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ABSTRACT 

 Many individuals incarcerated in the prison system suffer from mental health 

problems.  As the inmate population grows, correctional mental health professionals are 

being overwhelmed with a population that is more likely than the general public to 

experience mental health problems (Fazel & Danesh, 2002).  To maximize resources, it is 

important that treatment be offered to inmates who will receive the most benefit (e.g., 

Andrews, Zinger et al., 1990).  Variables that have been found to impact treatment 

utilization and treatment outcome include demographic variables (e.g., Kessler et al., 

2005), help-seeking attitudes, and client expectations (Grencavage & Norcross, 1990). 

For correctional mental health treatment, risk for recidivism is another variable that is 

predictive of treatment outcome (Andrews, Zinger et al., 1990). This study examined 

these variables aiming to gather information necessary to maximize treatment 

effectiveness. 

 Participants consisted of 278 incarcerated adult offenders from the Kansas 

Department of Corrections.  Inmates who received mental health services while 

incarcerated and those who have not were included in the study.  Variables under 

investigation include sociodemographic variables (e.g., race, age, educational level, 

institutional security level, length of prison sentence), attitudes toward help seeking, 

expectations about mental health treatment, and risk for recidivism.  Although several 

studies have examined inmate characteristics that affect mental health treatment (e.g., 

Deane et al., 1999; Morgan et al., 2004; Morgan et al., 2007; Williams et al., 2001), the 

impact of these characteristics on treatment effects remained uninvestigated.  The 
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objectives of this study were to identify sociodemographic variables that affect service 

utilization; identify if correctional mental health treatment impacts treatment outcome 

variables (improves institutional behavior, reduces risk for recidivism) and identify 

inmate characteristics (help-seeking attitudes, treatment fears, and client expectations) 

that impact treatment outcome variables; and identify if inmate characteristics impact 

treatment satisfaction. 

 Logistic regression analysis identified security level as the most powerful 

predictor of mental health service utilization.  Hierarchical linear regression analyses 

indicated that the amount of mental health treatment an inmate received was associated 

with institutional behavior (number and severity of disciplinary infractions).  In addition, 

help-seeking attitudes was associated with institutional behavior and risk for recidivism.  

Results of standard multiple linear regression analyses indicated that treatment 

satisfaction was associated with inmate characteristics (i.e., help-seeking attitudes and 

client expectations).  These results indicated that treatment utilization is impacted by 

sociodemographic variables.  They also showed that certain outcome variables might be 

affected by the amount of mental health treatment and inmate characteristics.  As a result, 

correctional psychologists may be better able to predict which inmates are more likely to 

utilize mental health services and which inmates will receive the most benefit from 

services. Findings and conclusions are discussed in light of limitations of the study. 
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CHAPTER ONE 

Introduction 

The recent National Comorbidity Survey (NCS) found that 30.5 percent of people 

15 to 54 years of age experienced symptoms that met the criteria of a mental disorder, 

(Kessler et al., 2005) although few actually utilize mental health services (e.g., Kessler et 

al., 2005).  For those who utilize mental health services, it is important that the care they 

receive will improve their functioning.  A large body of research focuses on discovering 

which therapeutic techniques are appropriate for which mental health problems, known as 

empirically supported treatments (e.g., Nathan & Gorman, 2002).  An opposing view of 

psychotherapy research is known as the common factors model, which emphasizes 

general effects of psychotherapy, contending that a large portion of variance in treatment 

outcome is due to common factors shared by all psychological treatments (Wampold, 

2001). 

Client characteristics are important to the common factors model (Wampold, 

2001) because they may be important regardless of the therapist or type of treatment 

utilized (Lerner & Fiske, 1973).  According to Frank (1974), in his review of 25 years of 

psychotherapy research, client factors are one of the most important determinants of 

long-term treatment outcome, and there is indication that client characteristics have 

greater influence on outcome than therapist, relationship, or process variables (Frank, 

1974; Rounsaville, Weissman, & Prusoff, 1981; Wampold, 2001).  Client characteristics 

that have been found to impact treatment and that will be examined in the current study 

include help-seeking (e.g., Kessler et al., 2005) and client expectations (e.g., Sotsky et al., 

1991). 

1 
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According to Grencavage and Norcross (1990), client expectations are the most 

powerful client characteristic that influences treatment outcome.  These expectations can 

be about the outcome of treatment, or the roles of the client and therapist (Arnkoff, Glass, 

& Shapiro, 2002).  Numerous studies have examined the effects of client expectations on 

mental health treatment (e.g., Grosz, 1968; Kenney, 1994; Kunkel & Williams, 1991; 

Tinsley & Harris, 1976).  Although the results are mixed (Arnkoff et al., 2002), most 

studies indicate that individuals who expected to do better in treatment had a better 

outcome than those who did not (e.g., Sotsky et al., 1991). 

Help seeking is also associated with treatment outcome (Grencavage & Norcross, 

1990); however, a review of the literature indicates that most of the research on this 

variable and outcome is related to substance abuse treatment (e.g., Moos & Moos, 2004; 

Tucker & Gladsjo, 1993).  For traditional psychotherapy, the research on this variable 

does not focus on whether or not help seeking affects treatment outcome, but rather 

which variables affect help seeking (e.g., Kushner & Sher, 1989; 1991).  Research has 

shown that many variables are associated with help seeking for a mental health problem, 

such as need factors (e.g., level of distress; Deane & Chamberlain, 1994) 

sociodemographic variables (e.g., gender; Kessler et al., 2005), and enabling factors (e.g., 

affordability; Leaf et al., 1988).  Other variables that impact help seeking are fears about 

treatment (e.g., Kushner & Sher, 1989) and previous contact with mental health services 

(e.g., Deane & Chamberlain, 1994). The current study examines help-seeking attitudes, 

treatment fears, and client expectations. 

One environment where mental health treatment is especially problematic is the 

correctional system (Fagan & Ax, 2003).  Although the United States comprises less than 

2 
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5% of the world’s population, we have approximately 22% of the incarcerated 

population, with over two million individuals housed in American federal, state, and local 

correctional institutions (Harrison & Beck, 2003). In the 1990s, more than 80,000 

inmates were added each year to the correctional population (Finn, 2000). As the inmate 

population grows, correctional mental health care providers are being overwhelmed with 

a population that is more likely than the general public to experience mental health 

problems (Fazel & Danesh, 2002). Correctional mental health professionals typically 

provide two types of service, rehabilitation services and basic mental health services 

(Morgan, 2003; Morgan, Steffan, Shaw, & Wilson, 2007; Morgan, Winterowd, & Ferrell, 

1999). Rehabilitation services focus on reducing recidivism, antisocial behaviors, and 

criminal attitudes, whereas basic mental health services focus on symptom reduction and 

coping and include assessment, acute crisis intervention, brief therapeutic intervention, 

and special mental health evaluations (Morgan, 2003). Regardless of the service being 

provided, in order to maximize resources, it is important that treatment be offered to 

inmates who will receive the most benefit (Andrews, Zinger, et al., 1990) 

Unfortunately, it has not always been clear which inmates benefit from treatment. 

In the early 20th century mental health specialists became involved in corrections and 

adopted a medical model, emphasizing diagnosis and treatment (Fagan, 2003) with the 

hope of reducing recidivism rates (Cullen & Gendreau, 2001). Correctional mental health 

professionals provided programs aimed at rehabilitating inmates until the mid-1970s, 

when discontent with the effectiveness of the treatment emerged (Cullen & Gendreau, 

2001; Fagan, 2003).  At that time, Martinson (1974) published his landmark review of the 

empirical research and reported that rehabilitation programs had no “appreciable effect” 

3 
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on recidivism (p. 25).  The correctional ideology abandoned the medical model, adopting 

a “nothing works” stance, proposing that social justice was the only means of reducing 

crime (Cullen & Gendreau, 2001, p. 321). 

The “nothing works” ideology lasted until the late 1970s when researchers began 

to demonstrate that some rehabilitation programs do effectively reduce recidivism (e.g., 

Andrews & Bonta, 1994).  Since the late 1980s, evidence for effective treatment 

programs for inmates has increased remarkably (Gendreau, 1996), and the “what works” 

approach now guides mental health services in most correctional facilities (Blanchette & 

Brown, 2006; Ward, Mesler, & Yates, 2007).  Andrews, Zinger, et al. (1990) conducted a 

meta-analysis of 80 treatment outcome studies of correctional rehabilitation programs.  

Based on this meta-analysis, the researchers concluded three psychological principles 

were found in effective rehabilitation programs.  These principles include the delivery of 

service to high risk inmates (risk), targeting the specific criminogenic needs of the 

individual (needs), and matching client need and learning styles with styles and modes of 

treatment (responsivity, Andrews, Zinger et al., 1990). 

Besides rehabilitation services, clinicians also provide basic mental health 

services (which focus on symptom reduction and coping; Fagan, 2003), and researchers 

have examined inmate characteristics that impact these services. Deane, Skogstad, and 

Williams (1999) found that prisoners with a favorable attitude toward mental health 

treatment were more likely to seek mental health services, and those identifying with an 

ethnic minority group had more negative attitudes toward seeking mental health 

treatment. Also, inmates were more likely to seek additional mental health services while 

incarcerated if they had previously experienced helpful mental health treatment. In a 

4 
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separate study, the same researchers (Williams, Skogstad, & Deane, 2001) found that 

there were no significant differences in attitudes toward help-seeking between inmates 

and males in other populations.  As expected, inmates in greater psychological distress 

and those with fewer stigma concerns were more likely to access mental health services. 

Morgan, Rozycki, and Wilson (2004) found that inmates did not indicate a greater 

likelihood for seeking help with regard to any particular type of problem.  The 

researchers (Morgan et al., 2004) also demonstrated that different correctional 

populations had different concerns regarding mental health service; for instance, newly 

incarcerated inmates reported greater worry about social perceptions, whereas maximum 

security inmates reported greater worry about how information disclosed in the course of 

mental health treatment would be used against them.  In the study, no significant 

differences between African Americans and Caucasian Americans were found for rates of 

voluntary or involuntary mental health treatment, problems for which they might seek 

mental health treatment, or likelihood to seek mental health treatment (Morgan et al., 

2004).   

Morgan et al. (2007) identified five factors for which inmates seek mental health 

treatment. These factors include behavioral dyscontrol (problems with self-management, 

e.g., impulsive or harmful behaviors, anger, psychiatric symptoms, sexual problems, 

substance use problems, and lifestyle issues) physical health concerns, (problems with 

general physical functioning, e.g., persistent physical pain, serious medical illnesses, and 

change in appetite or eating habits), negative affect (stress and anxiety related to being 

incarcerated, e.g., personal and family issues, depressed mood, and sleep difficulties), 

interpersonal relationships (e.g., losses of personal relationships, problems with children 

5 
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or spouse), and institutional relations, (problems with institutional staff and other 

inmates). The researchers also identified four barriers to inmates seeking correctional 

mental health treatment: self-preservation concerns (concerns regarding confidentiality 

and perceptions of weakness or colluding with staff), procedural concerns (lack of 

knowing how, when, and why to access services and anticipated length of services), self-

reliance, (reliance on self or close others for help), and professional service provider 

concerns (questions of staff qualifications and dissatisfaction with previous mental health 

services; Morgan et al., 2007). Although these researchers examined inmate 

characteristics that impact basic mental health services (e.g., Deane et al., 1999; Morgan 

et al., 2004; Morgan et al., 2007; Williams et al., 2001), the impact of inmate 

characteristics on treatment outcome remains uninvestigated. 

Purpose of the Study 

The purpose of this study was to assess incarcerated male offenders’ 

characteristics that affect mental health services and the impact on treatment outcome.  

Participants were assessed on variables that have impacted treatment outcome in the 

general population, which included help-seeking attitudes (Grencavage & Norcross, 

1990), treatment fears (e.g., Kushner & Sher, 1989), and client expectations (Grencavage 

& Norcross, 1990). Outcome variables assessed included number and severity of 

disciplinary infractions and risk for recidivism. 

The proposed study had three specific objectives: (1) identify sociodemographic 

variables that affect service utilization, (2) identify if amount of treatment and inmate 

characteristics are associated with treatment outcome variables, and (3) identify if inmate 

characteristics are associated with mental health treatment satisfaction. 

6 
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Significance of the Study 

It was expected that identifying inmate characteristics that were associated with 

treatment outcome variables would allow mental health treatment providers to identify 

who is going to receive the most benefit from the services offered.  This is particularly 

significant given that the number of inmates in need of treatment is rapidly increasing, far 

surpassing the increases in mental health care providers (Boothby & Clements, 2000; 

Manderscheid, Gravesande, & Goldstrom, 2004).  For inmates who might not respond 

positively to treatment, characteristics might be modified.  This might include altering 

inmates’ expectations of mental health services and challenging inmates’ attitudes toward 

utilizing mental health services (e.g., during new inmate orientation sessions, during the 

course of treatment). 

The results of this study may educate mental health professionals and policy 

makers regarding mental health services in prison.  For example, results of this study may 

help service providers identify inmates’ attitudes and perceptions of mental health 

services that limit the effectiveness of such services; thus, pre-intervention strategies may 

be necessary to prepare inmates for optimizing their therapeutic experience.  In addition, 

the results of this study may inform policy makers of inmate needs and rehabilitation 

strategies that can be instituted into current correctional practices.  Finally, the results of 

this study may prove beneficial for managers concerned about issues of quality control.  

For example, the results of this study may help identify which inmates are likely to seek 

help for mental health services.  Thus, inmates who might not seek treatment could be 

screened for potential services and educated on the benefits of those services. 

Research Questions 

7 
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The following research questions were addressed in this study: 

Objective 1. Identify sociodemographic variables that affect service utilization. 

1.  Is mental health treatment utilization associated with variables of age, ethnicity, 

education, security level, and sentence length?  

Objective 2. Identify if amount of mental health treatment and inmate characteristics are 

associated with treatment outcome variables. 

2a.  Are number of mental health treatment sessions and inmate characteristics (help-

seeking attitudes, treatment fears, and client expectations) associated with number of 

disciplinary infractions? Do inmate characteristics moderate the relationship between 

amount of mental health treatment and number of disciplinary infractions? 

2b.  Are number of mental health treatment sessions and inmate characteristics associated 

with severity of disciplinary infractions? Do inmate characteristics moderate the 

relationship between amount of mental health treatment and severity of disciplinary 

infractions? 

2c.  Are number of mental health treatment sessions and inmate characteristics associated 

with risk for recidivism? Do inmate characteristics moderate the relationship between 

amount of mental health treatment and risk for recidivism? 

Objective 3. Identify if inmate characteristics are associated with treatment satisfaction. 

3.  Are help-seeking attitudes, treatment fears, and client expectations associated with 

treatment satisfaction? 

Research Hypotheses 

The following hypotheses were tested in this study: 

Objective 1. Identify sociodemographic variables that affect service utilization. 

8 
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1.  Inmates who utilize mental health services are more likely to be older, White, have a 

higher education, more restrictive security level, and serving a longer sentence than 

inmates who do not utilize mental health services. 

Objective 2. Identify if amount of mental health treatment and inmate characteristics are 

associated with treatment outcome variables. 

2a.  Inmates who receive more treatment will have fewer disciplinary infractions. The 

relationship between number of mental health treatment sessions and number of 

disciplinary infractions will be partially moderated by help-seeking attitudes, treatment 

fears, and client expectations. 

2b.  Inmates who receive more treatment will have less severe disciplinary infractions. 

The relationship between number of mental health treatment sessions and severity of 

disciplinary infractions will be partially moderated by help-seeking attitudes, treatment 

fears, and client expectations.  

2c.  Inmates who receive more treatment will have a lower risk for recidivism. The 

relationship between number of mental health treatment sessions and risk for recidivism 

will be partially moderated by help-seeking attitudes, treatment fears, and client 

expectations.  

Objective 3. Identify if inmate characteristics are associated with treatment satisfaction. 

3.  For inmates who received mental health treatment in prison, those with more positive 

help-seeking attitudes, fewer treatment fears, and more positive client expectations will 

be more satisfied with their mental health treatment. 

Assumptions 

Assumptions for this study included the following: 

9 
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1.  Inmates participating in this study were representative of inmate populations. 

2.  Inmate participants responded to the assessment instruments with similar motivations. 

3.  Treatment effects were reflected in the number and severity of disciplinary infractions 

inmates receive and in risk for recidivism. 

4.  The assessment instruments chosen for this study were valid and reliable measures of 

the identified variables. 

5.  Variables associated with treatment outcome reflected changes that occurred as a 

result of the mental health treatment, rather than due to environmental factors. 

6.  The type of inmate crime was unrelated to treatment outcome variables. 

Definition of Terms 

Inmate 

An inmate was any man, 18 years of age or older, who was sentenced to a state 

correction institution as the result of a felony conviction, and was serving that sentence at 

the time of the study. 

Inmate Characteristics 

Inmate characteristics were characteristics that are believed to be associated with 

mental health treatment. In this study they were represented by help-seeking attitudes, 

treatment fears, and client expectations. 

Help-Seeking 

Help-seeking is the degree to which a person endeavored to obtain services for his 

mental health issues.  For the purposes of this study it was measured with an instrument 

10 
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that measures attitudes about help seeking and not the help seeking behavior, The 

Attitudes Toward Seeking Professional Psychological Help Scale – Brief Scale 

(ATSPPHS; Fischer & Farina, 1995). 

Treatment Fears 

Treatment fears was a single construct regarding the overall level of fear about 

seeking psychological services. These fears could be related to therapist ability, fears of 

being seen negatively for seeking treatment, fears about being coerced, or fears related to 

social stigma. For the purposes of this study it was measured with the Thoughts About 

Psychotherapy Survey (TAPS; Kushner & Sher, 1989; Deane & Chamberlain, 1994). 

Client Expectations 

Client expectations is a construct regarding the beliefs the client holds about 

therapy.  These expectations can be about the outcome of treatment, or the roles of the 

client and therapist (Arnkoff et al., 2002). For the purposes of this study it was measured 

with the Expectations About Counseling Questionnaire - Brief Form (EAC-B, Tinsley 

1982).    

Treatment Outcome Variables 

Treatment outcome is the final result of the mental health service that was 

received.  For the purpose of this study it is represented by number of disciplinary reports 

received, severity of disciplinary infractions, and risk for recidivism. 

11 
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Risk for Recidivism 

Risk for recidivism is the extent to which the inmate is at danger for relapsing into 

criminal behavior and being rearrested. In this study recidivism risk is measured by the 

participant’s score on the Self-Appraisal Questionnaire (SAQ; Loza, 1996; 2005). 

