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Executive Summary, Scope, and Limitations

This report examines patterns of prior MDC bookings, housing instability, and documented diagnoses
among individuals booked into the Bernalillo County Metropolitan Detention Center (MDC) between
July 2025 and November 2025 who were served by the Psychiatric Services Unit (PSU) during their
reference booking. The analytic sample is restricted to the PSU caseload, and SMI vs non-SMI PSU
bookings serve as the comparison contrast throughout. Diagnostic mix, housing instability, and prior-
booking analyses are reported as descriptive context for understanding the SMI subgroup within PSU, not
as an evaluation of any specific Bernalillo County program or the Stepping Up Initiative.

Because both groups in our primary contrast are PSU-served, the SMI vs non-SMI within-PSU
comparison is a deliberately conservative test of differences. Non-SMI PSU individuals are themselves a
high-need subgroup with elevated prior bookings, housing instability, and substance use relative to the
general jail population; comparing SMI individuals to that subgroup reduces the magnitude of observed
associations relative to a contrast against the general MDC population. Readers should interpret the
reported IRRs (typically 1.13 to 1.18 across lookback windows) as lower bounds on the SMI vs. general-
population difference, not as the full association size.

SMI here is defined by the PSU master-list SMI flag during the reference booking. This is the most
consistently available in-jail behavioral health signal in the data we have access to, but it is not a universal
screen of the broader jail population. Because of this, individuals with SMI who do not enter the PSU
during their reference booking are not represented in the SMI group, and this report systematically
undercounts true MDC SMI prevalence. A defensible jail-wide SMI baseline would require a universal
screening instrument (e.g., the Brief Jail Mental Health Screen) administered at intake; at the time of this
report, we do not have access to this screening information.

All associations are descriptive and exploratory. Findings cannot determine whether elevated prior
bookings among SMI individuals are attributable specifically to mental illness, substance use, housing
instability, criminogenic need, policing patterns, or other unmeasured factors. The diagnostic mix within
SMI individuals indicates that substance use disorders (especially methamphetamine and opioid use
disorders) frequently co-occur with the SMI flag.

This report is not an evaluation of the Stepping Up Initiative or any other Bernalillo County program.
Where Stepping Up, the McClendon settlement, the Resource Reentry Center, Community Connections
Supportive Housing, Mobile Crisis Teams, or other community-based services are mentioned, it is to
provide policy context for the descriptive patterns reported, not to claim that any specific initiative is or is
not working. Findings on housing and substance use are reported as informational characteristics of the
SMI subgroup, not as evidence of program success or diversion effectiveness.

Introduction

Individuals with mental illness are disproportionately represented in the U.S. criminal justice system.
Estimates suggest that the prevalence of psychiatric disorders among jail detainees is three to four times
greater than in the general population, with jails increasingly functioning as de facto mental health
facilities for individuals who lack access to community-based treatment (Steadman et al., 2009; Torrey et
al., 2014; DiRosa et al., 2025). This overrepresentation spans a range of conditions, from mood and
anxiety disorders to serious mental illness (SMI), with approximately two million people with SMIs alone
booked into U.S. jails each year (Steadman et al., 2009; Zottola et al., 2019).

The concentration of individuals with mental health needs in jails has prompted national reform efforts,
including the Stepping Up Initiative launched in 2015 by the National Association of Counties, the



Council of State Governments Justice Center, and the American Psychiatric Association Foundation. By
2020, more than 500 counties in 43 states had joined the Stepping Up Initiative, committing to data-
driven strategies to reduce the number of people with mental illnesses in their local jails (Council of State
Governments Justice Center, 2019; Stepping Up, 2020).

Bernalillo County's efforts to address mental health needs in its jail system predate these national
initiatives by two decades. In 1995, a class action lawsuit, McClendon v. City of Albuquerque, was filed
against the Bernalillo County Metropolitan Detention Center (MDC) alleging unconstitutional conditions
of confinement, including inadequate mental health and medical care (Civil Rights Litigation
Clearinghouse, n.d.). The resulting settlement agreement, which remains under federal court oversight,
established more than 250 requirements across eight domains, including specific standards for psychiatric
services that continue to shape facility operations today. More recently, Bernalillo County has
participated in broader efforts to address the intersection of mental illness and criminal justice
involvement, including adopting a 2015 resolution in support of the Stepping Up initiative and later being
designated a Stepping Up Innovator County. This designation, conferred in June 2020, required Bernalillo
County to submit comprehensive jail data documenting baseline prevalence rates of mental illness and to
establish measurable reduction targets (Council of State Governments Justice Center, 2020). County
Commissioners formally signed the Set, Measure, Achieve pledge in September 2020, committing to
specific metrics, including quarterly jail screening data and goals for reducing SMI prevalence through
expanded pre-arrest diversion programming.

Within this context, the Bernalillo County MDC operates a Psychiatric Services Unit (PSU), which
provides specialized mental health screening, assessment, and treatment services to individuals identified
as having significant psychiatric needs during incarceration. Understanding the characteristics and
criminal justice histories of individuals receiving services from the PSU should inform efforts to develop
targeted interventions, allocate resources, and identify opportunities for diversion or community-based
treatment, consistent with both the McClendon settlement requirements and Bernalillo County's Stepping
Up-—aligned goals to reduce the number of people with mental illness in jail.

To this end, in this report, we examined associations among PSU status, housing instability, and prior
criminal justice involvement among a recent cohort of individuals booked into the MDC between July
2025 and November 2025. Our analysis drew on booking records into the MDC of individuals booked
from July 2022 through November 2025 and PSU records between July 2022 and November 2025. First,
we examined whether individuals admitted to the PSU had higher rates of prior bookings than the general
jail population booked during the same period, and whether this association held after statistically
adjusting for demographic characteristics, charge severity, and cumulative prior incarceration time.
Second, we investigated whether housing instability at the time of the most recent booking amplified the
association between PSU status and prior bookings (e.g., whether individuals who were unhoused and
who received PSU services had higher booking volume than individuals who were housed and who did
not receive PSU services). Finally, among individuals receiving PSU services, we examined whether the
identification of an SMI diagnosis, more specific diagnostic categories, and the total number of diagnoses
were associated with distinct patterns of prior criminal justice involvement.

