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Collaborative Reduction
of Criminal Justice Involvement
for Persons with Mental lllness

Michelle Joy and Fred C. Osher

I am dismayed to be “forced to authorize the con-
finement of persons with mental illness in the
Williamsburg jail, against both my conscience and
the law” because of lack of appropriate services.
(Deutsch 1937)

Introduction and Background

Through mass incarceration, the United States
has a higher number and rate of people incarcer-
ated than anywhere else in the world. At their
bloated peaks, 4.7 million people were on proba-
tion in 2008; in 2018, there were upwards of
875,000 people on parole; in 2010, there were
more than 2.3 million people behind bars
(Barboriak 2017). Persons with mental illnesses
are vastly overrepresented in the criminal justice
system (Wilson et al. 2020). Estimates vary by
definitions, time, and mode of inquiry.
Researchers have documented mental health
problems in upwards half of inmates in federal
and state prisons as well as in local jails — the
highest proportion being 73% of women in state
prisons (James and Glaze 2006). Serious mental
illness has been reported in 14.5% of male jail
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inmates and 31% of female jail inmates in
Maryland and New York (Steadman et al. 2009),
which are approximately three to six times the
rates found in the general population (Pratt et al.
2006). Schizophrenia, bipolar disorder, and
major depressive disorder are themselves two to
three times more prevalent in jails than the com-
munity (Dvoskin et al. 2003). Conservative esti-
mates indicate that 10-15% of people would
benefit from treatment of a primary mental health
problem and that 7-9% of persons on probation
or parole have serious mental illness (Pinals
2017). The presence of so many people with
mental illnesses in criminal justice settings repre-
sents an enormous burden on correctional and
behavioral health systems of care, communities,
families, and those with mental illnesses. There
are many factors that contribute to this problem,
and understanding these factors is crucial to pro-
viding relief throughout the system.

The majority of individuals with mental ill-
nesses who wind up in jails have committed non-
violent misdemeanors (Ventura et al. 1998). The
crimes of persons with mental health problems
are often related to undertreatment (Allison et al.
2017), which is the basis of the concept of crimi-
nalization of mental illness. Nonetheless, even
adequate treatment would not significantly pre-
vent crime, and it is also important to be mindful
that people with mental illnesses will commit
crimes for which legal remedies are appropriate
(Draine et al. 2010; JLI 2010). Safety must
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remain emphasized. Persons with mental ill-
nesses who commit crimes can be held responsi-
ble for their actions while relevant effects of
illness on their behavior are simultaneously taken
into account. In fact, appropriate intervention for
persons with mental illness also seeks to reduce
characteristics of criminality, as will be later
discussed.

For individuals with mental illnesses, contact
with the criminal justice system often begins a
cycle of arrest, incarceration, release, supervi-
sion, and rearrest that can pose nearly insur-
mountable challenges to recover. However, jail
and prison environments are not the best setting
for individuals with mental illnesses and in fact
may worsen many symptoms and outcomes
(Anestis and Carbonell 2014). This chapter
focuses on integrations between components of
mental health and criminal justice systems in an
effort to reduce the prevalence of persons with
mental illnesses behind bars and under supervi-
sion. The following pages focus on the factors
that increase the risk of incarceration for per-
sons with mental illnesses and the role of com-
munity psychiatry providers in mediating that
risk by participating in comprehensive care
coordination.

The incarceration of high numbers of persons
with mental illnesses has been taking place in the
context of expanding incarcerated populations in
general. Until 2008, the nation’s prison and jail
population continued to skyrocket to an all-time
high of over two million people incarcerated and
over five million under some form of correctional
supervision (Kaeble et al. 2016). Around that
time, the United States reached the dubious land-
mark of having over 1 in every 100 adults in the
nation behind bars (Rich et al. 2011). Beyond the
considerable human cost, correctional spending
is also important to recognize. Although the cor-
rectional population decreased between 2007 and
2016 (Kaeble and Cowhig 2018), state spending
on corrections accounted for 2.9% of expendi-
tures in 2020, amounting to $65.9 billion — an
increase of $20 billion annually since the first
edition of this chapter was published (2012).

Continued reduction of the number of persons
with mental illnesses under correctional supervi-
sion should be a shared goal for behavioral health
and criminal justice systems, as well as anyone
who cares about human dignity.

