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The importance of services to justice-involved individuals that reduce the risk of
re-offense seems clear. Both individuals receiving such services and the larger
society in which they live benefit from responsible, prosocial behavior rather than
criminal offending. However, there are important questions about the purpose,
nature, and empirical support for rehabilitative services provided to individuals who
become involved with the criminal justice system. These questions are addressed in
this chapter, which also reviews the existing evidence supporting various kinds of
interventions.

Scope and Definitional Considerations

In this chapter, we define “justice-involved” as, at minimum, having been arrested
for criminal charges. We define this broadly to include arrests that may result in
diversion or specialized intervention at first booking, jail, prison reentry, or parole
—four of the five intercepts on the Sequential Intercept Model1 (Griffin et al. 2015;
Munetz and Griffin 2006). Our focus is adults, so we do not review evidence related
to the rehabilitation of juvenile offenders. Although much of the evidence discussed
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in this chapter relates to the rehabilitation of offenders with behavioral health
disorders,2 we also cover rehabilitative interventions for individuals without such
disorders. “Risk reduction” refers to lowering the risk of criminal reoffending,
although we do not see this as mutually exclusive from clinical symptomatic
improvement and recovery (as discussed in the section on the Clinical vs.
Criminogenic Debate, later in this chapter). We address evidence regarding inter-
ventions in the community, in nonsecure residential settings (e.g., halfway houses),
and in prisons and secure hospitals. We exclude only jails, as a substantial pro-
portion of individuals in jails are detained pending disposition of charges, making it
impossible to meaningfully separate the predisposition detention mission of jails for
these individuals from the post-sentence secure rehabilitative mission of jails
regarding sentenced individuals. We do not cover evidence regarding psychotropic
medication. Remaining interventions, however—therapy/counseling, case man-
agement, and milieu—are addressed in the present chapter.

Prevalence of Behavioral Health Disorders
in Justice-Involved Individuals

The estimated prevalence of behavioral health disorders among individuals
involved with the criminal justice system depends on several considerations. One is
how broadly “behavioral health” is defined, with some investigators using only
severe mental illness and others broadening that definition to include nonpsychotic
depression, anxiety, trauma, substance abuse, and intellectual disability. A second
consideration is how this information is gathered; this ranges from self-report of
specific symptoms to a very detailed structured diagnostic interview such as the
Structured Clinical Interview for DSM-5 (First et al. 2015) supported by docu-
mented history. A third variable involves where the individual is placed: jails, state
and federal prisons, and community-based placements all appear in the literature
(see Sarteschi 2013, for a summary).

For present purposes, it is less important to identify precise estimates than to
make a larger point: the prevalence of broadly defined behavioral health disorders
in those involved in the criminal justice system is substantial and apparently
increasing. It was estimated in 1999 that 7.4 % of federal offenders, 16.2 % of state
offenders, and 16 % of those on probation had “mental health problems” (Ditton
1999). In 2006, by comparison, a Bureau of Justice Statistics report described 45 %
of federal offenders and 56 % of state offenders as experiencing mental health
problems (James and Glaze 2006). Using a structured clinical interview, Steadman
et al. (2009) gathered Connecticut jail data that they used to estimate the national

2This is defined broadly to include serious mental illness, substance abuse, anxiety disorders,
personality disorders, intellectual disability, brain dysfunction, learning disorders, trauma-related
disorders, and disorders of attention and concentration.
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prevalence of severe mental illness in jail populations as 17.1 % for males and
34.3 % for females. Other estimates of rates of significant behavioral health
problems include 76 % (jail or probation; Castillo and Fiftal Alarid 2011), 18 %
(New Jersey prisons; Blitz et al. 2005), and 78 % (probation or parole; Solomon
et al. 2002). But severe mental illness is only a part of the broader spectrum of
behavioral health disorders experienced by justice-involved individuals; substance
use disorders, anxiety, and PTSD are also estimated to be common within this
population (NCCHC 2002; Sarteschi 2013).

Considering this evidence, it seems justifiable to conclude that at least half (and
perhaps more) of justice-involved individuals experience at least one behavioral
health disorder when defined as broadly as is done in this chapter. This means that
rehabilitative services delivered to such individuals could focus only on clinical
outcomes such as symptom remission and still be insufficient to treat all individuals
with significant clinical needs.

Despite the apparent breadth of such clinical need, however, we suggest that a
primary focus on clinical treatment and traditional clinical outcomes is not
appropriate for a justice-involved population. Services to justice-involved indi-
viduals are almost entirely publicly funded, and society has a substantial interest in
supporting rehabilitative services that reduce the risk of further offending. But how
can we reconcile this overwhelming need for behavioral health services in con-
temporary justice-involved populations with the legitimate societal interest in
public safety? The answer has two parts. First, rehabilitative interventions for both
offense risk reduction and behavioral health needs must be identified; second, we
must employ those interventions that provide the greatest impact for shared treat-
ment goals—those that both reduce re-offense risk and improve behavioral health
functioning. This is discussed in more detail in the next two sections.

Risk-Need-Responsivity as an Organizing Structure

The Risk-Need-Responsivity (RNR) model (Andrews and Bonta 2010) was
developed to help structure assessment and intervention planning for those under
correctional supervision, with the goal of reducing re-offense risk. It has three
principles. The risk principle requires that re-offense risk be measured accurately,
and those at high risk be treated more intensively and longer. The need principle
requires targeting criminogenic needs (those associated with the likelihood of
re-offending); through improving criminogenic deficits and strengthening protective
factors for an individual, the risk of re-offending is reduced. The responsivity
principle has two components: tailoring of risk-reducing services to individual
capacities (specific responsivity) and providing such services in modalities such as
cognitive behavioral or social learning that have been empirically supported with
this population (general responsivity). Research has yielded support for seven major
dynamic risk factors associated with re-offense risk: antisocial personality pattern,
procriminal attitudes, antisocial associates, poor use of leisure time, substance
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abuse, problematic marital or family circumstances, and problematic circumstances at
school or work (Andrews and Bonta 2010). Several meta-analyses support the appli-
cability of this model to various justice-involved populations (Andrews 2012 (k number
of tests of treatment = 374); Andrews and Bonta 2010 (k controlled experimental tests
of the effects of various judicial/correctional treatment interventions on recidi-
vism = 374); Dowden and Andrews 1999 (k unique studies of correctional treatment
programs for female offenders = 26, with 45 effect sizes), 2000 (k primary studies of
correctional treatment programs for violent offenders = 35, with 52 tests); Hanson et al.
2009 (k studies of sex offender treatment = 23). In this chapter, we specify the number
of relevant comparisons or studies, k, upon which cited meta-analyses were based; this
figure is not always the same as the total number of comparisons or studies upon which
a meta-analysis was based.

The question of the RNR model’s applicability to individuals with behavioral health
problems has been addressed partly by a meta-analysis incorporating offenders with
and without mental illness (Bonta et al. 1998), which identified primarily the same risk
factors for both groups (k unique samples = 64). It has also been addressed through an
updated meta-analysis (Bonta et al. 2013, using comparisons/“studies” k = 126, drawn
from 96 unique samples of mentally disordered offenders). In the 1998 study, clinical
diagnosis was not associated with re-offense risk. In the 2013 study, the authors
concluded that RNR risk/need factors are more predictive of general and violent
recidivism than clinical factors (with the exception of antisocial
personality/psychopathy). It is reasonable to conclude, therefore, that many offenders
(whatever their behavioral health needs) are influenced in their propensity for offending
by a set of common influences that are described by RNR. Two other questions arise,
however. Is there a small subgroup of justice-involved individuals who are influenced
primarily by mental health needs—and on whom RNR-identified criminogenic needs
have little influence? Is there a difference in how an intervention should be delivered to
two groups when one group has substantial behavioral health needs (e.g., major mental
illness) and the second group does not, but both share the risk factor of substance
abuse? These questions are discussed further in subsequent sections.

