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Abstract This study examined whether the presence of a 

comorbid substance use disorder increased the risk of 

criminal recidivism and reincarceration in prison inmates 

with a severe mental illness. Our analyses of more than 

61,000 Texas prison inmates showed that those with a 

co-occurring psychiatric and substance use disorder 

exhibited a substantially higher risk of multiple incarcer

ations over a 6-year period compared to inmates with 

psychiatric disorders alone or substance use disorders 

alone. Further research is needed to identify the factors 

associated with criminal recidivism among released pris

oners with co-occurring disorders. 

Keywords Mental illness Substance abuse Prisons 

Criminal recidivism 

J. Baillargeon (&) A. J. Harzke 

Department of Preventive Medicine and Community Health, 

University of Texas Medical Branch, 301 University Blvd, 

Mail Route 1007, Galveston, TX 77555, USA 

e-mail: jbaillar@utmb.edu 

J. Baillargeon J. V. Penn A. J. Harzke G. Baillargeon 

Correctional Managed Care, University of Texas Medical 

Branch, 301 University Blvd, Mail Route 1007, Galveston, TX 

77555, USA 

K. Knight 

Institute of Behavioral Research, Texas Christian University, 

Fort Worth, TX, USA 

E. A. Becker 

Mental Health & Substance Abuse Division, 

Department of State Health Services, Austin, TX, USA 

Introduction 

Epidemiologic studies have consistently shown that US 

prison populations have elevated rates of major mental 

disorders (Diamond et al. 2001; Veysey and Bichler-

Robertson 2002) and substance use disorders (Fazel et al. 

2006; Peters et al. 1998) compared with the general pop

ulation. Studies that have employed relatively rigorous 

methodology (e.g. standardized diagnostic nomenclature 

and assessment) indicate that between 10 and 20% of US 

prison inmates have an Axis I major mental disorder of 

thought or mood such as major depressive disorder, bipolar 

disorder, or schizophrenia (Pinta 2001; Robins and Regier 

1991). Moreover, about 50% of state and federal prisoners 

meet the criteria for a substance use disorder (Chandler 

et al. 2009; Mumola and Karberg 2006; Peters et al. 1998). 

Although large epidemiologic studies have found that the 

co-occurrence of major psychiatric disorders and substance 

use disorders is prevalent in the general population 

(Kessler et al. 1996; Regier et al. 1990), scant information 

is available on the prevalence of these dual disorders in 

prison populations. Peters and Hills (1993) estimated that 

between 3 and 11% of prison inmates are likely to have 

comorbid psychiatric and substance use disorders. How

ever, these numbers were obtained by extrapolating data 

from the Epidemiologic Catchment Area study (Robins and 

Regier 1991). The National GAINS Center (1997) reported 

a prevalence of approximately 13%, but provided no 

information on the methods used to determine this figure. 

Given this deficit in the literature, further epidemiologic 

studies are needed to examine the prevalence of 

co-occurring psychiatric and substance use disorders in 

prison populations. 

Persons with co-occurring psychiatric and substance use 

disorders are reported to have a poorer overall prognosis 
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than individuals with single disorders. The presence of 

co-occurring disorders is associated with multiple negative 

outcomes, including higher rates of psychotic symptoms, 

depression and suicidality, violence, rehospitalization and 

homelessness (Mueser et al. 1997; Osher and Drake 1996). 

As a group, persons with comorbid disorders have proved 

to be particularly resistant to community-based treatment. 

Using data from the Healthcare for Communities survey, 

Watkins et al. (2001) estimated that fewer than a third of 

persons with co-occurring disorders received appropriate 

mental health treatment in the previous 12 months. 

