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When persons with mental
illness have symptoms that
are not well controlled or

experience difficulties in functioning,
their behavior can result in criminal
justice involvement. In a survey of
260 persons with relatives who have
mental illness, 52% reported that the
relative had at least one arrest (1).

From studying persons involved in
the criminal justice system, re-
searchers have established that the
prevalence of mental disorders is
high among jail and prison inmates

(2–5), and indeed, persons with
mental illness are crowding jails and
prisons. A 2005 survey by the Bureau
of Justice Statistics (6) found that
24% of state prison inmates, 14% of
federal inmates, and 21% of those in
local jails reported having mental
health treatment in the past 12
months. Furthermore, 49% of state
prison inmates, 40% of federal in-
mates, and 60% of those in local jails
reported symptoms of mental illness.
The 2000 Census of State and Fed-
eral Adult Correctional Facilities (7)

found that one of every eight state
prisoners was receiving some mental
health therapy or counseling and
10% were receiving psychotropic
medications (7).

In several large-scale projects, re-
searchers in the United States and
overseas also have probed the sensi-
tive question of whether mental ill-
ness is linked to violence. They have
calculated the risk of violence among
persons with serious mental illness by
comparing birth cohorts of persons
with and without a diagnosis of men-
tal illness and by documenting the
criminal justice involvement of pa-
tients receiving intensive levels of
treatment, such as inpatient care
(8–15). They have established that vi-
olence and mental disorder are in-
deed linked. In addition, the strength
of this association appears to vary by
diagnosis. Persons with schizophrenia
appear to be at higher risk of violence
than others (16–20), whereas persons
with depressive disorders may or may
not be at higher risk of violence, de-
pending in part on whether they also
abuse substances (14,21,22). Violence
often is assessed by inspecting arrest
records.

Few studies have examined the full
spectrum of criminal involvement of
persons with mental illness, with cov-
erage of crimes of all types (23). This
gap is particularly important given
that most jail inmates are not charged
with violent crimes. In addition, sam-
ples seldom are representative of per-
sons receiving mental health treat-
ment (23). Reviewing this literature
in a 2005 publication, Theriot and Se-
gal (23) noted that available studies
are “older or offer little perspective
on community mental health outpa-
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tients because of overly restrictive or
inclusive samples.” They examined
criminal justice records of 673 clients
seen at ten community mental health
centers and 11 self-help agencies.
They recorded complete criminal jus-
tice involvement from arrest records
but restricted their sample to new
clients. These were clients who had
not been seen in the organization or
type of organization where they were
assessed, and they received treatment
for at least six months. The re-
searchers found that 45% of new
clients had at least one criminal jus-
tice contact before coming to the
agency. Also, among persons with any
criminal justice contact, the average
number of contacts was almost eight.
Criminal justice encounters subse-
quent to entering treatment were not
assessed.

Few studies have addressed wheth-
er timely provision of mental health
treatment prevents criminal justice
involvement. Policy makers have
gravitated to this possibility, believing
that inadequate treatment in the
community fuels a cycle of crisis hos-
pitalizations, homelessness, and ar-
rest that overwhelms state and local
correctional systems (24,25). In par-
ticular, with respect to “usual care”—
treatment routinely provided in the
mental health system—we lack even
preliminary data. In research litera-
ture to date, data are lacking on
whether persons with mental illness
who were arrested had in fact been
treated or, if treated, the specific se-
quences and intervals between treat-
ment and arrest (26).

To better understand criminal jus-
tice involvement of treated persons
with mental illness, researchers need
access to comprehensive mental
health treatment data and compre-
hensive criminal justice data (1,26,
27). Having such data frees re-
searchers from addressing only par-
ticular kinds of clients, diagnoses, or
types of arrests, or only particular
clinics or program types. Merging
comprehensive mental health treat-
ment and criminal justice data is
rarely attempted, however, because
technical challenges to matching
records can be formidable and be-
cause confidentiality concerns can
prevent mental health and criminal

justice officials from making data
available for research.

This exploratory, retrospective
study used administrative data on
treatment and criminal justice con-
tact from a large, random sample of
clients with disabilities who were re-
ceiving Medicaid-financed mental
health treatment in Los Angeles
County. We used these data to assess
characteristics of individuals who
were arrested and those who were
not. Characteristics included mental
illness diagnosis and average mental
health service use; the number, seri-
ousness, and disposition of arrests; as-
sociations between mental illness di-
agnosis and severity of arrest; and as-
sociations between arrest and treat-
ment, specifically differences in pat-
terns of care before and after arrest.

