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The authors studied175 mentally ill, substance-using adult jail detainees assessed at
baseline, 3, and 12 months through a quasi-experimental comparison design. The
study examines the effect of diversion, treatment, and individual characteristics on
criminal justice, mental health, substance use, and life satisfaction outcomes. The
intervention group included nonmandated and mandated diversion tracks. The com-
parison participants met diversion acceptance criteria but underwent standard crim-
inal justice processes. Main findings included that mandated diversion clients were
less likely to spend as much time in prison and more likely to spend time in the commu-
nity, have been linked to residential and outpatient treatment, have received more
treatment, and decrease drug use. However, those who did not perceive themselves
coerced and had insight into their mental illness received more treatment regardless
of diversion condition. Although mandated diversion was found effective for some
outcomes, individual characteristics, treatment, and diversion in general signifi-
cantly contributed.
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Nationally, approximately 15% of those who are under supervision,
detained, or incarcerated have mental health problems (Ditton, 1999). In
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New York City (NYC), it is estimated that up to 18% of those arrested have
serious mental illness (Broner, Lamon, Mayrl, & Karopkin, 2003), and
approximately 15,000 to 20,000 people with mental health problems cycle
through the correctional system each year to the community (Lamon, Cohen,
& Broner, 2002). NYC rates of co-occurrence of substance abuse among the
seriously mentally ill jail population (New York City Department of Mental
Health, Mental Retardation, and Alcoholism Services, 1998) are estimated
as slightly higher (e.g., 80% vs. 72%), but generally in concert with national
figures (Abram & Teplin, 1991; Abram, Teplin, & McClelland, 2003).

Studies also estimate that approximately 60% to 70% of people arrested
in major U.S. cities are using drugs at the time of arrest (Ditton, 1999), more
than half of whom are drug dependant or have alcohol problems (Wilson,
2000). Local data from a study of Brooklyn, New York, arrestees were con-
sistent with national data: Almost half qualified for a substance abuse or
dependence disorder, and 80% had some involvement with drugs by collat-
eral charge or self-report use (Broner et al., 2003). Belenko, Lang, and
O’Connor (2003) found, in a study of a NYC diversion program for predicate
felony drug offenders, that 40% to 60% of those with substance abuse disor-
ders also have mental health problems.

Diversion from the criminal justice system to community treatment as a
mechanism for reducing the proportion of those incarcerated and affecting
criminal justice activity, substance abuse, and mental health symptom stabi-
lization has long been proposed (Steadman, Deane, et al., 1999). Post-
booking diversion occurs following arrest and is characterized by three pri-
mary components: screening, assessment, and negotiation between
diversion staff and criminal justice personnel to create a mental health treat-
ment disposition and to waive or reduce charges or time spent in jail or prison
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(Steadman, Barbera, & Dennis, 1994). Postbooking diversion may be jail
based, consultative to multiple courts, or configured as a specialized diver-
sion court (Broner, Borum, & Gawley, 2002). Jail-based programs can occur
at any stage of the criminal justice process prior to final sentencing and may
be operated by pretrial service personnel, specialized jail personnel, or a
forensic case management/alternative to incarceration agency. Some jail-
based programs use community supervision, whereas for other postbooking
programs the linkage to treatment marks the end of criminal justice involve-
ment. Court-based diversion may be decentralized (diversion occurs in mul-
tiple courts with multiple judges, often using community-based forensic case
management as the monitoring and linkage agent) or centralized (with one
primary judge, a specialized team, separate court calendar, court supervi-
sion, and interaction with the mental health treatment system; e.g., Broner et
al., 2002; Watson, Hanrahan, Luchins, & Lurigio, 2001). Court models vary
in degree of court monitoring, type of sanction imposed, and final charge and
sentencing determination (Griffin, Steadman, & Petrila, 2002).

The first large-scale, multisite, comparison-design study of diversion for
this population was commissioned by Congress in 1997. This study, com-
pleted in 2002, indicates an effect of diversion on access to services and jail/
prison displacement (Broner, Lattimore, Cowell, & Schlenger, 2004). The
findings from this multisite study combined with findings from other
postbooking diversion program evaluations indicate positive effects of diver-
sion on criminal justice recidivism, length of incarceration and, to some
extent, for treatment access mental health symptoms, substance use, and life
satisfaction appraisal (Cosden, Ellens, Schnell, Yamini-Diouf, & Wolfe,
2003; Hoff, Baranosky, Buchanan, Zonana, & Rosenheck, 1999; Lamb,
Weinberger, & Reston-Parham, 1996; Steadman, Cocozza, & Veysey, 1999).
However, these results were by and large driven by court-based programs.
These studies did not explicitly test whether the effects of diversion differed
by mandated (e.g., legal consequence for program failure or condition viola-
tions) versus nonmandated program conditions and as compared to those eli-
gible for diversion, but processed through standard criminal justice
procedures.

This article describes the main findings from a local site evaluation of
NYC’s Department of Health and Mental Hygiene NYC-LINK diversion
program that participated in a cross-site national study of diversion for those
with co-occurring alcohol and/or drug problems and serious mental illness.
The study addresses the effect of mandated versus nonmandated diversion,
treatment, and individual client characteristics on services access and use,
criminal justice rearrests and length of confinement, mental health stability,
drug and alcohol use, and life satisfaction. The diversion program studied
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had two tracks or conditions: those diverted and case managed from jail with-
out specific court involvement or any mandated sanctions (nonmandated
diversion) and those diverted through the court with diversion conditioned
on treatment involvement, mandatory case management reporting, and with
court sanctions for noncompliance (mandated diversion). This study exam-
ines the differential effects of these conditions on outcomes. With regard to
diversion, it was hypothesized that the mandated diversion condition would
increase services receipt and amount of treatment received and reduce sub-
stance use and criminal justice activity as compared to the nonmandated
diversion condition and to the comparison group.

As the study tracked self-report and collateral services linkage to residen-
tial and outpatient treatment as well as to medication treatment, the effect of
receiving treatment for diversion and comparison conditions was examined.
It was hypothesized that treatment would decrease criminal justice involve-
ment, reduce substance use, and stabilize mental health symptoms. Explor-
atory analyses included testing the differential effects of treatment setting/
modality (residential and outpatient settings and medication compliance).

For this study’s third area of focus, we tested if particular individual char-
acteristics—demographic and type and severity of psychopathology—were
predictive of and affected the main outcomes of interest in order to address
the question for whom the diversion works. It was hypothesized that demo-
graphic characteristics (e.g., gender and race) would not affect outcomes
when all variables of interest were allowed to compete. It was hypothesized
that psychopathy, childhood trauma, and baseline severity of drug and alco-
hol use would predict poorer diversion outcomes, but that baseline level of
mental health symptom severity would not affect the outcomes of interest.