12 
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CHAPTER TWO 

Methodology 

Participants 

Participants were recruited from three facilities within the Kansas Department of 

Corrections (KDOC): El Dorado Correctional Facility, Winfield Correctional Facility, 

and Hutchinson Correctional Facility.  A total of 278 inmates agreed to participate in this 

study. The one inclusion criterion for this study was that inmates had to be English 

literate. This research study received approval by the Institutional Review Board of Texas 

Tech University and the Secretary of Corrections of KDOC. 

The average age for the entire sample was 31.42 years of age (SD =9.29) with a 

range from 18 to 64 years of age. It is a racially and ethnically diverse sample:  43.9% (n 

= 119) were Caucasian; 31.7 % (n = 86) were African-American / Black; 9.6% (n = 26) 

were Hispanic / Latino; 9.6% (n = 26) were Biracial / Multiracial; 3.3% (n = 9) were 

American Indian / Native American; 0% (n = 0) were Asian / Asian American; and 1.8% 

(n = 5) identified themselves as “Other.”  Relationship status for the sample was as 

follows:  57.1% (n = 137) were single; 13.8% (n= 33) were divorced; 12.5% (n = 30) 

were partnered (currently in a relationship); 10.4% (n = 25) were married; 3.8% (n = 9) 

were separated; and 2.5% (n = 6) were widowed. The average number of years of 

education for this group was 11.56 years (SD = 2.2), with a range from 0 to 18 years of 

formal education. For the entire sample:  17.6% (n = 43) had no diploma; 40.6% (n= 99) 

earned a GED; 24.6% (n = 60) earned a high school diploma; 11.5% (n = 28) earned a 

vocational or trade degree; 3.3% (n = 8) earned an Associate’s Degree; 2.0% (n = 5) 

13 
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earned a Bachelor’s Degree; and 0.4% (n = 1) earned an advanced college degree. The 

average sentence length was 97.88 months (8.16 years) with a range from 3 to 720 

months and 15 participants serving life sentences. Security level for the entire sample was 

as follows:  23.8% (n = 64) from minimum security; 33.5% (n= 90) from medium 

security; 35.7% (n = 96) from maximum security; and 7.1% (n = 19) indicating “Other.” 

To address the first research question (Is mental health treatment utilization 

associated with variables of age, ethnicity, education, security level, and sentence 

length?), the 278 participants were separated into one of two groups: those who received 

at least one mental health treatment session in the last five years (treatment group), and 

those who received no mental health treatment in the last five years (non-treatment 

group). Participants who received at least one session of mental health treatment in the 

last five years consisted of 186 adult male inmates. The typical participant in the 

treatment group was 32.12 years of age (SD =9.25) with a range from 18 to59 years of 

age. Racial and ethnic identity was examined for the treatment group and yielded the 

following results:  43.3% (n = 78) were Caucasian; 30.6 % (n = 55) were African-

American / Black; 11.1% (n = 20) were Biracial / Multiracial; 10.0% (n = 18) were 

Hispanic / Latino; 3.3% (n = 6) were American Indian / Native American; 0% (n = 0) 

were Asian / Asian American; and 1.7% (n = 3) identified themselves as “Other.”  

Relationship status was examined for this group and yielded the following results:  57.0% 

(n = 90) were single; 13.9% (n= 22) were divorced; 11.4% (n = 18) were partnered 

(currently in a relationship); 10.1% (n = 16) were married; 4.4% (n = 7) were separated; 

and 3.2% (n = 5) were widowed. The average number of years of education for this group 

was 11.41 years (SD = 2.2), with a range from 4 to 18 years of education. Highest degree 
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earned was evaluated for this group and produced the following results:  19.5% (n = 31) 

had no diploma; 41.5% (n= 66) earned a GED; 17.6% (n = 28) earned a high school 

diploma; 14.5% (n = 23) earned a vocational or trade degree; 3.8% (n = 6) earned an 

Associate’s Degree; 2.5% (n = 4) earned a Bachelor’s Degree; and 0.6% (n = 1) earned 

an advanced college degree. The average sentence length was 104.06 months (8.67 years) 

with a range from 3 to 720 months and 13 participants serving life sentences. Security 

level was evaluated for this group and produced the following results:  18.4% (n = 33) 

from minimum security; 33.5% (n= 60) from medium security; 38.5% (n = 69) from 

maximum security; and 9.5% (n = 14) indicating “Other.” 

Participants who did not receive treatment in the last five years consisted of 92 

adult male inmates. The typical participant in the non-treatment group was 29.99 years of 

age (SD =9.28) with a range from 18 to64 years of age. Racial and ethnic identity was 

examined for the non-treatment group and yielded the following results:  45.1% (n = 41) 

were Caucasian; 34.1 % (n = 31) were African-American / Black; 8.8% (n = 8) were 

Hispanic / Latino; 6.6% (n = 6) were Biracial / Multiracial; 3.3% (n = 3) were American 

Indian / Native American; 0% (n = 0) were Asian / Asian American; and 2.2% (n = 2) 

identified themselves as “Other.”  Relationship status was examined for this group and 

yielded the following results:  57.3% (n = 47) were single; 13.4% (n= 11) were divorced; 

14.6% (n = 12) were partnered (currently in a relationship); 11.0% (n = 9) were married; 

2.4% (n = 2) were separated; and 1.2% (n = 1) were widowed. The average number of 

years of education for this group was 11.85 years (SD = 2.2), with a range from 0 to 18 

years of education. Highest degree earned was evaluated for this group and produced the 

following results:  14.1% (n = 12) had no diploma; 38.8% (n= 33) earned a GED; 37.6% 
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(n = 32) earned a high school diploma; 5.9% (n = 5) earned a vocational or trade degree; 

2.4% (n = 2) earned an Associate’s Degree; 1.2% (n = 1) earned a Bachelor’s Degree; 

and 0.0% (n = 0) earned an advanced college degree. The average sentence length was 

86.44 months (7.20 years) with a range from 3 to 720 months and 2 participants serving 

life sentences. Security level was evaluated for this group and produced the following 

results:  34.4% (n = 31) from minimum security; 33.3% (n= 30) from medium security; 

30.0% (n = 27) from maximum security; and 2.2% (n = 2) indicating “Other.” A 

comparison between the sociodemographic characteristics of the two groups can be found 

in Table 1. 

Measures 

Demographic Form. A standard demographic form (see Appendix B) requested 

information on age, racial/ethnic identity, relationship status, years of formal education 

completed, highest degree earned, charge(s) convicted of, length of current sentence and 

time served, security level, and previous mental health treatment including subjective 

outcome questions (e.g., questions related to growth in therapy, coping, and interpersonal 

relations).   

 Help Seeking. Several measures were used to assess inmates’ attitudes toward 

mental health treatment.  First, attitudes toward help seeking were assessed using The 

Attitudes Toward Seeking Professional Psychological Help Scale – Brief Scale 

(ATSPPHS; Fischer & Farina, 1995).  The ATSPPHS is a 10-item measure designed to 

assess clients’ satisfaction with a specific service, in this case, mental health treatment 

received while incarcerated.  The brief scale is a shortened version of the original 29-item 
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scale (Fisher & Turner, 1970).  Fisher and Farina (1995) developed the abbreviated form 

due to criticism received about the factor structure of the original ATSPPHS.  For the 

current study, the brief scale was believed to offer advantages over the original scale, 

including reduced completion time and improved readability (Fischer & Farina, 1995).  

These improvements could be important in the prison population where educational 

attainment is below average (Harlow, 2003) and English might be a second language for 

many inmates (Richardson, 2003).  Five items on the ATSPPHS are rated on a Likert 

scale ranging from 0 (“disagree”) to 3 (“agree”), whereas the other five items are reverse 

scored, ranging from 0 (“agree”) to 3 (“disagree”). The ATSPPHS has adequate 

reliability with internal consistency coefficients ranging from 0.83 to 0.86, and test-retest 

reliability ranging between 0.73 and 0.89 over an interval of 5 days to 2 months.  

Examples of items on the ATSPPHS are “I might want to have psychological counseling 

in the future.” and “I would want to get psychological help if I were worried or upset for 

a long period of time.”  For the current study, the reliability coefficient for the ATSPPHS 

was 0.80. 

Treatment Fears. Treatment fears were measured by the Thoughts About 

Psychotherapy Survey (TAPS; Kushner & Sher, 1989; Deane & Chamberlain, 1994).  

The TAPS measures fears about seeking mental health treatment and was largely derived 

from a previous measure, the Thoughts About Counseling Survey (TACS; Pipes, 

Schwarz, & Crouch, 1985).  Fifteen of the original 30 items were adapted from the 

TACS.  Four additional items were added to form the original TAPS, used in the Kushner 

and Sher (1989) study.  The final 11 items were added for a follow-up study in 1994 by 

Deane and Chamberlain.  The TAPS measures overall level of fear about seeking 
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psychological services and produces a total score and four factor scores.  The total score 

represents overall fears toward seeking mental health treatment.  The four factors include 

Therapist Responsiveness, which is related to fears of therapist ability and 

professionalism (e.g., “whether I’ll be treated as a person in therapy” from Pipes et al., 

1985) Image Concerns, which is related to fears of being seen negatively for seeking 

treatment (e.g., “whether my friends will think I’m abnormal for coming” from Pipes et 

al., 1985), Coercion Concerns, which is related to fears about being pushed to think, do, 

or say things against one’s will (e.g., “whether I will be pressured to do things in therapy 

I don’t want to do” from Kushner & Sher, 1989), and Stigma Concerns, which is related 

to social stigma concerns (e.g., “whether I will lose friends from my seeing a therapist” 

from Deane & Chamberlain, 1994).  Because of the high number of variables being 

examined in this study, only the total TAPS score was used in data analysis in order to 

maintain an adequate level of power.  The 30 items on the TAPS are rated on a Likert 

scale ranging from 1 (no concern) to 5 (very concerned).  Higher scores on each subscale 

indicate greater fear or concern for the construct being measured.   

Internal consistencies for the total score was 0.94, while internal consistencies for 

the four scales ranged from 0.80 to 0.93 (Deane & Chamberlain, 1994).  Deane and 

Chamberlain (1994) also correlated scores on the TAPS with the state scale of the State 

Trait Anxiety Inventory Form Y (STAI-Y; Spielberger, 1983) to examine concurrent 

validity.  Correlations between the STAI-Y and subscales of the TAPS range from 0.13 to 

0.48, while the correlation between the total TAPS and STAI-Y is 0.36, indicating that 

the TAPS does assess state anxiety.  Construct validity was assessed by correlating the 

TAPS with the Psychotherapy Questionnaire (PQ; Zwick & Atkisson, 1984); correlations 
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between the PQ and subscales of the TAPS range from -0.03 to -0.17, while the 

correlation between the total TAPS and PQ is -0.14, indicating a negative relationship 

between fear and accurate perceptions of treatment (Deane & Chamberlain, 1994).  On 

the current study, the reliability coefficient for the TAPS was 0.96. 

Client Expectations. Client expectations were measured using the Expectations 

About Counseling Questionnaire - Brief Form (EAC-B, Tinsley 1982).   The EAC-B is a 

66-item measure designed to assess clients’ expectations of mental health treatment.  

Tinsley (1982) shortened the 135 items on the original scale (Tinsley, Workman, & Kass, 

1980) and found that the brief form offers acceptable reliability and validity (presented 

below) and is more efficient than the original form.  The 66 items on the EAC-B are rated 

on a Likert scale from 1 (not true) to 7 (definitely true) and prefaced with “I expect to” or 

“I expect the counselor to.”  The EAC-B has 17 scales grouped into six general 

categories. 

 The first category is Client Attitudes and Behaviors, comprised of Motivation 

(e.g., see the counselor for more than three interviews), Openness (e.g., feel safe enough 

with the counselor to really say how I feel), and Responsibility (e.g., talk about my 

present concerns).  The second category is Client Characteristics, comprised of the 

Realism scale (e.g., do most of the talking).  The third category is Counselor Attitudes 

and Behaviors, comprised of Acceptance (e.g., like me), Confrontation (e.g., point out to 

me the differences between what I am and what I want to be), Directiveness (e.g., tell me 

what to do), Empathy (e.g., know how I feel, at times, without my having to speak), 

Genuineness (e.g., be honest with me), Nurturance (e.g., give me support), and Self-

Disclosure (e.g., talk freely about himself or herself).  The fourth category is Counselor 
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Characteristics, comprised of Attractiveness (e.g., like the counselor), Expertise (e.g., 

know how to help me), Tolerance (e.g., get along well in the world), and Trustworthiness 

(e.g., inspire confidence and trust).  The fifth category is Characteristics of Process, 

comprised of Concreteness (e.g., help me identify particular situations where I have 

problems) and Immediacy (e.g., practice some of the things I need to learn in the 

counseling relationship).  The sixth category is Quality of Outcome, comprised of 

Outcome (e.g., improve my relationships with others).   Higher scores on each subscale 

indicate greater endorsement of the construct being measured.  The 17 scales of the EAC-

B have internal consistencies ranging from 0.69 to 0.82 (Tinsley, 1982).  Over a 2-month 

period, test-retest reliability of the scales ranged from 0.47 to 0.87 (Tinsley, 1982).  There 

is no evidence that the EAC-B measures a general “expectations” construct; however, 

Tinsley, Workman, and Kass (1980) reported four factors that emerged from the EAC-B: 

Personal Commitment, Facilitative Conditions, Counselor Expertise, and Nurturance. 

Only Personal Commitment was examined in the current study because it is the only 

factor that is relevant to client characteristics, the focus of this study.  The Personal 

Commitment factor is comprised of seven scales: Motivation, Responsibility, Openness, 

Attractiveness, Immediacy, Concreteness, and Outcome. On the current study, the 

reliability coefficient for the Personal Commitment factor of the EAC-B was 0.95. Items 

from this factor are listed in Appendix C. 

Treatment Satisfaction. Treatment satisfaction was measured using the Client 

Satisfaction Questionnaire (CSQ-8, Nguyen, Attkisson, & Stegner, 1983).  The CSQ-8 is 

an 8-item measure designed to assess clients’ satisfaction with a specific service, in this 

case, mental health treatment received while incarcerated.  Thus, the participants were 
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asked to complete the CSQ-8 only if they had received mental health treatment during 

their current incarceration.   

The CSQ-8 measures overall satisfaction with mental health services and is a 

short form of the CSQ-31 (Larsen, Attkisson, Hargreaves, & Nguyen, 1979).  Examples 

of questions on the CSQ-8 are "How would you rate the quality of service you received?" 

and "Have the services you received helped you to deal more effectively with your 

problems?"  All questions are answered on a Likert scale of 1 to 4. The CSQ-8 has very 

good internal consistency with Cronbach’s alphas between 0.83 and 0.93 (Attkisson & 

Greenfield, 1999). The CSQ-8 also has good construct validity with high correlations 

(Pearson r’s between 0.6 and 0.8) between it and other measures of satisfaction 

(Attkisson & Greenfield, 1999) such as those focused on mental health care in general 

(Pascoe, Attkisson, & Roberts, 1983).  Overall, the CSQ-8 has been shown to have good 

psychometric properties and is an efficient substitute for the longer version (Attkisson & 

Greenfield, 1999).  For the current study, the reliability coefficient for the CSQ-8 was 

0.95.   

Recidivism Risk. A recidivism risk assessment was completed using the Self-

Appraisal Questionnaire (SAQ; Loza, 1996; 2005).  The SAQ is a 72-item true/false, self-

report assessment of both risk for violence and criminogenic needs, both of which predict 

recidivism.  The SAQ produces a total score that is designed to predict low, medium, or 

high risk for recidivism (Loza, Conley, & Warren, 2004).  Although the SAQ contains 

seven clinical subscales (Criminal Tendencies, Antisocial Personality Problems, Conduct 

Problems, Criminal History, Alcohol/Drug Abuse, Anti-Social Associates, and Anger) 

only the total score was used in this study. The SAQ also contains a validity subscale to 
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measure careless responses or other problems that could emerge on a self-report measure 

(Loza et al., 2004; Mills, Loza, & Kroner, 2003). 

Over a one week period, test-retest reliability of the subscales ranged from 0.69 to 

0.95, while the reliability coefficient for the total scale was 0.95 (Loza, Dhaliwal, Kroner, 

& Loza-Fanous, 2000).  Loza et al. (2004) also correlated scores on the SAQ with past 

criminal behavior and institutional behavior to examine concurrent validity.  Inmates 

were split into two groups: those who scored lower on the SAQ and those who scored 

higher on the SAQ.  Those with high scores on the SAQ had a higher frequency of past 

criminal behavior and institutional infractions and a more violent history than those with 

low scores.  Correlations ranged from 0.29 to 0.46 between the SAQ total score and the 

outcome criteria (Loza et al., 2004).  For the current study, the reliability coefficient for 

the SAQ was 0.87. 

Procedure 

 Different recruitment procedures were used at different facilities as directed by 

the warden or other correctional administrators. At El Dorado Correctional Facility, 

researchers visited units (cell houses) of the prison as selected by a representative from 

KDOC.  The average unit housed 120 prisoners, and at times up to 45 inmates were 

participating in the study at one time.  At Winfield and Hutchinson Correctional 

Facilities, a flyer announcing the study was posted and inmates submitted written 

requests to participate in the study.  The participants were notified of scheduled 

appointment times (in small groups of approximately 8-10 inmates) in the mental health 

department of the respective facilities (i.e., Winfield or Hutchinson Correctional 
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Facilities) by the standard KDOC “callout” method.  In this “callout” method, inmates 

received a written notice informing them that they had an appointment in the mental 

health department.  Many inmates not associated with this study received similar 

“callouts;” thus, officers and other inmates were not aware of the purpose of these 

appointments (i.e., inmate confidentiality was maintained).  

 Inmates were greeted by at least one of the researchers and informed of the nature 

and purpose of this research project, told that all participants must be able to read in 

English, and asked if they would like to volunteer to participate. It should be noted that at 

the El Dorado Correctional Facility, inmates chose to participate or not participate in the 

presence of the other inmates on their unit.  Those inmates choosing not to participate 

were asked to return to their assigned station (e.g., work, school, or living area).  Those 

inmates agreeing to participate were given two copies of the consent form and instructed 

to read the consent form as it was read aloud by the researcher.  The consent form (see 

Appendix D) was read in it’s entirety and informed participants of the following: (1) the 

purpose of the study, (2) their rights as human subjects, (3) that all information would 

remain strictly confidential, (4) that there were no perceived risks or benefits as a result 

of their participation, and (5) whom they should contact with questions regarding any 

aspects of the research. 