Clinical Versus Criminogenic Interventions: Toward a Partial
Resolution

Separate teams of investigators have addressed the question of whether
justice-involved individuals with severe mental illness commit offenses that are
directly linked to their symptoms. Considering jail detainees in a diversion program
(Junginger et al. 2006) and those with mental illness on parole (Peterson et al.
2010), both teams concluded that in only about 10 % of cases was the experience of
symptoms of mental illness (e.g., auditory hallucinations, paranoid delusions)
directly related to the offending behavior. A review of 18 relevant studies (Skeem
et al. 2015b) indicated strong support for using general risk assessment tools to
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assess recidivism risk for mentally disordered offenders, and preliminary evidence
suggested that cognitive-behavioral interventions are more effective in targeting
general risk factors than psychiatric treatment alone. However, they also found no
direct support for the applicability of the three core RNR principles in treating
mentally disordered offenders. Among high-risk mentally disordered offenders, data
from the MacArthur Risk Study indicate that psychosis immediately preceded 12 %
of serious acts of violence, but the great majority of the 100 individuals studied
(80 %) had exclusively “nonpsychosis-preceded” violence (Skeem et al. 2015a).
Both criminogenic and psychotic factors have predictive efficacy in mentally dis-
ordered offenders (Prins et al. 2015). However, a detailed investigation of 143
mentally disordered offenders using interviews and record reviews revealed that
symptoms rarely directly motivated the offenses (of the 429 crimes coded, 4 %
related directly to psychosis, 3 % related directly to depression, and 10 % related
directly to bipolar disorder) (Peterson et al. 2014).

These are important findings. They are particularly relevant to the assumption
that treatment of only mental health symptoms will reduce re-offense risk among
justice-involved individuals with serious mental illness. It led to the recent proposal
that the great majority of this group should be rehabilitated using RNR to guide a
focus upon criminogenic needs (Eno Louden et al. 2015).

In this chapter, we propose a modified version of this argument. Acknowledging
the strong evidence that it is criminogenic needs, not traditional mental health
symptoms, that are largely linked to offending behavior within this population, we
also note that outpatient treatment (primarily psychotropic medication) significantly
reduces the risk of arrest among such individuals (Van Dorn et al. 2013). This
suggests (consistent with Prins et al. 2015) that psychotropic medication may have
a favorable impact on both symptom reduction and rearrest risk, and hence should
be prominent among the interventions used with this population.

We continue this analysis with a careful review of criminogenic needs identified
by RNR. By considering which of these may provide the greatest benefit on both
criminogenic and clinical grounds, we approach this criminogenic versus clinical
question by removing the dichotomy. What are the criminogenic needs that are also
important for behavioral health and recovery? The following sections address this
question in the context of cognitive interventions, problem-solving interventions,
and behavioral health interventions.

Cognitive Interventions

Cognitive interventions, in contrast to more traditional behavioral approaches, focus
on the importance of internal thought processes in regulating and changing behavior
(Bandura 1969). The foundation of cognitive therapy was established in 1961 by
Albert Ellis, a psychologist who created “rational emotive therapy” based on the
theory that thoughts control feelings (Ellis and Harper 1975). Following Ellis’
work, psychiatrist Aaron Beck founded and developed modern-day cognitive
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therapy. Under Beck’s cognitive model, therapists help individuals overcome dif-
ficult emotions by teaching them to change unproductive or irrational thoughts that
lead to upsetting emotional reactions. By identifying and changing distorted
thinking through cognitive therapy, an individual develops skills to modify beliefs
and thinking patterns that cause distress (Beck 1976).

In correctional settings, the most common intervention that utilizes cognitive
therapy techniques is Cognitive Behavioral Therapy (CBT). CBT interventions
involve the use of both cognitive and behavioral methods in rehabilitating
offenders. Under the CBT model, an offender is taught to identify and restructure
distorted cognitions and develop social skills. To accomplish these goals, a therapist
will encourage cognitions that result in positive actions (a cognitive approach) and
reinforce positive actions (a behavioral approach) (Milkman and Wanberg 2007).
This section of the chapter will focus on the cognitive aspects of CBT.

CBT: Cognitive Components

Practitioners delivering CBT interventions generally focus on two key cognitive
elements: automatic thoughts and core beliefs (e.g., Beck 1976; Beck 1979; Burns
1989; Ellis and Harper 1975). Automatic thoughts, also described as “thought
habits” (Wanberg and Milkman 1998, 2006), are defined as cognitions that arise
instantaneously and unconsciously in response to an outside event (e.g., Beck 1976,
1995, 1996; Freeman et al. 1990; Milkman and Wanberg 2007). Cognitive theorists
have identified three types of automatic thoughts: expectations, appraisals, and
attributions.

Expectations are cognitions that specific actions will bring about certain results.
One type of expectation—efficacy expectation—is particularly relevant to offend-
ers. Efficacy expectations are cognitions about behavioral choices that occur in the
face of impending circumstances (Milkman and Wanberg 2007). For instance, if an
offender escapes arrest by running from the police, her efficacy expectation in that
behavior will be reinforced and she will likely choose to run from police in future
similar situations.

An appraisal occurs when an individual evaluates the value of his or her current
experiences and reactions to those experiences. Appraisals can often be a source of
biased thinking and tend to cause subsequent emotions (Beck 1996). For example, a
person with major depressive disorder who is turned down for a job might expe-
rience a distorted appraisal such as “I’m worthless,” which in turn leads to a feeling
of sadness.

Attributions are cognitions about why events occur or why certain actions led to
certain results. An individual’s belief about the source of his or her own achieve-
ments or difficulties arises from attributions (Rotter 1966). For instance, after
committing a crime, an offender might think, “I am responsible for robbing that
store,” demonstrating an internal locus of control. Alternatively, an offender might
harbor an external locus of control and think, “If the store had better security, I
would not have tried to rob it” (Rotter 1966).
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Core beliefs, or underlying assumptions, refer to an individual’s long-term
thought processes (Seligman et al. 2001). Individuals are generally less conscious
of core beliefs than automatic thoughts, and core beliefs tend to be more constant
and lasting than automatic thoughts (Seligman et al. 2001). Beck defined core
beliefs as schemas that form an individual’s automatic cognitions (Beck 1996).
Core beliefs tend to guide how an individual interprets and appraises external
situations (Milkman and Wanberg 2007). Cognitive therapy is intended to help an
individual restructure core beliefs that are distorted or irrational.

Criminal Thinking

Research has shown that cognitive interventions are particularly appropriate for
justice-involved individuals. Indeed, CBT is considered one of the most effective
treatment options for criminal offenders. Repeat offenders are more prone to
experience irrational cognition and engage in what is known as “criminal thinking.”
According to some (e.g., Walters 2002; Yochelson and Samenow 1976), criminal
thinking consists of distorted cognitions that include self-justification, displacement
of blame, poor moral reasoning, dominance and entitlement, incorrect interpreta-
tions of social cues, and overly optimistic perceptions of reality (see Beck 1999;
Lipsey et al. 2007; Walters and White 1989; Yochelson and Samenow 1976). These
biased thinking habits may lead an offender to perceive harmless situations as
threatening. For instance, an offender may interpret an entirely benign comment as
rude or intentionally aggressive (Lipsey et al. 2007). Additionally, offenders
engaging in these maladaptive thinking patterns often feel a need for instant grat-
ification, confusing wants with needs. For instance, an offender carrying no money
might see a CD in a store and think to himself “I want that CD, so I need to have it
right now.”

