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The increasing number of inmates in jail and prison has prompted an 

examination of individuals in need of treatment for mental health illnesses and/or 

substance abuse issues.  Diversion programs have demonstrated effectiveness by 

reducing re-arrests post-diversion and linking individuals to treatment.  This study 

utilized secondary data collected from a local jail diversion program.  The purpose of 

this study was to investigate variables affecting recidivism including: diversion 

participation, treatment utilization, mandated treatment, length of treatment, linkages to 

social support services, and criminal history.  Study participants were classified into 

three groups: program completers, discharged, and non-participants. 

The study hypotheses were tested using ANOVA, chi-square, and regression 

analyses.  Study participants (N=283) were referred and accepted to the diversion 

program between July 2008 and March 2011.  The sample was predominantly males 

(N=209, 73.9%), and was represented by mostly African Americans and Caucasians. 

Participants reported having mental health diagnoses and substance abuse issues.  

The three status groups were tested for pre-diversion differences in age, gender, 

ethnicity, educational level, mental health diagnoses, substance abuse disorders, 
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number of arrests, number of jail days, and severity of charges.  Significant differences 

were found for ethnicity, diagnoses, pre-diversion arrests, and pre-diversion jail days.   

No differences were found in post-diversion criminal involvement and treatment 

service utilization for court mandated/non-mandated participants.  Other findings 

indicated program participants had a higher average of post-diversion arrests and jail 

days, as well as a higher treatment utilization rate, than non-participants.  Significant 

relationships were found for length of time in treatment and linkage to social support 

services, specifically housing, for post-diversion arrests only, and not jail days or 

severity of charges.   This study also suggested a different interpretation of the severity 

of charge variable, calculated as change in severity.  A discussion of the study‟s results, 

limitations of the study, and implications for future research, theory, and practice were 

presented. 
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CHAPTER 1 
INTRODUCTION 

The issue of overcrowding in the jail and prison systems has generated interest 

in studying contributing factors to recidivism.  Recidivism has been defined as “the 

reversion of an individual to criminal behavior after he or she has been convicted of a 

prior offense, sentenced, and (presumably) corrected” (Maltz, 2001, p. 1).  It has been 

used as a measure of correctional effectiveness and commonly used in evaluating 

correctional programs (Maltz, 2001).   

Recidivism can be exacerbated by many factors and one factor is mental illness.  

Hall, Miraglia, Lee, Chard-Wierschem, and Sawyer (2012) noted research investigating 

predictors of recidivism were similar for both offenders in the general population and 

those with mental illnesses.  The challenges faced by individuals with mental illness 

returning to the community are far more complex.  Hall et al. (2012) studied a sample of 

2,185 inmates with serious mental illness leaving the prison systems in the state of New 

York between 2006 and 2007.  In their study, Hall et al. (2012) defined serious mental 

illness as “all psychoses and major mood disorders” (p. 224), with the diagnoses noted 

when the individual was released from prison.  The most common mental health 

diagnosis was Schizophrenia (29%), followed by Bipolar (26%), Psychosis (20%), and 

Major Depression (19%).  In addition, about 60% of the sample had a diagnosis of 

substance abuse, and 16% had a diagnosis of antisocial personality disorder.  Hall et al. 

found the factors of number of previous arrests, the diversity of the arrests, and the 

number of previous prison terms, as predictors of re-arrest.  Although none of the 

mental health diagnoses increased the chance of re-arrest, a diagnosis of substance 

abuse increased re-arrest chances by 26%.  Study results demonstrated participating in 
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treatment related to a minor but reduced chance (16%) of re-arrest 30 days post-

release.  Individuals participating in the Parole Supported Treatment Program (PSTP) at 

the time of release into the community, consisting of parole supervision, case 

management, treatment, and supported housing, also reduced the rates of re-arrest by 

107% (Hall, et al., 2012).  It was unclear how long these effects continued, though the 

authors noted that the effects decreased over time, possibly due to individuals no longer 

being on parole.  Further analysis indicated age, gender, and prior history of violence 

were found to be significant predictors of re-arrest for violence.  

Jail and prison systems are not an ideal or appropriate setting to meet the 

treatment needs of incarcerated individuals with mental illnesses and/or substance 

abuse issues (Chaimowitz, 2012).  Lindqvist (2007) described this „triply troubled‟ 

population as needing to be prioritized in the treatment system (p. 245).  Lindqvist 

(2007) also noted the complex combination of offenders with psychiatric disorders and 

co-occurring substance abuse “require highly specialized treatments [that] are subjected 

to sophisticated multi-professional and interdisciplinary teamwork” (p. 248).   

The purpose of this study was to examine the effectiveness of a jail diversion 

program on an individual‟s recidivism to the criminal justice system and successful 

integration into the community.  Other variables explored were treatment service 

utilization, mandated versus non-mandated treatment, length in treatment, and linkage 

to social support services. 

Statement of the Problem 

In the years following the deinstitutionalization movement, people with serious 

mental illness were transferred out of mental health institutions and into the community.  

There were not enough community-based treatment services or support in place during 
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this transfer, resulting in many people becoming homeless or being arrested (Talley & 

Coleman, 1992).  Many individuals remained untreated when they returned to the 

community.  State mental hospitals treated primarily individuals committed from civil or 

criminal courts with few beds available for anyone else (Bloom, 2010).  Torrey, 

Kennard, Eslinger, Lamb, and Pavle (2010) found there was one psychiatric bed for 

every 300 Americans in 1955.  By 2005, there was only one psychiatric bed for every 

3,000 Americans.  Advances using psychiatric medications had significantly improved 

services for many people (Bloom, 2010); however many clients were not compliant with 

their medication routine when they were in the community (Talley & Coleman, 1992; 

Torrey et al., 2010).  Access to treatment was hindered by the availability of insurance 

coverage and when available, benefits only covered acute care (Talley & Coleman, 

1992).  Some individuals were also discharged with limited social support, their families 

were unwilling or unable to take care of them, and this increased homelessness (Talley 

& Coleman, 1992).  The „incarceration revolution‟ started at this point as more people 

with mental illness ended up in the criminal justice system (Harcourt, 2006, p.1754).   

Criminalization 

With a lack of treatment options, many people with mental illnesses ended up in 

the criminal justice system (Slate, 2009).  Lamb, Weinberger, and Reston-Parham 

(1996) also described this phenomenon as “criminalization of chronically and severely 

mentally ill” (p. 77).  Combined with the lack of basic resources, social support, and 

treatment, their behaviors led to public disturbances and the commitment of minor 

property offenses and sometimes more serious criminal acts (Hylton, 1995).  Torrey et 

al. (2010), in taking 2005 state data on inmates incarcerated in jails and prisons, found 

seriously mentally ill people were three times more likely to end up in jails and prisons 
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rather than hospitals, however treatment is not the primary function of the jail or prison 

systems.  Beginning in the early 1980s, the United States started undergoing what has 

become known as the „incarceration revolution‟ identified by Harcourt (2006, p. 1754), a 

result of increased number of mentally ill individuals being incarcerated in the jail and 

prison systems.  At a time when deinstitutionalization was shifting individuals with 

mental illnesses from mental health institutions, a new shift occurred with these 

individuals entering the criminal institutions instead (Bloom, 2010).     

Jail and Prison Capacities  

 Jail facilities are typically operated by local law enforcement agencies as holding 

facilities for people awaiting local arraignment, trial, conviction, or sentencing (Robst, 

Constantine, Andel, Boaz, & Howe, 2011; U.S. Department of Justice, 2011a).  In 

addition to confinement, it has been estimated approximately 46% of all jails provide 

work release or pre-release programs, 25% had a reception, diagnosis, or classification 

functions, and 10% had a drug and alcohol treatment component (U.S. Department of 

Justice, 2011a).  Recent trends have also indicated the number of facilities is 

decreasing while the number of inmates is increasing. Bureau of Justice Statistics found 

there were 3,283 jail facilities in the United States in 2006, a 3% decrease from 1999 

(U.S. Department of Justice, 2011a).  There were a total of 762,003 inmates confined in 

jail, a 23% increase from 1999.   

During 2010, approximately 13,120,947 arrests were made by law enforcement 

and drug abuse violations accounted for the highest number of arrests (Federal Bureau 

of Investigation, 2011).  More than 45% of the drug arrests were for possession of 

marijuana and 16.4% of the arrests were for possession of heroin, cocaine, or 

derivatives (Federal Bureau of Investigation, 2011).  Between 2009 and 2010, the jail 
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population in county and city jails was 748,728 inmates (U.S. Department of Justice, 

2011b).  Slate (2009) estimated a jail population turns over about 20 times per year, 

indicating there may be a large number of re-offenders.  Once involved in the criminal 

justice system, the process of the revolving door has been difficult to reverse.  

Individuals have been cycled from the system to the community, and without adequate 

treatment, they committed another offense bringing them back into the system again 

(Steadman, Osher, Robbins, Case, & Samuels, 2009).  

Treatment Needs 

Approximately 56% of prison inmates in 2005 and 64% of jail inmates in 2002 

had a mental health problem (Substance Abuse and Mental Health Services 

Administration, 2010).  Serious mental illness is prevalent in about 16% of surveyed 

prison inmates in 1997 and jail inmates in 1996 in the nation (U.S. Department of 

Justice, 2011a).  Individuals in the study were identified as mentally ill either by their 

self-report of a current mental or emotional condition, or report of an overnight stay in a 

mental health hospital or treatment program.  These rates were generally estimates, 

and it may not be possible to generalize the rates to all jails.  Roesch, Ogloff, and Eaves 

(1995) advised each jail facility to establish its own formal assessment program for 

identifying the prevalence and needs of its inmate population with a mental illness.  

Broner, Mayrl, and Landsberg (2005) found 41% of the 175 jail inmates interviewed in a 

New York City jail were diagnosed with Schizophrenia, 18% with Bipolar Disorder, 40% 

with Major Depression, and 51% had a polysubstance dependence diagnosis.  About 

65% of jail inmates with mental illness and 57% of other inmates were using drugs at 

the time of their arrest (U.S. Department of Justice, 2011a).  It is important for treatment 

programs to address both of these issues concurrently.  People with co-occurring 
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mental health and substance abuse disorders reported a greater need for services 

including housing, medical, family support, obtaining food and clothing, legal assistance, 

vocational and employment assistance, and help with applying for public assistance 

(Broner, Lamon, Mayrl, & Karopkin, 2003).  Broner et al. (2003) also noted even though 

this population had a higher utilization rate of the criminal justice, health, emergency 

room, and shelters, only 8% reported a need for mental health treatment and 11% for 

substance abuse treatment.   

Jail and prison facilities are not equipped to serve as mental hospitals, as most 

staff members are not trained to work with people with a mental illness (Sung, Mellow, & 

Mahoney, 2010; Torrey et al., 2010).  Torrey et al. also stated several other problems in 

housing people with mental illnesses in jails or prisons.  Mentally ill offenders were 

expected to have a higher recidivism rate when compared to other released offenders.  

They were also expected to stay longer, due to difficulties understanding and following 

jail or prison rules, or are kept longer due to waiting for a more appropriate placement to 

become available.  Mentally ill offenders were noted as contributors to management 

problems and found to be more likely to commit suicide in jails.  They were also more 

likely to be abused by staff members since most have not been trained to work with 

mentally ill offenders (Torrey et al., 2010). 

Another issue of concern is the escalating cost of housing inmates with mental 

illnesses.  Slate (2009) reported it was twice as expensive housing individuals with 

mental illnesses in jails than to treat them in the community.  In Broward county, Florida, 

cost was estimated at $80 per day for housing an inmate but $130 per day for housing 

an inmate with a mental illness (Torrey et al., 2010).  Torrey et al. reported the 
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increased costs were due to psychiatric evaluations, psychotropic medications, and 

increased liability. 

Treatment Utilization 

Treatment programs for offenders have demonstrated success in reducing 

recidivism (Olver, Stockdale, & Wormith, 2011).  However, participants do not complete 

treatment for various reasons, including dropping out, not meeting treatment 

compliance, or re-incarceration.  McMurran and Theodosi (2007) found through a meta-

analysis of 16 different correctional program studies non-completers of treatment had a 

higher recidivism risk comparable to untreated individuals.  Olver et al. (2011) reviewed 

114 offender treatment studies with information on 41, 438 offenders and calculated a 

treatment attrition rate of 27.1%.  They also noted the lowest attrition rates were seen in 

cognitive behavioral treatment programs and prison-based treatment programs.   They 

found recidivism rates were 10-23% higher for treatment non-completers in both general 

and violent recidivism.  Treatment non-completers were more likely to be young, single, 

unemployed, minority, had limited formal education, low income, and a prior history of 

offenses and incarcerations (Olver et al., 2011).   

Sung et al. (2010) found inmates with co-occurring mental health and substance 

abuse issues represented about one-third of the entire jail population using a nationally 

representative sample.  An analysis of utilization rates of substance abuse or mental 

health services in the jail found 35.7% received either substance abuse or mental health 

treatment services, 64.3% received neither, and only 6.1% received both.  Sung et al. 

(2010) discussed factors contributing to this underutilization, including the transiency of 

the jail population and the limited budgets for treatment programs and training staff.  In 

Broner et al.‟s (2003) study with 281 pre-arraigned arrestees in Brooklyn, New York, 
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31% reported some psychiatric diagnosis during their lifetime, and about 45% were 

likely to be dependent upon or abusing alcohol and/or drugs.  About 43% of the sample 

reported some use of either substance abuse or psychiatric treatment services.  Only 

11% described a need for substance abuse treatment and 8% for mental health 

treatment.  About 61% requested for some sort of social services, which included 

assistance with employment, housing, education, medical care, legal, family support, 

public, basics (food, clothing), healthcare for children, child care, and domestic violence.  

This may have attributed to the low number of requests for treatment services since the 

needs for social services and basic needs were so high (Broner, et al., 2003).   

Theoretical Framework 

Working with individuals‟ complex issues such as mental illness, substance 

abuse, and criminal histories can be difficult for treatment providers, especially as 

individuals repeatedly cycle in and out of systems.  It is often impossible to understand 

the reasons behind an individual‟s decision or thought process behind his/her actions, 

therefore it is helpful to have some insight into what perpetuates this cycle.  Rotter, 

McQuistion, Broner, and Steinbacher (2005) referred to the “inmate code” (p. 265) as a 

way of life developed by individuals with a history of incarceration.  These behaviors 

could include “do not snitch, do your own time, and do not appear weak” (p. 265) and 

serve as skills needed for survival while the individual is in a jail or prison setting.  Rotter 

et al. noted that these behaviors can directly interfere with what is expected in treatment 

and recovery settings, and seen as “resistance, lack of motivation for treatment, 

evidence of character pathology, or active symptoms of mental illness” (p. 265).  In a 

review of the literature on recidivism and diversion, there were a few theories and 

models available to guide research in this area.  The following theories were selected 
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for this study as a possible basis for any causal or correlational relationships among the 

factors.   

