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32ABSTRACT

33Among older adults, distressing symptoms are associated with decreased function,
34acute care use and mortality. The number of older jail inmates is increasing rapidly,
35prompting calls to develop systems of care to meet their healthcare needs. Yet little is
36known about multidimensional symptom burden in this population. This cross-sectional
37study describes the prevalence and factors associated with distressing symptoms and
38the overlap between different forms of symptom distress in 125 older jail inmates in an
39urban county jail. Physical distress was assessed using the Memorial Symptom
40Assessment Scale. Several other forms of symptom distress were also examined,
41including: psychological (GAD-2 and PHQ-2), existential (Patient Dignity Inventory), and
42social (Three Item Loneliness Scale). Participant sociodemographics, multimorbidity,
43serious mental illness (SMI), functional impairment and behavioral health risk factors
44were collected through self-report and chart review. Chi-squared tests were used to
45identify factors associated with physical distress. Overlap between forms of distress was
46evaluated using set theory analysis. Overall, many participants (74%) reported
47distressing symptoms including having one or more physical (44%), psychological
48(37%), existential (54%), or social (45%) symptom. Physical distress was associated
49with poor health (multimorbidity, functional impairment, SMI) and low income. Of the 93
50participants with any symptom, 49% reported 3 or more forms of distress. These
51findings suggest that an optimal model of care for this population would include a
52geriatrics-palliative care approach that integrates the management of all forms of
53symptom distress into a comprehensive treatment paradigm stretching from jail to the

54community.
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57INTRODUCTION

580ver 550,000 adults aged 55 or older are arrested and detained in jail each year,
59prompting calls to develop appropriate systems of healthcare for this growing
6opopulation.*? Many of these older jail inmates experience multimorbidity including early-
610nset functional and cognitive impairment.® Yet little is known about how best to meet

62their healthcare needs.*

63 The fields of geriatrics and palliative care have made critical strides in
64establishing the importance of assessing and managing symptoms for older adults with
65chronic illness and/or multimorbidity.>® This is important because symptoms lead to
66adverse health outcomes. For example, physical symptoms are independently
67associated with worsening quality of life, future functional impairment, patient
68dissatisfaction, and increased healthcare costs via greater primary care and urgent care
69visits.”® Psychological and social symptoms also contribute to worse physical distress
70and poorer health outcomes.®° And a growing body of evidence suggests that
71existential suffering, which adversely affects quality of life and overall well-being, may
72also contribute to worse physical health among the seriously ill, though the literature
73exploring the link between existential distress and physical health outcomes is still in its
74early stages.™*? Despite a rapidly growing number of older jail inmates, little is known
75about the type or degree of distressing symptoms experienced by this population, or the

76health and social factors associated with symptom burden.

77 Addressing symptom burden is an important factor in designing cost-effective,
78patient-centered care for older adults.” This is likely particularly true for older jail

79inmates, a population that has a high burden of multimorbidity and frequently
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8oexperiences concomitant social challenges such as homelessness and substance use
81disorders.? Studies show that jail-based health interventions and continuity of care from
82jail detainment through the post-release period can reduce recidivism and improve
83health for persons with chronic diseases such as HIV and serious mental illness.***
840ther studies show that pain is often undertreated among older jail inmates? and is
85associated with recent acute care use,® suggesting that identifying and addressing

86symptoms in this population could improve their health and social outcomes.

87 Despite the strong association between symptom management and better health
88outcomes in community-dwelling older adults, little is known about the symptom burden
89of their jail-based counterparts. To address this knowledge gap, this study describes the
90extent of multidimensional symptom burden in older jail inmates, including physical,
91psychological, social and existential distress; identifies patient factors commonly
92associated with these distressing symptoms; and determines the degree of overlap
93among symptoms. This information is an important starting point for developing a model

940f care to meet the complex healthcare needs of older jail inmates.
95

96
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97METHODS
98Study design and sample

99This cross-sectional study includes 125 participants aged 55 or older who were
100incarcerated in an urban county jail between March 1 and August 15, 2014. To be
101consistent with other criminal justice studies, age 55 was used to describe “older”
102inmates due to a high burden of age-related chronic ilinesses and disability that are
103experienced among this population at relatively young ages. This “accelerated aging” is
104likely the consequence of a lifetime accumulation of stressors such as poor access to
105healthcare and homelessness.* Study eligibility included ability to speak English or
106Spanish (the two most commonly spoken languages in the jail), not posing a safety risk
107to interviewers (according to the deputy on duty), and being incarcerated for at least 48
108hours. The 48-hour cutoff was used because inmates are often in transit or have court
109appearances within 48 hours of arrest and are therefore less available to participate in a

110research study.