In what follows, we briefly survey the research literature on mental illness and criminal justice
involvement, with particular attention to the intersection of psychiatric disorders and housing instability.
We then describe our analytic approach, including our data sources, sample construction, and the
statistical methods used to examine the associations among PSU status, housing instability, and prior
booking counts. We present results from negative binomial regression models examining the relationship
between PSU status and prior bookings, sensitivity analyses testing the robustness of these associations,
and exploratory analyses examining how specific diagnostic categories relate to patterns of prior criminal
justice contact. We conclude with a discussion of the implications of our findings for understanding the



intersection of mental illness, housing instability, and repeated bookings in Bernalillo County, along with
the limitations of the current analysis and directions for future research.

Literature Review

Mental Illness and Criminal Justice System Involvement

Mental illness is substantially overrepresented among individuals held in local jails compared to the
general population, a pattern that has been documented consistently across decades of research. Early
work by Teplin (1990) found that rates of schizophrenia, major depression, and mania were two to three
times higher among male urban jail detainees in Cook County than in the general population, even after
controlling for demographic differences. Steadman et al. (2009) extended this work through a multi-site
study using structured clinical interviews administered to recently admitted inmates at five jails in
Maryland and New York, finding that approximately 14—17% of male inmates and 24-34% of female
inmates met criteria for serious mental illness (SMI), with the range depending on whether post-traumatic
stress disorder was included in the definition. More recent national estimates from the Bureau of Justice
Statistics indicate that approximately 44% of people held in local jails have a history of mental illness
compared to roughly 23% of the general adult population, and about 26% of jail inmates report recent
psychological distress compared to only 5% in the community (Bronson & Berzofsky, 2017; Saunders &
Rudowitz, 2022). Women in jail settings face particularly elevated rates, with some estimates suggesting
that 66% of incarcerated women report a history of mental illness, nearly double the rate observed among
incarcerated men (Bronson & Berzofsky, 2017). Longitudinal patterns further suggest that mental health
problems may accumulate across repeated justice contact, as Zottola et al. (2019) found that the odds of
screening positive for mental health problems on the Brief Jail Mental Health Screen increased with each
subsequent jail booking in a large urban county.

Substance use disorders are similarly pervasive among jail populations and frequently co-occur with
mental illness, creating complex clinical presentations that jail environments are often ill-equipped to
address. National survey data indicate that approximately 63% of jail inmates meet criteria for drug
dependence or abuse (Bronson et al., 2017), and when examined alongside mental health conditions, the
overlap between these disorders is substantial. Individuals with co-occurring mental illness and substance
use disorders represented approximately 2% of the general adult population in recent survey data but
accounted for 15% of all adults reporting arrests, suggesting that this subgroup is arrested at rates far
exceeding their population share (Pew Charitable Trusts, 2023). The relationship between these
conditions is bidirectional: individuals may use substances to self-medicate psychiatric symptoms while
chronic substance use simultaneously exacerbates or triggers mental health problems (Substance Abuse
and Mental Health Services Administration, 2024). Although integrated treatment approaches addressing
both conditions have been recommended as best practice, access to such services in jail settings remains
limited, and many facilities lack the capacity to provide comprehensive behavioral health care during the
typically brief detention periods that are characteristic of local jails.

The high prevalence of mental illness and substance use disorders among jail populations carries
meaningful implications for post-release outcomes, including elevated risk for suicide and continued
criminal justice involvement. Miller et al. (2024) found that nearly 20% of all adult suicides in the United
States occurred among individuals who had been released from jail within the past year, with an
additional 7% occurring among those in their second year following release. These findings point to the
immediate post-incarceration period as a window of heightened vulnerability, suggesting that targeted
intervention during or shortly after jail detention may be particularly valuable. Evidence also indicates
that mental health conditions are associated with recidivism risk, though the mechanisms linking
psychiatric disorders to subsequent justice contact remain an area of active inquiry. The weight of
evidence suggests that both mental illness and substance use disorders represent potentially modifiable



factors in recidivism, positioning jails as important sites for treatment initiation given their high
population turnover and connections to community-based services.

A growing body of research has examined interventions targeting mental illness and substance use
disorders in jail settings, with findings that suggest even relatively brief or low-intensity approaches can
produce meaningful benefits. Burns et al. (2025) conducted a quasi-experimental study in Johnson
County, Kansas, and found that implementation of a Brief Jail Mental Health Screen at intake followed by
community outreach reduced 180-day recidivism rates by 12 percentage points among residents who
screened positive for SMI compared to similarly screened non-residents who were ineligible for outreach
services. On the substance use side, Westerberg et al. (2016) examined recidivism among 960 inmates at
the Bernalillo County Metropolitan Detention Center across four groups: general population, alcohol
detoxification, methadone maintenance therapy (MMT) continuation, and opioid detoxification. We
found that inmates maintained on methadone during incarceration took significantly longer to be
rebooked (275.6 days) than those who received opioid detoxification (236.3 days) or alcohol
detoxification (229.3 days), with survival analysis indicating significantly better survival without
rebooking for the MMT group. Notably, over 97% of those on methadone returned to their home clinics
after release, indicating that jail-based MMT facilitated treatment engagement in the community. A
subsequent cost-effectiveness analysis found that recidivism could be reduced at a cost of $23.49 per day,
substantially lower than the actual cost of incarceration at $116.49 per day, and that if society is willing to
pay the average cost of one day's incarceration to reduce incarceration by one day, the probability that
MMT is cost-effective exceeds 93% (Horn et al., 2020). These findings align with broader systematic
review evidence indicating that medications for opioid use disorder provided during incarceration
increase engagement in community-based treatment following release and may be associated with
reduced opioid use and overdose risk (Cates & Brown, 2023).

Homelessness and Criminal Justice Involvement

Beyond clinical treatment needs, structural factors such as housing instability play a significant role in
shaping outcomes for justice-involved individuals with behavioral health conditions. Incarceration and
homelessness exist in a bidirectional relationship, with each condition serving as both a cause and
consequence of the other (Herbert et al., 2015). The pathway from incarceration to homelessness operates
through multiple mechanisms. Even brief periods of detention can result in job loss, eviction, and
disruption of social ties that previously provided housing stability, and these effects can be particularly
severe for individuals who were marginally housed prior to arrest (Geller & Curtis, 2011). Couloute
(2018) found that formerly incarcerated individuals are nearly ten times more likely to experience
homelessness than the general public, with this disparity persisting across demographic groups. A 2025
study using national survey data found that more than half of respondents experienced some form of
homelessness following incarceration, with those experiencing unsheltered homelessness reporting that
their housing stability was substantially disrupted as a direct result of their incarceration (Orr et al., 2025).
Barriers to housing access compound these risks: many landlords conduct background checks that screen
out individuals with criminal records, and public housing authorities retain discretion to deny admission
based on criminal history, effectively excluding formerly incarcerated individuals from subsidized
housing options (Walter et al., 2017). A 2025 study in San Francisco found that a quarter of individuals
lost housing after jail incarceration despite a median stay of only four days, indicating that even very short
detention periods can destabilize housing arrangements (Ager et al., 2025).