METHOD

Participants. Three hundred and twenty defendants (program clients and
potential comparison participants) were approached for study participation;
231 of those agreed to participate and were found eligible (a 28% refusal and
exclusion rate). There were no significant differences in terms of age, race, or
substance use diagnoses between those in our study sample and those who
refused or were excluded. We did find, however, that those in our study sam-
ple were significantly more likely to be female, *(1)=17.274,p<.001; were
significantly less likely to have been arrested on a violent charge, *(5) =
18.909, p < .01; and were significantly more likely to have a diagnosis of
bipolar or major depression and less likely to have a diagnosis of “other”,

*(3) =56.358, p <.001. With regard to those excluded being more likely to
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have a violent charge, potential participants for the comparison group were
excluded when charged with a high-level violent offense (e.g., murder, man-
slaughter) because study participants were included if they met both diver-
sion program admission and study inclusion criteria. Discrepancies in men-
tal health diagnoses are likely the result of a clarifying process that occurred
following admission to the study. Individuals with not otherwise specified
(NOS) chart diagnoses were recategorized into diagnoses of schizophrenia,
bipolar, or major depression according to follow-up psychiatric jail inter-
views; follow-up clinical records for those who refused or were excluded
were not attained and were more likely to have a NOS (other) diagnosis.

Of the 231 participants recruited at baseline, 86%, or 175 participants,
completed at least one of the two follow-up interviews. The baseline compo-
sition of the intervention and comparison groups was similar in most
respects, with primary group differences emerging for past drug related
arrests and past service use (see Tables 1 and 2 and Results section). As
described in Table 1, the combined baseline sample (N = 175) was 56% male,
with a majority endorsing Black or Hispanic racial/ethnic background (60%
Black, 25% Hispanic, and 14% White). Participants were on average 35
years old and had completed 11 years of education. Sixty-nine percent
reported a lifetime history of employment, although only 17% held a job for
pay at the time of arrest. Of participants, 30% were homeless at arrest (63%
reported being homeless in the past 12 months), 19% were HIV-positive, and
53% had a child under the age of 12.

Study attrition. Of the sample, 24% was lost at follow-up, with the
remainder of the sample having at least one of the two follow-up interviews.
Half (51%) of those without follow-up were sentenced and incarcerated in
prison. Although participant location and collateral criminal justice data
were tracked and reported, the study did not have access to state prisoners for
follow-up interviews. Indeed, those who were lost to the study were signifi-
cantly more likely to spend more days in jail on the original charge (88 vs.
114 mean days) and during the 12 months of participation (119 vs. 152 mean
days), to have been in prison during the 12 months (102 vs. 25 mean days),
and to have been less likely to have time at risk in the community (144 vs. 190
mean days). Although there were no significant differences in the majority of
demographic, diagnostic, and legal history and charge variables, three differ-
ences were found between those who attrited and those who remained in the
study. Attrition analyses revealed that those included in the final sample
were more likely to be female (49% vs. 33%), have children younger than
age 12 (47% vs. 33%), and be in the mandated diversion condition (66%



Broner et al. / OUTCOMES OF A JAIL DIVERSION PROGRAM 23

mandated diversion vs. 35% for both nonmandated diversion and compari-
son conditions).

Recruitment. Participants for the two groups—diverted (intervention
group) and nondiverted (comparison group)—were identified during the
study intake period (October 1998 through May 2000). There was no univer-
sal screening or referral system at arraignment or jail admission for diversion
at the time of this study; discharge planning and diversion staff located in the
jails and courts received referrals from prosecution, judges, and jail-based
mental health staff. Participation in diversion was voluntary and required the
agreement of defense counsel, prosecution, and judge, in addition to a case
management recommendation. Clients were in majority charged with felony
offenses and faced substantial sentences to prison incarceration.

Diversion acceptance criteria included a designation of “serious and per-
sistence mental illness,” which by New York State definition past psychiatric
treatment and hospitalization along with a major mental illness. Psychiatric
(mental health and substance use) diagnoses were completed by jail psychia-
trists. Felony and misdemeanor charges were eligible, with the exception of
murder and manslaughter; violent charges such as rape, assault, and arson
were considered on a case-by-case basis by the program. If psychiatric crite-
ria were met and criminal justice agreement procured, the client was
accepted for diversion.

Research study participation criteria included participants being 18 or
older with a chart diagnosis of depression, bipolar disorder, or schizophrenia
and a co-occurring diagnosis of an alcohol or drug abuse/dependence disor-
der. Participants were not eligible for the study if they were diagnosed with
mental retardation or were too psychotic or cognitively compromised to
complete or comprehend the study protocol. All participants accepted for the
diversion program and meeting the research study criteria were approached
for potential study group participation by research staff. The comparison
participants were identified by the research team rather than the diversion
program; due to the large size of the jail population at the time of the study
(e.g., approximately 120,000 inmates annually with a released mental health
population estimated at least 15,000 annually) and limit on the number of
participants accepted to the program, many defendants eligible for study par-
ticipation and meeting program criteria for diversion were not identified for
diversion. Field interviewers maintained a presence in the jails, reviewing
records of all admissions to jail mental health treatment. Those who met
study criteria were approached for inclusion as comparison subjects; there
was no randomly identified comparison group. All participants received
some form of treatment while in jail (e.g., medication and counseling).
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Procedure. Consent procedures and baseline interviews took approxi-
mately 2 hours to complete and were administered at borough-based admis-
sion jail facilities (there are five boroughs in NYC, each with its own county
jail) and at NYC’s Rikers Island jails, which serve all five boroughs. The
baseline interview was given within 2 weeks of diversion acceptance for
those diverted and within 2 weeks of identification and meeting study criteria
for the nondiverted.

Three- and 12-month follow-up interviews were conducted between Jan-
uary 1999 and June 2001; the interview window began 2 weeks before and
ended 3 weeks after the target interview date. Follow-up interviews took
approximately 1 hour to complete and were administered in a variety of com-
munity and criminal justice settings. Participants were also contacted on a
monthly basis by telephone or in person to complete a 5S-minute self-report
services use survey. Participants were paid up to $75 for study participation
($15 for each completed follow-up interview and $5 for each monthly
contact).

Local institution review board approval and a federal certificate of confi-
dentiality were obtained prior to protocol field testing and data collection.
Field interviewers were master’s- to doctoral-level trained staff. Interviewers
received a 2-day training on the multisite instrument, completed two inter-
views with colleagues and five mock interviews with similar subjects, and
coded five tapes to a minimum of 98% agreement. Additional tapes were
coded quarterly to prevent interviewer drift.

