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Purpose: The prison-to-community transition period is one of high risk and need, particularly for those with mental illness. Some individuals cycle in and out of prison for short periods with little opportunity for mental health stabilization or service planning either in prison or the community. This study describes the socio-demographic, clinical and criminal justice characteristics of individuals with mental illness and frequent, brief periods of imprisonment, examines continuity of mental health care between prison and the community for this group, and reports on their post-release mental health and criminal justice outcomes.

Design/methodology/approach: This study examined a sample of 275 men who had recently entered prison in New South Wales (NSW), Australia, who had been charged with relatively minor offenses and had been identified on reception screening as having significant mental health needs. Baseline demographic and mental health information was collected via interview and file review and contacts with the prison mental health service were recorded for the period of incarceration. Follow-up interviews were conducted 3 months post-release to determine level of health service contact and mental health symptoms. Information on criminal justice contact during the 3 month period was also collected.

Findings: The majority (85.5%) of the sample had contact with a mental health professional during their period of incarceration. Mental health discharge planning was, however, lacking, with only one in 20 receiving a referral to a community mental health team (CMHT) and one in eight being referred for any kind of mental health follow-up on release. Of those followed up 3 months post-release (n = 113), 14.2% had had contact with a CMHT. Of those released for at least 3 months (n = 255), one in three had received new charges in this period and one in five had been reincarcerated.

Conclusion: Continuity of mental health care for those exiting prison is poor, particularly for those with mental health needs experiencing brief periods of imprisonment, and rates of CMHT contact are low in the immediate post-release period. These findings suggest a need for early identification of individuals in this group for timely commencement of intervention and release planning, and opportunities for diversion from prison should be utilized where possible.
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Introduction

Studies of the prevalence of mental illness in prisons worldwide have found higher rates in prison than in the general community (1). In Australia, it is estimated that 40% of individuals in prison have a mental health condition (2), approximately double the rate of 20.1% in the general population (3), and even higher when the relative presence of serious mental illnesses such as psychosis are considered (4). Some individuals with serious mental illness will experience a “revolving door” of multiple short periods of incarceration; one study in the United States finding that those with any major mental disorder diagnosis were nearly two and a half times more likely to experience four or more incarcerations in a 6-year period than those without any diagnosis (5). Amongst those with mental illness in prison, a serious mental illness diagnosis (schizophrenia spectrum/bipolar affective disorder) has been shown to be associated with a higher rate of return to prison within a year of release (6). Short periods of incarceration present little opportunity for mental health stabilization or care planning either in prison or in the community, leading to particularly poor outcomes for individuals and a burden on health and justice systems (5, 6).

Mental health services in prison are consistently assessed as being under-resourced for the level of need (7), and those with mental illness frequently receive inadequate and fragmented care and support both during their time in prison and in the transition period from prison to community. Short sentences are likely to be an important factor; in 2019–2020 the median custodial sentence length in Australia was 9 months, and over a third (35%) of sentences were <6 months long (8). This means that in many cases there is little time to identify and address the factors – including mental ill health – that have contributed to the circumstances leading to imprisonment, and to work collaboratively with public mental health services (in Australia, community mental health teams) to ensure the smooth transition of mental health care from prison to community. Rehabilitation and returning healthier individuals to their communities should be a goal of correctional systems; instead, there is evidence for significant harmful effects of incarceration, which first disrupts and then becomes an ongoing barrier to stable housing, income, support systems and mental health care (9), and in itself increases the risk of re-incarceration for those with mental illness (10).