The reverse pathway from homelessness to incarceration is similarly well documented and reflects the
widespread criminalization of behaviors associated with living without shelter. People experiencing
homelessness face elevated risk of arrest for survival behaviors such as sleeping in public spaces, sitting
on sidewalks, or panhandling, activities that have been increasingly prohibited through municipal
ordinances across the United States (Jones, 2019; National Homelessness Law Center, 2021). The



visibility of unhoused individuals to law enforcement, combined with limited access to private spaces
where minor infractions might otherwise go unnoticed, contributes to disproportionate police contact and
arrest (Herring et al., 2020). National jail data indicate that approximately 4.5% of jail bookings involve
individuals experiencing homelessness, translating to roughly 205,000 unique unhoused individuals
booked into jails annually (Wang, 2025). Other estimates suggest that homelessness is between 7.5 and
11.3 times more prevalent among jail populations than in the general public, and in some jurisdictions
rates are considerably higher (Vera Institute of Justice, 2020). Once arrested, people experiencing
homelessness often face longer pretrial detention because they cannot post bail or lack a stable address to
which they can be released, further entrenching their involvement in the justice system (Lutze et al.,
2014). Housing instability following release is subsequently associated with higher recidivism rates,
creating a self-reinforcing cycle in which homelessness and incarceration perpetuate one another across
time.

Mental illness serves as a compounding factor within this cycle, as individuals with psychiatric conditions
face elevated risks of both homelessness and incarceration and often experience these conditions
concurrently. Approximately 18% of individuals experiencing homelessness live with a serious mental
illness, a rate substantially higher than in the general population (U.S. Interagency Council on
Homelessness, 2024). People with mental illness who become homeless are more likely to come into
contact with police due to visible symptoms, disorganized behavior, or difficulty complying with public
order laws, and these encounters frequently result in arrest rather than connection to treatment (National
Alliance on Mental Illness, 2025). Research from Los Angeles County illustrates the growing
concentration of individuals with psychiatric conditions in local jails: approximately 30% of people in
county jails were housed in mental health units or taking psychotropic medications in 2020, up from 14%
in 2009 (Holliday et al., 2020). The San Francisco study by Ager et al. (2025) found that among
individuals who became unhoused within six months of jail release, many had elevated health service
utilization and mental health needs prior to incarceration, suggesting that psychiatric vulnerability may
predispose individuals to housing loss following detention. People incarcerated more than once
experience rates of homelessness over thirteen times higher than those with no incarceration history, and
this disparity likely reflects the accumulating disadvantages faced by individuals cycling between jails,
shelters, and the streets (National Alliance on Mental Illness, 2025).

These interlocking patterns have prompted research attention toward interventions that address housing,
mental health, and criminal justice involvement simultaneously rather than treating each as a separate
domain. Housing-focused interventions, including Housing First models, have been associated with
improvements in housing stability among individuals with complex behavioral health needs, though
effects on mental health symptoms and criminal justice outcomes have been more variable across studies
(Aubry et al., 2020; Tsai, 2020). For example, a local evaluation of Bernalillo County's Community
Connections Supportive Housing (CCSH) program, which provides housing vouchers paired with
intensive case management to persistently unhoused individuals with mental illness and substance use
disorders, found that participants had significantly fewer jail bookings and arrests in the years following
enrollment compared to pre-enrollment periods (Severson et al., 2024). Notably, case management dosage
was associated with reduced odds of recidivism: for each eight-hour increase in case management
received, the odds of being booked into MDC within one year of enrollment decreased by approximately
8% after adjusting for prior criminal history and demographics (Severson et al., 2024).

However, more generally, housing alone is often insufficient to produce sustained improvements in
mental health or service engagement when participation remains voluntary, particularly among
individuals with serious psychiatric conditions. Research on voluntary community-based programs has
documented low treatment attendance, poor medication compliance, and high dropout rates, with
medication nonadherence rates of approximately 40% to 50% among individuals with schizophrenia (Liu
et al., 2023; Al-Dameery et al., 2023). In contrast, mandated interventions such as assisted outpatient
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treatment (AOT), a civil court process that does not carry criminal penalties, have shown more consistent
effects on treatment adherence and criminal justice outcomes. A recent multisite evaluation found that
AOQOT participants showed more than a 20% increase in treatment adherence, a 40% reduction in
psychiatric inpatient episodes, and a 19% reduction in arrests compared to individuals receiving voluntary
services (Swartz et al., 2024). These findings suggest that for some individuals with serious mental
illness, structured accountability mechanisms may facilitate engagement with treatment in ways that
voluntary programs do not, though debate continues regarding whether these effects stem from the legal
mandate itself or from the enhanced services that typically accompany court-ordered treatment.

Methods

Data Sources

We linked three administrative data sources for this analysis. Our primary booking dataset included all
bookings to the Bernalillo County MDC from July 2022 through November 2025, including information
on booking and release dates, demographic characteristics (i.e., age, sex, race/ethnicity), and charges. Our
PSU data consisted of daily master lists, typically received weekly from July 2022 to November 2025,
containing information on individuals who received services from the PSU, including date, provider
information, SMI status, and diagnostic codes. Homelessness status was obtained from transient
population files maintained by the MDC, which flagged individuals identified as homeless at booking
based on self-reported address information collected during intake.

Sample

This SMI-restricted analysis is limited to individuals served by the PSU during their reference booking.
SMI-flagged PSU bookings are compared to non-SMI PSU bookings within the cohort window (July 1
through November 30, 2025). We restrict the analysis to the reference booking (i.e., the first booking
within the window) for each individual to ensure independent observations. The analytic sample size,
broken down by SMI status, is reported in Table 1. Because both groups are PSU-served, this comparison
constitutes a conservative test of SMI-related differences: non-SMI PSU bookings are themselves a high-
need subgroup, so observed association sizes will be smaller than they would be against a general MDC
population baseline.

