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Who Succeeds in Mental Health Courts?
Identifying Predictors Related to Program Retention
and Legal Recidivism

Kathi R. Trawver, Ph.D.
The University of Texas at Austin, 2011

Supervisor: Allen Rubin
The purpose of this research was to examine “who” was best served by a mental health
court (MHC) by identifying the characteristics of participants that were predictive of sixmonth post opt-in program retention and non-recidivism. Participants were 148 available
adults who had recently enrolled in 1 of 4 west coast MHCs, were diagnosed with an
Axis I schizo-spectrum disorder, bipolar disorder, or major depression, were legally
competent, and provided informed consent. This court-based exploratory study used
structured in-person interviews to administer standardized measures to collect
demographic, socioeconomic, criminal history, psychiatric, substance use/misuse, health,
motivation to change, and therapeutic alliance characteristic data. Additional data were
provided by the MHC study sites. Participants ranged in age from 18 to 64 (M = 36.56,
SD = 11.81) and most had less than a high school education (M = 11.46, SD = 2.49).
Participants were more typically male (61%), white (58%), unmarried (93%),
unemployed (92%), had a prior felony (57%), and were diagnosed with schizophrenia
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(49%) and a comorbid substance use disorder (68%). At 6-month follow-up, 72% of the
participants remained enrolled in MHC and 55% remained arrest-free. Results from chisquare and independent sample t-test analyses showed significant differences in the years
of education, GAF scores, number of contacts with a mental health professional, and
strength of therapeutic alliance with the MHC judge between retained and not retained
participants. A significant logistic regression model identified that more years of
education, a higher number of contacts with a mental health professional, and a stronger
therapeutic alliance with the MHC judge were significant predictors of participants’
program retention. Additionally, significant differences were found between recidivating
and non-recidivating participants’ age, ethnicity, education, income, housing, prior
criminal history (e.g., prior charges, arrests, and jail days), GAF scores, BPRS scores,
AUDIT scores, DAST scores, and comorbid substance use disorder. Another significant
regression model identified being older, more educated, white, and having income other
than SSI/SSDI were predictive of non-recidivism. MHC programs may use these findings
to better assess potential participants, provide more targeted treatment and other related
support services, and consider ways to strengthen their working alliance with
participants.
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Chapter One: Introduction
Jails were built to detain criminals, bad persons, who willingly and willfully
transgress the civil and social laws. The mentally ill are innocents, guilty of
nothing but behaving under disease. Jailing the mentally ill makes as much sense
as jailing someone for contracting tuberculosis.
–

Dorothea Dix, advocating against the
criminalization of the mentally ill in
1842 (Harrington, 1999)

This chapter provides an overview of the various factors that have been identified
as central to understanding the increased and disproportionate numbers of individuals
with serious mental health and comorbid substance use disorders entering the United
States criminal justice system. Posited explanations behind the current phenomenon of
what has been termed as the "criminalization" of mental illness are presented. Finally, the
recognized individual and societal costs of criminalization are discussed.
Incarcerating America
While today the United States is home to less than 5 percent of the world’s
population, it holds nearly 25 percent of the prison population – making America the
world-wide leader in both the number and percentage of residents it incarcerates (Pew
Center on the States, 2008). As recently as 1980 there were fewer than 500,000
individuals who were incarcerated in U. S. jails and prisons (Snell, 1995), however that
number has skyrocketed. Thought to be largely related to the increase in drug-related
arrests, mandatory sentencing requirements, and decreased services to assist individuals
who are homeless, mentally ill, and/or poor, the U.S. correctional population has more
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than quadrupled over the course of the last three decades (Peters, Sherman, & Osher,
2008). Between mid-year 2008 and 2009, county and city jails admitted over 13 million
individuals, resulting in an average jail population of 767,992 inmates for the year
(Minton, 2010). State and federal corrections had authority over 1,613,656 prisoners
(West, 2010), and another 5.1 million individuals were on probation or parole (Glaze &
Bonczar, 2009). These numbers translate into the rather shocking reality that nearly 1 in
every 100 American now resides behind bars (Pew Center on the States, 2008).
Few would dispute the fact that within the United States there has been a
significant philosophical shift in the use of imprisonment from an opportunity to
rehabilitate criminal offenders to a focus on punishment. The National Policy Committee
of the American Society of Criminology (2001) made the following statement describing
these changes:
The philosophy towards incarceration and its purpose has shifted from one of
rehabilitation between the turn of the century and the middle of the 20th century
to a philosophy of deterrence and, more recently, retribution. At one time, it
seemed that prison was reserved for violent offenders who posed a threat to public
safety and to those who were repeatedly convicted for felonious acts. More
recently, a heightened fear of crime among the voting public coupled with
economic prosperity has created a criminal justice system that imprisons persons
who have never been convicted of violent crimes and who have had no prior
convictions. (¶3)
Intertwined with the aforementioned focus on retribution and escalating
incarcerations, is a growing societal demand on the criminal justice system to become
responsible for a variety of social problems. This phenomenon is particularly borne out in
the disproportionate incarceration and criminalization of marginalized groups including
people of color (Sabol, West, & Cooper, 2010), as well as those who experience
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addictions (Loue, 2003), poverty, homelessness (National Law Center on Homelessness
and Poverty, & National Coalition on Homelessness, 2009), and mental illness (James &
Glaze, 2006).
High numbers of persons with serious mental illness, especially those who are
involved with community mental health, have significant criminal justice system
involvement. For example, in a study of over 672 mentally ill individuals who were
newly admitted to community mental health treatment in California, 45 percent reported
having had at least 1 arrest and 36 percent reported having 1 or more criminal convictions
(Theirot & Segal, 2006). Similarly, Fisher et al. (2006a) evaluated the records of 13,816
individuals receiving state mental health services in Massachusetts, finding that nearly 28
percent of the study sample had been arrested at least once, with the number of arrests
ranging from 1 to 71 times over a 10-year period. Cuellar, Snowden, and Ewing (2007)
conducted a similar study of the records of over 6,600 Los Angeles County residents who
had a serious mental illness and received public mental health services. These researchers
found that roughly 24 percent of the individuals studied had experienced at least 1 arrest
over a 10-year period.
The detainment and imprisonment of individuals with serious mental illness has
increased substantially. Between the years of 1980 and 1992, there was a reported 154
percent increase in the numbers of persons with serious mental health disorders being
held in U.S. jails and prisons (Watson, Luchins, Hanrahan, Heyrman, & Lurigio, 2000).
Since 1998, growth has continued to steadily climb that has resulted in yet another 40
percent increase in the number of individuals with mental health issues entering the
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criminal justice system (James & Glaze, 2006). Consequently, it is estimated that more
than 900,000 people with active symptoms of serious mental illness are entering – and
reentering – U.S. jails each year (Steadman, Scott, Osher, Agnese, & Robbins, 2005b).
As a result, the estimated number of individuals with mental illness being held in U.S.
jails and prisons or that are under some type of community corrections supervision has
exceeded 1 million (Skeem, Manchak, & Peterson, 2010).
Although rates of mental illness within the criminal justice setting are known to
be high, estimating just how high has been a bit of moving target. Prior research
assessing the prevalence of mental illness within correctional facilities has varied widely
in methodology, operational definitions of mental illness, and study settings that has
resulted in a range of estimates (Steadman, Osher, Clark-Robbins, Case, & Samuels,
2009).
Ditton’s (1999) landmark study found that 16 percent of incarcerated adults in the
U.S. were seriously mentally ill. In 2001, the American Psychiatric Association (APA)
reported the prevalence of serious mental illness within corrections to be slightly higher,
estimating that up to 20 percent of all inmates had a serious mental disorder and that at
least 5 percent were actively psychotic at any given time. A more recent U. S. Bureau of
Justice Assistance (BJA) inquiry found that at mid-year 2005, more than one-half – or
1,255,700 – jail and prison inmates had some type of diagnosed mental health problem
(James & Glaze, 2006). Of those, an estimated 30 percent of jail inmates and 23 percent
of state prisoners experienced symptoms of major depression, while 15 percent of jail
inmates and 24 percent of state prison inmates reported symptoms meeting criteria for a
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psychotic disorder diagnosis. Wilper et al. (2009) recently utilized the 2002 Survey of
Inmates in Local Jails and the 2004 Survey of Inmates in State and Federal Correctional
Facilities to analyze disease prevalence among prison and jail inmates, including mental
illness. These researchers found that nearly 15 percent of federal prisoners, 25 percent of
state prisoners, and 25 percent of local jail inmates had at least 1 or more previously
diagnosed mental health conditions. Prior research assessing the mental health prevalence
rates in corrections by gender found that more than 30 percent of men (Gavin, Parsons, &
Grubin, 2003; Teplin, 1994) and 10 percent of women (Abram, Teplin, & McLelland,
2003) detained in U.S. prisons met criteria for a current serious psychiatric disorder that
was most often accompanied by a co-occurring alcohol or other substance use disorder.
While any of these prevalence estimates are sufficiently alarming, previous
studies may have underestimated the actual prevalence rates as prior research has
reportedly relied on inmates’ self-identifying and self-reporting their mental illness rather
than using a substantiated clinical diagnosis (Quanbeck, Frye, & Atshuler, 2003).
However, a recent study by Steadman and colleagues (2009) used a semi-structured
clinical interview designed to assess the presence of selected DSM-IV Axis I diagnoses,
finding that among jail detainees, 14.5 percent of the men and 31 percent of females met
diagnostic criteria for a serious mental illness (e.g., schizophrenia, bipolar, or major
depression). If these researchers’ proportions are applied to 2007 jail admission numbers,
there would be an estimated 2.2 million jail bookings involving persons with serious
mental illness annually (Steadman et al., 2009).
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There are less reliable data available documenting the prevalence of mental
illnesses in probation and parole populations. However, given that an estimated 95
percent of all jail detainees and prisoners are eventually released to the community
(American Correctional Association, 2010), it should logically follow that there will be a
similar prevalence of mental illness among individuals who are released to probation or
parole supervision as found among those who are incarcerated. Indeed, Ditton (1999)
found that approximately 16 percent – or an estimated 547,800 probationers – had a
mental health condition.
While the prevalence of mental illness found among individuals involved in the
criminal justice system are high, the rates of mental illness are substantially
disproportionately higher than are found within the general population (Chandler, Peters,
Field, & Juliano-Bult, 2004). In fact, mental health prevalence studies have estimated a
range of two to five times the rates of schizophrenia, bipolar disorder, and other Axis I
mood disorders found among jail and prison populations than are found within
community-based populations (Diamond, Wang, Holzer, Thomas, & Cruser, 2001; Fazel
& Danesh, 2002; James & Glaze, 2006; Kessler, Wai Tat Chiu, Demler, & Walters, 2005;
Hills, Siegfried, & Ickowitz, 2004; Steadman et al., 2009; Teplin, 1990; Teplin et al.,
1996).
Criminalizing Mental Illness in the United States
Surely punishing persons with mental illness via incarceration in jail or prison for
conduct for which they are not responsible, often with inadequate treatment and
no follow-up on re-entry into the community, is a recipe for failure. Often, in
efforts to do the right thing, we do more harm than good.
–
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Slate and Johnson (2008, p. 27)

In many ways, the plight of people with serious mental illness is no better today
than it was nearly two centuries ago when Dorothea Dix led a reform movement
advocating for treatment for the mentally ill instead of jailing them. One of the most
common ways people with mental health disorders are mistreated today becomes evident
when considering the increasing incidence of criminalization of mental illness.
Criminalization, a term first coined by Abramson (1972), has been applied by many
authors to generically describe the high numbers of incarcerated mentally ill, including
those who have committed serious crimes. Others apply the term only to describe,
"mentally ill persons who are arrested, with or without jail detention, and prosecuted for
minor offenses instead of being placed in the mental health system” (Lamb &
Weinberger, 1998, p. 485).
By any definition, criminalization describes the effective transfer of responsibility
for mental health treatment from psychiatric hospitals and community mental health to
our jails and prisons. As a result, U.S. correctional facilities have become the largest
providers of mental health services in the nation and are often referred to as the de facto
hospitals of last resort for people with mental illness (Perez, Leifman, & Estrada, 2003).
Human Rights Watch (2003) has estimated that there are at least three times more
mentally ill people residing in jails and prisons than are being treated within psychiatric
hospitals. They also report that the largest providers of mental health services in the
United States are now urban jails located in Los Angeles, California, Cook County,
Illinois, and Riker’s Island, New York. As a result, a person with a serious mental illness
is 150 percent more likely to be detained in jail than admitted to any type of hospital, and
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800 percent more likely to be jailed than admitted to a state hospital for psychiatric care
(Milazzo-Sayre et al., 2001; Morrissey, Meyer, & Cuddeback, 2007).
There has been considerable conjecture about what has caused the massive and
disproportionate numbers of persons with mental illness to enter the criminal justice
system. At the center of the debate is the unanswered fundamental question posed by
Lamberti (2007) who asked, “Are inmates with mental illness criminals, or have they
been criminalized?” (p. 773). Is it simply that the stigma of being mentally ill results in
increased arrest and incarceration? Is it that the mentally ill are inherently more criminal?
Do they have more criminogenic risk factors that are associated with committing crimes?
Can the criminalization phenomenon be explained away by a failure of social policies,
the community mental health movement, and a fragmented or failed mental health
system? Or have the mentally ill simply been unintentionally swept up in the widened net
of an increasingly punitive society and responding criminal justice system? While several
purported theories have been forwarded, there is not yet a definitive explanation to
answer Lamberti’s complex question. He answers his own question by asserting that to
date there is simply “not sufficient evidence to explain why some patients enter the
criminal justice system, whereas others do not” (Lamberti, 2007, p. 774).
Negative public sentiment, stigma, and an unfounded fear of the dangerousness of
a person with a mental illness are often cited as factors contributing to the increased risk
of incarceration (Corrigan & Larson, 2006; Desai, 2003; Landsberg & Smiley, 2001).
While it seems likely that stigma may play a role across many aspects of criminalization,
there are primarily three lines of theory that have attempted to explain the phenomenon:
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1) deinstitutionalization and mental health service delivery system-related factors; 2)
legal and criminal justice system factors; and 3) individual offender characteristics and
related factors. Each of these areas and their theorized relationship to criminalization are
discussed in the subsequent sections.
Deinstitutionalization and the Mental Health Service Delivery System
In 1955, state and county psychiatric hospitals had reached their peak census, with
an estimated 560,000 institutionalized patients (Lamb & Bachrach, 2001). Widening
public criticism of the often inhumane treatment received by the individuals who were
held in state institutions, as well as increasing costs, evolving civil rights of psychiatric
patients, and breakthroughs in the development of psychotropic drugs all contributed to
major shifts in public policy regarding community integration of psychiatric patients as a
preferred treatment approach (Perez et al., 2003). Passage of President John F. Kennedy’s
groundbreaking Community Mental Health Centers Construction Act (1963) provided
funding for the creation of local community mental health centers nationwide that were
intended to supply comprehensive community-based treatment for persons being released
from state institutions. Proponents of deinstitutionalization believed that communitybased mental health services would offer more humane, therapeutic, and cost-effective
treatment than hospital-provided care (Lamb & Bachrach, 2001). For a large number of
patients discharged from psychiatric hospitals, deinstitutionalization seemed to offer them
hope of a better quality of life lived outside the institution.
Sadly, patients’ institution-to-community transitions occurred without the
corresponding anticipated and adequate increases in community-based mental health
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support services that could have provided an effective level of community-based services
and realize the goals of deinstitutionalization (Bachrach, 2000; Dvoskin & Steadman,
1994; Lamb & Bachrach, 2001; Perez et al., 2003). Consequently, rapid and widereaching deinstitutionalization efforts resulted in hospital closures, profound reductions in
available state psychiatric beds, and the discharge of thousands of previously
institutionalized individuals to the community – all of which effectively transferred
primary responsibility for mental health treatment from the hospital to newly created and
inadequately funded, community mental health centers (Lamb, 1998; Lamb &
Weinberger, 1998; Mowbray & Holter, 2002; Smiley, 2001).
During the 1950s peak of institutionalization, there were at least 352 state
psychiatric hospitals (Manderscheid, Atay, & Crider, 2009). Today there are only 220
facilities operating nationwide (National Association of State Mental Health Program
Directors [NASMHPD], 2010). Available state psychiatric beds have been reduced in
even greater numbers. Between the years of 1972 and 1990 psychiatric beds in the United
States were reduced from 361,765 to 98,647, representing a 73 percent decrease in
available beds (NASMHPD, 2004). Lamb and Weinberger (2005) reported that between
the years of 1955 and 2000, the number of available state hospital beds declined from 339
beds per 100,000 to 22 per 100,000 in the population. According to the Treatment
Advocacy Network (2010), a minimum of 40 to 60 psychiatric beds per
100,000/population is needed to meet minimum standards of care. By 1989, the number
of patients held in state hospitals had dropped to 101,402 (Rochefort, 1993), which
reflected a nearly 82 percent reduction in census. Since then, further reductions have
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continued to occur as evidenced by the 2003 average state psychiatric hospital census of
49,437 patients (Salzer, Kaplan, & Atay, 2006).
Several factors seem to have impacted the success of deinstitutionalization and
are blamed for creating a host of collateral social problems. In 1984 Lamb described the
problems with deinstitutionalization to have stemmed from a “lack of planning for
structured living arrangements and for adequate treatment and rehabilitative services in
the community has led to many unforeseen consequences such as homelessness, the
tendency for many chronic patients to become drifters, and the shunting of many of the
mentally ill into the criminal justice system” (p. 899). Talbott (2004) called the movement
a complete misnomer, asserting that it had resulted in the transinstitutionalization of
former psychiatric patients and declared that, “the chronic mentally ill patient had his
locus of living and care transferred from a single lousy institution to multiple wretched
ones,” (p. 1113), namely nursing homes, homeless shelters, and correctional facilities.
It is clear that deinstitutionalization and its goal to shift away from institutional
care in favor of community-based treatment had a significant impact on where, how, and
to what degree individuals with mental illness could receive treatment. Community
mental health programs and their inability to adequately meet the needs of the large
numbers of discharged psychiatric hospital patients are often postulated as a primary root
cause of criminalization and the reinstitutionalization of persons with mental illness from
psychiatric hospitals to jails and prisons (Sung, Mellow, & Mahoney, 2010).
The view of deinstitutionalization as the cause to criminalization is based on the
premise that adequate treatment would prevent incarceration. According to a past
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president of the American Psychiatric Association, “there is consensus in both the mental
health and criminal justice fields that if people with mental illness received the treatment
they needed, the vast majority of them would not end up in our jails and prisons” (Goin,
2004, p. 2). However, while the historically under-funded community mental health
system is often blamed for the overrepresentation of the mentally ill in the correctional
system, Fisher, Silver, and Wolff (2006) caution that, “regardless of the empirical validity
of the criminalization hypothesis, the question of whether increased availability of mental
health services by itself reduces the ‘criminalization’ problem, remains unanswered” (p.
547). In fact, these researchers found that the level of mental health services available in
the community did not explain the levels of incarcerated mentally ill adults. Draine
(2003) agrees and further asserts that it is not the mental illness at all, but rather the
residual complications of mental illness that increases the likelihood of criminalization.
He explains that, “when the reasons people go to jail or return to jail are examined, it
becomes clear that the key issue are social difficulties complicated by mental illness, but
not caused by mental illness” (p. 9). Assessing this line of thinking, Junginger, Claypool,
Laygo, and Crisanti (2006) reviewed the records of 113 diversion clients with mental
illness to determine the effects of mental illness or substance abuse on their offenses.
These researchers found little relationship between mental illness and the offense, finding
that substance abuse led to significantly more offenses than did a mental illness alone. As
a result, these authors reasoned that the criminalization hypothesis should also consider
other known risk factors such as substance abuse, poverty, and homelessness as
contributing factors to criminalization.
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Criminal Justice System Factors
The majority of crimes involving people with mental illnesses are not the
horrifying stereotypes of random violent murders our society fears and the media
perpetuates. Rather, most crimes committed by people with mental illness are less serious
non-violent misdemeanor offenses that result in jail time that are often characterized as
“nuisance” or “quality of life” crimes such as trespassing, vagrancy, disorderly conduct,
jumping turnstiles, or shoplifting (Munetz, Grande, & Chambers, 2001; Petrila,
Poythress, McGaha, & Boothroyd, 2001; Rock, 2001; Smiley, 2001). In fact, an
estimated 70 percent of jail inmates with mental illness are held on non-violent offenses
(Teplin, 1990). In spite of the fact that most offenders with mental illness are incarcerated
on minor charges, there are several factors related to contact with law enforcement, the
courts and corrections, as well as changes in both civil and criminal laws that have been
purported to have contributed to criminalization. These factors are presented and
discussed in the following sections.
Law enforcement-related factors. For persons with severe mental illness, entry
into the criminal justice system often begins when their disorder-related behaviors are
brought to the attention of law enforcement. Law enforcement officers are often the first
responders to calls involving persons with mental illness who are suicidal, threatening or
disturbing others, or are in some type of personal public distress (Tucker, Van Hasselt, &
Russell, 2008). In fact, it is estimated that 7 percent of all police contacts involve a
person who has a serious mental disorder (Deane, Steadman, & Borum, 1999).
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Calls involving an individual who is experiencing acute symptoms of their mental
health disorder can consume a great deal of law enforcement resources and creates
several challenges for police. For example, a study of police calls in Broward County,
Florida found that officers were arresting on average six people with mental health
disorders per day, costing nearly six hours of officer time per arrest (DeGroot, 1997).
When called to intervene with a person who is mentally ill, the officer is faced
with the responsibility of facilitating a safe disposition and essentially have three options:
1) transport the person to a receiving psychiatric facility; 2) use de-escalation skills to
resolve the situation; or 3) arrest the individual (Teplin, 2000). Without an easily
accessible community-based diversionary alternative, there may be little recourse other
than using jail to ensure the safety of both the public and the offender (Osher, Steadman,
& Barr, 2002; Reynolds, Dzieglielewski, & Sharp, 2004). Unlike a community-based
mental health or health care provider, jails cannot refuse an individual brought by a
legitimate authority (Veysey & Bichler-Robertson, 2002). Additionally, limited time, a
lack of training about mental health disorders, as well as insufficient communication
between police and community mental health providers have been identified as factors
that reduce officers’ ability to effectively divert people with mental illness from the
criminal justice system (Lamberti & Weisman, 2004).
Court and corrections-related factors. Arrestees with mental health disorders
often lack the financial resources, adequate legal representation (Theuma, 2001), and the
general knowhow (Leifman, 2011) to navigate the legal system to gain early release. In
fact, individuals with serious mental health disorders are significantly less likely to be
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released on bail and are more apt to serve out his or her entire sentence than are
individuals without a mental health disorder (Feder, 1994; Harris & Dagadakis, 2004). In
an early study, Ditton (1999) determined that mentally ill prisoners were detained on
average 15 months longer than non-mentally ill inmates. Butterfield (1998) found that at
Riker’s Island, New York’s largest correctional institution, the average length of stay for
all inmates was 42 days in comparison to an average of 215 days for inmates with a
mental illness. In a recent BJA study, prisoners and jail inmates with a mental disorder
were found to be sentenced on average five months longer than were prisoners without a
mental disorder (James & Glaze, 2006).
Studies have also shown that prisoners who are mentally ill are less likely to be
granted parole than offenders without a mental illness (Feder, 1994; Lurigio, 2001).
However, it appears that longer lengths of incarceration for persons with mental illness is
more of an issue in prison than in the jail setting, where everyone seems to get turned in
and out quickly. To illustrate, Draine, Wilson, Metraux, Hadley, and Evans (2010)
compared the length of stay in jail of mentally ill and non-mentally ill detainees, finding
no significant differences in the length of time served (e.g., average of 30 days).
Nonetheless, these researchers found that mentally ill detainees were significantly more
likely to be discharged from jail in an abrupt manner and without linkages to community
services (49%) than were non-mentally ill detainees (19%).
Civil and criminal law-related factors. Several changes made to laws, including
progressively more stringent involuntary civil commitment laws, increasingly punitive
legal initiatives, and the general use of the criminal justice system as the perceived
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solution to a variety of social problems have all been theorized as contributing to
criminalization of people with mental illnesses. Prior to the 1960s’ and 1970s’ civil
commitment law reforms, an individual could be committed and held involuntarily in a
psychiatric facility for an indefinite period of time, simply based upon a doctor’s
recommendation (Melton, Petrila, Poythress, & Slobogin, 2007). Since that time,
psychiatric patients have gained considerable civil rights as seen in increasingly stringent
involuntary commitment criteria (Lamb & Weinberger, 2005). Today, civil commitment
criteria requires the following: a) that a person must be a serious danger to themselves or
others, or gravely disabled; b) a judicial determination to be committed; and c) any
commitment must be regularly reviewed by the court to ensure continued commitment
criteria are still met (Petrila, Ridgley, & Borum, 2003). While civil protections are
positive advances for individuals with mental illnesses, it is thought by some that these
laws now hold such a high standard that individuals can significantly relapse and
decompensate without meeting civil commitment standards. Thus, coming into contact
with criminal justice system during this “in between” state is assumed to create an
increased possibility of legal contact and in turn, incarceration.
Also alleged to contribute to the rise of persons with mental illness entering the
criminal justice system are the shifts in public policy during the Regan era that created
the sweeping changes to criminal law such as the “war on drugs,” “tough on crime,”
“three strikes and out,” and “zero tolerance” initiatives (Austin, Bruce, Carroll, McCall,
& Richards, 2001; Landsberg & Smiley, 2001; Sung et al., 2010). Additionally, recent
widespread enactment and enforcement of laws targeting homelessness, such as making it
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illegal to sleep, sit, or store personal belongings in public spaces, punishing people for
panhandling, and other “quality of life” ordinances related to public activities and
hygiene (e.g., public urination, sleeping in public places, etc.) are likely to continue to
widen the criminal justice net for the homeless mentally ill (National Law Center on
Homelessness and Poverty, & National Coalition on Homelessness, 2009).
Offender Criminogenic Characteristics
It has been well established that the vast majority of individuals who have a
serious mental illness are not violent (Slate & Johnson, 2007) and are actually an
estimated 14 times more likely to be the victim of violence than the perpetrator (Brekke,
Prindle, Bae, & Long, 2001). However, for the small percentage of individuals with
mental illness who commit violent crimes, their propensity for violence seems to vary by
predisposition, diagnosis, individual history and characteristics, as well as psychotic
symptoms (Haddock & Shaw, 2006). For example, individuals who have schizophrenia
and other psychotic disorders have been found to be at increased risk of violence when
compared to individuals with depressive or bipolar disorders, and substance abuse
increases risk across all disorders (Cuellar et al., 2007). In addition to substance abuse, a
history of having been a victim of violence, homelessness, and poor medical health have
been correlated with violence among individuals with serious mental illness (Swanson et
al., 2002). In a large scale study of over 1,400 individuals with schizophrenia that
assessed the relationship between violence and psychotic symptoms found that positive
psychotic symptoms (e.g., feelings of persecution or voices suggesting they should harm
someone) increased the risk of both minor and serious violence, while negative psychotic
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symptoms (e.g., social withdrawal) decreased the risk of committing serious violence
(Swanson et al., 2006).
While there appears to be a relationship between factors related to mental illness
and criminal offending, there is growing evidence that a mental health disorder alone is
less predictive of criminal behavior than other criminogenic (i.e., crime causing) risk
factors. The risk factors that have been recognized as being strongly predictive of
criminal behavior include: a) antisocial personality pattern; b) antisocial cognitions;
c) antisocial associates; d) lack of leisure involvement; e) a history of antisocial behaviors
(e.g., criminal history); f) family or marital problems; g) low work/school performance;
and h) substance abuse (Andrews & Bonta, 2003; Andrews, Bonta, & Wormith, 2006).
Simply stated, offenders with serious mental illness are thought to have more of these
criminogenic risk factors than offenders without mental illness (Bonta, Law, & Hanson,
1998; Draine, Salzer, Culhane, & Hadley, 2002; Junginer, Claypool, Laygo, & Crisanti,
2006; Skeem, Nicholson, & Kregg, 2008), especially antisocial cognitions, antisocial
personality patterns, and substance abuse (Andrews & Bonta, 2003; Andrews et al.,
2006), thus increasing their risk of criminal justice involvement.
Comorbidity of Mental Health and Substance Use Disorders
According to the National Institute of Mental Health’s Epidemiologic Catchment
Area (ECA) Study (Reiger et al., 1990), 47 percent of individuals who have a psychotic
disorder also meet criteria for a substance dependence disorder. In that same study,
comorbid addictive and severe mental health disorders were found to be highest in the
prison population, especially among those with an antisocial personality disorder,
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schizophrenia, and bipolar disorder. While 11 percent of the general population has a cooccurring mental health and substance use disorder (Chandler et al., 2004), up to an
estimated 76 percent of incarcerated offenders who have a mental illness meet criteria for
a comorbid substance abuse or dependence disorder (Abram & Teplin, 1991; Abram et
al., 2003; James & Glaze, 2006).
Comorbid substance use disorders significantly intensify a variety of risk factors
for individuals with mental illness who are involved in the criminal justices system.
Experts agree that the combination of mental health and substance use disorders creates a
more serious impact on individuals than would either disorder alone (Watkins, Lewellen,
& Barrett, 2001), as the co-occurrence of the disorders significantly exacerbates
accompanying problems of each individual disorder (Evans & Sullivan, 2001).
Research has associated co-occurring disorders with triggering impulsive and
high risk behaviors (Kavanagh, 2006), elevated levels of violence (Corrigan & Watson,
2005; Swanson et al., 2006), and other general criminal behaviors (Wright, Gournay,
Glorney, & Thornicroft, 2002). It is widely recognized that for individuals with
psychosis, abuse of drugs and alcohol increases psychotic symptoms, reduces treatment
adherence, and is strongly associated with higher psychiatric relapse rates (Lambert et al.,
2005; Peters & Hills, 1997).
Individuals with comorbid mental health and substance use disorders have been
found to have more frequent contact with the criminal justice system (Corrigan &
Watson, 2005), and are at least three times more likely to be arrested and arrested for less
serious offenses (Alemagno, Shaffer-King, Tonkin, & Hammel, 2004; Borum, Swanson,
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Swartz, & Hiday, 1997) than individuals with a mental illness alone. Comparing the
characteristics of inmates who had only mental illness to those who had both a mental
illness and a comorbid substance use disorder, Hartwell (2004) found that those with
comorbid disorders were significantly more likely to have histories of violence,
homelessness, prior legal involvement, prior use of probation services, and had returned
to jail more often following release than inmates with only a mental illness.
Indeed, the issues surrounding criminalization are complicated and demanding.
There clearly is not one simplistic, single, or definitive explanation that adequately
enlightens us as to the reason for the large numbers of persons with mental illness who
are incarcerated. Instead, it seems to stem from the combined and complex configuration
of individual and personal attributes, public sentiment toward crime, stigma toward the
mentally ill, and barriers to treatment resulting from changes in mental health and
criminal justice policy that have collectively created this tragic example of social
injustice.
Consequences of Incarcerating Persons with Mental Illness
The current system not only exacts a significant toll on the lives of people with
mental illness, their families, and the community in general, it also threatens to
overwhelm the criminal justice system.
Council of State Governments
Criminal Justice/Mental Health Consensus Project
(2002, p. 6)

