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Objective: To examine whether the socio-medical needs
and imprisonment risk among transitional care clients with
serious mental illness (SMI) differ from other transitional
care clients.

Methods: A retrospective cohort study was conducted of
adults who entered the Formerly Incarcerated Transition
(FIT) Program from 2018 to 2023 following a period of
incarceration. At program entry, FIT clients were screened
for socio-medical needs and diagnoses, including those
reflecting SMI. Imprisonment outcomes were assessed
using administrative records. Cumulative imprisonment
risk and relative risk of imprisonment were estimated
comparing clients by SMI status.

Results: Among 759 clients, 78.1% were men, 53.6% were
aged 31-50years, 59.8% reported Black race, and 32.9% had
SMI. Clients with SMI were significantly more likely to
be female, aged <40 years, White race, recently without
food, to have healthcare coverage, to be unhoused, and to

Millions of incarcerated people return to US communities
each year (1, 2). The process of returning to the commu-
nity, known as reentry, presents an array of economic and
social challenges. These often include securing food,
housing, and employment, and the complexities of navi-
gating new and existing interpersonal relationships (3, 4).
Reentry challenges are heightened for the more than 40%
with chronic health conditions, including chronic mental
health conditions (5, 6).

Jails and prisons disproportionately incarcerate people
with psychiatric illness (7). Some of the most severe psy-
chiatric disorders are termed “serious mental illnesses”
(SMI), referring to a mental illness that causes “functional
impairment which substantially interferes with or limits
one or more major life activities” (8). SMI can be oper-
ationalized using diagnoses defined in part by psychosis
(9). Accordingly, common SMI diagnoses include schizo-
phrenia (SCZ), schizoaffective disorder (SZA), bipolar I
disorder, and major depression with psychotic features (9).
In a 2011 nationally representative survey, 8% of people
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be in need of housing assistance, disability benefits, or legal
assistance. Cumulative imprisonment risk at 360 and
720 days for clients with SMI (0.14 and 0.21) was higher than
for those without (0.08 and 0.11), p < 0.001. In a multivari-
able proportional hazards model, SMI was associated with
increased risk of imprisonment (1.75, 95% Cl: 1.18, 2.60).

Conclusions: Released persons with SMI have a particu-
larly heavy burden of socio-medical needs and high
imprisonment rates in North Carolina (NC).

Relevance to Clinical Practice: Similar programs in other
states should consider assessing outcomes among their
clients with SMI. In NC, efforts are underway to facilitate
greater care continuity upon re-entry for people with SMI,
including direct linkage to co-located primary and psy-
chiatric care.

Psych Res Clin Pract. 2026; xx:1-10; doi: 10.1176/appi.
prcp.20250046

incarcerated in state prisons endorsed a history of SCZ or
other psychotic disorders (5).

HIGHLIGHTS

e A retrospective cohort study was conducted to examine
if socio-medical needs and imprisonment risk among
transitional care clients with serious mental illness (SMI)
differ from other clients.

In this retrospective cohort study with 759 re-entry cli-
ents, clients with SMI had greater socio-medical needs,
particularly in areas related to housing, disability bene-
fits, and family matters, than those without SMI. The
imprisonment risk at 360 and 720 days for clients with
SMI (0.14, 0.21) was significantly higher than those
without SMI (0.08, 0.11).

Released persons with SMI have a heavy burden of socio-
medical needs, high imprisonment risk, and could benefit
from direct linkages to primary and psychiatric care.
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REENTRY CLIENT NEEDS AND IMPRISONMENT

People with SMI can face particularly difficult re-
entries. A 2008 survey of people recently released from
prison found that those with mental illness were more
likely than others to experience housing instability and
unemployment, and soon after release, were less likely to
receive family support (4). With historically little linkage
to reentry services, released people with SMI have often
experienced difficulty obtaining consistent mental health
care after release (10, 11). Resulting ongoing psychiatric
symptoms—and the common co-occurrence and lack of
care for active substance use (11, 12)—creates further bar-
riers to needed resources and stability. Although the dy-
namic factors primarily driving criminogenic risk, as
described in the Risk-Need-Responsivity model, have been
shown to operate independently of behavioral health
conditions, exacerbation of behavioral health symptoms
and lack of the basic resources that underpin positive
structural determinants of health can increase crimino-
genic risk (13, 14). In turn, incarceration is itself a social
determinant, perpetuating subsequent incarceration (15).

