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Adverse childhood experiences (ACEs) are linked to both poor mental health and adverse social
outcomes, including arrest and incarceration. Furthermore, individuals with serious mental illnesses
(SMI) are known to have high rates of childhood adversity and are overrepresented in all facets of
the criminal justice system. Few studies have examined the associations between ACEs and arrests
among individuals with SMI. We examined the impact of ACEs on arrest among individuals with SMI
while controlling for age, gender, race, and educational attainment. In a combined sample from two
separate studies in different settings (N = 539), we hypothesized that ACE scores would be associ-
ated with prior arrest, as well as rate of arrests. The prevalence of prior arrest was very high (415,
77.3%) and was predicted by male gender, African American race, lower educational attainment, and
mood disorder diagnosis. Arrest rate (number of arrests per decade, which thus accounted for age)
was predicted by lower educational attainment and higher ACE score. Diverse clinical and policy
implications include improving educational outcomes for individuals with SMI, reducing and address-
ing childhood maltreatment and other forms of childhood or adolescent adversity, and clinical
approaches that help clients reduce the likelihood of arrest while addressing trauma histories.
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ACEs are potentially traumatic events occurring in child-
hood and adolescence that have long-lasting detrimental
impacts on individuals’ health and well-being. ACEs are
common and are strongly associated with health-related
risk behaviors, many health conditions, and even early
mortality.1 The original ACEs study assessed the rela-
tionship between various types of adversity in childhood
and health outcomes; two-thirds of participants reported
at least one adverse childhood experience.2 In that sam-
ple and others, researchers have found that ACEs are

significantly associated with increased risk of depression,
anxiety, substance abuse, and suicide attempts,3,4 as well
as a multitude of adverse physical health outcomes. For
many youths, ACEs occur early in childhood and accu-
mulate during adolescence.5 In addition to the many
negative health implications, research suggests a signifi-
cant relationship between adolescent maltreatment and
increased risk for arrest, general and violent offending,
and illicit drug use.6 One study found that among adult
female inmates, over 70 percent reported experiencing
intense physical violence during childhood from parents
or other caregivers.7

Exposure to ACEs is also associated with the pres-
ence of SMI in adulthood.8 A large body of research
links early adversity to psychological difficulties later in
life, and childhood trauma in particular has strong and
long-lasting effects.9 The rates of prior trauma exposure
among individuals with SMI vary from 49 to 100 per-
cent, with both physical and sexual abuse being com-
mon. Among individuals with SMI, 13 to 64 percent
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reported childhood sexual abuse, and 22 to 66 per-
cent reported childhood physical abuse.10 Exposure
to multiple traumas increases the probability of psy-
chosis.11 Among men with schizophrenia, 94 per-
cent had experienced at least one and the majority
(63%) had experienced four or more childhood
adversities, including family history of mental ill-
ness, emotional abuse, and neglect.12

Compared with the general population, individuals
with SMI are more likely to get arrested, experience
longer periods of incarceration, and more com-
monly re-offend.13,14 The concerning prevalence of
mental illnesses, and SMI in particular, in jails and
prisons has been detailed extensively,15–17 and it is
thought that the over-representation of individuals
with SMI in the criminal justice system is linked to
deinstitutionalization, inadequate funding of com-
munity mental health services, and police officers’
approaches toward individuals with SMI,14 among
other factors.

