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Medicaid plays a significant
role in ensuring that people
with severe mental illness

receive mental health services, and it
has become the single largest payer
for such services, representing about
20 percent of the U.S. total spending
for mental health care in 1997. More-
over, spending on mental health and
substance use disorders accounted for
approximately 10 percent of overall
growth in Medicaid spending be-
tween 1987 and 1997 (1).

In addition to receiving treatment
from the community mental health
services system, in which Medicaid is
the main payer, persons with severe
mental illness can often be involved
with local criminal justice systems.
Current best estimates suggest that
about 8 percent of all jail detainees
(gender adjusted) have a severe men-
tal illness (2–4). With annual admis-
sions to U.S. jails now numbering
about 12.5 million (Karberg J, person-
al communication, 2004), about one
million persons with severe mental ill-
ness are admitted annually to our na-
tion’s jails. Although many are enrolled
in Medicaid upon jail entry, Medicaid
does not pay for services provided to
individuals during incarceration.

Medicaid benefits are crucial at the
point of release from jail. Detainees
with severe mental illness must be
able to access mental health and sub-
stance abuse services upon their re-
lease, and as we showed in another ar-
ticle in this issue of Psychiatric Ser-
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Objective: This prospective cohort study in two large metropolitan jail sys-
tems examined whether Medicaid disenrollment policies for persons de-
tained in jail were enforced. The extent to which persons with severe men-
tal illness lost their Medicaid benefits while detained was determined.
Methods: Mailed questionnaires to state Medicaid directors in 2000 yield-
ed a 95 percent response rate. Directors responded to questions about
procedures that are followed when enrollees become inmates in public in-
stitutions. In addition, community mental health service records, jail de-
tention records, and Medicaid enrollment records were linked in King
County (Seattle) and in Pinellas County (Clearwater and St. Petersburg),
Florida, to identify persons with severe mental illness who were incarcer-
ated at any time during a two-year period (1996–1998 in King County and
1998–2000 in Pinellas County). The samples consisted of 1,816 persons
representing 4,482 detentions in King County and 1,210 persons repre-
senting 2,878 detentions in Pinellas County. Detentions were used as the
unit of analysis to determine how often Medicaid disenrollment occurred
during jail incarceration. Results: The stated policy in many states, includ-
ing Florida and Washington, is to terminate Medicaid benefits upon in-
carceration, but termination occurred for only 3 percent of the detainees
enrolled in Medicaid in each county. In both counties, in 97 percent of the
detentions, persons who had Medicaid at entry also had it upon release. In
both counties, the 3 percent who lost Medicaid while jailed had longer jail
stays (three to five months compared with 16 to 30 days). Conclusions:
Stated policies do not align with actual Medicaid disenrollment of persons
with severe mental illness who become incarcerated. In most instances,
short jail stays allowed detainees with severe mental illness to retain their
Medicaid benefits. (Psychiatric Services 57:803–808, 2006)
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vices (5), in many cases, having Med-
icaid at that time is a distinct advan-
tage in accessing services.

Nationally and locally, there is con-
cern that persons with severe mental
illness lose their Medicaid benefits
during incarceration (6–8). Much of
this concern has been precipitated by
the Social Security Administration
(SSA) program that rewards jails with
up to $400 for reporting an incarcer-
ated person receiving Supplemental
Security Income (SSI) or Social Secu-
rity Disability Insurance (SSDI) (6).
According to a General Accounting
Office report, 3,115 correctional facil-
ities signed agreements to report such
persons, which resulted in 39,137 SSI
benefit suspensions and a cost savings
of $37.6 million in inappropriate SSI
payments (9).

The stated intent of the SSA pro-
gram is to prevent the fraudulent re-
ceipt of monthly income benefits
while an individual is incarcerated.
SSA uses a full calendar month cut-
off—the so-called inmate exclusion
rule—whereby persons on SSA bene-
fits who exceed this interval may be
suspended from SSI and SSDI. For
adult males (the largest proportion of
jail detainees), Medicaid enrollment is
tied to SSA disability benefits. So if in-
come benefits are terminated on a
large scale, then medical benefits
would also be disrupted when vulner-
able populations are detained in jail.
Although individuals who are disen-
rolled may apply for reenrollment af-
ter release, eligibility determinations
frequently take a significant amount
of time, and by law the process can ex-
tend as long as 90 days (10). The loss
of Medicaid could result in significant
cost shifts and increased burden on
jail services, local mental health pro-
grams, and state hospitals, as well as
state prisons.

