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Abstract

Objective—To investigate whether Washington State’s 2006 policy of expediting Medicaid
enrollment for offenders with severe mental illness released from state prisons increased Medicaid
access and use of community mental health services while decreasing criminal recidivism.

Methods—A quasi-experimental design with linked administrative data was used to select all
prisoners with a severe mental illness (schizophrenia or bipolar disorder) released during the
policy’s first two years (January 1, 2006 through December 31, 2007), separating those referred
for expedited Medicaid (n= 895) from a propensity-weighted control group of those not referred
(n=2191). Measures included binary indicators of Medicaid enrollment; other public insurance
enrollment; post-release use of inpatient and outpatient health services; and any post-release
criminal justice contacts. All data were collapsed to person-level observations during the 12
months following index release and outcomes were estimated via propensity-weighted logit
models.

Results—Referral for expedited Medicaid upon release from prison greatly increased Medicaid
enrollment (p< .01) and use of community mental health and medical services (p< .01) for persons
with severe mental illness. No evidence was found that expediting Medicaid reduced criminal
recidivism.

Conclusions—Expediting Medicaid was associated with increased Medicaid enrollment and
mental health service use but study findings strongly suggest that, rather than relying on indirect
spill-over effects from Medicaid to reduce criminal recidivism, advocates and policymakers would
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better address the needs of offenders with severe mental illness through direct interventions
targeted at underlying causes of recidivism.

Introduction

The United States is the world’s leader in incarceration with 2.2 million people currently in
the nation’s prisons or jails -- a 500% increase over the past thirty years (1). Although the
number of admissions to prisons has begun to decline in recent years, there were still more
than 630,000 offenders in 2012 who were returned from prisons to local communities (2).
Current estimates suggest that about half of released prisoners will be arrested for a new
crime within six months and two-thirds will be arrested within three years (3). The National
Research Council of the National Academies (4) has characterized the successful
reintegration of former prisoners as one of the most formidable challenges facing society
today.

Persons with severe mental illness are disproportionately represented in the criminal justice
population. At any given time, there are over 100,000 persons with mental illness in jails,
over 250,000 in prisons and over one million on probation or parole (5-7). Persons with
mental illness are three times more likely to be incarcerated compared to the general
population (5-9) and probationers with mental illness have higher recidivism and revocation
rates compared to probationers without a mental illness (10).

Almost all offenders with severe mental illness depend on public sector mental health
services supported primarily through Medicaid or unreimbursed charity care, if uninsured
(11-14). Medicaid coverage can be suspended after 30 calendar days in a month in jail or
prison and these benefits are terminated outright after 12 continuous months of suspension.
A recent survey of practices in 42 of the 50 state prison systems found that two-thirds of the
states terminate Medicaid benefits and about one-fifth suspend benefits (15). Consequently,
with average time served of 28 months nationally, the vast majority of prison inmates have
either lost or been disconnected from Medicaid before they are released (16).

Lack of health insurance is often described as one of the largest barriers to timely and
continuous access to needed mental health care for individuals with severe mental illness
who are transitioning from prison to community living (17-21). Policy groups and advocates
believe that the lack of Medicaid upon release from jails and prisons is a major factor
contributing to high rates of recidivism among this population (17, 22-25). Medicaid
expansion under the Affordable Care Act is expected to have a similar impact for the many
thousands of individuals in criminal justice settings who do not qualify for traditional
Medicaid (17, 26-28).

In the last decade, states have begun to expedite Medicaid coverage prior to prison release
for persons with severe mental illness on the assumption that Medicaid would promote use
of community mental health services and interrupt the revolving door of repeated
incarcerations. Only recently have researchers begun to examine the effectiveness of these
efforts. A pilot study in three Oklahoma prisons found that a discharge planning program for
inmates with serious mental illness increased both Medicaid enrollment and mental health
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service use by 16% within 90-days of release (29). Our prior research on prisons in
Washington State also showed that expediting Medicaid for offenders with severe mental
illness was associated with increased Medicaid enrollment by 15% and increased outpatient
mental health service use by 13% in the 90 days following release from state prison (30).
However, no prior research on state prisoners has addressed the question of whether
expediting Medicaid benefits actually leads to reduced criminal recidivism for offenders
with severe mental illness.

The current study addresses these issues with further research on the expedited Medicaid
program in Washington State. Our study design is enhanced with several improvements over
our prior research. We employ a quasi-experimental design using administrative data with a
propensity-weighted control group that adjusts for selection artifacts, thereby allowing for
causal inferences about the effects of expediting Medicaid. Further, we narrow the focus to
offenders with schizophrenia or bipolar disorder (those most likely to be referred for
expedited Medicaid in our prior research [30]), expand the sample from one to two years,
lengthen the follow-up period from three to 12 months, and include measures of criminal
recidivism during the 12-month follow-up period. The hypothesis that guided our research
is: Offenders with severe mental illness who were referred for expedited Medicaid prior to
release from prison will have greater Medicaid access, more use of community mental health
services, and lower criminal recidivism rates in the 12-months following release than
offenders with severe mental illness who were not referred for expedited Medicaid.

