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Objective: This study sought to determine whether having Medicaid bene-
fits and receiving behavioral health services are associated with a reduc-
tion in recidivism for jail detainees with severe mental illness. Methods: A
quasi-experimental design with linked administrative data was used. All
persons released over a two-year period from jails in King County, Wash-
ington (N=5,189), and Pinellas County, Florida (N=2,419), who had severe
mental illness were followed for 12 months after jail release. Those who
were receiving Medicaid benefits at release and those who were not were
compared on three indicators: how many subsequent arrests occurred,
how soon the arrest occurred, and how serious the associated offense was.
The data were analyzed with negative binomial, Cox proportional hazards
models and logistic regression with adjustments for dependent observa-
tions. Results: In both counties, having Medicaid at release was associated
with a 16% reduction in the average number of subsequent detentions
(p<.001 and p<.01, respectively). After the analysis controlled for demo-
graphic and clinical variables, more days on Medicaid were associated with
a reduced number of subsequent detentions in King County (p<.001) and
more days in the community before subsequent arrest in both counties
(p<.01 and p<.05, respectively). No association was found between Medic-
aid status and the seriousness of the subsequent offense in either county.
Conclusions: Although Medicaid benefits and behavioral health services
were associated with fewer rearrests and more time in the community, the
observed differences were relatively small. Further research is needed to
determine how greater reductions in jail recidivism can be achieved for
this target population. (Psychiatric Services 58:794-801, 2007)
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oped to educate the criminal justice
community or mental health commu-
nity about how the other system op-
erates and how collaboration can be
improved (4,5). Successful partner-
ships between the criminal justice
and mental health systems have oc-
curred (3,6). Special technical assis-
tance centers have been created to
provide guidance to the justice com-
munity about co-occurring substance
use disorders and mental disorders
and programs for jail diversion (7).
Collaboration has also occurred
among several federal agencies to de-
velop service models and practices
that ease transition of offenders with
mental illness from prisons and jails
to the community (8). However, de-
spite overlapping caseloads, the reali-
ty in most communities is that jails
and the mental health service system
operate independently of one anoth-
er, and as a result, policies designed
for or by one system could negatively
affect the other.

One example is the national pro-
gram sponsored by the Social Securi-
ty Administration (SSA) in which jails
can receive up to $400 per case to re-
port inmates who have Supplemental
Security Income (SSI) while incarcer-
ated (9) so that the benefits of incar-
cerated persons can be suspended or
terminated in order to prevent inap-
propriate monthly income assistance
payments. Although financially re-
warding both to SSA in terms of saved
expenditures and to local jails in
terms of gained revenue, this pro-
gram may be disadvantageous for de-
tainees with mental illness because
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Medicaid benefits are linked with
these disability income programs.
Thus, if disability payments are sus-
pended or terminated, so are these
health care benefits. Further, without
any insurance coverage, individuals
with severe mental illness may be de-
terred from seeking services or have
more difficulty locating providers
willing to treat them (10).

This article is the third in a series
examining Medicaid status, service
use, and jail detentions of persons
with severe mental illness. Our prior
research (10,11) assessed two con-
cerns: first, how often do mentally ill
detainees lose Medicaid benefits dur-
ing jail stays, and second, do those
who have Medicaid upon jail release
have greater access to and use of
mental health services? Our findings
indicated that of all detainees with se-
vere mental illness who were booked
into two large urban jails over a five-
year period, fully 97% were released
with their Medicaid benefits intact
(11). The 3% who lost their benefits
while incarcerated had significantly
longer jail stays than those who did
not lose their benefits. Further, de-
tainees with severe mental illness
who had Medicaid benefits at jail re-
lease accessed services more quickly
and more often in a 90-day postre-
lease period than those who were not
receiving Medicaid (10).

The findings from our previous
studies suggest that having Medicaid
at jail release benefits the mental
health system in that Medicaid-en-
rolled detainees with severe mental
illness receive more community serv-
ices and access them more quickly
than those without Medicaid. The
unanswered question is whether
there is a comparable benefit to the
criminal justice system. That is, does
having Medicaid and receiving com-
munity-based mental health services
reduce recidivism among jail de-
tainees with severe mental illness?
This question cannot be answered
from the available literature because
there have been no published studies
evaluating the effects of Medicaid
benefits and mental health services
on jail recidivism for persons with se-
vere mental illness.