Although ACEs are known to be particularly
common among persons who later develop SMI,
and although it is widely known that those with
SMI often have extensive criminal justice involve-
ment, very few studies have examined associations
between ACEs and arrests in this population. In a
two-year longitudinal study from the At Home/
Chez Soi demonstration project providing Housing
First versus treatment as usual to 1,888 homeless
adults with mental illnesses in five Canadian cities,
ACE score was associated with odds of experiencing
criminal justice involvement (12% reported none,
19% reported one to two, 19% reported three to
four, and 50% reported greater than four types of
ACEs).18,19 We sought to determine the impact of
ACEs on arrests among individuals with SMI while
controlling for several key covariates: age, gender,
race, and educational attainment. Specifically, in a
combined sample from two separate studies involv-
ing individuals with SMI, we hypothesized that
ACE scores would be associated with having ever
been arrested, as well as the frequency or rate of
arrests across time. We made an a priori decision to
combine the two datasets from these previous stud-
ies because they both happened to have the same
measure of adverse childhood experiences, as well as
measures of arrests. Both studies involved individu-
als with SMI treated in public-sector settings, and
combining the datasets increased our sample size
and power.

Methods

Study 1 Setting and Sample

Study 1 was a randomized, controlled trial of a re-
covery-oriented model of community navigation that
took place in southeast Georgia, primarily in the
Savannah and Brunswick areas.20,21 Longitudinal
data were collected, though the current analysis relies
on baseline data collected between December 2014 and
June 2018. Participants included 240 patients nearing
discharge from three inpatient settings: one state psy-
chiatric hospital and two crisis stabilization units.
Eligibility criteria included being 18 to 65years of age;
presence of a psychotic or mood disorder diagnosis; ab-
sence of known or suspected intellectual disability or de-
mentia; absence of a significant medical condition that
could compromise participation; a Mini-Mental State
Examination22,23 score of 24 or greater; capacity to give
informed consent for study participation; having had
two separate inpatient psychiatric admissions for two or
more days in the past 12months; and being discharged
to reside within the eight counties served by the public
mental health agency hosting the research.
A demographics form was used to collect partici-

pants’ age, gender, race, level of education, relationship
status, and other variables. Participants then took part
in a two- to four-hour research interview to collect data
for the parent study. Research diagnoses were made
using the mood disorders and psychotic disorders mod-
ules of the Structured Clinical Interview for DSM-5,
Research Version.24 Participants were reimbursed for
their time and effort. All research procedures were
approved by the New York State Psychiatric Institute
Institutional Review Board.

Study 2 Setting and Sample

Study 2 focused on food insecurity and other social
adversities among individuals with serious mental
illnesses in Washington, D.C. Cross-sectional data
were collected between April and October 2013.
Participants included 299 English-speaking outpatient
clinic patients from five community mental health
“Core Service Agencies” across diverse neighborhoods.
The same eligibility criteria were used as in Study 1,
though there was no requirement for past 12-month
inpatient psychiatric admissions.
As in Study 1, a demographics form was used to col-

lect participants’ age, gender, race, relationship status,
and other variables. Participants then completed an
approximately 90-minute survey, again by a trained

ACEs and Arrest Rates among Individuals with Serious Mental Illnesses

2 The Journal of the American Academy of Psychiatry and the Law



research assistant. Data were entered directly via elec-
tronic tablets using the Research Electronic Data
Capture (REDCap) system, a secure data collection
and management web application. As reported previ-
ously,25 diagnoses were categorized as a psychotic or a
mood disorder based on the patient’s self-reported
diagnosis (n = 298) and a review of clinical records
when available (n = 173). Because of the high concord-
ance between these two means of assessing diagnostic
category (k = .76, P < .001, n = 173), we used the
patient-reported diagnosis in subsequent analyses to
minimize missing data on this key variable (n = 298).
All research procedures were approved by The George
Washington University Institutional Review Board
and by the Core Service Agency directors.

