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ABSTRACT 

Despite the prevalence of mental illness within correctional settings and the 

unique treatment challenges posed by criminal justice involved persons with mental 

illness (CJ-PMI), there remains a paucity of programs specifically addressing the 

treatment needs of this population. Changing Lives and Changing Outcomes (CLCO) is a 

treatment program targeting co-occurring mental health and criminogenic needs among 

CJ-PMI. Although prior studies have demonstrated the effectiveness of CLCO in 

reducing psychiatric symptomology and criminogenic needs, community outcomes of 

those participating in the program have yet to be evaluated. The primary purpose of the 

present investigation was to examine rate of rearrest among CLCO participants relative to 

those of an alternative treatment program. Moreover, this study sought to determine for 

whom the program may be less effective and thus result in poorer community outcomes 

following residential treatment.  

Participants included samples from 380 adult felony probationers released from 

the Dual-Diagnosis Residential Program (DDRP; n = 190) and Substance Abuse Felony 

Punishment—Special Needs (SAFP-SP; n = 190) programming. CLCO is the primary 

treatment program provided at the DDRP facility, allowing for comparison between 

DDRP residents participating in CLCO with those of SAFP-SP. Exact matching on age, 

gender, race, and risk level was used to ensure uniform baseline characteristics between 

the two treatment samples and to establish group equivalence. Utilizing Cox proportional 

hazards regression models, treatment program was not found to significantly predict rate 

of rearrest following treatment, although the results trended towards significance. Cox 
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proportional hazards modeling was also used to examine predictors of rate of rearrest 

among CLCO participants alone (n = 103), including 1) pre-treatment risk level; 2) 

problem avoidance; for example, avoiding directly confronting one’s issues; and 3) self-

assertion/deception, including rationalizing criminal behavior to avoid feeling guilt and 

asserting one’s will over situations. Results indicated of the three covariates, only pre-

treatment risk level significantly predicted rate of rearrest following CLCO residential 

treatment, suggesting that across time moderate risk participants were at significantly 

lower probability to be rearrested relative to those of high risk. Implications and 

limitations of the present study, as well as directions for future research on the treatment 

of CJ-PMI, are discussed. 
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CHAPTER I 

INTRODUCTION 

Estimates indicate approximately 1 in 38 U.S. adults were involved in the 

correctional system at the close of the 2016 calendar year (Kaeble & Cowhig, 2018). Of 

this population, nearly 56% were placed on probationary status, comprising 81% of all 

arrestees under community supervision (Kaeble & Cowhig, 2018). Numerous studies 

conducted across several decades have underscored the greater prevalence of mental 

illness within the criminal justice system (Diamond et al., 2001; Fazel & Baillargeon, 

2010; Fazel & Danesh, 2002; Gottfried & Christopher, 2017), with some rates ranging 

from 3-4 times those of non-correctional populations (see Prins, 2014, for review). 

Among jail settings, for example, nearly 15% of male and 31% of female inmates have 

severe psychopathology (Steadman et al., 2009). More generally, justice involved 

individuals have been shown to evidence twice the rate of lifetime psychiatric disorder 

and over three times the rate of recent psychiatric symptomology than individuals in the 

community (Bland et al., 1998). This trend includes individuals on probation, with 16% 

of probationers reporting a mental health or emotional condition (Ditton, 1999) and 

demonstrating twice the rate of psychological distress as community samples (Fuecht & 

Gfroerer, 2011). Indeed, probationers evidence high rates of current mood, psychotic, and 

anxiety disorder, and nearly 90% of those with mental illness present with co-occurring 

personality disorder (Brooker et al., 2011), attesting to high comorbidity among 

correctional populations (Bebbington et al., 2017; Brink et al., 2001). Research indicates 

incarcerated persons with mental illness outnumber those in hospitals by 3 to 1 (Torrey et 
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al., 2010), highlighting the current state of mental health within correctional settings. 

More broadly, the high rate of mental illness found within criminal justice settings may in 

part speak to the “criminalization” of mental health concerns (Teasdale et al., 2020), 

resulting in a large number of persons with mental illness residing in settings ill-equipped 

to meet their needs (see Dvoskin et al., 2020, for review). 

Criminal justice involved persons with mental illness (CJ-PMI) present unique 

needs and challenges for the criminal justice system (e.g., Fazel et al., 2016; Sarteschi, 

2013). Despite their significant pathology, CJ-PMI remain largely underserved, as over 

60% may not receive appropriate psychiatric treatment (Fries et al., 2013). While 

incarcerated, CJ-PMI are more likely to be placed in segregated housing (Butler & 

Steiner, 2017; Dellazizzo et al., 2020; Siennick et al., 2021) and to be the victim of 

physical and sexual assault than their counterparts without mental illness (Blitz et al., 

2008; Sutton & Sutton, 2016; Wolff et al., 2007). Conversely, CJ-PMI are more likely to 

violate facility rules and engage in verbally and/or physically assaultive behavior (James 

& Glaze, 2006). Mental health symptomology (e.g., affective and cognitive factors of 

psychopathology) has been associated with institutional misconduct (Felson et al., 2012), 

which may subsequently impact parole release decisions (Matejkowski et al., 2010). 

Within community settings, CJ-PMI tend to receive inadequate treatment, which 

may be driven in part by a lack of appropriate community-based services as well as 

reservation to treat individuals perceived as violent or dangerous (Lamb et al., 2004; 

Lovell et al., 2002; Markowitz, 2011). CJ-PMI are also more likely to have been 

homeless prior to incarceration (Greenberg & Rosenheck, 2008), and studies indicate 
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probation and parole officers with high caseloads of persons with mental illness 

experience greater depressive symptoms and work stress (Powell & Gayman, 2020). 

Probationers with mental illness are also at increased risk of suicide completion 

(Sirdifield et al., 2020). Perhaps of greatest concern from a rehabilitation perspective, 

studies have indicated higher recidivism rates among CJ-PMI (e.g., Bales et al., 2017; 

Eno Louden & Skeem, 2011) as well as a history of repeated incarcerations (Baillargeon 

et al., 2009). Not only do CJ-PMI appear to reoffend at greater rates, but they tend to so 

more quickly than non-mentally ill justice involved individuals (Cloyes et al., 2010). The 

recidivism of CJ-PMI may be further compounded by comorbid substance use disorder, 

as such individuals tend to demonstrate even greater rates of reoffense (Baillargeon, 

Penn, et al., 2010; Hartwell, 2004b; Wilson et al., 2011; Zgoba et al., 2020). 

The mental health concerns and criminal justice involvement of CJ-PMI raise an 

important question: Are CJ-PMI best considered psychiatric patients, criminal offenders, 

or both? Evidence examining this question comes in part from investigations of 

predictors of criminal conduct, as such studies have generally found little utility of mental 

health-related factors in the prediction of recidivism (Bonta et al., 2014; Gendreau et al., 

1996). Conversely, criminogenic risk factors (e.g., antisocial cognitions, antisocial 

associates; see Bonta & Andrews, 2016) have been shown to be largely the same for CJ-

PMI and justice involved persons without mental illness (Bonta et al., 1998). Moreover, 

numerous studies have shown limited causal influence of mental illness upon criminal 

behavior (Junginger et al., 2006), with only 7% of conduct indirectly or directly 

attributable to psychopathology (Peterson et al., 2010). Such findings suggest that the 
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criminal justice involvement of CJ-PMI may have less to do with mental illness per se 

but rather known risk factors shared amongst justice involved persons more broadly.  

The question of how to conceptualize CJ-PMI has been investigated more directly 

via comparisons with other populations demonstrating mental illness and/or criminal 

justice involvement. Morgan et al. (2010) utilized a sample of CJ-PMI prison inmates to 

examine criminal thinking patterns and psychiatric symptomology relative to a sample of 

non-mentally ill justice involved individuals and a psychiatric inpatient sample, 

respectively. Findings indicated that psychopathology among CJ-PMI was similar to that 

of the inpatient psychiatric sample, while levels of antisocial cognitions were similar to 

those of the non-disordered justice involved group (Morgan et al., 2010). Additional 

studies have further corroborated that CJ-PMI appear to present with characteristics of 

both psychiatric patients and justice involved individuals (Gross & Morgan, 2013; 

Wilson et al., 2014). Psychiatric symptomology has been shown to be positively related 

to criminogenic factors (Bartholomew et al., 2018); that is, greater criminal thinking, 

antisocial attitudes, aggression, and cognitive immaturity (Mandracchia & Morgan, 2012; 

Wolff et al., 2013). Moreover, CJ-PMI may present with a greater number of general risk 

factors than their non-mentally ill counterparts (Skeem et al., 2014). To be sure, CJ-PMI 

evidence higher criminal risk levels and greater percentages of high/very high risk scores 

(Wilson et al., 2020), with criminogenic factors demonstrating stronger association with 

criminal justice involvement than psychological factors (Bolaños et al., 2020). Among 

state hospital patients opined to be not guilty by reason of insanity (NGRI), a group 

whose criminal conduct by definition is psychiatrically-driven, criminogenic factors have 
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been shown to be associated with institutional violence (Delgado et al., 2020). These 

findings have contributed to a hypothesized reciprocal relationship between mental 

illness and criminalness, such that poor outcomes in one domain may impact the other 

(Bartholomew & Morgan, 2015). Such a conceptualization of CJ-PMI as possessing 

reciprocal co-occurring psychiatric and criminogenic needs has a direct impact upon the 

provision of services for this group, as it necessitates treatment targeting both mental 

health symptoms and co-occurring criminalness (Morgan et al., 2018; Morgan et al., 

2020; Skeem et al., 2011). 

Collectively, the high rates of mental illness within criminal justice settings and 

the adverse outcomes associated with CJ-PMI cannot be ignored. Nevertheless, there 

remains a paucity of information available regarding effective interventions for CJ-PMI 

(Morgan et al., 2012). Changing Lives and Changing Outcomes (CLCO; Morgan et al., 

2018) represents a bi-adaptive, modularized treatment program targeting co-occurring 

mental health and criminalness factors among CJ-PMI with the aim of reducing 

psychiatric and criminal recidivism while fostering desistance. CLCO builds upon and 

integrates best practices in mental health treatment and correctional rehabilitative 

services, with program material delivered across 76 sessions subsumed within a total of 

nine thematic modules (Morgan et al., 2018). Typical sessions approximate 1.5 to 2 hours 

and include both didactic and discussion exercises in large- and small-group formats 

emphasizing understanding and management of participants’ mental illness and 

criminalness. Regular homework assignments further enhance knowledge acquisition.  
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CLCO is in part formulated upon effective correctional rehabilitation, including 

the Risk-Need-Responsivity (RNR) framework of correctional intervention (see Bonta & 

Andrews, 2016, for review). The RNR model notes that effective treatment of justice 

involved individuals involves three interlocking principles (Bonta & Andrews, 2007): 1) 

matching level of service intensity to risk for reoffense and targeting high risk individuals 

[Risk]; 2) targeting known criminogenic risk factors, including antisocial cognitions, 

antisocial personality patterns, and antisocial associates [Need]; and 3) utilization of 

cognitive social learning techniques while tailoring services to individuals’ idiosyncratic 

characteristics [Responsivity]. It is of note that although mental health factors are not 

considered a criminogenic need within this framework, they remain an important 

responsivity factor as they may impede an individual’s ability to benefit from treatment 

(Bonta & Andrews, 2007; Skeem & Peterson, 2011). Thus, as embodied by CLCO, 

effective programming for CJ-PMI must seek to address both mental health and 

criminogenic needs concurrently (Delgado et al., 2020; Morgan et al., 2018).    

Initial investigations of CLCO have demonstrated promising results as a treatment 

program for CJ-PMI. In a multifaceted preliminary examination, Morgan et al. (2014) 

sought to investigate program engagement and the effectiveness of CLCO in addressing 

psychiatric symptomology and criminalness among a sample of incarcerated CJ-PMI. 

Results indicated the majority (65.9%) of participants successfully completed CLCO 

programming and further reported a strong working alliance with program providers and 

positive ratings regarding the satisfactoriness and quality of the program (Morgan et al., 

2014). Perhaps more importantly, participants demonstrated reductions in various facets 
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of mental health pathology (e.g., distress, depression, overall symptom severity) and 

reactive criminal thinking, a criminogenic thought pattern marked by impulsive, reactive 

engagement in criminal behavior (see Walters, 2013). Similarly, in keeping with 

individuals’ idiosyncratic response to treatment, Gaspar et al. (2019) examined CLCO 

programming outcomes among male and female CJ-PMI, with an emphasis on the 

potential differential impact of treatment dependent upon gender. Across both genders, 

participants evidenced significant improvement in multiple facets of psychiatric 

symptomology (e.g., depression, psychosis, suicidal ideation), in addition to mental 

health-related global functioning (e.g., medication adherence, recovery attitudes) and 

substance use self-efficacy. Both male and female participants also demonstrated 

reductions in reactive criminal thinking (i.e., impulsive engagement in criminal activity), 

attitudes towards violence, antisocial intent, and entitlement. Interestingly, improvements 

in psychiatric symptomology and substance use—while general across men and 

women—were particularly pronounced among female participants, indicating greater 

responsiveness towards treatment among this demographic.  