Measures

Our primary outcome was the count of prior bookings within specified lookback windows (i.e., 12, 18,
24, 30, and 36 months) preceding the reference booking. We calculated prior booking counts by
identifying all bookings for each individual that occurred before the reference booking date but within the
specified time window. For brevity, we center most of our discussion on the 12-month lookback period,
though results were similar across all time windows examined.

Our primary exposure in this SMI-restricted analysis is SMI status, coded as a binary indicator for
whether an individual was flagged as having serious mental illness by PSU clinical staff during the
reference booking (SMI = 1) versus served by the PSU during the reference booking but not SMI-flagged
(SMI = 0). Homelessness at booking was coded as a binary indicator using the transient population flag
provided by the MDC and independently verified by CARA staff. Demographic variables included as
controls in our regressions were age at booking, sex (male or female), and race/ethnicity (Hispanic,
Native American, Black, White, or Other). Charge severity was measured using a collapsed categorical
variable distinguishing felonies, misdemeanors, and petty misdemeanors, parole and probation violations,
felony warrants and remands, misdemeanor and traffic warrants and remands, and other charges. To



address potential confounding by incarceration time, we calculated cumulative prior length of stay for
each lookback window by summing total days incarcerated across all prior bookings within the relevant
period.

Analysis

We modeled prior booking counts using negative binomial regression. Counts of prior bookings are
overdispersed (i.e., many individuals have zero priors within a given window, others have many), so
negative binomial models are appropriate. Our primary models estimated the association between SMI
status (within the PSU caseload) and prior booking counts, adjusting for age, age-squared, sex,
race/ethnicity, charge severity, and cumulative prior length of stay during the corresponding lookback
window. Associations are reported as incidence rate ratios (IRRs) with 95% confidence intervals. We also
estimated an SMI x Homelessness interaction model to examine whether co-occurring homelessness
amplifies the SMI association with prior bookings. Among SMI individuals, we additionally describe the
prevalence of specific diagnoses recorded on PSU master lists. Because the analytic contrast (SMI vs non-
SMI within PSU) is conservative, the magnitude of observed IRRs should be interpreted as a lower bound
on SMI-related differences relative to the broader MDC population.

Results

Sample Characteristics

The SMl-restricted analytic sample consists of SMI-flagged PSU bookings and non-SMI PSU bookings
within the cohort window. Sample sizes and full sample characteristics are reported in Table 1; note that
statistical tests comparing SMI to non-SMI PSU bookings are conservative because the comparison group
is also PSU-served.

Table 1. Sample Characteristics By SMI Status (Within PSU Caseload).

Variable SMI (n=344) Non-SMI PSU (n=991) P
N 344 991
Age, M (SD) 38.0(10.7) 37.5(9.6) 0.448
Sex, n (%) --
Male 248 (72.1%) 709 (71.5%)
Female 96 (27.9%) 282 (28.5%)
Unknown 0 (0.0%) 0 (0.0%)

Race/Ethnicity, n (%)
Hispanic

Native American

141 (41.0%)
44 (12.8%)

454 (45.8%)
161 (16.2%)

Black 39 (11.3%) 93 (9.4%)
White 86 (25.0%) 225 (22.7%)
Other 34 (9.9%) 58 (5.9%)

0.028




Variable SMI (n=344) Non-SMI PSU (n=991) p

Felony charge, n (%) 254 (73.8%) 771 (77.8%) 0.154
Homeless at booking, n (%) 228 (66.3%) 586 (59.1%) 0.023
Prior bookings (12mo), M (SD) 2.64 (2.15) 2.30 (2.30) 0.013
Prior bookings (18mo), M (SD) 3.65 (2.98) 3.17(2.91) 0.010
Prior bookings (24mo), M (SD) 4.40 (3.60) 3.82 (3.36) 0.009
Prior bookings (30mo), M (SD) 4.98 (4.09) 4.40 (3.75) 0.022
Prior bookings (36mo), M (SD) 5.47 (4.54) 4.92 (4.16) 0.049
Prior felony bookings (12mo), M (SD) 1.78 (1.66) 1.77 (1.84) 0.924
Cumulative prior LOS days (12mo), M (SD) 44.2 (62.8) 47.1(69.2) 0.478

Note. SMI = PSU-recorded serious mental illness flag. Within-PSU comparison (SMI = 1 vs SMI = 0 PSU bookings) during the
cohort window (July 1 - November 30, 2025). LOS = length of stay. p-values from t-tests (continuous) and chi-square tests
(categorical). Because both groups are PSU-served, observed differences are conservative relative to an SMI vs. general-MDC-
population contrast.

Primary Analysis: SMI Status and Prior Bookings (within PSU)

Within the PSU caseload, SMI status was associated with significantly higher prior booking counts across
all lookback windows. Table 3 reports adjusted IRRs at five lookback windows; Figure 1 visualizes the
same estimates as a forest plot. All models adjust for age, age-squared, sex, race/ethnicity, charge
severity, and cumulative prior length of stay during the lookback window.

As noted above, because the comparison group consists of non-SMI PSU bookings (themselves a high-
need subgroup), these IRRs represent a conservative lower-bound estimate of the SMI vs. the general
MDC population difference. The fact that significant differences are detectable within this restricted
comparison strengthens confidence that SMI flagging identifies a distinguishable subgroup even within
PSU.

Table 3. SMI Status Irrs Across Lookback Windows (Within PSU Caseload).

Lookback IRR 95% CI p-value
12 Months 1.16 [1.05, 1.29] 0.003
18 Months 1.18 [1.08, 1.30] <.001
24 Months 1.18 [1.08, 1.30] <.001
30 Months 1.17 [1.07,1.28] <.001
36 Months 1.13 [1.03,1.23] 0.007




Figure 1. SMI vs Non-SMI Within PSU: Adjusted Irrs For Prior Bookings, By Lookback Window.

SMI vs non-SMI within PSU: adjusted IRRs for prior bookings

Negative binomial regression, adjusting for age, sex, race/ethnicity, charge severity, and prior length of stay.
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Lookback window
IRR > 1 indicates higher prior booking rates among SMI individuals. Reference: non-SMI bookings within the PSU caseload.

