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Summary

Introduction
The past few decades have witnessed a signiﬁcant increase in the number of ex-prisoners returning to communities nationwide. These trends are important for a number of reasons, not the
least of which is that this population presents multiple needs for services, including employment, housing, and social services. Often overlooked are the physical and social-behavioral
health concerns of this population and, consequently, the role that health care plays in inﬂuencing the success of reintegration. Examining the demographic and health proﬁles of the
prison population shows that it is disproportionately sicker on average than the U.S. population in general, with substantially higher rates of infectious diseases (such as HIV/AIDS, tuberculosis, and hepatitis B and C), serious mental illness, and substance abuse disorders.
What is occurring nationally is mirrored in California. Over the past 20 years, the number
of individuals released from California prisons has increased nearly threefold, and most of the
state’s prisoners ultimately will return to California communities, bringing with them a variety
of health and social needs that must be addressed. The explosion of the California prison population and their health proﬁles raise key public health challenges. To address them, we need to
better understand the health care needs of these former inmates and the capacity of the health
care safety net in the communities to which they return.
In this report, we addressed three research questions: (1) What are the health care needs
of prisoners in California upon their release and return to the community? (2) What is the
geographic distribution of state prisoners who return to local communities in California? and
(3) What types of health care services are available in these communities, and what is their
ability to meet the needs of returning prisoners?
To examine the ﬁrst research question, we conducted a state-level analysis using data for
California from a national survey of state prison inmates to examine the health care needs
of prisoners. For the second research question, we used geocoded corrections data on parolees released from California state prisons in 2005–2006 and cluster analysis to examine the
geographic distribution of parolees and identify concentrations of parolees across and within
counties. To address the third research question, we focused on four counties in which nearly
one-third of parolees reside: Los Angeles, Alameda, Kern, and San Diego. We drew on facility data for hospitals, clinics, mental health treatment providers, and substance abuse services
to characterize the health care, mental health, and substance abuse treatment safety nets that
serve the uninsured and the parolee population in these counties. Finally, we also developed
measures based on capacity, demand, and distance to assess the accessibility of the safety net
in areas with high concentration of parolees.
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Key Findings
Reentry Population Health Care Needs Are High, and Mental Health Care and Substance
Abuse Needs Are Even Higher

With respect to health conditions, our analysis of survey data showed that California prison
inmates bear a high burden of chronic diseases, such as asthma and hypertension, and infectious diseases, such as hepatitis and tuberculosis—conditions that require regular use of health
care for eﬀective management. Among California inmates who reported a current medical
issue, the majority reported having seen a medical professional since admission to prison. But
the likelihood of receiving health care once they are released from prison seems low, given the
high rates of uninsurance and other barriers to accessing care and obtaining health insurance
or Medi-Cal. Care for communicable and chronic diseases eﬀectively falls under county jurisdiction; thus, much will depend on particular counties’ abilities to meet these needs.
The substance abuse treatment and mental health care needs of prisoners are even more
pronounced than their physical health care needs. About two-thirds of California inmates
reported having a drug abuse or dependence problem. Yet, among California inmates reporting drug abuse or dependence, only 22 percent reported receiving treatment since admission
to prison, which is lower than that for state prisoners nationally. More than half of California
inmates reported a recent mental health problem, and about half of them received treatment in
prison. While this is the same as for U.S. prison population, it still suggests that care may not
be reaching all in need. Given the high prevalence of mental health problems and drug abuse
and dependence among the prison population, the need for services in communities may be
particularly high.
Certain Counties and Communities Are Disproportionately Affected by Reentry

Figure S.1 shows the clustering of parolees in California. The distribution of parolees shows
that they are concentrated in 11 counties, around the Bay Area and in the southern part of
the state.
Our analysis of the distribution and concentration of parolees across California and in
the four selected counties—Alameda, Kern, Los Angeles, and San Diego—shows that certain
counties have higher rates of return and that, within counties, there are distinct clusters of
parolees, which has implications in terms of targeting reentry resources to these areas.
In Alameda County, ﬁve distinct clusters of parolees, concentrated primarily around Oakland and the northern section of the county, accounted for almost 45 percent of the returning
parolee population. In Kern County, we found four distinct clusters of parolees, with concentrations around the urban area of Bakersﬁeld and two others in the northern and northeastern sections of the county; these clusters accounted for almost 58 percent of parolees. In San
Diego County, eight clusters accounted for nearly half the parolee population, with the largest
clusters in the areas of downtown San Diego and Southeast San Diego. Unlike in the other
counties, Los Angeles County has 23 distinct clusters of parolees covering a large geographic
area, but they account for only 35 percent of the county’s total parolees. This dispersion suggests that providing services to the reentry population requires a targeted approach within the
various supervisorial districts and service planning areas (SPAs).
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Figure S.1
Relative Concentrations of Parolees in California, by County