In contrast to examinations of the impact of CLCO upon psychiatric and 

criminogenic outcomes, other studies have investigated the process by which the program 

may exert positive effects. In light of the relationship between treatment attrition and 

recidivism (Olver et al., 2011), Van Horn et al. (2019) examined treatment engagement 

and its relationship to program completion and found participants significantly retained 

information across the duration of the program modules. Moreover, greater content 

retention predicted greater likelihood of completion (Van Horn et al., 2019). Participants 
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have further been shown to learn mental illness and criminalness program content 

similarly and to demonstrate the greatest degree of therapeutic change when receiving 

both mental illness and criminalness thematic content as opposed to these content areas 

independently (Scanlon & Morgan, 2020). Considered collectively, previous research on 

CLCO has demonstrated the feasibility of the program and its effectiveness upon 

psychiatric and criminogenic needs as well as possible mechanisms behind this impact to 

include the importance of integrating both mental health and criminalness. Nevertheless, 

prior examinations have yet to thoroughly address community outcomes of CLCO 

participants following treatment relative to an alternative intervention, nor have they 

addressed for whom CLCO may result in less positive outcomes. It is with this gap in the 

literature in mind that the present investigation was conducted.     

Purpose of the Current Study 

 The purpose of the current investigation was twofold. Foremost, in light of the 

scarcity of research examining effective treatments addressing the unique needs of CJ-

PMI (Morgan et al., 2012), this study aimed to serve as an evaluation of Changing Lives 

and Changing Outcomes (CLCO; Morgan et al., 2018) as it regards community 

outcomes; that is, recidivism as defined by rearrest following release from residential 

treatment programming. Although previous examinations of CLCO have established the 

program’s promise in reducing psychiatric symptomology and criminal risk factors (e.g., 

criminal thinking) following treatment (see Gaspar et al., 2019; Morgan et al., 2014), the 

program and its associated outcomes had yet to be compared to an alternative 

intervention. As such, community outcomes of individuals participating in CLCO were 
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examined relative to a group of CJ-PMI released from the Substance Abuse Felony 

Punishment—Special Needs (SAFP-SP) program, state-operated institutions in Texas 

serving justice involved individuals with special needs to include those with mental 

illness and comorbid substance use disorder(s). The predictive utility of program 

participation (i.e., CLCO vs. SAFP-SP) was examined as it regards rate of rearrest 

following participants’ release from their respective facilities. Secondly, this study sought 

to elucidate for whom CLCO programming may be less effective and thus result in 

community failure. As with all treatment modalities, programming for CJ-PMI may not 

be equally effective for all individuals. It was thus a secondary aim of this study to 

determine pre-treatment factors—namely, criminal thinking and risk level—that may 

predict rate of community failure following residential participation in CLCO. Analyses 

accounted for time to recidivism, as rate of reoffense has been shown to differ as a 

function of time (e.g., Flores et al., 2016). 

Research Questions 

1. Across time, does participation in CLCO result in reduced rate of recidivism (i.e., 

rearrest) relative to SAFP-SP?  

2. Does participation in CLCO result in longer duration to rearrest following release 

relative to SAFP-SP? That is, do CLCO participants demonstrate differential rates 

of rearrest relative to those in SAFP-SP? 

3. Does participants’ pre-treatment mental health functioning, as quantified by the 

Global Assessment of Functioning scale (GAF; Diagnostic and Statistical Manual 

of Mental Disorders, 4th Edition, Text Revision [DSM-IV-TR], American 
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Psychiatric Association [APA], 2000), predict rate of rearrest following 

residential participation in CLCO? 

4. Does participants’ pre-treatment risk level, as assessed by the Texas Risk 

Assessment System (TRAS; Texas Department of Criminal Justice [TDCJ], 

2015), predict rate of rearrest following residential participation in CLCO? 

5. Does participants’ pre-treatment problem avoidance (i.e., the tendency to avoid 

confronting one’s problems directly) and self-assertion/deception (i.e., the 

tendency to justify criminal conduct to avoid subsequent guilt for problematic 

behavior and to assert one’s will over the environment), as assessed by The 

Psychological Inventory of Criminal Thinking Styles—Short Form (PICTS-SF; 

Walters, 2006), predict rate of rearrest following residential participation in 

CLCO? 

Research Hypotheses 

1. It was hypothesized that participation in CLCO would result in lower rate of 

rearrest relative to participation in SAFP-SP programming.  

Rationale: CLCO was developed specifically to address the unique 

treatment needs of CJ-PMI via the integration of the best empirically-

validated interventions for targeting co-occurring mental health and 

criminogenic needs (Morgan et al., 2018) and as such would contribute to 

greater reduction in rearrest among program participants. Moreover, 

CLCO has been shown to engender change in known risk factors for 
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recidivism, including criminal thinking (Gaspar et al., 2019; Morgan et al., 

2014). 

2. It was hypothesized that participation in CLCO would result in longer duration to 

rearrest following release relative to SAFP-SP. That is, CLCO participants would 

demonstrate a reduced rate of rearrest than those in SAFP-SP. 

Rationale: CLCO was developed specifically to address the unique 

treatment needs of CJ-PMI via the integration of the best empirically-

validated interventions for targeting co-occurring mental health and 

criminogenic needs (Morgan et al., 2018). Moreover, CLCO has been 

shown to engender change in known risk factors for recidivism, including 

criminal thinking (Gaspar et al., 2019; Morgan et al., 2014). As such, it 

was anticipated that this would contribute to greater desistance from 

criminal behavior and thus longer duration to recidivism. 

3. It was hypothesized that participants’ pre-treatment mental health functioning, as 

quantified by the GAF scale, would predict higher rate of rearrest following 

residential participation in CLCO. That is, lower GAF score would be associated 

with reduced survival rate. 

Rationale: It was anticipated that lower scores on the GAF scale, 

indicative of poorer psychological functioning, would predict higher rate 

of recidivism following residential participation in CLCO. Poor 

psychological functioning may impede the ability of CJ-PMI to participate 

effectively and thus benefit from CLCO programming (Bonta & Andrews, 



 Texas Tech University, Taylor R. Ramler, August 2021 

12 
 

2007; Skeem & Peterson, 2011), contributing to greater rate of reoffense. 

Moreover, among some CJ-PMI, symptom severity has been associated 

with problematic behavior, including incidents of aggression (e.g., 

Thomson et al., 2008), that may underlie criminal conduct. Mental health 

symptoms may also act indirectly on reoffense via impacting known 

criminal risk factors to include substance use, unemployment, and poor 

social supports (Bonta & Andrews, 2016; Mueser et al., 1995; Sarteschi, 

2013; Skeem & Peterson, 2011), which may in turn increase rate of 

community failure. 

4. It was hypothesized that participants’ pre-treatment risk level (low, low/moderate, 

moderate, or high risk), as assessed by the TRAS, would predict higher rate of 

rearrest following residential participation in CLCO. That is, higher TRAS level 

would be associated with reduced survival rate. 

Rationale: The TRAS assesses a variety of risk factors (see Bonta & 

Andrews, 2016, for review) known to be associated with increased 

likelihood of criminal conduct, including but not limited to substance use 

history, criminogenic attitudes, and procriminal associates (TDCJ, 2015). 

As such, individuals endorsing more of such factors are determined to be 

at greater risk of criminal behavior on the measure, which may translate 

into higher rate of rearrest.    

5. It was hypothesized that participants’ pre-treatment problem avoidance and self-

assertion/deception, as assessed by the PICTS-SF, would predict higher rate of 
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rearrest following residential participation in CLCO. That is, higher pre-treatment 

problem avoidance and self-assertion/deception would be associated with reduced 

survival rate.  

 Rationale: Most fundamentally, individuals’ problem avoidance and self-

assertive/deceptive tendencies may be regarded as facets of criminal 

thinking more broadly defined (Walters, 2013). As such, it was anticipated 

that higher levels of these thinking patterns—that is, a greater tendency to 

avoid directly confronting issues and to justify one’s criminal conduct 

while asserting one’s will over the environment—would be associated 

with greater rate of community failure. More specifically, problem 

avoidance and self-assertion/deception may impact participants’ treatment 

readiness, which is conceptualized as characteristics likely to promote 

treatment engagement (Ward et al., 2004). Participants with high levels of 

problem avoidance may not recognize the need for treatment or avoid their 

issues in treatment, just as those with high levels of self-deception may 

remain resistant to recognizing (and continue to rationalize) their 

problematic behavior. Treatment readiness has been associated with 

treatment engagement to include attrition (Bosma et al., 2017), which in 

turn may impact reoffense outcomes (Wormith & Olver, 2002). 

Assumptions 

1. Participants utilized in the present study are an accurate, representative sample of 

individuals engaged in CLCO and SAFP-SP programming. 
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2. Participants provided accurate and honest self-reports of criminal thinking 

patterns and risk as assessed by the Psychological Inventory of Criminal Thinking 

Styles—Short Form (PICTS-SF; Walters, 2006) and Texas Risk Assessment 

System (TRAS; Texas Department of Criminal Justice [TDCJ], 2015), 

respectively.  

3. The PICTS-SF and TRAS are valid and reliable measures of their intended target 

construct(s); namely, criminal thinking patterns and risk, respectively.  

4. CLCO programming was provided in accordance with established protocols and 

methods as outlined in the published treatment manual (Morgan et al., 2018). 

5. Matching procedures utilized to create the two comparable samples of CLCO and 

SAFP-SP participants resulted in group equivalency, thus allowing for accurate 

analysis of the effect of the treatment (i.e., CLCO) of interest.    

Definition of Key Terms 

▪ Antisocial cognitions, attitudes, and/or beliefs: Generally references criminal 

thinking and entails patterns in thinking that may contribute to increased 

likelihood of engagement in criminal behavior (e.g., justification of violence to 

achieve goals; anti-law enforcement attitudes). 

▪ CLCO: Acronym for Changing Lives and Changing Outcomes, a bi-adaptive 

treatment program developed for CJ-PMI that targets co-occurring mental health 

needs and criminalness (Morgan et al., 2018). 

▪ Community success: A lack of recidivism as defined in the current study. 
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▪ Community failure: Synonymous with recidivism for the purposes of this 

investigation to include rearrest. 

▪ Criminalness: Antisocial behavior marked by avoidance of responsibility and 

violation of others’ rights, including but not limited to commission of crime 

(Morgan et al., 2018). 

▪ Criminal justice involvement: Current and/or previous involvement in the 

criminal justice system to include previous legal charges (felony, misdemeanor), 

incarceration (jail, prison), and/or community supervision (probation, parole). 

▪ Criminal justice involved person(s) with mental illness (CJ-PMI): An individual 

demonstrating both criminal justice involvement and mental illness (see below).  

▪ Criminogenic need(s): Factors associated with increased risk for engagement in 

criminal behavior (e.g., criminal thinking, antisocial associates; see Bonta & 

Andrews, 2016, for review). These include both static and dynamic factors, the 

latter of which are amenable to change and thus may serve as treatment targets. 

▪ Desistance: Refers to ceasing to engage in antisocial behavior, including both 

illegal, arrestable offenses and non-criminal acts (e.g., manipulativeness as a 

means of achieving one’s goals). 

▪ Global Assessment of Functioning (GAF) scale: Serves as an indicator of 

functional impairment due to mental illness as well as an index of symptom 

severity ranging from 1 = persistent danger to self/others and extreme severity, to 

100 = superior functioning/no symptoms (DSM-IV-TR, APA, 2000). 
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▪ Mental illness: References diagnosis with a major psychiatric condition as 

outlined in the Diagnostic and Statistical Manual of Mental Disorders, 5th Edition 

(DSM-5, APA, 2013). Includes but is not limited to major depressive disorder, 

bipolar disorder, psychotic disorder(s), anxiety disorder(s), and posttraumatic 

stress disorder. 

▪ Parole: Placement under community correctional supervision, often prior to 

completion of a sentence for which the individual was previously incarcerated and 

released. 

▪ Probation:  Placement under community correctional supervision, often as an 

alternative to incarceration, due to commission of a crime.  

▪ Psychiatric recidivism: A return to receipt of mental health services (particularly 

hospitalization) following previous receipt of such services. 

▪ Recidivism: Synonymous with community failure in the current study. Generally 

refers to a return to criminal justice involvement (e.g., probation, incarceration) 

due to criminal conduct following previous criminal justice involvement. Includes 

but is not limited to rearrest, reconviction, and reincarceration, as well as 

probation revocation. Specific definitions of recidivism that regard particular 

literature are provided when necessary. 

▪ Rearrest: Recidivism outcome for the present study. Refers to arrest following 

release from treatment programming for any reason, including for a felony 

charge. 