Self-Control Theory 

One proposed theory applied to criminality research is Gottfredson and Hirschi‟s 

(1990) self-control theory.  The basis of the theory rested on the assumption that people 

with low self-control have a series of characteristics, including impulsivity, insensitivity, 

orientation to action, risk-taking, short-sightedness, being non-verbal, and unable to 

meet the responsibilities of school, work, and family.  They also have an increased 

chance of seeking the “easy, immediate gratification that crime and analogous 

behaviors seductively, and almost ubiquitously, present in everyday life” (Pratt & Cullen, 

2000, p. 932).  Gottfredson and Hirschi (1990) reported the development of self-control 

is expected to develop in childhood before the age of 10.  They theorized parents help 

the child develop self-control by being able to monitor, recognize, and redirect the child 

from deviant behaviors. 

Research applying the self-control theory to criminal justice system outcomes 

found low self-control as a predictor of crime (Pratt & Cullen, 2000).  After completing a 

meta-analysis of 21 existing studies using 17 independent data sets, Pratt and Cullen 

(2000) found when compared with other predictors of crime, low self-control was one of 

the strongest predictors of crime.  In completing a 5-year longitudinal study with 601 

graduates of boot camp program for male offenders, Benda (2003) also found low self-

control to be a strong predictor of recidivism.     

Applying self-control theory, an individual with low self-control would be expected 

to have difficulties in being compliant with both the expectations of a treatment program 

and the criminal justice system.  DeLisi and Berg (2006) described criminal sanctions as 
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“essentially trials of responsibility that require employment, sobriety, and other features 

of conventional adult behavior” (p. 157).  Self-control theory would be helpful in looking 

at program development or evaluation.  Self-control theory focuses on individual factors 

contributing to the lack of success in a program.  If the program participants can be 

assessed early in a treatment program for their level of self-control, individuals needing 

additional specialized treatment can be identified.  Other additional services could 

include cognitive-behavioral and social skills interventions, which have been found to 

improve program effectiveness rather than standard behavior modification programs 

(Pearson, Lipson, Cleland, & Yee, 2002).  It is important for program components to 

work on a person‟s mindsets and develop linkages to resources as part of any diversion 

treatment program.        

Therapeutic Alliance and Readiness 

Investigating diversion programs from only a program-evaluation standpoint is 

not enough.  A commentary by Carré (2012) in response to the study mentioned earlier 

by Hall et al. (2012) acknowledged the role of mental health interventions in reducing 

recidivism, but failed to address the significance of the therapeutic relationship between 

the client and treatment provider, and the individual‟s motivation and engagement in 

treatment.  Carré (2012) concurred with Hall et al. (2012) noting, “research that focuses 

on characteristics of individuals and not the environments in which they live is invariably 

limited in its explanatory power” (p. 231).  The aim of a diversion program should not be 

to focus solely on treatment, but also take into account how the therapeutic 

relationships could be strengthened and connections made for the individual to family 

and social supports.     
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Therapeutic alliance. The concept of the therapeutic alliance is grounded in 

Freud‟s psychodynamic theory, and Bordin (1979) re-conceptualized it into a pan-

theoretical model of the working alliance including three factors: goals, tasks, and a 

bond.  Bordin (1979) proposed “the working alliance between the person who seeks 

change and the one who offers to be a change agent is one of the keys, if not the key, 

to the change process” (p. 252).   

Another factor often assessed in offender rehabilitation research is treatment 

readiness.  Ward, Day, Howells, and Birgden (2003) defined this readiness as a person 

who “is motivated (i.e., wants to, has the will to), is able to respond appropriately (i.e., 

perceives he or she can), finds it relevant and meaningful (i.e., can engage), and has 

the capacities (i.e., is able) to successfully enter the treatment program” (p. 647).  In 

their meta-analysis with offender treatment studies, Olver et al. (2011) found higher 

levels of motivation and treatment engagement predicted lower treatment attrition rates.   

Ward et al. (2003) noted treatment readiness is similarly related to the concepts 

of motivation and responsivity.  They defined motivation as a person‟s desire to enter 

treatment and willingness to change behavior.  Responsivity was defined as a modality 

of treatment or intervention that maximizes learning.  Ward and colleagues (2003) 

argued that the readiness factor is more positively focused and more applicable to 

various contexts as compared to motivation or responsivity. 

Treatment readiness. The stages of change, as outlined in Prochaska and 

Declemente‟s (1982) Transtheoretical Model (TTM), has been used to demonstrate how 

a person‟s readiness for change develops.  TTM divides the change process into 5 

steps, each containing specific tasks to achieve and sustain changes.  The stages are: 



 

23 

1) Pre-contemplation, 2) Contemplation, 3) Preparation, 4) Action, and 5) Maintenance.  

Programs and interventions can be developed by taking into account an individual‟s 

stage of readiness for change.   An important point about this model is the spiral pattern 

as opposed to a linear pattern of progression through the stages (Prochaska, 

DiClemente, & Norcross, 1992).  This fact can be used to explain the return of 

individuals to past behaviors, whether it is a relapse in mental health or substance 

abuse issues, or a return to criminal behaviors.  A brief description of each stage is 

listed below:   

 Precontemplation: Individual is not ready to change. 

 Contemplation: Individual is undecided about change, but thinking about it. 

 Preparation: Individual is now ready for change. 

 Action: Individual is actively making changes. 

 Maintenance: Actively maintaining changes and preventing relapse. 
 
The diversion program used in this study incorporated phases of treatment 

closely following the stages of change.  The phases of the program were identified as 

the following: 

 Phase I (Pre-engagement): Included pre-treatment services, such as motivational 
enhancement and interviewing, program orientation and education, and linkages 
community resources. 

 Phase II (Recovery Services): Active treatment services including: 
individual/group therapy, case management, medication management, and drug 
testing. 

 Phase III (Community Transition): Represented advanced level of self-
sufficiency, client continues in individual and group therapy, case management, 
medication management, drug testing, and increased usage of peer support 
services. 

 Phase IV (Aftercare): Recommended for clients requiring minimal services to 
maintain stability, continued participation in group therapy, drug testing, and 
predominant use of peer support services. 
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While the research questions for this study did not address treatment readiness 

directly, this information is perceived to be helpful in explaining the results of the study. 

Need for the Study 

Previous research with diversion program generally focused on one specific 

diversion model, the assessment of a few outcome measures, one jurisdiction, or one 

point in the criminal justice process (Broner et al., 2004).  Steadman (1999) stated there 

is still a need to identify which types of programs work best for certain groups of people, 

or for certain communities.  This may be a reason for mixed research results, as the 

same diversion programs are applied to different groups of people with different needs 

(Roesch et al., 1995).  Butzin, Saum, and Scarpitti (2002) proposed that more 

information on individual client factors can be used to determine what clients are likely 

to be more engaged or more likely to drop out of a treatment program. 

Steadman and Naples (2005) in a study of six jail diversion programs found the 

results confirmed previously published studies on jail diversion in terms of the 

effectiveness of diversion.  Diversion participants had approximately 58 more days in 

the community and fewer arrests during a 12-month follow up period when compared to 

non-participants.   Steadman and Naples (2005) indicated diversion program research 

is a developing area of study and directed future studies to specify what specific 

treatment services are rendered.  They also noted few diversion programs offer 

sufficient access to Assertive Community Treatment (ACT), psychotropic medications, 

and integrated treatment programs.   This mix of services was found to be ideal in the 

treatment of individuals with serious mental illnesses and/or co-occurring substance use 

issues (Steadman & Naples, 2005).  Roesch et al. (1995) also recommended careful 
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record keeping and information sharing were needed between the criminal justice and 

mental health systems to account for the people cycling through these two systems.  

The current study took into consideration the needs listed above.  The diversion 

program examined for this study utilized an integrated approach including: treatment, 

medication management, and wrap-around services pertaining to case management, 

housing, benefits coordination, and linkage to employment, educational, and vocational 

resources.  The study also examined multiple variables congruently as well as different 

types of mental health and substance abuse issues.   

The findings from this proposed study will help treatment providers, program 

developers, and grant funders gain a better understanding of how to maximize the 

outcomes of these programs.  This study will also offer clinicians new perspectives 

when responding to treatment barriers.  In this population, most individuals have a 

history of incarceration, and can include an overlap of complex issues pertaining to 

criminality, psychiatric issues, addictions, and social service needs.  By examining 

multiple factors, clinicians will hopefully be able to improve decision-making in clinical 

practice by creating a more holistic approach.   

Purpose of the study 

The purpose of the study was to investigate the effectiveness of jail diversion 

programs in reducing recidivism in the criminal justice system for individuals with mental 

health and/or substance abuse issues and their successful integration into the 

community.  The study investigated multiple components at the same time, related to 

variables affecting recidivism, retention in diversion programs, the long terms effects 

relating to recidivism in the criminal justice system, treatment utilization, an individual‟s 

choice as a motivator for treatment, and the effects of treatment duration and linked 
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social services.  Static variables included demographic information such as age, 

gender, ethnicity, and educational level, as well as criminal history, including number of 

arrests, number of jail days, and severity of charges.  Dynamic and clinical factors were 

also included, such as employment status, mental health diagnoses, substance use, 

and treatment utilization.  Andrews, Bonta, and Hoge (1990) noted the importance of 

including both types of factors, as dynamic factors reflect what is amenable to change 

and addressed in treatment.  The following questions address these additional 

components:   

Research Questions 

This study used secondary data collected from a jail diversion program which 

utilized treatment services from a local community mental health agency.  The 

participants in the program were categorized into 3 groups, classified as completers, 

discharged, and non-participants.  Post-diversion information will also be used to 

determine the impact of participation in a diversion program. 

RQ1: Are there differences between the completers, discharged, and non-participants in 
predisposing factors (age, gender, ethnicity, educational level, employment status, 
diagnoses) and criminal history (number of arrests 1 year pre-diversion, number of jail 
days 1 year pre-diversion, severity of charges 1 year pre-diversion)?  
 
RQ2: Are there differences between mandated and non-mandated participants in post-
diversion criminal involvement and treatment service utilization using age as a 
covariate?  
 
RQ3: Does diversion participation have a significant impact on criminal involvement 
(number of arrests 1 year post-diversion, number of jail days 1 year post-diversion, 
severity of charges 1 year post-diversion) between participants (completers and 
discharged) and non-participants? 
 
RQ4: Does diversion participation have a significant impact on treatment service 
utilization between participants (completers and discharged) and non-participants? 
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RQ5:  Does length of time in treatment have a significant impact on criminal 
involvement (number of arrests 1 year post-diversion, number of jail days 1 year post-
diversion, severity of charges 1 year post-diversion)? 
 
RQ6: Do housing, employment, vocational services, educational services, and benefits 
coordination predict number of arrests, number of jail days and severity of charges? 
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CHAPTER 2 
LITERATURE REVIEW 

According to the World Health Organization (2011), mental health is defined as 

“a state of well-being in which every individual realizes his or her own potential, can 

cope with the normal stresses of life, can work productively and fruitfully, and is able to 

make a contribution to her or his community.”  Mental illnesses and substance use 

disorders can cause distress and impairment when experienced separately, but co-

occurring issues can be challenging for both treatment and recovery (Substance Abuse 

and Mental Health Services Administration, 2010).  In the general population, having co-

occurring disorders can contribute to the risk of homelessness, poor treatment 

compliance, suicidal behavior, hospitalization, infectious diseases, and violence 

(Lattimore, 2003).   

Individuals with serious mental illnesses also have an increased likelihood of 

arrests and incarcerations, though the reason for this phenomenon is unclear 

(Junginger, Claypoole, Laygo, and Crisanti, 2006).  In their study, Junginger et al. 

(2006) found among 113 participants at least 23% of the offenses were directly or 

indirectly related to substance abuse, making substance abuse a more significant 

causal factor for criminal behavior than serious mental illness.  It is not possible to 

simply group people into categories such the „mentally ill‟ or the „criminal‟.    Andrews 

and Bonta (2006) identified eight central factors that predict crime, which are the same 

for individuals with or without mental illnesses.  The eight factors include antisocial 

behaviors, associates, attitudes, personality patterns, poor school and work 

performance, estrangement from family, substance use disorders, and a lack of 

prosocial recreational pursuits.  Most of incarcerated individuals with mental illness have 
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complex histories which could include criminality, psychiatric issues, additions, and 

social service needs (Lurigio, 2012).  It is expected that this could make interventions 

and treatment options difficult to apply in a generalizing manner. 

This chapter will review information to better understand the treatment needs and 

barriers to treatment for individuals in the criminal justice system who have a mental 

health and co-occurring substance abuse disorder.  Information will also cover diversion 

programs, created to divert these individuals to more appropriate programs based on 

these needs.  Studies outlining the benefits of these diversion programs will be 

presented, leading to the description and goals of the local diversion program examined 

for this study.    

Mental Illness in the Jail and Prison Systems 

Lurigio and Lewis (as cited in Lurigio, 2012) suggested three groupings for 

people with serious mental illness in the criminal justice system.  The first group 

included those who were „criminalized‟, or arrested because their untreated symptoms 

were disrupting the social order (Bittner, 1967; Lurigio, 2012).  The second group 

included those arrested for „survival crimes‟, such as shoplifting, prostitution, and drug 

sales.  The third group included those who were arrested for serious crimes, such as 

robbery, burglary, or homicide.   

A jail‟s main purpose is to serve as a holding facility (Robst et al., 2011; U.S. 

Department of Justice, 2011a).  A study on the treatment of seriously mentally ill 

individuals in jails throughout the nation showed that 29% of the jails surveyed held 

seriously mentally ill individuals without any criminal charges (Torrey et al., 1992).  For 

these individuals, the jail becomes a holding place while they wait for a psychiatric 
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evaluation, for a psychiatric bed to become available, or for transportation to a 

psychiatric hospital (Torrey, 1995).   

Specialized treatment services for inmates with severe mental illnesses are often 

not available in the jails.  Torrey and colleagues found in their 1992 survey more than 

one out of every 14 (72%) inmates has a serious mental illness.  Their survey also 

showed among 41% (1,391 jails) of all jails in the United States, more than one in five 

jails had no access to mental health services at all.  In relation to training for staff, 84% 

of the jails surveyed reported that their officers received no training or less than three 

hours of specialized training on issues experienced by this population. 