Involvement in the criminal justice system
should be a public health opportunity rather
than the setback it often becomes. Jails and pris-
ons are obligated to provide general and mental
health care (Cohen 2008); in fact, incarcerated
individuals are the only US citizens with consti-
tutionally protected access to health care. The
US Supreme Court, in Estelle v. Gamble [429
U.S. 97 (1976)], found that deliberate indiffer-
ence to prisoners with “serious medical needs”
constitutes a violation of the 8th Amendment of
the Constitution and is thus cruel and unusual
punishment. In Estelle v. Ruiz [503 F.Supp.
1265 (S.D. Tex. 1980)] and subsequent cases,
“serious medical needs” were extended to
include mental illness by the Fifth Circuit. The
American Psychiatric Association (Weinstein
et al. 2000), the National Commission on
Correctional Health Care (Care 2008), and the
National Institute of Correction (Hills et al.
2004) have all recommended that all jails pro-
vide the following, at a minimum: (a) mental
health screening, referral, and evaluation, (b)
crisis intervention and short-term treatment
(most often medication), and (c) discharge and
prerelease planning.

There have been concerted efforts by criminal
justice systems to identify persons with mental
illnesses at the earliest possible moments and to
develop mechanisms to leverage legal authority
to improve their connection to treatment.
Innovative police-based responses, specialty
courts, and jail, prison, and community correc-
tions programs have been developed for persons
with psychiatric problems. The shared goal for
all systems is to reduce the frequency of contacts
and absolute numbers of justice-involved persons
with mental illnesses in criminal justice settings.
At the heart of this approach lies the continuity of
effective mental health care in the community
and in corrections.
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Why Are There So Many People
with Mental llinesses in Jail
and Prison?

To develop appropriate interventions, it is impor-
tant to understand the various factors that con-
tribute the presence of persons with mental illness
behind bars. A public misconception is that peo-
ple who struggle with mental illness are inher-
ently violent (Rozel and Mulvey 2017). Most
crime is instead related to socioeconomic cir-
cumstances intersecting with demographics
(Stuart 2003). For example, due to social deter-
minants and structural factors including institu-
tional racism, young, poor, Black men are much
more likely to be incarcerated than other popula-
tions (Massoglia and Remster 2019). By disrupt-
ing these communities and families with
incarceration, they are often pushed further into
poverty, increasing odds of future arrest in a mul-
tigenerational manner.

It is critical to acknowledge that most people
with mental illnesses are not violent, and most
people who commit violent crimes do not have
mental illnesses. Only about 4% of criminal
violence can be linked to individuals with men-
tal health problems (Rozel and Mulvey 2017).
People with mental illnesses who are in fact vio-
lent often have untreated symptoms of psycho-
sis and/or co-occurring substance use disorders,
with stimulant abuse being particularly prob-
lematic (Miles et al. 2003). Furthermore, people
with mental illness are three times more likely
to be the victims of crime than perpetrators
(Rozel and Mulvey 2017), and those with seri-
ous mental illness (SMI) are 11 times more
likely to be victims of crime than the general
population (Teplin et al. 2005). Nonetheless,
while hard to predict and relatively infrequent,
psychiatric symptoms do at times contribute to
the commission of criminal offenses (Skeem
et al. 2014). The risk of violence by persons
with mental illness increases with being a previ-
ous victim or perpetrator of crime, lack of treat-
ment, poverty, and unstable housing, as well as
substance wuse, which is discussed below
(Swanson et al. 2015).

There is an established link between substance
abuse and crime, including violence (Rozel and
Mulvey 2017). As a consequence of the failed
War on Drugs, rates of substance use disorders
are overrepresented in correctional settings —
rates in the community are around 9% and pris-
ons around 50% (including 20% with a history of
injection drug use) — and affect nearly two-thirds
of persons in jail (Peters et al. 2015; Rich et al.
2011). As the number of people incarcerated in
the United States quadrupled between 1982 and
2007 (Swanson et al. 2013), drug-related arrests
also tripled — nearly half of which were for mari-
juana (Mauer and King 2007). In general, people
with substance use disorders also have a mental
health diagnosis around 40-50% of the time
(Kessler 2004). So it stands that incarcerating
people with substance use problems will also
lead to imprisonment of those with other psychi-
atric difficulties.