 Texas Tech University, Taylor R. Ramler, August 2021 

17 
 

▪ RNR: Acronym for Risk-Need-Responsivity, a framework for effective 

correctional intervention (see Appendix A for details). 
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CHAPTER II 

METHOD 

Overall Participant Characteristics 

Participants for the investigation consisted of independent groups of CJ-PMI from 

two residential treatment facilities located in the state of Texas. One group was 

comprised of adult male and female probationers previously housed and subsequently 

released from an inpatient treatment facility operated by the Harris County (Texas) 

Community Supervision and Corrections Department (Harris County CSCD). The facility 

operates as a Dual-Diagnosis Residential Program (DDRP) serving probationers 

mandated to receive psychiatric and substance abuse treatment as a condition of their 

probation. Eligible mental health diagnoses and conditions for placement in the DDRP 

are outlined by the Texas Correctional Office on Offenders with Medical or Mental 

Impairments (TCOOMMI) and include major depressive disorder (single and recurrent 

episodes); schizoaffective disorder (bipolar and depressive types); and psychotic disorder 

(e.g., schizophrenia; Texas State Legislature House Bill No. 1908, 2015). This definition 

was more recently expanded to include posttraumatic stress disorder, anxiety, delusional 

disorder, and “any other diagnosed mental health disorder that is severe or persistent in 

nature” (Texas State Legislature House Bill No. 1908, 2015, p. 1). Residents therefore 

present with dual-diagnoses of substance abuse and severe mental illness, with admission 

requiring a score < 50 on the Global Assessment of Functioning (GAF) scale (Diagnostic 

and Statistical Manual of Mental Disorders, 4th Edition, Text Revision [DSM-IV-TR], 

American Psychiatric Association [APA], 2000). The GAF scale serves as an indicator of 
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functional impairment due to mental illness as well as an index of symptom severity 

ranging from 1 = persistent danger to self/others and extreme severity, to 100 = superior 

functioning/no symptoms (DSM-IV-TR, APA, 2000). A GAF score below 50 indicates 

serious mental health symptoms or impairment in daily functioning and greater severity 

with lower scores (e.g., impairment in reality testing, delusions, harm to self or others). 

The treatment program of interest in the present study, Changing Lives and Changing 

Outcomes (CLCO; Morgan et al., 2018), serves as the primary program implemented at 

the DDRP facility. Total length of treatment approximates 150-180 days.  

The second treatment group consisted of adult male and female probationers 

released from a Substance Abuse Felony Punishment (SAFP) facility. Operated by the 

Rehabilitation Programs Division of the Texas Department of Criminal Justice (TDCJ), 

SAFP facilities are the largest provider of substance use services for adult probationers 

within Texas and serve as high-security correctional treatment institutions geared towards 

felony probationers meeting criteria for substance dependence (Fabelo & Eisenberg, 

2001; TDCJ, n.d.a). SAFP facilities represent the most restrictive environment for 

probationers under community supervision; as such, individuals are often referred due to 

a high risk for recidivism, a history of absconding, and/or historical treatment failure 

under less restrictive conditions (TDCJ, n.d.a). Referral may occur as a new probation 

sentence or as an additional component to a preexisting probationary period. To be 

eligible for SAFP placement, probationers must be: 1) prescreened for eligibility; 2) 

determined to require intensive treatment for substance use; 3) chemically dependent; 4) 

charged with a felony, excluding sexual offenses; 5) under community supervision; and 
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6) age 18 or older (Clark, 2017; Luster Law Firm, n.d.; Tarrant County, Texas, n.d.; 

TDCJ, 2016). Eligibility further entails probationers be: 7) not experiencing substance 

use withdrawal; 8) capable of effective participation from a mental and physical 

standpoint; and 9) court-ordered to placement (Clark, 2017; Tarrant County, Texas, n.d.; 

TDCJ, 2016). Several SAFP facilities have further been designated special needs units 

(Substance Abuse Felony Punishment—Special Needs [SAFP-SP]), providing services 

for probationers demonstrating mental health and/or physical health concerns (TDCJ, 

n.d.b). Eligible diagnostic conditions for SAFP-SP include psychotic disorder, bipolar 

disorder, major depressive disorder, posttraumatic stress disorder, anxiety, delusional 

disorder, schizophrenia, and schizoaffective disorder (TDCJ, 2016). Individuals with 

personality and cognitive deficits, along with a variety of medical conditions, may further 

warrant placement in SAFP-SP in some circumstances (see TDCJ, 2016, for review). 

Total length of inpatient treatment approximates six months for SAFP and nine months 

for SAFP-SP (TDCJ, n.d.b). Both facilities further require a structured aftercare 

component following release (TDCJ, n.d.a). Given the purpose of the present 

investigation and the establishment of an appropriate comparison group, this study 

utilized a sample of probationers having been released from a SAFP-SP facility due to 

comorbid substance use and psychopathology. 

Sample 1: CLCO versus SAFP-SP  

 Sample 1 included both CLCO and SAFP-SP participants for the purposes of 

determining the effectiveness of CLCO programming relative to SAFP-SP (Hypotheses 1 

and 2). Total sample size included 380 participants (N = 380) equally divided between 
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the two treatment programs. Among CLCO participants (n = 190), 63.2% identified as 

male (36.8% female) across three primary risk categories: low-moderate risk (0.5%); 

moderate risk (42.9%); and high risk (56.6%). CLCO participants primarily identified as 

African-American/Black (42.1%) and Caucasian, Non-Hispanic (45.8%). A smaller 

proportion identified as Hispanic (12.1%). For the purposes of matching participants 

from the two treatment programs, age was computed categorically for individuals 17-31 

years of age and those above 32 years of age. The distribution of these two age categories 

was approximately equal for the CLCO participants: 17-31 years (46.3%) and over 32 

(53.7%). Due to the use of exact one-to-one matching procedures (i.e., an individual from 

CLCO was matched with an individual from SAFP-SP exactly on gender, race, 

categorical age, and risk category), the characteristics of the SAFP-SP sample were 

identical to those of the aforementioned CLCO sample (see Table 1). Discharge dates 

from their respective treatment facilities generally ranged from 2012 to 2018 between the 

two treatment programs.  

Sample 2: CLCO Participants 

 Sample 2 consisted solely of CLCO participants, of whom 103 (n = 103) had 

PICTS-SF data for the purposes of determining predictors of rearrest across time 

following residential participation in the program (Hypotheses 3-5). The majority 

identified as male (59.2%) and as Caucasian, Non-Hispanic (42.7%) and African-

American/Black (36.9%) racially. A further 18.4% and 2.0% identified as Hispanic and 

Asian/Pacific Islander/Other, respectively. Participant risk level included low-moderate 

(1.0%), moderate (35.9%), and high risk (63.1%) designations. Mean age at discharge 
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from the DDRP facility was 34.37 years old (SD = 9.62) with dates of discharge ranging 

from 2015 to 2016.  

Treatment Programs 

Changing Lives and Changing Outcomes (CLCO) 

 The primary treatment program used at the DDRP facility, Changing Lives and 

Changing Outcomes: A Treatment Manual for Justice Involved Persons with Mental 

Illness (CLCO; Morgan et al., 2018), was developed to address both mental health and 

criminal facets of CJ-PMI in an effort to foster desistance, reduce psychological 

symptomology, and promote successful reentry into the community. Adopting an 

integrated approach to treating CJ-PMI, CLCO serves as a comprehensive program 

founded upon best practices in mental illness management and correctional rehabilitation 

(e.g., targeting known criminal risk factors), drawing heavily upon cognitive-behavioral 

theory, social learning paradigms, and psychosocial rehabilitation models. A bi-adaptive 

model, in which individuals’ mental illness and criminalness are conceptualized as 

overlapping co-occurring needs, guides treatment provision as participants are challenged 

to develop new attitudes, associates, skills, and responsibilities to foster prosocial change. 

Psychoeducational and psychotherapeutic components are further combined such that 

participants not only learn strategies to effectively manage their mental health and 

criminalness concerns but more crucially implement such strategies into their daily 

functioning. The fundamental goal of CLCO is thus one of recovery; that is, “prosocial 

functioning at pre-illness levels and by desistance” (p. 8), thereby contributing to greater 

quality of life and positive life outcomes for participants. 
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 Logistically, CLCO is structured around nine thematically-grouped therapeutic 

modules delivered across a total of 76 sessions: Preparing for Change (3 sessions); 

Mental Illness and Criminalness Awareness (8 sessions); Thoughts and Attitudes (13 

sessions); Medication Adherence (5 sessions); Coping with Mental Illness and 

Criminalness (8 sessions); Emotions Management (10 sessions); Associates (10 

sessions); Community Skills Development (e.g., general living skills; 9 sessions); and 

Substance Use (10 sessions). Uniform delivery of program material is provided via a 

structured treatment manual delineating specific learning objectives and exercises for 

each session. Sessions are structured to include both review and didactic components in 

individual and group formats. Each session begins with a brief check-in on participants’ 

functioning (approximately 5-7 minutes), followed by review of prior session material, 

collection of homework (if applicable), and an opportunity for questions (10-15 minutes). 

The majority of session time is subsequently devoted to discussion of new material and 

in-class exercises (75-85 minutes) as well as homework assignment (10-15 minutes). 

Total session duration thus approximates 1.5 – 2 hours, with a target length of 1 hour and 

50 minutes.  

A participant workbook accompanies the treatment manual and includes in-

session handouts and worksheets to teach new content and skill development, as well as 

homework assignments that reinforce learning and retention of session material. 

Homework assignments completed outside of session are included in 65 of the 76 

sessions (~86%). CLCO was developed for effective implementation across a variety of 

correctional and forensic settings in both individual and group formats, with a 
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recommended group size of 8-10 participants. Although the program is cumulative in 

nature (i.e., sessions build upon prior material), open-enrollment groups are feasible, and 

the program is flexible to accommodate logistical constraints.  

In the DDRP, CLCO programming was provided in a group setting and in 

accordance with the program manual. An open enrollment framework was utilized that 

allowed participants to begin classes at any point in the program, with the limitation that 

participants: 1) could not begin a module after it had already commenced; and 2) were 

required to complete the first module, Preparing for Change, before entering a module. 

Thus, not all modules were completed in sequential order. Program material was 

administered by master’s-level clinicians under the oversight of the program’s primary 

author (Robert D. Morgan, Ph.D.). Of the nine total program modules, five were 

implemented while participants were remanded to the DDRP facility, while four were 

intended to be implemented following release into the community (staff reported 

inconsistent program availability post-DDRP release). Program sessions were conducted 

Monday through Friday with rare exception (e.g., holidays, training workshops for 

administrators). It is of note that, though CLCO is the core curriculum provided at the 

DDRP facility, it is implemented in conjunction with other, secondary treatment 

interventions. 

Substance Abuse Felony Punishment (SAFP) 

 Established in 1993, the Substance Abuse Felony Punishment (SAFP) program 

was developed to address the substance use needs of probationers and as an alternative to 

traditional correctional supervision/incarceration (Kerber et al., 2001). Among the 
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primary goals of the program is to “provide intervention when substance use is a 

hindrance to successful probation” (Fabelo et al., n.d., p. 1) and when mental health 

concerns may further jeopardize probationers’ success in the community. Collectively, 

SAFP programs—including their special needs counterpart SAFP-SP—serve as in-prison 

treatment programs utilizing a therapeutic community paradigm to address substance 

dependence and mental health concerns, followed by a structured, intensive aftercare 

process upon release (TDCJ, n.d.b). Programming progresses through a series of three 

primary phases prior to aftercare services. These phases consist of an in-prison 

therapeutic community placement, throughout which individuals are housed within a 

secure TDCJ facility, and include (Clark, 2017; Luster Law Firm, n.d.; National Institute 

of Corrections, 2019): 

• Phase 1: Orientation (approximately 30 days) – Participants become acquainted 

with the treatment process and learn rules of engaging in the therapeutic 

community. 

• Phase 2: Main Treatment (approximately 90-180 days) – Addressing participants’ 

addiction, criminalness, and problematic thinking patterns via cognitive-

behavioral approaches, as well as prosocial decision-making, self-management 

skills, and relapse prevention strategies. 

• Phase 3: Re-entry (approximately 60 days) – Additional practice in relapse 

prevention, social skills development, and problem solving prior to release from 

the TDCJ facility. 
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Throughout the in-residence phases, participants engage in approximately 4 hours of 

treatment classes and 4-6 hours of educational or employment opportunities per day 

(Luster Law Firm, n.d.). SAFP programming may incorporate morning and evening 

meetings, encounter groups, and process-oriented groups (L. Brusman-Lovins, Ph.D., 

personal communication, June 28, 2021). SAFP-SP programming further encompasses 

counseling services and psychotropic medication management among probationers with 

mental illness. Duration of in-residence programming approximates six months for SAFP 

and nine months for SAFP-SP (TDCJ, n.d.b).   

Following completion of the in-residence phases, SAFP participants are released 

to a Transitional Treatment Center (TTC; a residential treatment center) or the 4Cs 

program (an outpatient alternative to TTC placement reserved for a limited number of 

eligible participants) emphasizing continued treatment and community reintegration (e.g., 

peer support, employment search; Luster Law Firm, n.d.; Tarrant County, Texas, n.d.; 

TDCJ, n.d.b). Participants may further begin attending SAFP reentry court during this 

part of programming, a specialized drug court requiring biweekly meetings to assess 

progress conducted with a judge and community supervision officer (Tarrant County, 

Texas, n.d.). Total duration of this aspect of treatment is approximately three months. 

Finally, participants return to the community for continued outpatient treatment and 

probationary services (approximately 6-9 months), which may include continued 

attendance at regular reentry court meetings (Clark, 2017; Tarrant County, Texas, n.d.). 