Appropriate treatment was defined as the use of any anti

psychotic or mood stabilizing agent for persons with 

bipolar or psychotic disorders and either the use of psy

chotropic medication recommended by national guidelines 

or receipt of counseling (minimum of 4 annual session) for 

those with depressive or anxiety disorders. Only 9% of the 

sample received any supplemental substance abuse ser

vices. Of those who do enroll in mental health or substance 

abuse programs, a substantial proportion exhibit poor long-

term adherence with medication and other treatment regi

mens (Osher and Drake 1996). Such dismal outcomes have 

been attributed in large part to shortcomings of the tradi

tional treatment system which provides separate and par

allel mental health and substance abuse programs that are 

typically uncoordinated and largely ineffective (Drake 

et al. 1996; Mueser et al. 1997). 

Inmates with co-occurring psychiatric and substance use 

disorders may encounter substantial barriers to successful 

community reentry after being released from prison (Hoge 

2007; Peters and Hills 1997). In addition to the difficulties 

of accessing appropriate community-based treatment ser

vices, these individuals must also deal with a host of 

socioeconomic barriers to community reentry. Many of 

them are impoverished and return to the community with 

no health insurance or government benefits and little if any 

family support. Those who have been convicted of felony 

drug-related offenses may be ineligible for subsidized 

housing, food stamps, and other government assistance 

(Hoge 2007). The stigma associated with these dual ill

nesses may be amplified when the afflicted individual also 

has a history of incarceration, resulting in pronounced 

difficulties in securing housing and employment. Addi

tionally, many community-based mental health and reha

bilitation programs are simply unwilling to provide 

services for those with the ‘‘triple stigma’’ of a dual diag

nosis and a criminal history (Hoge 2007; Peters and Hills 

1997). 

Because the vast majority of prison inmates are even

tually released back into the community, understanding and 

addressing the barriers to successful community reentry is 

important from both a public safety and public health 

perspective. Several studies have found that returning 

prisoners with mental illness have poorer reentry outcomes 

across a greater number of distinct domains than those 

without mental illness. Released prisoners with mental 

illness are more likely to experience homelessness and 

unemployment than their counterparts (Mallik-Kane and 

Visher 2008; Metraux and Culhane 2004) and also appear 

to have a greater risk for criminal recidivism and reincar

ceration (Baillargeon et al. 2009). Although it seems 

intuitive that the presence of a co-occurring substance use 

disorder would confer an additive effect on the poor reentry 

outcomes of released prisoners with severe mental illness, 

little research on dually diagnosed ex-prisoners is avail

able. We conducted a study of more than 61,000 recently 

incarcerated inmates in the Texas prison system to deter

mine the prevalence of comorbid severe mental illness and 

substance use disorders and to examine whether individuals 

in this subcohort were at greater risk of being reincarcer

ated for new criminal offenses compared to those with 

severe mental illness alone or substance use disorders 

alone. 

Methods 

Study Sample and Design 

This was a retrospective cohort study of all inmates 

(N = 61,248) incarcerated in one of 116 Texas Depart

ment of Criminal Justice (TDCJ) prison facilities who 

began serving their sentences between September 1, 

2006, and August 31, 2007 and who were screened for a 

substance use disorder at intake. A total of 65,177 

inmates started their sentences during the study period, 

but 6% (N = 3,929) did not have a substance abuse 

screening test score in their electronic medical record and 

were therefore excluded from the study. The excluded 

subgroup did not exhibit any statistically significant dif

ferences in the distribution of major demographic and 

clinical characteristics compared to those included in the 

study. Because all TDCJ inmates received uniform 

screening for mental health disorders at intake, no 

members of the study cohort were excluded due to 

inadequate mental health screening. The study was 

designed to compare the prevalence of multiple episodes 

of incarceration among inmates with a substance use 

disorder co-occurring with an Axis 1 major psychiatric 

disorder (major depressive disorder, bipolar disorder, and 

schizophrenia or schizophreniform disorder) versus 

inmates with a major psychiatric disorder alone or a 

substance use disorder alone. The study design and pro

tocol was reviewed and approved by the University of 

Texas Medical Branch institutional review board. 
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Data 

An electronic TDCJ database was used to identify those 

members of the cohort who had been incarcerated previ

ously in a TDCJ facility between September 1, 2000, and 

August 31, 2006. A previous incarceration was defined as 

an imprisonment resulting from a conviction for a distinct 

criminal offense; previous incarcerations resulting from a 

technical parole violation were not included in our analy

sis. We also used the database to collect information on the 

inmates’ correctional characteristics (criminal offense 

classification and length of prison sentence). Criminal 

offense classification was based on each inmate’s National 

Crime Information Center (NCIC) uniform offense codes 

associated with their current sentence. We divided the 

criminal offense codes into violent versus nonviolent cat

egories. Violent criminal offenses included homicide, 

kidnapping, sexual assault, robbery, assault, and terrorism. 