Despite the critical importance of continuity of care for those with serious mental illness, discharge planning for those transitioning from prison to the community is often inadequate, particularly for unsentenced prisoners where there is uncertainty around discharge (11). Evidence suggests that intervention during this period can improve post-release contact with mental health services in the community (12), which can impact on risk of reoffending. Those who receive outpatient or case management mental health services in the early post release period have been found to be less likely to be reincarcerated within 3 months of release (10) and conversely, a recent study (13) found that treatment disengagement resulted in a threefold increase in risk of reoffending for offenders with psychosis. The relationship between mental health treatment and reoffending, however, is not straightforward, with some studies finding mental health treatment post-release from prison to be associated with an increase in the likelihood of reincarceration, likely due in part to higher levels of monitoring and the confounding effects of illness severity (14, 15).

Whatever the cause, those with serious mental health issues and multiple short-term incarcerations account for a disproportionate amount of overall health service use (6). However, little is known about this group in terms of sociodemographic profile and patterns of mental health care both in prison and post-release. Studies examining outcomes for those with mental illness post-release from prison most often rely on data linkage: such studies have shown that rates of community mental health service contact in the post-release period are low (16), and those with mental illness are more likely to experience poor outcomes related to suicide and self-harm (17, 18) as well as higher mortality rates (19, 20). These studies do not, however, provide information on outcomes for the specific group of those who have both mental illness and short, frequent periods of incarceration. A handful of studies have prospectively followed up participants post release from prison and have found mental health impairment, drug and alcohol use and psychological distress persists beyond the period of incarceration (16, 21). However, most prospective studies of this nature recruit sentenced prisoners due to them having predictable release dates; meaning that those on remand and those who end up spending only short periods in prison are unlikely to be captured.

This study aims to prospectively examine continuity of mental health care for a sample of men with mental illness experiencing a short period of imprisonment, by determining rates of referral to community mental health services on release and rates of community mental health service contact post-release. The socidemographic, clinical and criminal justice characteristics of this group are described, as well as patterns of mental health care both in prison and in the early post-release period. Finally, mental health and criminal justice outcomes at 3 months post release are presented.



Method


Setting and sample

The study sample was recruited from the Metropolitan Reception and Remand Center (MRRC) at Silverwater Correctional Complex in Sydney, one of the main reception centers for men entering prison in New South Wales (NSW). All individuals in prison undergo a health screening process upon reception which is completed by a primary care nurse. Health information is recorded and referrals generated to specialist prison health services as needed (e.g., mental health service, general practitioner, drug and alcohol service). Between March 2019 and March 2020, all individuals entering prison at the MRRC during this period were identified through the electronic Patient Administration System (PAS) and were deemed eligible if they had been identified as having significant mental health care needs (as indicated by a referral to prison mental health services following reception screening upon entry), as well having only minor or non-indictable charges (i.e., unlikely to result in a long sentence) or a sentence of <6 months. Individuals were ineligible if they had previously been approached by the researchers for participation in this study during a prior period of incarceration. Each working day during the recruitment period, all eligible individuals who had arrived at the MRRC within the previous 48 h were identified, randomized using a random number generator, and approached in that order. Participation was voluntary and informed consent was obtained to conduct an interview, to obtain collateral information via file and electronic databases, and to contact the participant post-release. Participants received $10 if they completed an interview, deposited into their prison account.

At 3 months post-release, participants were contacted for follow-up. For those in the community, this involved calling individuals on the contact number provided at initial interview. If unable to reach participants on their provided number, secondary contacts were contacted for the purpose of obtaining new contact details for the participants. Researchers attempted to contact participants for up to a week before they were classified as “lost to follow-up” if contact was unsuccessful. Individuals who were reincarcerated at the 3 month point were interviewed face-to-face if they were located at MRRC, or by phone at the prison where they were located, facilitated by health staff at that center. Participants received a further $10 at follow-up, in the form of a supermarket voucher if interviewed by phone in the community, and by deposit into their prison account if the follow-up interview occurred when they had returned to prison. Follow-up data collection continued until September, 2020.