This is subsequently followed by up to 12 months of follow-up services and attendance at 

support groups in the community (Clark, 2017). Taken together, SAFP draws upon both 
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an extended residential treatment period supplemented by structured long-term aftercare 

to include a variety of therapeutic, substance use, and resource programs. It is of note that 

such aftercare is not a component of DDRP treatment. 

Measures   

The Psychological Inventory of Criminal Thinking Styles—Short Form (PICTS-SF) 

 Comprised of 35 self-report items, The Psychological Inventory of Criminal 

Thinking Styles—Short Form (PICTS-SF; Walters, 2006; see Appendix B) is derived 

from its 80-item predecessor (full PICTS; Walters, 1995) and serves as a measure of 

cognitive patterns associated with criminal behavior and maintenance of a criminal 

lifestyle. Individuals indicate the extent to which each item applies to them using a 4-

point Likert-type scale ranging from 1 = Disagree to 4 = Strongly Agree. Norms (T-

scores) are derived from 450 male federal inmates across multiple security levels 

(Walters, 1995) as well as 227 federal and state female inmates (Walters et al., 1998), 

with greater T-scores suggesting greater degrees of criminal thinking. Structurally, the 

measure is organized into a series of hierarchical scales assessing various facets of 

criminogenic cognition, including thinking style scales (Mollification, Cutoff, 

Entitlement, Sentimentality, Superoptimism, Cognitive Indolence, Discontinuity), content 

scales (Current, Historical), and factor scales (Problem Avoidance, Self-

Assertion/Deception). Moreover, two composite scales (Proactive Criminal Thinking, 

Reactive Criminal Thinking) provide a more holistic conceptualization of whether 

respondents’ criminal thinking is primarily planful and goal-directed versus reactive and 

impulsive, respectively (Walters, 2013). For the purposes of this investigation, only the 
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Problem Avoidance and Self-Assertion/Deception scales were utilized. The Problem 

Avoidance scale corresponds to thinking patterns marked by a tendency to avoid 

confronting one’s issues directly, while the Self-Assertion/Deception scale entails 

assertion of one’s will over his or her environment and the rationalization of criminal 

behavior to avoid guilt (Walters, 2013). Internal consistency estimates (Cronbach’s 

alpha) indicate that the Problem Avoidance and Self-Assertion/Deception scales are 

reliable for both male (range 0.81-0.85) and female (range 0.78-0.86) individuals 

(Walters, 2013). Test-retest stability coefficients across two- and twelve-week time 

intervals reflect sound reliability: Problem Avoidance (0.87 at two weeks; 0.66-0.78 at 

twelve weeks) and Self-Assertion/Deception (0.94 at two weeks; 0.77-0.86 at twelve 

weeks; Walters, 2013). Criterion validity has been supported via modest to moderate 

associations between the Problem Avoidance and Self-Assertion/Deception scales and 

prior criminal activity, including prior arrests, prior commitments, and age at these 

outcomes (see Walters, 2013, for review). Moreover, these scales have evidenced 

adequate correlations with measures of criminality (range 0.17-0.22) and psychopathy 

(range 0.33-0.38; Walters, 2013). Collectively, the Problem Avoidance and Self-

Assertion/Deception subscales demonstrate adequate psychometric properties for the 

purposes of this investigation. 

Texas Risk Assessment System (TRAS) 

 Derived from the Ohio Risk Assessment System, the Texas Risk Assessment 

System (TRAS) was developed to serve as a comprehensive risk assessment protocol for 

individuals placed on community supervision (i.e., probation or parole; Texas Risk 



 Texas Tech University, Taylor R. Ramler, August 2021 

29 
 

Assessment System [TRAS] Participant Manual, n.d.). A primary goal of the TRAS is to 

effectively classify individuals on community supervision by risk level and to “efficiently 

allocate supervision resources and structure decision-making in a manner that reduces the 

likelihood of recidivism” via identification of criminogenic needs and barriers to 

successful reentry (TRAS Participant Manual, n.d., p. 2). The TRAS accomplishes this 

aim via quantifying individuals’ criminogenic needs and criminal history and drawing 

upon varied content areas using both interview-based and collateral information (TDCJ, 

2015). Structurally, the TRAS consists of several different instruments (see Appendix C), 

including: 1) a Community Supervision Felony Tool; 2) a Community Supervision 

Misdemeanor Tool; 3) a Community Supervision Felony Screener; 4) a Community 

Supervision Misdemeanor Screener; and 5) three separate follow-up assessments geared 

towards alcohol use, substance use, and mental health needs. Several other instruments 

(e.g., strengths and barriers) are also employed. The purpose of the screening and trailer 

instruments is to determine whether a full TRAS assessment is needed and to gather more 

specific information regarding individuals’ substance use and mental health needs, 

respectively. Scoring and interview guides further enhance administration and ease of 

interpretation for the four primary instruments. Each of these measures is described in 

brief below: 

1) Community Supervision Felony Tool: Consisting of 34 items, this instrument 

assesses the seven core domains of Criminal History; Education, 

Employment, and Financial Situation; Family and Social Support; 

Neighborhood; Substance Use; Peer Associations; and Criminal Attitudes and 
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Behavioral Patterns (TRAS Participant Manual, n.d.). Depending on the item, 

each is rated from 0 to 2 with total scores ranging from 0 to 47. Total scores 

correspond to low, low/moderate, moderate, and high risk designations across 

male and female cutoff values. The instrument further produces subscale 

scores for the seven core content areas to include low, moderate, and high 

level of need within each area.  

2) Community Supervision Misdemeanor Tool: Highly similar to its felony 

counterpart, this instrument assesses the same core domains to the exclusion 

of the Neighborhood and Financial Situation facets. The instrument consists 

of 19 items scored from 0 to 2 depending on the item, with total scores 

ranging from 0 to 30. Individuals are categorized as low, moderate, or high 

risk based upon total scores and their associated male or female cutoff values. 

Individuals’ unique subscale score is further used to quantify level of need 

(low, moderate, or high) for each of the six domains.  

3) Community Supervision Felony Screener: This instrument consists of 7 items 

across four domains: Criminal History; Education and Employment; 

Substance Use; and Criminal Attitudes and Behavioral Patterns. Each item is 

rated from 0 to 2 depending on the item, with total scores ranging from 0 to 

12. Total scores correspond to low and moderate/high risk designations across 

male and female cutoff values.  

4) Community Supervision Misdemeanor Screener: Highly similar to its felony 

counterpart, this instrument is comprised of six items across four domains to 
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include Criminal History; Education and Employment; Substance Use; and 

Peer Associations. Items are scored from 0 to 2 with total scores ranging from 

0 to 10. Individuals’ risk designation (low or moderate/high risk) is 

determined via male and female cutoff values.  

5) Alcohol, Drug, and Mental Health Trailers: These three instruments were 

designed to assist in the determination of whether individuals require further 

substance use and/or mental health evaluation. Number of items for each 

assessment ranges from 4 (Mental Health trailer) to 7 items (Drug trailer). 

Cutoff scores are provided to determine whether further evaluation of each 

content area is recommended. 

Collectively, these instruments support the development and implementation of risk 

management strategies tailored to the unique risk and needs of individuals as assessed by 

the TRAS (TDCJ, 2015). An intensive validation study has supported the validity of the 

TRAS as an instrument assessing criminal risk among Texas correctional populations, 

particularly when modified to account for differences in legal, correctional demographic, 

and other factors from its development in the state of Ohio (Lovins et al., 2018). In the 

present study, participants’ categorical TRAS risk designation (low, low/moderate, 

moderate, or high risk) was utilized. 

Procedure 

Data Acquisition  

 Data for this investigation, including that for SAFP-SP and CLCO participants, 

constituted an archival data set provided by the Harris County (Texas) Community 
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Supervision and Corrections Department (Harris County CSCD) as part of an ongoing 

collaborative research effort. This data was collected as part of routine treatment and 

administrative services at the DDRP and SAFP-SP facilities and included demographic 

information (e.g., age, race, gender), risk level, sentence-related information (e.g., date of 

facility release), and community outcome information (e.g., date of first arrest following 

release into the community, if applicable). Due to logistical constraints associated with 

the COVID-19 pandemic (i.e., restricted travel throughout 2020), information concerning 

participants’ GAF score was unable to be attained.  

Measure Administration 

 CLCO participants completed the PICTS-SF immediately before beginning the 

program as part of the assessment regimen recommended in the program manual 

(Morgan et al., 2018). CLCO participants were provided with an assessment packet by 

program administrators marked with their unique facility-issued ID to aid in data-

matching while maintaining confidentiality. The packet contained the PICTS-SF and was 

completed as specified in the manual. Participants were told to complete the assessment 

as best they could, and the packet was subsequently scanned and sent to the laboratory of 

Dr. Robert D. Morgan at Texas Tech University. Completed packets were entered into an 

ongoing statistical software package and score reports returned to DDRP administrators 

for treatment purposes. The data were further retained for the purposes of this research.  

 Administration of the TRAS generally occurs early in an individual’s community 

supervision to aid in allocation of supervisory resources (TDCJ, 2015). Administration of 

the TRAS therefore follows a hierarchical process, whereby low risk individuals are 
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identified via use of the Community Supervision Misdemeanor/Felony Screener 

instruments, as such individuals are, by nature, at lower risk of recidivism and thus 

require less intensive supervision. Individuals not deemed to be of low risk are 

subsequently administered the full TRAS assessment to further elucidate their unique risk 

factors and concomitant supervision needs. Utilizing the information derived from the 

full TRAS assessment, recommendations are made regarding how best to manage 

individuals’ risk and, in turn, reduce the likelihood for reoffense.  

Data Preparation  

Data from the PICTS-SF were entered into a statistical software package by 

trained research assistants and the author of this dissertation at Texas Tech University as 

part of an ongoing assessment procedure. Conversely, deidentified data regarding 

community outcomes as well as demographic information of CLCO and SAFP-SP 

participants were received from the Harris County CSCD. Using participants’ ID number, 

data acquired via the Harris County CSCD were matched with the PICTS-SF data 

gathered previously. Moreover, participants’ ID number was used to match data from the 

same participant included in separate files, thus creating two master data files for the 

purposes of hypothesis testing. 

Given the lack of true random assignment among CLCO and SAFP-SP 

participants, the ability to draw inferences regarding the impact of treatment program 

upon community outcomes may have been hindered by uncontrolled variables in the two 

samples; for example, different proportions of high risk individuals. To ameliorate this 

limitation, matching procedures (see Stuart, 2010, for review) were utilized to account for 
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non-random program participation and ensure that participants in each program 

demonstrated similar baseline characteristics. Specifically, participants in both programs 

were subjected to exact matching procedures, whereby a participant in CLCO was 

matched with a participant in SAFP-SP with identical characteristics. Variables upon 

which participants were exactly matched included age, gender, race, and risk level. To 

increase the likelihood that corresponding exact matches would be available and thus 

buffer against low statistical power due to diminished sample size, age was transformed 

into a categorical variable (i.e., ages 17-31 and 32+). For example, a CLCO participant 

who was 37 years old was categorically age 32+ and may be matched with a SAFP-SP 

participant who was 54 years old and who, similarly, was categorically age 32+. Due to 

this less stringent matching procedure for age, statistical analyses were used to confirm 

group equivalence on this variable (see Primary Analytic Strategy). To illustrate the exact 

matching procedure holistically, an individual participating in CLCO who was ages 17-

31, male, Caucasian, and of high risk was matched with an individual participating in 

SAFP-SP who was also ages 17-31, male, Caucasian, and of high risk. As another 

example, a CLCO participant who was 32+ years of age, female, Hispanic, and of 

moderate risk was matched with a SAFP-SP participant who was also 32+ years of age, 

female, Hispanic, and of moderate risk. Such a matching procedure enhanced the ability 

to infer that differential community outcomes evidenced by the two treatment groups may 

be more readily ascribed to treatment participation as opposed to preexisting differences 

between the two treatment samples. 



 Texas Tech University, Taylor R. Ramler, August 2021 

35 
 

 Matching variables were selected based on two primary criteria. Broadly, age, 

gender, race, and risk level were readily accessible variables in the archival data set 

provided by the Harris County CSCD and were available for both CLCO and SAFP-SP 

participants. More importantly, however, previous empirical studies of age, gender, race, 

and risk level have demonstrated their association with recidivism, and as such they were 

utilized for matching purposes due to their relationship with the primary outcome of 

interest in this investigation. Studies have indicated higher recidivism rates among 

younger criminal justice involved persons (Alper et al., 2018); for example, among 

inmates released from federal custody, 64.8% of those younger than 30 years old 

recidivated (median time to rearrest 17 months) compared to 43.2% of those 40-49 years 

old (median time to rearrest 22 months), a trend that holds for rearrest, reincarceration, 

and reconviction outcomes (Hunt & Easley II, 2017). Examining the confluence of 

gender, race, and recidivism, males as well as individuals who identify as African-

American/Black tend to be rearrested at higher rates than females and those who identify 

as Caucasian, respectively (Alper et al., 2018; Hunt & Easley II, 2017). Notably, 

however, such higher recidivism rates among people of color must be considered in light 

of historical racial inequities within the criminal justice system, including the likelihood 

of arrest (Kochel et al., 2011). Moreover, systemic racism may further predispose people 

of color to be disproportionately subjected to risk factors known to be associated with 

criminal conduct (e.g., criminogenic peer associations in neighborhoods characterized by 

high crime rates). Lastly, risk level—which often subsumes various facets of criminal 

risk such as substance use history and criminal attitudes—has been associated with 
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reoffense outcomes across numerous investigations (see Bonta & Andrews, 2016, for 

review). To be sure, as outlined in the TRAS, individuals’ risk of recidivism increases as 

a function of increasing risk level (TRAS Participant Manual, n.d.; see Appendix C). 