Policy Context

Washington State’s expedited Medicaid program was inaugurated in January 2006 for state
prisons as well as for jails and psychiatric hospitals. In state prisons, corrections mental
health staff first identified offenders with mental illness, assisted them with Medicaid
applications, and referred them to Community Service Offices where offenders had to
appear following release for approval determinations. Further details about the policy
context are available elsewhere (30).

Design and data

We obtained administrative data (31) from the Washington State Department of Social and
Health Services (DSHS) to create a person-specific file including Medicaid claims, records
of DSHS services received with beginning and end dates, demographics, diagnostic
information, and costs. We designed a quasi-experiment to assess the validity of our
hypothesis — comparing released prisoners with severe mental illness in 2006-2007 who
were referred for expedited Medicaid with released prisoners with severe mental illness who
were not referred for expedited Medicaid — using inverse probability of treatment weights
(IPTW) (propensity scores) to balance treatment and comparison groups on a large number
of baseline covariates (Table 1).

For purposes of this study, DSHS linked the services data with files we obtained from the
Department of Corrections containing all releases from Washington State prisons from
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2002-2010. Probabilistic matching methods were used with common data elements (e.g.,
name, DOB, race, gender) across multiple public sectors. Mismatches were low (less than
5%) and these cases were eliminated during data cleaning and validation processes. We then
identified 3,086 offenders who were released from prison during the first two years (January
1, 2006-December 31, 2007) of the expedited Medicaid policy who had a diagnosis of severe
mental illness (schizophrenia or bipolar disorder) recorded either in prison records or in
DSHS files. We then separated the 3,086 released individuals (Table 1) into two groups: (1)
those who were referred for expedited Medicaid (n= 895) and (2) those who were not
referred (n=2191). During early implementation, as corrections’ staff adjusted to new policy
and procedures, many prisoners who otherwise met criteria were released without having
been referred for expedited Medicaid. Since our goal was to evaluate the expedited Medicaid
policy, we conducted an intent-to-treat analysis on DOC referrals for expedited Medicaid,
without regard to ultimate approval status, using control observations on prisoners with
severe mental illness who were not referred for expedited Medicaid.

We first ran a logistic regression model to estimate the predicted probabilities or propensity
scores of referral for expedited Medicaid. Covariates in the propensity score (logit) model
(Table 1) included more than 50 baseline (prior to index prison release) measures including
demographic characteristics, diagnoses, criminal justice history, charges for index
incarceration, health insurance history, mental health, and medical history. All baseline
measures were balanced in the IPTW sample, with all standardized differences less than
10% (see Table 1).

Outcome Measures

We used binary (0,1) indicators of federal Medicaid enrollment at release; 30 days post-
release; and Medicaid enrollment at any time during 12 months post release. We also
examined partial Medicaid enrollment (those with only a subset of benefits such as the
pregnhancy waiver) and any dual Medicare enrollment by 12 months post-release. In addition,
we examined receipt of state-funded alternatives to Medicaid including enrollment in
general assistance (GAU) or substance use assistance through the state’s Alcohol and Drug
Abuse Treatment Services Act (ADATSA). These plans are similar to Medicaid, except are
funded by state dollars with benefit designs only slightly less generous than Medicaid
coverage. We also created an aggregate measure of coverage by any of the above public
insurance programs (Medicaid, GAU, ADATSA) excluding partial Medicaid enrollment.

We used binary indicators of outpatient mental health, medical care, and emergency
department, state psychiatric hospitals and local general hospitals for psychiatric diagnoses
corresponding to any use recorded in the administrative data sources during the 12-month
follow-up period. Our focus was on access, whether or not people received any type of
mental health service, not on the quality or quantity of services used. In future work we will
examine intensity of service receipt. Measures of health service use aside from state
psychiatric hospitalizations are only detected through enrollment in public programs, and
thus are confounded with program participation; the use of these measures reflects a
government payor perspective.
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Criminal recidivism (re-arrest and reentry to criminal justice supervision) was also measured
at 12-months post release by binary indicators of any arrests for felonies or gross
misdemeanors, any jail days, or any prison incarcerations. The jail data were only available
for 18 of the 24-month accrual period. Thus, we were only able to observe a full 12-month
post-release follow-up of jail contacts for offenders released from prison during the first six
months of the study.

Sample characteristics

Analyses

Results

Means and percentage distribution of variables corresponding to both unweighted and
weighted baseline characteristics (prior to the index release) are reported in Table 1. Overall,
IPTW markedly diminished the magnitude of differences between groups resulting in a
balanced profile on observable characteristics.

All data were collapsed to the person level, with each observation reflecting the use of
public programs and services during the 12 months following index release. All outcome
measures are binary, thus were estimated via logit models with IPTW. Average marginal
effects are reported in Tables 2 and 3.

