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ABTRACT OF THE DISSERTATION 
 

Returning home: Challenges to recovery, medication adherence and desistance from 
crime among parolees with mental illness 

 
 

By Stacy B. Calhoun 
 

Doctor of Philosophy in Criminology, Law and Society 
 

University of California, Irvine 2016 
 

Professor Susan Turner, Chair 
 
 

 
The majority of research examining why so many individuals with mental illness 

continue to cycle in and out of the criminal justice system tends to focus on identifying 

factors that increase their likelihood of violent and general reoffending. However, 

individuals with mental illness returning to their communities after being released from 

prison often have a wide variety of needs and issues that negatively impact their ability 

to successfully reintegrate back into society. These needs and issues tend to be 

complex, interrelated and only partially understood. Thus, the purpose of this 

dissertation is to broaden the focus of reentry research on justice-involved individuals 

with mental illness by examining factors that may pose as barriers to mental health 

recovery, psychiatric medication adherence, substance abuse recovery, and desistance 

from crime among a sample of parolees receiving psychiatric treatment during their first 

six months following release from prison. The major finding from this dissertation 

revealed that self-reported drug use during the six-month follow-up period was 

associated with a decreased likelihood of psychiatric morbidity, low medication 

adherence and committing an income-related crime (i.e. crimes that can result in some  



 

 

xvi 

kind of economic or material gain such as theft, burglary, fraud, counterfeiting, and drug 

sales).  However, when examining the interaction of drug use and psychiatric 

symptoms, the findings showed that psychiatric symptoms were associated with an 

increased likelihood of committing an income offense among those who used drugs. 

With regard to drug use, lower levels of psychiatric medication adherence were 

associated with an increased likelihood of drug use during the follow-up period. Overall, 

the findings highlight the need for additional research that examines the underlying 

reasons why some individuals continue to experience persistent symptoms despite 

receiving psychiatric medications to treat their mental health problem. 

 



 

 

1 

 

Chapter 1: Introduction 
 
 

The majority of individuals serving time in prison (95%) will eventually return to 

their communities (Hughes & Wilson, 2003; West, Sabol, & Greenman, 2010).  The first 

six months is often seen as the critical period for returning prisoners with most rearrests 

occurring within this period of time (Durose, Cooper, & Snyder, 2014; Langan & Levin, 

2002; Petersilia, 2003; Turner, 2016).While there has been an increased focus on 

finding ways to improve the reentry process for those leaving incarcerated settings, 

many ex-prisoners continue to experience major barriers in finding housing and 

employment (Visher & Travis, 2011).  In addition, returning prisoners tend to have a 

variety of behavioral health and physical health needs that can significantly impact their 

ability to successfully integrate back into their community when left unaddressed (Davis, 

Nicosia, Overton et al., 2009). The prevalence of mental illness and substance abuse is 

especially elevated in justice-involved populations when compared to the general 

population (Davis et al., 2009; Fazel, Bains, & Doll, 2006; Fazel & Seewald, 2012; Prins, 

2014) and barriers to receiving appropriate care in the community are common (Begun, 

Early, & Hodge, 2016; Davis et al., 2009; Fazel et al., 2006; Mears & Cochran, 2012).  

Offenders with mental illness tend to have higher rates of recidivism when 

compared to those without a mental illness (Baillargeon, Binswanger, Penn, Williams, & 

Murray, 2009; Fazel & Yu, 2011; Lovell, Gagliardi, & Peterson, 2002). However, it is 

unclear why this is the case.  Some researchers and practitioners have argued that 

untreated symptoms are the reason why there are so many individuals with mental 

illness involved in the criminal justice system (Abramson, 1972, Teplin, 1984, Lamb, & 
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Weinberger, 2011). While there is evidence that some individuals with mental illness 

become involved in the criminal justice system because of their symptoms (Teplin, 

1984), several recent studies are challenging this criminalization hypothesis with 

findings that suggest the majority of those with mental illness are offending for reasons 

unrelated to their mental illness (Epperson et al., 2014, Monahan, 2002; Peterson, 

Skeem, Kennealy, Bray, & Zvonkovic, 2014; Skeem, Winter, Kennealy, Eno Louden, & 

Tatar, 2013). Furthermore, there is growing evidence that offenders with mental illness 

are offending for the same reasons as offenders without mental illness suggesting the 

need to target criminogenic risk factors in order to reduce the number of individuals with 

mental illness who are involved in the criminal justice system (Bonta et al, 2014). 

Substance abuse in particular has been found to be a major risk factor for criminal 

behavior for those with and without mental illness (Bonta et al, 2014). Having a co-

occurring substance use disorder, in addition to another mental health disorder, 

increases the risk of reoffending compared to persons who suffer from only one type of 

disorder (Baillargeon et al. 2009, Wilson et al. 2011). While findings from several 

studies suggest that certain antipsychotics can result in reductions in violent behaviors 

among those suffering from mental illness (Krakowski, Czobor, Citrome, Bark, & 

Cooper, 2006; Topiwala & Fazel, 2011), there is some evidence that these medications 

may not be effective among mentally ill persons who are engaging in violent behavior 

for reasons other than their mental illness (Swanson et al., 2008).   

While the majority of the studies examining offending among those with mental 

illness have shown the impact that various criminogenic and clinical factors have on 

violent behaviors (Swartz et al., 1998; Topiwala and Fazel, 2011) and offending in 
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general (Andrews, Bonta, & Wormith, 2006; Prins, Skeem, Mauro, & Link, 2015; Skeem, 

Winter, Kennealy, Louden & Tarter, 2014) very little is known about why offenders with 

mental illness engage in income-related offenses (i.e., crimes that can result in some 

kind of economic or material gain such as theft, burglary, fraud, counterfeiting, and drug 

sales), which may be associated with different factors. In recent years, many 

jurisdictions are starting to rely less on incarceration by providing alternatives to 

incarceration or keeping certain low-level property and drug offenders out of the criminal 

justice system completely.  For example, Proposition 47 reclassified certain nonviolent 

property and drug felonies to misdemeanors in California. While the effects of these 

policy changes are unclear, justice-involved individuals with mental illness often struggle 

to find stable housing and employment, which may influence the extent to which they 

engage in offending as a way to support their basic needs (Visher & Travis, 2011). 

Since these policy changes may result in a larger number of justice-involved individuals 

with mental illness remaining in the community, it is important to understand the factors 

that increase the likelihood of them committing income-related crimes.  

Regardless of whether or not mental illness increases the risk of offending, 

mental illness left untreated can be seriously debilitating and life threatening as well as 

interfere with an individual’s ability to obtain meaningful employment, housing and  

participate in rehabilitative programming. Thus, improving access to mental health 

treatment following release from prison may help justice-involved individuals with mental 

illness to successfully reintegrate back into society (Kennedy-Hendricks, Huskamp, 

Rutkow, & Barry, 2016). Pharmacotherapy is the primary method of treatment for 

psychiatric disorders in most U.S. correctional systems (Baillargeon, 2000; Beck & 
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Maruschak, 2001; Gray, Bressington, Lathlean, & Mills, 2008). However, many 

offenders with mental illness often do not adhere to their medications as prescribed 

(Shelton, Ehret, Wakai, Kapetanovic, & Moran, 2010). Poor adherence to prescribed 

psychiatric medication regimens can undermine the effectiveness of the medications 

(Shelton, Ehret, Wakai, Kapetanovic, & Moran, 2010) resulting in a possible mental 

illness relapse (Morken, Widen, & Grawe, 2008; Subotnik et al., 2011).  

Despite the substantial amount of research examining the issue of psychiatric 

medication nonadherence, our knowledge about why individuals do not adhere to their 

medications as prescribed is still very limited, especially among justice-involved 

populations. The majority of medication adherence studies done with justice-involved 

populations tend to examine issues related to HIV medication adherence and the few 

studies that have looked at psychiatric medication adherence among a justice-involved 

population have mainly focused on prisoners (Baillargeon, 2000; Shelton, Ehret, Wakai, 

Kapetanovic, & Moran, 2010).  

While psychiatric medications  can be effective in treating mental illness, 

psychiatric medications do not impact everyone in the same way, with some individuals 

never achieving significant clinical improvement despite high levels of medication 

adherence (Erwin, Heimberg, Juster, & Mindlin, 2002). Furthermore, an individual’s 

response to a medication can change over time and lead to a mental illness relapse if 

their clinician fails to adequately monitor symptoms and side effects and provide 

readjustments to the drug regimens or dose when needed (Frank et al., 1993). Thus, 

emphasizing medication adherence may not be enough to ensure that an individual with 

mental illness will experience a significant reduction in their symptoms.  Therefore it is 
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important to understand why some individuals do not respond well to their psychiatric 

treatment in order to improve the clinical efficacy of the mental health treatment they are 

receiving.  

Finally, a substantial number of former prisoners have a co-occurring substance 

abuse disorder (Council of State Governments, 2002; James & Glaze, 2006).  

Substance abuse can contribute to criminal behavior in a variety of ways.  For example, 

individuals may commit crimes to support their habit (e.g., committing a property crime 

to obtain money to get drugs) or because of the pharmacological effect of a drug 

(Goldstein, 1985). Additionally, substance use can also lead to lower levels of 

medication adherence (Drake, Osher, & Wallach, 1989; Owen, Fischer, Booth, & Cuffel, 

1996; Warner et al., 1994) and increased psychiatric problems (Cornelius et al., 1998; 

Torrens, Fonseca, Mateu, & Farré, 2005). Furthermore, several studies suggest that 

having a co-occurring substance use disorder in addition to another mental health 

disorder increases the risk of reoffending compared to persons who suffer from only one 

type of disorder (Baillargeon et al., 2010; Balyakina et al., 2014; Wilson, Draine, Hadley, 

Metraux, & Evans, 2011). 

Most of the research that examines the re-entry outcomes of recently-released 

prisoners with mental illness tends to focus on recidivism. However, it is important to 

broaden the scope of this line of research to examine the recovery process and 

treatment adherence since this can have implications for how well former prisoners with 

mental illness can successfully reintegrate back into society by remaining out of the 

criminal justice system. Thus, the overarching goal of this dissertation is to examine in 

more detail the current challenges parolees with mental illness have in remaining 
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symptom free, adhering to their medications, desisting from crime, and staying “clean”. 

Throughout this dissertation, I utilize a common set of factors (i.e. stressful life events, 

clinical factors, and substance use) that can serve as barriers to successful recovery 

and reintegration among parolees with mental illness in addressing the research aims. 

Specifically, the following research aims will be addressed: 

Aim 1: Identify factors associated with psychiatric morbidity during the six-month 

follow-up period 

Aim 2: Identify factors associated with low psychiatric medication adherence 

during the six-month follow-up period 

Aim 3: Identify factors associated with committing income crimes during the six-

month follow-up period 

Aim 4: Identify factors associated with substance use during the six-month 

follow-up period 

I will address each aim as a mini study and will present a separate literature 

review for each outcome examined in the chapters covering the studies (chapters 4 - 7). 

The dissertation is organized according to the following plan for each chapter. In 

Chapter 2, I provide an overview of the data source; describe the measures and 

analyses that will be conducted in each chapter.  In Chapter 3, I provide background 

information on the study participants included in the analyses. In Chapter 4, I examine 

factors that may contribute to psychiatric morbidity. The findings from this study showed 

that the parolee’s working alliance with their clinician and self-reported drug use during 

the first six months following release from prison decreased the odds that they would 

meet the criteria for psychiatric morbidity at the follow-up.  In Chapter 5, I examine 
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factors that may contribute to low medication adherence. The findings from this study 

showed that experiencing psychiatric symptoms increased the odds of low adherence 

while drug use decreased the odds of low adherence. In Chapter 6, I examine factors 

that may contribute to the parolee committing an income offense. The findings from this 

study showed that drug use in general decreased the likelihood that they would commit 

an income offense during the follow-up period. However, the drug users who 

experienced psychiatric symptoms had an increased likelihood of committing an income 

offense.  In Chapter 7, I examine factors that may contribute to substance use during 

the first six months following release from prison.  The findings from this study showed 

that younger age and lower levels of medication adherence were associated with an 

increased likelihood of using drugs during the follow-up period. Finally, in Chapter 8, I 

synthesize the main findings from the previous chapters, discuss limitations across all 

four studies and provide suggestions for future research and policies.  
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Chapter 2: Methods and Data Source 

Data used in all four studies are drawn from a larger National Institute of Justice 

(NIJ)-funded experimental study that compared the effectiveness of telepsychiatry in 

improving therapeutic alliance, medication adherence, psychological functioning, and 

recidivism to conventional face-to-face psychiatric care for parolees with mental illness 

(Farabee, Calhoun, & Veliz, 2016). Recruitment for the randomized controlled trial took 

place from February 2012 to April 2013 at two Parole Outpatient Clinics (POC) located 

in California. To be eligible to receive psychiatric care through the POC, parolees have 

to be diagnosed with one or more of the following Diagnostic and Statistical Manual of 

Mental Disorders: Schizophrenia (all subtypes), Delusional Disorder, Schizophreniform 

Disorder, Schizoaffective Disorder, Substance-Induced Psychotic Disorder (excluding 

intoxication and withdrawal), Psychotic Disorder Due To A General Medical Condition, 

Psychotic Disorder Not Otherwise Specified, Major Depressive Disorders, Bipolar 

Disorders I and II, Medical Necessity (any other major mental illness diagnosis which 

requires treatment due to the acuity or severity of the illness: American Psychiatric 

Association & American Psychiatric Association, 2013).  

All recently released parolees attending one of the participating POCs were 

informed about the study and asked if they would like to participate in the study. 

Parolees who were interested in participating in the study went through the informed 

consent process and were randomized into one of the two study conditions 

(telepsychiatry or face-to-face) after giving informed consent.  Group assignment was 

based on whether the parolee’s CDCR number ended in an odd (face-to-face/control) or 

even (telepsychiatry) number. Parolees enrolled in the study were assigned to either 
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face-to-face sessions with their psychiatrists for the duration of their treatment or 

telepsychiatry sessions with their psychiatrist, in which the parolees interacted with their 

assigned psychiatrist via a web-based screen interface. The procedures for the 

randomized controlled trial were approved by the UCLA General Campus Institutional 

Review Board (IRB) for Research with Human Subjects and the California State IRB to 

ensure compliance with established guidelines on protection of human subjects and 

confidentiality. In addition, approval was obtained from the University of California, 

Irvine IRB to use this dataset for this dissertation. 

Parolees who agreed to participate in the in-depth interviews completed the 

baseline interview within a week following enrollment in the POC. The second interview 

took place approximately six months following enrollment in the POC. In the baseline 

interview, study participants were asked to provide information about their 

sociodemographic background (i.e. age, ethnicity, marital status, number of children 

and education), social support, childhood trauma, mental health status, psychiatric 

treatment history, medication adherence, drug use history, working alliance with 

psychiatrist, criminal history and criminal justice background prior to their incarceration. 

A modified version of this form was used in the follow-up interview where participants 

were asked to provide information about their living situation, employment, social 

support, neighborhood characteristics, services received, drug use, crimes committed, 

mental health status, medication adherence, satisfaction with treatment and working 

alliance with their psychiatrist. 