Taken together, participants were therefore matched on age, gender, race, and risk level 

as these variables may have confounded the results given their established association 

with rearrest beyond the impact of program participation. 

Primary Analytic Strategy  

 Data analysis initially consisted of between-group comparisons of CLCO and 

SAFP-SP participants to ensure the effectiveness of the sample matching methods; that 

is, to ensure that baseline characteristics were evenly distributed between the two samples 

and thus supportive of group equivalence. Descriptive frequencies were utilized to 

examine categorical variables such as gender, race, and risk level. Conversely, the two 

one-sided tests (TOST) procedure described by Schuirmann (1987) was used to ascertain 

the equivalence of numerical variables (i.e., age), as this variable was utilized 

categorically in the sample matching process and thus may have differed slightly between 

the two participant groups. The TOST procedure entails determination of an upper and 

lower bound clarifying the minimum tolerable difference between the sample means, thus 

creating a margin within which the two groups are considered functionally equivalent 

(Schuirmann, 1987).  

 For the purposes of addressing the research questions and corresponding 

hypotheses, Cox proportional hazards models (Cox, 1972) were constructed as they allow 

for the modeling and prediction of time to an outcome (survival time; defined as time of 
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origin to some predetermined endpoint) based upon multiple predictors; that is, it enables 

the examination of the impact of multiple covariates on the rate at which some outcome 

occurs over time (STDHA, n.d.). This statistical method was utilized to model the 

relationship between program participation (CLCO vs. SAFP-SP) and rate of rearrest 

following residential treatment. Moreover, among CLCO participants, rate of rearrest was 

modeled as a function of TRAS level and pre-treatment problem avoidance and self-

assertion/deception as assessed by the PICTS-SF. Two models were therefore 

constructed: 

 Model 1: Covariates – treatment program 

   Outcome – rearrest 

Model 2: Covariates – TRAS, pre-treatment problem avoidance, pre-treatment 

self-assertion/deception  

   Outcome – rearrest   

For the purposes of addressing Research Questions 4 and 5, TRAS level, pre-treatment 

problem avoidance, and pre-treatment self-assertion/deception were all entered into the 

same Cox proportional hazards model to determine the predictive utility of each factor 

with the other covariates held constant. For all models, survival time was defined as the 

number of days following participants’ release from the DDRP or SAFP-SP facility to 

rearrest or the date on which outcome data was most recently updated (for those who did 

not recidivate; February 2, 2021). Hazard ratios, defined as the ratio of the hazard rates of 

the two treatment groups, were used to gauge the hazard of rearrest associated with 

CLCO participants relative to those of SAFP-SP (STDHA, n.d.; Walters, 2009). As such, 
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a hazard ratio less than one may be interpreted as reduced likelihood of rearrest among 

CLCO participants across time. Moreover, individuals who had yet to experience 

community failure during the timeframe of this study were right censored (Cox, 1972; 

Walters, 2009). That is, all participants had known release dates from their respective 

treatment programs; however, for those participants who had not been rearrested at the 

time community outcome data were received for the purposes of this study (February 2, 

2021), right-censoring allowed for these individuals to nevertheless be included in 

analyses despite their precise time to rearrest being unknown (Cox, 1972). Cox 

proportional hazards modeling yields several advantages over alternative statistical 

techniques, including allowing for the temporality of community outcome to be 

considered while accounting for differential time at risk. Although it is informative to 

know the simple proportion of participants in each program who recidivate, how this 

recidivism may occur as a function of time is of significant import. As such, Cox 

proportional hazards modeling has been utilized by a number of investigations 

concerning recidivism among correctional populations (e.g., Olver & Wong, 2006; 

Spivak & Damphousse, 2006). 

Power Analysis    

 Due to the nature of the primary analyses in this study, post-hoc power analyses 

are not available. However, recommendations proffered by Peduzzi et al. (1995) include 

a minimum of ten events per predictor variable, with the number of events pertaining to 

the number of uncensored cases. As such, based upon the samples used in this study and 

their respective proportion of uncensored events, Model 1 would allow for an 
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approximate maximum of 22 predictors while Model 2 would allow for an approximate 

maximum of 6 predictors. These values exceed the actual number of predictors used in 

the two models: Model 1 has one predictor and Model 2 has three predictors. 
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CHAPTER III 

RESULTS 

Treatment Group Equivalence and Model Assumptions 

 The two one-sided tests (TOST; see Lakens, 2017, for review; Schuirmann, 1987) 

procedure was utilized to affirm group equivalence between the two treatment samples on 

age, as this variable was transformed to be categorical for the purposes of exact matching 

treatment participants (see Data Preparation). For the purposes of this investigation, the 

upper and lower bounds for Cohen’s d were set to 0.3 and -0.3, respectively, falling just 

above a small effect size and thus providing a stringent cutoff value. A 90% confidence 

interval for Cohen’s d falling within this range therefore would indicate that the observed 

difference between the two groups lies between the acceptable equivalence margins. 

Utilizing the age means and standard deviations for the CLCO (M = 34.04, SD = 10.09) 

and SAFP-SP (M = 34.89, SD = 12.40) participants, the 90% confidence interval for 

Cohen’s d was calculated to be -0.25 to 0.09. This range falls within the acceptable 

equivalence margin of -0.3 and 0.3, indicating that the two groups were functionally 

equivalent with regards to age above and beyond having been matched on categorical age 

indices. 

 Assessment of the proportional hazards assumption underlying Cox regression 

indicated Model 1 (Χ2
1 = .524, p = .47) satisfied the assumption. Moreover, Model 2 (Χ2

4 

= 2.35, p = .67) was found to satisfy the assumption, as did each of the three covariates: 

TRAS risk level (p = .35); problem avoidance (p = .91); and self-assertion/deception (p = 

.73). 
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Hypothesis Testing 

Research Question 1 

Research Question 1 concerned whether participation in CLCO results in reduced 

rate of rearrest relative to SAFP-SP. It was hypothesized that participation in CLCO 

would result in lower rate of rearrest (and therefore greater survival rate) relative to 

participation in SAFP-SP programming. Of the total sample (N = 380), 58.9% 

experienced rearrest following release from residential treatment programming. Breaking 

down rearrest rate by treatment group, 62.6% (n = 119) of CLCO participants were 

rearrested compared to 55.3% (n = 105) of SAFP-SP participants. Results of a Cox 

proportional hazards model (Model 1) with treatment program entered as a covariate and 

time to rearrest as the outcome of interest indicated that treatment program was not a 

significant predictor of probability of rearrest across time/survival rate (p = .085). 

Although the results trended towards significance and slightly favored SAFP-SP 

programming (see Figure 1), the difference between the two programs failed to reach 

statistical significance.  

Research Question 2 

 Research Question 2 concerned whether participation in CLCO results in longer 

duration to rearrest following release from residential treatment relative to SAFP-SP, thus 

demonstrating differential rates of rearrest between the two treatment groups. It was 

hypothesized that CLCO participants would evidence longer duration to rearrest relative 

to SAFP-SP participants. Estimated median survival time (i.e., the timepoint at which 

50% of the sample have experienced rearrest) was found to be 1,187 (SE = 157.14) days 
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for CLCO participants; conversely, estimated median survival time was found to be 1,668 

(SE = 360.35) days for SAFP-SP. Results of the Cox proportional hazards model (Model 

1) indicated that treatment program was not a significant predictor of time to rearrest.  

Research Question 3 

 Research Question 3 concerned whether CLCO participants’ pre-treatment mental 

health functioning, as quantified by the GAF score, would predict rate of rearrest 

following residential participation in the program. As previously noted, GAF scores were 

not available due to travel restrictions resultant from the COVID-19 global pandemic, 

such that Research Question 3 could not be examined. 

Research Question 4 

 Research Question 4 concerned whether CLCO participants’ pre-treatment risk 

level, as assessed by the TRAS, would predict rate of rearrest following residential 

participation in the program. It was hypothesized that higher TRAS levels would predict 

higher rate of rearrest (and therefore lower survival rates) following residential CLCO 

participation. Of the subsample (n = 103), 65.0% experienced rearrest following release. 

Results of a Cox proportional hazards model (Model 2) with TRAS level (low/moderate, 

moderate, or high risk), problem avoidance, and self-assertion/deception entered as 

covariates and time to rearrest as the outcome indicated that the overall model 

significantly predicted probability of rearrest across time/survival rate (Χ2
4 = 9.963, p = 

.041). Notably, this significance appears to be driven primarily by individuals in the 

moderate TRAS level group, such that CLCO participants of moderate risk demonstrated 

significantly lower rate of rearrest relative to those of high risk (B = -.766, p = .010, HR = 
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.465, 95% CI [.259, .832]). That is, the hazard for moderate risk CLCO participants is 

less than half that of high risk participants (see Figure 2). Conversely, the contrast 

between low-moderate and high risk participants was not significant (p = .928). It is of 

note, however, that the contrast between these two groups was based on the outcome of a 

single low-moderate risk individual. 

Research Question 5 

 Research Question 5 concerned whether CLCO participants’ pre-treatment 

problem avoidance and self-assertion/deception scores of the PICTS-SF would predict 

rate of rearrest following residential participation in the program.  It was hypothesized 

that greater pre-treatment problem avoidance and self-assertion/deception would predict 

higher rate of rearrest (and therefore lower survival rate) following residential CLCO 

participation. Of the subsample (n = 103), 65.0% experienced rearrest following release. 

Results of a Cox proportional hazards model (Model 2) with TRAS level, problem 

avoidance, and self-assertion/deception entered as covariates and time to rearrest as the 

outcome indicated that the overall model significantly predicted probability of rearrest 

across time/survival rate (Χ2
4 = 9.963, p = .041). However, neither pre-treatment problem 

avoidance (p = .494) nor self-assertion/deception (p = .271) were significant predictors of 

rate of rearrest. 
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CHAPTER IV 

DISCUSSION 

Purpose of the Study 

 Reflecting the paucity of research investigating effective treatments for CJ-PMI 

(Morgan et al., 2012), this study sought to elucidate the efficacy of Changing Lives and 

Changing Outcomes (CLCO, Morgan et al., 2018), a treatment program developed to 

address the idiosyncratic needs of this group. To do so, comparisons were drawn between 

CLCO treatment outcomes and those of an alternative, state-level treatment program. As 

such, rate of rearrest of individuals participating in CLCO was examined relative to a 

group of CJ-PMI released from the Substance Abuse Felony Punishment—Special Needs 

(SAFP-SP) program, state-operated institutions in Texas serving justice involved 

individuals with special needs to include those with mental illness and comorbid 

substance use disorder(s). A secondary aim of the study was to examine for whom CLCO 

programming may be less impactful and thus result in increased rate of community 

failure following residential participation in the program. Thus, CLCO participants’ pre-

treatment risk level, problem avoidance (i.e., avoiding directly confronting one’s issues), 

and self-assertion/deception (i.e., rationalizing criminal behavior to avoid guilt and 

asserting one’s will over the environment) were examined as possible predictors of rate 

of rearrest subsequent to residential treatment.   

Overview of Findings 

 Cox proportional hazards modeling was utilized to examine the predictive utility 

of treatment program as well as the three pre-treatment factors on rate of rearrest. 
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Contrary to hypotheses, results indicated that treatment program was not significantly 

predictive of rate of rearrest nor did participants differ significantly in duration to 

rearrest, although the results trended towards significance in support of SAFP-SP (see 

Figure 1). Moreover, examination of pre-treatment factors among only CLCO 

participants indicated individuals of moderate risk demonstrated significantly lower rate 

of rearrest following residential treatment than those of high risk. 

Discussion of Findings 

 It is well-established that correctional environments generally harbor higher 

prevalence of mental illness when compared to community settings (Diamond et al., 

2001; Gottfried & Christopher, 2017) and in some circumstances in upwards of 3-4 times 

that of non-correctional samples (Prins, 2014). CJ-PMI further present with unique needs 

and challenges relative to their non-mentally ill counterparts, including but not limited to 

greater risk of recidivism (Eno Louden & Skeem, 2011); placement in segregation 

(Butler & Steiner, 2017); victimization (Blitz et al., 2008); and engagement in 

institutional misconduct (James & Glaze, 2006). Taken together, the greater prevalence 

and needs of CJ-PMI underscore the importance of empirical research concerning 

effective treatment for this group. 

Examining the effectiveness of CLCO relative to SAFP-SP programming, it was 

hypothesized that the former would demonstrate lower rate of rearrest (and therefore 

greater survival rate). This hypothesis was not supported, as treatment program was not 

predictive of rearrest across time, although the results trended towards better community 

outcomes for SAFP-SP participants (see Figure 1). The finding that SAFP-SP participants 
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trended towards improved community outcomes relative to CLCO participants may 

perhaps be better understood in consideration of the literature examining the role of 

treatment dosage in correctional services and its relationship to community outcomes. 

