables listed
above and added receiving (or not)
postrelease adaptive services, felony
arrest for index incarceration (or not),

and length of index incarceration
(four days or more). The dependent
variable, reincarceration, included
only reincarceration episodes in San
Diego County jails within one year of
release from the index incarceration.

Finally, we used multiple strategies
to examine our third hypothesis,
which focused on service use and ad
verse outcomes during the critical
transition period after release from
jail. We used the Kaplan-Meier sur
vival function to examine unadjusted
time to an adverse event during a 90-
day follow-up period for persons with
a mental illness who received an
adaptive service after release from
the index incarceration compared
with those who did not. We then used
Cox regression to evaluate the
strength of the findings after adjust
ment for other variables in the model.
Days in the community before an ad
verse event were compared with a
median test. To ensure a 90-day
postincarceration follow-up period,
only persons with a mental illness and
with index release dates during the
first three quarters of the fiscal year
were used in this analysis.

Results
There were 39,463 unique adults
with a mental illness in the data set, of

whom 4,544 (11.5%) were incarcerat
ed during the fiscal year. Of those in
carcerated, 1,203 (26.5%) were rein
carcerated within a year. Felony ar
rests accounted for 26.1% .(N=1,184)
of index incarcerations. The median
length of incarceration was three days
(mean±SD 21.0±46.7 days). Of the
4,544 incarcerated psychiatric pa
tients, 280 (6,2%) received inpatient
services and 2,733 (60.1%) received
outpatient services while incarcerat
ed. Table 1 shows demographic char
acteristics for incarcerated and nonin
carcerated patients.

As shown in Table 2, our first hy
pothesis was largely supported. Per
sons with a prior incarceration during
the previous year had ten times
greater odds of being incarcerated
than those without prior incarcera
tion. Patients with substance-related
disorders in addition to their mental
disorder had five times the odds of
incarceration as patients without
such co-occurring disorders. Home
less patients had twice the odds of
being incarcerated as their domiciled
counterparts. Compared with pa
tients with major depression, patients
in the “other psychosis” category had
nearly twice the odds of incarcera
tion, whereas those with schizophre
nia or bipolar disorder had only

Table 1

Psychiatric patients in San Diego County by incarceration status

Incarcerated Not incarcerated
(N=4,544) (N=34,918)

Test
Variable N % N % statistic df p

Age (mean±SD) 38.1±11.4 43.6±14.9 t=29.7 39,460 <.001

Female 1,668 36.8 20,879 60.3 X2892.6 1 <.001

Race-ethnicity x2SS2.8 4 <.001

Caucasian 2,463 54.2 17,070 48.9
Latino 886 19.5 7,792 22.3
African American 837 18.4 3,645 10.4
Asian American 152 3.3 2,302 6.6
Other 206 4.5 4,110 11.8

Co-occurring substance use disorder 2,944 64.8 5,054 14.5 x2=5,013.8 1 <.001

Medicaid 1,641 36.1 15,259 43.7 X295.8 1 <.001

Diagnosis X2=538.8 4 <.001

Schizophrenia 1,139 26.0 6,395 19.6
Bipolar 520 11.9 2,682 8.2
Major depression 573 13.0 6,267 19.2
Other psychotic 440 10.1 1,305 4.0

Other diagnosis 1,704 38.9 16,047 49.1

Education (mean±SD years) 12.0±2.3 12.0±2.8 t=.54 25,911 ns

Competitive job 322 7.4 2,475 7.8 X2=1.0 1 ns

Homeless 1,375 30.2 2,326 6.7 x2=1,889.9 1 <.001

28 PsYcifiAmIc SERVICES • ps.psychiatryonjjne,org • January 2012 Vol. 63 No. 1



somewhat elevated odds. Compared
with Euro-Americans, African Amer

icans were more likely to be incarcer

ated, whereas incarceration was less
likely for Latinos, Asians, and other
racial-ethnic minority groups. Com