 Although participants were provided an opportunity to ask questions; generally, 

no questions were asked. The inmates were then instructed to sign both copies of the 

consent form, retain one copy for their records (the consent form encouraged inmates to 

maintain their copy of the consent form with their legal materials to further protect their 

confidentiality), and return the other copy to the researcher.  All participants were then 
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instructed to complete the measures in the questionnaire packet (i.e., a demographic form, 

SAQ, ATSPPHS, TAPS, EAC-B, and CSQ-8).  The questionnaires were ordered in the 

packets based on a Latin square design to reduce test order effects.  Again, inmates were 

instructed to complete the CSQ-8 only if they had received mental health treatment 

during their current incarceration. 

 Once an inmate’s questionnaire packet was complete, researchers accessed the 

mental health database to review participants’ mental health records to determine the 

number of mental health treatment sessions received in the correctional system within the 

past five years. Inmates’ disciplinary records were also reviewed on the Kansas Adult 

Supervised Population Electronic Repository (KASPER). The number of disciplinary 

reports or infractions, as well as the class of each incident (KDOC severity rating), was 

recorded for all participants beginning one year prior to data collection. For additional 

information regarding inmate behavior, disciplinary reports were weighted based on the 

severity of the incident.  KDOC has three classes of disciplinary reports: Class 1 is the 

most severe report an inmate can receive (e.g., dangerous contraband, use of controlled 

substances, violent incidents), Class 2 is a moderate-level incident (e.g., misuse of state 

property, unauthorized dealing or trading), and Class 3 is the least serious incident (e.g., 

unsanitary practices, care of living quarters). For analyses involving weighted 

disciplinary infractions, an inmate’s number of disciplinary reports was weighted so the 

more severe the incident, the greater the weight, i.e., a Class 1 offense received a weight 

of 3, while a Class 3 offense received a weight of 1.  Thus each inmate received a 

weighted disciplinary report score.   
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Design and Analysis 

 The current study utilized a passive research design.  This study had three specific 

objectives.  Objective one was to identify demographic variables that affect treatment 

utilization.  Many demographic variables are associated with treatment utilization, and 

there has been some discrepancy regarding these variables and treatment utilization in a 

correctional facility (e.g., Williams et al. 2001 vs. Morgan et al., 2004).  A direct logistic 

regression analysis was used to determine which variables (age, ethnicity, education, 

security level, and sentence length) are associated with mental health service utilization. 

Objective two was to identify if number of mental health treatment sessions and 

inmate characteristics (i.e., help-seeking attitudes, treatment fears, and client 

expectations) were associated with treatment outcome variables (i.e., disciplinary 

infractions, risk for recidivism). Hierarchical linear regression analyses were used to 

determine if number of mental health treatment sessions were associated with the 

treatment outcome variables. After the initial treatment effects were assessed, help-

seeking attitudes, treatment fears, and client expectations were entered to determine if 

these variables partially moderated the relationship between treatment and outcome 

variables. At the final step of these analyses, the interaction terms were added to 

determine if inmate characteristics moderated the relationship between the amount of 

mental health treatment received and treatment outcome variables. 

. Objective three was to identify if inmate characteristics were associated with 

treatment satisfaction. A multiple linear regression procedure was used to examine this 

relationship. 
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CHAPTER THREE 

Results 

Data Preparation 

Prior to conducting analyses, data were first assessed for data entry errors.  All 

data were entered twice, into two separate data files by three research assistants.  After 

data were entered twice, an analysis was conducted to search for inconsistencies (i.e., 

errors) between the data files.  All inconsistencies were corrected until a final, single data 

set was obtained.   

Data were then examined for erroneous data and corrections made.  Some 

examples included: responses where 2 choices were endorsed for one item were treated 

as missing data, an inmate who indicated he was married but his wife had died was 

treated as widowed, and for sentence length, if an inmate indicated number of years, this 

was calculated to months.  Thus, changes were generally made in instances where 

participants indicated more than one answer per question or provided data that was not 

codeable as presented.  Next, qualitative data was recoded to quantitative data and 

qualitative specifiers were removed (e.g., an inmate who indicated his current sentence 

was “2 years” was entered as “24,” as this item was measured in months).   

Next, data were examined for missing data.  Participants’ survey packets were 

assessed for sufficient completion of the instruments.  In general if a participant did not 

respond to one or two items, the questionnaire was still scored.  If the total score fell 

within a valid range, the instrument was retained.  For this data set, a substantial amount 

of data was missing due to participants not completing all of the instruments in the 
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packet.  In these cases, the participant was dropped from analysis for the variable or 

variables that were not complete.  For example, if a participant only completed one-half 

of the TAPS, that participant was dropped from all analyses that included treatment fears.   

Prior to analysis, all variables were further examined to ensure that the 

assumptions of multivariate analysis were met.  First, univariate outliers of scale scores 

(i.e., ATSPPHS, TAPS, EAC-B, SAQ, CSQ), disciplinary reports, weighted disciplinary 

reports, and number of mental health treatment sessions were examined. The criterion for 

outliers was a participant’s scale score exhibiting a standardized (z) score greater than the 

absolute value of 3.29 with a two-tailed test (p < .001, Tabachnick & Fidell, 2007). No 

participants’ scores were identified as outliers using this procedure.  

Next, normality was examined by visually scanning histograms for resemblance 

to a normal curve.  Again, all variables were examined.  Generally, the distributions 

resembled a normal curve with no evidence of excessive skewness or kurtosis except in 

the cases of the disciplinary reports, weighted disciplinary reports, and number of mental 

health treatment sessions which were all non-normal and positively skewed. Based on 

Tabachnick and Fidell’s (2007) recommendations, a square root transformation was used 

on disciplinary reports and weighted disciplinary reports, while a logarithmic 

transformation was used on number of mental health treatment sessions.  These 

transformations will reduce skewness, reduce the number of outliers, and improve the 

normality, linearity, and homoscedasticity of residuals.  The transformations were 

maintained for all statistical analyses using these variables (including supplementary 

analyses). 
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Besides these corrections, the data generally meets the assumptions of 

multivariate analysis and no other corrective action was taken. Because interaction terms 

are being calculated on continuous independent variables, these variables were 

standardized (converted to z scores) to reduce problems associated with multicollinearity 

(Frazier, Tix, & Baron, 2004) before being entered at step one and step two, and the 

standardized terms were used when computing interaction terms. These transformations 

were maintained throughout the following analyses.  A correlation matrix for variables 

under investigation can be found in Table 2. 

Primary Analyses 

RESEARCH QUESTION 1: Is mental health treatment utilization associated with 

sociodemographic variables of age, ethnicity, education, security level, and sentence 

length?   

A direct logistic regression analysis was performed using five predictor variables 

(age, ethnicity, years of formal education, security level, and sentence length), as 

predictors of two groups of mental health treatment utilization: those who received no 

treatment (zero sessions) and those who received treatment (at least one session). Sixty-

six participants did not report years of formal education, but indicated they had obtained 

a GED, while two participants did not report years of formal education, but indicated they 

had obtained an Associate’s Degree.  For this analysis, these participants were assigned 

12 and 14 years of formal education, respectively. Because of missing data for one or 

more demographic variables, 68 cases were not included in this analysis, thus, data from 
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210 inmates were available for analysis: 74 untreated individuals and 136 individuals 

who received mental health treatment. 

A test of the full model with all five predictors against a constant-only model was 

statistically reliable, χ2 (5, N = 210) = 21.10, p = .001, indicating that the predictors, as a 

set, reliably distinguished between inmates who received mental health treatment and 

those who had not.  The variance in treatment status accounted for is small, however, 

with Nagelkerke’s R2 = 0.132 (i.e., 13.2% of the variance accounted for by demographic 

variables).  Prediction success was unimpressive, with 87.5% of the untreated inmates 

and 35.1% of the treated inmates correctly predicted, for an overall success rate of 69.0%.   

Table 3 displays regression coefficients, Wald statistics, odds ratios, and 95% 

confidence intervals for odds ratios for each of the five predictors. According to the Wald 

criterion, security level was the only significant predictor of mental health treatment 

utilization, χ2 (1, N = 210) = 10.60, p = 0.001, as most participants in the treatment group 

were from maximum security, whereas most of the inmates in the untreated group were 

from minimum security.  As the table demonstrates, age, ethnicity, education, and 

sentence length did not significantly predict treatment utilization (p < 0.05). 

Thus, hypothesis 1, which asserted that sociodemographic variables would predict 

mental health treatment utilization was partially supported, as an optimal linear 

combination of the variables predicted mental health treatment utilization with 69% 

success; however, security level was the only significant predictor of inmate mental 

health treatment utilization in the logistic regression equation. 

RESEARCH QUESTION 2a: Are number of mental health treatment sessions and 

inmate characteristics (help-seeking attitudes, treatment fears, and client 
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expectations) associated with number of disciplinary infractions? Do inmate 

characteristics moderate the relationship between amount of mental health 

treatment and number of disciplinary infractions? 

Hierarchical linear regression was employed to examine whether there was a 

relationship between mental health services and number of disciplinary reports, and if so, 

to determine if the relationship was moderated by inmate characteristics. The dependent 

variable was the number of disciplinary infractions received for the year prior to data 

collection.  The independent variable entered at step one was number of mental health 

treatment sessions, and the independent variables entered at step two included inmate 

characteristics of help-seeking attitudes, treatment fears, and client expectations. Finally, 

independent variables entered at step three were the three interaction terms. These 

interaction terms were entered in order to analyze the moderator effects and are products 

between the number of mental health treatment sessions and the three inmate 

characteristics entered at step two. 

As previously stated, results of evaluations of assumptions led to transformation 

of some variables, including a square root transformation on disciplinary reports and 

weighted disciplinary reports and a logarithmic transformation on number of mental 

health treatment sessions.  All analyses related to objective 2 utilized standardized 

independent variables before being entered at step one and step two, and the standardized 

terms were used when computing interaction terms. These transformations were 

maintained throughout the following analyses. 

Table 4 displays the unstandardized regression coefficients (B) and intercept, the 

standard error of B, 95% confidence intervals of B, standardized regression coefficients 
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(β), and R and ΔR2 after entry of all independent variables (number of mental health 

treatment sessions, help seeking attitudes, treatment fears, client expectations, and 

interaction terms). The overall regression correlation coefficient (R) was significantly 

different from zero at the end of each step. After step three with all independent variables 

in the equation, the squared multiple correlation coefficient was 0.097, F(7,242) = 3.73, p 

= 0.001. The adjusted R2 value of 0.071 indicates that 7.1% of the variability in number 

of disciplinary reports was predicted by the optimal linear combination of number of 

mental health treatment sessions, inmate characteristics, and the interactions between 

them. 

At step one, log of number of mental health treatment sessions emerged as a 

significant predictor of square root of disciplinary reports, R2 = 0.025, F(1, 248) = 6.31, p 

= 0.013. Thus, number of mental health treatment sessions was significantly related to the 

number of disciplinary reports.  In general, inmates with higher mental health treatment 

utilization rates received more disciplinary infractions.  

At step two, inmate characteristics added to additional predictive ability of 

(square root of) disciplinary reports above that offered by number of mental health 

treatment sessions alone, R2 = 0.076 (ΔR2 = 0.051), Finc (3, 245) = 4.50, p = 0.004.  Thus, 

the addition of help seeking attitudes, treatment fears, and client expectations as 

predictors of number of mental health treatment sessions resulted in a significant 

increment in R2.  Examination of the regression coefficients for the individual predictors 

indicated that this increase was due to help seeking attitudes, with 95% confidence limits 

for the unstandardized regression coefficient calculated to be -0.387 to -0.092 (p = 

31 



Texas Tech University, Lucas B. Shaw, May 2008 

 

0.002). In general, individuals with more positive attitudes toward seeking mental health 

treatment received fewer disciplinary infractions. 

At step three, addition of interaction effects to the equation did not reliably 

improve the prediction of disciplinary infractions, R2 = 0.097 (ΔR2 = 0.022), Finc (3, 242) 

= 1.931, p = 0.125. 

Thus, hypothesis 2a, which asserted that inmates who received mental health 

treatment would have fewer disciplinary problems was not supported. In fact, the data 

suggest that the opposite is true. The addition of help seeking attitudes helped explain the 

variance in number of disciplinary infractions received above that offered by number of 

mental health treatment sessions; inmates with more positive attitudes towards mental 

health treatment received fewer disciplinary infractions. The hypothesis that inmate 

characteristics would moderate the relationship between mental health treatment and 

disciplinary problems was not supported. 

RESEARCH QUESTION 2b: Are number of mental health treatment sessions and 

inmate characteristics associated with severity of disciplinary infractions? Do 

inmate characteristics moderate the relationship between amount of mental health 

treatment and severity of disciplinary infractions? 

Hierarchical linear regression was employed to examine if there was a 

relationship between mental health services and weighted disciplinary reports, and if so, 

to determine if the relationship was moderated by inmate characteristics. The dependent 

variable was the number of disciplinary infractions received for the year prior to data 

collection, weighted by the severity of the incident. The independent variable entered at 

step one was number of mental health treatment sessions. Independent variables entered 
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at step two included inmate characteristics of help seeking attitudes, treatment fears, and 

client expectations. Finally, the independent variables entered at step three were the three 

interaction terms. These interaction terms were entered in order to analyze the moderator 

effects and are products of the number of mental health treatment sessions and each of 

the three inmate characteristics entered at step two. 

Table 5 displays the unstandardized regression coefficients (B) and intercept, the 

standard error of B, 95% confidence intervals of B, standardized regression coefficients 

(β), and R and ΔR2 after entry of all independent variables (number of mental health 

treatment sessions, help seeking, treatment fears, client expectations, and interaction 

terms). The overall regression correlation coefficient (R) was significantly different from 

zero at the end of each step. After step three with all independent variables in the 

equation, the squared multiple correlation coefficient was 0.093, F(3,242) = 3.55, p = 

0.001. The adjusted R2 value of 0.067 indicated that 6.7% of the variability in number of 

disciplinary infractions weighted by the severity of the incident was predicted by the 

optimal linear combination of number of mental health treatment sessions, inmate 

characteristics, and the interactions between them. 

 At step one, log of number of mental health treatment sessions emerged as a 

significant predictor of square root of weighted disciplinary reports, R2 = 0.026, F(1, 248) 

= 6.67, p = 0.01. Thus, number of mental health treatment sessions was significantly 

related to the severity of disciplinary reports; in general inmates with higher mental 

health treatment utilization rates received more severe disciplinary infractions than 

inmates with lower (or no) mental health treatment utilization.  
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At step two, inmate characteristics added to the prediction of (square root of) 

weighted disciplinary reports by (log of) number of mental health treatment sessions. The 

addition of inmate characteristics resulted in increased predictive ability above that 

offered by number of mental health treatment sessions alone, R2 = 0.072 (ΔR2 = 0.046), 

Finc (3, 245) = 4.04, p = 0.008, Thus, the addition of help seeking attitudes, treatment 

fears, and client expectations to the equation that already included number of mental 

health treatment sessions as a predictor resulted in a significant increment in R2. 

Examination of regression coefficients indicated that this increase was again due to help 

seeking attitudes, with 95% confidence limits for the unstandardized regression 

coefficient calculated to be -0.532 to -0.102 (p = 0.004). In general, individuals with 

more positive attitudes toward seeking mental health treatment received less severe 

disciplinary infractions. 

At step three, addition of interaction effects to the equation did not reliably 

improve the ability to predict number of weighted disciplinary infractions, R2 = 0.093 

(ΔR2 = 0.021), Finc (3, 242) = 1.869, p = 0.135.  

Thus, hypothesis 2b, which asserted that inmates who received mental health 

treatment would have less severe disciplinary problems was not supported. Inmates 

receiving the most treatment also received disciplinary infractions of greater severity. The 

addition of help seeking attitudes as a predictor helped explain the variance in weighted 

disciplinary reports above that offered by number of mental health treatment sessions; 

specifically, inmates with more positive attitudes towards mental health treatment had 

less severe disciplinary infractions. The hypothesis that inmate characteristics would 
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moderate the relationship between mental health treatment and disciplinary problems was 

not supported. 

RESEARCH QUESTION 2c: Are number of mental health treatment sessions and 

inmate characteristics associated with risk for recidivism? Do inmate characteristics 

moderate the relationship between amount of mental health treatment and risk for 

recidivism? 

Hierarchical linear regression was employed to determine whether the addition of 

information regarding attitudes and expectations towards mental health treatment would 

improve prediction of risk for recidivism beyond the prediction afforded by treatment 

utilization. The dependent variable was risk for recidivism as measured by the SAQ. 

Again, the independent variable entered at step one was (log of) number of mental health 

treatment sessions.  Independent variables entered at step two included inmate 

characteristics of help seeking attitudes, treatment fears, and client expectations. Finally, 

independent variables entered at step three were the three interaction terms. These 

interaction terms were entered in order to analyze the moderator effects and were 

products of the number of mental health treatment sessions and each of the three inmate 

characteristics entered at step two. 

Table 6 displays the unstandardized regression coefficients (B) and intercept, the 

standard error of B, 95% confidence intervals of B, standardized regression coefficients 

(β), and R and ΔR2 after entry of all independent variables (number of mental health 

treatment sessions, help seeking, treatment fears, client expectations, and interaction 

terms). The overall regression correlation coefficient (R) was significantly different from 

zero at the end of steps two and three. After step three with all independent variables in 

35 



Texas Tech University, Lucas B. Shaw, May 2008 

 

the equation, the squared multiple correlation coefficient was 0.072, F(3,223) = 2.49, p = 

0.018. The adjusted R2 value of 0.043 indicated that 4.3% of the variability in recidivism 

risk was predicted by the optimal linear combination of number of mental health 

treatment sessions, inmate characteristics, and the interactions between them. 

At the end of step one, R was not significantly different from zero (R2 = 0.011, 

F[1, 229] = 2.56, p = 0.11), indicating that (log of) number of mental health treatment 

sessions was not a significant predictor of risk for recidivism.  

After step two, with inmate characteristics added to the prediction of recidivism 

risk by (log of) number of mental health treatment sessions, the squared multiple 

correlation coefficient was 0.058 (ΔR2 = 0.047), Finc (3, 226) = 3.77, p = 0.011.  Thus, the 

addition of help seeking attitudes, treatment fears, and client expectations as predictors in 

the equation that already included number of mental health treatment sessions resulted in 

a significant increase in R2. Examination of regression coefficients indicated that this 

increase was due to help seeking attitudes, with 95% confidence limits for the 

unstandardized regression coefficient calculated to be -3.259 to -0.522 (p = 0.001). In 

general, individuals with more positive attitudes toward seeking mental health treatment 

produced lower scores on risk for recidivism. 