Diversion Programs  

Diversion programs have been developed as a way to address the needs of 

individuals with mental illness in the criminal justice system.  Jail diversion programs 

were started in the 1960s due to the high number of minor offenses processed in the 

clogged court system (Roesch et al., 1995).  The jail diversion model utilized the same 

rationale for community support programs which aligned with the deinstitutionalization 

movement and prioritized treatment in a less restrictive environment (Draine & 

Solomon, 2005).  For many individuals, jails were also the entry point into the behavioral 

healthcare system (Sung et al., 2010) beginning with their first diagnosis of a mental 

disorder (Hylton, 1995).   Diversion programs have been defined by Steadman and 

colleagues (1999) as:  

specific programs that screen detainees in contact with the criminal justice system for 
the presence of a mental disorder; they employ mental health professionals to evaluate 
the detainees and negotiate with prosecutors, defense attorneys, community-based 
mental health providers, and the courts to develop community-based mental health 
dispositions for mentally ill detainees.  The mental health disposition is sought as an 
alternative to prosecution, as a condition of a reduction in charges, or as satisfaction for 
the charges, for example, as a condition of probation.  Once such a disposition is 
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decided on, the diversion program links the client to community-based mental health 
services. (p.1620)    

It is expected that diversion “averts or interrupts the traditional criminal justice 

process, will increase access to community treatment, housing, and adjunctive services, 

avoid or shorten criminal justice confinement, and, by linkage into treatment, will reduce 

substance use, psychiatric symptoms, and criminal justice recidivism, and increase 

quality of life” (Broner, Lattimore, Cowell, & Schlenger, 2004, p. 521).  Diversion efforts 

can either prevent incarceration or reduce the length of incarceration (Draine, & 

Solomon, 2005).  Rogers and Bagby (as cited in Steadman, Morris, & Dennis, 1995) 

stated, “diversion efforts may be the only viable alternative to the rapid cycling of 

patients within the criminal justice and forensic mental health systems” (p. 1630).  

Diversion programs have been differentiated based on the point of when the 

individual is transferred from the criminal justice system to the mental health system 

(Lamb et al., 2006).   Pre-booking diversion occurs when the individual is diverted at 

initial contact with law enforcement, prior to formal charges being filed (Steadman et al., 

2005).  Law enforcement officers can determine the necessity of the arrest at this point 

and divert the individual to a treatment facility if appropriate (Lattimore et al., 2003).  An 

example of a pre-booking diversion program is the use of Crisis Intervention Teams, 

which are specially-trained groups of law enforcement officers who are able to deal with 

people in mental health crises, diverting the clients from the criminal justice system and 

linking them to appropriate treatment services in the community (Slate, 2009).  Post-

booking diversion occurs when the individual is diverted at some point after their arrest 

or booking into the jail, and can be either court or jail-based diversion (Broner et al., 

2003; Steadman, Morris, & Dennis, 1995).  Steadman and colleagues (1995) reported 
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that the following six factors have been found in the most effective jail diversion 

programs: 1) integrated services, 2) regular meetings of key agency representatives, 3) 

boundary spanners, 4) strong leadership, 5) early identification, and 6) distinctive case 

management services.  According to Steadman et al., “the most effective diversion 

programs are those that are part of a comprehensive array of other jail services, 

including screening, evaluation, short-term treatment, and discharge planning, that are 

integrated with community-based mental health, substance abuse, and housing 

services” (p. 1634).  Court-based diversion can take the form of specialized mental 

health courts or drug courts.  Typically through these specialized courts, an individual‟s 

charges are dismissed after completing treatment for a specific period of time (Lattimore 

et al., 2003).  In mental health court, a person‟s cases are processed through a single 

judge, who links the person to treatment through a specialized team comprised of a 

designated prosecutor, defense attorney, and treatment providers.  This supervision 

and oversight by the court and treatment providers can be seen as a form of coercion, 

as participation in treatment is encouraged in order to reduce negative behaviors 

(Lattimore et al., 2003).   

Lattimore et al. (2003) suggested the differences in programs are not just about 

the point of diversion, but possibly targeting different groups of people altogether.  In 

their study with 1,966 subjects, differences between diverted individuals who 

participated in pre-booking and post-booking programs were examined.  Individuals 

considered for post-booking programs have been more functionally impaired than those 

in pre-booking programs, with a more complex mental health background, heavier drug 

and alcohol use, and more arrests.  Pre-booking program participants had fewer 
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arrests, less serious offenses, and less likely to have multiple arrests over the past year.  

They also reported higher education levels, employment, and satisfactions with their 

lives, health, and finances.  Though there was not a significant difference in reported 

mental health issues, post-booking program participants reported more drug and 

alcohol use.   Post-booking program participants were more likely to utilize mental 

health or substance abuse treatment three months prior to contact with the police.   

General Characteristics of Diversion Participants  

Some general characteristics have been identified among those individuals who 

decided to participate in diversion programs and those who did not.  Diverted individuals 

were more likely to have a diagnosis of schizophrenia or mood disorder with psychotic 

features (Broner et al., 2004; Steadman & Naples, 2005).  They were also more likely to 

be female and receive SSI/SSDI, and were less likely to live with a spouse or partner 

(Steadman & Naples, 2005).  Diverted individuals reported more days in the community, 

and in relation to treatment, were more likely to have been hospitalized, gone to the 

emergency room, or received medications (Broner et al., 2004). There was not a 

difference between the diverted and non-diverted in terms of mental health and 

substance abuse counseling involvement prior to engagement in a program (Broner et 

al., 2004). 

Non-diverted individuals were more substance involved (Broner et al., 2004; 

Steadman & Naples, 2005).  They also had more prior arrests (Steadman & Naples, 

2005) and reported a younger age at first arrest (Broner et al., 2004).  These measures 

have been identified as predictors of future criminal behaviors (Broner et al., 2004).  

Diverted individuals were more likely to have a violent charge, and spent more days in 

jail 12 months prior to treatment engagement (Broner et al., 2004).     



 

34 

Effectiveness of Jail Diversion Programs  

There is a limited number of published empirical studies regarding the outcomes 

of diversion (Steadman & Naples, 2005), and the results are mixed (Roesch et al., 

1995; Broner et al., 2004).  Poor outcomes have been associated with psychiatric 

hospitalizations, arrests, significant physical violence against persons, or homelessness 

during the one-year period post-diversion (Lamb et al., 1996).  Case, Steadman, 

Dupuis, and Morris (2009) noted that initial research included mostly descriptive studies, 

followed by decision-making and fiscal impact of jail diversion programs, and concluded 

that though prior research has demonstrated the effectiveness of jail diversion programs 

in reducing jail days, it has not been clear how the achievement of these outcomes are 

related to services used.  Despite the known benefits of diversion programs, individuals 

who are high risk and have the most needs, would benefit from these programs the 

most, but are often the least likely to complete them (Olver, Stockdale, & Wormith, 

2011).  Results from their meta-analysis with offender treatment studies showed 

treatment non-completers were more likely to be young, single, unemployed, an ethnic 

minority male, with limited education, with low income, and had a history of prior 

offenses and incarceration. 

Less criminal involvement.  Recidivism to the criminal justice system has been 

measured by the number of re-arrests during specified time periods post treatment.  

The number of re-arrests has also been used as an indicator for community risk 

(Wormith & Olver, 2002).  It has not been found that there is an increased risk for arrest 

for those who participate in diversion (Broner et al., 2004; Broner et al., 2005). 

Individuals participating in diversion were found to have more days in the 

community (versus hospitalization and incarceration) than those who did not participate 
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(Broner et al., 2004).  Steadman et al. (2005) surveyed diverted and non-diverted 

individuals in three pre-booking and three post-booking programs, where the diverted 

group resulted in more days in the community and fewer re-arrests over a 12-month 

follow up period.  With the 546 participants interviewed by Case et al. (2009), 47.3% 

experienced no arrests after enrolling in a post-booking diversion program.  They found 

that prior arrests and prior jail days to be significant differences between those who 

experienced post-diversion arrests and those who did not.  An individual‟s housing 

status was also found to be a significant predictor of post-diversion arrests (Case et al., 

2009). 

Less time in jail.  Diverted individuals also spent less time in jail.  Case and 

colleagues (2009) found in their sample with 546 participants that approximately 75% of 

the sample experienced a decrease in jail days post-diversion.  This result has been 

further applied to those in mandated treatment, who had a higher amount of days in the 

community than those in non-mandated treatment, and also created linkages to and 

increased time spent in treatment (Broner et al., 2005).  Mandated participants were 

also found to have better outcomes than non-mandated participants (Lamb et al., 1996), 

defined as the absence of any psychiatric hospitalizations, arrests, violence against 

persons, and homelessness. 

Post-Diversion Treatment Utilization 

Steadman and Naples (2005) confirmed in their study that diverted individuals 

were more likely to report participation in counseling, hospitalizations, taking prescribed 

medications, and emergency room visits.  However, Broner et al. (2004) found that even 

though diversion increased the use of these mental health treatment services, 

especially in the 3 month follow up period, the difference did not sustain over time when 
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examined at 12 months post-diversion.  The utilization rates for substance abuse 

treatment was even more staggering at 12 months post-diversion, with only 0.7% of 

diverted individuals reporting going to two or more substance abuse counseling 

sessions.  Broner et al. (2005) further delineated that recidivism effects are based on 

the types of treatment services received.  In their study, more time in residential 

treatment contributed to lower re-arrest rates and fewer days in jail.  This was also true 

for those who participated in outpatient treatment services.  They also found medication 

compliance to be a predictor of time spent in jail, with less compliance relating to more 

days spent in jail.   

Different Programs and Initiatives 

In 2007, the Florida Legislature passed House Bill 1477, creating the Criminal 

Justice, Mental Health and Substance Abuse Reinvestment Grant program (Florida 

Partners in Crisis, 2010).  Thirty-two counties in Florida have utilized this state funding, 

matched by the individual counties, to create programs to divert individuals with mental 

illness from jails, prisons, and state forensic hospitals.  Alachua county was designated 

as an implementation county in 2007, and then as an expansion grantee county in 

2010.  The Forensic Diversion Program that was created through this grant was 

designed to serve adults with 2 or more jail stays, a history of mental illness, substance 

abuse, or co-occurring disorders, and a pending criminal case in Alachua county (The 

Criminal Justice, Mental Health, and Substance Abuse Technical Assistance Center, 

2012).     

Forensic Diversion Program  

The Forensic Diversion Program was designed to be a clinical home for the 

participants accepted for diversion.  The program was comprised of a team leader, 
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three forensic specialists, two peer specialists, and a psychiatrist.  A jail diversion 

specialist was stationed at the local jail, and actively identified and assessed individuals 

who met program criteria.  The county also provided staff in court services, jail 

classification, and pretrial release. 

The program used the conceptual framework of the Sequential Intercept Model to 

look at how the criminal justice and mental health systems overlap (Munetz & Griffin, 

2006).  This model proposed different points where an intervention can be applied to 

prevent the individual from progressing further into the criminal justice system, and 

divert them directly into treatment options (Figure 2-1).  Ideally, these individuals are 

intercepted early before they fall deeper into the criminal justice funnel.   

Intensive mental health and substance abuse treatment services were provided 

to participants in the program, which consisted of four phases.  Phase 1 is the pre-

engagement phase where accepted individuals were prepared for participation in the 

program.  Most of these individuals were either still incarcerated or recently released 

from jail.  Individuals in Phase 2 were actively engaged in recovery services in an 

outpatient setting.  Services comprised of individual and/or group therapy, case 

management, medication management, and drug testing to assess for continued 

sobriety.  If needed, the participant was referred to more intensive levels of care, 

including crisis services at the crisis stabilization or detox units, or residential programs.  

Participants were also encouraged to use peer support services such as AA and NA 

groups.  Phase 3 is the community transition phase, where the participants were able to 

demonstrate an advanced level of self-sufficiency, and were referred to social support 

services that were identified as needed in the person‟s course of recovery.  These 
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services included referrals to help with employment, continued education, establishment 

of social security benefits, vocational assistance, and housing.  A participant was 

considered in aftercare services when in Phase 4, when the participant required minimal 

services to maintain their stability.  The participant was not required to move through the 

phases in a linear fashion, as the assessment for needed services continued throughout 

the program.  The participant could potentially cycle through the phases again if they 

relapsed with their substance abuse or cycled through the criminal system.  A 

participant successfully completed the program when they completed their identified 

individual treatment plan and maintained at least a 3 month period of stability in the 

community.  

Goals of the Forensic Diversion Program 

The program identified the following four goals for this cycle of the grants: 1) 

ensuring public safety, 2) increased connections to housing employment, and/or 

educational resources, 3) avoiding increased spending on criminal justice and forensic 

beds, and 4) increasing communication, collaboration, and partnership.   

Public safety was evidenced by a reduction in recidivism rates.  Jail and court 

staff provided criminal history data at the point the participant was accepted by the 

program, which included the person‟s number of arrests, days in jail, and the type of 

offense prior to participation in the program.  The same data was collected for 1 year 

pre-diversion and 1 year post-diversion.  It was expected that there would be reduction 

in arrests, jail days, and the severity of arrests.   

Diversion from the jail and linkages to treatment services were provided by 

increasing connections to housing, employment, and/or educational resources.  These 

resources were identified as critical to re-integration in the community and recovery.  It 
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was expected that the program would improve the homelessness rate by helping 

participants find stable housing.  It was also expected that the program would link the 

participant to appropriate mental health and/or substance abuse treatment services and 

other needed social support services prior to discharge from the program.    

The program hoped to avoid increased spending on criminal justice and forensic 

beds.  The goal was to provide appropriate care in the community, versus the person 

constantly cycling through the local jail or state hospital systems. 

Communication, collaboration, and partnership were seen as important 

components of success with the program.  The goal was to increase the communication 

and collaboration among the different systems, including the jail, court, treatment, and 

community services.  This was achieved through monthly meetings attended by the 

treatment providers as well as representatives from the various community agencies 

involved as referral sources.   

Summary 

This chapter reviewed literature on diversion programs, which have been utilized 

to alleviate the growing issue of persons with mental illnesses and co-occurring 

substance abuse disorders being incarcerated.  Though research results have been 

mixed, this intervention has shown to reduce recidivism to the criminal justice system 

through decreased number of arrests and number of days in jail post-diversion.   