pared with younger patients (ages

18—29), patients between 45 and 64

were less likely to be incarcerated

and patients 65 and older were un

likely to be incarcerated. Men were

more likely than women to be incar

cerated. Medicaid beneficiaries were

less likely than uninsured patients to

be incarcerated.
As shown in Table 3, our second

hypothesis, about reincarceration

risks, was partially supported. Pa

tients with co-occurring substance-re

lated disorders had more than twice

the odds of reincarceration within the

following year as patients without

substance disorders. Patients with

prior incarcerations had nearly twice

the odds of reincarceration as those

without prior incarcerations. Home

less patients were more likely to be

reincarcerated than their housed

counterparts. Compared with pa

tients with major depression, patients

with schizophrenia or bipolar disor

der were more likely to be reincarcer

ated. Patients who received an adap

tive service after release were less

likely to be reincarcerated than pa

tients who did not. Contrary to our

hypothesis, patients with a length of

incarceration of three days or fewer

had 1.5 times the odds of reincarcera

tion compared with those incarcerat

ed longer. Medicaid status, age, race

ethnicity and gender also did not

have the hypothesized association.

Our third hypothesis was support

ed. Figure 1 shows the unadjusted

results of the Kaplan-Meier survival

function. Robust differences were

found between patients receiving

adaptive services between release

from the index incarceration and an

adverse event compared with those

who did not. Overall, patients who

received an adaptive service follow

ing release experienced proportion

ally fewer adverse events within 90

days compared with those who did

not (adaptive service, N=164, 18.9%;

no first adaptive service, N=1,134,

41.4%; X2=145.8, df=1, p<.OO1). A

comparison of time to adverse events

Table 2

Logistic regression of risk factors for incarceration of persons with mental

ilhsess”

Variable OR 95% CI p

Homeless (reference: had housing) 2.13 1.93—2.34 <.001

Male (reference: female) 1.66 1.54—1.79 <.001

Race-ethnicity (reference: Euro-American)
African American 1.45 1.30—1.61 <.001

Latino .87 .79—96 .004

Asian .73 .60—89 .002

Otherrace .71 .60—84 <.001

Psychiatric diagnosis (reference: major

depression)
Schizophrenia 1.22 1.08—1.37 .002

Bipolar disorder 1.34 1.16—1.54 <.001

Other psychosis 1.94 1.65—2.29 <.001

Other diagnosis 1.18 1.06—1.31 .003

Age (reference: 18—29)
30—44 .92 .84—1.01 .070

45—64 .63 .57—70 <.001

65 .18 .13—26 <.001

Medicaid (reference: uninsured) .86 .79—93 <.001

Co-occurring substance use disorder
(reference: none) 5.31 4.91—5.72 <.001

Prior incarceration (reference: none) 10.19 9.22—11.26 <001

a N=39,168

Table 3

Logistic regression of risk factors for reincarceration of psychiatric patients

within one year of release from jaila

Variable OR 95% CI p

Homeless (reference: had housing) 1.57 1.35—1.83 <.001

Male (reference: female) .96 .82—1.11 .554

Race-ethnicity (reference: Euro-American)

African American 1.19 .99—1.43 .064

Latino .82 .68—99 .047

Asian .67 .43—1.44 .077

Other race .70 .47—1.04 .079

Psychiatric diagnosis (reference: major

depression)
Schizophrenia 1.84 1.43—2.34 <.001

Bipolar disorder 1.41 1.06—1.88 .019

Other psychosis 1.36 1.01—1.84 .045

Other diagnosis .90. .71—1.15 .394

Age (reference: 18—29)
30—44 1.13 .95—1.34 .166

45—64 .85 .70—1.04 .107

65 .60 .24—1.52 .282

Medicaid (reference: uninsured) .99 .84—1.17 .929

Co-occurring substance use disorder

(reference: none) 2.47 2.07—2.94 <.001

Prior index incarceration (reference: none) 1.80 1.55—2.10 <.001

Felony index incarceration (reference: none) .96 .81—1.13 .626

Length of stay for index incarceration

(reference: >3 days)b 1.51 1.31—1.75 <.001

Adaptive service (reference: none) .64 .53—77 <.001

a N=4,356
b Categories were 3 days and >3 days.
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Figure 1

Time to first adverse event after release of incarcerated persons with mental
ilinessa

I I I

0 20 40 60 80

Elapsed days from release to adverse event

a Groups differed by whether they did or did not receive adaptive services between release and first
adverse event. Analysis was by Kaplan-Meier survival function (Mantel-Cox coefficient= 143.58,
df=1, p<.OO1).

