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Preface

This report is designed to help readers better understand the public health challenges of pris-
oner reentry in California. It represents findings from Phase I of our study. Here, we examine 
the public health issues surrounding prisoner reentry in California, the types of health care 
needs that ex-offenders bring with them, which communities are disproportionately affected, 
and the health care system capacity of the communities to which ex-offenders return. As part 
of this examination, we addressed three research questions: (1) What are the health care needs 
of prisoners upon their release and return to the community? (2) What is the geographic dis-
tribution 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?

In Phase II, we will conduct in-depth case studies in three of the counties (Alameda, 
Los Angeles, and San Diego) to explore the issues and challenges parolees face in meeting 
their health care needs and that factors that affect providers’ ability to provide services to this 
population.

These results will be of interest to the California Department of Corrections and Reha-
bilitation; the California Department of Health Services, Mental Health Care, and Alcohol 
and Drug Programs; county public health and public safety departments; The California 
Endowment; and other health care foundations interested in the issue of prisoner reentry. This 
report also will be of interest to public health officials, health care providers, mental health and 
alcohol- and drug-treatment service providers, community leaders, and state and local policy- 
makers responsible for providing services to individuals returning to California communities 
from prison and improving collaboration between key stakeholders at the state and local levels 
to successfully address the public health challenges of prisoner reentry.

This work was prepared for The California Endowment and produced within the RAND 
Health Promotion and Disease Prevention Program (HPDP) and the RAND Infrastructure, 
Safety, and Environment (ISE) Safety and Justice Program. The mission of RAND Health is 
to advance understanding of health and health behaviors and to examine how the organiza-
tion and financing of care affects costs, quality, and access for Americans and for citizens of 
other countries. RAND HPDP is a division of RAND Health and addresses issues related to  
measuring healthy and unhealthy behaviors, examining the distribution of health behaviors 
across population subgroups, identifying what causes or influences such behaviors, and design-
ing and evaluating interventions to improve health behaviors. Information about RAND 
Health and its research and publications can be found at http://www.rand.org/health/. 

The mission of ISE is to improve the development, operation, use, and protection of soci-
ety’s essential physical assets and natural resources and to enhance the related social assets of 

http://www.rand.org/health/
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safety and security of individuals in transit and in their workplaces and communities. Safety 
and Justice Program research addresses occupational safety, courts and corrections, and public 
safety—including violence, policing, substance abuse, and public integrity. Information about 
the Safety and Justice Program and its research publications can be found at http://www.rand.
org/ise/safety. More information about RAND is available at http://www.rand.org.

This project was conducted in collaboration with the Regional Congregations and Neigh-
borhood Organizations (RCNO) Training Center, a national faith- and community-based 
organizing network.

Questions or comments about this report are welcome and may be sent to the project 
leader, Lois M. Davis at Lois_Davis@rand.org.

http://www.rand.org/ise/safety
http://www.rand.org
mailto:Lois_Davis@rand.org
http://www.rand.org/ise/safety
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Summary

Introduction

The past few decades have witnessed a significant increase in the number of ex-prisoners return-
ing 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 employ-
ment, 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 influ-
encing 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. popula-
tion in general, with substantially higher rates of infectious diseases (such as HIV/AIDS, tuber-
culosis, 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 popu-
lation 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 parol-
ees 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 facil-
ity 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 infec-
tious 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 juris-
diction; 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 report-
ing 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 Oak-
land 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 concen-
trations around the urban area of Bakersfield and two others in the northern and northeast-
ern 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 sug-
gests 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.
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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 provid-
ers vis-à-vis the reentry population. Still, all four counties show that some important geo-
graphical 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 African- 
Americans 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 per-
cent 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 acces-
sibility 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 reen-
try 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 con-
centration 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-
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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 differ-
ent 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 superviso-
rial district and SPA.

In California, African-American and Latino parolees, in particular, tend to return to dis-
advantaged neighborhoods and communities, defined by high poverty rates, high unemploy-
ment 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 ser-
vices 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 prison-
ers 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 treat-
ment 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 com-
munity 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 treat-
ment 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 patch-
work 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 safety-
net providers to become even more stressed. As California considers options for reducing cor-
rectional 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 clin-
ics 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 medi-
cally 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:

Use street addresses for more precision in identifying concentrations of parolees; more •	
detailed data would allow policymakers to fine-tune their understanding of which com-
munities are disproportionately affected by reentry and the health care capacity of these 
communities.
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To better understand the health care needs of the parolee population and inform plan-•	
ning, survey inmates who are about to be released and track them over time.
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 parol-
ees, an approach that will, in turn, improve the accuracy of accessibility measures.
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. 
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Chapter One

Introduction

Background

The explosive growth of the prison population in the United States has been well documented. 
In his aptly titled report But They All Come Back, Jeremy Travis (2005) made a compelling case 
for the consequences to communities when parolees return to the general population. He esti-
mated that, given trends in incarceration at the time of his study, nearly half a million people 
would be released from prison and return to neighborhoods across the country—an enormous 
shift compared to the fewer than 170,000 prisoners released in 1980 (Travis, 2005). 

This increase in the number of ex-prisoners returning to communities comes at a time 
when traditional mechanisms for managing reentry have been significantly weakened (Travis, 
2005). Travis notes that, given underfunded parole agencies in many communities, parole 
has become more of a legal status than a systematic process for reintegrating those returning 
to the community. Further, parole violations in the past eight years have driven much of the 
prison growth in the United States, with parole violators representing 34 percent of all admis-
sions, double the percentage in 1980 (Travis, 2005). One disturbing trend is the recognition 
that prison is a revolving door in that many of those released will be returned to prison within 
several years. 

What is occurring nationally is mirrored by trends in California. Over the past 20 years, 
the number of individuals released from California prisons has increased nearly threefold. 
Between 1986 and 2006, California’s state prison population grew from 59,000 inmates to 
173,000 inmates (California Legislative Analyst’s Office, 2007). The growth in the prison 
population from 1990 to 2005 alone was three times faster than that of the general adult popu-
lation in California (Bailey and Hayes, 2006). In addition, 70 percent of those released from 
California prisons will be reincarcerated within two years of their release, with parole viola-
tions being an important reason for recidivism. 

Further, the racial, ethnic, and demographic composition of California prisons has 
changed dramatically over the past 40 years. Between 1964 and 1984, African-Americans and 
Latinos were incarcerated in increasingly higher numbers, while the number of white inmates 
has increased only somewhat (Petersilia, 2006). In 2007, Latinos constituted the largest group 
in the California prison system. The prison population is also changing demographically. The 
share of inmates age 50 or older has more than doubled during this period. In addition, female 
prisoners represent a growing proportion (currently 11 percent) of the state’s prison population 
(CDCR, 2008). 

These trends are important for any number of reasons, least of which is that those return-
ing from prison have multiple needs, including employment, housing, and social services. 
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Often overlooked among these needs is the role that health care plays in influencing the suc-
cess of reintegration of those returning from prison: ”With 1,600 individuals walking out 
of prison gates every day, the health needs and risks of returning prisoners are central to the 
reintegration process” (Urban Institute, 2002). A retrospective cohort study by Binswanger 
et al. (2007) highlighted that individuals released from prison have substantial health risks 
with higher mortality rates than the general population. The most important finding was that 
former inmates had a high risk of death, particularly during the first two weeks following 
release, with the leading causes of death being drug overdose, cardiovascular disease, homicide, 
and suicide. 

For its landmark 2002 study, The Health Status of Soon-to-Be-Released Inmates: A Report 
to Congress, the National Commission for Correctional Health Care (NCCHC) commissioned 
a series of papers to summarize what is currently known about the health status of prisoners 
and to examine the implications for their treatment needs upon release from prison and for 
the correctional treatment and community health care systems. The study culled all available 
data sources to derive prevalence estimates on infectious diseases, chronic diseases, and mental 
health disorders.1 Despite important methodological challenges, the NCCHC study represents 
the best and most comprehensive source of information on the health status of inmates.

The NCCHC study found that the prison population is disproportionately sicker on 
average than the U.S. population in general, with substantially higher burdens of infectious 
diseases (such as HIV/AIDS, tuberculosis, and hepatitis B and C), serious mental illness, and 
comorbidities, or co-occurring disorders (NCCHC, 2002). The NCCHC did not estimate the 
prevalence of substance abuse and dependence among state prisoners.

With regard to health status, there is no comprehensive source of data on parolees or 
the reentry population. Instead, a number of individual studies have been undertaken, with 
a tendency to focus on specific health conditions (e.g., HIV rates) and select small samples of 
parolees. Data are somewhat better for the inmate population. The most important source  
of information on the self-reported health care needs of state prisoners is a national survey con-
ducted by the Bureau of Justice Statistics (BJS). 

Mallik-Kane and Vischer (2008) provide important insights into how health care impacts 
the process of reentry. They conducted a survey of Ohio and Texas state prisoners during 2004 
and 2005 that asked prisoners about their health status, treatment received, and how health 
has impacted the reentry process. In addition, they conducted interviews with these indi-
viduals shortly before release and up to three times following their release. They found that 
most returning prisoners were without health insurance (68 percent of men and 58 percent 
of women) eight to 10 months after release. Yet, these individuals also were heavy users of 
health care services by way of emergency room visits and hospitalizations. “Although returning 
prisoners received these health services, their rates of treatment for specific health conditions 
deteriorated, suggesting that they received episodic care for acute problems but that continuous 
treatment of specific health conditions suffered” (Mallik-Kane and Vischer, 2008, p. 2). 

In addition, Mallik-Kane and Vischer found that health influenced reentry outcomes. 
Individuals with physical and mental health problems reported poorer employment outcomes 
than those without such problems. Mentally ill men and women and substance-abusing women 
were more likely to be homeless upon release from prison. Individuals with substance abuse 

1	 Prevalence estimates for substance abuse and dependence were not part of the study.
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problems reported more criminal behavior, having been more likely to earn money through 
illegal activities. Having any type of health condition was associated with engaging in criminal 
activity or a higher likelihood of being reincarcerated. In their sample, one out of five individu-
als was reincarcerated in state prison within a year of release.

What do such insights mean for California? 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. Yet, the public is largely unaware of the health needs of parolees, and the 
challenges they present to their communities are not being addressed in an explicit manner, 
despite the fact that reentry directly affects almost every California community. Further, cor-
rectional health care in California has been declared unacceptable and since June 30, 2005, 
has been under a court-appointed federal receiver. The lack of quality health care provided to 
California’s prisoners and lack of communication with prisoners about their health issues upon 
release allow them to carry their health problems into the communities that receive them. 

The release of increasing numbers of individuals from prison raises serious public health 
concerns. In addition to being disproportionately sicker than the general population— 
particularly with chronic conditions, such as diabetes or hypertension, as well as such highly 
contagious diseases as tuberculosis, HIV/AIDS, and hepatitis C—the prison population is 
aging. In essence, it is undergoing a “demographic and epidemiologic transition” like that seen 
in many developing countries. In such transitions, the burden of disease shifts from infectious 
to chronic diseases. Because of this transition, the burden of chronic diseases, such as diabetes 
and hypertension—typically associated with older people but already higher than what one 
would expect in the prison population—is likely to grow. Further, a disproportionate share 
of these individuals will likely be released into disadvantaged communities and neighbor-
hoods in California with limited health care and social services and an already overextended  
safety net. 

The explosion of the California prison population and the infectious and chronic dis-
ease profiles of this population raise some key public health challenges, including the need for 
improved screening, prevention, and treatment programs for state prison inmates; better track-
ing systems and databases to allow for effective coordination between the correctional health 
care and public health systems; and improved discharge and transitional planning for those 
with special health care needs. Further, the involvement of community-based organizations in 
linking prison and community health systems to facilitate reintegration into the community is 
essential (Urban Institute, 2002). 

Little data exist on the specific health needs of California parolees or the kinds of services 
they receive when they are released into the community. The nationwide Survey of Inmates in 
State and Federal Correctional Facilities, conducted by BJS every five to six years, provides the 
best available data on California prison inmates and can serve as a proxy for parolees’ health 
care needs (see BJS, 2009). Further, the BJS inmate survey allows researchers and policymakers 
to compare California inmates’ health needs relative to those of the overall U.S. state prison 
population. 

Selected mapping projects in California provide insights for several counties as to the dis-
tribution and concentration of parolees (e.g., Heiser and Williams, 2008). However, no single 
study has comprehensively examined which counties and communities are disproportionately 
affected by reentry or the link between the health care needs of parolees in California and how 
well the health care safety net in affected communities is able to meet their needs. Such a study 
is a much-needed step to enable better policy and planning decisions for this population.
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Objective and Scope

This study, funded by The California Endowment, is part of a two-phase effort examining pris-
oner reentry. This report presents the results of Phase I, which examines public health issues 
surrounding prisoner reentry in California, including the type of health care needs that ex-
offenders bring with them, which communities are disproportionately affected, and the health 
care system capacity of those communities to which ex-offenders return. In Phase II, we will 
examine in depth the challenges that parolees face in meeting their health care needs and fac-
tors that have influenced service providers’ ability to extend care to this population. 

We addressed the following three research questions in Phase I: 

What are the health care needs of prisoners upon their release and return to the 1.	
community? 
What is the geographic distribution of state prisoners who return to local communities 2.	
in California?
What types of health care services are available in these communities, and what is their 3.	
ability to meet the needs of returning prisoners?

In terms of the study’s scope, we considered a wide range of health care needs, including physi-
cal health, mental health, and substance abuse.

We decided to focus exclusively on the male parolee portion of the reentry population for 
two reasons. First, the vast majority of inmates and returnees in California are male; as such, 
their characteristics are likely to dominate our findings. Second, we recognize that females 
represent a growing, but unique, share of the reentry population. However, because their socio-
economic, health, and other concerns are likely to differ in important ways from those of their 
male counterparts, we decided that it was not feasible in this report to comprehensively address 
the public health issues and needs of this special population. Further, it was not feasible to dis-
aggregate California female parolees by race and ethnicity because the samples become quite 
small. 

In addition, we focused only on parolees’ potential access to health care and, specifically, 
to safety-net resources (i.e., having health care resources within a reasonable distance and the 
capacity of those resources to meet the broader community’s demand). We could not address 
realized access to health care (e.g., actual use of health care), because the data do not exist for 
parolees. We also did not have the data to address access outcomes, such as whether parolees 
who received services have better treatment and criminal justice outcomes as a result. 

Finally, while we consider the health concerns of inmates and the concentration of parol-
ees statewide, the majority of the analyses in this report focus on four counties: Alameda, 
Kern, Los Angeles, and San Diego. These four counties were chosen because they represent a 
substantial share of the state’s parolee population and because they allow us to compare urban 
and rural counties, which are likely to present different issues for policymakers. 
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Approach

The approach we used to answer the three research questions is discussed in more detail in the 
body of this report and in some of the appendixes. Here, we briefly summarize the approaches 
that we used. 

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 range of health care 
needs reported by prisoners as a proxy for understanding the health care needs of the reentry 
population. Specifically, we used the BJS 2004 Survey of Inmates in State and Federal Correc-
tional Facilities sample based on all state prison inmates who resided in California.

For the second research question, we used geocoded corrections data for parolees released 
in 2005 and 2006 from California state prisons and cluster analysis to examine the geographic 
distribution of parolees and to identify concentrations of parolees at the state and county levels. 
Specifically, we used the California Department of Corrections and Rehabilitation (CDCR) 
data file of parolees released in calendar years 2005 and 2006 from California state prisons.

To address the third research question, we focused on four counties with a significant 
share of parolees: Los Angeles, Alameda, Kern, and San Diego. We drew on publicly avail-
able facility data for hospitals, clinics, mental health providers, and substance abuse services 
to characterize the health care, mental health, and substance abuse treatment safety nets in 
these counties for the uninsured population and for the parolee population. We also developed 
measures to assess the accessibility of the safety net in those areas with a high concentration 
of parolees.

Limitations

While we made an effort to advance our understanding of parolee needs and access, there were 
some limitations to this study. First, we did not have any information about the health care 
needs of the parolee population in California. As a result, we had to rely on data for a proxy 
population, in this case, a survey of state prison inmates. While useful, these data only allowed 
us to assess the needs of the reentry population at the state level, because the survey did not 
include geographic identifiers for county. 

Second, the ideal approach to geographic mapping and geographic information system 
(GIS) techniques is to use the exact residential address of the individual (parolee) and the facili-
ties of interest. We requested this information, but CDCR only provided us with the census 
tract locations of parolees. As a result, we placed each parolee in the population-weighted cen-
troid of his census tract. This approach may have had some implications for identifying clusters 
of parolees. Without the residential addresses, we were also unable to assess the accuracy of 
census tract geocodes and address the substantial number of invalid or missing codes. 

The lack of data on the residential addresses of the parolees also affects our accessibility 
measures. For our measure of accessibility, we selected a 10-minute drive time, which is calcu-
lated from the facility’s exact address to the population centroid of a parolee’s census tract (in 
lieu of the residential address). That said, our measure of accessibility is also influenced by other 
factors. This measure takes into account driving distance, capacity, and potential demand. If 
one were to increase the acceptable drive time or use a different measure of potential demand 
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and capacity, a different set of results might be obtained. In some cases, we were able to assess 
the sensitivity of our results to these factors.

Organization of This Report

This report is organized as follows. Chapter Two presents the results from our analysis of the 
first research question, which provides some context for the chapters that follow. In particular, 
it examines the socioeconomic characteristics, health care needs, and access to care of Califor-
nia prison inmates. 

Chapter Three presents the results of our analysis of the second research question, describ-
ing the distribution of parolees in California and in the four counties with the largest share of 
parolees—Los Angeles, Alameda, Kern, and San Diego—which are the focus of our subse-
quent analyses. Chapter Three also provides a summary of the socioeconomic characteristics 
of the communities to which parolees return as well as a summary of the sociodemographic 
characteristics of parolees during the study period (2005–2006).

Chapter Four provides the analytical underpinnings for the third research question. In 
particular, it presents the underlying conceptual framework that motivates the analysis and 
discusses the specific methodology used to determine health care, mental health, and sub-
stance abuse safety nets in the four counties and to develop access measures. 

Chapters Five and Six present the results of our analysis of the third research question, 
which examines the four counties’ health care, mental health, and substance abuse safety nets 
and their ability to meet the health care needs of the reentry population. Chapters Five and Six 
both construct accessibility measures for the safety-net resources and examine how accessibil-
ity varies for the parolee population by type of health care resource and by race and ethnicity.

Finally, Chapter Seven summarizes the analytic findings, provides some implications for 
policymakers, and discusses some steps to improve understanding of these issues. It also briefly 
discusses what will be done in Phase II of the study.

Appendix A presents additional maps showing the clustering of parolees at the county 
level by count of parolees (rather than rate), and Appendix B discusses in greater detail the 
methods used in this study. Appendix C presents additional tables describing the mental health 
and substance abuse characteristics of the inmate population. Appendix D includes additional 
findings on the health problems of California inmates that were not presented in Chapter Two. 
Appendix E contains alternate measures of accessibility for hospitals and clinics and provides 
the results of our analysis of the sensitivity of geocoding to missing zip code data.
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Chapter Two

Socioeconomic and Health Characteristics of California State 
Prisoners

To understand the health needs of parolees, it is important to examine the broader trends with 
respect to the reentry population as a whole and the changing characteristics of individuals 
incarcerated in state prisons. Such trends as an aging prison population, longer prison stays, 
and an increase in the number of released prisoners who are former drug offenders—as well 
as disparities in the racial and ethnic composition of state prison inmates and parolees—have 
implications for the health care needs of parolees and the public health challenges such indi-
viduals represent to local communities.

A recent study by the Urban Institute found that the prevalence of physical, mental health, 
and substance abuse problems among their sample of 1,100 returning prisoners was substantial 
(Mallik-Kane and Visher, 2008). Furthermore, the authors found that the reentry population’s 
physical and social-behavioral conditions influenced their reentry experiences. 

In this chapter, our goal is to increase our understanding of the socioeconomic charac-
teristics, physical health care needs, and social and behavioral needs of California parolees and 
how they vary across racial/ethnic groups. 

Methods and Data Sources

To examine parolees’ needs, it was necessary to obtain detailed socioeconomic and health 
information on a large and representative sample of parolees nationally and in California. It is, 
however, very difficult to do so. Therefore, as a proxy, we used (as discussed in Chapter One) 
self-reported data from the 2004 Survey of Inmates in State and Federal Correctional Facilities 
conducted by the BJS (see BJS, 2009). All estimates in this chapter are based only on responses 
by males incarcerated in state prisons.1 

The BJS inmate survey provides a rich resource for understanding the potential needs of 
the reentry population, but we should keep in mind that inmates are an imperfect proxy for 
parolees released in a particular year. Most individuals who are incarcerated in state prisons 
will eventually be released, but certain types of offenders serve longer sentences and so are 
more prevalent in the incarcerated population than in a given parolee population (e.g., violent 
offenders). However, we thought it would be useful to include the full sample of incarcer-
ated individuals in our analysis because most will eventually be released and need care in the 
community.2

1	 Federal prisoners are excluded.
2	 Only 1 percent of the sample of California inmates in the BJS survey had been sentenced to life without parole.
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We compared the BJS sample to the CDCR parolee population on available demograph-
ics and criminal justice involvement to assess how much these populations differ (see Table B.1 
in Appendix B). As discussed in Appendix B, the samples were similar in terms of race/ethnic-
ity composition, average age, and gender. In terms of differences, we found that a higher per-
centage of surveyed inmates reported being incarcerated for a violent offense than was the case 
for parolees in our sample (48 percent versus 23 percent). Conversely, a third of parolees had 
property crimes and a third had drug crimes as their controlling offense, a higher share than 
was reported by the inmates surveyed (25 percent versus 20 percent, respectively). In addition, 
the average sentence length in the inmate survey sample was three times as high, averaging 
nine years compared to three years for the parolee sample. Finally, some differences may also 
result from the fact that the parolee sample was based on the individual’s recorded controlling 
offense, whereas the inmate data were self-reported. We do not have any information, however, 
to compare the health needs of these populations, and so we focus on the entire BJS sample.

We rely primarily on data for those inmates who lived in California before their arrest but 
also make comparisons to the U.S. state prison population.3 Specifically, this chapter makes 
the following comparisons and assesses the statistical significance of differences between  
(1) U.S. males and California males4 and (2) California males by race/ethnicity. 

Racial/ethnic groups are defined according to four categories: white non-Hispanic, 
African-American non-Hispanic, Latino, and other. A drawback of the BJS data relative to 
the CDCR administrative data is that we cannot examine geographic variation below the  
state level. 

The tables in this chapter show the estimates for U.S. males, California males, and each 
racial/ethnic group. Statistically significant differences between U.S and California males and 
between white male inmates and the other three other racial/ethnic groups in California are 
identified in bold. The accompanying text focuses mainly on statistically significant differ-
ences. It is important to note that statistical significance is a function not only of the size of 
observed differences across groups but also the sample size and resulting precision of those 
estimates. 

For many of areas of interest, the inmate survey gives us multiple measures of the issues. 
The approach taken here is to keep the summary measures in the body of the document and 
then present the elements that contribute to those measures in Appendixes C and D. For exam-
ple, we include the share of inmates who are substance-dependent/abusing in the main body 
of the report. But substance dependence is constructed based on responses to elements, such as 
symptoms of withdrawal, tolerance, and other factors that we include only in appendix tables. 
Major differences in these components are discussed in the main body, when relevant, with a 
reference to the appendix tables.

3	 State of residence is not available in the public-use dataset, but there is considerable overlap between state of residence 
and state of arrest.
4	 The U.S. statistics include California inmates, who account for approximately 12 percent of the total unweighted 
sample.
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Socioeconomic Characteristics of California State Prison Inmates

This section describes the demographic and socioeconomic characteristics of male inmates in 
California state prisons. The goal is to describe these inmates and their backgrounds to better 
understand the potential needs of parolees as they reenter society. To examine disparities within 
the male inmate population, we tabulate summary statistics for U.S. inmates, for California 
inmates, and for four major racial/ethnic groups in California. Where relevant, we discuss how 
inmates compare to the general population in California to give the reader an understanding 
of where inmates are at a particular disadvantage. Specifically, we focus on those issues that 
are likely to influence whether inmates will be able to successfully reenter society and are likely 
to influence their health status and access to care. These factors fall into four broad categories:  
(1) demographics; (2) education, employment, and military service; (3) family ties and adverse 
life events; and (4) criminal history.

Basic Demographics

In this section, we examine age and nativity among the prison population (see Table 2.1). One 
concern is that older inmates may have more and different health needs than younger inmates. 
Also, foreign-born inmates may have more difficulty accessing health and other services needed 
to reintegrate successfully, for example, because of language limitations.

As expected, the inmate population is relatively young overall. The average age of inmates 
in the United States was 35 years, and the average age of California inmates was 36 years. The 
only statistically significant difference in demographic comparisons was that white inmates 
were somewhat older than Latino inmates in California (38 years old versus 34 years old, 
respectively). The distribution of inmates by age likewise shows that Latinos are more likely to 
be in the younger age groups.

Table 2.1
Basic Demographics

Characteristic Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Age

Mean 35.34 35.86 38.23 36.62 33.57 34.57

Under 25 (%) 17.57 15.38 9.49 14.15 20.38 19.83

25–34 (%) 33.22 31.88 27.59 26.50 38.28 40.97

35–44 (%) 29.90 33.14 38.78 37.81 26.79 19.28

44–54 (%) 14.09 14.36 17.03 15.72 11.38 13.15

55 and over (%) 5.22 5.24 7.11 5.82 3.16 6.77

Foreign-born (%) 8.45 16.23 3.93 1.83 32.72 51.44

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white). 
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California has a large foreign-born population. More than a quarter of Californians (27.2 
percent) are foreign-born compared with 12.4 percent of the U.S. population (U.S. Census 
Bureau, 2008, Table 40). This difference is reflected in the inmate population. Nationally, only 
8 percent of inmates are foreign-born. In California, that share is twice as high (16 percent)—
a statistically significant difference relative to the United States. In both cases, however, the 
foreign-born are underrepresented in the inmate population. Not surprisingly, foreign-born 
status is significantly higher among Latino inmates in California (33 percent) and among other 
race/ethnicity (51 percent). Nearly all inmates reported that they were U.S. citizens; there were 
no significant differences across racial/ethnic groups (not shown). 

Education, Employment, and Military Service

Offenders may face difficult labor markets after their release because of the stigma and ero-
sion of job-market skills, although the causal evidence for income is greater than for employ-
ment (e.g., see Western, King, and Weiman, 2001). Work that is available to parolees is often 
unskilled, with restricted opportunities to advance (Petersilia, 2006). How this relates to the 
financial support of parolees in California is illustrated by analyses conducted by Frank Wil-
liams of a representative sample of 4,047 California parolees released in 1997 whose “street 
time”5 was tracked for 12 months and who were asked about their employment experience 
(Petersilia, 2006). During the first year of release from prison, only 22.7 percent of Califor-
nia parolees reported employment as their primary financial support, 32.1 percent reported 
they were supported by friends and family, 13.2 percent reported support by unlawful means,  
11.7 percent reported relying on public assistance, 0.6 percent were supported by social secu-
rity, and the remainder reported other means of support (Petersilia, 2006, p. 68). 

In this section, we explore inmates’ education levels, employment experiences, income 
sources, and military service because these characteristics are likely to have implications for 
inmates’ labor-market outcomes upon release. While employment itself is clearly an important 
part of successful reentry, it can also influence access to care through insurance coverage and, 
consequently, parolees’ health.

Lower academic achievement, and particularly the absence of a high school diploma or 
General Education Development (GED) credential, can have negative implications for labor-
market opportunities and, consequently, successful reentry into the community. The educa-
tional attainment of prison inmates compares poorly with that of the general population even 
after we disaggregate comparisons by race/ethnicity. About nine out of 10 native-born Califor-
nians have a high school degree, compared with only half of noncitizens and three-quarters of 
naturalized citizens (California Department of Finance, 2007). Similarly, among adult Cali-
fornians over age 25, about 93 percent of whites have a high school diploma, compared to only 
87 percent of African-Americans and 55 percent of Latinos.

In analyzing our sample of surveyed inmates, we found that inmates had substantially 
lower educational attainment than the general California population (see Table 2.2). Less 
than two-thirds of inmates (63 percent) reported completing high school or earning a GED. 
California inmates were less likely to have obtained a diploma or GED (60 percent) than 
inmates nationally. The lower educational attainment of inmates in California appears to be 
driven by statistically lower achievement by Latino inmates, among whom only 45 percent 

5	 Parolees’ street time was tracked for a cumulative 12 months; if parolees had their parole revoked and returned to prison, 
they were tracked again upon the next parole release until they accumulated a total of 12 months’ street time.
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Table 2.2
Education, Employment, and Military Experience

Characteristic Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Education

High school diploma or 
GED (%)

63.43 60.29 75.97 63.16 45.48 64.45

High school  diploma (%) 33.33 39.84 50.92 45.38 26.00 49.30

GED (%) 36.15 27.28 33.56 25.79 23.82 24.84

Employment

Employed in the month 
prior to arrest (%)

73.50 68.56 69.02 58.53 75.16 74.68

Income source in the month prior to arrest

Employment (%) 68.80 62.94 63.42 54.69 68.46 65.82

Welfare (%) 4.32 4.88 3.27 6.68 4.94 3.40

SSDI (%) 5.46 6.15 7.88 7.77 3.72 5.15

Other source (%) 41.84 40.57 47.37 46.94 30.88 38.89

Military experience

Veteran (%) 11.05 9.68 18.39 9.75 2.99 8.48

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white). SSDI = Social Security Disability Insurance.

reported having obtained a high school degree or GED; however, African-American inmates 
also reported significantly lower achievement (63 percent) compared to white inmates in Cali-
fornia (76 percent).

When we disaggregate educational attainment, we find that California inmates were sig-
nificantly more likely to have completed high school than U.S. inmates overall (39 percent 
versus 33 percent), implying that the educational difference between these two groups is the  
result of significantly lower GED attainment. In terms of racial/ethnic disparities, one of  
the most dramatic differences was that Latino inmates in California completed high school 
at only half the rate of their white counterparts (26 percent versus 51 percent). Latinos also 
obtained GEDs at a rate that was 10 percentage points lower than whites (24 percent versus 
34 percent). 

Education is not the only determinant of labor-market success. Previous employment and 
military experience can also provide the skills necessary for inmates to successfully reenter the 
workforce. The inmate survey provides us with two imperfect measures of labor-force attach-
ment: (1) employment (or business ownership) in the month prior to arrest and (2) income 
from employment prior to arrest. While these are interesting insights into inmates’ activities 
at a point in time, they do not tell us whether inmates have sufficient skills and experience 
to reenter the workforce. Both measures indicate that, while the majority of inmates have 
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some labor-force experience, a substantial share of inmates were not employed prior to their 
most recent arrest (see Table 2.2). Nationally, less than three-fourths of inmates (74 percent) 
were employed in the month prior to their arrest.6 California inmates fared even more poorly. 
California inmates were significantly less likely to have been employed in the month prior to 
arrest (69 percent). The employment status of California inmates prior to arrest also compares 
poorly with that of their counterparts in the noninstitutional population in California, among 
whom nearly 77 percent were employed in 2005.7 Among California inmates, Latino inmates 
had greater employment participation (75 percent) than white inmates (69 percent) while  
African-American inmates had the lowest (59 percent). A related question is whether the 
inmates received income from these employment activities. Not surprisingly, the results for 
income from employment are similar to those for employment. Nationally, more than two-
thirds of inmates reported earnings from employment in the month prior to arrest. Following 
the results for employment, the prevalence of income from employment was significantly lower 
among California inmates (63 percent). While there were no statistically significant differences 
across racial/ethnic groups, the pattern is similar to that observed for employment. Latino 
inmates had the greatest share of inmates who received income from employment at the time 
of their arrest, followed by white inmates and then African-American inmates. 

Of course, employment is not the only source of potential income. Inmates were also 
asked whether, in the month prior to arrest, they received any income from welfare, SSDI, or 
from other sources. Overall, nearly 5 percent of California inmates were receiving welfare ben-
efits and 6 percent were receiving SSDI (Table 2.2). These results can be viewed in two ways. 
On the one hand, the findings imply that a substantial number of inmates already relied on 
public assistance prior to their current incarceration. On the other hand, it also means that 
they are aware of the resources that may be available to them upon release.8 Income from wel-
fare and SSDI was quite low nationally (4 percent and 5 percent, respectively) and in California 
(5 percent and 6 percent, respectively). It is unclear to what extent previous criminal involve-
ment limited inmates’ access to these resources. 

Serving in the military may also provide inmates with experiences that will be useful in 
the labor force. As veterans, they may also be eligible for health care benefits from the U.S. 
Department of Veterans Affairs upon release from prison. Overall, the share of U.S. inmates 
with military experience was 11 percent. California inmates had similar rates of military ser-
vice (10 percent). In California, African-American inmates were only about half as likely  
(10 percent) and Latino inmates only one-sixth as likely (3 percent) to have served in the mili-
tary relative to white inmates (18 percent).

6	 The question used to define this characteristic was “During the month before your arrest [CONTROLLING ARREST 
DATE], did you have a job or a business?” (BJS, undated).
7	 The employment population ratio is for the male population aged 25 to 44 in California. We make a comparison to the 
employment population ratio rather than the employment rate because we do not know the share of inmates in the labor 
force (e.g., actively looking for work or not) (BLS, 2005). 
8	 There are limitations on the types of benefits for which ex-offenders may be eligible, which may vary by state (see, 
e.g., GAO, 2005). As a result, even inmates who are familiar with these programs may not be able to rely on them upon 
release.
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Family Ties and Adverse Life Events

The effects of family and other ties to the community are complex and can positively or nega-
tively influence reentry prospects. For example, having close family ties, such as spouse and 
significant other, has been shown to be an important predictor of successful reentry (Davis  
and Pacchiana, 2004). For example, two-thirds of California parolees indicated they had  
found housing in some sort of familial or quasifamilial setting during the first year of release 
from prison (Petersilia, 2006). Then again, substance abuse among family members and other 
negative influences can be a risk factor for subsequent involvement with the criminal justice 
system (Travis and Waul, 2003). 

Surveyed inmates were asked about spouses, minor children, living arrangements prior to 
arrest, and the criminal justice involvement of immediate family members. We found evidence 
of potentially positive and negative influences on inmates (see Table 2.3). We also consider the 
prevalence of adverse life events, such as homelessness and abuse, which are potentially signals 
of difficult family ties or other trauma and which may also complicate reentry and require 
additional health services. 

Table 2.3
Family Ties and Adverse Life Events (percent)

Characteristic Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Family ties

Currently married 16.32 21.01 14.21 22.68 24.75 23.27

Minor child(ren) 51.18 51.69 46.13 49.12 59.30 40.17

Lived in family unit in the 
month before arrest

81.13 78.72 73.96 78.18 82.20 83.99

Lived with minor 
child(ren) in the 
month before arrest

21.68 21.14 17.18 18.76 25.73 23.70

Lived with minor 
child(ren) in the 
month before arrest 
(if any)

42.37 40.90 37.25 38.19 43.39 59.00

Criminally involved 
family

47.10 46.47 42.10 55.71 45.42 24.54

Adverse life events

Ever homeless 10.12 16.44 20.21 15.44 14.97 10.54

Ever abused 16.79 15.54 23.96 14.85 9.91 12.29

Physically abused 13.80 12.01 18.19 11.22 7.86 11.87

Sexually abused 6.24 5.82 9.80 5.49 3.45 1.80

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white). 



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

Inmates, especially Latinos, had significant attachments to their families and household 
units. Most inmates in the United States (81 percent) and in California (79 percent) lived in a 
family unit prior to their arrest.9 The rates were significantly higher for Latino male inmates in 
California relative to white male inmates (82 percent versus 74 percent). 

Larger differences were observed with respect to marital status. California inmates were 
significantly more likely to report being married at the time of the survey than inmates nation-
ally (21 percent versus 16 percent, respectively). This appears to be driven partly by large differ-
ences across racial/ethnic groups. Latino inmates (25 percent) and, to a lesser extent, African-
American inmates (23 percent) were significantly more likely to report being married than 
white inmates (14 percent).

In the BJS survey, approximately half of inmates nationally (51 percent) and in Cali-
fornia (52 percent) had minor children at the time of the interview. Approximately 21 per-
cent of California inmates (or 41 percent of those who reported minor children at the time 
of the interview) had been living with their children at the time of their latest arrest. Among 
inmates in California, Latino inmates were more likely to have a minor child relative to white 
inmates (59 percent versus 46 percent) and more likely to have been living with the minor child  
(26 versus 17 percent). 

The family characteristics discussed thus far are likely to positively influence a parolee’s 
behavior. But not all family influences are positive. The influence of other family members 
who are involved in the criminal justice system is ambiguous. On the one hand, it may help 
the parolee to have someone with a common experience who has perhaps successfully reinte-
grated into society. On the other hand, if those family members are involved in ongoing crimi-
nal activity, this may represent a significant risk factor for the parolee. In our analysis, nearly 
half of U.S. (47 percent) and California (46 percent) inmates had a sentenced or incarcerated 
parent, sibling, spouse, child, or other family member. The rate was significantly higher among 
African-American inmates relative to white inmates (56 versus 42 percent), but significantly 
lower among inmates of other race/ethnicity (25 percent).

Inmates experienced a number of other adverse life events, including homelessness and 
physical or sexual abuse. In terms of homelessness, CDCR officials estimate that, overall, 10 
percent of the state’s parolees were homeless in 1997, and in urban areas, such as San Francisco 
and Los Angeles, the rate was estimated to be as high as 30 percent to 50 percent (Petersilia, 
2006). Further, 6.5 percent of parolees reported being mostly homeless for the entire first 
year after prison release (Petersilia, 2006). About 7 percent of the U.S. population reported 
that they had been homeless at some point in their lives (Link et al., 1994). The probability of 
experiencing homelessness was higher among inmates, particularly in California (Table 2.3). 
Nationally, 10 percent of inmates reported being homeless at some point, while among Cali-
fornia inmates, the corresponding share was significantly higher at 16 percent. There were no 
statistically significant differences across racial/ethnic groups. 

Nearly 17 percent of inmates nationally and 16 percent in California also reported having 
experienced either physical or sexual abuse. In California, a reported history of abuse was sig-
nificantly less common among Latino (10 percent) and African-American (15 percent) inmates 
relative to white inmates (24 percent). When the type of abuse was examined separately, only 

9	 The question used to define this characteristic was “In the month before your arrest on [CONTROLLING ARREST 
DATE], was anyone living with you?” (see BJS, undated).
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differences between Latino inmates and white inmates for both types of abuse and between 
other race/ethnicity and white inmates for sexual abuse only were statistically significant. 

Criminal History

The parolee’s own degree of criminal involvement is likely to be one of the greatest influences 
on his ability to successfully integrate into society. To the extent that churning in and out of the 
prison system influences access to care or disrupts continuity of care, there may also be health 
implications. Factors related to criminal involvement can include the nature of the controlling 
offense for which the parolee was most recently incarcerated as well as the number of previous 
arrests and incarcerations. Another consideration is the amount of time served in prison, which 
has increased in recent years. Between 1993 and 1998, the median time served to first release 
from prison increased from 12 to 18 months (Lynch and Sabol, 2001). Another study found 
that the share of those serving at least five years increased from 13 percent in 1991 to 21 percent 
in 1997 (Hughes and Wilson, 2002). Longer stays in prison have implications for successful 
reentry because inmates may lose contact with family members (or other associates) who might 
have facilitated their reintegration into the community (Davis and Pacchiana, 2004). 

In our analysis of state prison inmates, the mean sentence length was significantly higher 
nationally at 13 years, compared to just over nine years for California inmates (see Table 2.4).10 
Although not statistically significant, in California, African-American inmates had somewhat 
longer sentence lengths (mean of 11 years), compared to white and Latino inmates, who had 
mean sentence lengths of nine years and eight years, respectively. 

Table 2.4
Criminal History

Characteristic Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Type of offense

Violent (%) 54.23 49.51 42.14 51.23 52.34 60.54

Property (%) 21.14 24.52 32.46 23.57 19.12 25.82

Drug (%) 20.07 19.49 17.59 20.67 21.14 9.97

Other (%) 4.57 6.48 7.80 4.53 7.40 3.67

Sentence length (years) 
(mean)a

13.36 9.34 8.66 11.22 8.32 11.55

Previous arrest (%) 84.84 86.34 89.48 89.17 83.86 67.45

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white).

a Excludes those with categorical sentences such as life or life without parole.