All other criminal offenses were classified as nonviolent. 

A separate TDCJ medical record database was used to 

obtain the demographic characteristics (age, race/ethnicity 

and gender) of the study population and to identify cohort 

members diagnosed with a psychiatric disorder, a sub

stance use disorder, or a combination of the two. Race/ 

ethnicity classification (African American, Hispanic, or 

non-Hispanic white) was defined by TDCJ and was self-

reported via a multiple-choice item on the prison intake 

questionnaire. The 2 databases were linked using a com

mon numeric identification variable. After the initial link

age, all data were completely de-identified and maintained 

in a password-protected format. 

Mental Health and Substance Abuse Screening 

and Assessment 

During intake into the prison system, all TDCJ inmates 

undergo a standardized medical evaluation and are also 

screened for mental illness and substance abuse or depen

dence. The medical evaluation consists of a detailed 

medical history, physical examination, and several labo

ratory tests. The mental health screening is conducted in a 

standardized fashion across all prison sites by mental 

health nurses or other mental health professionals and 

consists of a diagnostic interview that includes an assess

ment of the following: displayed symptoms of psychiatric 

disease; history of mental health treatment; current suicidal 

ideation; prior suicidal gestures; displayed unusual behav

ior; affective distress; and unusual nature of the criminal 

offense. If this baseline screening suggests the presence of 

mental illness, the inmate is referred for a formal evalua

tion conducted by a master’s-level licensed mental health 

professional. A diagnosis of a psychiatric disorder estab

lished during this evaluation is based on an unstructured 

DSM-IV guided interview. All incoming inmates who are 

diagnosed with a major psychiatric disorder (including 

those in our study) are subsequently referred to a staff 

psychiatrist or a psychiatric midlevel practitioner for 

treatment. 

TDCJ intake screening for substance use disorders is 

conducted using the Texas Christian University Drug 

Screen II (TCUDS). The TCUDS is based on DSM criteria 

and includes 19 items that represent key clinical and 

diagnostic criteria for drug abuse and dependence (Broome 

et al. 1996; Simpson 1995; Simpson et al. 1997). A com

posite score of 3 or higher on the TCUDS is indicative of 

relatively severe drug-related problems. The Addiction 

Severity Index (ASI) is used to reevaluate inmates whose 

TCUDS score indicates little or no drug use, but informa

tion such as self-admission or record of offense suggests 

otherwise. The ASI uses a structured interview format to 

examine several areas of functioning that are commonly 

affected by substance abuse (McLellan et al. 1980, 1985, 

1992). Compared with other drug screening instruments, 

both the TCUDS and the ASI have been found to be highly 

reliable over time (Peters et al. 2000). Both instruments are 

reported to have high positive predictive values and sen

sitivity, indicating that they are highly accurate in identi

fying substance-dependent participants and in excluding 

non-dependent participants (i.e. false positives). For this 

investigation, inmates with an indication of substance 

abuse or dependence on either the TCUDS or the ASI were 

classified as having a substance use disorder. 