Due to the implementation of AB 109 (California’s Public Safety Realignment) 

prior to the start of data collection, the potential subject pool was reduced dramatically 
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because a large number of inmates being released from prison were mandated to 

receive Post-Release Community Supervision through the county instead of parole.  In 

addition, recruitment ended earlier than expected due to policy changes that made it no 

longer feasible to conduct a randomized controlled trial at the participating POCs.  A 

total of 104 parolees were randomized into the study. Of those who consented to be 

randomized, 71 parolees completed a baseline interview and 60 parolees completed a 

six-month follow-up interview. 

Procedures for the Secondary Analysis 

The data that were used in the analyses for this dissertation comes from the 

larger NIJ study. The specific items from the NIJ dataset that will be used in this 

dissertation covered the following domains: (1) demographic characteristics (e.g., age, 

ethnicity, education), (2) marital status and family relationships (e.g., marriage, 

cohabitation, divorce), (3) mental health symptoms (4) psychiatric treatment (e.g. 

medication adherence, working alliance with psychiatrist), (5) drug use (6) criminal 

history (e.g. prior criminal justice involvement, offenses committed during the previous 

six months), and (7) exposure to childhood adverse events. The majority of the 

demographic variables came from standard forms created by researchers at the UCLA 

Integrated Substance Abuse Programs along with other standardized instruments. 

Variables from the following standardized instruments will also be used in this 

dissertation:    

Adverse Childhood Experiences (ACE). The ACE survey (Felitti et al., 1998) 

includes questions about adverse childhood experiences that occurred during the first 

18 years of life.  Specifically the survey assesses eight dimensions of adverse 
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experiences: childhood abuse, physical abuse, sexual abuse, household dysfunction, 

exposure to substance abuse, violent treatment of mother or stepmother, criminal 

behavior in the household, and parental separation or divorce.  A respondent was 

defined as exposed to  a category if he or she responded “yes” to one or more of the 

questions in that category.  The total number of exposures was summed to create an 

ACE score, which ranges from 0-8. This scale was administered during the baseline 

interview. 

Morisky Medication Adherence Scale (MMAS) – The MMAS provides a 

measurement of medication adherence. The self-report scale has eight items with 

dichotomous response categories Yes/No for the first seven items and a 5-item Likert 

response for item 8.  The MMAS-8 scores can range from 0-8 or can be categorized 

into three levels of adherence: high adherence (score =8), medium adherence (score of 

6 to <8), and low adherence (Score <6). It has been shown to have good sensitivity 

(93%) and specificity (53%) for medication non-adherence behaviors and the instrument 

reliability was reported with a Cronbach’s alpha of 0.83 (Morisky et al., 2008). This scale 

was administered during both the baseline and follow-up interviews.  Only the scores 

from the follow-up interview were used in the analyses for this dissertation. 

Working Alliance Inventory (WAI). The WAI measures three aspects of the 

therapeutic alliance believed to be important in forming a bond between a therapist and 

client: goals, tasks, and bonds (Bordin 1979). The seven WAI items administered as 

part of the NIJ study were rated on a 5-point Likert-type scale (1 = strongly disagree, 

2 = disagree, 3 = neither agree nor disagree, 4 = agree, and 5 = strongly agree) and 

include such statements as ‘my psychiatrist has a clear idea what my goals are’; ‘my 
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psychiatrist and I are working towards goals that we both agree on’; ‘I feel sure that my 

psychiatrist is able to help me’; and ‘my psychiatrist and I trust one another.’ This scale 

was administered during both the baseline and follow-up interviews.  Only the scores 

from the follow-up interview were used in the analyses for this dissertation. 

Brief Symptom Rating Scale-5 (BSRS-5) The BSRS-5 is a 5-item scaled used 

to established if a person meets the criteria for psychiatric morbidity. Specifically, it 

contains five symptom items selected from the 50-item BSRS. It contains questions on 

the following five measures of psychopathology: (1) feeling tense or keyed up (anxiety); 

(2) feeling blue (depression); (3) feeling easily annoyed or irritated (hostility); (4) feeling 

inferior to others (inferiority); and (5) trouble falling asleep (insomnia). Participants in the 

present study were asked to indicate how much discomfort they had experienced in 

each of the five domains during the past week, using a five-point Likert-type scale: “Not 

at all” (score 0); “A little bit” (score 1); “Moderately” (score 2); “Quite a bit” (score 3); and 

“Extremely” (score 4). Total BSRS-5 scores ranged from 0 to 20, with a cut-off score of 

6 or above used to establish psychiatric morbidity. The BSRS-5 measure has good 

internal consistency, with Cronbach’s α ranging from 0.77 to 0.90 (Lee et al., 2003).  

Furthermore, these items have been shown to correlate highly with the five dimensions 

in the 50-item BSRS, namely anxiety, depression, hostility, interpersonal 

hypersensitivity/sleep disturbance, and additional symptoms/inferiority (Lee et al, 2003). 

This scale was administered during both the baseline and follow-up interviews.  Only 

the scores from the follow-up interview were used in the analyses for this dissertation. 

Lifestyle Criminality Screening Form (LCSF) The LCSF (Walters et al., 1991; 

Walters, 2007) is a 17-item screening form that captures information related to four 
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dimensions of a criminal lifestyle: (a) irresponsibility, (b) self-indulgence, (c) 

interpersonal intrusiveness, and (d) social rule-breaking (Walters, 1990, 1998). Scores 

range from 0 to 22 with scores of 6 and below considered low risk for recidivism, scores 

of 7 to 9 considered moderate risk, and scores 10 and above considered high risk. 

Interrater reliability has been well established (.81-.96; Walters, 2005) and studies find 

this instrument demonstrates moderate accuracy in predicting rearrest (Walters, 1998; 

Walters & Chlumsky, 1993).  The LCSF Violation (LCSF-V) subscale includes six items 

(current intrusive offense, history of intrusive offenses, domestic violence, number of 

prior arrests, age at first arrest, and history of disruptive behavior in school). The LCSF-

V yields a score that can range between 0 and 12, with higher scores indicating a higher 

level of reoffending risk. This scale was administered during the baseline interview.  

Data Analysis Plan 

Preliminary Analyses: Data analysis for each of the empirical chapters took place 

in several stages, building to more complex analyses from a sequence of more basic 

analyses when addressing each study aim. Analytical strategies included descriptive 

and inferential statistics comparing subgroups or assessing relationships between 

variables. Chi square and t-tests were used to test hypotheses from a bivariate 

perspective, as relevant to distributional characteristics of independent and dependent 

variables. Analyses were extended to logistic regression as appropriate to the 

dependent variables to allow inclusion of covariates and to assess multivariate effects of 

background characteristics.  Data were screened prior to conducting statistical analysis 

for accuracy, outliers, and missing data. The critical alpha level for statistical 

significance was set p < 0.10 for all analyses, due to the small size of the sample 
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included in the studies. While this increased the probability of a false-positive finding, it 

allows for the identification of trends that could be explored in future studies. 
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Chapter 3: Sample Characteristics 

Data used in this study came from the baseline and follow-up interviews 

conducted with 54 parolees who reported that they were taking psychiatric medications 

during the first six months following release from prison. This sample represents 76% of 

the participants who completed a baseline interview and 90% of the participants who 

completed the follow-up interview. A comparison of those who reported taking 

psychiatric medications during the follow-up with those who did not take psychiatric 

medication and/or did not complete the follow-up interview revealed a significant 

difference in exposure to physical abuse (p<0.05). Specifically, 95% of the participants 

who were not included in the studies reported physical abuse exposure.  In contrast, 

52% of the participants who were included in the studies reported physical abuse 

exposure. No other significant differences were found in the baseline characteristics. 

Table 3.1 provides the background characteristics of the participants included in 

this study at baseline.  The majority of the sample were male (69%) with a mean age of 

38 years.  Approximately 32% of the sample self-identified as Black, 30% of as Hispanic 

and 28% as White. Very few were married at the time of the baseline interview and on 

average they completed 10 years of school. 
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Table 3.1: Background Demographic Characteristics at Baseline (N=54) 
 

  % Mean SD Median Range 

Age at baseline   38.09   9.90 39.00  19 - 61 
Gender      
  Male 69     
  Female 32     
Ethnicity      
   Hispanic     30     
   Black 32     
   White 28     
   Other 11     
Marital Status      
    Married 6     
Education Level  10.35 2.53 11.00 5 - 15 

 

 

Table 3.2 provides information about the substance use and treatment history of 

the parolees included in this study. Almost everyone in the sample reported drinking 

alcohol and using drugs at some point in their lives. This sample on average had their 

first alcoholic beverage at the age of 13 years on average and the mean age that they 

first used drugs was 14 years. Approximately 44% of the sample believed they had a 

substance problem at time of the baseline interview.  The majority of them reported 

receiving substance abuse treatment in the past (80%) with their first substance abuse 

treatment episode occurring at the age of 27 years on average. Table 3.3 provides 

information about their previous exposure to mental health treatment prior to their last 

incarceration episode. The majority of them reported receiving mental health treatment 

prior to their last incarceration (91%). The average age they first received mental health 

treatment was 23. A little over half reported receiving mental health treatment (56%) 

and psychiatric medications (67%) prior to their last incarceration. 
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Table 3.2: Alcohol/Substance Use and Treatment History at Baseline 

  % Mean SD Median Range 

Alcohol Use History         
  Ever drank alcohol 98     
  Age first drank alcohol  13.48 4.00 13.00 5 - 23 
Drug Use History      
   Ever used drugs 96     
   Age first used drugs   14.15 4.13 13.00 6 - 26 
   Present Drug Problem  44      
 Substance Abuse Treatment History       
   Received substance abuse treatment 80      
   Age first received treatment  26.7 9.56 26.00 12 - 53 

 

 

Table 3.3: Mental Health Treatment History at Baseline 

  % Mean SD Median Range 

Received mental health treatment prior 
to last incarceration 
 

91        

Age first received mental health 
treatment 
 

 23.14 12.50 20.00 4 - 50 

Treated for mental health problems 6 
months prior to arrest that led to last 
incarceration 
 

56     

Prescribed medications 6 months prior to 
arrest that led to last incarceration 

67     

 

Table 3.4 provides information about the criminal justice history of the 

participants included in this study.  On average, their first arrest took place around the 

age of 17.  The mean number of arrests for this sample was twenty-two and the mean 

number of arrests that took place prior to the age of 17 was five.  Additionally, they 

reported 18 incarceration (includes jail and prison) episodes on average.  Over half 

reported that they were under the influence or alcohol and/or drugs at the time of the 

arrest that led to their last incarceration (61%) and approximately 78% reported 

experiencing emotional or psychological problems at the time of the arrest that led to 
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their last incarceration. Their mean LCSF score at baseline was 11 and their mean 

LSCF Violation score at baseline was 5 representing a moderate risk level. 

Table 3.4: Criminal History at Baseline 

  % Mean SD Median Range 

 
Number of arrests 
 

  
22.37  

 
21.30 

 
15.00 

 
2 - 100 

Age at first arrest 
 

 16.50  5.55 16.00 8 -38 

Number of arrests prior to the age of 17 
 

 5.74 15.24 1.00 0 - 100 

Number of times incarcerated 
 

 18.17 17.09 15.00 1 - 100 

Under the influence of alcohol or drugs at 
time of arrest that led to last 
incarceration 
 

61     

Experienced emotional or psychological 
problems at time of the arrest that led to 
last incarceration 
 

 78     

LCSF Total Score  11.20 2.77 12.00 2 - 17 
 
LCSF Violation Score 

  
5.50 

 
1.63 

 
6.00 

 
2 - 9 

 

Table 3.5 provides information on the extent to which these participants were 

exposed to adverse childhood events. On average, the participants included in this 

study were exposed to four different types of childhood adverse events.  Over half of the 

sample reported exposure to emotional abuse (54%), physical abuse (52%), parental 

discord/divorce (67%), and substance abuse in their childhood home (59%).  Half of the 

sample reported being emotionally neglected and a little less than half reported having a 

household member who had mental health problems (44%). Around a quarter reported 

being sexually abused (22%), physically neglected (28%), and having a household 

member who had been to prison (28%).  About a third reported exposure to domestic 

violence in their childhood home (35%). 
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Table 3.5: Adverse Childhood Events (ACE) Exposure 

  % Mean SD Median Range 

Number of ACES 
  

  4.39   2.63 4.00 0 - 10  

Abuse 
     Emotional abuse 

 
54 

    

     Physical abuse 
     Sexual abuse 
 

52 
22 

    

Neglect 
     Emotional neglect 

 
50 

    

     Physical neglect 
 

28     

Household Dysfunction 
     Battered mother 

 
35  

    

     Parental discord/divorce 67     
     Mental Illness in household 
     Household substance abuse 

44 
59 

    

     Incarcerated household member 28     
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Chapter 4: Factors Associated with Psychiatric Morbidity 

The majority of individuals incarcerated in prisons or jails will eventually return to 

their communities (Hughes & Wilson, 2003). Prior surveys of correctional populations 

indicate that a substantial number are returning home with major mental health 

problems (Davis et al., 2009; Mallik-Kane & Visher, 2008).  As a result, there is a 

growing public and professional concern about ensuring access to mental health 

services for returning prisoners. Navigating the physical and mental health care system 

can often be a daunting task for many offenders, who need help and/or encouragement 

to seek out the care they need.  Additionally, many formerly incarcerated individuals 

with and without mental illness face several system-level barriers (e.g. lack of provider 

availability or costs) and provider-level barriers (stigma towards justice-involved 

individuals) that may limit their access to care (Lincoln et al., 2006; Marlow, White, & 

Chesla, 2010; van Olphen, Freudenberg, Fortin, & Galea, 2006). 

In response to the difficulties in accessing needed mental health treatment in the 

community, several interventions have been developed to help offenders get this care 

through transition clinics (Wang et al., 2012) and/or with the help of case managers 

(Cusack, Morrissey, Cuddeback, Prins, & Williams, 2010; Jarrett et al., 2012). Transition 

clinics provide a medical home for formerly incarcerated individuals that are staff by 

medical professionals who have experience working with justice-involved individuals 

(Wang et al., 2012). Case managers on the other hand are often utilized to help 

formerly incarcerated individuals navigate the various health and social service systems 

(Cusack et al., 2010; Jarrett et al., 2012).  There is some evidence that intensive case 

management interventions can be effective in increasing health care utilization in the 
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community among individuals with mental illness (Cusack et al., 2010; Jarrett et al., 

2012). For instance, Jarrett et al. (2012) evaluated the Critical Time Intervention (CTI) 

with a small sample of 60 prisoners located in the United Kingdom.  The goal of this 

intervention is to help connect prisoners to health care service following their release 

from a correctional facility. Prisoners randomly assigned to the CTI intervention were 

assigned to a CTI care manager who met with the inmate prior to release to identify 

three problems that needed to be addressed in order to increase the likelihood that the 

offender would access mental health services in the community. The CTI manager 

provided assistance in addressing some of these problem areas prior to release and 

continued to provide up to six weeks of support (e.g. going to the first treatment 

appointment with the CTI participant) following release. Prisoners randomized to the 

treatment as usual (TAU) group received the typical discharge planning services 

provided by their correctional institution. The findings from this small pilot study showed 

that a higher percentage of CTI group participants, compared to TAU participants 

access treatment services during the follow-up period (75% vs. 50%).    