When individuals with serious mental illnesses enter the criminal justice system,
they bring with them a variety of complex problems and needs. As a group, offenders
with mental illness are more likely than other inmates to have been homeless, had
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previous psychiatric hospitalizations, reported harming themselves during the six months
prior to arrest, and reported drinking more regularly (Wolff, Maschi, & Bjerklie, 2004).
Additionally, they are more often unemployed prior to arrest, have a trauma history of
physical and sexual abuse, have a family history of incarceration and substance abuse,
and have been previously incarcerated for violent offenses (Peters et al., 2008).
As Justice Anthony M. Kennedy asserted in his 2003 address to the American Bar
Association:
When the prisoner is taken way, our attention turns to the next case. When the
door is locked against the prisoner, we do not think about what is behind it. We
have a greater responsibility. As a profession, and as a people, we should know
what happens after the prisoner is taken away…the prisoner is a person; still, he
or she is part of the family of humankind (¶7)
Anyone who experiences an incarceration can be negatively affected by collateral
consequences including lifelong stigmatization, discrimination, and a diminution of
overall life chances, such as equal access to housing, employment, medical care,
education, and other opportunities that become restricted when a person has been
convicted of a crime (Periman, 2007). For a person with mental illness, they not only
experience all the typical life impacting consequences of incarceration, they do so
carrying the additional stigma of being mentally ill.
The following section describes some of the consequences that occur for
individuals who have mental illness and comorbid substance use disorders after they are
incarcerated including having unidentified treatment needs, a lack of optimal treatment,
and an exacerbation of symptoms. Also discussed are the increased risks of suicide,
victimization, and excessive discipline and isolation experienced by incarcerated
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individuals with mental illness. Finally, the effects of inadequate reentry planning, the
loss of health care and other benefits, and higher public costs are presented.
Unidentified Mental Illness and Substance Abuse
Identifying a person entering the criminal justice system as having a mental
illness and comorbid substance use disorder is the first step in providing needed treatment
to that person while he or she is incarcerated. However, accurately identifying even the
most serious disorders remains challenging for correctional facilities. According to
Steadman and Veysey (1997), while as recently as the late 1980s, many jails and prisons
did not routinely screen detainees for mental illness, by the 1990s screening procedures
were in place in many facilities. Yet, a study conducted by these researchers that included
more than 1,700 U.S. jails, found that while 83 percent of the studied facilities provided
some type of initial mental health screening, the procedures were highly variable.
Today, although screening for mental health problems and substance abuse is
required in all correctional facilities, accurate identification remains an issue. According
to Peters, LeVasseur, and Chandler (2004), the detection of co-occurring disorders
remains inconsistent in correctional settings, leading to misdiagnosis, a lack of treatment
services, and/or diminished treatment results.
An early inquiry into the effectiveness of correctional screening in detecting
mental health disorders found that nearly 63 percent of inmates with a serious mental
illness had not been properly identified as having a mental health disorder (Teplin, 1990).
Later work by Parsons, Walker, and Grubin (2001) found that screenings accurately
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detected only one-in-three women who had some form of mental disorder and one-fifth
of those who were acutely psychotic.
Lack of Treatment and Unmet Treatment Needs
Even when detained and incarcerated individuals are properly identified as having
a mental illness, correctional facilities may not offer needed services, or provide services
that are empirically-supported. Additionally, individuals may present a variety of
exceptionally complex psychiatric, addiction, and trauma-related treatment needs that
facilities are not equipped to meet.
As recently as 1989, Steadman, McCarthy, and Morrissey (1989) determined that
while most correctional facilities reported providing mentally ill inmates some type of
psychotropic medications, very few provided any form of psychotherapy, counseling, or
coordination of services for inmates returning to the community. Ten years later, a BJA
study revealed that only 17 percent of mentally ill individuals held in State prisons, 10
percent in Federal prisons, and 11 percent in local jails had received any form of mental
health services during their incarceration (Ditton, 1999). Today, this appalling situation
has improved only slightly. Another BJA study conducted by James and Glaze (2006)
included interviews of more than 25,000 jail inmates and state and federal prisoners,
finding that only 1 in 3 State prisoners, 1 in 4 Federal prisoners, and 1 in 6 jail inmates
who had a mental health problem had received treatment since their admission. It is
worth noting that when appropriate interventions are provided, they have been shown to
help prevent psychiatric deterioration that can contribute to self-harming or aggressive
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behaviors during incarceration (Godley et al., 2000; Lovell, Allen, Johnson, & Jemelka,
2001).
Many justice-involved individuals with mental illness present with multiple and
complex treatment needs. For example, Wolff et al. (2004) found that 55 percent of
inmates with mental disorders had a history of being a victim of physical or sexual abuse.
James and Glaze (2006) discovered that State prisoners who were mentally ill were twice
as likely as those without a mental illness to have a history of physical or sexual abuse.
Within jails, these same researchers found that mentally ill detainees were at least three
times more likely to have experienced a trauma than those without a mental illness.
According to Steadman (2010), a trauma history should be considered universal among
individuals with co-occurring disorders who are held in correctional settings.
However, even if a person were to be appropriately screened, properly diagnosed
as having a mental illness, and accurately had their treatment needs identified, it would
do little good as most correctional facilities are simply not equipped to offer the type and
range of services needed to provide effective treatment. While there have been
considerable increases in spending to expand and develop new jails and prisons, there has
not been equivalent increases targeted for correction-based mental health or substance
abuse treatment (Petersilia, 2003). In order to control costs, correctional facilities
commonly use less expensive older generation anti-psychotic medications that can
produce irreversible side effects in favor of newer, more effective, but more expensive
atypical generation medications (Daniel, 2007). Also, many states are outsourcing
correctional health and mental health services to private companies that are alleged to
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have a, “profit motive that may trump quality and compromise ethics, standards, and
practice” (Daniel, 2007, p. 407).
To complicate factors, while correctional facilities have a constitutional obligation
to provide minimum psychiatric care to those they detain, there is no clear or universal
definition of what constitutes adequate care for inmates with a mental illness (American
Psychiatric Association [APA], 2001). Also, interventions that are provided to
incarcerated persons with mental illness are not generally empirically-supported nor do
they extend beyond absolute minimum medically necessary care (Daniel, 2007). Finally,
the anti-therapeutic environment, lack of trained staff, confidentiality issues, staff and
inmate safety, and ethical issues surrounding competency and informed consent present
additional barriers to effective corrections-based mental health treatment (Olley,
Nicholls, & Brink, 2009).
Increased Psychiatric Risks
As asserted by Bewley and Morgan (2010), correctional environments are simply
not conducive to optimal mental health functioning. Incarceration can be anti-therapeutic
and especially terrorizing when someone is in acute psychiatric distress. It is likely to
exacerbate pre-existing psychiatric symptoms (Slate, 2003) and can lead to increased
rates of psychiatric decompensation (Rock, 2001). Hills et al. (2004) describes the effects
of incarceration on individuals with serious mental health disorders:
Overcrowding, the lack of privacy, temperature and noise levels, victimization,
and other environmental conditions in prisons can easily exacerbate the symptoms
of mental illness for some people. In fact, the prison environment itself can
contribute to increased suicide and the inability of inmates with serious mental
illness to adjust. Environmental factors can also elicit significant adjustment
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reactions from inmates who may not have had a previous diagnosis but who
become ill while incarcerated. (p. 6)
Suicide. Suicide is the leading cause of death in jails and the third leading cause
of death in prisons (Lamberti & Weisman, 2004). While all inmates experience higher
rates of suicide than are found in the general non-incarcerated population, that risk is
markedly higher when the inmate has a mental health or a co-occurring substance use
disorder (APA, 2001; Slate, 2003). A study by Cox (2003) identified that 85 percent of
the prisoners who committed suicide had a psychiatric history. In another study that
examined the characteristics of incarcerated individuals who committed suicide in New
York prisons between 1993 and 2001, it was determined that 95 percent of the victims
had a history of substance abuse and 84 percent had a mental health disorder (Way,
Miraglia, Sawyer, Beer, & Eddy, 2005).
According to the Council of State Governments (2006), California prison rates of
suicide for inmates with mental illnesses were more than four times greater than found in
the general population and Ohio jail suicide rates were seven times greater among
seriously mentally ill detainees. Furthermore, Ivanoff, Jang, and Smyth (1996) reported
that prisoners with a psychiatric history were eight times more likely than prisoners
without a psychiatric history to make a suicide gesture while incarcerated.
There are several reasons that incarceration may exacerbate risk for suicide
among inmates with mental illness and substance use disorders. First, individuals with
mental health disorders tend to frequently recycle in and out of jail and the first 24 to 48
hours of detention are especially dangerous in regard to suicide risk (Frottier et al., 2002;
Hayes, 1995). An untreated mental health disorder and undetected suicidal ideation
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increases the risk of suicide when the mentally disordered individual is exposed to the
severe stress of arrest and detention (Harrison & Rogers, 2007). Second, too often
mentally ill inmates are housed in isolation, seclusion, or segregation, and this
arrangement is highly correlated with a disproportionately high number of suicides
(Liebing, 1999). Finally, a lack of social supports, use of drugs and alcohol, and a history
of prior suicide attempts place mentally ill detainees at even greater risk of suicide than
non-mentally ill offenders (Tripodi & Bender, 2007).
Increased Risk of Physical and Sexual Victimization
The increased risk of violent victimization of persons with serious mental illness
is well-established (Brekke et al., 2001; Hiday, Swartz, Swanson, Borum, & Wagner,
2002; Marley & Buila, 2001; Silver, 2002; Silver, Arseneault, Langley, Caspi, & Moffitt,
2005). Higher rates of victimization have been found among inmates and prisoners with
mental illness, as incarceration has been shown to place these inmates at a still higher
increased risk for both physical and sexual victimization by other inmates, as well as
from correctional staff (Blitz, Wolff, & Shi, 2008; Slate, 2003). Detainees with cooccurring mental health and substance use disorders have been found to be even more
frequently subjected to violent victimization than those with a psychiatric or a substance
use disorder alone (Sells, Rowe, Fisk, & Davidson, 2003).
James and Glaze (2006) found that 20 percent of State prisoners who had a mental
health disorder had been injured in a fight since admission, which was more than twice
the rate reported by inmates without mental health disorders. These researchers also
reported that detainees with a mental disorder held in jails were three times more likely to
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have been injured than detainees without a mental health disorder. Blitz et al. (2008)
found higher prevalence of victimization among mentally ill inmates compared to nonmentally ill inmates as well. In their study, the self-reported rate of physical victimization
of inmates with a mental health disorder by another inmate was 16 percent higher than
the rate reported by inmates without a mental illness. In addition, inmates with a mental
illness reported having experienced assaults by correctional staff members at a 12 percent
higher rate than did non-mentally ill inmates.
Another serious by-product of incarcerating persons with mental illness is an
increased risk of sexual abuse. In 2006, there were over 5,600 allegations of sexual
violence in U.S. jails and prisons (Beck, Harrison, & Adams, 2007). A survey of over
7,500 prisoners found that 1 in 12 male inmates with a mental illness, compared to 1 in
33 male inmates without a mental illness, reported having experienced one or more
incidents of sexual victimization during the prior 6 months of their incarceration (Wolff,
Blitz, & Shi, 2007). Over 23 percent of the incarcerated women with mental illness
participating in this same study reported being subjected to at least one incident of sexual
victimization during the prior 6-month period.
Excessive Discipline, Administrative Segregation, and Isolation
Because many prisoners and inmates with serious mental health disorders find it
difficult to cope with the stress of incarceration and follow strict correctional facility
rules, it is widely recognized that they tend to get into more trouble and incur more
imposed violations than non-mentally ill inmates (Lamb, Weinberger, & Gross, 2004).
For example, a study of New York prisons found that while inmates with mental illness
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constituted only 11 percent of the total general prison population, 23 percent of the
inmates in disciplinary lockdown were mentally ill (Winn, 2003). Similarly, James and
Glaze (2006) found that 58 percent of prison inmates with mental health disorders had
been punished for violating prison rules, compared to 43 percent of inmates without any
mental health problems. In that same study, jail inmates with mental health disorders
were three times more likely to have been charged with rule violations than non-mentally
ill inmates.
Fellner (2006) describes how the symptoms of mental illness often results in
corrections-based discipline:
They may experience debilitating fears or extreme and uncontrollable mood
swings. As a result of their illness, they may huddle silently in their cells, mumble
incoherently, or yell incessantly. They may hear voices or “command
hallucinations,” telling them to commit violence against themselves or others.
They may exhibit their illness through disruptive behavior, belligerence,
aggression, and violence. They may suddenly refuse to follow routine orders, such
as to come out of a cell, to stand up for the count, to remove clothes from cell
bars, or to take showers. They may beat their heads against cell walls, smear
themselves with feces, self-mutilate, and attempt suicide (sometimes succeeding).
In short, they may—and often do—behave in ways that prison systems consider
punishable misconduct. (p. 395)
For an inmate with mental illness, the consequences of correctional facility
violations often includes being placed in segregation units without access to mental
health treatment or considering how the punishment will impact the individual's mental
state (Krelstein, 2004). Segregation and isolation has been associated with an increased
likelihood of suicide, as well as increased acuity of depression and anxiety (Liebling,
1999).
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Potential Loss of Public Benefits, Housing, and Employment
Yet another potential consequence of incarceration for people with serious mental
health disorders is the loss or suspension of disability-based income supports such as
Supplemental Security Income (SSI) or Social Security Disability Insurance (SSDI),
Medicaid, and/or Medicare. A survey of state Medicaid directors found that 90 percent of
states have specific policies terminating Medicaid upon an incarceration (Morrissey et al.,
2006), a practice that is actually encouraged. A recent U. S. Social Security
Administration initiative provided $400 incentives to jails who reported inmates who had
SSI benefits (Morrissey, Cuddeback, Cueller, & Steadman, 2007). While individuals may
reapply for entitlement benefits following their release, reestablishing eligibility may take
significant amounts of time (Morrissey et al., 2007), leaving a person without funds for
food and housing, as well as a lack of medical coverage for needed community-based
mental health treatment, including psychotropic medications.
High Costs to Incarcerate Low-Level Mentally Disordered Offenders
According to the National Alliance for Mental Illness (NAMI), prisoners with
mental illness cost the United States nearly $9 billion dollars each year (2004). Costs are
significantly higher for detaining mentally ill offenders than offenders without mental
illness. For instance, the state of Pennsylvania estimated that an average prison inmate
cost $80 per day to incarcerate, while the added costs of mental health services,
medications, and additional correctional staff cost approximately $140 per day to
incarcerate an inmate with a mental illness (Human Rights Watch, 2003). Similarly, a
study conducted by Ridgley et al. (2007) found daily jail costs nearly $65 for an inmate
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housed within the regular population, while costs to house an inmate in a mental health
“pod” ran over $98 per day.
It should come as no surprise that incarcerating the low-level mentally disordered
offender is a significantly more expensive use of public funds than providing support to
an individual through community-based services. It has been estimated that it costs
around $26 per day to treat someone in a community mental health program but it can
cost 3 times that and more to detain them in a correctional facility (Steverman & Lubin,
2007). A study of California's most severely mentally ill found that the most intensive
outpatient community services cost between $7,000 and $20,000 per year per person,
while the most basic health care services to inmates within a correctional setting ranged
from $20,000 to $30,000 per year (Quanbeck et al., 2003).
Lack of Discharge Planning
Each year, thousands of people with mental illness are released into the
community from U.S. jails and prisons (Beck & Marauschak, 2001). Nearly 5.1 million
adults (or 1 in every 45 American) were on some type of correctional community-based
supervision (i.e., probation, parole, or community supervision) at mid-year 2008,
representing an increase of nearly 300 percent since 1980 (Glaze & Bonczar, 2009).
Without proper discharge planning and attention to their treatment needs, individuals
with mental illness who leave correctional facilities become high risk for increased
psychiatric problems, homelessness, continuing criminal behavior, abusing substances,
and reincarceration (Metraux & Culhane, 2006; Roman, McBride, & Osborne, 2006).
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According to Veysey and Bichler-Robertson (2002), “correctional release
planning can be the most important service a jail can provide to reduce the probability of
return" (p. 159). However, few mentally ill prisoners or inmates are provided needed
assistance in making post-release follow-up contact with community-based mental health
treatment, or plans to obtain psychotropic medications, housing, health care, or other
needed services (Haimowitz, 2004; Osher et al., 2002). To illustrate, a BJA study found
that at least one-third of community bound mentally ill inmates were not offered any prerelease mental health treatment planning or arrangements for community-based social
services (Beck & Maruschak, 2001). Similarly, in a survey of New Jersey jails it was
reported that the facilities provided fewer than 10 percent of discharging mentally ill
inmates with post-release planning (Wolff, Plemmons, Veysey, & Brandli, 2002).
Higher Rates of Recidivism
Once released to the community, recidivism among those who leave correctional
institutions is exceptionally high. A study of nearly 300,000 prisoners who were released
from prison in 1994 found that 30 percent were rearrested within 6 months, 44 percent
within one year, 59 percent within 2 years, and by 3 years post-release 68 percent had
been arrested at least once (Langan & Levin, 2002). Similar results were found in a
recidivism study of over 1,798 Alaskan felony offenders that revealed that within 3 years
of release, 59 percent had been arrested for a new offense and 66 percent had been
reincarcerated, either for a new offense or a violation of probation or parole (Alaska
Judicial Council, 2007).
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Once released to the community on probation or parole, offenders who have a
mental illness are significantly more likely than their non-mentally ill counterparts to
have their probation or parole revoked and to be reincarcerated, either due to a violation
or a new charge (Dauphinot, 1996; Messina et al., 2004, Porporino & Motiuk, 1995). In
fact, Eno Louden and Skeem (as cited in Skeem et al., 2010) found that parolees who had
a mental illness were nearly twice as likely as parolees without a mental illness to return
to prison within one year of their release.
Summary of the Problem
In summary, for what appears to stem from a variety of reasons, individuals with
mental illness and co-occurring substance use disorders are entering U.S. jails and prisons
at increasing, high, and disproportionate rates. Persons with mental illness are at
increased risk of arrest for petty crimes, are detained longer, and experience more serious
consequences associated with incarceration than inmates who are not mentally ill. Most
mentally ill inmates do not receive adequate behavioral health care during incarceration
and may be returned to the community without adequate resources in a worse state than
when they were admitted. Once returned to the community, offenders with serious mental
illness are far more likely to return to jail or prison than non-mentally disordered
offenders, continuing the recycling incarceration at great personal costs to the individuals
and staggering financial costs to the public.
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Chapter Two: Review of the Literature
This chapter reviews the mental health court (MHC) literature that informed this
research. The chapter opens with a description of MHC programs. This description is
followed by a brief discussion of some of the inherent challenges in conducting research
within MHCs. Next, the chapter presents a discussion of the relevant empirical MHC
literature that included data identifying MHC participant characteristics, program
retention and legal recidivism outcomes. The chapter closes with a discussion of the
limited findings that have assessed MHC participant characteristics as predictors of
retention and recidivism.
Mental Health Courts: A Post-Booking Diversionary Response
The premise of a mental health court is that with proper diversion, monitoring and
intensive supervision, there is no gap between the court and service providers so a
person will not fall through the cracks and re-offend. I would see the same people
coming back and felt really inadequate in how to deal with them, and I knew there
had to be services to link them up to and speed it up.
– MHC Judge Marcia Waldorf
(as cited in Casey & Rottman, 2003, p. 8)
In response to the ever-increasing and disproportionately high numbers of persons
with mental health disorders recycling through the criminal justice system, the President's
New Freedom Commission on Mental Health recommended in their final 2003 report,
"widely adopting adult criminal justice and juvenile justice diversion and re-entry
strategies to avoid the unnecessary criminalization and extended incarceration of
nonviolent adult and juvenile offenders with mental illnesses" (p. 43). One such postbooking diversionary response has been realized in the development of mental health
courts (MHCs), which are one of many types of emerging "problem-solving” or
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“therapeutic” specialty criminal courts operating nationally that have begun to
experiment with new ways of delivering justice. Researchers Casey and Rottman (2005)
describe the development of problem-solving courts this way:
Problem-solving courts developed in response to frustration by both the court
system and the public to the large numbers of cases that seemed to be disposed
repeatedly but not resolved. Problem-solving courts offer the promise of a more
meaningful resolution of court cases involving individuals with psychosocial
problems as well as legal issues. (p. 35)
Much like decades old rehabilitative juvenile court models, recently developed
drug courts and other special problem-solving courts – such as domestic violence,
homeless, veterans, community, and mental health courts – are all attempting to improve
the results that courts achieve for victims, defendants, and communities (Berman &
Feinblatt, 2001; Huddleston, Freeman-Wilson, & Marlow, 2005). In short, problemsolving courts attempt to solve both legal and non-legal problems (Petrila & Levin,
2004).
MHCs are specialized criminal dockets that seek to quickly identify, intervene,
and divert volunteering individuals who have a mental illness and are charged with a
crime from the criminal justice system into community-based treatment. They offer
volunteering participants a diversionary therapeutic-focused court response that is more
broadly intended to reduce the continued recycling of people with mental illness through
the criminal justice system and address jail overcrowding, while protecting public safety
(Goldkamp & Irons-Guynn, 2000; Steadman, Redlich, Griffin, Petrila, & Monahan,
2005).

35

Eligible defendants voluntarily “opt-in” to a MHC and agree to participate in an
individualized treatment plan in place of a traditional adjudication process and sentencing
sanctions (Hasselbrack, 2001). Typically, MHC participants will either have their
criminal charges reduced or dismissed, or they will receive a reduced sentence following
successful program completion (Watson, Hanrahan, Luchins, & Lurigio, 2001).
Like all problem-solving courts, MHCs are built on the underlying philosophical
premise that the justice system can and should do more than simply punish offenders.
Rather, these courts focus on individuals’ restoration as an alternative to the current
criminal court sanctioning focus of retribution (Butts, 2001). Furthermore, MHCs are
purported to operate based on the theoretical framework of therapeutic jurisprudence
(Winick & Wexler, 2003). The International Network on Therapeutic Jurisprudence
(INOTJ) defines the theoretical concept in the following way:
Therapeutic jurisprudence concentrates on the law's impact on emotional life and
psychological well-being. It is a perspective that regards the law (rules of law,
legal procedures, and roles of legal actors) itself as a social force that often
produces therapeutic or anti-therapeutic consequences. (INOTJ, 2010, ¶1)
Thus, therapeutic jurisprudence considers the potential role of the law as a
therapeutic agent and focuses on how the law can impact individuals’ psychological wellbeing (Wexler & Winick, 1996). The theory holds that laws can be administered and
applied in ways that incorporate therapeutic goals (Schneider, Bloom, & Heerema, 2007)
and promote the psychological and physical well-being of defendants (Wexler & Winick,
1996). Within this paradigm, the law is thought to be able to contribute to individuals'
psychological well-being in beneficial (therapeutic) or detrimental (anti-therapeutic)
ways (Wexler & Winick, 1996).
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Additionally, MHCs reflect the underlying assumption that the criminal behavior
of offenders with serious mental illness is the direct result of the symptoms of their
psychiatric disorders, and that providing treatment and other social services will reduce
the likelihood of future recidivism (Fisher, Silver, & Wolff, 2006). However, many
researchers and criminal theorists dispute this assumption
MHCs have gained a great deal of support (Miller & Perelman, 2009), and as a
result, have rapidly increased in numbers (Redlich, Steadman, Robbins, Monahan, &
Petrila, 2006). MHCs first developed in the late 1990s to address the large numbers of
justice-involved persons with severe mental illness, their special needs while
incarcerated, and the difficulties that the courts faced in effectively addressing issues
surrounding their needs (Steadman & Redlich, 2005). These researchers further explained
that the emergence of MHCs was reflective of “the frustration of the criminal justice
system in processing more persons with serious mental illness and seeing some of the
same mentally ill persons continually reappearing before the criminal courts” (p. 2).
When the U.S. Bureau of Justice Assistance offered funding for MHC program expansion
in 2002, a surge in the number of programs occurred. However, it is important to note
that commensurate funding for conducting research into the effectiveness of MHCs was
not offered.
While there is no centralized MHC registry, most currently available estimates
suggest that there are likely more than 225 courts operating nationwide (Council of State
Governments, 2011). When MHCs first began operation, most programs only accepted
participants who were charged with nonviolent misdemeanor crimes (Stefan & Winick,
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2006). However, a 2006 survey of 90 MHCs found that 14 percent of surveyed courts
were also accepting felony cases (Redlich et al., 2006), which continues to be a growing
trend. In fact, recently a number of MHCs have been identified that exclusively accept
only felony cases (U. Castellano, personal communication, August 10, 2011).
According to Thompson, Osher, and Tomasini-Joshi (2007), MHCs have been
created for similar reasons:
To increase public safety, facilitate participation in effective mental health and
substance abuse treatment, improve the quality of life for people with mental
illnesses charged with crimes, and make more effective use of limited criminal
justice and mental health resources. (p. vii)
Although MHCs cited common reasons for their development, jurisdictions have largely
followed an individual path when designing programs based on locally-available
resources and built to meet unique community needs. As a result, there is not one specific
model MHC program (Steadman et al., 2005a). Furthermore, as Wolff and Pogorzelski
(2005) explain, each MHC program is highly dependent on a variety of complex macro
factors, including political climate, availability of program funding, policy, and
legislative factors. These authors further assert that each MHC is uniquely influenced by
the characteristics and relationship factors of the team, as well as the cultures of the
individual criminal justice system, availability and quality of community treatment
services, and local public sentiment toward diversion of individuals with mental illness.
As a result of the aforementioned factors, MHC programs vary widely and can
have distinct differences in who is eligible (e.g., clinical diagnoses), the type of charges
accepted (e.g., misdemeanor, felony, non-violent/violent), legal requirements to
participate (e.g., plea requirements, pre/post adjudication), and their point of diversionary
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intercept (e.g., arraignment to post-release). MHCs also differ in their use of treatment
services (e.g., purchased, locally available), philosophical use of monitoring by the court,
use of incentives and sanctions, legal disposition of charges (e.g., deferred prosecution,
dropped charges, reduced sentences), length of program, and program graduation criteria
(Casey & Rottman, 2003; Erickson, Campbell, & Lamberti, 2006; Goldkamp & IronsGuynn, 2000; Griffin, Steadman, & Petrila, 2002; McGaha, Boothroyd, Poythress,
Petrila, & Ort, 2002; Munetz & Griffin, 2006; Schneider et al., 2007; Watson et al., 2001;
Wolff & Pogorzelski, 2005).
Despite differences across jurisdictions and program models, MHCs all share the
following common goals: a) preventing criminalization and legal recidivism (Watson et
al., 2001); b) improving the adjudication process; and c) reducing jail time for mentally
ill defendants (Trupin & Richards, 2003). In addition, the mutual goal of facilitating
community-based treatment and services for participants while protecting public safety is
believed to span across all MHC programs (Tyuse & Linhorst, 2005). MHC programs
share the following common programmatic components, as described by Thompson et al.
(2007):


A specialized court docket, which employs a problem-solving approach to court
processing in lieu of more traditional court procedures for certain defendants with
mental illnesses;



Judicially supervised, community-based treatment plans for each defendant
participating in the court, which a team of court staff and mental health
professionals design and implement;



Regular status hearings at which treatment plans and other conditions are
periodically reviewed for appropriateness, incentives are offered to reward
adherence to court conditions, and sanctions are imposed on participants who do
not adhere to the conditions of participation; and
39



Criteria defining a participant’s completion of (sometimes called graduation from)
the program. (p. vii)

Differences in MHC and Traditional Criminal Court Proceedings
MHC proceedings are markedly different from hearings that are conducted in
traditional criminal court in many ways. MHCs’ utilization of a designated and specially
trained legal team and their use of incentives and sanctions make for decidedly different
court proceedings. Additionally, distinctions within a MHC are seen in the significant
differences in the overarching purpose, philosophy, content, focus, and format of the
hearings. These differences are further described and discussed below.
MHCs are designed to utilize a non-adversarial designated multidisciplinary team
approach that typically includes a judge, court personnel, legal counsel, a boundary
spanner and/or monitor, and treatment providers. The team defines the terms of
participation in the program and provides participants with continued status assessments
resulting in individualized incentives and sanctions (U.S. BJA, 2007b). The MHC team
meets frequently to discuss cases and review participants' progress, enabling the team to
collaborate and better understand individual participant’s unique situations and assess
treatment progress on a case-by-case basis (Hiday, Moore, Lamoureaux, & de Magistri,
2005).
The overarching purpose and focus during a MHC hearing is on engaging the
participant and problem-solving what has led to the criminal justice contact rather than
evaluating evidence or proving guilt or innocence as is central to regular criminal court
proceedings. Regular MHC status hearings are held frequently and span over the period
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of participants’ enrollment in the court. The format of a MHC hearing is significantly
different than hearings held in regular criminal court. Hearings in MHC are typically
longer and slower-paced to allow time for the various team members to communicate
directly with participants and mental health treatment providers to review treatment
progress, address challenges, problem-solve solutions, and assure that participants have
adequate time to fully understand, contribute to, and participate in the proceedings. In
traditional criminal proceedings judges might process up to 50 cases over the course of a
2-hour time period. A judge who presides over both regular district court criminal
proceedings and a MHC docket in Anchorage, Alaska describes the pace of regular
criminal proceedings:
Regular criminal court hearings tend to be very high volume, very fast; each case
gets processed probably in about 5 minutes. So that individuals who have any
kind of mental disorder that involves cognitive dysfunction and …maybe can’t
read …can’t understand information being communicated quickly – those folks
are going to be extraordinarily disadvantaged…they really aren’t going to have
meaningful access to justice (Personal Communication Hon. S. Rhoades, 2007).
Unlike regular criminal proceedings in which most communication between a
judge and a defendant is conducted strictly through legal counsel, MHC judges take the
time to communicate directly with the defendants and engage them in conversation about
their treatment progress and challenges, while offering them support and encouragement
(Boothroyd et al., 2003; Trupin & Richards, 2003). Individual participants are each given
voice as the judge solicits their viewpoint about what they believe will be most beneficial
in their future treatment (Petrila et al., 2001). An evaluation of the Brooklyn Mental
Health Court noted that direct conversational interactions between the judge and
participants occurred in 96 percent of the observed court appearances. The judge asked
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probing questions to participants in 64 percent of the appearances and in 63 percent of the
appearances, invited participants to approach the bench to shake hands (O'Keefe, 2006).
To simply illustrate how this conversation is focused, a program evaluation of the
Anchorage Mental Health Court found that the MHC judges spoke with program
participants about their behavioral health treatment and legal matters in nearly equal
amounts (Ferguson, Hornby, & Zeller, 2008a).
According to Redlich et al. (2010b), MHC personnel and participants most often
credit participant success to the MHC judge and the therapeutic relationship they form
with individual participants. Fisler (2005) describes the formation of this relationship in
the following manner: “Judges foster therapeutic alliance with defendants by using the
same techniques – empathy, acceptance, warmth, and allowance of self-expression – that
therapists use with their clients” (p. 597). Although the relationship between the MHC
judge and participants appears to be central to the court process, there has been no
empirical evaluation of the effects of that relationship on participants’ outcomes to date.
In a MHC, the judge, prosecutor, and defense counsel are all required to play
significantly different roles than they would in traditional, formal, and typically
adversarial criminal proceedings (Petrila et al., 2001). For example, attorneys in
traditional criminal court act as opponents of one another and each are required to be
zealous advocates for their often conflicting positions. Comparatively, in MHC legal
counsel are required to be more cooperative and collaborative. In traditional court
processes, any one of the legal players may be different across each stage of the
adjudication process that results in having no ongoing relationship with the defendant or
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each other. Also, MHC judges, counsel, and other court staff typically have specialized
training in mental health and are more familiar with community mental health policies,
resources, and services than would be the case among regular criminal court personnel
(Watson et al., 2001).
Further differences are seen between MHCs and traditional criminal courts in
their use of incentives and sanctions. When a MHC participant is doing well, they will
typically receive direct support and praise from the judge, who often times asks those
seated in the courtroom to clap for the success of the participant (O’Keefe, 2006). When
a MHC participant is having difficulty adhering to his or her treatment plan, graduated
sanctions may be delivered, however they are handled much differently than regular
court. While traditional courts rely on quick administration of punitive sanctions to
enforce court-ordered conditions, most MHCs are less likely to use punitive measures for
non-adherence to treatment or other court-ordered conditions (Petrila et al., 2001).
Rather, a MHC judge is more apt to provide support and use his or her developed
supportive relationship with the defendant along with motivational techniques to
encourage a defendant to get back on track. For example, if a participant is having
problems adhering to their treatment plan, the judge may express his or her
disappointment, ask about the reasons for having difficulty in treatment, or give the
participant a lecture (Hiday et al., 2005).
Griffin, Steadman, and Petrila (2002) compared the use of sanctions among eight
MHCs finding that MHCs use a variety of methods to dispose of criminal charges to
mandate adherence to community-based treatment. Sanctions in a MHC may range from
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lectures and admonishment from the judge to an increased number of required court
appearances – or the most serious of sanctions – a remand to jail (Redlich, 2005). While
returning a participant to jail or to a traditional criminal court track is generally viewed as
a last resort, MHCs that accept more serious felony cases have been found to be more
willing and likely to use jail as a sanction for non-adherence issues (Redlich, Steadman,
Petrila, Monahan, & Griffin, 2005).
An underlying assumption of the MHC model has been that crimes committed by
mentally ill defendants are more a by-product of their mental health disorder than actual
criminality. Furthermore, the MHC model assumes that facilitating access to treatment to
address underlying problems is more effective than a traditional conviction, sentence, and
probation (Stefan & Winick, 2005). Finally, the MHC model is built on the presumption
that by providing treatment and other needed social services, the alternative court
approach will effectively reduce the probability of future legal recidivism (Fisher et al.,
2006). To date, these assertions remain unconfirmed.
Criticisms and Accolades of MHCs
Although MHCs are touted as promising, they are not without their critics. Some
feel that the expansion of MHCs merely allows the failings of the community mental
health system to be ignored and that any diversion efforts should instead be directed
toward pre-booking, before any arrest has occurred (Barr, 2001). Seltzer (2005) asserts
the following argument:
Although the goals of problem-solving courts are laudable, they have flourished
because of systemic failures in public mental health and the criminal justice
system. In addition to raising various civil rights and public policy concerns these
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specialty courts are inherently flawed, unintentionally signaling an acceptance of
the rates at which people with serious mental illnesses are entering the criminal
justice system. Their very presence makes it more difficult to generate political
will to address the root of the problem. Alternative, evidence-based programs
address the same concerns without raising the same civil rights and policy
questions. No amount of tinkering with policies and procedures of MHCs can
correct the fatal flaws that are inherent in mental health treatment systems. (p.
570)
An additional criticism of MHCs points to the potential negative effects of the
court process on participants’ legal rights. Critics suggest that MHCs may actually further
stigmatize persons with mental illness by identifying defendants first by their illness and
second by taking them out of the regular court and access to full due process (Wolff,
2002; Wolff & Pogorzelski, 2005). Another significant legal issue is raised around the
fact that most MHCs require guilty pleas when enrolling and that participation may result
in an individual remaining under correctional supervision for a longer period of time than
if they had stayed in the traditional criminal court (Redlich et al., 2005; Redlich et al.,
2006). Furthermore, detractors say that MHCs are paternalistic, coercive, and may
inadvertently widen the criminal justice net by encouraging the arrest of persons with
mental illness in order to access needed but otherwise less available mental health
treatment and other social services – often being given priority over those individuals
who have not become involved in the criminal justice system (Stefan & Winick, 2005).
Conversely, MHCs are promoted by proponents as a more effective and humane
approach to divert and rehabilitate offenders than would be provided for in traditional
criminal court proceedings. Because MHCs are voluntary, advocates assert that criticisms
involving issues of due process and stigmatization are largely resolved. In support of this
claim, when given the opportunity to enroll in a MHC, more individuals opt-in than
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decline (Steadman et al., 2005a; Trupin & Richards, 2003). Several studies have found
that once enrolled, MHC participants have reported significantly lower levels of
perceived coercion and higher levels of satisfaction with the court process than
defendants involved in regular criminal court proceedings (Boothroyd et al., 2003;
O’Keefe, 2006; Poythress, Petrila, McGaha, & Boothroyd, 2002; Wales, 2010). However,
somewhat conflicting findings were reported by Redlich et al. (2010a), who found that
over one-half of the participants (59%) enrolled in the Brooklyn, New York and the
Washoe County, Nevada MHCs reported that they had never been advised that their
participation in the court was voluntary. Furthermore, only 68 percent of those same
study participants reported that entering MHC was their choice.
Furthermore, supporters believe that MHCs provide program participants better
legal outcomes, improved access to needed services, and reduced legal and clinical
recidivism, all while saving public dollars. At the very least, MHCs are viewed as an
innovative, humane, and more accommodating judicial response to a mentally ill
defendant. However impassioned and convincing these arguments may be, there remains
a relatively limited body of evidence to support the assertions of either the supporters or
detractors of MHCs.
Review of the Mental Health Court Research
Attempting to evaluate MHCs as a stand-alone intervention has been identified as
being especially difficult. Prior to assessing the current MHC literature, it is first
necessary to consider how program differences, ethical concerns, and other feasibility
issues create unique challenges in conducting research within these courts. Due to
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program variations and a lack of treatment fidelity, operationally defining just what
constitutes a MHC intervention can be problematic (Schneider et al., 2007). Additional
barriers that affect evaluation of the MHC as an intervention include problems
establishing the precise nature of the interventions, a lack of control conditions, the
subject sample, dosing or exposure protocols, and/or adequate observation periods (Wolff
& Pogorzelski, 2005).
As difficult as it may be to adequately define a MHC program, it is perhaps even
more challenging to define program or participant “success” (Schneider et al., 2007). The
ability to evaluate achievable milestones among MHC participants is complex and clearly
varies considerably from participant to participant (Goldkamp & Irons-Guynn, 2000). As
each participant presents a unique cluster of strengths, disorder severity, and treatment
needs, defining success in any overarching way can be a moving target.
An additional obstacle when conducting research in MHCs is that each court
operates within the context of multiple complex systems (e.g., law enforcement, mental
health and substance abuse treatment, corrections, entitlement programs, housing, etc.),
each with separate and strict privacy laws and regulations. These differences can hinder
evaluation by an inability to access data and difficulties in documenting the actual
services received (U.S. BJA, Center for Program Evaluation, 2007c). These challenges
are compounded further by the fact that randomized control trials in criminal justice
settings are often precluded by the concern that withholding services is unethical and
unfair to those not selected (McNiel & Binder, 2007). As explained by Desai (2003), “if a
clinical service, such as diversion, is already available in the community, then a
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researcher cannot ethically deny anyone, through a randomization process, access to that
service, particularly if the consequence of an unfavorable randomization involves
incarceration” (p. 116). However, Slinger and Roesch (2010) argue this point by stating
the following:
While it would be unethical to withhold access to programs known to be effective,
nothing is yet known about the true effectiveness of problem-solving court
models. In fact, some could posit it unethical to offer a program to offenders
without adequate testing of its effectiveness. (p. 263)
Steadman et al. (2005a) have observed that research on MHCs simply has not
kept pace with the rate of their growth, and this remains true today. Perhaps due to the
aforementioned challenges, along with the fact that MHCs are relatively new programs
with limited funding available to conduct MHC research, the literature on the
effectiveness of MHCs is just now emerging. Only a handful of studies have begun to
evaluate more important empirical questions such as the efficacy of MHCs in reducing
the legal recidivism and improving clinical outcomes of their program participants,
perceived coercion, and cost effectiveness. Much of the remaining literature has been
descriptive and process-focused in nature or has utilized samples drawn from single sites.
Within the MHC literature, the identification of MHC participant characteristics and any
assessment of the relationship between those characteristics and MHC outcomes have
been the most limited to date.
The following review concentrates on summarizing the literature that was central
to informing the current study. Thus, this review focuses its discussion first on the
literature that has described who MHC participants are, followed by MHC outcomes
related to program retention and legal recidivism. The chapter concludes by summarizing
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the limited literature that has assessed MHC participant characteristics as predictors of
retention and recidivism.
MHC Participant Characteristics
While there is a developing descriptive knowledge-base about how MHCs work
and their potential outcomes, little empirical attention has been paid to the MHC
participants themselves. To date, there are only 32 studies and program evaluations using
samples drawn from 21 unique MHC programs that together still provide only a limited
and fragmented description of who MHCs serve. Thus far, what has been reported in the
literature has been done in an inconsistent manner in terms of what characteristics have
been described, how they have been reported, as well as how they have been
operationally defined, which has made comparing across studies difficult. Moreover, less
than a handful of studies have had a principal inquiry focused on participant
characteristics and future outcomes. Consequently, current knowledge about MHC
participants is primarily restricted to limited and inconsistently described demographic
sample characteristics. Despite the fact that it is fairly clear who MHCs have been
designed to serve, no study to date has focused on describing who MHCs are actually
serving. The following section briefly summarizes and collectively describes what is
known about MHC participants’ demographic/socioeconomic, criminal history, mental
health and substance use characteristics, and MHC program retention and graduation
characteristics.
Demographic/Socioeconomic Characteristics. On the whole, MHC participants
appear to be on average 36 years of age, more often male, and most typically single,
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never married (Bess, 2004; Boothroyd et al., 2003, 2005; Boulden et al., 2005; Broner et
al., 2009; Christy et al., 2005; Eckberg, 2006; Gurrera, 2006; Hiday & Ray, 2010;
McNiel & Binder, 2007; McNiel et al., 2011; Moore & Hiday, 2006; Morin, 2004; Moy,
2009; Neiswender, 2005; O’Keefe, 2006; Palermo, 2010; Poythress et al., 2002; Redlich
et al., 2010a; 2010b; Ridgely et al., 2007; Sneed et al., 2006; Steadman et al., 2005;
Trupin & Richards, 2003; Trupin et al., 2001; Wales et al., 2010). Perhaps due to the
diverse locations of MHC programs included in current research, the reported ethnicity of
MHC participants has varied a great deal and no clear trend has emerged. For example, a
study conducted in the Bronx MHC reported having 92 percent people of color (Broner et
al., 2009), while an Oregon MHC (Herinckx et al., 2005) reported only 11 percent.
Most participants have less than a high school education (Bess, 2004; Broner et
al., 2009; Gurrera, 2006; O’Keefe, 2006), are unemployed, and largely reliant upon
SSI/SSDI to meet their basic health care needs (Bess, 2004; Broner et al., 2009; Herinckx
et al., 2005; Redlich et al., 2010a). In fact, the reported rates of unemployment among
MHC participants has ranged from a low of 64 percent (Redlich et al., 2010a) to over 94
percent (Bess, 2004). Additionally, the percentage of MHC participants who have
experienced homelessness has ranged from 11 percent to 41 percent (Bernstein, 2008;
Boulden et al., 2009; Broner et al., 2009; Hernickx et al., 2005; McNiel & Binder, 2007;
O’Keefe, 2006). While this may not appear to be especially high, it is noteworthy that
only 9 percent of the general prison population reports a history of homelessness – which
is still 4 to 5 times the rate of the general non-incarcerated population (Greenberg &
Rosenheck, 2008).
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Criminal History Characteristics. Studies reporting the criminal history of
MHC participants have used a variety of data to measure criminal history, including prior
arrest and jail day data, the types of charges processed in MHC, and/or their rates of
arrests or convictions post MHC participation. Additionally, the available research has
utilized several different look-back periods (i.e., 6, 12, and 24 months, or lifetime). The
wide variety of measures used across the limited research results in difficulties in making
meaningful comparisons across studies. In spite of the aforementioned differences in both
measures and time periods across studies, the literature does suggest that many MHC
participants have had prior criminal justice contact, are not first time offenders, and are
not only arrested for minor misdemeanor crimes. In fact, at least 43 percent of the
participants in a misdemeanor court (Gurrera, 2006) and 78 percent in a felony court
(O’Keefe, 2006) have reportedly been arrested at least once during the year prior to
entering the MHC program. In addition, MHC participants had been arrested 0 to 23
times during the two years prior to MHC (Hiday & Ray, 2010), with an average spanning
2 to 4 arrests (Cosden et al., 2003, 2005; Hiday & Ray, 2010; Ridgley et al., 2007).
Researchers have reported a broad range of average prior jail days, spanning from 52 to
345 days spent jailed during the 2 years prior to entering MHC (Cosden et al., 2003,
2005; Frailing, 2010; Ridgely et al., 2007).
Relevant to this discussion is the fact that most of the research conducted to date
has utilized felony MHC sites to draw their samples. This may explain why nearly twothirds of MHC charges reported within the literature are felony level offenses that span
across a number of serious crimes (Eckberg, 2006; Ferguson et al., 2008a; Frailing, 2010;
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Hiday & Ray, 2010; McNiel et al., 2011; Moy, 2009; O’Keefe, 2006; Palermo, 2010;
Redlich et al., 2010a; Redlich et al., 2010b; Steadman & Redlich, 2006). In reviewing the
literature that has reported the type of charges of MHC participants, the highest
percentage of charges have involved person (29%), followed by property (25%) and
alcohol/drug related (17%) crimes. Minor crime, violations, and other/unknown
accounted for 27 percent of the crimes committed by MHC participants.
Mental Health and Substance Use Characteristics. Identification of MHC
participants' diagnoses has been both limited and widely varied, leaving a yet to be
developed picture of what types of mental illnesses are referred to and accepted into
MHCs. Perhaps reflective of wide variations within MHC clinical eligibility criteria, the
percentage of participants diagnosed with schizo-spectrum disorders reported in the
literature has ranged from a low of 22 percent (Herinckx et al., 2005) to a high of 85
percent (Boulden et al., 2008).
Generally, the literature suggests that MHC participants are considerably impaired
by their psychiatric disorders. Reported average Global Assessment of Functioning
(GAF; American Psychiatric Association [APA], 2000) scores of MHC participant
samples have been remarkably similar, ranging from 50 to 57 (Bess, 2004; Broner et al.,
2009; Cosden et al., 2003, 2005; Gurrera, 2006; Redlich et al., 2010a), which is
indicative of a moderate to serious impairment in functioning (APA, 2000). Similarly,
studies conducted in the Broward County MHC have reported average Brief Psychiatric
Reporting Scale (BPRS; Overall & Gorham, 1962) scores in the mid 30s (Christy et al.,
2007; Boothroyd et al., 2003; Boothroyd et al., 2005; Poythress et al., 2002),which is
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suggestive of a moderately serious mental illness (Leucht et al., 2005). Finally, mean
Modified Colorado Symptom Index (MCSI; Ciarolo, Edwards, Kiresuk, Newman, &
Brown, 1981) scores of 22 (SD = 12.9) among Brooklyn MHC participants and 24 (SD =
11.23) in a Washoe County, Nevada MHC sample have been reported (Redlich et al.,
2010a). The MCSI is a self-report measure that can extend from 0 to 54, with higher
scores reflecting more frequently occurring self-reported psychiatric symptoms.
Little is known about the potential relationship between treatment and MHC
outcomes. Thus far, we only know that an estimated three-fourths of MHC participants
have had prior psychiatric treatment (Bernstein, 2008; Moy, 2009) and 55 to 80 percent
have experienced at least one prior psychiatric hospitalization (Bernstein, 2008; Moy,
2009; O’Keefe, 2006; Sneed et al., 2006). Interestingly, only 30 percent of participants in
the Brooklyn MHC were in treatment at the time of their arrest (O'Keefe, 2006).
To provide a context regarding MHC participant substance use, current estimates
are that 75 to 85 percent of incarcerated individuals with a serious mental illness have
one or more comorbid substance use disorders (Callahan, 2011).Within the MHC
literature, rates of co-occurring mental health and substance use disorders have ranged
from a low of 19 percent (Sneed et al., 2006) to a high of 85 percent (Palermo, 2010).
Significantly higher rates of substance use have been found among MHC participants
who have experienced homelessness (Broner et al., 2009).
MHC Outcome Research
MHCs were primarily created to provide diversion to reduce legal recidivism and
to offer an improved legal process for offenders with mental illness, while protecting
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public safety in a more cost-effective manner. Limited outcome research has begun to
assess the success of MHCs’ ability to meet these goals, having focused primarily on
assessment of recidivism, improved perceptions of legal processes, clinical
improvements, and cost-effectiveness outcomes.
Overall, MHC outcome research has been limited in both the number of
completed studies and in their employed methodologies. Studies conducted have largely
utilized single-sample pre-test/post-test comparisons drawn from single court sites. To
date, only two randomized control trials have assessed the effectiveness of MHCs (Bess,
2004; Cosden et al., 2003, 2005). In fact, a recent dissertation study that conducted a
systematic review of all published MHC research and unpublished program evaluations
that used either a control or comparison group design yielded only 11 peer-reviewed and
10 non-peer-reviewed studies (Sarteschi, 2009).
MHC participation has been associated with improved quality of life, increased
use of mental health services (Sarteschi, 2009; Sarteschi, Vaughn, & Kim, 2011), and
being more cost-effective than traditional criminal processing and incarceration
(Ferguson et al., 2008a; Ridgely et al., 2007). However, research has reported mixed and
inconclusive results regarding the effects of MHC participation on clinical functioning
(Bess, 2004; Boothroyd et al., 2005; Cosden et al., 2003, 2005; O’Keefe, 2006; Trupin &
Richards, 2003), psychiatric hospitalizations (Ferguson et al., 2008a; Frailing, 2010;
McNiel et al., 2011; O’Keefe, 2006), and substance use (Bess, 2004; Cosden et al., 2003,
2005; O’Keefe, 2006). Moreover, MHC participation has been found to have no impact
on life satisfaction (Bess, 2004; Cosden et al., 2003, 2005).
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The next section summarizes the limited findings from available outcome studies
that are specifically relevant to the current study, focusing on MHC participation and its
effects on program retention and legal recidivism.
MHC program retention and graduation. Relatively little is known about how
many or how long MHC participants remain enrolled in MHC, how long it takes to
complete a program, or the percentage of participants who actually graduate. The
reported length of MHC program participation has varied widely, ranging from 4 to 1161
days before termination or graduation (Boulden et al., 2009; Hiday & Ray, 2010; Redlich
et al., 2010b; Trupin et al., 2001). Furthermore, it has been reported that only 30 to 65
percent of participants successfully complete a MHC program (Boulden et al., 2009;
Broner et al., 2009; Hiday & Ray, 2010; McNiel & Binder, 2007; Palermo, 2010; Redlich
et al., 2010b).
Legal recidivism. Reducing legal recidivism is a primary outcome goal of any
criminal justice diversion program, including MHCs. To date, there have been several
studies that support the assertion that MHCs are effective in reducing recidivism. In fact,
in a recent meta-analysis, Sarteschi (2009) and Sarteschi et al. (2011) reported significant
reductions in legal recidivism (d = -0.52) among MHC participants compared to groups
receiving treatment as usual (TAU).
However, these results should not be considered conclusive evidence of a causal
relationship between MHC participation and reduced legal recidivism, because only two
of the studies included in the aforementioned analysis were randomized control trials.
Additionally, all of the included research varied extensively on how the original
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researchers operationally defined the construct of legal recidivism (i.e., severity of
charges, and/or number of charges, arrests, jail days, and/or convictions), the length of
their pre MHC look-back and follow-up periods (i.e., 6 months, 12 months, 18 months,
24 months, or lifetime), as well as other methodological issues such as small sample sizes
drawn from single sites, potential selection and measurement biases, and other
uncontrolled threats to internal validity. Nor should these findings cloud the fact that no
existing study can verify that MHCs produce lower rates of recidivism than other
diversionary alternatives.
Cautiously speaking, it can be said that MHCs may provide participants with a
process that does not appear to increase the risk of rearrest, as has been the case in some
diversion programs due to increased oversight (Draine & Solomon, 1999). Therefore, it
appears safe to say that while the recidivism literature appears promising, further
empirical evidence is needed to evaluate unique program and participant factors that may
impact MHCs effects on participants’ recidivism.
Subsequent arrests, charges, and jail days. While at 12 months post MHC opt-in,
17 to 76 percent of MHC samples experience at least one rearrest (Christy et al., 2002;
Cosden et al., 2003; Ferguson et al., 2008a; Ferguson et al., 2008b; Herinckx et al., 2005;
Hiday & Ray, 2010), several studies have shown positive effects of MHC participation
on the likelihood and number of subsequent arrests. For example, using a comparison
group design, McNeil and Binder (2007) compared the recidivism rates of individuals
who entered the San Francisco MHC (n = 172) with other individuals who were mentally
ill and who entered the San Francisco jail during the same period of time (n = 8067).
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While their findings must be approached with caution due to a lack of control group
design, they are encouraging. They found at 6, 12, and 18 months post opt-in, MHC
participants had a 26 percent reduction in their likelihood of obtaining a new charge, and
a 27 percent reduction at 24 months when compared to the TAU group. Additionally,
MHC participants went for significantly longer periods of time without any new charge
or charge for a violent crime than did the comparison group. Overall, the probability of a
MHC participant being rearrested was reduced by 54 percent.
Similar findings have been reported using pre/post single group methods, in
which the likelihood of rearrest has been reduced by up to 69 percent (Boulden et al.,
2009; Eckberg, 2008; Herinckx et al., 2005; Trupin & Richards, 2003). Additionally,
MHC participants have shown significant decreases in the number of their subsequent
bookings (Bess, 2004; Ferguson et al., 2008). Interestingly, graduates are significantly
less likely than participants who leave the MHC to be rearrested (Hiday et al., 2005;
Guerra-Moore, 2005; Moore & Hiday, 2006). When arrested, MHC participants have
been significantly less likely to be booked for severe crimes than were comparison group
participants (Ferguson et al., 2008a; Moore & Hiday, 2006).
MHC participants have also been shown to have significantly fewer subsequent
jail days than comparison group participants (Frailing, 2010; McNiel, Delucchi, &
Binder, 2011; Neiswander, 2005). Additional studies have also reported a significant
decrease in MHC participants’ jail days when comparing their pre and post MHC jail
stays (Bess, 2004; Palermo, 2010; Trupin & Richards, 2003). To illustrate, a recent study
conducted in Washoe County MHC found that participants who were enrolled in the
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court during 2007 experienced a 94 percent reduction in their 12-month post-MHC
participation jail days when compared to their 12-month pre MHC participation days
spent incarcerated (Palermo, 2010).
Other studies have found less encouraging results when evaluating MHC
participants’ rearrest and subsequent jail days. In one of only two randomized controlled
trials, Cosden et al. (2003, 2005) found that at a 12-month follow-up there were no
significant differences between MHC and control groups in their number of arrests or
convictions. However, MHC participants were more likely to be arrested but not
convicted. Additionally, the MHC participants were more likely to be arrested on a
probation violation, whereas control participants were more likely to be convicted of a
new crime. At a 24-month follow-up, MHC participants had more arrests than the control
group. However, these researchers theorized that this may have been the result of an
inability to differentiate between arrests resulting from MHC sanctions and arrests due to
new charges. Non-significant differences in participants’ rearrest rates have been reported
in other MHC research as well (Christy et al. 2005; O'Keefe, 2006; Morin, 2004).
Additionally, researchers have not found any significant reduction in jail days for MHC
participants when compared to a control group (Cosden et al., 2003; 2005), a nonequivalent comparison group (Christy et al., 2005), or when using a pre/post MHC
enrollment design (Teller et al., 2002). Perhaps due to increased oversight of the court,
Trupin et al. (2001) found that participants of MHC actually served more jail days after
entering MHC than during the time period before their enrollment.
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MHC Participant Characteristics as Predictors of Outcomes
Little research has concentrated on understanding how individual participant
characteristics may impact MHC outcomes. Empirical inquiries of program outcomes
have been restricted to assessment of MHC participant characteristics and the likelihood
of acceptance into MHC, choosing to opt-in to MHC, and graduation from MHC.
Evaluation of participant characteristics and their potential relationship with individual
outcomes, including clinical improvements, as well as subsequent arrests, jail days, and
severity of subsequent charges have been initiated, providing only limited, inconclusive,
and conflicting findings. The following section provides a summary of available research
that has assessed individual characteristics as predictors of MHC outcomes.
Predictors of MHC Selection, Opt-in, and Graduation. Researchers have
found that individuals who are accepted into MHC are significantly more likely to be
older, white, and female than those who were referred, but not accepted (Steadman et al.,
2005a). However, in direct contrast, McNiel and Binder (2007) compared individuals
who were selected for San Francisco’s MHC to other inmates with mental illnesses and
found that the defendants who were selected for MHC were more seriously mentally ill,
and were more likely to be homeless, non-white, and have a history of more prior
criminal charges. Additionally, individuals accepted into MHC had accrued more charges
for violent crimes than individuals who were not accepted into the court. In similar
research, age, gender, and ethnicity, history of head trauma, homelessness, prior
outpatient and inpatient mental health treatment, and current substance abuse were
assessed as potential predictors of electing to opt-in or to decline participation in the
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Broward County MHC. However, only a history of inpatient treatment and a history of
homelessness were significant predictors (Bernstein, 2008).
MHC graduates have been more likely to be single, better educated, housed, and
engaged in treatment prior to entering mental health court than non-graduates (Bouldin et
al., 2009; Ferguson et al., 2008a; Hiday & Ray, 2010; Teller et al., 2004). The
relationship between graduation and prior criminal history, history of homelessness, and
GAF scores have also been assessed, but have not been significant (Broner et al., 2009;
Moore & Hiday, 2006; Hiday & Ray, 2010).
To date, no study has assessed a comprehensive set of characteristics in predicting
program retention and graduation. Instead, findings are limited, scattered, and often
conflicting. For example, participants who were white have been found to be more likely
to graduate than non-white MHC participants in some research (Bouldin et al., 2009;
Hiday & Ray, 2010; Teller et al., 2004), though other studies have found that ethnicity
was not significantly different between graduates and non-graduates (Moore & Hiday,
2006; Redlich et al., 2010b). In some studies males have been more likely to graduate
than females (Hiday & Ray, 2010; Teller et al., 2004), while in other studies either
graduates were more apt to be female (Bouldin et al., 2009), or gender did not
significantly differ between graduates and non-graduates (Redlich et al., 2010b). Similar
discrepancies are noted by Moore and Hiday (2006), who found no significant
differences in age between MHC graduates and non-graduates. However, they did find
that graduates were significantly older than non-graduates in the same North Carolina
MHC a few years later (Hiday & Ray, 2010). Additionally, participant compliance with
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court orders, their number of attended court hearings, age, gender, ethnicity, education,
type of most serious MHC charge, psychiatric diagnosis were tested as predictors of
program completion. However, only higher rates of perceived compliance and attending
fewer court hearings were significant (Redlich et al. 2010b).
Predictors of legal recidivism. While there has yet to be a thorough assessment
of a comprehensive set of characteristics as potential predictors of recidivism in MHC,
there has been extensive recidivism research utilizing general samples of mentally ill
offenders that informs this dissertation research. Bonta, Law, and Hanson (1998)
conducted a large scale meta analysis of 64 samples of mentally ill offenders and found
that having a psychotic disorder was significant in predicting recidivism (Zr = -.07);
however, presence of an anti-social personality disorder produced more than twice the
effect size (Zr = .15). Other factors that were equally or appreciably better predictors of
recidivism than psychosis included age (Zr = .15), being male (Zr = .11), single (Zr =
.07), having a history of psychiatric hospitalizations (Zr = .15), adult criminal history (Zr
= .23), family problems (Zr = .10), poor living arrangements (Zr = .12), and any type of
substance abuse (Zr = .11).
In the most comprehensive study to date of characteristics as predictors of MHC
outcomes, Herinckx et al. (2005) conducted a secondary data analysis of mental health
services and jail data to assess individual MHC participant characteristics as predictors of
12 month arrests. In this study, researchers evaluated gender, age, diagnosis, psychiatric
inpatient stay during the previous 12 months, hours of mental health services 12 months
pre and post MHC enrollment, graduation from the court, length of enrollment in the
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court, previous felony charges, and the number of bookings during the previous 12
months as predictors of 1-year post enrollment rearrest rates in one MHC.
Using logistic regression analysis, these researchers found that participants who
terminated from the program were nearly four times more likely to be rearrested than
those who had graduated. In addition, those who were still enrolled after the one-year
observation period were more than two times less likely to be rearrested than those who
had terminated. Participants who had been hospitalized during the previous 12 months
were almost two times as likely to be rearrested, and participants who had been booked
more than one time during the previous 12 month period were also significantly more
likely to be rearrested. However, those with a diagnosis of schizophrenia were half as
likely to be rearrested as compared to those with other mental health diagnoses. Gender,
age, ethnicity, and hours of mental health services were not significantly associated with
participants' re-arrest rates. One limitation of this study cited by its authors was that it
was unclear what aspect of graduation status may have contributed to a reduction in
arrests. In other words, they wondered if it was the motivation of the participants
themselves or if other uncontrolled factors accounted for the association between
graduation status and re-arrest. This study suggested that future research should assess
motivation to change and other characteristic variables that may contribute to variance in
recidivism rates among MHC participants.
MHC graduation. The relationship between graduation and reduced legal
recidivism appears to be potentially quite important. Not only have MHC graduates
remained arrest free for longer periods of time (McNiel & Binder, 2007), they have also
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been significantly less likely to reoffend than non-graduates (Broner et al., 2009;
Ferguson et al., 2008a; Ferguson, 2008b; Frailing, 2010; Hiday & Ray, 2010; McNiel &
Binder, 2007). For example, MHC graduates of a North Carolina MHC were 85 percent
less likely to be rearrested than those who did not graduate (Hiday & Ray, 2010). For
those graduates who were subsequently arrested, significantly fewer were arrested for a
felony level crime than non-graduates (Ferguson et al., 2008a, 2008b). MHC program
graduates spent significantly fewer days in jail 12 months prior to MHC, during MHC
participation, and 1-year following MHC graduation than did those who had left MHC
prior to completing the program (Frailing, 2010). However, somewhat conflicting
findings were reported by Trupin and Richards (2003), who found that graduation had no
relationship to legal recidivism among Seattle Municipal MHC participants, but was
significant among King County MHC graduates.
Substance use and misuse. Finally, it is notable that only one study has assessed
the effects of substance abuse on MHC participants’ arrest rates. Cosden et al. (2003,
2005) found that the primary distinguishing characteristic between participants who
reduced their subsequent number of arrests and those who did not was the seriousness of
their substance abuse problems as measured at intake.
Other characteristics. A strong correlation between MHC participants’ prior
convictions and obtaining new convictions has been found (Eckberg, 2006). MHC
participants who had been arrested at a 12 month follow up were found to be more likely
to be male, slightly older, and have had a history of self-reported aggressive or violent
criminal acts than a non-equivalent comparison group (Christy et al., 2005).
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Neiswender (2005) tested the relationship of age and ethnicity with the number of
post MHC jail days of both a treatment and a comparison group. Individuals who were
non-white spent significantly more time in jail than did their white counterparts.
However, non-whites in MHC still spent considerably less time in jail than did nonwhites in the non-equivalent comparison group at both 12 and 24 months post MHC
enrollment. Age was also a significant factor, but only at 12 months. Additionally, fewer
post MHC jail days at both 6 and 12 month follow up have been associated with higher
use of community services (McNiel et al., 2011).
Other non-significant findings have been reported as well. The relationship
between age, gender, diagnosis, substance use, psychiatric medications, and history of
hospitalization (Moy, 2009), homelessness (Broner et al., 2009), ethnicity, and BPRS
scores (Christy et al., 2005) legal recidivism have been tested and found to be nonsignificant.
Summary of the Literature
This chapter has provided the first known comprehensive overview summarizing
current literature identifying MHC participant characteristics, MHC outcome research,
and what is known about participant characteristics as predictors of MHC outcomes. This
still-developing body of literature faces limitations in its current focus, scope, and rigor
of methodology and thus has produced largely inconclusive findings to date. In particular,
the lack of control conditions, length of follow-up periods, potential selection bias, and
retrospective designs allow for other unidentified or unaccounted for differences between
MHC and TAU (McNiel et al., 2011). Further limitations include data that were
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inconsistently collected, defined, and reported. These inconsistencies make comparisons
across courts difficult. It is notable that current studies provide findings based on less
than one-tenth of the estimated number of established operational programs.
Albeit limited, the currently available literature provides a developing picture of
the characteristics of MHCs participants, outcomes of MHC participation, and participant
characteristics that have been predictive of increased MHC program retention and
reduced legal recidivism. However, studies to date have assessed only a few select
participant characteristics and have not provided a comprehensive assessment of
identified risk factors, leaving a gap in current empirically supported evidence.
While MHCs may offer a promising alternative to regular court processing for
individuals with serious mental health disorders, there are many more questions than
answers available. Steadman and Redlich (2005) have asserted that the MHC innovation
has proceeded "far in advance of the empirical evidence to inform their structures,
clientele, policies, procedures and overall operations" and as a result, there is "a lack of
standardization, no assurances that the people targeted for diversion are the optimum
candidates, and great uncertainty about best models for supervision and monitoring" (p.
50). It stands to reason that there will not be just one intervention that will work for all
offenders who have a mental illness. It has been suggested that MHCs may be more
effective for individuals with certain types of problems than others (U.S. BJA, 2007c).
As a profession, social work values social change, client empowerment, and
activism for disempowered groups. Moreover, social workers are ethically bound to seek
social justice and advocate for those who experience discrimination (National
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Association of Social Workers [NASW], 2010). In view of the fact that social workers
are the single largest provider of community-based mental health services in the United
States (NASW, 2008), the intersection of our nation’s mentally ill and their increasing
numbers within the criminal justice system presents the profession with significant issues
of discrimination, oppression, and dehumanization needing attention and effective
interventions. In a time of increased reliance on the criminal justice system to solve social
problems, diminishing community-based services, and a general intolerance for the
mentally ill, these issues challenge the profession to find more empirically-supported,
effective, and humane ways to intervene with this vulnerable and powerless client group
in reducing criminalization.
McNiel and Binder (2007) advocated for further research to identify the client
characteristics that are associated with more or less favorable outcomes in MHCs.
Additionally, Steadman recommended that “mental health courts should determine the
type of defendants on which the court can have the most positive impact in terms of the
individual, public health, and public safety” (2006, p. 3). These points are well illustrated
in the fact that still relatively little is known about who MHC participants are, their
characteristics, or which of their characteristics may be predictive of more favorable
outcomes. Steadman (2006) further states, “the core question in evaluating mental health
courts is not “Do mental health courts work?” but rather, “what works, for whom, under
what circumstances?” (p. 3). The current study will be the first to examine a
comprehensive empirically-informed set of demographic, socio-economic, criminal
history, mental health, substance use/misuse, health, and motivation characteristics as
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predictors of MHC program retention and legal recidivism to begin answering these
important questions.