Statistical Analysis 

All statistical analyses were performed using SAS version 

8 (SAS Institute, Cary, NC). The prevalence of previous 

incarcerations was calculated for inmates with each of the 

major psychiatric disorders, with and without a co-occur

ring substance use disorder, using 4 threshold values (C1, 

C2, C3, and C4 incarcerations). In the first set of analyses, 

inmates with co-occurring disorders were compared to 

those with psychiatric disorders alone. In the second set of 

analyses, inmates with comorbid disorders were compared 

to inmates with substance use disorders alone. These sep

arate analyses were necessary to assess whether inmates in 

the co-occurring disorder subgroups had statistically sig

nificantly higher risks of recidivism compared with inmates 

in either of the singular disorder subgroups. The magnitude 

of association between the predictor variables and each of 

the binary outcomes (i.e. assessing multiple episodes of 

incarceration) was summarized as the adjusted odds ratio 

(OR) with 95% confidence intervals (CI; Stokes et al. 

2000). All logistic regression models were adjusted for age, 

gender, race/ethnicity, current criminal offense classifica

tion, and length of current prison sentence. Information on 
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at least 1 of the aforementioned demographic or correc

tional variables was unavailable in \1% of the study 

population; inmates with missing data were excluded from 

the analysis. 

Results 

The demographic and correctional characteristics of the 

entire study cohort (N = 61,248) are presented in Table 1 

(left-hand column). The vast majority of the cohort was 

male (85%). Forty-one percent of the cohort was between 

16 and 29 years of age, 50% between 30 and 49 years of 

age, and 9% C50 years of age. African Americans com

prised 36% of the cohort followed by non-Hispanic whites 

(35%) and Hispanics (29%). Thirty percent of the cohort 

was serving a sentence for a violent crime, and 54% was 

serving a sentence C2 years. 

An Axis 1 major psychiatric disorder (major depressive 

disorder, bipolar disorder, and schizophrenia or schizo

phreniform disorder) was diagnosed in 10.5% of the study 

cohort, and a substance use disorder was diagnosed in 

59.7%. Co-occurring disorders were present in 7.4% of the 

cohort, while 3.1% of the cohort had a major psychiatric 

disorder alone and 52.3% had a substance use disorder 

alone. Table 1 shows the prevalence of psychiatric and 

substance use disorders (alone or co-occurring) according 

to demographic and correctional characteristics. The rate of 

co-occurring disorders was higher among females (15.7%) 

than males (5.9%); higher among non-Hispanic whites 

(11.0%) than Hispanics (29.0%) or African Americans 

(6.5%); higher among inmates aged 30–49 years (9.5%) 

than those aged 16–29 years (4.7%) and C50 years (8.3%); 

higher among inmates serving a sentence for a violent 

crime (8.6%) than those for a nonviolent crime; and higher 

among inmates serving a sentence of C2 years (8.6%) than 

those serving a shorter sentence (6.0%). 

The proportion of inmates with a major psychiatric 

disorder alone was higher among females (5.1%) than 

males (2.8%); higher among non-Hispanic whites (4.4%) 

than Hispanics (1.6%) or African Americans (3.2%); 

higher among inmates aged 30–49 years (3.7%) and 

C50 years (4.0%) than those aged 16–29 years (2.3%); and 

higher among inmates serving a sentence for a violent 

criminal offense (3.6%) than those sentenced for a nonvi

olent crime. Of the inmates with a diagnosis of substance 

use disorder alone, the prevalence was higher among males 

(52.8%) than females (49.5%); higher among Hispanics 

(57.2%) than non-Hispanic whites (53.5%) or African 

Americans (47.2%); and higher among inmates serving a 

sentence of C2 years (57.4%) than those serving a shorter 

sentence (46.3%). 

Table 1 Prevalence of major 

psychiatric and substance use 
% (95% CI) 

disorders according to Co-occurring Psychiatric Substance use 
demographic and criminal psychiatric disorder alone disorder alone 
offense characteristics of the and substance 
study population use disorders 

Overall (N = 61,248) 7.4 (7.2, 7.6) 3.1 (3.0, 3.2) 52.3 (51.9,52.7) 

Characteristics 

Gender 

Male (N = 51,804) 5.9 (5.7, 6.1) 2.8 (2.7, 2.9) 52.8 (52.4, 53.2) 

Female (N = 9,444) 15.7 (15.0, 16.4) 5.1 (4.7, 5.6) 49.5 (48.5, 50.5) 