We addressed this gap by examin-
ing the subsequent jail detention ex-

periences of persons with severe
mental illness over a 12-month period
to answer three research questions:
Does the combination of having
Medicaid at jail release and receiving
community-based mental health serv-
ices after release reduce recidivism in
a 12-month postrelease period for
persons with severe mental illness?
Does this combination lead to more
time in the community for persons
with severe mental illness before a
subsequent arrest? Does this combi-
nation lead to less serious subsequent
crimes for persons with severe mental
illness?

Methods

Design

A quasi-experimental study using
linked administrative data was con-
ducted to examine the association
among Medicaid benefits and the uti-
lization of community mental health
and substance abuse services on re-
cidivism of jail detainees with severe
mental illness. The unit of analysis
was jail detentions, not unique per-
sons. Medicaid status can change on a
monthly basis, and many people cycle
in and out of jail over the course of a
year. Someone who has Medicaid at
the time of his or her first release
from jail may or may not have Medic-
aid at the time of a subsequent re-
lease. Each detention carries with it
the possibility of having or not having
Medicaid and getting or not getting
access to services that may prevent or
delay recidivism. Thus using deten-
tions as the unit of analysis allowed us
to assess the protective functions of
Medicaid vis-a-vis subsequent arrests
and detentions each time a release
event occurred. As explained below,
we used statistical adjustments to
control for the interdependency of
events within persons.

Study sites

The study was carried out in King
County (Seattle) and in Pinellas
County (Clearwater-St. Petersburg),
Florida. These sites were selected be-
cause of the availability of administra-
tive data that could be linked across
Medicaid, jail, and mental health
agency records. In 2000 the Pinellas
County jail ranked 33rd and the King
County jail 34th on the list of largest
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jail jurisdictions in the United States
according to the Bureau of Justice
Statistics (12). In King County the av-
erage daily jail census was slightly
smaller than in Pinellas County
(2,400 compared with 2,504), but the
total number of jail bookings was
about 37% larger (60,992 compared
with 44,395). However, the incarcera-
tion rate per 100,000 was twice as
large in Pinellas County (272 com-
pared with 138).

Participants and data sources
A total of 5,189 jail releases involving
2,095 persons with severe mental ill-
ness were identified in King County,
and 2,419 releases involving 1,210
persons with severe mental illness
were identified in Pinellas County, for
an average of 2.48 and 1.99, respec-
tively. A common sampling logic was
followed to identify study participants
in each county, but data sources and
linkage procedures varied somewhat.
For Pinellas County, Medicaid claims
files were used to identify all individ-
uals with one of the following DSM-
IV codes: schizophrenia (295), affec-
tive disorders (296, excluding 296.2),
delusional disorder (297.10), and psy-
chotic disorder not otherwise speci-
fied (298.9). The list of persons with
severe mental illness obtained from
the Medicaid records was linked to a
detention file from the Pinellas
County Jail to identify all persons
with severe mental illness who were
detained during the study period.
For King County, county mental
health files were used to identify per-
sons with one of the four DSM-IV
codes above. This list was linked with
Medicaid enrollment files and then
with King County jail detention files.
To identify substance dependence di-
agnoses, county mental health files
were used. To identify substance de-
pendence-related treatment episodes,
these data were then linked to the
Treatment and Report Generation
Tool data information system of the
State of Washington’s Division of Alco-
hol and Substance Abuse. Substance
dependence was identified by DSM-
IV diagnosis (codes 303.90, 304.0, and
305.0). Substance dependence, rather
than substance abuse, was used to
enumerate only individuals with se-
vere and chronic substance use issues.
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It is important to note that all study
participants were enrolled in Medic-
aid at some time during the two-year
accrual period for the sample and
were detained in jail at least once.
Thus, for each jail release, Medicaid
status was determined on the day of
release, and for the purposes of the
bivariate analyses described below,
the detention was assigned to either
the Medicaid or non-Medicaid groups.
In doing so, multiple detentions for
the same person could have been as-
signed to the different groups (Med-
icaid or non-Medicaid). Here, per-
sons without Medicaid at the time of
a jail release were those who either
lost enrollment or had not yet been
enrolled on the date of their jail re-
lease. This sampling design attempts
to control for Medicaid eligibility and
to ensure that the two comparison
groups within each county were
roughly comparable on disability sta-
tus and financial need. Consistent
with this assumption, a majority of
participants—75% in King County
and 79% in Pinellas County—were
receiving SSI or SSDI at some point
during the study interval.