Intervention. The NYC-LINK program, begun in 1993, is a citywide pro-
gram that includes both jail reentry and jail and court-based diversion for
those with mental illness entering the courts or any of its 16 jail facilities
(Lamon et al., 2002; Lattimore, Broner, Sherman, Frisman, & Shafer, 2003);
this study was limited to the LINK diversion programs. An in-jail contract
agency is responsible for jail case identification, entitlement applications,
initial treatment plans, and case transfer to four nonprofit community agen-
cies for postdiversion follow-up. These borough-based community pro-
grams are responsible for additional identification of potential diversion cli-
ents, records attainment, treatment planning, services linkage, medication
continuity between jail and the treatment linkage, and case management
follow-up for 2 years postdetention. Clients in one of the programs that serve
Brooklyn and Staten Island are case managed through a Treatment Alterna-
tives to Street Crimes (TASC) model that adapted traditional substance abuse
alternative to incarceration to mental health diversion (Broner et al., 2002;
Broner, Nguyen, Swern, & Goldfinger, 2003). The Brooklyn LINK program
operated by the Education and Assistance Corporation—-TASC negotiates
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diversion directly with the court, creates the treatment plan, monitors the cli-
ents in the community through client and provider visits, conducts random
urinalysis, and reports to the court. Clients may experience a range of sanc-
tions from increased treatment and placement in structured settings to jail
remand. This diversion track is defined as mandated diversion condition for
the current study. For clients in other borough jail-based LINK programs,
case managers contact the defense attorney with a potential plan; are not
involved in the court negotiations or any reporting; may bring the participant
to community treatment for the initial linkage; and once diverted, contact
participants by phone or in person on a quarterly basis for up to 2 years.
There are no legal ramifications for noncompletion. This track is defined as
nonmandated diversion condition for our study. Legal outcomes include
charge reduction, dismissal, time-served, and conditional discharge for both
diversion conditions; additionally mandated diversion program participants’
legal outcomes include deferred sentencing and probation.

Measurement. A cross-site questionnaire, which included a variety of
self-report measures and demographic, psychosocial, service use, housing,
and criminal justice questions, was supplemented in NYC with several addi-
tional measures. Static measures of diagnosis, childhood trauma experience,
psychopathy, alcoholism, and drug addiction were administered at baseline.
Risk for violence was administered at baseline and 12-month follow-up.
Change measures for general psychiatric symptoms, trauma symptoms, drug
and alcohol consumption, perceived coercion, insight, and quality of life
were administered at all three time points. Criminal justice information was
collected from arrest records and city and state correctional databases; ser-
vice use was collected through monthly provider interviews to confirm client
self-report because no specific database was available to capture the services
received.

Four modules from the Diagnostic Interview Schedule (DIS-IV; Robins,
Cottler, Bucholz, & Compton, 1998) were used in the current study to con-
firm study diagnoses as well as to assess trauma. The modules were depres-
sion (with dysthymia and generalized anxiety for rule-out purposes), mania,
psychosis, and posttraumatic stress. Concurrent validity with clinician diag-
nosis is adequate, with the exception of a lack of sensitivity for depression
(kappa = .3) resulting in overestimation, particularly in a homeless popula-
tion (North et al., 1997). However, on average across studies, Wittchen
(1994) found that levels of agreement were good to excellent (kappas = .5 to
.7) between lay and clinical administration, and test-retest consistency was
also generally good (above .6). The DIS has been used in the study of diag-
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nostic prevalence for jail detainees (e.g., Teplin, Abram, & McClelland,
1996).

To assess mental health change over time, four instruments were used—
three general symptom checklists and one to assess trauma symptoms. The
Colorado Symptom Index (CSI) is a multi-item scale on which clients report
the frequency of specific psychiatric symptoms, yielding two global scores:
anxiety symptomatology and psychotic symptomatology (Shern et al.,
1994). Shern and colleagues developed and validated the CSI among clients
with serious mental illness, including the homeless mentally ill, yielding
good internal consistency (0.77 for anxiety; 0.85 for psychotic symptoms).

The 12-item short-form health survey (SF-12; Ware, Kosinski, & Keller,
1996) contains two subscales, the PCS-12, physical health component score,
and the MCS-12, mental health component score. Jenkinson and Layte
(1997) found the SF-12 MCS-12 and PCS-12 highly correlated with the
well-validated 36-item version (0.94 and 0.96, respectively). The MCS-12 is
reported for this current study.

The Brief Psychiatric Rating Scale (BPRS; Overall & Gorham, 1988) was
developed to assess a comprehensive range of psychiatric symptoms on the
basis of 18 structured questions and observation rated on a 7-point scale.
Interrater reliabilities for the individual items and the total score have been
reported with psychiatric inpatients and outpatients with and without co-
occurring substance use disorders, with typical coefficients of .85 (Hedlund
& Vieweg, 1980).

The Post-Traumatic Checklist—Civilian Version (PCL-CV; Weathers,
Litz, Huska, & Keane, 1994), a Likert-type scale trauma screening and
symptom change measure, has been shown in college, combat, and clinical
populations to have strong convergent validity with the American Psychiat-
ric Association’s (1994) Diagnostic and Statistical Manual Of Mental Disor-
ders (r<.75) and other PTSD measures (r =.77 to .93), good sensitivity (.82)
and specificity (.83), and good test-retest reliability (coefficients ranged
from .88, at 1 week to .68, at 2 weeks; Kean, Newman, & Orsillo, 1997,
Ruggiero, Del Ben, Scotti, & Rabalais, 2003).

To assess change in perceived experience of coerced treatment involve-
ment through diversion and insight into mental illness and need for treat-
ment, two measures used with psychiatric and forensic patients were admin-
istered. The Insight and Treatment Attitude Questionnaire (ITAQ), an 11-
item scale, has been demonstrated as having good convergent validity with
interviews (McEvoy, Apperson, et al., 1989) and as highly internally consis-
tent, yielding one factor (r = .99; Weiler, Fleisher, & McArthur-Campbell,
2000). The McArthur Admission Experience Survey: Short Form (AES;



Broner et al. / OUTCOMES OF A JAIL DIVERSION PROGRAM 27

Gardner et al., 1993) in its initial validation was found to be internally consis-
tent and across two psychiatric inpatient populations.