Interaction Between SMI Status and Homelessness

Within the PSU caseload, we examined whether the combination of SMI flagging and homelessness at
booking produced associations larger than expected from either factor alone. Table 2 reports the main-
effect IRRs for SMI and homelessness, the interaction-term IRR, and the combined IRR (the product of
the three). Figure 2 displays mean prior bookings (12-month lookback) for the four SMI x Housing strata,
so the absolute differences are visible alongside the regression estimates.

Table 2. SMI X Homelessness Interaction Model Results (Within PSU Caseload).

Lookback SMI IRR Homeless IRR Interaction IRR Combined IRR
12 Months 1.15 1.45 0.98 1.64
18 Months 1.18 1.43 0.97 1.63
24 Months 1.23 1.48 0.92 1.68
30 Months 1.17 1.42 0.97 1.61
36 Months 1.12 1.42 0.97 1.55
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Figure 2. Mean Prior Bookings (12-Month Lookback) By SMI Status and Housing, Within the PSU
Caseload.

Mean prior bookings (12-month lookback) by SMI status and housing
Within the PSU caseload, July - November 2025 reference bookings.
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Within the PSU caseload, individuals flagged as SMI AND homeless have substantially more prior bookings than non-SMI housed PSU bookings.

SMI Prevalence Over Time

To address feedback that the cohort analysis above does not provide a longitudinal view of how mental-
illness flagging in the MDC has evolved, we computed the monthly share of all unique MDC bookings
that received PSU services during the booking and the monthly share flagged as SMI by PSU clinical
staff, from July 2022 through November 2025. Figure 3 plots both series with the cohort window
analyzed elsewhere in this report (July - November 2025) shaded for reference.

Across the 41-month window, the share of monthly MDC bookings with any PSU contact ranged from
6% to 16%, and the share flagged as SMI ranged from 1% to 5%. Both series show meaningful month-to-
month variation but no sustained directional trend. It is important not to interpret these series as Stepping
Up baseline or progress measures: the SMI flag here is recorded only for individuals seen by the PSU
during a booking, so the figure systematically undercounts true MDC SMI prevalence. A defensible jail-
wide SMI baseline would require a universal intake screen (e.g., the Brief Jail Mental Health Screen).
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Figure 3. Share of Monthly MDC Bookings With PSU Contact and With SMI Flagged, July 2022 -
November 2025.

MDC bookings with PSU contact and SMI flagging

Share of monthly MDC bookings, July 2022 - November 2025.
SMI is the PSU-recorded flag, not a universal jail screen.
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Limitation: SMI is undercounted -- inmates with SMI who do not enter the PSU during a booking are not flagged here.
A universal intake screen (e.g., BIMHS) is required for Stepping Up baseline / target comparisons.

Diagnoses Among SMI Individuals

Among SMI-flagged PSU bookings in the cohort window, we examined the prevalence of specific
documented diagnoses. Substance use disorders, particularly methamphetamine and opioid use disorder,
co-occur with the SMI flag at high rates. Table 4 lists the prevalence for every diagnosis recorded in PSU
master lists for SMI individuals; Figure 4 plots the top twelve as a bar chart for quick reference. These
data are descriptive: individuals can have multiple diagnostic codes, so prevalence shares sum to more
than 100% across rows.
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Figure 4. Documented Diagnoses Among SMI Individuals Within the PSU Caseload (Top Twelve, By
Prevalence).

Documented diagnoses among SMI individuals (top 12)
Share of n = 344 SMI-flagged PSU bookings, July - November 2025.

Methamphetamine Use Disorder 52.3% (n=18I
Opioid Use Disorder 34.3% (n=118)
Schizophrenia 28.5% (n=98)
Alcohol Use Disorder 21.2% (n=73)
Post-Traumatic Stress Disorder 19.2% (n=66)
Personality Disorder NOS 14.8% (n=51)
Psychosis NOS 11.3% (n=39)
Depression 9.9% (n=34)
Anxiety Disorder 9.6% (n=33)
Major Depressive Disorder 7.6% (n=26)
Borderline Intellectual Functioning / IDD 6.7% (n=23)
Substance-Induced Psychotic Disorder 6.1% (n=21)
0% 20% 40% 60%

Prevalence (% of SMI individuals)

Individuals can have multiple diagnoses. Substance use disorders frequently co-occur with the SMI flag.

Table 4. Documented Diagnoses Among SMI Individuals Within the PSU Caseload, July - November
2025.

Methamphetamine Use Disorder 180 52.3%
Opioid Use Disorder 118 34.3%
Schizophrenia 98 28.5%
Alcohol Use Disorder 73 21.2%
Post-Traumatic Stress Disorder 66 19.2%
Personality Disorder NOS 51 14.8%
Psychosis NOS 39 11.3%
Depression 34 9.9%
Anxiety Disorder 33 9.6%
Major Depressive Disorder 26 7.6%
Borderline Intellectual Functioning / IDD 23 6.7%
Substance-Induced Psychotic Disorder 21 6.1%
Mood Disorder NOS 20 5.8%
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Diagnosis N Prevalence

Schizoaffective Disorder 20 5.8%
Bipolar Disorder 19 5.5%
Traumatic Brain Injury 12 3.5%
Adjustment Disorder 10 2.9%
Polysubstance Use Disorder 9 2.6%
Intermittent Explosive Disorder 8 2.3%
Sedative Use Disorder 5 1.5%
Disruptive Mood Dysregulation 2 0.6%
Benzodiazepine Use Disorder 1 0.3%
Discussion

Within the PSU caseload, individuals flagged as having serious mental illness had higher rates of prior
MDC bookings than non-SMI PSU bookings, even after adjusting for demographic characteristics, charge
severity, and cumulative prior incarceration time. The SMI vs non-SMI within-PSU adjusted IRRs ranged
from approximately 1.13 to 1.18 across 12- to 36-month lookback windows. We emphasize that this
contrast is conservative: because the comparison group is also PSU-served (a population that itself has
elevated prior bookings), the magnitude of observed associations should be treated as a lower bound on
the SMI vs general-MDC-population difference. The fact that significant SMI vs non-SMI differences are
detectable even within PSU strengthens confidence that the SMI flag identifies a distinguishable high-
need subgroup.

Housing instability at booking was substantially associated with elevated prior booking counts among
PSU bookings, and the combined association of SMI and homelessness exceeded that of either factor
alone, though subadditively. SMI individuals who were also flagged as homeless had the highest absolute
mean prior bookings (3.04 at 12 months), compared to 1.66 for non-SMI housed PSU individuals. Among
SMI individuals, substance use disorder, particularly methamphetamine and opioid use disorders, were
the most prevalent recorded co-occurring diagnoses.