This study examined multiple variables that contributed to the successful 

completion of a community based jail diversion program, and examined if participation 

in the program reduced recidivism to the criminal justice system.  Treatment service  
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utilization was also examined, based on levels and types of services.  The study also 

looked at the effects of mandated treatment, length of treatment, and the linkage to 

social support services such as housing, employment, vocational, educational, and 

benefits coordination as predictor variables for post-diversion criminal involvement. 
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Figure 2-1.  Sequential Intercept Model.  [Reprinted with permission from SAMHSA‟s National GAINS Center for 
Behavioral Health and Justice Transformation.  2011.  Brochure.]  
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CHAPTER 3 
METHODOLOGY 

Diversion programs are increasingly being utilized for individuals who may 

benefit from a community based treatment program rather than continued incarceration 

due to the number of individuals already in local jails, state, and national prison 

systems.  Diversion program interventions provide mental health and substance abuse 

treatment, can reduce the length of incarceration (Draine & Solomon, 2005), and 

prevent the rapid cycling of individuals with mental health or substance abuse treatment 

needs through the criminal justice system (Rogers & Bagby, 1992).   

The purpose of this study was to examine the factors affecting success and 

retention in a community based diversion program and whether or not participation in a 

diversion program influenced recidivism to the criminal justice system and treatment 

service utilization.  The study investigated the effects of court mandated versus non-

mandated treatment. The study accessed secondary archival data on individuals 

referred to and accepted for the Forensic Diversion Program in Alachua County, Florida.  

This chapter will address the research method, population and sampling, confidentiality, 

instruments or variables to be collected, data collection procedure, and data analysis.  

Six research questions posed for this study are as follows: 

RQ1: Are there differences between the completers, discharged, and non-participants in 
predisposing factors (age, gender, ethnicity, educational level, employment status, 
diagnoses) and criminal history (number of arrests 1 year pre-diversion, number of jail 
days 1 year pre-diversion, severity of charges 1 year pre-diversion)?  

RQ2: Are there differences between mandated and non-mandated participants in post-
diversion criminal involvement and treatment service utilization using age as a 
covariate?  

RQ3: Does diversion participation have a significant impact on criminal involvement 
(number of arrests 1 year post-diversion, number of jail days 1 year post-diversion, 
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severity of charges 1 year post-diversion) between participants (completers and 
discharged) and non-participants? 

RQ4: Does diversion participation have a significant impact on treatment service 
utilization between participants (completers and discharged) and non-participants? 

RQ5:  Does length of time in treatment have a significant impact on criminal 
involvement (number of arrests 1 year post-diversion, number of jail days 1 year post-
diversion, severity of charges 1 year post-diversion)? 

RQ6: Do housing, employment, vocational services, educational services, and benefits 
coordination predict number of arrests, number of jail days and severity of charges? 

Research Method  

A quantitative paradigm was selected over qualitative and mixed-method for two 

reasons: appropriateness and need.  In attempting to determine if there are differences 

between two or more variables or establishing a relationship among variables using 

numerical data, a quantitative method is an appropriate selection over qualitative or 

mixed method (Gall, Gall, & Borg, 2006).  Ary, Jacobs, Sorenson, and Razavieh (2009) 

identified a quantitative methodology as appropriate and useful when working with 

larger populations, to summarize the data through statistical analyses, and to determine 

whether to reject or fail to reject the null hypotheses.  A quantitative methodology will 

enable comparisons of different groups of individuals and establishing whether or not 

there are relationships among variables. 

A quantitative research method was selected for this study to meet the needs of 

the study.  When attempting to establish whether there is a relationship or a difference 

between two or more variables using numerical data, a quantitative method is an 

appropriate choice over qualitative or mixed methods (Cooper & Schindler, 2008).  

Cooper and Schindler identified a quantitative methodology as being beneficial when 

working with larger samples, for removing potential researcher bias, and applying the 
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results to general populations.  A quantitative approach was deemed as the most 

appropriate method to examine all different factors in this study.  

Study Setting 

The Forensic Diversion Program in Alachua County was started in July 2008 to 

provide “continuous treatment and rehabilitation to individuals who exhibit high legal 

recidivism (more than two arrests) and who have symptoms or history consistent with a 

severe and persistent mental illness and a likely co-occurring substance use disorder” 

(Criminal Justice, Mental Health and Substance Abuse Reinvestment Grant, 2008, p. B-

5).  Services provided through the program included treatment, intensive case 

management, benefits coordination, vocational services, housing, and systematic 

collaboration with the criminal justice system.  The project was funded by a state grant 

with matching funds from the county in the total amount of $1,998,000 over a period of 3 

years.   

The Forensic Diversion Program was based on the Sequential Intercept Model 

(SIM) (Munetz & Griffin, 2006).  SIM incorporate various points in time when individuals 

can be referred to the program.  The SIM began with the premise that individuals with 

mental disorders should not be involved with the criminal justice system any more often 

than individuals without mental disorders.  If individuals with mental disorders do commit 

crimes unrelated to their mental disorder, they should not be incarcerated simply 

because of their disorder or lack of access to treatment.  Munetz and Griffin proposed 

this as an ideal situation; however, reality is different and they envisioned a system 

providing points of entry into treatment rather than venturing further into the criminal 

justice system.  Five points of entry into the model were as follows: 1) Law enforcement 

and emergency services, 2) initial detention and initial hearings, 3) jail, courts, forensic 
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evaluations and forensic commitments, 4) reentry from jails, state prisons, and forensic 

hospitalization; and 5) community corrections and community support services.  SIM 

required an array of services including: counseling, community support services, case 

management, medications, vocational, safe and affordable housing, and crisis services 

(Munetz & Griffin, 2006).  Participants in the Forensic treatment group attended group 

therapy on an outpatient basis 2 days a week, for 3 hours a day.  Other outpatient 

services offered at the agency included medication management, case management, 

and specialized mental health or substance abuse programs.  Inpatient treatment 

programs were comprised of the 28-day substance abuse residential treatment program 

at the agency, or longer for dual diagnosis clients, and another local residential 

treatment program with a 6-9 month treatment period.  Crisis services were offered 

through the detox or crisis stabilization units.    

Study Participants 

Alachua County is located in North Central Florida with a population of 249,365 

(U.S. Census Bureau, 2012) and covers an area of 875 square miles.  The U. S. 

Census Bureau (2012) estimated the county was made up of Caucasians (71.3%), 

African Americans (20.3%), Hispanics/Latinos (8.9%), Asians (5.6%), American Indians 

and Alaska Natives (0.3%), Native Hawaiian and Other Pacific Islanders (0.1%), and 

individuals of mixed ethnic groups (2.4%).  The majority of the county‟s population was 

employed (56.7%) and had completed a high school education or higher (89.7%). The 

Florida Coalition for the Homeless (2010) estimated the homeless population in Alachua 

County was approximately 1,596 individuals.  

Criteria for participation in this study included: being over the age of 18, having 

two or more jail stays, and demonstrated having a severe and persistent mental health 
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and/or substance abuse diagnosis.  The majority of the individuals participating in this 

study were referred after they have been arrested and booked into the local jail, or post-

booking.  An intake evaluation was completed for all individuals meeting the program 

criteria.  These evaluations were completed while the individual was incarcerated or 

shortly after his/her release by a jail diversion specialist or a jail classification officer.  

The intake evaluation captured self-reported information including the person‟s 

demographic information, psychosocial information, mental health and/or substance 

abuse history, and current treatment services.  The evaluator then made a treatment 

recommendation based on the intake data.  Referrals to ancillary programs were also 

made at this point, including benefits coordination, vocational services, and housing.  A 

forensic specialist from the Forensic Diversion Program was assigned to the individual 

and responsible for intensive case management, direct treatment services, referrals to 

appropriate services, and collaboration with criminal justice agencies.  Additionally, 

participants had to be accepted by the state attorney and not have any current violent or 

sexual charges on their record. The sample used for this study consisted of individuals 

referred and accepted to the Forensic Diversion Program between July 1, 2008 and 

March 27, 2011.  Program participants were expected to remain in treatment up to 120-

180 days, with linkages to treatment services and resources, thereby reducing their 

criminal justice involvement post-treatment (Criminal Justice, Mental Health and 

Substance Abuse Reinvestment Grant, 2008). 

Confidentiality 

Every research participant in any study has a right to privacy and expects any 

data will be kept confidential at all times.  There is an expectation of respect for the 

autonomy, trust, scientific integrity, and fidelity in the study.  Every research participant 
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has the right to expect there will be no chance of being identified by name at any time, 

before, during, or after the study.  While no data was collected in person from any 

individuals who participated in the diversion program, their records were accessed via 

treatment records, court information, and program databases.  Due to having access to 

separate databases to obtain the necessary information, the researcher assigned each 

participant a randomly selected number using a table of random numbers.  The list 

matching names and numbers was kept at the treatment agency as an encrypted 

computer file.  The encrypted file was saved on the treatment agency‟s encrypted 

network system, and will be kept by the researcher‟s staff supervisor for a period of 

three years, or as otherwise determined by the treatment agency.  Data collection forms 

(Appendix A) contained no personally identifying information and data was reported only 

in an aggregated format.  Creswell (2003) suggested the fundamental role for ethical 

research is to do no harm, including physical, psychological, social, economic, or legal 

harm.  No informed consent was needed from participants as secondary data was used 

for the study; however, consent to access the data was granted by the treatment 

agency.  

Data Collection 

Data collection began upon receipt of approval from the Institutional Review 

Board of the University of Florida.  This study compiled data obtained from treatment 

records and criminal history information of individuals referred to the Forensic Diversion 

Program at a local community mental health agency in Alachua County, Florida 

between July 1, 2008 and March 27, 2011.  Individual records were accessed for each 

individual, including information from three major sources.  The first was their intake 

form (Appendix B), completed by the jail diversion specialist or jail classification officer 
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when the individual was initially incarcerated or recently released from incarceration to 

capture self-reported information relating to symptoms, diagnoses, treatment history, 

and resources.  The second was the individual‟s treatment chart, maintained by the 

community mental health agency, including their treatment services and diagnoses.  

This information was accessed through the agency‟s electronic health record system, 

implemented since 2007.  The third source of information was the criminal history 

database with information provided to the treatment agency by the local jail and judicial 

circuit court (Appendix C).  Names were matched to randomly selected identification 

numbers; however identification numbers were only used on data collection forms 

(Appendix A).  

Measures 

The data for this study was extracted from program databases.  The study used 

archival secondary data on program participants contained in the program‟s treatment 

records.  Each variable discussed below was collected from the databases for every 

individual meeting the criteria for participation in the study. 

Program participants were categorized as completers (1), discharged (2), or non-

participants (3). The completers and discharged groups included individuals who 

completed the diversion program or actively engaged for a period of time in the 

program.   The non-participants were individuals meeting acceptance criteria for the 

program but did not engage in program treatment.  Age was collected as a year of birth 

and the current age calculated by subtracting birth year from the current year.  Gender 

was collected as male (0) and Female (1).  Program participants were asked their 

completed level of education at intake including: less that high school (1), high school 

graduate/GED (2), some college (3), 2 year degree (4), 4 Year degree (5), and graduate 
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degree (6).  Ethnicity was also collected from program records as: Caucasian (1), 

African American (2), Hispanic (3), Native American (4), Asian/Pacific Islander (5), 

Mixed Ethnic (6).  A diagnosis for substance abuse or mental health problems was self-

reported by each person at admission.  The treatment diagnosis given by treatment staff 

was also recorded.  

Criminal history was recorded as a continuous variable of the number of arrests 

in the calendar year prior to admission into the diversion program.  Number of jail days 

was collected as the number of days spent in jail in the calendar year prior to admission 

into the diversion program.  Severity of charges was measured in the program database 

as a four point scale ranging from lowest severity (1) to greatest severity (4) (See 

Appendix D for a complete listing of charges).  Greatest severity included charges such 

as: murder, kidnapping, sodomy, and carjacking.  Lowest severity included charges 

such as: bigamy/polygamy, child neglect, disorderly conduct, and larceny.  Moderate 

severity crimes included counterfeiting, child abuse, and hit and run while high severity 

included attempted arson, attempted kidnapping, aggravated battery, and aggravated 

child abuse.  Participants were identified as participating in crisis, outpatient, or inpatient 

levels of treatment.  Treatment services were identified as: crisis stabilization, detox, 

therapy/counseling, case management, medication management, residential, or 

psychosocial rehabilitation.  Social support services included: housing, employment, 

vocational services, educational services, and benefits coordination.  Each was marked 

with a yes/no as it was possible an individual participated in more than one type of 

service.  Court mandated to the diversion program will be recorded as a yes or no.  

Length of time in treatment will be recorded as a continuous variable, defined as the 
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number of days between the date of acceptance and the date of discharge from the 

program.  The data collection form can be found in Appendix A.  

Null Hypotheses 

The following hypotheses will be tested in this study:  

HO1: There will be no differences between the completers, discharged, and non-
participants in predisposing factors (age, gender, ethnicity, educational level, 
diagnoses) and criminal history (number of arrests 1 year pre-diversion, number of jail 
days 1 year pre-diversion, severity of charges 1 year pre-diversion). 

HO2: There will be no differences between mandated and non-mandated participants 
in post-diversion criminal involvement and treatment service utilization using age as a 
covariate. 

HO3: There will be no differences in post-diversion number of arrest, number of jail 
days, and severity of charges when participants (completers and discharged) are 
compared to non-participants.  

HO4: There are no differences in treatment service utilization when participants 
(completers and discharged) are compared to non-participants.   

HO5: Length of time in treatment will not predict post-diversion number of arrests, 
number of jail days, and severity of charges. 

HO6: Housing, employment, vocational services, educational services, and benefits 
coordination will not predict number of arrests, jail days, or severity of charges.  

Data Analysis  

Hypotheses 1-4 will use a parametric or nonparametric chi square, analysis of 

variance, or logistic regression as the analytic procedure.  The dependent variables for 

each of the hypotheses vary in level of measurement and will require different types of 

analysis.  A probability level of p=.05 or less will be used to determine whether to accept 

or reject the null hypothesis.  Gender, educational level, diagnoses, severity of charges, 

and treatment service utilization are all nominal or ordinal levels of measurement and 

are not suitable for ANOVA analysis.  A Chi Square analysis was used to test for 

differences between expected and observed frequencies using a probability level of 
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p=.05 or less to accept or reject the null hypothesis. Logistic regression allows 

researchers to identify how well membership can be predicted in a group depending 

upon a set of predictor variables.  

Simple and multiple regression analysis were used to test hypotheses 5 and 6. 

Regression analysis is not causal in nature and its purpose is the development of an 

equation for predicting values on a Dependent Variable (DV).  The null hypotheses for 

5-8 are predictive in nature.  Simple linear regression involves a single Independent 

Variable (IV) and a single Dependent Variable (DV).  The goal of simple regression is to 

create a linear equation predicting the value of the DV if there is a value for the IV. In 

multiple regressions, there is a set of predictor or IVs selected to act as of a DV.  