Another tenet of criminal thinking involves the “victim stance,” which is a belief
that one is being unfairly blamed and rejected by society without reason. This
involves a failure to understand that the rejection and blame experienced may be
due to one’s own antisocial behavior (Lipsey et al. 2007). Many offenders may feel
unfairly rejected and adopt a “victim stance” because they were raised within a
subculture where such antisocial thought patterns were in fact adaptive. For
instance, in a prison or street culture environment, cognitions that would otherwise
seem distorted (“if someone is rude to me, I must physically punish him or her, or I
will not be respected”) may indeed be the best way to survive (Lipsey et al. 2007).

Furthermore, research highlights that offenders often commit “thinking errors”
(Barriga et al. 2000; Elliot and Verdeyen 2002; Samenow 1984) and maintain
antisocial core beliefs and values (Jennings et al. 1983; Kohlberg 1976). Moreover,
the cognitive skill set of offenders is often limited (Andrews and Bonta 2010;
Gendreau et al. 1996; Ross and Fabiano 1985). Research has shown that cognitive
interventions, and CBT treatments in particular, have been effective in rehabilitating
offenders who display such cognitive patterns.
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Key Elements of Cognitive Interventions for Offenders

An important assumption of the CBT interventions delivered in a correctional
setting is that an offender’s distorted thinking is learned (Lipsey et al. 2007). As
such, the goal of most CBT interventions employed in correctional contexts is to
teach offenders how to recognize the thought processes that led to their criminal
behavior (Lipsey et al. 2007).

With an aim of helping offenders hold themselves accountable, the cognitive
intervention is generally delivered in a series of steps. First, the therapist helps the
offender recognize and self-monitor automatic thoughts. Second, offenders are
taught to identify distorted, biased, or irrational thinking patterns and core beliefs.
Third, the therapist helps the offender develop techniques to restructure those
distorted, biased, or irrational automatic thoughts and core beliefs, through cogni-
tive restructuring (Beck 1995; Dozois and Dobson 2001; Freeman et al. 1990;
Leahy and Neary 1997). To successfully deliver such cognitive interventions in a
correctional setting, therapists rely on several techniques, including cognitive skills
training, cognitive restructuring, and anger management. In addition, therapists will
employ supplementary techniques such as relapse prevention, social skills devel-
opment, and morality training (Lipsey et al. 2007).

Cognitive Skills Training. Cognitive skills training consists of teaching offenders
various thinking skills, including interpersonal problem solving, abstract thinking,
critical reasoning, causal thinking, goal setting, long-term planning, and perspective
taking (Lipsey et al. 2007; Robinson 1995). Therapists often instill these techniques in
offenders by engaging in role-play scenarios. Additionally, offenders will be asked to
use these cognitive skills in real-life situations that would ordinarily yield distorted
thought processes and criminal behavior (Lipsey et al. 2007). This training is aimed at
providing offenders with decision-making strategies such as to stop and think prior to
acting, come up with alternative resolutions, and consider the consequences of their
behavior (Lipsey et al. 2007; Porporino et al. 1991; Robinson 1995).

Cognitive Restructuring. Cognitive restructuring is used to modify distorted or
inaccurate cognitive processes that contribute to criminal thinking. Therapists may
deliver cognitive restructuring in a variety of forms (Milkman and Wanberg 2007).
The “self-talk” cognitive restructuring method consists of stopping distorted
thought processes and restructuring maladaptive thinking by planting positive
thoughts (McMullin 2000). Other cognitive restructuring interventions focus on
problem solving (D’Zurilla and Goldfried 1971; D’Zurilla and Nezu 2001), mood
management skills (Beck 1976; Monti et al. 1995), critical reasoning (Ross et al.
1986), and rationally responding to, de-catastrophizing, and scaling emotions
(Reinecke and Freeman 2003).

Anger Management. Anger management training entails teaching offenders
specific cognitive skills for circumstances likely to cause an angry reaction. To
teach these skills, a therapist helps the offender identify automatic thoughts that
arise in these situations. Then the therapist helps the offender assess whether those
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thoughts are rational. Once irrational thoughts are identified, the therapist and
offender work together to replace them with more adaptive ones (Lipsey et al.
2007).

Anger management may also be taught through stress inoculation training
(Meichenbaum 1975). In stress inoculation training, offenders are taught to deal
with stressful situations by first identifying environmental “triggers” that result in
an angry response. Offenders then develop self-statements to use when facing these
cues. Such statements (e.g., “Relax, this is not that big of a deal” or “This is not
worth losing my temper over”) help offenders reframe the situation. Relaxation
techniques are also taught as part of stress inoculation training so offenders learn to
calm themselves mentally and physically in stressful situations. Stress inoculation
training also involves role-play between the therapist and offender so offenders can
practice these techniques (Beck and Fernandez 1998; Lochman and Lenhart 1993).

Supplementary Techniques. In addition to the primary cognitive skills training
and anger management techniques, CBT interventions often incorporate various
supplemental components. These auxiliary techniques may include social devel-
opment training, moral reasoning education, and relapse prevention skills instruc-
tion (Lipsey et al. 2007).

To help offenders develop social skills, therapists will focus on replacing anti-
social attitudes and feelings with more prosocial alternatives. Additionally, as part
of the social skills training, offenders will often be encouraged to reduce or elim-
inate any antisocial relationships or associations they may have (Andrews and
Bonta 2010).

Moral reasoning education may consist of training offenders to be honest,
develop moral accountability in terms of their beliefs, attitudes and behavior, and
cultivate respect for the well-being of others and societal rules (Little and Robinson
1986). Additionally, to help an offender develop moral reasoning skills, he or she
may be exposed to a moral dilemma and then asked to engage in a discussion about
how to handle that dilemma (Goldstein and Glick 1987, 1994). Additionally, some
interventions strive to help offenders understand how their previous actions affected
their victims (Lipsey et al. 2007).

Relapse prevention training consists of teaching offenders to develop
self-management and self-control skills to use in situations that could lead to
criminal behavior (Milkman and Wanberg 2007; Marlatt et al. 2002). After
developing these skills, offenders should be able to identify high-risk circumstances
and use coping skills to prevent criminal relapses (Little and Robinson 1986).

Primary CBT Interventions Used in Correctional Settings

Multiple empirically based CBT programs are used to rehabilitate justice-involved
individuals. Below are descriptions of five prototypical CBT programs commonly
used in correctional settings.

Risk-Reducing Interventions for Justice-Involved Individuals: A Critical Review 279



Reasoning and Rehabilitation. Reasoning and Rehabilitation (R&R) (Ross and
Fabiano 1985) is an evidence-based CBT intervention designed to help youths and
adults who have antisocial tendencies and exhibit criminal behavior. R&R consists
of exercises that change offender thinking that is impulsive, illogical or rigid, and
teach them to think of alternative ways of responding that lessens the adverse
impact on others, particularly victims. The program consists of 35 structured 2 h
sessions for groups consisting of between 6 and 12 individuals (Ross et al. 1988).