Table 4

Cox regression to predict time to occurrence of an adverse event after releasea

Variable OR 95% CI p

Adaptive service (reference: none) .35 .30—42 <.001
Homeless (reference: had housing) 1.66 1.48—1.86 <.001
Prior incarceration (reference: none) 1.07 .95—1.19 .280
Male (reference: female) 1.01 .90—1.14 .838
Co-occurring substance use disorder

(reference: none) 1.90 1.65—2.20 <.001
Medicaid (reference: uninsured) 1.20 1.06—1.36 .005
Age (reference: 18—29)

30—44 1.04 .91—1.19 .596
45—64 1.02 .87—1.19 .837
65 1.61 .92—2.81 .095

Psychiatric diagnosis (reference: major
depression)

Schizophrenia 1.67 1.37— 2.04 <.001
Bipolar 1.42 1.12—1.78 .003
Other psychosis 1.23 .97—1.56 .085
Other diagnosis .77 .63—.94 .010

Race-ethnicity (reference: Euro-American)
African American 1.02 .88—1.18 .841
Latino .86 .74-1.01 .058
Asian 1.12 .83—1.51 .480
Other race .56 .39—81 .002

Felony index incarceration (reference: none) .91 .80—1.04 .161
Length of stay for index incarceration

(reference: >3 days)’ 1.33 1.191.50 <.001

in each group found that the adap
tive-services group demonstrated
more time in the community before
an adverse event occurred (median
time to adverse event=36.5 days
compared with 22.0 days for those
not receiving an adaptive service:
median test,X2=25.0, df=1, p<.OOl).
For the adaptive service group, the
median time between release from
jail and receiving the first adaptive
service was 17 days. To further exam
ine the function of time, we focused
on the steepest part of the curve,
which fell into the first two weeks
during which 38.7% (N=439) of pa
tients who did not receive adaptive
services following release experi
enced an adverse event, compared
with 14.6% (N24) of those who re
ceived an adaptive service(2=36.2,
df=1, p<.OO1). Adaptive services re
mained an important factor even af

—i—. ter adjustment for variables associat
100 ed with reincarceration;

Table 4 shows the Cox regression
results. Patients who received an
adaptive service after release were
less likely to experience subsequent
adverse events compared with pa
tients who did not. Patients with co
occurring substance-related disor
ders had nearly twice the odds of
having an adverse event as those
without substance use disorders.
Compared with Euro-Americans,
racial-ethnic minority groups other
than Latino, African American, or
Asian were less likely to experience
an adverse event. Homeless patients
were more likely to experience an ad
verse event than their housed coun
terparts. Compared with patients
with major depression, patients with
schizophrenia or bipolar disorder
were more likely, and patients with
other diagnoses less likely, to experi
ence an adverse event. Patients with
index incarcerations of three days or
fewer were more likely to experience
an adverse event than patients incar
cerated longer. Although it is con
traiy to our hypothesis, this finding is
consistent with the findings of our
reincarceration analyses.

Discussion
This study found that 11.5% of public
mental health patients were incarcer
ated during a one-year period. Our

a)
>
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>
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0
C
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C
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0
ci.
ci)
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D
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D
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0.8

0.7
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No adaptive service (N=2736)

—f— Censored

a N=3,605
b Categories were 3 days and >3 days.
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finding is difficult to compare with
the aggregate 24% reported by Cuel
lar and colleagues (7) for a ten-year
period. Their study used a relatively
small random sample (N=6624) and
examined arrests across a ten-year pe
riod, whereas our study examined in
carcerations and included all patients
over a one-year period. Nonetheless,
both studies suggest a substantial
overlap between the public mental
health and jail systems. We also found
that 26.5% of incarcerated patients
were reincarcerated within a year. We
found no studies in the literature re

porting the proportion of public men
tal health patients reincarcerated
with which to compare our findings.