Measures
 
Baseline and follow-up interviews

Interviews of approximately an hour long were completed by two research project officers; a forensic psychologist (CB) and a registered mental health nurse (PC). Interviews consisted of questionnaires developed specifically for the study, recording self-reported socio-demographic, clinical, substance use and criminal justice information, as well as the Prison Mental Health Screening (PMHS) tool (Supplementary file 1), a brief mental health reception screening instrument developed for this study by the researchers. The PMHS covers self-reported history of psychiatric diagnoses, history of mental health treatment, history of suicide attempts and self-harm and current suicidal ideation. The presence of key psychiatric symptoms experienced historically and currently (within the last month) were also elicited and encompassed six symptoms of psychosis (hallucinations, paranoia, unusual beliefs, thought broadcasting, thought interference, ideas of reference) and six mood symptoms (low mood, loss of pleasure, mania, reduced functioning, concentration difficulties, sleep disturbance).

A contact sheet was also completed, to record participants' likely contact details upon release for follow-up purposes, as well as details of a secondary contact person and community mental health team (CMHT) they had had contact with, if relevant.

Following the baseline interview, a file review of the participant's prison health record was conducted to collect collateral sociodemographic, criminal justice and mental health information according to a file review template developed for the purpose of this study (Supplementary file 2) Diagnostic information presented in the current analysis reflects information obtained from the health record, and in the absence of a record (n = 25), self-report diagnoses were obtained from the baseline interview.

The 3 month follow-up interview took up to 30 min and utilized a template developed by the research team to complement data collected at baseline (Supplementary file 3). The questionnaire sought information about contact with Community Mental Health Teams and any other mental health services received since release, including therapy or counseling (“In the last 3 months, did you receive any therapy where you and your keyworker or other clinician explored your thoughts, feelings, and beliefs about your symptoms and illness and came up with new ways of understanding them and coping?”). Participants were also asked about recent mental health symptoms (in the same format as at baseline interview), current use of prescribed medication for mental health, and substance use since release.



Primary outcome: Continuity of mental health care

Continuity of care was firstly measured by determining the proportion of those participants who were released by the end of the data collection period (n = 271) who received a referral from the prison mental health service to a Community Mental Health Team at the time of their release. When participants were released, details of any referrals made to community-based services for the purposes of mental health care were obtained from prison health service (i.e., Justice Health and Forensic Mental Health Network) electronic health records.

The proportion of those in the follow-up group (n = 113) who had any contact with a Community Mental Health Team in the 3 months post-release (as reported during the follow-up interview) was the second measure of continuity of care.



Secondary outcomes

Mental health care in prison was determined by examining contacts with prison mental health services as recorded on the electronic Patient Administration System. For each participant, for a period of 6 months post-reception, details of all mental health contacts were recorded.

Post-release clinical outcomes were derived from the 3 month follow-up interview and examined mental health symptoms, medication and substance use since release.

Reoffending outcomes were determined 3 months post-release through Corrective Services NSW electronic records. New charges were recorded as well as whether the participant was reincarcerated in the 3 month period (defined as returning to prison custody, not including police cells).




Statistical analysis

Statistical analyses were conducted using SPSS Statistics 27. Descriptive statistics for the overall sample and the follow-up sample were obtained and Chi-Square analyses used to determine differences between those followed up at 3 months and those not followed up with regard to key socio-demographic, criminal justice and mental health variables. A figure was produced to present the proportion of released participants who received a referral for mental health care, and the proportion of those followed up who had contact with a Community Mental Health Team. Chi-square and logistic regression analyses were conducted to make comparisons between the group referred to mental health services when released and those who were not referred, as well as those reincarcerated within 3 months vs. those who were not.