Addition of interaction effects at step three did not reliably improve predictive 

ability, (R2 = 0.072 [ΔR2 = 0.014], Finc [3, 223] = 1.127, p = 0.339).  

Thus, hypothesis 2c, which asserted that inmates who received mental health 

treatment would have a lower score on a risk for recidivism scale, was not supported as 

there was not a significant relationship between the number of mental health treatment 

sessions received and risk for recidivism. The addition of help seeking attitudes as a 
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predictor helped explain the variance in recidivism risk; specifically, inmates with more 

positive attitudes towards mental health treatment had lower scores on the recidivism risk 

measure. The hypothesis that inmate characteristics would moderate the relationship 

between mental health treatment and recidivism risk was not supported. 

RESEARCH QUESTION 3:  Are help-seeking attitudes, treatment fears, and client 

expectations associated with treatment satisfaction? 

For inmates who received mental health treatment (at least one session), standard 

multiple linear regression was performed between inmate characteristics (i.e., help 

seeking, treatment fears, client expectations) as independent variables () and treatment 

satisfaction as the dependent variable. Table 7 displays the correlations between the 

variables, the unstandardized regression coefficients (B) and intercept, the standardized 

regression coefficients (β), and R, R2, and adjusted R2.  R for regression was significantly 

different from zero, F(3, 134) = 3.00, p = 0.033. The adjusted R2 value of 0.042 indicated 

that approximately 4.2% of the variance in treatment satisfaction was accounted for by an 

optimal linear combination of help seeking, treatment fears, and client expectations; 

however, none of these variables independently contributed significantly (p < 0.05) to the 

prediction of treatment satisfaction.   

 As seen in Table 7, treatment satisfaction was positively correlated with help 

seeking and client expectations. Although it was also negatively correlated with treatment 

fears, this relationship was not statistically significant. Thus, hypothesis 3, which asserted 

that for inmates who received mental health treatment in prison, those with more positive 

help-seeking attitudes, fewer treatment fears, and more positive client expectations would 

be more satisfied with their mental health treatment was partially supported.  
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Supplementary Analyses 

Supplementary analyses were conducted to examine if treatment satisfaction 

moderated the relationship between amount of mental health treatment received and 

institutional behavior.  An additional supplementary analysis was conducted to examine 

if inmate characteristics impacted the amount of treatment received. 

RESEARCH QUESTION 4a: For inmates who received mental health treatment, 

does treatment satisfaction moderate the relationship between the amount of mental 

health treatment and disciplinary infractions?   

Hypothesis 4a:  The relationship between number of mental health treatment sessions and 

number of disciplinary infractions will be partially moderated by treatment satisfaction. 

Hierarchical linear regression was employed to determine if addition of 

information regarding mental health treatment satisfaction improved prediction of 

number of disciplinary infractions beyond that afforded by number of mental health 

treatment sessions.  The dependent variable was the number of disciplinary infractions 

received for the year prior to data collection.  The independent variables entered at step 

one was number of mental health treatment sessions and treatment satisfaction. At step 

two, the interaction term was added as an independent variable. This interaction term is 

the product of the number of mental health treatment sessions and treatment satisfaction. 

As previously stated, results of evaluation of assumptions led to transformation of 

some variables including a square root transformation on disciplinary reports and 

weighted disciplinary reports and a logarithmic transformation on number of mental 

health treatment sessions. All analyses related to research question 4 utilized standardized 

independent variables before being entered at step one and step two, and the standardized 
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terms were used when computing interaction terms. These transformations were 

maintained throughout the following analyses. 

Table 8 displays the unstandardized regression coefficients (B) and intercept, the 

standard error of B, 95% confidence intervals of B, standardized regression coefficients 

(β), and R and ΔR2 after entry of all independent variables (number of mental health 

treatment sessions, treatment satisfaction, and interaction terms). The overall regression 

correlation coefficient (R) was not significantly different from zero at the end of step one 

or step two.; with all independent variables in the equation, the squared multiple 

correlation coefficient was 0.012, F(3, 138) = 0.54, p = 0.658. The adjusted R2 value of -

0.010 indicated that virtually none of the variability in number of disciplinary infractions 

was predicted by treatment satisfaction or the interaction between number of mental 

health treatment sessions and treatment satisfaction. 

At step one, with log of number of mental health treatment sessions and treatment 

satisfaction in the equation, the squared multiple correlation coefficient was 0.010, F(2, 

139) = 0.72, p = 0.488. 

The addition of the interaction term to the regression equation at step two did not 

add significantly to the prediction of (square root of) disciplinary reports by (log of) 

number of mental health treatment sessions and treatment satisfaction, R2 = 0.012 (ΔR2 = 

0.001), Finc (1, 138) = 0.17, p = 0.677.  

Thus, hypothesis 4a, which asserted that the relationship between number of 

mental health treatment sessions and disciplinary problems would be moderated by 

treatment satisfaction was not supported. 
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RESEARCH QUESTION 4b: For inmates who received treatment, does treatment 

satisfaction moderate the relationship between the amount of mental health 

treatment and weighted disciplinary infractions?   

Hypothesis 4b: The relationship between number of mental health treatment sessions and 

severity of disciplinary infractions will be partially moderated by treatment satisfaction. 

Hierarchical linear regression was employed to determine if addition of 

information regarding mental health treatment satisfaction improved prediction of 

weighted disciplinary infractions beyond that afforded by number of mental health 

treatment sessions. The dependent variable was the number of disciplinary infractions 

received for the year prior to data collection weighted by the severity of the incident.  The 

independent variables entered at step one were number of mental health treatment 

sessions and treatment satisfaction. At step two, the interaction term was added as an 

independent variable. This interaction term is the product of the number of mental health 

treatment sessions and treatment satisfaction. 

Table 9 displays the unstandardized regression coefficients (B) and intercept, the 

standard error of B, 95% confidence intervals of B, standardized regression coefficients 

(β), and R and ΔR2 after entry of all independent variables (number of mental health 

treatment sessions, treatment satisfaction, and interaction terms). The overall regression 

correlation coefficient (R) was not significantly different from zero at the end of step one 

or step two.  With all independent variables in the equation, the squared multiple 

correlation coefficient was 0.003, F(3, 138) = 0.16, p = 0.924. The adjusted R2 value of -

0.018 indicated that virtually none of the variability in weighted disciplinary infractions 
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was predicted by treatment satisfaction or the interaction between number of mental 

health treatment sessions and treatment satisfaction. 

After step one, with log of number of mental health treatment sessions and 

treatment satisfaction in the equation, the squared multiple correlation coefficient was 

0.003, F (2, 139) = 0.19, p = 0.827.  

Addition of the interaction term at step two, did not add significantly to the 

prediction of (square root of) weighted disciplinary reports by (log of) number of mental 

health treatment sessions and treatment satisfaction, R2 = 0.003 (ΔR2 = 0.001), Finc (1, 

138) = 0.10, p = 0.753.  

Thus, hypothesis 4b, which asserted that the relationship between number of 

mental health treatment sessions and weighted disciplinary infractions would be 

moderated by treatment satisfaction was not supported.   

RESEARCH QUESTION 4c: For inmates who received treatment, does treatment 

satisfaction moderate the relationship between mental health treatment and risk for 

recidivism?   

Hypothesis 4c:  The relationship between number of mental health treatment sessions and 

risk for recidivism will be partially moderated by treatment satisfaction. 

Hierarchical linear regression was employed to determine if addition of 

information regarding mental health treatment satisfaction improved prediction of 

recidivism risk beyond that afforded by number of mental health treatment sessions. The 

dependent variable was risk for recidivism as measured by the SAQ. The independent 

variables entered at step one was number of mental health treatment sessions and 

treatment satisfaction. At step two, the interaction term was added as an independent 

41 



Texas Tech University, Lucas B. Shaw, May 2008 

 

variable.  This interaction term is the product of the number of mental health treatment 

sessions and treatment satisfaction. 

Table 10 displays the unstandardized regression coefficients (B) and intercept, the 

standard error of B, 95% confidence intervals of B, standardized regression coefficients 

(β), and R and ΔR2 after entry of all independent variables (number of mental health 

treatment sessions, treatment satisfaction, and interaction terms). The overall regression 

correlation coefficient (R) was significantly different from zero at the end of step one and 

step two. With all independent variables in the equation, the squared multiple correlation 

coefficient was 0.072, F(3, 124) = 3.20, p = 0.026. The adjusted R2 value of 0.049 

indicates that 4.9% of the variability in recidivism risk was predicted by the independent 

variables. 

At the end of step one, the squared multiple correlation coeffiecientwas 

significantly different from zero (R2 = 0.068, F [2, 125] = 4.57, p = 0.012). Examination 

of regression coefficients indicated that this relationship was primarily due to treatment 

satisfaction, with 95% confidence limits calculated to be -4.017 to -0.755 (p = 0.004). In 

general, individuals with higher treatment satisfaction scores had lower scores on a 

measure of risk for recidivism. 

After step two, with addition of interaction variables added to prediction of 

recidivism risk by (log of) number of mental health treatment sessions and treatment 

satisfaction, the squared multiple correlation coefficient was 0.072 (ΔR2 = 0.004), Finc (1, 

124) = 0.50, p = 0.481. Addition of interaction effects did not reliably improve R2. 

Thus, hypothesis 4c, which asserted that the relationship between number of 

mental health treatment sessions and recidivism risk would be moderated by treatment 

42 



Texas Tech University, Lucas B. Shaw, May 2008 

 

satisfaction was not supported; however, there appeared to be a relationship between 

treatment satisfaction and risk for recidivism, with inmates with greater treatment 

satisfaction scoring lower on a risk for recidivism measure. 

RESEARCH QUESTION 5: Can inmate characteristics (help seeking attitudes, 

treatment fears, and client expectations) predict number of mental health treatment 

sessions?   

Hypothesis 5: Greater number of mental health treatment sessions would be predicted by 

positive help seeking attitudes, fewer treatment fears, and more positive expectations 

toward mental health treatment. 

Hierarchical linear regression was employed to examine this relationship. The 

dependent variable was the number of mental health treatment sessions for the five years 

prior to data collection. The independent variables were help seeking attitudes, treatment 

fears, and client expectations. Because interaction terms were not calculated the 

independent variables were not standardized. 

Table 11 displays the correlations between the variables, the unstandardized 

regression coefficients (B) and intercept, the standardized regression coefficients (β), and 

R, R2, and adjusted R2 after entry of the independent variables (i.e., help seeking attitudes, 

treatment fears, client expectations). R was significantly different from zero; with all 

independent variables in the equation, the squared multiple correlation coefficient was 

0.142, F(3, 246) = 13.59, p < 0.001. The adjusted R2 value of 0.132 indicates that 13.2% 

of the variability in number of mental health treatment sessions was predicted by the 

optimal linear combination of number of help seeking attitudes, treatment fears, and 

client expectations. 

43 



Texas Tech University, Lucas B. Shaw, May 2008 

 

 Inmate characteristics emerged as a significant predictor of log of number of 

mental health treatment sessions, R2 = 0.025, Finc (1, 248) = 6.31, p = 0.013. In general 

inmates with higher mental health treatment utilization rates had more positive attitudes 

toward seeking mental health treatment but also more treatment fears. Although client 

expectations was positively correlated with number of sessions (R2 = 0.014, p = 0.029), 

examination of the regression coefficients indicated that this variable was not a 

significant predictor in the regression equation, with 95% confidence limits for the 

unstandardized regression coefficient calculated to be -0.031 to -0.060 (p = 0.533). 

Thus, hypothesis 5, which asserted that inmates who received more mental health 

treatment would have more positive attitudes toward mental health treatment, fewer 

treatment fears, and more positive expectations toward mental health services, was 

partially supported. All three variables were positively correlated to number of mental 

health treatment sessions, but only help seeking attitudes and treatment fears were 

significant predictors in the regression equation. Contrary to expectations, treatment fears 

was positively correlated with number of mental health treatment sessions. 
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CHAPTER FOUR 

Discussion 

Research has shown that inmates are more likely than the general public to 

experience mental health problems (Fazel & Danesh, 2002). Unfortunately, as the inmate 

population grows, correctional mental health professionals are being overwhelmed with 

inmates’ mental health needs (Boothby & Clements, 2000).  Therefore, to maximize 

resources, it is imperative that treatment be offered to inmates who will receive the most 

benefit. The current study sought to identify which inmates receive mental health 

treatment, identify if treatment is related to institutional behavior and risk for recidivism, 

examine if inmate characteristics of help-seeking attitudes, treatment fears, and client 

expectations moderate these relationships, and determine if these inmate characteristics 

are related to treatment satisfaction. 

Primary Findings 

Objective 1. Consistent with previous research (e.g., Kessler et al., 2005; Morgan 

et al., 2004), it was hypothesized that sociodemographic variables (i.e., age, ethnicity, 

education, sentence length and security level) would affect treatment utilization. Security 

level emerged as a significant predictor of mental health treatment utilization, while age, 

ethnicity, education, and sentence length did not significantly predict mental health 

treatment utilization. 

 Objective 2. For the second objective, there were three hypotheses. First, it was 

expected that inmates who received more mental health treatment would have fewer 

disciplinary problems and that this relationship would be moderated by help-seeking 
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attitudes, treatment fears, and client expectations. This hypothesis was not supported as 

number of disciplinary infractions was predicted by both greater treatment levels and 

help-seeking attitudes. Inmates who received more treatment and those with more 

positive attitudes toward seeking mental health treatment were likely to have a greater 

number of disciplinary infractions. No other inmate characteristics examined were 

associated with number of disciplinary infractions. 

Secondly, it was hypothesized that inmates who received more mental health 

treatment would have less severe disciplinary problems and that this relationship would 

be moderated by inmate characteristics. This hypothesis was not supported as results of 

this study indicated that inmates who received the most treatment not only received more 

disciplinary infractions, but disciplinary infractions of greater severity. Additionally, 

inmates with more positive attitudes towards seeking mental health treatment had less 

severe disciplinary infractions. No other inmate characteristics examined in this study 

were associated with number of disciplinary infractions. 

It was also hypothesized that inmates who received mental health treatment would 

score lower on a measure of risk for recidivism; however, there was no relationship 

between the number of mental health treatment sessions received and risk for recidivism. 

Although, inmates with more positive attitudes towards seeking mental health treatment 

had lower scores on the recidivism risk measure, no other inmate characteristics 

examined were associated with risk for recidivism. 

Objective 3. The hypothesis for the third objective was related to treatment 

satisfaction. For inmates who received treatment, those with more positive help seeking 

attitudes, those with fewer treatment fears, and those with more positive expectations 
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about treatment were hypothesized to have greater treatment satisfaction. Results showed 

that treatment satisfaction was related to these inmate characteristics; however, 

examination of correlations revealed that help-seeking attitudes and expectations about 

treatment were positively correlated to treatment satisfaction, but treatment fears was not. 

In other words, inmates with positive attitudes toward seeking mental health treatment 

and positive expectations about treatment had greater treatment satisfaction. 

Supplementary Findings 

Supplementary analyses examined the relationship between mental health 

treatment sessions and outcome variables (i.e., disciplinary problems and risk for 

recidivism) with treatment satisfaction as a moderator. Although treatment satisfaction 

did not moderate any of these relationships, there was a main effect of treatment 

satisfaction on risk for recidivism, as inmates who were more satisfied with their mental 

health treatment produced lower scores on a risk for recidivism measure. 

It was also hypothesized that more positive attitudes toward mental health 

treatment, fewer treatment fears, and more positive expectations toward mental health 

treatment would be predictive of inmates who received more mental health treatment. All 

three variables were positively correlated to number of mental health treatment sessions, 

but only help seeking attitudes and treatment fears were significant predictors in the 

regression equation. Contrary to expectations, treatment fears was positively correlated 

with number of mental health treatment sessions.   
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Integration of Main Findings with Current Literature 

 In the general population, variables associated with greater mental health 

treatment utilization included age, ethnicity, and education (e.g., Kessler et al., 2005). 

Age has been shown to be related to mental health treatment, with individuals who are 

above 24 years old receiving more mental health services (Kessler et al., 2005) and older 

individuals having more positive attitudes toward seeking mental health treatment (Deane 

& Chamberlain, 1994; Surgenor, 1985). Research has shown that minorities, including 

African Americans, American Indians, Asian Americans, and Hispanic Americans 

frequently underutilize mental health services (Dadfar & Friedlander, 1982; Kessler et al., 

2005; Nickerson et al., 1994; Price & McNeill, 1992; Snowden, 1999; Steadman et al., 

1991; Vessey & Howard, 1993). Higher education in the general population is also 

associated with treatment utilization (Fischer & Cohen, 1972; Leaf et al., 1988; Vessey & 

Howard, 1993).  

In correctional populations, Deane et al. (1999) found that non-minority inmates 

had higher intentions to seek mental health services. Another study examined ethnicity 

and service utilization and found that inmates who sought mental health services would 

do so regardless of their ethnicity (Morgan et al., 2004). The current findings are more 

congruent with the Morgan et al. (2004) study as age, ethnicity, and education were not 

predictive of mental health treatment utilization. Although the present findings differ 

from previous findings, one distinction should be made. The present study examined 

actual number of mental health treatment sessions received, while previous studies in 

correctional populations only examined intentions to seek mental health treatment (Deane 

et al., 1999; Morgan et al., 2004). Similarities in findings between the current study and 
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Morgan et al. (2004) could be partially due to utilizing the same state prison system for 

the research samples. 

Research has shown that in prison populations, one variable associated with 

perceptions of mental health treatment is security level (e.g., Morgan et al., 2004), and 

inmates who are in higher security levels generally serve longer sentences (Morgan et al., 

2004). In the current study, security level was the only sociodemographic variable 

examined that was predictive of which inmates received mental health treatment. This 

suggests that the inmate population differs from the general population regarding 

treatment utilization and sociodemographic variables. Thus, it is assumed that external 

forces unique to the prison environment (e.g., coerced or mandated treatment by 

correctional staff) could be responsible for these differences. Future research could 

examine these sociodemographic variables in other prison populations (e.g., other state or 

federal institutions) to determine if inmates’ pattern of service utilization differs from the 

general population. Future research could also examine if the differences in treatment 

utilization could be due to external forces, such as mandated or coerced treatment.  