Broadly, treatment dosage can be conceptualized as an indicator of service intensity or 

the duration of treatment necessary to engender change (Simourd et al., 2016); that is, 

treatment dosage references a quantifiable “amount” or quality of treatment provided to 

an individual. A variety of studies have directly examined the impact of treatment dosage 

upon community outcomes, including reduced recidivism rates (e.g., Rothbard et al., 

2009) and, conversely, higher recidivism rates among treatment non-completers (Olver et 

al., 2011). Moreover, reoffense has been shown to differ as a function of treatment 

dosage. Among a sample of federal inmates presenting with high risk and high needs 

(i.e., mental illness), Abracen et al. (2016) found that those receiving moderate treatment 

doses (0-19 hours) were 7.7 times less likely to reoffend relative to a no treatment control 

condition, while those receiving high doses (20+ hours) were 11.6 times less likely to 

reoffend. Importantly, other studies have shown that the relationship between dosage and 

recidivism may be curvilinear, such that increased treatment past a certain dosage may 

actually increase reoffense among some individuals (Makarios et al., 2014). 

Within the context of the treatment dosage literature, the finding that SAFP-SP 

participants trended towards more positive community outcomes may in part reflect 

differences between the two treatment programs in terms of treatment dosage provided to 

participants. Total length of DDRP programming approximates 150-180 days. In 

contrast, SAFP-SP programming entails approximately 9 months of in-facility treatment, 
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followed by extended treatment via residential transitional services, outpatient services, 

and long-term follow-up services. Notably, the community aftercare provided to SAFP-

SP participants has been noted to vary in DDRP programming; that is, it at times is 

inconsistently applied to DDRP participants. As such, the impact of treatment program 

upon rearrest, while not statistically significant, may nevertheless in part reflect this 

difference in treatment resources and concomitant treatment dosage, particularly 

following release from the facility. Individuals under more scrutinous community 

supervision such as that offered in SAFP-SP may have been more likely to desist from 

arrest than those not engaged in such supervision as in CLCO. Moreover, in addition to 

duration of treatment, the intensity of services provided during SAFP-SP treatment may 

further drive this trend. The use of cognitive-behavioral intervention, in conjunction with 

ancillary services such as morning and evening meetings, process groups, and encounter 

groups, renders SAFP-SP an intensive program above and beyond its greater length of 

treatment relative to CLCO (L. Brusman-Lovins, Ph.D., personal communication, June 

28, 2021). 

It is worth reiterating, however, that the predictive utility of treatment program 

upon rate of rearrest in the present study was not significant, and thus from a statistical 

standpoint CLCO and SAFP-SP appear to perform comparably with regards to 

community outcomes following residential treatment. Given that DDRP programming 

entails notably less duration of treatment (150-180 days) relative to SAFP-SP (9 months), 

CLCO participants demonstrated similar rates of rearrest despite less time spent in 

treatment. Based upon the results of this study, CLCO therefore appears to foster 
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comparable community outcomes in a more efficient manner when compared to the 

extensive treatment duration of SAFP-SP.   

The present study also hypothesized that pre-treatment risk level, as assessed by 

the TRAS, would predict higher rate of rearrest among CLCO participants. This 

hypothesis was partially supported, as participants of moderate risk demonstrated 

significantly lower probability of rearrest across time and greater survival rate following 

residential treatment relative to those of high risk. Intuitively these results are 

understandable, as the TRAS was developed as an assessment quantifying an individual’s 

risk for future criminal justice involvement. As such, it would be anticipated that those 

opined to be of moderate risk would evidence reduced rates of reoffense when compared 

to those in the high risk designation. These results are bolstered when one examines the 

structure of the TRAS more closely. As shown in Appendix C, the TRAS assesses a 

variety of criminogenic risk factors, including criminal history, employment, social 

support, substance use, antisocial peer relationships, and criminal attitudes (TRAS 

Participant Manual, n.d.). These criminogenic factors parallel those of the Central Eight 

risk factors and which in turn have been shown extensively to predict reoffense outcomes 

(see Appendix A; Bonta & Andrews, 2016). Moreover, the TRAS provides percentages 

of individuals reoffending at each risk level for both male and female supervisees. For 

example, among males classified using the Community Supervision Felony Tool, the 

following community failure rates are cited (TRAS Participant Manual, n.d.): low risk 

(11%), low/moderate risk (23%), moderate risk (38%), and high risk (50%). Put simply, 

it is not surprising that pre-treatment TRAS risk level predicted rate of rearrest given its 
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primary purpose is to assess risk for reoffense and service needs. Conversely, CLCO 

participants in the low-moderate risk designation were not found to demonstrate 

differential rate of rearrest compared to those of high risk. Importantly, the sample 

included only one low-moderate risk participant, and thus the comparison was based 

solely upon that individual’s community outcome.  

A final comment is worth noting as it regards the TRAS in the present study. 

Specifically, the finding that moderate risk participants demonstrated lower rate of 

rearrest compared to those of high risk suggests that the TRAS performed in a manner 

consistent with its development, including being predictive of recidivism. More 

importantly, however, such a result speaks to the potential validity of the TRAS not only 

among the normative sample upon which it was developed but among criminal justice 

involved persons with severe mental illness. A risk assessment tool found to be valid 

among CJ-PMI may further treatment and supervision efforts while mitigating the 

challenges posed by this group, although further research is needed in this regard.  

Limitations  

 This investigation is not without its limitations, and readers are encouraged to 

keep these constraints in mind when interpreting the results and implications of this 

study. First, although this investigation drew upon a diverse sample of participants who 

were matched on a number of variables associated with risk of recidivism, the majority of 

participants identified as either African-American/Black or Caucasian, Non-Hispanic, 

with a significantly lower proportion identifying as Hispanic or of other racial/ethnic 

groups. Though the number of Hispanic participants (12.1%) in the present study 



 Texas Tech University, Taylor R. Ramler, August 2021 

50 
 

approximates the national probation population (13%; Kaeble & Alper, 2020), it raises 

the question of the degree to which the results may be extrapolated to this group as well 

as other groups (e.g., Asian/Pacific Islander, American Indian) whose representation was 

also limited. This limitation is salient given recent emphases on cultural considerations in 

correctional practice to include culture-responsive treatment (Kapoor et al., 2013; Tadros 

& Owens, 2020); that is, treatment formulated with idiosyncratic cultural factors in mind. 

Similarly, the sample included few lower risk participants, raising considerations whether 

the effectiveness of CLCO and SAFP-SP programming may differ among lower risk 

individuals. Given that risk is strongly associated with treatment outcomes to include 

recidivism (Bonta & Andrews, 2016), examining programming across varied risk 

categories may further elucidate the efficacy of CLCO and similar treatment modalities.  

 For the purposes of operationalizing community failure, this study utilized 

rearrest following residential treatment and release to the community as the primary 

indicator of recidivism. As such, it may have been limited by its inclusion of a single 

reoffense outcome to the exclusion of others cited in the literature (e.g., reconviction, 

return to incarceration) due to logistical constraints at the time this study was carried out. 

To be sure, an individual may be rearrested but not reconvicted, possibly rendering 

rearrest a less optimal indicator of recidivism. Nevertheless, it is worth mentioning that 

rearrest is often a key prerequisite to other forms of recidivism (e.g., reconviction, 

reincarceration) and should not be wholly dismissed on these grounds. 

  Several limitations are a product of the samples used in the present investigation 

as well as constraints that were encountered due to the global pandemic occurring 



 Texas Tech University, Taylor R. Ramler, August 2021 

51 
 

throughout the duration of the study. Foremost, information pertaining to participants’ 

psychological functioning (i.e., GAF score) was unable to be acquired due to travel 

restrictions associated with COVID-19 precautions. Communication with the Harris 

County (Texas) Community Supervision and Corrections Department, which was integral 

in providing the data used in this study, was also significantly hindered by the COVID-19 

pandemic, further impacting the ease with which such information could be gathered. It is 

therefore unknown to what degree, if any, the two treatment samples may have differed 

on psychological functioning nor was it possible to control for such premorbid 

psychological functioning during statistical analysis. Mental illness and psychological 

functioning more broadly may be conceptualized as a potential responsivity factor 

impacting correctional treatment (Bonta & Andrews, 2007; Skeem & Peterson, 2011). 

Should one treatment group have demonstrated disparate psychological functioning 

relative to the other, this may have artificially impacted the observed effectiveness of the 

program by introducing a confounding factor. Similarly, the precise proportion of mental 

illness (versus other special needs) in the SAFP-SP sample was not available, rendering it 

difficult to precisely observe the comparability between the two samples in this area. 

Notably, however, this limitation was mitigated by the best available means via the use of 

samples derived from DDRP and SAFP-SP facilities, as both specialize in the provision 

of treatment services to probationers with significant mental health needs, including 

overlap in severity and typology of mental health concerns. Data concerning community 

follow-up (e.g., number and nature of treatment contacts following release from the 

facility) were also not available for the two samples, potentially contributing to group 
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differences unable to be fully accounted for in the present study. Lastly, an indicator of 

treatment program fidelity was unavailable in the present study; thus, it is unknown the 

degree to which CLCO programming was provided to participants in accordance with the 

published protocol (Morgan et al., 2018) or otherwise deviated from in the provision of 

services to DDRP residents.  

 Two final limitations are associated with the logistics of the treatment programs 

themselves. Namely, this study was unable to isolate the impact of CLCO programming 

to the exclusion of other services provided throughout the residential phase of DDRP 

treatment. Although CLCO serves as the primary treatment program provided at the 

DDRP facility, it is not the only treatment service that could potentially impact 

community outcomes following release. As such, the observed impact of CLCO in the 

present study is best considered an amalgam of CLCO and other, secondary services. In 

addition, both CLCO and SAFP-SP programming entail structured aftercare components 

implemented in the community following residential treatment. The present study, 

however, assessed rearrest following release from residential treatment. This may be 

considered a limitation as it may have precluded participants from achieving maximum 

benefit via completion of the entire treatment program.   

Significance and Future Directions 

Beyond the aforementioned limitations, this study is significant as an initial foray 

into examining the effectiveness of CLCO—and DDRP programming more generally—

relative to an established, widely-used treatment program in SAFP-SP serving a 

comparable clinical population. Though the ability of the program to engender change in 
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psychiatric symptomology and criminal risk factors is notable, how participation in 

CLCO translates into community outcomes had yet to be examined empirically. This 

aspect of the study closely aligns with one of the ultimate aims of correctional 

rehabilitation; that is, the reduction of recidivism. Moreover, this study serves to spark 

increased empiricism and discussion into effective treatment modalities for CJ-PMI, 

including the notion of drawing upon best practices in both mental illness and 

correctional treatment (Morgan et al., 2010). Literature regarding effective interventions 

for CJ-PMI remains sparse (Morgan et al., 2012); as such, it is hoped this study helped 

lay a foundation upon which future investigations may augment this limited knowledge 

base. This significance is compounded by the generally greater recidivism rates 

evidenced by CJ-PMI (e.g., Eno Louden & Skeem, 2011), emphasizing the importance of 

examining effective treatments for this population.  

Additionally, this study is significant in that it sought to clarify factors that may 

assist in identifying CJ-PMI at risk for community failure following residential CLCO 

participation and perhaps treatment more broadly. The identification of such individuals 

not only establishes for whom treatment programming may be less effective but, more 

importantly, may allow for appropriate intervention with such individuals prior to poor 

treatment outcomes. That is, by identifying at-risk CJ-PMI, clinicians may be able to 

provide intervention addressing such risk and thus avert community failure. Given the 

financial cost of recidivism (Ostermann & Caplan, 2016) as well as its intraindividual 

effects (e.g., stress of incarceration, loss of freedom), identifying individuals who may be 

diverted from further criminal justice involvement is of both societal and individual 
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importance. Taken collectively, this study sought to further inform the provision of 

effective treatment services for CJ-PMI while simultaneously allowing for the 

identification and subsequent intervention with at-risk justice involved persons with 

mental illness.  

 Several directions for further research in this area warrant discussion. First, future 

investigations of CLCO would benefit from inclusion of data concerning psychological 

functioning to include GAF scores, among other potential mental health variables such as 

domain of mental illness (e.g., depression, psychosis, and the like). As noted previously, 

such information was not available due to constraints associated with the COVID-19 

pandemic. Not only would such data allow direct examination of the comparability of the 

treatment groups in question, but it may also give rise to a number of secondary 

hypotheses specific to mental health functioning. For example, future research may aim 

to determine how the effectiveness of programming and community outcomes differ as a 

function of psychological impairment, consistent with the assertion that mental health 

may be a responsivity factor in treatment (Skeem & Peterson, 2011). Controlling for 

mental health variables would also bolster the internal validity of such studies.  