The research was conducted with the approval of Institutional Review Boards at the
Washington State Department of Social and Health Services and at University of North
Carolina at Chapel Hill.

Sixty percent (60.2%) of the referred group were enrolled in Medicaid on the day of their
release (Table 2). Controlling for baseline differences through propensity weighting, this is
35 percentage points higher than the rate of Medicaid enrollment in the control group (p<.
01). By 30 days post-release, the difference increased slightly to 36%. At 12 months post-
release, almost 81% of the referred group had received Medicaid coverage at some time
during the 12-month follow-up; coverage increased even faster in the control group, thus
reducing the difference between groups to 30 percentage points (p< .01).

Enrollment in several other public insurance programs was also related to referral for
expedited Medicaid. ADATSA (alcohol and drug abuse) enrollment declined 4.5 percentage
points in the referred group compared to 8.9% in controls, thus likely indicating that the
state was able to shift some of the potential state-funded ADATSA enrollees onto Medicaid.
GAU (general assistance), partial Medicaid enrollment, and dual enrollment in Medicaid/
Medicare showed no difference between groups. Overall, 92% of the unweighted referred
group and 64% of the controls were covered by one or more of the public insurance
programs during 12 months post-release, yielding an adjusted difference between groups of
24 percentage points (p<.01).

Greater insurance coverage translated to greater services use, at least as funded through
public programs. About 69 percent of the referred group used outpatient mental health
services in the 12 months following release as compared to 37 percent of the controls (Table
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3), reflecting an adjusted 26 percentage point increase over controls (p<.01). For
prescription fills, almost half of the referred group received antipsychotic medications and
slightly less than half received antidepressant medications, reflecting an adjusted 19-21
percentage point increase over controls. All medication classes other than ADHD
medications had significantly higher reported use by referred subjects as compared with
IPTW controls (p<.01).

Outpatient medical use rates were similarly high as outpatient mental health services use,
possibly reflecting the high level of medical comorbidities in persons with severe mental
illness. About 64% of the referred group and 42% of the controls received at least one
medical service funded through the public system, reflecting an adjusted difference of nearly
16 percentage points (p<.01). Emergency department use for medical conditions was
approximately 15 percentage points higher than the 35.2% observed in controls (p<.01),
despite the greater level of outpatient use. Use of state psychiatric hospitals and local
hospitals for psychiatric services was less than 5 percent and any inpatient medical care less
than 12%, with no significant between-group differences.

In contrast to these large enrollment and service use differences, referral for expedited
Medicaid did not reduce criminal justice involvements. Over half of the participants in each
group had at least one arrest in the 12 months following the index prison release with no
significant between-group differences. However, participants in the referred group were 13
percentage points more likely to be admitted to jail (p<.01) and about seven percentage
points more likely to be admitted to prison (p<.01) than were those in the control group,
whose unadjusted rates were 33.5% and 46.1% respectively.

Discussion

Referral for expedited Medicaid did lead to much higher rates of enrollment and service use
in the 12 months following prison release but it did not significantly reduce criminal
recidivism. The high rates of Medicaid enrollment among the referred group indicate that the
expedited Medicaid policy in Washington State was successful in ensuring greater access to
Medicaid upon release from prison. Further, on 10 of the 13 service measures examined in
this study, the utilization levels of the referred group were significantly higher than those of
the control group (Table 3). This includes greater observed use of the emergency
department, consistent with the findings from the Oregon experiment on Medicaid
expansion, indicating that the greater outpatient use did not decrease the use of emergent
care (32).

With regard to criminal justice involvement, over half of each group was re-arrested during
the 12-month follow-up period, nearly half had a prison stay, and over a third had a jail stay.
Unexpectedly, jail and prison stays were higher in the referred group (Table 1), suggesting
perhaps that treatment can lead to closer behavioral supervision and thus greater risk of
parole violations (33). Further inspection revealed that most of the between-group difference
in prison days in Table 3 was due to noncompliance with conditions of parole (technical
violations) on existing convictions rather than new crimes. Nonetheless, it is clear from these
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findings that Medicaid benefits alone are not enough to reduce arrests or keep people with
severe mental illness out of jail or prison.

Several limitations to our study need to be acknowledged. This research is based upon the
experiences of a single state. Although our sample size and statewide coverage represent a
gain over prior research, the experience of other states with varying Medicaid benefits and
correctional programs may differ from those reported here. While we used a rich set of
covariates in the propensity model, it is possible that we omitted risk factors correlated with
service use that remain unbalanced between those receiving expedited services and controls.
Health status or quality of life, either prior to or post incarceration, were not available in our
data. Further, there is an important caveat about several of the health care measures used in
this study. Outpatient medical and mental health care, emergency medical, local inpatient
care, and prescription drug measures were derived from administrative payments through the
health insurance programs we are measuring (Medicaid, GAU, ADATSA) and county
mental health services. Consequently, these analyses reflect only a government payor
perspective and do not capture the full array of services used outside the public sector.