Although Morgan et al. (2004) did not specifically examine if security level was 

related to mental health treatment utilization, they did examine perceptions of mental 

health treatment based on security level.  They suggested that maximum security inmates 

are in greatest need of mental health services, partially because they have been 

incarcerated longer, are serving longer sentences for more violent crimes, and generally 

have less social support than inmates from less restrictive security levels (Morgan et al., 

2004). Therefore, it is not surprising that maximum security inmates in this study 

received more treatment than those from less-restrictive security levels. 
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The current study demonstrated that number of mental health treatment sessions is 

not predictive of risk for recidivism. Although it is possible that treatment lowers risk and 

that inmates entered into treatment with higher risk, it is possible that mental health 

practitioners are not following the Risk-Need-Responsivity model (Andrews, Bonta et al., 

1990), which recommends treatment be matched to the inmate’s level of risk to 

recidivate. Based on this model, which has emerged as the premier model for offender 

treatment (Blanchette & Brown, 2006; Ward et al., 2007), inmates with higher risk 

should be receiving the most treatment. This should be explored in future research.   

Deane et al. (1999) found that prisoners with a favorable attitude toward mental 

health treatment had greater intentions to seek mental health services. In another study, 

the same researchers found that inmates with fewer treatment fears had more positive 

attitudes towards accessing mental health services (Williams et al. 2001). Morgan et al. 

(2004) found that inmates were more willing to access services with less concern over the 

social implications. None of these studies examined rates of service utilization, relying 

instead on intentions and willingness to seek treatment. The current study found results 

similar to previous findings; help-seeking attitudes, treatment fears, and positive 

expectations about mental health treatment were all related to number of mental health 

treatment sessions attended. It is unclear why greater treatment fear is associated with 

inmates receiving a greater number of mental health treatment sessions. This relationship 

should be explored in future research. 
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Implications for Practice 

Findings from the present study do not support findings regarding 

sociodemographic variables and treatment utilization in the general population. In the 

general population, younger individuals (Deane & Chamberlain, 1994; Kessler et al., 

2005; Surgenor, 1985), ethnic minorities (Dadfar & Friedlander, 1982; Kessler et al., 

2005; Nickerson et al., 1994; Price & McNeill, 1992; Snowden, 1999; Steadman et al., 

1991; Vessey & Howard, 1993), and individuals with less education (Fischer & Cohen, 

1972; Leaf et al., 1988; Vessey & Howard, 1993) are less likely to receive mental health 

treatment. For example, in both the National Comorbidity Study and National 

Comorbidity Study Replication, African Americans were half as likely to receive 

treatment as Caucasian Americans (Kessler et al., 2005). Disparity in mental health 

treatment utilization between these sociodemographic groups was not seen in the present 

study. Although it is unclear why this is the case, it is speculated that it might be due to 

prisoners being mandated or coerced into treatment because of institutional behavior 

regardless of sociodemographic variables. As demonstrated in the current study, inmates 

who received more mental health treatment had more disciplinary infractions, and in fact, 

more serious disciplinary infractions.  It could be that inmates who are more likely to act 

out of anger or rebellion (and therefore receive more disciplinary reports) are more likely 

to be referred to see a mental health professional.  There could also be a moderating 

effecting of mental health treatment on risk for recidivism and institutional behavior.  

However, since it is shown that prisoners who utilize mental health treatment have more 

disciplinary problems, behavioral consequences could be a major focus of treatment.  

Nevertheless, this finding should be explored in future research.   
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Boothby and Clements (2000) noted that although the number of correctional 

psychologists is increasing, this growth is not proportionate to the rising prison 

population. Mental health treatment is becoming less available to an increasing number 

of inmates who are in need of services (Boothby & Clements, 2000; Manderscheid et al., 

2004). Because of the need to maximize the effective and efficient delivery of mental 

health treatment in prison, interest is growing in providing educational information to 

inmates and service providers to reduce barriers to treatment utilization (Morgan et al., 

2004; Morgan et al., 2007). The results of this study may prove beneficial for managers 

concerned about issues of quality control.  For example, being able to identify which 

inmates are likely to seek help for mental health services, mental health service providers 

could screen inmates who might not seek treatment for potential services then educate the 

inmates on the benefits of those services. 

Inmate characteristics, including attitudes toward help-seeking, treatment fears, 

and client expectations could be the focus of educational programs for inmates entering 

prison or beginning treatment. As the current findings show, positive attitudes toward 

seeking mental health treatment are associated with greater treatment satisfaction, fewer 

and less severe disciplinary problems, and lower risk for recidivism. Previous studies 

(Morgan et al., 2004; Williams et al., 1999) have identified two methods of targeting 

inmate characteristics in educational programs. First, educational programs could offer 

information regarding mental health treatment. For example, Deane et al. (1992) showed 

clients an 11 minute videotape preparing them for therapy. Compared to a control group, 

the participants who viewed the videotape had more accurate expectations about mental 

health treatment and less anxiety (Deane et al., 1992).  
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At a reception unit, during new inmate orientation for all inmates, educators can 

target help seeking attitudes, treatment fears, and expectations about mental health 

treatment by providing accurate information about when to seek treatment (e.g., for 

depression and suicidal ideation; Morgan et al., 2007), delineate how to seek treatment 

(Morgan et al., 2004; Morgan et al., 2007), and normalize seeing a mental health 

practitioner (Williams et al., 1999). This orientation program could potentially modify 

inmates’ characteristics, by increasing positive attitudes toward seeking help for mental 

health concerns, decreasing treatment fears, and increasing their positive expectations 

about mental health treatment.  It is hoped that such change would increase the 

effectiveness and efficiency of mental health treatment.  

Inmate characteristics (i.e., attitudes, treatment fears, and expectations) could also 

be the focus of early treatment sessions (Morgan et al., 2004). One program that could be 

tailored to inmates beginning therapy is the Re-Entry After Prison / Jail (RAP) program 

(Rotter, McQuistion, Broner, & Steinbacher 2005), which provides inmates leaving a 

correctional facility with the skills necessary to maximize their engagement in mental 

health services. Although this program is intended for inmates leaving prison, it can be 

adapted for inmates beginning mental health treatment for the first time. Based on a 

cultural competence model, the program is based in cognitive behavioral theory. It was 

employed in 2002 in two shelters with success; participants described the environment as 

similar to jail or prison, yet still developed a greater sense of trust in staff and peers 

because of the program (Broner, 2002). Male participants were relieved to discuss their 

incarceration experience with others and the RAP program helped reduce their concerns 

about vulnerability (Broner, 2002). 
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Second, specific treatment fears (e.g., stigma concerns) could be the targets of 

interventions for mental health workers and correctional staff. For example, staff could be 

trained in referral procedures, emphasizing the need to ensure client confidentiality, and 

hopefully reducing inmates’ stigma concerns regarding mental health treatment (Morgan 

et al., 2007). One such program is the Sensitizing Providers to the Effects of Correctional 

Incarceration on Treatment and Risk Management (SPECTRM) program (Rotter et al., 

2005). This is a specialized orientation program designed to educate mental health 

treatment providers about the prison culture and offers a treatment approach that 

addresses culture specific behaviors (Rotter et al., 2005). This program was used in the 

aforementioned RAP study conducted by Broner (2002) with success.  

Results of the study also indicated that for inmates who utilized mental health 

services, those with greater treatment satisfaction had lower scores on a risk for 

recidivism measure. Thus, it is relevant for mental health professional to assess treatment 

satisfaction to investigate the effectiveness of their services in prison. Morgan et al. 

(2004) asked inmates about their preferences regarding types of correctional mental 

health treatment and providers (e.g., Do you have a preference for the type of mental 

health services you would receive, if you needed mental health services?). These and 

similar questions could be asked to inmates before treatment in order to meet inmates’ 

needs while being aware of their preferences for treatment. 

Limitations of the Study 

The findings of this investigation should be considered in light of its limitations. 

One of the biggest limitations of the study is the assessment of treatment effects 
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occurring at the same point for all participants, regardless of when the inmate received 

treatment. There is no pretreatment or post-treatment data available to analyze. 

Longitudinal analyses would be beneficial to study these questions in greater depth. 

One limitation appears to be the lack of incentive to participate and to put forth 

maximum effort when completing the measures. Based on the high incompletion rate for 

some scales, it is clear that not all participants were putting forth full effort. Listwise 

deletion was used, consequently missing data resulted in variation in sample size for 

some analyses, which might have restricted the diversity of the participants and 

diminished the generalizability of the participants to the inmate population.  Although the 

sample size was diminished because of these deletions, for all analyses, there was a 

sufficient number of participants to detect a medium effect size for 0.80 power (Cohen, 

1992).  

Several noteworthy methodological limitations were present. The study was 

limited to adult male inmates in three correctional facilities of one state; thus, the 

generalizability of the results to other incarcerated offenders such as female or federal 

inmates, or inmates in other state prisons is unknown. Also, it is possible that the 

demographic characteristics of researchers impacted inmate participation. In addition, 

one major concern for researchers is type of treatment is not specified in the mental 

health treatment file and it is not known if the therapist administering treatments are 

using the same methods. 

Based on the current method it was impossible to look at certain variables over 

time, such as inmate characteristics and risk for recidivism.  Researchers attempted to 

account for time of disciplinary infraction by only counting disciplinary infractions 
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accrued over the past year; however information about when the disciplinary problems 

occurred in relation to the mental health treatment was not considered.  It seems 

reasonable that people would receive a disciplinary infraction and then be sent for mental 

health treatment as a result and the current method does not allow for this measurement. 

Areas for Future Research 

The limitations of the current study provide a starting point for future studies. As 

noted above, a longitudinal study would be helpful in examining variables over time. For 

instance, with a longitudinal study, disciplinary infractions before and after treatment 

could be examined, to determine if treatment has an influence on this variable. It would 

also be important to study why inmates with more restrictive security levels have more 

sessions. This would give mental health service providers insight into why inmates are 

receiving treatment and allow treatment to be tailored to these reasons. 

Since these findings were focused only on inmates in the Kansas Department of 

Corrections, future research could examine these variables in other prison populations 

including prisons in other states, as well as female and federal institutions. Other 

geographic regions would differ in culture and sociodemographic variables which might 

impact results. Results could also differ between state and federal institutions.  

The current study looked at a large number of variables and was interested in 

many different research questions. Future studies should either offer incentives to inmates 

to complete the entire research packet, or focus on smaller areas of interest in order to 

maintain inmate’s interest in order to have a higher completion rate. Future research 

should also focus on specific types of mental health treatment, and control for treatment 
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provider effects. Because of the large number of independent variables being examined, 

some details were inevitably lost. Future research could look at individual components of 

certain scales (e.g., 4 subscales of the TAPS, 19 subscales of the EAC-B) in order to 

provide additional details regarding clients’ attitudes and expectations regarding mental 

health treatment. Other research might also look at subscales of the SAQ in order to 

determine if more or less powerful risk factors are affected by treatment. 

Another interesting area of study would be staff attitudes toward mental health 

treatment. Finally, once the educational programs are implemented for inmates and staff, 

it will be necessary to determine if they are effective in changing attitudes toward mental 

health treatment, and if this has any effect on treatment outcome. 

Conclusion 

The present study highlights the importance of understanding the inmate 

characteristics and correctional mental health treatment. This study demonstrates that 

prisons are unique environments which inevitably influence inmate characteristics (i.e., 

attitudes, treatment fears, expectations) that impact treatment utilization.  Mental health 

interventions have proven effective with certain inmates (e.g., Condelli, Dvoskin, & 

Holanchock, 2004; Landsberg, Rock, & Berg, 2002; Landsberg & Smiley, 2001; Morgan 

& Flora, 2002). Morgan et al. (2007) argue that increasing appropriate mental health 

service utilization might decrease suicide rates in correctional settings, as well as result in 

a safer correctional environment. Because mental health services are underutilized by 

inmates in greatest need (Steadman et al., 2001), it is important to understand and address 
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client characteristics in order to increase their willingness to access mental health 

treatment. 
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Table 1 

Comparisons of Sociodemographic Characteristics between Inmates Who Have Received 

Treatment and Inmates Who Have Not Received Treatment 

 Treatment Group Non-Treatment Group 

Age   

     M 32.12 29.99 

     SD 9.25 9.28 

   

Ethnicity (%)   

     African American / 30.6 34.1 

     American Indian 3.3 3.3 

     Biracial / Multiracial 11.1 6.6 

     Caucasian 43.3 45.1 

     Hispanic / Latino 10.0 8.8 

     Other 1.7 2.2 

   

Relationship Status (%)   

     Single 57.0 57.3 

     Partnered / Common 11.4 14.6 

     Divorced 13.9 13.4 

     Separated 4.4 2.4 

     Married 10.1 11.0 

     Widowed 3.2 1.2 
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Table 1. Continued. 

 Treatment Group Non-Treatment Group 

Years of Education   

     M 11.41 11.85 

     SD 2.20 2.20 

   

Highest Degree Received   

     None 19.5 14.1 

     GED 41.5 38.8 

     High School diploma 17.6 37.6 

     Vocational or Trade 14.5 5.9 

     Associate’s Degree 3.8 2.4 

     Bachelor’s Degree 2.5 1.2 

     Advanced College 0.6 0.0 

   

Length of Current Sentence   

     M 104.06 86.44 

     SD 123.51 116.29 

Number of Life Sentences 13 2 

   

Current Security Level (%)   

     Minimum 18.4 34.4 

     Medium 33.5 33.3 

     Maximum 38.5 30.0 

     Other 9.5 2.2 
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Table 2 

Correlations between Variables under Investigation   

 HS TF CE TS RR DR WDR MHT 

HS 1        

TF 0.026 1       

CE 0.396** 0.044 1      

TS 0.177* -0.130 0.170* 1     

RR - 0.116 -0.081 -0.205* 1    

DR -0.155* -0.031 -0.078 0.001 0.192* 1   

WDR -0.147* -0.042 -0.077 0.015 0.190* 0.969* 1  

MHT 0.186** 0.333* 0.123* 0.064 0.123 0.119* 0.125* 1 

Note. HS = Help-seeking Attitudes. TF = Treatment Fears. CE = Client Expectations. TS 

= Treatment Satisfaction.  RR = Recidivism Risk.  DR = (Square Root of) Disciplinary 

Reports.  WDR = (Square Root of) Weighted Disciplinary Reports.  MHT = (Log of) 

Number of Mental Health Treatment Sessions. 

* p < 0.05, ** p < 0.01.
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Table 3 

Direct Logistic Regression Analysis of Sociodemographic Variables Predicting Mental 

Health Treatment Utilization 

Variables B Wald’s Λ Odds Ratio 95% C.I. 

Lower Upper 

Age 0.036 3.690 1.037 0.999 1.075 

Ethnicity 0.129 2.815 1.137 0.979 1.322 

Education -0.123 1.721 0.884 0.736 1.063 

Security Level 0.569 10.598** 1.767 1.254 2.488 

Sentence Length 0.001 1.370 1.001 0.999 1.003 

Note. B = unstandardized regression coefficient. Wald’s Λ = Wald’s statistic. 95% C.I. = 

95% confidence interval for the odds ratio value.  

** p < 0.01. 

62 



Texas Tech University, Lucas B. Shaw, May 2008 

 

Table 4 

Hierarchical Linear Regression Analysis Testing the Main Effects of Number of Mental 

Health Treatment Sessions, Inmate Characteristics, and Their Interactions in Predicting 

(Square Root of) Number of Disciplinary Infractions 

Variable B SE B 95% C.I. β R ΔR2

  Lower Upper  
Step 1       0.157* 0.025* 
   Intercept 1.225 0.070      
   MHT 0.179* 0.071 0.039 0.320 0.157   
Step 2      0.275** 0.051** 
   Intercept 1.228 0.069      
   MHT 0.260** 0.075 0.112 0.409 0.229   
   HS -0.239** 0.075 -0.387 -0.092 -0.217   
   TF -0.108 0.073 -0.253 0.036 -0.096   
   CE 0.004 0.075 -0.144 0.152 0.004   
Step 3      0.312** 0.022 
   Intercept 1.225** 0.074      
   MHT 0.297*** 0.078 0.143 0.450 0.261   
   HS -0.260** 0.075 -0.408 -0.112 -0.236   
   TF -0.099 0.073 -0.243 0.046 -0.088   
   CE 0.008 0.075 -0.139 0.156 0.007   
   0.112 0.078 -0.041 0.266 0.091   
   -0.130 0.073 -0.274 0.015 -0.114   
   -0.051 0.075 -0.199 0.097 -0.043   
Note. B = unstandardized regression coefficient. SEB = standard error of B. 95% C.I. = 

95% confidence interval for B. β = standardized regression coefficients. MHT = (log of) 

number of mental health treatment sessions. HS = help-seeking attitudes. TF = treatment 

fears. CE = client expectations.  

* p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table 5 

Hierarchical Linear Regression Analysis Testing the Main Effects of Number of Mental 

Health Treatment Sessions, Inmate Characteristics, and Their Interactions in Predicting 

(Square Root of) Weighted Disciplinary Infractions 

Variable B SE B 95% C.I. β R ΔR2

  Lower Upper  
Step 1       0.162* 0.026* 
   Intercept 1.877 0.102      
   MHT 0.268* 0.104 0.064 0.472 0.162   
Step 2      0.268** 0.046** 
   Intercept 1.882 0.100      
   MHT 0.385** 0.110 0.169 0.602 0.233   
   HS -0.317** 0.109 -0.532 -0.102 -0.197   
   TF -0.169 0.107 -0.380 0.042 -0.103   
   CE 0.007 0.110 -0.223 0.208 -0.005   
Step 3      0.305** 0.021 
   Intercept 1.921 0.107      
   MHT 0.438*** 0.114 0.214 0.662 0.265   
   HS -0.348** 0.109 -0.563 -0.132 -0.216   
   TF -0.156 0.107 -0.367 0.054 -0.095   
   CE -0.002 0.109 -0.217 0.213 -0.001   
   0.160 0.113 -0.063 0.384 0.090   
   -0.183 0.107 -0.393 0.028 -0.110   
   -0.088 0.109 -0.304 0.128 -0.051   
Note. B = unstandardized regression coefficient. SEB = standard error of B. 95% C.I. = 

95% confidence interval for B. β = standardized regression coefficients. MHT = (log of) 

number of mental health treatment sessions. HS = help-seeking attitudes. TF = treatment 

fears. CE = client expectations.  