There are layered interrelationships between
mental health problems, poverty, substance
abuse, trauma, housing instability, and arrest
(Osher 2013; Swanson et al. 2015). Being home-
less and some symptoms of serious mental illness
each make a person visible in the community and
frequently result in calls to law enforcement; they
can also make treatment engagement difficult.
Recent homelessness is very common among
incarcerated people; in fact, it is 7.5-11.3 times
more common than in the general population
(Greenberg and Rosenheck 2008). In addition,
incarcerated persons with mental illness are more
likely to have been homeless at the time of their
arrest than those without mental illness. In jails,
30.3% of inmates with mental illness were home-
less in the year prior to arrest compared to 17.3%
of other inmates (Stephan 2001). This relation-
ship has been tied to the closure of state hospitals
beginning in the 1970s, leaving people without
structured housing and treatment. The same pop-
ulation then ended up incarcerated through a pro-
cess called trans-institutionalization (Lamb and
Weinberger 2017). On the other hand, not having
a stable place to live severely complicates the
reentry of a person with mental illness following
release from prison. In fact, a detailed home plan
is required for supervised release through parole,
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and absence of an adequate residence can effec-
tively lengthen time behind bars.

A third factor that contributes to the incarcera-
tion of people with mental illness is harsh cor-
rectional conditions that can have harmful effects
on a person’s mental health. Compounding past
histories of extensive trauma, the overcrowding,
witnessed violence, and sexual and violent vic-
timization behind bars often make the experience
of incarceration a prolonged distressing event
(Sindicich et al. 2014). The deleterious effects of
these circumstances on persons with serious
mental illnesses are predictable: despair, wors-
ened symptoms, and acting out. There is also an
association between experiencing trauma and
having a mental illness in this population
(Karlsson and Zielinski 2020).

Most — but not all — studies find that people
with mental illness tend to be incarcerated for
longer periods of time and are less likely to be
placed on probation or parole than others charged
with similar offenses (Leifman and Coffey 2020).
Inmates who have psychotic illnesses are often
profoundly impacted by these timelines. Parole
board members may lack knowledge about com-
munity resources for individuals with mental ill-
nesses, have misconceptions about their risk, or
fear negative public reactions; prisoners with MI
are also more likely to forgo parole and “max
out” their sentences (Matejkowski and Ostermann
2020). As a result, people with mental illness
have their releases delayed and more frequently
serve the maximum sentence allowed by law
(2002). The trend also worsens overcrowding,
destabilizes the milieu, and increases the poten-
tial for violence overall (Houser and Welsh 2014).

Fifth, once released, former incarcerees with
mental illnesses are significantly more likely to
recidivate, with serious mental illness, substance
use disorders, and lack of treatment associated
with higher levels of risk for return to incarcera-
tion (Zgoba et al. 2020). Cuts in mental health
services have an impact on the prevalence of
mental illnesses in jails and prisons insofar as
they make it more difficult for treatment provid-
ers to dedicate resources to this population.
Compared to their counterparts, probationers and
parolees with mental illness are significantly

more likely to have their probation or parole term
suspended or revoked, resulting in reincarcera-
tion (Meredith et al. 2020). Stigma of supervision
officers should be considered to be a potential
factor in these trends (Eno Louden et al. 2018).

What Can Be Done to Reduce
the Likelihood that They Will End
Up There?

There are programmatic responses that can iden-
tify persons with mental illnesses in the criminal
justice system, divert them from jail and prison,
and reduce the likelihood of return. All of these
programmatic efforts are dependent upon com-
munication and integration between the mental
health and criminal justice systems. Both linkage
to effective treatment in the community and
reverse communication with providers in incar-
ceration settings are important (Lamberti 2016).
The next section discusses evidence-based prac-
tices (EBPs) and program models intended to
reduce criminal engagement of persons strug-
gling with mental health problems.

The broad set of responses to behavioral needs
of citizens within a community is shaped by
local, state, and federal regulations and policy.
When this focus is narrowed to a specific target
population defined by its participation in criminal
activity, the need for mental health leadership to
incorporate the perspectives of law enforcement,
courts, and local and state corrections personnel
is imperative, as is the perspective of individuals
with lived experience in these systems. Clarity in
the goals and objectives for initiatives is critical
to determine the range, format, and intensity of
partnerships. At the outset, stakeholders may be
convened as a strategic planning committee, but
more collaborative partners will emerge as goals
are formulated. Additional partners may include
other treatment providers, housing officials, pri-
vate funders, elected officials, peer supports,
crime victims, family members, academic part-
ners, advocates, or other community
representatives.

The sequential intercept model (SIM) creates
a framework around which to organize responses
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to assist justice-involved individuals with mental
illnesses (Munetz and Griffin 2006). The model
diagrams the various stages at which an individ-
ual may come in contact with the criminal justice
system. The five intercept points identified in the
model are: (1) law enforcement, (2) initial deten-
tion and hearings, (3) jails/courts, (4) reentry
from jail or prison, and (5) community correc-
tions. The US Substance Abuse and Mental
Health Services Administration (SAMHSA)
offers SIM training for communities (Center
2020a). See Fig. 1.

