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Objective: The goal of mental health courts (MHCs) is to de-
crease incarceration and recidivismwhile increasing continuity
of mental health treatment. Although previous research has
found positive outcomes, questions remain unanswered re-
garding the population for which MHCs work best. No studies
have assessed potential differences in MHC outcomes by
psychiatric diagnosis. This study filled the gap by addressing the
following research question: Are there differences in short-
term program outcomes and in long-term recidivism and
mental health engagementoutcomesbypsychiatric diagnosis?

Methods: The study was a cross-site evaluation of eight
MHCs in a single state. To assess long-term outcomes, this
study analyzed data from participants who had been dis-
charged from an MHC for at least one year (N=234). Four
diagnostic categories were used: bipolar disorder, depressive
disorder, schizophrenia, and “other” disorder. Demographic,

programmatic, recidivism, and mental health treatment data
for each individual were collected from state administrative
agencies.

Results: The findings suggest no differences by diagnosis in
short-term outcomes or recidivism; however, significant
reductions in use of high-intensity mental health services
were noted for individuals with schizophrenia.

Conclusions: Findings support inclusive eligibility for MHC
participation across diagnostic categories and should inform
policy and practice in regard to MHC development and
operation. Future research should examine other key char-
acteristics to determine ways in which resources can be best
utilized.
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Research consistently finds that the proportion of individ-
uals entering jail with severe mental illness is three to six
times higher than the proportion entering jails who do not
have severe mental illness (1–3). Moreover, offenders with
severe mental illness are rearrested at higher rates than
offenders without severe mental illness and thus cycle
through the criminal justice system repeatedly (4–7). This
overrepresentation has led local jurisdictions to implement
various diversionary programs to decrease incarceration
and recidivism among persons with severe mental illness.
One of these programs is the mental health court (MHC).
MHCs use a nonadversarial team approach whereby com-
munity mental health and criminal justice personnel work
together to divert offenders with severe mental illness from
incarceration.

A growing number of studies suggest that MHCs meet
their primary goal of reducing criminal recidivism (8,9), al-
though fewer studies have examined the effect of MHCs on
treatment use (10,11). One factor that has not been suffi-
ciently examined in regard to either of these outcomes is the
influence of psychiatric diagnosis. Although the vast ma-
jority of persons with severe mental illness do not commit
crimes, the empirical relationship between diagnosis and

crime is still greatly debated (12). Some evidence suggests
that certain mental health symptoms and diagnoses may
render a person more prone to violence (13–15) or criminal
behaviors (16), whereas others argue that any association is
the result of additional factors, such as alcohol or drug
misuse or the social and economic problems that persons
with severe mental illness are at greater risk of experiencing
(17). Using a unique statewide sample of MHC participants,
this study assessed whether there are differences by di-
agnosis in MHC completion, length of stay in MHCs, re-
cidivism, and mental health service use. We also examined
whether MHCs would provide greater benefit to individuals
with a particular diagnosis.

The primary focus of MHCs is on reducing recidivism.
Therefore, much of the research on MHCs has examined
this criminal justice outcome (9,10,18–23). Only three MHC
studies of recidivism have examined diagnosis. Steadman
and colleagues (9) and Burns and colleagues (20) both used
a dichotomous measure (bipolar disorder or other disorder),
and Herinckx and colleagues (10) categorically examined
schizophrenia, affective disorders, and “other” mental dis-
orders. Results of these studies are mixed. Steadman and
colleagues found that persons with a diagnosis of bipolar
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disorder were less likely to be arrested during follow-up, and
Herinckx and colleagues found that thosewith schizophrenia
had lower rates of rearrest than those with other di-
agnoses. Burns and colleagues (20) found no relationship
between bipolar disorder and recidivism after MHC dis-
charge. In regard to mental health service use, some
studies suggest that MHC participation is associated
with slight initial increases in use (10,11,24). However, no
study has specifically examined the relationship between
diagnosis and service use.

This study investigated the relationship between psychi-
atric diagnosis and short- and long-term outcomes of MHC
participants. We also examined whether there were differ-
ences in program completion and length of stay (short-term) by
diagnosis and whether recidivism and mental health service
use (long-term) differed by diagnosis.