10	 These calculations exclude inmates with categorical sentences (e.g., life).
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Both sentence length and potential success of reentry are influenced by the nature of the 
offense that resulted in incarceration. California inmates were slightly less likely to be incar-
cerated for a violent crime (50 percent) than inmates nationally (54 percent). The prevalence 
of violent crime among inmates is likely driven partly by the fact that violent offenders spend 
more time in prison per offense (Durose and Langan, 2007). California inmates were more 
likely to be incarcerated for a property crime than U.S. inmates (25 percent versus 21 percent). 
The share of inmates incarcerated for drug crimes was nearly identical (20 percent nationally 
versus 19 percent in California). Finally, Californians were also more likely to be incarcerated 
for other offenses (6 percent versus 5 percent). In California, 42 percent of the white inmates 
had been incarcerated for a violent crime; there were statistically significant differences (rela-
tive to whites) only for Latino inmates (52 percent) and those reporting other race/ethnicity 
(61 percent). Latino inmates were less likely to be incarcerated for a property crime than whites 
(19 percent versus 32 percent). One out of five California inmates was incarcerated for a drug-
related offense with no statistically significant differences by race/ethnicity.

The current incarceration was not the first or only encounter with the law for most of the 
surveyed inmates. Nationally, inmates had considerable experience with the criminal justice 
system. The vast majority of inmates in the United States (85 percent) reported having a previ-
ous arrest. In comparison, California inmates were slightly more likely to have had a previous 
arrest (86 percent). We found no significant racial/ethnic differences among California inmates 
with respect to previous arrests. The one exception was a significantly lower history of arrests 
for inmates reporting other race/ethnicity in California relative to their white counterparts (66 
percent versus 89 percent). 

Physical Health Needs and Utilization

Understanding the prevalence of disease among the California state prison population is 
important because it provides some insight into the likely health care needs of ex-offenders 
and the level and type of demand for health services that they will place on the health care 
safety net and public health system at the local level. Further, from a public health perspective, 
prevalence measures provide an indication of what types of diseases—especially infectious 
diseases—may be brought into a community upon reentry. 

In May 2002, the NCCHC released a report to Congress on the health status of soon-to-
be-released inmates (NCCHC, 2002). Specific conditions in each of the disease categories—
infectious disease, chronic disease, and mental illness—were examined. National estimates 
of the prevalence of diseases within each category were made for prisons and jails to quantify 
the burden of these conditions among inmates and parolees. We used these data to compare 
our results for California inmates based on the BJS survey. The BJS survey can provide some 
insight into the physical health needs of this population as well as their receipt of medical care 
while incarcerated. In terms of physical health, the survey asked inmates about any cardiac 
conditions, kidney problems, cancer, asthma, diabetes, hypertension, cirrhosis, hepatitis, paral-
ysis, stroke, sexually transmitted diseases (STDs), tuberculosis, and HIV, among other condi-
tions or problems. For most conditions, the BJS survey asked inmates about lifetime prevalence 
and prevalence during the current incarceration. Inmates who reported a condition were then 
asked whether they had seen a medical professional specifically for that condition. 
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In this section, we first examine the prevalence of lifetime and current physical health 
conditions, infectious diseases, and physical disabilities among California state inmates and, 
where possible, discuss how they compare to rates observed among the general population. In 
Appendix D, we report the survey results for dental problems, disabilities, and mental health 
treatment for all inmates.

Lifetime and Current Physical Health Problems

Previous research suggests that inmates are more likely to suffer chronic conditions than 
the general population. For example, the prevalence of asthma among U.S. prison and jail 
inmates was estimated to be higher than it is among the general population (8.5 percent versus  
7.8 percent; NCCHC, 2002).11 The prevalence of diabetes and hypertension was estimated to 
be lower than for the U.S. population in general, but the authors point out that the prevalence 
of these two conditions is relatively high after taking into account the fact that inmates tend to 
be younger (Hughes and Wilson, 2002). Because these conditions are typically associated with 
older people, one might expect them to increase in prevalence as the state prison population 
ages (Hammett, Roberts, and Kennedy, 2001).12

Nationally, the share of inmates reporting chronic health problems (lifetime and cur-
rent) was substantial (see Table 2.5). By far, the most common conditions were hypertension  
(21 percent) and asthma (14 percent), though cardiac conditions (9 percent), kidney problems 
(6 percent), diabetes (5 percent), and cirrhosis (2 percent) were also reported.

For the most part, the health of California inmates was similar to that of their counter-
parts nationally. There were also very few statistically significant differences within California. 
The only exceptions were a significantly lower incidence of kidney problems among African-
Americans (2 percent versus 8 percent among white inmates) and other race/ethnicity (2 per-
cent versus 8 percent) and lower rates of cirrhosis among African-Americans relative to whites 
(1 percent versus 5 percent).

The findings were similar when we looked at the current (versus lifetime) prevalence of 
these conditions. As with lifetime prevalence, the most common conditions reported were 
hypertension (14 percent) and asthma (8 percent). Other chronic and acute conditions cur-
rently experienced by inmates included diabetes (4 percent), kidney problems (3 percent), and 
cirrhosis (1 percent). California inmates reported similar health but were less likely to report 
hypertension (10 percent versus 14 percent nationally). By race/ethnicity, the only statistically 
significant differences were a lower incidence of cirrhosis among African-Americans (0 percent 
versus 3 percent among whites) and a higher incidence of hypertension among African-Amer-
icans relative to whites (17 percent versus 9 percent).

11	 The NCCHC (2002) analysis did not produce separate estimates for inmates in prisons versus those in jails. 
12	 According to BJS data, the average age of state prisoners being released on parole has been increasing (from 31 years of 
age in 1999 to 34 years of age in 1999). In 1999, 26 percent of state prisoners who were paroled were 40 years of age or older, 
compared to 14 percent in 1990. 
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Table 2.5
Lifetime and Chronic Physical Health Problems (percent)

Type of Problem Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Lifetime health problems

Cardiac 9.12 7.94 9.13 9.32 6.30 5.11

Kidney 5.74 5.21 7.80 2.35 5.82 1.56

Cirrhosis 1.75 2.55 4.70 0.52 1.97 6.59

Asthma 13.88 13.70 14.28 17.94 10.87 6.72

Diabetes 4.49 4.52 3.51 6.70 3.38 6.85

Hypertension 20.73 18.27 17.35 24.64 13.65 22.07

Current health problems

Cardiac 5.98 4.67 5.55 6.08 3.06 3.40

Kidney 2.90 2.23 2.79 1.82 2.18 1.56

Cirrhosis 1.11 1.74 3.44 0.26 0.99 6.59

Asthma 8.38 8.83 10.07 10.73 6.90 5.04

Diabetes 3.85 3.78 3.00 5.70 2.79 5.10

Hypertension 13.60 10.54 8.61 16.55 6.71 16.86

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white).

Infectious Diseases

The existing literature suggests that the burden of infectious diseases among prison inmates 
and parolees is greater than it is in the U.S. population. The documented prevalence of active 
tuberculosis (TB) infection among prison inmates is estimated to be four times greater than 
among the total U.S. population. Among persons in the United States with active TB in 1996, 
an estimated 35 percent had served time in a prison or jail during that year. The prevalence of 
hepatitis C, the most common chronic blood-borne viral infection in the United States (Shuter, 
2002),13 was estimated to be at least nine to 10 times higher among prison inmates than the 
U.S. population in general (Hammett, Harmon, and Rhodes, 2002). The authors note that 
this prevalence likely underestimates the true prevalence of hepatitis C among prison inmates. 
Therefore, it is striking that in 1996 approximately 29–32 percent of the estimated 4.5 million 
people infected with hepatitis C in the United States had served time in a prison or jail during 
that year (Hammett, Harmon, and Rhodes, 2002). 

The prevalence of AIDS among prison inmates is estimated to be five times greater than 
the prevalence among the U.S. population in general, while HIV infection is estimated to 

13	 Unlike hepatitis B, those infected with hepatitis C often remain chronically infected, with complications from hepatitis 
C infection accounting for approximately 1 percent of all deaths in the United States. 
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be eight to nine times greater than in the U.S. population in general (Davis and Pacchiana, 
2004). Parolees were estimated to represent 17 percent of the total U.S. population with AIDS 
and approximately 13 percent of the total U.S. population with HIV in 1996 (Hammett, 
Harmon, and Rhodes, 2002). Further, the burden of AIDS and HIV infection among state 
prison inmates appears to be concentrated within a few states. Recent BJS data show that New 
York, Florida, and Texas housed nearly half of all HIV-infected inmates in state prisons at year-
end in 2000 (Maruschak, 2002).14 

As expected, infectious diseases were common among inmates (Table 2.6). Approxi-
mately 11 percent of inmates reported having had a sexually transmitted disease, and 2 percent 
reported testing positive for HIV. Nearly one in 10 prisoners reported testing positive for TB, 
and 9 percent had hepatitis. 

The differences between inmates nationally and in California were mixed. California 
inmates were more likely to report tuberculosis (13 percent versus 10 percent) and hepatitis  
(13 percent versus 9 percent) but less likely to report STDs (9 percent versus 11 percent). 
Unlike other conditions, there were common differences across racial/ethnic groups. African-
Americans (9 percent), Latinos (11 percent), and other race/ethnicity (8 percent) were sig-
nificantly less likely to report hepatitis than white inmates (20 percent). Tuberculosis, how-
ever, was more common among minorities, with statistically significant differences for Latinos  
(17 percent versus 9 percent among whites) and other race/ethnicity (25 percent versus 9 per-
cent among whites). There were no statistically significant differences for STDs or HIV except 
for a statistically lower prevalence of STDs among other race/ethnicity. In terms of current 
infectious disease problems, Latino and African-American inmates were less likely than white 
inmates to report having hepatitis.

Table 2.6
Infectious Diseases (percent)

Type of Problem Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Lifetime health problems

Hepatitis 9.13 12.95 19.82 8.66 11.48 8.29

STD 11.14 8.77 7.98 13.49 6.63 1.56

TB 9.62 13.28 8.69 10.84 17.26 25.35

HIV 1.56 1.08 0.35 2.05 0.97 0.00

Current health problems

Hepatitis 4.96 7.37 12.54 3.42 6.91 3.14

STD 0.70 0.29 0.22 0.26 0.39 0.00

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by bold 
(California versus U.S.; race/ethnicity comparisons are African-American, Latino, and other versus white).

14	 California was fourth, with 1,638 state prison inmates known to be HIV-positive at year-end in 2000. 
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We did not assess the degree of comorbidity in terms of infectious diseases. However, it is 
worth nothing that one form of comorbidity involves the co-occurrence of HIV and hepatitis 
B or C. Hepatitis B and C can be acquired through exposure to contaminated blood during 
injection-drug use. Hepatitis C also can be sexually transmitted. As Shuter (2002, p. 189) 
notes, “High rates of hepatitis B and C in [intravenous drug users] and in the socioeconomi-
cally disadvantaged have resulted in a disproportionate burden of disease in prisoners.” He goes 
on to comment that one of the known risk factors for the transmission of HIV and hepatitis 
is the use of illicit intravenous drugs involving needle sharing. Various studies have suggested 
that prison inmates are at increased risk of contracting HIV disease and hepatitis B and C 
because of their use of illicit intravenous drugs as well as other high-risk behaviors (e.g., unpro-
tected sex) among this population both prior to and during incarceration.

Other Physical Health Conditions

Prisoners were also asked whether they had experienced cancer, stroke, or paralysis (Table 2.7). 
Given the age distribution of this population, it is not surprising that these conditions were 
not very common among inmates. Nationally, 6 percent of inmates had experienced paralysis,  
4 percent experienced a stroke, and 2 percent had had cancer. Rates were similar for California 
inmates and across all racial/ethnic groups.

Current prevalence rates were about half of lifetime levels for each condition: paralysis  
(1 percent), stroke (3 percent), and cancer (1 percent). Again, there were no statistically signifi-
cant differences for California and across racial/ethnic groups in California. The one excep-
tion was a significantly lower rate of strokes among Latinos (1 percent) relative to whites  
(5 percent).

Table 2.7
Other Physical Health Conditions (percent)

Type of Problem Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Lifetime health problems

Cancer 1.80 2.00 3.21 2.10 1.24 0.00

Paralysis 6.12 7.70 9.64 8.17 5.95 6.80

Stroke 4.42 4.77 7.17 4.24 3.29 5.12

Current health problems

Cancer 0.76 1.17 1.90 0.78 1.04 0.00

Paralysis 1.44 2.10 3.12 2.08 1.38 1.68

Stroke 2.53 3.09 5.18 3.13 1.42 3.42

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white).
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Medical Treatment of Physical Health Needs While Incarcerated

Access to care is an important issue, and inmates are constitutionally entitled to at least a 
basic level of care. However, in 2005, the California prison health care system was placed in 
federal receivership to address gross health care inadequacies and to prevent further unneces-
sary deaths (see California Prison Health Care Services, undated). Health issues that remain 
untreated during incarceration may be brought into the community and impose a financial 
burden on community resources. In addition, poor health can affect in a number of ways an 
individual’s ability to find employment or housing, reunite with family, or take other neces-
sary steps to successfully reintegrate into the community. Many inmates have not had access to 
medical care prior to incarceration, which poses a challenge not only for the correctional health 
care system but also for communities’ health care safety nets upon their release (NCCHC, 
2002).

The BJS survey asked prisoners about whether they had received any medical care while 
in custody for their medical problems. Here, we summarize the findings for U.S. inmates over-
all and then for California inmates.

The vast majority of inmates in state prisons reported receiving at least a medical exam 
during their incarceration (84 percent), although reported receipt of a medical exam was a 
significant 9 percentage points lower in California (75 percent) (Table 2.8). The lower rates in 
California are suggestive, but these shares do not control for need. Far fewer inmates reported 
having surgery (12 percent). Given the likely urgent nature of a condition requiring surgery, 
it is not surprising that we observe no significant differences based on geography and across 
demographic groups.

Inmates were also asked about seeing a medical professional for each of the physical con-
ditions they reported. Because these questions were asked only of those inmates who responded 
that they experienced a condition during incarceration, sample sizes are very small and statisti-
cal significance more difficult to identify, especially when making comparisons among racial/
ethnic groups. In some cases, we observe that all or none of the individuals in a group report-
ing a condition received care (i.e., 100 percent or 0 percent), presumably, in part, because of 
small sample sizes. In such cases, there is no standard error with which to identify statistically 
significant differences.  

Overall, the majority of inmates with a current medical condition reported seeing a medi-
cal professional for that particular condition during their incarceration nationally and in Cali-
fornia, and hardly any statistically significant differences were identified. However, we caution 
that the results for utilization among inmates reporting a condition are much less reliable 
because the sample sizes are limited.
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Table 2.8
Medical Treatment/Utilization (percent)

Type of Care Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

All Inmates

Medical exam 83.99 75.20 78.33 75.75 72.43 74.76

Had surgery 12.36 11.70 12.96 13.47 9.38 11.71

Since admission, saw a physician for a specific conditiona

Cardiac 74.32 71.60 79.06 69.01 61.32 100.00

Kidney 70.22 66.46 100.00 71.74 27.24 100.00

Cancer 86.84 68.04 86.26 67.36 42.85 NA

Asthma 76.55 72.00 81.98 70.94 59.73 100.00

Diabetes 94.12 89.52 100.00 89.45 85.72 67.17

Hypertension 89.60 87.70 82.24 91.62 82.10 100.00

Cirrhosis 87.08 83.66 86.16 100.00 100.00 49.82

Hepatitis 88.10 86.83 89.85 92.29 79.91 100.00

Paralysis 73.74 78.49 83.11 87.36 57.31 100.00

Stroke 63.41 53.69 50.87 58.02 41.36 100.00

STD 71.32 73.78 100.00 100.00 49.52 NA

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white).

a Among those reporting current condition.

Social and Behavioral Needs and Utilization

The previous section examined physical health concerns and associated treatment. But inmates 
are also likely to suffer from social and behavioral conditions that complicate reentry. Self-
reported information about the prevalence of drug abuse and dependence, as well as mental 
health problems, is summarized in this section.15 

Drug Abuse and Dependence

The use of alcohol and illicit substances plays a potentially important role in successful reen-
try. In its 1997 survey of federal and state inmates, BJS reported that a quarter of male and 

15	 The approach to identifying substance abuse and mental health disorders largely follows the BJS methods used in 
Mumola and Karberg (2007) and James and Glaze (2006), though, obviously, the sample (males only) differs.
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female state prison inmates fit the CAGE16 profile of alcohol dependence (Mumola, 1999,  
p. 8). Further, male inmates were more likely to have been drinking at the time of their offense 
(38 percent) or to report past binge drinking (42 percent) than female inmates (29 percent). 
Overall, in 1997, 83 percent of state prison inmates reported using drugs in the month prior to 
their offense, and 33 percent at the time of the offense (Mumola, 1999).

The 2004 BJS inmate survey provides more updated information on the use of drugs and 
alcohol by inmates. Based on the responses to questions about behaviors relating to drug use, 
the majority of inmates qualified as dependent on or abusing a drug in the 12 months prior 
to incarceration (53 percent) (Table 2.9).17 Although not a focus of this section, we note that 
dependence and abuse of alcohol among the state inmate population is nearly as prevalent, at 
44 percent (James and Glaze, 2006).18 Rates of drug abuse and dependence were greater among 
California inmates (58 percent versus 53 percent nationally). Rates of drug abuse/dependence 
were significantly lower among African-Americans (49 percent) and those reporting other race/
ethnicity (37 percent) relative to whites (67 percent). 

Given the extraordinary rates of dependence and abuse, it is not surprising that the major-
ity of inmates (69 percent) reported that they had used drugs regularly (defined as having 
ever used a drug at least once a week for at least one month). Marijuana (60 percent) was the 
most commonly used drug, followed by cocaine/crack (29 percent), stimulants (17 percent), 
hallucinogens (13 percent), heroin/opiates (13 percent), depressants (10 percent), inhalants  
(5 percent), and other drugs (1 percent). California inmates were more likely to be regular 
drug users (73 percent). There were also significant differences in the types of drugs used. 
California inmates were approximately twice as likely to use stimulants (33 percent versus  
17 percent nationally), with much of the stimulant use concentrated in methamphetamine  
(30 percent versus 14 percent nationally). Although the differences are not as large, heroin/
opiate use (16 percent versus 13 percent) and inhalant use (7 percent versus 5 percent) were 
also more common among California inmates. But California inmates were less likely to use 
depressants (7 percent versus 10 percent).

The prevalence of regular drug use did vary across race/ethnicity. Latino inmates (68 per-
cent) and inmates reporting other race/ethnicity (55 percent) were significantly less likely to be 
regular drug users than white inmates (81 percent). The use of specific substances also varied 
substantially by race/ethnicity. African-Americans were less likely than whites to use heroin/
opiates (6 percent versus 19 percent), depressants (3 percent versus 13 percent), stimulants (7 
percent versus 56 percent), methamphetamine (7 percent versus 52 percent), and inhalants (2 
percent versus 9 percent). Although their drug use was more similar to that of whites, Latino 
inmates were still significantly less likely than white inmates to use depressants (6 percent 
versus 13 percent), stimulants (35 percent versus 56 percent), and methamphetamine (31 per-
cent versus 52 percent). Finally, inmates reporting other race/ethnicity were less likely than 
whites to report regular use of marijuana (42 percent versus 62 percent), depressants (2 percent 

16	 “The CAGE questionnaire is a diagnostic instrument for detecting a person’s history of alcohol abuse or dependence. 
CAGE is an acronym for the four questions used by the instrument [and assesses] attempts to (C)ut back on drinking,  
(A)nnoyance at others’ criticism of one’s drinking, feelings of (G)uilt about drinking, and needing a drink first thing in the 
morning as an (E)ye opener to steady the nerves” (Mumola, 1999, p. 5).
17	 Responses to individual questions regarding elements of dependence and abuse for alcohol and for drugs are available in 
Appendix C.
18	 James and Glaze (2006) examine the same sample of inmates but include the small share of inmates who are female.
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versus 13 percent), stimulants (28 percent versus 56 percent), and methamphetamine (27 per-
cent versus 52 percent).

Table 2.9
Drug Use, Abuse, and Dependence (percent)

Type of Problem Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Drug abuse/dependencea

Drug abuse/dependence 53.16 57.83 67.20 49.41 59.51 36.57

Drug abuse 51.99 56.45 65.89 47.26 58.53 36.57

Drug dependence 35.30 43.51 54.85 34.65 44.22 20.57

Regular use (by type of drug)b

Any drug 69.00 72.64 80.78 72.80 68.25 55.24

Marijuana/hashish 59.80 57.01 61.77 60.94 52.02 42.10

Cocaine/crack 28.99 27.53 29.13 30.16 26.14 11.73

Heroin/opiates 12.60 15.65 18.76 6.12 21.03 10.85

Depressants 9.66 7.01 13.20 2.91 5.96 1.71

Stimulants 17.26 32.74 55.96 7.37 34.61 28.24

Methamphetamine 14.25 30.08 51.73 6.84 31.43 26.67

Hallucinogens 13.45 15.60 17.94 14.53 14.43 17.16

Inhalants 4.55 6.66 9.44 2.35 8.21 3.35

Other Drugs 1.05 0.38 1.03 0.27 0.00 0.00

Timing of use (any drug)

Lifetime 83.24 84.96 90.00 85.48 82.46 69.56

Regular use 69.00 72.64 80.78 72.80 68.25 55.24

Month prior to arrest 55.77 58.31 64.32 55.31 59.08 31.56

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance denoted by bold 
(California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white). Dependence is any behavior that meets at least three of the seven criteria during the same 12-month 
period: (1) tolerance, (2) withdrawal, (3) difficulty controlling use, (4) negative consequences, (5) significant  
time or emotional energy spent, (6) putting off or neglecting activities, and (7) desire to cut down 
(AddictionsandRecovery.org, 2009). Abuse is determined according to at least one of the following four 
criteria: (1) continued use despite social or interpersonal problems; (2) repeated use resulting in failure to fulfill 
obligations at work, school, or home; (3) repeated use resulting in physically hazardous situations; and (4) use 
resulting in legal problems (AddictionsandRecovery.org, 2009).

a Drug abuse and dependence measures are constructed based on a series of questions regarding symptoms 
experienced in 12 months prior to incarceration. 
b Regular use is defined as having ever used at least once a week for at least one month. The results are based on 
questions regarding frequency of use.
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In this section, we discussed the prevalence of regular drug use among the inmate popula-
tion. But drug use is dynamic. Individuals may experiment with an illicit substance but never 
become regular users. Likewise, regular users or even dependent users may not continue to 
use. The survey provides additional detail to examine the nature of the inmates’ drug use—
specifically, whether the inmates had ever tried a substance, whether they were regular users, 
whether they had used in the month prior to arrest, and whether they had used at the time of 
the offense. These data indicate that a large majority of inmates had experimented with illicit 
drugs. Lifetime use exceeded regular use by about 10 to 15 percentage points across our analy-
sis groups. However, not all regular users were using at the time of their arrest. Additional 
details on how drug use varies over time by specific substance are available in Appendix C.

Treatment for Drug Use, Abuse, and Dependence

Inmates who are using, dependent on, or abusing drugs may be treated in state prison prior 
to their release. Treatment prior to release can prepare the inmate for reentry and reduce the 
burden on the receiving community. For those inmates who were identified as abusing or 
dependent on a drug and for inmates who used in the month prior to incarceration, we exam-
ined whether they received any treatment during their current incarceration. While these are 
the best measures available to us, they are somewhat imperfect, because not everyone who met 
the criteria for abuse or dependence necessarily needed care during this incarceration. Some 
dependent inmates may have been treated prior to their current incarceration, while some of 
the inmates who used in the previous month may have been infrequent users and did not war-
rant treatment. Even if we were able to condition on the proper population of inmates who 
needed care during their incarceration, the data cannot tell us whether the inmates did not 
receive care because of a lack of availability or a refusal on their part to seek or participate in 
treatment. 

Approximately 39 percent of drug-abusing and drug-dependent inmates received some 
form of treatment during their current stay in prison (Table 2.10). The most common forms 
of treatment were the less resource-intensive self-help (28 percent) and educational programs 
(18 percent). More intensive treatments, such as residential programs (9 percent) and profes-
sional counseling (6 percent), were less common. Detox programs (1 percent) and drug mainte-
nance (0 percent) were extremely rare in prison. Again, we caution that we cannot distinguish 
whether the fact that few inmates received care was because of a lack of availability or lack of 
motivation, although it is likely that both played some role. 

One of the most interesting findings was that California inmates were only about half as 
likely to receive any treatment (22 percent) relative to their counterparts nationally. This result 
held for each type of treatment considered. Interestingly, all California inmates experienced 
low utilization of treatment: There were no significant differences across racial and ethnic 
groups. A second approach, which conditions on inmates using in the month prior to admis-
sion to prison, yielded generally similar findings.19 Although both sets of measures about treat-
ment received in prison are imperfect (as described earlier), the findings raise concerns about 
whether more could be done to prepare these inmates for reentry, particularly in California.

19	 The only significant difference was lower utilization of self-help among Latino inmates.
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Table 2.10
Drug Treatment (percent)

Type of Treatment Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Treatment (conditional on drug abuse/dependence)

Any drug treatment or 
program since admission 
to prison

39.22 21.64 24.87 23.39 17.59 23.18

Drug treatment 14.18 6.55 7.31 8.44 4.84 4.60

Residential facility 
or unit

9.09 4.47 4.99 4.22 4.17 4.60

Counseling by a 
professional

6.32 2.40 2.70 4.19 0.84 4.60

Detoxification 
unit

0.73 0.53 0.78 1.07 0.00 0.00

Maintenance drug 0.24 0.13 0.40 0.00 0.00 0.00

Other programs 33.97 18.77 21.77 18.64 15.91 23.18

Self-help group/
peer counseling

27.68 16.31 19.45 16.55 12.93 23.18

Education 
program

17.77 6.87 7.78 7.89 5.59 4.60

Treatment (conditional on drug use in month before arrest)

Any drug treatment or 
program since admission 
to prison

37.91 21.80 25.97 23.09 17.72 16.12

Drug treatment 13.44 7.14 8.07 8.94 5.18 5.33

Residential facility 
or unit

8.76 5.08 5.25 5.18 4.85 5.33

Counseling by a 
professional

5.72 2.38 3.22 3.75 0.51 5.33

Detoxification 
unit

0.85 0.52 0.81 0.96 0.00 0.00

Maintenance drug 0.23 0.13 0.41 0.00 0.00 0.00

Other programs 32.70 18.45 22.34 18.38 15.38 16.12

Self-help group/
peer counseling

26.51 15.73 20.73 16.04 11.29 16.12

Education 
program

16.88 6.97 6.96 7.50 6.69 5.33

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white). 
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Mental Health Conditions

The NCCHC report to Congress (2002) provided national estimates for the prevalence of six 
psychiatric disorders among prison inmates. According to the NCCHC, among state prison 
inmates, the prevalence of schizophrenia and other psychotic disorders and bipolar disorder 
is more common among inmates than it is in the overall U.S. population. The prevalence of 
schizophrenia or other psychotic disorders is between three and five times greater in the inmate 
population than it is in the total U.S. population. The prevalence of major depression is similar 
to the general U.S. population; among state prison inmates, major depression is estimated to 
be between 13.1 and 18.6 percent, compared to 18.1 percent for the total U.S. population. The 
prevalence of bipolar disorder is between 2.1 and 4.3 percent, nearly three times greater than it 
is in the U.S. population as a whole. Dysthymia, a less severe form of depression, is also more 
prevalent among the state prison population than it is among the U.S. population as a whole. 

The prevalence estimates cited here are not directly comparable to the self-reports of his-
tory or symptoms of mental illness in the 2004 BJS survey of prison inmates. However, this 
summary underscores that mental illness in general is more prevalent in the prison population 
than in the general population and poses a significant health burden and that it is important to 
address the mental health treatment needs of this population. Next, we summarize the survey 
findings with respect to self-reported history of mental illness and treatment.

Recent History or Symptoms of Mental Illness

Following the previous analysis, we consider diagnoses, symptoms, and history of treatment 
in creating our measures of prevalence of mental illness (see James and Glaze, 2006). A small 
majority (55 percent) of inmates reported a recent history or symptoms of mental illness  
(Table 2.11). There were no differences between inmates nationally and in California. But 
within California, white inmates presented the greatest prevalence of a history or symptoms 
of mental illness (62 percent). The lowest incidence of mental health problems was reported by 
Latino inmates (45 percent), mostly due to a lower prevalence of recent history of mental prob-
lems relative to whites (5 percent versus 11 percent). It is unclear, however, to what extent the 
differences are due to a lower incidence of symptoms, poor access to care, or a lower likelihood 
to seek care (and therefore a lower likelihood of being diagnosed if a mental health problem 
exists). Previous studies have found that Latinos tend to underutilize mental health services, 
are less likely to receive evidence-based mental health care, and rely more often on primary 
care rather than specialty care for mental health issues (Cabassa, Zayas, and Hansen, 2006). 
The reasons for this are not completely clear, although three major hypotheses have been pro-
posed: (1) lower frequency and severity of mental illness, (2) use of alternative treatment sources  
(e.g., folk healers), and (3) access barriers (e.g., geographic inaccessibility, language, class-bound 
and culture-bound values of most therapists) (Terviño and Rendón, 1994). 

Focusing only on recent symptoms, the picture is very similar. Nearly half (49 percent) 
of inmates presented recent symptoms of major depression (23 percent), mania (43 percent), 
or psychosis (15 percent). Conditional on showing symptoms, most inmates reported multiple 
symptoms. Those with major depression symptoms typically reported more than six symptoms 
of depression, those with mania symptoms reported an average of nearly three symptoms, 
and those exhibiting symptoms of psychosis generally reported 1.3 symptoms. The results for 
California inmates were comparable, but we do find differences across race/ethnicity in Cali-
fornia. Consistent with our previous findings, Latino inmates were less likely to exhibit recent
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Table 2.11
Recent History of Symptoms of Mental Illness

Recent History  
of Mental Illness Total U.S.

Total 
California

By Race/Ethnicity (California)

White
African-

American Latino Other

Recent history or symptoms

Recent history or 
symptoms (%)

55.24 54.84 61.55 60.90 45.17 53.61

Recent history and 
symptoms (%)

16.21 17.76 21.30 22.76 11.68 13.72

Recent history  
only (%)

6.44 6.76 10.55 5.05 4.69 10.33

Recent symptoms 
only (%)

32.40 30.22 29.70 32.91 28.68 29.55

Recent symptoms

Recent symptoms (%) 48.69 48.01 50.83 55.76 40.48 43.27

Major depressive 
disorder (%)

22.49 20.30 22.54 23.41 15.83 23.91

Number of 
symptoms, if  
any (mean)

6.09 6.19 6.14 6.26 6.19 6.15

 Mania disorder (%) 42.57 42.45 46.27 48.82 35.56 34.57

Number of 
symptoms, if  
any (mean)

2.89 2.84 2.82 2.91 2.78 2.89

Psychotic disorder (%) 14.96 16.12 13.20 23.62 13.43 10.01

Number of 
symptoms, if  
any (mean)

1.28 1.35 1.32 1.37 1.34 1.51

Recent history

Recent history (%) 22.62 24.30 31.77 27.68 16.08 23.66

Told had a disorder 
by mental health 
professional (%)

8.47 11.51 14.18 15.24 6.99 8.47

Had overnight 
hospital stay (%)

5.15 4.95 6.26 6.79 2.54 5.09

Used prescribed 
medications (%)

16.42 18.37 25.47 20.65 11.56 15.26

Had professional 
mental health 
therapy (%)

13.89 13.48 16.63 16.91 8.67 11.84

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white).
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symptoms (40 percent) than whites (51 percent). The difference is mainly the result of a lower 
prevalence of mania symptoms (36 percent versus 46 percent). African-Americans, however, 
were more likely to exhibit symptoms of a psychotic disorder (24 percent versus 13 percent). 
Further details on the nature of these symptoms are available in Appendix C.

We characterized inmates as having a recent history of mental health problems if they 
had been told that they had a disorder by a professional, had an overnight stay in the hospital, 
used prescription medications for a mental health issue, or had therapy with a mental health 
professional. 

About one in four inmates (23 percent) had a recent history of mental health problems. 
The most common reason was the use of prescription medications (16 percent), followed by 
mental health therapy (14 percent), a diagnosis by a mental health professional (8 percent), 
or an overnight stay (5 percent). There were no significant differences for California inmates 
and few differences across race/ethnicity. Only Latinos reported statistically significantly lower 
rates. Only 16 percent of Latino inmates reported a recent history of mental illness, compared 
to 32 percent of whites. Latinos were half as likely to report a recent diagnosis (7 percent versus 
14 percent), use of prescription medications (12 percent versus 25 percent), and utilization of 
mental health therapy (9 percent versus 17 percent).20 Details on the exact nature of the issues 
presented by inmates are available in Appendix C.

Lifetime Prevalence of Mental Illness

Although only 9 percent of inmates reported a recent diagnosis of major depression, mania, 
or psychosis, nearly a fourth of inmates (24 percent) reported being diagnosed with a mental 
health disorder during their lifetime (Table 2.12). In this case, inmates were asked whether 
they had ever been diagnosed with depression (18 percent), mania (9 percent), post-traumatic 
stress disorder (PTSD) (5 percent), schizophrenia (4 percent), anxiety (6 percent), and person-
ality (6 percent) or other disorder (2 percent). Those inmates who had received a diagnosis, on 
average, had been diagnosed with multiple disorders (2.06 disorders). California inmates had 
similar rates of lifetime mental health disorders as their national counterparts. 

Within California, Latino inmates had a lower incidence of mental health diagnoses (16 
percent) relative to whites (36 percent). The lower incidence is the result of significantly lower 
reporting of all disorders. Inmates reporting other race/ethnicity also had a lower incidence 
of lifetime diagnoses (20 percent versus 36 percent for whites), but the disaggregated results 
were significant only for mania (5 percent versus 15 percent). Details on the exact nature of the 
symptoms presented by inmates are available in Appendix C.

20	 Latino inmates were also only half as likely to report a hospital stay (3 percent versus 6 percent), but the difference was 
not statistically significant.
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Table 2.12
Lifetime Prevalence of Mental Illness

Diagnosis Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Ever diagnosed  
with mental health  
disorder (%)

24.19 26.08 36.21 29.88 16.08 20.34

Depression (%) 17.73 18.81 24.29 22.42 12.29 15.20

Mania (%) 8.66 9.94 15.45 10.57 5.79 5.15

PTSD (%) 5.08 6.01 9.31 7.86 2.37 3.45

Schizophrenia (%) 4.46 6.30 7.83 9.77 2.83 3.44

Anxiety (%) 6.34 8.28 11.23 9.88 5.18 5.03

Personality (%) 5.74 6.98 10.92 8.33 2.77 8.44

Other disorder (%) 1.90 2.22 3.77 2.64 0.98 0.00

Number of diagnoses,  
if any (mean)

2.06 2.24 2.28 2.39 2.00 1.99

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white).

Treatment for Mental Illness

As with substance abuse, it is important to identify the share of inmates who have been treated 
for their mental health problems. Having received treatment may indicate that the mental 
health issue has been addressed, but one might also consider that more severe or chronic prob-
lems may require continued monitoring and care after release.21 Unfortunately, we cannot pre-
cisely identify those inmates who needed treatment during their incarceration. Therefore, we 
present the findings in two ways. First, we show the share of inmates with a recent history of 
mental health problems who received care. For comparison, we look at the share of all inmates 
who received care in Appendix C. The timing of the treatment received is also shown in three 
ways: (1) ever received care, (2) in the year prior to admission or since admission, and (3) since 
admission. 

Among those with a recent history of mental illness (see Table 2.13), nearly half (48 
percent) received some form of care during their lifetime. The most common mode was pre-
scription medication (37 percent), professional therapy (34 percent), and inpatient stays (19 
percent), while 6 percent received some other form of care. If we confine our examination to 
care received recently (defined as the year prior to admission to prison, at admission, or during 
incarceration), the rates are lower (38 percent). The rates of treatment are lower still when we 
look at treatment received during the current incarceration. Less than one-third (32 percent) 
received some care. There is also evidence that the mode of treatment changes. Inpatient stays, 

21	 For example, one might consider that those who required an overnight stay for their illness might represent more severe 
cases than those requiring only medication. However, we do not know whether everyone who needed an overnight stay 
received one.
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in particular decline dramatically when we focus on treatment received recently or during 
incarceration. 

Contrary to our findings for drug abuse, there is no evidence that California inmates are 
less likely to receive care in general or any particular form of care. However, Latino inmates 
were significantly less likely to receive care during their lifetime (43 percent versus 61 percent

Table 2.13
Mental Health Treatment Among Those with a Mental Health Problem (percent)

Treatment Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Ever received mental 
health treatment

47.76 51.41 60.65 51.14 43.21 41.69

Had overnight 
hospital stay

19.06 17.26 20.99 18.71 12.00 16.02

Used prescribed 
medications

37.39 41.03 51.37 39.54 32.80 32.10

Had professional 
mental health therapy

33.56 33.63 40.53 34.83 25.76 28.86

Used other mental 
health treatment

5.86 7.10 8.00 9.24 4.07 6.38

Received treatment 
during year before  
arrest or since admission

38.46 41.32 48.03 43.54 32.77 35.30

Had overnight 
hospital stay

9.42 9.14 10.20 11.34 5.72 9.66

Used prescribed 
medications

30.02 33.93 41.49 34.38 26.12 28.95

Had professional 
mental health therapy

25.40 24.90 27.09 28.20 19.54 22.46

Used other mental 
health treatment

3.74 4.41 4.17 6.57 2.21 6.38

Received treatment  
after admission

32.40 35.27 38.35 39.07 29.44 25.64

Had overnight 
hospital stay

5.52 5.59 5.86 6.82 4.39 3.19

Used prescribed 
medications

25.25 29.40 33.49 31.24 24.57 19.29

Had professional 
mental health therapy

21.35 20.31 22.11 22.82 16.89 12.81

Used other mental 
health treatment

3.12 3.71 2.90 6.12 2.21 3.19

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white). 
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for whites), mostly because of a lower use of prescription drugs and professional therapy. This 
overall finding, however, does not hold for care received during incarceration.

The results are qualitatively similar for care received by all inmates regardless of mental 
health status (not shown here, see Table D.4, Appendix D). The disparity for Latinos is stron-
ger, but is likely driven in part by a lower prevalence of reported mental illness.

Comorbidity/Dual Diagnoses

The co-occurrence of substance-use disorders and other mental disorders is common and has 
been studied extensively. For example, the Epidemiologic Catchment Area (ECA) study found 
that, among those with an alcohol disorder, 37 percent had a comorbid mental disorder (Regier 
et al., 1990). In more recent years, the National Epidemiologic Survey on Alcohol and Related 
Conditions (NESARC) survey estimated that 22 percent of individuals with a mood dis-
order and 19 percent of individuals with an anxiety disorder had a co-occurring drug-use  
disorder (Brady, Verduin, and Tolliver, 2007). 

The prevalence estimates presented by NCCHC for mental illness did not take into 
account co-occurring mental illnesses or co-occurring substance abuse and dependence dis-
orders, yet we know that they are common. For example, BJS estimates in 1997 that approxi-
mately 60 percent of mentally ill inmates in state prisons were under the influence of alcohol 
or drugs at the time of their current offense (Mumola, 1999). Kokkevi and Stefanis (1995) 
reported that anxiety disorders were found in 32 percent and affective disorders in 25 percent 
of opiate-dependent male prisoners.

In their analysis of the BJS data, James and Glaze (2006) found that there is signifi-
cant overlap between the state inmate populations that suffer substance abuse/dependence 
and mental health problems. According to that report, more than two-fifths of inmates  
(42 percent) demonstrated both mental health issues and substance abuse/dependence (includ-
ing alcohol). This comorbidity has implications for how to deliver care most effectively to these 
individuals.

Discussion

Our analyses of parolees’ socioeconomic characteristics and of the BJS inmate survey tell us 
a number of things about the health care needs of men returning from prison in Califor-
nia. First, male prisoners are relatively young and have low educational attainment. Although 
the BJS survey does not have information about literacy, it is well known that 50 to 75 per-
cent of inmates are functionally illiterate, a rate three times that of the general population 
(Newman, 1993). These low levels educational attainment and literacy are likely to negatively 
affect their employment opportunities post-release and, concomitantly, their health and health 
care access.

Half of California inmates had minor children, and approximately 21 percent of Califor-
nia inmates (or 41 percent of those who reported minor children at the time of the interview) 
had been living with their children at the time of their latest arrest. The imprisonment of par-
ents disrupts parent-child relationships, alters the networks of familial support, and places new 
burdens on governmental services, such as schools, foster care, adoption agencies, and youth-
serving organizations (Travis, McBride, and Solomon, 2005). 
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When it comes to physical health conditions, 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. Unfor-
tunately, the likelihood of these men receiving adequate health care once released from prison 
is probably low, given their high rates of uninsurance and other barriers to care.