Our findings are broadly consistent with prior research documenting elevated rates of criminal justice
involvement among individuals with serious mental illness (Zgoba et al., 2020; Zottola et al., 2019) and
those experiencing homelessness (Garcia-Grossman et al., 2022). The pattern for individuals with both
SMI and homelessness suggests overlapping rather than independent pathways to criminal-justice
involvement. Despite this overlap, individuals with both conditions still had the highest absolute rates of
prior bookings, underscoring the compounded challenges faced by this subgroup. National data point to a
similar pattern: estimates from the Pew Charitable Trusts indicate that more than 1 in 9 adults with co-
occurring mental illness and substance use disorders are arrested annually, with those who have
methamphetamine use disorder facing particularly elevated arrest rates (Pew Charitable Trusts, 2023).

Several limitations should be considered when interpreting these findings. First, the analytic sample is
restricted to the PSU caseload, and the SMI flag is recorded by PSU clinical staff. This is the most
consistently available in-jail behavioral health signal in our current data, but it is not a universal screen
administered to every MDC booking. As a result, individuals with SMI who do not enter the PSU during
their reference booking are not represented in the SMI group, and this report systematically undercounts
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true MDC SMI prevalence. A defensible jail-wide baseline requires a universal intake screen (e.g., the
Brief Jail Mental Health Screen), but as of the time we are drafting the report, we do not have access to
this data. Second, the within-PSU contrast is a conservative test of SMI-related differences: both groups
are PSU-served, so the comparison group itself is a high-need subgroup with elevated prior bookings,
homelessness, and substance use relative to the general MDC population. Observed IRRs should be
interpreted as lower bounds on the SMI vs. general-population association. Third, our observational,
retrospective design precludes causal inference; unmeasured confounding (e.g., community-based
treatment utilization, criminogenic need, policing patterns) may influence the observed associations.
Fourth, the diagnostic mix within SMI individuals shows that substance use disorders frequently co-occur
with the SMI flag, and the booking-charge data available to us cannot distinguish whether elevated
bookings are driven specifically by SMI symptoms versus substance use behaviors versus other
contextual factors. Fifth, bookings capture only criminal activity that results in arrest and detention,
thereby underestimating overall law-enforcement contact, especially for SMI individuals, whose
encounters often involve public-order issues or welfare checks that do not result in formal charges.

Beyond these methodological limitations, several scope limitations are important to flag.

1. The report tracks the PSU caseload restricted to SMI vs non-SMI; this is not equivalent to the
population of all MDC inmates with SMI.

2. The analytic sample follows one cohort across bookings over a single five-month window, so the
report cannot, on its own, describe SMI prevalence trends in the overall jail population over time;
the SMI Prevalence Over Time subsection provides a partial view using the same PSU-based flag,
but a defensible jail-wide trend requires a universal intake screen.

3. The report does not evaluate existing Bernalillo County behavioral health, diversion, or reentry
initiatives, including Stepping Up, the Resource Reentry Center, Community Connections
Supportive Housing, McClendon settlement-driven psychiatric services, LEAD, or the Mobile
Crisis Teams. A comprehensive evaluation would require linked data across DBHS/BHI
programs that are not currently available to our team.

4. The available data cannot determine whether elevated bookings among SMI individuals are
attributable specifically to mental illness, substance use, housing instability, criminogenic need,
policing patterns, or other unmeasured factors. Relatedly, we were unable to explore whether the
associated booking charges were specifically for crimes related to underlying SMI or substance-
related needs.

5. Findings on homelessness and substance use should be considered informational characteristics
of the SMI subgroup, not evidence of program success or diversion effectiveness. Accordingly,
this report should not be used as a standalone Stepping Up Initiative report.

Despite these limitations, the findings have implications for policy and practice in Bernalillo County. The
within-PSU association between SMI flagging and prior bookings, and the further amplification of that
association among SMI individuals who were also flagged as homeless, suggest that the SMI subgroup
within the PSU caseload faces overlapping challenges that single-domain interventions are unlikely to
address on their own. Housing-focused approaches (e.g., Housing First models, locally Community
Connections Supportive Housing) have shown promise for individuals with complex behavioral health
needs, though effects on mental health symptoms and criminal-justice outcomes have been more variable
across studies (Aubry et al., 2020; Tsai, 2020). Voluntary community-based programs document low
treatment attendance and high dropout rates among individuals with serious psychiatric conditions;
mandated interventions such as assisted outpatient treatment (a civil court process) have shown more
consistent treatment-adherence and arrest-reduction effects (Swartz et al., 2024). For SMI individuals
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whose diagnostic profile includes substance use disorders, integrated approaches combining medication
for opioid use disorder, contingency management for stimulant use disorders, and court oversight may be
appropriate where clinically indicated.

Recent policy developments offer potential templates for operationalizing these integrated approaches.
California’s Advancing and Innovating Medi-Cal program became the first to receive federal approval for
Medicaid-reimbursed pre-release services in jails and prisons, providing reentry care planning, enhanced
care management, medication-assisted treatment, and housing supports (California Health Care
Foundation, 2023, 2025). Locally, Bernalillo County has operated the Resource Reentry Center since
2015. CARA’s 2023 process evaluation found that individuals who completed voluntary transition plans
had significantly fewer bookings in the two years following release compared to the two years prior,
though selection bias limits causal inference (Sanchez, 2023). The voluntary nature of RRC participation
may limit its reach to individuals most in need; for the SMI subgroup specifically, enhanced outreach or
structured accountability mechanisms (e.g., AOT or court-coordinated reentry) may be necessary to
improve outcomes. This report does not evaluate the RRC or any other county program; it is descriptive.