Aggression Replacement Training. Aggression Replacement Training (Goldstein
and Glick 1987, 1994) is an empirically supported CBT intervention geared toward
justice-involved youth with aggression control problems. Aggression Replacement
Training consists of three components: Social Skills Training, Anger Control, and
Moral Reasoning Education. Social Skills Training, generally delivered through
role playing and modeling, teaches offenders to replace antisocial tendencies with
prosocial behaviors. Through such training, offenders learn self-control by
recording anger-arousing experiences, identifying “triggers,” and applying anger
control techniques. The Moral Education component consists of exposing offenders
to ethical dilemmas and leading a discussion aimed at developing moral reasoning
(Goldstein and Glick 1987, 1994).

Thinking for a Change. Thinking for a Change (T4C) (Bush et al. 1997) is a CBT
intervention designed for small groups of individuals in a variety of correctional
settings, including prisons, jails, probation, and parole supervision. T4C consists of
22 sessions aimed to help participants learn cognitive restructuring skills,
problem-solving techniques, and social skills. Each session is comprised of group
exercises and homework designed to assist participants develop these skills (Bush
et al. 1997).

Cognitive Interventions Program. The Cognitive Interventions Program
(CIP) (National Institute of Corrections 1996) consists of 30 sessions designed to
deliver a cognitive restructuring curriculum. The program aims to teach offenders to
recognize that their behaviors result directly from the choices they make. The
lessons help participants recognize distortions and errors in their cognitions, such as
victim stance, overoptimism, and a lack of empathy. The program also helps
offenders identify antisocial attitudes that may influence their choices and teaches
prosocial thinking styles (National Institute of Corrections 1996).

Effectiveness of CBT Interventions for Offenders

A review of the literature on offenders’ rehabilitation reveals many beneficial effects
of cognitive approaches (Cullen and Gendreau 1989; Gendreau and Ross 1987;
Husband and Platt 1993; Landenberger and Lipsey 2005; Wilson et al. 2005).
Indeed, research has shown that most effective interventions involve treatment that
focuses on the improvement of cognitive functions (Gendreau and Andrews 1990).
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One meta-analysis revealed that CBT interventions are critical in delivering
effective correctional treatment to adult and juvenile offenders (Andrews et al. 1990
(k “intervention appropriateness” versus sanctions comparisons = 154, drawn from
80 studies). Reviews have also shown that cognitive-behavioral programs in par-
ticular tend to be the most effective form of rehabilitation for offenders (Allen et al.
2001; Andrews et al. 1990; Cullen and Gendreau 1989; Gendreau and Andrews
1990; Gendreau and Ross 1987; Husband and Platt 1993; Kenne 2011; Losel 1995;
MacKenzie and Hickman 1998).

Multiple meta-analyses have demonstrated the effectiveness of CBT interven-
tions in criminal justice settings for both adults and juveniles (e.g., Lipsey and
Cullen 2007). In one review of group-structured CBT programs for offenders
(k studies = 20), researchers found that CBT interventions effectively reduced the
criminal behavior of participating offenders (Wilson et al. 2005). Wilson et al.
(2005) also identified specific aspects of CBT interventions that were particularly
effective, finding that therapy focused on moral reconation, cognitive restructuring,
and cognitive skills led to lower recidivism rates. Another meta-analysis of research
studies comparing behavioral and cognitive-behavioral interventions (k behavioral
programs and cognitive-behavioral programs combined = 69) found
cognitive-behavioral treatments more effective in terms of reducing recidivism rates
(Pearson et al. 2002).

Several meta-analyses dedicated solely to CBT interventions for offenders have
also demonstrated the overall effectiveness of such programs in terms of reducing
recidivism (Landenberger and Lipsey 2005 (k CBT studies = 58); Lipsey et al.
2001 (k cognitive-behavioral-program studies = 14); Pearson et al. 2002; Tong and
Farrington 2006 (k Reasoning and Rehabilitation evaluation studies = 16, from 26
comparisons). One of these meta-analyses found that the CBT interventions
reduced offender recidivism—and that the decrease in recidivism was primarily due
to the CBT interventions rather than the solely behavioral techniques (Pearson et al.
2002). Another found that, after controlling for various methodological variables,
CBT treatment programs that included any one-on-one treatment, anger control, or
cognitive restructuring were significantly associated with better recidivism out-
comes in bivariate analyses (Landenberger and Lipsey 2005). Other CBT elements
(cognitive skills, interpersonal problem solving, social skills, moral reasoning,
victim impact, substance abuse, behavioral modification, and relapse prevention)
did not show a significant bivariate relationship with effect size. However, in a
multivariate analysis (also comprised of methodological controls, participant risk
level, amount of treatment, quality of treatment, and whether a program emphasized
CBT or not), only anger control and interpersonal problem-solving elements were
significantly and positively associated with outcome, while victim impact and
behavioral modification were both significantly negatively related to effect size.
Landenberger and Lipsey (2005) also examined their sample of studies in terms of
the name-brand CBT that was used (Reasoning and Rehabilitation, Moral
Reconation Therapy, Aggression Replacement Therapy, Interpersonal
Problem-Solving Therapy, Thinking for a Change, programs focused on substance
abuse, other manualized programs, all others programs). They found that none of
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the name-brand programs stood out from the pack—i.e., none were significantly
associated with effect size in bivariate or multivariate analyses. To summarize,
Landenberger and Lipsey’s (2005) primary findings relevant to this section of the
chapter were that (a) anger management training, in particular, showed a robust
relationship with better recidivism outcomes, and (b) no name-brand programs were
distinguishable from the others in terms of larger reductions in recidivism.

Future Directions

With the growing incarceration rate, continued problem of criminal recidivism, and
public funding of rehabilitation for offenders, the importance of analyzing the
effectiveness of offender rehabilitation interventions is clear. Current research
supports the effectiveness of cognitive interventions, but additional study is needed
to clarify what works in correctional contexts. Such research will allow practitioners
to tailor interventions to meet the needs of specific offender populations.

Some studies have examined the effects of CBT interventions in relation to
various factors, such as offender risk level and correctional setting (e.g., Tong and
Farrington 2006), but additional research in these areas would be useful. To deliver
an intervention most effectively, a clinician must know the techniques that work
best for high-risk versus low-risk offenders. Additionally, interventions need to be
considered in correctional context, as offenders may be in maximum security
prisons, rehabilitation centers, or under supervision in the community. Moreover,
studies should explore the relationship between the effectiveness of a cognitive
intervention and other variables, such as previous recidivism rates, socioeconomic
status, age, and IQ level.

Some evidence has shown that race and gender may influence the effectiveness
of a CBT intervention (Kenne 2011), but additional research is needed to clarify the
extent of these relationships. The findings of such research would likely be useful in
developing and disseminating interventions tailored to specific offender popula-
tions. Such a nuanced approach would help practitioners develop more effective
interventions for offenders and potentially further reduce recidivism rates (Kenne
2011).

Finally, some have criticized the quality of the current research examining the
extent to which certain interventions lead to positive change among offenders
(Telander 2005). These criticisms note the lack of random sampling and inadequate
sample sizes in many of the published studies. As such, future researchers should
aim to obtain adequately sized samples, and use appropriate treatment and control
groups.
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Problem-Solving Interventions

In this section, we review problem-solving deficits and related interventions among
offender populations. Our coverage is limited to deficiencies and remedies of
offenders’ personal problem-solving skills, at the level of cognitions, affect, and
behavior. We do not address problem-solving courts (also known as specialty or
treatment/therapeutic courts), such as drug courts, mental health courts, and veteran
courts. These types of courts seek to apply legal leverage to engage preselected
defendants in interdisciplinary treatment for psychosocial problems related to a
court’s specialty area, which are thought to underlie eligible court participants’
criminal behavior (Daicoff and Wexler 2003; Griffin et al. 2015; Wiener and Brank
2013). Although these courts fall outside the scope of this section, it should be
noted that specialty court referrals to treatment often involve interventions that
target defendants’ personal problem-solving deficits.