All jail detentions over a two-year
period from each county that met
study inclusion criteria were identi-
fied: January 1, 1996, through De-
cember 31, 1997, in King County and
October 1, 1998, through September
30, 2000, in Pinellas County. Each de-
tention was then followed prospec-
tively for one year to identify subse-
quent detentions. Thus the entire
study period for both participant ac-
crual and follow-up in each county
spanned a total of three years; Janu-
ary 1, 1996, through December 31,
1998, for King County and October 1,
1998, through September 30, 2001,
for Pinellas County.

The study protocol was reviewed
for human subjects’” protection by in-
stitutional review boards at the State
of Washington’s Department of Social
and Human Services, the University
of North Carolina at Chapel Hill, and
at the University of South Florida

Measures

Three demographic variables were
available for analysis: race (coded
white, black, or other), age, and gen-
der. In the multivariate analyses de-
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scribed below, white was used as the
reference category. Age was coded as
follows: 18 to 25, 26 to 35, 36 to 45,
and 46 to 64 years. Individuals aged 26
to 35 were designated as the reference
category. Dual mental health-sub-
stance dependence diagnosis (coded 0
for no and 1 for yes) and SSI-SSDI dis-
ability status (coded 0 for no and 1 for
yes) were also examined.

Because Medicaid enrollment can
fluctuate regardless of living situation
(either in jail or in the community),
Medicaid status was measured in two
ways—irst as a dichotomous (yes-no)
variable based on whether or not a jail
detainee had Medicaid at the time of
release and second as a rate variable.
Specifically, Medicaid rates after each
detention were calculated as the num-
ber of postrelease Medicaid-enrolled
days divided by the number of postre-
lease Medicaid-eligible days until the
next detention, if any, or until the end
of the study period. For example, an
individual who was released without
Medicaid, was enrolled in Medicaid at
30 days postrelease, and was rearrest-
ed at 60 days postrelease would have a
Medicaid rate of .5 (30 days enrolled
divided by 60 days eligible).

Using the same logic, outpatient
mental health service rates were cal-
culated as the number of postrelease
outpatient service days received di-
vided by the number of days eligible
for outpatient services. Days hospital-
ized were subtracted from the count
of eligible days. A day in which any di-
rect (face-to-face) or indirect behav-
ioral health service was received was
counted as a service day, and these
services may have included but were
not limited to telephone contacts, ad-
vocacy and linkage, individual or
group counseling sessions, and med-
ication checks. The outpatient mental
health service rate was categorized
into low-, medium-, and high-use cat-
egories on the basis of frequency dis-
tributions for mental health services
in each county. In preliminary analy-
ses, the King County frequency dis-
tribution was applied to the Pinellas
data to determine whether a uniform
rate categorization made a difference
in any of the results. The multivariate
results indicated no significant differ-
ences, so county-specific scoring was
retained in the final analyses.

Because of the low use of outpa-
tient substance abuse services, a di-
chotomous variable (coded 1 for any
services received in the time until
next arrest—or 365 days postre-
lease—and 0 for no services received
during that period) was created.

With respect to dependent vari-
ables, to examine the first question
(How many detentions occurred in
the postrelease period?), a variable
enumerating the number of subse-
quent detentions (detentions occur-
ring after release from jail) was coded
0 for none, 1 for one or two, and 2 for
three or more for the bivariate analy-
ses described below. Also, this vari-
able was treated as a count variable
(that is, count of the number of sub-
sequent detentions) for the multivari-
ate analyses described below. For the
second research question (How soon
before a subsequent detention?), a
continuous variable measuring time
to next detention in days was created,
and this variable had a potential range
of 1 to 365. And, for the third re-
search question (How serious is the
subsequent offense?), state criminal
codes and National Crime Index
Codes were used to categorize crimes
as felonies and nonfelonies and as vi-
olent or nonviolent offenses.