It is important to emphasize the
distinction between jails and prisons.
Jails are short-stay, locally operated
facilities that serve as adjuncts of the
courts to detain persons awaiting trial
and to incarcerate those sentenced to
a year or less on misdemeanor offens-
es. As such, jails are the front door to
the criminal justice system; everyone
who is arrested spends some time in
jail waiting for processing. Prisons, on
the other hand, are the back door to

the system. They are federal- or state-
operated, long-stay facilities (about
5.5 years on average) for those con-
victed of felony offenses. Because of
the prolonged stays, virtually all pris-
oners will lose their Social Security
and Medicaid benefits. Despite con-
cerns expressed by advocacy groups
(6–8), little empirical evidence is
available to assess whether and how
often Medicaid disenrollment actual-
ly occurs for jail detainees with severe
mental illness.

To address this gap, we report find-
ings from a survey of state Medicaid
agency directors who identified disen-
rollment policies for jail detainees and
from an analysis of administrative data
from two large urban counties that
document the extent to which jail de-
tainees with severe mental illness
were actually disenrolled.

Methods
Medicaid director survey
The Council of State Governments
(CSG) in 2000 surveyed how states
were implementing the inmate exclu-
sion clause of the SSA for jail de-
tainees with severe mental illness (8).
Surveys were sent to Medicaid offi-
cials in all 50 states, five territories,
and the District of Columbia, which
yielded a response rate of 95 percent
(Ohio, Tennessee, and the District of
Columbia did not respond).

Although most of the data regarding
state implementation of policies relat-
ed to Medicaid enrollment and men-
tally ill detainees came from the CSG
survey, the data from the survey were
supplemented with information de-
rived from a series of in-person and
telephone interviews with jail officials,
Medicaid officials, Social Security Ad-
ministration staff, and other re-
searchers in order to identify some of
the administrative practices that have
been implemented to carry out the
policies reported by the CSG. More
specifically, respondents were asked
how a Medicaid agency learns about a
Medicaid-enrolled detainee, whether
the agency takes action, and what ac-
tion the agency takes, as well as about
information about other agencies that
may be involved. In total, 30 people
were questioned about various activi-
ties related to Medicaid eligibility and
enrollment for detainees with severe

mental illness. Officials and experts in
the field were identified by a co-au-
thor of this paper, and then individu-
als who were interviewed were asked
to name others who might be able to
provide more information.

Administrative data
To address our study’s objectives con-
cerning Medicaid disenrollment, a
prospective cohort design was imple-
mented by using linked, administra-
tive data from two large U.S. coun-
ties—Pinellas County (Clearwater
and St. Petersburg), Florida, and King
County (Seattle), Washington. The
following data were accessed: Medic-
aid enrollment records, jail detention
records, inpatient and outpatient
mental health utilization records, and
inpatient and outpatient substance
abuse treatment records. Further de-
tails on the linkage procedures used in
King and Pinellas Counties can be ob-
tained from the lead author.

The demographic and jail profiles
of the two counties are generally quite
similar. The year 2000 population in
King County was about twice as large
as that in Pinellas County (1.74 mil-
lion compared with .92 million) and
had a 43 percent higher median in-
come ($53,157 compared with
$37,111). In 2000 both counties were
closely ranked with regard to the size
of their jail populations—33rd and
34th nationally (11). The annual incar-
ceration rate per 100,000 was about
37 percent larger in Pinellas County
(4,818 compared with 3,511).

Sample
Samples included all persons with se-
rious mental illness enrolled in Med-
icaid and detained in jail within a two-
year study interval—October 1998
through September 2000 in Pinellas
County and October 1996 through
September 1998 in King County.
Medicaid enrollment was defined as
having an active, open Medicaid case
file, and eligibility for inclusion in the
study was defined as being enrolled
during any part of the study.

The logic of sample enumeration
was the same for each county, but data
sources varied somewhat. First, in both
counties, samples of persons with se-
vere mental illness were identified. For
Pinellas County, a person with severe
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mental illness was defined as anyone
who had at least one Medicaid claim
that was associated with one of the fol-
lowing DSM-IV diagnosis codes: schiz-
ophrenia (295), affective disorders
(296, except for 296.1, single-episode
depression), unspecified psychotic dis-
order (298.9), and delusional disorder
(297.10). For King County, because of
the unavailability of Medicaid claims,
any person who had a community
mental health service associated with
one of the diagnosis codes was identi-
fied as someone with severe mental ill-
ness. Next, samples were matched to
incarceration records from their re-
spective county jails.

