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Abstract Decreasing criminal recidivism in justice-

involved individuals with mental illness, is among the most

consistently desired outcomes by programs, policy makers

and funding agencies. Evidencebased practices with track

records of effectiveness in treating mental illness and co-

occurring substance abuse, while important clinically, do

not necessarily address criminal recidivism. Addressing

recidivism, therefore, may require a more targeted criminal

justice focus. In this paper, we describe recent challenges

to decriminalization approaches and review factors asso-

ciated with recurrent criminal behavior. In particular, we

focus on structured clinical interventions which were cre-

ated or adapted to target the thoughts and behaviors asso-

ciated with criminal justice contact.

Keywords Criminal recidivism � Cognitive-behavioral

therapy � Decriminalization

Introduction

Of all the measures of successful community treatment for

justice-involved individuals with mental illness, among the

most consistently desired by programs, policy makers and

funding agencies is decreased criminal recidivism. This

one measure captures both improved client stability and

public safety, while providing support for the promised

decreased jail-day cost savings required to sustain contin-

ued financial resources (Almquist and Dodd 2009;

Milkman and Wanberg 2007). Evidence-based practices

with track records of effectiveness in treating serious

mental illness and co-occurring substance abuse have been

suggested for use in forensic populations with similar

clinical issues (Osher and Steadman 2007). While clinical

needs may be met, it is not clear that these interventions,

such as Assertive Community Treatment, for example, also

address criminal recidivism (Morrissey et al. 2007). There

are, however, an array of factors associated with recurrent

criminal behavior (Andrews and Bonta 1998), many of

which are the targets of interventions for the seriously

mentally ill already. In this paper, we focus on structured

clinical interventions from the worlds of criminal justice

and mental health which have received less attention in the

psychiatric literature and which were created or adapted to

specifically target the thoughts, feelings and behaviors

associated with criminal justice contact.

Criminalization: Not Whether, Rather Why

The overrepresentation of individuals with mental illness in

correctional settings has been documented for years and is

well established (Baillargeon et al. 2009; Teplin 1994).

Recently, the prevalence of serious mental illness at several

jails in New York and Maryland was estimated to be 15%,

a number that is disturbingly similar to the percentage of

inmates with serious mental illness in New York State

prison in the late 1980’s (Steadman et al. 1991, 2009). The

lack of change in this percentage is all the more surprising

given the increasing efforts to address the criminalization

phenomenon at the front door, through pre and post
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booking diversion programs that identify, assess and place

mentally ill arrestees in community treatment in lieu of

incarceration (Redlich et al. 2006). In New York State, for

example, the first official mental health court opened in

2002. This number has grown to 21 mental health courts as

of 2009 (Kluger n.d.).

What these programs nearly all share is a focus on

meeting the clinical needs of this justice-involved popu-

lation in the community—a focus predicated on the notion

that, but for their inadequately addressed mental health

needs, the percentage of individuals with mental illness

among the forensic population would match that in the

community (Thompson et al. 2008).

Several recent studies suggest a more multi-determined

hypothesis. Findings from a naturalistic review of diversion

programs nationwide encompassing almost 1,000 defendants

revealed significant decreases in both mental health symptoms

and re-arrest rates compared to pre-program values. However,

the decrease in re-arrest was not related to symptom reduction,

and was best predicted by the fewer arrests prior to enrollment

in the diversion program (Case et al. 2009). Similarly, a spe-

cialized probation approach for justice-involved individuals

with mental illness was superior to general probation in terms

of decreased recidivism; however, the improvement was

unrelated to symptom amelioration (Skeem et al. 2009). Such

observations make sense in light of other studies demon-

strating that symptoms of serious mental illness are related to

criminal behavior in fewer than 10% of offenses (Jurginger

et al. 2006; Peterson et al. 2010).

While improvements in mental health treatment and

functioning are necessary, these studies suggest that if we

want to keep these individuals out of jail as well, specialized

forensic case management and clinical services that focus on

factors associated with criminal recidivism are critical

adjuncts to symptom focused services for the justice-

involved mentally ill (Lamb et al. 1999; Lamberti 2007).

Factors specifically associated with recurrent criminal

behavior include substance abuse, education and vocational

opportunities, family support, and homelessness (Andrews

and Bonta 1998). Evidence-based practices such as inte-

grated treatment, supported employment, multi-family ther-

apy and housing first initiatives target these needs which are

shared by individuals with mental illness with and without

justice involvement (Osher and Steadman 2007), and should

therefore theoretically address the criminal recidivism that

has been directly associated with these factors.

Additional factors that have received less clinical

attention are the antisocial factors, including antisocial

associates, personality traits and cognitions (Lamberti

2007); despite the fact some antisocial thinking, such as

externalization, rationalization and entitlement may be

more prevalent among the mentally ill offending popula-

tion than among general offenders (Carr et al. 2009).

Fortunately, there are interventions that have demonstrated

promise in addressing these additional recidivism-related

characteristics.

Cognitive-Behavioral Therapy and Adaptations

for Justice-involved Populations

Cognitive-behavioral therapy (CBT) has been an accepted

and evidence-based intervention for ameliorating distress-

ing feelings, disturbing behavior and the dysfunctional

thoughts from which they spring. Improvements in target

symptoms such as anxiety and depression are mediated

through identifying and disputing the automatic thoughts

that generate those feelings.

Despite its proven success, the original focus of CBT

was essentially intra-personal, that is to say symptom relief

for the individual with the goal of feeling and functioning

better. However, the recidivism-related antisocial cogni-

tions and maladaptive emotional reactions are largely inter-

personal and may not be associated with individual distress

(other than undesired legal consequences). As a result,

recidivism focused CBT intervention requires more than an

emphasis on just feeling better; there needs to be specific

attention to interpersonal skills and acceptance of com-

munity standards for responsible behavior (Milkman and

Wanberg 2007). While these interventions were originally

developed for a general offender population, they may be

an appropriate intervention for the justice involved men-

tally ill because the structured, problem behavior targeted

approach may suit the learning style of the mentally ill and

can target specific criminogenic needs that are present in

this population as well (Rosenfeld et al. 2007).