This also means that some of these measures of services use are confounded with the
measure of Medicaid coverage. If we assume that study participants receive few services or
medications through other sources such as private insurance, self pay, or unreimbursed
charity care, then the reported service use indicators will be close to actual service use. Prior
research is supportive of this assumption. Persons with severe mental illness who are
uninsured have one-sixths the odds of using specialty mental health care as those covered by
public insurance (12); persons with severe mental illness are less likely to have private
insurance and only one-fifth of uninsured people with severe mental illness use any mental
health services (13); and uninsured persons with schizophrenia spectrum disorders were less
likely to use community-based services (34).

Use rates for the uninsured in these studies were low, but not zero. It is likely, then, that our
measures are underreporting service use and that this underreporting disproportionately
occurs in the control group, which had a much lower rate of insurance coverage (43% vs
81% in Table 2) during follow-up. If, however, the level of service use for controls
uncovered by the public insurance programs examined here were actually similar to those
referred for expedited benefits, then this lack of difference in utilization could explain the
lack of reductions in criminal justice outcomes. We therefore urge caution in interpreting the
results on these services. The indicator of state psychiatric hospitalizations is not subject to
this limitation.

It is clear from the findings reported here that the expedited Medicaid benefits policy in
Washington State operated the way health insurance should, namely, increasing access to
and use of medical and mental health services. But while health insurance such as Medicaid
may be necessary for offenders with severe mental illness to obtain needed services, it alone
is not sufficient to reduce their criminal justice involvements. This finding challenges the
advocacy by both correctional and mental health authorities concerning mentally ill persons
in the justice system. Much of the excitement around Medicaid expansion under the
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Affordable Care Act for criminal justice populations also assumes that better healthcare is a
prophylactic for criminal recidivism.

However, rather than placing unrealistic hopes on indirect spillovers from health insurance,
our study findings strongly suggest that advocates and policymakers would better address
the needs of offenders with severe mental illness through direct interventions targeted at
underlying causes of recidivism. While those causes have long been recognized (35,36),
effective means of transitioning offenders with severe mental illness from prisons to the
community and, once there, helping them to reduce their risk of arrest and subsequent
incarceration remain to be developed and tested. Finding what works, for whom, and under
what circumstances still requires urgent attention from the criminal justice and mental health
research community.

Conclusion

Expediting Medicaid increases mental health and medical service use but does not reduce
criminal recidivism among released prisoners with severe mental illness.

Acknowledgments

This work was supported by Grant 1R01-MH086232 from the National Institute of Mental Health. The assistance
of staff at the Washington State Department of Social and Health Services and Washington State Department of
Corrections in data retrieval, linkage, and documentation is gratefully acknowledged. The findings and
interpretations reported herein are those of the authors and do not imply endorsement by Washington State
agencies.

References

1. Incarceration. [Accessed November 15, 2014] The Sentencing Project. 2014. http://
www.sentencingproject.org/template/page.cfm?id=107

2. Carson, E.; Golinelli, D. Prisoners in 2012: Trends in admissions and releases, 1991-2012.
Washington, DC: U.S. Department of Justice, Office of Justice Programs, Bureau of Justice
Statistics NCJ 243920; 2013.

3. Durose, MR.; Cooper, AD.; Snyder, HN. Recidivism of Prisoners Released in 30 States in 2005:
Patterns from 2005 to 2010. Washington, DC: U.S. Department of Justice, Office of Justice
Programs, Bureau of Justice Statistics NCJ 244205; 2014.

4. National Research Council of the National Academies. Parole, desistance from crime, and
community integration. Washington, DC: National Academies Press; 2007.

5. Crilly JF, Caine ED, Lamberti JS, Brown T, Friedman B. Mental health services use and symptom
prevalence in a cohort of adults on probation. Psychiatr Serv. 2009; 60(4):542-544. [PubMed:
19339332]

6. Ditton, P. Mental health and treatment of inmates and probationers. Washington, DC: U.S.
Department of Justice, Office of Justice Programs, Bureau of Justice Statistics; 1999.

7. Steadman HJ, Osher FC, Robbins PC, Case B, Samuels S. Prevalence of serious mental illness
among jail inmates. Psychiatr Serv. 2009; 60(6):761-765. [PubMed: 19487344]

8. Teplin LA. The prevalence of severe mental disorder among male urban jail detainees: comparison
with the Epidemiologic Catchment Area Program. Am J Public Health. 1990; 80(6):663-669.
[PubMed: 2343947]

9. James, D.; Glaze, L. Mental health problems of prison and jail inmates. Washington DC: U.S.
Department of Justice, Office of Justice Programs, Bureau of Justice Statistics NCH213600; 2006.

