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O  f  all community treatment outcomes for justice-
involved individuals with mental illness, among 
the most valued by programs, policymakers, and 
funders is decreased criminal recidivism, particularly 
a decrease in new crimes with new victims. This 
outcome is intended to capture improved individual 
stability and public safety while offering support 
for the promised cost savings from reduced jail days 
(Almquist & Dodd, 2009; Milkman & Wanberg, 
2007). 

Evidence-based practices (EBP) with track records 
of  effectiveness in treating serious mental illness, 
co-occurring substance use, and trauma have been 
utilized with some success among people in contact 
with the justice system (Osher & Steadman, 2007). 
However, recent reviews have reported that receipt 
of  behavioral health services by justice-involved 
people with mental illness, such as assertive 
community treatment and its forensic adaptation 
(Morrissey, Meyer, & Cuddeback, 2007) or symptom 
reduction among participants in jail diversion 
programs (Steadman, 2009), were not necessarily 
associated with reductions in subsequent contact 
with the justice system. 

Specialized case management and clinical services 
that specifically focus on factors associated with 
criminal recidivism are recommended as a necessary 
adjunct to symptom-focused services for this 
justice-involved population (Skeem, Manchak, 
Vidal, & Hart, 2009). These factors, some of  
which are targeted by existing evidence-based 
practices, include substance abuse, education and 
vocational opportunities, family support, leisure 
activities, antisocial associates, personality traits, 
and cognitions (Lamberti, 2007). In this brief, we 
present structured clinical interventions that were 
developed or adapted to specifically target the 

antisocial traits or cognitions, that is, the thoughts, 
feelings, and behaviors associated with criminal 
justice contact. Our primary focus is on cognitive 
behavioral interventions developed for criminal 
justice populations that are effective in reducing 
recidivism.

Cognitive-Behavioral Therapy and Adaptations for 
Justice-Involved Populations
Cognitive-behavioral therapy (CBT) is an 
intervention for ameliorating distressing feelings, 
disturbing behavior, and the dysfunctional thoughts 
from which they spring.3 Improvements in target 
symptoms, such as anxiety and depression, are 
mediated through identifying and disputing the 
automatic thoughts that generate those feelings. 
Behavioral techniques, such as skills training 
and role-playing are well-established ways of  
addressing phobias and posttraumatic reactions. 
These techniques also help patients develop coping 
mechanisms for managing the thoughts and feelings 
identified during the intervention. 

While the original focus of  CBT was intrapersonal 
(i.e., symptom relief  for the individual with the goal 
of  feeling and functioning better), recidivism-related 
antisocial cognitions and maladaptive emotional 
reactions are largely interpersonal and may not 
be associated with individual distress (other than 
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undesired legal consequences). As a result, a CBT 
intervention with a goal of  reducing an individual’s 
contact with the justice system requires more 
than an emphasis on symptom relief. In fact, the 
intervention must target interpersonal skills and the 
acceptance of  community standards for responsible 
behavior (Milkman & Wanberg, 2007).

Recidivism-Focused CBT Programming: General 
Principles 
CBT programming is most effective in reducing 
recidivism when moderate- or high-risk individuals 
are targeted, their criminogenic needs are the focus 
of  intervention, and the intervention method is 
responsive to their style of  learning (Andrews & 
Bonta, 1998; Lipsey, Chapman, & Landengerger, 
2001). Criminogenic needs are characteristics 
specific to an individual that are relevant to criminal 
behavior, such as criminal attitudes, values, beliefs, 
thinking styles, and cognitive emotional states 
(Andrews, 1996). These characteristics have been 
described in individuals with mental illness who are 
in contact with the justice system (Lamberti, 2007). 
Thus, while recidivism-focused CBT programming 
was not initially developed for a target population 
of  individuals with mental illness, it may be 
an appropriate intervention given that it is a 
structured approach focused on problem behavior 
and criminogenic needs (Rosenfeld et al., 2007). 