Future research should build on these findings in several directions. First, replacing the PSU-recorded
SMI flag with a universal intake screen (e.g., the Brief Jail Mental Health Screen) would produce a
defensible jail-wide SMI baseline and would allow direct SMI vs. general-population contrasts that are
not constrained by the conservative within-PSU comparison used here. Second, linking jail booking
records to law enforcement arrest data from the Bernalillo County Sheriff’s Office and Albuquerque
Police Department would provide a more complete picture of criminal-justice contact, including
encounters that do not result in detention. The CJCC may be positioned to facilitate data-sharing
agreements that would support this work. Similarly, linking to court administrative data would clarify
case dispositions, processing timelines, and the use of diversion or specialty court programs for SMI
individuals. Third, extending behavioral-health analyses beyond the PSU caseload by linking MDC
booking data to community-based behavioral health and reentry programs in the county (e.g., DBHS/BHI
Care Manager records, LEAD, CCSH, Mobile Crisis Team) is a meaningful next step. ISR has previously
evaluated several of these programs individually, but consistent data sharing across the continuum of care
has historically been a barrier. If CJCC and county partners have an interest in supporting longitudinal
data sharing across these programs, we are happy to scope what a cross-program integration would look
like; linked data of this kind would, for the first time, allow defensible evaluation of whether community-
based services are reducing jail contact among people with SMI in Bernalillo County.

References

Ager, E. E., Hewlett, M. M., Augustine, D., Perry, E., Kanzaria, H. K., Perez, K., Izenberg, J., & Raven,
M. C. (2025). Homelessness following jail exit among previously housed individuals. Journal of Urban
Health, 102, 152—-162.

Applegate, B. K., Pasquire, N., & Ouellette, H. M. (2025). The prevalence of physical and mental health
multimorbidity among people held in U.S. jails. Health & Justice, 13(1), 1-12.

Batistich, M. K., Evans, W. N., & Phillips, D. C. (2025). Reducing the burden of mental illness on the

criminal justice system: Evidence from light-touch outreach. Journal of Urban Economics, 145, 103649.
https://doi.org/10.1016/j.jue.2024.103649

Bronson, J., & Berzofsky, M. (2017). Indicators of mental health problems reported by prisoners and jail

inmates, 2011-12 (NCJ 250612). U.S. Department of Justice, Bureau of Justice Statistics.
https://bjs.ojp.gov/content/pub/pdf/imhprpjil 112.pdf

16


https://doi.org/10.1016/j.jue.2024.103649
https://bjs.ojp.gov/content/pub/pdf/imhprpji1112.pdf

Bronson, J., Stroop, J., Zimmer, S., & Berzofsky, M. (2017). Drug use, dependence, and abuse among
state prisoners and jail inmates, 2007-2009 (NCJ 250546). U.S. Department of Justice, Bureau of Justice
Statistics. https:/bjs.ojp.gov/content/pub/pdf/dudaspii0709.pdf

Brooks, L., Kang, A., Gonsalves, G., Zwick, J., Shulman, M. E., Gallo, W. T., & Batchelder, A. W.
(2023). Experience delivering an integrated service model to people with criminal justice system
involvement and housing insecurity. BMC Public Health, 23(1), 222.

Cates, V., & Brown, H. (2023). Medications for opioid use disorder during incarceration and post-release
outcomes: A systematic review. Journal of Substance Abuse Treatment, 145, 108955.

Cohen, T. H., Lowenkamp, C. T., & VanBenschoten, S. (2024). Do mental health and substance use
disorders predict general recidivism? A machine learning approach. Criminal Justice and Behavior,
51(1),3-24.

Connecticut Coalition to End Homelessness. (2019). Homelessness in Connecticut. Hartford, CT: Author.

DiRosa, E. A, et al. (2025). Mental healthcare practices from entry to release in U.S. jails: A qualitative
study. BMC Health Services Research, 25, 1355. https://doi.org/10.1186/s12913-025-13507-w

Drake, R. E., Essock, S. M., Shaner, A., Carey, K. B., Minkoff, K., Kola, L., Lynde, D., Osher, F. C.,
Clark, R. E., & Rickards, L. (2001). Implementing dual diagnosis services for clients with severe mental
illness. Psychiatric Services, 52(4), 469—476. https://doi.org/10.1176/appi.ps.52.4.469

Francois, J., Audrain-Pontevia, A.-F., Boudhraa, S., & Vial, S. (2024). Assessing the influence of patient
empowerment gained through mental health apps on patient trust in the health care provider and patient
compliance with the recommended treatment: Cross-sectional study. JMIR Mental Health, 11, e12345.

Gendreau, P., Little, T., & Goggin, C. (1996). A meta-analysis of the predictors of adult offender
recidivism: What works! Criminology, 34(4), 575-608.

Hachtel, H., Vogel, T., & Huber, C. G. (2019). Mandated treatment and its impact on therapeutic process
and outcome factors. Frontiers in Psychiatry, 10, 219. https:/doi.org/10.3389/fpsyt.2019.00219

Herbert, C. W., Morenoff, J. D., & Harding, D. J. (2015). Homelessness and housing insecurity among
former prisoners. RSF: The Russell Sage Foundation Journal of the Social Sciences, 1(2), 44—79.

Holliday, S. B., Pace, N. M., Gowensmith, N., Packer, 1., Murrie, D., Virani, A., Han, B., & Hunter, S. B.
(2020). Estimating the size of the Los Angeles County jail mental health population appropriate for
release into community services. Santa Monica, CA: RAND Corporation.

Horn, B. P., Li, X., McCrady, B., Guerin, P., & French, M. T. (2020). Cost-effectiveness analysis of a
large jail-based methadone maintenance treatment continuation program in New Mexico. Journal of
Substance Abuse Treatment, 115, 108042.

Jones, M. (2019). Does criminalization of homelessness reduce homelessness? Journal of Urban Affairs,
41(3), 379-400.

Kushel, M., & Kanzaria, H. K. (2022). Community supervision, housing insecurity, and homelessness.
The ANNALS of the American Academy of Political and Social Science, 701(1), 152—171.

17


https://bjs.ojp.gov/content/pub/pdf/dudaspji0709.pdf
https://doi.org/10.1186/s12913-025-13507-w
https://doi.org/10.1176/appi.ps.52.4.469
https://doi.org/10.3389/fpsyt.2019.00219

Lutze, F. E., Rosky, J. W., & Hamilton, Z. K. (2014). Homelessness and reentry: A multisite outcome
evaluation of Washington State's reentry housing program for high risk offenders. Criminal Justice and
Behavior, 41(4), 471-491.

Miller, T. R., Weinstock, L. M., Ahmedani, B. K., Gould, M. S., & Coffey, C. E. (2024). Share of adult
suicides after recent jail release. JAMA Network Open, 7(5), €2410450.
https://doi.org/10.1001/jamanetworkopen.2024.10450

National Alliance on Mental Illness. (2025). Mental health by the numbers. https://www.nami.org/about-mental-

illness/mental-health-by-the-numbers/

Orr, J. A., Ray, B., & Lowder, E. M. (2025). Housing instability after incarceration: Findings from a
national survey. Journal of Criminal Justice, 92, 102145.