Results


Results of recruitment

During the recruitment period, 5,568 individuals entered prison at the MRRC of which 2,123 (38%) were referred to prison mental health services (Figure 1). Of these, 1,283 (60%) were charged with minor (i.e., non-indictable) offenses or had been sentenced to a period of imprisonment of under 6 months. A small number of these (37; 3%) were excluded on the grounds of having previously been approached, leaving 1,246 eligible (59%). Time and resource constraints (such as limited daily ‘out of cell' hours in which to conduct interviews, limited dedicated interview spaces within the prison, and frequent prison lockdowns) allowed researchers to attempt to approach 516 (41%) of those eligible during the recruitment period. Of these, 241 (47%) were not able to be interviewed: 105 (44%) declined, 102 (42%) were unavailable (e.g., at court or other appointments), 23 (10%) were unsuitable (e.g., due to incapacity arising from their mental state or risks arising from their behavioral presentation), nine (4%) were released prior to approach, and two (<1%) were unable to be interviewed due to inadequate English proficiency. In total, 275 of the individuals approached (53%) consented to and completed the baseline data collection interview.


[image: Figure 1]
FIGURE 1
 Participant recruitment process.


Follow-up interviews were conducted with 113 participants (41.1%) at 3 months post-release. Of the remaining individuals who were not interviewed at followed up (n = 162; 58.9%), 100 were lost to follow-up, 13 declined to continue with the study and 49 were either released after the follow-up data collection period ended (September 2020) or had not reached 3 months post-release by the end of the period.



Sample description
 
Socio-demographic and criminal justice characteristics

The sociodemographic and criminal justice characteristics of the total sample at baseline interview are presented in Table 1. Participants' ages ranged from 18 to 76 years [median = 37, Interquartile Range (IQR) = 28–48]. One quarter (25.8%) identified as Aboriginal and/or Torres Strait Islander. Over half of the sample (58.9%) reported being single. A third (33.5%) had an educational attainment below tenth grade level (i.e., end of secondary schooling) and three quarters (74.9%) were unemployed at the time when they were charged with the current offense/s. Nearly one in five reported being homeless or in unstable accommodation at the time they were charged. Nearly half (47.2%) reported a family history of mental illness.


TABLE 1 Sociodemographic and criminal justice characteristics of the interviewed sample at baseline.

[image: Table 1]

The majority of the sample were on remand (88%) with a small proportion (12%) having already been sentenced to a period of <6 months, and 41.5% of the sample had been charged with a violent offense. The majority had been incarcerated before, with this being the first time in prison for only 16.4% of the sample.



Clinical characteristics and previous community mental health team contact

By definition all participants (n = 275) had been referred to prison mental health services on reception screening. Approximately a third (30.5%) were also referred to drug and alcohol services (Table 2). The majority of the sample (89.8%) had a self-reported history of being prescribed psychiatric medication and 61.8% reported a history of hospital admissions for mental illness. Review of individual prison health records revealed that the majority (97.5%) had received a mental health diagnosis from a mental health professional in their lifetime; just over half (54.2%) had been diagnosed with a serious mental illness (schizophrenia, psychotic disorders, bipolar disorder) and 65.5% had received a common mental disorder diagnosis (depression, anxiety). In terms of self-reported symptoms, 94.5% reported experiencing at least one mental health symptom in the last month. Two thirds (66.2%) reported psychotic symptoms in the last month (of whom 60.4% had a serious mental illness diagnosis, and 39.6% had not); and 85.1% reported having experienced lifetime psychotic symptoms.


TABLE 2 Clinical characteristics of the interviewed sample at baseline.

[image: Table 2]

A small proportion of the total sample (7.3%) was referred from reception screening to the Risk Intervention Team for assessment and management of acute suicide and self-harm risk. Half of the sample (50.9%) had a history of self-harm or suicide attempts and over a quarter (28.7%) reported suicidal thoughts or ideation in the past week.

The majority of the sample (80%) had engaged in illicit drug use in the 3 months prior to prison and, of these, 66.4% reported using daily (53.5% of the total sample). Nearly two-thirds (64.7%) reported consuming alcohol in the 3 months prior.

A quarter of the total sample (25.1%) reported having past contact with a community mental health team (CMHT) and 12.4% were linked in with a team at the time of coming into prison.