67

Chapter Three: Methodology
This chapter presents a description of the dissertation research study
methodology. It first describes the purpose, aims, questions, and hypotheses of the
current research. The chapter then details the research design, study site recruitment, and
participant selection criteria and processes. Next, a description of the study’s measures
and data collection methods are presented. The chapter concludes with a description of
the data analysis tests that were employed.
Purpose of the Research
The overarching purpose of this dissertation study was to determine “who” is best
served by a MHC. The specific aims of the research were to identify characteristics of
MHC participants and to determine which of those were predictive of program
retention/non-retention and legal non-recidivism/recidivism. Based on the purpose and
aims of this research, the research questions that drove this research were:
1) What are the characteristics of MHC participants; and
2) Which participant characteristics and other related factors are predictive of
program retention and legal non-recidivism in MHC programs at six months post
opt-in?
Research Design
The research design was a cross-sectional study with a six month follow-up. This
court-based study utilized in-person standardized interviews to collect original
characteristic data from 148 recently enrolled adult MHC participants in 4 West Coast
MHCs. Standardized measures were used to identify the study participants’ sociodemographic, criminal history, mental health, substance use, health, personal motivation,
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and therapeutic alliance characteristics. Regression analyses were performed to evaluate
the predictive relationship between participants’ characteristics and their six-month post
MHC opt-in program retention and legal recidivism outcomes.
Participant Recruitment
Recruitment of study participants occurred in a two-step process. First, MHC
study sites were recruited and selected, followed by the identification, recruitment, and
selection of individual study participants from selected MHC study sites. This section
provides descriptions of the procedures used for study site recruitment and selection, as
well as a description of each selected study site. Next, individual study participant
recruitment and selection methods are explained, followed by a description of human
subject protections and the informed consent process.
MHC Study Site Recruitment and Selection
The first selection criteria for study sites included any criminal court that selfidentified as a MHC. Second, the court-based program had to incorporate common MHC
elements as defined by Thompson, Osher, and Tomasini-Joshi (2008):


a specialized court docket employing a problem-solving or therapeutic approach
to criminal case processing for people who experience mental illness;



voluntary participation requirements and freedom to withdraw;



individually tailored community-based treatment plans;



regular follow-up care and status hearings with each participant at which time his
or her treatment plan and other conditions of participation are reviewed;



incentives and sanctions based on participant progress; and
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criteria defining a termination point at which point a participant either
successfully completes the program and graduates or can elect to withdraw from
the program and return to the regular court for traditional criminal case
processing. (p. vii)

Third, the MHC had to meet these additional conditions: a) enrolled participants who
were diagnosed with a DSM-IV Axis I major mental health disorder (i.e., schizophrenia,
bipolar, and/or major depression); b) had adequate resources available to carry out the
research protocols; c) had access to data required for this study; and d) had a minimum of
30 participants any given time.
Potential study site courts were recruited through one of three means: 1) by
sending an e-mail to the primary contact listed for programs registered with the Council
of State Governments database of MHCs; 2) a brief verbal announcement made to
participants during a presentation on MHCs during the 2008 National GAINS Center
Conference in Washington, DC; and/or 3) a written announcement in the May 2008
Council of State Governments e-newsletter. All three recruitment methods briefly
described the study and requested interested courts to contact the researcher for further
information.
Twenty courts responded, indicating a strong initial interest in the study. A
written overview of the project and what would be required of the study site was
provided to each interested court. If interested, a follow-up teleconference informational
meeting was conducted. After obtaining more detailed information about the study and
the requirements of the MHC, several programs either determined that they had
insufficient resources to devote to the project and declined to participate, had abrupt
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program changes (e.g., staff turnover or significant funding cuts), or agreed to participate
but simply never followed through required next steps.
Selected study sites. The MHCs that met all selection criteria and followed
through with all aspects of setting up the research and preparing for data collection were
selected as study sites. In total, six MHCs were selected and approved to serve as study
sites for this research, including courts located in Anchorage and Palmer, Alaska; San
Francisco, California; Augusta, Maine; and Spokane and Mt. Vernon, Washington.
However, due to subsequent program changes, the court sites located in Augusta and Mt.
Vernon were not able to produce all of the necessary data for this research. Thus, only the
participant data from Anchorage, Palmer, Spokane, and San Francisco court sites were
utilized in the current study
While the overall study methods and protocols were the same for each study site,
due to location, organization, and resources, the negotiation of some site-specific
protocols were necessary. Individualized protocols were agreed upon d with
administration from each selected MHC that included: a) the designation of individual(s)
who would be approved and trained to approach potential study participants; b)
participant incentives based on study site preferences (i.e., gift cards vs. money orders);
c) identification and selection of an approved interviewer for the courts located outside of
Alaska; and d) the methods for obtaining court provided data. All protocols were
mutually agreed upon and detailed in a letter of support from each study site. Protocols
for each study site were approved by full board review of the University of Texas at
Austin’s Institutional Review Board (IRB) that included a criminal justice advocate.
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Description of study sites and their participants. The following is a brief
description of each of the four selected MHC study sites. Additionally, demographic
characteristic data describing all study site MHC participants during calendar year 2009
(CY09) or fiscal year 2009 (FY09), depending upon how the MHC reported its data, are
presented in Table 3.1.
Anchorage Coordinated Resources Project: Anchorage, Alaska. Created in
1998, the Anchorage Coordinated Resources Project (ACRP) was one of the first mental
health courts to be established in the United States. Eligible court participants are adults
who are designated beneficiaries of the Alaska Mental Health Trust Authority (i.e.,
Alaskans who experience mental illness, developmental disabilities, chronic alcoholism,
and/or Alzheimer’s disease and related dementia). The ACRP accepts both city and state
misdemeanor and felony-reduced-to-misdemeanor criminal cases, and most often
requires a no-contest plea to the pending criminal charges prior to formally “opt-ing”
(i.e., voluntarily choosing to participate) into the court. Anyone may refer cases directly
to the court program coordinator. Based on team recommendations, the judge makes the
final determination as to who is accepted to participate in the court.
The ACRP team is comprised of one full-time program coordinator, two judges,
three case coordinators, and designated prosecutors and defense counsel from both the
Municipality of Anchorage and the State of Alaska. The three case coordinators are
Master or Ph.D. level clinicians who work with ACRP clients to develop an
individualized treatment plan and act as a boundary spanner to link clients to existing
behavioral health resources in the community. The developed treatment plan is presented
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to the court to be ordered as a condition of bail or probation and treatment progress is
monitored by a case coordinator. As each criminal case in the ACRP is individually
negotiated by the parties, there is no standard case resolution. However, examples of
resolutions range from dismissal of charges to charge consolidation or reduction,
elimination or reduction of jail time, fines, and/or community work service.
The ACRP holds hearings each Tuesday, Wednesday, and Thursday afternoon
and is able to serve up to 90 individuals at any given time. During FY09, the ACRP
received 309 referrals. Of those referrals, 107 individuals elected to opt-in to the MHC.
Another 39 clients were carried over from the previous year, for a total of 146 individuals
served by the ACRP in FY 09. As displayed in Table 3.1, ACRP participants were
predominantly male, white, and on average, 36 years old. More than three-fourths (76%)
of their FY09 MHC participants had a comorbid substance use disorder.
The length of program participation in the MHC is individualized. During fiscal
year 2009 (July 1, 2008 to June 1, 2009), the length of program participation ranged from
5 to 29 months, with average length of participation extending to 13 months (SD = not
available). During this time period, 43 individuals graduated from the program. Of the 43
individuals who graduated from the program during FY09, 58 percent had their legal case
dismissed and 42 percent received some other type of more favorable legal disposition of
their criminal case than they would have received had they not participated in MHC.
Palmer Coordinated Resources Project: Palmer, Alaska. The Palmer
Coordinated Resources Project (PCRP) began its operation in 2004. Located within the
Palmer District Court, the PCRP hears cases each Wednesday afternoon involving
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individuals diagnosed with mental health disorders who are charged with misdemeanor
offenses. The PCRP team includes a full-time program administrator and a part-time
designated judge, prosecutor, and defense attorney. A full-time clinical case coordinator
completes the designated specially-trained team. The case coordinator, who holds a
LCSW, provides court participants linkage to existing community services, and if
eligible, to MHC grant-funded treatment for co-occurring disorders. The case coordinator
monitors the participants’ treatment progress and provides regular updates to the MHC
team.
The PCRP is able to serve up to 30 individuals at any given time. The program
generally requires participants to enter a no-contest plea to their charges in exchange for a
negotiated improved legal outcome upon graduation. To graduate from the program,
participants must show a significant successful period of following his or her
individualized treatment plan and have no new criminal charges, be actively engaged in
treatment, have safe housing, have a self sufficiency plan in place, have paid all required
restitution fees, and be recommended for graduation by the team. Typically, participants
complete this program in 18 months.
As detailed in Table 3.1, during CY09 the court served 39 individuals who were
on average male, white, unmarried, and 39 years old. Slightly over one-half of their
participants completed high school, had a history of homelessness, and were in treatment
at the time of their arrest. Over 75 percent of the CY09 PCRP participants had a
comorbid substance use disorder.
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Spokane County Mental Health Therapeutic Court: Spokane, Washington. The
Spokane County Mental Health Therapeutic Court (SCMHTC) began in April of 2007
with the support of a grant received from the Washington State Supreme Court Gender
and Justice Commission. The court accepts misdemeanor and felonies reduced to
misdemeanor cases from both the city and county, however, participants who have any
history of violent felonies are not accepted into the program. Participants waive their
right to a trial, enter a no-contest plea, and agree to complete the program at opt-in.
While the SCMHTC has no defined caseload capacity, during CY09 the court
served 152 continuing and 258 new individuals, or a total of 410 participants. All
behavioral health services are provided by community treatment providers. The court
utilizes specifically defined phases and participants are eligible for graduation once they
have completed all five phases, which takes a minimum of one year and more often
around two years. The court employs a full-time program director, a designated judge,
legal counsel from the offices of both the city and county prosecutor and public defender
agencies, as well as two case coordinators. The case coordinators provide program
participants assistance with treatment referrals and monitor treatment progress. The
community outcome goal of the SCMHTC is improved public safety and faster case
processing time. According to program materials, the SCMHTC’s outcome goals are to
gain improved access to public mental health treatment services, increased well-being,
and reduced legal recidivism.
As presented in Table 3.1 and similar to participants recruited from the three
study sites, participants in this court ranged in age from 19 to 69, were on average 39
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years old, and were more often male. The Spokane court had the lowest rates of
homelessness, comorbid substance use disorders, and the least number of participants
involved in treatment at arrest of the four study sites.
San Francisco Behavioral Health Court: San Francisco, California. The San
Francisco Behavioral Health Court (BHC) has been in operation since November of
2002. Located within the Municipal Court of San Francisco, the BHC team includes a
program coordinator, and has retained the same designated judge, prosecutor, defense
counsel, and two clinical case coordinators since the program began. Potential
participants are referred directly from mental health services located in any of the city
jails. To be considered for BHC, an individual must be charged with, convicted of, or on
probation for a misdemeanor or felony offense in which the behavior that led to the
offense was connected to their mental illness and must meet criteria for a major Axis I
mental disorder (i.e., schizophrenia spectrum disorders, bipolar, major depression, and or
posttraumatic stress disorder). Individuals who have a comorbid substance use disorder
are accepted. The BHC also accepts individuals with Axis II diagnoses (e.g., personality
disorders, intellectual disabilities, etc.) if the disorder is severely compromising that
individual’s ability to function in the community and there are available services in the
community to meet those individuals’ needs.
The BHC program capacity is 150 participants at any given time. On average,
participants remain involved with the BHC for 2 years before graduating. While specific
graduation criteria is determined on a case-by-case basis by the BHC team, individuals
generally must have participated in the program for a minimum of one year,
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demonstrated consistent engagement in treatment, and remained arrest free. During
CY09, the BHC had 146 participants carry over from prior years, 64 new participants, for
a total of 210 individuals served. Table 3.1 displays demographic information of the 2009
newly entering BHC participants. Participants in this court were on average 39 years of
age, predominantly male, white, and diagnosed with schizophrenia. An estimated 50
percent of participants were engaged in treatment at the time of their MHC arrest. Thirtyeight percent had a reported history of homelessness and 61 percent of the newly
admitted CY09 participants had a comorbid substance use disorder.
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Table 3.1
Demographic Characteristics of Study Site’s 2009 MHC Participants
Characteristic
Age
Age Range
Mean Age

Anchorage
FY2009
N=163

Palmer
CY2009
N=39

Spokane
CY2009
N=410

San Francisco
CY2009
N=64

19-64
36a
f
(%)

19-69
39
F
(%)

19-69
39
f
(%)

20-63
39
f
(%)

Gender
Male
Female
Missing

68
95
0

(42%)
(58%)
(0%)

22
17
0

(56%)
(44%)
(0%)

Ethnicity
White
African-American
AK Native/Am Indian
Hispanic
Asian
Other/Unknown
Missing

84
11
52
4
7
5
0

(51%)
(7%)
(32%)
(2%)
(5%)
(3%)
(0%)

34
0
4
1
0
0
0

(87%)
(0%)
(10%)
(3%)
(0%)
(0%)
(0%)

Psychiatric Diagnoses
Schizophrenia
Bipolar
Major Depression
Other
Missing

59
52
24
28
0

(36%)
(32%)
(15%)
(17%)
(0%)

6
13
7
13
0

(15%)c
(33%)
(18%)
(33%)
(0%)

98
82
86
144
0

Education <HS
Missing

56
0

(34%)
(0%)

17
0

(45%)
(0%)

0

Marital Status
Married
Unmarried
Unknown

16
133
14

(10%)
(81%)
(9%)

7
32
0

(18%)
(82%)
(0%)

Type of Charge
Person
Property
Drug/Alcohol
Traffic
Minor/Public Order
Violation/Other

80
41
7
0
19
16

(49%)
(25%)
(4%)
(0%)
(12%)
(10%)

16
9
6
2
6
1

(41%)c
(23%)
(15%)
(5%)
(15%)
(2%)

127
61
33
70
49
70

(31%)
(15%)
(8%)
(17%)
(12%)
(17%)

18
33
9
0
3
1

(28%)
(52%)
(14%)
(0%)
(5%)
(1%)

241
169
0

(59%)
(41%)
(0%)
DNCb
DNC
DNC
DNC
DNC
DNC
DNC

(24%)
(20%)
(21%)
(35%)
(0%)
DNC
(0%)

42
8
14

(66%)
(12%)
(22%)

20
14
0
7
4
4
15

(31%)
(22%)
(0%)
(11%)
(6%)
(6%)
(23%)

26
7
6
5
20

(41%)
(11%)
(9%)
(8%)
(31%)

26
27

(41%)
(42%)

DNC
DNC
DNC

DNC
DNC
DNC

In Treatment at Arrest

DNC

17

(45%)

160

(39%)

32

(50%)

History of Homelessness

DNC

18

(46%)

88

(21%)

24

(38%)

31

(79%)

263

(64%)

29

(61%)

Substance Use Disorder

124

(76%)

Notes. aSD not provided. bDNC=MHC program did not collect this type of data. cDoes not total 100% due to rounding.