Multiple regressions are an extension of simple linear regression involving more than 

one predictor variable and predicts a DV from a weighted linear combination of IVs.  

One problem with multiple regressions may be the existence of multicollinearity. 

Multicollinearity can be problematic if there moderate to high inter-correlations between 

predictor variables. Two or more independent variables may be measuring essentially 

the same information (Mertler & Vanatta, 2001).  Multicollinearity can cause problems 

with the analysis.  Stevens (1992) pointed out three reasons why multicollinearity can 

cause problems. These are: (a) multicollinearity limits the size of the R since the IVs are 

going after much the same variability in the DV; (b) multicollinearity can cause difficulty 

because individual effects are confounded when there is overlapping information; and 

(c) multi-collinearity tends to increase the variance of the regression coefficients 

resulting in unstable prediction equations.  The simplest method of diagnosing 

multicollinearity is to investigate high inter-correlations between the IV predictor 
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variables.  A second method is to inspect the Variance Inflation Factor (VIF), an 

indicator of the relationship between predictors (Stevens, 1992). Stevens also noted VIF 

values greater than 10 are generally cause for concern.  The data for all regression 

analyses will be checked to ensure multicollinearity does not present a problem in the 

analysis.  If multicollinearity did exist, a variable will be deleted or variables may be 

combined to create a single construct.  

The data for the regression analysis will be assessed to make sure the 

assumptions of regression are met. The assumptions of regression include: (a) the 

independent variables are fixed (the same values would be found if the study were 

replicated), (b) the IVs are measured without error, (c) the relationship between the IVs 

and the DV is co-linear, (d) the mean of the residuals for each observation on the DV is 

zero, (e) errors on the DV are independent, (f) errors are not correlated with the IV, (g) 

variance across all values of the IV is constant, and (h) errors are normally distributed 

(Mertler & Vanatta, 2001).  The assumptions will be inspected through examination of 

residual scatter plots, assessment of linearity, inspection of normality through 

skewness, kurtosis, and Kolmogorov–Smirnov statistics, and inspection of the Box‟s test 

for homoscedasticity (Mertler & Vanatta, 2001).  
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CHAPTER 4 
RESULTS 

The purpose of this study was to examine if participation in a diversion program 

reduced recidivism to the criminal justice system, as measured by post-diversion 

arrests, jail days, and severity of charges.  The study also examined effects of 

participation on treatment service utilization.  Other variables explored included the 

effects of mandated treatment, length of treatment, and the linkage to social support 

services such as housing, employment, vocational, educational, and benefits 

coordination as predictor variables for post-diversion criminal involvement.  Each of the 

research questions was tested for statistical significance using p < 0.05.  This chapter 

presents the demographic information about the sample used in this study, the results 

of data analyses for each research question, and summary of the significant findings. 

Description of Sample 

The sample used for this study was selected from the group of 628 individuals 

originally accepted for participation in the Forensic Diversion Program between July 1, 

2008 and March 27, 2011.  Only individuals with completed intake forms at admission 

were included this study.  Individuals with duplicate referrals were also removed.  If a 

person was referred multiple times, the individual‟s information was collected for the 

time period he/she participated in the program.  If the individual was referred multiple 

times but chose not to participate in the program, information from their earliest referral 

was used.  The final sample included data from 283 individuals.  The sample was 

primarily either African American (N=157, 55.5%) or Caucasian (N=124, 43.8%).  The 

sample also included one Hispanic (0.4%) and one Asian/Pacific Islander (0.4%), with 

no participants identified as either Native American or Mixed Ethnic.  The sample 
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consisted of more males (N=209, 73.9%) than females (N=74, 26.1%).  The ages of the 

sample population ranged from 20 to 78 years old, with a mean age of 41.9 years 

(SD=11.658).  Approximately half of the sample population had less than a high school 

education (N=142, 50.2%), followed by either high school graduate/GED (N=92, 32.5%) 

and some college (N=44, 15.5%).  Table 4-1 includes a full description of the sample‟s 

demographic information.     

One of the inclusion criteria for acceptance into the program was a mental health 

and or substance abuse diagnosis.  Of the 283 individuals used in the sample, 153 

(54.1%) self-reported having a mental health diagnosis and 266 (94.0%) with a 

substance abuse diagnosis.  This compared to 168 (50.4%) individuals diagnosed by 

staff with a mental health diagnosis and 125 (44.2%) with a substance abuse diagnosis.  

The three mental health diagnoses most reported by the individual included Bipolar 

Disorder (N=67, 23.7%), Depressive Disorder (N=53, 18.7%) and Schizophrenia (N=33, 

11.7%).  The three substances used most as reported by the individual included alcohol 

(N=164, 58.0%), marijuana (N=87, 30.7%), and cocaine (N=82, 29.0%).  Table 4-2 

includes the full description of the self-reported mental health and substance abuse 

diagnoses and those diagnosed by treatment staff.  Treatment services and social 

support services used by the sample population are summarized in Table 4-3.   

In the sample, 268 (94.7%) of 283 individuals had pre-diversion arrests and 281 

(99.3%) had served time in jail.  On average, participants had 2.98 arrests (SD=2.947), 

with a range of 0 to 24 charges pre-diversion, and served an average of 57.68 days 

(SD=62.975 days) in jail, with a range of 2 to 328 days.  Table 4-4 summarizes the 

criminal involvement variables of pre-diversion arrests, pre-diversion jail days, pre-
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diversion severity of charges, post-diversion arrests, post-diversion jail days, and post-

diversion severity of charges.  The individuals used in the sample were categorized into 

one of three status groups: completers, discharged, or non-participants.  The full 

description of these three categories is shown in Table 4-5.  The discharged group had 

the highest rate of pre-diversion arrests, with a mean of 3.86 (SD=3.627) arrests.  The 

completers had the highest number of pre-diversion jail days, with an average of 68.95 

(SD=74.118) jail days.  No significant analyses were found for pre-diversion jail days.  

The means and standard deviations for the criminal involvement variables are 

presented in Table 4-6, separated by the 3 status groups.     

Hypotheses Test and Results 

This section will review the different analyses used for each hypothesis. 

Hypothesis 1  

HO1: There will be no differences between the completers, discharged, and non-
participants in predisposing factors (age, gender, ethnicity, educational level, 
diagnoses) and criminal history (number of arrests 1 year pre-diversion, number of jail 
days 1 year pre-diversion, severity of charges 1 year pre-diversion).  

To examine hypothesis 1, chi-square and logistic multinomial regression were 

used due to the mixture of numerical and categorical independent variables.  A 

probability level of p=.05 was used for all tests to examine for significant relationships.  

A logistic multinomial regression was completed using the status group categorization, 

including completers, discharged, and non-participants.  The status group served as the 

dependent variable or the variable to be predicted.  There were three levels of the 

dependent variable necessitating the use of multinomial regression rather than the 

dichotomous outcome logistic regression.  The independent or predictor variables were 

age, pre-diversion arrests, pre-diversion jail days, and pre-diversion severity of charges. 
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Model fit indices (-2 log likelihood = 547.136) and likelihood ratio tests, X2 (8) = 28.298, 

p=<.001, found the full model predicts significantly better, or more accurately than the 

null model, indicating a good fit.  The pseudo R2=.101, the measure of effect size, and 

the metric do not represent the amount of variance accounted for by the predictor 

variables.  Higher values indicate a better fit but need to be interpreted with caution.  

The likelihood ratio tests found in Table 4-7 indicate age and severity of charges do not 

contribute to the model.  The average age ranged in the early 40‟s for all three status 

groups. 

Table 4-8 presents the logistic coefficients (B) for each predictor variable of each 

status group of the outcome variable.  The logistic coefficient is the change for each one 

unit in the predictor variable.  The logit is what is being predicted or the odds of 

membership in the status group.  The closer the coefficient is to zero the less influence 

it has in predicting the logit.  The Wald test is used to evaluate whether or not the 

coefficient is different from zero.  An Exp(B) greater than 1.0 will increase the logit and 

predictors decreasing the logit will have Exp(B) values of less than 1.0.  As seen in 

Table 4-8, pre-diversion arrests affected the discharged group and pre-diversion jail 

days affected non-participants.  The classification table indicated 50.6% of the 

participants were in the correct group (Table 4-9). 

A chi-square analysis was used to analyze the nominal variables of gender, 

ethnicity, educational level, mental health diagnoses, substance abuse disorders, and 

pre-diversion severity of charges.  Significant chi-square differences were found in 

ethnicity and diagnoses reported by the individual and treatment staff among the status 

groups. Table 4-10 includes a summary of the test results as differentiated by status 
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groups.  The ethnicity composition of the completers and discharged groups were fairly 

evenly split between Caucasian and African Americans, but the group of non-

participants had nearly twice the amount of African Americans (N=80, 64%) as 

Caucasians (N=44, 35.2%). 

Hypothesis 2  

HO2: There will be no differences between mandated and non-mandated participants 
in post-diversion criminal involvement and treatment service utilization using age as a 
covariate. 

An ANOVA was used to examine hypothesis 2.  The independent variable of 

court-mandated treatment status was determined as yes (1) or no (0).  Of the 283 

individuals, 49 (17.3%) individuals were court-ordered to treatment.  No significant 

differences were revealed between mandated and non-mandated participants for post-

diversion arrests, F(1, 282) = 3.382, p >.05; post-diversion jail days, F(1, 279) = 0.418, p 

> 0.05; or post-diversion severity of charges, F(1, 166) = 0.003, p > .05.  In looking at 

treatment service utilization, there was also no differences between mandated and non-

mandated participants, F(1, 279) = 0.599, p > .05.  An univariate analysis of variance 

was used with age as a covariate, which also resulted in no significant results F(1, 279) 

= 0.297, p > .05.  There were no significant test results, thereby leading to failure in 

rejecting the null as related to post-diversion criminal involvement and treatment service 

utilization. 

Hypothesis 3  

HO3: There will be no differences in post-diversion number of arrest, number of jail 
days, and severity of charges when participants (completers and discharged) are 
compared to non-participants.  

For hypothesis 3, the status groups of completers and discharged were 

combined into one, categorized as participants (N=158, 55.8%).  The non-participants 
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(N=125, 44.2%) remained in a separate category.  An ANOVA compared differences in 

post-diversion arrests for participants and non-participants.  Significant differences were 

found between the two groups, F(1, 281) = 5.851, p = 0.016 and the null hypothesis was 

rejected (Figure 4-1).  Program participants had a mean of 2.09 (SD=3.21) arrests and 

non-participants had a mean of 1.31 (SD=1.79).  Significant differences between the 

two groups were also found for post-diversion jail days, F(1, 278) = 5.847, p = 0.016 

and the null hypothesis was rejected.  Program participants had a mean of 95.34 jail 

days (SD=88.407) and non-participants had a mean of 71.72 (SD=70.676) jail days.  No 

significant differences were found between the two groups for post-diversion severity of 

charges, F(1, 165) = 0.057, p = 0.812, therefore the null hypothesis was rejected for this 

variable. 

Hypothesis 4  

HO4: There are no differences in treatment service utilization when participants 
(completers and discharged) are compared to non-participants.   

For hypothesis 4, the status groups of completers and discharged were again 

combined into one group as participants (N=158, 55.8%).  The non-participants (N=125, 

44.2%) stayed in a separate category.  ANOVA showed significant differences between 

the status groups for treatment service utilization, F(1, 281) = 150.895, p < 0.001, and 

the null hypothesis was rejected.  Participants in the program utilized an average of 2.43 

(SD=1.32) services, whereas non-participants utilized an average of 0.62 (SD=1.10).   

Hypothesis 5  

HO5: Length of time in treatment will not predict post-diversion number of arrests, 
number of jail days, and severity of charges. 

Post-diversion information was captured from the one-year period of time post 

acceptance to the program.  Length of time in treatment was calculated by taking the 
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number of days between the date of acceptance to and date of discharge from the 

program.  Time in treatment ranged from 1 to 766 days, or approximately 1 day to over 

2 years.  After removing data for individuals with less than 30 days in the program, the 

average time of participation in the program was 166 days (SD=140.20 days), or 

approximately 5.5 months.    Analysis of the regression results indicated there was a 

significant model, R = .124, R2 = .015, R2
adj = .012, F(1, 252) = 3.946, p = 0.048, and the 

null hypothesis was rejected.  However, time in treatment only accounted for 1.5% of 

the variance in post-diversion arrests.  A significant relationship was found only between 

length of time in treatment and post-diversion arrests, but not jail days or severity of 

charges.  Table 4-11 presents the results of this regression analysis.   

Hypothesis 6  

HO6: Housing, employment, vocational services, educational services, and benefits 
coordination will not predict number of arrests, jail days, or severity of charges. 

Social support services were services delivered specifically by the diversion 

program, including housing, employment, vocational services, educational services, and 

benefits coordination.  Analysis of the regression results showed a significant model, R 

= .204, R2 = .049, R2
adj = .032, F(1, 277) = 2.840, p = 0.016, and the null hypothesis was 

rejected.  A significant relationship was found between having housing and post-

diversion arrests, but not jail days or severity of charges.  Table 4-12 includes the 

results of this regression analysis. 

Change in Severity of Charges 

Pre-diversion and post-diversion severity of charges was originally taken as a 

count of the four different levels of severity: lowest (1), moderate (2), high (3), and 

greatest (4).  In an attempt to create a more meaningful measure, a new interpretation 
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of the data was taken by calculating the change in severity between pre-diversion and 

post-diversion.  No significant differences between the status groups were found for this 

new variable.  A full breakdown of the changes among the different status groups is 

shown in Figure 4-2.   

Summary of Findings 

In this study, the sample used included 158 participants and 125 non-participants 

in the Forensic Diversion Program.  Of the 158 participants, 55 (34.8%) completed the 

program successfully.   

Prior to participation in the diversion program, the three status groups of 

completers, discharged and non-participants were examined for differences between 

the groups.  Among the predisposing factors (age, gender, ethnicity, level of education, 

diagnoses), ethnicity and diagnoses reported by the referred individual and by treatment 

staff were found to be significantly different among the three status groups.  No 

significant differences were found among the groups as related to age, gender, or level 

of education.  Significant differences among the groups were also found in pre-diversion 

arrests and pre-diversion jail days, but not in pre-diversion severity of charges.  It is also 

important to note that significant differences among the groups were also found in 

treatment service utilization, social support services they were linked to, and court-

mandated status to treatment.  