Separate variables were then creat-
ed to measure any intensification in
seriousness (for example, graduating
from a nonfelony to a felony crime)
and violence (for example, graduating
from a nonviolent to a violent crime)
from a previous crime to a subse-
quent crime (coded 0 for no change
in intensity and 1 for an increase in
intensity). In instances in which mul-
tiple offenses or charges were listed
for a particular detention, the most
serious offense was used.

Data analysis

As noted above, all data analyses were
carried out with detentions as the unit
of analysis. The data were analyzed
separately by county, because our
data use agreement with the Pinellas
County Data Collaborative prevented
pooled analyses. Bivariate analyses
using the dichotomous Medicaid
measure and multivariate analyses us-
ing the Medicaid and outpatient
mental health and substance abuse
service rates are reported. All statisti-
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cal analyses were implemented using
SAS/STAT 9.1 (13).

Bivariate analyses. To examine the
first research question (How many?),
a chi square test was conducted with
group status (coded 0 for non-Medic-
aid and 1 for Medicaid) as the inde-
pendent variable and number of sub-
sequent detentions (coded 0 for
none, 1 for one or two, and 2 for three
or more) as the dependent variable.
To examine the second research
question (How soon?), an independ-
ent-groups t test was conducted with
group status as the independent vari-
able and days to next detention as the
continuous dependent variable. To
examine the third research question
(How serious?), chi square tests were
conducted with group status as the in-
dependent variable and crime inten-
sity and violence as the dependent
variables in separate tests.

Multivariate analyses. To address
the first research question (How
many?), a negative binomial regres-
sion model was used to examine the
associations between the number of
subsequent detentions after a prior
detention (treated as a count variable)
and the Medicaid and service utiliza-
tion rate variables, and the analysis
controlled for race, gender, age, dual
substance dependence and mental
health diagnosis, and SSI-SSDI. Gen-
eralized estimating equations (GEEs)
were then used to adjust the standard
errors to account for the correlations
among repeated measures (that is,
multiple events within persons) so that
correct inferences could be made (14).

To address the second research
question (How soon?), a Cox propor-
tional hazards model was estimated to
examine the associations among the
dependent variable (days to next de-
tention) and the Medicaid and service
utilization rate variables, and the
analysis controlled for race, gender,
age, dual substance abuse and mental
health diagnosis, and SSI-SSDI.
Again, to account for the dependency
among observations, a special hazards
model was used to produce robust
variance estimates for dependent ob-
servations, coefficient estimates, and
adjusted standard errors (15).

To address the third research ques-
tion (How serious?), separate logistic
regression models were estimated to

examine the associations among each
dependent variable (crime intensity
and violence) and the Medicaid and
service utilization rate variables, and
the analysis controlled for race, gender,
age, dual substance dependence and
mental health diagnosis, and SSI-SSDI.
GEE was again used to adjust for the
dependency among observations.

The policy variables of interest in
these multivariate models are the
Medicaid and outpatient mental
health and substance abuse service
use rates. To examine the unique as-
sociations among the policy variables
and subsequent detentions, the co-
variates and policy variables were
modeled hierarchically in each analy-
sis. First, demographic variables
(race, gender, and age) and clinical
variables (dual mental health and
substance dependence disorders)
were entered into the equation (mod-
el 1); second, the SSI-SSDI indicator
was entered (model 2); third, the
Medicaid rate variable was entered
(model 3); and fourth, the outpatient
mental health and substance abuse
service rate variables were entered
(model 4). This sequential analysis
approach allowed us to isolate the full
and partial associations of Medicaid
and services on recidivism for jail de-
tainees with severe mental illness
who were released from jail. Because
of space limitations, however, only re-
sults from models 3 and 4 are shown.
[Full model results are available in an
online supplement to this article at
ps.psychiatryonline.org. ]