METHODS

This study used multiple administrative data sets in a cross-
site evaluation of eight MHCs in one Midwestern state.
Between 2009 and 2011, 659 individuals were admitted to
these eight courts. In order to establish a consistent time
frame after MHC discharge, this study focused on a sub-
sample (N=234) who had been discharged from an MHC
for more than one year. The project was reviewed
by a university institutional review board (IRB), which

determined that the evalu-
ative scope of the project
did not fit the requirements
of human research and was
therefore exempt from IRB
oversight.

Data Collection
The primary data were col-
lected from the state’s court
administrative office, the
state’s Department of Com-
munity Health, and eight
regional jails. The court
administrator’s office man-
ages a centralized statewide
database into which each
MHCenters data. Information
in this database includes
demographic (gender, race-
ethnicity, and age), social
(prior living situation), legal
(offense type), and program
(length of stay and comple-
tion status) variables for
each participant. The com-
munity mental health data
included all “encounters” or
treatment episodes for each

person for three time periods (the year before MHC entry,
the MHC participation period, and the year after MHC
discharge). Data for each encounter included date, type of
treatment, and length of treatment. Data from regional jails,
where the courts resided, were collected for all three time
periods and included type of offense and dates of admission
and discharge from jail for each participant. All data were
matched by using a unique identifier, sex, birth date, and
race-ethnicity and were verified by using the original data
provided by each agency.

Before MHC entry, a mental health clinician con-
ducted a full assessment, which resulted in a diagnosis for
each participant. In most cases, the diagnosis was first
assigned by a master’s-level social worker and then con-
firmed by a psychiatrist. The records for the 234 persons
in the sample included a total of 35 different DSM-IV
codes, including several variations of the same diagnosis
with different DSM modifiers. The most common di-
agnosis among the 234 persons in the sample was bipolar
disorder (40%), followed by major depression (28%),
schizophrenia (22%), and “other” (10%) (the “other”
category included developmental disabilities and anxiety,
personality, primary substance use, and other disorders)
(Table 1).

Demographic, social, and extralegal variables. Gender was
coded as male (64%) or female (Table 1). Age was provided

TABLE 1. Characteristics at mental health court (MHC) entry and short-term outcomes of 234
persons discharged from MHCs, by diagnosis

Variable

All
(N=234, 100%)

Bipolar
disorder

(N=94, 40%)

Depressive
disorder

(N=65, 28%)
Schizophrenia
(N=51, 22%)

Other
disorder

(N=24, 10%)

pN % N % N % N % N %

Gender ,.001
Male 150 64 50 33 39 26 43 29 18 12
Female 84 36 44 52 26 31 8 10 6 7

Race ,.01
Caucasian 147 63 65 44 44 30 21 14 17 12
Racial-ethnic
minority
group

87 37 29 33 21 24 30 35 7 8

Charge type .061
Felony 96 41 40 42 28 29 22 23 6 6
Misdemeanor 103 44 39 38 34 33 19 18 11 11
Civil, petition,
or other

35 15 15 42 3 9 10 29 7 20

Living situation ,.05
Independent 59 25 29 49 14 24 6 10 10 17
Dependent 175 75 65 37 51 29 45 26 14 8

Age (M6SD) 36611 35611 36611 39612 33612 .056
Program
completion

.39

Successful 95 41 42 44 24 25 17 18 12 13
Unsuccessful 139 59 52 36 41 30 34 25 12 9

N of days in
MHC (M6SD)

2476165 2596157 2536150 2206203 2476144 .601
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as the individual’s actual age at the time of his or her MHC
entry (mean=36 years). Race-ethnicity originally included
seven categories (African American, Asian/Pacific Islander,
Caucasian, Hispanic/Latino, multiracial, Native American,
and other), which we collapsed into Caucasian (63%) and
racial-ethnic minority group (37%). Prior living situation
was coded as living independently (25%) or in a dependent
situation (75%); the latter was defined as residing in another
person’s residence or in an institution, homeless, or “other.”
The charge that led the participant to enter an MHC in-
cluded a felony (41%); misdemeanor (44%); or civil, petition,
or other (15%).