There was a significant difference between groups in court-mandated status to 

treatment, with the majority of mandated individuals in the completers (N=24, 43.6%) 

and discharged (N=23, 22.3%) groups.   No significant differences were found when 

comparing the court-mandated participants and the non-mandated participants on the 

variables of post-diversion criminal involvement or treatment utilization.   
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When participants in the program were compared to non-participants, significant 

differences were found for post-diversion arrests and jail days, as well as treatment 

service utilization.  Figure 4-1 demonstrates the marked differences between the groups 

as related to post-diversion arrests and jail days.  When compared on treatment service 

utilization, the participants had a higher mean of services (M=2.43, SD = 1.32) than 

non-participants (M=0.62, SD = 1.10).   

Length of time in treatment and social support services were both examined as 

variables that may predict criminal involvement.  It was found that there was a 

significant relationship between both of these variables to post-diversion arrests only, 

but not with jail days or severity of charges.  
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Table 4-1.  Characteristics of sample population 

 Frequency (f) Percentage (%) 

Gender   
     Male 209 73.9 
     Female 74 26.1 
   
Ethnic group   
     Caucasian 124 43.7 
     African American 157 55.5 
     Hispanic 1 0.4 
     Native American 0 0.0 
     Asian/Pacific Islander 1 0.4 
     Mixed Ethnic 0 0.0 
   
Educational Level   
     Less than high school 142 50.2 
     High school graduate/GED 92 32.5 
     Some college 44 15.5 
     2 year degree 3 1.1 
     4 year degree 1 0.4 
     Graduate degree 1 0.4 
   
Highest grade level if not high school graduate    
     Below 8th grade 5 3.5 
     8th grade 17 6.0 
     9th grade 21 7.4 
     10th grade 33 11.7 
     11th grade 42 14.8 
     12th grade 24 8.5 
   
Court-mandated to treatment   
     Yes 49 17.3 
     No 234 82.7 
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Table 4-2.  Self-reported and staff-diagnosed diagnoses 

 Frequency (f) Percentage (%) 

Mental health diagnosis   
     Self-reported by referred individual 153 54.1 
          Bipolar Disorder 67 23.7 
          Depressive Disorder 53 18.7 
          Schizophrenia 33 11.7 
          Post-Traumatic Stress Disorder 23 8.1 
          Anxiety Disorder 19 6.7 
          Attention Deficit Hyperactivity Disorder 10 3.5 
          Personality Disorder 6 2.1 
          Obsessive Compulsive Disorder 2 0.7 
     Diagnosed by treatment staff 168 59.4 
          Depressive Disorder 70 24.7 
          Bipolar Disorder 38 13.4 
          Mood Disorder NOS 32 11.3 
          Unspecified Mental Disorder 26 9.2 
          Schizophrenia 24 8.5 
          Adjustment Disorder 20 7.1 
          Psychotic Disorder NOS 18 6.4 
          Anxiety and Panic Disorders 16 5.7 
          Post-Traumatic Stress Disorder 13 4.6 
          Substance-Induced Mental Disorder 8 2.8 
          Impulse Control Disorder 1 0.4 
Substance abuse diagnosis    
     Self-reported by referred individual 266 94.0 
          Alcohol 164 58.0 
          Marijuana 87 30.7 
          Cocaine 82 29.0 
          Crack cocaine 25 8.8 
          Opioid 17 6.0 
          Methadone 1 0.4 
          Heroin 1 0.4 
     Diagnosed by treatment staff 125 44.2 
          Alcohol 60 21.2 
          Cocaine 58 20.5 
          Marijuana 14 4.9 
          Opioid 13 4.6 
          Polysubstance 11 3.9 
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Table 4-3.  Treatment and social support services 

 Frequency (f) Percentage (%) 

Treatment Level   
     Outpatient 165 58.3 
     Crisis 91 32.2 
     Inpatient 81 28.6 
Treatment Services   
     Counseling 151 53.4 
     Medication management 97 34.3 
     Residential treatment 81 28.6 
     Crisis stabilization  59 20.8 
     Detoxification 54 19.1 
     Psychosocial Rehabilitation 11 3.9 
     Case management 9 3.2 
Social Support Services   
     Housing 70 24.7 
     Employment 58 20.5 
     Vocational services 20 7.1 
     Benefits coordination 11 3.9 
     Educational services 10 3.5 
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Table 4-4.  Criminal involvement variables 

 Frequency (f) Percentage (%) 
 Pre Post Pre Post 

Arrests     
     None 15 115 5.3 40.6 
     1-4 218 135 77.0 47.7 
     5-10 45 27 15.9 9.5 
     More than 10 5 6 1.8 2.2 
     
Jail days     
     None 0 17 0.0 16.1 
     1-30 (less than 1 month) 138 77 49.1 17.5 
     31-90 (1-3 months) 80 80 28.5 28.5 
     91-180 (3-6 months) 45 66 16.0 23.6 
     181-360 (6 months – 1 year) 18 40 6.4 14.3 
         
Highest severity of charges     
     Lowest (1) 202 107 71.4 37.8 
     Moderate (2) 33 32 11.7 11.3 
     High (3) 31 21 11.0 7.4 
     Greatest (4) 1 7 0.4 2.5 

 
 
Table 4-5.  Participant groups 

 Frequency (f) Percentage (%) 

Completers 55 19.4 
Discharged 103 36.4 
Non-Participants 125 44.2 
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Table 4-6.  Descriptive statistics for age and criminal involvement (CI) 

 N Range Mean SD 
     Status Groups 1 2 3 1 2 3 1 2 3 1 2 3 

Age 55 103 125 22-64 21-62 20-78 43.33 42.41 40.79 11.35 11.00 11.66 
             
Pre-Diversion CI             
     Arrests 55 103 125 0-10 0-24 0-23 2.60 3.86 2.41 2.069 3.627 2.453 
     Jail days 55 102 124 2-327 2-294 4-328 68.95 64.91 46.74 74.118 67.743 51.255 
     Severity of charges 53 96 118 1-3 1-3 1-4 1.36 1.36 1.37 .710 .682 .714 
             
Post-Diversion CI             
     Arrests 55 103 125 0-7 0-19 0-9 0.95 2.70 1.31 1.508 3.688 1.798 
     Jail Days 55 102 123 0-265 0-357 0-287 75.64 105.96 71.72 71.436 94.964 70.676 
     Severity of charges 24 75 68 1-3 1-4 1-4 1.38 1.61 1.59 .576 .943 .868 
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Table 4-7.  Likelihood ratio tests 

 -2 Log Likelihood Chi-square df p 

Age 529.680 2.544 2 .280 
Pre-diversion     
     Arrests 544.986 17.859 2 <.000 
     Jail days 533.406 6.270 2 .043 
     Severity of charges 529.299 2.1262 2 .339 

 
 
Table 4-8.  Parameter estimates 

Status*  B Wald df p Exp(B) Confidence 
Interval 

2 Age -.018 1.298 1 .255 .982 .953 1.013 
 Arrest .268 8.762 1 .003 1.307 1.095 1.560 
 Jail Days -.005 2.381 1 .123 .995 .989 1.001 
 Severity of Charges -.054 .036 1 .850 .948 .543 1.653 
3 Age -.024 2.493 1 .114 .977 .948 1.006 
 Arrest .060 .401 1 .527 1.062 .882 1.278 
 Jail Days -.008 6.118 1 .013 .992 .986 .998 
 Severity of Charges .262 .943 1 .332 1.299 .766 2.204 

*The reference category is 1. 

 
Table 4-9.  Classification table 

 Predicted 
 1 2 3 % Correct 

1 4 9 40 7.5 
2 3 34 58 35.8 
3 4 17 96 82.1 
Overall % 4.2 22.6 73.2 50.6 
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Table 4-10.  Chi-square test results by status group 

 Completers 
N (%) 

Discharged 
N (%) 

Non-Participants 
N (%) 

Statistical test and p value 

Gender    Χ2(2, N=283)=2.417, p=0.299 
     Male 39 (70.9) 72 (69.9) 98 (78.4)  
     Female 16 (29.1) 31 (30.1) 27 (21.6)  
     
Educational Level    Χ2(10, N=283)=14.039, p=0.171 
     Less than high school 28 (50.9) 48 (46.6) 66 (52.8)  
     High school graduate/GED 12 (21.8) 42 (40.8) 38 (30.4)  
     Some college 14 (25.5) 12 (11.7) 18 (14.4)  
     2 year degree 1 (1.8) 0 (0.0) 2 (1.6)  
     4 year degree 0 (0.0) 1 (1.0) 0 (0.0)  
     Graduate degree 0 (0.0) 0 (0.0) 1 (0.8)  
     
Ethnic group    Χ2(6, N=283)=12.825, p=0.046 
     Caucasian 30 (54.5) 50 (48.5) 44 (35.2)  
     African American 24 (43.6) 53 (51.5) 80 (64.0)  
     Hispanic 0 (0.0) 0 (0.0) 1 (0.8)  
     Native American 0 (0.0) 0 (0.0) 0 (0.0)  
     Asian/Pacific Islander 1 (1.8) 0 (0.0) 0 (0.0)  
     Mixed Ethnic 0 (0.0) 0 (0.0) 0 (0.0)  
     
Mental health diagnosis     
     Self-reported by individual 26 (47.3) 66 (64.1) 61 (48.8)  Χ2(2, N=283)=6.575, p=0.037 
     Diagnosed by treatment staff 45 (81.8) 88 (85.4) 35 (28.0) Χ2(2, N=283)=91.494, p=0.000 
     
Substance abuse diagnosis     
     Self-reported by individual 52 (94.5) 100 (97.1) 114 (91.2) Χ2(2, N=283)=3.503, p=0.173 
     Diagnosed by treatment staff 33 (60.0) 66 (64.1) 26 (20.8) Χ2(2, N=283)=49.827, p=0.000 
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Table 4-10.  Continued 

 Completers 
N (%) 

Discharged 
N (%) 

Non-Participants 
N (%) 

Statistical test and p value 

Treatment Services     
     Counseling 45 (81.8) 90 (87.4) 16 (12.8) Χ2(2, N=283)=148.421, p=0.000 
     Medication management 35 (63.6) 46 (44.7) 16 (12.8) Χ2(2, N=283)=51.569, p=0.000 
     Residential treatment 30 (54.5) 43 (41.7) 8 (6.4) Χ2(2, N=283)=56.992, p=0.000 
     Crisis stabilization  10 (18.2) 30 (29.1) 19 (15.2) Χ2(2, N=283)=6.931, p=0.031 
     Detoxification 14 (25.5) 29 (28.2) 11 (8.8) Χ2(2, N=283)=15.497, p=0.000 
     Psychosocial Rehabilitation 4 (7.3) 3 (2.9) 4 (3.2) Χ2(2, N=283)=2.107, p=0.349 
     Case management 4 (7.3) 1 (1.0) 4 (3.2) Χ2(2, N=283)=4.625, p=0.099 
     
Social Support Services     
     Housing 30 (54.5) 39 (37.9) 1 (0.8) Χ2(2, N=283)=74.256, p=0.000 
     Employment 27 (49.1) 29 (28.2) 2 (1.6) Χ2(2, N=283)=58.699, p=0.000 
     Vocational services 10 (18.2) 10 (9.7) 0 (0.0) Χ2(2, N=283)=20.945, p=0.000 
     Benefits coordination 7 (12.7) 4 (3.9) 0 (0.0) Χ2(2, N=283)=13.393, p=0.001 
     Educational services 6 (10.9) 4 (3.9) 0 (0.0) Χ2(2, N=283)=16.561, p=0.000 
     
Court Mandated to Treatment 24 (43.6) 23 (22.3) 2 (1.6) Χ2(2, N=283)=49.988, p=0.000 
     
Pre-diversion severity of charges    Χ2(6, N=267)=1.931, p=0.926 
     Lowest (1) 41 (77.4) 72 (75.0) 89 (75.4)  
     Moderate (2) 5 (9.4) 13 (13.5) 15 (12.7)  
     High (3) 7 (13.2) 11 (11.5) 13 (11.0)  
     Greatest (4) 0 (0.0) 0 (0.0) 1 (0.8)  
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Table 4-11.  Regression table for length in treatment and post-diversion arrests 

 Β SE Β β p 

Length in Treatment 0.002 0.001 0.124 .048 
Notes: R2 = 0.015 (p = 0.048)     

 
 
Table 4-12.  Regression table for social support services and post-diversion arrests 

Social support services Β SE Β β p 

     Housing 1.275 0.409 0.204 .002 
     Employment -.056 .433 -.008 .897 
     Vocational services -.952 .706 -.090 .178 
     Educational services -1.003 .885 -.069 .258 
     Benefits coordination -.958 .932 -.069 .305 
Notes: R2 = 0.049 (p = 0.016)     
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Figure 4-1.  Comparison of pre-diversion and post-diversion rates between participants 

and non-participants for A) arrests and B) jail days. 
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Figure 4-2.  Change in severity of charges, differentiated by status groups.   
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CHAPTER 5 
DISCUSSION 

With the growing jail and prison populations and limited space in these facilities, 

diversion programs have been explored as a possible option for those needing mental 

health and/or substance abuse treatment.  Factors relating to the participant and 

treatment were examined in this study, and their effects on reducing post-diversion 

criminal justice involvement and treatment service utilization.  The purpose of this study 

was to examine if participation in a diversion program reduced recidivism to the criminal 

justice system as measured by post-diversion arrests, jail days, and severity of charges.  

The study also examined effects of participation on treatment service utilization. 

Discussion of Findings 

The sample used in this study was gathered from reviewing secondary 

information collected by a local jail diversion program.  It did not include a completely 

randomized sampling, as only the non-participants were randomly selected, and all of 

the participants in the program were included in the sample.  The demographics of the 

sample population were not representative of the residents in this area.  The sample 

comprised of 55.5% African Americans, and 43.74% Caucasians with an under-

representation by all the other ethnic groups.  The sample also was comprised of mostly 

males (73.9%).  Approximately 50% of the sample had less than a high school 

population, with 9.5% having less than an 8th grade education.  Of the individuals who 

did not complete high school or obtain their GED, most individuals dropped out in the 

10th (N=33, 11.7%) and 11th (N=42, 14.8%) grades.  This information may be useful for 

prevention-related programs if looking to start interventions early during the individual‟s 

years in school.   
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A number of the individuals referred to the program reported having a mental 

health (N=153, 54.1%) or substance abuse (N=266, 94.0%) diagnosis.  The top three 

diagnoses self-reported by the referred individuals were similar to those found by 

Broner, Mayrl, and Landsberg (2005) in a New York City jail.  For this sample, the top 

three reported mental illnesses were Bipolar Disorder, Depressive Disorder, and 

Schizophrenia.  The top three diagnosed by staff were Depressive Disorder, Bipolar 

Disorder, and Mood Disorder.  Something interesting for this particular sample 

population was that 94% reported having a substance abuse issue.  While this 

contrasted with the 44.2% substance abuse diagnoses reported by staff, this may be 

due to the recording procedure by the treatment agency.  Clinically, a substance abuse 

issue is addressed prior to the treatment of a mental health issue but documentation at 

this agency typically recorded the mental health issue as the “primary diagnosis” for 

treatment.  One possible reason for the difference between self-reported mental health 

and substance abuse diagnoses by the individual is the increased awareness a person 

has of their substance abuse issues versus underlying mental health issues, especially 

if the person has never been in professional treatment.  The high number of self-

reported diagnoses may also be due to the individuals knowing that participation in the 

program would divert them from further incarceration.         