In California, the Division of Adult Parole Operations (DAPO) ensures access to 

mental health services to recently released prisoners who have been diagnosed with a 

severe mental illness prior to leaving prison through their parole outpatient clinics. 

Pharmacotherapy is the primary method of treatment for psychiatric disorders in most 

U.S. correctional systems (Baillargeon, 2000; Beck & Maruschak, 2001; Gray, 

Bressington, Lathlean, & Mills, 2008).  Numerous studies have shown the effectiveness 

of pharmacotherapy in treating various psychiatric conditions such as schizophrenia 

(Stroup, Gerhard, Crystal, Huang, & Olfson, 2016), depression (Frank, Karp, & Rush, 
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1993), and bipolar (Geddes & Miklowitz, 2013).  Yet many individuals often do not 

adhere to the medication regimen, which can undermine the effectiveness of the drugs 

(Shelton et al., 2010) and lead to mental illness relapse (Morken, Widen, & Grawe, 

2008; Subotnik et al., 2011). However, psychiatric medications do not impact everyone 

in the same way and some individuals may never achieve significant clinical 

improvement despite high levels of medication adherence (Erwin et al., 2002). 

Furthermore, an individual’s response to a medication can change over time and lead to 

a mental illness relapse if their clinician fails to address change with a new dose or 

combination of drugs (Frank et al., 1993). Thus, emphasizing medication adherence 

may not be enough to ensure that an individual with mental illness will experience a 

significant reduction in their symptoms.  In order to understand why some individuals do 

not respond well to their psychiatric treatments, it is important to examine other factors 

that might contribute to continued symptomatology while taking psychiatric medication 

to treat a mental health disorder.  

Working Alliance 

 A number of studies have shown a clear association between the clinician’s 

working  or therapeutic alliance with their patient and clinical outcomes (Barber, 

Connolly, Crits-Christoph, Gladis, & Siqueland, 2000; Frank & Gunderson, 1990; 

Howgego, Yellowlees, Owen, Meldrum, & Dark, 2003; Martin, Garske, & Davis, 2000; 

Zilcha-Mano, Dinger, McCarthy, & Barber, 2014). Working alliance is commonly defined 

as the combination of (a) client and clinician agreement on goals, (b) client and clinician 

agreement on how to achieve the goals identified, and (c) the development of a bond 

between the client and clinician (Horvath & Luborsky, 1993).  Several studies have 
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found that a strong working alliance can lead to high levels of medication adherence 

(Fenton, Blyler, & Heinssen, 1997; Montreuil et al., 2012), while other studies have 

shown that a poor working alliance is associated with lower levels of medication 

adherence (Day et al., 2005; Weiss, Smith, Hull, Piper, & Huppert, 2002). Thus, the 

association between working alliance and psychiatric symptoms may be mediated by 

medication adherence. The lack of social support in the community and home 

environment  has been found to be associated with a mental illness relapse (Paykel, 

1994).  Thus, clinicians can often serve as a substitute form of support for the mentally 

ill patient in the absence of outside supports (Meeks & Murrell, 1994). One study in 

particular found that loneliness was a major barrier to recovery with several study 

participants citing that any kind of social contact  is better than having no social contact 

all (Green, Hayes, Dickinson, Whittaker, & Gilheany, 2002). 

Stressful Life Events 

Few studies have examined stressors or strains as factors that can contribute to 

continued psychiatric morbidity among justice-involved individuals with mental illness. 

Many parolees encounter a variety of stressors (e.g., homelessness or unemployment) 

during the first couple of months of reentry that can negatively impact the course of their 

treatment.  There is some evidence that persistent difficulties can lead to increased 

depression (Brown, Adler, & Bifulco, 1988).  Furthermore, exposures to adverse events 

during childhood can not only lead to development of psychiatric disorders but impact 

the course of recovery (Anda et al., 2007; Messina & Grella, 2006). This association has 

been found among those who have developed major depressive disorder (Heim, 

Plotsky, & Nemeroff, 2004; Teicher, 2006; Teicher, Samson, Polcari, & Andersen, 2009; 
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Widom, DuMont, & Czaja, 2007) anxiety disorders (Kessler, Davis, & Kendler, 1997), 

and schizophrenia spectrum disorders (Matheson, Shepherd, Pinchbeck, Laurens, & 

Carr, 2013; Read & Bentall, 2010; Varese et al., 2012). There is some evidence that 

those who have been exposed to childhood trauma are more likely to refuse treatment 

or adhere to their medications (Mueser, Rosenberg, Goodman, & Trumbetta, 2002) 

 Exposure to adverse events during childhood may also impact the effectiveness 

of treatment, which subsequently can increase the likelihood that a patient will not see a 

reduction in their symptoms (Keller, 2003).  One theory for why this is the case suggests 

that high levels of exposure to traumatic events during childhood results in an increased 

risk of developing maladaptive coping strategies and post-traumatic stress disorder 

(Courtois & Ford, 2009). The development of PTSD may lead to problems with 

developing attachments to others, which in turn lead to poorer alliances with their 

clinician (Lecomte et al., 2008).   

  

Alcohol and Drug Use 

 A large number of parolees with mental illness also have a co-occurring 

substance abuse problem (James & Glaze, 2006).  The use of drugs and alcohol can 

exacerbate the psychiatric disorder and decrease the effectiveness of the psychiatric 

medications leading to a mental illness relapse if not adequately addressed (Cornelius 

et al., 1998; Torrens et al., 2005).  For instance, Soni and Brownlee, (1991) compared a 

group of patients with schizophrenia who consumed more than 20 units of alcohol per 

week while receiving psychiatric medications to a group of patients who did not drink 

alcohol.  The findings showed that the group of patients who consumed alcohol had a 

higher frequency of mental illness relapses and a greater severity of positive symptoms. 
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Additionally, chronic use of some drugs can lead to mental health problems such as 

paranoia, depression, and hallucinogens (National Institute on Drug Abuse, 2012) 

making it difficult to determine whether the symptoms are caused by the substance use 

or a nonresponse to the treatment regimen. 

Current Study 

While there has been a substantial amount of research conducted examining 

factors that may impact the mental health recovery process, very few studies have been 

conducted with a justice-involved population. Since persistent psychiatric symptoms 

have the potential to serve as a major barrier to the successful reintegration of former 

prisoners with mental illness, it is important to understand why some parolees see very 

little improvement in their symptoms despite taking psychiatric medication. Thus, the 

purpose of this chapter is to examine factors that may interfere with the recovery 

process during the first six months of parole. Recovery has typically been defined as an 

amelioration of symptoms and return to normal functioning (Davidson, O’Connell, 

Tondora, Lawless, & Evans, 2005). However, this definition of recovery has been 

challenged in recent years with researchers and practitioners arguing that a return to 

former functioning is never possible because being defined and treated as a mental 

patient is a traumatic event that changes the person in a way that doesn’t allow a return 

to a normal state of being (Davidson et al., 2005; Slade et al., 2008). As a result, the 

concept of recovery has been broadened to mean overcoming the effects of being a 

mental patient (e.g., being unable to work) and regaining control over their life by 

providing for their own basic needs (Davidson et al., 2005). However, when applying 

this latest definition to those returning from prison, the ability to regain control over their 
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life is often difficult due to the many challenges former prisoners in general face with 

regard to finding employment and housing with these challenges even more enhanced 

among those with mental illness (Mallik-Kane & Visher, 2008; Petersilia, 2009). Since a 

failure to reduce their mental health symptoms can interfere with their ability to find 

stable employment and successfully meet the other conditions of their parole, the 

aspect of the recovery process that will be the focus of this chapter will be on a 

reduction of symptoms.  Specifically, I will examine various factors that might interfere 

with the recovery process and result in continued psychiatric morbidity during their first 

six months of parole. Based on previous findings from the literature, the following 

hypotheses were tested: 

Hypothesis 1: Chronic stressors (i.e. unemployment and homelessness) will be 

associated with an increased likelihood of meeting the criteria for psychiatric 

morbidity at the six-month follow-up interview. 

Hypothesis 2: A higher level of exposure to childhood adverse events will be 

associated with an increased likelihood of meeting the criteria for psychiatric 

morbidity at the six-month follow-up interview. 

Hypothesis 3: Higher working alliance scores will be associated with a decreased 

likelihood of meeting the criteria for psychiatric morbidity at the six-month follow-

up interview. 

Hypothesis 4: Higher medication adherence scores will be associated with a 

decreased likelihood of meeting the criteria for psychiatric morbidity at the six-

month follow-up interview. 
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Hypothesis 5: Self-reported alcohol and drug use will be associated with an 

increased likelihood of meeting the criteria for psychiatric morbidity at the six-

month follow-up interview. 

Method 

Analyses progressed in three phases. Bi-variate analyses (t-tests and chi-square 

statistics) were done to test the equivalence of the background characteristics of those 

who committed an income offense to those who did not. To identify factors significantly 

associated with psychiatric morbidity during the six month period following release from 

prison, bivariate logistic regressions were conducted using IBM SPSS statistical 

software version 24. Covariates with a p-value < 0.10 in the bivariate model were 

subsequently included in a multivariate logistical regression model, where odds ratios 

with 95% confidence intervals were reported.  The critical alpha level for statistical 

significance was set p < 0.10 for all analyses, due to the small size of the sample 

included in the studies. While this increased the probability of a false-positive finding, it 

allows for the identification of trends that could be explored in future studies.  

Dependent Variable 

Psychiatric Morbidity.  Study participants were administered the Brief Symptom 

Rating Scale-5 (BSRS-5: Lee et al, 2003) during the follow-up interview, which was 

used to measure psychiatric morbidity. Total BSRS-5 scores ranged from 0 to 20, with a 

cut-off score of 6 or above used to establish psychiatric morbidity. A dichotomous 

psychiatric morbidity variable was created to identify the participants who met the 

criteria for psychiatric morbidity (1 = met criteria for psychiatric morbidity, 0= did not 

meet the criteria for psychiatric morbidity).  



 

 

28 

Independent Variables 

Demographics. Information on age, gender and race were collected during the 

baseline interview and included in all bivariate models.  Age was recorded in years and 

gender was coded as 1 (male) and 0 (female).  A dichotomous race variable was 

created and coded as 1 (White) and 0 (non-White).  

Strain/stress variables. The following variables were included to represent 

possible stressors that can have a negative impact on the dependent variable: 

homelessness, unemployment, and the total number of adverse childhood events 

(ACE).  Homeless status was based on participants’ self-report.  During the follow-up 

interview, participants were asked to report where they were living during the majority of 

the previous six months. Participants who reported that they were living in a shelter or 

on the streets were coded as 1.  Participants who reported that they were living in their 

own place, someone else’s apartment, a halfway house, a controlled environment (e.g. 

residential treatment or jail) were coded as 0.  Unemployment status was also based on 

participants’ self-report.  During the follow-up interview, participants were asked to 

report their employment status during the follow-up period.  Participants who reported 

that they were unemployed and seeking work were coded as 1.  Participants who 

reported that they were working (includes full-time or part-time) or not in the labor force 

were coded as 0. Indicators of exposure of adverse childhood events were based on 

self-reported exposure to events that took place in response to items from the Adverse 

Childhood Experiences (ACE: Felitti et al., 1998) survey, which was administered at 

baseline. A continuous ACE variable was created to indicate the total number of 

categories of childhood traumatic events endorsed (0-8) by the study participant 
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Clinical Variables.  Information on working alliance and medication adherence 

were collected during the follow-up interview. A continuous working alliance variable 

was used based on the total score calculated from the Working Alliance Inventory (WAI: 

Horvath and Greenbery 1991). The WAI measures three aspects of the therapeutic 

alliance believed to be important in forming a bond between a therapist and client: 

goals, tasks, and bonds. WAI scores range from 1 to 35 with higher scores indicating a 

higher level of alliance with their psychiatrist. A continuous medication adherence 

variable was created based on the total score calculated from the 8-item Morisky 

Medication Adherence Scale (MMAS-8: Morisky et al., 2008). The MMAS-8 scores can 

range from 0-8 with higher scores indicating higher levels of adherence. 

Drug and Alcohol Use. Information on drug and alcohol use during the previous 

six months was obtained during the follow-up interview.  Dichotomous variables were 

created to indicate whether the participant reported using drugs (1 = drug use, 0 = no 

drug use) and alcohol (1 = alcohol use, 0 no alcohol use) during the six month period 

following their release from prison.      

Results 

Over half of the participants met the criteria for having psychiatric morbidity 

based on their BSRS score during the follow-up period.  Table 4.1 provides background 

comparisons between those who met the criteria for psychiatric morbidity to those who 

did not.  There were several significant differences between those that met the criteria 

for having psychiatric morbidity at follow-up and those who did not. A lower percentage 

of those who met the criteria for psychiatric morbidity, compared to those who did not 

meet this criteria, reported being unemployed for the majority of the previous six months 
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(15% vs. 35%; p = 0.08). When looking at differences in clinical outcomes, those who 

met the criteria for psychiatric morbidity tended to have a significantly lower mean score 

on the working alliance scale than those who did not meet the criteria for psychiatric 

morbidity (24.15 vs. 30.80; p=0.00). The participants who met the criteria for psychiatric 

morbidity also tended to have a significantly lower medication adherence score than 

those who did not meet the criteria for psychiatric morbidity (4.29 vs. 6.75; p=0.00). 

Finally, a higher percentage of those who met the criteria for psychiatric morbidity, 

compared to those who did not, reported using drugs during the follow-up period (47% 

vs. 10%; p=0.01). 

Table 4.2 depicts results from the bivariate logistic regressions.  Unemployment, 

working alliance, medication adherence, and drug use were found to be significant.  

Specifically, those who were unemployed had a decreased likelihood of meeting the 

criteria for psychiatric morbidity (OR= 0.32; 95% CI=0.09, 1.20) while those who used 

drugs during the follow-up period had a significantly increased likelihood of meeting the 

criteria for psychiatric morbidity (OR = 8.00; 95% CI=1.60, 39.97).  Higher levels of 

working alliance was associated with a decreased likelihood that they would meet the 

criteria for psychiatric morbidity (OR=0.84; 95% CI= 0.75, 0.94). Likewise, higher levels 

of medication adherence were also associated with a decreased likelihood of meeting 

the criteria for psychiatric morbidity (OR=0.63; 95% CI=0.46, 0.87).The variables that 

were not significant included: gender, ethnicity, age, homelessness, ACEs, and alcohol 

use. 
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As stated in the previous section, the multivariate model included the significant 

covariates found in the bivariate findings. Table 4.3 presents the results of the 

multivariate regression analysis. In this model, working alliance and drug use were both 

found to be significant. Specifically, higher levels of working alliance were associated 

with a decreased likelihood of meeting the criteria for psychiatric morbidity (OR=0.82; 

95% CI=0.70, 0.94). Those who used drugs during the follow-up period also had a 

decreased likelihood of meeting the criteria for psychiatric morbidity (OR=0.13; 95% 

CI=0.02, 1.07). Unemployment and medication adherence were not significantly 

associated with psychiatric morbidity. 