78

Recruitment of Individual Study Participants
An a priori power analysis was performed using G*Power 3 (Faul, Erdfelder,
Lang, & Buchner, 2007) to determine the needed sample size for conducting regression
analyses. The analysis was conducted using Cohen’s (1988) recommended power of .80,
alpha of .05, and anticipated regression models comprised of up to 15 independent
variables. The results of the analysis indicated that a minimum sample of 98 would be
required to detect large effect (.35), 150 to detect a medium effect (.20), and 192 to detect
a small effect (.15). Thus, the current sample of 148 was sufficient to detect medium and
large effects.
This study used an availability sampling approach to recruit and select
participants. Selection criteria for individual participants’ inclusion into the study
included the following: a) age 18 or older; b) diagnosed with a major mental health
disorder (i.e., major depression, bi-polar disorder, and/or schizophrenia); c) opt-ed into
MHC less than three months prior; d) legally competent; and e) able and willing to
provide informed consent.
At each of the four study sites, designated masters or Ph.D. level clinicians who
worked directly with MHC participants read a short script to all incoming MHC
participants meeting selection criteria. The script advised the individual that he or she
was eligible to participate in the study, and described the study’s purpose, voluntary and
confidential nature, and participation incentive. If the potential study participant indicated
an interest in finding out more about taking part in the research, the approaching clinician
either a) provided the interviewer associated with each court site the participant’s name
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and contacts; b) provided the potential participant with the interviewer’s contacts; or c)
scheduled the participant into a standing study interview appointment; or d) introduced
the participant to the interviewer following their court hearing to arrange a mutually
agreeable time to meet to discuss the study.
Human subjects protections. All participant recruitment, study measures, and
data collection protocols were approved under a full board review process by the
University of Texas at Austin (UT) Institutional Review Board (IRB Protocol #2008-020011). Following federal guidelines, the full-board included a criminal justice advocate.
In addition to UT IRB approval, all study protocols were reviewed by the University of
Alaska Anchorage IRB which deferred to the UT IRB. Protocols specific to the San
Francisco Behavioral Health Court were also reviewed and approved by the Senior
Privacy Officer for the San Francisco Department of Corrections Jail Health Services
who is responsible for approval of all research.
At each initial meeting between the interviewer and potential study participant,
the interviewer described the purpose of the study, its voluntary and confidential nature,
and what participation in the study would involve. If the individual indicated that he or
she would like to participate in the research, the interviewer continued on to the informed
consent procedures. Informed consent was obtained by reading aloud each section of the
consent form to each potential participant. All participants were informed of the purpose
of the study, amount of time involved, data collection methods, types of questions that
would be asked, voluntary nature of participation, their right to withdraw, and
confidentiality safeguards. It was strongly emphasized to each potential participant that
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the study was completely voluntary and that his or her decision to participate would have
absolutely no bearing on their legal case, length of court supervision, or access to
continued behavioral health treatment. Additionally, participants were specifically
assured that the interviewer could not release any information to the court, the police,
service providers, or court monitors/probation officers even if asked to do so, with the
exception of any stated intent to harm themselves or others, or disclosure of committing
serious abuse. Participants were also advised that they could skip any question that they
were not comfortable answering, could discontinue the interview at any time, and could
always withdraw from the study at any future point in time for any reason. Each
participant was encouraged to ask questions before agreeing to participate and were
assured that they should feel free to ask questions at any time during the interview or at
any time in the future. Phone, address, e-mail, and fax contacts were provided in writing
to each participant in the event the participant had future questions, or wished to
withdraw from the study. No study participants requested subsequent withdrawal from
the study.
Following the reading of each section of the informed consent, each participant
was asked to briefly summarize in his or her own words what the section meant to them.
This helped to confirm that the participant understood the purpose of the research and
what his or her participation would involve. The use of this type of iterative feedback
during the informed consent process has been shown to improve the understanding and
appropriate selection of people with serious mental health disorders when conducting
research (Stiles, Poythress, Hall, Falkenback, & Williams, 2001). As an additional
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safeguard, each interviewer was trained to utilize the MacArthur Competence
Assessment Tool for Clinical Research (MacCAT-CR; Appelbaum & Grisso, 2001),
which is a semi-structured interview format designed to assess the informed consent
capacity of individuals with serious mental health disorders whose ability to participate in
research could be questioned. Following the aforementioned process, all research
participants provided written informed consent to participate in the study and were
provided a personal copy of the consent form to keep.
All study participants were provided a gift card (Anchorage, Palmer, and Spokane
MHC sites) or a money order (San Francisco) worth $20.00 as an incentive for
completing an interview and an additional $20.00 incentive for completing a measure of
alliance with the MHC judge. Funds for the study incentives were provided through a
research grant awarded by the University of Alaska Anchorage’s Dean of the College of
Health and Social Welfare. All participants completed a form documenting receipt of the
incentive for accounting purposes.
As an additional safeguard for participants’ well-being, specific procedures were
identified at each study site that would be followed in the event a participant experienced
psychiatric distress. During the course of the study, three participants (two in Anchorage
and one in San Francisco) endorsed current suicidal ideation and were immediately
linked to emergency services per previously established and approved protocols.
Measures
The following section describes the study’s independent and dependent variables,
operational definitions of those variables, and all measures utilized in this research. The
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independent variables included in this study were conceptualized and organized in seven
primary domains, including the following: 1) demographic/socio-economic; 2) criminal
justice history; 3) mental health; 4) substance use and misuse; 5) health; 6) personal
motivation; and 7) therapeutic alliance with the MHC judge. The study’s dependent
variables were conceptualized in two domains that included program retention and legal
recidivism. The measures utilized for each of the independent and dependent variables
are described in the following sections.
Demographic and Socio-Economic Characteristics
Self-reported demographic data were obtained from each study participant
including birth date, gender, primary identified ethnicity (i.e., White, Black, AfricanAmerican, Pacific Islander, Alaska Native, American Indian, Asian, Other) , highest
grade completed, as well as their veteran (i.e., yes or no) and marital status (i.e.,
married/living as married, single, divorced, or separated). Socio-economic data were also
collected that included participants’ self-reported employment status (i.e., unemployed,
employed full-time, employed part-time, or retired), primary income source (i.e., wages,
retirement, SSI/SSD, or none), type of health insurance coverage (i.e., private, VA,
Medicaid, Medicare, Indian Health Services, other, or none), type of housing (i.e., own
home, relative’s home, jail, hospital, assisted/congregate living, homeless shelter, and
estimated days of homelessness during the prior six months.
Criminal Justice History
Criminal justice history was operationally defined as a) the number of charges 24
months prior to MHC opt-in (including the current charges being processed in MHC); b)
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the number of arrests 24 months prior to MHC opt-in (including the arrest being
processed in MHC); c) the number of jail days 24 months prior to opt-in, d) number of
charges in MHC; e) type of current charge(s) in MHC that were later categorized into
property, person, drug/alcohol, violation, minor/public order; and f) the level of the
current charge (i.e., felony, misdemeanor, or felony reduced to a misdemeanor). All
criminal history data were provided by the MHC programs (all sites), as well as the State
Department of Corrections (Alaska), and the Office of the District Attorney (San
Francisco).
Mental Health Characteristics
Mental health characteristic data collected included psychiatric diagnoses, level of
functioning and symptom severity, mental health treatment history, use of psychotropic
medications, and history of psychiatric hospitalization. The measures for each of these
factors are described in the subsequent sections that follow.
Psychiatric diagnoses. The psychiatric diagnoses of each participant used the
Diagnostic and Statistical Manual of Mental Disorders, 4th Edition, Text Revision
(DSM-IV-TR) Axis I-V criteria (APA, 2000). Diagnoses and GAF scores of each study
participant were provided by each study site court, all of which collect and use the DSMIV-TR as their measure of diagnosis for all court participants.
Level of functioning and symptom severity. Study participants’ level of
functioning and symptom severity were measured using the DSM-IV Global Assessment
of Functioning (GAF; APA, 2000), the Brief Psychiatric Rating Scale (BPRS; Overall &
Gorham, 1962), and the Modified Colorado Symptom Index (M-CSI; Ciarolo, Edwards,
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Kiresuk, Newman, & Brown, 1981; Conrad, Yagelka, Matters, Rich, Williams, &
Buchanan, 2001). Study participants’ GAF scores were provided by the MHC program as
assigned by participants’ clinicians and MCSI measures were completed with
participants. The BPRS was completed by the interviewer. The use of a structured
interview guide created for the BPRS that provides prompts to interviewers when
completing the measure has been shown to reduce the variability of information gathering
in less experienced raters (Crippa, Sanches, Hallak, Loureiro, & Zuard, 2001). All
interviewers in this study were provided a copy of the BPRS interview guide for use
during data collection. The BPRS was completed by the interviewer immediately
following the conclusion of the intake interview. Each of the aforementioned measures
are described below.
Global Assessment of Functioning (GAF). Taken directly from the Diagnostic
and Statistical Manual of Mental Disorders, 4th Edition, Text Revision, (DSM-IV-TR;
APA, 2000, p. 32), the GAF is one the most widely used methods for rating the
impairment and functioning of individuals with psychiatric disorders (Moos, Nichol, &
Moos, 2002). The GAF Axis V rating scale is routinely utilized by clinical practitioners
to assess and document individuals’ overall independent level of psychological, social,
and occupational functioning on a hypothetical continuum (Aas, 2010). Based on clinical
interview and observation, one GAF score is assigned, ranging from 1 to 100, with higher
scores representing better functioning. Generally, scores of 71 to 90 are indicative of
“minimal symptoms or impairment,” 61 to 70 indicate “mild symptoms or impairment,”
51 to 60 signifies “moderate symptoms or impairment”, and 41 to 50 suggest “severe
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symptoms or impairment” (Moos et al., 2002). A score of 40 and below reflects major
pervasive psychiatric impairment (Roy-Byrne, Dagadakis, Unutzer, & Ries, 1996).
The inter-rater reliability of the GAF has been found to be good when assessing
individuals with psychiatric disorders. For example, Startup, Jackson, and Bendix (2002)
found intra-class correlations (ICCs) ranging from .89 to .95 between the GAF scores
assigned by researchers and by mental health professionals when assessing a sample of
individuals diagnosed with schizophrenia. Other studies have also found strong ICCs of
.94 between GAF ratings designated by residents and by staff psychiatrists (Warsi, Sattar,
Din, Petty, & Padala, 2007), .93 between social workers and psychiatrists (Harel, Smith,
& Rowles, 2002), and .86 between clinicians with various degrees (Hilsenroth et al.,
2000). ICC coefficients are considered to be excellent when higher than .74 (Fleiss,
Levin, & Paik, 2003).
Strong concurrent validity of the GAF has been established through correlations
between the GAF and several other well-established measures. For example, in samples
comprised of individuals with schizophrenia, intra-class correlations between the GAF
and the Scale for the Assessment of Positive Symptoms (SAPS) psychotic dimension (.92
to .97) and disorganization dimension (.73 to .89), the Scale for the Assessment of
Negative Symptoms (SANS) (.71 to .96), and the Social Behaviour Schedule (.94 to .98)
have been established (Startup et al., 2002).
Brief Psychiatric Rating Scale (BPRS). The Brief Psychiatric Rating Scale
(BPRS; Overall, 1974; Overall & Gorham, 1962; Overall & Gorham, 1988) is one of the
most commonly used instruments to measure the severity of psychopathology and its
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effects on the functioning of individuals with serious mental health disorders
(Burlingame et al., 2006; Leucht et al., 2005). According to Shafer (2005), the BPRS
originally included 16 items (Overall & Gorham, 1962), but later had 2 items added,
creating the most commonly used standard 18-item version (Overall, 1974). The 18-item
version was used in the current study.
The BPRS consists of 18 symptom constructs, such as anxiety, hallucinatory
behavior, depressive mood, grandiosity, and so on. Each construct is interviewer-rated on
a 7-point scale of severity ranging from 1- "not present" to 7- "extremely severe." Scoring
the BPRS is based on both self-report and behavioral observations during a clinical
interview. The BPRS takes the interviewer 5 to 10 minutes to complete.
The 18-item BPRS can produce overall scores that range from 18 to 126, with
higher scores indicating more severe psychopathology and greater interfering psychiatric
symptoms. Leucht et al. (2005) conducted an analysis comparing scores of the BPRS to
the Clinical Global Impression (CGI) scale in data taken from seven drug trials involving
individuals with acute schizophrenia (n = 1979). These researchers found that the GCI
'mildly ill' designation corresponded to a BPRS total score of 31, ‘moderately ill’ to a
BPRS score of 41, and ‘markedly ill’ to a BPRS score of 53. Several studies have
assessed the psychometric properties of the BPRS concluding that the BPRS possesses
good inter-rater reliability, concurrent validity, and a strong factor structure. The original
work of Overall and Gorham (1962) produced good inter-rater reliability correlations (r =
.62 to .87). Since then, later assessments of inter-rater reliability of the BPRS have found
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stronger results, with correlations reaching .80 and higher (Hafkenscheid, 1993; Hedlund
& Vieweg, 1980; Lachar et al., 2001; Ventura et al., 1993).
The concurrent validity of the BPRS has been evaluated extensively. For
example, Bell and colleagues (1994) found in a sample of individuals with schizophrenia
that the positive and negative symptom scales of the BPRS were highly correlated
(r = .92 and .82, respectively) with the same scales from the Positive and Negative
Syndrome Scale (PANSS; Kay, Fiszbein, & Opler, 1987). In that same study, the total
PANSS and the BPRS scores were also highly correlated (r = .84). The BPRS has also
been shown to have strong concurrent validity with the Beck Anxiety Inventory (BAI;
Beck, Epstein, Brown, & Steer, 1988) and the Beck Depression Inventory (BDI; Beck,
Ward, Mendelson, Mock, & Erbaugh, 1961) in a sample of individuals with serious
mental illness and a co-occurring substance use disorder (Lykke, Hesse, Austin, &
Oestrich, 2008).
Shafer (2005) conducted a meta-analysis (n = 17,620) of the results of 23
published factor analyses assessing the BPRS. Results of Shafer’s work confirmed five
subscales including affect, positive symptoms, negative symptoms, resistance, and
activation (e.g., excitement, tension, mannerisms-posturing) in samples of people with
schizophrenia and mixed mental health disorders. Also important is the fact that the
BPRS has been shown to maintain its ability to discriminate across psychiatric disorders,
even with the presence of a co-occurring substance use disorder (Lykke et al., 2008).
The Modified Colorado Symptom Index (MCSI). Based on the work of Ciarolo
et al., 1981) who created the original Colorado Symptom Index (CSI), the MCSI (Conrad
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et al., 2001) is a 14-item instrument that is used to assess the self-reported presence and
frequency of psychiatric symptoms experienced by individuals with serious mental illness
within the prior 30 days. Participant responses are anchored on a five-point Likert scale
ranging from 0 - "not at all" to 4 - "at least every day" to questions such as, “In the past
month, how often did you feel suspicious or paranoid?" and “In the past month, how
often did you feel like hurting yourself?” Scores on the MCSI can extend from 0 to 56,
with higher scores reflecting more frequently experienced psychiatric symptoms.
Administration of the MCSI takes no more than 10 minutes.
Shern, Wilson, and Coen (1994) found the original CSI measure to have
acceptable to good internal consistency (.77 to .85) while a more recent study reported an
alpha coefficient of .90 (Greenwood, Schaefer-McDaniel, Winkel, & Tsemberis, 2005).
According to George and Mallery (2010), the following guideline applies when
interpreting a Cronbach’s alpha statistic: “ > .9 – Excellent, > .8 – Good, > .7 –
Acceptable, > .6 – Questionable, > .5 – Poor, and < .5 – Unacceptable” (p. 231).
Conrad et al. (2001) assessed the psychometric properties of the MCSI using a
sample of 1381 individuals receiving mental health, substance abuse, and homeless
services, 67 percent of whom reported having been previously arrested. These researchers
found the MCSI to have good to excellent internal consistency, with alpha coefficients
ranging from .87 to .92, and averaging .90. Additionally, test-retest stability ranged from
.64 to .93, with an average of .79 across study sites.
In terms of the MCSI’s validity, Conrad and colleagues found the measure to be
significantly (p < .001) and strongly correlated (r = .62) with the Brief Symptom
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Inventory (BSI; Derogatis, 1993), and moderately correlated (r = .42) with the Severity of
Psychiatric Illness (SPI; Lyons, Colleta, Devens, & Finkel, 1995).
Mental health treatment history. Mental health treatment history incorporated
the use of several measures to collect data from participants on their prior use of mental
health treatment, and if applicable, their overall satisfaction with prior treatment.
Additional measures were used to determine if participants were engaged in treatment at
the time of arrest and their most recent contact with a mental health professional.
Prior mental health treatment. Prior treatment was measured by a self-reported
response to the question, “Have you ever received mental health treatment prior to
entering the MHC?” requiring either a “yes” or “no” answer.
Satisfaction with prior treatment. Participants ranked their overall treatment
satisfaction with mental health services received prior to entering the mental health court
using a Likert-scale that ranged from 1- "extremely dissatisfied" to 10 - "extremely
satisfied."
In-treatment at time of arrest. Each study site court provided data regarding
participants’ involvement in behavioral health treatment at the time they entered MHC
(i.e., yes/no).
Recent contact with a mental health professional. Participants were asked to
estimate the number of days over the last month (i.e., prior 30 days) that they had contact
with a mental health professional which could include a psychiatrist, clinician, therapist,
and/or case manager.
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Use of psychotropic medications. The self-reported current use of psychotropic
medications (i.e., yes/no) was collected. If the participant endorsed current use of
medications, the predictive adherence to their medication regimen was measured by use
of the Medication Adherence Rating Scale (MARS; Thompson, Kulkarni, & Sergejew,
2000). The MARS is a 10-item questionnaire that is answered by either a “yes” or “no”
response to questions such as, "I sometimes forget to take my medications,” and
“Medications make me feel tired and sluggish." Resulting scores range from 0 (least
likely to adhere to their medication regime) to 10 (most likely to adhere to their
medication regime). The MARS is administered very quickly, taking five minutes or less
to complete.
Initial research conducted by Thompson et al. (2000) on the psychometric
properties of the MARS found acceptable internal consistency ( = .75), good test-retest
reliability (.76), and significant (p < .01) correlations of .82 with the Drug Attitude
Inventory (Hogan, Awad, & Eastwood, 1983) and .79 with the Medication Attitude
Questionnaire. Later studies have reported more varied results with alpha coefficients
ranging from .60 (Fialko et al., 2008) in a sample of individuals with a psychotic disorder
(i.e., schizophrenia, schizo-affective disorder, or delusional disorder) to .91 (Misdrahi,
Verdoux, Lançon, & Bayle, 2009) with a sample that included individuals with schizospectrum disorders, 34 percent of which reported comorbid drug use. Fialko et al.
confirmed that test-retest reliability (r = .52, p < .001), showing that the MARS remains
moderately stable over time. These authors also reported significant but weak concurrent
validity when comparing the MARS to clinician-rated medication compliance (r = .18, p
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= .011) and convergent validity with a significant but weak correlation PANSS positive
symptom score (r = .14, p = .019).
History of psychiatric hospitalization. Hospitalizations were measured using a
self-report of prior lifetime in-patient psychiatric hospitalization (i.e., yes/no). If
positively endorsed, participants were asked to estimate the number of their previous
admissions.
Substance Use and Misuse
Among participants who endorsed using alcohol or other drugs within the prior 12
months, the Alcohol Use Disorders Identification Test (AUDIT; Saunders, Aasland,
Babor, de la Fuente, & Grant, 1993) and the Drug Abuse Screening Test-20 (DAST-20;
Skinner, 1982) were administered to measure the severity of their substance use.
Additionally, participants' primary substance of choice was collected. These measures are
described below.
Alcohol Use Disorders Identification Test (AUDIT). Developed by the World
Health Organization, The Alcohol Use Disorders Identification Test (AUDIT) is a 10question self-report screening tool that is used extensively to identify excessive alcohol
use, as well as possible alcohol dependence. The first eight questions of the AUDIT ask
for responses that are scored from 0 - “Never” to 4 - “Daily or almost daily” An example
of one question asked using this 5-point Likert scale is, “How often during the past year
have you been unable to remember what happened the night before because of your
drinking?” The last 2 questions are scored 0 - “Never” resulting in possible scores of 0 to
40.
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The AUDIT can be administered in five minutes or less. When interpreting
AUDIT scores, a score of 8 or more in men and 7 or more in women indicates a strong
likelihood of hazardous or harmful alcohol consumption and a score of 12 or more is
suggestive of alcohol dependence (Babor, Higgins-Biddle, Saunders, & Monteiro, 2001;
Maggia et al., 2004; Saunders et al., 1993).
The AUDIT has been used to assess alcohol use in individuals with serious
mental illness as well as offenders, and has been found to be equally effective with men
and women (Babor et al., 2001). A systematic review of 18 studies that assessed the
reliability and validity of the AUDIT reported a range of coefficient alphas from 0.59 to
0.91, with a median of 0.81 (Reinert & Allen, 2007). In that same review, test-retest
correlations ranged from .70 to .89. A recent study by Cassidy, Schmitz, and Malla
(2008) assessed the reliability of the AUDIT when used in a sample of 87 individuals
who were experiencing psychosis, finding the measure highly internally consistent ( =
.98).
Drug Abuse Screening Test-20 (DAST-20). The DAST-20 was administered to
each study participant who endorsed drug use during the prior year. This brief 20-item
self-report instrument measures problematic drug use over a prior one-year period and is
widely used in both clinical screening and research. Each item is asked as a “yes” or “no”
question, with each valued at 1 point, resulting in an overall potential score of 0 to 20. It
should be noted that in the current study the University of Texas at Austin Institutional
Review Board required that question 15 of the DAST-20 that asked, "Have you engaged
in illegal activities in order to obtain drugs?" be removed, resulting in potential scores of
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0 to19. In the DAST-20, a score of 6 or above generally indicates a drug abuse or
dependence problem (Yudko, Lozhkina, & Fouts, 2007). More specifically, a score of 610 indicates an intermediate problem that would likely meet DSM III-TR criteria for a
substance use disorder, 11-15 a substantial problem, and 16-20 a severe problem
(Skinner, n. d.). The DAST-20 takes 5 minutes or less to administer.
A comprehensive review of literature published from 1982 to 2005 describing the
psychometric properties of the DAST-20 found the instrument to be a reliable, valid, and
sensitive measure (Yudko et al., 2007). The studies included in this systematic review
reported internal consistency scores ranging from .74 to .95 and test-retest reliability of
.78. Reported validity of the DAST-20 has been satisfactory.
Researchers have evaluated the DAST-20 in psychiatric samples that resulted in
coefficient alpha statistics ranging from .85 to .99 and good test-retest reliability (r > .70)
(Cassidy et al., 2008; Cocco & Carey, 1998). Criterion validity has been established by
correlating the DAST with the Addiction Severity Index—Drug Composite Score
(r = .42) and the Clinician’s Rating Scale for Drug Use (r = .40), (Cocco & Carey,
1998). These researchers also found that the DAST-20 correlated (r = .34) with the
Addiction Severity Index – Psychiatric Composite Score, as a measure of construct
validity. Additionally, sensitivity values ranged from 68 percent to 83 percent in their
assessment of the DAST-20.
Substance of choice. Participants who endorsed any alcohol or drug use within
the prior 12 months were asked to indicate their primary, and if applicable, secondary
substance of choice from the following list: a) alcohol; b) inhalants; c) cocaine;
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d) hallucinogens; e) methamphetamine; f) pain relievers; g) crack; h) marijuana; i)
heroin; j) sedatives; and k) other.
Health-Related Quality of Life (HRQoL)
The self-perception of study participants' health status was measured using the
Medical Outcomes Health Survey Short Form 36-Item General Health Survey (SF-36;
Ware & Shelbourne, 1992). The SF-36 is thought to be the most widely used generic
HRQoL measure in the world (Sciollia, Patterson, Wetherell, McAdams, & Jeste, 2003).
The measure is a multi-dimensional 36-item questionnaire that has two primary scales
that assess both physical health and mental health. Physical health subscales measure
physical functioning (PF), the effect physical health has on the performance of one’s
roles (RP), bodily pain (BP), and general health (GH). The mental health subscales
measure vitality (VT), social functioning (SF), the effect mental health has on roles (RE),
and general mental health (MH). Questions in the SP-36 are asked in both a Likert scale
and yes/no format. The SF-36 produces mental health and physical health composite
scores that range from 0 to 100, with higher scores indicating better perceived healthrelated quality of life. The SF-36 can be either self-administered or interviewadministered in 10 minutes or less.
The SF-36 has been used and validated extensively in medical research. A
systematic review by Namjoshi and Buesching (2001) reported coefficient alphas of .70
and above on all dimensions of the measure. The SF-36 has also been used to measure
the HRQoL of individuals who have serious mental health disorders. For example,
Nishiyam and Ozaki (2010) assessed the psychometric properties of SF-36 using a
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sample of 136 individuals who had a mix of serious mental health disorders. These
researchers reported the internal consistency of each of the subscales to be acceptable to
good (PF 0.84, RP 0.83, BP 0.87, GH 0.86, VT 0.78, SF 0.71, RE 0.78, MH 0.83).
Similar alpha coefficients were reported by Pukrop et al. (2003) in a sample of
individuals diagnosed with schizophrenia (PF 0.89, RP 0.81, BP 0.89, GH 0.71, VT 0.84,
SF 0.82, RE 0.71, MH 0.84) and depression (PF 0.91, RP 0.84, BP 0.92, GH 0.60, VT
0.77, SF 0.79, RE 0.76, MH 0.79).
In terms of the measure’s discriminant validity when used with psychiatric
samples, Pukrop et al. (2003) reported correlations between the social functioning
subscale and positive psychotic symptoms as measured by the PANSS (r = -.30) in
individuals with schizophrenia. In that same study, nearly every domain was correlated (r
=-.17 to .53) with the Hamilton Depression Rating Scale (HAM=D) Inventory in
individuals with clinical depression. Additionally, Yathman et al. (2004) assessed the SF36’s use with 958 individuals diagnosed with bipolar disorder, finding that the measure’s
8 subscales also produced significant correlations (.11 to .29) with the HAM-D.
Motivation
Individual participant motivation was measured in two ways. First, the study
participants’ motivating reasons for electing to enroll in MHC were collected. Secondly,
motivation to change was measured using the University of Rhode Island Change
Assessment for Substance Abuse (URICA-SA; (McConnaughy, Prochaska, & Velicer,
1983). These measures are described below.
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Motivation for participating in MHC. Participants’ motivations for choosing to
participate in a MHC were gathered by use of the only open-ended question utilized in
this study. Each participant was asked, “When you were arrested and had the option of
coming into MHC or going through the regular court process, you chose MHC. Can you
tell me what your reasons were for choosing mental health court?”
University of Rhode Island Change Assessment – Short Version A/Mental
Health (URICA-MH). Participants' attitudes toward changing the behaviors that brought
them into contact with the criminal justice system were measured using the URICA short
form measure (McConnaughy et al., 1983). The URICA is one of the most widely used
measures of motivation to change (Carey, Purnine, Maisto, & Carey, 1999). There are
several versions of the URICA, however the measure utilized in the present study was the
12-item short version. The URICA asks participants to rate statements about their
readiness to change their problems, such as "I am working hard to change" or “Anyone
can talk about changing; I’m actually doing something about it” on a 5-point Likert scale
ranging from 1 - "Strongly Disagree" to 5 - "Strongly Agree." The measure has four
subscales that correspond to the Transtheoretical Stages of Change (Prochaska,
DiClemente, & Norcross, 1992): pre-contemplation, contemplation, action, and
maintenance. Participants were asked when answering the questions to refer to the
‘problem’ as the problems that were most related to the reasons for their arrest, such as
mental health problems or substance use problems and ‘readiness’ to be their readiness to
engage in treatment required by the MHC. Readiness for change is calculated by
subtracting pre-contemplation scores from the summed scores of the contemplation,
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action, and maintenance subscales (DiClemente, Carbonari, Zweben, Morrel, & Lee,
2001). Administration of the scale takes less than 10 minutes to complete.
Although reports of the psychometric properties of the URICA have been mixed
(Field, Adinoff, Harris, Ball, & Carroll, 2009) the measure has been used extensively
worldwide. Additionally, the measure has been utilized across many populations,
including individuals with serious mental illness and comorbid substance use disorders.
For example, in prior studies using samples with co-occurring disorders, the URICA has
had internal consistency measures ranging from .68 to .91 (Nidecker, DiClemente,
Bennett, & Bellack, 2008; Heesch, Velasquez, & von Sternberg, 2005; Kinnamen,
Bellack, Brown, & Yang, Y., 2007; Velasquez, Carbonari, & DiClemente, 1999).
Therapeutic (Dual Role) Alliance with the MHC Judge
Participants’ perceived therapeutic alliance with their assigned mental health
court judge was measured using a modified version of Skeem's (2004) Dual Role
Relationship Inventory – Revised (DRRI-R). The original DRRI-R was a 58 item
measure, revised to its current length of 30 questions. The purpose of the DRRI-R was to
measure the therapeutic working alliance between a specialized mental health probation
officer and an adult probationer who had a serious mental health disorder (Axis I). The
measure was designed to assess the quality of relationship in mandated treatment and
included factors related to alliance (e.g., acceptance, support, and trust), partnership (e.g.,
effort and collaborative work), fairness, respect, flexible consistency, commitment, and
investment in the helping process (Skeem, Eno Louden, Polaschek, & Camp, 2007).
Questions such as "I feel safe enough to be open and honest with insert name of
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probation officer" or "insert name of probation officer puts me down when I've done
something wrong" are each rated on a 7-point Likert scale ranging from 1- "never" to 7"always." Administration of this measure can be completed in 15 minutes or less, either
by self-administration or by reading the questions aloud to the participant.
The psychometric properties of the DRRI-R were assessed in a sample of 322
probationers by Skeem et al. (2007). In their assessment, the DRRI-R had excellent
internal consistency for caring (.96), fairness (.90), toughness (.87), and trust (.95). The
measure’s convergent validity was evaluated by its moderate correlation (r =.42) with the
Working Alliance Inventory (Horvath & Greenberg, 1986). In this study, the DRRI-R
was modified by inserting the word "judge" for the word "probation officer" in each
question to measure MHC participants’ perceived alliance with their MHC and is referred
to as the Measure of Judicial Alliance (MoJA).
Dependent Variables
Dependent variable data were provided by each MHC and/or their data partners
that included study participants’ program retention (i.e., enrolled or not enrolled) and
legal recidivism (i.e.., arrested or not arrested) at six months post opt-in. Additionally,
programs provided date of opt-out, and reason for opt-out (e.g., administratively
discharged, voluntarily left program, or graduated), if applicable. The number of arrests,
number of charges, type of charge, level of charge, number of jail days served, were
provided by the MHC programs. Future research will collect 12 and 24 month follow-up
measures of the same variables.

99

Data Collection
All participant-provided data used in this study were collected by three clinicallytrained interviewers using a structured interview format that included administration of
all of the aforementioned measures. This section describes the procedures utilized for
interviewer selection and training, the data collection interview packet, individual
interview protocols, administration of the judicial alliance measure, and data
management.
Interviewer Selection, Training, and Support
Two clinically-experienced research interviewers were recruited and trained to
conduct the study interviews outside of Alaska. All Alaska interviews were conducted by
the researcher. In the SFBHC, interviews were conducted by a clinical psychology
doctoral student who had extensive clinical practice, and had previously conducted
participant interviews for research involving the BHC. In the Spokane court, a private
practice master’s level clinician who conducts forensic evaluations professionally
completed all participant interviews. The researcher met in person with both interviewers,
trained them on all instruments and research protocols, and maintained telephone and email contact throughout the duration of data collection. Interviewers were paid $75 for
each completed interview from funds provided in the previously described University of
Alaska research grant.
Structured Interviews
All interview questions and standardized measures were organized, assembled,
and printed as a data collection intake packet to be used for recording all participant
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responses during each structured interview. Additionally, each packet included two
printed informed consent forms (one for the participant to keep), incentive documentation
forms, and the measure of judicial alliance to be completed at the time of first interview
or later, depending upon the participant’s opt-in date. Data collection packets were
printed and distributed to interviewers that also included instructions, participant
incentives, and a self-addressed stamped envelope to return completed packets.
Following the completion of the informed consent process, structured in-person
interviews were conducted with each study participant by one of the three interviewers
located in Anchorage and Palmer (n = 93), Spokane (n = 16); and San Francisco (n = 39).
Depending upon study participants’ preferences and needs, interviews took place at a
variety of locations (i.e., court house, jail, private home, supported/congregate housing
facilities, faculty office, state psychiatric hospital, consumer club house, and/or mental
health or substance abuse treatment program). At all locations, interviews were
performed in an enclosed room (e.g., private office, conference room, or interview room)
that provided privacy.
Every effort was made to ensure the comfort of each study participant prior to
beginning the interview. Participants were allowed to set the pace of the interview, take a
break if necessary, and were encouraged to ask any questions they may have had as they
occurred. During the interview, each question was read to the participant in the same
order, with responses documented by the interviewer directly into the interview packet. In
the one open-ended question, responses were hand-recorded verbatim. In some instances,
participants preferred to look on and read the questions along with the interviewer.
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Participants were encouraged to ask for clarification of the meaning of questions or
words in the standardized measures that they did not understand or were confusing.
Dependent upon participants' level of functioning and interference of current psychiatric
symptoms, the length of interviews ranged from 25 to 75 minutes, with an average of 40
minutes (SD = 8.39). Participants were advised that they would be recontacted after they
had participated in the court for three months to complete the MoJA, if permitted.
The MoJA was administered three months post opt-in to allow participants to
have established an opinion of their relationship held with the MHC judge. Participants
were contacted through their case manager to arrange a time to complete the instrument.
Contact with participants who had terminated was not attempted, having no means of
contact. Administration of the measure included reviewing all aspects of informed
consent, and was completed in a private meeting space. Completion of the MoJA took 15
minutes or less.
Data Management and Storage
All completed interview data collection packets, MoJA measures, signed
informed consent forms, and incentive accounting documentation forms from San
Francisco and Spokane were mailed in a self-addressed postage paid envelope to the
researcher immediately following completion of each interview. All completed study
materials were organized by participant and placed in individual file folders that
remained secured in a locked filed cabinet in the researcher’s private and secure faculty
office located at the School of Social Work at the University of Alaska Anchorage.
Participants’ responses to the one open-ended question were typed into a master Word©
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document verbatim for data analysis. For analysis of the one open-ended question data, a
grounded theory approach (Strauss & Corbin, 1998) was used to complete open, axial,
and selective coding to identify categories for use in the quantitative analyses. All other
collected data were entered by the researcher and stored using PASW Statistics 18 on a
private password protected computer.
Data Analysis
All quantitative data analysis was conducted using PASW Statistics 18. Data were
first visually evaluated and frequencies run for each variable to assess for errors, missing
data, and outliers. Data were assessed for normality and homogeneity of variance to
confirm that assumptions for regression and other statistical tests were met. Continuous
dependent variables were skewed, thus a decision to use logistic regression to predict was
non-recidivism was made. Prior to performing the logistic regression, evaluation of the
data in meeting the assumptions required of the analysis was conducted. In this study,
potential outliers within continuous variables were assessed using studentized residuals
and were removed during regression analyses to improve the predictive models. To
satisfy the level of measurement assumptions of binary logistic regression analysis,
significant categorical independent variables were dummy-coded into dichotomous
variables. Potential problems with multicollinearity were assessed by running a Pearson
correlation for each pair of independent variables and assessing the standard beta errors.
Sample size assumptions were evaluated with the Hosmer and Lemeshow (2000) case to
variable ratios and by assessing the goodness-of-fit test, which were met. However, these
statisticians also recommend that in evaluating the goodness of fit test, that not less than
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20 percent of the cells should have expected frequencies of less than 5 cases, and this
assumption was violated in both regression models. The final assumption of having a
representative sample was not met in the current study, thus a cautionary note when
interpreting the study results is warranted.
The internal consistency of all standardized measures was calculated using
Cronbach’s alpha. In measures that produced low internal consistency or the measure was
multi-dimensional, the measure’s factor structure was evaluated with confirmatory factor
analysis to determine which items loaded the highest on individual dimensions, and alpha
coefficients were then calculated on the identified subsets of items.
Descriptive analyses produced frequency distributions to evaluate all categorical
variables. Calculations for continuous variables included frequency distribution, range,
standard deviation, mean, and median scores. For tests of statistical significance, alpha
was set at 0.05 for all analyses. Prior to conducting the regression analyses, chi-square
and independent samples t-test analyses were conducted to compare characteristic
differences of those participants who remained enrolled in the MHC and those who did
not, as well as those who had been arrested and those who had not at six months post optin. Next, those characteristic variables that differed between groups at the <.05 level of
significance were retained and entered simultaneously as factors in the two logistic
regression models, one assessing program retention, and the other assessing nonrecidivism.
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Chapter Four: Results
Chapter four presents the results of this research. The chapter begins by detailing
the results of internal reliability coefficient calculations of the standardized measures
utilized in the current research. Next, a description of the study participants and their
identified characteristics are provided. The chapter then compares group differences
between retained and non-retained participants and between recidivist and nonrecidivists. Finally, the results of logistic regression analyses predicting retention and
non-recidivism are reported.
Internal Consistency Reliability of Standardized Measures
As detailed in chapter three, this research utilized several standardized measures
to collect data about the characteristics of study participants. To assess the internal
consistency reliability of the scales used in the current research, a Chronbach’s alpha was
calculated for each measure. Results are shown in Table 4.1. All but two of the study
measures had acceptable to excellent internal consistency reliability ( = .70 to .94). The
exceptions were the URICA ( = .60) and the MARS ( = .56).
Table 4.1
Internal Consistency Coefficients of Standardized Measures
Domain
Measure
Number of
Items
Mental Health

Substance Use
HRQoL
Motivation
Judicial Alliance

BPRS
MCSI
MARS
AUDIT
DAST
SF-36
URICA
MoJA

18
14
10
10
19
36
12
30
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α
.703
.877
.558
.915
.738
.903
.602
.943

Participant Characteristics
This section provides a description of the study sample in terms of demographic
and socioeconomic characteristics, criminal histories, mental health, substance use,
motivation, and therapeutic (dual role) alliance with the MHC judge. Frequency
distributions are displayed in Table 4.2, which is found at the end of this section.
Demographic and Socio-Economic Characteristics
The majority of study participants were male (62%). Most were white (58%).
More than two-thirds were single, never married (69%). Participants ranged in age from
18 to 64 (M = 36.56, SD = 11.81). Their highest year of completed education ranged from
3 to 17 (M = 11.46, SD = 2.49), with almost one-half of the participants (49%) reporting
having completed 11th grade or less in school. Nearly all (92%) of the study participants
reported being unemployed. Almost three-fourths (72%) reported that they relied on
Social Security (SSI/SSDI) as their primary income source, and 82 percent of them were
dependent on publicly funded health care (e.g., Medicaid, Medicare, etc.) to meet their
basic health and behavioral health care needs. On the day of their interview, nearly twothirds of the participants (63%) lived in some type of institutionalized care (e.g., group
home, jail, psychiatric facility, etc.). Although only 12 (8%) study participants reported
being homeless on the day of their interview, 42 percent of all participants reported
having been homeless at some point in time during the previous 6 months. Those who
had been homeless reported spending from 2 to 181 days (M = 74.52, SD = 53.63) during
prior six months without a home.
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Criminal Justice Characteristics
Criminal history. Participants’ (n = 108) 24-month prior number of charges
ranged from 1 to 16 (M =3.69, SD = 3.17), and jail days spanned from 0 to 289 days (M
= 54.67, SD = 73.51). Participants’ (n = 148) number of prior arrests ranged from 1 to 11
(M = 2.82, SD = 2.15). Of the 148 study participants, 84 (57%) had been charged with a
felony crime either prior to or when entering MHC.
MHC charges. Study participants opted into MHC with between 1 and 9 pending
criminal charges (M = 2.02, SD = 1.34), with most entering the court program with 2
charges. The more than 50 unique charges were collapsed into the following six
categories:


Person (e.g., domestic violence, assault, battery, etc.)



Property (e.g., shoplifting, theft, burglary, robbery, etc.)



Drug/alcohol (e.g., possession, DUI, etc.)



Traffic (e.g., driving with suspended license, etc.)



Minor crimes (e.g., disorderly conduct, trespassing, prostitution, etc.)