Comparison between those completing the post-release 3-month interview and those lost to follow-up

No significant differences were found between those who were followed up by the research team at 3 months (n = 113) and those not followed up (i.e., those either lost to follow-up or those who had not reached the 3-month post-release point before the end of the data collection period; n = 149), in terms of key sociodemographic or criminal justice variables (Table 3). Those who were not followed up were significantly more likely to have reported a history of psychotic symptoms at baseline interview ([image: image] = 3.97, p < 0.05) but no more likely to have a diagnosis of serious mental illness or to have reported recent psychotic symptoms. There was also no significant difference between the groups in terms of having been prescribed medication for their mental health, history of hospitalization, suicide/self-harm history, drug use (any use of drugs in the 3 months prior to prison, or daily use), prior contact with community mental health services, or referral for mental health care at release.


TABLE 3 Comparison of baseline characteristics of participants followed up by the research team at 3 months post release with those lost to follow-up.
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Mental health contacts during incarceration and circumstances of release

The majority (85.5%) of the total sample had contact with the prison mental health service during their period of incarceration. Three quarters of the sample (74.5%) were seen within a week of being referred and 80.7% had been seen within the first month. A small percentage (4.8%) waited for more than a month to be seen while 14.5% were released before they had any mental health service contact. Those who did not have contact with mental health services before release spent a median of 16 days in custody (IQR = 3–49).

The majority of the sample spent <6 months in prison following the baseline interview (77.5%). More than one in five (22.2%) were released and reincarcerated at least once in this time. Within 6 months of the baseline interview, 88.7% had seen a prison mental health professional at least once, most commonly a mental health nurse (88.0%); 38.2% had seen a psychiatrist. Over half (57.8%) were seen more than once during this period. The median number of mental health contacts was 2 (IQR = 1–4).

Just over half (55%) of those released during the study period (n = 271), had a set date for release, either to parole or due to their sentence coming to an end. The other half (45%) had uncertainty around release, and were released from court, due to either being granted bail, given an alternative to a custodial sentence (e.g., community corrections order, other penalty such as a fine imposed), having charges dismissed or being disposed of under the Mental Health (Forensic Provisions) Act 1990 (22).



Referral to mental health services at time of release

Of all those released, 18 (6.6%) were referred by the prison mental health service to a community mental health team at time of release and 17 (6.3%) were either referred elsewhere for mental health care (e.g., GP or other primary care provider, n = 10), referred by Parole (n = 1), or released under a mental health order (Section Sample description or Section Mental health contacts during incarceration and circumstances of release of the Mental Health Act), (n = 6) meaning that some kind of mental health care was mandated (Figure 2). In total, 35 (12.9%) of participants in our sample received a referral or order for mental health care post-release.


[image: Figure 2]
FIGURE 2
 Proportion of released participants who received a referral for mental health care, and proportion of those interviewed at follow-up who had contact with a Community Mental Health Team.


While there was no significant difference in the sociodemographic profile of those referred vs. those not referred (Table 4), participants with violent charges were twice as likely to receive a referral or order for mental health care (OR = 2.13, 95% CI = 1.04, 4.36). Those referred were six times more likely to have a diagnosis of serious mental illness (OR = 6.00, 95% CI = 2.25, 16.00), and more than two and half times more likely to have reported recent psychotic symptoms at time of prison entry (OR = 2.77, 95% CI = 1.11, 6.94). They were also four times more likely to have had past contact with a Community Mental Health Team (OR = 4.11, 95% CI = 1.94, 8.71) and around three and a half times more likely to have been linked in with a team at the time of entering custody (OR = 3.63, 95% CI = 1.55, 8.49).


TABLE 4 Comparison of characteristics of participants who received a referral or order for mental health care post-release, with those not referred.
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Post-release community mental health contact

Of those who engaged in a follow-up interview 3 months post-release (n = 113, Figure 2), only 16 (14.2%) had been in contact with a community mental health team, of whom five had been referred to a team at time of release, one had received a referral to another mental health care provider, and 10 had received no referral for mental health follow-up.