* p < 0.05, ** p < 0.01, *** p < 0.001. 
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Table 6 

Hierarchical Linear Regression Analysis Testing the Main Effects of Number of Mental 

Health Treatment Sessions, Inmate Characteristics, and Their Interactions in Predicting 

Risk for Recidivism 

Variable B SE B 95% C.I. β R ΔR2

  Lower Upper  
Step 1       0.106 0.011 
   Intercept 34.124 0.644      
   MHT 1.052 0.655 -0.237 2.342 0.106   
Step 2      0.242** 0.047* 
   Intercept 34.067 0.634      
   MHT 1.127 0.688 -0.229 2.483 0.113   
   HS -1.890** 0.695 -3.259 -0.522 -0.193   
   TF 0.816 0.681 -0.525 2.158 0.082   
   CE -0.262 0.692 -1.625 1.101 -0.027   
Step 3      0.269* 0.014 
   Intercept 33.962 0.680      
   MHT 1.130 0.717 -0.283 2.543 0.113   
   HS -1.959** 0.699 -3.336 -0.583 -0.200   
   TF 0.768 0.684 -0.579 2.115 0.077   
   CE -0.179 0.694 -1.547 1.188 -0.018   
   0.711 0.729 -0.726 2.149 0.065   
   0.398 0.685 -0.953 1.748 0.040   
   -1.155 0.685 -2.506 0.195 -0.113   
Note. B = unstandardized regression coefficient. SEB = standard error of B. 95% C.I. = 

95% confidence interval for B. β = standardized regression coefficients. MHT = (log of) 

number of mental health treatment sessions. HS = help-seeking attitudes. TF = treatment 

fears. CE = client expectations.  

** p < 0.01. 
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Table 7 

Multiple Linear Regression Analysis Testing the Main Effects of Inmate Characteristics 

Predicting Risk for Recidivism 

Variables TS HS TF CE B β  

   HS 0.197*    0.123 0.123  
   TF -0.119 -0.019   -0.025 -0.113  
   CE 0.198* 0.405** 0.022 0.696 0.144  
    Intercept = 15.245   
   M  15.91 73.65 4.60    
   SD  6.14 28.04 1.32  R2 = 0.063 
      Adj. R2 

= 
0.042 

      R =  0.251 
Note. TS = Treatment Satisfaction. HS = Help-seeking Attitudes. TF = Treatment Fears. 

CE = Client Expectations. B = unstandardized regression coefficient. β = standardized 

regression coefficients. 

* p < 0.05, ** p < 0.01.
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Table 8 

Hierarchical Linear Regression Analysis Testing the Main Effects of Number of Mental 

Health Treatment Sessions, Treatment Satisfaction, and the Interaction in Predicting 

(Square Root of) Number of Disciplinary Infractions 

Variable B SE B 95% C.I. β R ΔR2

  Lower Upper  
Step 1       0.101 0.010 
   Intercept 1.233 0.110      
   MHT 0.134 0.112 -0.087 0.356 0.101   
   TS -0.014 0.092 -0.197 0.168 -0.013   
Step 2      0.107 0.001 
   Intercept 1.232 0.111      
   MHT 0.133 0.113 -0.090 0.355 0.100   
   TS -0.103 0.232 -0.562 0.355 -0.095   
   0.101 0.241 -0.376 0.577 0.089   
Note. B = unstandardized regression coefficient. SEB = standard error of B. 95% C.I. = 

95% confidence interval for B. β = standardized regression coefficients. MHT = (log of) 

number of mental health treatment sessions. TS = treatment satisfaction. 

 

67 



Texas Tech University, Lucas B. Shaw, May 2008 

 

Table 9 

Hierarchical Linear Regression Analysis Testing the Main Effects of Number of Mental 

Health Treatment Sessions, Treatment Satisfaction, and the Interaction in Predicting 

(Square Root of) Weighted Disciplinary Infractions 

Variable B SE B 95% C.I. β R ΔR2

  Lower Upper  
Step 1       0.052 0.003 
   Intercept 1.988 0.166      
   MHT 0.102 0.169 -0.232 0.435 0.051   
   TS -0.023 0.139 -0.297 0.252 -0.014   
Step 2      0.059 0.001 
   Intercept 1.986 0.167      
   MHT 0.100 0.169 -0.235 0.435 0.050   
   TS -0.124 0.349 -0.814 0.567 -0.076   
   0.114 0.363 -0.603 0.832 0.067   
Note. B = unstandardized regression coefficient. SEB = standard error of B. 95% C.I. = 

95% confidence interval for B. β = standardized regression coefficients. MHT = (log of) 

number of mental health treatment sessions. TS = treatment satisfaction. 
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Table 10 

Hierarchical Linear Regression Analysis Testing the Main Effects of Number of Mental 

Health Treatment Sessions, Treatment Satisfaction, and the Interaction in Predicting Risk 

for Recidivism 

Variable B SE B 95% C.I. β R ΔR2

  Lower Upper  
Step 1       0.261* 0.068* 
   Intercept 34.193 0.991      
   MHT 0.936 1.006 -1.055 2.926 0.080   
   TS -2.386 0.824** -4.017 -0.755 -0.250   
Step 2      0.268* 0.004 
   Intercept 34.199 0.993      
   MHT 0.943 1.008 -1.051 2.938 0.081   
   TS -1.061 2.049 -5.116 2.994 -0.111   
   -1.506 2.131 -5.723 2.711 -0.152   
Note. B = unstandardized regression coefficient. SEB = standard error of B. 95% C.I. = 

95% confidence interval for B. β = standardized regression coefficients. MHT = (log of) 

number of mental health treatment sessions. TS = treatment satisfaction. 

* p < 0.05, ** p < 0.01.
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Table 11 

Multiple Linear Regression Analysis Testing the Main Effects of Inmate Characteristics 

Predicting (Log of) Number of Mental Health Treatment Sessions 

Variables MHT HS TF CE B β  

   HS 0.186**    0.013* 0.164  
   TF 0.333** -0.019   0.006*** 0.325  
   CE 0.123* 0.405** 0.022 0.015 0.040  
    Intercept = -0.157   
   M 0.52 15.91 73.65 4.60    
   SD 0.48 6.14 28.04 1.32  R2 = 0.142 
     Adj. R2 

= 
0.132 

     R = 0.377 
Note. MHT = (Log of) Number of Mental Health Treatment Sessions. HS = Help-seeking 

Attitudes. TF = Treatment Fears. CE = Client Expectations. B = unstandardized 

regression coefficient. β = standardized regression coefficients. 

* p < 0.05, *** p < 0.001. 
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Mental Health 

Many individuals in our society suffer from mental health problems.  In the recent 

National Comorbidity Survey (NCS), an estimated 30.5 percent of Americans 15 to 54 

years of age experienced symptoms that met the criteria of a mental disorder (Kessler et 

al., 2005).  These mental health problems range in scope and severity and present 

extensive social, economic, and personal problems (World Health Organization [WHO], 

2001).  Currently, mental illness, including suicide, ranks second in the burden of disease 

in established market economies, like the United States, accounting for over 15 percent of 

the burden (Murray & Lopez, 1996).  In addition, the leading cause of disability in the 

United States is mental health problems (WHO, 2001). 

Although many people suffer from mental health problems, current estimates 

suggest that few actually utilize mental health services (e.g., Kessler, et al., 2005).  

Kiesler (1980, p. 1068) stated, “A substantial majority of people are either treated by 

professionals who are inappropriately trained or are not treated at all.”  New evidence, 

however, suggests that these trends may be changing.  Kessler et al. (2005) examined 

data from the Epidemiologic Catchment Area Study, a nationally representative sample 

of 5,388 adults in 1990 and 1992 and compared the findings to the 4,319 participants in 

the NCS conducted between 2001 and 2003.  Results showed that Americans utilized 

mental health services more than they were 10 years ago.  Kessler and his colleagues 

(2005) discovered that the prevalence of mental illness in the last decade has remained 

relatively constant; however, 32.9 percent of those with a mental disorder between 2001 

and 2003 underwent treatment, up from 20.3 percent between 1990 and 1992.  Despite 

the increase in the utilization of services, the nation is still in need of mental health care, 
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as recommended by The President’s New Freedom Commission on Mental Health (2005) 

and the U. S. Surgeon General’s mental health report (Department of Health and Human 

Services [DHHS], 1999). 

Treatment Outcome 

Wampold (2001) described many factors that influence whether or not mental 

health treatment will have a positive outcome.  These factors are separated into two broad 

categories: specific effects, which are caused by certain features of a particular 

psychotherapy, and general effects, which are caused by incidental aspects common to all 

types of psychotherapy (Wampold, 2001).  Specific effects are the focus of the medical 

model, which has been responsible for the focus on empirically supported treatments for 

mental disorders (Wampold, 2001). Empirically supported treatments are specific 

treatments that have been found to be effective for specific disorders based on randomly 

assigned, controlled outcome studies (Nathan & Gorman, 2002).  Over the last fifty 

years, the medical model has been very influential in psychology, and significant efforts 

have been made to identify empirically supported treatments (Nathan & Gorman, 2002). 

On the other hand, general effects are the focus of the common factors model.  

The common factors model contends that a large portion of variance in treatment 

outcome is due to general effects, while a smaller portion is due to specific effects 

(Wampold, 2001); thus the goal of the common factors approach is to identify the general 

effects shared by different psychotherapies in order to develop more effective treatments 

(Grencavage & Norcross, 1990).  This common factors theory has been present as early 

as 1936 when Rosenzweig noted that all forms of psychotherapy have cures to their 

credit.  Meta-analysis on psychotherapy outcome research reveals that Rosenzweig was 
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correct; there are uniform effects of treatment, with little or no differences in outcome 

between various treatments, indicating that the medical model cannot explain 

psychotherapy outcome (Wampold, Mondin, Moody, Stich, Benson, & Ahn, 1997).  

Although the medical model and empirically supported treatments is the basis of much 

psychotherapy research (Nathan & Gorman, 2002; Wampold, 2001), the common factors 

model is the basis of the current study. 

Grencavage and Norcross (1990) noted that there were many theoretical 

discussions of common factors, but the model lacked consistency.  To provide more 

coherence, Grencavage and Norcross reviewed 50 publications to discover general effects 

of psychotherapy.  Altogether, the literature review revealed five categories of common 

factors: client characteristics, therapist qualities, change processes, treatment structures, 

and relationship elements.  The current study is concerned specifically with client 

characteristics that affect psychotherapy outcomes because client factors may be 

important regardless of the therapist or type of treatment implemented (Lerner & Fiske, 

1973).  According to Frank (1974), in his review of 25 years of psychotherapy research, 

client factors are one of the most important determinants of long-term treatment outcome, 

and there is indication that client characteristics have greater influence on outcome than 

therapist, relationship, or process variables (Frank, 1974; Rounsaville et al., 1981; 

Wampold, 2001).  Although five variables fell under the client characteristics factor in 

the Grencavage and Norcross (1990) study, only the three most common were reported:  

Positive expectation/hope or faith, Distressed or incongruent client, and Patient actively 

seeks help.  The current study is interested in these variables under the following terms: 

help-seeking attitudes, treatment fears, and client expectations. 
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Help Seeking.  Although help seeking is associated with treatment outcome 

(Grencavage & Norcross, 1990), a review of the literature indicates that most of the 

research on this variable and outcome is related to substance abuse treatment (e.g., Moos 

& Moos, 2004; Tucker & Gladsjo, 1993).  Most research on help seeking and 

psychotherapy does not focus on whether or not help seeking affects treatment outcome, 

but rather which variables affect help seeking (e.g., Kessler et al., 2005; Kushner & Sher, 

1989; 1991; Leaf et al., 1988; Leaf, Bruce, Tischler, & Holtzmann, 1987).  Seeking help 

for one’s mental health problem is often referred to as treatment utilization or service 

utilization.  Studies that show which variables are associated with mental health treatment 

utilization, allow us to predict who is more likely to seek help for their mental health 

problems.  Three sets of variables have commonly been associated with health service 

utilization: need factors, predisposing factors, and enabling factors (Leaf et al., 1988, p. 

9). 

One of the most important constructs in service utilization is need factors, which 

include clinical status and the level of distress the person is experiencing.  Numerous 

studies have shown that the probability of utilizing mental health care increases as the 

level of psychological distress increases (Deane & Chamberlain, 1994; Leaf et al., 1988; 

Mechanic & Greenley, 1976; Ware, Manning, Duan, Wells, & Newhouse, 1984).  This 

effect is seen even when other variables, such as cost and sociodemographic variables, 

are controlled for (Ware et al., 1984).  Leaf et al. (1988) discovered that indicators of 

need, e.g., subjective mental health, have the strongest relationships with service 

utilization.  This is interesting as individuals who experience greater initial distress often 

have more negative treatment outcomes (Barron, 1953; Elkin et al., 1989; Hoberman et 
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al., 1988; Rounsaville et al., 1981; Steinmetz et al., 1983).  Unfortunately, a search of 

existing literature revealed no studies examining this relationship. 

Predisposing factors might also impact whether someone seeks help for mental 

health problems.  Predisposing factors are sociodemographic variables, such as sex and 

education, which are characteristics of individuals who are inclined to utilize mental 

health services.  Several studies have shown that females are more likely than males to 

seek help for mental health problems (Deane & Chamberlain, 1994; Deane & Todd, 

1996; Fischer & Farina, 1995; Fischer & Turner, 1970; Kessler et al., 2005; Kushner & 

Sher, 1991; Leaf et al., 1988; Leong & Zachar, 1999; Steadman, Holohean, & Dvoskin, 

1991; Surgenor, 1985; Vessey & Howard, 1993).  Other prominent predisposing 

variables that affect service utilization are ethnicity and other cultural factors.   Research 

has shown that minorities, including African Americans, American Indians, Asian 

Americans, Hispanic Americans frequently underutilize mental health services (Dadfar & 

Friedlander, 1982; Kessler et al., 2005; Nickerson, Helms, & Terrell, 1994; Price & 

McNeill, 1992; Snowden, 1999; Steadman et al., 1991; Vessey & Howard, 1993).  

Kessler et al. (2005) found that minorities, specifically African Americans and Hispanic 

Americans, were only half as likely to gain mental health treatment as Caucasian 

Americans.  A recent review of the empirical literature revealed that cultural mistrust 

impacts the utilization of health services by African Americans (Whaley, 2001), an 

important issue considering that the vast majority (85%) of mental health professionals 

are Caucasian Americans (Kohout & Wicherski, 1999). 

Other predisposing variables affecting help seeking include education, marital 

status, and age.  In general, as education level increases, greater utilization of mental 
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health services occur (Fischer & Cohen, 1972; Leaf et al., 1988; Vessey & Howard, 

1993).  Individuals who are not married, including separated or divorced individuals have 

higher rates of mental health service utilization (Leaf et al., 1988; Kessler et al., 2005; 

Vessey & Howard, 1993).  Also, individuals who are above 24 years old have more 

positive attitudes toward seeking mental health services (Deane & Chamberlain, 1994; 

Kessler et al., 2005; Surgenor, 1985). 

Enabling factors also impact whether someone seeks mental health services.  

Enabling factors provide individuals with the means, knowledge, or opportunity to utilize 

services and include variables such as source of treatment, presence of insurance, and 

income or affordability of the treatment (Leaf et al., 1988).  Obviously, if individuals do 

not have access to mental health services, either due to availability or affordability 

(Kushner & Sher, 1991), they cannot utilize the services (Gurin, et al., 1960; Kushner & 

Sher, 1991; Leaf et al., 1988).  According to a recent national survey (APA, 2004), when 

participants were asked what keeps them from seeking mental health services, 87% of 

participants cited lack of insurance coverage and 81% of participants cited cost.  These 

two reasons were given more than any other, including stigma (the fear that they would 

be judged negatively for receiving psychological services) as barriers to mental health 

service utilization. 

Another variable frequently cited for whether or not people seek help for mental 

health problems is previous contact with mental health services (Deane & Chamberlain, 

1994; Surgenor, 1985; Solberg, Ritsma, Davis, Tata, & Jolly, 1994).  As can be expected, 

a consistent finding is that those who have previously sought help and have had positive 

experiences of mental health services have more positive attitudes towards seeking help 
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for mental health problems than those who have not previously sought help (Deane & 

Chamberlain, 1994; Surgenor, 1985; Solberg et al., 1994). 

Treatment Fears. Kushner and Sher (1989, 1991) conceptualized the decision to 

seek help as being motivated by a conflict between approach tendencies, such as distress, 

and avoidance tendencies, such as fear of treatment.  Numerous studies have found that 

treatment fears are an impediment to service utilization (Deane & Turner, 1996; Kushner 

& Sher, 1989; 1991; Amato & Bradshaw, 1985; Pipes, Schwarz, & Crouch, 1985).  

Kushner and Sher (1989) believed that fear to real or imagined aspects of mental health 

services might impede an individual from seeking those services.  They developed a 

treatment fear measure and asked two groups of students (a non-clinical group and a 

group who were about to begin mental health treatment) to complete the measure along 

with a measure of psychological distress.  The researchers also asked the groups about 

their previous mental health service utilization.  Kushner and Sher (1989) discovered that 

treatment fears fell on three different dimensions: Therapist Responsiveness, which 

related to concerns of “therapist competence and professionalism,” Image Concerns, 

which “related to concerns of being judged negatively by oneself or by others for seeking 

treatment,” and Coercion Concerns, which related to concerns of being “pushed to think, 

do, or say things against their will” (p. 253).  As hypothesized, treatment fears impacted 

who sought mental health treatment for current issues.  Also, treatment fear was 

negatively related to a history of mental health treatment.  Those who avoided treatment 

in the past experienced the highest level of treatment fearfulness.  Subjects who never 

believed they needed treatment had the next highest level of fearfulness, and subjects 

who needed treatment and sought it showed the least fear.  Kushner and Sher (1989) 
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concluded that “psychotherapy is a potentially difficult, embarrassing, and overall risky 

enterprise with respect to the individual’s sense of self and environmental homeostasis.  

Change, even for the better, requires a ‘letting go’ of the familiar and a taking on of the 

unknown” and it is reasonable for individuals to be fearful of this endeavor. 

In 1991, Kushner and Sher reviewed the empirical literature and noted that stigma 

has been identified as a key variable in the avoidance of service utilization.  Stigma was 

one of six potential sources of treatment fear, the others being fear of embarrassment, fear 

of change, fears involving treatment stereotypes, fears associated with past experience 

with the mental health service system, and fear of treatment associated with specific 

problem types (e.g., exposure to anxiety-provoking stimuli in phobias).  Stefl and 

Prosperi (1985) found that almost twice as many individuals who had psychological 

difficulties but did not seek help reported stigma as a concern, compared to individuals 

who did seek help for their problems.  In addition, stigma has consistently been identified 

as a factor in the measurement of negative attitudes toward seeking professional 

psychological help (Fischer & Turner, 1970; Dadfer & Friedlander, 1982; Williams et al., 

2001). 