111 Research participation consent was obtained using a teach-to-goal method,
112shown to be an effective method for achieving informed consent for epidemiologic
113studies among older adults with low literacy.** Native-speaking interviewers read
114questionnaires to participants in private interview rooms and research staff abstracted
115medical records. Consistent with relevant ethical considerations,*’ all participants
116received $20 in their jail accounts as compensation for their time. This study was
117approved by the Human Research Protection Program at the University of California,

118San Francisco.

11 6
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119Measures
120Physical Distress

121Physical distress was assessed using questions from the Memorial Symptom
122Assessment Scale (MSAS).*® This scale has been used to assess physical distress in
123other medically vulnerable populations, including older adults.* Distressing physical
124symptoms were defined as those that were reported to: 1) occur “frequently” or “almost

125constantly,” 2) be “moderately severe”, “severe”, or “very severe,” and 3) be
126“somewhat”, “quite a bit” or “very much” bothersome. Participant responses were
127categorized as having no physically distressing symptoms versus having one or more

128physically distressing symptoms.
1290ther Forms of Distress

130Additional forms of distress that are associated with adverse health outcomes in older
131adults (e.g. acute care use, morbidity, mortality) were assessed, including symptoms of
132psychological distress (depression® and anxiety?®), social distress (loneliness?), and
133existential distress.*?> Symptoms of psychological distress were defined as having one or
134more depressive symptom (a positive score on the Patient Health Questionaire-2)
135and/or one or more anxiety symptom (a positive score on the Generalized Anxiety
136Disorder-2).* Social distress was defined as a positive screen on the validated Three
137Item Loneliness Scale.? Existential distress was defined as reporting that any one of 10
138measures of existential distress in the Patient Dignity Inventory (PDI) was a “major” or
139“overwhelming” problem. The Patient Dignity Inventory is a relatively novel scale that

140has been validated for use among patients with serious illness.* It was used in this

13 7
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141study because it is a valid and reliable measure of existential distress (a sub-domain
142within the PDI) that can be used to guide dignity-affirming clinical care and because no
143other measure of existential distress, to our knowledge, has been validated outside the
144context of serious illness. Two additional measures were added to the assessment of
145existential distress based on prior correctional health research?*?® and the authors’
146clinical experiences with this population: “Fear of dying in jail or prison instead of as a
147free person” and “Feeling like you have missed out on things or relationships in life

148because of alcohol or substance abuse.”
149Sociodemographics, health conditions, and transitional care challenges

150Self-reported participant sociodemographics included age, race/ ethnicity, gender,
151income, and education level. Income was categorized as above or below $15,000 since
152this is the approximate federal cut-off for income-related Medicaid eligibility under the
153Affordable Care Act (133% below the federal poverty line).?* Homelessness was defined
154as spending at least one night outside or in a homeless shelter within thirty days of

155arrest.?

156 Self-rated health and chronic conditions were assessed using a combination of
157chart review and self-report via validated questions from the Health and Retirement
158Study (HRS).? Self-report of medical conditions is well validated in older populations,
159including in homeless populations.?” Functional impairment was defined as having
160difficulty with one or more Activity of Daily Living (eating, bathing, dressing, toileting,
161transferring). Serious mental iliness was defined using the Bureau of Justice Statistics’
162definition of any major depressive, mania, or psychotic disorder?® and was determined

163using a combination of self-reported diagnosis and medical chart abstraction. Recent

15 8
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164drug use was defined as a positive screen for “moderate”, “substantial,” or “severe”
165problem drug use using the Drug Abuse Screening Test-10 (DAST-10), an instrument
166validated for use with incarcerated persons.? Problem alcohol use was defined as a
167positive screen for “hazardous drinking” or having an “active alcohol use disorder” using

168the three-item Modified Alcohol Use Disorders Identification Test (AUDIT-C).*

169 To assess the relationship between distressing symptoms and healthcare-related
170challenges encountered during reentry from jail to the community, several anticipated
171experiences were assessed via closed-ended questions. These included feeling a lack
1720f control over one’s health, defined using a validated measure from the HRS;* and
173reporting concern about staying safe following release from jail (rated 8 or greater on a
174scale of 0 to 10 where 10 is extremely concerned). Participants also were asked

175whether they had a community-based primary care provider.
176Statistical analysis

177Descriptive statistics were used to describe participant characteristics and distressing
178symptoms. Bivariate analysis with chi-square tests were used to examine the
179relationship between distressing physical symptoms and sociodemographic, health, and
1800ther symptoms. To illustrate the relationship between physical distress and other forms
1810f distress (psychological, social, and existential), set theory analysis was used to
182construct a Venn diagram. Analyses were performed using Stata, version 12 software
183(StataCorp, College Station, TX). Study data were collected and managed using

184REDCap electronic data capture.