The SIM focuses on a series of intercepts
where interventions can prevent individuals from
penetrating further into the criminal justice sys-
tem. At each of these intercept points, there is an
opportunity to develop programs tailored to the
needs of persons with mental illnesses and sub-
populations within this group. The hope is that
the further upstream a person can be redirected,
the fewer legal consequences will obstruct their
path to recovery. The ultimate and most effective
intercept has been described as accessible, com-
prehensive, and effective community-based ser-
vices (Munetz and Griffin 2006).

At the first three intercepts, the processes are
referred to as jail diversion which is defined as:

A community-based, collaborative criminal

justice-mental health response for justice-involved

people with mental illnesses where jail time is
reduced or avoided, and the individual is linked to

comprehensive and appropriate services. (JLI
2010)

Police-Based Responses

The earliest and most prevalent prebooking diver-
sion programs exist within the community and
often rely on law enforcement officers interacting
with people in psychiatric crisis. Law enforce-
ment officers have become the de facto first-line
responders to deal with persons with mental
health emergencies or criminal activity. How law
enforcement personnel react to these individuals
can have a huge impact on their outcomes and
determine whether a person is linked to treatment
and/or enters the criminal justice system (see
chapter “Community Education”). A well-
recognized program is the Crisis Intervention
Team (CIT) through which officers receive train-
ing in how to recognize mental health problems
and deescalate crises. CITs are associated with
increased confidence and decreased stigma in
law enforcement as well as more referrals to
treatment (Pinals 2017). Another intervention
relies on mental health specialists who provide
consultation to law enforcement and often located
within the department. A third prebooking
approach is a specialized community mental
health response, which includes mental health
mobile crisis teams that work in partnership with
police to deescalate emergencies and link indi-
viduals to services. Appropriate recognition of
mental health crises, with deescalation and other
nonaggressive techniques, also works towards
decreasing the risk of violence in police encoun-
ters (Watson et al. 2008).

Intercept 1
Low enforcement

Intercept 2
initial detention/initial court hearings

Intercept 3
Jails/Courts

)

Intercept 4 Intercept 5

Reentry

Arrest

COMMUNITY
Local Low
Enforcement

% " @—

Vialotion

ALINNWINOD

Dispositional Court

Probation

Fig. 1 Sequential intercept model (SAMHSA 2021)
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Jail- and Court-Based Strategies

Postbooking diversion programs at intercept 2
involve jail- and court-based strategies. In these
programs, individuals identified as having mental
health needs are linked to treatment with
leveraged conditions of release. These interven-
tions may consist of teams of mental health pro-
viders that operate within the jail and are available
to assess individuals and to provide recommen-
dations on diagnoses, treatment needs, and the
possibility of alternative dispositions in the com-
munity. Identification of arrested persons with
mental illnesses in some communities has been
improved by the matching of jail rosters to public
mental health rosters. A one-way flow of infor-
mation is then generated to the mental health pro-
vider informing them that their client is in
custody. The mental health provider can then
attempt to engage their client and coordinate care
within the jail, helping to promote alternatives to
incarceration.

Specialized Courts

At intercept 3, specialized courts have been
developed in jurisdictions across the country.
Broadly characterized, mental health courts have
been shown to reduce recidivism (Loong et al.
2019). The Honorable Steve Leifman established
the foundation for the Miami Model in 2000,
which continues to successfully function in its
aims to divert individuals with serious mental ill-
ness away from the courts and into a full spec-
trum of treatment options (Leifman and Coffey
2020). Participants are identified by CIT-trained
officers as well as postbooking screening and are
then linked with comprehensive treatment and
supports in the community. Most engagement is
voluntary, but some participation may be actual-
ized through civil commitment (Iglehart 2016).
Legal consequences can be lowered or dropped
with treatment adherence, resulting in fewer
incarcerated people with SMI, reduced recidi-
vism, cost savings, improved health and safety,
and less homelessness (Leifman and Coffey
2020).

Transition Planning

With the constitutional obligation to provide
health care comes an opportunity to identify
and begin treatment for mental illnesses within
jails and prisons. Despite chronic staffing
shortages and limited formularies, critical
treatment can take place behind bars. Assuring
continuity from the community to the jail or
prison and back to the community is impera-
tive for effective mental health care. Almost all
jail inmates, including those with mental ill-
nesses will leave correctional settings and
return to the community. Thoughtful transition
planning from jails and prisons can reduce the
possibility of return to criminal justice systems
(Skeem et al. 2011).