Program outcomes. Successful completion across the MHCs
meant that a participant completed a minimum time under
court supervision, had been alcohol and drug free for a cer-
tain period, was stabilized on medications and attending
treatment or a support group, and demonstrated the ability
to function in the community. Although these requirements
are standard across the MHCs, there was some variability in
the length of time that the 234 study participants spent
under supervision (range 12 to 24 months). Successful MHC
completion was achieved by 41% of participants. Conversely,
59% did not complete because of noncompliance, commis-
sion of a new offense, or absconding. The number of days
spent in an MHC was calculated as the difference between
dates of entrance and discharge from the MHC (mean=247
days).

Recidivism. Because one of the goals of MHCs in the state is
decreased use of jail, we defined recidivism as a return to the
regional jail. Three measures were used in our analysis of
recidivism: a change in the proportion of individuals who
were in jail before MHC entry and after MHC discharge, the
number of days in jail in both periods, and the number of
days to first jail admission after MHC discharge.

Mental health service use. The state’s Department of Com-
munity Health provided “encounter” data for each service
received through the community mental health system over
several years before and after each participant’s MHC entry.
Each encounter listed the date and type of service received.
A list of 80 unique service codes was grouped into three
levels of treatment intensity: high, medium, and low. High-
intensity use included hospitalization and use of crisis cen-
ters and residential services. Medium-intensity use included
intensive outpatient treatment, noncrisis residential treat-
ment, and assertive community treatment. Low-intensity
use included therapy, case management, and medication
review. On the basis of service dates, encounters were di-
vided into the year before MHC entry, the period of MHC
participation, and the year after MHC discharge. Because
another goal of MHCs is to engage participants in low-
intensity services, thereby decreasing use of high-intensity
services, two measures were used in the analysis of ser-
vice utilization: the number of high- and low-intensity

encounters beforeMHC entry and after MHC discharge and
the pre-post change in the number of high- and low-intensity
treatment encounters. Because of missing mental health data,
19 individuals were excluded from this analysis. Although this
group was similar demographically, a greater proportion of
the 19 individualswere chargedwith a civil or petition offense
(37%) and a greater proportion had a diagnosis in the “other”
category (21%).

Data Analysis
Data were analyzed with SPSS, version 21. Chi square and
one-way analysis of variance were used to assess differences
by diagnostic category in demographic variables and in
short- and long-term outcomes. Paired-samples t tests were
used to assess changes from before and after MHC partici-
pation in recidivism and mental health treatment use. Sig-
nificant demographic differences in the bivariate analyses
were controlled for in outcome analyses. Cox regression was
used to test for the influence of covariates, adjusting for
diagnosis. Covariates included gender, race-ethnicity, prior
living situation, MHC completion status, length of stay, and
high-intensity service use after MHC discharge. Fixed-right
censoring was used because the study period ended at one
year after MHC discharge. To compare the hazard dis-
tribution by diagnosis, the Kaplan-Meier product-limit
method was applied to estimate the one-year actuarial
hazard function.

RESULTS

Demographic, Social, and Extralegal Variables
Bivariate analysis showed significant differences in gender,
race-ethnicity, and prior living situation by diagnosis type
(Table 1). A significantly greater proportion of women than
men had a diagnosis of bipolar disorder (52% and 33%, re-
spectively; x2=15.63, df=3, p=.001). A greater proportion of
participants from minority groups had schizophrenia, com-
pared with their Caucasian counterparts (35% and 14%,
respectively; x2=13.16, df=3, p=.004). Among those living
independently, nearly half (49%) had bipolar disorder,
compared with only 10% who had schizophrenia (x2=10.39,
df=3, p=.016).

Short-Term Outcomes
In regard to our first research question, no significant dif-
ferences by diagnosis were found in MHC completion or
length of stay (Table 1). Four out of ten (41%) individuals
who entered an MHC successfully completed their partici-
pation. A logistic regression was used to determine whether
short-term outcomes differed significantly in terms of par-
ticipants’ characteristics. Although no differences were
found in the time to program completion, MHC completion
was less likely among individuals whowere living dependently
(exp[b]=2.179, 95% confidence interval [CI]=1.180–4.023,
p=.013). Although MHC completion varied by diagnosis, no
significant differences were found. MHC length of stay varied
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widely among individuals with the same diagnosis (as in-
dicated by the SD values), but no significant differences be-
tween diagnostic groups were found (Table 1).