Measures and Rating Scales

In both studies, adverse childhood experiences
were assessed using the ACEs questionnaire, a ten-
item dichotomous (yes/no) scale first developed by
the researchers of the ACEs study to evaluate people
for a history of exposure to ten categories of adversity
during their first 18 years of life.2,26 The ten catego-
ries cover constructs related to abuse (emotional,
physical, and sexual), neglect (emotional and physi-
cal), and household dysfunction (domestic violence,
parental divorce or separation, household substance
abuse, mental illness, and parental incarceration).26,27

The total ACE score thus ranges from zero to ten.
The ACE questionnaire has shown evidence of good
test-retest reliability.28,29

Arrests were measured differently in the two stud-
ies. For Study 1, participants’ Record of Arrest and
Prosecution (RAP) sheets were obtained, with partici-
pants’ consent, from the Georgia Crime Information
Center, which receives arrest reports state-wide under
the Georgia Bureau of Investigation. These RAP
sheets allowed us to extract subjects’ number of life-
time arrests in the state of Georgia. For Study 2, the
number of lifetime arrests was collected through self-
report. Because the number of lifetime arrests heavily
depends on age, we calculated arrest rate by dividing
lifetime arrests by age, and multiplying by ten to
improve interpretability, resulting in an average num-
ber of arrests per decade.

Data Analysis

The two datasets were merged on all relevant vari-
ables, and distributional properties and descriptive
statistics for all variables were examined. Bivariate

tests included chi-squared and independent sample
Student’s t-tests. For the two dependent variables of
interest, having ever been arrested and arrest rate, we
conducted a binary logistic regression and a multiple
linear regression model, respectively, using backward
stepwise elimination with the following predictors:
age, gender, race, mood versus psychotic disorder,
Study 1 versus Study 2, years of education, and ACE
score. All analyses were conducted using IBM SPSS
26.

Results

Sociodemographic and clinical characteristics of
the study sample (N = 539) are shown in Table 1.
Compared with Study 1 participants, Study 2 partic-
ipants were significantly older (48.46 9.1 versus
35.96 11.6; t = 14.15, df = 537, P < .001), less
likely to be male (53.2% of the sample versus 64.6%;
x 2 = 7.12, df = 1, P = .008), and more likely to be
African American or Black (96.7% of the sample
versus 49.6%; x 2 = 149.57 df = 1, P < .001).
Participants in the two studies did not differ in terms
of ethnicity (519 (96.3%) were non-Hispanic), years
of education completed (11.26 2.7), marital status
(323 (59.9%) were single and never married), or
employment status (480 (89.2%) were unemployed
in the past month). The majority of the sample in
Study 1 (155, 64.6%) had a psychotic disorder,
whereas 180 (60.4%) of the sample in Study 2 had a
mood disorder (x 2 = 33.20, df = 1, P < .001).
Although ACE scores did not differ between the two
samples (overall sample: 4.66 2.9), Study 2 partici-
pants (who were older and more likely to be African
American or Black, as noted above) were more likely
to have ever been arrested: 244 in Study 2 (82.2%)
versus 171 in Study 1 (71.3%); x 2 = 8.99, df = 1,
P = .003. Their arrest rates, which account for age,
did not differ, however (1.66 2.7 arrests per ten years
in the overall sample, and 2.16 2.9 arrests per
ten years among the 415 [77.3%] who had ever been
arrested).
Race and gender associations with ACE score, ever

arrested, and arrest rates are shown in Table 2.
Gender was significantly associated with ACE score
and having ever been arrested. Specifically, females
had a significantly higher ACE score (5.26 2.9)
than males (4.26 2.8; t = 3.98, df = 532, P < .001),
and males were more likely than females to have ever
been arrested (82.7% versus 69.6%; x 2 = 15.55, df =
1, P < .001). Race was significantly associated with
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having been arrested, with African American or
Black individuals being more likely to have ever been
arrested (x 2 = 12.77, df = 1, P < .001). Among
those who had been arrested, there were no signifi-
cant differences in lifetime arrest rate by race or gen-
der. Because gender was associated with ACE score
and having ever been arrested, we ran a preliminary
model of having been arrested with ACE score,

gender, and ACE � gender interaction, but the
interaction term was not significant, so we did not
include it in subsequent models.
The binary logistic regression model for the likeli-