Violations (e.g., probation revocation, failure to appear, etc.).
The frequencies of these categories are displayed in Table 4.2. About two-thirds

(68%) of the charges were misdemeanors, and 26 percent were felonies.
Mental Health Characteristics
Diagnoses. All study participants were diagnosed with a major mental health
disorder, with almost one-half (49%) having an Axis I diagnosis of a schizo-spectrum
disorder (e.g., schizophrenia, schizoaffective disorder, or psychotic disorder). The
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remaining participants were either diagnosed with bipolar disorder (29%) or major
depression (22%). Complete Axis II data were available on 127 (86%) of the participants.
Of those, 60 (or 41% of the total sample) had one of the following diagnosed personality
disorders: personality disorder, not otherwise specified (n = 29); anti-social personality
disorder (n = 16); or borderline personality disorder (n = 15).
Functioning and symptom severity. The level of functioning of participants as
measured by their GAF scores ranged from 21 to 65, with a mode of 50 and a mean of
44.6 (SD = 8.5). A score in the 40s is indicative of serious symptoms and impairments in
functioning (APA, 2006). The range of BPRS scores spanned from 18 to 83 (M = 38.84,
SD = 11.56), and resulted in both a median and mode of 37. Using the BPRS score
interpretation of Leucht et al. (2005), 59 percent of the study sample would be considered
mildly ill, 30 percent moderately ill, and 11 percent markedly ill. The average score for
the self-report MCSI was 23.59 (SD = 12.68), ranging from 0 to 51, with higher scores
indicating more problematic symptoms. Suicidal ideation within the prior 30 days was
positively endorsed by 40 (27%) of the study participants.
Prior treatment. Nearly all of the study participants (97%) reported having
received some type of mental health treatment prior to entering MHC. Not surprising, 89
percent of the participants reported having experienced at least one prior involuntary
psychiatric hospitalization (M = 8.01, SD = 22.35). Participants were fairly consistent in
their reported satisfaction with prior mental health treatment gauged on scale of 1 to 10,
with 10 being most satisfied (M = 5.79, SD = 2.76). Most study participants (88%)
reported that they were currently taking psychotropic medications to treat their mental
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illness. Resulting MARS scores ranged from 11 to 20 (higher scores indicate a greater
likelihood of adhering to a medication regimen), with a median of 15 and a mode of 17
(M = 15.33, SD = 2.14).
Social supports. Participants reported having 0 to 50 individuals in their lives
who served as social supports. While the mean number of reported supports was 4.91 (SD
= 6.18), the mode was zero. One-half (50%) of the study sample reported having 3 or
fewer people they could count on in a time of need.
Substance Use and Misuse Characteristics
Alcohol. Over three-fourths of the study participants (77%) reported having used
alcohol during the 12 months prior to MHC opt-in. Their AUDIT scores ranged from 0 to
40, with a mean of 11.4 (SD = 11.26) and a median of 8. Of the participants who
acknowledged drinking during the prior year, 79 (54%) had total AUDIT scores of 8 or
above, which is indicative of hazardous and harmful alcohol use according to Babor et al.
(2001). In the current sample, 22 women (39%) had scores of 13 and above and 31 (34%)
males had scores of 15 or above, both of which suggest an alcohol dependence disorder
(Babor et al., 2001).
Drugs. Nearly two-thirds (65%) of all study participants reported abusing illicit
and/or prescription drugs during the previous 12 months. Of those, 28 percent reported
abusing two or more substances at a time when using. Participants’ total DAST scores
ranged from 0 to 19 (M = 5.53, SD = 5.44) with higher scores indicating more
problematic drug use. Almost one-half (49%) of the participants had DAST scores of 6
and above, which is indicative of a drug use disorder (Yudko et al., 2007).
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Co-Occurring Substance Use Disorder. Overall, 101 (68%) study participants
had a co-occurring substance use disorder (COSUD) that included alcohol, drugs, or both
based on their AUDIT and DAST scores.
Primary substance of choice. Study participants (n = 129) reported their
primary substance of choice as alcohol, marijuana, crack cocaine, cocaine,
methamphetamine, pain relievers, and hallucinogens. Alcohol was the most frequent
substance of choice of study participants (52%), followed by marijuana (25%) and other
drugs (22%).
Health Related Quality of Life (HRQoL) Characteristics
Scores of SF-36 were summed into an overall composite score that could range
from 0 to 100, with higher scores indicating a greater perceived HRQoL. Participants’
scores ranged from 14 to 80 (M = 49.67, SD = 15.02).
Motivation
Motivation for enrolling in MHC. The final coding of open-ended responses
resulted in identification of three overarching categories and eight primary reasons that
study participants gave for choosing to opt-in to MHC. The eight primary reasons and
overarching categories were as follows:


better legal outcomes (e.g., “less jail time” or “charges dropped or reduced”);



improved treatment opportunities (e.g., “chance to make a change,” “end the
cycle,” or “better access to services”); and
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to better meet personal needs (e.g., “MHC perceived to be more sensitive to
mental health needs,” “need for structure and oversight,” or “need for
encouragement and support”).
These 8 primary reasons were numbered and entered as a nominal variable into

PASW Statistics 18 for inclusion in the quantitative data analysis. Each participant was
assigned one primary reason based on their answer to the open-ended question. As an
example, when asked what were the reasons for enrolling in MHC, participants who were
assigned to the “need for structure and oversight” category reported statements such as,
“Big Brother! Tell me what to do like my Sergeant did and I’ll do it. Having someone to
kick me in the ass is what I need!” or “This is an opportunity for monitoring! I need
monitoring. I need structure ---Even though it’s easier to just go to jail!” or “It is clear
that I need to be forced to do something. I’ve gotten to the point I wasn’t able to structure
myself – and I do good with structure!”
In descending order, participants’ primary reasons for entering mental health
court were less jail time (22%), having charges reduced or dropped (17%), gaining access
to services (14%), MHC more sensitive to the mentally ill (14%), need for structure and
oversight (11%), need for encouragement and support (9%), time to end the cycle (7%),
and a chance to make a real change (6%).
Motivation for change. Participants’ (n = 144) scores on the URICA ranged
from 1 to 26 (M = 7.48, SD = 2.84), with higher scores showing a greater readiness to
change problem behavior.
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Measure of Judicial Alliance (MoJA). A total of 90 (61%) study participants
completed the MoJA. Scores ranged from 56 to 204 (M = 169.81, SD = 26.85), with
higher scores indicating a stronger therapeutic alliance with the MHC judge.
Six Month Post Opt-In Follow-Up Retention and Recidivism
Six month post opt-in follow-up measures included the dependent variables
program retention (yes/no), legal recidivism (i.e., any charge yes/no), and number of
arrests, charges, and jail days accrued by participants. As displayed in Table 4.2, at 6
months post opt-in, 42 (28%) participants had terminated from the MHC. Of those, 23
(55%) had been administratively discharged for treatment non-adherence, 17 (40%) had
self-discharged, and 2 (5%) had graduated from MHC.
At six month follow-up, 67 (45.3%) of the 148 study participants had obtained at
least one new arrest, while 81 (54.7%) had not. Complete data describing the number of
new charges obtained between MHC opt-in and follow-up were available for the 67
charged study participants. For the 67 participants with at least one arrest, their number of
charges ranged from 1 to 12 (M =2.19, SD = 1.99). Data on the number of arrests that
participants obtained between their date of opt-in and at the six-month follow-up were
available on all study participants. Of the 67 participants who had accrued at least 1
charge, their number of actual arrests ranged from 0 to 5 (M = 1.66, SD = 1.01), as some
participants were charged with a crime, but never arrested. Jail day data were only
available for 56 of the 67 individuals who had accrued a charge. Of those 56 participants,
their number of jail days ranged from 0 to 178, with an average of 32.79 (SD = 44.50).
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Table 4.2
Participants’ Characteristics, by Site
Total
Sample
N = 148
freq
(%)

Domain

Characteristic

Demographic
&
Socioeconomic

Gender
Male
Female

91
57

Ethnicity
White
Non-White

Anchorage
n=82

Palmer
n=11

Spokane
n=16

San Francisco
n=39

freq

(%)

freq

(%)

freq

(%)

freq

(%)

(61.5%)
(38.5%)

39
43

(47.6%)
(52.4%)

6
5

(54.5%)
(45.5%)

13
3

(81.3%)
(18.8%)

33
6

(84.6%)
(15.4%)

86
62

(58.1%)
(41.9%)

45
37

(54.9%)
(45.1%)

10
1

(90.9%)
(9.1%)

15
1

(93.8%)
(6.3%)

16
23

(41.0%)
(59.0%)

Marital Status
Married
Unmarried

11
137

(7.4%)
(92.6%)

8
74

(9.8%)
(90.2%)

0
11

(0%)
(100%)

2
14

(12.5%)
(87.5%)

1
38

(2.6%)
(97.4%)

Employment
Employed
Unemployed

12
136

(8.1%)
(91.9%)

10
72

(12.2%)
(87.8%)

2
9

(18.2%)
(81.8%)

0
16

(0%)
(100%)

0
39

(0%)
(100%)

Income
SSI/SSDI
Other/None

106
42

(71.6%)
(28.4%)

57
25

(69.5%)
(30.5%)

5
6

(45.5%)
(54.4%)

15
1

(93.8%)
(7.2%)

29
10

(74.4%)
(25.6%)

Continued
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Continued, Table 4.2 Participants’ Characteristics, by Site
Total
Anchorage
Characteristic
Sample
n=82
N = 148
freq
(%)
freq
(%)

Palmer
n=11

Spokane
n=16

San Francisco
n=39

freq

(%)

freq

(%)

freq

(%)

Insurance
Publica
Private
None

122
6
20

(82.4%)
(4.1%)
(13.5%)

69
5
8

(84.1%)
(6.1%)
(9.8%)

8
1
2

(72.7%)
(9.1%)
(18.2%)

16
0
0

(100%)
(0%)
(0%)

29
0
10

(74.4%)
(0%)
(25.6%)

Housing
Institutional
Other

92
56

(62.2%)
(37.8%)

49
33

(59.8%)
(40.2%)

3
8

(27.3%)
(72.7%)

1
15

(6.3%)
(93.8%)

39
0

(100%)
(0%)

Homeless Prior
6 Months
Yes
No

62
86

(41.9%)
(58.1%)

36
46

(43.9%)
(56.1%)

4
7

(36.4%)
(63.6%)

4
12

(25.0%)
(75.0%)

18
21

(46.2%)
(53.8%)

M+SD

M+SD

M+SD

M+SD

M+SD

Age

36.56+11.81

35.23 +11.82

30.27 +11.32

38.19 +10.86

40.46+11.34

Years of
Education

11.46+2.49

11.2+2.21

12+1.26

12.75+2.59

11.33+3.07

Days Homeless
Prior 6 Months

31.22+50.54

31.2+50.9

36.73+66.23

26.25+54.64

31.74+44.79
Continued
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Continued, Table 4.2 Participants’ Characteristics, by Site
Total
Anchorage
Sample
n=82
Domain
Characteristic
N=148
freq
(%)
freq
(%)
Criminal
Prior Felony
History
Yes
84
(56.8%)
38
(46.3%)
No
64
(43.2%)
44
(53.7%)
MHC Charge
Person
Property

Palmer
n=11

Spokane
n=16

San Francisco
n=39

freq

(%)

freq

(%)

freq

(%)

3
8

(27.3%)
(72.7%)

4
12

(25.0%)
(75.0%)

39
0

(100%)
(0%)

61
43
9

(41.2%)
(29.1%)
(6.1%)

33
21
3

(40.2%)
(25.6%)
(3.7%)

6
0
1

(54.5%)
(0%)
(9.1%)

4
4
3

(25.0%)
(25.0%)
(18.8%)

18
18
2

(46.2%)
(46.2%)
(5.1%)

Drug/Alcohol
Minor
Violation

27
8

(18.2%)
(5.4%)

21
4

(25.6%)
(4.9%)

2
2

(18.2%)
(18.2%)

4
1

(25.0%)
(6.3%)

0
1

(0%)
(2.6%)

Level of
Charge
Felony
Misdem.
Felony Red.

39
100
9

0
75
7

(0%)
(91.5%)
(8.5%)
M+SD
3.86+3.25

0
9
2

(0%)
(81.8%)
(18.2%)
M+SD
2.1+2.18

1
15
0

(6.3%)
(93.7%)
(0%)
M+SD
3.81+3.17

38
1
0

Prior Chargesb

(26.4%)
(67.6%)
(6.1%)
M+SD
3.69+3.17

(97.4%)
(2.6%)
(0%)
M+SD
-

Prior Arrests

2.82+2.15

2.86+2.31

1.45+1.03

2.62+1.78

3.21+2.08

Prior Jail Daysc

54.67+73.51

60.54+75.77

7.3+16.87

54.25+75.41

-

Charges at OptIn

2.02+1.34

2.24+1.49

3.0+1.34

2.06+1.12
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1.26+.498
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Continued, Table 4.2 Participants’ Characteristics, by Site
Total
Anchorage
Sample
n=82
Domain
Characteristic
N =148
freq
(%)
freq
(%)
Mental Health
Axis I
73
(49.3%)
44
(53.7%)
Schizophrenia
Bipolar
43
(29.1%)
23
(28.0%)
Depression
32
(21.6%)
15
(18.3%)

Palmer
n=11

Spokane
n=16

San Francisco
n=39

freq

(%)

freq

(%)

freq

(%)

1

(9.1%)

1

(6.3%)

27

(69.2%)

6
4

(54.5%)
(36.4%)

8
7

(50.0%)
(43.8%)

6
6

(15.4%)
(15.4%)

Axis II
Anti-Social
Borderline
PD NOS

15
16
29

(25.0%)
(26.7%)
(48.3%)

15
11
16

(35.7%)
(26.2%)
(38.7%)

1
1
5

(14.3%)
(14.3%)
(17.2%)

0
2
2

(0%)
(50.5%)
(50.5%)

0
1
6

(0%)
(14.3%)
(85.7%)

Psychiatric
Hospitalization
Yes
No

132
14

(90.4%)
(9.6%)

72
8

(90.0%)
(10.0%)

10
1

(90.9%)
(9.1%)

13
3

(81.3%)
(18.8%)

37
2

(94.9%)
(5.1%)

Psychotropic
Medications
Yes
No

130
18

(87.8%)
(12.2%)

73
9

(89.0%)
(11%)

10
1

(90.9%)
(9.1%)

13
3

(81.3%)
(18.8%)

34
5

(87.2%)
(12.8%)

Suicidal Prior
30 Days
Yes
No

40
108

(27.0%)
(73.0%)

26
56

(31.7%)
(68.3%)

3
8

(27.3%)
(72.7%)

5
33

(31.3%)
(68.8%)

6
11

(15.4%)
(84.6%)
Continued
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Continued, Table 4.2 Participants’ Characteristics, by Site
Total
Anchorage
Sample
n=82
Characteristic
N =148

Palmer
n=11

Spokane
n=16

San Francisco
n=39

M+SD

M+SD

M+SD

M+SD

M+SD

GAF

44.60+8.51

42.68+9.29

47.91+1.28

52.50+6.12

44.87+5.63

BPRS

38.84+11.56

42.61+11.21

37.09+3.53

29.62+6.11

35.21+12.24

MCSI

23.59+12.68

25.99+11.07

22.09+11.84

22.38+12.99

19.46+15.04

MARS

15.33+1.28

15.03+1.99

15.4+2.32

16.56+2.31

15.43+2.19

Satisfaction
with Prior
Treatment

5.79+2.79

5.56+2.97

5.18+1.89

5.56+2.97

5.80+2.89

MH Contacts
Prior 30 Days

5.63+7.57

3.21+3.87

8.82+9.74

6.88+4.54

9.74+11.51

Psychiatric
Hospitalization

10.12+21.51

9.52+13.37

7.1+6.12

2.33+1.91

15.13+35.71

Social Supports

4.91+1.28

4.46+6.23

5.0+4.36

5.0+3.67

5.77+9.21
Continued
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Continued, Table 4.2 Participants’ Characteristics, by Site
Total
Sample
Characteristic
N =148

Substance Use
&
Misuse

Anchorage
n=82

Palmer
n=11

Spokane
n=16

San Francisco
n=39

freq

(%)

freq

(%)

freq

(%)

freq

(%)

freq

(%)

Used Alcohol
Prior Year
Yes
No

113
35

(76.4%)
(23.6%)

68
14

(82.9%)
(17.1%)

8
3

(72.7%)
(27.3%)

8
8

(50.0%)
(50.0%)

29
10

(74.4%)
(25.6%)

Alcohol Use
Disorder
Yes
No

80
68

(54.1%)
(45.9%)

51
31

(62.2%)
(37.8%)

8
3

(72.7%)
(27.3%)

4
12

(25.0%)
(75.0%)

17
22

(45.6%)
(56.4%)

Used Drugs
Prior Year
Yes
No

96
52

(64.9%)
(35.1%)

53
29

(64.6%)
(35.4%)

5
6

(45.5%)
(54.5%)

6
10

(37.5%)
(62.5%)

32
7

(82.1%)
(17.9%)

Drug Use
Disorder
Yes
No

72
76

(48.6%)
(51.4%)

46
36

(56.1%)
(43.9%)

2
9

(18.2%)
(81.8%)

5
11

(31.3%)
(68.7%)

19
20

(48.7%)
(51.3%)

COSUD
Yes
No

101
47

(68.2%)
(31.8%)

60
22

(73.2%)
(26.8%)

8
3

(72.7%)
(27.3%)

6
10

(37.5%)
(62.5%)

27
12

(69.2%)
(30.8%)
Continued
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Continued, Table 4.2 Participants’ Characteristics, by Site
Total
Anchorage
Sample
n=82
Characteristic
Domain
N =148

Substance of
Choice
Alcohol
Marijuana
Cocaine
Other

Motivation

Palmer
n=11

Spokane
n=16

San Francisco
n=39

freq

(%)

freq

(%)

freq

(%)

freq

(%)

freq

(%)

67
33
16
13

(52%)
(25%)
(12%)
(10%)

43
17
6
5

(61%)
(24%)
(9%)
(7%)

4
2
1
1

(50%)
(25%)
(12%)
(12%)

5
3
1
3

(42%)
(25%)
(8%)
(25%)

15
11
8
4

(38%)
(28%)
(21%)
(10%)

M+SD

M+SD

M+SD

M+SD

M+SD

AUDIT

11.40+11.26

13.09+11.22

14.18+11.22

4.44+6.74

10.08+11.45

DAST

5.53+5.44

5.68+5.25

3.36+5.63

3.50+4.79

6.67+5.83

Reason for
Entering MHC
Legal
Services
Personal
Needs

freq

(%)

freq

(%)

freq

(%)

freq

(%)

freq

(%)

58
40
50

(39.2%)
(27.0%)
(33.8%)

36
19
27

(43.9%)
(23.2%)
(32.9%)

4
4
3

(36.4%)
(36.4%)
(27.3%)

2
4
10

(12.5%)
(25.0%)
(62.5%)

16
13
10

(41.0%)
(33.3%)
(25.6%)

Continued
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Continued, Table 4.2 Participants’ Characteristics, by Site
Total
Anchorage
Sample
n=82
Domain
Characteristic
N =148

URICA

Palmer
n=11

Spokane
n=16

San Francisco
n=39

M+SD

M+SD

M+SD

M+SD

M+SD

7.49+2.84

7.55+3.02

6.42+1.99

6.85+3.91

7.96+1.92

HRQoL

SF-36

49.67+15.02

50.01+14.35

48.66+15.16

45.17+14.98

51.09+16.53

Alliance with
MHC Judge

MoJA

169.81+26.85

172.37+23.37

170.88+15.42

180.20+14.36

159.52+37.48

freq

(%)

freq

(%)

freq

(%)

freq

(%)

freq

(%)

6-Month
Retention

Retained
Yes
No

106
42

(71.6%)
(28.4%)

51
31

(62.2%)
(37.8%)

10
1

(90.9%)
(9.1%)

16
0

(100%)
(0%)

29
10

(74.4%)
(25.6)

23
17

(54.8%)
(40.5%)

16
13

(51.6%)
(41.9%)

1
0

(100%)
(0%)

N/A
N/A

6
4

(60%)
(40%)

2

(4.7%)

2

(6.5%)

0

(0%)

N/A

0

(0%)

67
81

(45.3%)
(54.7%)

39
43

(47.6%)
(52.4%)

2
9

(18.2%)
(81.8%)

19
20

(48.7%)
(51.3%)

Reasons for
Non-Retention
Discharged
SelfDischarged
Graduated
6-Month
Recidivism

Recidivated
Yes
No

7
9

(43.8%)
(56.3%)

Continued
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Continued, Table 4.2 Participants’ Characteristics, by Site
Domain

Total
Sample
N =148

Anchorage
n=82

Palmer
n=11

Spokane
n=16

San Francisco
n=39

M+SD

M+SD

M+SD

M+SD

M+SD

Mean 6Month
Chargese

2.19+1.94

2.67+2.45

2.50+.70

1.57+.54

1.42+.69

Mean 6Month
Arrestsf

1.66+1.01

1.92+1.11

2.0+.00

.71+.49

1.42+.69

32.79+44.72

22.18+23.21

34.0+21.21

3.71+8.14

109.63+65.53

Characteristic

Mean 6Month
Jail Dayscd
a

Medicaid, Medicare, Veteran’s Administration Disability, or Bureau of Indian Affairs

b,c

Complete data on prior charges and jail days were not available from the San Francisco study site.

d

n=67

e

n=67 cData available for only 8 out 19 arrested San Francisco participants.

f

n=56
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Comparison of Retained and Non-Retained MHC Participants
Chi-square and independent samples t-tests were performed to compare the
demographic, socioeconomic, criminal history, mental health, substance use/misuse,
HRQoL, motivation, and judicial alliance factors of retained (72%) and non-retained
(28%) study participants at six months post opt-in. The effect size of significant t-tests
were calculated using Cohen’s d, and significant chi-square tests used Cramer’s V.
Results of these tests are displayed in Table 4.3. Significant differences between retained
and not-retained participants were found in their years of education, GAF score, number
of days seen by a mental health professional over the prior month, substance of choice,
and therapeutic alliance with the MHC judge.
Retained participants had significantly higher mean years of education (M =
11.87, SD = 2.38) compared to non-retained participants (M = 10.43, SD = 2.50), t(146)
= 3.28, p = .001, d = .59. Differences in the two groups’ age, ethnicity, marital status,
employment, income source, health insurance, housing, and history of homelessness were
non-significant. Additionally, no criminal history factors were found to be significantly
different between the retained and non-retained groups. However, retained participants
did have significantly higher mean GAF scores (M = 45.48, SD = 8.06) than non retained
participants (M = 42.43, SD = 9.22), (t(143) = 1.98, p = .049, d = .35), as well as
significantly more reported days of contact with a mental health professional during the
prior month (t(142) – 3.43, p = .001, d = .56). No other mental health factors were
significantly different between the two groups. In terms of substance abuse factors, only
substance of choice was significantly different between groups (X2(3, N = 129) = 8.42, p
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= .038, V = .26), finding that a higher percentage of retained participants chose marijuana
and a larger percentage of non-retained participants preferred alcohol and cocaine.
Participants’ HRQoL, reasons for enrolling in MHC, and their motivation for changing
problem behaviors were not significantly different between the two groups. However,
mean scores obtained on the MoJA measuring perceived therapeutic (dual role) working
alliance with the MHC judge were significantly higher (t(88) = 2.28, p = .038, d = .35)
among retained (M = 173.58, SD = 22.47) than non-retained participants (M = 149.36, SD
= 38.61).
To summarize, education, GAF score, substance of choice, number of days seeing
a mental health provider during the prior month, and therapeutic (dual role) alliance with
the MHC judge were found to be significantly different between the retained and nonretained groups. These significant factors were retained for use in the subsequent logistic
regression analysis.
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Table 4.3
Comparison of Retained and Non-Retained MHC Participants
Domain
Demographic

Variable
Age

Retained
n = 106
37.44±11.79

Non-Retained
n = 42
34.33±11.68

Gender
Male
Female

65
41

(61.3%)
(38.7%)

26
16

Ethnicity
White
Non-White

64
42

(60.4%)
(39.6%)

Marital Status
Married
Unmarried

9
97

(8.5%)
(91.5%)

Education
Socioeconomic

11.87±2.38

Test

df
146

Test
Value
1.45

t

(61.9%)
(38.1%)

22
20

2
40

.149

Effect Size
phi or V
NS

X²

1

.01

.948

NS

(52.4%)
(47.6%)

X2

1

.79

.374

NS

(4.8%)
(95.2%)

X2

1

.61

.436

NS

t

146

3.28

.001

.59

10.43±2.50

p

Employment
Employed
Unemployed

8
98

(7.5%)
(92.5%)

4
38

(9.5%)
(90.5%)

X²

1

.16

.691

NS

Primary Income
SSI/SSDI
Other

75
31

(70.8%)
(29.2%)

31
11

(73.8%)
(26.2%)

X²

1

.14

.710

NS

Continued
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Continued, Table 4.3 Comparison of Retained and Non-Retained MHC Participants.
Domain
Variable
Retained
Non-Retained Test
df
n = 106
n = 42
Health Insurance
Public
87
(82.1%) 35 (83.3%)
X²
2
Private
4
(3.8%)
2
(4.8%)
None
15
(14.2%)
5
(11.9%)

Criminal History

Test
Value

p

Effect Size
V or d

.19

.909

NS

Housing
Institutional
Other

63
43

(59.4%)
(40.6%)

29
13

(69.0%)
(31.0%)

X²

2

1.18

.277

NS

Homeless Prior
6 months
Yes
No

41
65

(38.7%)
(61.3%)

21
21

(50.0%)
(50.0%)

X2

1

.158

.208

NS

Days Homeless

29.96+50.78

t

146

-.48

.633

NS

Prior Felony
Yes
No

61
45

X2

1

.09

.758

NS

(57.5%)
(42.5%)

34.38+50.43

23
19

(54.8%)
(45.2%)

Prior 24-Month
Charges

3.64+3.16

3.81+3.25

t

106

-.25

.803

NS

Prior 24-Month
Arrests

2.91+2.11

2.62+2.29

t

146

.73

.467

NS

Prior 24-Month
Jail Days

54.43+70.83

55.25+80.71

t

106

-.05

.958
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Continued, Table 4.3 Comparison of Retained and Non-Retained MHC Participants
Domain
Variable
Retained
Non-Retained Test
df
n = 106
n = 42
Number of MHC
1.99+1.35
2.10+1.32
t
146
Charges
Most Serious
MHC Charge
Person
Property
Drug/Alcohol
Minor
Violation
MHC Charge
Felony
Misdemeanor
Felony
Reduction
Mental Health

Diagnosis
Schizophrenia
Bipolar
Depression

Test
Value
.43

p
.669

Effect Size
V or d
NS

44
30
7
19
6

(41.5%)
(28.3%)
(6.6%)
(17.9%)
(5.7%)

17
13
2
8
2

(40.5%)
(31.0%)
(4.8%)
(19.0%)
(4.8%)

X2

4

.314

.989

NS

29
71
6

(27.7%)
(67.0%)
(5.7%)

10
29
3

(23.8%)
(69.0%)
(7.1%)

X2

2

.27

.873

NS

50
36
20

(47.2%)
(34.0%)
(18.9%)

23
7
12

(54.8%)
(16.7%)
(28.6%)

X2

2

4.76

.093

NS

GAF

45.48+ 8.06

42.43+9.22

t

143

1.98

.049

.35

BPRS

38.89+12.08

38.74+10.22

t

146

.07

.944

NS

MCSI

23.90+12.92

22.81+12.19

t

146

.47

.640
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Continued, Table 4.3 Comparison of Retained and Non-Retained MHC Participants
Domain
Variable
Retained
Non-Retained Test
df
n = 106
n = 42
MARS
15.41+ 2.19
15.12+2.01
t
139
In TX. at MHC
Opt-In
Yes
No

p
.483

Effect Size
V or d
NS
NS

42
18

(70.0%)
(30.0%)

20
8

(71.4%)
(28.6%)

X2

1

.02

.891

NS

Satisfaction with
Prior Treatment

5.79+2.75

5.79+2.82

t

142

.02

.987

NS

MH Professional
Contact Prior 30
Days

6.73+8.24

2.98+4.73

t

142

3.43

.001

.56

X2

1

1.46

.227

NS

Prior
Hospitalizations
Yes
No

Substance Use

Test
Value
.71

93
12

(88.6%)
(11.4%)

39
2

(95.1%)
(4.9%)

Lifetime
Hospitalizations

8.91+14.12

13.13+33.55

t

134

-.76

.452

NS

Social Supports

4.49+5.99

5.95+8.56

t

146

-1.18

.241

NS

11.24+11.84

11.95+9.75

t

146

-.35

.728

NS

AUDIT

Continued
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Continued, Table 4.3 Comparison of Retained and Non-Retained MHC Participants
Domain
Variable
Retained
Non-Retained Test
df
n = 106
n = 42
Alcohol Use
Disorder
Yes
53
(50.0%) 27
(64.3%
X2
1
No
53
(50.0%) 15 (35.7%)
DAST

5.32+5.61

6.07+5.04

Test
Value

p

Effect Size
V or d

2.47

.116

NS

t

146

-.75

.451

NS

Drug Use
Disorder
Yes
No

49
57

(46.2%)
(53.8%)

23
19

(54.8%)
(45.2%)

X2

1

.88

.349

NS

COSUD
Yes
No

70
36

(66.0%)
(34.0%)

31
11

(73.8%)
(26.2%)

X2

1

.84

.360

NS

Substance of
Choice
Alcohol
Marijuana
Cocaine
Other

44
15
19
11

(49.4%)
(16.9%)
(21.3%)
(12.4%)

23
1
14
2

(57.5%)
(2.55%)
(35.0%)
(5.0%)

X2

3

8.422

.038

.04

HRQoL

SF-36

48.99+15.04

51.39+15.01

t

146

-.874

.620

NS

Motivation

URICAa

7.36+2.56

7.83+3.49

t

142

-.881

.700

NS
Continued
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Continued, Table 4.3 Comparison of Retained and Non-Retained MHC Participants
Domain
Variable
Retained
Non-Retained Test
df
n = 106
n = 42
Reason for
Entering MHC
Better Legal
41
(38.7%) 17 (40.5%)
X2
2
Outcome
Access to
28
(26.4%) 12 (28.6%)
Services
Meet Personal
37
(34.9%) 13 (31.0%)
Needs
Therapeutic
Alliance
a
n = 144
b
n = 90

MoJAb

173.58+ 22.475

149.36+ 38.62
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t

88

Test
Value

p

Effect Size
V or d

.22

.898

NS

2.28

.038

.77

Predicting retention. Binary logistic regression was used to estimate a regression
model that best predicted the probability of study participants’ program retention at six
months post opt-in. Significant variables retained for the analysis included education,
GAF score, number of contacts with a mental health provider during the prior month, and
MoJA score.
By simultaneously entering all four significant factors into the regression analysis,
the number of valid cases was reduced from 148 to 85 due to missing data on the MoJA.
However, this still resulted in a 21 to 1 case to variable ratio, exceeding the preferred case
to variable ratio of 20 to 1 as recommended by Hosmer and Lemeshow (2000). This first
model identified four cases whose studentized residuals were greater than 2.0, therefore a
subsequent model excluding those outlier cases was conducted to identify the most
accurate model, while still maintaining a 20 to 1 case to variable ratio. Removing outliers
resulted in a model with 82 valid cases that produced a 20.5 to 1 case to variable ratio.
Also, a Pearson’s r correlation was calculated between the four factors, showing that
correlations coefficients ranged from .006 to .219, indicating that multicollinearity
between the independent variables was not problematic. Additionally, as shown in Table
4.4, no factor had a standard error that exceeded 2.0, also indicative that the model did
not have multicollinarity problems. However, the Homer and Lemshow test contingency
table showed that 10 cells (50%) had expected values of less than 5, which violated the
sample size assumption of logistic regression. Because of the less than preferred case to
variable ratio and sample size, caution must be applied when interpreting the results of
this analysis.
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As displayed in Table 4.4, the results of the logistic regression revealed that three
of the four factors were significant predictors of the six-month program retention model
including education (Wald(df=1) = 6.65, p = .010), number of contacts with a mental health
professional (Wald(df=1) = 3.92, p = .048), and therapeutic alliance with the MHC judge
(Wald(df=1) = 8.10, p = .004). GAF score was not a significant predictor of retention in this
regression model. These findings suggest that participants who had more years of
education, more frequent contact with a mental health professional during the prior
month, and had what they considered a stronger therapeutic working alliance with the
MHC judge were significantly more likely to remain retained in their MHC program at
six months post opt-in than non-retained participants.
Table 4.4
Results of Logistic Regression Predicting Program Retentiona,b
Factor
β
SE β
Wald
df

p

Odds-Ratio

Education

.66

.26

6.65

1

.010

1.94

Contact w/MH
Professional

.46

.23

3.92

1

.048

1.58

MoJA

.06

.02

8.10

1

.004

1.07

-13.69

5.34

6.58

1

.010

N/A

Constant

ª Overall model: X²(df = 4) = 26.79, p < .001
b

Goodness-of-fit: -2LL = 37.85; X² (df = 8) = 5.08, p = .749

Furthermore, the results of this analysis reveal that the overall regression model
significantly improved the prediction of retention among MHC participants (X2(df = 4) =
26.79, p < .001). This model provides a good fit for the data (-2 log likelihood = 37.85,
Hosmer and Lemeshow, X2(df = 8) = 5.08, p = .749).
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The results provided by the Cox and Snell as well as the Nagelkerke R2 indicate
that this model accounted for 27.9 percent to 51.1 percent of the variance in retention.
However, 49.9 percent to 72.1 percent of the variance in retention remains still
unaccounted for. Finally, the model correctly classified 98.6 percent of the retained and
27.3 percent of the non-retained participants, with an overall accuracy rate of 89 percent.
Furthermore, results of this analysis showed that participants who had more years
of education were 94.3 percent more likely to be retained. Additionally, those who had
more contact with a mental health provider were 57.8 percent more likely to be retained,
and those who had a stronger alliance with the MHC judge were 7 percent more likely to
remain retained in MHC at six months post opt-in.
Comparison of Recidivist and Non-Recidivist MHC Participants
The relationship between participants’ six-month legal recidivism and their sociodemographic, criminal justice history, mental health, substance use/misuse, health,
motivation, and judicial alliance factors were assessed using chi-square and independent
samples t-test analyses. The effect sizes of significant t-tests were calculated using
Cohen’s d, and significant chi-square tests used phi (φ). Results of these tests are
displayed in Table 4.5 and show several statistically significant differences between those
participants who remained arrest free (54.7%) and those who were rearrested (45.3%)
between their MHC opt-in and six months later. These differences are discussed below.
Demographic characteristics. Participants who were not arrested were
significantly older, white, and had more years of education. As displayed in Table 4.5,
non-recidivists were significantly older (M = 38.62, SD = 12.73) than recidivists (M =
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34.07, SD = 10.11), (t(146) = -2.42, p = .017, d = .39) and more often white (X2(1, N =
148) = 11.05, p = .001, phi = -.27). Also, non-recidivists had significantly more years of
education (M = 12.3, SD = 2.08) than recidivists (M = 10.45, SD = 2.57) (t(146) = -4.83,
p <.001, d = .79). Gender and marital status were not significantly different between the
two groups.
Socioeconomic characteristics. A significantly lower percentage of nonrecidivists (63%) compared to recidivists (82%) reported SSI/SSDI as their primary
source of income, and resulted in a significant between group difference (X2(1, N = 148)
= 6.6, p = .010, φ = -.21). Additionally, significant differences were detected between the
living situation of the two groups, as a lower percentage of non-recidivists reported living
in institutional housing (54.4%) than did recidivists (71.6%), (X2(1, N = 148) = 4.68, p =
.031, φ =-.18). The two groups were not statistically different in their history of
homelessness, employment, or access to health insurance.
Criminal history. The mean number of prior 24 month arrests, charges, and jail
days were all significantly lower among the non-recidivist than the recidivist group. The
mean number of prior arrests were significantly lower among non-recidivists (M = 2.51,
SD = 2.01) than the recidivists (M = 3.21, SD = 2.27),(t(106) = 2.0, p = .047, d = -.33).
Differences between the mean number of prior charges of non-recidivists (M = 3.13, SD
= 3.11) compared to recidivists (M = 4.41, SD = 3.21) was also statistically significant
t(106) = 2.08, p = .039, d = .41 and non-recidivists’ mean prior jail days were lower (M
= 38.68, SD = 58.24) than recidivists (M = 74.67, SD = 85.49), t(106) = 2.49, p = .015,
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d = .49. However, there were not significant differences between non-recidivists and
recidivists’ type of criminal charge, level of charge, or having a felony history.
Mental health. Non-recidivists were found to have significantly higher levels of
functioning (GAF) and lower levels of psychiatric severity (BPRS) than participants who
recidivated. GAF scores of non-recidivists (M = 46.67, SD = 8.01) were significantly
higher than those who had recidivated (M = 42.12, SD = 8.45), t(143) = -3.32, p = .001,
d =-.55, indicating a significantly higher level of functioning among non-recidivists.
Also, non-recidivists’ BPRS scores (M = 37.15, SD = 10.92) were lower than recidivists’
scores (M = 40.89, SD=12.03), (t(146) = 1.98, p = .049, d = .33), indicating that nonrecidivists had significantly lower assessed psychiatric symptom severity. Psychiatric
diagnosis, MCSI scores, MARS scores, being in treatment at opt-in, satisfaction with
prior treatment, number of mental health contacts during the prior month, and reported
history of psychiatric hospitalizations were not significantly different between groups.
Substance use/misuse: Several significant differences were detected in the two
groups’ substance use and misuse. Non-recidivists reported less serious substance use and
misuse as measured by lower AUDIT (alcohol use) and DAST (drug use) scores , and
were less likely to have an alcohol use, drug use, or any comorbid substance use disorder.
Non-recidivists’ mean AUDIT scores were significantly lower (M = 9.02, SD = 10.45)
than the participants in the recidivist group (M = 14.36, SD = 11.58), (t(146) = -2.94, p =
.004, d = .48). Similar results were found when comparing DAST scores as mean scores
of the non-recidivist group (M = 4.28, SD = 4.95) were significantly lower than the
scores obtained by the recidivist group (M = 7.04, SD = 5.66), (t(146) = -2.94, p = .004,
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d =.48). The percentage of alcohol use disorders (X2(1, N = 148) = 3.16, p = .002, φ =
.52), drug use disorders (X2(1, N = 148) = 7.71, p = .005, φ = .23), and any comorbid
substance use disorders (X2(1, N = 148) = 10.83, p = .001, φ = .27) significantly differed
between non-recidivists and recidivists. Participants’ substance of choice was not
statistically different between the two groups.
Also compared were the HRQoL scores, motivation for mental health court,
motivation to change problem behaviors, and MoJA scores of the two groups. Results of
comparison tests of these variables were all non-significant between the two groups.
In summary, significant differences between non-recidivists and recidivists
included age, ethnicity, education, income, housing, as well as prior 24 month arrests,
charges, and jail days. Additionally GAF scores, BPRS scores, AUDIT scores, DAST
scores, having an alcohol use, drug use, and COSUD were also significant. These 15
significant variables were retained for use in the logistic regression analysis.
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Table 4.5
Comparison of Recidivist and Non-Recidivist MHC Participants
Domain

Demographic

Variable

Recidivists
n = 67

NonRecidivists
n = 81

Test

df

Test
Value

p

Effect Size
d or phi

Age

34.07±10.11

38.62±12.73

t

146

-2.42

.017

-.39

Gender
Male
Female

43
24

(64.2%)
(35.8%)

49
36

(57.6%)
(42.4%)

X²

1

.37

.540

NS

Ethnicity
White
Non-White

29
38

(43.3%)
(56.7%)

57
24

(70.4%)
(29.6%)

X2

1

11.05

.001

-.27

Marital Status
Married
Unmarried

3
64

(4.5%)
(95.5%)

8
73

(9.9%)
(90.1%)

X2

1

1.55

.213

NS

t

146

-4.83

< .001

-.79

NS

Education
Socioeconomic

10.45±2.57

12.30±2.08

Employment
Employed
Unemployed

5
62

(7.5%)
(92.5%)

7
74

(8.6%)
(91.4%)

X²

1

.07

.794

Primary Income
SSI/SSDI
Other

55
12

(82.1%)
(17.9%)

51
30

(63.0%)
(37.0%)

X²

1

6.60

.010
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Continued, Table 4.5 Comparison of Recidivist and Non-Recidivist MHC Participants
Domain

Criminal History

Variable

Recidivists
n = 67

NonRecidivists
n = 81

Test

df

Test
Value

p

Effect Size
phi, V, or d

Health Insurance
Public
Private
None

59
1
7

(88.1%)
(1.5%)
(10.4%)

63
5
13

(77.8%)
(6.2%)
(16.0%)

X²

2

3.31

.192

NS

Housing
Institutional
Other

48
19

(71.6%)
(28.4%)

44
37

(54.3%)
(45.7%)

X2

1

4.68

.031

.18

Homeless Prior
6 months
Yes
No

27
40

(40.3%)
(59.7%)

35
46

(43.2%)
(56.8%)

X2

1

.13

.721

NS

Days Homeless

24.60+42.69

t

146

-1.49

.138

NS

Prior Felony
Yes
No

42
25

X2

1

1.75

.185

NS

.41

(62.7%)
(37.3%)

36.69+55.89

42
39

(51.9%)
(48.1%)

Prior 24-Month
Charges

4.41+3.21

3.13+3.11

t

106

2.08

.039

Prior 24-Month
Arrests

3.21+2.27

2.51+2.01

t

146

2.00

.047
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Continued, Table 4.5 Comparison of Recidivist and Non-Recidivist MHC Participants
Domain

Variable

Prior 24-Month
Jail Days
Number of MHC
Charges
Most Serious
MHC Charge
Person
Property
Drug/Alcohol
Minor
Violation
MHC Charge
Felony
Misdemeanor
Felony
Reduction
Mental Health

Diagnosis
Schizophrenia
Bipolar
Depression

Recidivists
n = 67

NonRecidivists
n = 81

Test

df

Test
Value

p

Effect Size
phi, V, or d

74.67+85.49

38.68+58.24

t

106

2.49

.015

.49

2.09+1.55

1.96+1.14

t

146

.57

.568

NS

31
23
5
7
1

(46.3%)
(34.3%)
(7.5%)
(10.4%)
(0.7%)

34
20
6
14
7

(42.0%)
(24.7%)
(7.4%)
(17.3%)
(8.6%)

X2

4

6.01

.199

NS

20
44
3

(29.9%)
(65.7%)
(4.5%)