Given the cyclical nature of incarceration, particularly
for those with SMI, prevention of recidivism is of interest
to a wide array of patient advocates, policy makers, and
law enforcement agencies. Recidivism is a blunt indicator
of reentry success (13), and its occurrence can either be
precipitated by or cause treatment interruptions, including
interruption of behavioral health treatments.

In a 2009 review of SMI and recidivism, Baillargeon
et al. reported that smaller studies found no or modest
associations, but the lead author’s own study, which
included records for more than 79,000 people, found that
those with SMI were twice as likely to have a history of
two or more incarcerations compared to those without
SMI (16). Despite wide ranging methodological differ-
ences, several cohort studies have subsequently reported
that following release from incarceration, those with SMI
are at increased risk for further justice involvement,
including re-arrest, conviction, and imprisonment (17-19).
Aligned with these findings, a 2022 systematic review
suggested that receipt of community mental health ser-
vices following incarceration may lead to improvements in
criminal legal outcomes for people with mental illness and
substance use disorder (SUD) (20).

Increasingly, transitional care programs have been
established to support post-release care. Perhaps the most
widely disseminated model comes from the Transitions
Clinic Network (TCN), a nationwide consortium of pri-
mary care clinics serving formerly incarcerated individuals
(21). A foundation of the TCN model is to train and employ
formerly incarcerated people as community health
workers (CHWs). These CHWSs serve as health system
navigators, advocates, and peer support specialists. They
facilitate connection to primary care services and assist
with medico-social reentry needs. In this model, specialty
care including mental health is typically sought through
referrals. Although results vary by site, the TCN model has
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been associated with reduced ED visits (22), reductions in
subsequent incarceration days (23), and reductions in
criminal justice-related costs (24).

In North Carolina (NC), the implementation of the TCN
model is known as the Formerly Incarcerated Transition
(FIT) Program. The first FIT clinic was established in 2017
within a Federally Qualified Health Center (FQHC). As of
2023, there were 7 FIT clinics within FQHCs located in six
counties. During this period, NC had not expanded
Medicaid coverage. Medicaid or Affordable Care Act in-
surance enrollment is a common need for FIT clients. For
those without insurance, the FIT program covers copays
for medical, behavioral health, and dental visits at partner
FQHCs. In addition, FIT provides up to $100 per patient
monthly for medications. Mental health services beyond
those available at FIT FQHCs required referral to psy-
chiatric providers at outside clinics.

Existing studies evaluating the characteristics and out-
comes among TCN clinical populations have not focused
specifically on those with SMI. Considering the post-
release challenges among those with SMI—particularly in
Medicaid non-expansion states—we sought to examine
whether the socio-medical needs and imprisonment risk
among FIT clients with SMI differed from other clients in
the program. These findings could inform implementation
of TCN services for clients with SMI in clinics in the state
and around the country.

METHODS

FIT Program Enrollment

Through a collaboration with the NC Department of Adult
Correction (DAC), the FIT Program receives referrals
from correctional facilities, local reentry councils, and
community-based organizations. Individuals must meet
the following eligibility criteria: adults (aged 18+ years),
release from incarceration within the past 2 years,
suffering from a chronic medical condition (inclusive of
SUD) and/or mental illness, living or returning to one of
the six NC counties with a FIT clinical site, and willing-
ness to actively participate in the program. Specially
trained CHWSs, with a lived experience of incarceration,
follow up with eligible individuals for program enrollment.
Program enrollment includes the completion of an intake
form, completion of new patient paperwork at clients’
designated primary care medical home, and scheduling of
initial clinic appointment.