In a similar vein, future research should seek to examine community outcomes of 

CLCO participants across a variety of demographic characteristics, in line with current 

calls for culturally-informed practices. This study examined several variables unique to 

criminogenic need—namely, risk level and the criminal thinking patterns of self-

assertion/deception and problem avoidance—as they regard community outcomes, while 

others have examined the pre- to post-treatment changes of CLCO by participant gender. 
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Indeed, Gaspar et al. (2019) generally found more prominent improvement across a 

variety of mental health and criminogenic variables among female CLCO participants; 

however, how these differences may translate into community outcomes remains 

unknown. To date, no known investigations of CLCO have examined disparate 

community outcomes of participants from different groups, thus representing an exciting 

opportunity to further expand upon the CLCO research base. In conjunction with an 

emphasis on diverse groups and their community outcomes subsequent to residential 

participation in CLCO, future research should also expand upon such outcomes to include 

alternative operationalizations of reoffense. Via the incorporation of outcomes such as 

reconviction, reincarceration, and other indicators of recidivism (e.g., community failure 

due to a technical violation of probation/parole; failed urinalysis), a more nuanced 

perspective on the effectiveness of CLCO can be observed. 

Beyond CLCO, it is hoped that his study furthers discussion about and research on 

treatment programs specifically targeting the unique needs of CJ-PMI. As has been 

reiterated several times, such research remains scarce despite the prevalence of mental 

health concerns within the U.S. criminal justice system (Prins, 2014). Future research 

should therefore seek to augment this knowledge base through the development, 

implementation, and validation of additional treatment programs for CJ-PMI, as well as 

the processes, factors, and key components underlying effective treatment for this 

population. 
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Conclusion 

In sum, the unique clinical and correctional management challenges posed by CJ-

PMI, in conjunction with greater rates of mental illness within correctional settings, 

warrant increased empirical attention and research devoted to understanding effective 

treatments for this population. The present study sought to further this pursuit via 

examining a treatment program developed to target co-occurring mental health and 

criminogenic needs of CJ-PMI, Changing Lives and Changing Outcomes (CLCO; 

Morgan et al., 2018). When examined relative to an alternative treatment program, results 

indicated treatment program was not predictive of rate of rearrest following release to the 

community, although the results trended towards favoring the alternative treatment 

program. Moreover, among participants released from residential CLCO programming, 

pre-treatment risk level was significantly predictive of rate of rearrest, such that 

individuals of moderate risk demonstrated lower rate of rearrest than those of high risk. It 

is hoped that this research spurs further consideration of the treatment needs of CJ-PMI in 

an effort to foster desistance among this vulnerable population.   
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APPENDICES 

APPENDIX A 

EXTENDED LITERATURE REVIEW 

Criminal Justice Involved Persons with Mental Illness (CJ-PMI): Prevalence 

 For decades it has been well-established that correctional populations have 

elevated rates of mental illness (e.g., Teplin, 1990, 1994), including for the majority of 

primary mental disorders (e.g., anxiety, depression; Bland et al., 1990; Brink, 2005). It is 

further documented that the prevalence of mental illness in correctional settings largely 

exceeds that within community samples (for reviews see Diamond et al., 2001; Fazel & 

Baillargeon, 2010; Fazel & Lubbe, 2005; Gottfried & Christopher, 2017), with justice 

involved individuals evidencing twice the rate of lifetime psychiatric disorder, and over 

three times the rate of recent psychiatric symptomology, than individuals in the general 

population (Bland et al., 1998). Similar findings emerge when considering severe 

psychopathology, as nearly 15% of male and 31% of female jail inmates present with 

current severe mental disorder (e.g., major depressive disorder, bipolar disorder, 

psychosis; Steadman et al., 2009). That persons with mental illness are significantly more 

likely to be arrested (Teplin, 1984) and incarcerated individuals with mental illness 

outnumber those in hospitals by 3 to 1 (Torrey et al., 2010) underscores the 

overrepresentation of persons with mental illness within correctional settings.  

 Several reviews have been conducted in an effort to provide a comprehensive 

summary of mental illness among justice involved individuals and to serve as an 

amalgam of known literature regarding the prevalence of psychiatric disorder within 
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correctional settings. One such review, conducted by Fazel and Danesh (2002), examined 

a total of 62 previous studies investigating psychiatric disorder among justice involved 

individuals with the aim of providing a more conclusive account of mental illness within 

this group. Drawing upon a sample of 22,790 detained and sentenced individuals across 

twelve countries, it was found that 3-7% of males presented with a psychotic disorder; 

10% with major depression; 65% with a personality disorder; and 47% with antisocial 

personality disorder (Fazel & Danesh, 2002). Similar elevations were found among 

females: 4% had a psychotic disorder; 12% had major depression; 42% had a personality 

disorder; and 21% had antisocial personality disorder (Fazel & Danesh, 2002). Overall, 

this sample of justice involved persons demonstrated approximately two to four times the 

rate of psychosis and depression, as well as ten times the rate of antisocial personality 

disorder, relative to the general community (Fazel & Danesh, 2002).  

 The findings outlined by Fazel & Danesh (2002) have been supported by more 

recent empiricism. In an investigation of a state correctional system, Al-Rousan et al. 

(2017) conducted file reviews of 8,574 inmates from a Midwest state. Of interest were 

the proportion of individuals presenting with mental illness, as well as the time interval 

between initial incarceration and subsequent diagnosis. Of this sample, nearly 48% 

presented with a history of psychiatric disorder, with approximately 29% of this group 

meeting criteria for a severe mental illness. Over 26% further presented with some form 

of substance use disorder. Despite the significant history of psychopathology present 

within the sample, initial diagnosis of a psychiatric condition was often delayed; for 

example, average duration to diagnosis for schizophrenia was 52.2 months, followed by 
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personality disorder (29.5 months), depression (26.2 months), psychosis (13.7 months), 

and bipolar disorder (11.4 months). Thus, individuals entering the correctional system 

may experience delay prior to reception of appropriate diagnosis and treatment (Al-

Rousan et al., 2017). To be sure, others have commented on how mental illness may go 

unrecognized upon admission to correctional settings (Trestman et al., 2007). Examining 

569 men awaiting trial in a remand prison, Birmingham et al. (1996) note 26% had a 

severe mental disorder at the time of admission to prison. Nevertheless, only about one-

quarter of these individuals were correctly identified as mentally ill by medical staff and 

only 40% requiring immediate care were placed in appropriate treatment (Birmingham et 

al., 1996). Naturally, accurate identification of mental illness upon admission may 

facilitate the reception of psychiatric treatment services by CJ-PMI in a timely fashion.  

The clinical picture of correctional populations is complicated by high rates of 

psychiatric comorbidity. In a recent investigation, Bebbington et al. (2017) interviewed 

197 male and 171 female justice involved individuals using structured assessment 

protocols evaluating general mental illness, psychosis, personality disorder, and 

posttraumatic stress disorder. Beyond the high rates of mental disorder present within the 

sample, the majority (approximately 69%) met criteria for multiple psychiatric conditions 

and nearly 12% for five or more diagnosable disorders (Bebbington et al., 2017). 

Numerous additional studies have further attested to high rates of comorbid psychiatric 

conditions—among those meeting criteria for a mood, psychotic, and/or anxiety disorder, 

over 75% of CJ-PMI may meet criteria for additional disorder(s) comorbid with their 

primary diagnosis (Brink et al., 2001). Such comorbidities have led some researchers to 
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conclude that “pure” mental illness (i.e., that in the absence of other psychiatric disorder) 

may be notably infrequent among correctional samples (see Cote & Hodgins, 1990). 

High rates of mental illness, however, are not unique to individuals housed within 

jails, prisons, or other residential correctional institutions. The trend of greater prevalence 

of psychiatric disorder outlined above may be generalized to individuals placed on 

community supervision, including probation and parole. In a comparison of individuals 

reporting past-year probation involvement and non-probationers, Crilly et al. (2009) 

found probationers to demonstrate approximately 1.5 times the rate of mental health 

symptoms than their non-probationer counterparts. Specifically, probationers exhibited 

increased rates of symptomology to include posttraumatic stress disorder, psychosis, and 

mania; however, rates of depression, panic disorder, and phobia remained consistent 

between the two groups (Crilly et al., 2009). Similarly, Ditton (1999) noted 

approximately 16% of probationers were identified as mentally ill, with nearly one in ten 

(8.2%) reporting previous admission to a psychiatric hospital or residential treatment 

program. Relative to those without mental illness, probationers with mental illness were 

also more likely to be the perpetrator of a violent offense; to be recidivists with previous 

conviction(s) for a violent offense; and to be unemployed (Ditton, 1999). Although 

estimates of mental illness among probationers vary widely as a result of methodological, 

definitional, and systemic differences, collective review of the extant literature suggests 

high rates of both psychiatric issues and comorbidity among individuals on probation (see 

Sirdifield, 2012, for review).  
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Among the more comprehensive investigations using a community-corrections 

sample, Brooker et al. (2011) conducted a multiphasic examination of mental illness 

among probationers, including prevalence estimates and case management practices of 

CJ-PMI. Similar to incarcerated individuals, approximately one-quarter (27.2%) of 

probationers had a current psychiatric disorder based on clinical assessment and nearly 

40% had a previous disorder. More specifically, elevations in current mood disorder 

(15%), psychosis (8.1%), anxiety (21.4%), and personality disorder (47.4%) were noted. 

Nearly 56% of participants further presented with significant alcohol misuse and nearly 

90% of those with current mental illness had a co-occurring personality disorder, 

attesting to high rates of comorbidity consistent with incarcerated populations. Perhaps 

more notable from a rehabilitation perspective, the majority of participants denied receipt 

of psychiatric treatment despite such significant mental health needs; for example, only 

50% of those with a psychotic disorder reported receiving mental health services. This 

poor access to and utilization of services was compounded by negligible identification of 

mental health concerns in participants’ case files—less than half of anxiety (47%), 

psychotic (33%), and personality disorders (21%) identified by the researchers were 

noted in participants’ case records, in contrast to 73% of mood disorders. As such, justice 

involved individuals’ mental health concerns may go untreated in part due to poor 

documentation of such needs, impeding treatment efforts and collaboration across 

treatment providers. 

Additional studies indicate the high rate of mental illness among United States 

correctional settings extends to other nations which have often been regarded as operating 
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superior healthcare systems (e.g., Canada; Corrado et al., 2000), as well as to rural 

prisons (Powell et al., 1997) and female justice involved persons (Lynch et al., 2014; 

Parsons et al., 2001; Teplin et al., 1996). Considered collectively, correctional 

populations, including jails, prisons, and other residential institutions as well as justice 

involved persons under community supervision, appear to evidence significantly greater 

degrees of psychiatric disorder relative to the general population. 

Challenges Posed by CJ-PMI 

 The clinical picture of CJ-PMI, including elevated rates of mental illness, 

psychiatric comorbidity, and dual-diagnosis substance use disorders, presents a number 

of unique challenges for the correctional system from both a rehabilitative and 

management standpoint and have been associated with a variety of negative outcomes 

(e.g., recidivism) relative to those without mental illness (Daniel, 2007; Fazel et al., 2016; 

see Sarteschi, 2013, for a review of issues typifying CJ-PMI). When compared to 

individuals with mental illness without previous criminal justice involvement, CJ-PMI 

are more likely to experience medical conditions, including 1.3 times greater likelihood 

for multiple physical ailments (Cuddeback et al., 2010). Although CJ-PMI present with 

significant mental health needs as outlined previously, they remain a largely underserved 

population, as some estimates indicate an extraordinary 65% of CJ-PMI do not receive 

psychiatric treatment (Fries et al., 2013). Furthermore, what services are available often 

remain “woefully inadequate” (Metzner & Fellner, 2010, p. 105). While incarcerated, CJ-

PMI are more likely to be placed in administrative segregation (Butler & Steiner, 2017), 

with CJ-PMI comprising up to 64% of the segregated population in some states (Yale 
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Law School, 2018). Moreover, CJ-PMI often serve longer sentences (James & Glaze, 

2006) than their counterparts without psychiatric disorder, and completion of suicide has 

been associated with mental illness and psychiatric symptomology among inmates (see 

Daniel & Fleming, 2006, for review). 

 Within residential correctional facilities (i.e., jail, prison), CJ-PMI are often 

subjected to “a criminal justice system which is ill-prepared to handle their needs” 

(Sarteschi, 2013, p. 7). As Fellner (2006) notes, the historical emphasis on punitive 

practices and security typifying correctional settings may be at odds with the mental 

health needs of CJ-PMI, such that incongruency between institutional rules, on the one 

hand, and inmates’ mental health needs, on the other, may give rise to conflict with 

institutional rules. Such incongruency may in part underlie the increased rate of 

institutional disciplinary infractions among CJ-PMI, as individuals with mental illness 

have been shown to be more likely to violate facility rules and demonstrate 2-3 times the 

rate of verbally and/or physically assaultive behavior than those without mental illness 

(James & Glaze, 2006). Moreover, they are 2-3 times more likely to be injured in a 

physical altercation while incarcerated (James & Glaze, 2006). Drawing upon a sample of 

16,285 offenders from federal and state facilities, Felson et al. (2012) examined the utility 

of mental health variables in the prediction of various forms of institutional offending, 

including physical and verbal assault on staff and other inmates, possession of a weapon, 

non-violent infractions (e.g., refusing orders), and substance use. Results indicated that 

major depression and psychosis, as well as much of their characteristic symptomology, 

were associated with nearly all the forms of institutional offending examined while 
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controlling for previous violent behavior and substance use (Felson et al., 2012). It was 

postulated that mental illness may exert this impact via behavioral disinhibition and the 

alteration of individuals’ cognitive interpretations (Felson et al., 2012). The role of 

mental illness in the commission of institutional infractions may be particularly salient 

among CJ-PMI with a history of violent behavior (Walters & Crawford, 2014) and may 

subsequently impact parole decision making. That is, mental illness may be associated 

with disciplinary infractions and, in turn, may negatively influence administrators’ 

decision to release a mentally ill offender on parole (Matejkowski et al., 2010). 