Finally, a number of sensitivity tests
were conducted to assess the sensitiv-
ity of findings to particular partitions
of the data. For example, the exact
basis of disability (psychiatric or oth-
er) from the available Medicaid files
could not be determined. Therefore,
all of the multivariate models de-
scribed above were estimated for par-
ticipants aged 55 or younger (whose
disability was more likely due to psy-
chiatric reasons), persons committing
misdemeanors only, SSI-SSDI only,
persons with diagnoses of schizophre-
nia only, and persons with diagnoses
of affective disorders only were exam-
ined. None of these partitions had
significant effects on the overall find-
ings presented below. In addition,
preliminary models controlled for se-

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ June 2007 Vol. 58 No. 6

riousness of previous crimes (such as
violent felony and nonviolent non-
felony) and predetention levels of be-
havioral health care use. These vari-
ables did not contribute to the signif-
icance of any of the models and were
omitted.

Results

Bivariate results

Table 1 shows the results of the bi-
variate analyses used to examine each
research question. With regard to the
first question (How many?), 68.9% of
the King County detentions (3,579 of
5,189 detentions) and 67.5% of the
Pinellas County detentions (1,632 of
2,419 detentions) were followed by a
subsequent detention within the 365-
day follow-up period. However, in
each county, the mean number of de-
tentions with Medicaid at release that
were followed by a subsequent deten-
tion in the follow-up period was
slightly lower than for detentions
without Medicaid at release (for King
County 1.9 compared with 2.3,
p=.001, and for Pinellas County 2.1
compared with 2.5, p=.01), which
represents a 16% reduction in deten-
tions in each county.

In regard to the second question
(How soon?), in King County, indi-
viduals with Medicaid at jail release
remained in the community slightly
longer than those without Medicaid
(102 compared with 93 days, p=.007),
whereas there was no such advantage
in Pinellas County (110 and 112 days,
respectively).

Regarding the third question (How
serious?), a large majority of offenses
in each county were for minor, nonvi-
olent crimes. Only 31%-35% of the
offenses were felonies, and only
18%—-23% were associated with a vio-
lent crime. Having Medicaid at re-
lease did not lead to an advantage in
having less serious or less violent
charges at the next detention.

Multivariate results

In regard to the question of how
many detentions occurred in the fol-
low-up period, as shown in Table 2,
an increase in the Medicaid rate vari-
able was associated with a decrease in
the odds of having a subsequent de-
tention in King County (odds ratio
[OR]=.66, p<.001, model 3). Also, for
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Table 1

Characteristics of subsequent jail detentions of persons with severe mental illness released from jails in King County and
Pinellas County, by Medicaid status at time of release

King County (N=5,189)

Pinellas County (N=2,419)

Medicaid No Medicaid Medicaid No Medicaid
(N=3,346: (N=1,843: (N=1,87T: (N=542;
65%) 35%) 78%) 29% )
Test Test
Characteristic N % N % statistic  df p N % N % statistic  df P
Subsequent
detentions
0 1,079 32.3 531 28.8 ){2:6.56 1 .01 631 33.6 156 28.8 X2:4.48 1 .03
lor2 1,341 40.1 706  38.3 x2=1.56 1 21 702 374 202 37.3 X2=-00 1 .96
3 or more 926 27.7 606 32.9 X2:15.48 1 .001 544 29.0 184 34.0 X2=4-93 1 .03
M+SD 1.90+ 2.97+ t=5.07 3,339 .001 2.07+ 2.45+ t=2.60 818 .01
2.26 2.63 2.78 3.05
Time to next
detention
Within 30 days 687 20.5 441 239 x2=8.06 1 .005 290 155 93 17.2 X2=-92 1 .34
Within 60 days 1,059 31.7 658 35.7 X2:8,82 1 .003 473 25.2 137 25.3 X2=-00 1 97
Within 90 days 1,295 38.7 814 44.2 ){2:14.71 1 .001 598 31.9 177 32.7 X2:.12 1 .73
Within 365 days 2,267 67.8 1,312 712 x2=6.56 1 .01 1,075 57.3 323 59.6 X2=-93 1 .34
M+SD 102.16+ 93.39+ t=—2.68 3,577 .007 109.81+ 111.60+ t=.2 1,396 .78
95.23 92.20 99.26 100.36
Seriousness of
subsequent crime
Violent 611 18.3 323 17.5 ){2:.43 1 51 434 23.1 121 22.3 X2:.15 1 .70
Felony 1,035 30.9 601 32.6 X2=1~55 1 21 650 34.6 176 32.5 x2=.87 1 .35