19
56
6

(23.5%)
(69.1%)
(7.4%)

X2

2

1.15

.562

NS

38
18
11

(56.7%)
(26.9%)
(16.4%)

35
25
21

(43.2%)
(30.9%)
(25.9%)

X2

2

3.09

.213

NS

Continued
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Continued, Table 4.5 Comparison of Recidivist and Non-Recidivist MHC Participants
Domain

Variable

Recidivists
n = 67

NonRecidivists
n = 81

Test

df

Test
Value

p

Effect Size
phi, V, or d

GAF

42.12+ 8.45

46.67+8.01

t

143

-3.32

.001

-.55

BPRS

40.89+12.03

37.15+10.92

t

146

1.98

.049

.33

MCSI

25.31+13.61

22.16+11.75

t

146

1.51

.133

NS

MARS

15.35+ 2.25

15.31+2.05

t

139

.11

.916

NS

X2

1

.19

.659

NS

In TX. at MHC
Opt-In
Yes
No

27
10

(73.0%)
(27.0%)

35
16

(68.6%)
(31.4%)

Satisfaction with
Prior Treatment

5.64+2.91

5.92+2.65

t

142

-.62

.537

NS

Days Seen by
MH Professional
<30 days

5.64+7.68

5.63+7.52

t

142

.006

.995

NS

Prior
Hospitalization
Yes
No

NS
61
5

(92.4%)
(7.6%)

71
9

(88.8%)
(11.3%)

X2

1

.56

.453

NS
Continued
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Continued, Table 4.5 Comparison of Recidivist and Non-Recidivist MHC Participants
Domain

Substance Use

Variable

Recidivists
n = 67

NonRecidivists
n = 81

Test

df

Test
Value

p

Effect Size
phi, V, or d

Lifetime
Hospitalizations

11.21+17.73

9.20+24.46

t

134

.54

.590

NS

Social Supports

4.16+4.41

5.52+8.27

t

146

-1.21

.260

NS

AUDIT

14.36+11.58

9.02+10.45

t

146

2.94

.004

.48

Alcohol Use
Disorder
Yes
No

46
21

X2

1

10.51

.001

.27

t

146

3.16

.002

.52

DAST

(68.7%)
(31.3%)

7.04+5.66

34
47

(42.0%)
(58.0%)

4.28+4.95

Drug Use
Disorder
Yes
No

41
26

(61.2%)
(38.8%)

31
50

(38.3%)
(61.7%)

X2

1

7.71

.005

.23

COSUD
Yes
No

55
12

(82.1%)
(17.9%)

46
35

(56.8%)
(43.2%)

X2

1

10.83

.001

.27

Continued
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Continued, Table 4.5 Comparison of Recidivist and Non-Recidivist MHC Participants
Domain

Variable

Recidivists
n = 67

NonRecidivists
n = 81

Test

df

Test
Value

p

Effect Size
phi, V, or d

X2

3

.35

.950

NS

SOC
Alcohol
Marijuana
Cocaine
Other

31
17
7
6

HRQoL

SF-36

50.44+14.94

49.03+15.15

t

146

.566

.445

NS

Motivation

URICAa

7.67+3.33

7.33+2.34

t

142

.721

.250

NS

X2

2

2.29

.333

NS

t

88

.21

.838

NS

Reason for
Entering MHC
Better Legal
Outcome
Access to
Services
Meet Personal
Needs
Therapeutic
Alliance
a
n = 144
b

MoJAb

(50.8%)
(27.9%)
(11.5%)
(9.8%)

36
16
9
7

(52.9%)
(23.5%)
(13.2%)
(10.3%)

25

(37.3%)

33

(40.7%)

22

(32.8%)

18

(22.2%)

20

(29.9%)

30

(60.0%)

170.56+ 24.85

169.37+ 28.15

n = 90
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Predicting non-recidivism. A binary logistic regression was also used to
estimate a regression model that best predicted the probability of study participants’ nonrecidivism at six months post opt-in. Initially, 15 significant factors were retained for the
analysis that included age, ethnicity, education, primary income SSI/SSDI, institutional
housing, prior 24 month charges, prior 24 month arrests, and prior 24 month jail days.
Additionally, GAF scores, BPRS score, AUDIT score, alcohol use disorder, DAST score,
drug use disorder, and any comorbid substance use disorder were retained for use in the
analysis. However, prior to entering the factors into the regression model, a Pearson’s r
correlation was calculated between all significant factors to assess for multicollinearity.
Results showed correlation coefficients exceeding .80 between AUDIT scores and
alcohol use disorder (r = -.81), between DAST score and drug use disorder (r = -.86), and
between prior arrests and prior charges (r = .83). Thus, the factors that were scale
variables, the least skewed, and resulted in the highest possible number of valid cases
were retained for use in the analysis. Additionally, as prior jail day data was limited and
significantly reduced the number of valid cases, this variable was also withheld from the
analysis. The resulting 10 factors that were entered into the regression analysis included
age, ethnicity, education, primary income SSI/SSDI, institutional housing, prior 24 month
arrests, GAF score, BPRS score, AUDIT score, DAST score, and comorbid substance use
disorder.
Simultaneously entering the 10 factors into the regression analysis and continuing
to remove outliers (e.g., cases whose studentized residuals were > 2.0) to improve the
model resulted in 132 valid cases and a 13.2 to 1 case to variable ratio that exceeded the
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minimum ratio of 10 to 1 recommended by Hosmer and Lemeshow (2000). The Homer
and Lemshow test contingency table showed that 10 cells (50%) had expected values of
less than 5, which violates the sample size assumption of logistic regression, also
necessitating a cautionary note. Because the preferred case to variable ratio of 20 to 1 was
not met and results of the Homer Lemshow test, a cautionary note is warranted when
interpreting these results.
As displayed in Table 4.6, the results of the logistic regression revealed that 4 of
the 10 factors were significant predictors of non-recidivism including age (Wald(df=1) =
8.22, p = .004), ethnicity (Wald(df=1) = 11.07, p = .001), education (Wald(df=1) = 8.23, p
<.004), and income (Wald(df=1) = 5.257.88, p = .022) In this model, prior arrests, GAF,
BPRS, housing, and substance use and misuse were not significant predictors of nonrecidivism.
Table 4.6
Results of Logistic Regression Predicting Non-Recidivisma,b
Factor
β
SEβ
Wald
df
p

Age

OddsRatio

.08

.03

8.22

1

.004

1.09

Ethnicity

-2.45

.74

11.07

1

.001

.087

Education

.43

.15

8.23

1

.004

1.54

SSI/SSDI

1.51

.65

11.07

1

.022

4.48

Constant

-7.82

3.08

6.43

1

.011

N/A

ªOverall model: X² (df = 11) = 92.63, p <.001
b
Goodness-of-fit: -2LL = 97.91; X² (df = 8) = 7.62, p = .472
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These findings suggest that participants who were older, white, had more years of
education, and had income other than SSI/SSDI were significantly more likely to have
remained arrest free at six months post opt-in than participants who had been arrested.
Furthermore, the results of this analysis revealed that the overall regression model
significantly improved the prediction of retention among MHC participants (X2(df = 10) =
92.63, p < .001). This model provided a good fit for the data (-2 log likelihood = 104.54,
Hosmer and Lemeshow, X2(df = 8) = 7.62, p = .472).
The results provided by the Cox and Snell and the Nagelkerke R2 indicate that this
model accounted for 50.4 percent to 67.7 percent of the variance in non-recidivism.
However, this leaves 32.3 percent to 49.6 percent of the variance in non-recidivism still
unaccounted for. Finally, the model correctly classified 78.9 percent of those who
recidivated and 85.3 percent of those who did not recidivate, with an accuracy rate of
82.6 percent.
Furthermore, results of this analysis show that participants who were older were
8.7 percent more likely to be in the non-recidivist group. Those who were white were
91.3 percent more likely to be non-recidivists and having more years of education
resulted being 54.2 percent more likely to be arrest free. Additionally, those who did not
rely on SSI/SSDI as their primary source of income were 347.9 percent more likely to be
fall in the non-recidivist group.
Summary of the Results
Study participants ranged in age from 18 to 64 (M = 36.56, SD = 11.81) and most
had less than a high school education (M = 11.46, SD = 2.49). Participants were more
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typically male (61%), white (58%), unmarried (93%), unemployed (92%), diagnosed
with schizophrenia (49%), had a comorbid substance use disorder (68%), and had a prior
felony conviction (57%).
At follow-up, 72 percent of the study participants remained enrolled in MHC and
55 percent remained arrest-free. Results from chi-square and independent samples t-test
analyses showed significant differences in the years of education, GAF scores, number of
contacts with a mental health professional, and strength of therapeutic alliance with the
MHC judge between retained and not retained participants. Furthermore, a logistic
regression analysis model identified with 92 percent accuracy that more years of
education, more contact with a mental health provider, and a stronger therapeutic alliance
with the MHC judge were significant predictors of participants’ program retention,
accounting for 31 percent to 65 percent of the variance. Additionally, significant
differences were found between recidivating and non-recidivating participants’ age,
ethnicity, education, income, housing, prior criminal history (i.e., prior charges, arrests,
and jail days), GAF scores, BPRS scores, AUDIT scores, DAST scores, and comorbid
substance use disorder. A 83 percent accurate regression model identified being older,
more educated, white, and having income other than SSI/SSDI were predictive of nonrecidivism and accounted for 50 percent to 68 percent of the variance.
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Chapter Five: Discussion
The purpose of this study was to identify MHC participant characteristics and to
determine the characteristics that were predictive of six-month post opt-in program
retention and legal recidivism. Results of this study indicated that higher education, more
frequent contact with a mental health professional, and a stronger therapeutic alliance
between the participant and the MHC judge were significantly predictive of program
retention at six months post opt-in. Additionally, this research found that being older,
more educated, white, and having income other than SSI/SSDI were significant
predictors of non-recidivism.
This chapter first provides a summary and interpretation of the major results of
this study. Next, it discusses MHC participant characteristics, factors associated with
program retention and legal recidivism, and how those results compare to previous
research findings. Following that, the chapter reviews the strengths and limitations of the
current study and how they bear on interpretation of its results. The chapter concludes
with a discussion of the implications of the study for MHC practice and policy, and
provides recommendations for future research.
Participant Characteristics
This section first briefly contrasts study participant characteristics to the four
study site 2009 population data. This is followed by a discussion of participant
characteristics as they compare to findings reported in prior research.
Study Participants Compared to Population Data
When comparing the 2009 characteristics of the four study sites’ participant
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characteristics (see page 78) to the current dissertation study sample, it appears that the
study participants were slightly younger, and more often male and white participants than
reflected in the population data. Additionally, the study sample appears have
proportionally higher number of participants with schizophrenia than found in the study
site population data; however this could be because all of the courts accept individuals
with primary diagnoses that were excluded from the current study (e.g., Posttraumatic
Stress Disorder, Traumatic Brain Disorder, etc.). The study sample also seems to have
slightly more minor crimes, and slightly fewer crimes against a person. However,
because the population study site data do not differentiate crimes by diagnosis, it is
unknown if these differences would be sustained if it could be determined which crimes
were committed by population participants meeting the study’s selection criteria. Finally,
proportionately more study participants had been homeless and slightly fewer had a
comorbid substance use disorder compared to study sites’ population data.
Demographics and Socio-Economic Factors
Similar to the findings of prior research, MHC participants included in this study
were on average in their mid-thirties, and more often male, white, unmarried,
unemployed, poor, and undereducated. Many participants were housed in institutional
settings, especially jail and congregate living facilities, and reported a recent history of
homelessness. It is noteworthy that the percentage of females (48%) and Whites (58%)
were both disproportionately higher than found in current prison and jail populations
(Minton, 2011; West, 2010), suggestive of the possibility that an overrepresentation
females and Whites are being diverted into MHCs.
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It was interesting that more study participants were unmarried (93%) than has
been reported in previous literature, perhaps related to the sample’s high levels of
impaired functioning, psychiatric symptoms, and substance misuse. It is a bit difficult to
compare the education level of study participants to prior literature, as nearly all of the
limited studies to date have measured education differently. Nonetheless, it is safe to say
that study participants were similar to those in the literature as being more likely to have
dropped out of high school prior to graduation.
Like the literature, the study sample was largely unemployed. In the current study,
fewer participants were employed (8%) than has been reflected in much of the previous
research. Other studies have reported the percentage of employed MHC participants to
range from 10 to 36 percent (Herinckx et al., 2005; O’Keefe, 2006; Redlich et al., 2010a;
Sneed et al., 2006), with only two studies reporting lower employment rates (Bess, 2004;
Broner et al., 2009).
In the current study, 38 percent of the study participants lived independently,
which was similar to findings from Broner et al. (2009) and Bess (2004). However, this
was considerably lower than found in O’Keefe (2006), who reported 80 percent, and
Sneed et al. (2006), who reported 96 percent of participants living in an independent
setting.
Overall, 42 percent of the study sample had a history of homelessness during the
prior six months, which is considerably higher the averages reported in previous literature
(Bernstein, 2008; Bouldin et al., 2009; Broner et al., 2009; McNiel & Binder, 2007;
O’Keefe, 2006). Again, these rates are appreciably higher than the homeless rate found in
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the general prison population (9%), which is 4 to 5 times the homeless rate found within
the general population (Greenberg & Rosencheck, 2008).
Criminal History Characteristics
In the current study, participants’ prior arrests ranged from 0 to 11, which was
lower than reported by Hiday and Ray (2010), whose participants had between 0 and 23
prior 24-month arrests. Previous literature reporting the mean number of past arrests of
MHC participants in using 24 month look back periods has ranged from 2 to 4 arrests
(Cosden et al., 2003; Cosden et al., 2005; Hiday & Ray, 2010; Ridgley et al., 2007),
placing this study samples’ arrests (M = 2.82, SD = 2.15) within the same range.
Study participants’ 24 month prior number of jail days (M = 54.67, SD = 73.51)
were similar to means of 52 days reported both by Cosden et al. (2003), and 57 days by
Frailing (2010). However, these were much lower than found in the study sample of
Ridgely et al. (2007), who averaged 345 days of 24 month post MHC jail days.
Most participants in the current study had some type of prior criminal justice
involvement during the 24 months prior to opt-in, many of which included felony
offenses. Fewer participants in the current study had a felony history than was reflected
in the reviewed literature. However, the study sample had committed a higher percentage
of crimes against persons (41% vs. 29%), property (29% vs. 25%), and those classified as
minor (18% vs. 13%) crimes compared to prior research. However, the study sample had
significantly less drug/alcohol related offenses (6% vs. 17%) than reported in the prior
literature.
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Mental Health Characteristics
On the whole, over one-half of the study participants were diagnosed with
schizophrenia. Nearly all had been previously hospitalized and were on some type of
psychotropic medication. There was moderate variability in the number of contacts
participants had with mental health treatment providers and most were only somewhat
happy with past treatment. The sample had significant impairment in functioning and
psychiatric symptoms severity. In fact, 27 percent endorsed suicidal ideation during the
prior 30 days. Although, given the potential influence of social desirability factors,
suicidal thoughts may have been underreported.
While MHC participant suicidal ideation, mental health treatment provider
contacts, or satisfaction with prior treatment have not been reported in prior research,
several other mental health factors have. Study participants’ diagnosis of schizophrenia
(49%) was similar to previous MHC literature. Also, while prior research has reported
that 55 percent to 80 percent of MHC participants had a history of psychiatric
hospitalization (Bernstein, 2008; Moy, 2009; O’Keefe, 2006; Sneed et al., 2006), slightly
more (90%) of the current sample reported a previous psychiatric hospitalization.
Psychotropic medication use among the study participants (88%) was also similar to rates
reported by Sneed et al. (2006).
Study participants’ GAF scores were appreciably lower than what has been
reported in prior research (i.e., more significantly impaired functioning). While the
literature has reported average scores ranging from 50 to 57 (Bess, 2004; Broner et al.,
2009; Cosden et al., 2003; Cosden et al., 2005; Gurrera, 2006; Redlich et al., 2010a), this
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study sample averaged 45 (SD = 8.51), indicating lower levels of functioning. Similar
discrepancies were seen in BPRS scores. While prior research has reported average
BPRS scores of 34 among Broward County MHC participants (Christy et al., 2007;
Boothroyd et al., 2003; Boothroyd et al., 2005; Poythress et al., 2002), the current study
participants averaged 39, indicative of more severe psychiatric symptoms. Interestingly,
the self-report MCSI scores were more similar to prior research. In the current study
participants averaged a score of 24, similar to findings reported by Redlich (2010a) in
which participants averaged 22 in the Brooklyn MHC and 24 in the Washoe County
Nevada court. Perhaps participants self-report their symptoms in a consistently socially
desirable manner.
It is notable that over 86 percent of participants had access to health care coverage
to pay for mental health treatment and many were in treatment at the time of their arrest.
This suggests and supports assertions that access to treatment and service engagement
does not fully explain criminalization factors. Moreover, if access to treatment does not
mitigate criminal activity, MHCs primary focus on monitoring and sanctioning
participants for treatment non-adherence may be inadvertently missing the mark.
Substance Use/Misuse Characteristics
This is the first study to report both alcohol and drug use disorders among MHC
participants. No other research has reported DAST or AUDIT scores, or the substance of
choice of MHC participants to compare to the current research. On the whole, this sample
had significant substance use and misuse problems and such problems have been
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identified as a strong criminogenic risk factor (Andrews & Bonta, 2003; Andrews et al.,
2006).
Even though substance use among participants was high, it is possible that it was
under-reported. According to Møller and Linkae (2010), an estimated 3 out of 7
psychiatric patients tend to under-report problematic alcohol use and 1 out of 7 underreport problems with drugs. Social desirability issues, potential legal exposure, and a lack
of insight all make it plausible that substance use was also under-reported in this study.
It is noteworthy that the current study sample had a smaller percentage of
participants with comorbid substance use disorders than reported in the study site
population data. It is unclear if this discrepancy is due to under-reporting of substance use
or perhaps those who had less significant substance use and misuse were less inclined to
participate in the research. Another possible explanation for this inconsistency is that
MHC participants who had a primary diagnosis that would have been excluded from the
current research (e.g., posttraumatic stress disorder, traumatic brain injury, anxiety
disorder, etc.) but would have been reported in study site data may have more significant
substance abuse problems. Additionally, problems in how participants interpreted some
of the items contained in the measures of substance use were noticed (see study
limitations) and may have produced lower reported rates of use and misuse.
It is important to note that even if substance use was under-reported, the rates of
use and misuse were very high among the study participants. Over 76 percent of the study
sample readily acknowledged using alcohol during the prior year and more than one-half
(54%) of the study participants had an AUDIT scores that suggested an alcohol use
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disorder. Almost 65 percent acknowledged abusing drugs, with 49 percent of those
individuals having DAST scores that were indicative of a drug use disorder. In the
current research, 68 percent of the participants had a comorbid substance use disorder
based on self-disclosure, which is similar to previous findings.
Health, Motivation, and Therapeutic Alliance Characteristics
HRQoL. Health related characteristics of MHC participants have never been
reported in prior research. In the current study, problems with participants’ lack of insight
into their health and the use of the SF-36 measure (see study limitations) could have
negatively impacted obtaining a valid picture of MHC participants’ health. Given the
impact that a vast number of disproportionate poor health outcomes have on the lives of
individuals with serious mental illness, this remains an area for further inquiry.
Motivation for enrolling in MHC. This is the first known study that has asked
MHC participants about their reasons for opting into MHC and some of the reasons given
were more expected than others. While entering MHC to obtain a better legal outcome
was not a surprise, having participants self-identify their need for oversight and structure
was a surprise, especially given the many other areas in which they did not demonstrate
high levels of insight. Also surprising was the fact that several participants viewed the
MHC as having access to services that they could not obtain for themselves. While nearly
all of the services utilized by MHC participants were not restricted from use by nonMHC individuals, this perception points to the possibility of either MHC leveraging
better access to services or the fact that the boundary spanner function of MHCs link
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participants to services in ways that participants are simply unable to navigate for
themselves.
Motivation to change problem behavior. In the current study, the URICA
presented some problems in measurement (see study limitations), especially for
participants with limited cognitive functioning and introducing the likelihood of both
over and under endorsements. Overall, participants’ scores were indicative of being in the
contemplation and action stages of change.
Judicial alliance characteristics. This study is the first to assess and report a
measure of the dual role/therapeutic alliance between court participants and the MHC
judge. Participants were easily able to complete the measure and on average their
resulting scores were fairly high, indicating a belief in the judges’ fairness, firmness,
consistency, and trust.
To date, this is the first study to collect comprehensive characteristic data and
provides the most complete picture of who MHC participants are. Overall, the study
sample was socially and economically disadvantaged, moderately to severely seriously
mentally ill, had prior criminal histories, and had high levels of substance use/misuse.
While MHCs have been accused of “cherry picking” only clients who are predicted to do
well (Belenko, Wolff, & Holland, 2009), these findings suggest that MHCs are accepting
clients with a set of extremely complex social problems, legal issues, and treatment
needs. Additionally, the fact that the vast majority of participants were in treatment at the
time of their arrest supports the assertion that treatment alone does not prevent criminal
justice contact.
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Program Retention
In the current study, 72 percent of the study participants remained enrolled in
MHC at the 6-month follow-up. Of those who were not retained, more than one-half had
been discharged by the program for treatment non-adherence. This study was the first to
evaluate participant factors that are related to program retention in a MHC program.
When interpreting these results it is important to consider that at some point beyond this
study’s follow-up period (i.e., between six months and graduation), some of the
participants who fell into the “retained” category may eventually terminate and all study
participants will ultimately fall into graduated or terminated groups. Thus, the current
results should be interpreted as relative to six month measures only.
Comparison of Retained and Non-Retained Participants
When comparing the characteristics of retained and non-retained participants,
only years of education, GAF scores, the number of days seen by a mental health
professional over the prior month, substance of choice, and therapeutic alliance with the
MHC judge produced statistically significant between group differences. While the
retained group had significantly higher mean years of education than the non-retained
participants, both of the groups’ means fell below 12 years, making both of the two
groups educationally disadvantaged. Similarly, even though the retained group had
significantly higher levels of functioning as measured by their GAF scores, both groups
mean level of functioning would be considered seriously impaired. Although the
differences in the two groups’ substance of choice were small, it showed that more
retained individuals reported marijuana as their substance of choice, while more non155

retained participants reported a preference for alcohol and cocaine. The largest difference
between the two groups was in their reported contact with a mental health professional,
as those retained had significantly more days of contact. Also a significant difference
between the groups was in the MoJA, as those who were retained had significantly higher
scores, indicating a stronger relationship. As only 90 out of the 148 study participants
completed the MoJA, it is possible that this relationship may play an even larger role than
indicated in the current study and certainly warrants further investigation. Conversely, it
is also possible that those participants who did not complete the MoJA would have
viewed their relationship differently or would have had no impact on their retention
status. Additionally, it is possible that participants may not have accurately remembered
or factored in their relationship with the judge over time, and may have reported only
their most recent feelings toward the relationship. Overall, these findings suggest that the
relationship with the judge may play an important role in program retention and also
points to a need for further empirical investigation into what other factors contribute to
MHC participants remaining in the program.
Predictors of Program Retention
Results of logistic regression analysis found three factors to be significant in
predicting program retention including education, number of days seen by a mental
health professional during the prior month, and MoJA scores. While this model produced
an 89 percent accuracy rate in detecting retention, it accounted for only 51 percent of the
variance in retention. In attempting to explain the other 49 percent of variance, it is
highly probable that other important predictors of program retention were not considered.
156

Because the relationship with the MHC judge was significantly predictive of program
retention, perhaps MHC participants’ relationship with their community treatment
providers, MHC case coordinator or court monitor, or other program participants might
also be predictive factors in program retention. It is also possible that participants did not
accurately recollect prior events (e.g., number of prior hospitalizations, their psychiatric
symptoms two weeks ago, how much they actually drank during the past year, etc.)
Also, given the fact that the number of days seen by a mental health professional
increased the odds of being retained by 58 percent, other factors of dosage (e.g., number
of court appearances, amount of time spent in court, number of times meeting with court
monitor, etc.) might further contribute to retention. Also, while motivation to enter MHC
was considered, what participants actually perceived as being gained by remaining
enrolled in the court over time was not considered in the current research. It is also
plausible that motivation could factor into retention if a more reliable and valid measure
of motivation was used (see study limitations). Finally, the legal consequences of leaving
MHC (e.g., more punitive sentence, imposition of suspended time, jail time, etc.) were
not included in this research, but it is certainly conceivable that legal consequences could
play a part in a person’s sticking with the program.
Another potential influence is the fact that all data collected from participants
were baseline one-time measures. Thus, it is possible that participants’ conditions and the
residual effects on behaviors changed over time or that the conditions of participants
were particularly extreme on the day they were interviewed.
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In terms of the sample, the characteristics were homogenous on several factors. At
six months, the sample had not fully sorted into retained (e.g., graduated) and nonretained which could contribute to the unexplained variance. Finally, perhaps if more was
known about the characteristics of those individuals who were not referred or declined to
participate, these questions would have clearer answers.
Legal Recidivism
In the current study, 67 out of the 148 study participants (48%) obtained at least
one arrest between opt-in and at six month follow-up. It is notable that this is a higher
percentage than found in the non-retained participants (28%), confirming that having an
arrest did not always result in non-retention in these MHCs.
While the current study is the first to report 6-month recidivism measures, three
studies have reported arrest rates in the Anchorage, Palmer, and San Francisco sites at 12
months post opt-in. While different follow-up time frames make comparisons a
challenge, it is interesting to note that the percentage of Anchorage participants who were
arrested at 6-month follow-up in the current study (48%) was higher than the 12 month
arrest rate (39%) reported in Ferguson et al. (2008a). Ferguson et al. (2008b) also
reported the 12 month arrest rate of Palmer MHC participants (17%), which was similar
to the findings in the current study, in which 18 percent had been rearrested. However,
distinctly different results are seen in Cosden et al. (2003), who reported that 76 percent
of San Francisco MHC participants had been rearrested at 12 month follow-up, which
was considerably higher than the 49 percent reported in the current research.
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Comparison of Non-Recidivist and Recidivist Participants
While a few studies have compared characteristic differences between MHC
participants and treatment-as-usual groups (mentally ill but did not enroll in MHC) who
recidivated, no known study to date has assessed the characteristic differences between
MHC participants who recidivate with those who do not. In the current study, participants
who were not arrested (non-recidivists) at 6-months post opt-in were older, white, and
had significantly more years of education than participants who had at least one arrest
(recidivist). Neither gender nor marital status differed significantly between the nonrecidivist and recidivist groups. Perhaps this was due to the study sample’s
disproportionate number of males included in the study (63%) and the nearly universal
marital status of being single, never married (69%). Non-recidivists were found to be
significantly less likely to live in an institutional setting or have SSI/SSDI as their
primary income source, both of which could be related with lower levels of functioning
found within the recidivist group. Homelessness, employment, and access to health
insurance did not differ significantly between groups, possibly pointing to having two
similarly disadvantaged groups.
As predicted, prior rates of charges, arrests, and jail days were significantly lower
among the non-recidivist group than the recidivist group. However, differences between
non-recidivists and recidivists’ type of criminal charge, level of charge, number of
charges, or having a history of prior felony were not significant. This may be due to the
fact that there was little variance in the types of charges and that that over one-half (57%)
of the participants had a prior felony. Additionally, it is conceivable that participants may
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have been inconsistently charged in their level and/or number of charges in the first
place, making these measures potentially invalid in assessing between group differences.
While significantly higher levels of functioning and lower levels of psychiatric
severity were found within the non-recidivist group, neither group was functioning well.
Both groups had average GAF scores in the 40s, indicating a serious impairment in
functioning. Similarly, both groups had BPRS scores in the high 30s and low 40s,
indicative of both groups of participants being at least moderately seriously mentally ill
(Leucht et al., 2005). Interestingly, psychiatric diagnosis, MCSI scores, MARS scores,
being in treatment at opt-in, satisfaction with prior treatment, contact with mental health
providers, and reported history of psychiatric hospitalizations were not significantly
different between groups. This finding is in line with prior general offender research that
has shown that psychiatric and treatment-related factors are less important in relation to
recidivism than other criminogenic factors such as criminal history and substance use
(Andrews & Bonta, 2003; Andrews et al., 2006).
As predicted, non-recidivists reported significantly less substance use and less
serious misuse than recidivists. However, overall 76 percent of all participants
acknowledged using alcohol and 54 percent using drugs. The high reported rates of use
are particularly noteworthy given that in all likelihood participants were under court order
to abstain from substance use, and could be returned to jail if use was discovered. Thus, it
is possible that rates of use were under-reported. Only participants’ substance of choice
was not statistically different between the two groups, which may result from the fact that
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most all participants identified alcohol and marijuana as their primary substances of
choice, or perhaps the type of substance one uses is simply not related to recidivism.
HRQoL was not significantly different between groups. Even though health
disparities negatively affect individuals with mental illness in a variety of ways, they may
not play a role in increasing criminal justice contact or rearrest. However, it seems more
likely that participants lacked insight and were not able to accurately report the extent
that their health and mental health had impacted their quality of life.
Somewhat surprising, participants’ motivation for enrolling in MHC was not
different between groups, pointing out how little we know about why individuals would
elect or not elect to participate in a MHC and how that may or may not impact their
outcomes. Participants’ motivation to change was also not significantly different between
groups. However, due to problems with the measure (see study limitations), motivation
should not be ruled out as a potential factor that could impact recidivism. Also interesting
was the fact that while the MoJA was a significant predictor of program retention,
therapeutic alliance was not significantly different between the non-recidivist and
recidivist groups.
It is notable that only years of education scores significantly differed between
both the non-recidivist and recidivist groups and the retained/non-retained groups. This
suggests that a different set of factors may influence retention and non-recidivism.
Predictors of Non-Recidivism
Results from the logistic regression showed that being older, having more years of
education, being white, and having income other than SSI/SSDI were significantly
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predictive of non-recidivism at six months post opt-in. This model produced an accuracy
rate of 83 percent in detecting non-recidivism.
While this model accounted for up to 68 percent of the variance in nonrecidivism, there are several factors that may account for the remaining 39 percent that
were left unaccounted for. It is plausible that factors not included in this analysis could be
significant predictors of six month non-recidivism such as level of supervision, legal
liability, as well as program and treatment dosage. Also, additional factors that have been
known to increase the risk of recidivism such as one’s leisure activities, quality of social
and family relationships, and trauma history were not included in the current research
(Andrews & Bonta, 2003; Andrews et al., 2006). Furthermore, a six month follow-up
may not provide enough time to obtain the full effect of the impact of characteristics that
will become evident in future follow up.
Study Limitations and Strengths
This study was limited in a number of ways that warrant discussion and merit
consideration when interpreting the results. While feasibility issues (e.g., time, cost,
access to participants, lack of available or standardized data, and gathering data from
participants who experienced a serious mental illness) significantly dictated the
methodology employed in the study, resulting issues with the sample selection, sample
size, data collection, and measures may have also impacted the study’s findings.
In terms of sample selection, the fact that this study used availability sampling
prohibits generalization of the findings beyond the study sample. Additionally, the study
sample was restricted to MHC participants located in the specific study site cities, and
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therefore did not provide a representative sample of the diverse geographic locations of
MHCs.
It is plausible that there was a selection bias during participant recruitment by
MHC clinicians. It is possible that even when given a script, courts may have
unintentionally or intentionally steered some participants away from the research while
steering others toward participation based on some unknown criteria. As it is unknown
how the selected study participants compare to those who may have not been referred to
the study or declined to participate, this potential non-response bias raises another
possible limitation to this study.
While the a priori power analysis indicated that the study sample was adequate to
detect large and medium effects, the sample was not large enough to detect small effects.
Additionally, the small number of study sites limits this study as well. Another
consideration is that there may be something inherently different about MHCs that agree
to participate in research from those that do not. Had the proposed research involved only
the use of existing data, it is more likely that many more courts would have participated
and produced a larger sample. However, the data that are collected by most courts do not
typically extend beyond basic demographic information, if that.
Several data collection issues also potentially impact the findings of this research.
Using a cross-sectional snapshot could have found participants on a particularly good or
particularly bad day for clinical symptoms or cognitive functioning. The fact that most of
the data relied on participants’ self report can also be considered a limitation. While it is
only anecdotal, it seemed that the vast majority of participants made extraordinary efforts
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to be forthcoming in answering interview questions and those individuals far exceed the
few participants who may have intentionally under-reported their conditions either to
appear socially desirable or perhaps due to distrust of the confidentiality of the study.
Additionally, many of the measures required participants to remember past events or
bring to mind prior feelings or thoughts.
One factor that may have significantly impacted the results of this was the lack of
insight participants had about the extent and severity of their various conditions.
Additionally, while efforts were made to assure participants that the interviewers were
not looking for particular answers, research reactivity such as the participants wanting to
please and to be helpful to the interviewers may have also impacted their responses.
Another potential limitation was found in several of the study’s measures. While
all of the measures utilized in this research have been used previously with individuals
with serious mental illness, in some cases during data collection participants were either
too impaired or lacked insight to meet the demands of the measure. In other cases the
measure itself did not account for the situation many participants found themselves or the
measure made it easy to guess the “right” answer. Issues with each standardized measure
are discussed below.
GAF, BPRS and MCSI scores. A potential limitation in the use of the resulting
GAF scores was the fact that scores were assigned by any number of different diagnosing
clinicians without any measure of inter-rater reliability. Thus, it is possible that some
clinicians may have a tendency to assign high ratings, whereas others may tend to assign
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lower ratings. Similar to the GAF score issue, it is possible that the three interviewers did
not assign BPRS scores in a consistent manner.
Other issues may have affected MCSI scores. The MCSI is a self-report measure
that requires some level of insight and awareness of one’s own experiences and
behaviors. Some individuals who are actually more impaired may score lower because
they do not report their symptoms accurately In other cases, symptoms may be reported
tin what they believe to be a social desirable manner (e.g., less symptomatic). For
example, one participant who was clearly experiencing auditory hallucinations and
responding to his voices selected “never” when asked how often he heard or had seen
things that others did not believe were there.
SF-36. The SF-36 asks participants about how health and mental health-related
issues may have impacted their work, relationships, and other activities. Even though the
vast majority of participants have such a significant and chronic disability they receive
SSI/SSDI disability payments that they do not work, have very limited social supports,
and do not engage in many outside activities, many did not report any limitations in their
quality of life.
MARS. Some of the participants who were in jail or other institutional care may
have been reminded, dispensed, or forcibly administered their psychotropic medications.
Thus, participants may have responded to this measure in a way that was more a measure
of their caregiver than their own habits and attitudes toward taking medications.
Additionally, it is possible that the measure produced socially desirable answers,
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particularly as some participants were under court order to adhere to prescribed
medications.
AUDIT and DAST. When completing the AUDIT, it is possible that participants
under-reported their alcohol use. The DAST asks several questions that would be scored
in a way that would indicate more problematic drug use. However, some participants who
were very involved with drugs answered no to those questions. For example, several
participants answered no to a question that asked “have you ever lost friends because of
your drug use?” because all of their friends used drugs. Another question asked, “have
you ever lost a job due to your drug use?” also often resulted in a “no” response because
most of the participants do not work due to their disability. Also, the answers of the
DAST seemed to be clear to participants what the socially desirable answer was and it is
possible that participants minimized their substance use and responded to the measures to
be viewed in a more favorable light.
URICA. The URICA posed problems for some participants, particularly those
who had impaired cognitive functioning. Some questions were too difficult to
conceptualize or they required a degree of insight that was lacking in some participants.
Also, the questions in the URICA could have also produced socially desirable responses.
It is also possible that using one of the longer versions of the URICA would produce
more reliable and valid results.
MoJA. Even though extensive assurances were made about the confidentiality of
the measure and participants appeared to answer this measure in a very earnest and
honest manner, it is possible that participants believed that their responses would get back
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to the judge. That could have impacted their responses. Additionally, this measure was
potentially susceptible to recall bias by participants. As participants who were retained
had significantly higher MoJA scores, it raises the possibility that that participants who
were retained and doing well in the program (e.g., adhering to treatment and realizing
benefits of being involved in MHC) recalled their regard for the judge in light of their
success, resulting in overly positive responses. However, because the MoJA scores of
participants who did not recidivate and were also doing well in the program did not
significantly differ from those who recidivated, this decreases the likelihood that recall
bias significantly influenced these results. A final potential measurement limitation is
that all of the measures called upon participants to accurately recall past behaviors,
thoughts, feelings, and events.
Despite the aforementioned limitations, the merits of this study support the
potential value of its findings. A significant strength of this study was the fact that
original participant-provided data were collected rather than relying on limited or flawed
available records. While labor intensive, conducting individual interviews by skilled
interviewers to collect data provided the best assurance that participants understood the
questions, were able to ask for clarification when needed, and answered accurately. This
allowed for collection of previously undocumented characteristic information about
MHC participants. Additional strengths were the use of multiple study sites, an adequate
sample size, the use of standardized measures, and collecting data from multiple sources.
The value of this study is further supported by the fact that this line of research on
MHCs is so new. There are no known previous studies that have attempted to answer the
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questions posed by this study. This study is the first to collect data from MHC
participants using the MARS, DAST, AUDIT, URICA, SF-36, and MoJA. Additionally,
this study provides the first review of published literature to identify the known basic
characteristics of MHC participants. Most importantly, this is the first study to evaluate
this comprehensive number of selected characteristics and their ability to predict reduced
recidivism and improved program retention among MHC participants.
Implications for Policy, Practice, and Further Research
The findings from this research will help inform policy, practice, and future
research. First, this research will inform social policy regarding program funding,
implementation, and technical assistance. Understanding the factors that are associated
with retention and recidivism will help policy makers to more effectively target resources
and be better informed when establishing priorities for future program development and
funding, as well as setting meaningful benchmark measure for evaluating courts, and
providing support and training to funded court programs.
There are several important findings from this research that can be used by MHC
programs. MHCs accept participants without knowing much about the person, and often
without a structured means of assessment. While programs cannot change some factors
that were found to be related retention and non-recidivism, such as age and education,
there are several factors that MHCs can effectively impact. For example, significant
differences in substance use were found between those participants who did and did not
recidivate. A stronger focus on obtaining integrated treatment for comorbid mental health
and substance use disorders is possible to effect by these courts. Given the importance
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that graduation may play in reduced recidivism as found in prior outcome studies and the
relationship factors that were predictive of program retention in the current study, courts
should use this information to evaluate their current program and consider receiving
additional training about increasing treatment alliance between court professionals and
participants. These research findings may also help MHC programs improve their
performance as they develop policies and procedures, allocate resources, target outreach
and program evaluations, and serve their participants. Additionally, by learning what
characteristics and factors best predict participant success, potential MHC participants
and their counsel can make more informed choices about the potential benefits and
likelihood for success when considering entering a MHC program. Additionally, MHC
programs may use these findings to better assess potential participants, provide more
targeted treatment and other related support services, and consider ways to increase
working alliance with participants.
While this study adds to the literature on MHCs and provides a foundation for
further research, the findings also illuminate the need for several additional lines of
inquiry. First, to better understand MHC program retention factors, future research
studies may consider incorporating qualitative research methodology in order to obtain a
more in-depth perspective on what participants identify as their reasons for refusing or
entering and staying or leaving MHC. Furthermore, additional research about the role that
relationships, attitudes toward the program, and program “dosage” play in retention
should be further explored. Finally, understanding more about the real or perceived
consequences for terminating from the program may add additional insight into factors
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that keep participants involved in the program. To discover more about the factors related
to legal recidivism and non-recidivism, further assessment of known criminogenic risk
factors not included in this study is warranted to determine if the same factors that create
increased risk in general offender populations hold true among MHC participants.
Conclusion
In conclusion, this study was conducted to identify characteristics of MHC
participants and determine if those characteristics were predictive of six-month follow-up
measures of program retention and non-recidivism. Participants who were retained were
significantly older and more educated, than those who were not retained. Furthermore,
the study confirmed a predictive relationship between more years of education, more
frequent contact with a mental health provider, and a stronger relationship with the MHC
judge with six-month program retention. Participants who did not recidivate were
significantly older, more educated, white, lived independently, had fewer prior charges,
arrests, and jail days, higher levels of functioning, less severe psychiatric symptoms, and
less serious alcohol and drug use/misuse than the recidivist group. Moreover, being older,
white, more educated, and having income other than SSI/SSDI were significantly
predictive of six-month non-recidivism.
The findings from this study provide a contribution to the fields of social work
and criminal justice, by extending the current knowledge about who MHC participants
are, who is more likely to be retained and not retained, and who is more likely to
recidivate and not recidivate. Future research should include more mental health court
sites throughout the country to increase sample size and improve geographic
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representation as well as include longer follow-up periods. Practitioners, policy makers,
and researchers are encouraged to continue to define what constitutes participant and
program success in MHCs, identify those participant and program characteristics most
associated with achievement of positive outcomes for program participants, and compare
those outcomes to traditional process and other diversionary approaches to assess the
utility and effectiveness of these alternative problem-solving courts.