Table 4.1: Background  comparisons bet ween  those who did and did not meet the criteria for psych iatr ic morb idit y at  follow-up (N=54)  

Table 4.1: Background comparisons between those who did and did not meet the criteria 
for psychiatric morbidity at follow-up (N=54) 
 

Characteristics Met criteria for 
psychiatric morbidity 

(n=34) 
      
     %                M(SD)            

Did not meet criteria 
for psychiatric 

morbidity 
(n=20) 

     %                  M(SD 

Total Sample 
           (n=54) 
      
       
      %               M(SD) 

Male 65  75  69  

White 29  25  28  

Age  36.65(10.22)   40.55 (9.00)  38.09 (9.89) 

Unemployed*      15  35  22  

Homeless 9  15  11  

ACE    4.71 (2.67)  3.85 (2.56)  4.39 (2.63) 

Working 
Alliance** 

 24.15 (7.524)  30.80 (4.86)  26.61 (7.37) 

Med 
Adherence** 

  4.29 (2.16)  6.15 (1.82)  4.98 (2.21) 

Alcohol Use 27   35   30   

Drug Use ** 47  10  33  

     * p <0.10; **p< 0.05 
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Table 4.2: Bivariate regression results: Odds Ratios Predicting Psychiatric Morbidity 
(N=54) 

Background Characteristics p Value Odds Ratio 95% CI 

Gender 0.43 0.61 0.18 – 2.10 
White 0.73 1.25 0.36 – 4.37 
Age 0.16 0.96       0.91 - 1.02 
Unemployed* 0.09 0.32 0.09 - 1.20 
Homeless 0.49 0.55 0.10 - 3.02 
ACE  0.25 1.14 0.91 - 1.41 
Working Alliance Score  0.00 0.84 0.75 - 0.94 
Med Adherence 0.01 0.63 0.46 - 0.87 
Alcohol Use 0.51 0.67 0.20 - 2.21 
Drug Use**   0.01 8.00   1.60 - 39.97 

* p < 0.10 ; ** p <0.05 
 
 
Table 4.3: Multivariate regression results: Odds Ratios Predicting Psychiatric Morbidity 
(N=54) 

 
Background Characteristics p Value Odds Ratio 95% CI 

Unemployed  0.50 1.80 0.33 – 9.86 
Working Alliance** 0.01 0.82 0.70 – 0.94 
Medication Adherence 0.21 0.77 0.52 – 1.15 
Drug Use* 0.06 0.13 0.02 – 1.07 

Note. R2 = .73 (Hosmer & Lemeshow) .38 (Cox & Snell) .52 (Nagelkerke). Model Ҳ 2 (6) = 26.10, 
p = .00; *p < 0.10; ** p <0.05 
 

Discussion  

The underlying assumption guiding most reentry policies for individuals with 

mental illness is that improving access to mental health treatment will help to ensure 

sustained mental health recovery and that any mental illness relapse is because the 

patient is not taking the medications as prescribed (Epperson et al., 2014; Kennedy-

Hendricks et al., 2016; Skeem, Manchak, & Peterson, 2011; Van Dorn, Desmarais, 

Petrila, Haynes, & Singh, 2013).  However, psychiatric medications do not impact 

everyone in the same way and some individuals may never achieve significant clinical 

improvement or sustained recovery despite high levels of medication adherence 

(Breggin, 2004; Erwin et al., 2002; Harrow, Jobe, & Faull, 2014). Therefore, high levels 
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of medication adherence may not be enough to prevent a mental illness relapse for 

some individuals with mental illness. Since persistent psychiatric symptoms has the 

potential to serve as a major barrier to the successful reintegration of former prisoners 

with mental illness, it is important to understand why some parolees see very little 

improvement in their symptoms despite taking psychiatric medication. While prior 

research has identified a number of factors that can impede the course of recovery from 

mental illness such as severe symptomology, medication nonadherence (Alvarez-

Jimenez et al., 2012), low working alliance (Barber et al., 2000; Frank & Gunderson, 

1990; Howgego et al., 2003; Martin et al., 2000; Zilcha-Mano et al., 2014), stressful life 

events (Brown et al., 1988; Keller, 2003), and drug use (Cornelius et al., 1998; Torrens 

et al., 2005), the samples used in these studies are often drawn from non-correctional 

populations. As a result, very little is known about the factors that impact the course of 

mental illness recovery (i.e. an elimination or reduction in symptoms) among those 

recently released from prison.  The study presented in this chapter attempts to fill this 

gap in the literature by identifying factors associated with psychiatric morbidity in this 

population during a very critical period of time of the reentry process. 

Overall, the findings from this study did not support hypotheses 1 and 2, 

suggesting stressful life events, such as chronic homelessness, unemployment, and 

high levels of exposure to adverse events during childhood, does not have a strong 

impact on psychological functioning among those taking medications to treat a mental 

health problem.  However, this may be a reflection of the fact that not everyone 

responds to stressful or traumatic events in the same way so the stressor variables 

included in this study may not represent stressors that would lead to psychological 
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distress in this population. Findings from a study conducted by Bovier, Chamot, and 

Perneger (2004) suggest that perceived stress is a stronger risk factor for developing 

mental health problems than exposure to external stressors. Thus, future studies might 

benefit by including a measure of perceived stress as an indicator of the impact a 

stressor has on person.  

While exposure to adverse events during childhood has previously been shown 

to negatively impact the course of mental health recovery (Courtois & Ford, 2009) and 

lead to problems with treatment engagement (Keller, 2003), the findings from this study 

did not show a significant association between exposure to childhood adverse events 

and psychiatric morbidity. One possible explanation for why a significant effect was not 

found for adverse childhood events may come from a more recent study that examined 

the differential impact childhood and adult adverse events has on mental health 

recovery.  Specifically,  Stumbo, Yarborough, Paulson, and Green (2015) interviewed 

177 members of a not-for-profit plan who had a current diagnosis of either bipolar 

disorder, affective psychosis, schizophrenia, or schizoaffective disorder over the course 

of two years and found that exposure to adult adverse events was a stronger predictor 

of impaired recovery and functioning than exposure to child adverse events. 

Considering that individuals with mental illness have a higher risk of violent victimization 

than those who do not have a mental illness (Silver, Arseneault, Langley, Caspi, & 

Moffitt, 2005; Teasdale, Daigle, & Ballard, 2014; Teplin, McClelland, Abram, & Weiner, 

2005), future studies might examine the role that exposure to adverse events as an 

adult has in the recovery process among former prisoners with mental illness.  
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Consistent with findings from prior studies (Barber et al., 2000; Zilcha-Mano et 

al., 2014) , a positive working alliance was associated with decreased odds of meeting 

the criteria for psychiatric morbidity at follow-up. Thus, hypothesis 3 was supported by 

the findings from this study.  Considering that so many parolees with mental illness 

have limited social supports (Clear, 2009; Petersilia, 2009),  the social support provided 

by the clinician may have provided the parolees with an enhanced ability to cope with 

stressors associated with the first six months of reentry (Green et al., 2002). Another 

possible explanation for this is that clinicians who are able to form a strong therapeutic 

alliance with their patients are in a better position to uncover any issues related to the 

medications more quickly and make necessary adjustments to ensure that their patient 

experiences improvement in their symptoms (Carey, 1996). 

While the bivariate findings showed that higher levels of medication adherence 

was associated with a decreased the odds of meeting the criteria for psychiatric 

morbidity at the follow-up, this finding was not significant in the final model. The small 

sample size may have limited the ability to detect a significant relationship between 

medication adherence and psychiatric morbidity. However, this finding could also 

suggest that the medications were not effective in reducing symptoms, which could be 

the result of patients not receiving the right combination of medications and/or dose 

(Breggin, 2004; Harrow et al., 2014).  

Hypothesis 5 was partially supported by the findings of this study.  Self-reported 

alcohol use was not a significant predictor of psychiatric morbidity while the relationship 

between drug use and psychiatric morbidity was found to be significant. However, 

contrary to what was expected, the findings from this study showed that drug use was 
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associated with a decreased likelihood of meeting the criteria for psychiatric morbidity. If 

the medications were not effective in reducing symptoms or led to side effects, this 

finding may suggest that some participants are using drugs as a way to alleviate their 

symptoms (Khantzian, 1997).    

Overall the findings from this study suggest that a strong working alliance was 

associated with better mental health outcomes during the first six months of reentry.  

However, further research is needed to identify the underlying mechanisms that can 

help explain this relationship as well as barriers to forming a strong alliance. Research 

in this area can help inform the development of interventions and practices that increase 

working alliance among parolees receiving mental health treatment following release 

from prison. Drug use also associated with less psychiatric impairment at follow-up, 

possibly due to the patients self-medicating (Khantzian, 1997). Since long-term illicit 

drug use can lead to major physical and mental health problems (National Institute on 

Drug Abuse, 2012), future research should explore the short- and long-term effects of 

substance use on mental health recovery among parolees receiving psychiatric 

medications to treat their mental health disorder.      
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Chapter 5: Factors Associated with Low Levels of  

Psychiatric Medication Adherence 

This chapter examines factors associated low levels of psychiatric medication 

adherence during the first six months following release from prison. While there is some 

evidence that some people do not respond well to pharmacotherapy to extent that they 

do not see an improvement in the symptoms (Breggin, 2004; Erwin et al., 2002; Harrow 

et al., 2014), pharmacotherapy can be very effective in treating psychiatric disorders, 

especially when patients are provided with the right combination and doses of the 

medications (Geddes & Miklowitz, 2013; Stroup et al., 2016). Thus, for those who 

respond to the psychiatric medications in a way that leads to an improvement in their 

symptoms, it is important for them to continue to adhere to the prescribe medication 

regimen in order to remain symptom free(Alvarez-Jimenez et al., 2012).  However, 

many individuals suffering from a mental illness do not take their medication as 

prescribed (Krueger, Berger, & Felkey, 2005; Morken et al., 2008; Shelton et al., 2010).  

Poor adherence to prescribed psychiatric medication regimens can undermine the 

effectiveness of the medications resulting in a possible mental illness relapse (Alvarez-

Jimenez et al., 2012; Morken et al., 2008; Subotnik et al., 2011). 

Medication adherence has been defined as the extent to which patients take their 

medications as prescribed by their health care provider (Brown & Bussell, 2011; Shelton 

et al., 2010). Adherence rates are usually calculated as the percentage of prescribed 

medication that an individual has taken during a specific period of time (Carpenter et al., 

2009). There is a general consensus that 80% or more medication taken is an 

appropriate cutoff for full adherence and 20-80% for partial adherence (Carpenter et al., 
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2009; Shelton et al., 2010). While there has been a substantial amount of research 

examining the prevalence of psychiatric medication nonadherence, it is difficult to obtain 

good estimate on rates of nonadherence due to the different measures of adherence 

used in various studies. Nevertheless, the findings from the literature have provided 

some insight into why individuals may not adhere to their psychiatric medication 

regimen. In general, demographic variables (e.g. age, gender and ethnicity) have not 

been consistently related to psychiatric medication adherence among correctional and 

community samples (Julius, Novitsky, & Dubin, 2009; Shelton et al., 2010).  

The factors that do seem to be consistently related to psychiatric medication 

nonadherence in both correctional and community samples include having a prior 

history of non-adherence, negative attitudes towards treatment, substance abuse, poor 

insight, and therapeutic alliance with the clinician (McCann, Boardman, Clark, & Lu, 

2008; Shelton et al., 2010). Although research has identified a set of consistent 

predictors of medication nonadherence, very little work has examine factors associated 

with psychiatric medication nonadherence among correctional populations, especially 

among justice-involved individuals under community supervision (for an exception, see 

Farabee, Shen, & Sanchez 2004). The one study that examined psychiatric medication 

adherence in a parolee sample, found that being prescribed an atypical antipsychotic 

and having a guardian was associated with better levels of adherence while perceived 

coercion to treatment was not (Farabee, Shen, & Sanchez, 2004).  

There is some evidence that there are notable differences in the reasons why 

individuals involved in the criminal justice system do not adhere to their medications as 

prescribed (Hassan, Senior, Frisher, Edge, & Shaw, 2014). One area where correctional 
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populations may differ from the general population is the extent to which the side effects 

of various medications contribute to nonadherence. For instance, Hassan, Edge, 

Senior, and Shaw (2014) found that the sedative effects of certain antidepressant and 

antipsychotic medications were viewed as being beneficial in a prison setting possibly 

as a way to cope with the strains and boredom of prison life. In contrast, sedation has 

often been seen as a problem among non-correctional community samples and more 

likely to lead to adherence problems, especially among individuals with Bipolar disorder 

(Carpenter et al., 2009; Julius, Novitsky, & Dubin, 2009). 

Even though a substantial amount of research has identified some possible risk 

factors for psychiatric medication adherence, many questions remain unanswered 

especially regarding those on parole. No study to date has examined the role that 

various strains/stressors, psychiatric symptoms, working alliance and substance use 

have on psychiatric medication adherence during the first six months of reentry.  In 

order to develop effective interventions to improve medication adherence behaviors 

among recently-released prisoners with mental illness, it is important to examine a wider 

range of factors that can interfere with medication adherence in this sample. This study 

builds on existing literature in order to expand our understanding of why some parolees 

with mental illness do not take their psychiatric medication as prescribed during the first 

six months of reentry. Before presenting the details of the current study, I will begin with 

a review of the extant literature examining factors that have been found to be related to 

medication nonadherence.  
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Stressful Life Events 

There is some evidence that individuals who adhere to the medications tend to 

have exposure to fewer stressful life events when compared to individuals who do not 

adhere to their medications (Magura, Laudet, Mahmood, Rosenblum, & Knight, 2002). 

For instance several studies have found homelessness to be associated with 

medication nonadherence (Hunter et al., 2015; Kidder, Wolitski, Campsmith, & 

Nakamura, 2007; Nyamathi & Shuler, 1989). While it is not completely clear why this 

association exists, one possible explanation is that it may be difficult for homeless 

individuals to adhere to their treatment regimen when they often have to deal with 

immediate subsistence needs, such as finding adequate food and shelter. 

Unemployment has also been found to be associated with medication nonadherence 

(Nosé, Barbui, & Tansella, 2003). However, it is unclear why this association exists. 

Additionally, several studies have found a relationship between exposure to childhood 

events and medication nonadherence (Lecomte et al., 2008; Mueser et al., 2002).  

There is some evidence that suggests individuals with histories of trauma develop 

attachment issues and have trouble trusting others, including health professionals 

(Berry, Barrowclough, & Wearden, 2007; Mueser et al., 2002; Pearlman & Courtois, 

2005). Thus, these individuals may not believe their clinician is looking out for their best 

interests and subsequently reject the treatment plan developed by their clinicians. 

Clinical Factors 

Studies that have examined the relationship between working alliance between 

patients and their clinicians and medication adherence have generally found that a 

strong working alliance is associated with better adherence to medications (Fenton et 
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al., 1997; Montreuil et al., 2012). Symptoms can influence medication adherence in a 

number of ways. Some individuals may stop taking their medications when their 

condition has improved believing that they no longer need to be on the medications 

while others may stop taking their medications if they do not see any improvement in 

their condition leading them to question the efficacy of the medications (Coldham, 

Addington, & Addington, 2002; Magura et al., 2002).  