SOURCE: CDCR parolee data, 2005–2006.

xvii

xviii

Understanding the Health Implications of Prisoner Reentry in California, Phase I Report

Access to Safety-Net Resources Varies Substantially

Our geographic mapping and accessibility measures suggest that parolees’ access to health
care resources varies by facility type, by geographic area (across and within counties), and
by race/ethnicity. One issue that stands out is that in all three of the large urban counties—
Alameda, Los Angeles, and San Diego—most parolees resided in areas with the lowest levels
of accessibility to general acute care hospitals, with Alameda County having the largest share
of parolees in the lowest accessibility areas. In all the counties, community clinics appear
to play an important role in ﬁlling gaps in coverage by medically indigent service providers vis-à-vis the reentry population. Still, all four counties show that some important geographical gaps in health care resources remain, given the distribution of parolees. The most
prominent gaps appear to be in Los Angeles County, where certain supervisorial districts and
SPAs with high concentrations of parolees have sparse hospital and clinic resources (the most
striking of which is SPA 6, or South Los Angeles). Accessibility to health care resources also
varied by parolees’ race/ethnicity. For example, in terms of accessibility to hospitals in Los
Angeles and Alameda counties, more African-American parolees resided in areas with lower
levels of accessibility than did Latino or white parolees. However, in Kern and San Diego
counties, more Latino parolees resided in areas with lower levels of accessibility to hospitals
than did white or African-American parolees.
With respect to mental health resources, a larger share of parolees in Kern and San Diego
counties fell into the two lowest accessibility categories than in Alameda and Los Angeles
counties. In terms of substance abuse treatment, about a third of parolees in Kern and San
Diego counties fell into the two lowest accessibility categories, compared to between 42 and
46 percent in Alameda and Los Angeles counties, respectively. Accessibility to mental health
and substance abuse resources also varied by race/ethnicity. For example, in Kern County,
15 percent of African-American parolees resided in areas with lower levels of accessibility to
alcohol- and drug-treatment resources, compared to only 32 percent of Latino parolees and
30 percent of white parolees. San Diego County was similar, with 22 percent of AfricanAmericans residing in areas with the lowest accessibility, compared to 36 percent of Latinos
and 30 percent of whites. In Los Angeles County, 47 percent of African-American and 45 percent of Latino parolees, compared to 37 percent of white parolees, resided in areas with lower
accessibility. In Alameda County, the share of parolees residing in areas with the lowest accessibility to substance abuse providers was slightly higher for African-Americans (44 percent)
relative to Latinos (38 percent) and whites (39 percent).
For mental health care and substance abuse treatment, separate networks were dedicated
to providing services to the parolee population and served as the initial safety net for the reentry population. However, both networks have very limited capacity, suggesting that many
parolees may not be receiving these services and that the majority of the reentry population
must rely on resources available to the uninsured and low-income populations in a county.

Implications
These ﬁndings have implications for policymakers. Our analysis of the distribution and concentration of parolees in California showed that there are distinct clusters across the state and
that, within counties, parolees tend to cluster in certain communities and neighborhoods.
Such clustering has implications in terms of developing strategies to provide health care ser-