A final area concerns mental health care and drug treatment. Prisoners’ needs in these 
areas are even more pronounced than their physical health needs, with more than half of Cali-
fornia inmates reporting recent mental health problems and more than half reporting drug 
abuse or dependence. Yet, among California inmates reporting abuse or dependence, the share 
receiving treatment since admission to prison is lower than among all U.S. prisoners. Califor-
nia prisons appear to be doing a little better when it comes to mental health, with about half 
of prisoners receiving treatment in prison (among those reporting mental health problems), 
the same as the U.S. prison population. Our measures are admittedly imperfect (as discussed 
earlier), but if prisons fail to reach a substantial share of those in need, then the care provided 
still falls short. Given the high prevalence of mental health problems and substance abuse in 
the prison population, finding services to meet these needs once inmates are released is likely 
to be critical. 

This summary provides a rich picture of the health care needs of California inmates 
and serves as a useful proxy for understanding the reentry population’s needs. These figures 
are based on self-reported data and so they should be taken as rough estimates. From previ-
ous research on the general population, we know that there likely is some underreporting in 
areas such as mental health, substance abuse, or infectious diseases, and that such underre-
porting will vary by race or ethnicity. Because we do not expect that inmates are less likely to 
underreport, we should consider that the prevalence rates presented here may be lower-bound 
estimates.
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Chapter Three

Distribution and Concentration of Parolees in California

In Chapter Two, we discussed the sociodemographic and health characteristics of California 
state prisoners as a way to help us gain an understanding of parolees’ socioeconomic charac-
teristics, health care needs, and access to care. We now turn to analyzing the distribution and 
concentration of parolees in California, as well as the overall characteristics of parolees and the 
communities to which they are disproportionately returning. 

In particular, we discuss the results of our analysis identifying the counties in California 
with the greatest concentration of parolees based on the census tract of residence. We then pro-
vide an in-depth examination for four counties in the state: Los Angeles, Alameda, Kern, and 
San Diego. We focus specifically on these counties because they represent a significant share 
of the parolees, and we wanted to achieve a balance between northern, central, and southern 
California, as well as include both urban and rural counties in our comparisons. Then, we dis-
cuss the results of our analysis of the demographics of California parolees (e.g., race/ethnicity) 
and their term served (e.g., type of offense, number of prior offenses), providing descriptive 
information about the socioeconomic characteristics of areas where parolees cluster by race and 
ethnicity, poverty, unemployment, educational attainment, and degree of linguistic isolation 
of households.

Analysis of Concentration and Distribution of Parolees in California

In this section, we present the results of our analysis of the concentration and distribution of 
parolees in California, starting with a discussion of the methods underlying that analysis.

Methods

In this section, we describe the methods we used in mapping the location of parolees—along 
with some of the data concerns we encountered in the process and how we assessed their 
impacts—and in conducting the cluster analysis to identify “clusters,” or concentrations, of 
parolees.

Mapping the Location of Parolees. We obtained data from the CDCR on California 
parolees released in 2005–2006.1 Although our original request was for the exact street address 
of each parolee, the CDCR’s Office of Research elected—for confidentiality reasons—to pro-

1	 Focusing on parolees captured the majority of individuals released from prison. We did not include in our sample 
those individuals who were unconditionally released from prison. In a typical year, approximately 97 percent of individu-
als released from California’s prisons are parolees; only 3 percent are released unconditionally, having served their entire 
sentence. 
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vide only information on parolees’ census tract location, zip code, and Thomas Brothers Guide 
map cell and to omit street address from the file. For our analysis, we focused on the census 
tract location for the geographic mapping of the distribution of parolees using the population-
weighted centroid of each tract as the residential location.2 The census tract data were better 
suited for our purposes than the other variables provided by the CDCR because census tracts 
are potentially small in urban areas, allowing us to capture any variation that exists and map 
the results to other data that we would be using to characterize the safety net and underlying 
demand for services in each of the counties. However, without the actual residence address 
of returning CDCR inmates, we could not validate their census tract geocoding or compute 
other aggregations of the data for cluster analysis or individual accessibility.

To create the parolee analytic file, we first combined data from the two files provided by 
the CDCR. The first file (TERMGRUP) is essentially a log of all the times an individual enters 
or leaves prison for any reason. Using this file, we determined that 248,833 paroles occurred in 
2005–2006. Some individuals were paroled more than once during this period, so we selected 
only their first 2005–2006 parole, giving us 176,618 parolees. The second file (TERMCASE) 
includes only records for new court commitments and returns to prison with a new sentence. 
Revocations of parole with no additional sentence, for example, would be included in the first 
file but not in the second file. TERMCASE includes information about the initial sentence, 
prior record, and demographic characteristics. By appending this information to that in the 
TERMGRUP file, we were able to analyze the demographic and other characteristics of the 
2005–2006 parolees. 

We then utilized data from a log of addresses recorded by parole officers on all the places 
that parolees resided in 2005 and 2006 after being released from prison. From this file, we chose 
the earliest record in 2005–2006 that included a valid census tract number and appended it 
to the file created by merging the TERMGRUP and TERMCASE files. Of the total 176,618 
cases in our file, 22 percent (n = 39,313) of cases did not have a valid Federal Information Pro-
cessing Standard (FIPS) code. The FIPS county code is a five-digit code that uniquely identi-
fies counties in the United States, with the first two digits representing the FIPS state code 
and the last three digits representing the county code within a state. In addition, we used the 
six-digit FIPS census tract code and the concatenated FIPS codes to identify parolee locations 
by state, county, and census tract. In this way, we were able to find census tract numbers for 
137,305 parolees. To describe the characteristics of parolees (part of the analysis described in 
the second half of this chapter), we used the entire sample of 176,618 parolees released in 2005 
and 2006; however, all our maps are necessarily based on the subset of parolees (n = 137,305) 
for whom we had valid census tract data.

We note that there were a couple of issues that could have an impact on the analyses we 
conducted on mapping parolees’ locations and identifying clusters. As such, we conducted 
some analyses to determine what impact such issues might have. We discuss these next in more 
detail.

As noted, out of necessity, all the maps in this chapter exclude the 22 percent of 2005–
2006 parolees for whom we did not have valid census tract data. We compared the distribution 
and characteristics of the parolees who were included in the final analysis file with those who 
were excluded. Our analysis did not reveal any systematic differences across the two groups in 

2	 We chose not to use the Thomas Brothers map cell variable because 40 percent of the sample was missing this 
information.
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terms of distribution by county or by race/ethnicity, which provides some evidence that the 
missing data would not affect the distribution patterns identified in our analysis.

A potential source of error in calculating the geographic analysis results from the method 
used by the CDCR to assign census tract numbers. In creating the 11-digit FIPS code, the 
CDCR used the zip code as a control. For those cases that were missing a zip code, the CDCR 
took the first random location of the street address that came up in its search and assigned a 
FIPS code to it. We know that this introduced some error into the assignment of tract location, 
particularly in cases in which the street name was a commonly used one (e.g., Main Street). 
Specifically, we found cases in which the cities were not consistent with the FIPS code. When 
we analyzed the FIPS codes, we found, for example, that the San Francisco FIPS code included 
many cities in Southern California. Without the parolees’ street addresses, we were unable to 
assess whether the FIPS code was incorrectly assigned or whether the city name was incorrectly 
entered. We conducted an analysis, the details of which are described in Appendix E, and 
found extensive overlap between the clusters identified using cases with and without zip codes, 
regardless of cluster size used. Thus, we are confident that by including the cases with missing 
zip codes in our analyses, the overall pattern of clustering is not substantively biased by any 
potential errors in assignment of census tract information to those cases without zip codes.

Finally, our analysis of the concentration of parolees by county and within counties is 
based on the first valid geocoded census tract information for an individual, which accurately 
assesses where parolees first go upon release from prison.3 However, some researchers have 
observed high rates of residential mobility and homelessness among parolees, with some indi-
viduals spending time at multiple locations while providing parole officers the address of stable 
relatives or friends (Cahill and LaVigne, 2009). 

Although assessing mobility among the California parolees was beyond the scope of this 
project, we were interested in understanding the impact of such residential mobility on our 
analyses. To assess the likelihood that parolees were still residing in the census tract we used 
for mapping purposes, we computed the percentage of cases in which the parolee had multiple 
missing or different location information that was obtained after the initial census tract loca-
tion we used for our maps. Approximately 48 percent of parolees were possibly residing in a 
different census tract than the one used in our maps and analyses. So, there is about a 50-50 
chance that our maps show the actual residence locations of parolees for the entire period of 
our analysis. While this may introduce some error into our mapping, an analysis of parolees 
in San Diego County found that, although 52 percent of parolees moved, their first move was, 
on average, over four miles and subsequent moves were a lesser distance, suggesting that they 
tend to stay in the same general neighborhoods or communities to which they first return upon 
release from prison. In addition, Cahill and LaVigne (2009) found that parolees originally 
return to areas that are far more disadvantaged than the average neighborhood in San Diego 
County, and when they do move, they tend to go to similar areas or areas that are worse off. 
This suggests that the pattern that we saw of parolees going to disadvantaged neighborhoods 
upon release and the implications for the safety net in these localities remains robust.

3	 This may be the best time to get parolees to access health care and other needed services. Further, we know that this 
initial period is important for providing services to this group, as evidenced by a retrospective cohort study of prisoners 
that found that parolees are at increased risk of mortality upon release from prison, especially during the first several weeks 
(Binswanger et al., 2007). The leading causes of death were drug overdose, cardiovascular disease, homicide, and suicide.
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Cluster Analysis. In addition to mapping the location of parolees in the state by county 
and within counties by census tract, we also wanted to identify clusters, or concentrations, of 
parolees. To do so, we used the 2005–2006 parolee data to assign parolees to the population-
weighted centroids of their census tracts. To determine the population-weighted centroid loca-
tion of each tract, we used the geometric center point of each census block unit (equivalent to 
street blocks) nested within a census tract. On average, census tracts in California have eight 
blocks per tract. We then used the 2000 population and geometric center point coordinates 
of each census block to compute the weighted mean center location for the tract. Our intent 
in using the population-weighted census tract centroid (instead of the geometric center point) 
was to account for fact that the population is not uniformly distributed within a census tract. 
Since we did not have data on exact addresses of residence for each parolee, we wanted to assign 
the parolees residing in various census tracts to those areas that were at least near the highest-
populated areas of the different census tracts. Using the weighted mean census tract centroids, 
we then geocoded or matched the CDCR parolee data to them. This allowed us to represent 
parolee residence locations in the population-weighted mean census tract centroids as points in 
our maps for cluster and accessibility analyses.4 

We then used a nearest neighbor hierarchical (NNH) cluster routine to group parolees 
into clusters based on spatial proximity. Specifically, we used the cluster analysis tools in the 
freely available and widely used CrimeStat® III software to create the NNH clusters. In con-
ducting the NNH analysis, we set the search radius at 50 percent and minimum cluster size at 
30 (except for Kern County, where the minimum cluster size was set at 20) with one standard 
deviation.5 That is, we represented clusters on maps using one-standard deviation ellipses of 
the population-weighted census tract center points. The decision to use the 50-percent search 
radius and minimum size criteria of at least 20 parolees was based on a sensitivity analysis of 
cluster results for a limited set of possible criteria. The NNH cluster method identifies clus-
ters regardless of which criteria are chosen. Thus, our aim in using the NNH method was to 
clearly delineate subcounty areas that included the largest proportion of the parolee data. For 
instance, by increasing the search radius and/or increasing the minimum number criteria, 
the size of the clusters, in some instances, was larger than a single county when analysis was 
conducted over the entire state. Decreasing the size of the search radius and/or the minimum 
number created subcounty clusters but accounted for less than 50 percent of all parolees in 
the data file obtained from the CDCR for the two-year period. Thus, our decision represents 
a compromise based on our subjective requirements for how to delineate cluster areas to draw 
attention to the mapping of spatial patterns or “hotspots” in the data. The 50-percent search 
radius used by the CrimeStat package is based on a mean random distance, given the number 
of “events” or cases occurring divided by the total area. The 50-percent probability standard is 
used to set the threshold distance that defines the “nearest neighbor”: If the cases are distrib-
uted at random, then for all distances between pairs of points, fewer than 50 percent of the 
pairs will be shorter than the threshold distance. By increasing the percent search radius crite-
ria, we were, in effect, increasing the distance and likelihood that pairs of points would have 

4	 Again, this was necessary because the CDCR did not provide us with the actual street addresses of the individuals in our 
sample.
5	 For Alameda, Los Angeles, and San Diego counties, the minimum cluster size was set at 30. Because Kern County is less 
densely populated, we set the minimum cluster size at 20.
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distances below the threshold distance for forming a cluster—and vice versa for decreasing the 
percent search radius.

To name each of the clusters that we identified with the NNH routine, we used the near-
est zip code for a given cluster. We then overlaid this information with the raw count of parol-
ees by tract to get a better idea of the locations with the highest density of parolees in each zip 
code area to resolve ambiguous assignments or where more than one cluster was closest to the 
same zip code area. This step was used to assign names to the clusters across California.

To name the clusters at the county level, we conducted an NNH analysis for each county 
and used a two-step process to name the clusters: (1) if the cluster was mainly in one zip code 
area in a county, the cluster was given that zip code name; and (2) for clusters covering mul-
tiple zip code areas in a county, we used the parolee density layer in the census tracts to name 
the cluster (i.e., if a cluster stretched across multiple zip code names and had a relatively equal 
density of parolees, we used both zip code names, e.g., the Arvin/Lamont cluster in Kern 
County). 

We used a somewhat different approach in Los Angeles County for the Los Angeles zip 
code area only. We had a number of clusters in the Los Angeles zip code area, and so we elected 
to use the urban neighborhood area name to get a finer naming scheme than the zip code 
could provide.6 Specifically, a large segment of the City of Los Angeles falls within a single 
zip code area; however, there are several officially recognized urban neighborhoods within  
that zip code area, which would allow better precision in describing the location of the clusters 
in this zip code area (e.g., South Los Angeles, Southeast Los Angeles).

Results of Analysis of Concentration and Distribution of Parolees in California

Using the methods just described, we conducted an analysis of the concentration and dis-
tribution of parolees in California, first in the state as a whole and then in the four selected 
counties. 

Results of State Analysis. Figure 3.1 shows the clusters of parolees in California. The clus-
ters are shown as yellow ellipses; the minimum cluster size means that the minimum number 
of parolees in each cluster is 30. The black dots represent the count of parolees. The blue shad-
ing shows the concentration of parolees statewide. Parolee rates are the number of parolees per 
1,000 of the total parolee population. Examining the distribution of parolees shows that they 
are concentrated in 11 counties around the Bay Area and in the southern part of the state. By 
far, the highest rate of returnees is in southern counties, especially Los Angeles, Orange, San 
Bernardino, Riverside, and San Diego counties. Looking within counties on the map, we find 
that most of the clusters fall into urban areas, for example, near San Francisco–Oakland, Los 
Angeles, and San Diego. Given that the amount of concentration varies across urban and rural 
counties, a different strategy will be needed to provide services to parolees located in more rural 
counties.

Based on the clusters identified in Figure 3.1, we selected those that contributed most to 
the total number of parolees. Table 3.1 shows the clusters that are responsible for nearly half of 
the parolees in the state. The clusters are named based on the nearest city, as described in the 
methodology. The exception is Los Angeles County, where we used neighborhood names to 
designate cluster areas within the City of Los Angeles. Importantly, in the counties to which 

6	 This enabled us to distinguish, for example, between the South Los Angeles and Southeast Los Angeles clusters.
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the majority of parolees return, the NNH cluster analysis shows that parolees are concentrated 
in certain areas within a county. That is, small areas in these counties have disproportionately 
higher concentrations of parolees.

Figure 3.1
Relative Concentrations of Parolees in California, by County

Source: CDCR parolee data, 2005–2006.
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Table 3.1
Statewide Clusters Responsible for Nearly Half of Parolees in California

Cluster Number
Proportion by Total 

State Parolees
Cumulative 
Percentage

South Los Angeles 7,908 4.5 4.5

Long Beach 5,131 2.9 7.4

San Bernardino 3,772 2.1 9.5

San Diego/National City 3,611 2.0 11.6

Fresno 3,528 2.0 13.6

Bakersfield 3,364 1.9 15.5

Sacramento 3,140 1.8 17.2

San Jose 2,986 1.7 18.9

Metro/North Los Angeles 2,599 1.5 20.4

Riverside 2,514 1.4 21.8

Stockton 2,317 1.3 23.1

Van Nuys 2,272 1.3 24.4

Oakland 2,269 1.3 25.7

San Francisco 1,556 0.9 26.6

Ontario 1,436 0.8 27.4

Lancaster/Palmdale 1,311 0.7 28.1

El Monte 1,195 0.7 28.8

Victorville 1,195 0.7 29.5

Pomona/Covina 1,161 0.7 30.2

Modesto 1,158 0.7 30.8

Redding 1,143 0.6 31.5

Yuba City 949 0.5 32.0

Oceanside/Vista 913 0.5 32.5

Venice 904 0.5 33.0

Visalia 846 0.5 33.5

Oxnard 829 0.5 34.0

Redlands 757 0.4 34.4

Eureka 745 0.4 34.8

Hemet 717 0.4 35.2

Vallejo 710 0.4 35.6

Torrance/Wilmington 671 0.4 36.0

Fairfield 640 0.4 36.4



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

Table 3.1—Continued

Cluster Number
Proportion by Total 

State Parolees
Cumulative 
Percentage

La Puente 627 0.4 36.7

Salinas 609 0.3 37.1

Mission Valley/Old Town 603 0.3 37.4

Fremont/Menlo Park 589 0.3 37.8

Merced 575 0.3 38.1

Madera 552 0.3 38.4

Hanford 551 0.3 38.7

El Cajon 522 0.3 39.0

Indio 504 0.3 39.3

Concord 471 0.3 39.5

Hayward 466 0.3 39.8

South Sacramento 453 0.3 40.1

Porterville 431 0.2 40.3

Woodland 425 0.2 40.6

Sanger/Selma 411 0.2 40.8

Oroville 398 0.2 41.0

Chico 385 0.2 41.2

Santa Rosa 383 0.2 41.4

Santa Maria 364 0.2 41.7

Pasadena 320 0.2 41.8

Escondido 308 0.2 42.0

Yucca Valley 274 0.2 42.2

Roseville 248 0.1 42.3

Richmond 245 0.1 42.4

Desert Hot Springs 241 0.1 42.6

Murrieta 240 0.1 42.7

Gilroy 206 0.1 42.8

Delano 168 0.1 42.9

Turlock 121 0.1 43.0
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Results of Analysis of Four Selected Counties. Given that our analysis of the distribu-
tion of parolees across California showed uneven distribution within counties, we now focus 
on understanding clustering within the four counties that are the focus of this study. We again 
used NNH cluster analysis, this time at the county level, to refine our picture of where parolees 
are concentrated in Alameda, Kern, Los Angeles, and San Diego counties.

As discussed in the methodology, we felt that it was informative to map the concentration 
of parolees at the county level in two ways. First, we shaded the maps based on the concen-
tration of parolees using the rate of return for each census tract. Using parolee rates of return 
allowed us to identify which areas or neighborhoods in a county are more severely burdened 
by returning prisoners. This background was overlaid with the secondary clusters identified 
using the NNH methodology. A useful alternative would be to use raw counts of parolees as 
our background shading (rather than the rate of return). Such a measure might be useful for 
service providers and planners in understanding the actual number of parolees in a given area. 
The maps showing the actual counts of parolees can be found in Appendix A. 

Borders are shown in each of the maps in this report. These borders identify the supervi-
sorial districts within each county. To maximize the use of our maps by policymakers, health 
providers, and community organizations, we included supervisorial district boundaries in the 
subcounty maps. For Los Angeles only, we also show the eight service planning area (SPA) bor-
ders in alternate maps. The SPA designation is used for health-planning purposes, with each 
SPA having a health office responsible for planning public health and clinical services accord-
ing to the health needs of local communities (County of Los Angeles Department of Public 
Health, undated). Showing the SPA boundaries serves to provide additional context from a 
health-planning perspective in understanding where the health care impact of the reentry 
population may be greatest and to help focus efforts in this area. 
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Alameda County. Figure 3.2 shows the cluster of parolees in Alameda County overlaid 
on the census tract parolee rates of return per 1,000 parolees. In Alameda County, we identi-
fied five distinct clusters of parolees concentrated primarily around Oakland and the northern 
section of the county (see Figure 3.3).

These five clusters, located near south Oakland, Emeryville, Hayward, north Oakland, 
and San Leandro, account for almost 45 percent of the parolee population returning to Alameda 
County, suggesting that these areas are likely to be more severely affected by the health care 
needs of the reentry population. 

Figure 3.2
Relative Concentrations of Parolees in Alameda County

Source: CDCR parolee data, 2005–2006.
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Figure 3.3
Five Clusters in Alameda County Account for Nearly Half of Parolees

South Oakland Emeryville Hayward North Oakland San Leandro

RAND TR687-3.3

0

6

4

2

8

10

12

16

14

18

Cluster

Pe
rc

en
ta

g
e

0

5

10

15

20

25

30

40

35

45

C
u

m
u

la
ti

ve
 p

er
ce

n
ta

g
e

Cumulative
percentage



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

Kern County. Figure 3.4 shows the clusters of parolees in Kern County overlaid on the 
census tract parolee rates of return per 1,000 parolees. Within Kern County, there are four 
distinct clusters of parolees (Figure 3.5)—two of the clusters show concentrations primarily 
around the urban area of Bakersfield, and two others are located in the northern and north-
eastern sections of the county (District 1).

As Figure 3.5 shows, these four clusters account for almost 58 percent of the parolee 
population returning to Kern County, with Bakersfield alone accounting for nearly 50 percent 
of the returnees. Thus, the Bakersfield area disproportionately bears the burden with respect to 
meeting the health care needs of the reentry population in Kern County. 

Figure 3.4
Relative Concentrations of Parolees in Kern County

Source: CDCR parolee data, 2005–2006.
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Figure 3.5
Four Clusters in Kern County Account for More than Half of Parolees
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Los Angeles County. Figure 3.6 shows the clusters of parolees in Los Angeles County 
overlaid on the census tract parolee rates of return per 1,000 parolees. We see that there are 
many more clusters in Los Angeles County than in other counties. We identified 23 distinct 
clusters of parolees covering a large geographic area (Figure 3.7), suggesting that providing 
services to the reentry population requires a targeted approach in supervisorial districts. Two 
clusters are located in the northern part of the county around Lancaster and Palmdale and in 
the southern section of District 5 around Pasadena. The San Fernando Valley has three distinct 
clusters of parolees. The southern half of the county is where the majority of parolee clusters are 
concentrated, primarily around South and Southeast Los Angeles, Inglewood, Compton, and 
Long Beach (Districts 2 and 4) and in the eastern section of the county around Covina, West 
Covina, and Pomona (District 1). 

Figure 3.7 shows that 23 clusters in Los Angeles County are responsible for about 35 per-
cent of parolees. Importantly, South Los Angeles, Southeast Los Angeles, and Long Beach are 
the largest clusters. It is interesting to note that Los Angeles County shows less concentration 
than the other three counties in the sense that the 23 clusters shown in Figure 3.7 account for 
only about a third of the county’s parolees, whereas just a handful of clusters in the other coun-
ties generally comprise nearly one-half of the counties’ parolees. 

Figure 3.6
Relative Concentrations of Parolees in Los Angeles County

Source: CDCR parolee data, 2005–2006.
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Figure 3.7
Twenty-Three Clusters Account for 35 Percent of Parolees in Los Angeles County
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San Diego County. Figure 3.8 shows the clusters of parolees in San Diego County over-
laid on the census tract parolee rates of return per 1,000 parolees. In San Diego County, there 
are eight distinct clusters of parolees (Figure 3.9). Three clusters are located in the northern 
part of the county around Oceanside, Vista, and Escondido (District 5 and the northernmost 
section of District 3). The remaining clusters of parolees are concentrated around downtown 
and southeast San Diego and eastward toward Spring Valley and El Cajon (Districts 4 and 2). 
In addition, there is a cluster of parolees around Chula Vista (District 1).

Figure 3.9 shows that the eight clusters account for nearly half of the parolee population 
returning to San Diego County, with the largest clusters in areas of downtown San Diego and 
Southeast San Diego. Thus, communities within which these eight clusters are located will be 
disproportionately affected by the health care needs of the reentry population in San Diego 
County. 

Figure 3.8
Relative Concentrations of Parolees in San Diego County

Source: CDCR parolee data, 2005–2006.
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Figure 3.9
Eight Clusters Account for Nearly Half of Parolees in San Diego County
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Analysis of Demographic Characteristics of California Parolees and the 
Socioeconomic Characteristics of Areas to Which They Return

Methods

In Chapter Two, we examined some of the characteristics of the inmate population nationally 
and in California. We did so because there are no available datasets that would have allowed 
us to characterize the physical and social-behavioral conditions facing parolees. However, the 
CDCR data allow us to summarize a limited set of characteristics of individuals returning to 
communities in California. Here, we use those data to determine the characteristics of return-
ing parolees both for the state and for the four selected counties.

In addition, we were interested in understanding whether parolees tend to locate in areas 
that reflect to some degree the characteristics of the parolees themselves (i.e., in terms of race/
ethnicity) and whether they tend to locate in areas that are disadvantaged, as measured by high 
rates of unemployment and poverty. To do so, we relied on census data to determine the demo-
graphic and socioeconomic characteristics of census tracts within California by race/ethnicity 
of the population, educational attainment, poverty rate, and degree of linguistic isolation of 
households. We aggregated the census tracts into seven clusters with similar characteristics. 

Specifically, to summarize census tract characteristics across the entire state, we used a 
statistical cluster analysis approach to group the tracts that were more similar to other tracts 
in the same cluster than they were to other tracts outside the cluster. We used a nonhierarchi-
cal method known as k-medoids to cluster the tracts. The k-medoids method is an alterna-
tive to the more commonly used k-means and has the added benefit of being less influenced 
by extreme values or outliers within a cluster. The tracts were grouped into a predetermined 
number of clusters that are usually arbitrarily chosen. We chose seven socioeconomic clusters 
to keep the number manageable and because we felt that seven was a reasonable number of 
clusters that could be easily mapped and still convey distinct characteristics for each cluster. 
We standardized all variables using the z-score. 

Results of Analysis of Demographic Characteristics of California Parolees

Table 3.2 summarizes the demographic characteristics of parolees returning in calendar years 
2005 and 2006—overall and then for each of the four counties highlighted in this report. To 
determine the characteristics of parolees, we used the entire sample of 176,618 parolees released 
in 2005 and 2006; however, for the analysis of the socioeconomic characteristics of the areas 
to which those parolees return, we used the subset of cases (137,305 parolees) that had valid 
census tract data.

In calendar years 2005 and 2006, approximately 176,618 parolees were released. One out 
of five parolees returned to Los Angeles County. The characteristics of parolees did not differ 
significantly from what we saw in the inmate survey discussed in Chapter Two. Overall, nearly 
nine out of every 10 parolees were male, and the median age was 34 years. 

The four counties in our study accounted for nearly one-third of the parolees released 
in 2005–2006. Los Angeles County received one out of every five parolees in California, 
while San Diego County received 6 percent and Kern and Alameda counties each received 
3 percent. The racial/ethnic composition of the parolee population varied by county. Over-
all, 38 percent of parolees were Hispanic or Latino. However, Los Angeles and Kern coun-
ties had a larger share of Hispanic or Latino parolees compared to Alameda and San Diego 
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Table 3.2
Demographic Characteristics of California Parolees and Terms Served, Overall and for Four Counties 

Variable

California  
(n = 176,618; 

100%)

County

Los Angeles 
(n = 35,710; 20%)

Alameda 
(n = 4,689; 3%)

San Diego 
(n = 9,782; 6%)

Kern 
(n = 5,936; 3%)

Demographic characteristics

Gender: % male 89.04 88.10 90.47 88.06 87.50

Median age 34 34 34 35.5 33

Ethnicity/race

% Hispanic 37.64 41.78 16.55 29.31 37.85

% black 25.69 36.08 61.93 27.09 18.62

% white 32.36 18.68 16.53 37.53 41.75

% other 4.31 3.46 4.99 6.07 1.78

Characteristics of term served 

% violent offenders 23.13 21.32 22.36 20.90 18.26

% property offenders 33.28 35.03 36.41 35.07 27.12

% drug-related 
offenders

32.23 31.54 32.56 34.90 42.81

Mean no. of prior 
offenses

1.60 1.76 1.57 1.88 1.35

Mean no. of serious 
priors

0.16 0.17 0.18 0.20 0.12

Mean no. of violent 
priors

0.14 0.21 0.20 0.13 0.07

Mean no. of offenses 1.46 1.44 1.37 1.45 1.63

Source: CDCR parolee data, 2005–2006.

Note: The numbers represent the total number of parolees released in calendar years 2005 and 2006. 

counties. This is consistent with the overall demographics of these counties.7 Although blacks 
or African-Americans account for only a quarter of the parolee population statewide, they rep-
resented three-fifths of parolees in Alameda County and 36 percent of parolees in Los Angeles 
County. 

With respect to the characteristics of the prison term served, nearly a quarter of parolees 
in this two-year period were violent offenders, a third were property offenders, and another 
third were incarcerated for drug-related offenses. There are few differences in the proportion 
of these offender categories across the four counties, except in Kern County, which appears to 

7	 Overall, Latinos/Hispanics represent about 36 percent of the total California population. Kern and Los Angeles coun-
ties’ share of the Latino/Hispanic population in 2007 was 46 percent and 47 percent, respectively; Alameda and San Diego 
counties’ share was 21 percent and 30 percent, respectively. African-Americans represent about 6.7 percent of the total 
California population. Alameda and Los Angeles counties had a larger share of the African-American population in 2007  
(13.7 percent and 9.5 percent, respectively); San Diego and Kern counties’ share was 5.5 percent and 6.4 percent, respec-
tively (U.S. Census Bureau, 2009a).
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have a higher proportion of drug-related offenders among its total 5,936 returning parolees. 
The average number of prior offenses was 1.6, with those returning to Los Angeles and San 
Diego counties having a somewhat higher mean number of offenses. 

Results of Analysis of Socioeconomic Characteristics of Areas to Which Parolees Return

In terms of where the parolees return, we grouped the census tracts into seven categories or 
clusters that summarize the key socioeconomic features. Figure 3.10 shows the seven socioeco-
nomic clusters that we use to characterize California. We described how the socioeconomic 
clusters were derived on page 52. 

Figure 3.10
Summary of Statewide Socioeconomic Clusters of Census Tracts
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Table 3.3 summarizes the socioeconomic characteristics of the seven cluster areas shown 
in Figure 3.10. For example, Cluster 5 (shown in red in Figure 3.10) includes areas of great-
est disadvantage: 33 percent of the households are linguistically isolated,8 50 percent of adults 
age 25 years or older do not have a high school diploma, the median unemployment rate is 
7.1 percent, and the median household poverty rate is 24.6 percent. With the exception of lin-
guistically isolated households, Cluster 5 has the highest level of disadvantage in each of the 
socioecomonic characteristics.

Table 3.4 summarizes the distribution of parolees overall and by race/ethnicity across 
the seven socioeconomic clusters. The three most common socioeconomic clusters to which 
parolees returned were Clusters 4, 5, and 6. Overall, 43 percent of parolees returned to  
Cluster 5 areas (shown in red in Figure 3.10). We see important differences by race/ethnicity. 
About half of African-American and Latino parolees returned to disadvantaged areas, such  
as Cluster 5 areas; only a little more than a quarter of white parolees returned to Cluster 5 
areas. Cluster 5 can be characterized as areas of disadvantage as measured by high poverty 
rates, high unemployment rates, and low educational attainment (Table 3.3). That is, 25 per-
cent of households in Cluster 5 areas are below the federal poverty line (FPL), the average 
unemployment rate is 7.1 percent, and 50 percent of adults 25 years or older do not have a high 
school diploma.9 In terms of Cluster 5’s ethnic composition, 64 percent of the population is 
Hispanic or Latino and 13 percent is African-American (Table 3.3).

Table 3.3
Socioeconomic Characteristics of the Seven Cluster Areas

Cluster

Race/Ethnicity (%) Socioeconomic Characteristics (%)

White Black Hispanic Asian

Linguistically 
Isolated 

Householdsa
No HS 

Diplomab
Unemployment 

Ratec
Household 

Poverty Rated

1 39.3 5.6 17.5 33.3 11.3 14.6 3.3 7.5

2 32.0 4.8 54.4 5.6 15.2 32.5 4.8 11.0

3 63.5 2.7 25.4 3.9 32.6 22.2 4.6 12.2

4 72.4 3.6 12.6 6.7 4.8 9.5 3.0 5.9

5 15.9 13.3 63.7 4.6 33.4 50.0 7.1 24.6

6 25.0 8.5 38.3 24.1 35.0 33.8 4.9 18.0

7 77.1 1.7 13.0 4.2 17.7 11.9 3.2 7.9

a The U.S. Census Bureau defines linguistically isolated households as households in which no one 14 years or 
older speaks only English or speaks a non-English language and speaks English “very well.”
b No high school diploma is measured as the percentage of adults 25 years or older without a high school 
diploma.
c Unemployment rate is calculated for those 16 years or older who are in the labor force.
d Household poverty rate is the percentage of households below the FPL. 

8	 Linguistically isolated households are households in which no one 14 years or older speaks only English or speaks a non-
English language and speaks English “very well.”
9	 The unemployment rate includes adults age 16 years or older who are in the labor force.
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Table 3.4
Distribution of Parolees Across the Seven Cluster Areas, Overall and by Race/Ethnicity

Cluster

African-American Latino White

Total Parolees
% of Total 
Parolees n % n % n %

1 8,667 6.3 2,327 6.4 2,801 5.7 2,618 5.7

2 11,359 8.3 1,744 4.8 6,100 12.4 3,184 6.9

3 12,961 9.4 2,222 6.1 3,462 7.0 6,763 14.7

4 20,411 14.9 3,876 10.7 4,909 10.0 10,727 23.3

5 58,665 42.7 19,572 54.2 24,779 50.3 12,721 27.6

6 14,268 10.4 4,941 13.7 4,677 9.5 3,486 7.6

7 10,974 8.0 1,454 4.0 2,510 5.1 6,547 14.2

Total 137,305 — 36,136 — 49,238 — 46,046 —

Note: The category for other race/ethnicity is not shown. 

Table 3.4 also shows that, overall, 10 percent of parolees returned to Cluster 6–type areas 
(shown in maroon in the map in Figure 3.10). Parolee returns varied somewhat by ethnicity. 
Fourteen percent of African-American parolees, 10 percent of Latino parolees, and 8 percent 
of white parolees returned to Cluster 6 areas. Cluster 6 can be characterized as areas of disad-
vantage as measured by high poverty rates, households that are linguistically isolated, and low 
educational attainment (Table 3.3). That is, 18 percent of households are below the FPL, 35 
percent of households are considered linguistically isolated, and 34 percent of adults 25 years 
or older do not have a high school diploma. In terms of its ethnic composition, Cluster 6 has 
no single race/ethnic group that dominates: 38 percent of the population is Hispanic or Latino, 
24 percent is Asian, and 25 percent is white (Table 3.3).

Finally, Table 3.4 shows that, overall, 15 percent of parolees returned to Cluster 4–type 
areas (shown in blue in the map in Figure 3.10). More white paroles (23 percent) than  
African-American (11 percent) and Latino parolees (10 percent) returned to Cluster 4 areas. 
Cluster 4 areas fare better on all of the socioeconomic indicators shown in Table 3.3. In 
addition, the population of Cluster 4 areas tends to be predominantly white (72 percent)  
(Table 3.3).

Figure 3.10 also allows us to examine the clusters within the four counties we selected for 
this study. We see that Alameda County is characterized by three cluster types: Cluster 4 pre-
dominates in the eastern half of the county; Cluster 5, in the areas near San Lorenzo, Oakland, 
Alameda, and Berkeley; and Cluster 3, in the areas around Hayward and Union City.

Kern County is a mixture of socioeconomic clusters, with Cluster 5 being predominant 
around the city of Bakersfield; Cluster 3, in the eastern third of the county; and Cluster 7, in 
the middle of the county.

Los Angeles County is characterized by Cluster 5 areas in South Los Angeles, Long 
Beach, parts of the San Fernando Valley, and Palmdale/Lancaster. Cluster 3 predominates in 
parts of the county that include downtown Los Angeles, Pasadena, Monrovia, Covina, and 
Pomona.
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The western third of San Diego County is characterized by Cluster 4, with concentrations 
of Cluster 5 areas around San Diego, National City, and Imperial Beach. The eastern third of 
the San Diego County is characterized by Cluster 3 areas.

Discussion

A number of trends complicate the successful reentry of parolees into communities. Our anal-
ysis of the distribution and concentration of parolees across California and within the four 
counties showed that certain counties have higher rates of return. Furthermore, there are dis-
tinct clusters of parolees across California and within counties. This has implications in terms 
of targeting reentry resources to these areas. Parolees located in more rural counties tend to be 
more dispersed, as measured by our cluster analysis, suggesting that a different strategy will  
be needed to provide services to these individuals. 

In terms of the demographic composition of the reentry population, parolees are pre-
dominantly male, with a median age of 34 years. The racial and ethnic composition of the 
reentry population is important for understanding their needs. For example, if a given number 
of parolees are foreign-born, language issues may complicate outreach, and addressing lan-
guage barriers should be a critical component of reentry programs. The racial/ethnic compo-
sition of those released from California prisons varies across the four counties of interest. In 
Alameda County, two out of three parolees are African-American, whereas in Los Angeles and 
Kern counties, one out of four parolees are Latino/Hispanic. In San Diego County, the com-
position of parolees is more evenly distributed across the various racial/ethnic groups. With 
respect to reason for incarceration, a third of parolees in California were in prison for drug-
related offenses and another third for property-related offenses. One might expect some overlap 
between these two groups, with drugs being a common denominator. 

Finally, in California, African-American and Latino parolees, in particular, tend to 
return to disadvantaged areas, as measured by high poverty rates, high unemployment rates, 
low educational attainment, and more households that are linguistically isolated. This suggests 
that, for these individuals, reentry will be even more challenging because of poor employment 
opportunities and other factors. Further, serving time in prison tends to have a large and per-
sistent negative impact on earnings, especially for older offenders and those in white-collar 
occupations (Western, Kling, and Weiman, 2001). 

Then again, one might argue that returning to communities from which they came may 
have a positive effect on parolees by increasing the chances that they will have family or other 
support to assist with the reentry process. Having close family ties has been shown to be an 
important predictor of successful reentry, yet correctional policies often undermine the main-
tenance of ties between prisoners and families, with a majority of state prisoners being held in 
facilities more than 100 miles from their homes (Mumola, 2000). Research has shown that 
inmates who are released into the community and who have close ties to family and friends tend 
to have lower recidivism rates than those without close contacts (Travis and Waul, 2003).

Further, we know that the length of time that released offenders have served in prison 
has increased. Longer prison stays also have implications for the reentry process; in particular, 
there is evidence that, over time, inmates begin to lose contact with family members—contact 
that is important for facilitating reintegration into the community (McMurray, 1993; Davis 
and Pacchiana, 2004). As noted in Chapter Two, however, the effect of family can also be 
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mixed in that family members who are dealing with their own crises, such as poverty, physical 
or mental problems, or drug addiction, may not be in a position to help with reentry; substance 
abuse and other negative influences can also be a risk factor for an individual’s subsequent 
involvement with the criminal justice system (Travis and Waul, 2003). 

While the needs of parolees may be evolving, it is also the case that their needs are not 
evenly distributed. In the United States, returning prisoners increasingly are concentrated in 
core counties—that is, counties that include the central city of a metropolitan area. Our maps 
of California confirm that a very limited number of counties and communities within coun-
ties account for a disproportionate share of parolees. Within central cities, parolees are tradi-
tionally concentrated in relatively few communities and in the poorest neighborhoods. This 
concentration suggests that returning prisoners will find themselves competing with those 
leaving welfare for similar low-skill jobs. It also raises the question about the capacity of these 
communities—especially the capacity of their health care, mental health, and substance abuse 
safety nets—to absorb and reintegrate ex-prisoners. Further, this trend comes at a time when 
the nation’s and California’s economic downturn has seriously strained many communities’ 
health care resources and public health systems. 
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Chapter Four

Conceptual Framework and Methods for Defining the Health Care 
Safety Net for Parolees

In Chapter Three, we analyzed the distribution and concentration of parolees in California as 
well as the overall characteristics of parolees and the communities to which they are dispro-
portionately returning. In particular, we discussed the results of our analysis, identifying the 
locations with the greatest concentration of parolees in the state by county based on the census 
tract of residence. We then provided an in-depth examination of four counties: Los Angeles, 
Alameda, Kern, and San Diego. In Chapters Five and Six, we focus on analyzing how well the 
health care safety nets of these four counties are able to meet the health care needs of the reen-
try population in terms of accessibility, looking first at health care treatment needs (Chapter 
Five) and then at mental health and substance abuse treatment needs (Chapter Six).