Long-Term Outcomes
Recidivism. The proportion of individuals who had a jail
episode dropped dramatically from the year before MHC
entry to the year after MHC discharge (Table 2). Among the
234 study participants, 80% had a jail episode in the year
before MHC entry, whereas only 28% had a new episode in
the year after MHC discharge. However, no significant dif-
ferences between diagnostic groups were found in the
number of jail episodes either before MHC entry or after
MHC participation. Compared with time spent in jail before
MHC entry, time spent in jail after MHC discharge de-
creased by six days for the sample overall. Although reduc-
tions in the number of jail days after MHC discharge were
noted for most diagnostic groups, no between-group differ-
ences were significant.

For the 65 participants who had a jail episode after MHC
discharge, survival analysis showed that the median number
of days from MHC discharge to incarceration was 52.
By diagnosis, participants in the “other” diagnostic group
had the longest median time to a jail episode—158 days—
compared with 85 days for the depression group, 45 days for
the bipolar disorder group, and 16 days for the schizophrenia
group (Table 2).

After controlling for covariates, a Cox regression model
did not find a significant difference by diagnosis in time to
first jail episode after MHC discharge. Although diagnosis

was not significant in the
overall model, two variables
significantly predicted time
to first jail episode: success-
ful program completion and
high-intensity treatment use
(x2=43.72, df=9, p,.001)
(Table 3). Individuals who
successfully completed the
MHC program had a longer
time to rearrest in the first
year after MHC discharge
(exp[b]=.18, p,.001), com-
pared with those who were
unsuccessful in completing
the program. Individuals who
used more high-intensity
services afterMHCdischarge
had a shorter time to rearrest
(OR=1.05, CI=1.00–1.09, p=.039)
than individuals who used
fewer high-intensity services
after discharge.

Results of the Kaplan-
Meier analysis (Figure 1)

showed that in the first 100 days after discharge, a greater
proportion of individuals with schizophrenia (N=14, 28%)
returned to jail, compared with individuals with bipolar
disorder (N=19, 20%), those in the “other” group (N=4, 14%),
and those with depression (N=9, 14%). However, at the end
of the study period (365 days after MHC discharge), almost
half (N=12, 49%) the individuals in the “other” group had
returned to jail, compared with one-fifth (N=13, 20%) of
those with depression. Those with schizophrenia or bipolar
disorder had midrange recidivism rates (N=19, 38%, and
N=32, 34%, respectively).

Mental health service use. Findings did not suggest differ-
ences by diagnosis for treatment intensity (either high or
low) either before MHC entry or after MHC discharge
(Table 4). However, a paired-samples t test found a signifi-
cant decrease between the pre- and post-MHC period in the
number of high-intensity services used by individuals with
schizophrenia (t=3.4, df=46, p=.001). Individuals with
schizophrenia had used two high-intensity services in the
year before MHC entry, and they used no high-intensity
services in the year afterMHCdischarge. BeforeMHCentry,
35% of the sample had used a high-intensity mental health
service. In the year after MHC discharge, 21% had used
a high-intensity service. No significant differences were
noted by diagnosis. Individual characteristics that were
significant in the bivariate analysis were not significant
predictors of mental health treatment use (the presence or
absence of treatment after MHC discharge or time to first
high-intensity treatment after MHC discharge). The mean
number of days to use of first high-intensity service was 145

TABLE 2. Jail episodes in the year before and year after mental health court (MHC) among 234
persons, by diagnosis

Variable

All
(N=234, 100%)

Bipolar
disorder

(N=94, 40%)

Depressive
disorder

(N=65, 28%)
Schizophrenia
(N=51, 22%)

Other
disorder

(N=24, 10%)

pN % N % N % N % N %

Jail episode
pre-MHC

.257

Yes 187 80 76 40 51 27 44 24 16 9
No 47 20 18 38 14 30 7 15 8 17

Jail episode post-
MHC discharge

.326

Yes 65 28 27 41 13 20 16 25 9 14
No 169 72 67 39 52 31 35 21 15 9

Days in jail (M6SD)
Pre-MHC 39660 35653 35650 56677 30664 .149
Post-MHC 33669 37671 29664 41685 14624 .38

Change in jail days
from pre- to
post-MHC
(M6SD)a

–6690 2689 –6685 –156106 –16672 —

Days to first jail
episode post-MHC
Mean6SD 1016116 906101 1276138 716114 1526122 .297
Median 52 45 85 16 158

a Individual paired-samples t tests for each diagnosis and entire sample indicated no significant differences.
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days for the entire sample
(N=215). Although not sig-
nificantly different by di-
agnosis, the number of days
to use of first high-intensity
service was longest for those
with bipolar disorder—mean
of 160 days—followed by
those with depressive disor-
der at 144 days, schizophre-
nia at 127 days, and “other”
disorder at 116 days.