Survey Development and Domains

The program intake survey was developed with input from
the TCN Technical Assistance team and local FIT program
leadership. Domains include demographics; facility most
recently incarcerated; most recent release date; food se-
curity; current living situation (e.g., “in a shelter”);
employment; healthcare coverage; areas of needed assis-
tance including health care coverage, disability benefits,

Psych Res Clin Pract. xx:xx, 2026

35101 SUOWILLIOD) SAIER.D) 3]0 [dde a3 Ag pauLBA0B a2 SSPIL YO '8N JOS3IN. 10} ARIGIT BUIIUO ABIA IO (SUORIPLOO-PLE-SWLRILI0D &S | IM ARG BU1[UO//Sd1Y) SUORIPLOD PU. S | 84} 385 *[9202/60/TE] U Afiq 17 auIIUO AB]1M ‘97006202 doid: Idde/9, TT'0T/10p/wi00" A8 W A%ed)1jou Uo//'Sciy Wwioay papeo|umod ‘0 ‘60955/52


http://psychiatryonline.org/journal/prcp

food stamps, family matters, debt, housing, employment,
and domestic violence; history of 26 health conditions,
assessed with the item “Has a doctor ever told you that you
have any of the following ... ”; and sources of post-release
medical care. The full intake survey is available (Sup-
porting Information S1).

Survey Administration and Assessment of SMI

CHWs administered the survey at program intake. The
survey required approximately 20 min to administer. We
coded people responding “Yes,” to having “Bipolar disor-
der (Manic Depression)” or “SZA/SCZ (hearing voices or
seeing things others don’t),” as having SMI. For simplicity,
we refer to these constituent conditions as “Bipolar” and
“SZA/SCZ.” Other conditions, such as depression and
Post-Traumatic Stress Disorder, can be considered to be
SMIs in their most severe presentations. However, without
functional assessments, we limited our operationalization
of SMI to Bipolar and SZA/SCZ because their psychotic
features are more consistently associated with severe
dysfunction.

Assessment of Imprisonment

The NC DAC maintains a public database of all convictions
leading to imprisonment in the state prison system,
including technical violations for people under community
supervision following release from prison. The minimum
duration for these imprisonments is 3 months, represent-
ing a potentially impactful disruption from access to
community care. In July 2024, we queried the database to
determine whether FIT participants had any imprison-
ments between the time of FIT entry and December 31,
2023. If so, we recorded the date of the first imprisonment
following FIT entry.

Study Population

We included in our analytic population FIT clients who:
(D) enrolled in FIT from January 1, 2018 to December 31,
2023; (2) had documentation allowing us to distinguish
whether their most recent incarceration was in prison or
in jail; and (3) had a DAC database record—with corre-
sponding unique personal identification number—created
prior to program entry. Use of this identification number
enabled us to avoid the limitations of name-based match-
ing (e.g., the use of aliases) in assessing imprisonments in
the DAC database. Of 1020 FIT clients who entered during
the study period, 159 were excluded because of lack of
incarceration information and 102 were subsequently
excluded because they lacked a DAC identification num-
ber, resulting in a study population of 759.

Analytic Approach

We primarily used frequencies and percentages in exam-
ining the socio-demographics, health conditions, and social
service needs of the study population. Additionally, we
used medians and interquartile range [IQR], that is, 25th
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and 75th percentiles, to characterize FIT participants’
number of reported health conditions. The median (IQR)
estimates for number of health conditions were repeated,
excluding the two conditions corresponding to SMI. We
estimated descriptive statistics for the entire FIT popula-
tion and stratified by SMI status. For categorical and
continuous variables, we used tests of chi-square and
ranked sum tests, respectively. For all tests of statistical
significance, we used two-sided tests with alpha of 0.05.

We estimated person-time as time between program
entry and the first to occur: new imprisonment or December
31, 2023. We then estimated cumulative imprisonment risk
(i.e., incidence) for all FIT participants and for participants
stratified by SMI, highlighting estimates at 360 and
720 days.

We used Cox proportional hazard models to examine
the relative risk of imprisonment, comparing participants
by SMI status. In doing so, we first examined the bivariate
association between imprisonment and socio-demographic
variables, SMI, SUD (i.e., either alcohol or drug use dis-
order), and types of needed assistance. We then included
variables with statistically significant (p < 0.05) bivariate
associations into a multivariable Cox proportional hazard
model of imprisonment. Using bivariate and multivariable
models, we also estimated the risk of imprisonment among
those with SUD, stratifying by SMI status. We report
bivariate and adjusted multivariable hazard ratios with
95% confidence intervals [95% CIs].