Recidivism-focused programs employ traditional 
CBT elements, such as homework assignments, role 
plays, and multimedia presentations, to improve 
relevant areas of  cognitive functioning, such as 
critical thinking, assertiveness, interpersonal 
cognitive problem solving, negotiation skills, 
and pro-social values. An exhaustive survey of  
programs is beyond the scope of  this brief, but the 
following represent typical CBT interventions used 
in correctional settings: 

Thinking for a Change (T4C) (Golden, 2002)��

Moral Reconation Therapy (MRT) (Little & ��
Robinson, 1988)

Lifestyle Change (Walters, 1999)��

Reasoning & Rehabilitation (R&R) (Ross, ��
Fabiano & Ewles, 1988)

Options (Bush & Bilodeau, 1993)��

Providers who plan to use a CBT program must 
keep in mind that implementation quality directly 
impacts the overall effectiveness of  the program. 
Implementation quality is determined by factors 
such as the employment of  an empirically valid 
theory that underlies the treatment, the use of  
printed manuals and materials, and delivery by 
trained, enthusiastic providers who receive adequate 
clinical supervision (Lamberti, 2007). 

Recidivism-Focused CBT Programs 
Developed by the National Institute of  Corrections 
(Golden, 2002), the T4C program employs a 
problem-solving approach that teaches individuals 
to work through problems without resorting to 
criminal behavior. T4C emphasizes introspection, 
cognitive restructuring, and social skills training. 
MRT was designed to facilitate the acquisition and 
application of  higher levels of  moral reasoning 
among individuals (Little & Robinson, 1988). 
Lifestyle Change, designed for long-term prison 
inmates (Walters, 1999), teaches a structured, 
self-reflective, cost-benefit analysis of  choices and 
consequences, with a focus on thinking styles that 
have been found to support criminal activity (i.e., an 
overly optimistic view of  legal outcomes, thinking 
that one can easily undo past transgressions, and 
the externalization of  responsibility). R&R was 
developed by Ross and Fabiano (1985) to target 
cognitive processing and pro-criminal thinking. It 
was first piloted with people on parole in Canada 
(Ross, Fabiano, & Ewles, 1988). Developed through 
support from the National Institute of  Corrections, 
Options focused on attitudes and social problem-
solving skills (Bush & Bilodeau, 1993).

While T4C has not been integrated into a mental 
health program, MRT is part of  the service package 
afforded participants in the Bonneville County 
Mental Health Court in Idaho (Eric Olson, personal 
communication, 2009), and Treatment Alternatives 
for Safe Communities (TASC) in New York City 
has incorporated a criminal thinking journaling 
component of  the Lifestyle Change program into 

While the original focus of CBT was intrapersonal 
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its case management services for diversion program 
participants in Brooklyn.4  Both programs report 
that the interventions are well accepted and 
appreciated by the participants; however, to date 
no research has documented the effectiveness of  
T4C, MRT, or Lifestyle Change with the population 
enrolled into diversion programs.

The effectiveness of  Options (Ashford, Wong, & 
Sternbach, 2008) and R&R (Donelly & Scott, 1999) 
has been studied with people with mental illness 
in contact with the justice system. While R&R 
was effective in improving problem solving and 
social adjustment, Donnelly and Scott (1999) did 
not determine the program’s effect on recidivism. 
However, Kunz and colleagues (2004) examined a 
program that combined elements of  R&R with an 
institutionalized token economy for a sample of  
people (n=85) with persistent violent and criminal 
histories in an inpatient setting. While the study 
lacked a control group and was hampered by a small 
sample size, Kunz and colleagues (2004) determined 
that the program compared favorably to previously 
published re-arrest rates of  justice-involved people 
with and without mental illness in that 17 individuals 
(20 percent) were rearrested within the six-month 
follow-up period, of  whom 5 were rearrested for 
violent offenses. A version of  R&R developed 
specifically for justice-involved people with mental 
illness is currently being evaluated (Young & Ross, 
2007). 

In the study of  Options, Ashford and colleagues 
(2008) compared an intended treatment group 
(n=47), a completed treatment group (n=24), and a 
control group (n=29) on criminal attitude and hostile 
attribution bias measures in addition to criminal 
outcomes. The intended treatment and treatment 
completion groups were associated with reduced 
arrests, including violent arrests, compared to the 
control group. Participants in the Options groups 
were more likely to receive technical violations of  
probation compared to the control, but this may 
be related to the increased correctional supervision 
that such persons received, as opposed to an index 
of  program ineffectiveness. 