However, to examine the four counties’ health care safety nets and their ability to meet 
the health care needs of the reentry population, we first must define what we consider to con-
stitute the safety net for the parolee population. This chapter starts by presenting our concep-
tual framework, which is the basis for identifying the different components of the health care, 
mental health, and substance abuse treatment safety nets for parolees. We then summarize the 
methods used to define each of the safety nets for the four counties that were the focus of this 
study and to analyze parolees’ access to safety-net facilities. These methods underlie the analy-
ses presented in Chapters Five and Six.

Conceptual Framework

To conceptualize the health care safety net for the reentry population, we drew on two prior 
frameworks, both of which extend the much-used Andersen behavioral model of access to 
care. The Andersen model (Andersen, 1968; Andersen and Newman, 1973) emphasizes the 
importance of predisposing factors (demographics, social structure, health beliefs), enabling 
factors (personal, family, and community resources), and illness level or need factors. The 
first extension, by Davidson et al. (2004), builds on the Andersen framework to examine  
the effects of safety-net and other community-level factors on access and access outcomes, 
particularly among low-income populations. The second extension, by Gelberg, Andersen, and 
Leake (2000), includes factors within the predisposing, enabling, and need categories that are 
particularly important to consider when studying access by vulnerable populations, such as 
the homeless. We modified these frameworks to include predisposing and enabling factors and 
community characteristics that are important to the reentry population and access outcomes 
at the individual level (see Figure 4.1). 
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Figure 4.1
Conceptual Framework for Evaluating the Health Care Safety Net for the Reentry Population

Health Care Access and Outcomes
for Reentry Population

Potential Access
• Usual source of care
• Accessibility/capacity of 

safety-net providers

Realized Access
• Primary care visits
• Hospital/emergency dept. visits
• Preventive screening
• Infectious disease treatment and 

monitoring
• Psych and drug treatment visits
• Preventable hospitalizations
• Unnecessary delays in receiving 

care

Individual and Community Characteristics

Individual Characteristics
Predisposing Needs

• Demographics
• Social factors
• Health beliefs
• Incarceration history
• Prison health care experience
• Length of time in community

Health Care Needs

• Chronic conditions: hypertension, diabetes
• Infectious diseases: HIV, TB, Hep B, Hep C 
• Mental illness
• Substance abuse
• Prevention needs

Enabling Needs

• Personal/family resources: income, health insurance, 
social support

• Competing nonhealth needs: housing, employment, 
physician supply, managed care penetration/competition, 
hospital bed supply 

Community Characteristics
• County and public hospitals, clinics, public access programs
• Community resources (CBOs and FBOs) for medically 

indigent and reentry population
• Specific parolee networks of care (e.g., PSN)
• Other characteristics (insured and uninsured)

NOTE: CBO = community-based organization. FBO = faith-based organization. PSN = Parolee Services Network.
RAND TR687-4.1

Figure 4.1 provides an overview of the conceptual framework used in this study. The 
framework shows three needs under individual characteristics: predisposing needs, health 
care needs, and enabling needs. Under “predisposing needs,” we include those that commonly 
affect individuals’ access to and use of health services, such as demographics (age, gender, race-
ethnicity), social factors (education, employment), and health beliefs (regarding disease and 
health services), as well as factors that are particularly relevant to the reentry population, such 
as incarceration history, prison health care experiences, and length of time in the community. 

Under “health care needs,” we include those health conditions that disproportionately 
affect the reentry population (infectious diseases, such as HIV, TB, hepatitis B and C; mental 
illness; substance abuse; chronic health conditions, such as hypertension and diabetes; and 
preventive screening). In Chapter Two, we discussed how California prisoners bear a high 
burden of chronic diseases, such as hypertension and asthma, and infectious diseases, such 
as hepatitis and TB. Prisoners’ mental health and substance abuse treatment needs were even 
more pronounced than their physical health needs, with more than half of California inmates 
reporting recent mental health problems and more than three-quarters reporting substance 
abuse or dependence. Although inmates provide an imperfect proxy for parolees’ health needs, 
the findings in Chapter Two provide us with reasonable insight into the needs of the reentry 
population.
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Under “enabling needs,” we include personal/family resources, such as income, health 
insurance, and social support. In Chapter Two, we discussed the socioeconomic characteristics 
of prisoners that will potentially influence their access to health care, both prior to incarcera-
tion and upon release from prison, including low educational attainment, high unemployment, 
extensive incarceration history, and high rates of homelessness, as well as other adverse life 
events. We also reported on prison health experiences, including the use of prison health ser-
vices. In addition, we discussed variability in such enabling factors, such as the degree of family 
ties and social support, with three-quarters of prisoners having lived in a family before their 
arrest, one out of five prisoners being currently married, and half having minor children. The 
relative strength of these predisposing and enabling factors varies by race and ethnicity. 

In Figure 4.1, “community characteristics” draws on the Davidson et al. (2004) frame-
work and elaborates on the safety-net characteristics and other community-level factors that 
affect the availability and accessibility of health services for the reentry population. We define 
the safety net for the reentry population as health resources that aim to provide services to the 
uninsured or medically indigent adults. Parolees must share these limited resources with other 
vulnerable populations, such as the uninsured, Medicaid recipients, the homeless, and undoc-
umented immigrants. The safety-net population is an important community characteristic to 
measure because of competition for scarce resources. Pauly and Pagán (2007) found negative 
spillover effects from the uninsured to the insured. They found that a higher financial burden 
of uncompensated and charity care at the local level appears to affect insured individuals in 
terms of access and the overall quality of care provided within a community.

California’s safety net includes county facilities (hospitals, clinics, and public health cen-
ters), free and community clinics, some private hospitals, physicians who see large numbers of 
uninsured patients, and some health plans that have designated innovative coverage plans for 
the uninsured (Tuttle and Wulsin, 2008). In addition, there are community resources that are 
specific to the reentry population (e.g., health care, employment or housing programs, such as 
Second Chance in San Diego, that assist parolees in meeting other needs and help them link 
to health care services and other case management services). We consider hospitals and clinics 
in our mapping efforts in Chapters Five and Six but excluded private physician practices for 
two reasons. First, while some may provide charity care to the indigent, parolees tend to be a 
difficult population to treat in these settings (for example, because of their threatening appear-
ance, homelessness, and high risk). In our view, county and community resources (rather than 
private providers) most likely will be the front line in providing services to this population. 
Second, from a practical standpoint, we could not identify a comprehensive source of informa-
tion on the charity care provided by private physician practices.

In California, county health systems that serve the indigent adult population vary con-
siderably in terms of funding, access, and eligibility. For example, provider counties, such as 
Los Angeles and Alameda, have public hospitals, whereas payer counties contract with private 
providers. Small counties pool their resources to form a uniform Medi-Cal–like system, and 
hybrid counties combine county clinics and private hospitals. State and federal governments 
are the primary source of funding for county care to the uninsured, with county funding vary-
ing considerably (Tuttle and Wulsin, 2008). 

County health care resources can include government and public hospitals, county pri-
mary care clinics, public health centers, and county mental health and substance abuse treat-
ment providers. In addition, counties may contract with private nonprofit and for-profit clinics 
and hospitals to provide services to the safety-net population. For example, county/city and 
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public hospitals in such counties as Los Angeles and Alameda are an important component of 
the health care safety net, and their emergency departments often become the default source  
of care for the medically indigent and uninsured. In other counties, such as San Diego, teach-
ing and private hospitals are contracted to provide services to the medically indigent.

In addition to county resources, other community resources, such as free and community 
clinics, play an important role in the safety net. These providers vary in their relationships to 
county indigent systems, with some clinics being reimbursed for providing services to the indi-
gent population while other clinics are not. They also vary widely in terms of services provided, 
degree of specialization, sophistication, and complexity of their clinic operations, as well as in 
the mix of patients they serve (e.g., concentration on the uninsured or Medi-Cal or a combina-
tion of the two) (Tuttle and Wulsin, 2008).

In some communities, nonprofit clinics and private hospitals work collaboratively in  
delivering care to the uninsured. Likewise, some private and public hospitals cooperate  
in caring for the uninsured. Hospitals sometimes help fund community clinics for the unin-
sured, while others have helped start and fund local coverage initiatives for the uninsured 
(Tuttle and Wulsin, 2008). 

Finally, in the area of mental health and substance abuse treatment, there are specific and 
small networks targeted to the parolee population. For example, in certain counties, the PSN 
provides substance abuse services funded by the state that target a relatively small number of 
parolees.

Counties vary considerably in how they allow medically indigent adults to access services; 
this is compounded by variability in access and eligibility rules for parolees. For example, in 
Los Angeles County, parolees must be referred by Parole Outpatient Clinics (POCs) to access 
county mental health services. However, this is not necessarily the case in other counties. In 
addition, parolees are eligible for substance abuse services in some counties through several 
different mechanisms, including a small parolee-specific network of care, Proposition 36 drug 
treatment programs, and general county substance abuse services. 

Together, individual and community characteristics ultimately affect the health care 
access of the reentry population (shown in Figure 4.1), including (1) potential access (usual 
source of care, accessibility/capacity of safety-net providers) and (2) realized access, or health 
services utilization (doctor and clinic visits and preventive screening, plus areas of utilization 
that are particularly relevant for the reentry population, such as emergency department visits 
and mental health and drug treatment services), and access outcomes, such as preventable hos-
pitalizations or unnecessary delays in receiving care.

Figure 4.1 and the previous discussion summarize the broader conceptual framework to 
understand how the reentry population fits into the larger picture of California’s safety net. 
In this study, we were interested in defining the potential safety net for parolees in terms of 
health care, mental health care, and substance abuse treatment and in describing how it varies 
across the four counties. In addition, we focused specifically on parolees’ potential access to 
safety-net services, taking into account the capacity of safety-net providers and the potential 
demands placed on these facilities from other sources. This report addresses potential access, 
but it does not consider realized access per se in terms of whether parolees take advantage of 
this access or whether they have better outcomes as a result. In the second phase of this study, 
we will examine in depth why parolees might not take advantage of these resources (i.e., bar-
riers to access), the challenges faced by parolees and providers, and options for removing the 
identified barriers.
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Overall Approach to Defining the Safety Net for the Reentry Population and 
Constructing Accessibility Measures

Given the health and social-behavioral concerns with which parolees may present, we wanted 
to understand whether parolees reside in areas where they have access to the necessary care. 
Using the maps in Chapter Three that showed parolee concentrations in the four counties, 
we took both a geographic and statistical approach. For the four counties, we mapped non-
profit and government/public general acute short-stay hospitals1 and community and free clin-
ics to examine the health care safety net. To assess resources for social-behavioral needs, we 
also mapped mental health and alcohol and drug facilities to examine the mental health and 
substance abuse safety nets. For each county, we compiled comprehensive lists of health care, 
mental health, and substance abuse treatment safety nets for the uninsured and low-income 
populations through publicly available lists and consultations with local health leaders. We 
used the geographic locations of the facilities for mapping purposes. Distances were calculated 
based on the exact location of the facility and the approximate location of the parolee (i.e., 
population-weighted centroid of the residential census tract).

While simply enumerating and mapping the facilities within a certain distance is infor-
mative, there are some limitations to such a measure. The first issue is whether a particular 
facility is truly available to parolees. Not all facilities serve the poor, and other facilities focus 
on specific populations, such as children or women. To address these concerns, we further lim-
ited our mapping to only facilities that we believed would be “available” to the parolee popu-
lation. For example, hospitals serving primarily children and women are not likely to provide 
significant health care resources to the predominantly adult male parolee population. Likewise, 
many for-profit or investor-owned hospitals would not likely provide a significant share of 
uncompensated care to this population. In addition, there are defined networks that specifi-
cally provide mental health and substance abuse services to parolees. Given these differences, 
we developed a methodology specific to each facility type and, where relevant, each county. 
We provide a brief description later in this chapter, but specific details on the methodologies 
used to include or exclude particular facilities of each type (e.g., substance abuse) are provided 
in Appendix B.

A second concern in simply enumerating the number of facilities is that not all facilities 
should be considered equally in a measure of accessibility. For example, smaller hospitals may 
have fewer resources available to serve their communities than larger hospitals. Similarly, hospi-
tals in more disadvantaged areas may have more severely stressed resources because of demand 
from other vulnerable populations. The approach we used was to develop a measure of acces-
sibility based on methodologies that measure potential accessibility (see, e.g., Luo and Wang, 
2003). To construct the accessibility measures, we needed a measure of the size of the facility 
(capacity) and the demands placed on it (utilization). We considered different measures of size 
that would capture differences in capacity and utilization-adjust (i.e., weight) the facility based 
on availability of resources. We ultimately decided to use total full-time equivalents (FTEs) as 
our measure of capacity for both hospitals and clinics.2 Unfortunately, we did not have avail-
able a measure of capacity for the mental health and substance abuse providers; thus, we simply 

1	 We included nonprofit and government/public hospitals in our analysis. We excluded investor-owned hospitals. 
2	 We also considered beds for hospitals, but there is no equivalent on the clinic side. Moreover, the bed option fails to 
account for resources in the emergency department.
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used each facility as a single unit of supply (which is equivalent to weighting them equally). In 
calculating the accessibility measures, we also took into account the potential demands (utili-
zation) for these resources from the population in that community. In this case, we used the 
total population living in households with income below the FPL as our measure of potential 
demand for safety-net facilities that would likely serve the parolee population. Finally, to cal-
culate the accessibility measure, we had to choose a cutoff in terms of proximity—that is, how 
close the facility needed to be for it to be “counted” in the accessibility measure for a given 
census tract. We chose a drive time of 10 minutes as the cutoff for all the accessibility maps. 
We used a shorter drive time because of concerns that this population may be less mobile than 
the general population and likely more reliant on public transportation. 

The additional benefit of the accessibility measures is that they also allow us to summa-
rize whether certain groups of parolees, for example, Latinos and African-Americans, are more 
or less likely to have access to scarce health care resources. A more detailed summary of the 
construction of the accessibility measures is provided next and in Appendix B. 

Methods for Defining County Safety Nets and Developing Accessibility 
Measures

Previously, we described our overall approach to defining the safety net for the reentry popu-
lation and in constructing measures of accessibility. Here, we provide specific details about 
how we defined the various safety nets for each of the four counties and the methods used to 
develop a set of accessibility measures for hospitals and clinics and for mental health and sub-
stance abuse treatment facilities. For a more detailed discussion of the methodology for each 
type of facility, see Appendix B.

Defining the Health Care Safety Net

To define the health care safety net available to the parolee population, we used the follow-
ing strategy. We first identified for each county the hospitals and clinics that were part of the 
Medically Indigent Services Program (MISP). “Under California law, counties are the ‘provid-
ers of last resort’ for health services to low-income uninsured people with no other source of 
care” (California HealthCare Foundation, 2006a). The larger and more urban counties each 
have their own distinct MISP and discretion in setting funding levels, eligibility requirements, 
enrollment procedures, and covered health services. Note that indigent mental health ser-
vices, not typically provided by MISPs, are available through other county programs, and no 
MISP county covers substance abuse treatment (California HealthCare Foundation, 2006b). 
We relied on the California HealthCare Foundation’s list of MISP providers but augmented it 
with county lists whenever available. For example, Alameda County listed more locations for 
MISP providers than were on the California HealthCare Foundation list, so we added these 
additional locations.3 Almost all of the MISP providers are also Federally Qualified Health 
Centers (FQHCs).

3	 For each county, we included all the MISP providers listed in the California HealthCare Foundation’s report (2006b) 
and by the county itself, with one exception. For San Diego County, Loma Linda University Community Medical Center 
was listed as an MISP hospital provider. However, this facility is located outside the county and not near the county’s 
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With respect to non-MISP clinics, we used California Office of Statewide Health Plan-
ning and Development (OSHPD) data for 2005 and 2006 to identify other primary care 
clinics that provided outpatient services in each county. This list included community clinics 
as well as free clinics and mobile clinics. Their inclusion in the broader category of clinics pro-
vided insight into their role in filling in gaps in the safety net. 

We similarly used the OSHPD hospital data to identify the other general acute care hos-
pitals in each county (i.e., the non-MISP hospitals). We included a flag for public hospitals 
and for other general acute care hospitals. We excluded from our analysis specialty hospitals, 
investor-owned hospitals, and those that serve only children or women.4 In other words, we 
included in our list general acute care hospitals that were either nonprofit or government/public 
hospitals.5 By this categorization, we also captured teaching hospitals. Mapping the other gen-
eral acute care hospitals in a county provides an overview of what geographic areas these hos-
pitals cover; some of the hospitals may also provide uncompensated care. 

For Los Angeles County, we categorized the hospitals and clinics somewhat differently 
than for the other three counties because Los Angeles County is the only county that has three 
components to its MISP (California HealthCare Foundation, 2006b): (1) MISP ability-to-
pay (ATP) hospitals and clinics,6 (2) MISP Outpatient Reduced-Cost Simplified Application 
(ORSA) hospitals and clinics,7 and (3) MISP public-private partnership (PPP) clinics.8 In Los 
Angeles County, the lists of county providers (hospitals and clinics) for the ATP and ORSA 
programs are the same. The ATP and ORSA clinics include personal health centers, compre-
hensive health centers, and one county public health center.9 The PPP program list of primary 
care clinics differs from that of the ATP/ORSA programs, representing instead noncounty 
clinics that are contracted to provide services (i.e., MISP PPP clinics). 

For the list of Los Angeles County’s other primary care clinics (PCCs), we used a list 
of clinics participating in the county’s PPP program and augmented it with data from a  

borders. Therefore, for mapping purposes and measures of accessibility, we omitted this facility from our list of San Diego 
MISP hospitals.
4	 The exclusion of hospitals that serve only women and children follows from the fact that the vast majority of parolees are 
male and this population was the focus of our study.
5	 We used two OSHPD data sources to fill in the type of hospital. We used the OSHPD licensure data file (CNTRL_
CTGY variable) to identify control category (nonprofit, investor, government). For hospitals that were missing data for this 
variable, we used the OSHPD financial data (TYPE_CNTRL variable) to fill in this information. If there was a discrepancy 
between the two variables in terms of how a hospital was categorized, we assumed that the licensure variable CNTRL_
CTGY was the correct categorization. Any hospitals missing data on both variables were omitted from the analysis file. Any 
investor hospitals also were omitted.
6	 The ATP program provides low-cost/no-cost inpatient and outpatient services in county facilities to medically indigent 
persons who are not fully covered by Medi-Cal, Medicare, private insurance, or other medical benefits. Income eligibility 
is determined on a sliding scale based on Medi-Cal maintenance, and assets are considered for liability compensation.
7	 The ORSA program similarly provides low-cost/no-cost inpatient and outpatient services in county facilities to medi-
cally indigent persons who are not fully covered by Medi-Cal, Medicare, private insurance, or other medical benefits. How-
ever, income eligibility is based on 133.33 percent of the FPL, and eligible applicants must also apply for Medi-Cal.
8	 The PPP program is a collaboration between county health services and private community providers; it provides outpa-
tient services and is considered part of the safety-net system in Los Angeles County. Income eligibility is based on 133.33 
percent of the FPL, with no cost for those using PPP clinics who are on General Relief or who are not qualified for Medi-Cal 
or other assistance programs.
9	 The one county public health center is Glendale Health Center, which provides medical services in addition to public 
health services. 
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list of California clinics that provide general medical services to adults for free or on a sliding-
scale basis.10 We also used information compiled by Kristina Cordasco and Ninez Ponce, who 
updated the list of California health care safety-net organizations, in the California Health-
Care Foundation’s 2005 report, California’s Safety-Net Clinics: A Primer (Saviano and Powers, 
2005).11 

Developing a Measure of Accessibility for Hospitals and Primary Care Clinics

To understand the interaction between prisoner reentry and the health care safety net beyond 
simple mapping, we generated quantitative measures of accessibility. The term accessibility refers 
to the relative ease by which locations of activities, such as work, shopping, and health care, 
can be reached from a given location (BTS, 1997). Because we do not have access to data that 
could reveal actual access and utilization of health care services by parolees in California, we 
have settled for a measure of accessibility from a single point in an area—in this case, census 
tracts. 

Our measures provide useful summaries of the availability of safety net resources and 
allow us to examine how that availability varies for the parolee population. These measures 
take into account the supply of what we considered to be the relevant facilities comprised  
by the health care safety net and the potential demands placed on it by those who may not 
have the ability to pay for services. We adopted Allard’s (2004) notion of potential demand as 
being the total population living in households with incomes below the FPL. In addition, we 
used total FTEs as our measure of capacity for these facilities (when available). In addition, 
the measures take into consideration how existing facilities that compose the health care safety 
net are geographically distributed. To improve our estimate of the approximate location of the 
majority of the resident population, we used a population-weighted geographic center point, or 
centroid, as opposed to the geometric center point of census tracts. 

The method we used for calculating the accessibility of health care safety-net facilities 
to census tracts in California is a GIS-based method called “the two-step floating catchment 
area” method. The measure is a gravity-type measure in that it incorporates distance, supply, 
and demand in calculating a measure of accessibility. However, it computes a more easily 
interpretable measure of accessibility than traditional gravity models. The method requires 
computing the distance matrix from all census tracts in an area and then using it to select 
all population-weighted centroids within the threshold travel time (10 minutes drive time)  
of each health facility location. In the first step, the ratio of supply to demand was calculated 
for each facility. Facilities with missing FTE data were dropped from the analysis. Unfortu-
nately, in some cases, the amount of missing capacity data was significant, so alternate measures 
were constructed using each facility as a single unit of supply to evaluate sensitivity to missing 
data (see the next section, titled “Sensitivity Analysis”). In this alternate measure, the ratio is 
interpreted as facilities per potential demand and represents the number of facilities per 10,000 

10	 This list was provided to us by Allison Diamant, M.D., M.P.H., who has collaborated with the Los Angeles County 
Health Department on studies and health care access issues.
11	 Kristina Cordasco, M.D., of the Robert Wood Johnson Clinical Scholars Program and the Veterans Health Admin-
istration and Ninez Ponce, Ph.D., of the National Institutes of Health/National Cancer Institute updated the California 
HealthCare Foundation’s list of safety-net organizations with governmental listings of all California FQHCs, FQHC look-
alikes, community health clinics, free clinics, rural health clinics, and county clinics. In addition, they administered a brief 
telephone survey to confirm the information provided.
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population in a county. In the next step (for both measures), we used the same distance matrix 
to determine for each population centroid the number of facilities within the threshold travel 
time. The sum of the supply-to-demand ratios of the selected facilities is the computed acces-
sibility for the census tract. For the accessibility measures that use FTE data, each accessibility 
bin or category represents the number of FTEs per 1,000 population within a 10-minute drive 
time of the population-weighted centroid of a census tract. For the alternate measures that use 
the simple count of facilities and that were created for our sensitivity analysis, the accessibility 
bins or categories represent the number of facilities per 10,000 population within a 10-minute 
drive time of the population-weighted centroid of a census tract.

The resulting accessibility for a census tract can be viewed as the estimated average acces-
sibility measure of all persons in the tract, and it incorporates all demands made on a facility 
from the surrounding area of that facility—not just the tract centroid-based buffer area of each 
tract. Tracts whose buffer areas (within the travel time threshold) overlap with others in the 
catchment of the facility are factored in as well. For example, a facility with a relatively high 
capacity may be located in tract A with high potential demand. However, it is also within the 
travel-time threshold of other nearby tracts with high potential demand; thus, the net result is 
that the accessibility of tract A may be lower because of the competing demands on the facility 
from other census tracts that are within 10 minutes of it.

In the resulting maps, we classify the accessibility scores for each census tract into four 
bins, or quartiles, and color the areas four shades of green. Thus, 25 percent of all census tracts 
in a county with the lowest accessibility scores are shaded the lightest green on the maps and 
the 25 percent of census tracts with the highest accessibility scores are shaded the darkest green 
on the maps. The quartile bins, or map classifications, were constructed separately for each 
county, not over all four counties. Thus, each classification scheme is based on the distribution 
of accessibility values for all census tracts in a single county, not on the full distribution in the 
state or across multiple counties.12 However, one can still make comparisons across counties in 
terms of differences in relative levels of accessibility. 

In mapping the health care facilities, we considered only what is available within a coun-
ty’s border. However, we recognize that some concentrations of parolees near a county’s border 
may also be near facilities in neighboring counties. Therefore, in calculating the accessibility 
measure for hospitals, we included hospitals in neighboring counties. However, in calculating 
the accessibility measure for clinics, we could not to do so because of the challenges in col-
lecting reliable data on these facilities. Therefore, our maps for hospitals and clinics, and our 
accessibility measure for clinics only, likely underestimate accessibility in some areas along the 
borders of our study counties. 

Sensitivity Analysis. Our measures of accessibility for hospitals and clinics use FTE as a 
proxy for a facility’s capacity. The first sensitivity analysis examined the maps when the number 
of beds was used as a measure of capacity for hospitals, instead of FTEs. These results were 
qualitatively  similar. A more serious concern, however, was that some hospitals and clinics 
were missing capacity data. In these instances, we had to drop these facilities from our calcula-
tion of the accessibility measures. To assess the effect of missing capacity data, we conducted 
a sensitivity analysis, examining whether the accessibility patterns within a county changed 

12	 It is important to keep in mind that the sizes of the census tracts differ by county, with less populated counties tending 
to have larger census tracts. Thus, it may appear, for example, that there are large underserved areas within a county as an 
artifact of differences in the size of census tracts. 
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when using a simple count of facilities rather than capacity in calculating an alternate measure 
of capacity. This is equivalent to an unweighted accessibility measure versus that weighted by 
capacity. Chapter Five, presents the results of the sensitivity analysis for each facility type. 

Defining the Mental Health Safety Net

Our first step was to define the facilities that constitute the mental health safety net for the 
uninsured and low-income population. The Mental Health Services Act (MHSA), passed in 
November 2004 and known as Proposition 63, provides funding to counties to expand their 
programs and develop integrated mental health services for children, adults, and older adults. 
The counties have taken different approaches in terms of how they use these funds, including 
focusing on the direct provision of services; on special groups, such as children and families; or 
on providing prevention, education, or other services in addition to direct mental health care. 
We used the MHSA list of hospitals and clinics for each county as a starting point for identify-
ing the mental health safety net for low-income and under- and uninsured populations. Many 
of the MHSA hospitals and clinics are county providers or community providers contracted 
by the county. We were able to obtain a list of MHSA providers only for Los Angeles and San 
Diego counties. Kern County has not yet identified its MHSA providers; therefore, we relied 
on Kern County’s list of Medi-Cal mental health services contract providers. We were unable 
to locate a list for Alameda County’s MHSA providers and so were unable to differentiate 
between MHSA and other mental health providers for this one county. 

To identify the MHSA and Medi-Cal contract providers and other mental health clinics, 
we used the list of mental health facilities from the Substance Abuse and Mental Health Ser-
vices Administration (SAMSHA) locator database. We augmented the list of providers using 
available information from each county (see Appendix B).

Our approach to defining the mental health safety net was different from the approach 
we used for clinics and hospitals. In addition to mapping the safety net for the uninsured and 
medically indigent population, we also defined a separate mental health safety net that is spe-
cific (rather than available) to parolees by mapping the location of the POCs. The process by 
which a prisoner or parolee accesses POC services is summarized next and is based on a set of 
informal telephone interviews with 13 POC providers.13 When inmates first enter prison, they 
are required to undergo a series of mental health screenings. The first screening is a general 
screening to determine whether inmates have even the slightest indication of a mental health 
problem. If it is determined that inmates may be at risk, they are then given a second screen-
ing that involves interviews with social workers, psychologists, and psychiatrists to determine 
whether they have a serious mental illness. If so, the inmates would begin participating in a 
prisoner mental health program. As the inmates approach parole, they are screened again to 
determine whether they still present a mental health problem and to determine the severity of 
that problem. If inmates are deemed to have a problem, they are then referred to a POC to seek 
condition-appropriate services. In addition to being referred prior to release, parolees may also 
be referred after release by their parole agent, which is called an “agent referral.”14 

Once referred, a parolee can receive mental health services provided by a POC provider. 
POC providers include social workers, psychiatrists, and psychologists, and a parolee would see 

13	 Personal telephone communication with 13 CDCR POC doctors and social workers, January 14, 2009.
14	 Parolees may initiate the agent referral process by discussing with their agent that they are experiencing mental health 
problems and feel that they should seek services.
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one or more of the providers, depending on the severity of the mental health condition. Fur-
ther, parolees would participate in both individual and group therapy sessions, depending on 
the classification of their condition. For example, a parolee with a severe mental health problem 
would be enrolled in the Expanded Outpatient Program (EOP), which entails both individual 
and group sessions on a weekly basis, and the parolee would see all three types of providers for 
services. A parolee with a less severe condition may participate, for example, in only the group 
sessions and see only a social worker for services on a more infrequent basis. Although POCs 
provide a basis of care, parolees are sometimes referred to other community programs for addi-
tional services. For example, parolees with severe mental health conditions are often referred to 
other county or community mental health programs because they may need treatment more 
often than once per week or they may need more extensive treatment than a POC can provide 
(e.g., if a parolee is dually diagnosed or has a development disability).

Although our focus is on defining the mental health safety net available during the study 
period, it is likely that the current budget shortfalls in the state of California may have implica-
tions for the ability of parole agents to make referrals and for POCs to provide mental health 
services to parolees. So, in some instances, the mental health safety net for parolees may have 
declined since 2005–2006.15

Defining the Substance Abuse Safety Net

The substance abuse treatment safety net generally includes outpatient services, residential  
alcohol- and drug-treatment services, detoxification services, and specialized programs  
targeting specific populations (e.g., the dually diagnosed) or treatment needs (e.g., metham-
phetamine use and addiction). In addition to county resources, other Alcohol and Drug Pro-
gram (ADP) resources are available, including counseling, self-help, services available through 
faith-based organizations, and such organizations as Alcoholics Anonymous, which we do not 
address. 

For the uninsured and low-income population, we defined the substance abuse treatment 
safety net as follows. First, we relied on each county’s summary of its ADP and treatment provid-
ers. We also identified for each county the Proposition 36 treatment providers (described next). 
Where possible, we focused on residential, nonresidential, or outpatient providers; detoxifica-
tion services; sober-living centers; and specialized programs, such as for methadone treatment. 
We excluded programs that were aimed primarily at education, prevention, or drug courts. We 
also excluded services specifically for juveniles, transition-aged youth, women, and the elderly.

We defined the substance abuse safety net that is specific to the parolee population as fol-
lows. PSN has been in existence for about 15 years and is funded by the CDCR. PSN provides 
community alcohol and drug treatment and recovery services to parolees in 17 counties state-
wide (including the four counties we examine in depth). The PSN program provides up to 180 
days of treatment and recovery services. It is funded by the CDCR with the goal of reducing 
recidivism and improving parole outcomes as evidenced by reduced alcohol and drug-related 
revocations (California Department of Alcohol and Drug Programs, 2009). Parolees are placed 
in PSN alcohol- and other drug-treatment and recovery programs, either from community 
parole systems or immediately upon release from prison custody. PSN’s focus is on counseling 
and recovery services; it does not include specialized programs, such as methadone treatment.

15	 Personal telephone communication with 13 CDCR POC doctors and social workers, January 14, 2009. 
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For example, in Los Angeles County, the PSN program16 is intended to provide parolees 
with a variety of alcohol- and drug-free living centers (ADFLCs), outpatient drug-free coun-
seling (ODFC), and residential alcohol and drug treatment and recovery services. Los Angeles 
County contracts through the Department of Public Health’s Alcohol and Drug Program 
Administration with community-based agencies to provide ADFLCs, ODFC, and residential 
treatment services for female and male parolees. As of May 2008, the county had six programs 
that included six months of community-based ADFLC, ODFC, and residential treatment and 
recovery services to “civil commitments” (inmates in a specific correctional facility) released on 
parole from any CDCR institution into the county and to other parolees (Sugita, 2008). 

There are three major PSN networks in California: the Bay Area, Los Angeles, and San 
Diego. The following PSN county programs were implemented in fiscal year (FY) 1991–1992, 
and in November 2004, the treatment capacity was as follows:

Los Angeles County’s treatment capacity was approximately 36 residential beds, 72 non-•	
residential slots, and 12 sober-living environment (SLE) beds.
San Diego County’s treatment capacity was approximately 50 residential beds, 13 non-•	
residential slots, 14 SLE beds, and one detox bed (available 183 days per year).
Bay Area counties’ (Alameda, Contra Costa, Marin, San Francisco, San Mateo, Santa •	
Clara, Solano, Napa, and Sonoma) treatment capacity was approximately 30 pretreat-
ment orientation slots, 165 residential beds, 308 nonresidential slots, 15 SLE beds, and 
five detox beds. 

In addition to the three major PSN networks, the following PSN county programs were 
implemented in FY 1999–2000: Kern, Orange, Riverside, Sacramento, and San Bernardino 
counties. In November 2004, the total treatment capacity in these counties through the PSN 
program was approximately 52 residential beds, 124 nonresidential slots, 11 SLE beds, and one 
detox bed.

Local assistance funding for PSN has remained about the same over the years. For 
instance, in FY 2008–2009, it was $10,706,567; in FY 2005–2006, it was $10,700,092 (Cali-
fornia Department of Alcohol and Drug Programs, undated). California’s ADP allocates funds 
to the 17 participating counties through each county’s Negotiated Net Amount Contract. 
Table 4.1 summarizes the allocations in FYs 2005–2006 and 2007–2008 for the four counties 
that are the focus of this study. Table 4.1 also provides the unduplicated number of parolees 
served by the PSN program in FY 2005–2006; the numbers for FY 2007–2008 were unavail-
able (California Department of Alcohol and Drug Programs, undated).

The PSN program is relatively small. In FY 2006–2007, the number of participants in 
Los Angeles County was 560, accounting for 643 admissions, with 56.5 percent of admissions 
being for outpatient counseling and 42.9 percent for residential services.17 During FY 2006–
2007, methamphetamine (37.0 percent) and cocaine/crack (28.4 percent) were the most fre-
quently reported primary drug problems among PSN participants in Los Angeles County.18

16	 In Los Angeles County, the PSN program is known as the Prison Parolee Network (PPN).
17	 In addition, 0.5 percent of admissions were for day care, and 0.2 percent were for residential detoxification in FY 2006–
2007 (Los Angeles County Participant Reporting System data).
18	 Alcohol (11.8 percent) and heroin (14.3 percent) were the primary drug programs for PSN program participants in Los 
Angeles County.
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Table 4.1
Parole Services Network Allocations, FYs 2005–2006 and 2007–2008

County

FY 2005–2006 FY 2007–2008

Allocation ($)
Number Served 
(unduplicated) Allocation ($)

Number Served 
(unduplicated)

Alameda 1,265,116 291 1,265,116 Not available

Kern 325,907 148 325,907 Not available

Los Angeles 1,578,440 375 1,584,915 Not available

San Diego 1,500,000 296 1,500,000 Not available

Sources: California Department of Alcohol and Drug Programs (2005–2006, 2009).

The small numbers of parolees shown in Table 4.1 who participated in the PSN program 
and the stable level in funding for this program suggest that, although it is important, the PSN 
program does not address the treatment needs of a large number of parolees. 

In addition to the PSN program, parolees are eligible to participate in the Substance 
Abuse and Crime Prevention Act (SACPA, also known as Proposition 36), which was passed in 
2001. The act increased state funding for drug treatment and allowed eligible nonviolent drug 
offenders to be diverted to drug treatment instead of receiving a traditional sentence. If indi-
viduals commit a violation while on parole that meets the criterion for Proposition 36, they are 
technically eligible to participate in this program. That is, in lieu of incarceration, state parol-
ees who are convicted of nonviolent drug offenses or commit drug-related parole violations are 
eligible for drug treatment under this program. Under Proposition 36, depending on the drug 
violation, a parolee may be supervised by parole or dually supervised by parole and probation 
(Gardiner, 2008). Proposition 36 allows for dismissal of charges upon successful completion 
of treatment. Parolee participation in Proposition 36 is greater than for the PSN program. In  
FY 2005–2006, 1,684 parolees participated in Proposition 36 programs in Los Angeles County 
alone. 

Finally, there is another source of substance abuse treatment that is available to parolees. 
The Substance Abuse Coordinating Agencies (SASCA) coordinate networks of community-
based treatment providers to provide services for those released from prison. In 2006, 3.9 per-
cent of those released from California prisons participated in the SASCA (see Walden House, 
undated). The CDCR contracts directly with providers throughout California. For those par-
ticipating in prison treatment programs, case managers help with the transition to community-
based treatment.19 For example, in Los Angeles County, Walden House provides up to 180 
days of treatment in the community plus 180 days follow-up. Currently, Walden House oper-
ates three residential programs in Los Angeles County for male parolees with the potential of 
serving up to 177 clients. We do not explicitly map the SASCA providers in our study coun-
ties because a number of the Proposition 36 and other alcohol- and drug-treatment providers 
participate in multiple programs, including the SASCA program. Thus, although we do not 

19	 Eligibility for SASCA includes individuals participating in and successfully completing one of California’s state prison 
substance abuse programs, state prison inmates who are eligible for drug-treatment furlough, and other parolees deemed 
eligible for SASCA services as determined by the CDCR. 
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explicitly identify these service providers in our analyses, we believe that many of them will 
already be captured in our mapping of treatment facilities in Chapter Six. 

Developing a Measure of Accessibility for Mental Health and Substance Abuse Providers

To calculate an accessibility measure for each type of provider,20 we computed the distance 
matrix from all census tracts within an area and then used it to select all population-weighted 
centroids within the threshold travel time (10 minutes drive time) of each health facility loca-
tion. The ratio of supply to demand was calculated for each facility. In the case of mental 
health and substance abuse providers, we did not have a capacity measure. Therefore, we simply 
counted the facility as a single unit of supply. Thus, the ratio is interpreted as facilities per 
potential demand and represents the number of facilities per 10,000 population in a county. 
The next step used the distance matrix to determine for each population centroid the number 
of facilities within the threshold travel time of the tract centroid. The sum of the supply-to-
demand ratios of the selected facilities was the computed using accessibility in the census tract. 
For the alternate measures for mental health and substance abuse facilities, the accessibility 
bins or categories represent the number of facilities per 10,000 population within a 10-minute 
drive time of the population-weighted centroid of a census tract. 

The resulting accessibility for a census tract should be viewed as the estimated average 
accessibility measure for all persons within the tract, and it incorporates all demands made on 
a facility from the area surrounding that facility, not just the tract centroid–based buffer area 
of each tract. Tracts whose buffer areas (within the travel-time threshold) overlap with others 
within the catchment of the facility are factored in as well. 

In the resulting maps, we summarize the results by quartiles with the lowest quartile 
(shaded light green in the maps) representing the lowest level of accessibility and the highest 
quartile (shaded dark green) representing the highest level of accessibility. The quartiles for 
the accessibility measures are based on 25-percent intervals of the population demand versus 
supply in a specific county. The quartiles are equal-sized bins, and each bin has the same census 
tracts. The quartile cutoffs are based on distribution at the county level and are internal to a 
particular county, so they are not strictly comparable across counties. However, the accessibil-
ity values (low, medium-low, medium-high, and high, as indicated by different shades of green 
in the accessibility maps in Chapter Six) are comparable across counties.

In mapping the mental health and substance abuse facilities, we show only what is avail-
able within a county’s border. However, we recognize that some concentrations of parolees near 
a county’s border may also be near facilities in neighboring counties. Therefore, our analysis 
of mental health and substance abuse safety-net facilities likely underestimate accessibility for 
some areas along the borders of our study counties. 

Discussion

We tried to obtain data to characterize each of the three safety nets—health care, mental health 
care, and substance abuse treatment—for the period of interest to this study: 2005–2006. 
However, retrospective data were not always available, and so we sometimes had to incorpo-

20	 Specifically, we wrote Microsoft Visual Basic® for Applications scripts to implement the 2FCSA method using ESRI’s 
ArcObjects™ application programming interface libraries. 
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rate later data. For the hospital and clinic data, we used OSHPD data from 2005–2006. We 
augmented this information with a list of MISP providers (clinics and hospitals) for each study 
county. These are the current lists for the MISP facilities at the point at which we requested the 
information (i.e., 2008), so there may have been some changes since 2005. However, we felt 
that it was important to include these providers in our assessment even though we could not 
get retrospective data.