This study was approved by the Institutional Review
Board at the University of North Carolina at Chapel Hill.

RESULTS

From 2018 to 2023, 759 people entered the FIT program
and met our study inclusion criteria. Among all FIT
enrollees, 78.1% were male, 66.1% were aged 41+ years,
59.8% were Black, 74.2% had been released from incar-
ceration for 26 weeks or less at FIT entry, and 81.0% had
been released from a prison facility rather than a jail.
Nineteen percent had gone without food in the past
4 months, 87.2% had no healthcare coverage, and 19.8%
were unhoused. The top three areas of needed assistance
were housing (65.3%), employment (64.8%), and food
stamps (52.4%) (Table 1).

Among all enrollees, 32.9% (n = 250) were coded for
SMI, which included 28% (n = 216) with bipolar disorder
and 15% (n = 111) with SZA/SCZ. Seventy-seven clients
reported both bipolar disorder and SZA/SCZ, accounting
for 35.6% (77/216) of all those with bipolar disorder and
69.4% (77/111) of all those with SZA/SCZ.

People with SMI were about twice as likely as other
enrollees to be female (30.0% vs. 15.9%), more likely to be
aged 40 years or less (44.8% vs. 28.3%), to self-report White
race, to have gone without food in past 4 months (28.9% vs.
18.9%), to have healthcare coverage (16.0% vs. 11.2%) and to
be unhoused (25.6% vs. 16.9%). Those with SMI were also
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TABLE 1. Sociodemographics and needs at transitional care intake, by SMI® status, 2018—2023.

All (n = 759)° SMIP
Yes (n = 250) No (n = 509)
Characteristic Level No. % No. % No. % p-value
Sex Female 156 20.6 75 30.0 81 159 <0.0001*
Male 593 78.1 174 69.6 419 82.3
Age group 18-30 80 10.5 40 16.0 40 7.9 <0.0001*
31-40 176 23.2 72 28.8 104 20.4
41-50 231 30.4 74 29.6 157 30.8
51-60 201 26.5 53 21.2 148 29.1
61+ 70 9.2 10 4.0 60 11.8
Race AA/Black 454 59.8 128 51.2 326 64.0 0.0012*
White 228 30.0 95 38.0 133 26.1
Other/multi racial 67 8.8 26 10.4 41 8.1
LatinX Yes 55 7.2 20 8.0 35 6.9 0.7704
Release time <26 weeks 563 74.2 188 75.2 375 73.7 0.8958
>26 weeks 103 13.6 33 13.2 70 13.8
Unknown 93 12.3 29 11.6 64 12.6
Last incarceration type Jail 144 19.0 54 21.6 90 17.7 0.1957
Prison 615 81.0 196 78.4 419 82.3
Food insecurity® Yes 145 221 6l 28.9 84 18.9 0.0038*
Current healthcare coverage Yes 97 12.8 40 16.0 57 11.2 0.0626
Unhoused Yes 150 19.8 64 25.6 86 16.9 0.0047*
Need assistance
Housing Yes 496 65.3 187 74.8 309 60.7 0.0001*
Disability benefits Yes 266 35.0 126 50.4 140 27.5 <0.0001*
Healthcare coverage Yes 503 66.3 166 66.4 337 66.2 0.9581
Food stamps Yes 398 52.4 128 51.2 270 53.0 0.6324
Family matters (divorce, custody) Yes 60 7.9 29 11.6 31 6.1 0.0082*
Debt Yes 92 121 33 13.2 59 11.6 0.5233
Employment Yes 492 64.8 158 63.2 334 65.6 0.5119
Domestic violence Yes 7 0.9 3 12 4 0.8 0.5748

@FIT, Formerly Incarcerated Transition; SMI, serious mental illness.

PUnless otherwise indicated, variables may having missing values for 10 or fewer cases; accordingly, variable totals may be less than population totals and

variable percentages may add up to <100%.