The Childhood Trauma Questionnaire—Short Form (CTQ), a retrospec-
tive measure of childhood trauma experience, screens five separate catego-
ries of trauma: emotional abuse, physical abuse, sexual abuse, emotional
neglect, and physical neglect. Test-retest reliability (Bernstein et al., 1994)
and internal consistency (Bernstein et al., 2003) were good and demonstrated
in drug abusing and community-based samples. Convergent and discrim-
inant validity with structured trauma interviews was also demonstrated
(Bernstein et al., 1994). The CTQ has also shown criterion validity when
compared to independent ratings of abuse with corroborative data (Bernstein
etal., 2003). The factor structure of the CTQ has been shown to be highly sta-
ble across both clinical and community samples with varying characteristics.

To assess psychopathy, the Psychopathy Checklist—Screening Version
(PCL-SV; Hart, Cox, & Hare, 1995) was administered. The PCL-SV is based
on the PCL-R, which has been extensively studied in psychiatric, substance
abuse, and forensic male and female populations and demonstrated to have
good construct validity, good internal consistency, and good interrater reli-
ability for determining the likelihood of psychopathy (e.g., Walters, 2003).
The HCR-20 (Webster, Douglas, Eaves, & Hart, 1997), a three-factor scale
that includes the PCL score as part of its historical risk factors, assesses risk
for violent recidivism incorporating collateral and interview data. The HCR-
20 has been shown to add to the predictive value of the PCL-SV for violence
(area under the curve [AUC] = .76 for physical violence and .80 for violent
crime vs. the PCL-SV alone, AUC =.68 to .79; Douglas, Ogloff, Nicholls, &
Grant, 1999).

Three instruments were used to estimate baseline alcohol and drug abuse/
dependence and change in use over time. The Michigan Alcohol Screening
Test (MAST; Storgaard, Nielson, & Gluud, 1994) was found to have ade-
quate sensitivity and specificity using a 5-point cutoff score to estimate alco-
hol dependence. It has been extensively evaluated among psychiatric and
substance use populations (e.g., Saltstone, Halliwell, & Hayslip, 1994;
Zung, 1979). The Drug Abuse Screening Test (DAST; Skinner, 1982), based
on the MAST, was also found to have sound psychometric properties in psy-
chiatric and forensic populations (e.g., Saltstone et al., 1994; Staley & El
Guebaly, 1990). Type, severity, and change in alcohol and drug use was
assessed through the Dartmouth Drug/Alcohol 6-Month Follow-Back Cal-
endar (Follow-Back; Dartmouth Psychiatric Research Center, 1997) adapted
for a 3-month retrospective timeframe. This approach has been validated
with psychiatric patients (Carey, 1997).
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To measure participants’ assessment of their quality of life, the Lehman
(1988) Quality of Life Interview (QOLI; Lehman, 1988) was administered;
the life satisfaction subscale (General Life Satisfaction [GLS]) is reported.
The QOLI was standardized on chronically mentally ill populations, and
internal consistency and predictive and divergent validity are good. Depres-
sion and anxiety were found to be consistently, negatively associated with
general life satisfaction (e.g., for depression, I =0.17 to 0.56); thought disor-
der did not correlate with life satisfaction (Russo et al., 1997).

Analysis. The baseline characteristics of the intervention group (diver-
sion) and the comparison group (nondiversion) participants were compared
using t statistics and chi-square statistics on demographic, criminal justice,
and diagnostic variables. A stepwise hierarchical regression model was
developed based on the hypothesized effects of mandated and nonmandated
diversion, treatment, and the effects of various participant experience, per-
sonality, symptomatic, and demographic characteristics. Although outcomes
were measured at 3 and 12 months, a repeated-measures design was not used
to analyze the results because of the amount of missing data (i.e., people who
were lost to follow up at different times) described under attrition. Listwise
deletion was used for missing data (i.e., when a participant was missing data
at 3 months or 12 months, his or her data were deleted from the analyses).
Parallel sets of regression models were run at 3 and 12 months but with dif-
ferent numbers of participants for mental health and substance abuse out-
comes; because services and criminal justice data were collateral, these data
were attained on the full sample. One model with 3-month interviews as the
predictors for the 12-month regression model, although preferable in reduc-
ing Type I error, would have resulted in too small of a sample, inability to
generalize to the larger sample from which these data were drawn, and the
loss of potential findings, particularly for type of diversion, and coercion
insight—areas little studied in this context.

In these regression analyses, the independent variables included psychop-
athy/risk composite (composed of the PCL-SV and HCR-20), childhood
trauma (CTQ), composite emotional distress (composed of the SF-12 MCS,
CSI, PCL-CV, and QOLI GLS), composite insight/coercion (ITAQ and
AES),' baseline drug use (DAST and Follow-Back), baseline alcohol use
(MAST and Follow-back), treatment (days in residential (not hospital) treat-
ment, number of outpatient sessions, self-report medication compliance),
diversion condition (mandated versus nonmandated), race/ethnicity, gender,
and time at risk. The dependent variables included psychiatric symptoms
(BPRS, CSI, SF-12 MCS and PCL-CV), days used drugs or alcohol (Follow-
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Back), life satisfaction (QOLI GSL), risk for violence (HCR-20 change),
criminal justice involvement (i.e., days in jail on intake and subsequent
arrests, days in prison, rearrests, number of violations, reincarcerations), and
treatment as operationalized above. Covariates included baseline scores for
the measures of interest and time at risk, defined as time spent in the commu-
nity and not in a hospital or incarcerated in jail or prison.

Specifically, to examine the effects of these variables for 3 and 12 months,
we used a hierarchical regression model consisting of 10 steps. These steps
were constructed based on the empirically demonstrated negative relationship
between particular variables (e.g., psychopathy, trauma, insight/motivation)
and criminal justice, substance abuse, mental health, and treatment outcomes
(e.g., Dembo, Dertke, Borders, Washburn, & Schmeidler, 1988; Hare, Clark,
Grann, Thornton, 2000; Knight, Hiller, Broome, & Simpson, 2000; Widom,
1989), the positive effect of mandated diversion and treatment in a criminal
justice substance abuse population (e.g., Young & Belenko, 2002), and the
relationship suggested between perceived coercion and external events
within a procedural justice context (Lidz et al., 1998). The 10-step model
included (a) covariates, such as time at risk and baseline scores for instru-
ments; (b) gender; (c) ethnicity (Black vs. non-Black, Hispanic vs. non-His-
panic); (d) baseline psychopathology, which included alcohol and drug
abuse, childhood trauma, psychopathy/violent recidivism risk composite,
perceived coercion and insight composite, and emotional distress; (e) diver-
sion condition; (f) service use and interaction effects between diversion con-
dition versus comparison; and (g) gender; (h) ethnicity; (i) insight/coercion
and psychopathy/risk; and (j) service use.