10. Skeem JL, Louden JE. Toward evidence-based practice for probationers and parolees mandated to

mental health treatment. Psychiatr Serv. 2006; 57(3):333-342. [PubMed: 16524990]

Psychiatr Serv. Author manuscript; available in PMC 2017 August 01.


http://www.sentencingproject.org/template/page.cfm?id=107
http://www.sentencingproject.org/template/page.cfm?id=107

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Morrissey et al.

11.

12.

13.

14.

15.

16.

17

18.

19.

20.

21.

22.

23.

24.

25.

26.

27

28.

29.

30.

Page 9

Lamb HR, Weinberger LE, Gross BH. Community treatment of severely mentally ill offenders
under the jurisdiction of the criminal justice system: a review. Psychiatr Serv. 1999; 50(7):907-
913. [PubMed: 10402610]

McAlpine DD, Mechanic D. Utilization of specialty mental health care among persons with severe
mental illness: the roles of demographics, need, insurance, and risk. Health Serv Res. 2000; 35(1
Pt 2):277-292. [PubMed: 10778815]

Garfield RL, Zuvekas SH, Lave JR, Donohue JM. The impact of national health care reform on
adults with severe mental disorders. Am J Psychiatry. 2011; 168(5):486-494. [PubMed:
21285138]

Wang PS, Lane M, Olfson M, Pincus HA, Wells KB, Kessler RC. Twelve-month use of mental
health services in the United States. Arch Gen Psychiatry. 2005; 62:629-640. [PubMed:
15939840]

Rosen DL, Dumont DM, Cislo AM, Brockmann BW, Traver A, Rich JD. Medicaid policies and
practices in US state prison systems. Am J Public Health. 2014; 104(3):418-420. [PubMed:
24432881]

Visher C, Travis J. Life on the outside: Returning home after incarceration. Prison J. 2011; 9(3):
102S-119S.

. Council of State Governments. Medicaid and financing health care for individuals involved with

the criminal justice system. New York: Council of State Governments; 2013.

Hoge, S. Providing transition and outpatient services to the mentally ill released from correctional
institutions. In: Griefinger, R., editor. Public Health Behind Bars: From Prisons to Communities.
New York, NY: Springer; 2007. p. 461-477.

Visher, C.; Mallik-Kane, K. Reentry experiences of men with health problems. In: Griefinger, R.,
editor. Public Health Behind Bars: From Prisons to Communities. New York, NY: Springer; 2007.
p. 434-460.

Freudenberg N. Community capacity for environmental health promotion: determinants and
implications for practice. Health Educ Behav. 2004; 31(4):472-490. [PubMed: 15296630]
Hammett T, Roberts C, Kennedy S. Health-related issues in prisoner reentry. Crime Deling. 2001;
47(3):390-4009.

Morrissey JP, Cuddeback GS, Cuellar AE, Steadman HJ. The role of Medicaid enrollment and
outpatient service use in jail recidivism among persons with severe mental illness. Psychiatr Serv.
2007; 58(6):794-801. [PubMed: 17535939]

Bazelon Center. Criminal justice experts call for immediate reinstallment of federal benefits for
people with serious mental illness leaving prisons or jails. Washington, DC: Bazelon Center for
Mental Health Law; 2010.

Council of State Governments: Access to Benefits for Offenders With Mental IlIness Leaving State
Prisons; Presented at the State and Federal Policy Forum; Sept 13-14, 2004; New York City:
Council of State Governments;

Koyanagi, C. Finding the key to successful transition from jail to the community: An explanation
of federal Medicaid and disability program rules. Washington, DC: Bazelon Center for Mental
Health Law; 2001.

DuBose M. Medicaid expansion and the local criminal justice system. American Jails. 2011 Nov-
Dec;:8-11.

. Blair, P.; Greifinger, T.; Stone, H.; Somers, S. Increasing access to health insurance coverage for

pre-trial detainees and individuals transitioning from correctional facilities under the Patient
Protection and Affordable Care Act. Washington, DC: American Bar Association; 2011.

Council of State Governments Justice Center. Policy Brief: Opportunities for Criminal Justice
Systems to Increase Medicaid Enrollment, Improve Outcomes, and Maximize State and Local
Budget Savings. New York: Council of State Governments Justice Center; 2013.

Wenzlow AT, Ireys HT, Mann B, Irvin C, Teich JL. Effects of a discharge planning program on
Medicaid coverage of state prisoners with serious mental illness. Psychiatr Serv. 2011; 62(1):73—
78. [PubMed: 21209303]

Cuddeback GS, Morrissey JP, Domino ME. Enrollment and service use patterns among persons
with severe mental illness receiving expedited Medicaid upon release from state prisons, county

Psychiatr Serv. Author manuscript; available in PMC 2017 August 01.



1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnue Joyiny

Morrissey et al.

31.

32.

33.

34.

35.

36.

Page 10

jails, and psychiatric hospitals. Psychiatric Serv. 2016 Mar 15.:appips201500306. [Epub ahead of
print].