Post-release clinical and reoffending outcomes

Of those followed up by the research team, 46 (40.7%) reported receiving therapy or counseling in the 3 months since release and 74 (65.5%) reported currently taking medication for mental health. Around three quarters (73.5%) reported experiencing at least one mental health symptom from the screening tool within the previous month, compared with the 94.5% who reported at least one symptom at baseline; and 43.4% reported at least one recent psychotic symptom at follow-up as compared with 66.2% at baseline. Around half of the sample (54%) reported consuming alcohol in the 3 months post release compared with 64.7% at baseline, and a similar proportion (48.7%) reported use of illicit drugs compared to the 80% reported at baseline. Nearly one in five (19.5%) reported using illicit drugs daily, less than the 66.4% reported at baseline.

Of those who had been released, reached 3 months post-release within the data collection period, and who had agreed to continue their participation in the study (n = 255), a third (32.9%, n = 84) had received further charges including for technical violations (i.e., breach of orders) and 8.2% (n = 21) had received further charges for violence. One-fifth (21.6%, n = 55) had been reincarcerated within 3 months. Those reincarcerated within 3 months were more likely to be Aboriginal and/or Torres Strait Islander (OR = 2.36, 95% CI = 1.25, 4.46), to have been charged with non-violent offenses at time of baseline interview (OR = 1.95, 95% CI = 1.03, 3.73) and to have experienced previous incarceration (OR = 12.26, 95% CI = 1.64, 91.48), but no more likely to have been homeless or unemployed prior to custody, or to have an education level of less than year 10 (Table 5). There was no significant association found between clinical factors at baseline (psychiatric medication, psychiatric admissions, serious mental illness diagnosis, or psychotic symptoms) and reincarceration within 3 months. There was also no significant association found between previous contact with a community mental health team, mental health referral at release, history of self-harm or suicide attempts, or drug use, and reincarceration within 3 months.


TABLE 5 Comparison of baseline sociodemographic, criminal justice and clinical characteristics of participants reincarcerated within 3 months of release, with those not reincarcerated.
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Discussion

In this Australian study of a sample of men spending short periods of time in prison and presenting on reception with significant mental health needs, very few were released from prison with evidence of mental health discharge planning. At 3 months post-release, the proportion experiencing significant mental health symptoms was lower than at baseline, but still high, and few reported having any contact with community mental health services since release. These findings support the need for a specific focus on developing mental health services and interventions for those spending relatively brief but disruptive periods in prison, a group often not considered in prison mental health research and service development efforts. While diverting these individuals from the criminal justice system where possible should remain a priority, improving continuity of care in the prison to community transition period is also important for addressing the overall burden of mental illness and unmet need amongst those with mental illness who have contact with the criminal justice system.


Main findings

Our sample was broadly comparable with surveys of prisoners conducted nationally and in NSW in terms of sociodemographic characteristics (2, 23). Our findings reflect that those in prison are amongst the most disadvantaged populations, with high rates of homelessness, unemployment, and previous incarcerations. A quarter of our sample identified as Aboriginal and/or Torres Strait Islander, highlighting the ongoing over-representation in Australian prisons of this group, who make up around 3.3% of the general population (24).

In our sample of individuals who had been referred to mental health services upon reception into prison, the majority reported that they had previously received a mental health diagnosis and been prescribed psychiatric medication. Around half had a serious mental illness diagnosis; the majority reported having ever experienced psychotic symptoms and two thirds of the sample reported experiencing psychotic symptoms in the past month. Despite high levels of psychiatric diagnosis and symptomatology, only a quarter of the sample had ever had contact with community mental health services and only a little over one in 10 were linked in with a team at the time of entering prison, likely reflecting the high level of unmet mental health need that this group experience even when in the community.