Alcohol and Drug Abuse 

A substantial amount of research has found relationships between alcohol and 

substance abuse and medication non-adherence among individuals with severe mental 

illness (Drake et al., 1989; Owen et al., 1996; Warner et al., 1994).  One possible 

explanation for this is that the alcohol and substance use leads to cognitive impairments 

that can increase the likelihood that a person will forget to take their medications. 

Another possible explanation may be that the psychiatric medications are not effective 

in reducing their symptom so they use alcohol and/or drugs as a way to suppress the 

symptoms (Khantzian, 1997).  

Current Study 

The first six months of reentry is often a very stressful time for former prisoners 

as they readjust to life back in the community.  Thus, it is important that they receive the 

treatment they need to address their mental health problems. Any interference to their 

treatment regimen can negatively impact their ability to successfully reintegrate back 

into society. While prior research has identified several predictors of medication 

nonadherence among non-correctional populations, very little is known about barriers to 

psychiatric medication adherence during the first six months following release from 
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prison where recently released prisoners experience a variety of stressors that can 

interfere with their treatment engagement. Thus, this study fills a major gap in the 

literature by identifying barriers to psychiatric medication adherence during the first six 

months of reentry. Based on previous findings from the literature, the following 

hypotheses were tested: 

Hypothesis 1: Chronic stressors (i.e. unemployment and homelessness) will be 

associated with increased odds of being classified as having low adherence. 

Hypothesis 2: A higher level of exposure to childhood adverse events will be 

associated with increased odds of being classified as having low adherence. 

Hypothesis 3: A high working alliance score will be associated with decreased 

odds of being classified as having low adherence. 

Hypothesis 4: A larger number of days experiencing symptoms will be associated 

with increased odds of being classified as having low adherence. 

Hypothesis 5: Self-reported alcohol and drug use will be associated with 

increased odds of being classified as having low adherence. 

 

Method 

Analyses progressed in three phases. Bi-variate analyses (t-tests and chi-square 

statistics) were done to test the equivalence of the background characteristics of those 

who meet the criteria for low adherence to those who did not. To identify factors 

significantly associated with low adherence during the six month period following 

release from prison, bivariate logistic regressions were conducted using IBM SPSS 

statistical software version 24. Covariates with a p-value < 0.10 in the bivariate model 
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were subsequently included in a multivariate logistical regression model, where odds 

ratios with 95% confidence intervals were reported.  The critical alpha level for statistical 

significance was set p < 0.10 for all analyses, due to the small size of the sample 

included in the studies. While this increased the probability of a false-positive finding, it 

allows for the identification of trends that could be explored in future studies. 

Dependent Variable 

Low Medication Adherence. Information on medication adherence was 

collected during the follow-up interview.  Medication adherence was measured using the 

8-item Morisky Medication Adherence Scale (MMAS-8: Morisky et al., 2008). The 

MMAS-8 scores can range from 0-8 or can be categorized into three levels of 

adherence: high adherence (score =8), medium adherence (score of 6 to <8), and low 

adherence (Score <6). A dichotomous medication variable was created to identify the 

participants who met the criteria for low adherence (1 = low adherence, 0= medium/high 

adherence). 

Independent Variables 

Demographics. Information on age, gender and race were collected during the 

baseline interview and included in all bivariate models.  Age was recorded in years and 

gender was coded as 1 (male) and 0 (female).  A dichotomous race variable was 

created and coded as 1 (White) and 0 (non-White).  

Strain/stress variables. The following variables were included to represent 

possible stressors that can have a negative impact on the dependent variable: 

homelessness, unemployment, and the number of adverse childhood events (ACE). 

Homeless status was based on participants’ self-report.  During the follow-up interview, 
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participants were asked to report where they were living during the majority of the 

previous six months. Participants who reported that they were living in a shelter or on 

the streets were coded as 1.  Participants who reported that they were living in their own 

place, someone else’s apartment, a halfway house, a controlled environment (e.g. 

residential treatment or jail) were coded as 0.  Unemployment status was also based on 

participants’ self-report.  During the follow-up interview, participants were asked to 

report their employment status during the follow-up period.  Participants who reported 

that they were unemployed and seeking work were coded as 1.  Participants who 

reported that they were working (includes full-time or part-time) or not in the labor force 

were coded as 0. Indicators of exposure of adverse childhood events were based on 

self-reported exposure to events that took place in response to items from the Adverse 

Childhood Experiences (ACE: Felitti et al., 1998) survey, which was administered at 

baseline. A continuous ACE variable was created to indicate the total number of 

categories of childhood traumatic events endorsed (0-8) by the study participant. 

Clinical Variables.  Information on working alliance and the number of days they 

experienced psychiatric symptoms (e.g., depression, manic episodes, hallucinations, 

and anxiety) were collected during the follow-up interview. A continuous working 

alliance variable was used based on the total score calculated from the Working 

Alliance Inventory (WAI: Horvath and Greenbery, 1991). The WAI measures three 

aspects of the therapeutic alliance believed to be important in forming a bond between a 

therapist and client: goals, tasks, and bonds. WAI scores range from 1 to 35 with higher 

scores indicating a higher level of alliance with their psychiatrist. A continuous symptom 

https://vpn.nacs.uci.edu/+CSCO+00756767633A2F2F6A6A6A2E676E6171736261797661722E70627A++/doi/full/10.1080/0735648X.2015.1053967#cit0020
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variable was created based on the total number of days they reported experiencing 

psychiatric symptoms during the previous six months.    

Drug and Alcohol Use. Information on drug and alcohol use during the previous 

six months was obtained during the follow-up interview.  Dichotomous variables were 

created to indicate whether the participant reported using drugs (1 = drug use, 0 = no 

drug use) and alcohol (1 = alcohol use, 0 no alcohol use) during the six month period 

following their release from prison.      

Results 

Over half of the participants met the criteria for low adherence to their psychiatric 

medications during the follow-up period. Table 5.1 provides background comparisons 

between those who met the criteria for low adherence to those who did not.  There were 

three significant differences between those classified as having low adherence and 

those classified as having high/moderate adherence. Participants in the low adherence 

group had a lower mean score on the working alliance scale than participants in the 

high/medium adherence group (24.89 vs. 28.46; p=0.08). Additionally, those who were 

classified as having low adherence to their medications were significantly more likely to 

report more days of experiencing mental health symptoms than those with higher levels 

of adherence (115 days vs. 44 days; p=0.00). Finally, a higher percentage of those with 

low adherence, compared to those with higher levels of adherence, reported using 

drugs during the six month period following their release from (54% vs. 12%; p=0.00). 
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Table 5.1: Background comparisons between those with low adherence and those with 
high/medium adherence  

 

Characteristics Low Adherence 
             (n=28) 
     %                 M(SD)            

High/Medium Adherence 
(n=26) 

     %                  M(SD 

Total Sample 
            (n=54) 
      %             M(SD) 

Male 64  73  69  

White 21  35  28  

Age  37.6(10.69)  38.6 (9.13)  38.1 (9.9) 

Unemployed 21  23  22  

Homeless 7  15  11  

ACE Score    4.68 (2.63)  4.09 (2.67)  4.39 (2.64) 

Working Alliance*  24.89 (8.03)  28.46 (6.20)  26.61 (7.37) 

Symptoms (days) **  115.50 (68.83)  43.58 (53.14)  80.87 (71.14) 

Alcohol Use 29  31  30  

Drug Use**   54  12  33  

 

Table 5.2 depicts results from the bivariate logistic regressions.  Working 

alliance, number of days experienced mental health symptoms and drug use were 

found to be significant. Specifically, those who used drugs during the follow-up period 

had a significantly increased likelihood of being classified as having low adherence 

(OR=8.85; 95% CI=2.15, 36.38). Additionally, high working alliance scores were 

associated with a decreased likelihood of being classified as having low adherence 

(OR=0.93; 95% CI=0.86, 1.01), while a greater number of days symptomatic was 

associated with an increased likelihood of being classified as having low adherence 

(OR=1.02; 95% CI=1.01, 1.03).The variables that were not significant included: gender, 

ethnicity, age, unemployment, homelessness, ACEs, and alcohol use.   
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Table 5.2: Bivariate regression results: Odds Ratios Predicting Low Adherence (N=54) 

 
Background Characteristics p Value Odds Ratio 95% CI 

Male 0.49 0.66 0.21 – 2.12 
White 0.28 0.52 0.15 - 1.73 
Age 0.71 0.99 0.94 - 1.05 
Unemployed  0.88 0.91 0.25 - 3.28 
Homeless 0.35 0.42 0.07 - 2.53 
ACE  0.40 1.09 0.89 – 1.35 
Working Alliance   0.08 0.93 0.86 - 1.01 
Symptoms (Days) 0.00 1.02 1.01 – 1.03 
Alcohol Use 0.86 0.90 0.28 - 2.90 
Drug Use  0.00 8.85   2.15 - 36.38 

* p < 0.10 ; ** p <0.05 
 

As stated in the previous section, the multivariate model included the signficant 

covariates found in the bivariate model.  Table 5.3 presents the results of the 

multivariate regression analysis. The number of days they experienced mental health 

symptoms and drug use were both found to be significant. Specifically, a greater 

number of days symptomatic was associated with an increased likelihood of being 

classified as having low adherence (OR=1.01; 95% CI=1.00, 1.02). In contrast, those 

who used drugs during the follow-up period had a significantly decreased likelihood of 

being classified as having low adherence (OR=0.17; 95% CI=0.36, 0.83). Working 

alliance did not have a significant impact on low adherence. 

Table 5.3: Multivariate regression results: Odds Ratios Predicting Low Adherence (N=54) 
 

Background Characteristics p Value Odds Ratio    95% CI 

Working Alliance Score 0.21 0.94 0.86 – 1.03 

Symptoms (Days)** 0.02       1.01 1.00 – 1.02 
Drug Use ** 0.03 0.17 0.03 – 0.83 

Note. R2 = .57 (Hosmer & Lemeshow) .33 (Cox & Snell) .45 (Nagelkerke). Model Ҳ 2 (3) = 21.97, 
p = .00; * p < 0.10 ; ** p <0.05 
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Discussion 

Prior research has identified a number of factors that can lead to lower levels of 

medication adherence, such as experiencing stressful life events (Hunter et al., 2015; 

Lecomte et al., 2008; Nosé et al., 2003), low working alliance with their psychiatrist 

(Montreuil et al., 2012), lack of improvement in clinical outcomes (Coldham et al., 2002; 

Magura et al., 2002) and drug use (Drake et al., 1989).  Since very little is known about 

the factors that can lead to medication nonadherence among those recently released 

from prison, this chapter attempts to fill this gap in the literature by identifying factors 

that are associated with low adherence among this population of offenders. 

There is some evidence that individuals who adhere to their medications tend to 

have exposure to fewer stressful life events when compared to individuals who do not 

adhere to their medications (Magura et al., 2002). Furthermore, stressful events like 

homelessness (Hunter et al., 2015; Kidder et al., 2007; Nyamathi & Shuler, 1989) and 

unemployment (Nosé et al., 2003) have both been found to be associated with 

medication nonadherence. However, in contrast to these findings, homelessness and 

unemployment were not found to be significant in this study. Exposure to adverse 

childhood events was also not significant.  While several studies have found a 

relationship between exposure to childhood events and medication nonadherence 

(Lecomte et al., 2008; Mueser et al., 2002), this relationship may be dependent on the 

type, frequency, intensity of the exposure, which could not be assessed in this study. 

Previous research has found a strong association between high levels of working 

alliance and medication adherence (Fenton et al., 1997; Montreuil et al., 2012). While 

working alliance was significant in the bivariate model, it was not significant in the 
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multivariate model. However, the small sample size may have made it difficult to detect 

significant relationships.   

Hypothesis 4 was supported by the findings where psychiatric symptoms were 

significantly associated with low adherence. This finding is consistent with other findings 

that suggest some individuals may stop taking their medication when they see no 

improvement in their condition. (Coldham et al., 2002; Magura et al., 2002). Substance 

use in previous studies has been found to increase the likelihood that a psychiatric 

patient will not take their medications as prescribed(Drake et al., 1989; Owen et al., 

1996; Warner et al., 1994).  Contrary to these findings, substance use was associated 

with a decreased likelihood of low adherence. While limitations to the data make it 

difficult to determine why substance use is associated with a decreased association, 

one possible explanation may be that use of street drugs helped to reduced symptoms 

making it difficult to determine whether the street drugs or the psychiatric medications 

were the reason for their improved clinical outcomes. Since the underlying reasons for 

this relationship are unclear, further research is needed to identify factors associated 

with nonadherence with a larger sample as well as to determine the long-term 

consequences of substance use while taking medications for a psychiatric problem.  
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Chapter 6: Factors Associated with Committing Income Crimes 

Desistance from crime is often use as a marker for determining whether or not a 

former prisoner has successfully reintegrated back into society. Offenders with mental 

illness tend to have higher rates of recidivism when compared to those without a mental 

illness (Fazel & Yu, 2011). However, it is unclear why this is the case with some 

researchers arguing that they become involved in the criminal justice system because of 

their untreated symptoms (Lamb & Weinberger, 2013; Teplin, 1984) and others arguing 

that they are involved because they have a high level of criminogenic risks and needs 

that increases the likelihood that they will engage in criminal behavior (Bonta, Blais, & 

Wilson, 2014; Bonta, Law, & Hanson, 1998; Skeem, Winter, Kennealy, Eno Louden, & 

Tatar, 2013). Based on the findings from the broader literature that examines the 

relationship between mental illness and offending, very few persons with mental illness 

are engaging in offending behavior because of their psychiatric symptoms (Appelbaum, 

2000; Calhoun, 2016; Peterson et al., 2014; Peterson, Skeem, Hart, Vidal, & Keith, 

2010; Skeem et al., 2011). For example, Appelbaum, Robbins, and Monahan (2000) 

found that among a sample of 1,136 patients discharged from psychiatric hospitals, 

delusions were not associated with a higher risk of violent behavior in the community. In 

another study, Peterson et al. (2010) examined the offending patterns of a sample of 

112 parolees with mental illness and 109 parolees without mental illness and found that 

only 5% of the parolees with mental illness were committing crimes because of their 

mental illness. In addition, the offending behavior for the majority of parolees in the 

sample was reactive and related to anger and impulsivity regardless of their mental 

health status. 
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Even though the previous evidence suggested that a small subset of offenders 

with mental illness are engaging in crime directly as a result of their psychiatric 

symptoms, findings from more recent studies suggests that even this may not be the 

case. Specifically, Peterson et al. (2014) examined the factors surrounding 429 crimes 

committed by 143 offenders suffering from some kind of mental illness (i.e. 

schizophrenia, bipolar disorder, and major depression).  They found that the majority of 

the crimes committed by the participants in their study were not directly related to some 

kind of mental illness. Furthermore, they found that among the offenders who committed 

at least one crime as a direct result of their symptoms, those offenders also committed 

crimes independent of their psychiatric symptoms. Calhoun (2016) also found an 

inconsistency in offending behavior associated with psychiatric symptoms in her 

qualitative study that examined the factors surrounding the offending onset and 

subsequent offending behavior of parolees with mental illness. The parolees in this 

study rarely cited psychiatric symptoms as a reason for offending and those who did 

believe that their psychiatric symptoms has contributed to their offending also reported 

offending for reasons unrelated to their psychiatric symptoms. 