Race/ethnicity 

Non-Hispanic white (N = 21,569) 11.0 (10.6, 11.4) 4.4 (4.1, 4.7) 53.5 (52.8, 54.2) 

Hispanic (N = 17,679) 4.1 (3.8, 4.4) 1.6 (1.4, 1.8) 57.2 (56.5, 57.9) 

African American (N = 22,000) 6.5 (6.2, 6.8) 3.2 (3.0, 3.4) 47.2 (46.5, 47.9) 

Age categories 

16–29 (N = 25,122) 4.7 (4.4, 5.0) 2.3 (2.1, 2.5) 52.4 (51.8, 53.0) 

30–49 (N = 30,656) 9.5 (9.2, 9.8) 3.7 (3.5, 3.9) 52.6 (52.0, 53.2) 

C50 (N = 5,467) 8.3 (7.6, 9.0) 4.0 (3.5, 4.6) 50.0 (48.7, 51.3) 

Current criminal offense 

Violent (N = 18,112) 8.6 (8.2, 9.0) 3.6 (3.3, 3.9) 52.7 (52.0, 53.4) 

Nonviolent (N = 43,136) 6.8 (6.6, 7.0) 2.9 (2.7, 3.1) 52.1 (51.6, 52.6) 

Current sentence length 

\2 years (N = 28,400) 6.0 (5.7, 6.3) 3.2 (3.0, 3.4) 46.3 (45.7, 46.9) 

C2 years (N = 32,848) 8.6 (8.3, 8.9) 3.1 (2.9, 3.3) 57.4 (56.9, 57.9) 
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Table 2 Risk of previous incarcerations among inmates with psychiatric disorders with or without a co-occurring substance use disorder 

% (CI) 

C1 Incarcerations C2 Incarcerations C3 Incarcerations C4 Incarcerations 

Any major psychiatric disorder 

Without substance use disorder 44.8 Referent 18.2 Referent 6.2 Referent 2.1 Referent 

With substance use disorder 57.6 1.6 (1.5, 1.8) 23.8 1.3 (1.2, 1.5) 8.6 1.3 (1.1, 1.6) 3.5 1.5 (1.1, 2.2) 

Major depressive disorder 

Without substance use disorder 40.9 Referent 14.4 Referent 5.1 Referent 1.8 Referent 

With substance use disorder 54.0 1.6 (1.3, 1.9) 20.9 1.4 (1.2, 1.8) 6.3 1.0 (0.8, 1.6) 2.3 1.1 (0.6, 1.9) 

Bipolar disorder 

Without substance use disorder 44.5 Referent 19.2 Referent 5.9 Referent 2.2 Referent 

With substance use disorder 57.8 1.6 (1.3, 2.0) 24.9 1.3 (1.0, 1.6) 10.1 1.6 (1.1, 2.4) 4.3 1.7 (1.0, 3.3) 

Schizophrenia or schizophreniform disorder 

Without substance use disorder 50.6 Referent 20.8 Referent 6.1 Referent 1.7 Referent 

With substance use disorder 62.8 1.7 (1.4, 2.1) 25.9 1.3 (1.0, 1.6) 10.5 1.3 (0.9, 1.9) 4.4 1.9 (1.0, 3.6) 

Odds ratios were adjusted for gender, age, race/ethnicity, current and previous violent criminal offense classification, current and previous drug-

related criminal offense classification, and duration of current sentence 

Table 3 Risk of previous incarcerations among inmates with a substance use disorder with or without a co-occurring psychiatric disorder 

% (CI) 

C1 Incarcerations C2 Incarcerations C3 Incarcerations C4 Incarcerations 

Substance use disorder 

Without major psychiatric disorder 45.9 Referent 15.1 Referent 4.5 Referent 1.4 Referent 

With major psychiatric disorder 57.6 1.6 (1.5, 1.8) 23.8 1.7 (1.6, 1.9) 8.6 1.9 (1.7, 2.2) 3.5 2.3 (1.9, 2.7) 