The majority of participants in our sample were seen by a mental health professional at least once during their time in prison, however around one in seven were released before having any contact with mental health services, indicating that a significant proportion of those identified as having mental health needs at reception screening are not receiving any mental health care during their short periods in custody. Evidence of planning for supporting continuity of mental health care following discharge was lacking: only around one in eight in our sample were released with a referral to a mental health care provider in the community or a mental health treatment order. In addition to the relatively short period of time spent by participants in prison (<6 months for more than three quarters of the sample), a key factor in the lack of care planning prior to release is likely to have been the unpredictability of release; almost half of the sample were released directly from court without warning. Discharge planning and effective handover of care is likely to be very difficult for prison mental health services to manage under these circumstances. Qualitative research conducted in NSW exploring the experiences of those involved in supporting the transition of individuals with serious mental illness from prison to the community (25) supports this, with prison health staff reporting difficulties in obtaining information about prisoner release. This suggests that strategies to improve communication and information sharing between health and court/correctional systems may lead to an increased rate of referral to community mental health services which would contribute to continuity of care for this group.

Another difficulty associated with uncertainty around release dates is securing stable accommodation at short notice. Almost one in five of our sample reported being homeless or in unstable accommodation at the time of prison entry, and we can surmise that at least this proportion, if not higher, would be released without having stable accommodation secured. As individuals are linked with community mental health teams based on geographical location, not having an address on release impacts the ability of prison staff to make a referral to a community mental health team. Even where a referral to a community mental health team is made, an individual with insecure housing or an itinerant lifestyle is likely to experience difficulties maintaining ongoing engagement with a team, and the ability of teams to locate patients in the community (if they do not self-present for care) is likely to be impacted. This suggests that discharge planning, including securing post-release accommodation, needs to occur very soon after prison entry for individuals identified as likely to spend a short period in prison, and that the provision of secure accommodation options for individuals exiting prison needs to be prioritized.

Low rates of referral and uncertainty around discharge considered, it is perhaps unsurprising that at 3 months post-release only 14.2% of those in our sample who were followed up by the research team had been in contact with a community mental health team. Less than half of these individuals, however, had been referred to a team at time of release from prison, indicating that they either sought out their own mental health care after release or were referred by other means, such as through parole or primary care providers. Around 40% of those interviewed by the research team reported that they had received therapy or counseling in the 3 months since release which reinforces that individuals are receiving mental health services independent to those provided by community mental health teams. The mental health needs of those exiting prison are clearly high; rates of emergency department attendance are elevated in this group (26), as are inpatient hospital admissions (27). However, those with mental health difficulties and criminal justice involvement commonly experience difficulties in obtaining mental health care in the community, often due to the stigma associated with their offending behavior (28). Community mental health facilities are often ill-equipped to manage the complex needs of these patients (29) and those recently released from prison may experience lengthy delays or difficulty in securing psychiatric appointments (30), highlighting the need for development of specialized processes and services for these individuals in the community.

A significant proportion of participants continued to experience mental health symptoms at 3 months post-release, although less than at baseline. This may reflect the fact that levels of psychological distress and psychiatric symptomatology are often highest at prison entry (31, 32). Additionally, it is possible that there is an association between level of mental illness and loss to follow-up in that those with more severe symptoms are less likely to be able to be contacted for follow-up. While this study did not find differences between those followed up and those who were not in terms of sociodemographic or criminal justice characteristics, those who reported a history of psychotic symptoms were less likely to have been followed up by the researchers. Similarly, the decrease in self-reported recent drug use from baseline to follow-up may be explained by biased attrition rates.

Those who cycle through prison for brief periods are likely to face the same difficulties in obtaining treatment for drug and alcohol use as they are in obtaining mental health care which is evidenced by our finding that despite 80% of our sample reporting illicit drug use in the 3 months prior to prison (and two-thirds of these using daily), less than a third were referred to the prison drug and alcohol service at reception. Those with comorbid psychiatric and substance use disorder are at higher risk of multiple short-term periods of incarceration than those with mental illness or substance use disorders alone (33) which suggests that approaches to treatment and planning for discharge must address both problems if substantial reductions in levels of incarceration, mental illness and problematic substance use are to be realized.