King County, when the service rate
variables were added (model 4), the
Medicaid rate variable continued to
be associated with decreasing odds of
subsequent detentions (OR=.65, p<
.001), but the mental health and sub-
stance abuse service rate variables did
not have significant relationships with
subsequent detentions. For Pinellas
County, the Medicaid rate variable
was not statistically significant (al-

though its sign indicated that Medic-
aid was associated with an increase in
subsequent detentions) in either
model 3 or 4. The mental health and
substance abuse service rate variables
did not have significant relationships
with subsequent detentions.

How soon does a subsequent deten-
tion occur? As shown in Table 3, after
the analysis controlled for the demo-
graphic and clinical covariates, an in-

creasing Medicaid rate was associated
with a longer period of time in the
community before a subsequent de-
tention for both King County and
Pinellas County (OR=.84, p<.001, and
OR=.79, p<.05, respectively). Also,
higher rates of mental health and sub-
stance abuse service use were associ-
ated with longer time to subsequent
arrest (that is, more days in the com-
munity before subsequent detention)

Table 2

Predictors of frequency of subsequent detentions within 365 days after jail release of persons with severe mental illness in

King County and Pinellas County*

King County (N=5,189)

Pinellas County (N=2,419)

Model 3 Model 4 Model 3 Model 4
Variable B SE OR B SE OR B SE OR B SE OR
Medicaid rate -41 .09 .66* —-43 .09 .65* .20 .16 1.22 14 .16 1.15
Outpatient substance abuse -17 a1 .84 A1 13 1.12
Outpatient mental health
Moderate use -01 .07 .99 .16 11 1.17
High use 14 .10 1.15 18 .16 1.20

4 All odds ratios control for race, gender, age, dual mental health and substance abuse diagnosis and for receipt of Supplemental Security Income and
Social Security Disability Insurance. Multinomial logit models with generalized estimating equations were used in these analyses.
*p<.001, for differences from 1.0 (no effect) for each predictor variable within each county
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Table 3

Predictors of time to subsequent detention for persons with severe mental illness released from jails in King County and

Pinellas County*
King County (N=5,189) Pinellas County (N=2,419)
Model 3 Model 4 Model 3 Model 4
Variable B SE OR B SE OR B SE OR B SE OR
Medicaid rate -17 .06 84** -.01 .06 .99 -.23 .10 79 36 .10 T0**
Outpatient substance abuse -.70 .07 50" -.08 .10 .92
Outpatient mental health
Moderate use -.88 .05 41 59 A1 1.80**
High use -43 .05 .65** 97 12 2.64**

4 All odds ratios control for race, gender, age, dual mental health and substance dependence diagnosis and for receipt of Supplemental Security Income
and Social Security Disability Insurance. A WLW (Wei, Lin, and Weissfeld) survival model was used for this analysis.
*p<.05, testing differences from 1.0 (no effect) for each predictor variable within each county
“p<.001, testing differences from 1.0 (no effect) for each predictor variable within each county

in King County (model 4); however,
after the analysis controlled for serv-
ice use, the Medicaid rate variable no
longer had a significant association
with time to subsequent detention. In
Pinellas County, the Medicaid rate
variable was associated with more
time spent in the community, and this
relationship remained significant after
the analysis controlled for the service
variables (OR=.70, p<.001). However,
the mental health service variables
were inversely related to time to sub-
sequent detention (OR=1.80 and
2.64, respectively, p<.001).

How serious was the offense at the
subsequent detention? Although data
are not shown here, higher rates of
mental health service use decreased
the odds of having felony charges
(OR=.79, p<.05) in King County;
however, higher rates of mental
health service use increased the odds
of having a violent next offense
(OR=1.32, p<.05). There were no sig-
nificant associations for Medicaid or
any of the service variables on the se-
riousness or violence of subsequent
offenses in Pinellas County.