RESULTS

We begin with a baseline description of the comparisons made between
those in the diversion and nondiversion groups for demographic, psycho-
social, diagnostic, symptom, and past treatment services received. Descrip-
tive and inferential analyses for 3- and 12-month effects of diversion for
the intervention and comparison groups are then presented; subanalyses
comparing mandated versus nonmandated intervention conditions are also
described. The description of the study’s results concludes with our analyses
of the effect of various individual factors, treatment, and diversion type on
criminal justice, mental health, and substance abuse domains when factors
compete within a multivariate stepwise analytic framework.
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STUDY SAMPLE AT BASELINE

One hundred and seventy-five participants completed at least one of the
two follow-up interviews. There were no significant differences for baseline
demographic and most criminal justice variables between the intervention
and comparison groups as described in Table 1. Overall, half of the partici-
pants (54%) had a primary charge of a drug offense (either sale or posses-
sion) when accepted to the diversion program or recruited for the comparison
group. The remainder were charged with violent offenses against another
person (e.g., assault, rape, attempted manslaughter; 12%), property offenses
(e.g., robbery, burglary, theft; 12%), procedural violations (violation of
parole or probation; 13%), and other minor offenses or nonviolent person
offenses (e.g., driving while under the influence, harassment, theft of ser-
vices; 10%). One significant difference between groups emerged for past
criminal justice involvement: Those in the intervention group were more
likely to have self-reported committing a drug crime in their lifetime (83%
vs. 67%, p < .05).

Mental health and substance abuse characteristics. As described in Table
2, 41% of the baseline sample was diagnosed as having schizophrenia, 18%
had a diagnosis of bipolar disorder, and 40% was diagnosed with major
depression according to jail psychiatrists who had interviewed these clients
during their detention. DIS-IV (Robins et al., 1998) structured diagnoses,
administered to all participants by field interviewers, confirmed the presence
of these diagnoses in about 98% of the sample (with the remaining 2% reach-
ing diagnostic criteria for post-traumatic stress disorder) but were differently
distributed (e.g., 26% with schizophrenia, 23% with bipolar disorder, 49%
with major depressive disorder). Overall, clients demonstrated acute symp-
toms according to the BPRS consistent with these serious diagnoses and
indicated significant current (30% during the past 12 months) and past
lifetime (72%) risk for suicide.

In terms of substance abuse/dependence, as described in Table 2, the
majority (51%) of the sample had a polysubstance dependence diagnosis.
Although the intervention group was significantly more likely to have a sub-
stance abuse diagnosis of opioid abuse or dependence (20% vs. 22%), and
the comparison group was more likely to have a diagnosis of cannabis abuse
or dependence (13% vs. 4%), the numbers are small, and both cannabis and
opioid use are also represented within the polysubstance dependence
category.
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TABLE 1: Baseline Demographic and Criminal Justice Characteristics

Intervention Comparison Total
Variable h=84) (h=91) (N =175)
Mean age at arrest 35 (@) 35 (8) 35 (@)
Gender
Male 51.2 60.4 56.0
Female 48.8 39.6 44.0
Race
Hispanic 25.0 25.3 25.1
White 13.1 15.4 14.3
Black 61.9 58.2 60.0
Other 0.0 11 0.6
Language preference
English 94.0 91.2 92.6
Mean highest grade completed 10 2) 11 3) 11 3)
Degrees
High school diploma 20.2 13.2 16.6%
General equivalency diploma 19.0 30.8 25.1
Mean income (in dollars) 2,175 (4,515) 1,750 (3,307) 1,958 (3,937)
Employment status
Ever held a job for pay 65.5 71.4 68.6
At arrest, held a job for
pay 20.2 14.3 17.1
Marital status
Living with spouse/partner
at arrest 28.6 22.0 25.1
Children
Living with child younger
than 18 at arrest 10.7 13.3 12.1
Have child younger than
12 at arrest 53.7 52.7 53.2
Homeless status
Year before arrest 59.5 65.9 62.9
At arrest 31.0 29.7 30.3
Lived in a public shelter,
year before arrest 27.4 31.9 29.7
Serostatus, HIV-positive 18.3 19.3 18.9
Intake arrest top charge
Violent offense against person 10.7 13.2 12.0
Nonviolent offense against person 1.2 55 34
Drug offense 60.7 47.3 53.7
Property offense 8.3 154 12.0
Procedural offense 13.1 12.1 12.6
Minor offense 6.0 6.6 6.3
Arrest history, self-report
Drug crimes
Lifetime* 83.3* 67.0% 74.9*
12 months before arrest 59.5 49.5 54.3
Violent crimes
Lifetime 42.9 48.4 45.7
12 months before arrest 19.0 18.7 18.9

NOTE: Standard deviations in parentheses. All values are in percentages, except for
age, highest grade completed, and income (as indicated).
*p < .05.
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TABLE 2: Baseline Mental Health and Substance Abuse Diagnoses (in

percentages)
Intervention  Comparison Total
Variable (h=84) h=91) (N =175)
Mental health diagnosis by chart
Schizophrenia 40.5 40.7 40.6
Bipolar 21.4 154 18.3
Major depression 36.9 55.7 40.0
Other 1.2 11 1.1

Mental health diagnosis by Diagnostic
Interview Schedule

Schizophrenia (n = 159) 25.3 27.4 26.4
Bipolar (n = 159) 24.0 22.6 23.3
Major depression (n = 157) 52.1 46.4 49.0
Post-traumatic stress disorder

Chronic (n = 158) 36.5 32.1 34.2
Acute (n=158) 14 4.8 3.2
Dysthymia (n = 157) 0.0 1.2 0.6
Antisocial Personality, all criteria (n = 157) 25.0 235 24.2

Suicide history
Attempted suicide

12 months before arrest 33.3 27.5 30.3
Lifetime 67.9 75.8 72.0
Substance use diagnosis by chart
Alcohol 10.7 6.6 8.6
Cannaibis* 3.6 13.2 8.6
Opioid** 15.5 3.3 9.1
Cocaine 20.2 22.0 21.1
Polysubstance 48.8 52.7 50.9
Other 1.2 2.2 1.7

*p<.05.**p<.01.