Nature of the Intervention

There are two major strands in the offender problem-solving literature (McGuire
2005a; McMurran 2005). The first is the training strand from correctional psy-
chology, characterized by “name-brand” programs often based on the interpersonal
cognitive problem-solving model (e.g., Spivack et al. 1976). One such program is
Reasoning and Rehabilitation (R&R), a widely disseminated, manualized, multi-
faceted intervention program for offenders that includes training in social problem
solving (Ross and Ross 1995; D’Zurilla and Nezu 2007). The second is the therapy
strand, which arises out of the social problem-solving model from clinical psy-
chology (e.g., D’Zurilla and Goldfried 1971). Examples include Problem-Solving
Therapy for sex offenders (e.g., Nezu et al. 2005a) and the Stop & Think program
for offenders with personality disorders (e.g., McMurran et al. 2001b).

Different problem-solving programs, and problem-solving components of more
comprehensive intervention programs, have been developed to address the needs of
different offender populations. These programs/components vary somewhat in their
duration, intensity, format, level of emphasis and elaboration, and content. McGuire
(2005a) discusses some of these differences. Generally, however, all of these
programs share a common presumption that poor problem solving is associated
with psychosocial adjustment problems, including offending behavior. All
problem-solving training approaches therefore seek to help offenders develop skills
for responding more adaptively to problems in their lives and, hopefully, avoid
reoffending as a result.

Regarding treatment targets, Problem-Solving Therapy and the social
problem-solving model, for instance, conceptualize a positive versus negative
overall orientation to problems, and different problem-solving styles
(rational/planful, impulsive/careless, and avoidant) (D’Zurilla and Nezu 2007; Nezu
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et al. 2009). More adaptive functioning is associated with a positive problem ori-
entation—a general tendency to perceive problems as personally solvable chal-
lenges, and to commit to expending the time and effort to address versus avoid
problems. Obstacles to adopting a positive outlook on problems include low
self-efficacy beliefs, negative thinking, and negative emotions. Furthermore, both
greater adaptive functioning and a positive problem orientation are associated with
a rational/planful problem-solving style—the effective problem-solving skills of
accurately defining/formulating problems, generating numerous potential solutions,
making decisions based on pros and cons of various alternative solutions, and
implementing and monitoring a solution. As for intervention techniques,
therapeutic/training programs in problem solving incorporate a variety of
cognitive-behavioral change strategies, including functional analysis, psychoedu-
cation, practice and feedback, self-monitoring, training in affect regulation, and use
of cognitive restructuring techniques (McGuire 2005a). Problem-solving
therapy/training appears to occupy an intermediate position on a continuum rang-
ing from cognitively oriented therapies (cognitive therapy, schema-focused therapy)
to behaviorally oriented therapies (self-instructional training, social skills training,
behavior therapy, behavior modification) (McGuire 2005a).

Empirical Research

In their review of the empirical literature on social problem solving and adjustment,
D’Zurilla and Nezu (2007) included studies on offending behavior. They summa-
rized the research findings among adolescents as follows:

• First, adolescents demonstrated less effective problem solving than their parents;
• Second, a negative problem orientation among adolescents was associated with

aggression, an impulsive problem-solving style with delinquency, and an
avoidant style with aggression and delinquency;

• Third, poorer social problem-solving skills were associated with increased
problem behaviors (drug use, delinquency, running away, and unprotected sex)
among high-risk (delinquent, runaway, or disadvantaged) teenagers; and

• Fourth, youthful offenders with heroin use disorders performed less effectively
on a problem-solving measure than nonaddicted youth offenders (Greening
1997; Jaffe and D’Zurilla 2003; Leadbeater et al. 1989; Platt et al. 1973; for a
review of a few additional studies of delinquent youths’ problem solving, see
Antonowicz and Ross 2005 and McGuire 2005a).

Researchers have also examined social problem-solving abilities in aggressive
versus nonaggressive men with mild intellectual disabilities, concluding that more
aggressive individuals had greater problem-solving deficits (Basquill et al. 2004).
The aggressive participants also identified interpersonal intent less accurately and
generated aggressive solutions more frequently.
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With respect to adult offenders, high neuroticism has been related to poor
problem solving in a sample of offenders with mental illnesses (including person-
ality disorders) (McMurran et al. 2001a). Other researchers investigated social
problem solving in a sample of offenders convicted of child sex offenses (Nezu
et al. 2005b, c). Child sexual offenders differed from the general population with
respect to negative problem orientation and impulsive/careless problem-solving
style, both of which were also related to self-reported sexual deviance. In contrast,
only scores on a scale of avoidant problem-solving style added unique predictive
validity (beyond demographics and prior abuse as a child) to a clinician-rated
measure of sexual aggression.

Antonowicz and Ross (2005) noted two studies that found limited
problem-solving skills among inmates with poor adjustment to prison (Higgins and
Thies 1981; Zamble and Porporino 1988). Consistent with this finding, other
researchers have observed that among young offenders, poorer social
problem-solving abilities in young offenders were associated with increased distress
and suicidality, and more victimization by bullies (Biggam and Powers 1999a–c).
Adult prisoners on a special unit for emotionally distressed persons evidenced
poorer social problem solving relative to a comparison group drawn from the
general offender population (Hayward et al. 2008). A negative problem orientation
has also been found to predict self-reported depression and anxiety in adult pris-
oners (McMurran and Christopher 2009). Finally, McGuire (2005a) interpreted the
results of a study by Zamble and Quinsey (1997) as indicating that poor problem
solving often preceded recidivism in offenders with extensive criminal histories.

Since the McMurran and McGuire (2005) and D’Zurilla and Nezu (2007)
reviews, a small number of new nonintervention studies have been published on
offenders’ problem-solving abilities. The studies examined the psychometrics of
short and long versions of the Social Problem-Solving Inventory–Revised (SPSI–R;
D’Zurilla et al. 2002). Both found the measure to be sufficiently reliable and valid to
support its use with the respective populations studied—sexual offenders (Wakeling
2007) and offenders with intellectual disabilities (Lindsay et al. 2011). In a sample
of untreated sexual offenders, Barnett and Wood (2008) found that participants
reported an overall average current problem-solving ability on the SPSI–R. They
described a need for future studies to evaluate whether sexual offenders use their
problem-solving skills toward prosocial ends (to guard against antisocial
tendencies).

D’Zurilla and Nezu (2007) also reviewed outcome studies of problem-solving
interventions for offenders, frequently summarizing relevant chapters from an
earlier review (McMurran and McGuire 2005). They discussed four intervention
programs: R&R, Think First, Stop & Think, and Project CBT/STOP. R&R has been
the most extensively studied problem-solving program for offenders; Antonowicz
(2005) identified 22 studies of varying methodological quality that evaluated R&R
implementations in institutional and community settings. Excluding studies with
single-group designs, the majority of between-subjects studies (11 out of 18) lent
support to R&R’s effectiveness for reducing recidivism, while the remaining 7
produced mixed results. Quantitative reviews of R&R have produced consistent

Risk-Reducing Interventions for Justice-Involved Individuals: A Critical Review 285



results. Based on a sample of seven R&R studies, Pearson et al. (2002) reported a
26 % reduction in recidivism for program participants relative to controls.
Subsequently, Tong and Farrington (2006) reported a weighted mean odds ratio of
1.16 for reconvictions based on 16 controlled or quasi-controlled studies (yielding
26 comparisons), or a 14 % overall decrease in recidivism among R&R participants
compared to controls. Additional moderator analyses supported the effectiveness of
the program in institutional and community settings, as well as for low- and
high-risk offenders. Another meta-analysis of CBT interventions for offenders,
which included name-brand programs as a moderator, found that R&R’s effec-
tiveness was comparable to other name-brand and generic CBT programs
[Landenberger and Lipsey 2005; Lipsey et al. 2007 (k studies of name-brand
programs = 58)].