Without major depressive disorder 46.9 Referent 15.9 Referent 4.9 Referent 1.8 Referent 

With major depressive disorder 54.0 1.4 (1.3, 1.5) 20.9 1.4 (1.2, 1.6) 6.3 1.2 (1.0, 1.5) 2.3 1.3 (0.9, 1.7) 

Without bipolar disorder 46.9 Referent 15.8 Referent 4.7 Referent 1.5 Referent 

With bipolar disorder 57.8 1.6 (1.4, 1.8) 24.9 1.9 (1.6, 2.1) 10.1 2.4 (2.0, 2.8) 4.3 2.9 (2.2, 3.8) 

Without schizophrenia 46.8 Referent 15.9 Referent 4.8 Referent 1.6 Referent 

With Schizophrenia 62.8 1.8 (1.6, 2.1) 25.9 1.8 (1.3, 2.1) 10.5 2.1 (1.6, 2.5) 4.4 2.4 (1.7, 3.2) 

Odds ratios were adjusted for gender, age, race/ethnicity, current and previous violent criminal offense classification, current and previous drug-

related criminal offense classification, and duration of current sentence 

Table 2 shows the percentage of inmates with each of 

the major psychiatric disorders (with or without a comorbid 

substance use disorder) who had 1 or more previous 

incarcerations. Adjusted odds ratios and corresponding 

95% confidence intervals for the 4 threshold values (C1, 

C2, C3, and C4 previous incarcerations) are also pre

sented. Compared to inmates with a major psychiatric 

disorder alone, those with co-occurring disorders were 

more likely to have experienced multiple incarcerations 

over the 6-year follow-up period (C1 incarcerations, OR 

1.6, 95% CI 1.5, 1.8; C2 incarcerations, OR 1.3, 95% CI 

1.2, 1.5; C3 incarcerations, OR 1.3, 95% CI 1.1, 6.6; C4 

incarcerations, OR 1.5, 95% CI 1.1, 2.2). Subgroup anal

ysis according to the specific type of psychiatric disorder 

showed that inmates with major depressive disorder and a 

comorbid substance use disorder had higher rates of C1 

incarcerations (OR 1.6, 95% CI 1.3, 1.9) and C2 incar

cerations (OR 1.6, 95% CI 1.3, 1.9) than those with major 

depressive disorder alone. Inmates with bipolar disorder 

co-occurring with a substance use disorder had higher rates 

of C1 incarcerations (OR 1.6, 95% CI 1.3, 2.0) and C3 

incarcerations (OR 1.6, 95% CI 1.1, 1.4) than those with 

bipolar disorder alone. Inmates with either schizophrenia or 

schizophreniform disorder and a comorbid substance use 

disorder had higher rates of C1 incarcerations (OR 1.7, 

95% CI 1.4, 2.1) than those with schizophrenia or schizo

phreniform disorder alone. 

Compared to inmates with a substance use disorder 

alone, those with co-occurring disorders were more likely 

to have experienced multiple incarcerations over the 6-year 

follow-up period (Table 3): C1 incarcerations, OR 1.6, 

95% CI 1.5, 1.8; C2 incarcerations, OR 1.7, 95% CI 1.6, 
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1.9; C3 incarcerations, OR 1.9, 95% CI 1.7, 2.2; C4 