hood of having ever been arrested and the multiple
linear regression model for arrest rate are shown in
Table 3 and Table 4, respectively. For the logistic
regression, we used a backward stepwise elimination
method to examine independently significant varia-
bles. The logistic regression model pertaining to ever
arrested indicated that gender (Wald x 2 = 11.28,
P ¼ .001), race (x 2 = 16.93, P < .001), years of
education completed (x 2 = 5.82, P = .016), and
diagnostic category (x 2 = 4.21, P = .040) were all
significant and independent predictors of having
been arrested (Cox and Snell R2 = .074). The linear
regression model pertaining to arrest rate indicated
that years of education completed (b = �.16, P =
.002) and ACE score (b = .13, P = .011) were sig-
nificant predictors (R2 = .040).

Discussion

Several findings are noteworthy. First, we found a
very high rate of prior criminal justice involvement:
77.3 percent of the sample had been arrested at some
point in their lifetime. This is consistent with previous
findings that patients with SMI are more likely to
have ever been arrested compared with the general
population. Other studies have found between 28 and

Table 1 Sociodemographic and Clinical Characteristics of the Study Sample, n = 539

Overall sample
(n = 539)

Study 1
(n = 240)

Study 2
(n = 299)

Characteristic M SD M SD M SD t df P

Age, years 42.8 12.0 35.9 11.6 48.4 9.1 14.15 537 <0.001
Educational attainment, years, n = 537 11.2 2.7 11.0 2.7 11.4 2.7 1.65 535 0.10
Adverse Childhood Experiences (ACE) score 4.6 2.9 4.7 2.9 4.5 2.9 0.81 532 0.42
Arrest rate among the entire sample, n = 537 1.6 2.7 1.7 2.2 1.6 3.1 0.237 535 0.82
Arrest rate among those ever arrested, n = 415 2.1 2.9 2.3 2.3 2.0 3.3 1.29 413 0.20

n % n % n % x2 df P

Ever arrested, n = 537 415 77.3 171 71.3 244 82.2 8.99 1 0.003
Gender, male 314 58.3 155 64.6 159 53.2 7.12 1 0.008
Ethnicity, non-Hispanic 519 96.3 228 95.0 291 97.3 2.01 1 0.16
Race, African American or Blacka 380 75.2 114 49.6 266 96.7 149.57 1 <0.001
Marital status, single and never married 323 59.9 148 61.7 175 58.5 8.20 4 0.09
Unemployed in the past month 480 89.2 208 87.0 272 91.0 2.14 1 0.14
Diagnostic category, n = 538
Mood disorder 265 49.3 85 35.4 180 60.4
Psychotic disorder 273 50.7 155 64.6 118 39.6 33.20 1 <0.001

aOnly African American/Black and White participants are included in this comparison as there were too few in other categories.

Table 2 Race and Gender Differences in ACE Score, Ever Arrested,
and Arrest Rate

Variable M SD t df P

ACE score
Race 1.80 499 0.07
Black 4.5 2.9
White 5.0 2.8

Gender 3.98 532 <0.001
Male 4.2 2.8
Female 5.2 2.9

Arrest rate
Race 0.11 388 0.91
Black 2.1 3.1
White 2.2 2.1

Gender 1.26 413 0.21
Male 2.3 2.9
Female 1.9 2.9

n % x2 df P

Ever arrested
Race 12.77 1 <0.001
Black 310 81.6
White 80 64.5

Gender 15.55 1 <0.001
Male 259 82.7
Female 156 69.6
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50 percent of individuals with SMI had been arrested
at least once in their lifetime.13,14,30 Our results sug-
gest that some populations with SMI might face an
even higher risk of arrest than previously reported.31,32