This sampling strategy yielded
1,816 persons and 4,482 detentions
for King County and 1,210 persons
and 2,878 detentions for Pinellas
County. The analyses below are based
on detentions rather than persons so
that each detention is treated as a sep-
arate event. Disenrollment from
Medicaid can occur during any one
jail stay, so we wanted to count the to-
tal possible events that occurred dur-
ing the study intervals. As a check, we
examined the number of persons in-
volved in all instances in which disen-
rollment occurred and found the
counts of detainees and persons to be
nearly identical. In King County, for
example, a total of 94 detainees were
disenrolled during the study period;
90 of these detainees were distinct
persons, and four were accounted for
by two additional persons who had
duplicate detentions.

The mean±SD age of the sample in
King County was 35±9.1 years, and it
was 35±9.3 years in Pinellas County.
Males constituted a larger percentage
of the King County sample (2,986 de-
tentions in King County, or 67 per-
cent, compared with 1,662 detentions
in Pinellas County, or 58 percent);
both samples were predominately
white (60 to 68 percent) with King
County having a greater proportion of
blacks (1,610 detentions in King
County, or 36 percent, compared with
650 detentions in Pinellas County, or
23 percent). The predominant diag-
nosis in both samples was affective
disorders (52 to 59 percent), with
Pinellas County having a greater per-
centage of persons with schizophrenia
(1,281 detentions in Pinellas County,

or 45 percent, compared with 1,403
detentions in King County, or 31 per-
cent) and King County having a
greater percentage of persons with
unspecified psychotic disorders (398
detentions in King County, or 9 per-
cent, compared with 91 detentions in
Pinellas County, or 3 percent).

Cohorts
To examine the occurrence and impact
of Medicaid disenrollment during in-
carceration, the samples were separat-
ed into cohorts defined by Medicaid
enrollment status at jail entry and re-
lease. Four cohorts were enumerated:
cohort 1, Medicaid at jail entry and at
jail release; cohort 2, Medicaid at jail
entry and no Medicaid at jail release;
cohort 3, no Medicaid at jail entry and
Medicaid at jail release; and cohort 4,
no Medicaid at jail entry and none at
jail release. The first two cohorts are of
particular interest—detentions char-
acterized by continuous Medicaid en-
rollment (cohort 1) and those disen-
rolled (cohort 2) while incarcerated.
The rate of disenrollment was calculat-
ed by dividing the number of deten-
tions in cohort 2 by the total number of
detentions that represented persons
who had Medicaid upon jail entry (co-
hort 2/[cohort 1+cohort 2]).

Notably, all persons in this study
were enrolled in Medicaid at some
time during study intervals. Deten-
tions in cohorts 3 and 4 represented
persons who either lost enrollment or
had not yet been enrolled on the date
of jail entry. This sampling design
thereby controls for Medicaid eligibil-
ity and helps to ensure comparability
among the four cohorts with respect
to disability status and financial need.
A total of 1,581 persons (87 percent)
in the King County sample and 955
(79 percent) in the Pinellas County
sample were on SSI or SSDI.

The study protocol was reviewed for
human subjects’ protection and ap-
proved by institutional review boards
at each investigator’s home institution.

Results
Medicaid director survey
According to the Medicaid director
survey, more than 90 percent of states
have policies requiring Medicaid ter-
mination upon an incarceration, but a
closer examination of policies and ad-

ministrative procedures revealed sig-
nificant variability. As shown in the
box on the next page, 33 of 48 states
(69 percent) have policies to termi-
nate enrollment, and another five
states (10 percent) reported that en-
rollment was terminated “with no-
tice.” States varied with respect to no-
tice periods.

Three states (6 percent) reported
terminating Medicaid benefits for in-
mates “after verification.” This type of
verification is likely a reference to the
completion of an ex parte review, in
which Medicaid agencies can review
an individual’s ongoing eligibility status
without requiring any new supporting
documentation. The U.S. Department
of Health and Human Services has in-
dicated that enrollment of an individ-
ual who is incarcerated  should be ter-
minated only after an ex parte review
(12). Only one state, South Carolina,
reported implementing the adminis-
trative action that providers and advo-
cates have been promoting—the sim-
ple suspension of federal claims pend-
ing an inmate’s release.