These programs include Thinking for a Change, a prob-

lem solving approach that teaches offenders to work through

difficulties without resorting to criminal behavior (T4C;

Golden 2002); Moral Reconation Therapy a manualized

intervention designed to facilitate the acquisition of higher

levels of moral reasoning (MRT; Little and Robinson 1988);

Lifestyle Change, a structured, self-reflective cost-benefit

analysis of choices and consequences, focusing particularly

on thinking styles that have been found to support criminal

activity (Walters 1999); Options (Bush and Bilodeau 1993),

a cognitive behavioral program focused on social problem

solving, and Reasoning and Rehabilitation (R and R; Ross

et al. 1988) which targets cognitive processing associated

with pro-criminal thinking.

Meta-analyses have revealed an 8.2% reduction in fel-

ony re-convictions for general offenders who complete

CBT interventions, although specific reductions vary by

category of offender (Aos et al. 2006) and comparing

programs is confounded by varying measures of success

(rearrest vs. reconviction vs. reincarceration), target
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population (high or low risk), differences in the content and

length of the interventions, not to mention variable levels

of implementation and research rigor. However, each of

these programs has individually demonstrated statistically

significant reductions in criminal recidivism in non-men-

tally ill populations (Golden 2002; Little et al. 1994; Tong

and Farrington 2006; Walters 2005).

MRT and Lifestyle Change have been successfully

integrated into programs serving justice-involved individ-

uals with mental illness (Rotter and Olson 2010) as mea-

sured by anecdotal clinician and client acceptance. R&R,

though, has presented empirical results with this population.

These results include improvements in problem solving and

social adjustment that are the primary focus of the inter-

vention (Donnelly and Scott 1999). With respect to crimi-

nal justice outcomes, reductions in recidivism among

R&R recipients were found in a general offending sample

(Robinson 1995). A subsequent analysis of a subgroup of

this sample who were housed in a forensic hospital revealed

similar reduced percentages of re-arrest (Rotter and Olson

2010). Finally, a state hospital-based token economy pro-

gram which utilized the R&R curriculum was found to have

re-arrest rates which compared favorably to previously

published re-arrest rates for mentally ill offenders generally

(Kunz et al. 2004). A version of R&R was developed spe-

cifically for adult offenders with mental health problems

and is currently being evaluated (Young and Ross 2007).

Ashford et al. (2008) assessed the effectiveness of Options

(Bush and Bilodeau 1993) by comparing intended (n = 47),

completed (n = 24) and no treatment groups (n = 29) on

criminal attitudes, hostile attribution bias, and criminal

outcomes. The intended treatment and treatment comple-

tion groups were associated with reduced arrests, including

violent arrests, compared to the control group. Participants

in the Options groups were, however, more likely to receive

technical violations of probation compared to the control

group, possibly due to the increased correctional supervi-

sion that such persons received.

While the programs developed by the criminal justice

system focus on traditional criminogenic needs (e.g.,

antisocial attitudes, problem solving, or thinking styles),

another approach has been to adapt structured mental

health interventions to an offending population, with an

emphasis on clinical features associated with criminality

such as frustration intolerance, social skills deficits and

misperceptions of the environment (Galietta et al. 2009).

Dialectical Behavioral Therapy (DBT) has been utilized

with Borderline Personality Disorder (BPD) patients in

forensic psychiatric settings and has been associated with

fewer violent incidents and reduced self reported anger

(Berzins and Trestman 2004; Evershed et al. 2003). DBT

has also been used with stalking offenders who are dis-

proportionately likely to suffer from narcissistic, antisocial

and/or borderline personality disorders. Completion of the

6 month program resulted in significantly fewer re-arrests

for stalking compared to treatment dropouts or published

rates of recidivism for stalking (Rosenfeld et al. 2007).

Finally, individual motivation for and engagement in

treatment must be considered. Most of the programs discussed

above presume a level of motivation and engagement to par-

ticipate and learn that is not necessarily present. Where

motivation is poor or lacking, a more direct intervention may

be required as a precursor to the program. Motivational

Interviewing is one well established approach that has also

been used with justice-involved populations (McMurran et al.

2001). Structured approaches to engagement specifically

designed for justice-involved individuals include Focusing on

Reentry (Porporino and Fabiano 2005), a manualized inter-

vention for motivational enhancement and goal setting, and

the SPECTRM Reentry After Prison (RAP) group (Rotter

et al. 2005), the latter of which (RAP) was developed with the

particular experience of people with mental illness in mind.

No controlled studies have assessed their effectiveness.

Summary

Although connecting individuals with mental illness to

appropriate and effective community care is clearly a good in

and of itself, the failure of traditional case management and

clinical services to fully address criminal justice recidivism in

the mentally ill offender population raises fundamental

questions about the causes underlying the overrepresentation

of the mentally ill in the criminal justice system. At the same

time, however, it also represents a challenge to providers to

adopt and adapt best practices that may be ultimately more

effective in decriminalizing the mentally ill. These practices

include criminal justice-focused, mandated community case

management such as probation officers with specialized

caseloads and mental health courts as well as the criminal

cognition and behavior-focused structured clinical interven-

tions described above. Recidivism focused CBT program-

ming is an established and evidenced based approach in

offenders without mental illness. As noted above, recidivism

focused CBT is applicable to the justice involved mentally ill

and, thus far, preliminary client feedback and outcome studies

are promising.
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