The arrest rate among those who had been arrested
was 2.16 2.9 indicating a high frequency of involve-
ment with the criminal justice system. Our findings
underscore the need for behavioral health and criminal
justice interventions that will address the needs of peo-
ple with SMI who are at risk of criminal justice
involvement. Well-established risk/needs/responsivity
paradigm principles,33 though originally developed for
a population without SMI, are applicable here, as
those with SMI appear to share the same risk factors
for criminal recidivism as those without such ill-
nesses.34,35 Furthermore, many of the risk/needs/
responsivity concepts map directly onto the social
determinants of health (e.g., the “Needs” list includes,
among others, educational and vocational challenges),
and the presence of a SMI is a responsivity factor,
both because symptoms may interfere with successful
participation in needs-focused treatment (e.g., sub-
stance use interventions) and because individuals with
SMI are predisposed to other needs and challenges
like high rates of unemployment.36

Although the ACE score did not predict likeli-
hood of having ever been arrested (perhaps because
of the overshadowing impact of the presence of SMI
itself), among those who had been arrested, the ACE
score was a significant predictor of arrest rate. This is
consistent with one of a few studies showing that ex-
posure to ACEs had a significant effect on arrest rates
among homeless persons with SMI.18,19 Although
our study indicates that ACEs increase criminal jus-
tice involvement among those with SMI, future

research should focus on examining the pathways
between higher ACE scores and increased frequency
of arrest. Interventions are needed to reduce the prev-
alence of ACEs; attend to their detrimental effects in
social (e.g., criminal justice), physical health, and
mental health domains; and reduce the likelihood of
arrest among those most at risk (particularly those
with SMI and greater exposure to ACEs).
Our study also demonstrated that years of educa-

tion was predictive of having ever been arrested, as
well as arrest rate, with more education being protec-
tive for both variables. Other studies have found
that education can lower arrests by increasing wages,
enhancing the opportunity costs of incarceration;
increasing social stigma associated with incarceration
for white-collar workers; increasing risk aversion; and
decreasing the time youth may have for criminal ac-
tivity.37 This is consistent with numerous findings
showing that lower educational attainment increases
likelihood of arrest, especially among people with
multiple arrests. For example, nationally representa-
tive data from the National Survey on Drug Use and
Health38 found that 66 percent of people with multi-
ple arrests in one year had no more than a high
school degree.39 Other research shows that greater
educational attainment decreases the probability of
being arrested. In an analysis of arrests in all 50 states,
it was reported that an increase of one year in states’
average years of schooling was associated with an 11
percent reduction in state-level arrest numbers.40

This disparity related to educational attainment per-
sists for incarcerations as well. Data from the 2017
National Survey on Drug Use and Health41 found
that people who had been arrested three or more
times had the lowest educational attainment, with 74
percent having no more than a high school education
and 38 percent having no high school diploma. Our
findings show that, like the general population, educa-
tional attainment is an important predictor of arrest
among individuals with SMI. In light of the connec-
tion between lower educational attainment and lower
employment opportunities and success, psychosocial

Table 3 Binary Logistic Regression Results for Likelihood of Having Ever Been Arrested, n =497

Variable B SE Wald x2 P OR

Gender (male= 0, female= 1) �0.78 .23 11.28 0.001 0.46
Race (African American or Black= 0, White = 1) �0.99 .24 16.93 <0.001 0.37
Years of education completed �0.10 .04 5.82 0.016 0.90
Diagnosis (mood disorder =0, psychotic disorder = 1) �0.47 .23 4.21 0.040 0.62
Constant 3.81 .67 32.62 <.001 45.02

Table 4 Multiple Linear Regression Results for Arrest Rate among
Those Who Had Ever Been Arrested, n = 415

Variable B SD b t P

Years of education completed �0.18 0.06 �0.16 �3.10 0.002
ACE total 0.13 0.05 0.13 2.56 0.011
Constant 3.46 0.71 4.86 <0.001
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interventions such as targeted vocational interventions
could improve outcomes across multiple interrelated
social welfare domains that affect criminogenic risk
factors.