“Denominator is 656 (211 with SMI and 445 without); item not assessed among first 103 FIT clients.

*p < 0.05.

significantly more likely than others to need assistance with
housing (74.8% vs. 60.7%), disability benefits (50.4% vs.
27.5%), and family matters, for example, custody, (11.6% vs.
6.1%), but there were not statistically significant differences
in either direction for needed healthcare coverage, food
stamps, employment, or domestic violence issues (Table 1).
Nevertheless, more than half of all FIT clients reported
needed assistance for attaining healthcare coverage (66.3%),
food stamps (52.4%), and employment (64.8%).

People with SMI were more likely than others to have
other behavioral health conditions: anxiety (74.8% vs.
41.5%), drug use disorder (54.8% vs. 34.4%), post-trau-
matic stress disorder (52.8% vs. 24.8%), and alcohol use
disorder (28.0% vs. 20.0%) (Table 2). People with SMI
were also more likely than others to have chronic pain
(36.4% vs. 29.3%), chronic lung disease (10.4% vs. 5.3%)
and dementia/Alzheimer’s (2.0% vs. 0.4%) but less likely
to have hypertension (36.8% vs. 46.2%). The reporting of
other conditions did not differ significantly by SMI status.

People with SMI had a median of 5.0 (IQR: 4.0, 8.0)
health conditions. When excluding the two conditions
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used to classify SMI status, those with SMI had a median
of 4.0 (IQR: 3.0, 6.0) comorbid health conditions and those
without SMI had a median of 3.0 (IQR: 2.0, 5.0) comor-
bidities, p < 0.0001.

The cumulative risk of imprisonment among all FIT
participants at 360 and 720 days, respectively, was 0.10 and
0.14 (Figure 1); for people with SMI, the risk at 360 and
720 days was 0.14 and 0.21 and for those without, the risk
was 0.08 and 0.11 (p < 0.001, Figure 2).

In bivariate models, variables with statistically signifi-
cant positive associations with imprisonment included
SMI (vs. none), White race (vs. Black race), food insecurity
(vs. none), having health insurance (vs. none), alcohol/
drug use disorder (vs. none) most recently released from
prison (vs. jail) and needing assistance to address domestic
violence (vs. none). Including these statistically significant
variables into a multivariable model, SMI (1.75, 95% CI:
118, 2.60), White race (1.51, 95% CI: 1.00, 2.27), and
alcohol/drug use (1.58, 95% CI: 1.06, 2.36) and most
recently released from prison (2.59, 95% CI: 1.37-4.89)
remained statistically significant (Table 3).
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TABLE 2. Health conditions®® at transitional care intake, by SMI status, 2018—2023.
All (n = 759) SMI
Yes (n = 250) No (n = 509)
Health condition No. % No. % No. % p-value
SMI conditions
Bipolar 216 28.5 216 86.4 0 0.0 <0.0001*
SZA/SCZ 111 14.6 111 44.4 0 0.0 <0.0001
Other behavioral health conditions
Anxiety/depression 398 52.4 187 74.8 211 41.5 <0.0001*
Drug use disorder 312 411 137 54.8 175 34.4 <0.0001*
Post-traumatic stress disorder 258 34.0 132 52.8 126 24.8 <0.0001*
Alcohol use disorder 172 22.7 70 28.0 102 20.0 0.0084*
Non-behavioral health conditions
Hypertension 327 43.1 92 36.8 235 46.2 0.0387*
Chronic pain 240 31.6 91 36.4 149 29.3 0.0267*
High cholesterol 179 23.6 52 20.8 127 25.0 0.2807
Diabetes ("high blood sugar”) 178 23.5 50 20.0 128 25.1 0.1645
Asthma 131 17.3 51 20.4 80 15.7 0.0804
Circulation in legs or feet 119 15.7 38 15.2 81 159 0.9212
Hepatitis C 106 14.0 39 15.6 67 13.2 0.3191
Anemia 69 9.1 24 9.6 45 8.8 0.6579
Chronic lung disease 53 7.0 26 10.4 27 53 0.0075*
Stroke/TIA 38 5.0 13 52 25 49 0.8023
Angina/coronary heart disease 36 4.7 11 4.4 25 49 0.8213
Kidney disease 34 4.5 10 4.0 24 47 0.711
Congestive heart failure 33 4.3 13 52 20 3.9 0.37
Cancer 29 3.8 11 4.4 18 3.5 0.4828
Heart attack 29 3.8 11 4.4 18 3.5 0.5054
Liver disease/cirrhosis 22 2.9 6 2.4 16 3.1 0.598
HIV 21 2.8 9 3.6 12 2.4 0.3015
Pancreatitis 9 12 3 12 6 12 0.9474
Dementia/Alzheimer's 7 0.9 5 2.0 2 0.4 0.0269*
Hepatitis B 4 0.5 2 0.8 2 0.4 0.4532
Other 228 30.0 65 26.0 163 32.0 0.1484