171

References
Aas, I. H. M. (2010). Global Assessment of Functioning (GAF): Properties and frontier
of current knowledge. Annals of General Psychiatry, 9(20), 2-11. doi:10.1186/
1744-859X-9-20
Abram, K., & Teplin, L. (1991). Co-occurring disorders among mentally ill jail detainees:
Implications for public policy. American Psychologist, 46, 1036–1045.
doi:10.1037/0003-066X.46.10.1036
Abram, K. M., Teplin, L. A., & McClelland, G. M. (2003). Co-morbidity of severe
psychiatric disorders and substance use disorders among women in jail. American
Journal of Psychiatry, 160(5), 1007–1010. doi:10.1176/appi.ajp.160.5.1007
Abramson, M. F. (1972). The criminalization of mentally disordered behavior: Possible
side-effect of a new mental health law. Hospital and Community Psychiatry, 23,
101–105.
Alaska Judicial Council. (2007). Criminal recidivism in Alaska. Retrieved from
http://www.ajc.state.ak.us/reports/1-07CriminalRecidivism.pdf
Alemango, S. A., Shaffer-King, E., Tonkin, P., & Hammel, R. (2004). Characteristics of
arrestees at risk for co-existing substance abuse and mental disorder (No.
207142). Washington, DC: Bureau of Justice.
American Correctional Association. (2010). Government and public affairs. Retrieved
from https://www.aca.org/government/population.asp
American Psychiatric Association. (2000). Diagnostic and statistical manual of mental
disorders (Revised 4th ed.). Washington, DC: Author.
American Psychiatric Association. (2001). Psychiatric services in jails and prisons: A
task force report of the American Psychiatric Association (2nd ed.).Washington,
DC: Author.
American Psychiatric Association, Task Force on Research Ethics. (2006). Ethical
principles and practices for research involving human participants with mental
illness. Psychiatric Services, 57(4), 552–557. doi:10.1176/appi.ps.57.4.552
American Society of Criminology. (2001). The use of incarceration in the United States.
Retrieved from http://www.asc41.com/policypaper1.html
Andrews, D. A., & Bonta, J. (2003). The psychology of criminal conduct (3rd ed.).
Cincinnati, OH: Anderson Publishing Co.
Andrews, D. A., Bonta, J., & Wormith, J. S. (2006). The recent past and near future of
risk and/or need assessment. Crime and Delinquency, 52(1), 7–27. doi:10.1177/
0011128705281756
Appelbaum, P., & Grisso, T. (2001). MacArthur Competence Assessment Tool for
Clinical Research (MacCAT-CR). Sarasota, FL: Professional Resource Press.
Austin, J., Bruce, M. A., Carroll, L., McCall, P. L., & Richards, S. C. (2001). The use of
incarceration in the United States: American Society of Criminology National
Policy Committee. Critical Criminology: An International Journal, 10(2), 17–
41. doi:10.1023/A:1013111619501
172

Babor, T. F., Higgins-Biddle, J. C., Saunders, J. B. & Monterio, M. G. (2001). The
Alcohol Use Disorder Identification Test: Guidelines for use in primary care (2nd
ed.). Geneva, Switzerland: World Health Organization. Retrieved from
http://whqlibdoc.who.int/hq/2001/WHO_MSD_MSB_01.6a.pdf
Bachrach, L. (2000). The past and future of mental health services: An interview with
Leona Bachrach. Psychiatric Services, 51(12), 1511–1512. doi:10.1176/ appi.
ps.51.12.1511
Barr, H. (2001). Mental health courts: An advocate’s perspective. Urban Justice Center
Mental Health Project. Retrieved from http://www.urbanjustice.org/pdf/
publications/mentalhealth/MentalHealthCourts.pdf
Beck, A. J., Harrison, P. M., & Adams, D. B. (2007). Sexual violence reported by
correctional authorities, 2006. NCJ 218914. Washington, DC: U.S. Department of
Justice Office of Justice Programs.
Beck, A. J., & Maruschak, L. M. (2001). Mental health treatment in state prisons, 2000.
Washington, DC: U.S. Department of Justice, Bureau of Justice Statistics Special
Report, NCJ 188215.
Beck, A. T., Epstein, N., Brown, G., & Steer, R. A. (1988) An inventory for measuring
clinical anxiety: Psychometric properties. Journal of Consulting and Clinical
Psychology, 56(6), 893–897. doi:10.1037//0022-006X.56.6.893
Beck, A. T., Ward, C. H., Mendelson, M., Mock, J., & Erbaugh, J. (1961). An inventory
for measuring depression. Archives of General Psychiatry, 4(6), 561– 571.
Belenko, S., Wolff, N., & Holland, N. (May, 2009). Improving the evidence base:
formative evaluations of problem-solving courts. Policy Brief. New Brunswick,
NJ: Center for Behavioral Health Services and Criminal Justice Research, Rutgers
University. Retrieved from http://cbhs.rutgers.edu/pdfs/Policy_Brief_5_09.pdf
Bell, M. D., Lysaker, P. H., Beam-Goulet, J. L., Milstein, R. M., & Lindenmayer, J. P.
(1994). Five component model of schizophrenia: Assessing the factoral invariance
of the positive and negative syndrome scale. Psychiatry Research, 52(3), 295 –
303.
Bernstein, M. S. (2008). Comparison of mentally ill detainees who opt-in or opt-out of
mental health court (Doctoral dissertation). Retrieved from Dissertation Abstracts
International. (UMI No. 3349292)
Bess Associates (2004, October). Mentally ill offender crime reduction grant program.
Butte County Forensic Research Team (FOREST). Oroville, Ca: Author.
Retrieved from http://www.garybess.com/samples/Applied_Research_ Mentally
_Ill.pdf
Bewley, M. T., & Morgan, R. D. (2010). National survey of mental health services
available to offenders with mental illness: Who is doing what? Law and Human
Behavior. Advance online publication. doi:10.1007/s10979-010-9242-4
Biltz, C. L., Wolff, N., & Shi, J. (2008). Physical victimization in prison: The role of
mental illness. International Journal of Law and Psychiatry, 31(5), 385–393.
doi:10.1016/j.ijlp.2008.08.005
173

Bonta, J., Law, M., & Hanson, K. (1998). The prediction of criminal and violent
recidivism among mentally disordered offenders: A meta-analysis. Psychological
Bulletin,123(2), 123–142. doi:10.1037/0033-2909.123.2.123
Boothroyd, R., Mercado, C., Poythress, N., Christy, A., & Petrila, J. (2005). Clinical
outcomes of defendants in Mental Health Court. Psychiatric Services, 56(7),
829–834. doi:10.1176/appi.ps.56.7.829
Boothroyd, R., Poythress, N., McGaha, A., & Petrila, J. (2003). The Broward Mental
Health Court: Process, outcomes, and service utilization. International Journal of
Law and Psychiatry, 26(1), 55–71. doi:10.1016/S0160-2527(02)00203-0
Borum, R., Swanson, J., Swartz, M., & Hiday, V. (1997). Substance abuse, violent
behavior, and police encounters among persons with severe mental disorder.
Journal of Contemporary Criminal Justice, 13(3), 236–250. doi:10.1177/
1043986297013003004
Boulden, W. T., Bushur, D. M., Taylor, M., Pickman, A., Kush, K., Luu, K. Helin, M.
M., Liedtke, E. R., Haggerty, K., & Propps, S. (2009, February). Jackson County
Mental-Health Court: Annual progress report, January – December 2008. Kansas
City, MO: Resource Development Institute. Retrieved from
http://www.rdikc.org/downloads/MHC_2008Annual.pdf
Brekke, J. S., Prindle, C., Bae, S. W., & Long, J. D. (2001). Risks for individuals with
schizophrenia who are living in the community. Psychiatric Services, 52(10),
1358–1365. doi:10.1176/appi.ps.52.10.1358
Broner, N., Lang, M., & Behler, S. A. (2009). The effect of homelessness, housing type,
functioning, and community reintegration supports on mental health court
completion and recidivism. Journal of Dual Diagnosis, 5(3), 323–356. doi:
10.1080/15504260903358801
Burlingame, G. M., Seaman, J. E., Whipple, E., Rees, F., Earnshaw, D., Spencer, R., et
al. (2006). Sensitivity to change of the Brief Psychiatric Rating Scale - Extended
(BPRS-E): An item and subscale analysis. Psychological Services, 3(2), 77–87.
doi:10/1037/1541-1559.3.2.77
Butterfield, F. (1998). Prisons replace hospitals for the Nation's mentally ill. New York
Times, March 5, 1998, A1.
Butts, J. A. (2001). Introduction: Problem-solving courts. Law and Policy, 23(2), 121–
124. doi:10.1111/1467-9930.00106
Callahan, L. (August, 2011). The role of co-occurring disorders in outcomes in mental
health courts. Webinar.presentation. NASMHPD Research Institute.
Carey, K. B., Purnine, D. M., Maisto, S. A., & Carey, M. P. (1999). Assessing readiness
to change substance abuse: A critical review of instruments. Clinical Psychology:
Science and Practice, 6(3), 245–266. doi:10.1093/clipsy.6.3.245
Case, B. A., Steadman, H. J., Dupuis, S. A., & Morris, L. S. (2009). Who succeeds in jail
diversion programs for persons with mental illness? A multi-site study.
Behavioral Sciences and the Law, 27(5), 661–674. doi:10.1002/bsl.883

174

Casey, P. A., & Rottman, D. B. (2005). Problem solving courts: Models and trends.
Justice System Journal, 26(1), 35–56.
Casey, P. M., & Rottman, D. B. (2003). Problem-solving courts: Models and trends.
Williamsburg, VA: National Center for State Courts. Retrieved from
http://community-corrections
fall09.wiki.uml.edu/file/view/Problem+Solving+Justice+Overview.pdf
Cassidy, C. M., Schmitz, N., & Malla, A. (2008). Validation of the Alcohol Use
Disorders Identification Test and the Drug Abuse Screening Test in first episode
psychosis. Canadian Journal of Psychiatry, 53(1), 26- 33. Retrieved from
http://publications.cpa-apc.org/media.php?mid=565
Chandler, R. K., Peters, R. H., Field, C., & Juliano-Bult, D. (2004). Challenges in
implementing evidence-based treatment practices for co-occurring disorders in the
criminal justice system. Behavioral Sciences and the Law, 22(4), 431–448.
doi:10.1002/bsl.598
Christy, A., Poythress, N., Boothroyd, R., Petrila, J., & Mehra, S. (2005). Evaluating the
efficiency and community safety goals of the Broward County Mental Health
Court. Behavioral Sciences & the Law, 23(2), 227–243. doi:10.1002/bsl.647
Ciarolo, J. A., Edwards, D. W., Kiresuk, T. J., Newman, F. L., & Brown, T. R. (1981).
Colorado symptom index, Washington, DC: National Institute of Mental Health.
Cocco, K., & Carey, K. (1998). Psychometric properties of the Drug Abuse Screening
Test in psychiatric outpatients. Psychological Assessment, 10(4), 408–414.
doi:10.1037//1040-3590.10.4.408
Cohen, J. (1988). Statistical power analysis for the behavioral sciences (2nd ed.).
Hillsdale, NJ: Lawrence Earlbaum Associates.
Community Mental Health Centers Construction Act of 1963, Pub. L. No. 88-164, Title
42, U.S. Code §4332 (2006).
Conrad, K. J., Yagelka, J. R., Matters, M. D., Rich, A. R., Williams, V., & Buchanan, M.
(2001). Reliability and validity of a Modified Colorado Symptom Index in a
national homeless sample. Mental Health Services Research, 3(3), 141–153.
doi:10.1023/A:1011571531303
Corrigan, P. W., & Larson, J. E. (2006). Stigma. In K. T. Mueser & D. V. Jeste (Eds.),
Clinical handbook of schizophrenia (pp. 533-540). New York, NY: Guilford
Press.
Corrigan, P. W., & Watson, A. C. (2005). Findings from the National Comorbidity
Survey on the frequency of violent behavior in individuals with psychiatric
disorders. Psychiatry Research, 136(2-3), 153–162. doi:10.1016/j.psychres.
2005.06.005
Cosden, M., Basch, J. E., Campos, E., Greenwell, A., Barazani, S., & Walker, S. (2006).
Effects of motivation and problem severity on court-based drug treatment. Crime
and Delinquency, 52(4), 599–618. doi:10.1177/0011128705284287
Cosden, M., Ellens, J., Schnell, J., & Yamini-Diouf, Y. (2005). Efficacy of a mental
health treatment court with assertive community treatment. Behavioral Sciences
& the Law, 23(2), 199–214. doi:10.1002/bsl.638
175

Cosden, M., Ellens, J. K., Schnell, J. L., Yamini-Diouf, Y., & Wolfe, M. M. (2003).
Evaluation of a mental health treatment court with assertive community treatment.
Behavioral Sciences and the Law, 21(4), 415–427. doi:10.1002/bsl.542
Council of State Governments. (2002). Criminal justice/mental health consensus project.
New York, NY: Author.
Council of State Governments. (2006). Mental health courts: A national snapshot. New
York, NY: Council of State Governments Justice Center. Retrieved from
http://www.ojp.usdoj.gov/BJA/pdf/MHC_National_Snapshot.pdf
Council of State Governments, Criminal Justice/Mental Health Consensus Project.
(2010). Infonet court programs. Retrieved from http://www.cjmhinfonet.org/
main/search?pst=category&category=Courts&data_type=Programs&state=
Cox, G. (2003). Screening inmates for suicide using static risk factors. The Behavior
Therapist, 26(1), 212–214. Retrieved from http://www.abct.org/docs/PastIssue/
26n1.pdf
Crippa, J. A. S., Sanches, R. F., Hallak, J. E. C, Loureiro, S. R., & Zuardi, A. W. (2001).
A structured interview guide increases Brief Psychiatric Rating Scale reliability in
raters with low clinical experience. Acta Psychiatrica Scandinavica, 103(6), 465–
470. doi:10.1034/j.1600-0447.2001.00185.x
Cuellar, A. E., Snowden, L. M., & Ewing, T. (2007). Criminal records of persons served
in the public mental health system. Psychiatric Services,58(1),114–120.
doi:10.1176/appi.ps.58.1.114
Daniel, A. E. (2007). Care of the mentally ill in prisons: Challenges and solutions.
Journal of the American Academy of Psychiatry and the Law, 35(4), 406–410.
Retrieved from http://www.jaapl.org/cgi/reprint/35/4/406
Dauphinot, L. L. (1996). The efficacy of community correctional supervision for
offenders with severe mental illness (Doctoral dissertation). Retrieved from
ProQuest Dissertation Abstracts. (UMI No. 9705820)
Deane, M. W., Steadman, H. J., & Borum, R. (1999). Emerging partnerships between
mental health and law enforcement. Psychiatric Services, 50(1), 99–101.
Retrieved from http://ps.psychiatryonline.org/cgi/reprint/50/1/99
De Groot, J. (1997, October 12). Mental trap: The state’s mentally ill are caught in a
vicious cycle that clogs jails and costs Florida taxpayers. Sun-Sentinal (Ft.
Lauderdale), p. A1.
Derogatis, L. R. (1993). Brief Symptom Inventory (BSI) administration, scoring, and
procedures manual (3rd ed.). Minneapolis, MN: National Computer Systems.
Desai, R. A. (2003). Jail diversion services for people with mental illness: What do we
really know? In W. H. Fisher (Ed.), Community-based interventions for criminal
offenders with severe mental illness (Vol. 12, pp. 99-121). Kidlington, Oxford:
Elsevier Sciences. doi:10.1016/S0192-0812(03)80019-3
Diamond, P. M., Wang, E. W., Holzer, C. E., Thomas, C., & Cruser, D. A. (2001). The
prevalence of mental illness in prison. Administration & Policy in Mental Health,
29(1), 21–40. doi:10.1023/A:1013164814732
176

DiClemente, C. C., Carbonari, J., Zweben, A., Morrel, T., & Lee, R. E. (2001).
Motivation hypothesis causal chain analysis. In R. Longabaugh, & P. W. Wirtz
(Eds.), Project MATCH: A priori matching hypotheses, results, and mediating
mechanisms. National Institute on Alcohol Abuse and Alcoholism Project
MATCH Monograph Series, 8, 206–222. Rockville, MD: National Institute on
Alcohol Abuse and Alcoholism.
Ditton, P. M. (1999). Mental health and treatment of inmates and probationers: Special
Report. Washington, DC: U.S. Department of Justice, Bureau of Justice Statistics.
Draine, J. (2003). Where is the “illness” in the criminalization of mental illness? In W. H.
Fisher (Ed.), Community-based interventions for criminal offenders with severe
mental illness (Vol. 12, pp. 9-21). Kindlington, Oxford: Elsevier Science.
Draine, J., Salzer, M. J., Culhane, D. P., & Hadley, T. R. (2002). Role of social
disadvantage in crime, joblessness, and homelessness among persons with serious
mental illness. Psychiatric Services, 53(5), 565–573. doi:10.1176/appi.ps.53.5.
565
Draine, J., Wilson, A. B., Metraux, S., Hadley, T., & Evans, A. C. (2010). The impact of
mental illness status on the length of jail detention and legal mechanism of jail
release. Psychiatric Services, 61(5), 458–652. doi:10.1176/appi.ps.61.5.458
Draine, J. D., Wolff, N., Jacoby, J. E., Hartwell, S., & Duclos, C. (2005). Understanding
community re-entry of former prisoners with mental illness: A conceptual model
to guide new research. Behavioral Sciences & the Law, 23(5), 689–707.
doi:10.1002/ bsl.642
Dvoskin, J. A., & Steadman, H. J. (1994). Using intensive case management to reduce
violence by mentally ill persons in the community. Hospital and Community
Psychiatry, 45(7), 679-684. Retrieved from
http://ps.psychiatryonline.org/cgi/content/abstract/45/7/679
Eckberg, D. (2006). Evaluation of the Hennepin County mental health court.
Hennepin County, Minnesota. Fourth Judicial District Research Division.
Retrieved from http://nicic.gov/Library/022436
Erickson, S. K., Campbell, A., & Lamberti, J. S. (2006). Variations in mental health
courts: Challenges, opportunities, and a call for caution. Community Mental
Health Journal, 42(4), 335–344. doi:10.1007/s10597-006-9046-7
Evans, K., & Sullivan, J. M. (2001). Dual Diagnosis: Counseling the mentally ill
substance abuser (2nd ed.). New York, NY: Guilford Press.
Faul, F., Erdfelder, E., Lang, A. G., & Buchner, A. (2007). G*Power 3: A flexible
statistical power analysis program for the social, behavioral, and biomedical
sciences. Behavior Research Methods, 39(2), 175–191. Retrieved from
http://www.springerlink.com/content/6364040v4j251g46/fulltext.pdf
Fazel, S., & Danesh, J. (2002). Serious mental disorder in 23,000 prisoners: A systematic
review of 62 surveys. Lancet, 359(9306), 545–550. doi:10.1016/S01406736(02)07740-1.
Feder, L. (1994). Psychiatric hospitalization history and parole decisions. Law and
Human Behavior, 18(4), 395–410. doi:10.1007/BF01499047
177

Fellner, J. (2006). A corrections quandary: Mental illness and prison rules. Harvard Civil
Rights-Civil Liberties Law Review, 41, 391–412. Retrieved from
http://www.lexisnexis.com.ezproxy.lib.utexas.edu/hottopics/lnacademic/?sfi=AC
00NBGenSrch&csi=143842&shr=t
Ferguson, A., Hornby, H., & Zeller, D. (2008a). Outcomes from the last frontier: An
evaluation of the Anchorage mental health court. Anchorage, AK: Alaska Mental
Health Trust Authority. Retrieved from
http://www.mhtrust.org/documents/ACRP%20Report%20FINAL1.pdf
Ferguson, A., McAuley, K., Hornby, H., & Zeller, D. (2008b). Outcomes from the last
frontier: An evaluation of the Palmer Coordinated Resources Project. Palmer
Mental Health Court. Anchorage, AK: Alaska Mental Health Trust Authority.
Retrieved from http://www.mhtrust.org/documents_mhtrust/
Palmer%20Mental% 20Health%20Court%20Evaluation.pdf
Fialko, L., Garety, P. A., Kuipers, E., Dunn, G., Bebbington, P. E., Fowler, D., &
Freeman, D. (2008). A large-scale validation study of the Medication Adherence
Rating Scale (MARS). Schizophrenia Research, 100(1-3), 53–59. doi:10.1016/
j.schres.2007.10.029.
Field, C. A., Adinoff, B., Harris, T. R., Ball, S. A., & Carroll, K. M. (2009). Construct,
concurrent and predictive validity of the URICA: Data from two multi-site
clinical trials. Drug and Alcohol Dependence, 101(1-2), 115–123. doi:10.1016/
j.drugalcdep.2008.12.003
Fisher, W. H., Roy-Bujnowski, K. M., Grudzinskas Jr., A. J., Clayfield, J. C., Banks,
S. M., & Wolff, N. (2006a). Patterns and prevalence of arrest in a statewide
cohort of mental health care consumers. Psychiatric Services, 57(11), 1623–1628.
doi:10.1176/appi.ps.57.11.1623
Fisher, W. H., Silver, E., & Wolff, N. (2006b). Beyond criminalization: Toward a
criminologically-informed mental health policy and services research.
Administration &Policy in Mental/Health & Mental Health Services Research,
33(5), 544–557. doi:10.1007/s10488-006-0072-0.
Fisler, C. (2005). Building trust and managing risk: A look at a felony mental health
court. Psychology, Public Policy, and Law, 11(4), 587–604. doi:10.1037/10768971.11.4.587.
Fleiss, J. L., Levin, B., & Paik, M. C. (2003). Statistical methods for rates and
proportions (3rd ed.). New York, NY: John Wiley & Sons.
Frailing, K. (2010). How mental health courts function: Outcomes and observations.
International Journal of Law and Psychiatry, 33(4), 207–213. doi:10.1016/
j.ijlp.2010.06.001
Frottier, P., Fruehwald, S., Ritter, K., Eher, R., Schwarzler, J., & Bauer, P. (2002).
Jailhouse blues revisited. Social Psychiatry and Psychiatric Epidemiology, 37,
68–73. doi:10.1007/s127-002-8217-7
Gavin, N., Parsons, S., & Grubin, D. (2003). Reception screening and mental health
needs assessment in a male remand prison. Psychiatric Bulletin, 27(7), 251–253.
doi:10.1192/pb.27.7.251
178

George, D., & Mallery, P. (2010). SPSS for windows step by step: A simple guide and
reference 17.0 update (10th ed.). Boston, MA: Allyn & Bacon.
Glaze, L. E., & Bonczar, T. P. (2009). Probation and parole in the United States, 2008.
Bureau of Justice Statistics Bulletin, NCJ 229230. Washington, DC: U.S.
Department of Justice, Office of Justice Programs, Bureau of Justice Statistics.
Godley, S. H., Finch, M., Dougan, L., McDonnell, M., McDermeit, M., & Carey, A.
(2000). Case management for dually diagnosed individuals involved in the
criminal justice system. Journal of Substance Abuse Treatment, 18(2), 137–148.
doi:10.1016/S0740-5472(99)00027-6
Goin, M. K. (2004). Mental illness and the criminal justice system: Redirecting resources
toward treatment, not containment. Arlington, VA: The American Psychiatric
Association. Retrieved from http://archive.psych.org/edu/other_res/lib_archives/
archives/200401.pdf
Goldkamp, J. S., & Irons-Guynn, C. (2000). Emerging judicial strategies for the
mentally ill in the criminal caseload: Mental health courts in Fort Lauderdale,
Seattle, San Bernardino, and Anchorage. NCJ 182504. Washington, DC: U.S.
Department of Justice, Office of Justice Programs, Bureau of Justice Assistance.
Greenberg, G. A., & Rosenheck, R. A. (2008). Jail incarceration, homelessness,
and mental health: A national study. Psychiatric Services, 59(2), 170–177.
doi:10.1176/appi.ps.59.2.170
Greenwood, R. M., Schaefer-McDaniel, N. J., Winkel, G., & Tsemberis, S. J. (2005).
Decreasing psychiatric symptoms by increasing choice in services for adults with
histories of homelessness. American Journal of Community Psychology, 36(3/4),
223–238. doi:10.1007/s10464-005-8617-z
Griffin, P., Steadman, H., & Petrila, J. (2002). The use of criminal charges and sanctions
in mental health courts. Psychiatric Services, 53(10), 1285–1289. doi:10.1176/
appi.ps.53.10.1285
Gurrera, M. (2005). An evaluation of a mental health court: Process, procedure, and
outcome (Doctoral dissertation). Retrieved from Dissertation Abstracts
International. (UMI No. 3269390)
Haddock, G., & Shaw, J. J. (2008). Understanding and working with aggression,
violence, and psychosis. In K. T. Mueser & D. V. Jeste (Eds.), Clinical handbook
of schizophrenia (pp. 398-410). New York, NY: Guilford Press.
Hafkenscheid, A. (1993). Reliability of a standardized and expanded Brief Psychiatric
Rating Scale: A replication study. Acta Psychiatrica Scandanavia, 88(5), 305–
310. doi:10.1111/j.1600-0447.1993.tb03464.x
Haimowitz, S. (2004). Slowing the revolving door: Community reentry of the mentally
ill. Psychiatric Services, 55(4), 373–375. doi:10.1176/appi.ps.55.4.373
Harel, T. Z., Smith, D.W., & Rowles, J. M. (2002). A comparison of psychiatrists'
clinical-impression-based and social workers' computer-generated GAF scores.
Psychiatric Services, 53(3), 340–342. doi:10.1176/appi.ps.53.3.340

179

Harris, V., & Dagadakis, C. (2004). Length of incarceration: Was there parity for
mentally ill offenders? International Journal of Law and Psychiatry, 27(4), 387–
393. doi:10.1016/j.ijlp.2004.04.001
Harrington, S. P. M. (1999). New Bedlam: Jails - not psychiatric hospitals - now care for
the indigent mentally ill. The Humanist, 59(3), 9–13.
Harrison, K. S., & Rogers, R. (2007). Axis I screens and suicide risk in jails: A
comparative analysis. Assessment, 14(2), 171–180. doi:10.1177/107319110629
6483
Hartwell, S. W. (2004). Comparison of offenders with mental illness only and offenders
with dual diagnoses. Psychiatric Services, 55(2), 145–150. doi:10.1176/appi.ps.
55.2.145
Hasselbrack, A. M. (2001). Opting in to mental health courts. Corrections Compendium,
26(10), 4–25.
Hayes, L. M. (1995). Prison suicide: An overview and guide to prevention. Alexandria,
VA: National Center on Institutions and Alternatives.
Heesch, K. C., Velasquez, M. M., & von Sternberg, K. (2005). Readiness for mental
health treatment and for alcohol treatment in patients with comorbid psychiatric
and alcohol disorders: Are they congruent? Addictive Behaviors, 30(3), 531–543.
doi:10.1016/j.addbeh.2004.08.003
Hedlund, J. L., & Vieweg, B. W. (1980). The brief psychiatric rating scale (BPRS): A
comprehensive review. Journal of Operational Psychiatry, 11(1), 48–63.
Herinckx, H. A., Swart, S. C., Ama, S. M., Dolezal, C. D, & King, S. (2005). Rearrest
and linkage to mental health services among clients of the Clark County Mental
Health Court program. Psychiatric Services, 56(7), 853–857. doi:10.1176/appi.
ps.56.7.853
Hiday, V. A., Moore, M. E., Lamoureaux, M., & de Magistris, J. (2005). North Carolina's
Mental Health Court. Popular Government, Spring/Summer, 24-30.
Hiday, V. A., & Ray, B. (2010). Arrests two years after exiting a well-established mental
health court. Psychiatric Services, 61(5), 463–468. doi:10.1176/appi.ps.61.5.463
Hiday, V. A., Swartz, M., Swanson, J. W., Borum, R., & Wagner, H. R. (2002). Impact
of outpatient commitment on victimization of people with severe mental illness.
American Journal of Psychiatry, 159(8), 1403–1411. doi:10.1176/ appi.ajp.159.8.
1403
Hills, H., Seigfried, C., & Ickowitz, A. (2004). Effective mental health services:
Guidelines to expand and improve treatment (No. 018604). Washington, DC:
U.S. Department of Justice, National Institute of Corrections.
Hilsenroth, M. J., Ackerman, S. J., Blagys, M. D., Baumann, B. D., Baity, M. R., Smith,
S. R., Price, J. L., Smith, C. L., Heindselman, T. L., Mount, M. K., & Holdwick,
D. J., Jr. (2000). Reliability and validity of DSM-IV Axis V. American Journal of
Psychiatry, 157(11), 1858–1863. doi:10.1176/appi.ajp.157.11.1858
Hogan, T. P., Awad, A. G., & Eastwood, R. (1983). A self-report scale predictive of drug
compliance in schizophrenics: Reliability and discriminative validity.
Psychological Medicine, 13(1), 177–183.doi:10.1017/S0033291700050182
180

Hosmer, D. W., & Lemeshow, S. (2000). Applied logistic regression (2nd ed.). Hoboken,
NJ: John Wiley and Sons.
Horvath, A. O., & Greenberg, L. S. (1989). Development and validation of the Working
Alliance Inventory. Journal of Counseling Psychology, 36, 223–233.
doi:10.1037//0022-0167.36.2.223
Human Rights Watch. (2003). Ill-equipped: U.S. prisons and offenders with mental
illness. Retrieved from http://www.hrw.org/reports/2003/usa1003/
International Network on Therapeutic Jurisprudence. (2010). Welcome. Retrieved from
http://www.law.arizona.edu/depts/upr-intj/
Ivanoff, A., Jang, S. J., & Smyth, N. J. (1996). Clinical risk factors associated with
parasuicide in prison. International journal of Offender Therapy and Comparative
Criminology, 40(2), 135–146. doi:10.1177/0306624X96402006
James, D. J., & Glaze, L. E. (2006). Mental health problems of prison and jail inmates.
Bureau of Justice Statistics: Special Report. NCJ 213600. Washington, DC: U.S.
Department of Justice, Office of Justice Programs, Bureau of Justice Statistics.
Junginger, J., Claypoole, K., Laygo, R., & Crisanti, A. (2006). Effects of serious mental
illness on substance abuse on criminal offenses. Psychiatric Services, 57(6), 879–
882. doi:10.1176/appi.ps.57.6.879
Kavanagh, D. J. (2006). Management of co-occurring substance use disorders. In K.
T. Mueser & D. V. Jeste (Eds.), Clinical handbook of schizophrenia (pp. 459470). New York, NY: Guilford Press.
Kay, S. R., Fiszbein, A., & Opler, L A. (1987). The positive and negative syndrome scale
(PANSS) for schizophrenia. Schizophrenia Bulletin, 13(2), 261–276.
Kennedy, A. M. (2003). Speech by Justice Anthony Kennedy at ABA Annual Meeting.
Retrieved from http://www.abanow.org/2003/08/speech-by-justice-anthonykennedy-at-aba-annual-meeting/
Kessler, R. C., Wai Tat Chiu, A. M., Demler, O., & Walters, E. E. (2005). Prevalence,
severity, and comorbidity of 12-Month DSM-IV disorders in the National
Comorbidity Survey replication. Archives of General Psychiatry, 62(6), 617–627.
doi:10.1001/archpsyc.62.6.617
Kinnamen, J. E., Bellack, A. S., Brown, C. H., & Yang, Y. (2007). Assessment of
motivation to change substance use in dually diagnosed schizophrenia patients.
Addictive Behavior, 32(9), 1798 – 1813. doi:10.1016/j.addbeh.2006.12.010
Krelstein, M. S. (2002). The role of mental health in inmate disciplinary process: A
national survey. Journal of the American Academy of Psychiatry and the Law,
30(4), 488–496. Retrieved from http://www.aapl.org/publ.htm
Lachar, D., Bailley, S. E., Rhoades, H. M., Espadas, A., Aponte, M., Cowan, K. A.,
Gummattira, P., Kopecky, C. R., & Wassef, A. (2001). New subscales for an
anchored version of the Brief Psychiatric Rating Scale: Construction, reliability,
and validity in acute psychiatric admissions. Psychological Assessment, 13(3),
384–395. doi:10.1037/1040-3590.13.3.384

181

Lacro, J. P., Dunn, L. B., Dolder, C. R., Leckband, S. G.,& Jeste, D. V. (2002).
Prevalence of and risk factors for medication nonadherence in patients with
schizophrenia: A comprehensive review of recent literature. Journal of Clinical
Psychiatry, 63(10), 892–909, doi:10.4088/JCP.v63n1007
Lamb, H. R. (1984). Deinstitutionalization and the homeless mentally ill. Hospital
Community Psychiatry, 35, 899–907.
Lamb, H. R. (1998). Deinstitutionalization at the beginning of the new millennium.
Harvard Review of Psychiatry, 6(1), 1–10. doi:10.3109/10673229809010949
Lamb, H. R., & Bachrach, L. L. (2001). Some perspectives on deinstitutionalization.
Psychiatric Services, 52(8), 1039–1045. doi:10.1176/appi.ps.52.8.1039
Lamb, H. R., & Weinberger, L. E. (1998). Persons with severe mental illness in jails and
prisons: A review. Psychiatric Services, 49(4), 483–492. Retrieved from
http://ps.psychiatryonline.org/cgi/content/full/49/4/483
Lamb, H. R., & Weinberger, L. E. (2005). The shift of psychiatric inpatient care from
hospitals to jails and prisons. Journal of the American Academy of Psychiatry and
the Law, 33(4), 529–534. Retrieved from http://www.jaapl.org/cgi/content/full/
33/4/529?maxtoshow=&hits=10&RESULTFORMAT=&author1=lamb&searchid
=1&FIRSTINDEX=0&sortspec=relevance&volume=33&resourcetype=HWCIT
Lamb, H. R., Weinberger, L. E., & Gross, B. H. (2004). Mentally ill persons in the
criminal justice system: Some perspectives. Psychiatric Quarterly, 75(2), 107126. doi:10.1023/B:PSAQ.0000019753.63627.2c
Lambert, M., Conus, P., Lubman, D. I., Wade, D., Yuen H., Moritz, et al. (2005). The
impact of substance use disorders on clinical outcome in 643 patients with firstepisode psychosis. ACTA Psychiatrica Scandanavica, 112(2), 141–148.
doi:10.1111/j.1600-0447.2005.00554.x
Lamberti, J. S. (2007). Understanding and preventing criminal recidivism among adults
with psychotic disorders. Psychiatric Services, 58(6), 773–781.doi:10.1176/
appi.ps.58.6.773
Lamberti, J. S., & Weisman, R. L. (2004). Persons with severe mental disorders in the
criminal justice system: Challenges and opportunities. Psychiatric Quarterly,
75(2), 151–164. doi:10.1023/B:PSAQ.0000019756.34713.c3
Landsberg, C. C., & Smiley, A. (2001). Forensic mental health: Working with offenders
with mental illness. Kingston, NJ: Civic Research Institute, Inc.
Langan, P. A., & Levin, D. J. (2002). Recidivism of prisoners released in 1994. NCJ
193427. Washington, DC: U. S. Department of Justice, Bureau of Justice
Statistics.
Leifman, S. (2011, June). Criminal justice and mental illness: Transforming mental
health systems – A judicial perspective. Plenary speech presented at the
Intermountain Mental Health Court Conference, Utah State University, Logan,
UT.
Leucht, S., Kane, J. M., Kissling, W., Hamann, J., Etschel, E., & Engel, R. (2005).
Clinical implications of Brief Psychiatric Rating Scale scores. British Journal of
Psychiatry, 187(4), 366–371. doi:10.1192/bjp.187.4.366
182

Liebling, A. (1999). Prison suicide and prisoner coping. In M. Tonry and J. Petersilia
(Eds.), Prisons: Crime and justice: A review of the research (Vol. 26, pp. 283359). Chicago, IL: University of Chicago Press.
Loue, S. (2003). The criminalization of the addictions. Journal of Legal Medicine, 24(3),
281–330. doi:10.1080/713832196
Lovell, D., Allen, D., Johnson, C., & Jemelka, R. (2001). Evaluating the effectiveness of
residential treatment for prisoners with mental illness. Criminal Justice and
Behavior, 28(1), 83–104. doi:10.1177/0093854801028001004
Lurigio, A. (2001). Effective services for parolees with mental illness. Crime and
Delinquency, 47(3), 446–461. doi:10.1177/0011128701047003009
Lykke, J., Hesse, M., Austin, S. F., & Oestrich, I. (2008). Validity of the BPRS, the BDI
and the BAI in dual diagnosis patients. Addictive Behaviors, 33(2), 292–300. doi:
10.1016/j.addbeh.2007.09.020
Lyons, J. S., Colletta, J., Devens, M., & Finkel, S. L. (1995). Validity of the Severity of
Psychiatric Illness rating scale in a sample of inpatients on a psychogeriatric unit.
International Psychogeriatrics, 7(3), 407–416. doi:10.1017/S1041610295002158
Maggia, B., Martin, S., Crouzet, C., Richard, P., Wagner, P., Balmès, J. L., & Nalpas, B.
(2004). Variation in AUDIT (Alcohol Use Disorder Identification Test) scores
within the first weeks of imprisonment. Alcohol & Alcoholism, 39(3), 247–250.
doi:10.1093/alcalc/agh044.
Manderscheid, R. W., Atay, J. E., & Crider, R. A. (2009). Changing trends in state
psychiatric hospital use from 2002 to 2005. Psychiatric Services, 60(1), 29–34.
doi:10.1176/appi.ps.60.1.29
Marley, J., & Buila, S. (2001). Crimes against the mentally ill: Types, perpetrators, and
influencing factors. Social Work, 46(2), 115–124. Retrieved from http://nasw.
publisher.ingentaconnect.com/content/nasw/sw;jsessionid=3bap8rlcdi539.alice
McConnaughy, E. A., Prochaska, J. O., & Velicer, W. F. (1983). Stages of change
in psychotherapy: Measurement and sample profiles. Psychotherapy: Theory,
Research, and Practice, 20(3), 368–375. doi:10.1037/h0090198
McGaha, A., Boothroyd, R. A., Poythress, N. G., Petrila, J., & Ort, R. G. (2002). Lessons
from the Broward County Mental Health Court evaluation. Evaluation and
Program Planning, 25(2), 125–135. doi:10.1016/S0149-7189(02)00005-8
McNiel, D. E., & Binder, R. L. (2007). Effectiveness of a mental health court in reducing
criminal recidivism and violence. American Journal of Psychiatry, 164(9), 1395–
1403. doi:10.1176/appi.ajp.2007.06101664
McNiel, D. E., Binder, R. L., & Robinson, J. C. (2005). Incarceration associated with
homelessness, mental disorder, and co-occurring substance abuse. Psychiatric
Services, 56(7), 840–846. doi:10.1176/appi.ps.56.7.840
McNiel, D. E., Delucchi, K. L., & Binder, R. L. (2011, January). Prospective study of the
San Francisco Behavioral Health Court: Criminal justice and clinical outcomes at
one-year follow up. Report Submitted to the City and County of San Francisco.
Retrieved from http://www.sfsuperiorcourt.org/Modules/ShowDocument.aspx?
documentid=2800
183