Summary

xix

vices and other resources to parolees and to better link this population to needed services.
The fact that parolees in more rural counties tend to be more dispersed suggests that a diﬀerent strategy for providing health care services to these individuals is needed. In addition, Los
Angeles County (the county with the largest proportion of parolees) includes a combination of
urban and more sparsely populated areas. Los Angeles County had a large number of distinct
clusters of parolees with these clusters covering a broad geographical area. This suggests that
strategies for providing services to the parolee population will need to be tailored by supervisorial district and SPA.
In California, African-American and Latino parolees, in particular, tend to return to disadvantaged neighborhoods and communities, deﬁned by high poverty rates, high unemployment rates, low educational attainment, and a higher share of households in which English is
not the primary language. This suggests that reentry in these communities will be even more
challenging in that the parolees’ needs for health care, housing, employment, and other services will be harder to meet.
How do policymakers, public health and public safety oﬃcials, and communities begin
to prioritize their eﬀorts? When it comes to physical health conditions, we found that prisoners bear a high burden of chronic diseases, such as hypertension and asthma, and infectious
diseases, such as hepatitis and tuberculosis—conditions that require regular use of health care
to manage eﬀectively. The chronic nature of these diseases suggests that access to care will be
important, yet, in general, many parolees return to disadvantaged areas where there may
be few community health care resources.
We also found that California prisoners’ mental health care and substance abuse treatment needs appear even more pronounced than their physical health needs, suggesting that
this is an important area on which to focus.
Our analysis showed that there are three potential safety nets for the parolee population.
Particularly in the area of mental health care and substance abuse treatment services, the safety
net is made up of a patchwork of diﬀerent networks of service providers. For parolees and community organizations trying to serve this population, navigating this patchwork of services is
a complex and challenging task. For example, in terms of the substance abuse treatment safety
net, there are distinct networks of providers that are contracted by either the state or counties
to provide services. However, these networks tend to be small relative to the overall size of the
parolee population.
Clearly, there is a need to consider how to better integrate these diﬀerent networks of
substance abuse services and to assess where greater investments may be needed. Successful
recovery requires developing positive coping skills, such as identifying “triggers,” organizing
the day, and avoiding negative situations. Strong social and family support is an immeasurable
advantage that many addicted oﬀenders do not enjoy. Instead, they suﬀer weakened family
ties instead and long-standing psychosocial problems that put them at great risk for relapse by
virtue of their extreme socioeconomic deﬁcits, exposure to drug-using associates, and other
high-risk situations. Relapse increases the recidivism risk for technical violations and new
oﬀenses, so it is not surprising that research shows that drug and property oﬀenses account
for a large part of the recidivism rate in California. Investing in improving access to substance
abuse treatment services in communities where parolees are concentrated may yield long-term
beneﬁts when it comes to improving the chances of successful reentry, including positive treatment and criminal justice outcomes. Policymakers may also consider ways to improve access
to county alcohol- and drug-treatment services.
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Like the substance abuse safety net, the mental health safety net also comprises a patchwork of networks that represent potential access for the reentry population. County mental
health and contract services make up a large component of the potential safety net for the
reentry population. In addition, the Parole Outpatient Clinics (POCs) represent an important
initial source of mental health care for parolees and, at least in one county we studied, serve
as gatekeepers to accessing county mental health services. Coupled with prerelease assessment,
the POCs have been shown to contribute to lower recidivism among mentally ill oﬀenders.
However, we found that there are relatively few POCs in the counties that we studied and that
many parolees have to travel far to access these services. Further, anecdotal information raises
concerns that some POCs may see staﬃng cutbacks, given the current economic crisis.
It is also important to assess policy and institutional barriers that may prevent access to
needed services. One area worth assessing is the role of POCs as gatekeepers to county mental
health services. From a health services perspective, this may undermine parolee reentry eﬀorts,
given that some POCs are understaﬀed and have long waiting lists. Moreover, anecdotally, it
appears that there is a strong disincentive for parolees to report mental health problems to their
parole oﬃcer for fear of being labeled as a troublemaker or at high risk of recidivism. We will
examine these types of policy and institutional barriers in more depth as part of the second
phase of our study.
With respect to the health care safety net, we found much variability in the potential
access to clinics and hospitals across and within counties. An important ﬁnding was the role
that community clinics play in ﬁlling geographic gaps in the safety net. Clearly, one strategy
to improve accessibility in those areas with high concentrations of parolees would be to fund
more community clinics. At the same time, in the current economic crisis, we expect safetynet providers to become even more stressed. As California considers options for reducing correctional costs by releasing more parolees or oﬀenders without conditions of parole, it will be
important to assess the health care impact of these decisions. We expect that community clinics and hospitals, particularly in areas with high concentrations of parolees and where there are
few other community resources, will be especially aﬀected.
Beyond the speciﬁc research-related implications detailed here, key innovations of this
study include our approach to deﬁning the safety net for parolees and developing measures
of accessibility to examine potential access to health care resources. The approach of mapping
parolee clusters in the context of the safety net and their accessibility to health care resources
is an important step not only in helping policymakers and practitioners understand the public
health implications of reentry, but also in helping them best allocate and fund resources for
this population. Our measures provide an indication of how potential access to safety-net
resources varies within each county for the parolee population. We validated our approach to
measuring accessibility by comparing how well our measures correlate with measures of medically underserved areas and populations in California. These results provide us with conﬁdence
that our measures are fairly robust and can serve as a useful planning tool.
Further steps would improve this approach and further enhance our understanding of the
public health implications of prisoner reentry:
t Use street addresses for more precision in identifying concentrations of parolees; more
detailed data would allow policymakers to ﬁne-tune their understanding of which communities are disproportionately aﬀected by reentry and the health care capacity of these
communities.
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t To better understand the health care needs of the parolee population and inform planning, survey inmates who are about to be released and track them over time.
t Improve data collection on capacity measures for the hospitals, clinics, substance abuse,
mental health, and other relevant facilities that represent the potential safety net for parolees, an approach that will, in turn, improve the accuracy of accessibility measures.
t Establish an expert panel to make recommendations on how to reﬁne the deﬁnition of
the safety net for this population as a way of helping policymakers better understand and
facilitate care.