185RESULTS

17 9
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186Participant Characteristics

187During the study period, 158 inmates age 55 or older were incarcerated for more than
18848 hours and met study eligibility requirements. Of these, 15 (10%) declined to be
189contacted by staff about the study and 13 (8%) agreed to be contacted but were
190released before they could meet with research staff. Of the remaining 130 adults
191recruited to the study (82% of those eligible), 5 (3.8%) were excluded: 4 (3%) could not
192provide informed consent via the teach-to-goal period and 1 (0.8%) violated study
193protocol during the baseline interview and was withdrawn from the study. This resulted
194in a final sample of 125 participants. Overall, participants ranged from 55 to 87 years old
195with an average age of 60. Most were black (67%), male (94%), and had an income
196below 133% of the federal poverty line (86%). Participants were in jail for an average of

1976.9 days (median 6 days) at the time of study participation.

198Distressing symptoms

1990verall, 55 (44%) participants reported having at least one distressing physical
200symptom. The most common distressing physical symptoms were pain (28%) and
201difficulty sleeping (15%), Table 1. Many participants reported experiencing at least one
202indicator of existential distress (54%); nearly half reported social distress (45%); and
203over a third reported symptoms of psychological distress (37%). The most common
204symptoms of existential distress were missing out on things in life due to substance use
205(30%), having “unfinished business” (23%), and fear of dying during incarceration
206instead of as a free person (27%). Among participants experiencing distressing
207psychological symptoms, 32 (26%) scored positive on the PHQ-2 for depressive

208symptoms and 38 (30%) scored positive on the GAD-2 for anxiety symptoms.

19 10
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209Health conditions and transitional care challenges

210The majority of participants (61%) had two or more chronic conditions such as Hepatitis
211C (48%), diabetes (16%), heart disease (12%) and/or congestive heart failure (6%),
212Table 1. More than half had one or more ADL impairment (54%). Many participants
213(66%) registered a positive screen for moderate, substantial, or severe problem drug
214use and 47 (38%) registered a positive screen for hazardous drinking or having an

215active alcohol use disorder.

216 Many participants anticipated transitional care challenges after their release from
217jail, although more than half (62%) reported having a primary care provider (PCP)
218outside of jail. Of these, 52% reported a PCP in a community clinic, 31% saw a hospital-
219based or private PCP, and 17% received primary care at the VA. One in five participants
220(20%) reported feeling that they had very little control over their health. Social
221challenges were also common, including homelessness (61%) and being concerned

222about personal safety following release (42%).

223Characteristics associated with distressing physical symptoms

224The presence of any distressing physical symptom was associated with having an
225annual income less than $15,000 (96% vs. 79%, p=0.004), poor self-rated health (33%
226Vs 9%, p<0.001), 2 or more chronic medical conditions (80% vs 46%, p<0.001), serious
227mental illness (55% vs 33%, p= 0.015), and one or more ADL impairment (80% vs 34%,
228p<0.001), Table 2. Having a physically distressing symptom was also associated with
229reporting one or more symptom of each of the other forms of distress assessed: social

230distress (65% vs 29%, p<0.001), existential distress (78% vs 36%, p<0.001), and

21 11
22



231psychological distress (56% vs 21%, p<0.001). Among transitional care and social

232challenges, only feeling a lack of control over one’s health had a significant association

233with distressing physical symptom burden (p<0.001).

234Relationship between different forms of distress

235The Venn diagram (Figure) shows the interconnectedness of the different forms of
236distress examined in this study. Of 93 participants with any distressing symptom, 20
237(22%) reported having a distressing symptom in all four categories of distress and 26
238(27%) reported a distressing symptom in any 3 of the 4 categories. Of the 55
239participants who reported one or more distressing physical symptom, nearly all (49,
24089%) reported one or more other form of symptomatic distress (psychological, social,

241and/or existential).