Medicaid officials were also asked
how they learned that someone was
incarcerated. Only 15 of the 48 states
(31 percent) reported electronic data
exchanges between agencies, some of
which were explicitly done with the
SSA rather than the criminal justice
agency. Respondents in 22 states (46
percent) indicated that they learned of
an incarceration through a “contact”
with another public agency but did not
explicitly state that it was an electron-
ic data exchange. In seven states (15
percent), the Medicaid agencies
specifically reported that they re-
ceived information from the SSA and
not the criminal justice agency. Anoth-
er 29 states (60 percent) reported re-
ceiving information through family or
other informal mechanisms, such as
returned mail or arrest notices in the
newspaper. For 11 of those states (23
percent), the informal exchange was
the sole source of information. In
these states terminations based on in-
carceration are probably not imple-
mented on a systematic basis.

Disenrollment
Table 1 presents the results from the
disenrollment analyses for King and
Pinellas Counties. Overall, 2,762 of
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4,482 detentions (62 percent) in King
County and 2,247 of 2,878 (78 per-
cent) in Pinellas County were charac-
terized as Medicaid-enrolled at jail

entry. The key group of interest, co-
hort 2 (detentions characterized as
having Medicaid at jail entry but not
at release) was surprisingly small in
each county—only 94 detentions (3.4
percent of those enrolled at jail entry)
in King County and 61 (2.7 percent of
those enrolled at jail entry) in Pinellas
County. In both counties, in 97 per-
cent of the detentions, persons who
had Medicaid at entry also had it upon
release. So although Medicaid offi-
cials in these two states reported that
all such cases are terminated, only a
few were actually disenrolled.

Who was disenrolled? Closer in-
spection of the data suggested that a
change in Medicaid status, either los-
ing it or gaining it, was more likely as
length of incarceration increased
(Table 2). Cohorts 1 and 4, in which
Medicaid status was not changed dur-
ing incarceration, had relatively short
stays (means of 16.6 and 16.7 days, re-
spectively, in King County and means
of 21.4 and 16.6 days, respectively, in
Pinellas County). Cohorts 2 and 3, in
which Medicaid status changed (in
both directions), experienced much
longer lengths of stay (means of 91.6
and 69.9 days, respectively, in King
County and 140.1 and 81.9 days, re-
spectively, in Pinellas County).

Discussion
Contrary to widespread concerns,
these findings from two large metro-
politan jail systems suggest that jail
detention had little impact on the
Medicaid status of detainees with se-
vere mental illness; in fact, most cy-
cled in and out of jail so rapidly that
their Medicaid benefits were not dis-
rupted. Fully 97 percent of those with
Medicaid at jail entry were released
with Medicaid intact after being de-
tained, on average, approximately two
weeks (16.6 days) in King County and
three weeks (21.4 days) in Pinellas
County. Most of the detentions in this
study did not exceed one calendar
month. Because the 30-day Social Se-
curity cutoff point was not exceeded
in these instances, Medicaid benefits
were not affected. It was the relative-
ly small number of detainees with se-
vere mental illness in cohort 2 who
were incarcerated an average of 92
days in King County and 140 days in
Pinellas County who were at the

greatest risk of losing their benefits.
These findings suggest that the gap

is substantial between stated Medicaid
disenrollment policy and actual prac-
tice, at least in these two jail systems.
Whereas survey results indicate that
nearly all states disenroll jailed Medic-
aid beneficiaries, this actually hap-
pened for only about 3 percent of the
detainees with severe mental illness
who had Medicaid at jail entry. Thus
concerns about rampant Medicaid dis-
enrollment of detainees with severe
mental illness may be exaggerated.

Is the policy gap real, and if so, why
is there a big discrepancy between
policy and practice? Several factors
are likely involved. First, length of in-
carceration matters. As these findings
make clear, on average, most de-
tainees with severe mental illness
were released from these jails within a
few weeks. Only a very small minority
that stayed upwards of three months
were likely to lose Medicaid benefits.