DISCUSSION

Recent research has focused
on examining which defend-
ants are most likely to suc-
ceed in MHCs. In this study, MHC participant data were
analyzed to determine whether short- and long-term
outcomes differed by diagnosis. Unlike previous studies
that examined diagnosis as a predictor of outcomes, this
study used multiple diagnostic categories to test for dif-
ferences. Our findings both support and expand previous
research.

Although demographic differences were noted between
the diagnostic groups (that is, gender, living situation, and
race), no differences between diagnostic groups were found
in MHC completion status (successful versus unsuccessful)
or MHC length of stay. Similarly, no differences by diagnosis
were found in the proportion of individuals who had a jail
episode either before MHC entry or after MHC discharge,
and no differences by diagnosis were found in the number of
days spent in jail after MHC discharge. Those with a di-
agnosis of schizophrenia had the shortest time to first in-
carceration after MHC discharge, and those in the “other”
category had the longest time. However, when the analysis
controlled for the covariates, the differences in time to first
incarceration were not significant. Similarly, previous stud-
ies have not found a significant association between di-
agnosis and MHC completion or length of time in the
program (25–27).

We found that MHC participation resulted in declines in
incarceration after MHC discharge, compared with in-
carceration before MHC entry; however, no significant dif-
ferences were found by diagnosis. Similarly, time spent in
jail decreased after MHC discharge and differed by di-
agnosis—but not to the level of significance. In the year after
MHC discharge, 50% of those in the “other” group spent
some time in jail, compared with 20% of those with de-
pressive disorder. In previous studies that employed
a dichotomous categorization (bipolar disorder or
other), recidivism results were mixed, with Burns and
colleagues (20) finding no differences and Steadman and
colleagues (9) finding that individuals with bipolar disorder
had lower rates of rearrest after MHC discharge. The four

categories in this study are most similar to those in the study
by Herinckx and colleagues (10), which used three di-
agnostic categories. However, those authors found that
persons with schizophrenia had lower rates of rearrest than
persons with affective or other disorders. Our results may
vary somewhat from those of previous studies because we
used multiple measures of recidivism, four diagnostic
groups, and a one-year post-MHC follow-up period. This
more nuanced and elongated measurement provided
a greater level of detail than in previous studies and may
explain our findings. Our results argue that MHCs can work
equally well across several diagnostic categories of severe
mental illness, helping to alleviate the need for more re-
strictive eligibility criteria.

TABLE 3. Characteristics and outcomes of 234 mental health court (MHC) participants as predictors
of time to first rearrest

Characteristic b SE Wald Exp(b) 95% CI p

Racial-ethnic minority group (reference: Caucasian) –.06 .29 .05 .94 .53–1.66 .83
Living dependently before MHC
entry (reference: living independently)

–.50 .38 1.75 .61 .29–1.27 .186

Male (reference: female) .25 .30 .70 1.29 .71–2.32 .404
Diagnosis (reference: schizophrenia)
Depressive disorder –.29 .42 .48 .75 .33–1.70 .49
Bipolar disorder .26 .38 .44 1.29 .61–2.74 .507
Other disorder .58 .49 1.41 1.78 .69–4.64 .236

Short-term outcome
Unsuccessful MHC completion
(reference: successful)

–1.72 .45 14.41 .18 .07–.44 ,.001

N of days in MHC –.01 .01 .26 1.00 1.00–1.01 .607

Long-term outcome: N of high-intensity
services used post-MHC

.04 .02 4.25 1.05 1.00–1.09 .039

FIGURE 1. Days to first jail admission (recidivism) among 234
persons discharged from a mental health court, by diagnosisa
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a Schizophrenia includes psychotic disorder and delusional disorder.
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Because MHC studies tend to focus on long-term out-
comes associated with recidivism, rather than on treatment,
perhaps the most noteworthy findings of this study are re-
lated to mental health service use after MHC discharge.
Significant changes were noted for individuals with schizo-
phrenia but not for those with bipolar, depressive, or
“other” disorders. Participants with schizophrenia were
less likely to engage in high-intensity services after MHC
participation. This highlights an important goal of MHCs—
stabilization of psychiatric symptoms during and after MHC
participation.