incarcerations, OR 2.3, 95% CI 1.9, 2.7. Subgroup analysis 

according to the specific type of psychiatric disorder 

showed that inmates with major depressive disorder and a 

comorbid substance use disorder had higher rates of C1 

incarcerations (OR 1.4, 95% CI 1.3, 1.5) and C2 incar

cerations (OR 1.4, 95% CI 1.2, 1.6) than those with 

substance use disorder alone. Inmates with bipolar disorder 

co-occurring with a substance use disorder had higher rates 

of C1 incarcerations (OR 1.6, 95% CI 1.4, 1.8), C2 

incarcerations (OR 1.9, 95% CI 1.6, 2.1), C3 incarcerations 

(OR 2.4, 95% CI 2.0, 2.8), and C4 incarcerations (OR 2.9, 

95% CI 2.2, 3.8) than those with substance use disorder 

alone. Inmates with either schizophrenia or schizophreni

form disorder and a comorbid substance use disorder had 

higher rates of C1 incarcerations (OR 1.8, 95% CI 1.6, 

2.1), C2 incarcerations (OR 1.8, 95% CI 1.3, 2.1), C3 

incarcerations (OR 2.1, 95% CI 1.6, 2.5), and C4 incar

cerations (OR 2.4, 95% CI 1.7, 3.2) than those with sub

stance use disorder alone. 

Discussion 

Community-based studies have shown that the presence of 

a substance use disorder in persons with serious mental 

illness is associated with increased vulnerability to home

lessness, suicidality, violence, and other negative events 

(Mueser et al. 1997; Osher and Drake 1996). However, 

little is known about the effects of these co-occurring 

disorders on the reentry outcomes of released prisoners, 

especially with regard to criminal recidivism and reincar

ceration. Our study of a large cohort of state prisoners 

showed that inmates with co-occurring disorders had sub

stantially higher risks of multiple incarcerations over 

6-year period compared to inmates with either a major 

psychiatric disorder alone or a substance use disorder 

alone. This elevated risk among those with a dual diagnosis 

persisted across all categories of Axis 1 major psychiatric 

disorders that we examined, including major depressive 

disorder, bipolar disorders, and schizophrenia and schizo

phreniform disorder. 

Further research is needed to identify the specific factors 

responsible for the increased risk of reincarceration among 

returning prisoners with co-occurring disorders. One 

plausible explanation is that this subgroup of inmates is 

more likely to engage in behaviors and activities that result 

in arrest and reincarceration. For example, returning pris

oners with comorbid disorders are reportedly at greater risk 

for resuming drug or alcohol abuse and associated criminal 

activity after reentry than those with a substance use dis

order alone (Peters and Hills 1997). Substance abuse may 

also lead to poor compliance with psychotropic 

medications, resulting in exacerbation of psychotic symp

toms and further involvement with the criminal justice 

system (Lamb et al. 2004). Another factor contributing to 

the increased risk of criminal recidivism may be the 

shortage of community-based mental health and rehabili

tation programs that are capable of providing (and willing 

a to provide) appropriate treatment for returning prisoners 

with co-occurring disorders (Hoge 2007; Peters and Hills 

1997). 

To our knowledge, only one other study has examined 

the reentry outcomes of released prisoners with serious 

mental illness alone and co-occurring with substance use 

disorders. Using data provided by the Massachusetts 

Department of Mental Health, Hartwell (2004) reported 

that offenders with comorbid disorders were more likely to 

return to correctional custody compared to those with 

mental illness only. However, the inferences that can be 

drawn from this investigation are somewhat limited due to 

several characteristics in study design. First, because study 

outcomes were assessed for only 3 months after release, 

any reincarceration which occurred after this brief follow-

up period was not included in the data analysis. Second, the 

study sample was relatively small (N = 701) and included 

several categories of offenders (preadjudication offenders 

diverted from incarceration, misdemeanants, and felons). 

The prison subgroup, restricted to felons, constituted only a 

small proportion of the study sample. Among the subgroup 

of felons with dual diagnoses (N = 111), none were rein

carcerated during the 3-month follow-up period. 

Our study of a large sample of US prisoners also pro

vides additional information about the prevalence of 

co-occurring disorders in this population. Although exist

ing epidemiologic data on this subgroup of prisoners is 

limited, the 7.4% prevalence of co-occurring disorders in 

a	 our sample falls within the range (3–11%) reported by 

Peters and Hills (1993), but is slightly lower than the 

estimated rate (13%) reported by the National GAINS 

Center (1997). In light of the paucity of studies examining 

the prevalence of co-occurring disorders within correc

tional settings, additional epidemiologic investigations are 

warranted. Particular attention should be devoted to the 

examination of how neighborhood and family characteris

tics, socioeconomic factors, demographic characteristics, 

and public policy mediate the increased risk of recidivism 

among dually diagnosed former inmates. Given the com

plexity of this issue, such assessment may be most ade

quately addressed using prospective study designs, with 

particular emphasis on qualitative methodology. 