For the mental health care safety net, we used data on county mental health clinics and 
MHSA providers (for the counties for which this information was available). The MHSA pro-
gram came into existence in November 2004, with counties varying in terms of how early they 
put these resources into place. So, we likely are representing the mental health safety net at the 
time of our study period as well as more recent changes. For the POCs, we believe that our 
estimates are relatively stable over time because these clinics are colocated with parole offices 
in California.

For the substance abuse treatment safety net, we used data for county alcohol and drug 
treatment services and for Proposition 36 services. Proposition 36 was passed in 2001 and so 
covers the study time period. This program also has evolved over time. We use the current data 
on Proposition 36 providers in the study counties, the picture of which likely differs somewhat 
from that in 2005–2006. Overall, however, we believe that it presents a reasonable picture of 
the distribution of providers during our study period because the funding was similar between 
these two years. Finally, the PSN program has been in existence for a number of years, with 
the funding remaining level over time. We believe that our estimates for the PSN program 
likely reflect the network in 2005–2006 as well, given the similarity in funding levels shown 
in Table 4.1.

For our geographic analyses at the subcounty level in Chapters Five and Six, we focus on 
the availability and accessibility of safety-net health care resources for the reentry population. 
These resources include safety net hospitals, PCCs, and mental health and substance abuse 
treatment providers. Because most of these facilities serve more than just the reentry popula-
tion, our accessibility analyses presented in Chapters Five and Six take into account the poten-
tial demand for such services by considering the percentage of the population living in poverty. 
Further, because capacity likely varies across these safety-net providers, we incorporate data on 
facility capacity (when available) in our measure of accessibility.
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Chapter Five

Counties’ Capacity to Meet the Health Care Needs of the  
Reentry Population

In Chapter Two, we showed that California prison inmates bear a high burden of chronic 
diseases, such as hypertension and asthma, and infectious diseases, such as hepatitis and TB. 
These conditions require regular access to health care to manage them effectively. Yet, among 
those who reported a current medical issue, a substantial share of inmates did not receive care 
while incarcerated, which suggests that there may be a number of unmet health needs that 
parolees will bring with them when they return to communities. In addition, we are dealing 
with a population that, as noted earlier, tends to be sicker on average than the general popula-
tion (NCCHC, 2002). Given these health care needs, what levels of accessibility to health care 
resources do parolees have in the four counties? 

This chapter provides an in-depth examination of the four counties’ health care safety 
nets and their ability to meet the health care needs of the reentry population. More specifi-
cally, in this chapter, we present our mapping and accessibility results and a discussion of their 
implications. Because this chapter focuses on resources to treat the physical health care needs 
of parolees, it maps such resources as general acute care hospitals and primary care clinics 
(PCCs) that serve uninsured and low-income populations. Those resources are plotted onto the  
maps previously presented in Chapter Three to show parolee concentrations and clusters in  
the four counties selected for in-depth study. We consider the substance abuse and mental 
health resources to address social and behavioral conditions in Chapter Six. 

To maximize the maps’ utility for policymakers, we include supervisorial district bound-
aries. The supervisorial districts represent the political districts within a county. For Los Ange-
les County only, we also show the eight SPAs. The SPA designation is used for health planning 
purposes, with each SPA having a health office responsible for planning public health and 
clinical services in a given area. Using both supervisorial districts and SPA boundaries provides 
additional context from a policy- and health-planning perspective to help policymakers under-
stand where the health care impact of the reentry population may be greatest.

We have organized this chapter by presenting the mapping and accessibility results for 
each of the four counties followed by an overarching summary of the findings across counties. 
Those interested in the results for a particular county can proceed directly to the section of this 
chapter that presents the findings for that county. Those interested in the overall summary of 
the findings can proceed to the discussion section at the end of this chapter.

For each of the four counties, we first examined the geographic distribution of facilities 
comprised by the health care safety net (specifically, PCCs and general acute care hospitals) 
and compared them to the distribution of parolee concentrations in each county. We also gen-
erated measures of the accessibility of these facilities to the parolee population by using facili-
ties’ capacity and a proxy for the underlying population demand for their services. (For more 
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detail on the underlying methodology used to create the accessibility measures, see Chapter 
Four.) To assess the effect of missing capacity data, we also conducted a sensitivity analysis 
to examine whether accessibility patterns in a county changed when using a simple count of 
facilities rather than capacity in calculating these measures. The accessibility measure allocates 
census tracts into quartiles, with the four quartiles representing differing levels of accessibility 
to health care facilities. We then tabulated the results in terms of how parolees are distributed 
across these quartiles of census tracts.

Also, for mapping purposes, duplicate listings (that is, cases that represented actual dupli-
cates or in which more than one type of service or program was being provided in a given 
location)1 are shown as a single geographic point on the maps. However, our accessibility 
measures take into account instances in which it appears that more than one type of service or 
program is being provided at a single location. The reason for doing this was to ensure that the 
measure of accessibility reflected as accurately as possible the availability of all relevant facili-
ties in a given county.

Next, we summarize our findings for each county.

Alameda County

For Alameda County’s health care safety net, we focused on both PCCs and general acute care 
hospitals. We included MISP clinics, which are contracted to provide care to the medically 
indigent population, as well as other types of PCCs.

In Alameda County, both the MISP clinics and the other PCCs follow the corridor of 
parolee clusters along the western urban areas of the county (Figure 5.1). But only the MISP 
clinics serve the inland areas in District 1 and are relatively near the concentration of parolees 
in this area. Around Hayward, there are two concentrations of parolees who do not appear to 
be served by any of the clinics listed, shown as shaded areas that look like butterfly wings on 
either side of Hayward. 

Figure 5.2 shows our measure of accessibility by census tract for the MISP clinics and for 
all primary care clinics in Alameda County. The areas shaded in dark green represent those 
areas with the highest level of accessibility in Alameda County; areas in light green fall into 
the lowest accessibility category. 

Comparing the accessibility map in Figure 5.2 to the concentration of parolees shown in 
Figure 5.1, we see that parolee concentrations located in the northern part of Alameda County 
are in areas with higher levels of accessibility to PCCs (shaded in darker green on the map) 
compared to parolee concentrations around San Leandro and Hayward. 

In Alameda County, 10 of the 21 MISP clinics and nine of the 21 other PCCs were miss-
ing capacity data (total FTEs); thus, they were excluded from our accessibility measure. The  
distribution of missing clinics follows the general pattern of clinics in the county. Given  
the amount of missing data, we conducted a sensitivity analysis to see whether the overall 
pattern of accessibility categories would change if we calculated accessibility simply using the 
counts of facilities (rather than their FTEs). For the MISP clinics, we found few differences in 
the pattern of the accessibility categories, with the exception of the eastern half of District 1, 

1	 For example, a mental health provider has an outpatient counseling program and a residential treatment program in the 
same location, or two different mental health providers occupy the same physical location.



Counties’ Capacity to Meet the Health Care Needs of the Reentry Population    77

Figure 5.1
Map of Primary Care Clinics, by Supervisorial District, Alameda County

where the accessibility category was shaded darkest green (compared to the next shade lighter) 
when using simple counts of MISP clinics. For the map of all clinics combined, the areas iden-
tified as having the lowest levels of accessibility remained the same. However, we did find that 
the areas around Fremont and Union City had somewhat higher accessibility, as did the area 
around Livermore. For the alternate accessibility measure, see Appendix E.

Table 5.1 compares accessibility of parolees in Alameda County to MISP and all PCCs by 
race/ethnicity. The quartiles of accessibility categories shown in each panel are defined based 
on the distribution of census tracts. The table then shows the share of parolees (overall and 
by race/ethnicity) who fall into each of these census tract quartiles. The way to interpret the 
quartiles is as follows: For the MISP clinics, Alameda’s census tracts in the mid-low quartile 
have, at most, 0.4 FTEs within a 10-minute drive per 1,000 individuals under the FPL.2 In the 
highest quartile for the MISP clinics, these census tracts have at least 1.5 times as many FTEs  
(0.6). For all clinics, Alameda’s census tracts in the lowest quartile have at most 0.22  
FTEs within a 10-minute drive time per 1,000 individuals under the FPL. In the highest 
quartile, census tracts have at least six times as many FTEs (1.4). 

2	 Based on the population-weighted centroid of each census tract.
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Figure 5.2
Map of Primary Care Clinic Accessibility Measure, Alameda County

Table 5.1
Distribution of Parolees Across Clinic Accessibility, by Quartile and Race/Ethnicity,  
Alameda County (percent)

Level of Accessibility (quartile)
Total  

(n = 4,689)
African-American  

(n = 2,904)
Latino  

(n = 776)
White  

(n = 775)

All clinics

Lowest (0.0–0.22) 20.0 13.1 26.9 37.0

Mid-low (0.23–0.85) 14.7 11.1 21.0 22.1

Mid-high (0.86–1.39) 26.7 31.0 22.7 15.4

Highest (1.40–2.00) 38.6 44.8 29.4 25.5

MISP clinics

Lowest (0.0) 21.8 12.6 33.5 41.5

Mid-low (0.1–0.4) 24.4 29.8 17.3 15.5

Mid-high (0.50) 15.8 13.9 20.7 17.0

Highest (0.60–2.00) 37.9 43.7 28.5 25.9

Note: The “other” race/ethnicity group (n = 234) is not shown. For the lowest quartile, 0.0 indicates that 25 
percent of census tracts in Alameda County do not have any FTEs within a 10-minute drive time.
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Overall, about half of parolees reside in areas with higher levels of accessibility to MISP 
clinics (as measured by the percentage of parolees who fall into the two highest accessibility 
categories in Table 5.1). If we include all PCCs, a greater share (about two-thirds) of parolees 
reside in areas with the two highest levels of accessibility, suggesting that, in general, acces-
sibility to PCCs is higher for a significant proportion of parolees. But we see important differ-
ences in accessibility by race/ethnicity. Fifty-eight percent of African-Americans reside in areas 
with the two highest levels of MISP clinic accessibility, and when we add in the other PCCs, 
this proportion increases to 76 percent. In comparison, only 52 percent of Latino parolees 
reside in these areas. Similarly, for white parolees, only 41 percent reside in areas with the two 
highest levels of MISP clinic accessibility, and this percentage stays the same even when we 
add in the other PCCs. At least in terms of accessibility to MISP clinics and PCCs, African- 
American parolees in Alameda County appear to fare better than Latino or white parolees. 
Also, other PCCs appear to be important in filling in geographic gaps in coverage for the 
parolee population. 

The second type of facility that we considered were nonprofit and government/public gen-
eral acute care hospitals. In Alameda County, there are two MISP hospitals (Alameda County 
Medical Center–Highland General Hospital in Oakland and Alameda County Medical  
Center–Fairmont Hospital in San Leandro) and two public hospitals (Washington Hospital in 
Fremont, and Alameda Hospital in Alameda). Three of these four MISP and public hospitals 
have emergency departments. The distribution of hospitals follows a pattern that is similar to 
what we saw for the clinics—that is, they are distributed along the corridor of the concentra-
tions of parolees along the western urban areas (Figure 5.3). The northern part of Alameda 
County appears to have a greater number of these hospitals, and as for the map of clinics, there 
are two areas around Hayward with concentrations of parolees in the shape of butterfly wings 
that appear to be poorly served.

The other nonprofit general acute care hospitals3 similarly follow this corridor but, impor-
tantly, also help fill geographic gaps in coverage vis-à-vis the concentration of parolees, particu-
larly in Districts 1 and 2 and in the northernmost part of the county in District 5. 

Figure 5.4 shows our measure of accessibility by census tract for nonprofit and govern-
ment/public general acute care hospitals in Alameda County. In this county, five of the 15 
hospitals were missing capacity data (as measured by total FTEs) and so are not included in 
the accessibility measure. The hospitals with missing data included three hospitals (including 
one MISP hospital) near San Leandro, one hospital near Berkeley (District 5), and one hospital 
near Fremont and one near Dublin, both in District 1. Therefore, the accessibility measure for 
these areas is less reliable. Comparing the accessibility map to the concentration of parolees 
shown in Figure 5.4, we see that the area with the highest concentration of parolees in Dis-
trict 3 falls into the lowest accessibility category (shaded in light green on the map). The areas 
around the cities of Alameda and Oakland fall into the two lowest accessibility categories after 
taking into account the underlying demand for hospital services in these areas. 

We examined the sensitivity of our results to the missing data by recalculating our acces-
sibility measures using the counts of facilities rather than FTEs. For hospitals, we found a 
similar pattern in the accessibility categories described earlier, with a few exceptions. The area 

3	 Eight of the eleven other hospitals also have emergency departments.
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Figure 5.3
Map of General Acute Care Hospitals, by Supervisorial District, Alameda County

around Dublin increased in accessibility from the lowest category to the highest category. The 
area west of Berkeley in District 5 increased a level to the highest accessibility category, and 
the area southeast of Berkeley decreased by one level. For the alternate accessibility measure, 
see Appendix E.

Table 5.2 summarizes the accessibility of parolees to hospitals in Alameda County. For 
hospitals, Alameda’s census tracts in the lowest quartile have, at most, 40.8 FTEs within a 
10-minute drive per 1,000 individuals under the FPL.4 In the highest quartile, census tracts 
have at least 2.4 times as many FTEs (97.7).

Overall, about two-thirds of parolees reside in areas with the two lowest levels of acces-
sibility (Table 5.2), but the distributions of parolees vary substantially across racial/ethnic 
groups. Nearly three-quarters (72.5 percent) of African-American parolees reside in areas with 
the two lowest levels of accessibility to hospitals, compared to nearly half of Latino (47 percent) 
and white (48 percent) parolees. 

In summary, African-American parolees in Alameda County tend to live in areas with 
higher levels of accessibility to safety-net clinics than do Latino and white parolees; however, 
the opposite is true with respect to safety-net hospitals.

4	 Based on the population-weighted centroid of each census tract.
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Figure 5.4
Map of General Acute Care Hospital Accessibility Measure, Alameda County

Table 5.2
Distribution of Parolees Across Hospital Accessibility, by Quartile and Race/Ethnicity,  
Alameda County (percent)

Level of Accessibility (quartile)
Total  

(n = 4,689)
African-American  

(n = 2,904)
Latino  

(n = 776)
White  

(n = 775)

Lowest (0.0–40.8) 28.2 33.3 20.6 19.6

Mid-low (40.9–90.0) 35.2 39.2 26.8 28.4

Mid-high (90.1–97.6) 23.5 20.2 30.8 26.6

Highest (97.7–243.1) 13.1 7.3 21.8 25.4

Note: The “other” race/ethnicity group (n = 234) is not shown. 

Kern County

In Kern County, the clustering of parolees in the two supervisorial districts in the center of the 
county (Districts 3 and 5 around the city of Bakersfield) correlates with the densest availability 
of PCC resources (Figure 5.5). District 1 in the northeast part of the county also has a con-
centration of parolees that correlates well with the availability of PCCs in this area. However, 



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

Figure 5.5
Map of Clinics, by Supervisorial District, Kern County

given District 1’s large geographic size, driving distance may influence actual accessibility in 
these less densely populated areas (see Figure 5.6). 

The southern part of Kern County (near Rosamond) and the county’s border with Los 
Angeles County (near Lancaster) also have a high concentration of parolees; however, there 
appear to be no clinic resources in this part of the county (Figure 5.5). As we discuss later in 
this chapter, we know that there are two MISP clinics near Lancaster. The concentration of 
parolees near Rosamond is also near Kern County’s southern border; however, we do not show 
facilities in neighboring counties. We acknowledge that our maps will likely underestimate the 
accessibility to clinics for some areas along the county’s borders as a result. This example illus-
trates how taking into account resources in surrounding counties (in this case, the Lancaster 
area of Los Angeles County) would provide a more complete picture of degree of accessibility 
for parolees in Kern County. However, in calculating the accessibility of hospitals, discussed 
later, we were able to take into account facilities in neighboring counties.

Figure 5.6 shows our measure of accessibility for clinics in Kern County and takes into 
account driving distance. In rural counties with a lower population density, driving time is 
expected to be a more important factor in determining the level of accessibility. Fourteen of 
the 15 MISP clinics and two of the 19 other PCCs were missing capacity data; thus, we were 
unable to include them in our measure of accessibility. Because most of the MISP clinics in 
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Figure 5.6
Map of Primary Care Clinic Accessibility Measure, Kern County

Kern County were missing capacity data, we were unable to calculate an accessibility measure 
separately for them. Thus, the accessibility measure for this county primarily represents acces-
sibility to other PCCs (excluding all but one MISP clinic). Concentrations of parolees around 
the cities of Bakersfield and Arvin in the center of the county fall into the two highest catego-
ries of accessibility. The concentrations of parolees located in District 1 also fall into the two 
highest accessibility categories. Not surprisingly, concentrations of parolees in District 2 fall 
into the lowest accessibility category (shaded light green on the map), although as noted earlier, 
this area’s accessibility is likely underestimated because it does not take into account the clinic 
resources in neighboring Los Angeles County (Lancaster).

Missing data for MISP clinics was a concern; however, most of the primary care clinics 
had FTE data. Therefore, the accessibility map focuses on the other PCCs in the county. We 
conducted a sensitivity analysis using a simple count of clinics (with no capacity measure) to 
measure accessibility and found very minor differences in the accessibility pattern throughout 
the county. Accessibility increased by a level around the areas of Oildale and Ridgecrest when 
we used the simple count of clinics. Other than these differences, the overall pattern remained 
the same. For the alternate accessibility measure, see Appendix E.

Table 5.3 summarizes the accessibility of parolees to clinics in Kern County. For hospi-
tals, census tracts in the mid-low quartile have, at most, 0.40 FTEs within a 10-minute drive 



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

Table 5.3
Distribution of Parolees Across Clinic Accessibility, by Quartile and Race/Ethnicity,  
Kern County (percent)

Level of Accessibility (quartile)
Total  

(n = 5,936)
African-American  

(n = 1,105)
Latino  

(n = 2,247)
White  

(n = 2,478)

Lowest (0.00) 17.6 11.9 15.9 21.7

Mid-low (0.01–0.40) 12.0 11.7 8.6 15.1

Mid-high (0.41–0.76) 37.4 32.7 40.9 36.3

Highest (0.77–3.37) 33.0 43.7 34.5 26.9

Note: The “other” race/ethnicity group (n = 106) is not shown. For the lowest quartile, 0.0 indicates that 25 
percent of census tracts in Kern County do not have any FTEs within a 10-minute drive time.

per 1,000 individuals under the FPL.5 In the highest quartile, census tracts have almost twice 
as many FTEs (0.77).

Overall, 70 percent of parolees reside in areas with the two highest levels of accessibility 
to clinics (Table 5.3). The only difference in accessibility by race/ethnicity is that fewer white 
parolees (63 percent) reside in areas with the two highest categories of accessibility, compared 
to approximately 75 percent of African-American and Latino parolees.

In terms of nonprofit and government/public general acute care hospitals, we see a similar 
pattern as for clinics. There is only one MISP hospital in Kern County (Kern County Medi-
cal Center in Bakersfield) and two other public hospitals (Tehachapi Hospital and Kern Valley 
Healthcare District, located in Districts 1 and 2) (Figure 5.7). All three hospitals have emer-
gency departments. Interestingly, the MISP and public hospitals appear to be fairly well dis-
persed. When we include the seven other nonprofit general acute care hospitals in the county,6 
we see that they are (not surprisingly) concentrated almost exclusively in the center of the 
county, where the population density is greatest. 

Although the concentration of parolees in the lower part of District 2 around the town of 
Rosamond is some distance from a county hospital, the parolees still are relatively near a facil-
ity (Figure 5.7). Moreover, this concentration of parolees is near the border between Kern and 
Los Angeles counties and is, thus, closer to hospitals in the towns of Lancaster and Palmdale 
in Los Angeles County than to the hospital in Tehachapi in Kern County. 

Figure 5.8 shows our measure of accessibility for nonprofit and government/public gen-
eral acute care hospitals in Kern County by census tract. In this county, two hospitals near 
Bakersfield (out of 10 hospitals total) were missing capacity data (as measured by total FTEs) 
and so are not included in our accessibility measure. 

Comparing the accessibility map in Figure 5.8 to the concentration of parolees shown 
in Figure 5.7, we see that the concentrations of parolees around the city of Bakersfield in the 
center of the map, in the northeast part of District 1 around the city of Ridgecrest, and around 
Tehachapi (District 2) reside in areas with the highest level of accessibility to hospitals (shaded 
in dark green on the map). The concentration of parolees around the towns of Delano, Wasco, 
and Shafter (western edge of District 1) have somewhat lower levels of accessibility. Finally, 
the concentration of parolees in District 2 falls into the lowest accessibility category (with the 

5	 Based on the population-weighted centroid of each census tract.
6	 Six of the seven nonprofit hospitals in this category also have emergency departments.
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Figure 5.7
Map of General Acute Care Hospitals, by Supervisorial District, Kern County

exception of the area immediately around the city of Tehachapi, which is the next level up in 
terms of accessibility). Kern County is a rural county, so it is not surprising to see that hospital 
accessibility is highest near its major city and towns.

A sensitivity analysis using a simple count of hospitals to measure accessibility showed 
very little difference in the overall pattern of accessibility described here, except for the area 
around Bakersfield. Using simple counts of hospitals resulted in the census tracts to the north 
of Bakersfield and the area immediately east of the city to decrease by one accessibility level 
because we included the two hospitals missing capacity data in the accessibility measure. For 
the alternate accessibility measure, see Appendix E.

Table 5.4 summarizes the accessibility of parolees to hospitals in Kern County. For hospi-
tals, census tracts in the mid-low quartile have, at most, 39.2 FTEs within a 10-minute drive 
per 1,000 individuals under the FPL.7 In the highest quartile, census tracts have at least twice 
as many FTEs (89.8).

In 2006, this agricultural county had a large Latino population (45 percent), and African-
Americans accounted for only 6.3 percent of the population (U.S. Census Bureau, 2009b). 
Table 5.4 compares accessibility of parolees in Kern County by ethnicity. Overall, 37 per-
cent of parolees fall in to the two lowest accessibility categories (light green and the next 

7	 Based on the population-weighted centroid of each census tract.
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shade lighter). There are some differences between Latino and white parolees versus African- 
American parolees in terms of accessibility to hospitals. Nearly 40 percent of Latino parolees 
and 37 percent of white parolees fall into the two lowest accessibility categories, compared to 
only 31 percent of African-American parolees. 

In summary, it does not appear that there is a trade-off between access to clinics and hos-
pitals. African-American parolees in Kern County appear to have better access to both clinics 
and hospitals relative to their white counterparts.

Figure 5.8
Map of General Acute Care Hospital Accessibility Measure, Kern County

Table 5.4
Distribution of Parolees Across Hospital Accessibility, by Quartile and Race/Ethnicity,  
Kern County (percent)

Level of Accessibility (quartile)
Total  

(n = 5,936)
African-American  

(n = 1,105)
Latino  

(n = 2,247)
White  

(n = 2,478)

Lowest (0.00) 24.1 18.5 24.1 26.4

Mid-low (0.01–39.2) 13.0 12.3 15.7 10.7

Mid-high (39.3–89.7) 24.9 21.0 25.7 26.3

Highest (89.8–103.3) 38.0 48.2 34.5 36.6

Note: The “other” race/ethnicity group (n = 106) is not shown. For the lowest quartile, 0.0 indicates that 25 
percent of census tracts in Kern County do not have any FTEs within a 10-minute drive time.
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Los Angeles County

For the health care safety net in Los Angeles County, we again focused on both PCCs and 
general acute care hospitals. But in this case, we included MISP clinics, which are contracted 
to provide care to the medically indigent population; county primary care and comprehensive 
health services/multiservice ambulatory care clinics; and PPP community clinics that are con-
tracted by the county to provide services to the medically indigent population—we refer to 
these clinics as MISP (PPPs). We included the MISP (PPP) clinics in our analysis because we 
hypothesized that they may help fill a number of potential geographic gaps in the safety net. 
Another difference is that we show the clinic locations with the geographical boundaries of 
both supervisorial districts (Figure 5.9) and SPAs (Figure 5.10).

In terms of PCCs, the northern half of Los Angeles County is less densely covered com-
pared to the southern half of the county (Figures 5.9 and 5.10). In general, MISP facilities 
appear to be colocated near the highest concentration of parolees; however, these clinics are 
relatively few in number. This pattern could simply reflect the fact that these areas have the 
highest population density in the county. PCCs and MISP (PPP) clinics play an important role 
in filling in geographical gaps in services not covered by the MISP clinics. Yet, some gaps in 
coverage remain, particularly in District 2 and SPA 6. 

Figure 5.11 shows our measure of accessibility for MISP (PPP) clinics and other PCCs in 
Los Angeles County. A significant number of MISP clinics were missing capacity information, 
so we were unable to include them in our accessibility measure.8 However, 59 of the 80 MISP 
(PPP) clinics and 51 out of 71 other PCCs had capacity data, so we calculated the accessibility 
measure for this larger group of clinics. 

Comparing the accessibility map for MISP (PPP) clinics (Figure 5.11) to the map show-
ing the concentrations of parolees in Los Angeles County (Figure 5.10), we see that accessibil-
ity of PCCs is highest in the areas around Venice and Marina Del Rey (SPA 5), the downtown 
Los Angeles and Glendale areas (SPA 4), San Fernando Valley (SPA 2), and near El Monte and  
Pomona (SPA 3). However, the largest concentrations of parolees in the areas of Compton  
and South Central Los Angeles (SPA 6), Long Beach and Carson (SPA 8), and SPA 7 reside 
in areas with somewhat lower levels of accessibility to PCCs (i.e., as shown by the two lighter 
shades of green in Figure 5.11). This is also the case for the concentrations of parolees in the 
Lancaster/Palmdale area (SPA 1). 

We examined the sensitivity of our results to the missing data for PCCs by recalculat-
ing our accessibility measures using the counts of facilities rather than FTEs. We found two 
significant differences in the accessibility pattern for Los Angeles County. The area around 
Lancaster/Palmdale (SPA 1) dropped to the lowest level of accessibility, and accessibility in the 
area around Gardena and Compton (SPA 6) dropped by a level when we did not take clinics’ 
capacity into account. However, for the remainder of the county, the pattern of accessibility 
remained the same. For the alternate accessibility measure, see Appendix E.

Table 5.5 summarizes the accessibility of parolees to MISP clinics contracted to serve the 
medically indigent and then to all clinics in Los Angeles County. For the MISP clinics, census 
tracts in the lowest quartile have, at most, 0.03 FTEs within a 10-minute drive per 1,000 indi-
viduals under the FPL.9  

8	 Of the 21 MISP clinics, we had capacity data for only one.
9	 Based on the population-weighted centroid of each census tract.
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Figure 5.9
Map of Primary Care Clinics, by Supervisorial District, Los Angeles County
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Figure 5.10
Map of Primary Care Clinics, by Service Planning Area, Los Angeles County
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Figure 5.11
Map of Primary Care Clinic Accessibility Measure, Los Angeles County

In the highest quartile, census tracts have at least nine times as many FTEs (0.27). We see 
a similar result when we look at all PCCs. For all clinics, census tracts in the lowest quartile 
have, at most, 0.04 FTEs within a 10-minute drive per 1,000 individuals under the FPL.10 In 
the highest quartile, census tracts have at least nine times as many FTEs (0.37).

Table 5.5 compares the accessibility of the MISP clinics and to all PCCs in Los Angeles 
County by race/ethnicity. Overall, about half of parolees reside in areas with the two highest 
levels of accessibility to MISP clinics. If we include the other PCCs in the county, the share 
of parolees in the two most accessible quartiles remains roughly the same. In general, African-
American and Latino parolees tend to reside in areas with somewhat higher levels of accessibil-
ity to clinics than do white parolees in Los Angeles County. About half of African-American 
and Latino parolees reside in areas with the two highest levels of accessibility to MISP clin-
ics, compared to 45 percent of white parolees. When we add in the other PCCs, the pattern 
remains roughly the same. 

10	 Based on the population-weighted centroid of each census tract.
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Table 5.5
Distribution of Parolees Across Clinic Accessibility Categories, by Quartile and Race/Ethnicity,  
Los Angeles County (percent)

Level of Accessibility (quartile)
Total  

(n = 35,710)
African-American  

(n = 12,885)
Latino  

(n = 14,921)
White  

(n = 6,671)

All clinics

Lowest (0.00–0.04) 22.7 19.6 20.8 32.3

Mid-low (0.05–0.21) 25.4 24.7 25.9 25.1

Mid-high (0.22–0.36) 23.8 20.8 27.3 22.1

Highest (0.37–16.88) 28.1 34.9 26.0 20.5

MISP clinics

Lowest (0.00–0.03) 20.3 14.5 20.3 31.1

Mid-low (0.04–0.17) 30.4 35.7 28.5 24.4

Mid-high (0.18–0.26) 27.8 33.5 26.7 20.5

Highest (0.27–0.91) 21.5 16.3 24.5 24.0

Note: The “other” race/ethnicity group (n = 1,233) is not shown. 

We examined the sensitivity of our results to the missing capacity data by recalculating 
our accessibility measures using the counts of clinics rather than FTEs. We found three areas 
where the pattern of accessibility differed significantly when we used simple counts of clinics 
in our measure. Using simple counts of clinics, accessibility around Lancaster and Palmdale 
(District 5) increased to the highest level, since we were now taking into account those clin-
ics that were missing capacity data. Accessibility in areas around Hawthorne, Gardena, and 
Compton (District 2, SPA 8) also increased to the highest level. Finally, accessibility in the area 
around Long Beach increased to the highest level. For the remainder of the county, the pattern 
of accessibility remained the same. In this instance, missing capacity data had an important 
effect on the pattern of clinic accessibility for key parts of the county and especially for areas 
with high concentrations of parolees. For the alternate accessibility measure, see Appendix E.

In terms of nonprofit and government/public general acute care hospitals, there are very 
few MISP or county hospitals in Los Angeles County. And with the closure of Martin Luther 
King/Charles R. Drew Medical Center’s inpatient capacity, SPA 6 (District 2, not shown) no 
longer has an MISP/county hospital. (Only the SPA boundaries are shown in Figure 5.12.) 
Still, we include King-Drew here because of its presence in 2005. However, the facility’s sub-
sequent closure means that availability in SPA 6 has deteriorated substantially, so we iden-
tify King-Drew’s location separately in the maps. The other three MISP/county hospitals are 
Harbor/University of California, Los Angeles (UCLA) Medical Center in Torrance, Los Ange-
les County/University of Southern California (USC) Medical Center in Los Angeles, and 
Olive View/UCLA Medical Center in Sylmar.11 All six government/public hospitals had emer-
gency departments during the period covered by our analysis. Looking at the distribution of 
nonprofit and government/public general acute care hospitals, we see that hospital resources, 

11	 The other MISP hospital in Los Angeles County is Rancho Los Amigos National Rehabilitation Center in Downey. For 
this study, we did not include rehabilitation hospitals. 
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Figure 5.12
Map of General Acute Care Hospitals, by Service Planning Area, Los Angeles County
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in general, are not as common in the less urbanized areas of Los Angeles County (e.g., SPA 1 
[District 5, not shown]) (Figure 5.12). 

There is some overlap between these underserved areas and our parolee concentrations. 
King-Drew is an example of an area where services existed but have since become less available. 
SPA 1 (District 5, not shown) also presents some concerns. Figure 5.12 also illustrates how 
other nonprofit hospitals (43 total) play a role in filling in geographic gaps in coverage, with 40 
of these other hospitals also having emergency departments.

Figure 5.13 shows our measure of accessibility for nonprofit and government/public gen-
eral acute care hospitals in Los Angeles County by census tract and by SPA. In Los Angeles, 
three hospitals near Carson (SPA 8 [District 2, not shown]), Glendale (SPA 4 [District 1, not 
shown]), and Covina (SPA 3 [District 1, not shown]) were missing capacity data (as measured 
by total FTEs) and so are not included in our accessibility measure. None of these is an MISP 
hospital. The hospital accessibility measures also show cause for concern in that there are areas 
with significant concentrations of parolees with relatively poor availability. Comparing the 
accessibility map in Figure 5.13 to the concentration of parolees shown in Figure 5.12, we see 
that the concentrations of parolees in SPA 6 and parts of SPA 7 fall into the lowest levels of

Figure 5.13
Map of General Acute Care Hospital Accessibility Measure, Los Angeles County
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accessibility (shown in light green on the map). Thus, taking into account capacity and under-
lying demand for hospital resources, the hospital accessibility of parolees in these areas looks 
even worse than when we simply look at the geographic distribution of hospitals. 

We examined the sensitivity of our results to the missing data for hospitals by recalculat-
ing our accessibility measures using the counts of facilities rather than FTEs. The pattern of 
the accessibility changed in those areas where hospitals were missing capacity data. Specifi-
cally, the level of accessibility increased to the highest level around Carson (District 2, SPA 8) 
and around Covina (District 1, SPA 3) when we included the area hospitals that were missing 
capacity data. In addition, accessibility in the area around the city of Los Angeles and some of 
the census tracts north of Long Beach increased to the highest level. Similar to our findings for 
clinics, our sensitivity analysis for Los Angeles County shows that our measure of accessibility  
is sensitive to the degree of missing capacity data for hospitals. For the alternate access- 
ibility measure, see Appendix E.

Table 5.6 summarizes the accessibility of parolees to hospitals in Los Angeles County. 
Census tracts in the lowest quartile have, at most, 15.9 FTEs within a 10-minute drive per 
1,000 individuals under the FPL.12 In the highest quartile, census tracts have at least four times 
as many FTEs (67.8). 

Overall, half of parolees reside in areas with the two lowest levels of accessibility (Table 
5.6). We see important differences between African-American parolees versus Latino and white 
parolees in terms of their accessibility to hospitals. Nearly 60 percent of African-American 
parolees reside in areas with the two lowest levels of accessibility, compared to 51 percent of 
Latino parolees and 47 percent of white parolees. 

In summary, the results for Los Angeles County show that African-American and Latino 
parolees tend to reside in areas with somewhat higher levels of accessibility to safety-net clinics 
than do white parolees. However, there is a different story with respect to safety-net hospitals. 
A larger share of African-American parolees have relatively lower levels of access to safety-net 
hospitals compared to Latino and white parolees.

Table 5.6
Distribution of Parolees Across Hospital Accessibility Categories, by Quartile and Race/Ethnicity, Los 
Angeles County (percent)

Level of Accessibility (quartile)
Total  

(n = 35,710)
African-American 

(n = 12,885)
Latino  

(n = 14,921)
White  

(n = 6,671)

Lowest (0.0–15.9) 24.2 28.8 21.0 23.6

Mid-low (16.0–38.6) 28.8 30.7 29.9 23.4

Mid-high (38.7–67.7) 29.6 25.0 32.6 30.4

Highest (67.8–236.7) 17.4 15.5 16.4 22.7

Note: The “other” race/ethnicity group (n = 1,233) is not shown. 

12	 Based on the population-weighted centroid of each census tract.
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San Diego County

Unlike the other counties considered in this report, San Diego County does not operate public 
hospitals or public clinics. Therefore, private, nonprofit community clinics and health centers 
make up the safety net for primary care services for San Diego’s low-income and uninsured 
(Council of Community Clinics, undated).

In San Diego County, the MISP clinics are concentrated in the urban center of the 
county, which has some of the highest concentrations of parolees, and also in the northern part 
of the county near Oceanside and Escondido (Figure 5.14). The concentration of parolees in 
District 2 near the Mexican border is served by several MISP clinics.

Adding in the other PCCs in San Diego County, it appears that the mapping of clinics to 
concentrations of parolees is quite good for both the MISP clinics and other PCCs. Unlike in 
the other counties, there do not appear to be large geographic gaps in coverage vis-à-vis areas 
with concentrations of parolees.

Figure 5.15 shows our measures of accessibility for both MISP and other PCCs in San 
Diego County. Four of the 24 MISP clinics and four of the 31 other PCCs were missing capac-
ity data; thus, they could not be included in our primary measure of accessibility. Comparing 

Figure 5.14
Map of Primary Care Clinics, by Supervisorial District, San Diego County
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Figure 5.15
Map of Primary Care Clinic Accessibility Measure, San Diego County

the accessibility map (Figure 5.15) to the concentrations of parolees in San Diego County (see 
Figure 5.14), we see that the level of accessibility to clinics is relatively high in the areas around 
Oceanside, Vista, and Escondido (District 5) and San Diego, National City, Imperial Beach, 
and Alpine (Districts 1, 2, and 4). Also, the area north of Lakeside and the eastern half of Dis-
trict 2 have high levels of accessibility. Parolee concentrations around Lakeside, El Cajon, and 
Chula have somewhat lower levels of accessibility (as evidenced by lighter shades of green), as 
do parolees residing in District 3.

We examined the sensitivity of our results to the missing capacity data for clinics by 
recalculating our accessibility measures using the counts of facilities rather than FTEs. In this 
instance, our sensitivity analysis showed that our measure of accessibility is sensitive to the 
degree of missing capacity data for these types of facilities. We see an increase in the level of 
accessibility around Oceanside (District 5); many of the areas in District 3; the areas around 
El Cajon, La Mesa, and downtown San Diego; and Imperial Beach. However, accessibility 
decreased by one level for the area around Alpine. For the alternate accessibility measure, see 
Appendix E.

Table 5.7 summarizes the accessibility of parolees to MISP clinics, contracted to serve the 
medically indigent, and then to all clinics in San Diego County. For the MISP clinics, census 
tracts in the mid-low quartile have, at most, 0.33 FTEs within a 10-minute drive per 1,000 
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individuals under the FPL.13 In the highest quartile, census tracts have at least 2.5 times as 
many FTEs (0.88). We see a similar result when we look at all PCCs. For all clinics, census 
tracts in the mid-low quartile have, at most, 0.71 FTEs within a 10-minute drive per 1,000 
individuals under the FPL.14 In the highest quartile, census tracts have nearly twice as many 
FTEs (1.38).

Table 5.7 compares the accessibility of parolees in San Diego County to MISP and all 
other PCCs by race/ethnicity. Overall, about 63 percent of parolees reside in areas with reason-
able access to MISP clinics as measured by the percentage of parolees residing in areas with 
the two highest levels of accessibility. If we include the other PCCs in the county, the share 
of parolees residing in these areas increases another 10 percentage points (to 73 percent), sug-
gesting that the community PCCs play an important role in filling geographic gaps in access 
to primary care.

Accessibility, however, varies across race/ethnicity. About 75 percent of African-American 
and 64 percent of Latino parolees reside in areas with the two highest levels of accessibility to 
the MISP clinics, as compared to 53 percent of white parolees. The percentage of Latino parol-
ees in these two categories increases from 64 percent to 80 percent when the other PCCs are 
included, suggesting that these clinics play an important role in increasing accessibility for this 
group of parolees. We also see a 5-percentage-point increase for African-American parolees. 
In addition, inclusion of the other PCCs increases by 10 percentage points the share of white 
parolees who fall into the two highest accessibility categories. 

Table 5.7
Distribution of Parolees Across Clinic Accessibility Categories, by Quartile and Race/Ethnicity,  
San Diego County (percent)

Level of Accessibility (quartile)
Total  

(n = 9,782)
African-American  

(n = 2,650)
Latino  

(n = 2,867)
White  

(n = 3,671)

MISP clinics

Lowest (0.00) 15.8 8.8 13.6 22.7

Mid-low (0.01–0.33) 21.7 16.6 22.0 24.8

Mid-high (0.34–0.87) 19.8 18.9 23.6 17.1

Highest (0.88–7.11) 42.7 55.6 40.8 35.4

All clinics

Lowest (0.00–0.26) 9.0 5.9 5.5 13.1

Mid-low (0.27–0.71) 17.6 14.6 14.1 22.5

Mid-high (0.72–1.37) 29.2 32.6 31.4 24.5

Highest (1.38–7.11) 44.2 46.9 48.9 39.9

Note: The “other” race/ethnicity group (n = 594) is not shown. For the lowest quartile for the MISP clinics, 0.0 
indicates that 25 percent of census tracts in San Diego County do not have any FTEs within a 10-minute drive 
time.

13	 Based on the population-weighted centroid of each census tract.
14	 Based on the population-weighted centroid of each census tract.
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Figure 5.16 shows the distribution of general acute care hospitals in San Diego County. 
The University of California (UC) San Diego Medical Center provides the largest share of 
publicly funded services in the county. Unlike the other three counties, San Diego County 
has a number of MISP hospitals—12 total, including UC San Diego Medical Center—and so 
appears to have better coverage than the other counties.15 All these hospitals have emergency 
departments. The MISP hospitals are concentrated in the more densely populated areas of the 
county, with reasonable coverage in the southern and northern half of the county vis-à-vis 
concentrations of parolees. District 2 only has general acute care hospitals on the western edge 
of its boundary. When we add in the remainder of the other nonprofit general acute care hos-
pitals16 (n = 5) in the county (i.e., non-MISP) the pattern remains the same. 