Past service use. Consistent with a seriously mentally ill substance-using
sample, the majority of clients in both groups were previously known to the
mental health and/or substance abuse treatment systems. One quarter (24 %)
of the sample reported a lifetime history of alcohol treatment, half (54%)
reported a lifetime history of drug treatment, and 90% reported a lifetime his-
tory of mental health treatment. The intervention group participants were
more likely than their comparison counterparts to have self-reported receipt
of treatment for drug problems during the course of their lifetime (65% com-
pared to 45%, *=8.968, df =1, p < 05). Of participants, 81% had been hos-
pitalized for mental health problems at some point in their lifetime; interven-
tion participants spent, on average, twice as many nights in a hospital for
mental health or substance use problems in the 12 months prior to arrest (16
vs. 7 nights, *=6.282,df =1, p<.0l).
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DIVERSION

Based on initial chi-square and t-test analyses, diversion, collapsing man-
dated and nonmandated conditions, versus nondiversion, demonstrated a
few positive outcomes. We found, using the complete baseline sample and
based on collateral criminal justice records, that individuals in the diversion
group, at 12-month follow-up, had spent on average less time in state prison
than did the comparison group (46 vs. 95 days, p < .001) and were more
likely to be in the community and not hospitalized or incarcerated (248 vs.
188 days at risk, p <.01). However, although diversion decreased incarcera-
tion tenure over time, it did not do so rapidly. The average length of stay in
jail on the index offense was 104 days for both diversion and comparison par-
ticipants, and thus, the majority of participants (65% of intervention and 60%
of comparison participants) were still detained at 3-month follow-up.

Intervention group participants were more likely to have insight into sub-
stance abuse problems at 3 months ( 2=4.477, df = 1, p <.05) and to main-
tain that higher level of insight at 12 months (t = -2.185, df = 54, p < .05).
There was no significant change for mental health insight (ITAQ) at 3 and 12
months. Based on collateral service provider reports for the 12 months of
study participation, there were no significant differences between the inter-
vention and comparison groups in terms of number of days in residential
treatment (89 vs. 67 days), hospitalization (17 vs. 11 nights), emergency
room visits (M =0, R =0 to 2), or number of outpatient-counseling sessions
(29 vs. 26 sessions).

Type of diversion: Court mandated versus nonmandated jail diversion.
No differences were found on the demographic, criminal justice, and diag-
nostic variables when mandated (n = 35 at baseline; n = 33 with at least one
follow-up), nonmandated (n =77 at baseline; N = 56 with at least one follow-
up), and comparison conditions were compared. When the diversion models
were disaggregated into mandated and nonmandated conditions, there were
additional findings for criminal justice and service use outcomes. Individuals
in mandated diversion were less likely to spend time in prison compared to
those in the comparison group (13 vs. 60 vs. 96 mean days for mandated,
nonmandated, and comparison conditions, respectively, p < .001). Consis-
tent with these data, those in the mandated diversion condition versus the
comparison group were also significantly more likely to be in the community
(e.g., more days at risk) during the 12 months following intake (289 vs. 230
vs. 186 mean days for mandated, nonmandated, and comparison conditions,
respectively, p < .001).
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Mandated diversion participants were less likely to self-report that they
did not receive services that they needed (26% vs. 55% and 57% for man-
dated, nonmandated, and comparison participants, respectively, p <.01) and
more likely to report that they had received other services within the first 3
months. However, when specific services were reviewed within the first 3
months, only HIV services reached significance, and both mandated and
nonmandated diversion participants were more likely to receive such ser-
vices compared to comparison participants (37% vs. 23% vs. 8%, p < .05 for
mandated, nonmandated, and comparison participants, respectively). With
regard to treatment services, controlling for time at risk, those in mandated
diversion were significantly more likely to receive any residential or outpa-
tient treatment than either those in the nonmandated or comparison condi-
tions. Fully 95% of mandated diversion participants received residential
treatment or outpatient counseling during the course of the year, as opposed
to 67% of the nonmandated diversion participants and 64% of comparison
subjects (p <.001). In other words, there was practically no difference in the
likelihood of receiving community treatment between a participant in non-
mandated diversion and a comparison subject. These findings were obscured
when the diversion conditions were collapsed.

Effects of diversion in the multivariate model. When diversion condition
competed to explain client criminal justice, substance abuse, and mental
health outcomes within a multivariate regression framework (controlling for
baseline scores and time at risk), treatment and mental health variables
became the primary contributor to criminal justice variables (see Tables 3
and 4) rather than diversion status. Although treatment reduced days spent in
jail and prison over 12 months, as well as immediate rearrests, diversion sta-
tus affected treatment dose. Individuals in the mandated diversion group
spent significantly more days in residential treatment than did comparison
participants ( =.260, t=3.122, p <.01). However, when interaction effects
are considered, those who did not perceive themselves as coerced and who
had insight into having a mental illness and the need for treatment spent sig-
nificantly more days in residential treatment than those with high perceived
coercion—low insight scores, whether they were in mandated diversion or
nonmandated diversion versus the comparison group (Mandated Diversion
vs. Comparison Perceived Coercion Insight: =-.268,t=-2.847,p<.01;
Nonmandated Diversion vs. Comparison Perceived Coercion Insight: =
235, t=-2.453, p < .05).

Type of diversion also affected substance abuse and mental health out-
comes within the multivariate model, as described in Table 5. Those in man-
dated diversion experienced a reduction in days using drugs during the 12
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TABLE 3: Collateral Days Incarcerated for Instant Offense and Subsequent
Arrests at 12 Months

Dependent Variable Significant Independent Variables B t p

Days in jail on intake arrest Residential treatment days -28 -2.78 <.01
QOutpatient treatment visits -29 -270 <.01

Days in jail on subsequent Medication noncompliance 32 280 <.01

arrests

Total days in jail Residential treatment days —-40 -4.20 <.001
Outpatient treatment visits -37 -4.30 <.001

Total days in prison Residential treatment days -24 =217 <.05

Total days in jail or prison Residential treatment days -49 -544 <.001
Outpatient treatment visits -39 -434 <.001

NOTE: No covariates.

months of study participation. Mental health outcomes in interaction with
diversion condition and treatment were mixed. Those in the comparison
group who were in outpatient counseling at 3 months saw an increase in men-
tal status functioning (BPRS) compared to those in mandated diversion who
experienced no change on this measure; there was no interaction at 12
months. Mandated diversion participants improved at 3 and 12 months on
one global measure of mental health symptoms (SF-12) with more days in
residential treatment or with more outpatient-counseling sessions, whereas
comparison participants worsened in residential treatment and outpatient
treatment comparatively. Those in mandated diversion experienced a slight
improvement in mental health symptoms at 3 months and 12 months on one
of the psychiatric symptom measures (CSI) compared to comparison partici-
pants whose symptoms deteriorated comparatively with noncompliance to
medication; the comparison group improved slightly compared to the non-
mandated group whose symptoms worsened at 3 and 12 months. However,
risk for violence (HCR-20) was reduced at 12 months for those in nonman-
dated diversion with additional days in residential treatment versus the
comparison group whose scores increased slightly with additional residen-
tial treatment.