Mueser P, Troske K, Gorislavsky A. Using state administrative data to measure program
performance. Rev Econ Stat. 2007; 89(4):761-783.

Solomon P, Draine J. One year outcomes of a randomized trial of case management with seriously
mentally ill clients leaving jail. Evaluation Review. 1995; 19(3):256-273.

Taubman SL, Allen HL, Wright BJ, Baicker K, Finkelstein AN. Medicaid increases emergency-
department use: Evidence from Oregon’s health insurance experiment. Science. 2014; 343:263-68.
[PubMed: 24385603]

Yanos PT, Lu W, Minsky S, Kiely GL. Correlates of health insurance among persons with
schizophrenia in a statewide behavioral health care system. Psychiatr Serv. 2004; 55(1):79-82.
[PubMed: 14699206]

Bonta J, Law M, Hanson K. The prediction of criminal and violent recidivism among mentally
disordered offenders: a meta-analysis. Psychological Bulletin. 1998; 123(2):123-42. [PubMed:
9522681]

Lamberti JS. Understanding and preventing criminal recidivism among adults with psychotic
disorders. Psychiatr Serv. 2007; 58(6):773-81. [PubMed: 17535936]

Psychiatr Serv. Author manuscript; available in PMC 2017 August 01.



Page 11

Morrissey et al.

990 %9'6 %86 €80 %9'6 %V'6 Krejbing
ST %891 %e'9T €201 %6'ST %8'6T )nesse parenesfby
UOII®I81BIUT X3PUI YHM PBJEII0SSE UOHIIAUOD [EUIWITD
20 %905 %L'0S €L'T %E'TS %tV°'0S Aioisiy 00Q Joud oN
1T 9'€¥T'8L 67861 €01 0EFEVL ¢'S+0'68 skep |rec
160 T0>F1°0 T0>FT°0 ¥6°0T T0>FT°0 T0>FT°0 SUOITR|OIA 3OUBUIPIO [90] 10} SIS3IIR JO JaqUINN
69T T0>F.0 T0¥8°0 ST T0>¥8°0 T0>FL°0 SUOITR|OIA [BD1UYD3) 10} SISBUIE JO JaQUINN
€9¢C T0¥C ¥ T0F€Y 1T's T0¥CY TO0Fr'y safiseyd [eulwId 10} SISalIe JO JaqUINN
G8'¢ T0¥0'9 CO¥T'S 4% T0¥0'S [AGEAS SiSalJe JO JsquinN
€01 6°'0¥8°€T CTFET aT'¢ct L'0¥LCT 9T+'LT SUOIE[OIA [201UY3) 10) SAep DO J0 JaquinN
€Ce 8'G¥8'GET 6'8+E YT ¥.'8 0'G¥6'8¢T L'8¥T°0ST sofiueyo [eurwia Joy sep DO 40 JoquinN
00¢ 0'9%6'6VT 6 F6'VST 9201 C'SF8IYT T'6+8°L9T sAep D0Q 40 JequinN
9.'6 6¢9¥9°6.9 €8T+8V¢S ¢S'TT 9 TT+V'E8Y ¢ 0T+1'8¥S (sAep) ases|as xaput Buinp panJss swiL
3Ses[al Xapul 03 Jolid A101STH 92ISN[ [eulli)
8T %b'vS %L'€S ve'8T %S'LS %b'8y om pred Auy
[4°K4 %1°¢S %V'€S 187 %8'TS %C'vS SS3|9Woy J3Ag
9’1 %8'9¢ %G'LE GS'TE %0°€e %E'8Y Joyeaiput Ajiqesia
Y50 %9'9¢ %€'9¢ €T'6 %1'8¢ %0'v2 dlewa
890 %E9 %v'9 €9°G %L9 %¥'S ouneT
91’0 %6°L %6'L €CTT %L'8 %L'S 80el1 13Y10
qT'o %¢c'0¢ %cC'0C ¢0'ST %1'8T %S've uedllsWy uedusy
T €0%29¢ 7'0¥€'9€ SLET ¢'0+9'GE €0%6'9€ ases|al Je 8y
€€0 %9'€8 %L'E8 cret %L'T8 %.'88 sasoufelp asngy Bniq 4o joyod)y
ST'0 %LvS %8'vS 09'TE %2 65 %S €Y (wsaja1 sisoyahsd) tejodig
sasoubelq pue solydeibowsg
(oot ) Q:o._ma_wﬂ._mmmw dnoub _Aww.mw% (oot )sueaw (16TZ=U)
sueaw pajybram u1 uonsodoad u1 uoaodoad paybramun dnouf jo13u00 ul (g68=u) dnoub
Ul 80UBJaIp J0 asF 10 Qs¥ ursouataylp  uondodoad Jo SF [eduaya4 ut uonaodoad

pazipepuels

ueaw pajybiapn

ueaw pajybispn

pazipiepueis

ueaw paybiamun

10 gSFuesW payybiamun

a|qeLIen

(1apow 8409s Ansuadoud

3Y] Ul pasn SajqeLIeA ||) suosiid 811 uo1Bulysepn Wods /002—900Z Ul 9seajaJ xapul 03 JoLid syiuow g 01 dn wiody si019e) ystiuondiiasap sjdwes

Author Manuscript

T alqeL

Author Manuscript

Author Manuscript

Author Manuscript

Psychiatr Serv. Author manuscript; available in PMC 2017 August 01.