Methods
Data sources
We used administrative data from the
California Medicaid claims and state
arrest systems. First, we randomly
drew 10,000 adults from Medicaid
claims records of Los Angeles County
mental health system providers. Be-
cause most previous research and
policy discussions focus on this high-
risk population, we were interested in
adults with a mental illness that was
serious enough to be disabling. We
excluded individuals who were eligi-
ble for Medicaid for reasons other
than disability and those who were
not at least 18 years old as of July
1993. Following these criteria pro-
duced a sample of 6,624 adults with
serious mental illness, which was
used in the analysis.

The records for these individuals
were matched against state criminal
justice arrest records from July 1991
to 2001 on the basis of last name, gen-
der, and date of birth. Separately,
records also were matched on the ba-
sis of Social Security number. The So-
cial Security number match yielded a
slightly lower match rate. However,
the results of the analysis were not
substantially affected by the matching
method used. The data sets were
linked by the state department of jus-
tice. The analysis file used here con-
tained encrypted, individual-level
identifiers. The study received ap-
proval from the institutional review

board at the University of California,
Berkeley. The criminal justice file in-
cludes all events requiring finger-
prints, including arrests and noncrim-
inal events, such as certain employ-
ment applications. We excluded any
records for noncriminal events for
this analysis. The criminal justice data
included the event date, the offense
or offenses for which the individual
was charged at the time of arrest, the
type of disposition (such as dismissal,
conviction, jail, probation, or diver-
sion), and the disposition date.

An arrest could be associated with
more than one type of offense. To ar-
rive at a single offense for purposes of
analysis, we assigned the most severe
offense to each arrest on the basis of a
hierarchy of crime types derived from
categories established by the Federal
Bureau of Investigation (28). The
highest-ranking offense for a given ar-
rest was then assigned to one of the
following mutually exclusive groups:
violent crime (such as murder or as-
sault), other crime against a person
(such as contributing to the delin-
quency or corruption of a minor, ver-
bal assault, weapons possession, and
reckless endangerment), drug crime,
property crime (such as theft, burgla-
ry, unlawful entry, and larceny), mi-
nor and other crimes (primarily disor-
derly conduct but also public lewd-
ness, traffic infractions, driving while
intoxicated, public intoxication, and
similar offenses).

For the full sample of 6,624 indi-
viduals, the state Department of
Mental Health also provided infor-
mation on all Medicaid claims for
mental health treatment for eight
years from July 1, 1993, to June 30,
2001. The Medicaid treatment files
capture a range of covered services,
including inpatient, emergency, day
treatment, crisis management, case
management, medication manage-
ment, and physician visits. Following
the Department of Mental Health,
we defined inpatient services as the
number of days in an acute or a psy-
chiatric hospital for a mental health
diagnosis. Crisis services were de-
fined as the number of days on which
an individual received one or more
emergency or crisis case management
services. Outpatient services were de-
fined as the number of days on which
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an individual received a noncrisis out-
patient service, including physician,
clinic, case management, and med-
ication visits. Amounts of services
were calculated as the number of
days on which a particular service was
received. For example, an individual
receiving two physician visits on one
day was counted as having one outpa-
tient service day. The claims data also
include date of birth, gender, and
race. In the following analyses age
was defined as the individual’s age as
of July 1, 1993.

For the purposes of statistical com-
parison, individuals were separated
into diagnostic categories based on
the ICD-9 diagnosis reported in the
claims. The claims data did not in-
clude secondary diagnoses. However,
some patients were reported as hav-
ing multiple diagnoses over time. In-
dividuals were assigned to a diagnos-
tic group on the basis of a hierarchy of
diagnoses from highest to lowest:
schizophrenia or schizoaffective dis-
order, psychotic disorder not other-
wise specified or delusional disorder,
bipolar disorder, depressive disorder
(major depression and depressive ill-
ness), and other disorders. The state
of California has separate delivery
systems for substance abuse and
mental health services, and therefore
only a relatively small proportion of
patients treated in the mental health
system could have a primary diagno-
sis of a substance use disorder. We
created a separate indicator for the
presence of a substance abuse claim.