Diversion condition also interacted with gender and race and ethnicity.
Race did not interact with mandated diversion, although the small sample
sizes for these analyses provide caution for any interpretation. Those in
nonmandated diversion who identified themselves as Black and those who
identified themselves as Hispanic had higher scores for violence risk at 12
months than non-Black and non-Hispanic comparison participants. Race/
ethnicity was only significant on one mental health symptom measure at 12
months: non-Black participants in nonmandated diversion experienced sub-
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stantially reduced CSI scores, whereas Black and Hispanic participants in
nonmandated diversion and participants of any race in the comparison group
had comparably more severe ratings for psychiatric symptoms. Gender inter-
actions were few and only occurred at 3 months follow-up. Women in man-
dated diversion had higher trauma symptom scores than did men, whereas
men in the comparison group had higher scores then did women. In
nonmandated diversion, men had lower scores then women on the CSI,
whereas men in the comparison condition had higher scores.

TREATMENT PARTICIPANT CHARACTERISTICS, CRIMINAL JUSTICE,
SUBSTANCE USE, AND MENTAL HEALTH

Criminal justice recidivism. As described in Tables 3 and 4, treatment for
mental health and substance use problems appeared to have a significant pos-
itive effect on criminal justice recidivism and length of confinement at both 3
and 12 months. Those who spent more nights in residential treatment had
fewer misdemeanor rearrests and spent fewer days in jail on the original
arrest, in jail overall, or in state prisons at 12 months. Similarly, those partici-
pants who attended more outpatient counseling had fewer misdemeanor
rearrests and fewer rearrests overall at 3 months and fewer days in jail on the
original arrest and fewer days in any correctional facility at 12 months. Medi-
cation compliance was a significant predictor of time spent in jail: The less
compliant with the medication regimen, the more time was spent in jail on
subsequent rearrests. This finding is consistent with the mental health results
presented in Table 5 below: Those who were noncompliant with medication
tended to be at more risk for violence (HCR-20) and had more acute current
symptoms (BPRS) at 12 months.

Specific mental health characteristics, however, returned inconsistent
findings in terms of recidivism (see Table 4). Those participants with higher
baseline psychopathy and violence risk tended to be rearrested more for felo-
nies and reincarcerated more frequently during the first 3 months of study
participation. Those with higher baseline childhood trauma scores also had
higher rates of rearrest and reincarceration at 3 months. In contrast, those
with higher baseline emotional distress had fewer reincarcerations and fewer
felony rearrests at 3 months. These characteristics did not contribute to crim-
inal justice outcomes at 12 months, which is likely reflective of the smaller
sample. The only factor that was significant at 12 months was being of His-
panic ethnicity, which contributed to a decreased risk of reincarceration.

Drug and alcohol use. Consistent with criminal justice findings described
above, participation in mandated diversion significantly predicted positive
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outcomes: participants in mandated diversion showed greater improvement
in days using drugs at 12-months than did those in the comparison group (see
Table 5). Hispanic participants also had greater improvement in days drink-
ing at 12-months. Clients with heavy usage patterns prior to study intake did
not improve as much. The more days a participant used drugs or alcohol at
baseline, the less change she or he experienced in drug use or alcohol use at
12-months. Drug dependence (DAST) was associated with change at 3 but
not 12-months and days of use rather than dependence was a more robust
predictor of change at 12 months.

Some mental health characteristics seemed to work against reductions in
drug and alcohol use. The more emotionally distressed a participant was at
baseline, the less change he or she experienced in drug use at 3 months but
not at 12 months. The higher the baseline level of psychopathy and risk for
violence, the less change in drinking occurred at 12 months. Yet the higher
the client scored on a measure of childhood trauma (CTQ) at baseline, the
greater the improvement in days drinking at 12 months.

Mental health outcomes. Generally, as described in Table 5, individuals
with worse symptoms at baseline tended to improve the least with time. This
held true for nearly every mental health measure we examined, with the
exception of the SF-12 mental health scale and the life satisfaction scale
(QOLI GLS), in which the reverse was true, and the psychopathy scale (PCL-
SV), where there was no relationship. There was an initial decrease in global
mental health symptoms (SF-12) at 3 months for those scored as alcohol and
drug dependent (MAST and DAST). There were a few modest effects on risk
and mental health symptoms for diversion type, as described above. Those
who did not comply with their medication regimens saw less improvement in
overall psychiatric symptoms at 3 months (CSI) and at 12 months (BPRS);
however, those in mandated diversion saw improved symptoms on the CSI at
12 months. Race/ethnicity (Black and Hispanic) significantly contributed to
less improvement in current acute symptoms (BPRS) at 12 months; Black
participants also showed less improvement at 12 months on a global mental
health measure (SF12). In contrast, participants of Black and Hispanic race/
ethnicity showed greater improvement at 12 months in trauma symptoms
(PCL-CV).

Those with greater overall life satisfaction at baseline had less improve-
ment in life satisfaction (QOLI GLS) at 3 and 12 months. Those with higher
levels of perceived coercion and lower insight had less improvement in over-
all life satisfaction at 3 months. Those with higher baseline childhood trauma
scores (CTQ) showed greater improvement in general life satisfaction at 3
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months. And those with higher baseline drug dependence scores (DAST)
had greater improvement in quality of life at 12 months.

Although treatment positively affected criminal justice and substance use
variables, the opposite was true regarding mental health symptom and quality-
of-life outcomes. Residential treatment had a negative effect on life satisfac-
tion (QOLI GLS) at 3 months and on general psychiatric symptoms (CSI) at
12 months. Outpatient visits were inversely correlated with improvements in
global mental health (SF-12) and life satisfaction at 3 but not at 12 months.
With regard to life satisfaction, the decreased satisfaction may be the effect of
the regimented structure of treatment during the initial adjustment. In terms
of mental health, it may be that the community programs were not effective
in reducing mental health symptoms, and reductions were better accounted
for by other interventions (e.g., mandated diversion). It is also possible that
responses regarding overall quality of life and global mental health in fact
may be consistent with the treatment process. That is associating maladap-
tive patterns and the chronic nature of serious mental illness; and discomfort
with the way one has led life and what may or may not change can result in
the highlighting of symptoms and with general dissatisfaction.