Client Expectations.  According to Grencavage and Norcross (1990), client 

expectations are the most common client factor that influences treatment outcome.  These 

expectations can be about the outcome of treatment, or the roles of the client and therapist 

(Arnkoff, Glass, & Shapiro, 2002).  Carl Rogers (1961) was one of the first therapists 

who implicated the relationship between client expectations of mental health treatment 

with the process of treatment.  Many believe, as Rogers did, that client expectations 

influence the client’s willingness to engage in therapy (Arnkoff et al., 2002).  Because of 

99 



Texas Tech University, Lucas B. Shaw, May 2008 

 

this belief, numerous studies have examined the effects of client expectations on mental 

health treatment (e.g., Grosz, 1968; Kenney, 1994; Kunkel & Williams, 1991; Tinsley & 

Harris, 1976).  Within the last 20 years, client expectations have gained popularity as a 

construct within psychology (Barich, 2002).  In general, client expectations differ by 

gender (Tinsley et al., 1980), race (Kenney, 1994), age (Kunkel & Williams, 1991), and 

some other client variables not explored in this study such as personality and religiosity 

(see Barich, 2002).  Although attitudes toward mental health services appear to be 

directly related to client expectations, no formal research has been found that examines 

this relationship.  Barich (2002) also commented that more research is needed to 

investigate how modification of expectations affect treatment outcome. 

A review of the literature regarding the relationship between client expectations 

and treatment outcome yields mixed results.  Recently, Arnkoff et al. (2002) reported the 

results of 24 studies that examined this relationship.  Out of the studies examined, 12 

found that clients who expected a positive outcome for mental health treatment services 

had a significantly better outcome than those who did not.  An additional 7 studies found 

mixed results, whereas 7 studies found no relationship between client expectations and 

treatment outcome.  Although 24 studies were reviewed, the subtotals sum to 26 because 

two studies had findings that assessed outcome in different ways.  Arnkoff et al. (2002) 

remarked that although the relationship between client expectations and treatment 

outcome is supported by most studies, these studies are correlational, and do not imply a 

causal relationship. 

One study not included in the Arnkoff et al. (2002) review demonstrated that 

client’s expectations of mental health treatment services may have a direct impact on the 
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effectiveness and outcome of such services (Sotsky et al., 1991).  The National Institute 

of Mental Health (NIMH) Treatment of Depression Collaborative Research Program is 

one of the largest and most comprehensive studies examining treatment efficacy with 239 

outpatients with major depressive disorder entering a 16-week, multi-center clinical trial 

(Elkin, Parloff, Hadley, Autry, et al., 1985).   The participants were separated into four 

treatment groups: interpersonal psychotherapy, cognitive-behavior therapy, imipramine 

(an antidepressant) with clinical management, or placebo with clinical management 

(Sotsky et al., 1991).  Although multiple studies were based on the NIMH collaborative 

study, the Sotsky et al. (1991) study investigated client characteristics that affect 

treatment response in the 162 participants who completed treatment.  Among other 

measures, patients completed an attitudes and expectations form on which they indicated 

their global response regarding their expectations of improvement with treatment.  

Besides severity of depression, six patient characteristics affected treatment outcome: 

social dysfunction, cognitive dysfunction, expectation of improvement, endogenous 

depression, double depression, and duration of current episode notably client expectations 

of improvement Sotsky et al., 1991).  The results indicated that patients who expected to 

do better had a better outcome than those who did not. 

Corrections 

There is an estimated nine million people incarcerated worldwide (Fazel & 

Danesh, 2002).  Although the United States comprises less than 5% of the world’s 

population, we have approximately 22% of the incarcerated population, with over two 

million individuals housed in American federal, state, and local correctional institutions 

(Harrison & Beck, 2004).  Demographically, the prison population is disproportionate to 

101 



Texas Tech University, Lucas B. Shaw, May 2008 

 

society; this is true for gender, ethnicity, and educational level (Bonczar, 2003; Greenfeld 

and Snell, 1999; Harlow, 2003).  Historically, most prisoners have been male.  Although 

men make up the vast majority (84%) of individuals in correctional populations 

(including probation and parole), recent evidence suggests that the percentage of female 

inmates is rising (Greenfeld & Snell, 1999).  Greenfeld and Snell (1999) reported that 

between 1990 and 1998, on average, the number of female inmates increased by 8.5% 

annually, while the total prison population increased 6.7% annually.  Ethnic minorities 

are also overrepresented in our correctional system (Bonczar, 2003).  In 2003, there were 

4,834 black male prisoners per 100,000 black males in the United States in prison or jail, 

compared to 1,778 Hispanic male inmates per 100,000 Hispanic males and 681 white 

male inmates per 100,000 white males (Bonczar, 2003).  In general, inmates have lower 

educational levels than the general population (Harlow, 2003).  According to Harlow 

(2003), in 1997, approximately 13% of inmates had some form of education following 

high school, compared to 48% of the general population; likewise, 41% of inmates had 

not completed high school or its equivalent, compared to 18% of the general population. 

Inmate Growth 

In the 1990s, more than 80,000 inmates were added each year to the correctional 

population (Finn, 2000).  Innes (1997) attributed the rise in inmate population to stringent 

enforcement of drug laws and stronger sentencing guidelines.  Much of the growth is due 

to controlled substance offenses and violent offenses; recent statistics show that between 

1995 and 2001, drug offenders accounted for 15% of the total growth of the State prison 

population (Ditton, 1999) and violent offenders accounted for 63% of the total growth of 

the State prison population (Harrison & Beck, 2003).  Our society has adopted a harsh 
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attitude towards crime, which has resulted in severe, longer sentences and an increase in 

the number of persons sentenced to life without parole (Fagan & Ax, 2003).  This trend in 

inmate growth does not appear to be leveling off or declining in the near future (Dvoskin, 

Spiers, & Pitt, 2004).  This is distressing considering that as the inmate population rises, 

so does the number of serious disturbances and conduct problems (Dignam & Fagan, 

1996; Innes, 1997).  Compounding this issue is the finding that increases in prison 

staffing is disproportionate to the larger increases in inmate growth (e.g., Boothby & 

Clements, 2000). 

Mental Health in Corrections 

In conjunction with the increasing prison population, there has been an increase in 

the number of inmates presenting with mental illness (Ditton, 1999; Fagan & Ax, 2003; 

Fazel & Danesh, 2002).  In some states, it is argued that correctional settings are being 

transformed into the primary setting for mental health care delivery (Fagan & Ax, 2003).  

This problem is compounded by dwindling diversion options for mentally ill offenders 

and changes in standards for competency to stand trial and criminal responsibility 

(Holton, 2003).  In a review of 62 surveys involving 22,790 prisoners in 12 countries, 

Fazel and Danesh (2002) observed that “prisoners were several times more likely to have 

psychosis and major depression, and about ten times more likely to have antisocial 

personality disorder” than the general non-incarcerated population (p. 545).  According to 

the American Psychiatric Association (Weinstein, Burns, Newkirk, Zil, Dvoskin, & 

Steadman, 2000), an estimated 20 percent of inmates are in need of mental health care.  

The Bureau of Justice Statistics (BJS; Ditton, 1999) reported that 16% of jail offenders, 

7% of federal inmates, 16% of probationers, and 16% of state prisoners had evidence of 
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mental impairment.  Mentally ill offenders create special challenges for the correctional 

system including common disciplinary problems (Ditton, 1999) and their potential to 

disrupt security (Holton, 2003).  They are more likely to have committed a violent 

offense and are more likely to be violent recidivists and are expected to serve longer 

sentences than other inmates (Ditton, 1999). 

Correctional Mental Health Treatment 

In the early 20th century mental health specialists became involved in corrections 

and adopted a medical model, emphasizing diagnosis and treatment (Fagan, 2003) with 

the hope of reducing recidivism rates (Cullen & Gendreau, 2001).  Correctional mental 

health clinicians provided programs aiming to rehabilitate inmates until the mid-1970s, 

when discontent with the effectiveness of the treatment emerged (Cullen & Gendreau, 

2001; Fagan, 2003).  At that time, Martinson (1974) published his landmark review of the 

empirical research and reported that rehabilitation programs had no “appreciable effect” 

on recidivism (p. 25).  The correctional ideology abandoned the medical model, adopting 

a “nothing works” stance, proposing that social justice was the only means of reducing 

crime (Cullen & Gendreau, 2001, p. 321). 

The “nothing works” ideology lasted until the late 1970s when researchers began 

to demonstrate that some rehabilitation programs do effectively reduce recidivism 

(Andrews & Bonta, 1994; Andrews, Bonta, & Hoge, 1990; Andrews, Zinger et al., 1990; 

Basta & Davidson, 1988; Bonta, Law, & Hanson, 1998; Borduin, 1994; Cullen & 

Gendreau, 1989, 2001; Dowden & Andrews, 2004; Dowden, Antonowicz, & Andrews, 

2003; Fagan, 2003; Garrett, 1985; Gendreau, 1981, 1989; Gendreau & Andrews, 1990; 

Gendreau, Cullen, & Bonta, 1994; Gendreau & Ross, 1979; Gottschalk, Davidson, 
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Gensheimer, & Mayer, 1987; Hollin, 1993; Izzo & Ross, 1990; Marshall & Pithers, 1994; 

Palmer, 1991).  The ideology began to switch from “nothing works” to “what works,” an 

empirical approach geared towards discovering and using effective treatment (Cullen & 

Gendreau, 2001, p. 28).  Since the late 1980s, evidence for effective treatment programs 

for inmates has increased remarkably (Gendreau, 1996), and the “what works” approach 

is now used in most correctional facilities (Blanchette & Brown, 2006; Ward et al., 

2007). 

A variety of mental health services (e.g., crisis intervention and management, 

individual and group psychotherapy, psychoeducational programs, specialized treatment 

programs, and substance abuse programs) is currently offered to inmates in correctional 

facilities (Boothby & Clements, 2000; Steffan & Morgan, 2005; Osofsky, 1996; Watson, 

Hanrahan, Luchins, & Lurigio, 2001; Metzner, Cohen, Grossman, & Wettstein, 1998).  

These mental health services, along with other correctional programs (e.g., educational, 

religious, vocational, and work), intend to provide participants knowledge and skills 

which will help them assimilate to society upon their release from prison (Fagan, 2003; 

Milan, Chin, & Nguyen, 1999), as well as contribute to the operation and security of the 

correctional facility (Morgan, 2003). 

Estelle v Gamble (1976) established an inmate’s constitutional right to medical 

care, and inmates are the only individuals in the United States with a legal right to health 

care (Arndt, Turvey, & Flaum, 2002; Cohen & Dvoskin, 1992).  Fortunately, most prison 

systems recognize that mental illness is a significant problem; nearly all state prisons 

screen inmates for mental health problems or provide treatment, while approximately 

10% specialize in mental health or psychiatric confinement (Beck & Maruschak, 2000).  
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Female inmates in female-only facilities are the most likely to receive therapy (27.1%), 

followed by inmates in high security prisons (14.1%, Beck & Maruschak, 2000). 

Several different disciplines are represented in the correctional mental health field 

including psychiatry, psychology, and social work (Magaletta & Boothby, 2003).  

Correctional mental health clinicians typically provide two types of service, rehabilitation 

services and basic mental health services (Morgan et al., 2003; Morgan et al., 2004; 

Morgan et al., 2007).  Rehabilitation services focus on reducing recidivism, antisocial 

behaviors, and criminal attitudes, whereas basic mental health services focus on symptom 

reduction and coping and include assessment, acute crisis intervention, brief therapeutic 

intervention, and special mental health evaluations (Morgan, 2003).  Boothby and 

Clements (2000) surveyed 830 correctional psychologists working in the United States 

prison system.  Results indicated that correctional psychologists were involved in a wide 

range of activities, spending the most time (30%) on administrative tasks and 

approximately 26% of the time directly treating inmates and 18% of the time conducting 

assessments. 

Problems with Mental Health Treatment in Corrections.  Boothby and Clements 

(2000) pointed out that although the number of correctional psychologists is increasing, 

this growth is not proportionate to the rising prison population.  In fact, the ratio of 

mental health professional to inmate has fallen to 1:750, approximately half of what it 

was in the early 1980s; when examining doctoral-level providers, the ratio is much 

worse, 1:2000 (Boothby & Clements, 2000).  Other researchers have examined this trend 

as well; Manderscheid, Gravesande, and Goldstrom (2004) examined trends in the 

availability and use of mental health services in state adult correctional facilities.  By 
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comparing results from two large surveys, the researchers determined that between 1988 

and 2000 the number of state adult correctional facilities increased by 44.9%, while the 

prison population increased by 114.5% (Manderscheid et al., 2004).  Although mental 

health services were offered in significantly more facilities between the two time periods 

because of the growth in the number of facilities, the relative percentage decreased; 

however, the relative percentage of inmates who used mental health services increased 

(Manderscheid et al., 2004).  While the number of prison facilities (Manderscheid et al., 

2004), correctional psychologists (Boothby & Clements, 2000), and inmates (Finn, 2000; 

Innes, 1997; Manderscheid et al., 2004) is increasing, mental health services are 

becoming less available (Boothby & Clements, 2000; Manderscheid et al., 2004) to an 

increasing number of inmates who are in need and have a legal right to such services. 

One possible solution to this problem is hiring additional staff, unfortunately 

budget issues are also a problem and funding for essential correctional services is a very 

low priority for most states (Metzner, 2002).  In fact, many correctional systems have lost 

law suits due to a lack of financial resources needed to provide adequate mental health 

care (Metzner, 2002).  Mental health care costs have been increasing due to increases in 

psychopharmacological treatment as well as the increased number of mentally ill inmates 

(Metzner, 2002).  From 1986 to 2001, state correctional spending increased more steeply 

than healthcare, education, and natural resources (Stephan, 2004).  In the United States, 

state prisons spent $3.3 billion on prisoner medical care, which is about 12% of total 

prison operating expenditures (Stephan, 2004).  Among 16 reporting states in a National 

Institute of Corrections report, mental health care costs comprised approximately 17% of 

the total health care budget (Lamb-Mechanick and Nelson, 2000). 
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Another possible solution to the problems of rising mentally ill offenders, fewer 

mental health professionals, and increased cost is group therapy, which has proven to be 

both efficient and effective for inmates (Morgan & Flora, 2002).  Morgan and Flora 

(2002) conducted a meta-analysis of 26 treatment outcome studies evaluating group 

psychotherapy in a correctional facility.  The researchers concluded that group 

psychotherapy with inmates resulted in improvements across all variables studied, 

including: institutional adjustment, anger, anxiety, depression, interpersonal relations, 

locus of control, and self-esteem (Morgan & Flora, 2002).  Although these variables 

might not relate directly to the reduction of recidivism, they benefit the mental health of 

the inmates which “contribute[s] to the operation and security of a correctional 

environment” (Morgan, 2003, p. 59).  Despite the efficiency of group therapy, most 

correctional systems employ individualized mental health services (Fagan & Ax, 2003).  

Although the reason for the adherence to individual treatment is not clear, there are critics 

to group therapy for inmates.  For instance, Andrews, Zinger et al. (1990) recommend 

that group therapy be managed very cautiously as communication in the group could very 

easily become antisocial and conflicting with the treatment goals. 

“What Works” in Correctional Mental Health Treatment 

As previously discussed, greater attention is being paid to the effective and 

efficient treatment of offenders (Andrews & Bonta, 1994; Andrews, Bonta et al., 1990; 

Andrews, Zinger et al., 1990; Basta & Davidson, 1988; Bonta, Law, & Hanson, 1998; 

Borduin, 1994; Cullen & Gendreau, 1989, 2001; Dowden & Andrews, 2004; Dowden, 

Antonowicz, & Andrews, 2003; Fagan, 2003; Garrett, 1985; Gendreau, 1981, 1989; 

Gendreau & Andrews, 1990; Gendreau, Cullen, & Bonta, 1994; Gendreau & Ross, 1979; 
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Gottschalk, Davidson, Gensheimer, & Mayer, 1987; Hollin, 1993; Izzo & Ross, 1990; 

Marshall & Pithers, 1994; Palmer, 1991); as previously stated, this is known as the “what 

works” ideology.  Based on this ideology, programs should be implemented that are 

effective at reducing recidivism.  Andrews, Zinger et al. (1990) conducted a meta-

analysis of 80 treatment outcome studies of correctional rehabilitation programs.  Based 

on this meta-analysis, the researchers concluded three psychological principles were 

found in effective rehabilitation programs.  These principles include the delivery of 

service to high risk inmates (risk), targeting the specific criminogenic needs of the 

individual (needs), and matching client need and learning styles with styles and modes of 

treatment (responsivity, Andrews, Zinger et al., 1990). 

Results of the meta-analysis indicated that high risk inmates, or those who have a 

high propensity to commit violent acts in the future, generally had greater treatment 

effects than low risk inmates (Andrews, Zinger et al., 1990).  In other words, the 

correctional rehabilitation programs were more effective for high risk inmates.  Because 

of this, assessment of risk is vital to the implementation of effective rehabilitation 

programs (Gendreau, 1996).  High risk inmates are usually identified by empirically-

derived instruments such as the Level of Service Inventory-Revised (LSI-R; Andrews & 

Bonta, 2001) and the Self-Appraisal Questionnaire (SAQ; Loza, 1996; 2005), a clinical 

interview, or actuarial methods, which calculate risk based on empirically established 

predictors of recidivism (Gendreau, Goggin, & Paparozzi, 1996).  Although actuarial 

measures are generally deemed superior (Poythress, 1992), for the purposes of the current 

study, a self-report measure (SAQ) will be used. 
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Along with risk, criminogenic needs are another important variable which should 

be assessed in order to implement effective rehabilitation programs.  Criminogenic needs 

are aspects of the inmate’s routine functioning that are amenable to change, e.g., 

antisocial behaviors, faulty interpersonal relationship skills, and substance abuse 

(Gendreau, 1996).  Because these needs may be modified in treatment, they can be 

targeted in therapy, with the aim of reducing recidivism (Andrews, Zinger et al., 1990).  