242

243
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244DISCUSSION

245This study found that symptom distress among older jail inmates is common and
246multidimensional. Many participants (74%) described having at least 1 symptom of
247physical distress (44%), psychological distress (56%), social distress (45%), and/or
248existential distress (54%), oftentimes concurrently. Among participants with any form of
249symptomatic distress, nearly half (49%) experienced 3 or more forms of distress. While
250traditional approaches to symptomatic distress often focus primarily on the management
2510f physical symptoms, this study’s findings add to a growing body of literature
252suggesting that different forms of distress are often interconnected, co-occurring, and

253relevant to the overall health outcomes of older adults.>"8 920

254 The older jail inmates in this study experienced a particularly strong overlap
255between physical distress and other forms of distress. Of the 55 participants who
256reported physical distress, most (89%) reported experiencing concurrent psychological,
257social, and/or existential distress. These findings are consistent with other studies in
2580ther populations showing an inadequate treatment of non-physical symptoms in the
259setting of physical distress and chronic illness!**?** and suggest that a multi-dimensional
260approach to symptom assessment and management may be of particular benefit for this

261population.>819

262 Such recommendations for holistic symptom management have been translated
263into clinical practice guidelines by the National Consensus Project that include
264assessment and treatment of patients’ spiritual, religious, and existential needs.** While
265clinicians tasked with caring for older jail inmates must often focus their efforts on

266patients’ medical conditions such as Hepatitis C, multi-morbidity, and functional

25 13
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267impairment, our findings suggest that existential suffering often co-exists with these and
268other health challenges. As a result, clinicians may benefit from an understanding of
269dignity-conserving care and related palliative care treatment models. This
270multidimensional approach to care would be consistent with the growing recognition that
271palliative care can serve as a strategy to address advanced chronic illness.> However,
272additional research is needed to better understand the extent of multidimensional
273suffering in many marginalized or medically vulnerable populations and the
274appropriateness of palliative care paradigms in what have been previously thought of as

275setting that are outside of the purview of palliative care.

276 This study also found that a high symptomatology burden among older jalil
277inmates often occurred in the context of disproportionately high rates of chronic medical
278conditions. For example, older jail inmates with an average age of 60 years in this study
279reported poor or fair health (49%), chronic lung disease (20%), and ADL impairment
280(54%) at rates similar to those reported by community-based lower income older adults
281with an average age of 72 years (51% poor or fair health, 23% lung disease, and 36%
282difficulty walking).*® As a result, integrated models of care that borrow strategies from
283both geriatrics and palliative care may be a critical first place to start meeting the
284complex healthcare needs of this population. Such models (in which elements are
285drawn from geriatrics and palliative care) have transformed health among other
286vulnerable populations. For example, the GRACE model integrates geriatrics and
287palliative care to improve health and lower costs for low-income older adults with

288multiple chronic conditions and high symptom burden.®

289 Prior work shows that poor health worsens the success of transitions from

27 14
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290incarceration to the community, for example by increasing the challenge to securing
291housing, employment, and benefits.** This study’s findings raise the concern that
292symptoms left unaddressed in jail could further limit older adults’ functional ability upon
293their return to the community and negatively impact their health-related post-release
2940utcomes. Indeed, many participants reported being homeless (61%) and living below
295the poverty line (87%). While 62% reported having a primary care provider, this high
29¢6rate likely reflects San Francisco’s “Healthy SF” program, which mandates that all San
297Franciscans have health insurance. An integrated jail-to-community multi-disciplinary
298and intensive transitional care model that includes management of both chronic medical
299conditions, as well as different forms of distressing symptoms, may further help primary

3oocare providers meet the complex health and social needs of this population.

301 There are several limitations to consider while interpreting these results. This
302study was conducted in one urban county jail system which might limit the
303generalizability of these findings. However, this study is the first of its kind to describe
3o4distressing symptom burden in older jail inmates and is therefore an important step to
3o5understanding the extent of unaddressed symptoms in this population. In addition, the
306measure of existential distress used in this study is typically implemented in the course
3070f clinical care for seriously ill patients. Although measures of existential distress have
308not been validated outside of palliative care, the high incidence of medical conditions
309alongside co-occurring physical, social, and psychological distress found in this
310exploratory study suggests that existential distress is clinically relevant in older jail
31linmates. This finding also echoes the call of palliative care leaders to extend the use of
312palliative care assessment and treatment to address advanced, chronic illness.?