Peters, R. H., Wexler, H. K., & Lurigio, A. J. (2015). Co-occurring substance use and mental disorders in
the criminal justice system: A new frontier of clinical practice and research. Psychiatric Rehabilitation
Journal, 38(1), 1-6. https://doi.org/10.1037/prj0000135

Pew Charitable Trusts. (2023). More than 1 in 9 people with co-occurring mental illness and substance

use disorders are arrested annually. https://www.pew.org/en/research-and-analysis/issue-briefs/2023/02/over-1-in-9-
people-with-co-occurring-mental-illness-and-substance-use-disorders-arrested-annually

Saunders, H., & Rudowitz, R. (2022). Demographics and health insurance coverage of nonelderly adults

with mental illness and substance use disorders in 2020. Kaiser Family Foundation.
https://www.kff.org/medicaid/issue-brief/demographics-and-health-insurance-coverage-of-nonelderly-adults-with-mental-illness-
and-substance-use-disorders-in-2020/

Steadman, H. J., Deane, M. W., Morrissey, J. P., Westcott, M. L., Salasin, S., & Shapiro, S. (1999). A
SAMHSA research initiative assessing the effectiveness of jail diversion programs for mentally ill
persons. Psychiatric Services, 50(12), 1620-1623.

Steadman, H. J., & Naples, M. (2005). Assessing the effectiveness of jail diversion programs for persons
with serious mental illness and co-occurring substance use disorders. Behavioral Sciences & the Law,
23(2), 163-170.

Steadman, H. J., Osher, F. C., Robbins, P. C., Case, B., & Samuels, S. (2009). Prevalence of serious
mental illness among jail inmates. Psychiatric Services, 60(6), 761-765.

Steadman, H. J., Redlich, A., Callahan, L., Robbins, P. C., & Vesselinov, R. (2011). Effect of mental
health courts on arrests and jail days: A multisite study. Archives of General Psychiatry, 68(2), 167-172.

Substance Abuse and Mental Health Services Administration. (2024). Mental health and substance use
co-occurring disorders. https://www.samhsa.gov/mental-health/mental-health-substance-use-co-occurring-disorders

Swanson, J. W., Stenger, M., Easter, M. M., Bareis, N., Chwastiak, L., Dixon, L. B., Edlund, M. J.,
Graupensperger, S., Guyer, H., Monroe-DeVita, M., Olfson, M., Stroup, T. S., Winans, K. S., & Swartz,
M. S. (2025). Mental disorders and criminal legal involvement: Evidence from a national diagnostic
epidemiological survey. PLOS ONE, 20(1), €0298765.

Teplin, L. A. (1990). The prevalence of severe mental disorder among male urban jail detainees:
Comparison with the Epidemiologic Catchment Area program. American Journal of Public Health, 80(6),
663—-669.

18


https://doi.org/10.1001/jamanetworkopen.2024.10450
https://www.nami.org/about-mental-illness/mental-health-by-the-numbers/
https://www.nami.org/about-mental-illness/mental-health-by-the-numbers/
https://doi.org/10.1037/prj0000135
https://www.pew.org/en/research-and-analysis/issue-briefs/2023/02/over-1-in-9-people-with-co-occurring-mental-illness-and-substance-use-disorders-arrested-annually
https://www.pew.org/en/research-and-analysis/issue-briefs/2023/02/over-1-in-9-people-with-co-occurring-mental-illness-and-substance-use-disorders-arrested-annually
https://www.kff.org/medicaid/issue-brief/demographics-and-health-insurance-coverage-of-nonelderly-adults-with-mental-illness-and-substance-use-disorders-in-2020/
https://www.kff.org/medicaid/issue-brief/demographics-and-health-insurance-coverage-of-nonelderly-adults-with-mental-illness-and-substance-use-disorders-in-2020/
https://www.samhsa.gov/mental-health/mental-health-substance-use-co-occurring-disorders

Vera Institute of Justice. (2020, August). No access to justice: Breaking the cycle of homelessness and

jail. https://www.vera.org/publications/no-access-to-justice-breaking-the-cycle-of-homelessness-and-jail

Wang, L. (2025, February 11). Jailing the homeless: New data shed light on unhoused people in local
jails. Prison Policy Initiative. https:/www.prisonpolicy.org/blog/2025/02/11/jail_unhoused_bookings/
Wells, M., Kelly, P. J., Robson, D., Haynes, C., Hatton, E., & Larance, B. (2024). Systematic review of

treatment completion rates and correlates among young people accessing alcohol and other drug
treatment. Drug and Alcohol Dependence, 261, 111356. https://doi.org/10.1016/j.drugalcdep.2024.111356

Westerberg, V. S., McCrady, B. S., Owens, M., & Guerin, P. (2016). Community-based methadone
maintenance in a large detention center is associated with decreases in inmate recidivism. Journal of
Substance Abuse Treatment, 70, 1-6.

Zellmer, L., Van Siclen, R., Bodurtha, P., Drawz, P. E., Waring, S. C., Chamberlain, A. M., Sabayan, B.,
Johnson, S. G., Margolis, K., Rossom, R., Vickery, K. D., & Winkelman, T. N. A. (2025). Estimating
health condition prevalence among a statewide cohort with recent homelessness or incarceration. Journal
of General Internal Medicine, 40(15), 3733—3742. https:/doi.org/10.1007/s11606-025-09012-5

Zgoba, K. M., Reeves, R., Tamburello, A., & Debilio, L. (2020). Criminal recidivism in inmates with
mental illness and substance use disorders. Journal of the American Academy of Psychiatry and the Law,
48(2), 209-215.

Zottola, S. A., Desmarais, S. L., Lowder, E. M., & Van Dorn, R. A. (2019). Assessing change in mental
health symptoms during jail detention. Psychological Services, 16(1), 44-52.

19


https://www.vera.org/publications/no-access-to-justice-breaking-the-cycle-of-homelessness-and-jail
https://www.prisonpolicy.org/blog/2025/02/11/jail_unhoused_bookings/
https://doi.org/10.1016/j.drugalcdep.2024.111356
https://doi.org/10.1007/s11606-025-09012-5