LIMITATIONS

This study has a number of limitations. The ability to detect group differ-
ences and allow for more complex causal understanding is limited by sample
size, potential sample bias (based on attrition analyses), differences between
groups, and lack of random assignment. Furthermore, the statistical design,
although allowing for exploratory analyses, increases Type I error, requiring
caution in interpreting results and necessitating future study and replication.
The diversion programs did not consistently record all information (date of
referral, program acceptance, whether the diversion failed prior to jail
release), which biases the data against demonstrating the effectiveness of the
programs. Without these data, lengths of stay in jail were calculated from
entrance into the correctional system; thus the programs were held account-
able for the time a client spent in jail even if the client had not been referred to
diversion early in the detention process. Nevertheless, with individual partic-
ipant and group differences controlled and with more stringent guidelines
that may have shown program outcomes in a less favorable light, results are
consistent with previous studies and offer suggestion for further study, par-
ticularly in terms of the effect of diversion program type, treatment effect,
and perceived coercion and insight.
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CONCLUSION

This study provides description of individuals detained with serious men-
tal illness and substance use who could benefit from an alternative to incar-
ceration linkage to services program. As found in this and other studies,
those diverted are at no more risk than those not diverted for criminal justice
activity and mental health decompensation (Broner et al., 2004); without
intervention, this population is sentenced to jail or prison and eventually
reenters the community.

Within diversion, it appears that mandated diversion may be more effec-
tive than nonmandated diversion or than standard criminal justice processing
for this specific population in terms of reducing the number of days incarcer-
ated in prison, increasing the number of days spent in the community (not in
ahospital or incarcerated), reducing drug use during the course of a year, and
effectively creating treatment linkages. Mandated diversion also increased
the time spent in treatment. These findings are consistent with results from
studies with substance abusers under court supervision versus other less
intensive models of community supervision (e.g., Peters & Murrin, 2000).
Structure in various forms seemed to have an effect, whether the structure
was mandated diversion, which may have served to initially organize and
perhaps be experienced as a support in lieu of fragmented social networks
due to addiction, mental illness, incarceration, and poverty (e.g., when medi-
cation noncompliant or struggling with an addiction), or residential treat-
ment supplementing the nonmandated diversion to effect risk for violence.

In addition, perceived choice (low-perceived coercion) combined with
insight into the need for treatment based on an acknowledgement of mental
health problems predicted more days spent in treatment regardless of diver-
sion type. Similarly, Knight and colleagues (2000) found that motivation for
treatment among substance users increased treatment stay beyond legal pres-
sures. Although the measures used were different, motivational treatment-
readiness measures address factors of choice, treatment interest, and insight
into the problem area. Although perceived coercion insight did not predict
criminal justice outcomes, its relationship to treatment retention suggests
that its potential effect in moderating outcomes should be examined.

The literature on insight debates whether insight is state dependent or is a
stable trait and thus an independent predictor (e.g., McEvoy, Freter, et al.,
1989; Weiler et al., 2000); Weiler and colleagues (2000) provided support
that insight can be ameloriated in some patients and represent a stable trait in
others. And studies note the concordance of external events to perceived
coercion and the potential differential effects of persuasion versus threat
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within hospital and court contexts: Persuasion may allow for the perception
of choice or the sense of “procedural justice” (Lidz et al., 1998; Poythress,
Petrila, McGaha, & Boothroyd, 2002). We found a strong negative correla-
tion between insight and perceived coercion. As a combined measure, it may
tap into a dimension of the client’s ability to make choice based on self-
awareness of need for intervention, and both interact with state and represent
a potential stable construct predictive of current engagement. If such a mea-
sure is found stable in future research, the intervention requires taking into
account issues of choice as well as research indicating that increased insight
in the seriously mentally ill can also increase risk for suicide (Weiler et al.,
2000). Thus, perhaps interventions may best be suited within a structured
clinically informed model (e.g., stages of change or motivational engage-
ment) that match insight and change strategies rather than focusing solely on
the process by which a defendant is persuaded through a criminal justice
articulation of choice.

Residential and outpatient treatment significantly reduced recidivism in
the short term as well as time spent in jail and prison on the original and sub-
sequent arrests a year after first assessment. Residential treatment also
reduced the risk for violence among those in nonmandated diversion at 12
months. With the exception of medication, treatment had little to negative
effect on mental health and quality-of-life outcomes; the treatment primarily
consisted of therapeutic residential community and outpatient clinic models
rather than the recommended integrated treatment paradigm recommended
for this population. Medication compliance was inversely associated with
length of incarceration, risk for violence, and acute psychiatric symptoms
during the course of a year; but the deleterious effect of noncompliance on
symptoms was mitigated by mandated diversion.

Individual participant characteristics and experiences—baseline severity,
psychopathy, childhood trauma, and so forth—are associated with poor
short- and long-term outcomes, suggesting the need for more intensive and
expert clinical interventions integrated into the diversion programs them-
selves as well as the need for diversion programs to review the treatment
resources used for linkage. That race/ethnicity predicted and interacted to
affect mental health variables suggests the ongoing need for both measure-
ment and intervention to be culturally informed consistent with the estab-
lished practice guidelines.

This study’s findings are consistent with previous postbooking studies
finding modest benefits for general jail diversion but additional positive out-
comes for criminal justice, substance abuse, mental health, and treatment
variables when more structured, court-involved, diversion models are
applied (Broner et al., 2004; Cosden et al., 2003; Lamb et al., 1996;



Broner et al. / OUTCOMES OF A JAIL DIVERSION PROGRAM 45

Steadman, Cocozza, et al., 1999). These results empirically support the
potential benefit of the recent proliferation of co-occurring diversion pro-
grams around the country (Naples & Steadman, 2004). However, the results
may also provide a cautionary tale for unstructured diversion or discharge-
planning reentry programs for the population of those with co-occurring
alcohol and/or drug problems and serious mental illness. As with diversion,
reentry models for the seriously mentally ill are quickly emerging (Osher,
Steadman, & Barr, 2003) but without empirical study. They mirror the tradi-
tional psychiatric hospital discharge planning model of linkage to services
but without either oversight or specially built mechanisms to ensure suffi-
cient treatment and services. Such mechanisms seem primarily important for
the co-occurring population for whom substance abuse significantly contrib-
utes to treatment noncompliance, criminal justice involvement, recidivism,
and poor health (Borum, Swanson, Swartz, & Hiday, 1997; Mateyoke-
Scrivner, Webster, Hiller, Staton, & Leukefeld, 2003; Swartz et al., 1999).

NOTE

1. Factor analysis of the McArthur Admission Experience Survey: Short Form and the
Insight and Treatment Attitude Questionnaire indicated that insight and coercion scores were
negatively associated so that those individuals with less insight tended to believe that they were
more coerced (r =-.8).
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