The next program reviewed by D’Zurilla and Nezu (2007), Think First, had not
been subjected to a randomized controlled trial at the time of their review. However,
the few repeated measures studies, summarized by McGuire (2005b), were
promising with respect to short-term change on many relevant psychological
measures, including measures of social problem solving, criminal thinking, and
impulsivity (McGuire and Hatcher 2001; Ong et al. 2003; Steele 2002a). A more
recent study that used a pre-post design found that completion of Think First
improved impulsivity levels, criminal thinking styles, locus of control, and some
aspects of social problem-solving ability, although an unexplained increase in
impulsive/careless problem-solving style was also observed at the end of treatment
(Burgoyne and Tyson 2013).

McGuire (2005b) also reviewed follow-up recidivism studies that used
matched-group designs. The first follow-up study found that program-completing
probationers performed poorly compared to nontreated prisoners (Debidin and
Lovbakke 2005; Stewart-Ong et al. 2004). However, subsequent research has
produced more promising results. One study found that program-completing pro-
bationers had lower reconviction rates than non-completers and probationer con-
trols, especially completers who originally met selection criteria for the program
(Steele 2002b). Another study found that the program had a large effect on
reconviction rates for program-completing probationers versus both non-completers
and those who were referred to the program but never started it (Stewart-Ong et al.
2004). Subsequent work that considered risk for recidivism found group differences
on reconviction rates at up to 18-months follow-up, and also that risk moderated the
association between program completion and reconviction (Roberts 2004). A large
retrospective evaluation of the program found that, controlling for demographics,
risk, and offense type, completing the program was associated with a 29 %
reduction in reconviction compared to non-completers and probationer controls,
while failing to complete the program was associated with a 22 % increase in
reconvictions relative to program completers and probationer controls (Hollin et al.
2002). Research on attrition from Think First has suggested that the program may
require an overly demanding reading level (Davies et al. 2004), and that compared
to program completers, non-completers tended to have shorter criminal histories,
were less likely to accept responsibility for their offending, reported stress as a
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problem less often, and more frequently acknowledged problems with self-esteem
(Westmarland et al. 2002).

The third program reviewed by D’Zurilla and Nezu (2007), Stop & Think, had
yielded little empirical data by 2007. McMurran et al. (2005) reported both pilot
data and preliminary data from a larger study that showed improvements in overall
social problem solving and certain problem-solving styles (e.g., impulsivity) among
offenders with mental illnesses or personality disorders participating in the program.
More recent research on Stop & Think has found that treatment completers tended
to have greater rational problem-solving styles and lower impulsive/careless styles
compared to treatment non-completers (McMurran et al. 2008). Another study
found pre-post differences supporting the effectiveness of the program for reducing
emotional distress among adult prisoners on a special mental health unit (Hayward
et al. 2008).

Finally, D’Zurilla and Nezu (2007) described a demonstration program for sexual
offenders with intellectual disabilities called Project CBT/STOP, which consisted of
Problem-Solving Therapy combined with other CBT approaches (Nezu et al. 2005a, b).
A single-group pre-post evaluation of the program (Nezu et al. 2005c, 2006) found an
increase in adaptive behavior and motivation for participants. Positive trends were also
seen for pre-post changes in clinical target behaviors, and the posttreatment recidivism
rate over a 3-year outcome period was 4 %.

Research conducted since the McMurran and McGuire (2005) and D’Zurilla and
Nezu (2007) reviews has found that completing either R&R, an abbreviated and
modified version of R&R (Enhanced Thinking Skills), or Think First was not
associated with a reduction in reconviction compared to program non-completers,
referrals who did not start the programs, and offenders who were not assigned to
any programs (McGuire et al. 2008). However, in stratifying the groups by risk
level for non-participation/non-completion, a small treatment effect was found for
moderate- and high-risk cases. Furthermore, a larger evaluation of the three pro-
grams found that each was associated with a similar reduction in recidivism for
program completers versus nonstarters, non-completers, and non-referrals (Hollin
et al. 2008). Another analysis of these programs found that risk of recidivism was
associated with non-participation/non-completion (Palmer et al. 2009). Although
very high-risk individuals were more likely to fail to follow up on a referral or drop
out of treatment, a large recidivism treatment effect was observed when these
offenders completed one of the programs—while no treatment effect was observed
for low-risk individuals. Similar findings had been reported earlier with a larger
sample (Palmer et al. 2008). Finally, among female offenders, completion of Think
First or Enhanced Thinking Skills was not associated with a reduction in recidivism
compared to a non-referral comparison group, although non-completers had a
higher rate of recidivism relative to the comparison group (Palmer et al. 2015).

In addition to the programs reviewed thus far, Black et al. (2008) reported the
results of a small pilot study of a 20-week supplemental group treatment for
incarcerated female offenders diagnosed with borderline personality disorder, which
included didactic sessions on problem-solving skills. The program was associated
with medium to large effect sizes for relevant mental health outcomes (disorder

Risk-Reducing Interventions for Justice-Involved Individuals: A Critical Review 287



severity, negative affectivity, and depression), although the researchers did not
isolate the effects of the program’s problem-solving components. Similar results
were obtained in a subsequent study using a similar but larger sample, in addition to
new findings that the program was associated with reduced suicidal behavior and
disciplinary infractions—and that baseline symptom severity was negatively related
to improvement in the program (Black et al. 2013). In another small pilot study of a
treatment program based on the social problem-solving model for offenders with
intellectual disabilities, Lindsay et al. (2011) reported positive treatment effects on
problem orientation and problem-solving style using a multiwave study design.
A brief problem-solving intervention was also evaluated in male and female
diverted and incarcerated samples (Spiropoulos et al. 2005). Relative to corre-
sponding comparison groups, many of the treated groups showed reductions in
correctional misconducts and depression scores, although no effects were observed
on measures of conflict and employment.

Rather than focusing only on specific name-brand CBT programs for offenders,
Landenberger and Lipsey (2005) and Lipsey et al. (2007) meta-analyzed the effects
of specific CBT elements included in various treatment programs. In a multivariate
model that included methodological controls, risk level, treatment duration and
quality, whether CBT was emphasized, and other CBT elements (cognitive skills,
cognitive restructuring, social skills, moral reasoning, victim impact, substance
abuse, behavior modification, relapse prevention, and individual attention), they
observed that, of the CBT elements, larger reductions in recidivism were associated
only with programs that included attention to interpersonal problem solving or
anger control. In a similar multivariate model that examined interventions at the
level of the named type of CBT that was used, R&R and “Interpersonal Problem
Solving” performed comparably to all of the other CBT protocols that were
examined (Moral Reconation Therapy, Aggression Replacement Therapy, Thinking
for Change, and substance abuse focused programs).