Statistical procedures
Descriptive analyses were performed
to compare characteristics of clients
who were arrested and clients who
were not arrested. All analyses were
performed with Stata statistical soft-
ware, version 8. We performed chi
square tests to investigate differences
in race and ethnicity, age, gender, and
diagnosis. To test differences in the
number of mental health services re-
ceived per person, using continuous
measures of inpatient days, crisis
days, outpatient days, and any service
days, we performed t tests. We devel-
oped logistic regression models to as-
certain whether arrest varied by diag-
nosis, controlling for patient charac-
teristics, specifically age, gender, and

ethnicity. We present odds ratios
(ORs) and 95% confidence intervals
(CIs) for the multivariate regression
results.

To examine whether clients re-
ceived services before or after being
arrested, we focused on data for only
the clients who were arrested after
July 1, 1994. To cover the possibility
that clients received community
treatment after arrest, we limited our
analysis to those who received a com-
munity disposition for their offense
(for example, dismissal or probation),
not a jail or prison sentence. This gave
us a sample of 481 clients. For clients
with multiple arrests, we examined
only the first arrest. For these 481
clients we calculated the proportion
who received services before and af-
ter arrest (within 30 days and 180
days, respectively) and conducted
McNemar chi square tests for statisti-
cal significance, which take into ac-
count the nonindependence of the
observations. We assessed receipt of
inpatient, crisis, and outpatient treat-
ment separately.

Results
Individual and treatment 
characteristics of arrest
Over the ten-year period examined,
nearly one-quarter of individuals in
our sample were arrested. Among
6,624 individuals with serious mental
illness, 1,563 (23.6%) had at least one
arrest over the ten-year period. Con-
sistent with crime trends in the gen-
eral population (29), those who were
arrested were significantly more like-
ly to be male, younger, and African
American than those who were not
arrested (Table 1). The multivariate
logistic regression model, which con-
trolled for age, gender, and race and
ethnicity, also showed that those with
arrest records differed in terms of
mental health diagnosis. Compared
with individuals with schizophrenia,
those with bipolar disorder had high-
er odds of being arrested (OR=1.4,
CI=1.1–1.7, p=.009), whereas those
with depressive disorder had lower
odds of being arrested (OR=.7,
CI=.6–.8, p=.009).

Individuals who were arrested at
least once over the ten-year period
received virtually the same number of
mental health services on average as

those who were not arrested over the
time frame observed (data not
shown). Arrested and nonarrested
persons received 109.4 days of any
service on average. Arrested persons
received more outpatient services on
average than persons without arrests,
but the differences were not statisti-
cally significant at conventional lev-
els. Individuals who were arrested
had longer hospitalizations (4.1 days
versus 1.8 days; t=10.53, df=6,622,
p<.001) and more crisis services (2.7
visits versus 1.3 visits; t=9.61,
df=6,622, p<.001) than persons who
were not arrested.

Arrest and offense patterns
The 1,563 arrested individuals had an
average of 3.3 arrests. Repeat contact
was relatively common among those
who were arrested. Among the arrest-
ed group, 895 (57.3%) were arrested
more than once in the ten-year period
examined (data not shown). However,
the distribution of arrests was
skewed, with 667 individuals (42.7%)
arrested only once, 620 (39.7%) ar-
rested two to five times, and 275
(17.6%) arrested more than five times
over ten years.

Of the 5,132 observed arrests,
2,566 (50%) received dispositions
that resulted in the case being dis-
missed, suspended, or similar, mean-
ing there was no further action (data
not shown). Forty-seven percent of
the arrests led to conviction with a
jail sentence, probation, fine, or
restitution. Only 154 (3%) were di-
verted by the justice system to com-
munity services in lieu of further
court processing.

We assessed the most serious of-
fense over ten years for each person
arrested (Table 2) and found that
37.7% of individuals had as their
most serious offense an arrest for a
violent crime (murder or assault).
For 22.8% the most serious offense
was a drug offense, whereas for
18.5% a property offense (such as
theft, burglary, unlawful entry, or lar-
ceny) was the most serious offense.
Another 10.4% of the arrested sam-
ple had as their most serious offense
nonviolent crimes against another
person (such as contributing to the
delinquency or corruption of a mi-
nor, verbal assault, weapons posses-
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sion, reckless endangerment, and
similar offenses), and 10.6% had as
their most serious offense a minor or
other crime (primarily disorderly
conduct but also public lewdness,
traffic infractions, driving while in-
toxicated, public intoxication, and
similar offenses). Our study also
showed that the distribution of of-
fense types differed by mental health
diagnosis. We examined the most se-
rious offense for each individual ar-

rested and found significant differ-
ences in arrests across mental health
disorders (χ2=47.8, df=16, p<.001).