Results from several meta-analyses suggest that the major predictors of criminal 

recidivism among offenders with mental illness are the same for those without mental 

illness.   For example, the findings from a meta-analysis conducted by Bonta, Law, and 

Hanson, (1998) showed that the criminogenic variables (e.g. criminal history) had the 

largest effect sizes and the clinical variables (psychiatric diagnoses, treatment history) 

had the smallest effect sizes with regard to violent and general recidivism among those 

with mental illness. In another meta-analysis, Andrews, Bonta, and Wormith (2006) 
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found that the strongest risk factors for recidivism among those with mental disorders 

were an established criminal history, antisocial personality pattern, antisocial cognition, 

and antisocial associates. Additionally, substance abuse, employment instability, family 

problems, and low engagement in prosocial leisure activities were found to be moderate 

risk factors.  

Findings from a more recent study confirmed that criminal justice history was an 

important risk factor for rearrest in a sample of individuals with mental illness receiving 

intensive outpatient treatment or assisted outpatient treatment in the community (Prins, 

Skeem, Mauro, & Link, 2015). There is also some evidence that offenders with mental 

illness had more risk factors for criminal offending than offenders without mental illness 

(Skeem, Winter, Kennealy, Louden & Tarter, 2014). In addition, many individuals 

involved in the criminal justice system have a co-occurring mental illness and substance 

abuse disorder (James & Glaze, 2006). Substance abuse has been highly associated 

with reoffending among both offenders with and without mental illness (Andrews, Bonta, 

& Wormith, 2006), with substance use increasing the risk of reoffending among those 

with mental illness (Jacques Baillargeon et al., 2010; Wilson et al., 2011). Paul 

Goldstein (1985) developed a conceptual framework to help explain why substance use 

is connected with crime. He suggests that substance users may commit crimes as a 

way to generate money to support their drug habit (economic-compulsive), when they 

experience a change or impairment in cognitive functioning (psychopharmacological), or 

as consequence of being part of system of distribution and use (systemic).  
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Psychiatric medication nonadherence 

Adherence to psychiatric medications is seen as a very important factor in 

improving not only the mental health outcomes of those with mental illness but also their 

offending outcomes as well (Butler et al., 2010; Finkelhor & Johnson, 2015; Hughes & 

Peak, 2013; Krakowski, Czobor, Citrome, Bark, & Cooper, 2006; Van Dorn et al., 2013). 

There is some support in the literature that suggests antipsychotics can be effective in 

reducing violent behavior among those diagnosed with schizophrenia (Krakowski et al., 

2006; Swanson et al., 2008). Moreover, there is a fair amount of evidence that suggests 

that psychiatric medication nonadherence is associated with higher rates of offending 

behavior, especially violent behavior. Alia-Klein, O’Rourke, Goldstein, and Malaspina 

(2007) found that patients residing in a forensic psychiatric inpatient unit who did not 

take their medication tended to engage in significantly more violent behavior than those 

patients who did adhere to their medications. The authors of this study also found that 

medication adherence had an independent association with violence. In another study, 

Topiwala and Fazel (2011) conducted a systematic review of randomized controlled 

trials that tested the effectiveness of pharmacological strategies to reduce violence risk 

among those with schizophrenia and also found that nonadherence to antipsychotic 

medication is strongly associated with violent behavior. 

There is however, some evidence that psychiatric medication is only effective in 

reducing violent behavior among a certain subset of individuals suffering from mental 

illness. Swanson et al. (2008) conducted a randomized control trial to the test the 

effectiveness of five different types of antipsychotic medications in reducing violent 

behavior among 1,493 patients with schizophrenia across 57 sites in the United States.  
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Overall, they did not find a significant difference in the reduction of violent behavior 

across the different medication types. When examining differences across subgroups 

however, they found that adhering to the antipsychotic medications was not effective in 

reducing violent behavior among those patients with a history of childhood antisocial 

conduct. Thus the findings from this study are consistent with findings from other 

studies that suggest mental health treatment may only be effective in reducing violent 

and other offending behavior among those who engage in this type of behavior as a 

direct result of their psychiatric symptoms (Skeem, Manchak, & Peterson, 2011).  

A number of studies have sought to further clarify the relationship between 

medication nonadherence and offending behavior by focusing on the role that 

substance use has in this relationship. Based on a sample of 331 involuntarily admitted 

treatment patients with severe mental illness, Swartz et al. (1998) found that the 

combination of medication nonadherence and alcohol or substance abuse were 

significantly associated with violent behavior in the community. In another study 

examining the relationship between medication adherence, cocaine use and recidivism 

among a sample of 200 mentally ill parolees, Farabee & Shen (2004) found that the 

combination of cocaine use and antipsychotic medication nonadherence increased the 

risk of recidivism in this sample.  

General Strain Theory 

Despite the growing evidence suggesting that individuals with mental illness are 

offending for the same reasons as those who do not have a mental illness, the 

relationship between mental illness and offending still remains unclear. Silver and 

Teasdale (2005) have advocated expanding the scope of this research to include theory 
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from the field of criminology in order to tease out the factors that might explain this link. 

In their study, they assessed whether stressful life events have some role in the 

relationship between mental illness and violence. Using data from a subsample of 

individuals from the general population (N= 3,438) who took part in the National Institute 

of Mental Health’s Epidemiological Catchment Area Survey, they found that those who 

had a mental illness had significantly higher levels of stress than those who did not. 

Similarly, those who engaged in violence had significantly higher levels of stress than 

those who did not engage in violence. When delving a bit deeper, they found that even 

though there was a relationship between mental illness and violence, the magnitude of 

this relationship was substantially reduced when stressful life events were taken into 

account in the analyses.  

This idea that stressors or strain can lead to offending behavior falls in line with 

the arguments put forth by Robert Agnew in his strain theory of crime. According to 

Robert Agnew (1992), engagement in criminal behavior is used as a problem-solving 

activity by individuals to help them deal with the strains they experience. Specifically, 

Agnew identifies three major strains that can increase the likelihood of criminal 

offending: the failure to achieve positively valued goals (e.g. unemployment, 

homelessness), the removal of positively valued stimuli (e.g. death of a loved one), and 

the presentation of negative or noxious stimuli (e.g. exposure adverse childhood 

events). Although, experiencing one of the above strains is a necessary component in 

this crime equation, strain does not always directly lead to crime. Agnew posited that 

these strains will often lead to negative emotions such as anger or depression, which in 



 

 

56 

turn creates pressure for the person to do something to address these negative 

emotions.     

Current Study 

While the majority of the studies examining offending among those with mental 

illness have shown the impact that various criminogenic and clinical factors have on 

violent behaviors (Swartz et al., 1998; Topiwala and Fazel, 2011) and offending in 

general (Andrews, Bonta, & Wormith, 2006; Prins, Skeem, Mauro, & Link, 2015; Skeem, 

Winter, Kennealy, Louden & Tarter, 2014) very little is known about why offenders with 

mental illness engage in income offenses (i.e. crimes that can result in some kind of 

economic or material gain such as theft, burglary, fraud, counterfeiting, and drug sales), 

which may be associated with different factors. Considering that so many mentally ill 

individuals under community supervision struggle with finding employment it is 

important to understand the extent to which they engage in offending as a way to 

support basic needs, especially since many states are implementing policies that keep 

lower-level property offenders in the community or out of the criminal justice system 

altogether. Furthermore, the majority of studies mainly rely on official records of 

recidivism (e.g. rearrest, reconviction, reincarceration) as an indication of reoffending 

among offenders with mental illness. However, failure while on community supervision 

may be more a reflection of policies and practices within correctional agencies than true 

offending behavior (Callahan, 2004; Eno Louden & Skeem, 2013).   

The present study attempts to build on the findings of the previous studies by 

examining the role that clinical, criminogenic, and strains have in the engagement of 
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self-reported income offenses during the first six months following release from prison. 

Based on previous findings from the literature the following hypotheses were tested: 

Hypothesis 1: Strains (i.e. unemployment and homelessness) will be associated 

with a higher likelihood of committing an income offense during the six-month 

follow-up period. 

Hypothesis 2: Lower medication adherence will be associated with a higher 

likelihood of committing an income offense during the six-month follow-up period. 

Hypothesis 3: Mental illness symptomatology will not be associated with a higher 

likelihood of committing an income offense during the six-month follow-up period. 

Hypothesis 4: A high score on the Lifestyle Criminality Screening Form violation 

subscale will be associated with a higher likelihood of an income offense during 

the six-month follow-up period. 

Hypothesis 5: Drug use will be associated with a higher likelihood of committing 

an income offense during the six-month follow-up period.  

Method 

Analyses progressed in three phases. Bi-variate analyses (t-tests and chi-square 

statistics) were done to test the equivalence of the background characteristics of those 

who committed an income offense to those who did not. To identify factors significantly 

associated with committing an income related during the six month period following 

release from prison, bivariate logistic regressions were conducted using IBM SPSS 

statistical software version 24. Covariates with a p-value < 0.10 in the bivariate model 

were subsequently included in a multivariate logistical regression model, where odds 

ratios with 95% confidence intervals were reported. The critical alpha level for statistical 
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significance was set p < 0.10 for all analyses, due to the small size of the sample 

included in the studies. While this increased the probability of a false-positive finding, it 

allows for the identification of trends that could be explored in future studies. 

Dependent Variable 

Income Offense. Information on offending was provided by participants during 

their follow-up interview.  Specifically, participants were asked whether they committed 

any of the following acts during the previous six months: drug sales, forgery, fraud, 

burglary, auto theft, and other types of theft (e.g. shoplifting, larceny).  The responses 

were collapsed into a dichotomous variable indicating that the participant committed an 

income offense during the six month follow-up period (1 = committed an income 

offense, 0 = did not commit an income offense) 

Independent Variables 

Demographics. Information on age, gender and race were collected during the 

baseline interview and included in all bivariate models.  Age was recorded in years and 

gender was coded as 1 (male) and 0 (female).  A dichotomous race variable was 

created and coded as 1 (White) and 0 (non-White).  

Strain/stress variables. The following variables were included to represent 

possible stressors that can have a negative impact on the dependent variable: 

homelessness and unemployment. Homeless status was based on participants’ self-

report.  During the follow-up interview, participants were asked to report where they 

were living during the majority of the previous six months. Participants who reported that 

they were living in a shelter or on the streets were coded as 1.  Participants who 

reported that they were living in their own place, someone else’s apartment, a halfway 
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house, a controlled environment (e.g. residential treatment or jail) were coded as 0.  

Unemployment status was also based on participants’ self-report.  During the follow-up 

interview, participants were asked to report their employment status during the follow-up 

period.  Participants who reported that they were unemployed and seeking work were 

coded as 1.  Participants who reported that they were working (includes full-time or part-

time) or not in the labor force were coded as 0. 

Clinical Variables.  Information on medication adherence and the number of 

days they experienced psychiatric symptoms (e.g. depression, manic episodes, 

hallucinations, anxiety) were collected during the follow-up interview. A continuous 

medication adherence variable was created based on the total score calculated from the 

8-item Morisky Medication Adherence Scale (MMAS-8: Morisky et al., 2008). The 

MMAS-8 scores can range from 0-8 with higher scores indicating higher levels of 

adherence. A continuous symptom variable was created based on the total number of 

days they reported experiencing psychiatric symptoms during the previous six months.    

Reoffending Risk. Level of reoffending risk was measured at baseline using the 

violation (V) subscale of the Lifestyle Criminality Screening Form (LCSF; Walters, 

White, & Denney, 1991). The LCSF-V includes six items (current intrusive offense, 

history of intrusive offenses, domestic violence, number of prior arrests, age at first 

arrest, and history of disruptive behavior in school). The LCSF-V yields a score that can 

range between 0 and 12, with higher scores indicating a higher level of reoffending risk. 

Drug and Alcohol Use. Information on drug and alcohol use during the previous 

six months was obtained during the follow-up interview.  Dichotomous variables were 

created to indicate whether the participant reported using drugs (1 = drug use, 0 = no 
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drug use) and alcohol (1 = alcohol use, 0 no alcohol use) during the six month period 

following their release from prison.     

Results 

Only a small percentage of the parolees (20%) reported reoffending during the 

follow-up period. Of those who did reoffend, the majority reported that they committed at 

least one income offense (95%). None of the offenders reported committing a violent 

crime during the follow-up period. Table 6.1 provides background comparisons between 

those who committed an income offense during the follow-up period and those who did 

not commit an income offense. Over half of the sample was male (69%) and about a 

quarter of them were White (28%).  The overall mean age of the study participants was 

38 years. There were no significant demographic differences between those who 

reported committing an income offense and those who did not. However, there were 

several differences between those who committed an income offense and those who 

did not commit and income offense that were significant. Those who committed an 

income offense during the follow-up period tended to report a longer period of time 

experiencing psychiatric symptoms during the follow-up period when compared to those 

who did not commit an income offense (113 days vs. 72 days; p=0.07). With regard to 

the LCSF-V score, those who reported committing an income offense tended to have a 

higher LCSF_V risk score than those who did not commit and income offense (6.3 vs. 

5.3; p=0.07). Finally, a significantly higher percentage of those who committed an 

income offense, compared to those who did not commit an income offense, reported 

using drugs during the follow-up period (58% vs. 26%; p=0.04). 
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Table 6.1: Background comparisons between those who did and did not commit 
an income offense  
 

Characteristics Income Offense 
(n=12) 

      
       %                 M(SD)            

No Income Offense 
(n=42) 

 
     %                  M(SD 

Total Sample 
(n=54) 

 
       %             M(SD) 

Male 83  64  69  

White 42  24  28  

Age  37.00 (10.63)  38.40 (9.78)  38.09 (9.89) 

Unemployed 17  24  22  

Homeless   8   12  11  

Symptoms (days)*  113.25 (71.45)  71.62 (69.12)  80.87 (71.14) 

Med Adherence       

LCSF-V *   6.25 (1.71)   5.29 (1.57)    5.50 (1.63) 

Alcohol Use 25  31  30  

Drug Use ** 58  26  33  

     * p <0.10; **p< 0.05 

 

Table 6.2 depicts results from the bivariate logistic regressions.  The number of 

days they experienced mental health symptoms, LCSF violation score, and drug use 

were found to be significant.  Specifically, those who used drugs during the follow-up 

period had a significantly increased likelihood of committing an income offense during 

the follow-up period (OR=3.95; 95% CI=1.04, 15.04). Higher LCSF violation scores 

were associated with an increased likelihood of committing an income offense during 

the follow-up period (OR=1.51; 95% CI=0.95, 2.37).  Psychiatric symptoms were 

associated with an increased likelihood of committing an income offense during the 

follow-up period (OR=1.01; 95% CI=1.00, 1.02).The variables that were not significant 

included gender, ethnicity, age, unemployment, homelessness, medication adherence, 

and alcohol use.   
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Table 6.2: Bivariate regression results: Odds Ratios Predicting Income Offense (N=54) 

 
Background Characteristics p Value Odds Ratio 95% CI 

Male 0.22 2.78   0.54 – 14.38 
White 0.23 2.29 0.59 – 8.81 
Age 0.66 0.99 0.92 – 1.05 
Unemployed 0.60 0.64   0.12 – 3.420 
Homeless 0.73 0.67 0.07 – 6.38 
Symptoms (Days) * 0.08 1.01 1.00 – 1.02 
Medication Adherence 0.63 1.08 0.80 – 1.45 
LCSF Violation Score * 0.08 1.51 0.95 – 2.37 
Alcohol Use 0.69 0.74 0.17 – 3.21 
Drug Use ** 0.04 3.95 1.04 – 15.04 

* p < 0.10 ; ** p <0.05 
 

As stated in the previous section, the multivariate model included the significant 

covariates found in the bivariate model.  Since both substance use (Bonta et al., 1998) 

and psychiatric symptoms (Prins, Skeem, Mauro, & Link, 2015) have been found to be 

significantly associated with an increased risk for reoffending, an interaction term was 

created to further explore how drug use and psychiatric symptoms might interact to 

influence reoffending behaviors. Table 6.3 presents the results of the multivariate 

regression analysis. Drug use and the interaction term were both found to be significant. 