Figure 5.17 shows our measure of accessibility for general acute care hospitals in San 
Diego County by census tract. Two of the 11 MISP hospitals and two other general acute care 
hospitals were missing capacity data and so were not included in our measure of accessibility. 
Comparing the accessibility map to the concentration of parolees shown in Figure 5.16, we see 
that parolees concentrated in the downtown area, parts of Southeast San Diego, and near Mis-
sion Bay have relatively higher levels of accessibility. Concentrations of parolees in the Chula 
Vista, Lemon Grove, Spring Valley, Vista, and Escondido areas fall into the middle categories 
of accessibility. The concentration of parolees in District 2 falls into the lowest accessibility 
category. 

We examined the sensitivity of our results to the missing data for hospitals by recalcu-
lating our accessibility measures using the counts of facilities rather than FTEs. Accessibility 
increased by one level for the areas around Oceanside and Vista in the north and around Chula 
Vista in the southern part of the county when we included in our measure those hospitals that 
were missing capacity data. In addition, fewer census tracts around the city of San Diego had 
the highest level of accessibility. Also, accessibility increased by one level for the areas around 
La Mesa and Lemon Grove. Our sensitivity analysis for hospitals shows that our measure of 
accessibility is somewhat sensitive to the degree of missing capacity data for hospitals, but not 
as sensitive as we saw for clinics. For the alternate accessibility measure, see Appendix E.

Table 5.8 summarizes the accessibility of parolees to hospitals in San Diego County. 
Census tracts in the mid-low quartile have, at most, 69.7 FTEs within a 10-minute drive per 
1,000 individuals under the FPL.17 In the highest quartile, census tracts have nearly twice as 
many FTEs (133.6). 

Overall, more than half of parolees reside in areas with the two lowest levels of accessibil-
ity (Table 5.8). Latino parolees have somewhat lower accessibility to general acute care hospi-
tals than do African-American and white parolees. Fifty-nine percent of Latino parolees reside 
in areas with the two lowest levels of accessibility, compared to 51 percent of African-American 
parolees and 53 percent of white parolees.

15	 The MISP hospitals in San Diego County are UC San Diego Medical Center, Alvarado Hospital Medical Center, Fall-
brook Hospital District, Grossmont Hospital, Palomar Medical Center, Paradise Valley Hospital, Pomerado Hospital, 
Scripps Memorial Hospitals (La Jolla and Encinitas), Scripps Mercy Hospitals (San Diego and Chula Vista), Sharp Coro-
nado Hospital, Sharp Memorial Hospital, and Loma Linda University Community Medical Center. Because Loma Linda 
University Community Medical Center is located outside of San Diego County, it is not shown in Figure 5.16.
16	 Three of the five other nonprofit hospitals in the county have emergency departments.
17	 Based on the population-weighted centroid of each census tract.
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Figure 5.16
Map of General Acute Care Hospitals, by Supervisorial District, San Diego County
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Figure 5.17
Map of General Acute Care Hospitals Accessibility Measure, San Diego County

Table 5.8
Distribution of Parolees Across Hospital Accessibility Categories, by Quartile and Race/Ethnicity, San 
Diego County (percent)

Level of Accessibility (quartile)
Total  

(n = 9,782)
African-American 

(n = 2,650)
Latino  

(n = 2,867)
White  

(n = 3,671)

Lowest (0.00) 19.6 10.7 21.0 24.5

Mid-low (0.1–69.7) 34.8 40.0 37.9 28.5

Mid-high (69.8–133.5) 21.7 20.0 24.2 20.9

Highest 133.6–465.3) 23.9 29.3 16.9 26.1

Note: The “other” race/ethnicity group (n = 594) is not shown. 

In summary, the results for San Diego County show that MISP clinics play an important 
role in increasing accessibility to clinic services for African-American and Latino parolees. We 
found only minor differences in accessibility to safety-net hospitals among the three groups of 
parolees.
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Discussion

Our approach to measuring accessibility was to focus on how parolees are distributed within 
a county vis-à-vis the county’s safety net. We examined parolee locations overall and by race/
ethnicity. An important contribution of our methodology for measuring accessibility is that 
it moves beyond simple mapping of facilities relative to the location of the parolee popula-
tion. A common criticism of simply mapping facility locations is that such an approach fails 
to take into account the capacity of facilities and the underlying population demand for these 
services. For example, if two clinics are located near a specific population of parolees, simply 
mapping the location of each clinic would not account for the relative sizes of the clinics. It 
would miss the fact that the clinics differ in their capacity to serve parolees and other vulner-
able populations (e.g., one clinic may have 15 physicians and the other only two). Our acces-
sibility measure takes capacity into account by incorporating a measure of capacity (FTEs) in 
the calculation. A second criticism acknowledges demand. The size of the population served 
by the facilities also matters. Because most safety-net facilities do not serve only the parolee 
population, it is also important to take into account the underlying population’s demand for a 
facility’s services. For example, two clinics may have the same capacity, but one clinic may be 
located in an area where the underlying population’s demand for those services is relatively low, 
whereas the other clinic may be located in an area where the demand for services from other 
vulnerable populations is high. Because we do not know the actual demand in a neighborhood, 
we used the share of the population that is below the FPL as our measure of underlying poten-
tial demand on the safety net. 

 Importantly, our sensitivity analysis suggested that our method for measuring acces-
sibility was robust in two of the counties (Alameda and Kern) but more sensitive to missing 
capacity data in the other two counties (Los Angeles and San Diego). For the alternate maps of 
accessibility that simply used counts of facilities in these four counties, we refer the reader to 
Appendix E. In some cases, we see differences due to missing data. The underlying causes for 
these differences are unclear but may be due to the relative size of the facilities that are miss-
ing or to the pattern of missing information being not randomly distributed. In other cases, 
we see differences between when we weighted the results using capacity data versus when we 
used unweighted counts of facilities. One would not expect the two measures to give the same 
answer. For example, assume that there are two areas with the same population under the FPL, 
and it is similarly distributed. The first area has two hospitals, located side by side, with 250 
FTEs each. Another area also has 500 FTEs, but they are all located in one hospital. These 
two areas would score equivalently in their level of accessibility under our primary measure of 
accessibility because each has 500 FTEs per 50,000 population. But they would score differ-
ently under our sensitivity analysis. In that case, the first area would look better because we 
are counting each facility equally as a single unit of supply. So, the first area would have two 
facilities per 250,000 population and the other only half as many. For this reason, we consider 
our primary measure based on FTEs to be more accurate. The concern, however, is that data 
on capacity needs to improve so that we no longer encounter so much missing data (which can 
skew findings). We also considered a sensitivity analysis that used beds, instead of FTEs, as our 
measure of hospital capacity. The results were similar. However, this method did not address 
the issue of missing data because we found that the pattern of missing data on beds was similar 
to that for missing data on FTEs. In other words, if a facility was missing data on FTEs, they 
also were missing data on beds. 
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Our geographic mapping and accessibility measures suggest that parolees’ accessibility 
varies across counties and by race/ethnicity within counties. Parolees’ accessibility also varies 
by facility type (i.e., hospital or clinic). Table 5.9 summarizes the results from our accessibility 
measures by county and type of health care setting. 

In terms of general acute care hospitals, a larger share of parolees in Alameda County 
resided in areas with lower levels of accessibility than in the other counties. Interestingly, 
within all three of the large urban counties (Alameda, Los Angeles, and San Diego), more than 
half of parolees resided in areas with the two lowest levels of accessibility for general acute care 
hospitals. In comparison, only 37 percent of parolees in Kern County lived in areas that had 
the lowest levels of hospital accessibility. Accessibility to health care resources also varied by 
parolees’ race/ethnicity (Table 5.10). With respect to accessibility to general acute care hospi-
tals, in Los Angeles and Alameda counties, more African-American parolees were in areas with 
lower accessibility compared to Latino and white parolees. However, in Kern and San Diego 
counties, more Latino parolees resided in areas with lower accessibility to hospitals compared 
to white and African-American parolees.

With respect to accessibility to PCCs by race/ethnicity, the story is more complex, with 
a key theme being that the county matters (see Table 5.10). In three counties, only one out of 
five African-American parolees resided in areas with the two lowest levels of accessibility. The 
exception was Los Angeles County, where 44 percent of African-Americans resided in areas 
with the two lowest levels of accessibility. For Latino parolees in Alameda and Los Angeles 
counties, the share residing in areas with the two lowest levels of accessibility to clinics was 
nearly 50 percent. This is significantly higher than the roughly 20 percent of Latino parolees in 
Kern and San Diego counties. Finally, about 60 percent of white parolees in Alameda and Los 
Angeles counties were in areas with the two lowest levels of accessibility to clinics, compared 
to 37 percent in Kern and 36 percent in San Diego. 

Table 5.9
Summary of Accessibility Results, by County and Type of Facility

County
Percentage of Parolees Who Fell into the 

Two Lowest Accessibility Categories 

Hospitals

Alameda 63

Kern 37

Los Angeles 53

San Diego 54

Clinics

Alameda 38

Kern 30

Los Angelesa 48

San Diego 27

a In Los Angeles County, the comparison represents accessibility to public/private 
partnership clinics and other PCCs. It differs from the other three counties, 
whose measure of accessibility includes both MISP clinics and other PCCs. 



Counties’ Capacity to Meet the Health Care Needs of the Reentry Population    103

Table 5.10
Summary of Accessibility Results, by County, Type of Facility, and by Race/Ethnicity

County

Percentage of Parolees by Race/Ethnicity Who Fell into Two Lowest Accessibility Categories 

African-American Latino White

Hospitals

Alameda 73 47 48

Kern 31 40 37

Los Angeles 60 51 47

San Diego 51 59 53

Clinics

Alameda 24 48 59

Kern 24 25 37

Los Angelesa 44 47 57

San Diego 21 20 36

a In Los Angeles County, the comparison represents accessibility to public/private partnership clinics and other 
PCCs. It differs from the other three counties, whose measure of accessibility includes both MISP clinics and  
other PCCs. 

As discussed earlier, we elected to include in our maps the supervisorial districts and, in 
the case of Los Angeles County, the SPAs to better place these results both in a policy- and 
health-planning context. The supervisorial districts represent the political districts in a county. 
The eight SPAs in Los Angeles County are for health-planning purposes, with each SPA having 
an assigned Area Health Office that is responsible for planning public health and clinical ser-
vices according to the health needs of local communities (County of Los Angeles Department 
of Public Health, undated). These results highlight which districts in the four counties and 
which SPAs in Los Angeles County are disproportionately affected by prisoner reentry 
and relative accessibility of parolees to health care resources.

All the counties show some geographic gaps in health care resources vis-à-vis the distri-
bution of parolees. However, the most prominent gaps appear to be in Los Angeles County. 
For this county, the maps and measures of accessibility illustrate how areas with the highest 
concentration of parolees (e.g., SPA 6 and District 2, which include South Los Angeles) lack 
health care resources in general. SPAs 3 (San Gabriel area) and 7 (East Los Angeles area) 
also lack safety-net hospitals. Other general acute care hospitals play an important role in 
filling gaps in services in most areas of the county, but not in SPA 6 (South Los Angeles) 
or SPA 1 (Antelope Valley). The situation in SPA 6 may actually have worsened since the 
period shown in our maps. In 2005, Martin Luther King Jr./Charles R. Drew Medical Center 
was a fully functioning hospital with both inpatient and outpatient services. It served as a 
major hospital for the uninsured and poor in Los Angeles County. However, in August 2007, 
the hospital was shut down and, currently, it provides only outpatient services. Other sur-
rounding hospitals have had to fill the gap in inpatient services. The outpatient clinic at King/
Drew has seen a substantial drop in visits because of the negative attention that the medical 
center has received with community clinics having to pick up the slack (Steinhauer, 2008).



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

In all the counties, community clinics appear to play an important role in filling geo-
graphic gaps in coverage relative to the MISP clinics vis-à-vis the reentry population. To illus-
trate, in Los Angeles County, there are relatively few MISP clinics scattered throughout the 
county; as a result, PPP community clinics, or MISP (PPPs), extend safety-net services to many 
areas without MISP clinics. Yet, the areas with some of the highest concentrations of parolees 
(e.g., SPA 6, South Los Angeles; SPA 7, East Los Angeles; and SPA 8, especially north Long 
Beach) do not have a commensurate number of facilities nearby. These findings have plan-
ning implications for these SPAs and districts in terms of how best to provide services to this 
population. 

Our finding that gaps in health care accessibility are more prominent in Los Angeles 
County and, in particular, in South Los Angeles or SPA 6, is consistent with other research. 
The South Los Angeles Equity Scorecard provides a comprehensive picture of disparities 
between South Los Angeles and the rest of the county in terms of availability of health care 
resources (e.g., health care facilities, access to primary care, and health care coverage) and phys-
ical resources (e.g., affordable housing, quality schools, and public safety). Park, Watson, and 
Galloway-Gilliam (2008) found that the supply of general acute care beds and licensed acute 
psychiatric beds per 1,000 population was substantially lower in South Los Angeles (0.68) 
than in Los Angeles County overall, which had with 1.23 beds per 1,000 population. And that 
the supply of inpatient bed capacity in South Los Angeles decreased further—to 0.43 beds per 
1,000 population—following the closure of Martin Luther King/Harbor Hospital and Daniel 
Freeman Memorial Hospital in 2007. An important contribution of our study is to highlight 
how such differences in health care resources (in SPA 6 and other areas of Los Angeles County) 
relate to the parolee population.

We used a measure of accessibility that was based on a drive time of 10 minutes to a 
facility. An alternate measure would rely on the federal health professional shortage area des-
ignation of excessive distance: 30 minutes of travel time to primary care (HRSA, undated). 
However, we used a shorter drive time for several reasons. First, we are concerned that this 
population may be less mobile than the general population and likely more reliant on public 
transportation. Second, our goal was to identify variation in terms of how well certain areas 
are served, rather than to designate shortage areas. Finally, our measure of accessibility takes 
into account more than simple drive time; it also includes measures of facilities’ capacity (when 
available) and the underlying population demand for services as measured by the percentage of 
the population below the FPL. 

That said, our measure of accessibility is influenced by the 10-minute drive time thresh-
old, our measure of potential demand for safety-net services (i.e., percent of population below 
the federal poverty level), and the spatial units that we had to use (i.e., census tracts versus 
street addresses). If one were to increase the drive time, change the spatial units, or use a differ-
ent proxy to measure potential demand, a different set of results might be obtained. 

We validated our findings by examining whether areas or populations defined as having 
relatively lower accessibility according to our metric were similar to those identified as being 
medically underserved according to other metrics. Our accessibility scale is relative within a 
given county, whereas the areas identified as being underserved are not (those identifications 
are simply based on an absolute definition). Nevertheless, if there are underserved areas in a 
county, they should overlap with our lower (rather than higher) accessibility areas. To deter-
mine whether an area or population is medically underserved, an index can be computed using 
four variables: (1) the ratio of primary care physicians per 1,000 population, (2) the infant 
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mortality rate, (3) the percentage of the population with incomes below the poverty level, and 
(4) the percentage of the population age 65 and over (Rural Policy Research Institute, 2006). 

We compared the locations of medically underserved areas and populations in California 
(OSHPD, 2007) with our measures of accessibility. For example, according to the California 
Office of Statewide Planning and Development, the northwestern section of Alameda County 
has a medically underserved population (OSHPD, 2007). Using our measure of accessibility, 
we also found that accessibility to hospitals was low in this area of the county. However, no 
area of Alameda County was designated as medically underserved (OSHPD, 2007). 

Approximately two-thirds of Kern County has been designated as a medically under-
served area, with the exception of the city of Bakersfield and the southeast corner of the county. 
In addition, two areas are designated as having medically underserved populations: (1) near 
the city of Delano and (2) the northeast corner of the county near Ridgecrest. Our analysis 
indicated that accessibility to clinics in these two areas and to hospitals in the Ridgecrest area 
was reasonably good. However, with the exception of Bakersfield, we found that many areas of 
Kern County had low levels of accessibility to hospitals and clinics. 

The northeastern part of Los Angeles County (east of Lancaster and Palmdale) is desig-
nated as a medically underserved area. This is consistent with our finding of low levels of acces-
sibility to clinics and hospitals in this part of the county. In addition, most of SPA 6, the area 
around San Pedro and Long Beach in SPA 8, the eastern half of SPA 4, the northern section of 
SPA 7, and part of SPA 2 in the San Fernando Valley are designated as having medically under-
served populations. This is consistent with our finding that these areas, particularly SPAs 6 and 
7, tend to have some of the lowest levels of accessibility. These gaps have potentially important 
implications for reentry, because large concentrations of parolees reside in these areas.

The eastern half of San Diego County is designated as a medically underserved area, with 
the areas around the city of San Diego and to the south of San Diego considered to have medi-
cally underserved populations. This is consistent with our measure of accessibility for clinics but 
less so with respect to our measure of accessibility for hospitals. 

In addition, our measure of accessibility is intended to provide an assessment of the relative 
differences in accessibility to health care facilities within a county. This relative measure also 
reflects differences in land use and transportation development within that county. Our intent 
was not to make judgments about what is or should be an acceptable level of accessibility for a 
county. It may be that the lowest level of accessibility is an acceptable level for a given area or 
population, or that the highest level of accessibility is not enough. As noted earlier, there are 
standard metrics used by health planners to identify medically underserved areas and popula-
tions or areas with a shortage of health professionals. Our measure complements these metrics by 
enabling health planners and policymakers to focus specifically on relative accessibility among 
the parolee population—a population not typically considered in these other measures.

Finally, as noted earlier, one needs to interpret the mapping of concentrations of parolees 
with caution. Census tracts located in more rural areas tend to be larger in size, so concentra-
tions of parolees may appear to be larger in rural areas than in urban areas, where the census 
tracts tend to be smaller. 
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Chapter Six

Counties’ Capacity to Meet the Mental Health and Substance 
Abuse Treatment Needs of the Reentry Population

Introduction

In Chapter Two, we showed that California inmates’ mental health and substance abuse treat-
ment needs appear to be even more pronounced than their physical health needs, with more 
than half of California inmates reporting recent mental health problems and about two-thirds 
reporting substance abuse or dependence (James and Glaze, 2006). Comorbidity, with respect 
to mental health issues and substance abuse/dependence, is also an important concern for this 
population. Given these needs, this chapter examines parolees’ accessibility to mental health 
and substance abuse treatment resources within the four counties that were the focus of our 
study. 

This chapter provides an in-depth examination of the four counties’ mental health and 
substance abuse safety nets and their availability to meet the treatment needs of the reentry 
population. More specifically, in this chapter, we present our mapping and accessibility results 
for the mental health and substance abuse treatment safety nets in each of the four counties 
and discuss their implications. In this chapter, we map resources such as county mental health 
services and county alcohol and drug treatment services that serve the uninsured, medically 
indigent, and low-income populations. In addition, because there are also several components 
of the safety net that are specific to the parolee population, we also map the Parole Outpatient 
Clinics (POCs, colocated with parole offices) that provide mental health services to parolees 
and the PSN that provides funding to counties for alcohol and drug treatment services for a 
subset of the parolee population. These resources are plotted onto the maps that we used in 
Chapter Three to show parolee concentrations and clusters in the four counties selected for in-
depth study. 

As we did in Chapter Five when we assessed accessibility results for physical health care 
needs, we maximize the utility of our maps for policymakers by including supervisorial district 
boundaries. The supervisorial districts represent the political districts within a county. For Los 
Angeles County only, we also show the eight SPAs. The SPA designation is used for health 
planning purposes, with each SPA having a health office responsible for planning public health 
and clinical services in a given area. Using both supervisorial districts and SPA boundaries pro-
vides additional context from a policy- and health-planning perspective, helping policymakers 
understand where the impact of mental health and substance abuse treatment needs of the 
reentry population may be greatest.

We have organized this chapter by presenting the mapping and accessibility results for 
the mental health care and substance abuse treatment safety nets for each county, followed by 
an overarching summary of the findings across counties. Those interested in the results for a 
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particular county can proceed directly to the section of this chapter that presents the findings 
for that county. Those interested in the overall summary of the findings can proceed to the 
discussion section at the end of this chapter.

As we did in Chapter Five for the health care safety net, for each of the four counties, 
we first examined the geographic distribution of facilities that make up the mental health care 
safety net—specifically, county mental health clinics, MHSA or Medi-Cal mental health pro-
viders, and POCs—and compared them to the distribution of parolee concentrations across 
census tracts within each county. Similarly, for the substance abuse treatment safety net, we 
first examined the geographic distribution of facilities comprised by this safety net (Proposi-
tion 36 and other county alcohol and drug treatment providers, and the PSN) and compared 
them to the distribution of parolee concentrations in each county. For both safety nets, we also 
generated measures of the accessibility of facilities to the parolee population using a simple 
count of facilities and a proxy for the underlying population demand for their services. (For 
more detail on the underlying methodology used to create the mental health care and sub-
stance abuse accessibility measures, see Chapter Four.) 

Unlike in the case of the health care safety net, we used a simple count of facilities rather 
than capacity to calculate the accessibility measures; thus, we did not conduct a sensitivity 
analysis for the mental health care and substance abuse treatment safety nets. The reason 
was that we did not have capacity data for either the mental health or substance abuse facili-
ties. The accessibility measures for each type of safety net allocate census tracts into quartiles, 
with the four quartiles representing differing levels of accessibility to mental health or alcohol  
and drug treatment facilities. We then tabulated the share of parolees living in the census tracts 
by quartile overall and by race/ethnicity.

Also, for mapping purposes, duplicate listings (for example, where several different types 
of substance abuse treatment programs are provided in a single location)1 are shown as a single 
geographic point on the maps. However, our accessibility measures take into account those 
instances in which it appears that more than one type of service or program is being provided 
at a single location. The reason for doing this was to ensure that the measure of accessibility 
reflected as accurately as possible the availability of all relevant facilities in a given county.

In the following section, for each of the four counties, we summarize our findings, first 
for the mental health safety net and then for the substance abuse treatment safety net. 

Analytic Findings for Mental Health Care Safety Net

Alameda County

For Alameda County’s mental health care safety net, we focused on both the mental health 
clinics listed in the SAMSHA database and the county mental health providers that represent 
the safety net for the medically indigent and uninsured population. As noted in the methodol-
ogy in Chapter Four, we were not able to identify MHSA providers for this county.

1	 Some treatment providers may have multiple locations within a county, in which case we map each location. In other 
instances, two treatment providers, for example, may be housed in the same physical location, in which case we would map 
the single location but include both providers in our accessibility measures. Finally, in other instances, a treatment provider 
may have two different types of programs (one residential and the other outpatient) that are housed in the same physical 
location—again, we would map the single location but include both types of programs in our accessibility measures.
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In Alameda County, mental health providers, like the health care safety-net providers, 
follow the corridor of concentrations of parolees along the western urban areas of the county 
(Figure 6.1). Some mental health clinics also appear to serve the inland areas in District 1 and 
are relatively near the concentrations of parolees in this area. As was true for the health care 
safety net, around Hayward and Union City (District 2), there are several concentrations of 
parolees who do not appear to be served by any of the mental health providers listed; these are 
the concentrations that look like butterfly wings on either side of Hayward and the area around 
Union City. 

As mentioned in Chapter Four, POCs provide basic mental health services to parolees in 
a county. There are only three clinic locations in Alameda County, in Hayward, Oakland, and 
Berkeley (Figure 6.1). The clinics appear to be located relatively near the major concentration 
of parolees. 

We calculated an accessibility measure only for the mental health providers in Alameda 
County. For this and the other three counties, we did not include POCs in our accessibility 
measure because there are so few of them. Figure 6.2 shows that the pattern of accessibility to 
mental health resources differs from what we saw for health care resources in the county. As 
noted earlier, the accessibility measure for a given census tract should be viewed as an average

Figure 6.1
Map of Mental Health Providers and Parole Outpatient Clinics, by Supervisorial District,  
Alameda County
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Figure 6.2
Map of Mental Health Provider Accessibility Measure, by Supervisorial District, Alameda County

accessibility measure of all persons within the tract, and it incorporates demands on the facility 
by the underlying population of the surrounding area (including nonparolees). 

The parolee concentrations in District 1 around Newark and Fremont and near Liver-
more are in areas with high levels of accessibility (as reflected by the dark green shading in 
Figure 6.2). Parolee concentrations in the northern part of the county (District 5) and around 
Hayward and San Lorenzo (Districts 2 and 3) also appear to be in areas with higher levels of 
accessibility. The parolee concentrations around Oakland and Alameda (Districts 3 and 5), 
however, are in areas of the county with the two lowest levels of accessibility. 

Table 6.1 summarizes the accessibility of parolees in Alameda County to mental health 
services. The lowest, or 25th, quartile (light green on the map in Figure 6.2) includes areas with 
the lowest level of accessibility; the highest, or 75th, quartile (dark green on the map) includes 
areas that have the highest level of accessibility to mental health providers. Based on the loca-
tion of the population-weighted centroid, census tracts in the lowest quartile have, at most, 3.0 
facilities within a 10-minute drive per 10,000 individuals under the FPL. That compares to at 
least 5.2 facilities in the highest quartile (Table 6.1). There also is considerably more variability 
in accessibility across census tracts in the highest quartile, as evidenced by the broader range 
for this quartile. 

Table 6.1 also compares the accessibility of parolees in Alameda County to mental health 
services by race/ethnicity. Overall, nearly half (47 percent) of parolees lived in areas with greater 
access to mental health providers, as measured by the percentage of parolees who fall into the 
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Table 6.1
Distribution of Parolees Across Mental Health Provider Accessibility Quartile Categories,  
by Race/Ethnicity, Alameda County (percent)

Level of Accessibility (quartile)
Total 

(n = 4,689)
African-American 

(n = 2,904)
Latino 

(n = 776)
White 

(n = 775)

Lowest (0.0–3.0) 18.3 17.8 20.9 14.2

Mid-low (3.1–4.3) 34.8 39.3 30.9 23.7

Mid-high (4.4–5.1) 24.4 23.1 20.9 32.3

Highest (5.2–15.5) 22.5 19.7 27.3 29.8

Note: The “other” race/ethnicity group (n = 234) is not shown. 

two highest accessibility categories (medium and dark green areas in Figure 6.3 and the  
last two rows of Table 6.1). Accessibility to mental health providers varies by race/ethnicity. 
White parolees appear to have substantially higher levels of accessibility, with about 62 percent 
living in areas with the two highest accessibility levels. This is substantially higher than the 
corresponding share of African-American (43 percent) and Latino parolees (48 percent). 

In summary, the mental health care safety-net results for Alameda County show that 
African-American and Latino parolees tend to live in areas with lower levels of accessibility to 
mental health clinics than do white parolees. In terms of the different areas of the county, the 
parolee concentrations around Oakland and Alameda are in areas with the two lowest levels of 
accessibility. Although there are few POCs in Alameda County, they tend to be located near 
some of the larger concentrations of parolees, in Oakland, Hayward, and Berkeley.

Kern County

For the mental health care safety net in Kern County, we focused on the Medi-Cal contract 
providers (both county and other Medi-Cal providers) and county mental health providers 
that represent the safety net for the low-income and uninsured population. 

In Kern County, the distribution of these mental health providers appears to represent 
reasonable coverage vis-à-vis the concentrations of parolees shown in Figure 6.3. For example, 
the map inset in Figure 6.3 shows that, for most of the concentrations of parolees (shaded in 
darker blue) around the city of Bakersfield, a mental health clinic is located relatively nearby. 
Looking at the rest of the county, the non-county contract Medi-Cal providers (shown as red 
circles on the map) are important resources for the concentrations of parolees outside Bakers-
field. The only part of the county that does not have a mental health clinic near a concentration 
of parolees is the Rosamond area, although there are three Medi-Cal contract mental health 
providers in District 2.

With respect to POCs, there are only two clinic locations in Bakersfield (Figure 6.3). 
Thus, the other concentrations of parolees in Kern County would have to travel to Bakersfield 
to access these parolee-specific mental health services. 

We calculated an accessibility measure only for the mental health providers in Kern 
County; we did not do so for the POCs, since there are only a few locations. Figure 6.4 shows 
that accessibility to mental health services is highest for the parolee concentrations surround-
ing Bakersfield, in the western section of District 1 (Wasco and Shafer), the eastern section of 
District 1 (Ridgecrest), and around Tehachapi in District 2. Other parolee concentrations have 
lower levels of accessibility to mental health services. 
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Figure 6.3
Map of Mental Health Providers and Parole Outpatient Clinics, by Supervisorial District, Kern County

Table 6.2 summarizes the accessibility of parolees in Kern County to mental health ser-
vices. Based on the location of the population-weighted centroid, census tracts in the lowest 
quartile have, at most, 0.3 facilities within a 10-minute drive per 10,000 individuals under the 
FPL (Table 6.2). That compares poorly to the highest quartile, where census tracts have at least 
nearly 13 times as many facilities (3.8). As in Alameda County, there is considerably more vari-
ability in accessibility across census tracts in the highest quartile in Kern County.

Comparing accessibility to mental health services by race/ethnicity, Table 6.2 shows that, 
overall, nearly three-quarters of parolees in Kern County reside in areas with the two high-
est levels of accessibility (shown by the two darkest shades of green in the map in Figure 6.4). 
Accessibility measures are also high for all three racial/ethnic groups. However, a larger share 
of African-American parolees (80 percent) fall into the two higher accessibility categories, 
compared to Latino (70 percent) and white (74 percent) parolees. 

In summary, overall, the majority of parolees in Kern County reside in areas with the two 
highest levels of accessibility to mental health clinics, and we did not see major differences in 
accessibility by race/ethnicity. The two POCs in this county are located around Bakersfield; 
thus, parolees from other parts of the county would have to travel some distance to access these 
services.
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Figure 6.4
Map of Mental Health Provider Accessibility Measure, by Supervisorial District, Kern County

Table 6.2
Distribution of Parolees Across Mental Health Provider Accessibility Quartile Categories, by Race/
Ethnicity, Kern County (percent)

Level of Accessibility (quartile)
Total 

(n = 5,936)
African-American 

(n = 1,105)
Latino 

(n = 2,247)
White 

(n = 2,478)

Lowest (0.0–0.3) 10.9 7.4 10.0 13.4

Mid-low (0.4–2.2) 15.6 12.7 19.7 12.9

Mid-high (2.3–3.7) 30.2 28.5 24.6 36.2

Highest (3.8–151.5) 43.2 51.4 45.7 37.4

Note: The “other” race/ethnicity group (n = 106) is not shown. 
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Los Angeles County

For the mental health care safety net in Los Angeles County, we focused on MHSA providers 
and other mental health providers listed in the SAMSHA database, augmented with additional 
information, as noted in Chapter Four. 

For Los Angeles County, we show the mental health services safety net overall and then 
concentrate on the southern half of the county, where the majority of the population is located. 
Overall, the distribution of MHSA providers (shown as red circles on the map in Figure 6.5) 
generally seems to be near the majority of concentrations of parolees shown in Figures 6.5 and 
6.6. An exception is the Pomona area. In northern Los Angeles County, the Lancaster/Palm-
dale area is served by only one MHSA provider. 

When the other community mental health providers (shown as yellow circles in Fig- 
ures 6.5 and 6.6) are considered, we see that they appear to help fill gaps in coverage in Los 
Angeles County, except in District 2/SPA 6 (South Los Angeles) and District 3/SPA 2 (San 
Fernando Valley), where there are relatively large concentrations of parolees but fewer commu-
nity mental health providers. In these localities, MHSA providers remain the primary source 
of mental health services.

With respect to POCs, there are 11 clinic locations in Los Angeles County (Figures 6.5 
and 6.6). Each SPA has at least one POC, with the exception of SPAs 4 (Metro Los Angeles/
Hollywood) and 5 (West Los Angeles). These clinics tend to be located near the largest con-
centration of parolees; however, there are large geographic gaps in coverage, such as in SPA 
8 (South Bay/Long Beach), SPA 2 (San Fernando Valley and Santa Clarita area), and SPA 1 
(Lancaster/Palmdale area). The limited number of these clinics suggests that POCs represent a 
sparser mental health safety net for the parolee population. 

As was the case for Kern County, we calculated an accessibility measure only for MHSA 
and other mental health providers in Los Angeles County. Figure 6.7 shows that accessibility 
to mental health providers is highest for the parolee concentrations in three areas: (1) Santa 
Monica and Venice, and downtown Los Angeles (SPA 5 [District 2, not shown]); (2) near 
Long Beach and Norwalk (SPAs 7 and 8 [District 4, not shown]); and (3) the dark green swath 
shown in Figure 6.7 that runs from Pasadena, El Monte, and Covina to Pomona (SPA 3 [Dis-
trict 2, not shown]). The areas with the highest concentrations of parolees near Gardena, Haw-
thorne, Compton, and Lynwood (SPA 6 and SPA 7 [Districts 2 and 4, not shown]) have some 
of the lowest levels of accessibility. Also, parolee concentrations in the San Fernando Valley 
(SPA 2 [District 3, not shown]) are located in areas with lower levels of accessibility. 

Table 6.3 summarizes the accessibility of parolees in Los Angeles County to mental health 
services. Based on the location of the population-weighted centroid, Los Angeles County census 
tracts in the lowest quartile have, at most, 0.4 facilities within a 10-minute drive per 10,000 
individuals under the FPL. In the highest quartile, census tracts have at least four times as 
many facilities (1.6). Again, as in the other two counties, there is considerably more variability 
in accessibility across census tracts in the highest quartile.

Overall, nearly half of parolees fall into the two highest accessibility categories (Table 
6.3). However, a smaller share of African-American parolees (43 percent) fall into the two 
higher accessibility categories than Latino (51 percent) and white (53 percent) parolees. 
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Figure 6.5
Map of MHSA and Other Mental Health Providers and Parole Outpatient Clinics,  
by Supervisorial District, Los Angeles County
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Figure 6.6
Map of MHSA and Other Mental Health Providers and Parole Outpatient Clinics,  
by Service Planning Area, Los Angeles County
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Figure 6.7
Map of Mental Health Provider Accessibility Measure, by Service Planning Area, Los Angeles County

Table 6.3
Distribution of Parolees Across Mental Health Provider Accessibility Quartile Categories,  
by Race/Ethnicity, Los Angeles County (percent)

Level of Accessibility (quartile)
Total 

(n = 35,710)
African-American 

(n = 12,885)
Latino 

(n = 14,921)
White 

(n = 6,671)

Lowest (0.0–0.4) 18.5 11.4 20.3 27.9

Mid-low (0.5–1.0) 32.8 45.1 29.0 19.2

Mid-high (1.1–1.5) 27.7 28.8 27.9 24.1

Highest (1.6–31.6) 21.0 14.6 22.9 28.8

Note: The “other” race/ethnicity group (n = 1,233) is not shown. 

In summary, the results for Los Angeles County show that, overall, about half of parol-
ees live in areas with the two highest levels of accessibility to mental health clinics, with some 
modest differences in accessibility by race/ethnicity. MHSA providers are an important poten-
tial source of mental health services for the parolee population. However, as we discuss at the 
end of this chapter, Los Angeles County limits access to these resources by using the POCs as 
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“gatekeepers” for referral to county mental health safety-net resources. Six of the eight SPAs 
have a POC, which tends to be located near some of the largest concentrations of parolees; still, 
many parolees would have to travel some distance to access these services.

San Diego County

For the mental health care safety net in San Diego County, we focused on MHSA clinics and 
other county mental health clinics that represent the safety net for the uninsured population. 
In addition, we examined the distribution of POCs for the parolee safety net.

For San Diego County, we found that MHSA clinics and other county mental health 
clinics are located primarily in the more urban parts of the county (Figure 6.8). Areas with-
out coverage that also have concentrations of parolees are more inland, such as National City 
(southern area of District 4) and Lakeside, Alpine, Lemon Grove, and the southern half of 
District 2. Other mental health clinics appear to play an important role in helping to fill gaps 
in coverage, particularly in the areas of La Mesa, El Cajon, and the southern half of District 2; 
Chula Vista and Imperial Beach in District 1; and the city of San Diego (District 4).

With respect to POCs, there are five locations in San Diego County (Figure 6.8). These 
POC locations are spread across the county, with some gaps in coverage around the downtown 
San Diego and Southeast San Diego areas and most of District 2. The limited number of these 
clinics suggests that the POCs represent a geographically sparser mental health safety net for 
the parolee population.

As for the other counties, we calculated an accessibility measure only for MHSA and 
other county mental health clinics in San Diego County. In general, many of the parolee 
concentrations in San Diego County seem to be in areas with relatively good accessibility to 
mental health services, as measured by the two darker shades of green in Figure 6.9. Parolee 
concentrations near downtown San Diego and Southeast San Diego, as well as those near 
Chula Vista and National City, are in areas that fall into the two highest levels of accessibility. 
Parolee concentrations near Escondido and Oceanside also fall into the two highest accessibil-
ity categories. Unlike what we saw for other health care resources (see Chapter Five), parolee 
concentrations near the international border in District 2 are in areas with the highest level of 
accessibility to mental health providers. The parolee concentrations near El Cajon and Lake-
side (District 5) tend to be in areas with somewhat lower levels of accessibility.

Table 6.4 summarizes the accessibility of parolees in San Diego County to mental health 
services. Based on the location of the population-weighted centroid, census tracts in the lowest 
quartile have, at most, 0.7 facilities within a 10-minute drive per 10,000 individuals under the 
FPL. By comparison, the census tracts in the highest quartile have at least 3.6 times as many 
facilities (2.5). For San Diego County, there is more variability in accessibility across census 
tracts in the highest quartile. Overall, about 62 percent of parolees fall into the two highest 
accessibility categories (Table 6.4). We do not see substantive differences in mental health 
accessibility by race/ethnicity. 

In summary, the results for San Diego County show that more than three-fifths of parol-
ees reside in areas with the two highest levels of accessibility to mental health clinics with no 
differences by race/ethnicity. Most of the mental health resources are located near the major 
urban areas, which means that parolees residing more inland and in the southern section of 
the county tend to have lower levels of accessibility. Also, the other community mental health 
providers play an important role in filling geographic gaps in coverage. The POCs are in five 
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locations spread across the county; however, the concentration of parolees around downtown 
San Diego and Southeast San Diego and in the southern half of District 2 are not near any of 
these clinics.

Figure 6.8
Map of MHSA, Other Mental Health Clinics, and Parole Outpatient Clinics, by Supervisorial District, 
San Diego County
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Figure 6.9
Map of MHSA and Other County Mental Health Clinic Accessibility Measure, by Supervisorial 
District, San Diego County

Table 6.4
Distribution of Parolees Across Mental Health Provider Accessibility Quartile Categories,  
by Race/Ethnicity, San Diego County (percent)

Level of Accessibility (quartile)
Total 

(n = 9,782)
African-American 

(n = 2,650)
Latino 

(n = 2,867)
White 

(n = 3,671)

Lowest (0.0–0.7) 13.3 12.8 11.9 14.1

Mid-low (0.8–1.6) 24.4 25.0 24.0 24.3

Mid-high (1.7–2.4) 31.6 29.5 39.2 28.2

Highest (2.5–7.9) 30.8 32.6 25.0 33.5

Note: The “other” race/ethnicity group (n = 594) is not shown. 
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Analytic Findings for the Substance Abuse Safety Net

For each of the four counties, we examined the distribution of facilities that make up the sub-
stance abuse safety net2 and compare it to the distribution of parolee concentrations in the 
counties. In addition, we discuss our measure of accessibility with respect to the overall sub-
stance abuse treatment safety net vis-à-vis the parolee population. We did not calculate a mea-
sure of accessibility for the PSN facilities because there are so few of them in a given county.

Alameda County

For the substance abuse safety net in Alameda County, we focused on the Proposition 36 con-
tract providers and other county alcohol- and drug-treatment providers.

In Alameda County, the distribution of Proposition 36 providers and other alcohol- and 
drug-treatment providers follows the corridor of concentrations of parolees along the western 
urban areas of the county (Figure 6.10). Proposition 36 providers make up a larger proportion 
of the treatment capacity, as measured by the number of providers in this county. 

Figure 6.10
Map of Proposition 36 and Other Alcohol- and Drug-Treatment Providers, by Supervisorial District, 
Alameda County

2	 We use the phrase substance abuse safety net to refer to alcohol- and drug-treatment services available to the under- and 
uninsured population in a county as well as, potentially, to parolees.
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With respect to the PSN, there are 17 treatment providers, two of which provide sub-
stance abuse services specifically for women. The majority of the PSN providers are located in 
Oakland, three are in Newark, and there is one each in Fremont and Hayward (Figure 6.11).3 
Given the geographic distribution of these providers, it appears that the concentrations of 
parolees around San Leandro and the two parolee concentrations that look like butterfly wings 
on either side of Hayward have lower levels of accessibility to the PSN providers.