2HIV, human immunodeficiency virus; SCZ, schizophrenia; SMI, serious mental illness; SZA, schizoaffective disorder; TIA, transient ischemia attack.
®Based on self-report.
*p < 0.05.

FIGURE 1. Cumulative incidence of imprisonment among all transitional care patients, 2018-2023. Time at risk begins at program
intake. At 360 days, the cumulative probability was 0.10; at 720 days, the cumulative probability was 0.14.
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FIGURE 2. Cumulative incidence of imprisonment among transitional care patients, by SMI status, 2018—-2023. Time at risk begins at
program intake. The cumulative probability of imprisonment for those with SMI was 0.14 at 360 days and 0.21 at 720 days. The
cumulative probability of imprisonment for those without SMI was 0.08 at 360 days and 0.11 at 720 days. SMI, serious mental illness.
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TABLE 3. Association of imprisonment with sociodemographics and needs at intake, among transitional care patients, 2018-
2023.°

Variable Level® HR 95% ClI p-value aHR 95% ClI p-value
SMI Yes 191 1.34-2.72 0.0003* 1.75 1.18-2.60 0.0058*
Sex Female 1.06 0.66-1.70 0.8036

Male 1.00
Age (years) 31-40 0.98 0.53-1.83 0.9565
41-50 1.09 0.61-1.97 0.7636
51-60 0.78 0.42-1.44 0.4256
61+ 0.52 0.21-1.28 0.1536
18-30 1.00
Race White 1.90 131-2.74 0.0006* 1.51 1.00-2.27 0.0476*
Other 0.78 0.36-1.70 0.5336 0.73 0.33-1.61 0.429
Black 1.00

LatinX Yes 114 0.50-2.59 0.7527
Food insecurity Yes 157 1.03-2.39 0.0367* 1.36 0.88-2.12 0.1684
Health insurance Yes 1.54 1.03-2.29 0.0335* 1.57 1.00-2.47 0.0511
Unhoused Yes 1.03 0.67-1.57 0.9023
Alcohol/drug use disorder Yes 1.84 1.29-2.62 0.0007* 1.58 1.06-2.36 0.0249*
Release time <26 weeks 1.28 0.74-2.20 0.3775

>26 weeks 0.63 0.29-1.37 0.2445
Unknown 1.00
Last incarceration type Prison 2.04 1.15-3.62 0.0147* 2.59 1.37-4.89 0.0033*
Jail 1.00
Needs
Housing Yes 1.00 0.69-1.43 0.9834
Disability benefits Yes 1.38 0.97-1.97 0.0734
Health insurance Yes 0.79 0.43-1.43 0.4315
Food stamps Yes 1.09 0.77-1.55 0.6302
Family matters (e.g., custody) Yes 0.80 0.41-1.58 0.5267
Debt Yes 1.24 0.77-1.98 0.3737
Employment Yes 113 0.78-1.64 0.5131
Domestic violence Yes 3.15 1.00-9.93 0.0495* 2.43 0.75-7.90 0.1409

®aHR, adjusted hazard ratio; Cl, 95% confidence interval; HR, substance use disorder; SMI, serious mental illness.