In regards to treatment services utilized, the services individuals engaged in at 

the agency since 2007 were accessed through the agency‟s electronic health record 

and used to capture treatment information for this study.  The treatment services were 

recorded and divided into three treatment levels, including outpatient, crisis, and 

inpatient.  Over half (N=165, 58.3%) of the sample population utilized outpatient 
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services at some point in time during this time period, with about 32% having used 

crisis-level services, and approximately 29% utilized inpatient services.  Outpatient 

services, most specifically counseling services, may have been the most utilized 

treatment service due to it being the least invasive level of treatment when compared to 

residential or crisis level services.  In addition, case management and psychosocial 

rehabilitation services typically required the individual to have a private funding source.     

Included in the services offered by the Forensic Diversion Program, participants 

were referred to social support services such as linkages to housing, employment, 

vocational services, educational services, and benefits coordination.  These services 

have been found in previous studies (Broner et al., 2003) as services needed by 

individuals coping with co-occurring mental health and substance abuse disorders.  Of 

the social support services, housing was the most utilized service (N=70, 24.7%), 

followed by active employment (N=58, 20.5%).  Housing was an important component 

of many program participants‟ treatment as this often offered a change in their previous 

environment which fostered continued substance use or criminal behavior, making them 

a high risk for recidivism in the criminal justice system and their recovery. 

Hypothesis 1 

Research results indicated there were some characteristics identified common to 

participants of diversion programs.  The first research question addressed differences 

among the three status groups used in this study, including participants completing 

treatment (completers), participants engaged in treatment but were discharged prior to 

the study with successful completion (discharged), and individuals accepted to the 

diversion program but not participating in treatment (non-participants).  Significant 

differences were found among the groups in ethnic composition, with the non-
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participants having nearly double (N=80, 64.0%) the number of African Americans as 

Caucasians (N=44, 35.2%).  The other two status groups were fairly evenly split 

between the 2 ethnicities.  Significant differences between the groups were found for 

self-reported mental health diagnoses, and in both mental health and substance abuse 

diagnoses reported by staff.  Participants who were discharged from treatment prior to 

completion had the highest rate of self-reported mental health diagnoses.  Almost 65% 

of individuals in the discharged group self-reported a mental illness compared to 47% of 

completers and 49% of non-participants.  Significant differences between the groups 

were found with both mental health and substance abuse diagnoses by staff, in which 

there were higher rates for both the completers and discharged groups, compared to 

the non-participants.  This could be due to staff having just one opportunity to assess 

the individual, as ongoing assessment was not possible due to the individual not 

participating in further treatment.  Although there were no significant differences found 

with self-reported substance abuse issues, it was also noted all three status groups had 

over a 90% self-reporting rate. 

In regards to the criminal history, significant differences were found between the 

three groups.  Strictly looking at the averages for pre-diversion arrests among the three 

groups (Table 4-6), the completers (M=2.60, SD=2.069) and the discharged (M=3.86, 

SD=3.627) group had higher means when compared to non-participants (M=2.41, 

SD=2.453).  The findings of this study were different from previous studies (Broner et 

al., 2004 and Steadman & Naples, 2005).  Previous studies found diversion program 

individuals had fewer prior arrests and spent more days in jail prior to treatment 

engagement than non-diverted individuals.  With this study sample, the discharged 
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group had the highest number of pre-diversion arrests and the completers had the 

highest number of pre-diversion jail days.  Both of these groups consisted of diversion 

program individuals.  Lattimore et al. (2003) noted the importance of examining the 

target groups for diversion programs.  The Forensic Diversion Program was targeted to 

serve the individuals identified as chronic recidivists in the criminal justice system.  The 

majority of the individuals accepted for the program were those with multiple 

misdemeanor charges.  It would be important in future research to assess what other 

variables affect the motivation of an individual to participate in treatment. 

Hypothesis 2 

There were no significant findings for this study when investigating court-

mandated treatment in relation to post-diversion criminal involvement and treatment 

service utilization.  This finding was surprising, as previous studies (Broner et al., 2005; 

Lamb et al., 1996) have found better outcomes and longer durations in treatment 

among court-mandated participants.  The lack of a significant finding could have been 

attributed to the low number of court-mandated individuals (N=49, 17.3%) to treatment 

in this sample.   

Working with individuals in the program, participants often requested not to be 

court-mandated to treatment if given a choice.  An example of this would be if 

termination of probation was contingent on successful completion of treatment.  In many 

cases, participants chose to complete a jail sentence in order to be free of all probation 

and treatment requirements.  Draine and Solomon (2005) acknowledged higher re-

arrest rates have been found for individuals under probation supervision or monitoring.  

Variables for future research might examine a person‟s course of probation, including 

violations and completions, and also assess an individual‟s level of treatment readiness 
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when mandated to treatment.   Another variable that will be important to assess in future 

research is the notion of perceived coercion by the individual.  Cusack, Steadman, and 

Herring (2010) assert an understanding of this factor, which is defined as an individual‟s 

perceived lack of choice or control, lends a perspective on how diversion programs can 

engage and maintain participants.  This factor is also important as court-mandated 

treatment is essentially still voluntary for the individual.  The individual ultimately has the 

option of accepting or denying this order, as declining the offer would return the person 

to the regular proceedings of sentencing and completion of a jail or prison term.  

Hypothesis 3 

This hypothesis sought to assess more directly the impact of participation in a 

diversion program.  The completers and discharged groups were combined into one 

participant group.  Significant differences were found for both post-diversion arrests and 

jail days.  The participants had a higher mean score for both of these measurements.  

However, it was noted there was a significant decrease between pre-diversion (M=3.42) 

and post-diversion (M=2.09) arrests.  Jail days increased from an average of 66 days 

pre-diversion to 95 days, but there were several scenarios to explain this phenomenon.  

First, participants in treatment had higher means of both pre-diversion arrests and jail 

days when compared to non-participants.  In addition, individuals may have needed to 

remain in jail for longer periods of time while the diversion program worked out an 

agreeable plan with the court for release.  Individuals also might be re-incarcerated for 

longer periods of time if they reoffended while in treatment, or decided later to no longer 

engage in treatment.  It is important to note here that 40.6% (N=115) of the sample did 

not re-offend post-diversion, thereby reducing these individuals‟ recidivism rates within 

12 months post-diversion.  It should also be noted that for arrests rates, there was a 
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63.5% reduction for completers and 30.1% reduction for discharged participants.  This 

finding is congruent with those of Case et al. (2009) in their finding of 47.3% of diversion 

participants in their study had no further re-arrests.       

These findings are comparable to previous research.  In a sample of incarcerated 

inmates in 2005, Torrey et al. (2010) found offenders with mental illness to have higher 

recidivism rates when compared to other released individuals.  Individuals who 

participated in diversion were also more likely to report participation in treatment 

services (Steadman and Naples, 2005).   Taking into account that the target groups of 

diversion programs need to be considered when making comparisons (Lattimore et al., 

2003), the target population for this program included chronic recidivists in the system, 

who have established patterns of behavior, in addition to more complex needs as 

related to mental health and/or substance use issues, treatment, and basic needs.  It 

may take a few episodes of treatment before new behavior patterns emerge.  For this 

reason, it may be helpful in future research to look at rediversion, which has been 

defined as “a former or current diversion program participant being booked into jail on a 

new charge and being diverted once again through the same diversion program” 

(Boccaccini, Christy, Poythress, & Kersha, 2005, p. 836).  In their study looking at two 

diversion programs in Florida, Boccaccini et al. (2005), 21-22% of participants had more 

than one instance of rediversion from the criminal justice system.  Of those who were 

rediverted, one-fifth of the individuals were rediverted within 30 days of their initial one, 

with half by 90 days, and three-quarters by 180 days.  They suggest further examination 

of this factor could help future diversion programs identify those individuals who would 

be at high risk for rediversions, and make necessary treatment accommodations. 
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Hypothesis 4 

This question explored the variable of treatment service utilization.  While 

treatment use could not be attributed directly to participation in the diversion program, 

there was a higher treatment utilization rate among participants (M=2.43, SD=1.32) 

versus non-participants (M=0.62, SD=1.10).  This factor alone may explain why 

participants engaged in the diversion program as compared to the non-participants, 

having been previously engaged in services.   

As previously mentioned, outpatient services were the most utilized treatment 

service, specifically counseling services (Table 4-10).  This finding parallels those of 

Jaffe, Du, Huang, and Hser (2012), where an analysis of over 1000 treatment 

participants showed that 77.6% attended outpatient treatment.  Though residential 

treatment was not as widely used (17.5%), their review of research has shown 

residential treatment producing more successful treatment outcomes than outpatient 

treatment (Broner et al., 2005; Jaffe et al., 2012). 

Hypothesis 5 

Previous research has demonstrated success of diversion treatment programs in 

reducing recidivism, but one problem has been found to be with treatment attrition 

(Olver et al., 2011).  Olver et al. (2011) noted in their review of 114 offender treatment 

studies with over 41,000 offenders, the treatment attrition rate was approximately 

27.1%.  The attrition rate for this sample was high, with 103 of 158 (65%) participants 

dropping out of treatment either by their own choice or for treatment non-compliance.   

Of the participants, 35% (N=55) were successful completers of the program.  The 

average length of time in treatment between the completers and discharged group 

found completers remained in the program approximately 75 days longer or 2.5 more 
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months.  The average length of stay for the completers was 274 days (SD=146.60) or 

approximately 9 months.  This was longer than the original program expectation of 120-

180 days (4 to 6 months).    

Hypothesis 6 

A significant relationship was found between linkage to social support services 

and post-diversion criminal involvement, specifically between the linkage to housing and 

post-diversion arrests.  Housing in this diversion program was provided as a resource 

for participants who were able to demonstrate consistent engagement with treatment 

after their release from jail.  Many of the participants were initially either homeless or 

had temporary housing options with friends or family upon jail release.  Continued 

homelessness often led to disengagement with treatment because the individual 

returned to a previous lifestyle, increasing the vulnerability to relapse, re-arrest, or re-

incarceration.  Though resources for housing were limited, this is a resource that should 

be emphasized for future diversion programs.  As mentioned by Case et al. (2009), an 

individual‟s housing status was a significant predictor for post-diversion arrests. 

Conclusions 

This study certainly adds to the existing research on diversion programs.  

Significant predictors of participation were found in this program including ethnicity, 

diagnoses, pre-diversion arrests, and pre-diversion jail days.  Participation in the 

diversion program had significant impacts on post-diversion arrests, post-diversion jail 

days, and treatment service utilization.  Length of time in treatment and linkages to 

social support services, particularly housing, were significant predictors of post-

diversion arrests.   
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Limitations of the Study 

The overall results of this study may be generalizable to jail diversion programs, 

however, certain limitations need to be discussed to understand the results within the 

context of the study.  This section will review limitations of this study possibly 

compromising the validity and generalizability of the findings.  Due to utilizing secondary 

data, measurements for the variables were limited to the existing data and outcomes 

already collected by the diversion program studied.  The variables for the study were 

defined and collected by the primary investigator.  Although there was only one primary 

investigator for this study, limiting any inter-rater reliability issues, the clinical 

interpretation of the variables during the data collection process was attributed to this 

one investigator.  These issues could affect the face validity of the study, in whether 

appropriate variables were selected to measure outcomes of the diversion program, and 

if the variables were accurately measuring what were identified for the study.   In 

addition, the outcome data collected by the diversion program was based upon the 

clinical judgments of different clinicians with varying levels of experience in the field.  

The diagnostic impression, treatment services, and social support services needed by 

the participants could have varied depending on the individual treatment staff.  The 

diversion program did implement routine meetings, not just among treatment staff, but 

also with representatives from the court, the jail, and the county to review cases and 

modify the participant‟s treatment plan.   

This study was also limited in the structure and design of the diversion program.  

The Forensic Diversion Program was newly implemented in July 2008 and was required 

to undergo numerous programmatic and clinical changes throughout the three year 

course of the grant.  The program included the key activities of a diversion program, 
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including access to treatment, decreasing the length of incarceration, (Broner et al., 

2004; Draine & Soloman, 2005; Steadman et al., 2005).  However, no two diversion 

programs are exactly the same.  As cautioned by Lattimore, Broner, Sherman, Frisman, 

and Shafer (2003) in comparing programs with each other,  

diversion encompasses a range of program types that vary: on the stage at which and 
location from which the diversion occurs; on whether, and the extent to which, criminal 
justice and services monitoring occurs postdiversion; in terms of the degree of 
involvement in the community service delivery system; and on the target population.  (p. 
58) 

In 2009, Parker, Foley, Moore, and Broner examined four diversion programs in Florida, 

Nebraska and New York, outlining challenges in implementing these programs and 

possible solutions to promote stakeholder buy-in.  Each of these programs experienced 

challenges ranging from establishing credibility, easing concerns of public safety, to 

staff turnover.  It would appear that each diversion program, no matter how well 

planned, will need a period of working through issues during the implementation 

process.  

Another design-related limitation was the cross-sectional design of the study, 

where many of the variables were dependent on the referred individual‟s self-report at 

the time of their intake evaluation.  This was a direct effect of utilizing secondary data, 

as the variables defined for the study were largely collected only at the intake phase.  

Recidivism data used in this study was limited to 12 months post-diversion.  Outcome 

data related to treatment was collected for program participants, but not systematically 

collected at certain points of time.  This data was also not available if an individual was 

discharged prior to program completion or if the person stopped engaging in treatment.  

If a longitudinal design was used for future studies, it is recommended that the 

individual‟s responses to be collected at other points in the treatment process, including 
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engagement, 3 and 6 months into treatment, and at discharge from the program.  Post-

diversion outcomes should also be tracked over longer periods of time, as previous 

research show that diversion-related outcomes do not always sustain over time.  The 

individual‟s level of motivation for treatment and the perception of the benefits of 

treatment, treatment needs, and important aspects of the diversion program that help 

reduce recidivism to the jail system would be data recommended for future studies.  