Page 12

Morrissey et al.

060 T'0%6°0 T'0%6°0 Ly 7°0%8°0 T0%0'T sl Aarxuenuy
LT AV A €0¥€e vSvT 0%6C 0¥y s|11y Juessaidapnuy
01T T0%7'0 T0F7'0 €L S0'0¥€°0 T'0%5°0 SI1Y elUBWINUY
LET 0¥ 20%9C 7062 T076'T v'0FS'y sl1y dnoyaAsdnuy
66'C 9'EFLSE 9YFY Ty 14974 v'¢¥C8e 7TI¥G'8L salnuIW JuawiaBeuew uoeaIpsiy
09°C T0%9T §0¥CT 0z'ST T02T V18V SHSIA Judwabeuew UOIEIIPBIN
uoIjeIa2.JeauIl Xapul 01 Jotid syluow
120 %9°GY %8G 65°GC %8'Ch %G'GS ZT UL 1ISIA y[eay [ejuswi juairedino o1jgnd Auy
€80 %869 %T0L 9TLT %589 %E 9L SIA y3eay [ejusw Juanedino o1jgnd Auy
sisoubelp
19T %E9 %1.°9 228t %¥'S %6'6 ouelyaAsd e yum spendsoy 820 o ssn Auy
96°0 6079 L'0¥6' 68°0T L'0¥6'E TT¥9°L Joud sAep endsoy arels Jo JequinN
uolre1adedur xepui 03 Joiad A101SIH [edIpal\ pue UI[eaH [eIusiN
[03]]04UB 24eJIP3|AI/PIRDIP3IN
81 T0¥ST T0%9T €0'LT T0¥€T €0%9C Alrenp syjuow Jo JaquinN
50T T'0%5°0 T'0%5°0 oT'L T°0%9°0 T0¥7°0 Prealpail [efied sLpUOW JO JaguinN
790 T0%0T T0%0T 9T'9 T0%0°T T°0%6°0 VS1VAV U0 SLuoW 40 Jaqunn
see T0¥ET TOF'T 1484 T0¥€T TOF/'T NV UO SyIuow Jo JaquinN
70 €0%9°0T L'0FL0T 69°0T €0F7'0T §'0¥0°CT PIEIIPAIA UO SYIUOW JO JSQUINN
uo13e132aed3ul Xapul 03 Jo1ad AI0ISIH adueansu|
€L'0 %0'G %67 18'€ %T'S %6°G BYo
88T %0°'G %SG TLL %SG %8'€ uodeapn
8¢e'z %S'v %0y 09T %8 %'y Auadoud usjois
8T %E'E %T'E e %8'C %0°G ades uBL J8L0 8SUBYO X8S
61T %9'8 %E'8 08'C %68 %Z'8 K13ggoy
7.0 %1€ %0°€ 1GTT %T'T %It adey
€e'e %Z'8 %8'8 286 %68 %E'9 yauy/Ausore
S20 %S 7 %97 00T %9y %t AKibiog
17€ %E Y %67 95°0 %Ly %t 80UBJOIA O1ISBWOQ
S0 %L'TT %0°€C 118 %L'EC %€ 0C sasuayo Bnig
(oot ) Q:o._ma_wﬂ._mmmw dnoub _Awwmw% (oot )sueaw (16TZ=U)
sueaw pajybram u1 uonsodoad u1 uonaodoad paybramun dnouf jo13u00 ul (g68=u) dnouab
ul souUBIBlIp 10 A4S+ 10 as+¥ ul aouasaylp  uonuodoad 1o gSF [eaa8a4 ul uofpaodoad

pazipiepuels

ueaw paiybiapn

ueaw pajybiapn

pazipiepuels  uesw pawybramun

10 gSFuesw payybiamun

a|qeLIen

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Psychiatr Serv. Author manuscript; available in PMC 2017 August 01.



Page 13

Morrissey et al.