Limitations 

Our findings may have been influenced by several limita

tions. First, our analysis of previous incarcerations was 
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limited to those that occurred within the TDCJ. If an 

inmate was previously incarcerated in another state, the 

episode was not included in our analysis. However, given 

the large geographic size of Texas and the limited mobility 

of prison populations (La Vigne and Parthasarathy 2005), 

it is unlikely that a substantial proportion of our study 

cohort would have been incarcerated in another state’s 

prison system. Second, because Axis II disorders and rel

atively less severe Axis I disorders, such as anxiety dis

orders, are not rigorously evaluated in the TDCJ, we 

restricted our analyses to only the more serious Axis I 

disorders. Third, this investigation was subject to the 

selection biases associated with most retrospective study 

designs. Specifically, inmates who were incarcerated mul

tiple times had a greater probability of being diagnosed 

with a serious mental illness. This bias was likely mini

mized by the standardized mental health evaluation utilized 

at intake and by our decision to restrict our analysis to only 

the most severe psychiatric disorders. 

A fourth limitation was that, because of incomplete 

access to historical incarceration data, we could not fully 

examine the extent to which the duration of previous 

incarceration(s) may have contributed to differential rein

carceration rates between inmates with and without these 

co-occurring conditions over the 2000–2006 study period. 

Assuming that these two variables would serve as reason

able proxies for the previous prison sentence length, we 

adjusted for both current sentence length and current 

criminal offense classification in all statistical models and 

found that their inclusion in the models had only a minimal 

effect on the outcome of our analyses. Additionally, 

because we were unable to access data on previous rein

carcerations that were due to parole violations, our analysis 

relied on a stringent definition of recidivism, focusing on 

inmates who were incarcerated for having committed a 

felony. All incarcerations due to parole violations were 

excluded in our calculation of recidivism. While we 

believe that understanding the determinants of felony 

recidivism are important, future studies that examine par

ole violation and county jail recidivism will offer important 

additional data. Our findings are also highly dependent on 

the reliability and validity of the screening measures, the 

diagnoses of mental health professionals, and the accuracy 

of data entry into the electronic medical record. Although 

TDCJ has policies of universal and standardized medical 

screening of all inmates at intake, as well standardized and 

validated data entry procedures, it is possible that some 

inmates were misclassified or misdiagnosed and that some 

data were entered incorrectly. Finally, we were unable to 

examine some of our cohort’s socioeconomic characteris

tics—including homelessness—that are associated with 

incarceration among persons with co-occurring disorders 

(Kushel et al. 2005; McNiel et al. 2005). Further qualitative 

research is needed to explore the relative importance of 

these characteristics in predicting the risk of reincarcera

tion in this population. 

Conclusions 

This is the first large-scale study to assess whether prison 

inmates with comorbid psychiatric and substance use dis

orders have an increased risk of multiple episodes of 

incarceration. Because our investigation was carried out in 

the nation’s largest state prison system (Pew Center on the 

States 2008), we believe our results have a high degree of 

statistical power and are likely to be generalizable to other 

US prison systems. It will be important for future studies to 

further explore the variables associated with criminal 

recidivism and reincarceration among released prisoners 

with co-occurring disorders in order to develop more 

effective strategies to predict and prevent such outcomes. 

Clearly, the development and implementation of integrated 

mental health and rehabilitation services is a critical 

component in addressing the treatment needs of this pop

ulation. Additionally, the criminal justice system must 

become more effective in identifying incoming inmates 

with co-occurring disorders, providing treatment for these 

individuals during their incarceration, and facilitating their 

transition to community-based services. Such initiatives 

will require adequate funding and increased cooperation 

between the criminal justice system and the community 

mental health system. 
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