At intercept 4, inadequate transition plan-
ning can put individuals who entered jail in a
crisis state back on the street in the middle of
the same crisis. Individuals were often released
without Medicaid benefits or medical insurance
(though this improved somewhat with that pas-
sage of the Affordable Care Act in 2010) (Heiss
et al. 2016). Enrollment in Medicaid should be
a focus of intervention. Inadequate treatment
upon release increases the risks for repeat
offenses, psychiatric instability, hospitaliza-
tion, homelessness, rearrest, and death from
overdose (Binswanger et al. 2007). We follow
the suggestion of the American Association of
Community Psychiatrists (AACP) by using the
term transition planning, rather than discharge
planning or reentry planning, in order to imply
bidirectional responsibility and collaboration
among providers (Sowers and Rohland 2004).
It is understood that some ex-offenders will
return to custody and as such reentry can be
seen as part of a cycle of care, though with
attempts to decrease recidivism. Transition
planning is a process and not an event. The
APIC model — assess, plan, identify, and coor-
dinate — describes elements of transition plan-
ning associated with successful integration
back into the community (Osher et al. 2003).
The model pays attention to biopsychosocial
strengths and needs, short- and long-term pro-
jections, and coordination of support. Such
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planning can serve as an investment in public
health by reducing future costs associated with
reincarceration (Wolff 2005).

Specialized Community Supervision

At intercept 5, there are significant opportuni-
ties to reduce the prevalence of persons with
mental illnesses in jail and prison. The number
of people with mental illness under correctional
supervision reached unprecedented levels in the
mid-aughts, with the vast majority of persons
supervised in the community (Glaze and
Bonczar 2010). Probation and parole officers
are often left with revocation to jail or prison as
a punishment for failing to meet conditions of
release. These technical violations, where a
new crime has not been committed, are a prin-
cipal contributor to ballooning correctional
populations (White et al. 2011). In this context,
specialized community caseloads have been
developed to improve outcomes for persons
with mental illnesses under community correc-
tional supervision. The key features of such
programs are closer supervision and support of
persons with mental illness, officer training on
psychiatric issues, and collaboration with com-
munity-based providers (Prins and Draper
2009). Studies support this model as effective
in improving the well-being and reducing the
reincarceration risk of people with mental ill-
ness on probation and parole (Skeem and
Louden 2006). However, with states facing the
grim reality of enormous budget constraints,
the resources to fund effective, specialized tran-
sition resources are difficult to come by.

Comprehensive, Effective
Community-Based Care:
The Ultimate Intercept

It has been said that any effort to keep people
with mental illnesses out of the criminal justice
system will only be as good as the community
treatment and supports available — the ultimate
intercept. Towards that end, this chapter now dis-

cusses linkage to community treatment. There
are several EBPs that have the potential to reduce
jail days for persons with mental illnesses. In dis-
cussing justice-involved persons with mental ill-
nesses, it is important to keep in mind the
heterogeneity of this group. They differ in terms
of the seriousness of their mental illnesses, charge
levels, criminogenic risks, demographics, and
access to community supports. Unfortunately,
many inmates are un- or undertreated at the time
of their arrests (Wilper et al. 2009). The commu-
nity mental health system also rarely assesses the
nature of criminal justice involvement or crimi-
nogenic risk. Almost one-half of the clients seen
for the first time at community mental health cen-
ters have had contact with the criminal justice
system and that nearly one-third of them had
been sentenced to jail (Theriot and Segal 2005).
Lumping justice-involved persons with mental
illnesses into a single class does not allow for pri-
oritization of scarce resources to those with high-
est need or who might benefit most. There is a
great need for valid, reliable screening and
assessment processes that can drive the develop-
ment of effective, integrated treatment and super-
vision plans. What follows are recommended
services to reduce criminal justice involvement in
persons with mental illnesses.