Discussion

Although not perfectly aligned, the
findings for King County and Pinel-
las County suggest that the combi-
nation of Medicaid benefits and be-
havioral health service use is associ-
ated with some improvement in
criminal justice outcomes for people
with severe mental illness. Persons
with severe mental illness who were

enrolled in Medicaid at jail release
had 16% fewer detentions and
stayed out of jail longer, on average,
than those who either did not have
benefits or had them for a shorter
time. Thus, in combination with our
earlier work, the findings reported
here suggest that Medicaid is associ-
ated with positive gains for the men-
tal health system in keeping people
engaged in services and for the
criminal justice system in reducing
recidivism.

Some of the findings were unex-
pected. For example, in Pinellas
County, higher levels of outpatient
mental health service use were associ-
ated with a decrease in the amount of
time spent in the community before a
subsequent detention. One explana-
tion for this finding is that those most
at risk for reincarceration in Pinellas
County were being targeted to re-
ceive more services, but this explana-
tion is purely speculative. On the oth-
er hand, most health services re-
searchers are familiar with the prob-
lem of having either no association or
anegative association between servic-
es receipt and improvement; unless
one can adequately control for sever-
ity, it will often appear that services
are somehow harmful. As noted
above, we did not have an independ-
ent measure of mental health status,
so we had only weak controls for
severity.

Similarly, in King County, higher
rates of mental health service use
were associated with increased odds
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of having a violent next offense. Pos-
sibly, this finding reflects the tenden-
cy reported in the literature for serv-
ice providers who are in regular con-
tact with the judicial system (such as
diversion services, probation officers,
and judges) to use the leverage of re-
arrest for technical violations to en-
courage treatment compliance (16).
Alternatively, it might simply reflect
the tendency of providers to target
services to individuals whom they
perceive as having a greater likeli-
hood for violent behavior.

Several caveats and limitations of
this research should be acknowl-
edged. The extent to which these
findings can be generalized to other
counties and jail jurisdictions is un-
known. Furthermore, the sample had
already been jailed at the start of this
study; the main question examined
was whether Medicaid and service
use affected subsequent detention
patterns. Therefore, the arrest and
detention rates reported here should
not be generalized to the whole pop-
ulation of persons with severe mental
illness. In addition, the study relied
on administrative data from two sepa-
rate counties, which limited the num-
ber and range of control variables
considered. In particular, as noted
above, there was no independent
measure of mental health status or
severity for participants from either
county, and it is unknown whether
the service utilization rates reflect ap-
propriate levels of service for these
persons.
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Moreover, there is a long history of
research on the relationship between
mental illness and criminal behavior
that identifies variables such as
symptom severity, social functioning,
education, and social connectedness
that influence criminal behavior
(17-20). Possibly one or more of
these or other unmeasured variables
that are correlated with Medicaid
status might more parsimoniously
account for the associations attrib-
uted here to Medicaid status. Also,
Medicaid status might be a proxy
variable for something else that in-
fluences retention on Medicaid,
such as having a fixed address or
family support. In addition, because
Medicaid often accompanies SSI, it
is possible that the findings present-
ed here are driven by income sup-
port rather than Medicaid benefits.
However, arguably, access to and uti-
lization of mental health services is
governed by insurance status more
so than income, especially for the
population that is the subject of this
study. The influence of income most
likely manifests itself in ways that are
important but unmeasured here,
such as housing and access to trans-
portation to keep appointments.

Finally, it is important to emphasize
that these data refer to jails, not pris-
ons. Currently, there are no pub-
lished data available about the recidi-
vism of released prisoners with severe
mental illness. Despite these limita-
tions, the data reported here are the
best currently available to answer
questions about the role of Medicaid
benefits and use of community servic-
es in keeping people with severe
mental illness out of jail.

The findings reported here sug-
gest that Medicaid works by facilitat-
ing access to mental health and sub-
stance abuse services and that the
combination of benefits and services
helps to keep people functioning in
the community longer. Yet 68% to
69% of the detentions in these two
counties had at least one reincarcer-
ation during the 12-month follow-up
period. These findings confirm the
revolving-door experience that many
persons with severe mental illness
have with jails. The findings also
raise questions about what more can
be done beyond Medicaid enroll-
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ment to stem and reverse the tide of
incarcerating persons with mental
illness in jail. One possibility is to en-
act legislation that prohibits these
detentions; another is to increase the
intensity of community-based treat-
ment services. Both options are dis-
cussed below.