BFor all variables with level “Yes," the referent group is “No”; We explicitly include the reference group for analysis of alcohol/drug use, stratified by SMI status
(Yes vs. No).

*p < 0.05.
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DISCUSSION

Programs addressing continuity of care for people reenter-
ing the community are becoming increasingly common, yet
little is known about their differential impact based on
characteristics and needs of program clients. This study
sought to determine if transitional care clients with SMI had
distinct socio-medical needs and patterns of imprisonment.
We found that as a whole, program clients had high levels of
socio-medical needs, and compared to other clients, those
with SMTI had (1) greater social needs; (2) heavier burden of
disease; and (3) greater risk of imprisonment.

Consistent with the literature that people with SMI
have a multitude of unmet social needs at reentry (3, 4, 10,
25, 26), at program intake there were multiple social needs
that were more commonly sought among those with SMI
than those without. In particular, nearly twice as many
people with SMI compared to others reported needing
assistance to obtain disability benefits (social security
disability insurance/supplemental security income [SSI]).
This finding likely reflects that people with SMI may be
eligible for disability benefits because of their SMI, and
thus may be more likely than others to need assistance
applying. Similar to prior studies, we found that SMI cli-
ents were more likely to report being unhoused and had a
need for housing (3, 4). Yet, as addressed below, despite
qualitative and quantitative studies linking unstable
housing to recidivism among SMI populations (10, 27), it
was not significant in our analysis of imprisonment.

About two-thirds of all clients reported needing assis-
tance obtaining healthcare coverage with SMI clients
slightly more likely (but similar per statistical testing) to
have healthcare coverage at program entry than others. In
NC, Medicaid enrollment is granted with qualification for
SSI. Because NC was a non-expansion state during the
study period, those with SMI who qualified for coverage
through SSI eligibility (i.e., disability benefits) may have
been much more likely to obtain coverage than others.

In NC and across the country, access to Medicaid—
providing healthcare coverage and ancillary supports
addressing social determinants—for people leaving carceral
institutions has been increasing. For example, prerelease
Medicaid enrollment programs in Wisconsin and Indiana
have led to increased use of outpatient health care visits
post-incarceration (28) and increased Medicaid coverage
post-release (29).

Additionally, since 2023 the Centers for Medicare &
Medicaid Services has encouraged states to apply for 1115
waivers that partially void the statutory Medicaid Inmate
Exclusion Policy which prohibits Medicaid from service
payment during incarceration. As of July 2025, 19 states
have been approved, and another nine (including DC),
have waivers under review (30, 31). Under these waivers,
reentry services may begin up to 90 days before release
and include case management, medications for substance
use disorders, and a 30-day medication supply upon
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release. These interventions could be implemented by
correctional providers or by community groups, including
TCN programs. In NC, the waiver was approved in
December 2024, but has not yet been implemented. To
complement the services under the waiver, NC recently
funded the Reentry 2030 initiative, which seeks to enhance
educational achievement, reduce housing instability, and
provide greater local support for reentry populations (32).
Additionally, the NC state prison system is in the process
of expanding the number of prisons providing MOUD
initiation along with broader screening to identify people
that are eligible (33). This expansion has the potential to
significantly reduce post-release recidivism and overdose.

Despite these positive developments across the US and in
NC, federal legislation was recently passed that is forecast to
reduce Medicaid enrollment by imposing stricter eligibility
criteria and limiting sources of state funding (34). In NC,
state officials estimate that >250,000 people may lose their
Medicaid eligibility (34). The legislation also imposes
additional regulations for Medicaid waiver programs, which
are predicted to hinder their implementation. The full
impact of the legislation remains unknown as states grapple
with its implementation, but it is positioned to reverse the
positive trends in increasing resources for people returning
from incarceration, including those with SMI.

In our study, the overall 1-year risk of imprisonment
was 10%, including 14% of those with SMI and 8% without
SMI. In prior TCN studies, rates of criminal justice
involvement following program enrollment have varied
widely by study, which include somewhat different pop-
ulations and measures. For example, using 12-month
follow-up periods, an observational study in Connecticut
found that 20% (n = 19) of clients were reconvicted (new
conviction or parole/probation violation) (23), and in a
randomized control trial conducted in San Francisco, 58%
(n=98) TCN clients were subsequently incarcerated in jail
of (22). Yet neither study produced estimates specific to
clients with SMI and we focused strictly on imprisonment,
impeding direct comparisons with our results.