Integrated Mental Health
and Substance Use Services

Since the majority of justice-involved persons
with mental illnesses will have co-occurring
addictive disorders, effective and integrated treat-
ments must be available. The structure of ser-
vices as well as the treatments themselves can be
integrated. There are a number of evidence-
based, integrated practices for correctional imple-
mentation, though gaps in service delivery remain
(Peters et al. 2017). These interventions include
integrated dual disorder treatment (IDDT),
cognitive-behavioral therapy (CBT), modified
therapeutic =~ community (MTC), and the
risk-need-responsivity (RNR) model. Integrated
treatment for justice-involved persons has been
associated with improved criminal justice and
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mental health outcomes, including reduced crim-
inal activity, substance abuse, arrest, and reincar-
ceration (Osher 2013; see chapters “Integrated
Care and Community Psychiatry”, and “Social
and Political Determinants of Health and Mental
Health”, for more detailed discussion). Given the
high correlation of substance use disorders with
crime, they should be the primary target of treat-
ment. It is also associated with significant cost-
saving for correctional systems (BEM 2009).

Supportive Housing

High rates of homelessness among justice-
involved persons with mental illnesses must be
considered in comprehensive treatment planning
(Osher and Steadman 2007). Housing needs
range from owning their own homes or living in
independent rental units to institutional care.
Supportive housing can significantly decrease the
chance of recidivism as well as time spent in
shelters or hospitals and is less costly on a daily
basis than time spent in institutions (Salem et al.
2015). Supportive housing includes a variety of
residential settings with on-site or easily accessi-
ble services, including case management, peer
support, medical care, mental health and sub-
stance abuse treatment, vocational training, cog-
nitive skills groups, and assistance in obtaining
income supports and entitlements. Unfortunately,
affordable housing is in short supply in many
communities, and persons with criminal records
often have trouble accessing public housing
assistance (For greater detail, please refer to
chapters  “Psychiatric ~Care for People
Experiencing Homelessness” concerning home-
lessness and “Housing First and the Role of
Psychiatry in Supported Housing” for a discus-
sion of housing).

Trauma Interventions

Incarceration is closely linked with trauma in
myriad ways. Almost all categories of adverse
childhood experiences (ACEs) are associated
with future incarceration, as well as with later

victimization, drug use, and homelessness (Eaves
et al. 2020). Evidence also indicates that treat-
ment for those with a history of ACEs may need
to be substantially different than for those with-
out such experiences. Rates of physical and sex-
ual abuse in jail and prison populations have been
found to be at least twice as high as in the general
population (Teplin et al. 1996) and are associated
with having a mental illness (Karlsson and
Zielinski 2020). Among some inmate popula-
tions, such as previously homeless women with
co-occurring mental and substance use disorders,
histories of violent victimization are extremely
high (Anderson et al. 2016). Studies indicate that
posttraumatic stress disorder (PTSD) may exist
in nearly 50% of inmates, as compared to less
than 10% of the general population (Anderson
et al. 2016). Moreover, the very experience of
incarceration is one of trauma, coercion, injury,
invasiveness, violence, and dehumanization
(Piper and Berle 2019). In particular, solitary
confinement is highly associated with the devel-
opment of PTSD. Having posttraumatic stress
disorder is then associated with negative post-
release experiences including self-harm and sui-
cide, additional trauma, homelessness, and
reincarceration (Piper and Berle 2019).

Because of the pervasiveness and profound
consequences of trauma, criminal justice system
programs must integrate sensitivity to trauma
into service delivery (Levenson and Willis 2019)
(a detailed discussion of trauma-informed care is
present in chapter “Traumatic Stress in the
Community: Identificationand Intervention”).
Training correctional treatment staff in this
approach can work towards creating a calmer and
safer environment for inmates as well as employ-
ees. Both rehabilitative efforts (intended to
reduce criminality) and mental health treatment
(framed for diagnoses and symptoms) can spe-
cifically address trauma. SAMHSA offers train-
ing for trauma-informed responses to court
personnel, law enforcement, community correc-
tions, and providers (Center 2020a, b). Trauma-
focused models that fit the correctional setting
focus on the present, use cognitive behavioral
approaches, provide education, and emphasize
coping skills; one example would be the seeking
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safety approach (Miller and Najavits 2012).
Various models have been shown to reduce vio-
lence and recidivism in youth and adolescents,
including trauma-focused cognitive-behavioral
therapy (TF-CBT), family functional therapy
(FFT), and multisystemic therapy (MST), though
more research is needed for these and other popu-
lations (Zettler 2020).