We calculated an accessibility measure for the Proposition 36 and other alcohol and drug 
treatment providers in Alameda County but not for the PSNs, because access to them is deter-
mined primarily by the prison treatment program and by the parole agent. Overall, accessibility 
to substance abuse providers appears to be relatively good in many parts of Alameda County. 
Figure 6.12 shows that parolee concentrations in the northern part of Alameda County (Dis-
trict 5), Alameda and Oakland, San Lorenzo, and the Newark and Fremont areas have the two 
highest levels of accessibility to substance abuse providers. Parolee concentrations around Liv-
ermore and Dublin also have high levels of accessibility. Some exceptions are parts of District 
3 around San Leandro and much of District 4 (excluding the area near Oakland), where there 
are parolee concentrations with lower levels of accessibility to substance abuse providers.

Figure 6.11
Map of PSN Providers, by Supervisorial District, Alameda County

3	 The map shows only 16 locations because two of the PSN providers are located at the same address.
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Figure 6.12
Map of Proposition 36 and Other Alcohol and Drug Treatment Provider Accessibility Measure,  
by Supervisorial District, Alameda County

Table 6.5 summarizes the accessibility of parolees in Alameda County to alcohol- and 
drug-treatment services. Based on the location of the population-weighted centroid, census 
tracts in the lowest quartile have, at most, 2.7 facilities within a 10-minute drive per 10,000 
individuals under the FPL. By comparison, the census tracts in the highest quartile have at 
least 1.6 times as many facilities (4.4). In Alameda County, there is considerably more variabil-
ity in accessibility across census tracts in the highest quartile.

Comparing accessibility to substance abuse providers by race/ethnicity, we see that, over-
all, nearly two-thirds of parolees fall into the two highest accessibility categories (Table 6.5). 
We see very minor differences in substance abuse accessibility by race/ethnicity. About 62 per-
cent of Latino and white parolees fall into the two highest accessibility categories, as compared 
to 56 percent of African-American parolees.

In summary, the results for Alameda County show that Proposition 36 and other alcohol- 
and drug-treatment providers are predominantly in the urban areas in the western part of the 
county, so the concentrations of parolees in these areas tend to have higher levels of accessibil-
ity than parolees residing in other parts of the county. Overall, nearly two-thirds of parolees 
reside in areas with the two highest levels of accessibility, with very minor differences in terms 
of race/ethnicity. The majority of the PSN providers are located in the areas around Oakland 
and Newark, with several near Hayward and Fremont. Other areas of the county are not cov-
ered by a PSN provider. 
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Table 6.5
Distribution of Parolees Across Proposition 36 and Other Alcohol- and Drug-Treatment Provider 
Accessibility Quartile Categories, by Race/Ethnicity, Alameda County (percent)

Level of Accessibility (quartile)
Total 

(n = 4,689)
African-American 

(n = 2,904)
Latino 

(n = 776)
White 

(n = 775)

Lowest (0.0–2.7) 13.2 12.0 14.8 16.0

Mid-low (2.8–3.7) 28.3 32.0 23.3 23.0

Mid-high (3.8–4.3) 37.7 38.8 37.0 34.5

Highest (4.4.–27.9) 20.8 17.2 24.9 26.6

Note: The “other” race/ethnicity group (n = 234) is not shown. 

Kern County

For the substance abuse safety net in Kern County, we focused on Proposition 36 contract 
providers and the other alcohol- and drug-treatment providers in the county. 

In Kern County, the majority of Proposition 36 and other treatment providers are con-
centrated around the city of Bakersfield, as shown in Figure 6.13. In the other parts of the 
county, treatment resources are sparse, although most concentrations of parolees appear to be 

Figure 6.13
Map of Proposition 36 and Other Alcohol- and Drug-Treatment Providers, by Supervisorial District, 
Kern County
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somewhat near a provider. In addition, in Districts 2 and 4, the other treatment providers are 
important in filling gaps not covered by Proposition 36 providers.

With respect to the PSN, there are five PSN providers in Kern County, with three located 
in Bakersfield and two in District 1 (Figure 6.14).4 However, Districts 2 and 3 do not have a 
PSN clinic, suggesting that parolees in these districts must rely on Proposition 36 and other 
alcohol- and drug-treatment providers in the county.

We calculated an accessibility measure only for the Proposition 36 and other alcohol- and 
drug-treatment providers in Kern County; we did not do so for the PSN providers because 
they are much sparser. Figure 6.15 shows that accessibility to substance abuse providers is 
highest (as indicated by the dark green shading on the map) for parolee concentrations around 
Bakersfield and in several locations in District 2. The parolee concentrations near Delano and 
Wasco and Ridgecrest (District 1) and Tehachapi (District 2) are in areas with the next highest 
level of accessibility (as indicated by the medium shade of green). Parolee concentrations in the 
middle section of District 1 and near the southern county border of District 2 near Rosamond 
are in areas with the lowest level of accessibility (shaded light green).

Figure 6.14
Map of PSN Providers, by Supervisorial District, Kern County

4	 Unlike for the other three counties, we do not have treatment capacity information for the PSN providers in Kern 
County.
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Figure 6.15
Map of Proposition 36 and Other Alcohol- and Drug-Treatment Provider Accessibility Measure,  
by Supervisorial District, Kern County

Table 6.6 summarizes the accessibility of parolees in Kern County to alcohol- and drug-
treatment services. Based on the location of the population-weighted centroid, census tracts in 
the lowest quartile have, at most, 0.9 facilities within a 10-minute drive per 10,000 individuals 
under the FPL. By comparison, the census tracts in the highest quartile have at least six times 
as many facilities (5.7). 

Comparing accessibility to substance abuse providers by race/ethnicity, we see that, over-
all, 72 percent of parolees fall into the two highest accessibility categories (Table 6.6). We 
see some differences in accessibility by race/ethnicity. The share of African-American parolees  
(85 percent) who fall into the two highest levels of accessibility is about 15 percentage points 
higher than that of Latino (68 percent) and white (70 percent) parolees. In Kern County, there 
is more variability in accessibility across census tracts in the highest quartile.

In summary, the results for Kern County show that Proposition 36 and other alcohol- 
and drug-treatment providers, as well as PSN providers, are located predominantly around 
the city of Bakersfield. In addition, Proposition 36 and other alcohol- and drug-treatment 
providers provide coverage to other parts of the county, particularly in smaller towns. African- 
American parolees tend to have higher levels of accessibility to substance abuse treatment pro-
viders than do Latino or white parolees.
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Table 6.6
Distribution of Parolees Across Proposition 36 and Other Alcohol- and Drug-Treatment Provider 
Accessibility Quartile Categories, by Race/Ethnicity, Kern County (percent)

Level of Accessibility (quartile)
Total 

(n = 5,936)
African-American 

(n = 1,105)
Latino 

(n = 2,247)
White 

(n = 2,478)

Lowest (0.0–0.9) 13.4 7.4 11.5 17.7

Mid-low (1.0–3.2) 14.9 7.6 20.7 12.3

Mid-high (3.3–5.6) 20.9 13.1 15.8 29.4

Highest (5.7–9.8) 50.8 71.9 51.9 40.6

Note: The “other” race/ethnicity group (n = 106) is not shown. 

Los Angeles County

For the substance abuse safety net in Los Angeles County, we focus on both Proposition 36 
contract providers and other alcohol- and drug-treatment providers. In addition, we indicate 
on our maps which facilities represent the community assessment service centers (CASCs)5 and 
which are responsible for assessing treatment needs and triaging individuals to Proposition 36 
services.

For Los Angeles County, we show the substance abuse safety net overall and then concen-
trate on the southern half of the county, where the majority of the population is located. Over-
all, the distribution of Proposition 36 and other treatment providers seems to be generally near 
the majority of the concentrations of parolees shown in Figures 6.16 and 6.17. However, we see 
sparser coverage in SPA 8/District 4 (South Bay/Carson) and SPA 7/District 4 (North Long 
Beach/Huntington Park). Although the CASCs focus primarily on the Proposition 36 popu-
lation, these assessment centers appear to be located relatively near concentrations of parolees 
throughout the county.6

With respect to the PSN, there are eight PSN providers7 in Los Angeles County  
(Figure 6.18). These providers represented a treatment capacity in FY 2004 of approximately 
36 residential beds, 72 nonresidential slots, and 12 SLE beds. The PSN providers are sparsely 
located and, for the most part, not close to the areas with the highest concentration of parol-
ees. The eastern section of the county around Pomona and the northern half (District 5) do 
not have PSN providers. The comparison is starkest for the SPAs. SPA 6, which has one of the 
highest concentrations of parolees, does not have any PSN providers, nor do SPAs 1 and 3.  
The limited number and capacity of these facilities suggest that many parolees instead must  
rely primarily on Proposition 36 and other substance abuse treatment resources in the 
county.

5	 The CASCs provide screening, comprehensive assessment, and referral services for individuals seeking assistance for 
their alcohol and other drug problems. 
6	 There are a total of 19 CASCs in Los Angeles County, although only 18 are shown in Figures 6.16 and 6.17. This is 
because one of the CASCs is also a PSN provider. Therefore, we mapped this one facility as a PSN provider (see Figure 
6.18).
7	 The map shows only seven PSN provider locations in Los Angeles County because two are very close together.
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Figure 6.16
Map of Proposition 36 and Other Alcohol- and Drug-Treatment Providers, by Supervisorial District, 
Los Angeles County
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Figure 6.17
Map of Proposition 36 and Other Alcohol- and Drug-Treatment Providers, by Service Planning Area, 
Los Angeles County
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Figure 6.18
Map of PSN Providers, by Service Planning Area, Los Angeles County
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As for the other counties, we calculated an accessibility measure only for Proposition 36 
providers and the other alcohol- and drug-treatment providers in Los Angeles County. We 
did not calculate a measure of accessibility for the PSN providers because they are relatively 
few in number. The accessibility pattern that we see for Proposition 36 and other alcohol- and 
drug-treatment providers is similar to what we saw for mental health providers in Los Angeles 
County. Figure 6.19 shows that many areas of the county have relatively high levels of acces-
sibility to these providers (except for the parolee concentrations in the San Fernando Valley), 
compared to the low levels of accessibility to mental health providers. However, consistent with 
other findings, after taking into account the underlying population demand for these services, 
the parolee concentrations in SPA 6 (South Los Angeles; District 2, not shown) have some of 
the lowest levels of accessibility to alcohol- and drug-treatment providers.

Table 6.7 summarizes the accessibility of parolees in Los Angeles County to alcohol- and 
drug-treatment services. Based on the location of the population-weighted centroid, census 
tracts in the lowest quartile have, at most, 0.9 facilities within a 10-minute drive per 10,000 
individuals under the FPL. By comparison, the census tracts in the highest quartile have at 
least 2.7 times as many facilities (2.4). For Los Angeles County, there is considerably more vari-
ability in accessibility across census tracts in the highest quartile.

Figure 6.19
Map of Proposition 36 and Other Alcohol- and Drug-Treatment Provider Accessibility Measure,  
by Service Planning Area, Los Angeles County
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Table 6.7
Distribution of Parolees Across Proposition 36 and Other Alcohol- and Drug-Treatment Provider 
Accessibility Quartile Categories, by Race/Ethnicity, Los Angeles County (percent)

Level of Accessibility (quartile)
Total 

(n = 35,710)
African-American 

(n = 12,885)
Latino 

(n = 14,921)
White 

(n = 6,671)

Lowest (0.0–0.9) 16.3 15.1 16.5 18.0

Mid-low (1.0–1.4) 27.7 32.0 28.4 18.5

Mid-high (1.5–2.3) 29.2 31.9 28.1 26.7

Highest (2.4–147.1) 26.7 20.9 26.9 36.9

Note: The “other” race/ethnicity group (n = 1,233) is not shown. 

Comparing accessibility to alcohol- and drug-treatment providers by race/ethnicity, 
we see that, overall, 56 percent of parolees fall into the two highest accessibility categories  
(Table 6.7). We see some differences in substance abuse accessibility by race/ethnicity. The 
share of African-American (53 percent) and Latino (55 percent) parolees who reside in areas 
with the two highest levels of accessibility is about 10 percentage points lower than that of 
white parolees (64 percent).

In summary, the results for Los Angeles County show that, overall, the distribution of 
Proposition 36 and other treatment providers seems to be generally near the major concentra-
tions of parolees. And, correspondingly, nearly two-thirds of the concentrations of parolees are 
in areas with the two higher accessibility levels. However, after accounting for the underly-
ing population demand for these services, and consistent with other findings, we see that the 
parolee concentrations in District 2/SPA 6 (South Los Angeles) are in areas with lower levels of 
accessibility to alcohol- and drug-treatment providers. Somewhat fewer African-American and 
Latino parolees reside in areas with higher levels of accessibility than do white parolees.

San Diego County

For the substance abuse safety net in San Diego County, we focused on Proposition 36 con-
tract providers and other alcohol- and drug-treatment providers that represent the safety net 
for the uninsured population. In addition, we examined the distribution of the PSN clinics 
specific for the parolee population.

For San Diego County, we see that, combined, the Proposition 36 providers and other 
treatment providers are geographically located in a number of areas of the county with 
parolee concentrations. Even District 2 has a number of treatment providers, as shown in  
Figure 6.20. 

With respect to the PSN, there are only two PSN locations in San Diego County  
(Figure 6.21). These locations represented a treatment capacity in FY 2004 of approximately 50 
residential beds, 13 nonresidential slots, 14 SLE beds, and one detox bed. The limited number 
of these facilities suggests that most parolees must rely primarily, instead, on Proposition 36 
and other treatment resources in this county.
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Figure 6.20
Map of Proposition 36 and Other Alcohol- and Drug-Treatment Providers, by Supervisorial District, 
San Diego County
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Figure 6.21
Map of PSN Providers, by Supervisorial District, San Diego County
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As with the other counties, we calculated an accessibility measure only for Proposition 36 
providers and the other alcohol- and drug-treatment providers in San Diego County. We did 
not calculate a measure of accessibility for the PSN providers because they are few in number. 
In comparison to accessibility to mental health providers, we see a similar pattern for substance 
abuse providers, with one exception. Whereas many of the parolee concentrations in San Diego 
County appear to have relatively good accessibility to alcohol- and drug-treatment services (as 
measured by the two darker shades of green in Figure 6.22), the parolee concentrations near 
Imperial Beach and National City are in areas with the lowest levels of accessibility. 

Table 6.8 summarizes the accessibility of parolees in San Diego County to alcohol- and 
drug-treatment services. Based on the location of the population-weighted centroid, census 
tracts in the lowest quartile have, at most, one facility within a 10-minute drive per 10,000 
individuals under the FPL. By comparison, the census tracts in the highest quartile have at 
least five times as many facilities (5.2). For San Diego County, there is considerably more vari-
ability in accessibility across census tracts in the highest quartile.

Figure 6.22
Map of Proposition 36 and Other Alcohol- and Drug-Treatment Provider Accessibility Measure,  
by Supervisorial District, San Diego County
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Table 6.8
Distribution of Parolees Across Alcohol- and Drug-Treatment Provider Accessibility Quartile 
Categories, by Race/Ethnicity, San Diego County (percent)

Level of Accessibility (quartile)
Total 

(n = 9,782)
African-American 

(n = 2,650)
Latino 

(n = 2,867)
White 

(n = 3,671)

Lowest (0.0–1.1) 12.0 6.0 16.1 12.9

Mid-low (1.2–2.6) 17.7 15.8 19.5 17.2

Mid-high (2.7–5.1) 25.0 26.8 21.1 26.1

Highest (5.2–15.8 ) 45.3 51.4 43.3 43.7

Note: The “other” race/ethnicity group (n = 594) is not shown. 

Comparing accessibility to substance abuse providers by race/ethnicity, we see that, over-
all, 68 percent of parolees fall into the two highest accessibility categories (Table 6.8). We see 
some differences in substance abuse accessibility by race/ethnicity. A larger share of African-
American parolees (78 percent) fall into the two highest levels of accessibility, compared to  
65 percent of Latino parolees and 70 percent of white parolees.

Discussion

As we did for the health care safety net, we used a measure of accessibility for the mental health 
and substance abuse safety nets that was based on a drive time of 10 minutes to a facility. An 
alternate measure would be the federal health professional shortage area designation of exces-
sive distance: more than 40 minutes of travel time to mental health care (HRSA, undated). We 
elected to use a shorter drive time for several reasons. First, we were concerned that, because 
the parolee population is more reliant on public transportation than the general population, 
proximity to facilities may be important. Second, our goal was to identify variation in how well 
certain areas are served rather than to designate shortage areas. Finally, our measure of acces-
sibility for the mental health and substance abuse safety nets takes into account more than 
simple drive time; it also includes the underlying population demand for services, as measured 
by the percentage of the population below the FPL.

We chose to focus on these four counties out of the total 58 counties in California because 
three of the counties comprise the largest share of parolees and the fourth, Kern County, is 
a rural county, and we expected that rural counties may face a different set of challenges in 
providing services to this population. Given this, how do the four counties rank relative to one 
another in terms of overall accessibility? Table 6.9 shows the median and mean accessibility 
measures across the census tracts within each county. Interestingly, the ranking based on mean 
accessibility is identical for substance abuse and mental health, and the rankings remain the 
same if based on the median census tract rather than the mean across census tracts. Los Ange-
les County has the lowest mean and median accessibility, followed by San Diego County, then 
Kern County, and, finally, Alameda County. But interestingly, the range for substance abuse is 
smaller than for mental health. The mean accessibility for Alameda County is four times that 
of Los Angeles County for mental health but only 2.5 times higher for substance abuse.
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Table 6.9
Overall Average Level of Accessibility in the Four Counties

County
Census Tracts 

(mean/median)

Number of Facilities Within 10-Minute Drive,  
per 10,000 Individuals Under FPL

Mental Health Substance Abuse

Alameda Mean 4.47 4.31

Median 4.20 3.66

Kern Mean 3.43 3.39

Median 2.20 3.16

Los Angeles Mean 1.12 1.86

Median 0.99 1.43

San Diego Mean 1.64 3.07

Median 1.58 2.60

We mapped the locations of facilities with our measure of accessibility representing 
“potential” versus “realized” access of mental health and alcohol- and drug-treatment services. 
Our geographic mapping and accessibility measures suggest that the accessibility of parolees 
to mental health and substance abuse providers varies by county. Table 6.10 summarizes the 
results of our accessibility measures for the individual counties. In terms of accessibility to 
mental health providers, a larger share of parolees in Kern and San Diego counties reside in 
areas with the two lowest levels of accessibility; this is less the case for parolees in Alameda and 
Los Angeles counties. 

In terms of accessibility to alcohol- and drug-treatment providers, the opposite is true. 
Only about a third of parolees in Kern and San Diego counties reside in areas with the two 
lowest levels of accessibility to alcohol- and drug-treatment providers, compared to between 42 
and 44 percent of parolees in Alameda and Los Angeles counties (Table 6.10). 

Accessibility to mental health and substance abuse resources also varied by race/ 
ethnicity (Table 6.11). With respect to accessibility to mental health resources, in Los Angeles 
and Alameda counties, a larger share of African-American and Latino parolees fell into the two 
lowest accessibility categories than did white parolees. However, in Kern County, the share 
of African-American parolees who resided in areas with the lowest levels of accessibility was 
smaller than for the other two groups. We found no difference in accessibility to mental health 
resources by race/ethnicity in San Diego County. 

Accessibility to substance abuse providers also varied by race/ethnicity. In Kern County, 
only 15 percent of African-American parolees resided in areas with the lowest accessibility, 
as compared to only 32 percent of Latino parolees and 30 percent of white parolees. San 
Diego was similar, with 22 percent of African-Americans 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 lived in the lowest accessibility census tracts. In Alameda County, 
the share of parolees residing in areas with the lowest accessibility to substance abuse provid-
ers was slightly higher for African-Americans (44 percent) relative to Latinos (38 percent) and 
whites (39 percent). 



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

Table 6.10
Summary of Accessibility Results for Mental Health and 
Alcohol- and Drug-Treatment Providers

County
Percent of Parolees Who Fall into Two 

Lowest Accessibility Categories 

Mental health providers

Alameda 53.1

Kern 26.5

Los Angeles 51.3

San Diego 37.7

Alcohol- and drug-treatment providers

Alameda 41.5

Kern 28.3

Los Angeles 44.0

San Diego 29.7

Table 6.11
Summary of Mental Health and Alcohol- and Drug-Treatment 
Accessibility Results, by County, Type of Facility, and Race/Ethnicity

County

Percent of Parolees by Race/Ethnicity Who Fell  
into Two Lowest Accessibility Categories 

African-American Latino White

Mental health providers

Alameda 57.1 51.8 37.9

Kern 20.1 29.7 26.3

Los Angeles 56.5 49.3 47.1

San Diego 37.8 35.9 38.4

Alcohol- and drug-treatment providers

Alameda 44.0 38.1 39.0

Kern 15.0 32.2 30.0

Los Angeles 47.1 44.9 36.5

San Diego 21.8 35.6 30.1

Defining the mental health and substance abuse safety nets was challenging because each 
county varies in terms of how its mental health and alcohol- and drug-treatment systems are 
organized. We used as a proxy measure for the mental health care safety net for the uninsured 
population: the MHSA providers in a county or Medi-Cal contract providers, as in the case 
of Kern County. We also included from the SAMSHA record locator files other community 
organizations that may provide mental health services. Similarly, for the substance abuse safety 
net, we relied on the lists of Proposition 36 contract providers and other county alcohol- and 
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drug-treatment resources. For both mental health and substance abuse, we used the safety net 
for the uninsured population as an upper-bound estimate of the potential safety net available 
to the parolee population.

The POCs serve as the first component of the mental health safety net for parolees, and 
the PSN serves as the first component of their alcohol- and drug-treatment safety net. Thus, 
there are specific networks of mental health and substance abuse providers for parolees, unlike 
what we saw for primary health care and hospital care (for which parolees likely go to the same 
facilities as other uninsured and low-income populations). POCs provide basic mental health 
services to parolees, and parolees who may need more intensive care can be referred to county 
mental health clinics or free clinics. In the case of PSN providers, this network appears to focus 
on parolees who are identified by the prison treatment program or parole agents as needing 
more intensive substance abuse services. Access to PSN providers is determined primarily by 
the prison treatment program and the parole agent. In general, both the POCs and the PSN 
represent much sparser safety nets for the parolee population than what is generally true for the 
under- and uninsured populations in these counties. 

Examining the treatment capacity of the PSN in the four counties suggests that some 
parolees may not reside in areas where PSN services are readily available (as summarized in 
Chapter Four).8 Although an important program, it is clear that the PSN program in the four 
counties addresses the alcohol- and drug-treatment needs of only a fraction of parolees. Fur-
ther, the focus of the PSN is on counseling and recovery services; it does not include specialized 
programs, such as narcotic replacement therapy. Yet, a third of the prison population in the BJS 
survey reported methamphetamine use. This has implications for the parolee population that 
are not evenly distributed by race/ethnicity. Methamphetamine was particularly a problem for 
white prisoners (half reported methamphetamine use) and Latino prisoners (a third reported 
methamphetamine use), as compared to only 7 percent of African-American prisoners. 

Instead, Proposition 36 and county alcohol- and drug-treatment programs appear to 
represent important potential resources for the parolee population. Table 6.12 illustrates for 
Los Angeles County the total number of parolee admissions to Proposition 36 programs and 
other county alcohol- and drug-treatment programs in FY 2007–2008. Under Proposition 36, 
parolee admissions were highest for outpatient counseling and day-care habilitative services.9 
With respect to other county alcohol- and drug-treatment programs, however, parolee admis-
sions were highest for residential services as well as for outpatient counseling. 

Finally, in some ways, one could argue that proximity to residential treatment programs 
(whether for mental health or substance abuse) may be less important than proximity to out-
patient mental health and substance abuse treatment services (and, for that matter, health care 
services). With respect to substance abuse treatment, for example, it may in fact be desirable to 
remove parolees from the environment and influences that may hamper their recovery process. 
We did not differentiate between outpatient and residential treatment programs, with some 
providers providing both types of services. Nevertheless, our analysis shows that, with respect 
to mental health and substance abuse treatment services, the parolee population must rely pri-
marily on county and community resources. 

8	 We did not examine the availability of self-help counseling services, such as Alcoholics Anonymous, Narcotics Anony-
mous, or other such programs.
9	 Day-care habilitative services are nonresidential programs that provide counseling and rehabilitative services to indi-
viduals who are eligible for Medi-Cal. 
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Table 6.12
Los Angeles County Parolee Admissions to Proposition 36 and 
Other County Alcohol- and Drug-Treatment Services, FY 2007–2008

Type of Service
Parolee Participant Admissions 

in FY 2007–2008

Proposition 36 programs

Residential services 281

Residential detoxification 43

Outpatient counseling 1,046

Day-care habilitative services 25

Total 1,395

Other county alcohol- and drug-treatment programsa

Residential services 1,002

Residential detoxification 218

Outpatient counseling 888

Day-care habilitative services 25

Total 2,133

Source: County of Los Angeles Department of Public Health, Alcohol and 
Drug Program Administration, Los Angeles County Participant Reporting 
System data on parole admissions in FY 2007–2008, provided to the authors 
on February 23, 2009. 

a This estimate excludes specialized programs, including drug courts, female 
offender programs, Proposition 36, and the PSN program.

Finally, a potential limitation of our measures of accessibility for the mental health and 
substance abuse safety nets is that we were unable to take into account the capacity of these 
facilities as we did for the hospitals and PCCs in Chapter Five. Therefore, for mental health 
care and substance abuse treatment, we cannot assess the sensitivity of our accessibility mea-
sure to alternative specifications.
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Chapter Seven

Summary and Implications

Introduction

We began this report noting the apt title of Jeremy Travis’s 2005 report on prisoner reentry, But 
They All Come Back. As we noted, Travis was writing about the nation as a whole, but the title 
is certainly true for California. We would modify this phrase to say that they all come back 
and many bring with them a complex set of physical health, mental health, and alcohol- and 
drug-treatment needs that the state, counties, and local communities must address. 

The recent attention that prisoner reentry has received at the state and federal levels and 
the critical need to improve the care provided in California’s correctional health care system 
provide an important opportunity for California to address the public health implications 
of reentry and to develop and refine strategies at the state and local levels to meet this chal-
lenge. Recognizing the scope of the problem is an important first step in understanding how 
prisoner reentry disproportionately affects counties, communities, and neighborhoods, as 
well as in understanding the implications for the health care safety nets on which parolees  
will likely rely. 

Phase I of our study is aimed at understanding what could be learned from examining 
the distribution of parolees and the types of communities in which they reside, in light of their 
characteristics and health care needs. It also serves as an initial overview of California’s health-
related safety nets vis-à-vis the needs of the parolee population.

This report represents one of the first systematic attempts to define the health care safety 
net for the reentry population and to assess California communities’ ability to meet the health 
care needs of parolees, especially in those communities with high concentrations of parolees. 
An innovation of this study was the development and implementation of accessibility measures 
that take into account the underlying demand for safety-net health care services, the capacity 
of those facilities to meet this demand, and the distance that a parolee would have to travel to 
access services. Most mapping of health care resources for parolees or other specialized popula-
tions has tended to look solely at the geographic proximity of services, but proximity alone does 
not take into account the capacity of those facilities to meet parolees’ needs and the underlying 
demand by other vulnerable populations for those same services. 

Our intent was to provide California communities and counties with a rich picture 
of how prisoner reentry looks in their localities from a public health perspective. Our hope 
is that health care and public health providers, community organizations, corrections and 
other public safety officials, and policymakers—as well as other stakeholders concerned with  
reentry—can use this information to inform their own understanding of these issues and their 
planning processes.
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In this chapter, we discuss some of the findings from Phase I of the project and dis-
cuss their implications for California as its communities explore ways to address the public 
health implications of prisoner reentry. We conclude with a brief discussion of the next steps in  
Phase II.

Summary of Findings

Health Care Needs of the Reentry Population

Our analysis of survey data indicated that California prison inmates 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 for effective management. 
Yet, among California inmates who reported a current medical issue, a substantial share do not 
report having seen a physician since their admission to prison. The share is even greater among 
Latino prisoners. This suggests that prisoners returning to California communities bring with 
them a number of unmet health needs. But the likelihood of these individuals receiving ade-
quate health care once they are released from prison seems low, given the high rates of uninsur-
ance and other barriers to accessing care and obtaining health insurance or Medi-Cal. Care for 
communicable and chronic diseases effectively falls under county jurisdiction; therefore, much 
will depend on a given county’s ability 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 report-
ing drug abuse or dependence, only 22 percent reported receiving treatment since admission 
to prison, which is lower than the rate for state prisoners nationally. More than half of Califor-
nia inmates reported a recent mental health problem. Some of these mental health issues may 
be due to particular life experiences. For example, 17 percent of California inmates reported 
having been homeless at some point, and 16 percent reported a history of sexual or physical 
abuse. California prisons fare a little better when it comes to mental health care with about 
half of prisoners receiving treatment in prison among those reporting mental health problems. 
While this is the same for the U.S. prison population, this figure still suggests that care may 
not be reaching all those in need. Given the high prevalence of mental health problems and 
drug abuse and dependence among the prison population, the need for services will likely be 
particularly high upon their release into the community. 

Inmates face additional barriers (beyond health care) in reintegrating into the commu-
nity. For example, inmates may face greater difficulty than the typical Californian in finding 
employment after their release. Analysis of the BJS survey indicates that California’s prison 
inmates have substantially lower levels of educational attainment than the general California 
population and relatively low levels of employment prior to incarceration. These factors may 
complicate their labor-market prospects, given that these inmates are also locating in areas 
where the unemployment rate is significantly higher than average.

Certain Counties and Communities Are Disproportionately Affected by Reentry

Our analysis of the distribution and concentration of parolees across California and within the 
four counties demonstrated that certain counties are disproportionately affected. And within 
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counties, there are distinct clusters of parolees, which has implications in terms of targeting 
reentry resources to these areas. 

Our within-county analysis focused on four counties in California. These four  
counties—Alameda, Kern, Los Angeles, and San Diego—accounted for nearly one-third of 
the parolee population in California. 

We found that, in Alameda County, five distinct clusters of parolees concentrated primar-
ily around Oakland and the northern section of the county accounted for almost 45 percent 
of the parolee population.

In Kern County, there are four distinct clusters of parolees concentrated around the 
urban area of Bakersfield, along with two others in the northern and northeastern sections of 
the county. These clusters accounted for almost 58 percent of parolees in this county. 

Unlike in other counties, we see that there are many more clusters in Los Angeles County. 
We identified 23 distinct clusters of parolees covering a large geographic area, but they accounted 
for only 35 percent of the total 35,710 parolees who returned to this county. This dispersion 
suggests that providing services to the reentry population requires a targeted approach in the 
various supervisorial districts and service planning areas (SPAs). 

In San Diego County, eight clusters account for nearly half of the parolee population, 
with the largest located in the areas of downtown San Diego and Southeast San Diego. 

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 counties and within the county), 
and by race/ethnicity. One issue that stands out is that, in all three of the large urban coun-
ties (Alameda, Los Angeles, and San Diego), the majority of parolees resided in areas with the 
lowest levels of accessibility to general acute care hospitals. The largest share of parolees resid-
ing in the lowest accessibility areas was in Alameda County. In all of the counties, community 
clinics appeared to play an important role in filling gaps in coverage by medically indigent 
service providers (MISPs) vis-à-vis the reentry population. Still, our examination of all four 
counties shows that some important geographical gaps in health care resources remain in terms 
of 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 had sparse 
hospital and clinic resources. The most striking example is SPA 6, which covers the area called 
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 accessibility than did Latino or white 
parolees. However, in Kern and San Diego counties, more Latino parolees resided in areas with 
lower 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 was the case in Alameda and Los 
Angeles counties. In terms of substance abuse treatment accessibility, 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 
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African-Americans 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, there were also separate networks dedicated to providing ser-
vices to the parolee population, and they served as this population’s initial safety net. How-
ever, both networks have very limited capacity,, which suggests that many parolees may not be 
receiving these services and so instead must rely on resources available to the uninsured and 
low-income populations in a county.

Implications for Policymakers and Practitioners

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 cer-
tain communities and neighborhoods. Such clustering has implications in terms of developing 
strategies to provide health care services 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 indi-
viduals is needed. In addition, Los Angeles County (the county with the largest proportion 
of parolees) is a combination of both urban and more sparsely populated areas. Los Angeles 
County had a large number of distinct clusters of parolees, with these clusters covering a broad 
geographic 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 dis-
advantaged neighborhoods and communities, defined by high poverty rates, high unemploy-
ment rates, low educational attainment, and a higher share of households in which English is 
not the primary language. This suggests that reentry in these communites will be even more 
challenging in that the constellation of 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 prison-
ers 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 available. 

We also found that mental health care and substance abuse treatment needs appear to be 
even more pronounced than California prisoners’ 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 com-
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munity organizations trying to serve this population, navigating this patchwork of services is 
likely a complex and challenging task. 

For example, the substance abuse treatment safety net encompasses 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. The Parolee 
Services Network (PSN) is an important means of providing alcohol and drug treatment to ex-
offenders upon their release from prison. However, funding for the PSN has remained fixed for 
a number of years while the size of the parolee population has increased. The Substance Abuse 
Coordinating Agencies (SASCA) also provide access to alcohol- and drug-treatment services, 
and, like the PSN, coordinate community-based treatment providers to provide services to 
the reentry population. However, similar to the PSN, SASCA covers only a small percentage 
(approximately 4 percent) of those released from prison (Walden House, undated). Although 
both the PSN and SASCA are important, it appears that Proposition 36 and other county  
alcohol- and drug-treatment services form the larger safety net for many parolees at the local 
level. There are also some limitations, however, given that Proposition 36 covers only parolees 
who re-offend and who are nonviolent drug offenders. 

Clearly, there is a need to consider how to better integrate these different networks of sub-
stance abuse services and assess where greater investment may be needed. Successful recovery 
requires 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 and long-standing 
psychosocial problems that put them at great risk for relapse by virtue of their extreme socio-
economic deficits, exposure to drug-using associates, and other high-risk situations (Gorski et 
al., 1993). Relapse increases the recidivism risk for technical violations and new offenses, so it is 
not surprising that research shows that drug and property offenses are a key reason for the high 
recidivism rate in California. Investing in improving access to substance abuse treatment ser-
vices in communities where parolees concentrate may yield long-term benefits when it comes 
to improving the chances of successful reentry, including positive treatment and criminal jus-
tice outcomes. Policymakers may also consider ways to improve access to county alcohol- and 
drug-treatment services. The CASC model adopted by Los Angeles County as part of Proposi-
tion 36 may be a useful way to assist parolees and community organizations in assessing treat-
ment needs and triaging parolees to appropriate services. 

Like the substance abuse safety net, the mental health safety net also comprises a patch-
work of networks that represent potential access for the reentry population. County mental 
health services and county contract services make up a large component of the potential safety 
net for the reentry population. In addition, 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 the gatekeepers to accessing county mental health services. Coupled with 
prerelease assessment, POCs have been shown to contribute to lower recidivism rates among 
mentally ill offenders (Farrabee, 2006). However, we found that there are relatively few POCs 
within counties and that many parolees have to travel far to access these services. Further, 
anecdotal information1 raises concerns that some POCs may see cutbacks in staffing, given the 
current economic crisis. 

1	 Personal communication, January 13, 2009.
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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 the 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, anecdot-
ally, 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 potential access 
to clinics and hospitals across and within counties. An important finding was the role that 
community clinics play in filling in 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 safety-
net providers to become even more stressed. As California considers options for reducing cor-
rectional costs by releasing more parolees or offenders without conditions of parole, the health 
care impact of these decisions will be important to assess. 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 impacted. 

Strengths and Limitations of Our Approach

This study represents a first attempt to examine in-depth the needs of the reentry population, 
identify communities with greater clustering of parolees, define the health care safety net for 
this population, and, finally, develop measures that summarize the accessibility of safety-net 
resources in communities where parolees are concentrated. 

Key innovations of this study include our efforts to define the safety net for parolees and 
develop measures of accessibility to various health care resources, including hospitals, clinics, 
mental health care, and substance abuse facilities. In defining the safety net for parolees, we 
focused on identifying the facilities that are likely to serve this population (e.g., MISP hos-
pitals and clinics), rather than the facilities that are unlikely to be truly available to a largely 
disadvantaged population. In developing our accessibility measures, we made an effort to take 
into account the resources available at the relevant facilities (i.e., their capacity), the external 
demands imposed on them by the broader community, and distance.

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 under-
stand the public health implications of reentry, but also in helping them best allocate and fund 
resources for this population. For example, we included in our maps supervisorial districts 
and, in the case of Los Angeles County, SPAs, to place these results in both a policy- and 
health-planning context. Our results serve to highlight which supervisorial districts in the four 
counties (and SPAs in Los Angeles County) are disproportionately affected by prisoner reen-
try and identify which of these areas have lower levels of accessibility to health care resources. 
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. 
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While we believe our approach and findings can inform policy and planning, we recom-
mend the following steps to further enhance our understanding of the public health implica-
tions of prisoner reentry:

We recommend using the street addresses of parolees 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.2

To better understand the health care needs of the parolee population and inform plan-•	
ning, we recommend undertaking a survey of inmates who are about to be released and 
tracking them over time.
We recommend improving data collection on capacity measures for the hospitals, clin-•	
ics, and substance abuse, mental health, and other relevant facilities that represent the 
potential safety net for parolees, which will, in turn, improve the accuracy of accessibility 
measures.
We recommend establishing an expert panel to make recommendations on how to refine •	
the definition of the safety net for this population to help policymakers better understand 
and facilitate care.

Next Steps

In the conceptual framework we discussed in Chapter Four, it is clear that health care access 
outcomes for the reentry population include both potential access and realized access. Potential 
access outcomes include the ones we measured here, in the first phase of our study, in terms of 
the accessibility and capacity of safety-net providers. Realized access outcomes include whether 
parolees actually access care in the safety-net facilities based on such measures as primary care 
visits, hospital and emergency department visits, preventive screening, infectious disease treat-
ment and monitoring, psychiatric and drug treatment visits, preventable hospitalizations, and 
unnecessary delays in receiving care.

However, for potential access to become realized access, a number of barriers facing parol-
ees (related to policy, institutional, and individual factors) must be overcome. Further, the reen-
try population is a challenging population to treat, not only because parolees bring with them 
a complex set of physical, mental, and substance abuse health care needs, but also because they 
have a unique constellation of other issues, including homelessness, transience, low literacy, 
and high levels of risk-taking behavior. Combined, these factors have important implications 
for how health care providers reach out to this population and provide services to them. 

Phase I relied mostly on analyses of existing survey and administrative datasets and on 
GIS methods to map parolee clusters and define accessibility. In Phase II of the project, we 
will further explore the public health implications of prisoner reentry in California. To do so, 
we will perform in-depth case studies in three of the counties with the greatest concentration 
of parolees (Alameda, Los Angeles, and San Diego). We will conduct focus groups with newly 

2	 Although we had originally requested street addresses, the California Department of Corrections and Rehabilitation’s 
Office of Research elected—for confidentiality reasons—to provide only information on census tract location, zip code, and 
Thomas Brothers Guide map cell and to omit street addresses from the data file provided.
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released parolees and interview service providers. The focus groups will explore the issues and 
challenges that parolees face in meeting their health care needs and, in turn, how their health 
affects their ability to successfully address other basic needs and reintegrate with their fami-
lies. The interviews with the service providers will explore the challenges that providers face in 
meeting the needs of the reentry population and the factors that have facilitated or hindered 
their ability to provide services to this population. 
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Appendix A

Parolee Clusters in Four California Counties, by Count of Parolees

We mapped the concentration of parolees at the county level in two ways. First, we mapped 
the concentration of parolees using rate of return overlaid by the secondary clusters. Using 
rates of returns allowed us to identify which areas or neighborhoods in a county are the most 
burdened by returning prisoners. Second, we also mapped the concentration of parolees using 
actual counts overlaid by the secondary clusters. Counts of parolees will be useful for service 
providers and planners in determining the actual number of parolees in a given area, as shown 
here in Appendix A. 

In interpreting the maps showing the counts of parolees—Figures A.1 through A.4—it is 
necessary to keep in mind that census tracts in more rural areas tend to be larger than those in 
urban areas. Thus, the concentrations of parolees may appear to be larger in more rural areas. 
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Figure A.1
Parolee Clusters in Alameda County, by Count of Parolees
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Figure A.2
Parolee Clusters in Kern County, by Count of Parolees
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Figure A.3
Parolee Clusters in Los Angeles County, by Count of Parolees
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Figure A.4
Parolee Clusters in San Diego County, by Count of Parolees
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Appendix B

Methods

In this appendix, we discuss the methods used in the analyses described in the body of this 
report.