We then grouped individuals diag-
nosed with schizophrenia or psy-
chosis or delusional disorders and
compared them with persons with
other disorders (data not shown). We
tested whether the first group was
more likely to have a violent crime as
their most serious offense relative to
any other offense type and found

large and statistically significant dif-
ferences across mental disorders
(41.3% with schizophrenia or psy-
chotic disorders compared with
29.7% for persons with other disor-
ders had a violent offense; χ2=19.0,
df=1, p<.001). We then compared
drug crimes with all other crimes and
found that persons with schizophre-
nia, psychosis, or delusional disor-
ders were somewhat less likely than
other individuals to have been arrest-
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TTaabbllee  11

Demographic characteristics and mental illness diagnosis of Medicaid clients who were or were not arrested in a ten-year
perioda

Total Not arrested Arrested Multivariate logistic regression
(N=6,624) (N=5,061) (N=1,563) (arrested, 1; not arrested, 0)b

Characteristic N % N % N % χ2 df OR 95% CI p

Age 394.07∗ 2
18–29 yearsc 1,621 24.5 1,036 20.5 585 37.4 1.0
30–44 years 3,138 47.4 2,315 45.7 823 52.7 .7 .6–.8 <.001
45 years and older 1,865 28.2 1,710 33.8 155 9.9 .2 .2–.2 <.001

Gender 130.36∗ 1
Femalec 3,592 54.2 2,941 58.1 651 41.7 1.0
Male 3,032 45.8 2,120 41.9 912 58.4 1.8 1.6–2.0 <.001

Race and ethnicity 199.65∗ 2
White or Hispanicc 2,856 43.1 2,275 45.0 581 37.2 1.0
African American 1,578 23.8 999 19.7 579 37.0 2.1 1.9–2.5 <.001
Asian or other 2,190 33.1 1,787 35.3 403 25.8 .9 .8–1.1 .218

Diagnosis 147.60∗ 4
Schizophreniac 3,497 52.8 2,546 50.3 951 60.9 1.0
Psychosis or delu-

sional disorder 404 6.1 273 5.4 131 8.4 1.2 1.0–1.6 .076
Bipolar disorder 468 7.1 339 6.7 129 8.3 1.4 1.1–1.7 .009
Depression 1,864 28.1 1,609 31.8 255 16.3 .7 .6–.8 <.001
Other 391 5.9 294 5.8 97 6.2 1.0 .8–1.3 .911

a Percentages may not add to 100% because of rounding.
b The logistic regression was based on arrest or no arrest as the dependent variable and the demographic characteristics as independent variables.
c Reference category for regression
∗p<.001

TTaabbllee  22

Major mental disorder among Medicaid clients arrested over a ten-year period, by most serious type of offense

Psychosis or 
delusional Bipolar Depressive Other

Total Schizophrenia disorder disorder disorder disorder

Type of offense N % N % N % N % N % N %

Violent 590 37.7 392 41.2 55 41.2 36 27.9 70 27.5 37 38.1
Other crime against 

person 162 10.4 68 7.2 23 17.6 20 15.5 37 14.5 14 14.4
Drug 356 22.8 208 21.9 25 19.1 33 25.6 70 27.5 20 20.6
Property 289 18.5 177 18.6 19 14.5 26 20.2 52 20.4 15 15.5
Minor or other 166 10.6 106 11.1 9 6.9 14 10.9 26 10.2 11 11.3
Totala 1,563 100.0 951 100.0 131 100.0 129 100.0 255 100.0 97 100.0

a Percentage values may not add to 100% because of rounding. χ2=47.8, df=16, p<.001
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ed for a drug crime (21.5% versus
25.6%), although the results were not
significant.