Another reason for the discrepancy
may be delays in administrative pro-
cessing between agencies. For disen-
rollment to occur, notice of a benefi-
ciary’s incarceration would have to
work its way through the system, and
only those who were in jail for longer
periods would still be in jail by the
time the information about their in-
carceration reached the Medicaid ad-
ministrators who would terminate en-
rollment. In addition, for those whose
eligibility was related to their SSI sta-
tus, their Medicaid eligibility would
likely not have been called into ques-
tion until after a full calendar month
of incarceration, when their SSI could
be legally suspended.

A third reason for this discrepancy is
related to what Cohen and Cohen (13)
have described as the “clinician’s illu-
sion,” although in this case it’s more
aptly described as the “administrator’s
illusion.” Namely, most administrators,
whether in jails or Medicaid agencies,
may not have an accurate sense of the
true count of persons enrolled in Med-
icaid who are entering jail. When
asked to respond about the rate of dis-
enrollment, their perceived count was
biased toward cases with longer jail
stays that have a higher likelihood of
disenrollment and tended to overlook
a large majority of those with shorter
stays who have a much lower likeli-
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Immediate termination
Alabama
Alaska
Arizona (if more than 30 days in 

jail)
Arkansas
Colorado
Connecticut
Delaware
Hawaii
Idaho
Illinois
Indiana
Kansas (at end of month after a 

minimum of 30 days in jail)
Louisiana
Maine
Michigan (if more than 30 days 

in jail)
Mississippi
Nevada (after Supplemental 

Security Income is terminated)
New Hampshire
New Jersey
New Mexico
North Carolina
North Dakota
Oklahoma
Oregon
Rhode Island (after Supplemental 

Security Income is terminated)
South Dakota (if more than 24 

hours in jail)
Texas
Utah
Vermont
Virginia
Washington
West Virginia (dependent on 

length of incarceration)
Wyoming

Terminate with notice
Iowa (if more than 30 days in jail)
Maryland
Minnesota (ten-day notice)
Missouri
Montana

Terminate after verification
Florida
Georgia
Kentucky

State-specific policies
California
Nebraska
South Carolina

a Ohio, Tennessee, and Washington,
D.C., did not respond to the survey;
data from four other states are missing.
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hood of disenrollment. As a result, re-
spondents typically focused on the few
cases in which disenrollment occurs
and mistakenly assume that their num-
ber is close to the full population. So
they readily report, “Yes, we disenroll
all such persons.”

One strength of this study is its mul-
tiyear, longitudinal design. However,
because this study was based on a
sample of only two jails, the extent to
which these findings generalize to
other communities and jails is uncer-
tain. Because length of stay appears to
be the main determinant of Medicaid
disenrollment while in jail, jurisdic-
tions that have much longer average
lengths of stay for severely mentally ill
detainees than King or Pinellas Coun-
ties may have much larger Medicaid
disenrollment rates.

Unfortunately, there are no national
data on jail detainees with mental ill-
ness so the true national disenroll-
ment rate is unknown. However,
mega-jails in the largest U.S. cities
may have significantly different expe-
riences than those reported here. The
Cook County Jail in Chicago, for ex-
ample, has a daily census of about
11,000 detainees who are detained an
average of six months, and severely
mentally ill detainees stay even longer
(Alaimo C, personal communication,
2005). In such settings, Medicaid dis-
enrollment for persons with severe
mental illness is likely to occur more
regularly. Perhaps what is most gener-
alizable from this study is the link be-

tween length of jail stay and Medicaid
disenrollment. One key to under-
standing jail stays in any jurisdiction is
how efficiently the court system oper-
ates. Regardless of population size, in
communities in which the courts are
greatly backlogged, jail stays will be
longer and Medicaid disenrollment
more pronounced.

Another potential limitation of this
study is that it was based on adminis-
trative data. Underreporting in one or
more information systems could lead
to problems in matching individuals
across county mental health, Medic-
aid, and county jail systems. Also,
lacking an independent measure of
mental health status, we had to rely
on Medicaid claims (Pinellas) or the
county mental health system (King)
to identify persons who had a qualify-
ing diagnosis. Thus persons with se-

vere mental illness who entered the
jail without service contacts in these
data systems would not be counted
and neither would those who had
service contacts only from private
physicians, state hospitals, or local
community hospitals. The two-year
study interval helped to minimize
these potential biases, but they were
not eliminated.