In terms of reoffending outcomes, around one third of our sample had been charged with further offenses in the 3-month post-release period and one-fifth had been reincarcerated. While there are no published data on local population re-offending rates within 3 months of release from prison, it is well established that almost half of all individuals released from prison in NSW return to prison within 2 years (34). The proportion of the study sample who reoffended within such a short period following release is concerning and reinforces the improbability of short-term incarceration serving a rehabilitative function, while instead causing substantial disruption to healthcare continuity, housing stability, employment stability, and social/cultural connectivity.



Strengths and limitations

Individuals with mental illness who experience short, frequent periods of incarceration are an understudied group; to our knowledge this is the only study to identify these individuals at the point of reception into prison and prospectively examine patterns of mental health contact in prison and mental health and criminal justice outcomes post-release. As expected, conducting research focused on this group was challenging, with nearly half of those approached for participation either declining to participate, being unavailable due to other appointments, or unsuitable due to mental state or behavioral risk. Additionally, the same factors that impact on mental healthcare continuity also affect rates of longitudinal research engagement. We were only able to complete follow-up interviews in the community with around 40% of those recruited and thus there may be biases operating in relation to our post-release findings. For example, our finding that those who were unable to be followed up were more likely to have reported a history of psychotic symptoms indicates that we may not have captured for follow-up those at the more severe end of the mental illness spectrum. Further research into mental health outcomes for this group obtained by methods other than participant self-report at follow-up, such as data linkage, may provide a clearer picture of rates of mental health service use post-release from prison.

In addition to the potential biases resulting from differential attrition, loss to follow-up had an impact on the statistical power available to examine a number of associations at the post-release point. For example, no formal analyses could be undertaken to determine if mental health referral had any impact on rates of mental health contact or reoffending in the 3 months post-release.

Finally, this study examines continuity of mental health care for only a subgroup of individuals who experience incarceration and does not provide evidence for the overall state of continuity of care between prison and the community, including for those spending longer periods in prison who may have more opportunity for discharge planning. The current sample contained men only and future research would benefit from the inclusion of women, who are known to experience a higher burden of mental ill health in prison (35). Furthermore, this study considers continuity of care in only one jurisdiction: NSW, Australia, and given the differing justice and health care systems between states and internationally, the generalizability of these results may be limited. Further research is required across jurisdictions to examine continuity of mental health care between prison and the community, and its impact on clinical and reoffending outcomes.




Conclusion

Achieving continuity of mental health care between prison and the community is challenging, particularly for those who experience frequent short periods of incarceration. Our study demonstrates that many are released with little opportunity for discharge planning and rates of community mental health contact in the early post-release period are low. While there is emerging evidence for the effectiveness of transition programs in increasing mental health contacts in the community post-release (12), these programs are not widely available, and given the short period many spend in prison and the proportion of those with uncertainty about release timing, many would not be eligible for such programs. It is paradoxical that those who are arguably most in need of intensive support and continuity of care are the least likely to receive it, resulting in a cycle of instability and re-incarceration.

Early identification, provision of assertive mental health treatment, and early discharge planning for individuals likely to fall into this group is essential if we are to reduce the overall burden of mental illness in prison and its associated adversity. A targeted approach to continuity of care involving both community and custodial mental health services, as well as the court system, is required. Considering the harmful effects of incarceration and the barriers to continuity of care between prison and community that have been outlined in this paper, consideration must be given to wider implementation of alternatives to custody for those with mental illness who commit minor offenses, and for whom a brief period in prison will only exacerbate the mental health and social problems that have likely contributed to their criminal justice system involvement.
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