29 15
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313  This study provides the first description of distressing symptoms experienced by
314o0lder jail inmates beyond physical pain and calls attention to the complex healthcare
315needs of this under-studied population. Strong evidence supports symptom
316management as a cornerstone of care for older adults with chronic disease® and several
317medical associations maintain that the multi-dimensional approach of palliative care is
318appropriate at all stages of serious illness.**** In criminal justice healthcare settings,
319symptom management is often complicated by multiple factors including clinician
320concerns about misuse, abuse and diversion of pain medications.? This study’s finding
321that many older jail inmates experience multiple chronic health conditions and
322multidimensional distressing symptoms underscores the need to develop symptom
323management strategies in jail that reach beyond pharmaceutical pain management to
324treat other forms of distress as well. Evidence shows that high-touch interprofessional
325care teams, while expensive, can improve complex patients’ clinical outcomes while
326lowering overall costs of care.®** The high medical, social and symptomatic complexity
327identified in participants in this study suggests that a geriatrics-palliative care model that
328integrates symptom distress management into a comprehensive treatment paradigm
329extending from jails into the community may be of particular benefit to many older jall

330inmates.
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467FIGURE

468Figure. Distressing symptoms are common and interconnected, N=125

469This figure shows that of 125 participants, 93 (74%) had at least one distressing
470symptom. These included physical (44% with one or more), existential (54%), social
471(45%) and psychological (37%) symptoms. The outlined area in the center of the Venn
472Diagram shows that of the 93 participants with any distressing symptom, 46 (49%)
473reported experiencing 3 or more forms of distress and 20 (22%) experienced all 4 forms

4740f distress.



475TABLES

476Table 1. Study sample characteristics and distressing symptom burden, N=125

Characteristic N (%)
Sociodemographics
60.1 +5.0,

Age (y), Mean (*x SD), Range 55.87
Race/ethnicity

Black 84 (67)

White / Non-Latino 24 (19)

Latino 8 (6)

Asian / Pacific Islander 4(3)

Mixed Race / Other 54)
Female 8 (6)
Annual Income <$15,000 108 (86)
Education

Less than a high school degree 33 (26)

Received GED in the community, jail or prison 17 (14)

Completed high school degree in community 35 (28)

Completed some college but no degree 33 (26)

Achieved a college degree or higher 7 (6)
Chronic lliness
Hypertension 75 (60)
Diabetes 20 (16)
Cancer (not including skin) 3(2)
Chronic Lung Disease 25 (20)
Heart attack, coronary disease, or angina 15 (12)
Congestive heart failure 7 (6)
Stroke 8 (6)
HIV/AIDS 9(7)
Dialysis (Chronic Renal Failure) 1(2)
Hepatitis C (HCV) 59 (48)
Arthritis 55 (44)
Pulmonary Hypertension 1(2)
Cirrhosis 1(1)
1 or more chronic iliness 107 (86)
2 or more chronic illnesses 76 (61)
Serious Mental lllness (SMI) 53 (42)
(+) Drug Abuse Screening Test (DAST) @ 82 (66)
(+) Modified Alcohol Use Disorders Identification Test (AUDIT-
ok 47 (38)
Functional Ability
Needing help with one or more ADL 68 (54)
Self-Rated Health

Poor or Fair 61 (49)




Good, very good or excellent 64 (51)
Transitional Care Challenges

Homelessness® 73 (61)
Lack of control over health® 24 (20)
High concern about staying safe following release from jail® 53 (42)
No primary care provider 48 (38)

Distressing Physical Symptoms'
Distressing, frequent...

...Pain 35 (28)
...Lack of energy 9(7)
...Cough 8 (6)
...Nausea or vomiting 3(2)
...Feeling drowsy 3(2)
...Difficulty sleeping 19 (15)
...Shortness of breath 10 (8)
...Diarrhea 6 (5)
...Sweats 5 (4)
...Itching 12 (10)
...Lack of appetite 5(4)
...Dizziness 6 (5)
One or more distressing physical symptom 55 (44)
Distressing Psychological Symptoms®

Depression 32 (26)
Anxiety 38 (30)
One or more psychological symptom 46 (37)
Existential distress"

Feeling like you are no longer who you used to be 15 (12)
Not feeling worthwhile or valued 12 (10)
Not being able to carry out important roles 18 (14)
Feeling that life no longer has meaning or purpose 9(7)
Feeling that you have not made a meaningful or lasting

contribution in your life 16 (13)
Feeling of having ‘unfinished business’ 28 (23)
Concern that spiritual life is not meaningful 8 (6)
Feeling like a burden to others 10 (8)
Feeling guilty 22 (18)
Feeling that you have missed out on things in life due to 38 (30
substance use (30)
Fear of dying in jail or prison rather than as a free person 34 (27)
One or more symptom of existential distress 68 (54)
Social distress'

One or more symptom of Loneliness 56 (45)

477% “moderate”, “substantial” and “severe” problem drug use in the Drug Abuse Screening Test
478" hazardous drinking or active alcohol use disorder in the AUDIT-C
479°spending at least one night outside or in a homeless shelter within thirty days of arrest



480%a response of “3” or lower to the HRS question: “Using a 0-10 scale, where 0 means ‘no control
481at all’ and 10 means ‘very much control’, how much control do you have over your health these
482days?”