In addition, our analysis showed that male gender
and African American race were significantly associ-
ated with having ever been arrested. Interestingly,
among those who had been arrested, there was not a
significant difference in lifetime arrest rate by gender
or race. This is consistent with prior findings on gen-
der and race differences. According to a 2017 report,
African Americans were overrepresented among those
arrested, making up only 13 percent of the general
population but accounting for 21 percent of those
arrested only once and 28 percent of those arrested
more than once.39 According to the Bureau of Justice
Statistics, estimates show that almost one in every
three Black males will be incarcerated in either a state
or federal prison in their lifetime.16 The percentage of
having ever been arrested among African American or
Black males between 1974 and 2001 was 16.6 per-
cent, which is more than twice that of Hispanic males
(7.7%) and six times that of white males (2.6%).42

The disproportionate number of African American
males incarcerated in the general population was
replicated in our sample with SMI. Thus, it is critical
that interventions intentionally seek to address the
mechanisms by which systemic/structural racism con-
tributes to criminal justice over-representation (e.g.,
educational inequalities; poverty, income and wealth
inequality; housing instability).

Several methodological limitations are noteworthy.
The first pertains to the difference in our method of
collecting arrest data between the two studies. Study
1 used state-wide administrative data, which would
not have included any arrests occurring outside of
Georgia (and many participants lived within an hour
of one or more surrounding states). On the other
hand, Study 2 relied on self-report, which, although it
covered arrests in any state, could be limited by recall
error or biases. Although we know of no literature val-
idating self-report arrest data against administrative
data, self-report of another stigmatized condition,
substance use (in comparison to objective urine toxi-
cology measures) has been shown to be largely reliable
and valid.43–45 Furthermore, we entered the study site
(and thus arrest ascertainment approach) into both
regression models, and it was not a significant predic-
tor in either model, which may help to validate the ac-
curacy of the self-report measures used in Study 2.

Second, both studies relied on the ACE questionnaire,
which although very widely used, only captures a rela-
tively small array of adverse childhood experiences.
Other studies should inquire about many other aspects
of adversity in childhood and adolescence. Third, there
was also an inherent selection bias for participants with
more serious courses of illness related to the Study 1 eli-
gibility criterion of having two inpatient psychiatric
hospitalizations. Thus, our results are most applicable
to patients with a more serious course of illness, and
other studies should extend to patients without inpa-
tient hospitalization histories. Fourth, similar to the dif-
ferent approaches to ascertaining arrest data in the two
studies, diagnoses were obtained via semi-structured
research interview in Study 1, and by patient self-report
in Study 2. Fifth, current or prior severity of illness was
not included in the analysis. Finally, the data come
from only two sites and thus findings may not be gen-
eralizable to other settings across the United States.
This exploration of history of arrest and frequency

of arrest could play an important role in improving
understandings of criminogenic risk factors for individ-
uals with SMI. The importance of education in our
sample is evident. Since the usual age of symptom
onset overlaps with critical periods of continuing edu-
cation in young adults, it is important that clinical
treatment plans incorporate educational (and voca-
tional) goals and commitments. Additionally, the path-
ways by which adverse childhood experiences predict
the frequency of arrest must be better understood so
that adequate trauma services can be developed to
ameliorate this relationship. Continuing to explore
these predictors is a crucial step in reducing the over-
representation of individuals with SMI in the criminal
justice system.
For forensic clinicians, programs aimed at prevent-

ing exposure to childhood adversity and bolstering
protective factors (ranging from preschool programs
enhancing socioemotional development to school-
based interventions proven to decrease bullying, and
from parenting interventions that reduce the risk of
abuse and neglect to mentoring programs in adoles-
cence and young adulthood) should be recognized
and promoted as holding promise for reducing later
criminal justice involvement. Furthermore, treatment
models that incorporate awareness of the clear associ-
ation between exposure to childhood adverse events
and arrests (e.g., trauma-focused treatment in juve-
nile justice and adult correctional settings) should be
embraced.
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