The Andrews, Zinger et al. (1990) meta-analysis identified several needs that may be 

targets for treatment including: “changing antisocial attitudes, feelings, and peer 

associations; promoting familial affection in combination with enhanced parental 

monitoring and supervision; promoting identification with anticriminal role models; 

increasing self-control and selfmanagement skills; replacing the skills of lying, stealing, 

and aggression with other, more prosocial skills; reducing chemical dependencies; and 

generally shifting the density of rewards and costs for criminal and noncriminal activities 

in familial, academic, vocational, and other behavioral settings” (Andrews, Zinger et al., 

1990, p. 375).  These needs are assessed using empirically-derived instruments such as 

the Level of Service Inventory-Revised (LSI-R; Andrews & Bonta, 2001) and the Self-

Appraisal Questionnaire (SAQ; Loza, 1996; 2005), which are also useful in assessing 

risk. 

Finally, the third psychological principle in effective rehabilitation programs is 

responsivity.  The responsivity principle states that effective rehabilitation programs are 

those that match inmates’ needs and learning styles with styles and modes of treatment 

(Andrews, Zinger et al., 1990).  In other words, to be effective, rehabilitation programs 

should be somewhat individualized; it is important for the treatment program to be able to 
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influence the specific criminogenic needs of the inmate and also to fit with the learning 

style of the inmate.  Effective programs are usually cognitive-behavioral and might 

include “modeling, graduated practice, rehearsal, role playing, reinforcement, resource 

provision, and detailed verbal guidance and explanations” (Andrews, Zinger et al., 1990, 

p. 375).  In summary, in order for a treatment program to be effective at reducing 

recidivism it must take into account risk levels, criminogenic needs, and learning styles 

of offenders. 

As previously stated, rehabilitation programs are only one type of service offered 

by mental health professionals, the other being basic mental health services.  Thus, based 

on the “what works” ideology, programs should be implemented that not only reduce 

recidivism, but are also proven to be effective treatments for mental health problems as 

well.  Over the last fifty years, significant efforts have been made to identify treatments 

that are effective for mental health problems, and currently a substantial number of 

empirically supported psychosocial treatments are available for most mental disorders 

(DHHS, 1999; Nathan & Gorman, 2002).  In a correctional facility, some mental health 

problems are treated more than others; these include depression, anger, psychotic 

symptoms, anxiety, adjustment problems, personality disorders, and substance abuse 

(Boothby & Clements, 2000).  In general, behavioral therapy and cognitive-behavioral 

therapy have been found to be effective treatments, if not the most effective treatments, 

for most of these disorders (e.g., Andrews, Bonta et al., 1990; Barlow, Raffa, & Cohen, 

2002; Craighead, Miklowitz, Frank, & Vajk, 2002; Kopelowicz, Liberman, & Zarate 

2002; O’Brien & McKay, 2002).  Given this information, it is no surprise that the 
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correctional psychologists in the Boothby and Clements (2000) study were more likely 

than psychologists in general to endorse cognitive and behavioral orientations. 

Inmates Characteristics and Mental Health Treatment 

The “what works” approach allows for a variety of mental health services to be 

offered in correctional facilities; however, there is a paucity of research evaluating 

inmates’ characteristics that might impact mental health services, including their 

expectations, subjective distress, and attitudes toward help seeking (Steffan & Morgan, 

2005; Morgan et al., 2004; Williams, Skogstad, & Dean, 2001).  A review of the 

literature reveals no findings on inmate expectations of mental health treatment and little 

research on inmates’ subjective distress and treatment.  It has been hypothesized that 

inmates’ attitudes towards rehabilitation programs and therapy tend to be negative 

(Mathias & Sindberg, 1985; Rappaport, 1971), but few studies have examined these 

attitudes.  Because most prisoners are men, more likely to be an ethnic minority, and 

more likely to have a lower educational level, prisoners are at a particular risk for 

underutilizing mental health treatment (Deane, Skogstad, & Williams, 1999). 

Despite the fact that correctional facilities have the ability to mandate inmates to 

mental health treatment (Fagan, 2003) and inmates have a legal right to appropriate 

treatment (Arndt, Turvey, & Flaum, 2002; Cohen & Dvoskin, 1992), the same problems 

with treatment utilization are found in correctional facilities.  For instance, in one study 

conducted in New York with 3,684 state individuals in state prison, 45% of the inmates 

with severe psychological problems had not been in contact with mental health services 

within the previous year (Steadman et al., 1991). 
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Studies that have examined inmate attitudes toward mental health services have 

demonstrated that inmates’ perceptions of treatment have a direct relationship to the 

utilization of such services.  For instance, Deane et al. (1999) examined intentions to seek 

treatment specifically in a male correctional facility.  One hundred eleven male inmates 

in New Zealand answered questions on help-seeking intentions, psychological distress, 

treatment fearfulness, and attitudes toward seeking professional psychological help.  As 

expected, results indicated that prisoners with a favorable attitude toward mental health 

treatment were more likely to seek out mental health services and those identifying with 

an ethnic minority group had more negative attitudes toward seeking mental health 

treatment.  Also, inmates were more likely to seek additional mental health services while 

incarcerated if they had previously experienced helpful mental health treatment.  Deane 

et al. (1999) speculate that a “prison culture” might contribute to the negative attitudes 

toward seeking mental health treatment, stating that the “prison environment… is liable 

to reinforce traditional male role characteristics such as… limited emotional expression” 

(p. 65-66). 

The same researchers (Williams et al., 2001) surveyed 178 male inmates in New 

Zealand regarding their attitudes toward professional help seeking.  It was expected that 

the inmates would endorse less favorable attitudes toward psychological services because 

of the “prison culture;” however, results indicated that there were no significant 

differences in attitudes toward help-seeking between inmates and males in other 

populations.  As expected, inmates in greater psychological distress and who have fewer 

concerns about mental health stigmas were more likely to access mental health services 

(Williams et al., 2001). 
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In another study, Morgan et al. (2004) surveyed 418 inmates in a state prison on 

their experiences, attitudes, and perceptions of mental health services.  Results indicated 

inmates preferred receiving services individually rather than in a group format.   

Additionally, many inmates showed a preference for the type of mental health 

professional they would work with, with most preferring a psychologist or professional 

counselor.  Inmates did not indicate a greater likelihood for seeking help with regard to 

any particular type of problem.  Morgan et al. (2004) also demonstrated that different 

correctional populations had different concerns regarding mental health service; for 

instance, newly incarcerated inmates reported greater worry about social perceptions, 

whereas maximum-security inmates reported greater worry about how information 

disclosed in the course of mental health treatment would be used against them.  In the 

Morgan et al. (2004) study, no significant differences were found between African 

Americans’ and Caucasian Americans’ rates of voluntary or involuntary mental health 

treatment, problems for which they might seek mental health treatment, or likelihood to 

seek mental health treatment.  In other words, racial identity was not a factor in who 

received mental health treatment, reasons that inmates would chose to seek mental health 

services, nor the likelihood to seek mental health services (Morgan et al., 2004). 

Morgan et al. (2007) identified five factors for which inmates seek mental health 

treatment. These factors include behavioral dyscontrol (problems with self-management, 

e.g., impulsive or harmful behaviors, anger, psychiatric symptoms, sexual problems, 

substance use problems, and lifestyle issues) physical health concerns, (problems with 

general physical functioning, e.g., persistent physical pain, serious medical illnesses, and 

change in appetite or eating habits), negative affect (stress and anxiety related to being 
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incarcerated, e.g., personal and family issues, depressed mood, and sleep difficulties), 

interpersonal relationships (e.g., losses of personal relationships, problems with children 

or spouse), and institutional relations, (problems with institutional staff and other 

inmates). The researchers also identified four barriers to inmates seeking correctional 

mental health treatment: self-preservation concerns (concerns regarding confidentiality 

and perceptions of weakness or colluding with staff), procedural concerns (lack of 

knowing how, when, and why to access services and anticipated length of services), self-

reliance, (reliance on self or close others for help), and professional service provider 

concerns (questions of staff qualifications and dissatisfaction with previous mental health 

services; Morgan et al., 2007). 

Although there is some indication that inmates’ perceptions of mental health 

services are similar to that of the general public (Williams et al., 2001), the unique 

cultural characteristics of prisons could potentially influence attitudes and other factors 

associated with seeking psychological help (Deane et al., 1999).  The prison population is 

a conglomeration of many groups who chronically underutilize mental health treatment 

(Ax, 2003).  The majority of the population is male (Greenfeld & Snell, 1999), most of 

the inmates are ethnic minorities (Bonczar, 2003), and very few have a postsecondary 

education (Harlow, 2003).  As an underrepresented group, inmates are an appropriate 

focus of study for variables which might impact the outcome of mental health services 

(Kushner & Sher, 1991). 

Although several studies examined inmate perceptions of mental health treatment 

(Deane et al., 1999; Morgan et al., 2004; Williams et al., 2001), unfortunately, the impact 

of inmate perceptions and attitudes of mental health services on treatment outcome 
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remains uninvestigated.  This is a very important field of study, as inmate characteristics 

can be helpful in predicting which inmates might benefit from treatment.  Armed with 

this knowledge, overburdened correctional mental health professionals can maximize 

resources by identifying which inmates will respond to treatment and in modifying the 

characteristics of inmates who do not respond to treatment.  This might include altering 

inmates’ expectations of mental health services and challenging inmates’ attitudes toward 

utilizing mental health services (e.g., during new inmate orientation sessions, during the 

course of treatment) 

The current study is also interested in evaluating correctional mental health 

practices, determining if the “what works” ideology is being followed, and if inmates 

with high risk and criminogenic needs are receiving mental health treatment (Andrews, 

Zinger et al., 1990).  This might also increase efficiency and help improve the quality and 

utility of mental health services offered in the prison system.  Although this study is 

limited to one state’s correctional system, it has implications for all state, federal, and 

international correctional facilities. 
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Demographic Information 

Please check the response or fill in the blank where appropriate 

 

1. How old are you? ________________________ 

 

2. Racial/Ethnic Identity (check all that apply) 

        a. _____ African American/Black 

        b. _____ American Indian/Native American 

        c. _____ Asian/Asian American 

        d. _____ Biracial/Multiracial  

        e. _____ Caucasian 

        f. _____ Hispanic/Latino 

        g. _____ Other (explain)____________________ 

 

3. What is your relationship status (check only one)

      a. _____ Single                   

      b. _____ Partnered/Common Law   

      c. _____ Divorced 

      d. _____ Separated 

      e. _____ Married 

      f. _____ Widowed 

 

4. How many years of formal education have you completed (or GED)? 

____________________________ 

 

5. What is the highest degree you have received? 

______________________________________________ 

 

6. Which of the following best describes the security level you are currently housed in? (Circle 

only one)  
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 a. Minimum                 b. Medium                 c. Maximum                 d. Other: 

________________ 

 

7. What crime(s) are you currently incarcerated for? 

 a. 

________________________________________________________________________ 

 

 b. 

________________________________________________________________________ 

 

 c. 

________________________________________________________________________ 

 

8. What is the length of your current sentence? 

____________________________________________ 

9. How much time have you served (in jail or prison) on your current sentence? 

__________________ 

10. How would you rate your current overall emotional state? 

Very negative                                               Neutral                                                Very positive 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

11. List any times you have hurt yourself or suicide attempts during your current sentence, 

including 
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dates:___________________________________________________________________

______ 

 ________________________________________________________________________

______ 

12. Have you been diagnosed with a mental health disorder?       Yes _____        No _____    

If yes, please list your most recent 

diagnoses__________________________________________ 

13. Are you currently receiving mental health services?       Yes _____        No _____    

14. Have you ever received mental health services while you were incarcerated?   Yes ____   

No ____    

IF YOU ANSWERED NO TO #14, PLEASE CONTINUE ONE PAGE  

TO THE NEXT QUESTIONNAIRE 

 

15. For what reasons did you receive therapy? (e.g., anxiety, panic, phobia, depression, 

alcohol or drugs, grief, trauma) 

 

a. ________________________________________________________________ 

 

b. ________________________________________________________________ 

 

c. ________________________________________________________________ 

 

16. How would you rate your overall emotional state at the beginning of your treatment? 
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Very negative                                               Neutral                                                Very positive 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

 

17.  How much did counseling help with the specific problem(s)? 

Very unhelpful                                              Neutral                                                 Very helpful 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

 

18.  Approximately how many hours of therapy have you received while you were 

incarcerated? ______ hours 

19.  If you are no longer in treatment, how would you rate your overall emotional state 

when treatment ended? 

Very negative                                               Neutral                                                Very positive 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

 

20.  To what extent did treatment help you cope with stress? 

Very unhelpful                                              Neutral                                                 Very helpful 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

 

21.  To what extent did treatment help your confidence? 

Very unhelpful                                              Neutral                                                 Very helpful 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

 

22.  To what extent did treatment help your relations to others? 
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Very unhelpful                                              Neutral                                                 Very helpful 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

 

23.  To what extent did treatment help you grow as a person? 

Very unhelpful                                              Neutral                                                 Very helpful 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

 

24. To what extent did treatment give you insight into your behavior? 

Very unhelpful                                              Neutral                                                 Very helpful 

O 1 O 2 O 3 O 4 O 5 O 6 O 7 

 

25.  Was treatment mandated or voluntary?     

Mandated _______     Voluntary _______        Both  _______ 
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Personal Commitment 

Responsibility 

8. Take responsibility for making my own decisions. 

9. Talk about my present concerns. 

29. Ask the counselor to explain what he or she means whenever I do not understand 

something that is said. 

30. Work on my concerns outside the counseling interviews. 

 

Openness 

5. Openly express my emotions regarding myself and my problems. 

19. Contribute as much as I can in terms of expressing my feelings and discussing 

them. 

25. Feel safe enough with the counselor to really say how I feel. 

 

Motivation 

14. Stay in counseling for at least a few weeks, even if at first I am not sure it will 

help. 

15. See the counselor for more than three interviews. 

18. Stay in counseling even though it may be painful or unpleasant at times. 

 

Attractiveness 

2. Like the counselor. 

11. Enjoy my interviews with the counselor. 
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17. Enjoy being with the counselor. 

 

Immediacy 

4. Gain some experience in new ways of solving problems within the counseling 

process. 

10. Get practice in relating openly and honestly to another person within the 

counseling relationship. 

12. Practice some of the things I need to learn in the counseling relationship. 

22. Find that the counseling relationship will help the counselor and me identify 

problems on which I need to work. 

 

Concreteness 

33. Help me identify and label my feelings so I can better understand them. 

37. Help me identify particular situations where I have problems. 

41. Help me discover what particular aspects of my behavior are relevant to my 

problems. 

 

Outcome 

13. Get a better understanding of myself and others. 

23. Become better able to help myself in the future. 

28. Improve my relationships with others. 
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INFORMED CONSENT FOR RESEARCH STUDY 

 

This is a research study about mental health treatment in prison.  If you agree to 

participate, you will be asked questions about yourself, your thoughts about mental health 

treatment, and whether or not you’ve received mental health treatment.  Your institutional 

record will be reviewed to examine number of disciplinary reports.  Before you answer 

these questions, please read and sign the consent form. When finished please raise your 

hand to turn in the consent form. You do not have to answer any questions if you do not 

want to.  If you have any questions, now or during the time you are here, please raise 

your hand and wait to be approached by a researcher to answer your question(s). 

 

STUDY TITLE: Inmate Characteristics and Mental Health Services. 

 

INVESTIGATOR(S): Robert D. Morgan, Ph.D.; Lucas B. Shaw, M.A. 

 

CONTACT TELEPHONE NUMBERS: 806-742-3711 ext. 231 (After the study, you 

may call the investigators if you have any problems or questions about the study.) 

 

INSTITUTION: Texas Tech University 

 

1. What is this study and why is this study being done? 
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This study is being done to compare inmates who have received mental health treatment 

to inmates who have not received mental health treatment.  It will give information on 

who is not using services and also on whether these services are effective.  Inmates who 

need mental health services may be better helped by the results of this study.   

 

2. What is involved in this study?  

 

You will be asked to complete six (6) questionnaires.  You will give basic information on 

one questionnaire. For example, you will be asked to give your age and marital status. 

The other five questionnaires will ask you about your thoughts toward mental health 

treatment, how you are doing now, and questions about your personality.  Answering 

these questionnaires will take about 30 to 60 minutes.  Also, your institutional record will 

be reviewed to examine number of disciplinary reports.   

 

3. What are the risks and discomforts/pain to me if I take part in this study? 

 

There are no known risks or discomforts associated with taking part in this study. The 

questionnaires will probably not cause you any feelings of discomfort.  You may choose 

to stop answering questions at any time, and you will not get in trouble if you decide to 

stop. Also, there are minimal risks for you if you answer these questions.  If these 

questions do make you feel bad, you may talk with the researchers.  You also may ask 

questions at any time, and you have a right to have your questions answered. 
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4. Are there any benefits to me if I take part in this study? What are they?  

 

There are no benefits to you in taking part in this study. However, inmates who need 

mental health treatment may be better helped by mental health workers from you taking 

part in this study. 

 

5. What about confidentiality and the privacy of my records? 

Your privacy will be protected.   

Responses will be confidential. Do no put your name or KDOC number on any of the 

questionnaires.  You will notice that all the forms have a three-digit code number in the 

top right corner.  This allows researchers to keep track of all the papers without your 

name.  The consent form, which has your name, will be kept separate from the 

questionnaires.  A log sheet containing your name and code number will be shredded as 

soon as your disciplinary records have been examined. 

No individual answers will be given out to anyone.  Your responses will not be given to 

any member of the parole board or any staff at the prison.  A summary of results will be 

reported in the form of group averages so that no one will be able to tell how you 

answered any question. 

Your decision to participate will not be given out.  As you are being asked to participate 

in a group format, other inmates may hear whether you agree or not to answer these 

questions; the researchers have no control over this. 
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 For general questions about the study, you may contact the Principal Investigator, 

Dr. Robert Morgan at the following address: Department of Psychology; Texas Tech 

University; Box 42051; Lubbock, Texas 79409-2051.  For questions about your rights as 

a subject or about injuries caused by this study, contact the Texas Tech University 

Institutional Review Board for the Protection of Human Subjects, Office of Study 

Services, Texas Tech University, Lubbock, Texas 79409. Or you may call (806) 742-

3884.   

 

By signing below, you are saying that you understand this consent form and agree to 

answer the questions and give permission for us to check the number of disciplinary 

reports you have accrued.  You are also saying that no one is making you answer these 

questions. 

 

Date: ____________________________ 

 

 

Signed: ________________________________________________________________ 

 

 

Witness:  _______________________________________________________________ 

 

This consent form is not valid after (expiration date here). 
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