This study had several limitations, and caution should be
taken when considering the findings. The determination of
psychiatric diagnosis in administrative data may pose con-
cerns about reliability. Diagnostic codes have been critiqued
by some for their dynamic nature (28). Research suggests
that diagnostic labels may be used in diverse ways on the
basis of context and purpose (29). At this time, the diagnostic
codes are the indicator used by MHCs as a determining
factor for admission and treatment. As such, ongoing
assessments by multiple sources may be needed to ensure
the validity of diagnoses when they are used as a predictor of
program outcomes. It is also important to highlight differ-
ences in diagnosis by race-ethnicity and gender; as in other
studies, we found that the proportions of persons with
a schizophrenia diagnosis were larger in racial-ethnic

minority groups (30). Future
research should examine di-
agnosis and other key char-
acteristics, such as comorbid
substance use disorders,
socioeconomic status, and
social supports, to determine
how they affect short- and
long-term outcomes of MHC
participants (25). These
findings may point to po-
tential resource needs for
the courts.

Another limitation, which
is common to recidivism re-
search, was that this study
measured recidivism at the
county level and did not
capture data for participants
who might have been rear-
rested outside the county
where they appeared in
court. In addition to these
limitations, the findings may
not generalize to all MHCs
because this study used a
statewide sample and wewere
unable to provide a cross-court
comparison. MHCsmay vary
in program participants and

the delivery of services, which may lead to variations in
findings.

CONCLUSIONS

Despite the limitations described above, the findings
from this study contribute to a growing body of research
aimed at determining the defendants for which MHC is
best suited (28,31). We found no differences in short-
term outcomes or recidivism by diagnosis but significant
reductions in use of high-intensity services among
MHC participants with schizophrenia. These findings
support inclusive MHC eligibility by diagnostic catego-
ries, but they also suggest that MHC teams might target
participants with more severe symptoms because their
symptoms are likely to stabilize after engaging in the
program.

AUTHOR AND ARTICLE INFORMATION

Dr. Comartin is with the Department of Sociology, Anthropology,
Social Work and Criminal Justice, Oakland University, Rochester,
Michigan (e-mail: comartin@oakland.edu). Dr. Kubiak is with the
School of Social Work, and Ms. Tillander is with the School of Social
Work, both at Michigan State University, East Lansing. Dr. Ray is with
the School of Public and Environmental Affairs, Indiana University–
Purdue University, Indianapolis. Ms. Hanna is with the School of
Medicine, Wayne State University, Detroit, Michigan.

TABLE 4. Use of services in the year before and year after mental health court (MHC) among 215
persons, by diagnosis

Variable

All
(N=215, 100%)

Bipolar
disorder

(N=88, 41%)

Depressive
disorder

(N=60, 28%)
Schizophrenia
(N=47, 22%)

Other
disorder

(N=20, 9%)

pN % N % N % N % N %

High-intensity
services
Pre-MHC 75 35 29 33 22 37 17 36 7 35 .967
Post-MHC 44 21 18 21 14 23 8 17 4 20 .885

N services used
pre-MHC (M6SD)
High intensity 265 265 264 264 265 .904
Low intensity 18651 13629 13623 34696 17626 .105

N services used
post-MHC (M6SD)
High intensity 164 164 165 061 162 .646
Low intensity 14630 13633 11622 23635 10611 .127

Change in N of
services from
pre- to post-
MHC (M6SD)
High intensitya –165 –166 –165 –264 –165 —
Low intensityb –4642 0615 2620 –11684 –7623 —

Days to first
high-intensity
service post-
MHC (M6SD)

1456116 1606127 1446114 1276116 1166100 .871

a Individual paired-samples t tests for each diagnosis and entire sample indicated a significant decline for the total
sample (p,.01) and for persons with schizophrenia (p,.001).

b Individual paired-samples t tests for each diagnosis and entire sample indicated no significant differences.
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