Treatment patterns 
before and after arrest
For the next analysis we examined
service use before and after arrest for
481 arrested individuals. Table 3
shows that many were not receiving
Medicaid-funded mental health
treatment in the 180 days before be-
ing arrested. Forty-seven percent re-
ceived at least one service within 180
days of arrest, 44.3% received an out-
patient visit, 9.6% a crisis service, and
10.6% were hospitalized.

In the 30 days before arrest, slight-
ly more than a quarter (27.9%) re-
ceived any service, generally an out-
patient visit (26.0%). Three percent
had conditions severe enough to be
hospitalized for their mental illness in

the 30 days before arrest, and 1.9%
received crisis services.

To determine whether arrest was
associated with receiving subsequent
services, we compared the proportion
receiving services before arrest with
the proportion receiving services after
arrest (Table 3). The difference in the
likelihood of receiving any service be-
fore or after arrest was very small and
not statistically significant. However,
arrested individuals were more likely
to receive inpatient services in the 30
days after arrest than before (5% ver-
sus 3%, χ2=5.12, df=1, p= .024) and
more likely to receive crisis services
(4% versus 2%, χ2=3.85, df= 1,
p=.050), indicating a possible flare-up
of symptoms for some. Arrested indi-
viduals were not significantly more
likely to receive outpatient services af-
ter arrest than before, regardless of
the period assessed (30 or 180 days).

Discussion
Our study of 6,624 individuals with
serious mental illness found a rela-
tively high arrest rate (23.6%), with
relatively frequent repeat arrest
(57.3%) over a ten-year period in a
community-based sample of persons
with disabilities who received treat-
ment in the public mental health sys-
tem. Half of the arrests resulted in
the case’s being dismissed, suspend-
ed, or otherwise disposed of without
further action. Overall, 8.9% of the
sample were arrested for a violent
crime. Most arrests were for nonvio-
lent crimes, in sharp contrast to pub-
lic perceptions that persons with se-
vere mental illness are violent or
dangerous.

Among the 6,624 clients, there
were 5,132 total arrests over the ten-
year period. This translates to 775 ar-
rests per 1,000 in the population over
ten years. By comparison, the annual
arrest rate in Los Angeles was 34.1
per 1,000 in the population in 2002
(30). Over a ten-year period, assum-
ing constant arrest and population
growth in the community, the com-
munity arrest rate would be less than
half the arrest rate observed in our
sample (341 compared with 775).
This comparison is only approximate;
it does not adjust for possible differ-
ences in key demographic factors.

The arrest rate in our study was
lower than that of some other studies
of persons with mental illness. Theri-
ot and Segal (23) studied 673 new en-
trants to self-help agencies and com-
munity mental health centers and re-
ported a considerably higher propor-
tion of prior arrests (45% compared
with less than 24% in our study) and
convictions (79% of those arrested
compared with 47%). Half of their
sample was arrested for a violent of-
fense compared with 38% in our sam-
ple. Contributing to criminal justice
involvement, many in their study
were homeless and abused sub-
stances. Conceivably, the criminal
justice involvement of the consumers
for Theriot and Segal’s study might be
greater than we observed because in-
dividuals in our sample were at least
periodic users of mental health serv-
ices. It is also possible that the differ-
ence reflects different local policing
and crime enforcement policies.

PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ January 2007   Vol. 58   No. 1111188

TTaabbllee  33

Receipt of treatment before arrest and after release, by service type, for 481
Medicaid clients who were arrested over a ten-year period

Treated Treated
before arrest after arrest

Treatment before 
or after arrest N % N % χ2b p

Inpatient
Within 30 days

Yes 13 2.7 26 5.4 5.12 .024
No 468 97.3 455 94.6

Within 180 days
Yes 51 10.6 65 13.5 2.72 ns
No 430 89.4 416 6.5

Crisis
Within 30 days

Yes 9 1.9 19 4.0 3.85 .050
No 472 98.1 462 96

Within 180 days
Yes 46 9.6 51 10.6 .41 ns
No 435 90.4 430 89.4

Outpatient
Within 30 days

Yes 125 26.0 116 24.1 .87 ns
No 356 74.0 365 75.9

Within 180 days
Yes 213 44.3 210 43.7 .07 ns
No 268 55.7 271 56.3

Any service
Within 30 days

Yes 134 27.9 130 27.0 .15 ns
No 347 72.1 351 73.0

Within 180 days
Yes 228 47.4 229 47.6 .01 ns
No 253 52.6 252 52.4

a The analysis was limited to the first observed arrest for which an individual received a communi-
ty disposition.