483°a response of “8” or higher to the statement, “On a scale of 0 to ten, where 0 is not concerned
484at all and 10 is extremely concerned, tell me how concerned you are about staying safe.”
485'symptom reported to: 1) occur “frequently” or “almost constantly,” 2) be “moderately severe”,
486"severe”, or “very severe,” and 3) be “somewhat”, “quite a bit” or “very much” bothersome using
487the MSAS

488%eporting one or more depressive symptom on the Patient Health Questionaire-2 and/or one or
489more anxiety symptom on the Generalized Anxiety Disorder-2)

490"reporting that any one of 10 measures of existential distress in the Patient Dignity Inventory
491(PDI) was a “major” or “overwhelming” problem.

492'a positive screen on the validated Three Item Loneliness Scale

493

494



495

496Table 2. Characteristics associated with reporting a physically distressing symptom,
497N=125

. . One or More
No Dlstrgssmg Distressin
Physical Phvsi 9
. Symptoms ysical
Characteristic (n=70, 56%) Symptoms P-Value
’ ! (n=55, 44%),
N (%) N (%)
Sociodemographics
59.7 £ 5.1, 60.7 £ 4.9,
Age (y), Mean (* SD), Range 55.87 55.77 0.289
Race/ethnicity
Black 51 (73) 33 (60) 0.129
White / Non-Latino 13 (19) 11 (20)
Latino 2 (3) 6 (11)
Asian / Pacific Islander 3(4) 1(2)
Mixed Race / Other 1(0) 4 (7)
Female 4 (6) 4 (7) 0.730
Annual Income <$15,000 55 (79) 53 (96) 0.004
Education
Less than a high school degree 18 (26) 15 (27) 0.927
Received GED in the community, jail or prison
(nothing further) 7 P 8 (11) 9 (16)
Completed high school degree in community 20 (29) 15 (27)
Some college but no degree 20 (29) 13 (24)
College degree or higher 4 (6) 3(5)
Self-Rated Health
Poor or Fair 25 (36) 36 (65) 0.001
Good, very good or excellent 45 (64) 19 (35)
Chronic medical conditions
Hypertension 34 (49) 41 (75) 0.003
Diabetes 7 (10) 13 (24) 0.042
Cancer (not including skin) 1(0) 2(4) 0.582
Chronic Lung Disease 10 (14) 15 (27) 0.072
Heart attack, coronary disease, or angina 3(4) 12 (22) 0.005
Congestive heart failure 2 (3) 5(9) 0.139
Stroke 2(3) 6 (11) 0.077
HIV/AIDS 5(7) 4 (7) 0.999
Dialysis (Chronic Renal Failure) 0 (0) 1(2) *
HCV 25 (36) 34 (64) 0.002
Arthritis 21 (30) 34 (62) <0.001
Pulmonary Hypertension 1(0) 0 (0) *
Cirrhosis 0 (0) 12 *




1 or more chronic medical conditions 54 (77) 53 (96) 0.002

2 or more chronic medical conditions 32 (46) 44 (80) <0.001

Serious Mental lliness (SMI) 23 (33) 30 (55) 0.015

(+) Drug Abuse Screening Test (DAST) 43 (61) 39 (71) 0.268
+) Modified Alcohol Use Disorders

I(déntification Test (AUDIT-C) 27(39) 20 (36) 0.800

Functional Impairment

One or more ADL impairment 24 (34) 44 (80) <0.001

Transitional Care Challenges

Homelessness 36 (54) 37 (71) 0.053

Lack of control over health 6 (9) 18 (33) <0.001

High concerngq about staying safe following 25 (36) 28 (51) 0.088

release from jail

No primary care provider 28 (40) 20 (36) 0.678

3_ne or more symptom of psychological 15 (21) 31 (56) <0.001
istress

One or more symptom of existential distress 25 (36) 43 (78) <0.001

One or more indicator of social distress 46 (66) 48 (87) 0.005
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