The positive association we found between SMI
and imprisonment is consistent with much of the broader
recidivism literature (17-19). However, while other
studies have suggested that most of the effect of reim-
prisonment for people with SMI is related to co-occur-
ring substance use (35), we found that SMI and substance
use were both related to reimprisonment in our multi-
variable model. If robust, these findings underlie the
importance of treating both types of conditions. Despite
an association between housing and recidivism in the
literature (27), needed housing was not associated with
imprisonment in our study population. It is possible that
the lack of a housing-imprisonment association is reflec-
tive of clients securing housing after program intake, or
as one systematic review suggests, housing interventions
alone may be insufficient to reduce criminal justice
involvement (36).
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Our analysis of imprisonment did not account for
criminogenic risk factors, including those articulated by
the Risk-Need-Responsivity model. Indeed, others have
found that inclusion of criminogenic risk factors have
attenuated and modified the effect of SMI in multivariable
models of recidivism (17). A growing body of research is
examining how SMI symptoms may not only exacerbate
these risk factors, but the risk factors themselves may be
more prevalent among people with SMI than those
without. Greater efforts are needed to further elucidate
this relationship.

In sum, people in transitional care programs with SMI
have more social and medical needs and higher impris-
onment risk than others. These results argue for special-
ized interventions at release for people with SMI, but
currently few exist. Informed by our results, the FIT
Program has expanded to further address the needs of
people with SMI during reentry. This expanded model,
FIT Wellness, builds on the existing TCN framework of
employing CHWs for case management and patient navi-
gation. However, unlike the FIT Program, enrollment into
FIT Wellness always begins with in-reach during incar-
ceration; linkage occurs to integrated, co-located psychi-
atric and primary care clinics, rather than relying on
referrals to outside psychiatrists (37). Integrated, co-
located mental and physical healthcare has been shown
to improve care access, reduce psychiatric care stigma, and
improve mental and physical outcomes (38, 39). Tradi-
tionally, healthcare reentry programs have not focused on
addressing criminogenic risk. In the future, FIT Wellness
and other TCN programs should explore the impact of
integrating healthcare services with criminogenic risk (14)
interventions. Otherwise, healthcare treatment efforts may
be stymied by continued criminal-legal involvement.

This study has limitations. Our data are based on pro-
gram intake surveys and do not provide longitudinal in-
formation on engagement or evolving needs. As described,
information on criminogenic risk factors was not collected.
Diagnoses were based on clients’ self-report and person-
ality disorders, which are overrepresented in jail and
prison populations, were not queried at intake. Further,
self-report likely is over-inclusive of SMI diagnoses, thus
providing a conservative estimate of the differences
between SMI and non-SMI clients. Another limitation is
our focus on reimprisonment; our inability to include ar-
rests for offenses beyond those resulting in imprisonment
(i.e., misdemeanors) is another factor that likely dimin-
ished differences between SMI and non-SMI clients in
regard to their criminal-legal involvement (40). Moreover,
our lack of misdemeanor data may explain the null finding
between housing need and subsequent criminal-legal
involvement. We were also unable to determine if SMI
may inadvertently result in greater surveillance, and thus
increase imprisonment risk (41). Although this study
focused on imprisonment, it is important to note
that reentry is a complex process with many outcomes
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(e.g., longitudinal housing, employment) that can be used
to define reentry success. Finally, our findings could have
been influenced by changes in arrest and sentencing pat-
terns related to the COVID-19 pandemic.

CONCLUSION

People reentering the community from incarceration face
many challenges. Individuals with SMI in particular have
greater social and medical needs and a higher risk of
imprisonment. There are emerging opportunities and chal-
lenges in fortifying reentry services for TCN clients with
SMI. Additional research is needed from other transitional
care clinics regarding outcomes for their SMI populations.
Transitional programs should consider implementing
models tailored to the needs of people with SMI.
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