Supported Employment

Given that some criminal activity is driven by the
need for money, successful employment is
expected to mitigate contact with the criminal
justice system. In fact, many studies have shown
that employment of returning citizens is associ-
ated with lower chances of recidivism (Bunting
et al. 2019). As detailed in chapter “Supported
Employment”, over the past 30 years, supported
employment has become an important tool for
improving the well-being of persons with serious
mental illness (Drake et al. 2016). Such programs
should be modified to accommodate conditions
of release, allowing community correctional obli-
gations to exist concurrently with employment
responsibilities. A number of successful commu-
nity reintegration programs include supported
employment, but more research is needed on the
efficacy of this component in reducing recidivism
(Leifman and Coffey 2020). Individual place-
ment and support (IPS) is an employment model
that may be particularly effective for justice-
involved individuals with serious mental illness,
particularly when coupled with dual diagnosis
treatment (Bond 2013).

lliness Management and Recovery

Illness management and recovery comprise a
group of EBPs that teach skills required to man-
age a person’s own mental illness in collabora-
tion with health care professionals and other
supports (see chapter “Health Self-Management:
The Emerging Importance of Trauma and
Resilience” for details). These EBPs have been
demonstrated to promote recovery in functional,

personal, and clinical domains (Roosenschoon
et al. 2019). There are several illness manage-
ment and recovery programs, including the
Wellness Recovery and Action Plan (WRAP) and
Social and Independent Living Skills (SILS).

When these programs have been implemented
for persons with mental illnesses and co-
occurring disorders within correctional settings,
they produce the expected social and coping skill
gains (Black et al. 2019). The common applica-
tion of psychoeducational and cognitive compo-
nents within illness management and recovery
programs makes them well-suited for adaptations
that could address criminogenic thinking and
antisocial tendencies. Using WRAP with home-
less individuals has been shown to reduce recidi-
vism (Listwan et al. 2018), but more evidence is
needed.

Case Management and Forensic
Assertive Community Treatment

Access to case management services is important
for individuals with complex mental health and
legal needs. Assertive community treatment
(ACT) is a well-validated EBP that combines
treatment, rehabilitation, and support services
within a multidisciplinary team (Dixon 2000). It
is a high-intensity, high-cost package that is typi-
cally reserved for the topmost utilizers of acute
and emergency mental health services (see chap-
ter “Case Management and Assertive Community
Treatment” for a detailed discussion). Particularly
when combined with the provision of low-
demand housing, it has been associated with less
criminal justice involvement (Hirschtritt and
Binder 2017).

More recently, ACT services have been aug-
mented by specifically focusing on justice-
involved populations and training team members
to be responsive to criminal justice partners
(Weisman et al. 2004). These forensic ACT
teams, also known as FACT feams, aim to specifi-
cally reduce recidivism, are integrated into the
legal system, and include additional forms of
supervision; substance use treatment is highly
recommended for their success (Kelly et al.
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2017). Some studies show FACT involvement to
be associated with reduced time spent behind
bars, yet to effectively realize such goals, the
teams should be part of an overall forensic con-
tinuum of care (Cuddeback et al. 2020).

The development of forensic intensive case
management (FICM) teams is another effort to
coordinate criminal justice and treatment ser-
vices. FICM focuses on arranging access to ser-
vices rather than direct provision of care and,
without requiring a large team, is less costly to
implement (Lee and Cain 2020). The bottom line
for many justice-involved persons with mental
illness is that any case management team must
have a sound understanding of legal issues. With
“criminal justice savvy” case management, teams
can be expected to reduce recidivism and have
been found to have better success than regular
ACT teams (Cuddeback et al. 2020).

Cognitive-Behavioral Interventions

Critical to a more complete understanding of
these patterns of incarceration are the concepts of
criminogenic risk factors and criminogenic
needs. Criminogenic risk factors are those asso-
ciated with criminal conduct and arrest.
According to the risk-need-responsivity (RNR)
model, the primary risk factors are antisocial per-
sonality, substance use, antisocial behavior, fam-
ily circumstances, low levels of employment and
education, antisocial peers, antisocial cognition,
and how one spends leisure time (Wilson et al.
2020). While originally describing a more gen-
eral population, studies have shown that the same
factors are associated with criminal recidivism in
those with mental illness (Wilson et al. 2020). In
our support of and advocacy for persons with
mental illness, we cannot overlook the (often
times, even higher) levels of criminogenic risk
factors present in people with mental illness who
are justice-involved (Wilson et al. 2020); to do so
would be a missed opportunity for intervention.
The intensity of mental health symptoms cova-

ries with higher criminogenic risk (Van Deinse
et al. 2021), though shared criminogenic risk fac-
tors largely predict recidivism independently of
mental illness (Skeem et al. 2014).