Specifically, those who used drugs during the follow-up period had a significantly 

decreased likelihood of committing an income offense during the follow-up period 

(OR=0.04; 95% CI=0.00, 0.65). However, when examining the interaction term, the 

findings indicate that an increase in the number of days symptomatic was associated 

with an increased likelihood of committing an income offense among those who used 

drugs (OR=1.02; 95% CI=1.00, 1.04).  The number of days they experienced symptoms 

and their LCSF violation score were not significantly associated with committing an 

income offense during the six month period immediately following release from prison. 

 



 

 

63 

Table 6.3: Multivariate regression results: Odds Ratios Predicting Income Offense (N=54) 

Background Characteristics p Value Odds Ratio 95% CI 

Symptoms (Days)  0.47 1.00 0.98 – 1.01 
LCSF Violation Score  0.91 1.22 0.72 – 2.07 
Drug Use ** 0.02 0.04 0.00 – 0.65 
Symptoms x Drug Use * 0.06 1.02 1.00 – 1.04 

Note. R2 = .09 (Hosmer & Lemeshow) .19 (Cox & Snell) .29 (Nagelkerke). Model Ҳ 2 (4) = 11.21, 
p = .02; * p< 0.10; ** p <.05 
 

Discussion 

The current study focused on identifying factors associated with committing an 

income offense among those with mental illness during their first six months in the 

community following release from prison. Very few offenders (20%) in this sample 

reported reoffending in the follow-up period but among those who did reoffend, 95% 

reported that they committed at least one income offense during the follow-up period.   

In contrast to findings from previous studies that found substance use an 

important contributing factor in violence (Elbogen & Johnson, 2009; Monahan, et al., 

2001) and general recidivism (Farabee & Shen, 2004; Junginger et al., 2006) among 

offenders with mental illness, those who reported using drugs in this sample had a 

significantly decreased likelihood of committing at least one income offense during the 

follow-up period.  However, drug use in combination with psychiatric symptoms was 

associated with an increased likelihood of committing an income crime. This finding may 

reflect the fact that many offenders with mental illness who also abuse drugs often have 

trouble finding employment and maintaining financial independence. Therefore, they 

may commit income-related crimes in order to take care of their basic needs. However, 

another possibility is that they are committing income offenses as a way to finance their 

drug habit in order to eliminate any negative symptoms they experience (Goldstein, 

1985; Jarvis & Parker, 1989).  
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The relationship between LCSF-V score was not significant in either the bivariate 

or multivariate regression models. Furthermore this finding was inconsistent with prior 

research that suggests criminogenic needs are important predictors of general and 

violent offending among those with mental illness (Andrews, Bonta, & Wormith, 2006; 

Bonta, Law, and Hanson, 1998; Skeem, Winter, Kennealy, Louden & Tarter, 2014).  

However, this deviation from the general findings may be reflective of the fact that this 

particular study focused specifically on income crimes, which in turn might suggest that 

a combination of financial instability, drug dependence and symptoms is motivating 

these parolees to commit this specific type of crime.  

With regard to medication adherence, this was not found to be significantly 

associated with committing an income crime during the follow-up period. While most 

correctional policies are guided by the assumption that treating the mental illness will 

lead to a reduction in offending with increasing adherence to medications seen as a 

priority (Epperson et al., 2014; Skeem et al., 2011), the findings from this study suggest 

that mental health treatment may not be enough to reduce income-related crimes 

among those with mental illness. Furthermore, the studies that have found positive 

relationships between medication adherence and reduced offending have mainly 

focused on violent behaviors (Krakowski et al., 2006; Swanson et al., 2008). Thus, 

psychiatric treatment may not be an effective intervention for reducing income-related 

crimes among those with mental illness, especially if they are offending for subsistence 

reasons.  

Unemployment and homelessness are common strains experienced by recently 

released prisoners with mental illness (Haimowitz, 2004; Visher & Travis, 2011). 
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Employment has been found to reduce the likelihood of reoffending follow release from 

prison (Sampson and Laub 1997; Harer 1994; Uggen 2000). Prior research has also 

shown that the homeless engage in activities that increases their risk of becoming 

involved in the criminal justice system, such as stealing money (Gowan 

2002; Greenberg and Rosenheck 2008). While previous research has shown that both 

homelessness and unemployment are associated with reoffending, a significant 

relationship was not found in this study. Agnew (1992) has posited that strains severe 

and high in magnitude increase the likelihood that exposure to a strain will lead to 

criminal offending. Thus, unemployment and homelessness may not have caused much 

stress among those in this sample. 

Overall, the findings in this study suggest that substance use in combination with 

psychiatric symptoms may lead to increased engagement in income crimes.  However, 

it is unclear whether problems with the psychiatric treatment (e.g. low medication 

adherence or treatment nonresponse) are responsible for the symptoms experienced by 

the drug users; the drugs are responsible for the symptoms or a combination of both. 

Also, the data used in this study did not allow the examination of differences in 

outcomes based on mental illness disorder, medication type or type of illicit drug. Thus, 

future research should explore these issues in more depth to determine why drug users 

who experience psychiatric symptoms have an increased likelihood of committing 

income-related crimes. 
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Chapter 7: Factors Associated with Substance Use 

The findings from the previous three studies suggest that substance use may 

decrease the likelihood of continued psychiatric morbidity (Chapter 4), low medication 

adherence (Chapter 5), and committing an income crime (Chapter 6) during the first six 

months immediately following release from prison.  However, the findings from the study 

examining factors associated with income crimes (Chapter 6) suggest that drug use 

may become problematic when associated with psychiatric symptoms, leading to an 

increased likelihood of committing an income offense during the follow-up period. 

While drug use can lead to reduced symptomology, long term use can lead to 

severe physical and mental health consequences (Glasner-Edwards & Mooney, 2014; 

National Institute on Drug Abuse, 2012).  Furthermore, the use of illicit substances 

following release from prison can serve as a significant barrier to the successful 

reintegration of recently released prisoners back into society (Jacques Baillargeon et al., 

2010; Seena Fazel et al., 2006). Most of our knowledge about predictors of substance 

use during the reentry phase comes from studies using samples drawn from substance 

abuse treatment programs.  Therefore, continued research is needed to increase our 

understanding of substance use relapse during the first six months following release 

from prison, especially among those who are receiving treatment for a mental illness. 

Before presenting the details of this current study, I will begin with a review of the extant 

literature examining factors that have been found to influence substance use in general. 

Substance abuse treatment 

Findings from several studies suggest that participation in substance abuse 

treatment can lead to a reduction in substance use and criminal activity. (Burdon, Dang, 
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Prendergast, Messina, & Farabee, 2007; Inciardi, Martin, Butzin, Hooper, & Harrison, 

1997; Knight, Simpson, Chatham, & Camacho, 1997; Prendergast, Hall, Wexler, 

Melnick, & Cao, 2004), especially when combined with community-based aftercare 

(Butzin, Martin, & Inciardi, 2002; Inciardi, Martin, & Butzin, 2003; Knight, Simpson, & 

Hiller, 1999; Pelissier et al., 2001; Rhodes et al., 2001; Wexler, DeLeon, Thomas, 

Kressell, & Peters, 1999). Furthermore, the length of time spent in treatment is an 

important factor in determining substance use and offending outcomes.  For example, 

Burdon et al, (2004) found that the length of time spent in community-based substance 

abuse treatment following release from prison was significant predictor of 12-month 

return to custody outcomes among those who participated in a prison-based therapeutic 

community program prior to their release. Although studies have shown that 

participation in substance abuse treatment is associated with reductions in drug use, 

little research has explored whether participation in substance abuse treatment is 

associated with lower rates of drug use among offenders receiving treatment for a 

mental health problem. 

Psychiatric Symptoms 

A large number of justice-involved individuals with mental illness have a co-

occurring substance abuse problem (James & Glaze, 2006).  While a strong relationship 

between mental illness and substance use has been found (Compton, Gfroerer, 

Conway, & Finger, 2014; Conway, Compton, Stinson, & Grant, 2006; Hasin, Goodwin, 

Stinson, & Grant, 2005), the exact nature of this relationship is unclear because both 

untreated mental illness and substance use can lead to mental health problems, which 

in turn can result in drug use (Glasner-Edwards & Mooney, 2014; Samet et al., 2013).  
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For example, Samet et al. (2013) found that among a sample of adults who received in-

patient psychiatric treatment in the community, substance-induced and independent 

major depressions were associated with an increased likelihood of alcohol use, cocaine, 

use and heroin use following a return to the community. One possible explanation for 

why some individuals use drugs may be that they are self-medicating in order to 

alleviate psychiatric symptoms (Khantzian, 1997).   

Stressful Life Events 

Parolees with mental illness experience a number of stressful life events that can 

increase the risk that they will use drugs following their release from prison. For 

instance many mentally ill parolees have substantial difficulty finding employment 

following release from prison (Visher & Travis, 2011). Unemployment in general has 

been associated with an increased likelihood of substance abuse (Kopak, 2016;Wilson 

et al., 2014). While it is possible that the stress of not being able to find employment can 

lead to substance use, it is also possible that substance abuse can lead to difficulties in 

maintaining employment. Finding stable housing can also be a major challenge for 

many recently released prisoners with mental illness. Homelessness is another factor 

that is associated with substance use (Greene et al., 1997, McVicar et al., 2015, Shinn 

et al., 1998, Early, 2005 and Kemp et al., 2006) However, it is unclear whether 

homelessness leads to substance use or vice versa (McVicar et al., 2015). Finally, 

many justice-involved individuals with mental illness have been exposed to a substantial 

number of adverse events during childhood (Messina & Grella, 2006). Exposure to 

childhood adverse events has been found to increase the likelihood of early 

https://vpn.nacs.uci.edu/+CSCO+0h756767633A2F2F6A6A6A2E667076726170727176657270672E70627A++/science/article/pii/S0277953615002786#bib9
https://vpn.nacs.uci.edu/+CSCO+0h756767633A2F2F6A6A6A2E667076726170727176657270672E70627A++/science/article/pii/S0277953615002786#bib23
https://vpn.nacs.uci.edu/+CSCO+0h756767633A2F2F6A6A6A2E667076726170727176657270672E70627A++/science/article/pii/S0277953615002786#bib23
https://vpn.nacs.uci.edu/+CSCO+0h756767633A2F2F6A6A6A2E667076726170727176657270672E70627A++/science/article/pii/S0277953615002786#bib7
https://vpn.nacs.uci.edu/+CSCO+0h756767633A2F2F6A6A6A2E667076726170727176657270672E70627A++/science/article/pii/S0277953615002786#bib14
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engagement in substance use (Messina & Grella, 2006) and continued substance use 

during adulthood (Evans, 2016) 

Current Study 

The first six months of reentry is often a very stressful time for former prisoners 

as they readjust to life back in the community.  Furthermore, they often return to the 

same environment after their release from prison where they may encounter many 

factors that serve as triggers for use. Thus, it is important that recently released 

prisoners receive substance abuse treatment upon return to their communities if 

needed, especially if they are returning to the same environment that puts them at risk 

for substance use relapse.  While prior research has identified several predictors of drug 

use following release from prison in general, these studies were conducted using 

samples drawn from community substance abuse treatment programs. As a result, very 

little is known about the drug use patterns of parolees who receive mental health 

treatment in the community. Since providing mental health treatment to individuals 

diagnosed with a mental illness is often the priority in correctional systems (Epperson et 

al., 2014), substance abuse issues may remain unaddressed. Thus, identifying possible 

factors associated with substance use among those getting mental health treatment can 

help determine whether the current practice of separate mental health and substance 

abuse treatment systems is sufficient to fully address the mental health and substance 

needs of this population. Based on previous findings from the literature, the following 

hypotheses were tested: 
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Hypothesis 1: Chronic stressors (i.e. unemployment and homelessness) will be 

associated with an increased likelihood of substance use following release from 

prison. 

Hypothesis 2: A higher level of exposure to childhood adverse events will be 

associated with an increased likelihood of substance use following release from 

prison. 

Hypothesis 3: A high working alliance score will be associated with a decreased 

likelihood of substance use following release from prison. 

Hypothesis 4: Persistent symptoms will be associated with a higher likelihood of 

substance use following release from prison. 

Hypothesis 5: High levels of medication adherence will be associated with a 

decreased likelihood of substance use following release from prison. 

Hypothesis 6: Substance abuse treatment will be associated with a decreased 

likelihood of substance use following release from prison. 

 

Method 

Analyses progressed in three phases. Bi-variate analyses (t-tests and chi-square 

statistics) were done to test the equivalence of the background characteristics of those 

who used drugs to those who did not. To identify factors significantly associated with 

substance use during the six month period following release from prison, bivariate 

logistic regressions were conducted using IBM SPSS statistical software version 24. 

Covariates with a p-value < 0.10 in the bivariate model were subsequently included in a 

multivariate logistical regression model, where odds ratios with 95% confidence 
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intervals were reported.  The critical alpha level for statistical significance was set p < 

0.10 for all analyses, due to the small size of the sample included in the studies. While 

this increased the probability of a false-positive finding, it allows for the identification of 

trends that could be explored in future studies. 

Dependent Variable 

Drug Use. Information on drug use during the previous six months was obtained 

during the follow-up interview.  Dichotomous variables were created to indicate whether 

the participant reported using drugs (1 = drug use, 0 = no drug use) during the six 

month period following their release from prison.      

Independent Variables 

Demographics. Information on age, gender and race were collected during the 

baseline interview and included in all bivariate models.  Age was recorded in years and 

gender was coded as 1 (male) and 0 (female).  A dichotomous race variable was 

created and coded as 1 (White) and 0 (non-White).  

Strain/stress variables. The following variables were included to represent 

possible stressors that can have a negative impact on the dependent variable: 

homelessness, unemployment, and the number of adverse childhood events (ACE). 