It is noteworthy that people with
severe mental illness are jailed most-
ly on misdemeanor charges involving
minor offenses, such as dining and
dashing, disturbing the peace, or ag-
gressive panhandling. Over 65% of
the charges in King County and
Pinellas County were for minor of-
fenses of this sort, and less than 25%
were for violent offenses. One strat-
egy that would dramatically reduce
the number of persons with mental
illness in jail is to ban the incarcera-
tion of persons with severe mental
illness who have committed only mi-
nor offenses. A bill to this effect
(SB5533) is now working its way
through the legislature in Washing-
ton State (21). Supporters of this bill
include the Washington Association
of Sheriffs and Police Chiefs and the
state chapter of the National Al-
liance on Mental Illness (NAMI).
Their goal is to avoid the criminaliza-
tion of mental illness by diverting of-
fenders to alternative mental health
treatments.

However, the success of a legisla-
tive ban would depend on the avail-
ability and effectiveness of the treat-
ment services to which people are di-
verted. Diversion to routine, every-
day, or “usual care” services may not
be effective for many people with se-
vere mental illness. The Jail Diver-
sion Initiative sponsored by the Sub-
stance Abuse and Mental Health Ser-
vices Administration, for example,
found that the services associated
with usual community care did not
improve either mental health out-
comes (no fewer psychiatric symp-
toms) or public safety outcomes (no
fewer arrests) among persons with
mental illness who were diverted
from jail compared with those who
were not diverted (22). In the study
presented here, most of the reported
service contacts in each county were
to usual community care. So it is not
surprising that the use of these servic-
es did not result in far lower reincar-

ceration rates than the ones observed
in this study.

Would more intensive, evidence-
based interventions, such as as-
sertive community treatment (23),
integrated dual diagnosis treatment
teams (24), or supported employ-
ment (25), work better at keeping
people with severe mental illness
out of jail? Although intensive evi-
dence-based treatments may be
necessary to stabilize severe psychi-
atric conditions, current evidence
suggests that they are not sufficient
to keep many people with severe
mental illness from being arrested
and placed in jail. A review of ran-
domized clinical trials of assertive
community treatment interventions
shows that, in seven of ten trials, it
was no more effective than usual
care in keeping people out of jail
(26). Recent randomized controlled
studies of assertive community (27)
and integrated dual diagnosis treat-
ment teams (28,29) report similar
results. These studies suggest that
something in addition to intensive
community-based treatment is
needed if we are to stop the revolv-
ing door of repeated jail detentions
(30). One promising area for further
exploration is targeting behaviors
that often lead to arrest with inter-
ventions such as moral reconation
therapy and modified therapeutic
communities (31,32).

It is likely that a comprehensive jail
diversion strategy for people with
mental illness will require a layered
approach. Less intensive case man-
agement and treatment programs
would be targeted to those with less
severe disorders, whereas the most
intensive and costly services, such as
assertive community treatment, would
be reserved for those with the most
severe disorders who are at imminent
risk of repeated jail detentions and
hospitalizations. Research to show
the cost-effectiveness of such layered
arrangements has yet to be undertak-
en. There remains a great need for
community mental health and crimi-
nal justice systems to collaborate on
solutions for developing, financing,
delivering, and evaluating services
that will help keep persons with men-
tal illness out of jail and functioning in
the community.
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Conclusions

In this study, having Medicaid at jail
release was associated with lower
rates of reincarceration and fewer jail
days, and in previous studies it was as-
sociated with greater access to commu-
nity-based services. However, these
advantages were rather small. Fur-
thermore, receipt of community-
based mental health and substance
abuse services of the caliber routinely
available in most communities does
not keep people with severe mental
illness from cycling in and out of jail.
Whether Medicaid benefits in combi-
nation with more intensive, evidence-
based services would work better is
an important question to answer for
both behavioral health practitioners
and jail administrators seeking to pro-
vide appropriate care for people with
mental illness who are involved with
the criminal justice system.
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