The four risk factors that are often portrayed
to be the most amenable to improvement are a
person’s criminal thinking, behavior, personality,
and associates (Abracen et al. 2016). Cognitive-
based correctional programming tends to target
antisocial personality and behavior and focuses
more on interpersonal expression than, as typical,
on individual distress (Rotter and Carr 2010).
Unfortunately, relatively simple approaches for
substance use and other risk factors are often
neglected. Criminogenic needs are individual
characteristics associated with risk factors; those
associated with criminal personality and behav-
ior include risk-taking, hostility, anger, irritabil-
ity, and cold-heartedness. While a time-limited
correctional program may address anger in a
meaningful way, other needs such as emotional
callousness might be harder to intervene upon.
Furthermore, research has found inmates with
serious mental illness to have low levels of
employment and education, substance abuse, and
maladaptive recreational endeavors, which are
usually not addressed by the justice system
(Wilson et al. 2020). Unfortunately, incarceration
can also increase contact with criminal- minded
peers and call for certain behaviors intended to
protect oneself, in effect working against a stated
goal of criminal rehabilitation.

The more criminogenic needs that are
addressed by treatment and supports in general,
the bigger the expected impact on recidivism
(Latessa and Lowenkamp 2005). Addressing the
criminogenic needs of incarcerated or formerly
incarcerated people with SMI can be specifically
adapted to increase chances of success (Wilson
et al. 2018). Given the prevalence of social and
neurocognitive difficulties, effective programs
will include actively involved staff who fre-
quently repeat and summarize information using
concrete language. The format should allow for
accessible participation.
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Accessible and Appropriate
Medication

Psychiatric medication is a critical tool, and for
many individuals, treatment is disrupted when
they enter and exit the criminal justice system.
Having access to appropriate medication at suit-
able doses, for sufficient lengths of time, is
imperative. It is clear that effective psychophar-
macology is important for the personal recovery
of many people as well as for fulfillment of crim-
inal justice requirements (by being able to func-
tion better with a reduced symptom burden)
(Skeem et al. 2014).

Research points towards more specific asso-
ciations, as well. Some findings indicate that
mood stabilizers and antipsychotic medications
(particularly long-acting injectables) are associ-
ated with reduced violent crime (Fazel et al.
2014), and data indicates that medication nonad-
herence, in concert with substance use, is associ-
ated with increased rates of violence in those
with SMI (Swartz et al. 1998). Populations with
attention-deficit hyperactivity disorder (ADHD)
are also less likely to engage in crime when
appropriately medicated (Lichtenstein et al.
2012). On the other hand, population-level pre-
scriptions of selective serotonin reuptake inhibi-
tors (SSRIs) or serotonin-norepinephrine
reuptake inhibitors (SNRIs) have been recently
associated with having no effect on violent crime
(Osler et al. 2019) as well as with an increased
risk of violent crime in past offenders and youth
(Lengvenyte and Vieta 2020).

Conclusion

As for other persons with serious mental ill-
nesses, access to prescribers, funding for medica-
tions, supports for adherence, and fluid continuity
across systems are challenges for those involved
in the criminal justice system. These programs
are components of a comprehensive strategy to
reduce the overrepresentation of persons with
mental illnesses in the justice system. Few com-
munities have all components and none have suf-

ficient capacity, yet inroads are being made.
Financing these EBPs relies on a patchwork of
block grant funding, public and private insur-
ance, and uncompensated care. Advocacy for
investments in these services is essential. At the
time of publication of the previous edition of this
chapter, the passage of the Patient Protection and
Affordable Care and Health Care and Education
Reconciliation Acts held promise for this popula-
tion. Ten years later, however, significantly
increased insurance coverage has not been asso-
ciated with improved access to mental health care
for formerly incarcerated patients, reinforcing
that there are no simple solutions for addressing
the complex needs of this population (Howell
et al. 2019).

Community psychiatrists are working, and
will continue to work, with persons who have
criminal justice histories. They should develop
familiarity with the system and how it intersects
with their patient’s lives and future trajectories.
Recovery-oriented practices are as germane to
justice-involved persons as any. Community psy-
chiatrists must understand the literature and work
with their patients towards a vision of what is
likely to work, for whom, and under what cir-
cumstances. Gaining this expertise can be
achieved through formal training (such as a
forensic and/or community psychiatry fellowship
program) as well as through other routine meth-
ods of lifelong learning. If we are to avoid being
a society where punishment inappropriately sub-
stitutes for care, a shared commitment to our
patients’ dignity and our communities’ safety is
of paramount importance.
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