Fisher and colleagues (13) reported
that ethnic minorities had an in
creased incarceration risk, whereas

White and colleagues (14) found no
association between ethnicity and in
carceration. Our results suggest that

compared with Euro-Americans, per
Sons from Latino, Asian, and other

racial-ethnic minority groups were

less likely to be incarcerated, whereas
African Americans were at greater
risk. As hypothesized, schizophrenia

was a risk factor compared with major

depression. Inconsistent with our hy

potheses, bipolar disorder and other

psychoses were also found to be risk
factors, although the finding for bipo

lar disorder is consistent with Cuellar

and colleagues’ findings (7).
As we hypothesized, patients who

-received an adaptive service after the
index incarceration were less likely to
experience an adverse event, includ

ing reincarceration, within 90 days. In
addition, patients who received an
adaptive service and then had an ad
verse event spent more days in the

community before the event oc

curred. This finding suggests that re
ceiving timely outpatient and case

management services after release
may help lower the risk of adverse

events such as emergency services or

reincarceration.
Contrary to our hypothesis, pa

tients with a one- to three-day index

incarceration were more likely to be

reincarcerated than those incarcerat
ed longer. This finding could be due

to the overrepresentation of homeless

and substance-abusing patients, who

are at high risk of reincarceration,

among those with a shorter index in

carceration.
Several of these findings have im

plications for factors that are poten

tially modifiable, including homeless-

ness, substance abuse or dependence,

lack of medical insurance, and time to

adaptive services after incarceration.

Most of these factors could be at least

partially addressed by changes in pri

orities and procedures within public

mental health and jail systems. The

overrepresentation of homelessness

and co-occurring substance use disor

ders among incarcerated and reincar

cerated patients underscores the

need to better address these major

public health challenges.
The strengths of our study include

reporting from the perspective of a

large public mental health care sys
tem and county jail system with a
large sample, including patients with
a range of diagnoses; estimating risk

factors for incarceration and reincar
ceration on the basis of demographic,

clinical, service use, and incarceration
measures over a one-year period; and
including survival analyses that exam
ined elapsed time from release from

the index incarceration to receipt of
services.

There are also limitations that

should be kept in mind when inter

preting our results. Our study design
allows only associations, from which
no interpretation of causation can be
reported. We used an administrative

database that did not include medica
tion adherence, physical illnesses,
housing status, employment status,
significant relationships, and other

potentially important patient-level

measures that may have influenced
outcomes. Therefore, although we in

cluded available patient characteris
tics in the analyses, a portion of the
beneficial association found for pa
tients who had a timely outpatient vis
it after incarceration may be due to
other patient-level factors.

In addition, it should be recognized
that part of the association between
adaptive service use and time to an
adverse event may be structural,
rather than causal. Persons who re
ceived adaptive services, by defini
tion, had not experienced an adverse
event up until that point. In this ob
servational study, adaptive service use

was in part a marker of having been in

the community for a longer period
without an adverse event, so adaptive
service use may be considered a proxy
for greater time without an adverse

event. Because the dichotomous
measures of homelessness, co-occur

ring substance-related diagnoses, and
Medicaid insurance did not include

dates of occurrence, these events may
have preceded or followed the index
incarceration, which could have af
fected results. In addition, substance-

related diaguoses were likely under

stated in the data. Howeves findings

reported were consistent with other

studies documenting the high pro

portion of substance use disorders
among incarcerated patients (4).

Also, diagnoses were made by com
munity clinicians and thus may not be

as accurate as those derived from di-
agnostic research instruments. Per

sonality disorders were not included

because of missing data, which may
have influenced results. Our data did
not include state or federal prison sys
tem records. Finally, because San
Diego County did not have diversion
programs during the time of our

study, we were not able to explore the
influence of such programs, which

have demonstrated success in reduc

ing incarceration (16,17).

Conclusions
In conclusion, incarceration is a seri

ous problem among patients treated
in public mental health systems and is
associated with some potentially

modifiable factors. On the basis of

this study, we offer two recommenda

tions for consideration by public

mental health and criminal justice

systems. First, experiment with an ex

pedited access policy for released pa

tients to understand whether early

adaptive service use leads to reduc

tions in reincarceration, and second,

reduce risks of incarceration by focus

ing on modifiable risk factors, such as

homelessness, lack of Medicaid insur

ance, and substance use problems. As

a result of these findings, policy mak

ers for San Diego County AMHS im

plernented an expedited access pro

cedure so that any public mental

health patient released from jail must

be seen within 72 hours at any
AMHS-funded outpatient program in
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the county. This demonstrates the re
sponsiveness of this county’s mental
health system and jail system to the
needs of patients.

Patients in the public mental health
system represent one of the most viii
nerable and disadvantaged segments
of society. Additional prospective re
search is needed to further examine
issues addressed in this study and to
design, implement, and evaluate in
terventions to reduce incarceration
and reincarceration in this at-risk
population.
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