‘wJoy o1reapenb ui japow Ansusdoid A LdI Y} Ul Papnjoul 8JaM PBAISSFO SYILOW JO Jaquinu
pue 8By "a|qe1 Y3 Ul paniodal Jou are pue ajdwes APMs ayl JO 9z UeY) s3] a1am Ing [apow Alsuadoid A LdI U3 Ul papnjoul a1am uonnisod pue ‘1ay aj914yaA 10J0W ‘aPIIWIOY ‘UOSIE 10} SI0¥eIIpUl
+

'Pa.IB8 10U BJ9M OUM SSBU|[I [EIUBLU BJBABS UMM S19pUBH0 Jo dnolB josuod (ALdI)
paiyBram Juawiesan Jo Ajigeqold asianul Ue pue suostid 81e1S uolBUIYSEAA W) PIeOIP3IAl PaYIPadxa 10y Paliajal 819M OYM SSaU||l [EIUSW S19A3S I SIBPUBL0 JO SoNsLISIoeIeyd sAejdsip a|gel 910N

76'2=XeN €0'GZ = Xe\ pawuodal Jou sueay slo1ealpul Auno)
LLC AEa 404 V'0+L 0V ¥6'T ¢'0+6°07 7'0+L 0V paAlesqo syluow Jo JaquinN
S9|QELIBA |0J3UO0D JBYIO
(T6T2=V) (568=U)
(oot L dnoab [011u00 dnoub [eaiagal (oot *vmcmmE (16TZ=U)

sueawl pajybram ul uonaodouad u1 uonaodoad paybramun dnouf jo13u00 ul (g68=u) dnouab

ul 8duaIaIp 10 AS¥F 10 AS¥F ur sduassylp  uopodoad 10 ASF [eaa8a4 ul uofpaodoad
paziptepuels ueaw paybiapn ueaw pa1ybiapn pazipiepuels ueaw payybiamun  Jo gsFuesw payybiamun a|gelden

Author Manuscript Author Manuscript Author Manuscript Author Manuscript

Psychiatr Serv. Author manuscript; available in PMC 2017 August 01.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Morrissey et al.

Table 2

Medicaid and state insurance enrollment outcomes
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Outcome

Unweighted mean in
referred group (n=895)

Unweighted mean in
controls (n=2191)

Average effect of expedited
Medicaid from propensity score
analysis

Medicaid enrollment

Medicaid enrollment on day of release
Medicaid enrollment 30 days post release
Medicaid enrollment during 12 months

GAU enrollment
ADATSA enrollment

Partial Medicaid enrollment
Dual Medicaid/Medicare enrollment

Any public insurance enrollment

60.2%

68.5%

80.8%

26.0%
3.0%

3.1%
13.5%
92.5%

18.1%

25.1%

43.0%

25.6%
8.9%

2.9%
7.1%
63.7%

34.8"% points
36.2"7% points

30.1 7% points
2.2% points
-45""% points
0.08% points
2.3% points

23.9% points

Note: Reported effects are average marginal effects from inverse probability of treatment weighted (IPTW) logit regression models of binary
outcomes comparing offenders with severe mental illness released in 2006—-2007 from Washington State prisons who were referred for expedited
Medicaid and a control group of offenders with severe mental illness who were not referred. All outcomes reflect any enrollment during the 12
months post-release, unless otherwise indicated. Any public insurance indicates enrollment in Medicaid, GAU, or ADATSA; it does not include

partial Medicaid enrollment.

Aok

=p<0.01;

*
=p<0.05
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Table 3
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Effects of expedited Medicaid enrollment on service use outcomes and criminal recidivism

Outcome

Unweighted mean in
referred group (n=895)

Unweighted mean in
controls (n=2191)

Average effect of expedited
Medicaid from IPTW
propensity score analysis

Service use outcomes

Any outpatient mental health treatment

Any prescription fills, by class:

Antipsychotics

Antidepressants

Mania

ADHD

Sedatives

Anxiolytics

Narcotics
Any outpatient medical care use
Any emergency medical care use

Any use of state hospitals

Any use of local hospitals with a psychiatric
diagnosis

Any inpatient medical care use
Criminal recidivism
Any arrest

Any days in jail (prior to July 2007; n=957)

Any days in state prison

69.1%

45.6%
46.9%
9.1%

4.2%
19.6%

16.9%
44.2%
64.1%
54.5%

4.2%
3.5%

11.7%

59.3%
42.6%

55.8%

36.9%

18.5%
25.7%
3.7%

2.71%
9.1%

9.2%

31.0%
41.9%
35.2%

2.1%
2.2%

8.7%

54.3%
33.5%

46.1%

26.3 %% points

19.2 % points
20.5 %% points

577 % points
1.6 % points

8.8 % points
787 % points
113" % points
16.2" % points

14.9 % points
0.6% points
1.0% points

1.6% points

4.1% points

13.3%% points

6.5 "% points

Note: Reported effects are average marginal effects from inverse probability of treatment weighted (IPTW) logit regression models of binary
outcomes for offenders with severe mental illness released in 2006—2007 from Washington State prisons who were referred for expedited Medicaid
and a control group of offenders with severe mental illness who were not referred. All outcomes reflect services use and criminal justice encounters
during the 12 months post-release period. Data on jail days were only available for the first 18 months of the post period from January 1, 2006

through June 30, 2007.

Hok

=p<0.01;

*
=p<0.05
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