Research Gaps/Areas for Future Research

McMurran (2005) has identified a number of future directions for research on
problem solving and offending. Her suggestions included focusing on individual
differences in social problem-solving styles, and how these differences develop and
relate to personality traits, information processing, and offending. She also rec-
ommended that researchers explore the links between social problem solving and
emotion, examining constructs such as affect regulation and emotional intelligence.
In addition, she suggested that concepts from cognitive therapy, such as automatic
thoughts and cognitive schemas, might influence social problem solving. As such, it
might be beneficial to examine these constructs as part of research on social
problem solving. Likewise, she suggested investigating the influence of cognitive
therapies for personality disorders, such as schema therapy, on social problem
solving. Finally, she recommended improving the measurement of social problem
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solving in offenders, given the problems with the reading level and self-awareness
required for self-report process measures like the SPSI–R, and with the subjectivity
and limited external validity of outcome measures such as the Means–End
Problem-Solving procedure.

Since 2005, research has (1) investigated measures such as the SPSI–R in
offender samples; (2) documented the social problem-solving profiles of different
types of offenders; (3) investigated the links between social problem-solving skills
and constructs from offender rehabilitation theories (e.g., primary good/needs from
the Good Lives Model; e.g., Ward et al. 2012); (4) examined the relationship
between social problem solving and emotional adjustment of offenders while
incarcerated and evaluated outcomes for preexisting problem-solving training
programs; and (5) developed and evaluated new training programs for social
problem solving. Nevertheless, the amount of new research that has been generated
since McMurran’s (2005) proposed research agenda has been modest. More is
needed, particularly on the development of more reliable and valid assessment
methods–as well as research that investigates the developmental pathways of social
problem solving, and the interactions among affect, cognition, and neurocognitive
functioning, personality, and social problem solving. Component and dismantling
studies would also be useful for isolating the effect of training in social problem
solving versus other treatment targets and strategies.

Behavioral Health Interventions

The following section will consider evidence-based interventions for substance
abuse, trauma-related disorders, and serious mental illness (SMI) that have
demonstrated effectiveness in reducing associated clinical symptoms and recidi-
vism. As a thorough review of the evidence base for all behavioral health inter-
ventions is beyond the scope of this chapter, readers are referred elsewhere (e.g.,
McMurran 2009; Young and Thome 2011) for such a review.

Substance Abuse

The prevalence of substance abuse among offenders is substantially higher than that of
the general population. Current estimates indicate that the prevalence for offenders is
between 10 and 48 % for males and between 30 and 60 % for females (Fazel et al.
2006; Lynch et al. 2014). Substance abuse has also been shown to be associated with
criminal recidivism (Dowden and Brown 2002). Although there are numerous inter-
ventions designed to reduce substance use problems that also have demonstrated
criminal justice applications (e.g., motivational interviewing; McMurran 2009; case
management; Siegal et al. 2002), the three treatment approaches that will be described
here are therapeutic communities, cognitive-behavioral interventions, and “blended
approaches” that combine therapeutic community and cognitive-behavioral techniques.
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Therapeutic Communities. Derived from the self-help tradition, therapeutic com-
munities (TCs) were initially developed for use with non-correctional and
community-based populations (Wexler 1995). As support for prison-based treatment
grew, the original TC model was adapted for use in secure settings and is currently one
of the most successful in-prison treatment approaches (Prendergast et al. 2003; U.
S. Department of Health and Human Services 2005). Although implemented in a
residential setting, a number of characteristics distinguish TC programs from those that
identify simply as “residential.” First, TCs are a “total treatment environment,”
implemented in isolation from the general prison population (Inciardi et al. 2004,
p. 90). Separation from the anxiety, fear, and violence that tend to permeate prison
culture provides individuals with an opportunity to begin creating positive change
toward a drug free lifestyle (U.S. DHHS 2005). TC programs are highly structured and
hierarchical in nature, with an emphasis on improving one’s standing in the world,
having participants help one another, and actively participating in all community
activities. Peers are stratified by level of seniority and are supervised by clinical staff,
many of whom are former substance users. Of paramount importance is the recognition
that drug use is a disorder of the whole person, and that addiction is one component of
a much larger issue (De Leon 1989).

Implementation typically occurs in three stages. Following orientation to the TC
rules, residents engage in prison-based individual and group therapy for at least
12 months to further their recovery. The active treatment phase is first followed by
work release in a transitional TC setting and then by an aftercare phase in which
individuals participate in community-based counseling programs to maintain the
progress made in treatment (Inciardi et al. 2004).

The success of TC programming in reducing rates of drug relapse and criminal
reoffending has been examined. Meta-analyses [Holloway et al. 2006 (k TC pro-
gram studies = 7); Mitchell et al. 2012 (k TC program studies = 35)] have sup-
ported the effectiveness of TC programs in reducing recidivism and relapse in
comparison to other prison-based drug treatment programs (e.g., boot camp, group
counseling, narcotic maintenance) and community-based programs such as
post-release supervision and drug courts. Results from the Correctional Drug Abuse
Treatment Effectiveness (CDATE) project, an extensive systematic review and
meta-analysis that examined the effects of programs within 20 intervention cate-
gories (k TC program studies = 7), supported the effectiveness of TC programs in
reducing recidivism for incarcerated offenders with histories of substance abuse
(Pearson and Lipton 1999). Likewise, outcome data from recent controlled trials of
TC interventions are consistent with previous meta-analytic findings (Olson and
Lurigio 2014). However, the success of TC programming may depend on the
outcome variable under consideration. It has been suggested that prison-based drug
treatment may exert stronger effects on reducing reincarceration than either rearrest
or drug relapse (Welsh and Zajac 2013).

Behavioral and Cognitive-Behavioral Approaches. The underlying theory of
cognitive and behavioral interventions and their use with offenders has been
described earlier in this chapter. Substance abuse treatment programs in correctional
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settings that employ cognitive and behavioral interventions assist offenders in
changing criminal beliefs and values, and may utilize systems of reward and
punishment to promote prosocial behavior. Such interventions include social skills
training, criminal thinking programs, relapse prevention, and contingency con-
tracting (U.S DHHS 2005). Results from the CDATE meta-analysis support the use
of cognitive-behavioral interventions with justice-involved substance abusers
(Pearson et al. 2002; k behavioral and cognitive-behavioral programs com-
bined = 69). However, the effect of combined cognitive-behavioral approaches on
recidivism was greater than the effect of solely behavioral interventions.

“Blended” Approaches. TC programs regard substance abuse as the result of
disturbed social functioning and personality development, whereas
cognitive-behavioral approaches consider substance abuse to be the outcome of
prior learning experiences, thoughts, and emotions (Malinowski 2003). However,
the two approaches are not incompatible. The Residential Substance Abuse
Treatment (RSAT) program, located at the South Idaho Correctional Institution
(SICI), has successfully incorporated both cognitive-behavioral and 12-step pro-
gramming within the context of a TC environment. Cognitive-behavioral compo-
nents of the program include group process, psychoeducation regarding the nature
of the relationship between thinking and behavior, and cognitive restructuring of
thinking errors via self-monitoring (Stohr et al. 2001). Since its inception at SICI in
1997, RSAT programming has been implemented within the majority of Idaho
prisons (U.S. DOJ 2005) and has been shown to significantly delay time to first
rearrest following release from prison (Jensen and Kane 2010).