These are all dynamic variables that could potentially change as the individual 

progresses through treatment.  In addition, collecting both self-reported and staff 

perceptions could be beneficial for comparison.  Collecting individuals‟ self-reported 

responses through a structured interview, as is common with initial evaluations, can 

create another potential bias of the individuals giving socially desirable responses.  

Social desirability becomes a factor due to the interaction with the evaluator (Dillman, 

2007).  This could impact responses to include exaggerated information to present a 

worse situation, or under-reported information to minimize the situation.  Future 

research may consider using diagnostic tests or standardized screening tools, or 

implementing an evaluation process where the individual would not feel inclined to give 

socially desirable responses.    

Selection bias may have also affected the results.  The majority of the intakes 

were completed while the individual was still incarcerated, lending some incentive for 

the individual to be screened for a diversion program.  Most of the individuals would 

have the knowledge the diversion program could help them get released from the jail or 

at least reduce the number of days they were incarcerated.  This may have influenced 

individuals to report the presence of certain variables, such as a mental health or 
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substance abuse diagnosis since this was part of the criteria for acceptance in the 

diversion program.  Other well-known benefits of being in the program included the 

possibility of obtaining resources, of which housing was the social support service most 

individuals requested.  The diversion program may disproportionately attract these 

individuals, making it difficult to determine if the study results was skewed in a positive 

or negative direction.  Though the study examined correlations between variables, a 

significant relationship does not imply causation.  Both of the correlations (R2) examined 

in this study were not particularly strong, therefore other variables may have influenced 

these relationships.        

Implications 

There are a few considerations for future research to be discussed here.  This 

study incorporated information only from individuals referred and accepted to participate 

in the Forensic Diversion Program.  The intake evaluation was completed only when the 

individual was thought to have a mental health and/or substance abuse issue that could 

benefit from treatment.  Future research could also include information from a control 

group more representative of the general jail or prison population.  This might be 

another way to determine if the reduction in recidivism rates were directly impacted by 

participation in a diversion program.   

This study was also limited to secondary data.  Should this same study be 

replicated in the future, a mixed-method design is recommended to allow participants to 

be interviewed to gain a better understanding of the benefits of treatment and the 

effects of incarceration and diversion.  Again, collecting the data at multiple points in the 

individual‟s engagement with the program could provide a more in-depth understanding 
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of what constitutes a successful diversion program, what would promote successful 

completion of treatment, and what factors are vital for continued success.  

Future research may also need to consider the implications of having multiple 

stakeholders involved with a diversion project.  Each entity will have its own desired 

outcomes, and there may be differences in how certain things are defined (CMHS 

National GAINS Center, 2007).  This includes the difference in how diversion is defined 

by the criminal justice system and treatment providers.  For example, SAMHSA‟s 

GAINS Center for Behavioral Health and Justice Transformation note that criminal 

justice professional may drop or not pursue charges in the individual agrees to 

treatment, therefore relieving the court of any continued court oversight.  For mental 

health professionals, the goal for diversion is to create an alternative to incarceration, 

and could potentially include continued court oversight.  This may propose an issue for 

some buy-in into a diversion program, as some individuals with minor charges may 

have shorter periods of involvement with the court and the jail systems by simply having 

their charges resolved without any diversion consideration (Roesch, 1995).   

This study highlights the differences between an empirical study and program 

evaluation, but also that they are often not mutually exclusive.  Coffman (2003) 

reviewed Scriven‟s description of evaluation as establishing “merit, worth, or value of 

things” (p. 7) and research “bases its conclusions only on factual results – that is, 

observed, measured, or calculated data” (p. 7).  Small (2012) pointed out four major 

ways program evaluation differs from research: 1) its focus on a program versus a 

population, 2) it improves versus proves, 3) it determines value versus being value-free, 

and 4) it asks “Is it working?” versus “Did it work?”  During the three-year course of the 
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diversion program used in this study, the program‟s outcome data was routinely 

presented to a large stakeholder committee to ensure that the program was staying true 

to the program objectives of reducing recidivism and diverting individuals to appropriate 

treatment services.  Based on these ongoing evaluations, the program was deemed as 

making a difference and was meeting established objectives.  Using the empirical 

design of this study, the difference was not significant based on the statistical analyses 

of the collected data.  This may imply researchers, program developers, and clinicians 

all need to communicate and work together in defining variables and outcome 

measures, setting up the program design, and determining the data collection process.    

Implications for Theory 

The results of this study are helpful for clinicians working with this population.  

The nature of this „triply troubled‟ population as described by Lindqvist (2007) makes it 

necessary to consider the complexities treatment programs and interventions have to 

address.  Not only are treatment staff members working with the individual but also the 

barriers and limitations existing in the different systems of the jails, courts, and 

community.     

For clinicians working with this population, their training and basic knowledge 

base needs to incorporate more than just treatment modalities and interventions.  The 

theoretical frameworks used for this study included Self-Control Theory (Gottfredson & 

Hirschi, 1990) and the Transtheoretical Model (Prochaska & Declemente, 1982).  Both 

of these models provided additional considerations when looking at client factors such 

as treatment resistance or attrition, as applied to this population.  Rotter et al. (2005) 

proposed that treatment providers are responsible for developing cultural competence in 

working with this population, increasing awareness and broadening perspectives of an 
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individual‟s reactions to incarceration.  The theories also encourage clinicians to 

examine how this pattern of chronic incarcerations developed, and what needs the 

program must fulfill.  This offers new meaning to the concept of counseling is like 

peeling an onion, with the need to remove multiple layers before the underlying issues 

can be discovered.     

Another implication is the fluidity of working with this population.  The program is 

based on the SIM, which emphasizes the multiple entry-points an individual could enter 

the criminal justice system, and hopefully enter into treatment.  This model highlights 

the importance of working with the entire system, starting within the treatment agency, 

and extending to the network of service providers involved in the person‟s care.  The 

fluidity also applies to the individual, who may cycle through the various stages of 

change.  The individual may also transition quickly through different states of being 

unstable, homeless, or substance-dependent.  The clinician must encompass the ability 

to quickly assess and determine the individual‟s immediate risk factors and treatment 

needs.  In addition, these need to be considered along with the individual‟s motivations 

or resistances to treatment.     

Implications for Practice 

The linkage of individuals to appropriate mental health and substance abuse 

treatment services has been increasingly discussed in the media as well as in policy 

reform.  Considerations for programs have to focus on those producing the best 

outcomes as resources are limited.  The population currently studied includes 

individuals at the highest risk, coupled often with having the least resources.  Having 

studies such as the current study can help identify the important variables to focus on in 

treatment as well as predictors for success.   
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The complexities of working with this population magnify the issue of program 

sustainability, and how staff turnover can be a significant challenge.  Research has 

shown a turnover rate of 25% for direct care staff and 54% for program directors of 

substance abuse programs (Knight, Becan, & Flynn, 2012).  The coming and going of 

staff in a program impacts not only the organization but could have an impact on 

program implementation, operations, and outcomes.  Barner, Hunter, Modisette, Ihnes, 

and Godley (2012) lists the two most common consequences of staff turnover involves 

the financial cost of replacing staff, and also a reduction in the quality of services 

delivered to clients.  In the three years examined in this study, the Forensic Diversion 

Program experienced three major changes in clinical staff.  Supervision and training of 

staff working with this particular population need to maximize efforts in helping the 

clinician process about burnout and job satisfaction to reduce staff turnover.  

Summary 

This chapter provided a discussion of the results of this study examining the 

effects of participation in a diversion program on recidivism to the criminal justice 

system and treatment service utilization, which are both indicators for successful 

community integration.  Limitations of the present study were reviewed, concluding with 

a discussion of the implications for future research, theory, and practice.    
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 APPENDIX A 
DATA COLLECTION FORM 

ID Number ___________________________  Diversion Program Data Collection 
 
Participant Status 

      -Participant 
 
Gender      
 
Age  _____________________ Record year of birth __________________________ 
 
Level of education  
       
     ar degree 
        
 
Ethnic group  
         
        

        
 
Diagnosis 

 
e Abuse ______________________________ 

 
Treatment Level  

 
 

 
 
Treatment Utilization  
  
  
  
  
  
  Residential 
  Psychosocial Rehabilitation  
 
Social Supports 
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Criminal Involvement 
Number of arrests in year prior to admission to program   ___________ 
 
Number of days in jail in year prior to admission to program _____________ 
 
Number of arrests in year post admission to program   ___________ 
 
Number of days in jail in year post admission to program _____________ 

 
Severity of charges  

     
 1 year post admission:             
 
Court Mandated  
     
 
Duration in Treatment   
 Date of Acceptance ________________ 
 Date of Discharge    ________________  
 
Extras 
 
Physical Health 
  Major medical problems/chronic illness _______________________________ 
  Head injury _____________________________________________________ 
 



 

92 

APPENDIX B 
FORENSIC DIVERSION TEAM INTAKE FORM 
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APPENDIX C 
AGENCY‟S CRIMINAL HISTORY DATABASE 

  1 year prior to decision date 

Decision Date 
# of charges 
(1 year prior) Dates - charges  

# of NEW 
incarcerations 
(1 year prior) Dates of incarcerations 

# of 
incarceration 
days (1 year 

prior) 

Highest severity 
of charge  

1 year  
pre-acceptance 

6/26/2009 1 
06/04/09 - Disturbing Peace: Breach Peace 
(2M) 2 

08/05/2008 - 08/20/2008 
06/04/2009 - 07/11/2009 39 Lowest 

6/26/2009 1 
04/08/09 - Marijuana-possess: Not More Than 
20 Grams (1M) 3 

11/21/2008 - 12/02/2008 
04/20/2009 - 05/07/2009 
06/10/2009 - 08/16/2009 47 Lowest 

11/5/2010 1 10/17/10 - Drive While Lic Susp 2nd Off (1M) 1 10/17/2010 - 11/09/2010 20 Lowest 

3/27/2009 4 

06/30/08 - Nonmoving Traffic Viol: Drive While 
Lic Susp 1st O (2M) 
01/25/09 - Vehicle Theft: Grand Third Degree 
(3F) 
01/25/09 - Obstructing Justice-harass Witness 
Victim Or Infor (1M) 
03/12/09 - Condit Release Violation: Pre Trial 
Release Cond V (1M) 3 

08/07/2008 - 08/08/2008 
01/25/2009 - 01/25/2009 
03/12/2009 - 03/20/2009 12 High 

11/15/2010 1 06/12/10 - Disorderly Conduct (2M) 2 
06/12/2010 - 06/13/2010 
11/03/2010 - 02/25/2011 15 Lowest 

 
Meridian Behavioral Healthcare, Inc. (2011). Criminal history database [Data file].  
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APPENDIX D 
SEVERITY OF CHARGES CHART 

Greatest Severity High Severity Moderate Severity Lowest Severity 

Attempted Murder Agg. Assault w/deadly weapon Accessory (Felony) All other misdmeanors 

Attempted Sexual Battery Agg. Battery Agg. Assault Bigamy & polygamy 

Carjacking Agg. Child Abuse Agg. Fleeing Child abuse (misdemeanor) 

Escape from Secure Facility Agg. Stalking 
Burglary of unoccupied structure, dwelling or 
conveyance Child neglect 

Home invasion (armed) Armed burglary Child abuse (Felony) Contributing to delinquency of minor 

Homicide Arson Counterfeiting  Criminal mischief (Felony or Misdemeanor) 

Kidnapping Assault or battery on L.E. or EMS Personell Dealing in stolen property (and Organized) Defrauding an Innkeeper 

L & L Child under 12 Assault with Intent to Kill Driving under the influence (DUI-Felony) Disorderly conduct 

Murder 1st Degree Attempted Arson DUI (Felony) Driving under the influence (DUI-misdemeanor)  

Murder 2nd Degree Attempted Kidnapping DWLSR (Habitual) Dumping industrial substance for commercial purposes 

Murder 3rd Degree Battery on a detainee  by detainee Embezzlement Exposure of sexual organs 

Robbery with Firearm Battery on a pregnant victim Escape from police or non-secure facility Felony petit theft 

Sexual Battery Battery on person 65 years or older Exploiting the elderly Gambling laws violation 

Sexual Predator Burglary of occupied dwelling Fleeing & attempt to elude (Felony) Indecent exposure 

Sodomy Child fondling Forgery INS/Immigration Hold (Unless additional charges) 

  Drug Trafficking Fraudulent us of a credit card Interferring with child custody 

  Explosives (sale, Poss/Use) Grand Larceny Larceny 

  
Failure to report change of address w/in 48 
hrs Grand Theft Narcotics Violations (Misdemeanor) 

  False Imprisonment Grand theft auto open container 

  Felony Battery Hit & Run Operating a house of Ill Repute 

  Felony Murder Impersonating a law enforcement officer Panhandling 

  Firearms Trafficking Introduction of contraband into Jail Poss of a cont. subst. (or substance in lieu of) 

  Terrorist Act(s) L&L charges with misdemeanor case number Trespassing 

  Harboring a fugative Leaving scene of accident with with injury Poss of drug paraphernalia 

  Harrass victim,witness or informant Maintaining a residence where drugs are sold Poss of stolen property 

  Home Invasion Manslaughter Involuntary (including DUI Manslaughter) Probation violation technical 

  L & L with a Minor (All) Negligent and Involuntary Homicide Prostitution (Felony or Misdemeanor) 

  Manslaughter, Voluntary Obstruction of justice Public intoxication 

  Military Desertion Poss of prohibited weapon (Felony) Resisting without violence 

  Poss of a concealed FA Resisting with violence Selling liquor without a license 

  Poss of a concealed FA by a convicted felon Sale or poss with intent to sale or distribute Shoplifting 

  Poss of FA during commission of a felony Tampering with vic/witness (Felony) Soliciting prostitution 

  Racketeering & Extorion Tax law violation Stalking 

  Repeat offender Threatening a public servant  Tamper with or fabricate physical evidence 

  Robbery (armed) Uttering a forged instrument Tampering with vic/witness (Misd) 

  Robbery by sudden snatching VOP-Non Technical Theft (all misdemeanor thefts) 

  Shooting into an occupied dwelling Welfare fraud Traffic laws 

  Throwing a deadly missile Crimes Against Person - Public Servant / Family Urinating in public 

  Trafficking   Violation of pre-trial release 

  Robbery (unarmed)     

 
Alachua County Jail (2008). Severity of Charges matrix [Data file].
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