Melton, G. B., Petrila, J., Poythress, N. G., & Slobogin, C. (2007). Psychological
evaluations for the courts: A handbook for mental health professionals and
lawyers (3rd ed.). New York, NY: Guilford Press.
Messina, N., Burdon, W., Hagopian, G., & Pendergast (2004). One year return to custody
rates among co-disordered offenders. Behavioral Sciences and the Law, 22(4),
503–518. doi:10.1002/bsl.600
Metraux, S., & Culhane, D. (2006). Recent incarceration history among a sheltered
homeless population. Crime and Delinquency, 52(3), 504–517. doi:10.1177/
0011128705283565
Milazzo-Sayre, L. T., Henderson, M. J., Manderscheid, R. W., Bokossa, M. C., Evans,
C., & Male, A. A. (2000). Persons treated in specialty mental health care
programs, United States, 1997. In R. W. Mandercheid, & M. J. Henderson (Eds.),
Mental Health, United States, 2000 (pp.172-217). Rockville, MD: U.S.
Department of Health and Human Services, Substance Abuse and Mental Health
Services, Administration, Center for Mental Health Services.
Miller, S., & Perelman, A. (2009). Mental health courts: An overview and redefinition of
tasks and goals. Law & Psychology Review, 33, 113–123. Retrieved from
http://www.law.ua.edu/lawpsychology/
Minton, T. D. (2010). Jail inmates at mid-year 2009 – Statistical tables. Bureau of Justice
Statistics Statistic Tables. NCJ 230122. Washington, DC: U.S. Department of
Justice.
Minton, T. D. (2011). Jail inmates at mid-year 2010 – Statistical tables. NCJ 233431.
Washington, DC: U.S. Department of Justice.
Misdrahi, D., Verdoux, H., Lançon, C., & Bayle, F. (2009). The 4-Point ordinal Alliance
Self-report: A self-report questionnaire for assessing therapeutic relationships in
routine mental health. Comprehensive Psychiatry, 50(2), 181-185. doi:10.1016/
j.comppsych.2008.06.010j
Moore, M. E., & Hiday, V. A. (2006). Mental health court outcomes: A comparison of
re-arrest and re-arrest severity between mental health court and traditional court
participants. Law & Human Behavior, 30(6), 659–674. doi:10.1007/s10979-0069061-9
Moos, R. H., Nichol, A. C., & Moos, B. S. (2002). Global assessment of functioning
ratings and the allocation and outcomes of mental health services. Psychiatric
Services, 53(6), 730–737. doi:10.1176/appi.ps.53.6.730
Morin, M. L. (2004). Effects of criminal court-ordered mental health treatment on
offenderjail term and recidivism (Doctoral dissertation). Retrieved from
Dissertation Abstracts International. (UMI No. 3153757).
Morrissey, J. P., Cuddeback, G. S., Cuellar, A. E., & Steadman, H. J. (2007). The role of
Medicaid enrollment and outpatient service use in jail recidivism among persons
with severe mental illness. Psychiatric Services, 58(6), 794–801. doi:10.1176/
appi.ps.58.6.794

184

Morrissey, J. P., Dalton, K. M., Steadman, H. J., Cuddeback, G. S., Haynes, D., &
Cueller, A. (2006). Assessing gaps between policy and practice in Medicaid
disenrollment of jail detainees with severe mental illness. Psychiatric Services,
57(6), 803–808. doi:10.1176/appi.ps.57.6.803
Morrissey, J. P., Meyer, P., & Cuddeback, G. (2007). Extending ACT to criminal justice
settings: Origins, current evidence and future directions. Community Mental
Health Journal, 43(5), 527–544. doi:10.1007/s10597-007-9092-9
Mowbray, C. T., & Holter, M. C. (2002). Mental health and mental illness: Out of the
closet? Social Service Review, 76(1), 135–179
Moy, G. S. (2009). The efficacy of felony mental health court with mental health
probation (Doctoral dissertation). Retrieved from Dissertation Abstracts. (UMI
No. 3389997)
Munetz, M. R., Grande, T. P., & Chambers, M. R. (2001). The incarceration of
individuals with severe mental disorders. Community Mental Health Journal,
37(4), 361-371. doi:10.1023/A:1017508826264
Namjoshi, M. A., & Buesching, D. P. (2001). A review of the health-related quality of
life literature in bipolar disorder. Quality of Life Research, 10(2), 105–115. doi:
10.1023/A:1016662018075
National Alliance for Mental Illness. (2004). Spending money in all the wrong places:
Jails and prisons. Retrieved from
http://www.nami.org/Template.cfm?Section=Fact_Sheets&Template=/ContentMa
nagement/ContentDisplay.cfm&ContentID=14593
National Association of Social Workers. (1996). Code of ethics. Washington, DC:
Author.
National Association of Social Workers. (2010). Social Workers: Strong role in
children's mental health. Retrieved from http://www.socialworkers.org/
pressroom/2007/050207.asp
National Association of State Mental Health Program Directors. (2010). State psychiatric
hospitals. Retrieved from http://www.nasmhpd.org/ state_hospitals.cfm
National Association of State Mental Health Program Directors (NASMHPD) Research
Institute. (2004). State profile update. Retrieved from http://www.nri-nc.org/
Profiles02/13Hospitals.pdf#search=%22nasmhpd%20psychiatric%20beds%22
National Law Center on Homelessness and Poverty, & National Coalition on
Homelessness. (2009). Homes not handcuffs: The criminalization of
homelessness in U.S. cities. Retrieved from http://www.nationalhomeless.org/
publications/crimreport/CrimzReport_2009.pdf
Neiswander, J. R. (2005). An outcome evaluation of the mental health court of King
County, Washington: An affirmation of the specialty court system (Doctoral
dissertation). Retrieved from Dissertation Abstracts International. (UMI No.
3206161).
New Freedom Commission on Mental Health. (2003). Achieving the Promise:
Transforming Mental Health Care in America. Final Report. DHHS Pub. No.
SMA-03-3832. Rockville, MD.
185

Nidecker, M., DiClemente, C. C., Bennett, M. E., & Bellack, A. S. (2008). Application of
the Transtheoretical Model of change: Psychometric properties of leading
measures in patients with co-occurring drug abuse and severe mental illness.
Addictive Behavior, 33(8), 1021–1030. doi:10.1016/j.addbeh.2008.03.012
Nishiyama, T., & Ozaki, N. (2010). Measurement limit of quality-of-life questionnaires
in psychiatric settings. Quality of Life Research, 19(1), 25–30. doi:10.1007
/s11136-009-9556-1.
O'Keefe, K. (2006). The Brooklyn Mental Health Court evaluation: Planning,
implementation, courtroom dynamics, and participant outcomes. New York, NY:
Center for Court Innovation.
Olley, M. C., Nicholls, T. L., & Brink, J. (2009). Mentally ill individuals in limbo:
Obstacles and opportunities for providing psychiatric services to corrections
inmates with mental illness. Behavior and the Law, 27(5), 811-831.
doi:10.1002/bsl.899
Osher, F., Steadman, H. J., & Barr, H. (2002). A best practice approach to community
reentry from jails for inmates with co-occurring disorders: The APIC model.
Retrieved from http://gainscenter.samhsa.gov/pdfs/reentry/apic.pdf
Overall, J. E. (1974). The Brief Psychiatric Rating Scale in psychopharmacology
research. In P. Pichot & R. Olivier-Martin (Eds.), Psychological measurements in
psychopharmacology: Modern problems in psychopharmacology (Vol. 7, pp. 67–
78). Basel, Switzerland: Karger.
Overall, J. E., & Gorham, D. R. (1962). The Brief Psychiatric Rating Scale.
Psychological Reports, 10, 790–812. Retrieved from
http://www.ammonsscientific.com/amsci/journals/journal-titles/psychologicalreports/
Overall, J. E., & Gorham, D.R. (1988). The Brief Psychiatric Rating Scale: Recent
developments in ascertainment and scaling, Psychopharmacological Bulletin, 24,
97–99. Retrieved from http://www.medworksmedia.com/
Palmero, G. B. (2010). The Nevada mental health courts. International Journal of Law
and Psychiatry, 33(4), 214–219. doi:10.1016/j.ijlp.2010.06.002
Parsons, S., Walker, L., & Grubin, D. (2001). Prevalence of mental disorder in female
remand prisons. Journal of Forensic Psychiatry, 12(1), 194–202. doi:10.1080/
09585180122050
Perez, A., Leifman, S., & Estrada, A. (2003). Reversing the criminalization of mental
illness. Crime and Delinquency, 40(1), 62–78. doi:10.1177/0011128702239236
Periman, D. (2007). The hidden impact of a criminal conviction: A brief overview of
collateral consequences in Alaska. Alaska Justice Forum, 24(3), 1, 6–12.
Retrieved from http://justice.uaa.alaska.edu/forum/reprints/
Peters, R. H., & Hills, H. A. (1997). Intervention strategies for offenders with cooccurring disorders: What works? Delmar N.Y: The National GAINS Center.
Retrieved from http://www.flpic.org/files/documents/2007071114231311.pdf

186

Peters, R. H., LeVasseur, M. E., & Chandler, R. K. (2004). Correctional treatment for cooccurring disorders: Results of a national survey. Behavioral Sciences and the
Law, 22(4), 563–584. doi:10.1002/bsl.607
Peters, R. H., Sherman, P. B., & Osher, F. C. (2008). Treatment in jails and prisons. In
K. T. Mueser & D. V. Jeste (Eds.), Clinical handbook of schizophrenia (pp. 354364). New York, NY: Guilford Press.
Petersilia, J. (2003). When prisoners return to the community: Political, economic, and
social consequences. In A.R. Roberts (Ed.), Critical issues in crime and justice
(2nd ed., pp. 408-416). Thousand Oaks, CA: Sage.
Law and Psychiatry, 26(1), 3–12. doi:10.1016/S0160-2527(02)00206-6
Petrila, J. (2005). Introduction to this issue: Diversion from the criminal justice system.
Behavioral Sciences and the Law, 23, 161–162. doi:10.1002/bsl.646
Petrila, J., Poythress, N. G., McGaha, A., & Boothroyd, R. A. (2001). Preliminary
observations from an evaluation of the Broward County Mental Health Court.
Court Review, 37(4), 14–22. Retrieved from ttp://aja.ncsc.dni.us/courtrv/cr37/cr37
-4/cr37-4/CR37-4Petrila.pdf
Petrila, J., & Levin, B. L. (2004). Mental disability law, policy, and service delivery. In
B. L. Levin, J. Petrila, & K. D. Hennessy (Eds.), Mental health services: A public
health perspective (2nd ed., pp. 42-70). New York, NY: Oxford University Press.
Petrila, J., Ridgely, M.S., & Borum, R. (2003). Debating outpatient commitment:
Controversy, trends, and empirical data. Crime & Delinquency, 49(2), 177–192.
doi:10.1177/0011128702239240
Pew Center on the States. (2008). One in 100: Behind bars in America 2008. Retrieved
from http://www.pewcenteronthestates.org/uploadedFiles/8015PCTS_Prison08
_FINAL_2-1-1_FORWEB.pdf
Pew Center on the States. (2010). Prison count 2010. Issue Brief. Retrieved from
http://www.pewcenteronthestates.org/uploadedFiles/Prison_Count_2010.pdf
Porporino, F. J., & Motiuk L. L. (1995). The prison careers of mentally disordered
offenders. International Journal of Law and Psychiatry, 18(1), 29–44. doi:
10.1016/0160-2527(94)00025-5
Poythress, N., Petrila, J., McGaha, A., & Boothroyd, R. (2002). Perceived coercion and
procedural justice in the Broward County Mental Health Court. International
Journal of Law and Psychiatry, 25(5), 517–533. doi:10.1016/S01602527(01)00110-8
Prochaska, J. O., DiClemente, C. C., & Norcross, J. C. (1992). In search of how people
change: Applications to addictive behaviors. American Psychologist, 47, 1102–
1113. doi:10.1037//0003-066X.47.9.1102
Pukrop, R., Schlaak, V., Möller-Leimkühler, A. M., Albus, M., Czernik, A.,
Klosterkotter, J., & Möller, H. J. (2003). Reliability and validity of quality of life
assessed by the Short-Form 36 and the Modular System for Quality of Life in
patients with schizophrenia and patients with depression. Psychiatry Research,
119(1-2), 63–79. doi:10.1016/S0165-1781(03)00110-0
187

Quanbeck, C., Frye, M., & Atshuler, L. (2003). Mania and the law in California:
Understanding the criminalization of the mentally ill. American Journal of
Psychiatry, 160(7), 1245–1250. doi:10.1176/appi.ajp.160.7.1245
Redlich, A. D. (2005). Voluntary, but knowing and intelligent? Comprehension in
mental health courts. Psychology, Public Policy, and Law, 11(4), 605–619. doi:
10.1037/1076-8971.11.4.605
Redlich, A. D., Hoover, S., Summers, A., & Steadman, H. J. (2010a). Enrollment in
Mental Health Courts: Voluntariness, knowingness, and adjudicative competence.
Law and Human Behavior, 34(2), 91–104. doi:10.1007/s10979-008-9170-8.
Redlich, A. D., Steadman, H. J., Callahan, L., Clark -Robbins, P., Vessilinov, A., &
Özdoğru, A. (2010b). The use of mental health court appearances in supervision.
International Journal of Law and Psychiatry, 33(4), 272–277. doi:10.1016/
j.ijlp.2010.06.010
Redlich, A. D., Steadman, H. J., Petrila, J., Monahan, J., & Griffin, P. A. (2005). The
second generation mental health courts. Psychology, Public Policy, and Law,
11(4), 527–538. doi:10.1037/1076-8971.11.4.527
Redlich, A. D., Steadman, H. J., Monahan, J. J., Robbins, P. C., & Petrila, J. (2006).
Patterns of practice in mental health courts: A national survey. Law and Human
Behavior, 30(3), 347–362. doi:10.1007/s10979-006-9036-x
Regier, D. A., Farmer, M. E., Rae, D. S., Locke, B. Z., Keith, S. J., Judd, L. L., &
Goodwin, F. K. (1990). Comorbidity of mental disorders with alcohol and other
drug abuse: Results from the Epidemiologic Catchment Area (ECA) Study.
Journal of the American Medical Association, 264(19), 2511–2518. doi:
10.1001/jama.264.19.2511
Reinert, J. G., & Allen, J. P. (2007). The Alcohol Use Disorder Identification Test: An
update of the research findings. Clinical and Experimental Research, 31(2), 185–
199. doi:10.1111/j.1530-0277.2006.00295.x
Reynolds, K., Dziegielewski, S. F., & Sharp, C. (2005). Serving mentally ill offenders
through community corrections -- Joining two disciplines. Journal of Offender
Rehabilitation, 40(1), 185–198. doi:10.1300/J076v40n01_10
Ridgley, M. S., Engberg, J., Greenberg, M. D., Turner, S., DeMartini, C., & Dembosky,
J. W. (2007). Justice, treatment, and cost: An evaluation of the fiscal impact of
the Alleghemy County Mental Health Court. Santa Monica, CA: Rand
Corporation.
Rochefort, D. A. (1993). From poorhouse to homelessness: Policy analysis and mental
health care. Westport, CT: Auburn House.
Rock, M. (2001). Emerging issues with mentally ill offenders: Causes and social
consequences. Administration and Policy in Mental Health, 28(5), 165–180. doi:
10.1023/A:1007897917158
Roman, C. G., McBride, E. C., & Osborne, J. W. L. (2006). Principles and practice in
housing for persons with mental illness who have had contact with the justice
system. Washington, DC: The Urban Institute. Retrieved from
http://www.urban.org/UploadedPDF/411314_housingmentalillness.pdf
188

Roy-Byrne, P., Dagadakis, C., Unutzer, J., & Ries, R. (1996). Evidence for limited
validity of the revised Global Assessment of Functioning Scale. Psychiatric
Services, 47(8), 864-866.
Rubin, A., & Babbie, E. (2011). Research methods for social work (7th ed.). Belmont,
CA: Brooks/Cole.
Sabol, W. J., West, H. C., & Cooper, M. (2009). Prisoners in 2008. Bureau of Justice
Statistics Bulletin, NCJ 228417.Washington, DC: U.S. Department of Justice.
Salzer, M. S., Kaplan, K., & Atay, J. (2006). State psychiatric hospital census after the
1999 Olmstead decision: Evidence of decelerating deinstitutionalization.
Psychiatric Services, 57(10), 1501–1503. doi:10.1176/appi.ps.57.10.1501
Sarteschi, C. M. (2009). Assessing the effectiveness of mental health courts: A metaanalysis of clinical and recidivism outcomes (Doctoral dissertation). Retrieved
from Dissertation Abstracts International. (UMI No. 3384946)
Sarteschi, C. M., Vaughn, M. G., & Kim, K. (2011). Assessing the effectiveness of
mental health courts: A quantitative review. Journal of Criminal Justice,39(1),
12–20. doi:10.1016/j.jcrimjus.2010.11.003
Saunders, J. B., Aasland, O. G., Amundsen, A., & Grant, M. (1993). Alcohol
consumption and related problems among primary health care patients: WHO
collaborative project on early detection of persons with harmful alcohol
consumption. Addiction, 88(3), 349–362. doi:10.1111/j.13600443.1993.tb00822.x
Saunders, J. B., Aasland, O. G., Babor,T. F., de la Fuente, J. R., & Grant, M. (1993).
Development of the Alcohol Use Disorders Identification Test (AUDIT): WHO
collaborative project on early detection of persons with harmful alcohol
consumption. II. Addiction, 88(6), 791–804. doi:10.1111/j.13600443.1993.tb02093.x
Schneider, R. D., Bloom, H., & Heerma, M. (2007). Mental health courts:
Decriminalizing the mentally ill. Toronto, Ontario: Irwin Law.
Sciolla, A., Patterson, T. L., Wetherell, J. L., McAdams, L. A., & Jeste, D. V. (2003).
Functioning and well-being of middle-aged and older patients with schizophrenia:
Measurement with the 36-item Short-Form (SF-36) health survey. American
Journal of Geriatric Psychiatry, 11(6), 620-637. doi:10.1176/appi.ajgp.11.6.629
Sells, D. J., Rowe, M., Fisk, D., & Davidson, L. (2003). Violent victimization of persons
with co-occurring psychiatric and substance use disorders. Psychiatric Services,
54(9), 1253–1257. doi:10.1176/appi.ps.54.9.1253
Seltzer, T. (2005). Mental health courts: A misguided attempt to address the criminal
justice system's unfair treatment of people with mental illnesses. Psychology,
Public Policy and Law, 11(4), 570–586. doi:10.1037/1076-8971.11.4.570
Shafer, A. (2005). Meta-analysis of the Brief Psychiatric Rating Scale factor structure.
Psychological Assessment, 17(3), 324–335. doi:10.1037/1040-3590.17.3.324
Shern, D. L., Wilson, N. Z., & Coen, A. S. (1994). Client outcomes II: Longitudinal
client data from the Colorado treatment outcome study. Milbank Quarterly,
72(1), 123–145. doi:10.1002/bsl.603
189

Silver, E. (2002). Mental disorder and violent victimization: The mediating role of
involvement in conflicted social relationships. Criminology, 40(1), 191–212.
doi:10.1111/j.1745-9125.2002.tb00954.x
Silver, E., Arseneault, L., Langley, J., Caspi, A., & Moffitt, T. E. (2005). Mental disorder
and violent victimization in a total birth cohort. American Journal of Public
Health, 95(11), 2015-2021. doi:10.2105/AJPH.2003.021436
Skeem, J. L. (2004). The Dual Role Relationship Inventory: Revised. Available from
author by writing to skeem@uci.edu
Skeem, J. L., & Eno Louden, J. (2006). Toward evidence-based practice for probationers
and parolees mandated to mental health treatment. Psychiatric Services, 57(3),
333–342. doi:10.1176/appi.ps.57.3.333
Skeem, J. L., Eno Louden, J., Polaschek, D., & Camp, J. (2007). Assessing relationship
quality in mandated community treatment: Blending care with control.
Psychological Assessment, 19(4), 397–410. doi:10.1037/1040-3590.19.4.397
Skeem, J. L., Manchak. S., & Peterson, J. K. (2010). Correctional policy for offenders
with mental illness: Creating a new paradigm for recidivism reduction. Law and
Human Behavior. Advance online publication. doi:10.1007/s10979-010-9223-7
Skeem, J., Nicholson, E., & Kregg, C. (2008, March). Understanding barriers to reentry for parolees with mental disorder. In D. Kroner (Chair), Mentally
disordered offenders: A special population requiring special attention.
Symposium conducted at the meeting of the American Psychology-Law Society
(Jacksonville, FL). Retrieved from https://webfiles.uci.edu:443/skeem/
Downloads.html
Skinner, H. A. (1982). The Drug Abuse Screening Test. Addictive Behaviors, 7(4), 363–
371. doi:10.1016/0306-4603(82)90005-3
Slate, R. N. (2003). From the jailhouse to Capitol Hill: Impacting mental health court
legislation and defining what constitutes a mental health court. Crime and
Delinquency, 49(1), 6–29. doi:10.1177/0011128702239233
Slate, R. N., & Johnson, W. W. (2008). Criminalization of mental illness: Crisis and
opportunity for the justice system. Durham, NC: Carolina Academic Press.
Slinger, E., & Roesch, R. (2010). Problem-solving courts in Canada: A review and call
for empirically-based evaluation methods. International Journal of Law and
Psychiatry, 33(4), 258-264. doi:10.1016/j.ijlp.2010.06.008
Smiley, A. (2001). Forensic mental health in the United States: An overview. In G.
Landsberg, & A. Smiley (Eds.), Forensic mental health: Working with offenders
with mental illness (pp. 1-16). Kingston, NJ: Civil Research Institute.
Sneed, Z., Koch, D. S., Estes, H., & Quinn, J. (2006). Employment and psychosocial
outcomes for offenders with mental illness. International Journal of
Psychosocial Rehabilitation, 10(2), 103–112 . doi:10.1016/j.ijlp.2009.01.005
Snell, T. L. (1995). Correctional populations in the United States, 1993. NCJ-156675.
Washington, DC: Bureau of Justice Statistics. Retrieved from
http://bjs.ojp.usdoj.gov/content/pub/pdf/cpus93ex.pdf
190

Startup, M., Jackson, M. C., & Bendix, S. (2002). The concurrent validity of the Global
Assessment of Functioning (GAF). British Journal of Clinical Psychology, 41(4),
417–422. doi:10.1348/014466502760387533
Steadman, H. J. (2006). A guide to collecting mental health court outcome data. New
York, NY: Council of State Governments. Retrieved from
http://www.consensusproject.org/mhcourts/MHC-Outcome-Data.pdf
Steadman, H. J. (May, 2010). A multi-site prospective study on mental health courts.
Symposium presented to the 10th annual International Association of Forensic
Mental Health Services Conference, Vancouver, BC.
Steadman, H. J., McCarthy, D., & Morrissey, J. (1989). The mentally ill in jail: Planning
for essential services. New York, NY: Guilford Press.
Steadman, H. J., & Naples, M. (2005). Assessing the effectiveness of jail diversion
programs for persons with serious mental illness and co-occurring substance use
disorders. Behavioral Sciences and the Law, 23(2), 163–170. doi:10.1002/bsl.640
Steadman, H. J., Osher, F. C., Clark-Robbins, P., Case, B., & Samuels, S. (2009).
Prevalence of serious mental illness among jail inmates. Psychiatric Services,
60(6), 761–765. doi:10.1176/appi.ps.60.6.761
Steadman, H. J., & Redlich, A. D. (2005). An evaluation of the Bureau of Justice
Assistance mental health court initiative. Delmar, NY: Policy Research
Associates. Retrieved from http://www.ncjrs.gov/pdffiles1/nij/grants/213136.pdf
Steadman, H. J., & Redlich, A. D. (2006). Final report: An evaluation of the Bureau of
Justice Assistance Mental Health Court Initiative. Washington, DC: National
Institute of Justice (NIJ). Retrieved from ttp://www.ncjrs.gov/pdffiles1/nij/grants/
213136.pdf
Steadman, H. J., Redlich, A., Callahan, L., Clark Robbins, P., & Vesselinov, R. (2011).
Effect of Mental Health Courts on arrests and jail days: A multisite study.
Archives of General Psychiatry, 68(2):167-172.
doi:10.1001/archgenpsychiatry.2010.134
Steadman, H. J., Redlich, A. D., Griffin, P. A., Petrila, J., & Monahan, J. (2005a). From
referral to disposition: Case processing in seven mental health courts. Behavioral
Sciences and the Law, 23, 215–226. doi:10.1002/bsl.622
Steadman, H. J., Scott, J. E., Osher, F., Agenese, T. R., & Robbins, P. C. (2005b).
Validation of the Brief Jail Mental Health Screen. Psychiatric Services, 57(7),
816–822. doi:10.1176/appi.ps.56.7.816
Steadman, H. J., & Veysey, B. M. (1997). Providing services for jail inmates with mental
disorders: Research in brief (No. NCJ-1622-07). Washington, DC: U.S.
Department of Justice, National Institute of Justice.
Stefan, S., & Winick, B. J. (2005). A dialogue on mental health courts. Psychology,
Public Policy, and the Law, 11(4), 507–526. doi:10.1037/1076-8971.11.4.507
Steverman, S., & Lubin, T. (2007). Avoiding jail pays off. State Legislatures, April, 20 –
21. Retrieved from http://www.ncbi.nlm.nih.gov/pubmed/17431968

191

Stiles, P., Poythress, N., Hall, A., Falkenback, D., & Williams, R. (2001). Understanding
research consent disclosures: Improving the informed consent process when
recruiting persons with mental illness as participants. Psychiatric Services, 52(6),
780–785. doi:10.1176/appi.ps.52.6.780
Strauss, A. L., & Corbin, J. M. (1998). Basics of qualitative research: Techniques and
procedures for developing grounded theory (2nd ed.). Thousand Oaks, CA: Sage
Publications, Inc.
Sung, H. E., Mellow, J., & Mahoney, A. M. (2010). Jail inmates with co-occurring
mental health and substance use problems: Correlates and service needs. Journal
of Offender Rehabilitation, 49(1), 126–145. doi:10.1080/1059670903534811
Swanson, J. W., Swartz, M. S., Essock, S. M., Osher, F. C., Wagner, H. R., Goodman,
L.A., Rosenberg, S. D., & Meador, K. G. (2002). The social-environmental
context of violent behavior in persons treated for severe mental illness. American
Journal of Public Health, 92(9), 1523–1531. doi:10.2105/AJPH.92.9.1523
Swanson, J. W., Swartz, M. S., Van Dorn, R. A., Elbogen, E. B., Wagner, H. R.,
Rosenheck, R. A., Stroup, T. S., McEvoy, J. P., & Lieberman, J. A. (2006). A
national study of violent behavior in persons with schizophrenia. Archives of
General Psychiatry, 63(5), 490–499. doi:10.1001/archpsyc.63.5.490
Talbott, J. A. (2004). Deinstitutionalization: Avoiding the disasters of the past (reprinted
from 1979). Psychiatric Services, 55(10), 1112–1115. doi:10.1176/appi.ps.
55.10.1112
Teller, J. L. S., Ritter, C., Rodriguez, M. S., Munetz, M. R., & Gil, K. R. (2004). Akron
Mental Health Court: Use of services by participants during the first two years,
Ohio Forensic Newsletter, 22 (April), pp. 4-6. Retrieved from
http://mentalhealth.ohio.gov/assets/research-evaluation/grants/new-researchvol17.pdf
Teplin, L. A. (1990). Detection disorder: The treatment of mental illness among jail
detainees. Journal of Counseling and Clinical Psychology, 58(2), 233–236.
doi:10.1037//0022-006X.58.2.233
Teplin, L. A. (1994). Psychiatric and substance abuse disorders among male urban jail
detainees. American Journal of Public Health, 84(2), 290–293. doi:10.2105/
AJPH.84.2.290
Teplin, L. A. (2000, July). Keeping the peace: Police discretion and mentally ill persons.
National Institute of Justice Journal, 244, 8–15. Retrieved from
http://www.ncjrs.gov/pdffiles1/jr000244c.pdf
Theriot, M. T., & Segal, S. P. (2005). Involvement with the criminal justice system
among new clients at outpatient mental health agencies. Psychiatric Services,
56(2), 179–185. doi:10.1176/appi.ps.56.2.179
Theuma, C. (2001). Community mental health services for offenders with mental
disorders–Recent innovations in the United States. In G. Landsberg & A. Smiley
(Eds.), Forensic mental health: Working with offenders with mental illness.
Kingston, NJ: Civic Research Institute.
192

Thompson, K., Kulkarni, J., & Sergejew, A. A. (2000). Reliability and validity of a new
Medication Adherence Rating Scale (MARS) for the psychoses. Schizophrenia
Research, 42(3), 241–247. doi:10.1016/S0920-9964(99)00130-9
Thompson, M., Osher, F., & Tomasini-Joshi, D. (2007). Improving responses to people
with mental illnesses: The essential elements of a mental health court. New York,
NY: Council on State Governments. Retrieved from http://www.ojp.usdoj.gov/
BJA/pdf/MHC_Essential_Elements.pdf
Treatment Advocacy Network. (2010). Hospital beds. Retrieved from
http://www.treatmentadvocacycenter.org/index.php?option=com_content&task=v
iew&id=45&Itemid=247
Tripodi, S. J., & Bender, K. (2007). Inmate suicide: Prevalence, assessment, protocols. In
A. R. Roberts (Ed.), Correctional counseling and treatment (pp. 243-260).
Upper Saddle, NJ: Prentiss-Hall.
Trupin, E., & Richards, H. (2003). Seattle’s mental health courts: Early indicators of
effectiveness. International Journal of Law and Psychiatry, 26(1), 33–53.
doi:10.1016/S0160-2527(02)00202-9
Trupin, E., Richards, H., Werthheimer, D. M., & Bruschi, C. (2001). City of Seattle
Mental Health Court: Evaluation report. Seattle, WA: Seattle Municipal Court.
Retrieved from http://www.seattle.gov/courts/pdf/MHReport.pdf
Tucker, A. S., Van Hasselt, V. B., & Russell, S. A. (2008). Law enforcement response to
the mentally ill: An evaluative review. Brief Treatment and Intervention, 8(3),
236–250. doi:10.1093/brief-treatment/mhn014
Tyuse, S., & Linhorst, D. (2005). Drug Courts and Mental Health Courts: Implications
for Social Work. Health & Social Work, 30(3), 233–240.
U.S. Bureau of Justice Assistance (BJA) Center for Program Evaluation. (2007a). What
are mental health courts? Retrieved from
http://www.ojp.usdoj.gov/BJA/evaluation/psi_courts/mh1.htm
U.S. Bureau of Justice Assistance (BJA), Center for Program Evaluation. (2007b). What
are problem-solving courts? Retrieved from
http://www.ojp.usdoj.gov/BJA/evaluation/psi_courts/index.htm
U.S. Bureau of Justice Assistance (BJA), Center for Program Evaluation. (2007c). What
have we learned from evaluations of Mental Health Courts? Retrieved from
http://www.ojp.usdoj.gov/BJA/evaluation/psi_courts/mh2.htm
U.S. Department of Health and Social Services, Substance Abuse and Mental Health
Services Administration, National GAINS Center. (2010a). What is jail
diversion? Retrieved from http://www.gainscenter.samhsa.gov/html/
jail_diversion/what_is_jd.asp
U.S. Department of Health and Social Services, Substance Abuse and Mental Health
Services Administration, National GAINS Center. (2010b). Getting inside the
black box: Understanding how jail diversion works. Retrieved from
http://www.gainscenter.samhsa.gov/pdfs/jail_diversion/Getting_inside_the_black
_box.pdf
193

Velasquez, M. M., Carbonari, J. P., & DiClemente, C. C. (1999). Psychiatric severity and
behavior change in alcoholism: The relation of the Transtheoretical model
variables to psychiatric distress in dually diagnosed patients. Addictive Behaviors,
24(4), 481–496. doi:10.1016/S0306-4603(98)00103-8
Ventura, J., Green, M. F., Shaner, A., & Liberman, R. P. (1993). Training and quality
assurance with the Brief Psychiatric Rating Scale: ‘The drift busters’.
International Journal of Methods in Psychiatric Research, 3(4), 221–244.
Retrieved from http://onlinelibrary.wiley.com/journal/10.1002/(ISSN)
1557-0657
Ventura, L. A., Cassel, C. A., Jacoby, J. E., & Huang, B. (1998). Case management and
recidivism of mentally ill persons released from jail. Psychiatric Services, 49(10),
1330–1337. Retrieved from http://psychservices.psychiatryonline.org/
Veysey, B. M., & Bichler-Robertson, G. (2002). Providing psychiatric services in
correctional settings. Health status of soon-to-be-released inmates: A report to
Congress. (pp. 157-165). Chicago, IL: National Commission on Correctional
Health Care.
Wales, H. W., Hiday, V. A., & Ray, B. (2010). Procedural justice and the mental health
court judge's role in reducing recidivism. International Journal of Law and
Psychiatry, 33(4), 265–271. doi:10.1016/j.ijlp.2010.06.009
Ware, J. E., & Sherbourne, C. D. (1992). The MOS 36-item short-form health survey
(SF-36): Conceptual framework and item selection. Medical Care, 30(6), 473–
483. doi:10.1097/00005650-199206000-00002
Warsi, M. K., Sattar, S. , Pirzada, D., Amad, U., Petty, F., & Padala, P. R. (2007). Are
medical students assigning proper Global Assessment of Functioning scores?
Academic Psychiatry, 31(1), 51–56. doi:10.1176/appi.ap.31.1.51
Watkins, T. R., Lewellen, A., & Barrett, M. C. (2001). Dual diagnosis: An integrated
approach to treatment. Thousand Oaks, CA: Sage.
Watson, A., Hanrahan, P., Luchins, D., & Lurigio, A. (2001). Mental health courts and
the complex issues of mentally ill offenders. Psychiatric Services, 52(4), 477–
481. doi:10.1176/appi.ps.52.4.477
Watson, A., Luchins, D., Hanrahan, P., Heyrman, M., & Lurigio, A. (2000). Mental
health court: Promises and limitations. Journal of the American Academy of
Psychiatry and the Law, 28(4), 476–482.
Way, B. B., Miraglia, R., Sawyer, D. A., Beer, R., & Eddy, J. (2005). Factors related to
suicide in New York state prisons. International Journal of Law and Psychiatry,
28(3), 207–221. doi:10.1016/j.ijlp.2004.09.003
West, H. C. (2010). Prisoners at year end 2009–Advance counts. Bureau of Justice
Statistics Data Brief. NCJ 230189. Washington, DC: U.S. Department of Justice,
Bureau of Justice Statistics.
Wexler, D. B., & Winick, B. J. (1996). Law in the therapeutic key: Developments in
therapeutic jurisprudence. Durham, NC: Carolina Academic Press.

194

Wilper, A. P., Woolhandler, S., Boyd, J. W., Lasser, K. E., McCormick, D., Bor, D. H.,
& Himmelstein, D. U. (2009). The health and health care of US prisoners: Results
of a nationwide survey. American Journal of Public Health, 99(4), 666–672.
doi:10.2105/AJPH.2008.144279
Winick, B. J., & Wexler, D. B. (2003). Judging in a therapeutic key: Therapeutic
jurisprudence and the courts. Durham, NC: Carolina Academic Press.
Winn, J. (2003). Testimony on Special Housing Units before the Corrections Committee
of New York State Assembly, November 18, 2003.
Wolff, N. (2002). Courts as therapeutic agents: Thinking past the novelty of mental
health courts. Journal of the American Academy of Psychiatry and the Law, 30(3),
431–437. Retrieved from http://jaapl.org/cgi/reprint/30/3/431.pdf
Wolff, N., Blitz, C. L., & Shi, J. (2007). Rates of sexual victimization in prison for
inmates with and without mental disorders. Psychiatric Services, 58(8), 1087–
1094.doi:10.1176/appi.ps.58.8.1087
Wolff, N., Maschi, T., & Bjerklie, J. R. (2004). Profiling mentally disordered prison
inmates: A case study in New Jersey. Journal of Correctional Health Care, 11(1),
5–29. doi:10.1177/107834580401100102
Wolff, N., Plemmons, D., Veysey, B., & Brandli, A. (2002). Release planning for
inmates with mental illness compared with those who have other chronic
illnesses. Psychiatric Services, 53(11), 469–471. doi:10.1176/appi.ps.53.11.1469
Wolff, N., & Pogorzelski, W. (2005). Measuring the effectiveness of Mental Health
Courts: Challenges and recommendations. Psychology, Public Policy, and Law,
11(4), 539–569. doi:10.1037/1076-8971.11.4.539
Wright, S., Gournay, K., Glorney, E., & Thornicroft, G. (2002). Mental illness, substance
abuse, demographics and offending: Dual diagnosis in the suburbs. The Journal of
Forensic Psychiatry, 13(1), 35–52. doi:10.1080/09585180210123276
Yatham, L. N., Lecrubier, Y., Fieve, R. R., Davis, K. H., Harris, S. D., & Krishnan, A. A.
(2004). Quality of life in patients with bipolar I depression: Data from 920
patients. Bipolar Disorders, 6(5), 379–385. doi:10.1111/j.1399-5618. 2004.
00134.x
Yudko, E., Lozhkina, O., & Fouts, A. (2007). A comprehensive review of the
psychometric properties of the Drug Abuse Screening Test. Journal of Substance
Abuse Treatment, 32(2), 189–198. doi:10.1016/j.jsat.2006.08.002

195