Comparison of Demographic Information for the Data Samples

We used three different sources of information about parolees and inmates in our analyses:

The California Department of Corrections and Rehabilitation (CDCR) data file of 1.	
parolees released in calendar years 2005 and 2006 from California state prisons.
The CDCR analysis sample we created of parolees with both a valid census tract and zip 2.	
code during the observation period (2005–2006).
The Bureau of Justice Statistics (BJS) 2004 Survey of Inmates in State and Federal 3.	
Correctional Facilities sample based on all state prison inmates in California (see BJS, 
2009).

Although we could map the residential census tract of parolees released from California 
prisons in 2005 and 2006, we had only basic demographic information on this group, such as 
race/ethnicity and age. We also had information on their criminal history, including their con-
trolling offense, sentence, and previous criminal behavior. In this section, we briefly compare 
the available demographics and criminal history information for the CDCR parolees to those 
of the state inmates surveyed by the BJS.

Table B.1 summarizes the demographic characteristics of parolees released in 2005–2006, 
the CDCR analytic sample that we used in our analyses in Chapters Three through Six, and 
the BJS survey sample that we used in Chapter Two to summarize the health care needs of the 
reentry population. 

Across the three data sources, we found that the distribution of parolees by race/ethnicity 
is similar. About a quarter of the parolees and prisoners are African-American, between 36 and 
37 percent are Hispanic or Latino, and a third are white. 

In terms of gender, males account for roughly 90 percent of each sample. The BJS survey 
had a smaller percentage of females in its sample; however, this is less of a concern, because our 
analyses focus specifically on males. Across all three samples, the mean age was 35 years. 
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Table B.1
Demographic Characteristics of All Parolees, Analytic Sample, and BJS Survey of State Prisoners 
(percent)

Characteristic CDCR All Parolees CDCR Analysis Sample BJS Survey California 
Prison Inmates

County

Alameda 4.51 3.42 —

Kern 3.61 4.32 —

Los Angeles 27.93 26.01 —

San Diego 6.49 7.11 —

Race/ethnicity

White 32.36 33.54 29.55

African-American 25.69 26.32 29.01

Latino 37.64 35.86 37.15

Other 4.31 4. 28 4.29

Gender

Male 89.04 88.14 93.61

Female 10.96 11.86 6.39

Controlling offensea

Violent 23.13 23.14 48.38

Property 33.28 33.55 25.19

Drug 32.23 31.89 20.02

Other 11.37 11.42 6.41

Age in years (mean) 35.12 35.09 35.93

Sentence length (mean) 3.10 3.11 9.07

At least one prior arrest — — 85.81

At least one prior incarceration 48.98 49.78 58.14

Sample size (n) 176,618 137,305 1,757

Note: CDCR sample of all parolees represents the number of parolees released from California state prisons in 
calendar years 2005 and 2006. The CDCR analysis sample is based on the CDCR parolees for whom we had both 
a valid census tract and zip code for the observation period (2005–2006). The BJS survey sample is based on all 
state prison inmates who resided in California.

a The controlling offense is the principal offense designated by the court as the base term. For the CDCR samples, 
the table reflects what is designated in the parolee’s data record. For the BJS survey sample, this measure 
represents inmates’ self-reported reason for incarceration.

We did see some differences between the three samples in terms of average sentence 
length. For both the CDCR and BJS samples, this variable was length of the sentence imposed. 
BJS interviewed prisoners during their current incarceration; some prisoners had very long sen-
tences, raising the overall mean for sentence length. Then again, parolees tend to be in and out 
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of prison with shorter sentences, especially for revocations. Also, longer sentences are imposed 
for more serious offenses and may come with mandatory minimums, so those with longer sen-
tences are likely to serve a higher percentage of their sentence.

We also see some differences in the percentage of individuals who fall into the various 
categories of crime: violent, property, drug, and other. This may be related to the fact that the 
CDCR samples are based on an individual’s controlling offense, while the BJS sample’s data 
are self-reported. 

Finally, the BJS survey sample includes a somewhat higher percentage of individuals with 
prior incarcerations (58 percent), compared to roughly half of the parolee samples. Again, this 
may be related to the fact that we are comparing parolee data with data on prisoners who are 
currently incarcerated.

Analysis of 2004 Survey of Inmates in State and Federal Correctional 
Facilities

Although our focus is on understanding the socioeconomic characteristics, health care needs, 
and access to care of parolees, it is difficult to obtain detailed information on a large and 
representative sample of parolees nationally and in California. Instead, as a proxy, we used 
self-reported data from the 2004 Survey of Inmates in State and Federal Correctional Facili-
ties conducted by BJS. All estimates in this report are based on the responses of individuals 
incarcerated in state prisons. In addition to national estimates, we constructed estimates for 
California (n = 1,757). Table B.1 summarizes how the survey respondents compare to the data 
available on parolees released in 2005–2006. Data are also tabulated for racial/ethnic groups 
in California: white, African-American, Latino, and other. 

We conducted descriptive analyses of the inmate survey, reporting both lifetime and cur-
rent health, mental health, and substance abuse problems. To estimate the reported prevalence 
of symptoms of substance abuse and dependence, we used the methodology developed by 
BJS (Mumola and Karberg, 2006) for the 2004 Survey of Inmates in State and Federal Cor-
rectional Facilities. Survey respondents were categorized as dependent on or abusing drugs or 
alcohol based on criteria in the Diagnostic and Statistical Manual of Mental Disorders, fourth 
edition (DSM-IV) (see Appendix C). 

This report makes the following comparisons and assesses the statistical significance of 
any differences found between (1) U.S. males and California males and (2) California males 
by race/ethnicity. 

We report statistically significant differences (p ≤ 0.05) between U.S and California 
inmates and, for California only, between white and African-American inmates and between 
white and Latino inmates. Estimates for other race/ethnicity were often subject to small sample 
sizes.



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

Selection of the Parolee Sample

Data on California parolees released in 2005–2006 were obtained from the CDCR.1 Although 
our original request was for the exact street address of each parolee, the CDCR’s Office of 
Research elected on confidentiality grounds to provide only information on parolees’ census 
tract location, zip code, and Thomas Brothers Guide map cell and to omit street address from 
the file. For our analysis, we focused on the census tract location for the geographic mapping 
of the distribution of parolees using the population-weighted centroid of each tract as the 
residential location. Using the census tract was better suited for our purposes than the other 
variables provided by the CDCR because census tracts are potentially small in urban areas, 
allowing us to capture any variation that exists, and because they mapped well to other data 
that we used to characterize the safety net and underlying demand for services in each of the 
counties. However, without the actual residential addresses of returning CDCR inmates, we 
could not validate their census tract geocoding or compute other aggregations of the data for 
cluster analysis or individual accessibility. 

We elected not to use the Thomas Brothers map cell variable for several reasons:  
(1) Thomas Brothers map cells are not based on the demographics of the area and can, thus, 
vary widely in size and composition by county; (2) census tracts are defined based on the 
demographics of an area and are, on average, smaller than or equal in size to Thomas Brothers 
map cells; and (3) approximately 40 percent of the sample was missing this information.

To create the parolee analytic file, we first combined data from the two files provided by 
the CDCR. The first file (TERMGRUP) is essentially a log of all the times an individual enters 
or leaves prison for any reason. Using this file, we determined that 248,833 paroles occurred in 
2005–2006. Some individuals were paroled more than once during this period, so we selected 
only their first 2005–2006 parole, giving us 176,618 parolees. The second file (TERMCASE) 
includes only records for new court commitments and returns to prison with a new sentence. 
Revocations of parole with no additional sentence, for example, would be included in the first 
file but not in the second file. TERMCASE includes information about the initial sentence, 
prior record, and demographic characteristics. By appending this information to that in the 
TERMGRUP file, we were able to analyze the demographic and other characteristics of the 
2005–2006 parolees. 

We then utilized data on a log recorded by parole officers on all the places where parolees 
resided in 2005 and 2006 after being released from prison. From this file, we chose the earli-
est record in 2005–2006 that included a valid census tract number and appended it to the file 
created by merging the TERMGRUP and TERMCASE files. Of the total 176,618 cases in 
our file, 22 percent (n = 39,313) of cases did not have a valid Federal Information Processing 
Standard (FIPS) code. The FIPS county code is a five-digit code that uniquely identifies coun-
ties in the United States, with the first two digits representing the FIPS state code and the last 
three digits representing the county code. In addition, we used the six-digit FIPS census tract 
code and the concatenated FIPS codes to identify parolee locations by state, county, and census 
tract. In this way, we were able to find census tract numbers for 137,305 parolees. To describe 

1	 Focusing on parolees captured the majority of individuals released from prison. We did not include in our sample 
those individuals who were unconditionally released from prison (i.e., who served their entire sentence). In a typical 
year, approximately 97 percent of individuals released from California’s prisons are parolees; only 3 percent are released 
unconditionally. 
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the characteristics of parolees, we used the entire sample of 176,618 parolees released in 2005 
and 2006; however, all our maps are necessarily based on the subset of parolees (n = 137,305) 
for whom we had valid census tract data.

Out of necessity, our analyses exclude the 22 percent of 2005–2006 parolees for whom 
we did not have valid census tract data. We compared the distribution and characteristics of 
the parolees who were included in the final analysis file with those who were excluded. Our 
analysis did not reveal any systematic differences across the two groups in terms of distribu-
tion by county or by race/ethnicity, which provides some evidence that the missing data do not 
undermine our analysis. Another potential source of error in mapping the geographic distribu-
tion of parolees is the method used by CDCR to assign census tract numbers. We conducted 
an analysis of the potential impact error that assigning census tract numbers might have on the 
geographic patterns we identified (see Appendix E). We concluded that, by including the cases 
with missing zip codes in our analyses, the overall pattern of clustering was not substantively 
biased by any potential errors in assignment of census tract information to those cases without 
zip codes.

Many of the figures shown Chapters Five and Six are shaded based on the density of 
parolees. This, of course, can be done in many ways. We opted to shade each count and census 
tract based on the rate of returnees. For a county, the rate of returnees is the number of return-
ees per 1,000 parolees released in California. For a given census tract, we rescaled the measure 
by the county count. That is, the rate for each census tract is the number of parolees residing in 
that tract per 1,000 parolees residing in the county. For an alternate perspective, in Appendix 
A, we provide maps in which counties and census tracts are shaded based on the raw counts of 
parolees (rather than the rate).

Cluster Analysis

To identify “clusters” of parolees, using the 2005–2006 parolee data, we assigned parolees to 
the population-weighted centroids of their census tracts. To do so, we first took the total tracts 
in California (n = 7,049) and—using the BlockPop points (the block-level points that contain 
demographic information, with data provided by the software provider ESRI) within each 
tract—we created a population-weighted tract centroid based on the Pop2000 (2000 census 
population by block) variable. We used the BlockPop points to weigh the tract centroid based 
on population density. Using the tract centroids, we then geocoded the parolees using the tract 
variable, which basically allowed us to map out the parolee points by tract. 

We then used a nearest neighbor hierarchical (NNH) cluster routine to group parol-
ees into clusters based on spatial proximity. Specifically, we ran these parolee tract centroids 
through a program called CrimeStat III®, which is used mainly to find data clusters. In con-
ducting the NNH analysis, we set the search radius at 50 percent and the minimum cluster 
size at 30 (except for Kern County, where the minimum cluster size was set at 20) with one 
standard deviation.2 That is, we represented clusters on maps using one-standard deviation 
ellipses of the population-weighted census tract center points. The decision to use the 50- 
percent search radius and minimum size criteria of at least 20 parolees was based on a sensitivity 

2	 For Alameda, Los Angeles, and San Diego counties, the minimum cluster size was set at 30. Because Kern County is less 
densely populated, we set the minimum cluster size at 20.
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analysis of cluster results for a limited set of possible criteria. The NNH cluster method identi-
fies clusters regardless of which criteria are chosen. Thus, our aim in using the NNH method 
was to clearly delineate subcounty areas that include the largest proportion of parolees.

To assign names to each of the clusters across California that we had identified with the 
NNH routine, we used the nearest zip code area to a given cluster. Specifically, we took the  
Zip Code polygon (also provided by ESRI) and aggregated zip codes based on the zip code 
area’s name. We then overlaid this with the raw count of parolees by census tract to get a 
better idea of the locations with the highest density of parolees in each zip code area to resolve 
ambiguous assignments or situations in which more than one cluster was closest to the same 
zip code area. 

To name the clusters at the county level, we used a two-step process: (1) a cluster that was 
mainly in one zip code area was given that zip name, and, (2) for clusters covering multiple 
zip code areas, we used the parolee density layer to name the cluster (i.e., if a cluster stretched 
across multiple zip names and had a relatively equal density of parolees, we used both zip 
names—e.g., Arvin/Lamont cluster in Kern County). 

We used a different approach for the Los Angeles zip code area only. We had a number of 
clusters in the Los Angeles zip code area and so we elected to use the urban neighborhood area 
name to get a finer naming scheme than the zip code could provide.3 That is, a large segment 
of the city of Los Angeles falls within a single zip code area; however, there are several officially 
recognized urban neighborhoods within that zip code area that would allow better precision in 
describing the location of the clusters (e.g., South Los Angeles, Southeast Los Angeles). Finally, 
in interpreting the maps showing concentrations of parolees, it is important to note that census 
tracts in more rural areas tend to be larger in size than those in urban areas. Thus, the concen-
trations of parolees may appear to be larger in more rural areas. 

Socioeconomic Analysis

For the socioeconomic analysis in Chapter Three, we relied on census data to describe the 
demographic and socioeconomic characteristics of census tracts in California by race/ethnic-
ity, educational attainment, poverty rate, and degree of linguistic isolation of households. We 
aggregated the census tracts into seven clusters with similar characteristics.

To do so, we used a statistical cluster analysis approach to group the census tracts that 
were more similar to other census tracts in the same cluster than they were to other tracts out-
side the cluster. We used a nonhierarchical method known as k-medoids to cluster the tracts. 
The k-medoids method is an alternative to the more commonly used k-means and has the 
added benefit of being less influenced by extreme values or outliers within a cluster. The tracts 
were grouped into a predetermined number of clusters that were usually arbitrarily chosen. We 
chose seven socioeconomic clusters to keep the number manageable and because we believed 
that seven was a reasonable number of clusters that could be easily mapped and still convey the 
distinct characteristics of each cluster. We standardized all variables using the z-score. 

The k-medoid method involved creating seven clusters and searching for tracts that were 
similar to the median value for each cluster relative to other clusters. The solution was derived 
through an optimization algorithm that iteratively changed the cluster median as better values 

3	 This enabled us to distinguish, for example, between the South Los Angeles and Southeast Los Angeles clusters.
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were obtained. We used an SAS® statistical software cluster procedure to run the cluster analy-
sis and assign each tract in California to a cluster.

Developing Measures of Accessibility

To understand the interaction between prisoner reentry and the different types of safety nets 
beyond simple mapping, we generated quantitative measures of accessibility. These measures 
took into account the supply of what we considered to be the relevant facilities comprised by 
the health care safety net and the potential demands placed on it by those who may not have 
the ability to pay for services. Such measures needed to take into consideration how existing 
safety-net facilities are geographically distributed and the competition for services based on the 
socioeconomic context to which parolees return.

Several studies have identified the importance of distance to health care services in terms 
of utilization of those services (Hadley and Cunningham, 2004; Fortney et al., 1999; and 
Lovett et al., 2002). Thus, to measure the access to care of returning CDCR inmates, we need 
a measure that would consider the context in which these individuals reside. Moreover, the 
measure could not be based solely on geographic proximity, as is commonly the case when 
analysts measure the number of available health care providers and potential demands within 
some distance threshold or buffer around the area. An assessment of the potential demand 
placed on a facility should encompass demands from outside the circumscribed area to provide 
a more accurate picture of accessibility. For instance, accessibility is not only composed of how 
far one has to travel, but also how long it takes to get an appointment or the wait time once 
one has arrived at the facility. 

The key assumption that makes such a measure possible is that, within some threshold 
distance, residents of an area are more likely to view the nearest facilities as being fully avail-
able for their use. If this assumption is valid, then the accessibility of services provided by the 
facility can be measured as the ratio of supply to demand within a single buffer or catchment. 
In this view, accessibility is determined by the level of potential demand and the supply—the 
capacity of the facility—that is available to handle that demand. In reality, this assumption is 
often an invalid one. Health care facilities are not fully available to serve residents within a cir-
cumscribed area or catchment, because they also serve nearby areas that are outside the buffer 
or catchment for a single tract or catchment. We addressed this in two ways. First, as discussed 
previously, we looked only at facilities that are likely to provide services to individuals who have 
difficulty paying or are likely to be uninsured. Second, to encompass the notion of competition 
for facility services, we needed a method that would allow us to incorporate potential demand 
from surrounding areas in addition to the buffer area of the tract.

The term accessibility refers to the relative ease by which locations of activities, such as 
work, shopping, and health care, can be reached from a given location (BTS, 1997). Because 
we did not have access to data that could reveal actual access and utilization of health care 
services by individuals in the state of California, we settled for a measure of accessibility from 
a single point in an area—in this case, census tracts. To improve our estimate of the approxi-
mate central location of residents, we used a population-weighted geographic center point, or 
centroid, rather than just the geometric center point of census tracts, as is commonly done. The 
subtract populations that we used for weighting the centers of tracts were derived from block-
level 2000 census data. Moreover, to create a measure of accessibility that is easily interpretable 
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given the available data, we decided to use an approach that would compute a ratio of supply to 
potential demand for each census tract in California. Allard (2004) observed that the supply of 
social services is greater in central city areas where poverty is most concentrated, but the poten-
tial demand for such services is also greater. We adopted Allard’s notion of potential demand as 
the total population living in households with incomes below the federal poverty level (FPL). 

The method that we used for calculating the accessibility of health care safety-net facili-
ties to census tracts in California is a GIS-based method called the “two-step floating catch-
ment area” (2SFCA) method. The measure is a gravity-type measure in that it incorporates 
distance, supply, and demand. However, it computes a more easily interpretable measure of 
accessibility than do traditional gravity models. The 2SFCA approach was initially developed 
by Radke and Mu (2000) by computing the ratio of suppliers to residents in a prespecified ser-
vice area centered at each service providers’ location and then summing the ratios for residents 
living in areas where different providers’ services overlap. Radke and Mu used Euclidean, or 
straight-line, distances and an overlaying service-area circle to create a set of decomposed areas 
of overlapping circles. Rather than using Radke and Mu’s decomposition method, we adopted 
Wang and Minor’s (2002) use of travel-time catchment areas of irregularly shaped polygons 
and Luo and Wang’s (2003) two-step method to consider all potential demands on a facility as 
opposed to those only from within the circular catchment area. The method was implemented 
using ESRI’s ArcGIS™ 9.3 and Network Analyst extension to compute distance matrixes with 
total travel time in minutes from each population-weighted tract centroid to all health safety-
net facilities. The two-step algorithm took the following form:

Step 1: For each safety-net facility, •	 j, search all population locations, k, that are within a 
threshold travel time, d0 , from location j, and compute the supply-to-demand ratio: 
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where Pk is the population of tract k whose centroid falls within the catchment, S j is the 
capacity or supply measure associated with the facility at location j, and dkj is the travel 
time between k and j.

Step 2: For each population location, •	 i, search all facility locations, j, that are within the 
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where Ai
F  represents the accessibility at resident location i based on the 2SFCA method, 

Rj is the facility-to-population ratio at facility location j, whose centroid falls within the 
catchment centered at i, and dij is the travel time between i and j. A larger value for Ai

F  
indicates a better accessibility at a location relative to other locations in the study area.
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We wrote Visual Basic® for Applications scripts to implement the 2FCSA method using 
ESRI’s ArcObjects application programming interface libraries. Essentially, the method 
requires computing the distance matrix from all tracts in an area and then selecting all popula-
tion centroids within the threshold travel time (10 minutes drive time) of each health facility 
location.4 We calculated the ratio of supply to demand for each facility. Facilities that were 
missing full-time equivalent (FTE) data were dropped from the analysis. For some facility 
types (mental health and substance abuse) for which we did not use a capacity measure, we 
simply counted the facility as a single unit of supply. Thus, the ratio was interpreted as facilities 
per potential demands. 

The next step reused the same distance matrix to determine for each population centroid 
the number of facilities within the threshold travel time. The sum of the supply-to-demand 
ratios of the selected facilities was the computed accessibility for the tract. The resulting acces-
sibility for the tract should be viewed as an average accessibility measure of all persons within 
the tract, and it incorporates all demands made on the facility from the surrounding area—not 
just from the centroid-based buffer area of each tract. Tracts whose buffer areas (within the 
travel-time threshold) overlapped with others in the catchment of the facility were factored in 
as well. For example, a facility with a relatively high capacity may be located in tract A with 
high potential demand. However, it was also within the travel-time threshold of other nearby 
tracts with high potential demand; thus, the net result was that the accessibility for tract A may 
be lower because of the competing demands on the facility.

In the maps, we summarized the results by quartile, with the lowest quartile (shaded 
light green on the maps) representing the lowest level of accessibility, and the highest quartile 
(shaded dark green) representing the highest level of accessibility. The quartiles for the acces-
sibility measures were based on 25-percent intervals of the population demand versus supply 
in a specific county. The quartiles were equal-sized bins, and each bin had the same number of 
census tracts. The quartile cutoffs were based on the distribution at the county level and were 
internal to a particular county. However, the accessibility values (low, medium-low, medium-
high, and high, as indicated by different shades of green in the accessibility maps) were com-
parable across counties.

In mapping the different types of safety-net facilities, we showed only what was available 
within a county’s border. The exception was in calculating the accessibility measure for hospi-
tals, in which we included the census tract centroids and hospitals in contiguous/surrounding 
counties when determining potential demand, because county boundaries are less meaningful 
in determining access to hospital services. 

We did not take this approach for clinics because of the challenges in collecting reliable 
data on these facilities. Also, clinics tend to have smaller catchment areas than hospitals. There-
fore, our maps for clinics likely underestimate the accessibility for some areas along the borders 
of our study counties. Similarly, for mental health and substance abuse treatment facilities, we 

4	 To construct the 10-minute travel-time areas around both weighted census tract centroids and health care facilities, we 
used the Network Analyst extension in the ArcGIS Desktop package. The 10-minute travel-time areas were constructed 
using a digital representation of the street network attributed with characteristics such as posted speed limits and the length 
of each segment of roadway. Our analysis did not include any measures of traffic congestion or multimodal networks (public 
transit, rail, or off-road bicycle networks). We used the posted speed limits and length of each road segment to determine the 
amount of time required to traverse a given road segment. The software used these parameters to construct an area/polygon 
of the reachable area within a 10-minute travel time from a given destination point. 
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took into account only those facilities within a county’s border and, again, may have underes-
timated the accessibility for some areas along the borders of our study counties.
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Appendix C

Detailed Results Tables Used in Estimating Prevalence of 
Symptoms of Drug Abuse and Dependence and Mental Health 
Problems

In this appendix, we present detailed results tables used in estimating the prevalence of symp-
toms of drug abuse and dependence and the prevalence of mental health problems.

Table C.1 presents data on the prevalence of symptoms of drug abuse and dependence 
among inmates based on the DSM-IV criteria and the methodology developed by BJS (Mumola 
and Karberg, 2006) for the 2004 Survey of Inmates in State and Federal Correctional Facili-
ties (see BJS, undated). 

The BJS survey included questions designed to measure the prevalence of substance abuse 
or dependence as defined in the DSM-IV. Abuse symptoms included repeated drug use in 
hazardous situations or recurrent occupational, educational, legal, or social problems related to 
drug use. Inmates reporting any of these symptoms in the 12 months prior to their admission 
to prison met the abuse criteria. Dependence criteria covered a range of symptoms, including 
behavioral, cognitive, and physiological problems. Inmates reporting three or more symptoms 
in the 12 months before their admission to prison met the dependence criteria (Mumola and 
Karberg, 2006).
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Table C.1
Symptoms of Drug Abuse and Dependence (percent)

Symptom Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Symptoms of drug abuse

Failure to fulfill major 
role obligations

25.46 30.29 38.96 20.89 32.94 11.85

Continued use in 
hazardous situations

34.06 37.66 49.29 27.60 37.87 24.81

Drug-related legal 
problems

22.81 29.88 38.34 22.07 30.86 16.64

Recurrent social or 
interpersonal problems

43.98 48.40 60.61 39.14 48.25 29.80

Symptoms of drug dependence

Tolerance 32.92 38.63 50.66 30.22 37.56 23.17

Withdrawal 27.84 35.55 45.37 22.59 39.85 18.84

Compulsive use 31.35 35.93 45.66 26.42 37.90 16.63

Impaired control 31.44 38.68 46.59 31.34 40.12 22.35

Time spent obtaining, 
using, recovering

28.87 34.48 44.83 25.98 34.82 18.87

Neglect of activities 25.57 30.42 39.06 22.28 31.72 15.51

Continued use despite 
problems

34.76 41.61 55.00 32.06 40.83 22.26

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white).



Detailed Results Tables    167

Table C.2 presents patterns of drug use measured as lifetime prevalence, regular use, and 
use in the month prior to arrest. It shows both overall use and the use of specific substances by 
each demographic group.

Table C.2
Patterns of Drug Use as Measured by Lifetime Prevalence, Regular Use, and Use in Month Prior to 
Arrest (percent)

Type of Drug Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Lifetime use

Any drug 83.24 84.96 90.00 85.48 82.46 69.56

Marijuana/hashish 78.11 77.65 83.11 78.38 74.21 66.12

Cocaine/crack 46.06 48.90 54.78 44.12 50.41 28.19

Heroin/opiates 22.91 28.42 38.35 15.23 32.56 12.95

Depressants 21.02 19.81 34.89 10.39 17.11 4.29

Stimulants 27.94 46.67 72.98 17.95 49.60 34.12

Methamphetamine 22.79 43.33 68.71 15.59 46.03 32.46

Hallucinogens 32.74 43.58 58.25 33.81 42.07 23.13

Inhalants 13.61 20.27 25.44 9.72 24.23 20.97

Other drugs 2.43 1.65 4.11 0.79 0.59 0.00

Regular use

Any drug 69.00 72.64 80.78 72.80 68.25 55.24

Marijuana/hashish 59.80 57.01 61.77 60.94 52.02 42.10

Cocaine/crack 28.99 27.53 29.13 30.16 26.14 11.73

Heroin/opiates 12.60 15.65 18.76 6.12 21.03 10.85

Depressants 9.66 7.01 13.20 2.91 5.96 1.71

Stimulants 17.26 32.74 55.96 7.37 34.61 28.24

Methamphetamine 14.25 30.08 51.73 6.84 31.43 26.67

Hallucinogens 13.45 15.60 17.94 14.53 14.43 17.16

Inhalants 4.55 6.66 9.44 2.35 8.21 3.35

Other drugs 1.05 0.38 1.03 0.27 0.00 0.00

Month before arrest

Any drug 55.77 58.31 64.32 55.31 59.08 31.56

Marijuana/hashish 41.23 36.98 35.65 42.07 36.10 20.09

Cocaine/crack 20.71 15.98 11.39 20.98 16.23 11.73

Heroin/opiates 7.84 9.35 9.67 2.88 14.58 4.95



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

Table C.2—Continued

Type of Drug Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Depressants 5.15 2.92 6.12 0.80 2.19 1.71

Stimulants 11.73 25.75 43.57 5.27 29.40 9.76

Methamphetamine 10.40 23.93 40.79 4.75 27.11 9.76

Hallucinogens 6.07 5.45 4.15 7.89 4.83 3.35

Inhalants 1.03 1.78 2.06 1.05 2.14 1.68

Other Drugs 0.59 0.22 0.74 0.00 0.00 0.00

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white).
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In Chapter Three, we examined the mental health problems presented by inmates. Those 
designations were based on DSM criteria constructed from inmates’ responses to specific ques-
tions about their well-being. Responses to individual criteria are presented in Table C.3. 

Table C.3
Responses to Individual Questions on Mental Health That Served as Input for DSM-IV Category 
Assignment (percent)

Symptom Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Major depressive or mania symptoms

Persistent sad, numb, or 
empty mood

31.74 30.44 33.29 32.83 26.83 27.26

Loss of interest or 
pleasure in activities

34.73 31.89 35.12 37.08 25.56 31.38

Increased or decreased 
appetite

31.45 27.16 24.98 34.19 24.40 20.12

Insomnia or hypersomnia 38.95 35.87 38.20 39.92 31.32 33.52

Psychomotor agitation or 
retardation

38.79 38.94 43.60 41.32 33.33 40.85

Feelings of worthlessness 
or excessive guilt

34.10 33.95 35.36 41.78 26.99 33.67

Diminished ability to 
concentrate or think

27.55 26.21 29.76 28.38 22.78 18.37

Ever attempted suicide 11.76 11.34 15.33 10.40 8.97 11.67

Persistent anger or 
irritability

37.00 37.10 41.28 43.75 30.01 27.28

Increased/decreased 
interest in sexual activities

33.95 32.41 32.52 43.07 24.71 28.82

Psychotic disorder symptoms

Delusions 11.49 11.55 8.60 17.45 9.76 8.31

Hallucinations 7.57 10.24 8.85 14.87 8.23 6.78

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white).
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Appendix D

Additional Results for Physical Health and Mental Health 
Problems

In this appendix, we include additional findings on the health problems of California inmates 
that were not presented in Chapter Two. Here, we present the survey findings for dental prob-
lems, reported disability, and mental health treatment for all inmates.

Dental Problems

Oral health can have long-term implications for physical health. Some studies have reported 
associations between oral infections and diabetes, heart disease, and strokes (U.S. Department 
of Health and Human Services, 2000). Dental problems also can affect social functioning; 
for example, missing teeth can have a negative effect on an individual’s appearance and abil-
ity to find employment. According to the Surgeon General’s report Oral Health in America, 
important disparities remain. Although there have been gains in oral health status overall, 
non-Hispanic blacks, Hispanics, and American Indians and Alaskan Natives generally have 
the poorest oral health of any racial/ethnic groups in the United States (U.S. Department of 
Health and Human Services, 2000).

The prevalence of dental problems among the inmate population is substantial  
(Table D.1). Nationally, half of the surveyed inmates reported a dental problem (50 percent). 
Reports by California inmates were similar (48 percent). There were no statistically significant 
differences across racial/ethnic groups among California inmates. Among those who reported 
a dental problem, California inmates were less likely than prison inmates nationally to have 

Table D.1
Dental Problems and Treatment Since Admission (percent)

Dental Health Status Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Current dental problem 50.41 48.45 50.92 51.91 44.29 45.49

Saw a physician for dental 
problem (among those 
reporting current dental 
problem) 85.68 79.09 79.85 78.50 78.23 85.19

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white).
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seen a physician while incarcerated. Among California inmates, there was no statistically sig-
nificant difference by race/ethnicity in the percentage of individuals with a dental problem or 
who had received treatment since admission.

Disability

There is no single definition of disability, but, in general, it refers to any characteristics of the 
body, mind, or senses that, to a greater or lesser extent, affect a person’s ability to engage inde-
pendently in some aspects of day-to-day life. In 2000, 18.6 percent of the U.S. population 
between the ages of 16–64 years had some kind of disability (U.S. Department of Health and 
Human Services, 2007). 

Inmates reported a number of physical and other types of disabilities that could limit 
functioning or require assistance. Overall, more than one-third of inmates reported a disability 
(35 percent), and about 18 percent considered themselves to be disabled (Table D.2). The most 
common type of disability reported was impaired sight (10 percent), though other disabilities 
were also reported: hearing (7 percent), learning (13 percent), speech (4 percent), and mobility 
(3 percent) impairments. In addition, 18 percent of inmates reported that they required special 
education. Interestingly, only half as many inmates (18 percent versus 35 percent) reported that 
they considered themselves disabled.

There were no statistically significant differences between U.S. and California inmates, 
with the exception of special education, which was significantly lower in California (15 per-
cent). But California inmates were nevertheless significantly more likely than all U.S. inmates 
to consider themselves disabled (21 percent versus 18 percent).

Table D.2
Disability Rates (percent)

Disability Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Any disability 34.63 32.87 37.13 35.56 27.64 31.97

Sight 10.17 10.00 8.52 12.35 9.56 8.30

Hearing 6.94 6.34 6.22 5.53 6.60 10.09

Learning 13.18 13.44 18.70 13.28 10.04 8.54

Speech 3.85 3.81 1.79 4.72 4.13 8.41

Special education 18.48 15.18 15.60 18.86 12.67 10.16

Need aid 2.54 3.38 4.32 4.56 1.97 1.71

Consider self disabled 17.74 21.21 23.64 27.37 15.14 17.04

Source: BJS 2004 inmate survey. 

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white). 
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There were few differences across race/ethnicity in California. Latino males in Cali-
fornia were less likely to report a learning disability relative to their white counterparts 
(10 percent versus 19 percent). Latinos were also less likely to consider themselves disabled  
(15 percent versus 21 percent).

Treatment for Mental Illness

The results are qualitatively similar for mental health treatment received by inmates with a pre-
vious history of mental illness (see Chapter Two, Table 2.14) and by all inmates (Table D.3). 
The disparity for Latinos is stronger, but it is likely driven, in part, by a lower prevalence of 
reported mental illness.

Table D.3
Mental Health Treatment Among All Inmates (percent)

Treatment Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Ever received treatment 

Received any mental 
health treatment

29.51 31.35 43.27 33.54 21.45 23.66

Had overnight  
hospital stay

11.46 10.20 14.05 12.52 5.52 10.12

Used prescribed 
medications

22.21 23.66 33.56 25.31 15.61 16.92

Had professional 
mental health therapy

20.95 21.26 30.15 23.03 13.63 16.89

Used other mental 
health treatment

3.50 4.21 5.95 5.79 1.81 3.36

Received treatment during the year before or since admission

Received any mental 
health treatment

21.13 22.42 29.75 26.06 14.50 18.60

Had overnight  
hospital stay

5.15 4.95 6.26 6.79 2.54 5.09

Used prescribed 
medications

16.42 18.37 25.47 20.65 11.56 15.26

Had professional 
mental health therapy

13.89 13.48 16.63 16.91 8.67 11.84

Used other mental 
health treatment

2.14 2.46 2.82 3.92 0.98 3.37

Received treatment after admission

Received any mental 
health treatment

17.81 19.15 23.81 23.39 13.03 13.51

Had overnight  
hospital stay

3.02 3.03 3.60 4.09 1.95 1.68
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Table D.3—Continued

Treatment Total U.S.
Total 

California

By Race/Ethnicity (California)

White
African-

American Latino Other

Used prescribed 
medications

13.81 15.92 20.56 18.77 10.87 10.17

Had professional 
mental health therapy

11.67 11.00 13.57 13.68 7.49 6.75

Used other mental 
health treatment

1.79 2.08 2.04 3.66 0.98 1.68

Source: BJS 2004 inmate survey.

Note: Sample includes male inmates incarcerated in state prisons only. Statistical significance is denoted by 
bold (California versus United States; race/ethnicity comparisons are African-American, Latino, and other versus 
white).
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Appendix E

Sensitivity Analysis of Missing Zip Code Data and Alternate 
Accessibility Measures for Hospitals and Clinics

In this appendix, we discuss our approach for conducting our sensitivity analysis of the missing 
zip code data for alternate accessibility measures for hospitals and clinics.

Sensitivty Analysis of Missing Zip Code Data 

A potential source of error in calculating the geographic analysis results from the method used 
by the CDCR was in assigning census tract numbers. In creating the 11-digit FIPS code, the 
CDCR used the zip code as a control variable. For cases that were missing a zip code, the 
CDCR took the first random location of the street address that came up in its search and 
assigned it a FIPS. We know that this introduced some error into the assignment of tract 
location, particularly in cases in which the street name was a commonly used one (e.g., Main 
Street). 

To assess how much error this may have introduced into the geocoding of parolee loca-
tions, we compared the distribution of parolees in the state by county, mapping cases with a zip 
code versus cases that were missing a zip code. Overall, 21 percent (n = 29,292) of the geocoded 
cases were missing a zip code. Figure E.1 shows two maps of the parolee rates of return per 
1,000 population by county, calculated using cases with a zip code and then with missing a zip 
code. If the cases with missing zip code data were concentrated in certain counties, this would 
suggest possible bias in the pattern identified. 

Comparing the concentration of parolees across counties using all the geocoded cases 
(see Figure 3.1, Chapter Three), we see that simply using the cases with a zip code to calculate 
parolee rates of return would yield a higher estimate for some counties in central and Southern 
California (Fresno, Tulare, Kern, and San Bernardino counties) and in several smaller counties 
in Northern California (Yuba, Yola, and Sacramento counties), but it would result in a lower 
estimate for one rural Northern California county (Humboldt). However, the overall pattern 
of parolee rates of return in California by county remains the same as the distribution shown 
in Figure 3.1, in which we included all of the cases that could be geocoded. If we compare 
the concentration of parolees using the cases that were missing zip code data, we see that the 
parolee rate of return increases for Alameda County and some of the rural counties in North-
ern California,1 but it decreases for three Northern California counties (San Joaquin, Madera, 
and Monterey) and one Southern California county (San Diego). 

1	 The other Northern California counties were Del Norte, Humboldt, Siskiyou, Butte, Lake, Contra Costa, Solano, and 
Stanislaus. 
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Figure E.1
Comparison of Parolee Rates of Return, by County, Using Cases with Zip Code Data Versus Cases 
Missing Zip Code Data

The prevalence of missing zip codes differed across counties. Table E.1 summarizes the 
results of this comparison to the statewide average for the four counties that are the focus of 
this study. In our sample, Alameda County had approximately 30 percent of the parolees with 
missing zip codes, compared to the statewide average of 21 percent. By comparison, San Diego 
County and Kern County had only 12 percent and 8 percent of parolees, respectively, with 
missing zip codes. Los Angeles County’s rate of missing zip codes was very similar to the state 
average, approximately 23 percent. This is not surprising, given that Los Angeles comprises a 
large share of the state parolees.

Table E.1
Distribution of Cases with Missing Zip Codes, State and County Levels

County Total Parolees
Parolees Missing  

Zip Code
Percent of Parolees 
Missing Zip Code

Alameda 4,689 1,421 30

Kern 5,936 499 8

Los Angeles 35,710 8,350 23

San Diego 9,782 1,185 12

California 137,305 29,292 21
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Because Alameda County had 9 percent more cases with missing zip code data than the 
statewide average, we also were concerned that this might affect the clustering pattern seen in 
this county. So, we examined whether the 30 percent of parolees with missing zip codes may 
affect the clusters of parolees identified. Specifically, we looked for differences in cluster pat-
terns in the county, first creating clusters using the cases with zip codes and then overlaying 
these clusters with clusters created using only the cases that were missing zip codes. We also 
examined different minimum cluster sizes (15, 20, 25, and 30) to see how the cluster pattern 
might change. The areas of Alameda County that had cases with missing zip codes were Berke-
ley, Emeryville, and Oakland.2 We found that, regardless of the cluster size used, the clusters 
identified in these areas using the cases with or without zip codes overlapped extensively. Thus, 
we are confident that, by including the cases with missing zip codes in our analyses, the overall 
pattern of clustering is not substantively biased by any potential errors in assignment of census 
tract information to those cases without zip codes. 

Alternate Accessibility Measures for Hospitals and Clinics

Our measures of accessibility for hospitals and clinics used FTE as a proxy for a facility’s capac-
ity. Because some hospitals and clinics were missing capacity data, in these instances, we had 
to drop the facilities from our calculation of the accessibility measures. To assess the effect of 
missing capacity data, we conducted a sensitivity analysis, examining whether the accessibility 
patterns within a county changed when using instead a simple count of facilities rather than 
capacity in calculating an alternate measure of capacity. This is equivalent to an unweighted 
accessibility measure versus one weighted by capacity. In Figures E.2 through E.9, we present 
the maps showing the alternate measures using the simple count of these types of facilities in 
calculating accessibility. 

2	 The other areas in Alameda County did not have cases with missing zip code data.
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Figure E.2
Map of Primary Care Clinics Using Alternate Accessibility Measure, Alameda County
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Figure E.3
Map of Hospitals Using Alternate Accessibility Measure, Alameda County
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Figure E.4
Map of Primary Care Clinics Using Alternate Accessibility Measure, Kern County
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Figure E.5
Map of Hospitals Using Alternate Accessibility Measure, Kern County
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Figure E.6
Map of Primary Care Clinics Using Alternate Accessibility Measure, by SPA, Los Angeles County
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Figure E.7
Map of Hospitals Using Alternate Accessibility Measure, by SPA, Los Angeles County
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Figure E.8
Map of Primary Care Clinics Using Alternate Accessibility Measure, San Diego County
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Figure E.9
Map of Hospitals Using Alternate Accessibility Measure, San Diego County
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