bdf=1
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Our study found that individuals
diagnosed as having schizophrenia or
psychosis were disproportionately ar-
rested for violent crimes, whereas
persons with other disorders were
disproportionately arrested for drug
crimes. Drug crimes likely reflect co-
morbid substance use disorders,
which are relatively common among
persons with serious mental illness.
Persons with schizophrenia also may
abuse illicit substances, but they may
behave aggressively more than per-
sons with depression. Arresting per-
sons with schizophrenia for aggres-
sive behavior may take precedence
over arresting them for violating drug
laws.

The study also found a high rate of
arrest among African Americans.
This result is consistent with com-
munity studies showing African
Americans’ higher rates of diagnosed
schizophrenia, lower likelihood of
receiving the latest psychiatric med-
ications, and greater difficulty in
achieving successful community in-
tegration (31–33). It is possible that
their difficulties in accessing care
lead to more severe symptoms,
greater criminal involvement, and
more frequent arrest.

Although jail environments may
promote decompensation (34), we
did not find that arrested individuals
were more likely to receive treatment
services after arrest than before. Ar-
rest may be an indicator that symp-
toms of mental illness have flared up.
Despite arrest and a diagnosis of
mental illness associated with disabil-
ity and a requirement of long-term
treatment, however, only 27% of the
sample received mental health treat-
ment of any kind within 30 days from
the date of arrest. Equally revealing,
those who were treated were more
likely to receive inpatient and crisis
care after their arrest than before,
and they were no more likely to re-
ceive outpatient care. The lack of
change in outpatient service use after
arrest points to potential missed op-
portunities to reconnect to treatment
individuals whose arrest was indica-
tive of increased symptoms or for
whom arrest may have promoted de-
compensation.

The data point to a potentially
large and important role that the

criminal justice system could play in
reconnecting individuals to services.
Better communication between the
mental health and criminal justice
systems could reduce the time be-
tween release from jail and subse-
quent initiation of treatment. One
response to high rates of arrest and
incarceration of persons with mental
illness has been to examine carefully
the role played by the police, who
are key gatekeepers who often must
decide whether disruptive behavior
should be treated as psychiatric or
criminal (35). Mobile crisis inter-
vention programs, where mental
health expertise informs policing ef-
forts, have been developed and de-
ployed, and some have shown prom-
ising results (36).

When considering our findings,
several limitations should be kept in
mind. We were limited to a single
site, which raises questions of geo-
graphic generalizability. However,
our research site, Los Angles Coun-
ty, provides an important venue to
study mental illness and criminal
justice involvement. In fiscal year
2000 approximately 55,000 individu-
als received outpatient mental
health services in jail in Los Angeles
County (37). Because we observed
only Medicaid-funded services,
members of our sample may have
lacked care because they did not
seek or were not referred for servic-
es or because they lost Medicaid el-
igibility (38). Thus our results are in-
dicative of problems in either access
to services or in Medicaid enroll-
ment. We cannot distinguish be-
tween these equally problematic al-
ternatives, nor did we observe
non–Medicaid-financed services, in-
cluding more informal treatment or
treatment provided in sectors other
than Medicaid-funded specialty
mental health services. Another lim-
itation is that we had limited ability
to measure co-occurring substance
abuse or dependence and could not
measure homelessness. Our ten-
year window falls short, for many
people, of encompassing complete
treatment and arrest careers. Final-
ly, our research design was correla-
tional, not experimental, and we
could not draw conclusions about
cause and effect.

Conclusions
Our study shows that almost a quarter
of persons with serious mental illness
were arrested in a ten-year period.
Many of these individuals were ar-
rested for violent crimes, with drug
crimes the second most common cat-
egory of crime. However, half of the
arrests did not lead to conviction.
Furthermore, the seriousness of the
offense varied with the person’s diag-
nosis. We also found that arrest was
not associated with meaningful in-
creases in service use, pointing to po-
tential missed opportunities to recon-
nect those individuals to treatment.
Future research should address
whether receipt of community-based
mental health care causally reduces
the probability of arrest, and if so,
what intensity of community-based
care has the largest effect on arrest,
and whether these relationships vary
by type of crime or diagnosis.
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