During the follow-up interview, participants were asked to report where they were living 

during the majority of the previous six months. Participants who reported that they were 

living in a shelter or on the streets were coded as 1.  Participants who reported that they 

were living in their own place, someone else’s apartment, a halfway house, a controlled 

environment (e.g. residential treatment or jail) were coded as 0.  Unemployment status 
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was also based on participants’ self-report.  During the follow-up interview, participants 

were asked to report their employment status during the follow-up period.  Participants 

who reported that they were unemployed and seeking work were coded as 1.  

Participants who reported that they were working (includes full-time or part-time) or not 

in the labor force were coded as 0. Indicators of exposure of adverse childhood events 

were based on self-reported exposure to events that took place in response to items 

from the ACE (Felitti et al., 1998) survey, which was administered at baseline. A 

continuous ACE variable was created to indicate the total number of categories of 

childhood traumatic events endorsed (0-8) by the study participant. Homeless status 

was based on participants’ self-report.   

Clinical Variables.  Information on working alliance, medication adherence and 

number of days they experienced psychiatric symptoms (e.g. depression, manic 

episodes, hallucinations, anxiety) were collected during the follow-up interview. A 

continuous working alliance variable was used based on the total score calculated from 

the Working Alliance Inventory (WAI: Horvath and Greenbery 1991).  The WAI 

measures three aspects of the therapeutic alliance believed to be important in forming a 

bond between a therapist and client: goals, tasks, and bonds. WAI scores range from 1 

to 35 with higher scores indicating a higher level of alliance with their psychiatrist. A 

continuous medication adherence variable was created based on the total score 

calculated from the 8-item Morisky Medication Adherence Scale (MMAS-8: Morisky et 

al., 2008). The MMAS-8 scores can range from 0-8 with higher scores indicating higher 

levels of adherence. A continuous symptom variable was created based on the total 
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number of days they reported experiencing psychiatric symptoms during the previous 

six months.    

Substance Abuse Treatment.  During the follow-up period interview, 

participants were asked to report if they received any drug treatment during the previous 

six months.  Participants who reported that they received substance abuse treatment 

were coded as 1.  Participants who reported that they did not receive substance abuse 

treatment were coded as 0. 

Results 

Approximately 33% of the participants reported using drugs during the first six 

months following their release from prison.  Table 7.1 provides background 

comparisons between those who did and did not use drugs during the follow-up period.  

The mean age of the participants who used drugs was significantly lower than the mean 

age of the participants who did not use drugs (34 years vs. 40 years; p=0.02). 

Additionally, those who reported using drugs reported significantly more days of 

experiencing mental health problems than those who did not use drugs (121 days vs 61 

days; p=0.00). When looking at differences in treatment engagement, those who used 

drugs had a significantly lower mean score on the medication adherence scale than 

those who did not use drugs during the follow-up period (3.40 vs. 5.76; p=0.00).  While 

a higher percentage of those who used drugs, compared to those who did not use 

drugs, reported receiving substance abuse treatment during the follow up period, this 

difference was not significant (56% vs. 44%; p = 0.44). 
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      Table 7.1: Background comparisons between those who did and did not use drugs  

Characteristics Drug Use 
(n=18) 

     %                M(SD)            

No Drug Use 
(n=36) 

     %                M(SD 

Total Sample 
            (n=54) 
      %               M(SD) 

Male 83  61  69  

White 28  28  28  

Age **  33.67 (8.69)   40.31 (9.81)  38.09 (9.89) 

Unemployed     11  28  22  

Homeless   6  14  11  

ACE    4.67 (2.70)  4.25 (2.63)  4.39 (2.63) 

Working 
Alliance 

 26.72 (7.74)  26.56 (7.28)  26.61 (7.37) 

Med 
Adherence** 

  3.40 (2.02)   5.76 (1.88)  4.98 (2.21) 

Symptoms(Day
s)** 

  
121.44 
(71.46) 

  60.58 (62.56)    
80.87 
(71.14) 

Substance 
abuse tx 

  56  44  48  

     * p <0.10; **p< 0.05 
 

 

Table 7.2 depicts results from the bivariate logistic regressions.  Age, medication 

adherence, and the number of days they experienced mental health symptoms were 

found to be significant.    Specifically, older participants had a significantly decreased 

likelihood of using drugs during the follow-up period (OR=0.93; 95% CI=0.87, 0.99). 

Likewise, higher levels of medication adherence were associated with a decreased 

likelihood of drug use during the follow-up period (OR=0.54; 95% CI=0.37, 0.78) while a 

greater number of days experiencing mental health symptoms was associated with an 

increased likelihood of drug use (OR=1.01; 95% CI= 1.00, 1.02). The variables that 

were not significant included: gender, ethnicity, unemployment, homelessness, ACE 

score, working alliance, and substance abuse treatment.   
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Table 7.2: Bivariate regression results: Odds Ratios Predicting Drug Use (N=54) 
 

Background Characteristics p Value Odds Ratio 95% CI 

Male 0.11       3.18   0.78 - 13.02 
White  1.00       1.00 0.28 – 3.54 
Age** 0.02 0.93  0.87 -  0.99 
Unemployed 0.18 0.33 0.06 - 1.68 
Homeless 0.38 0.37 0.04 - 3.38 
ACE Score 0.40 1.09 0.89 - 1.35 
Working Alliance 0.94 1.00 0.93 - 1.08   
Med Adherence** 0.00 0.54 0.37 - 0.78 
Symptoms (Days)** 0.01 1.01 1.00 – 1.02 
Substance abuse tx 0.44 1.56 0.50 – 4.88 

 

As stated in the previous section, the multivariate model included the significant 

covariates found in the bivariate model.  Table 7.3 presents the results of the 

multivariate regression analysis. Age and medication adherence were both found to be 

significant. Specifically, older participants had a decreased likelihood of using drugs 

during the follow-up period (OR=0.93; 95% CI=0.87, 1.01). Likewise, higher levels of 

medication adherence was associated with a decreased likelihood of using drugs during 

the follow-up period (OR=0.59; 95% CI=0.40 – 0.89). The number of days they 

experienced symptoms did not have a significant impact on their drug use. 

 

Table 7.3: Multivariate regression results: Odds Ratios Predicting Drug Use (N=54) 

Background Characteristics p Value Odds Ratio 95% CI 

Age 0.08 0.93 0.87 – 1.01 
Medication Adherence  0.01 0.59 0.40 – 0.89 
Symptoms (Days) 0.19 1.01 1.00 – 1.02 

Note. R2 = .25 (Hosmer & Lemeshow) .33 (Cox & Snell) .45 (Nagelkerke). Model Ҳ 2 (3) = 21.51, 
p = .00; * p< 0.10; ** p <.05 
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Discussion 

Very little attention has been given to factors associated with substance use 

among those receiving treatment for a mental health problem during the first six months 

of release. Considering that substance use among justice-involved individuals with 

mental illness pose great barriers to successful reintegration (van Olphen et al., 2006), it 

is important to understand factors associated with substance use during reentry among 

those receiving treatment for a mental health problem.   

Consistent with prior research, an older age was associated with a decreased 

likelihood of substance use during the follow-up period (Kopak, 2016; Evans, Huang, & 

Hser, 2011; Huebner & Cobbina, 2007). Higher levels of medication adherence were 

also associated with decreased likelihood of substance use during the six-month follow-

up period.  Taking into account the self-medication hypothesis (Khantzian, 1997), this 

finding may suggest that those with higher levels of medication adherence were more 

likely to have their psychiatric symptoms under control and therefore did not need to 

turn to illicit drugs to alleviate symptoms.  However, this finding may reflect that those 

with higher levels of adherence were simply more motivated to do well while under 

community supervision and thus more likely to comply with their treatment regimen and 

refrain from using drugs.    

Unemployment (Kopak, 2016; Wilson et al., 2014) and homelessness (Greene 

et al., 1997, McVicar et al 2015, Shinn et al., 1998, Early, 2005 and Kemp et al., 2006) 

have both been associated with an increased likelihood of substance abuse in previous 

studies. However, the findings from this study showed that they did not have a 

significant effect on substance use during the follow-up period.  Thus, homelessness 

https://vpn.nacs.uci.edu/+CSCO+0h756767633A2F2F6A6A6A2E667076726170727176657270672E70627A++/science/article/pii/S0277953615002786#bib9
https://vpn.nacs.uci.edu/+CSCO+0h756767633A2F2F6A6A6A2E667076726170727176657270672E70627A++/science/article/pii/S0277953615002786#bib9
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and unemployment may not have been perceived as a major stressor by the study 

participants. 

While previous research has suggested that exposure to adverse during 

childhood leads to persistent substance use problems throughout the life course 

(Evans, 2016), the fact that this was not significantly associated with substance use in 

this study may mean that more recent traumatic events have a bigger influence on 

substance use during the reentry phase. In addition, the literature has frequently 

identified gender differences in the relationship between adverse childhood events 

and substance use with adverse events experienced during childhood more likely to 

have a persistent negative impact on substance abuse outcomes throughout 

adulthood among women (Brady & Randall, 1999; Haseltine, 2000; Pettinati & Plebani, 

2009; Sun, 2007). Thus, future studies should examine whether adverse childhood 

events impact males and females differently using a larger sample. 

 Substance abuse treatment was not significantly associated with substance use 

during the follow-up period.  Previous findings suggest that length of time in substance 

abuse treatment is an important factor that influences substance abuse and criminal 

justice outcomes (Burdon et al., 2004).  Thus, some participants may not have received 

a strong enough dose of treatment to make a positive impact on their substance abuse 

outcomes. Working alliance also was not a significant predictor of substance use during 

the follow-up period. This may be because psychiatrists primarily focus on the patient’s 

mental health problems, providing medication monitoring (Mangrum, Spence, & Lopez, 

2006). Thus, their psychiatrist may be unaware of any substance abuse issues or not 

trained to effectively deal with them.  
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Chapter 8: Conclusion 

Over the last three decades, the prison population in the United States has 

grown to unprecedented levels.  As part of this growth, a substantial number of 

individuals with serious mental illness have become a part of this prison population 

(Davis et al., 2009; Lamb, 2015; Malik-Kane & Visher, 2008). The majority of these 

individuals are eventually released back into their communities (Petersilia, 2003; Visher 

& Travis, 2011). However, many recently released prisoners with mental illness often 

have trouble successfully reintegrating back into society and return to prison at much 

higher rates than those who do not have a mental health problem (Baillargeon, 

Binswanger, Penn, Williams, & Murray, 2009; Fazel & Yu, 2011; Lovell, Gagliardi, & 

Peterson, 2002). .  

Due to the high churning of mentally ill in the criminal justice system, policy 

makers and other stakeholders have begun to focus on identifying effective programs 

and policies to improve the reentry process for both offenders with and without mental 

illness (Turner, 2016). For the case of individuals with mental illness, the main focus has 

been on improving their access to mental health treatment while in the community, with 

the expectation that treating the mental health problem will not only lead to 

improvements in  mental health outcomes but criminal justice outcomes as well 

(Kennedy-Hendricks et al., 2016; Skeem et al., 2011; Van Dorn et al., 2013).  Despite 

the proliferation of programs and policies designed to increase access to mental health 

treatment among justice-involved individuals with mental illness, their involvement in the 

criminal justice system still remains high (Fazel & Seewald, 2012; James & Glaze, 

2006; Lamb, 2015). Thus, increasing access to mental health treatment does not 
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necessarily lead to better criminal justice and mental health outcomes among those with 

mental illness (Epperson et al., 2014; Martin, Dorken, Wamboldt, & Wootten, 2012) . 

Part of the reason why so many with mental illness continue to remain involved in 

the criminal justice system may be that they have variety of needs (e.g., homelessness, 

financial difficulties, substance abuse) that go beyond their mental illness that often 

remain unaddressed and can interfere with their ability to successfully reintegrate back 

into society after being released from prison (Epperson et al., 2014; Skeem et al., 

2011).  The majority of research examining why so many individuals with mental illness 

continue to cycle in and out of the criminal justice system has tended to focus on 

identifying factors that increase their likelihood of violent and general reoffending (Bonta 

et al., 2014; Chang, Larsson, Lichtenstein, & Fazel, 2015; Fazel & Yu, 2011; Peterson, 

Skeem, Hart, Vidal, & Keith, 2010; Skeem et al., 2013). Since the issues and needs of 

recently released prisoners with mental illness tend to be complex, interrelated and only 

partially understood,  the purpose of this dissertation was to broaden the focus of 

reentry research on justice-involved individuals with mental illness by examining factors 

that may pose barriers to mental health recovery, psychiatric medication adherence, 

substance abuse recovery, and desistance from crime among a sample of parolees 

receiving psychiatric treatment during their first six months following release from 

prison.  

The major finding from this dissertation revealed that self-reported substance use 

during the six-month follow-up period was associated with a decreased likelihood of 

psychiatric morbidity (Chapter 4), low medication adherence (Chapter 5) and committing 

an income-related crime (Chapter 6). However, when examining the interaction of drug 
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use and psychiatric symptoms, the findings showed that psychiatric symptoms were 

associated with an increased likelihood of committing an income offense among those 

who used drugs (Chapter 6). With regard to substance use, higher levels of medication 

adherence were associated with decreased substance use (Chapter 7). While this 

finding appears to contradict what was found in chapter five (i.e. drug use associated 

with an increased likelihood of low adherence), this may reflect a reciprocal relationship 

that changes in response to symptoms. Finally, a strong working alliance was 

associated with better mental health outcomes, suggesting that the therapeutic 

relationship formed by the clinician and client can help ensure successful mental health 

outcomes.  

Limitations 

A few study limitations should be considered when interpreting the findings of this 

study. The major limitation of this study is the small sample size, which limited the 

power of statistical analysis in addition to the interpretation of the results, in particular 

confidence intervals and p-values.  Also, the small sample size in combination with the 

inability to determine the temporal ordering of events does not allow for the exploration 

of causal relationships. Thus, the relationship between the independent variables and 

the outcomes should be regarded as correlational rather than causal. Another limitation 

is the reliance on self-report data that can be compromised by faulty memory or 

intentional deception. Lastly, the findings generated by this study are limited to parolees 

who were referred to receive psychiatric treatment at one of two parole outpatient clinics 

in California. Thus, the study setting along with the small sample size limits the ability of 

this sample to represent the larger population of offenders with mental illness. 
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Conclusion 

While the findings from this study should be interpreted with caution in light of the 

above limitations, the findings may still have important implications for reentry policies 

that target individuals with mental illness. Specifically, the findings from this dissertation 

provide some insight into the role that substance use may have in mental health 

recovery, medication adherence and desistance from crime during the critical six-month 

reentry period. However, contrary to what was hypothesized, substance use was 

associated with a decreased likelihood of experiencing problems in those domains.  

Furthermore, psychiatric symptoms and medication adherence may both be underlying 

factors that influence substance use. Since, there is limited research that can inform 

clinicians of effective treatment practices (Kelly, Daley, Douaihy, 2012), further research 

using more advanced statistical models and larger samples is needed to assess how 

substance use, psychiatric symptoms and psychiatric medications interact with each 

other to impact recovery, treatment engagement, and desistance from crime, which in 

turn can help determine whether the current system of providing separate mental health 

and substance abuse treatment is sufficient in addressing all of the needs of parolees 

with mental illness following their release from prison. 
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