Trauma-Related Disorders

Trauma has been defined as “any form of interpersonal or domestic physical,
sexual, or emotional abuse or neglect, which is sufficiently detrimental to cause
prolonged physical, psychological, or social distress to the individual” (Moloney
et al. 2009, p. 427). Rates of exposure to trauma are higher among incarcerated
populations than in the general population (Messina and Grella 2006). This is
compounded by the reality that prison itself can also be traumatizing (Arrigo and
Bullock 2008; Wallace et al. 2011). Estimates place the prevalence of PTSD among
male and female offenders between 4 and 21 %, with female offenders dispro-
portionately affected (Goff et al. 2007). Indeed, the current prevalence of PTSD
within exclusively female samples (48.2 %) is much higher (Zlotnick 1997). The
high prevalence of PTSD symptoms is concerning not only from a mental health
perspective but from a public safety perspective as well, considering that PTSD is
related to an increased risk of reoffending (Ardino et al. 2013). Thus,
trauma-informed interventions such as Seeking Safety (see next section) designed
to address the complex needs of incarcerated men and women (e.g., high comor-
bidity of PTSD and substance abuse; Lynch et al. 2014) might be helpful in
reducing risk. Recent research has yielded promising results, as discussed next.
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Trauma-Informed and Gender-Responsive Therapeutic Communities. At its
core, trauma-informed care involves the provision of services that “do no harm”
(i.e., that do not inflict further trauma or reactivate past traumatic experiences).
Other facets of this approach include training staff to be aware of the impact of
trauma and accurately identifying trauma symptoms (Hodas 2006). Utilizing these
principles, in conjunction with a gender-responsive curriculum that emphasizes the
role that relationships and intimate partners play in women’s addiction and recovery
(Helping Women Recover; Covington 1999), Messina et al. (2010) examined the
effectiveness of a trauma-informed and gender-responsive TC in reducing drug use
and rates of reincarceration. In comparison to a standard prison-based TC, women
in the gender-responsive condition had greater reductions in drug use and were less
likely to have been reincarcerated within 1 year after being released on parole.

Seeking Safety. Seeking Safety (SS) is a present-focused, manualized
cognitive-behavioral intervention for individuals with comorbid PTSD and sub-
stance abuse (Najavits 2009). The program can be implemented in any clinical
setting (e.g., inpatient, outpatient, criminal justice) and is based upon five principles
(National Center for Trauma-Informed Care 2008). The first principle involves
establishing one’s safety, which is defined broadly to include discontinuing drug
use, decreasing the frequency of self-harm, and ending abusive relationships.
Principles 2 and 3 emphasize the importance of an integrated approach to treating
co-occurring PTSD and substance use. Principles 4 and 5 highlight the program’s
four content areas—cognitive, behavioral, interpersonal, and case management—
and clinician processes such as compassion and ensuring that the client has as much
control as possible (Najavits n.d.). Treatment components include psychoeducation
regarding the relationship between trauma and drug use and 25
cognitive-behavioral and/or interpersonally oriented treatment topics (e.g., Setting
Boundaries in Relationships, Asking for Help) that introduce new coping skills
(NCTIC 2008; Lynch et al. 2012). Preliminary data support the effectiveness of SS
in reducing substance use and symptoms of PTSD in samples of incarcerated
women (Lynch et al. 2012; Zlotnick et al. 2003) and a trend for women in SS to be
less likely to return to prison over 6 months post-release (Zlotnick et al. 2009). To
date, one study has examined the feasibility and preliminary efficacy of imple-
menting SS among male offenders, and it found promising results for substance use
and mental health outcomes (Barrett et al. 2015).

Serious Mental Illness

Considering previously noted evidence suggesting that offending is influenced by
the presence of mental illness for a small subgroup of offenders, the provision of
mental health services for these individuals is warranted on both clinical and risk
reduction grounds. Interventions in this section were selected for inclusion in an
effort to represent alternatives from both the criminal justice and mental health
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models of treatment (Skeem et al. 2011). These interventions, to be discussed next,
include Modified Therapeutic Community and Assertive Community Treatment.

Modified Therapeutic Community. Based on the theoretical framework of the
TC model, modified therapeutic community (MTC) programs were adapted to meet
the needs of individuals with co-occurring substance use and mental illness. MTC
programs retain an emphasis on personal responsibility, mutual self-help, and using
peers as role models (Sacks et al. 2010). Relative to traditional TCs, MTCs are less
intense (i.e., shortened and simplified meetings, fewer activities), allow for greater
individualization, and involve smaller caseloads (Sacks et al. 1999). In addition, the
MTC contains a medication education component (U.S. DHHS 2005). Results from
controlled trials and a recent meta-analysis favor MTC programs over comparison
groups in reducing substance use and criminal activity (Sacks et al. 2004, 2010;
k studies = 3, with 4 comparisons).

Forensic Assertive Community Treatment. Derived from Assertive Community
Treatment (ACT), an intensive community-based treatment that provides care to
individuals with mental illness, Forensic Assertive Community Treatment (FACT)
is designed to prevent jail detention and reduce criminal recidivism (Morrissey et al.
2007). Program components such as targeting of individuals with prior arrests, use
of court sanctions to incentivize participation, and inclusion of probation officers on
treatment teams differentiate FACT from ACT (Lamberti et al. 2004). Although the
evidence for FACT effectiveness has historically been weak (Morrissey et al. 2007),
as it had been limited to a small number of pre-post designs, a recent randomized
clinical trial that compared FACT with treatment as usual (TAU) yielded encour-
aging results (Cusack et al. 2010). At 12 months, FACT participants had fewer jail
bookings and hospital stays than did individuals in the TAU condition. This same
pattern was seen at 24 month follow-up, highlighting the potential value of pro-
viding targeted behavioral health services to criminal justice populations.

Future Directions

Evidence supporting the utility of a variety of behavioral health interventions in
reducing clinical symptoms related to substance use, trauma, and severe mental
illness, and the impact of these interventions on criminal recidivism, has been
discussed in this section. However, our current knowledge on what constitutes best
practice is limited by the difficulty in implementing randomized controlled trials
(RCTs) in research, and by the absence of sufficient recidivism data.

RCTs are undertaken relatively infrequently within the criminal justice system,
and researchers tend to use quasi-experimental designs (Perry et al. 2009).
Although there are a variety of ethical, legal, and practical challenges associated
with using RCTs with justice-involved individuals, the very limited use of this
research design within criminal justice is unfortunate, given the susceptibility of
quasi-experimental designs to sources of bias (Farrington and Welsh 2005; Perry
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et al. 2009). Increased use of RCTs would strengthen the research base underlying
the interventions discussed in this chapter, and improve our ability to draw causal
conclusions.

Finally, the empirical investigations described in this section reported accom-
panying recidivism data, but many studies examining the effectiveness of behav-
ioral health interventions do not. Although it may seem unnecessary to collect
recidivism data when the primary goal of most behavioral health interventions is to
reduce the number and/or severity of clinical symptoms associated with the disorder
in question, we have strongly argued that it is not only necessary but essential when
working with justice-involved populations. Collecting such outcome data would
allow investigators to determine the clinical and the risk-reducing impacts of var-
ious interventions, and facilitate the move toward an integrated model of service
delivery that prioritizes both but funds them simultaneously.

Conclusion

This chapter has reviewed the evidence regarding interventions for justice-involved
individuals. The discussion concerning the most appropriate interventions for such
individuals has insufficiently considered the primary goal of the intervention. In a
justice-involved population, it is very important to focus in particular on inter-
ventions that have been shown to reduce re-offense risk. Given the apparently high
prevalence of behavioral health disorders in this population, it is particularly
important to consider the efficiency and value of interventions that can both
improve behavioral health and reduce re-offense risk. Future research that improves
knowledge regarding such “dually valuable” interventions is clearly indicated. Such
research may be guided by the RNR model, which has been shown to be effective in
identifying risk-relevant needs and gauging responsivity for the larger population of
justice-involved individuals.
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