In a meta-analysis conducted by the Washington 
State Institute for Public Policy (Aos, Miller & 

Drake, 2006), the authors determined that CBT 
programs aimed at the general population of  justice-
involved people achieved an average reduction in 
recidivism of  8.2 percent. However, comparative 
recidivism research faces several confounds, including 
differences in measures of  success (re-arrest vs. re-
conviction vs. re-incarceration); difference in target 
population (high or low risk); and in the content, 
intensity, and length of  the interventions, not to 
mention variation in research rigor. 

New Directions in Criminal Behavior Focused 
Structured Interventions
While the programs developed for use with the 
general criminal justice population are structured 
around traditional criminogenic needs (e.g., 
antisocial attitudes, problem solving, or thinking 
styles), programs with a basis in mental health 
services address other clinical features associated 
with criminality, such as frustration intolerance, 
social skills deficits, and misperceptions of  the 
environment (Galietta, Finneran, Fava, & Rosenfeld, 
2009). Two such programs are forensic-focused 
dialectical behavioral therapy (DBT) and schema-
focused therapy (SFT). Both DBT and SFT were 
developed within traditional mental health services 
and later applied to forensic settings. 

DBT was recognized as the first empirically 
supported treatment for borderline personality 
disorder and has been successful at reducing the self-
harm behaviors and emotional instability in people 
diagnosed with the disorder (Linehan et al, 1991). 
The employment of  DBT with people with borderline 
personality disorder in forensic psychiatric settings 
has been associated with fewer violent incidents and 
a reduction in self-reported anger (Evershed et al., 
2003; Berzins & Trestman, 2004). DBT has also been 
used with people who engage in stalking, who are 
disproportionately likely to suffer from narcissistic, 
antisocial, or borderline personality disorders. In a 
study by Rosenfeld and colleagues (2007), people 
who completed a six-month program were less likely 
to be rearrested for stalking compared to treatment 
non-completers or published rates of  recidivism for 
stalking. 

SFT is an integrative long-term psychotherapeutic 
treatment that combines elements of  cognitive, 

4.	Implemented by the first author.
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behavioral, psychodynamic, and humanistic 
approaches. It is designed for working with people 
with personality disorders in an individual setting. 
SFT is based on the theory that early maladaptive 
schemas are fixed patterns of  thoughts, feelings, 
and behaviors that arise from negative childhood 
experiences and continue into adulthood (Young, 
1999). It has recently been implemented in forensic 
settings that include persons with the most severe 
form of  antisocial personality disorder, psychopathy 
(Bernstein, 2007). Bernstein (2008) reported that 
rates of  approved, supervised leave were significantly 
greater for persons who completed treatment. 
However, the criminal justice outcomes of  SFT have 
not yet been studied. 

A point to consider is the role of  individual 
motivation and engagement in treatment. Most of  
the programs discussed in this brief  presume a level of  
motivation and engagement to participate and learn 
that is not necessarily present. Where motivation is 
poor or lacking, a more direct intervention may be 
required as a precursor to the program. Motivational 
Interviewing is one well-established approach that 
has also been used with justice-involved populations 
(McMurran, 2009). Structured approaches to 
engagement specifically designed for justice-involved 
individuals include Focusing on Reentry (Porporino 
& Fabiano, 2007), a manualized intervention 
for motivational enhancement and goal setting, 
and the SPECTRM Reentry After Prison (RAP) 
group (Rotter, McQuistion, Broner, & Steinbacher, 
2005). The latter approach was developed with the 
particular experience of  people with mental illness 
in mind. No controlled studies have assessed their 
effectiveness. 

Summary 
Although connecting individuals with mental 
illness to appropriate and effective community-
based services is important for the improvement 

of  individual and public health, there is little 
reason, based on the available evidence, to expect 
such services to result in a demonstrable reduction 
in subsequent contact with the justice system. 
Integrating such services with structured clinical 
interventions that are focused on recidivism may 
help programs achieve their desired public health 
and public safety outcomes. Recidivism-focused 
CBT programming is an established approach with 
a promising research base for working with justice-
involved people with mental illness. 
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