The data considered in this study
are several years old now (1996 to
2000). The past few years have wit-
nessed a general economic decline
that has adversely affected state and
county budgets. These revenue short-
falls, in turn, have squeezed Medicaid
budgets and led to sharp reductions
in Medicaid eligibility and services in
many states (14–16). To the extent
that these reductions disproportion-
ately affected persons with a severe
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TTaabbllee  22

Length of incarceration in days for cohorts based on Medicaid enrollment 
detained in King County (1996–1998) and Pinellas County (1998–2000) jails

King County Pinellas County

Cohort Mean SD Mean SD

Cohort 1: Medicaid at jail entry
and at release 16.6 31.0 21.4 44.4

Cohort 2: Medicaid at jail entry
but not at release 91.6 86.1 140.1 121.1

Cohort 3: no Medicaid at jail entry
but Medicaid at release 69.9 63.9 81.9 90.8

Cohort 4: no Medicaid at entry or
at release 16.7 32.3 16.6 37.7

TTaabbllee  11

Study cohorts based upon Medicaid enrollment at entry and release from King County (1996–1998) and Pinellas County
(1998–2000) jails

King County (N=4,482) Pinellas County (N=2,878)

Variable Cases % total % subtotal Cases % total % subtotal

Enrolled at entry
Cohort 1: Medicaid at jail

entry and at release 2,668 59.5 96.6 2,186 76.0 97.3
Cohort 2: Medicaid at jail entry

but not at release 94 2.1 3.4 61 2.1 2.7
Subtotal 2,762 61.6 100.0 2,247 78.1 100.0

Not enrolled at entry
Cohort 3: no Medicaid at jail entry

but Medicaid at release 84 1.9 4.9 29 1.0 4.6
Cohort 4: no Medicaid at jail entry

or at release 1,636 36.5 95.1 602 20.9 95.4
Subtotal 1,720 38.4 100.0 631 21.9 100.0
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mental illness, the results reported
here may underestimate current rates
of Medicaid disenrollment in jail.
However, there is no evidence that
these policy changes have increased
jail stays for this population, so the
risk of having Medicaid terminated
while detained in jail would likely
have remained unchanged.

Finally, one important caveat should
be stressed—that is, these findings
should not be generalized to state or
federal prisons. As noted earlier, jails
are short-stay facilities, whereas pris-
ons are long-stay facilities. Because of
the differences between the two insti-
tutions, the probabilities of losing
Medicaid and other Social Security
benefits are poles apart. It is likely that
all prisoners will lose their benefits be-
fore release, whereas most jail de-
tainees will not, which means that indi-
viduals with severe mental illness who
end up in prison will need consider-
able help if they are to regain lost ben-
efits before their return to the commu-
nity. Moreover, except for the very
largest jail systems, facility-based ben-
efit restoration programs may make
more sense for prisons than for jails. At
the local community level, the better
strategy might be to invest scarce re-
sources into diverting persons with se-
vere mental illness from jails into com-
munity-based treatment programs,
where Medicaid benefits can be more
easily accessed, retained, and restored.

Conclusions
This research also confirms several
principles of public administration
that most people agree with in theory
but few policy makers act on. First,
anecdotal evidence should not drive
policy, and assumptions that practice
mirrors policy can be erroneous. In
fact, we found inconsistencies and sig-
nificant gaps between what is anecdo-
tally reported about policies and what
actually happens with Medicaid dis-
enrollment. Second, policy incentives
often don’t generalize across systems.
Although benefit disenrollment might
save money for SSA and state Medic-
aid programs, it has the potential to
undermine state and local mental
health policies about promoting care
in the least restrictive settings that en-
hance the ability of people with severe
mental illness to live stable and pro-

ductive lives in the community.
One of the little recognized devel-

opments over the past 50 years is the
shrinkage of the public mental health
system (17). Today, many persons with
severe mental illness who at an earlier
time would be residents of state men-
tal hospitals are found in a variety of
sectors outside the public mental
health system—jails, public housing,
Medicaid, vocational rehabilitation,
and social welfare—where they fall
under policies that do not recognize
their special needs. This fact under-
scores one of the major challenges
mental health policy makers now
face—how to overcome competing in-
centives and the lack of intersystem
collaboration in the wider human
services arena where persons with
mental illness can now be found. One
clear implication of the results is that
public mental health authorities must
do a better job of participating in pol-
icy making and rule making concern-
ing Medicaid and SSI benefits for per-
sons with severe mental illness.
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