 Research on non-correctional populations indicates increased rates of violent 

victimization among individuals with severe mental illness (Teplin et al., 2005), with 

longstanding negative consequences upon psychological wellbeing (e.g., severity of 

symptoms; Latalova et al., 2014). The relationship between victimization and mental 

illness applies to justice involved individuals as well, as CJ-PMI are more likely to be the 

victims of sexual abuse (Sutton & Sutton, 2016) than their counterparts without mental 

illness, and in some cases up to eight times more likely (see Crisanti & Frueh, 2011, for 

review). Expanding upon the existing literature concerning sexual assault in correctional 

settings, Wolff et al. (2007) administered self-report questionnaires to over 7,500 male 

and female inmates from 13 state correctional facilities with the aim of differentiating 

rates of sexual assault victimization between those with mental illness and those without. 

The results were concerning—over a six-month timeframe, 1 in 12 male inmates with 

mental illness relative to 1 in 33 male inmates without mental illness reported sexual 

victimization by a fellow inmate (Wolff et al., 2007). Rates for females were also 
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elevated but did not reach significance; however, female inmates with mental illness 

demonstrated three times the rate of sexual victimization as their male counterparts 

(Wolff et al., 2007). Trends in victimization also pertain to physical victimization (e.g., 

assault), with CJ-PMI being 1.6-1.7 times more likely to be physically victimized by 

another inmate and 1.2 times more likely to be physically victimized by a staff member 

than those without psychiatric disorder (Blitz et al., 2008). As such, relative to other 

justice involved groups, CJ-PMI may be particularly vulnerable to victimization, 

necessitating the implementation of appropriate training practices for correctional and 

mental health staff for managing victims of sexually and physically assaultive behavior 

(Dumond, 2000). 

 Perhaps of greatest importance from the purview of correctional rehabilitation are 

community outcomes associated with CJ-PMI, including recidivism, probation 

revocation, and other indicators of continued involvement in the criminal justice system. 

Naturally, a primary goal of treatment of CJ-PMI is to reduce both psychiatric and 

criminal recidivism (Morgan et al., 2018), the latter of which entails significant monetary 

costs to society (Ostermann & Caplan, 2016). Some research suggests justice involved 

persons with major mental disorders are significantly more likely to be recidivists and 

have a history of repeated incarcerations, at times in excess of three times the rate of 

those without psychiatric disorder (Baillargeon et al., 2009). CJ-PMI with particular 

diagnoses—for example, borderline personality disorder and attention-deficit 

hyperactivity disorder—may be especially likely to recidivate or be suspended following 

release on parole (Abracen et al., 2014). Examining three cohorts comprising over 21,000 
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individuals released into the community, O’Keefe and Schnell (2007) found those with 

qualifying psychiatric diagnoses as well as those with notable mental health symptoms to 

demonstrate higher recidivism rates at one-, three- and five-year follow-up periods 

relative to those with minimal or no mental health concerns. To be sure, a number of 

studies have supported the generally higher recidivism rates among CJ-PMI (e.g., Bales 

et al., 2017; Eno Louden & Skeem, 2011). Sheer percentages of CJ-PMI returning to 

criminal justice involvement, however, is only part of the reoffense picture. CJ-PMI have 

further demonstrated significantly less time spent in the community prior to 

reoffending—a median of 385 days versus 743 days for those without mental illness 

(Cloyes et al., 2010). As such, not only do CJ-PMI appear to reoffend at rates greater than 

their counterparts without mental illness, but they tend to do so more quickly following 

release. One possible mechanism by which this recidivism may take place includes 

discontinuation of treatment services, with greater treatment attrition associated with 

some forms of mental illness (e.g., antisocial personality disorder, borderline personality 

disorder), with attrition in turn associated with increased risk of recidivism (Olver et al., 

2011). It is of note, however, that this trend may not include other forms of 

psychopathology, such as depression and anxiety (Olver et al., 2011).   

 The reoffense rates of CJ-PMI may be compounded by dual-diagnosis to include 

comorbid substance use disorder. Compared to justice involved persons with mental 

illness without comorbid substance use and substance users without comorbid mental 

illness—that is, those without dual-diagnosis—CJ-PMI with comorbid substance use 

have demonstrated greater risk for multiple incarcerations across all major psychiatric 



 Texas Tech University, Taylor R. Ramler, August 2021 

87 
 

disorders (Baillargeon, Penn, et al., 2010). CJ-PMI with a co-occurring alcohol issue 

have been shown to be more likely to recidivate violently and to do so more quickly than 

those without comorbid alcohol use concerns (Castillo & Alarid, 2011). Furthermore, CJ-

PMI with any major mental illness and substance use disorder evidence 1.5 times the 

odds of having at least four or more previous incarcerations than those with major mental 

illness alone (Baillargeon, Penn, et al., 2010), and are more likely to be reincarcerated 

following community release (Hartwell, 2004b; Kesten et al., 2012; Wilson et al., 2011). 

Among those under community supervision, dual-diagnosis CJ-PMI are more likely to 

violate conditions of their probation (Hartwell, 2004a). Thus, rehabilitative efforts 

directed towards CJ-PMI may benefit from incorporation of treatment modalities 

specifically targeting comorbid substance use issues. Given that approximately 75% of 

mentally ill jail and state prison inmates may also have substance abuse or dependence, 

the relationship between dual-diagnosis and reoffense cannot be overlooked (James & 

Glaze, 2006). 

 CJ-PMI are met with additional challenges within the community, including 

unemployment, stigma among outpatient treatment opportunities, difficulty accessing 

community-based treatment, and poor services geared towards transition into the 

community (see Baillargeon, Hoge, et al., 2010, for review; Lurigio et al., 2004). 

Compared to other inmate groups, those with mental illness have been shown to be more 

likely (approximately 1.5 times the odds) to have been homeless prior to incarceration 

(Greenberg & Rosenheck, 2008). Community success following release is in large part 

influenced by appropriate community services and case management practices, which 
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may exert a significant impact upon recidivism (Draine & Solomon, 1994). For example, 

examining 337 CJ-PMI released from prison, Lovell et al. (2002) noted the majority 

received inadequate services, and those recidivating evidenced receipt of fewer 

psychiatric services and a delay in receiving such services relative to non-recidivists. 

While the authors caution against causal conclusions, it is of note that recidivists 

demonstrated a two-month delay in receipt of services and received 60% the level of 

services as non-recidivists, though this difference was not statistically significant (Lovell 

et al., 2002). Thus, community services that may potentially impact the likelihood that 

CJ-PMI return to correctional custody may be grossly insufficient. Challenges faced by 

CJ-PMI in the community may be exacerbated by societal perceptions of such individuals 

as dangerous, violent, and intimidating, rendering community clinicians hesitant to 

provide treatment (Lamb et al., 2004; Markowitz, 2011).                

Conceptualization of CJ-PMI: Psychiatric Patients? Offenders? Both? 

 The idiosyncratic mental health concerns and concomitant criminal justice 

involvement typifying CJ-PMI raise important questions: Are CJ-PMI primarily 

psychiatric patients who happen to demonstrate criminal justice involvement? Are they 

primarily justice involved criminals who happen to experience psychiatric 

symptomology? Or might they best be conceptualized as possessing both of these 

qualities; that is, CJ-PMI represent a unique amalgam of psychiatric symptomology and 

known risk factors (e.g., antisocial cognitions, antisocial personality pattern; Bonta & 

Andrews, 2016) for criminal conduct? Given that the manner in which CJ-PMI are 

conceptualized has a direct impact upon treatment provision (e.g., targeting mental illness 
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vs. criminal risk factors vs. both), providing an answer to these questions yields important 

implications for correctional practice and policy.  

 Several studies have clarified how to best conceptualize CJ-PMI via examining 

risk factors associated with recidivism and criminal behavior. One such study, a meta-

analysis conducted by Gendreau et al. (1996), examined 131 previous investigations with 

the aim of determining the predictors of recidivism. Results indicated that such variables 

as dynamic criminogenic needs (e.g., those that are amenable to change, such as criminal 

thinking; see Bonta & Andrews, 2016), history of criminal conduct, and antisocial 

personality emerged as most predictive of reoffense (Gendreau et al., 1996). Notably, 

personal distress was found to be among the weakest predictors, and mental health 

symptomology did not demonstrate any relationship with recidivism (Gendreau et al., 

1996). Similarly, in a meta-analysis investigating risk factors among CJ-PMI and those 

without mental illness, Bonta et al. (1998) noted the major predictors of both general and 

violent recidivism are largely identical between these groups. Criminal history variables 

demonstrated the greatest effect sizes, while clinical variables such as mental illness were 

shown to have limited contribution to recidivism risk (Bonta et al., 1998). Other studies 

have further attested to the relatively poor utility of clinical variables in the prediction of 

recidivism among CJ-PMI while upholding other criminogenic needs consistent with 

their counterparts without mental illness. Bonta et al. (2014), for example, found 

criminogenic needs to be as applicable to CJ-PMI as their non-mentally ill counterparts in 

the prediction of reoffense, while no clinical variables (e.g., psychosis, mood disorder) 

emerged as significant predictors of recidivism beyond intelligence and antisocial 



 Texas Tech University, Taylor R. Ramler, August 2021 

90 
 

personality. Such findings led to the conclusion that “major mental illnesses are 

unreliable predictors of general and violent recidivism” (Bonta et al., 2014, p. 285). 

Moreover, even among defendants found not-guilty-by-reason-of-insanity—a group 

whose criminal conduct is attributable to mental illness—general risk factors and not 

clinical factors predict recidivism (Callahan & Silver, 1998; Monson et al., 2001). 

Together these studies suggest that it may not be mental illness per se but other general 

criminal risk factors (e.g., criminal thinking) that underlie criminal justice involvement 

for CJ-PMI (Skeem et al., 2014). Moreover, congruency in risk factors speaks to the 

possibility that CJ-PMI harbor criminogenic characteristics that may be comparable to 

justice involved individuals without mental illness.  

 Further clarification emerges when one considers the degree to which psychiatric 

disorder and mental health symptomology may directly—or, conversely, indirectly—

contribute to engagement in criminal conduct. Historically, CJ-PMI were believed to 

commit crime and thus become involved in the criminal justice system due to the direct 

influence of mental illness and concomitant failure by the mental health system to 

address psychiatric issues (Skeem & Peterson, 2011). However, this hypothesis has not 

held up under empirical scrutiny. Investigating this historical premise, Junginger et al. 

(2006) found little effect of mental illness on offending, with only 4% of offenses due to 

the direct effect of psychiatric disorder and another 4% due to indirect effect. Conversely, 

a more robust effect emerged for substance use, both directly (19%) and indirectly (7%; 

Junginger et al., 2006), consistent with other findings regarding substance use and 

recidivism (Hakansson & Berglund, 2012). Among a sample of 220 parolees, a total of 
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7% engaged in criminal activity as a direct or indirect result of psychopathology, of 

which 5% were affected by psychosis (Peterson et al., 2010). The majority of individuals 

in this sample, regardless of mental health status, demonstrated patterns of criminality 

associated with emotional reactivity (e.g., impulsivity, hostility; Peterson et al., 2010), 

underscoring the similarity between CJ-PMI and those without mental illness. 

Furthermore, the degree of direct causal effect may vary as a function of diagnosis—4% 

of crimes may be due to symptoms of psychosis, 3% to depression, and 10% to bipolar 

disorder (Peterson et al., 2014)—though together these effects only account for a total of 

17% of crimes committed. It is of note that among individuals with a history of crime 

directly related to mental illness, over 66% also committed a crime unrelated to 

psychopathology, suggesting that the negligible effect of mental illness upon crime varies 

across time (Peterson et al., 2014). Should mental illness cause crime, one might expect 

greater temporal consistency in the determinants of criminal behavior for CJ-PMI. Even 

among psychosis, a category of disorder often cited as most likely to contribute to a direct 

criminogenic effect, psychosis preceded 11.5% of violent occurrences (Skeem et al., 

2016). The mental-illness-causes-crime attributional framework has been further 

challenged by the finding that only 5% of violent crime is committed by individuals with 

severe mental illness (Fazel & Grann, 2006).  

 The most convincing answers to the question of how to conceptualize CJ-PMI, 

however, may come from direct comparisons with other populations demonstrating 

mental illness and/or criminal justice involvement. To be sure, comparison with 

correctional and psychiatric samples allows for the determination of the extent to which 
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CJ-PMI may harbor characteristics comparable to other justice involved or mentally ill 

individuals and/or both of these groups. Seeking to determine the degree of criminal 

thinking present among CJ-PMI, Morgan et al. (2010) drew upon a sample of 265 male 

and 149 female inmates incarcerated within a southwest state prison system. Participants 

were serving sentences for a broad range of violent and non-violent offenses and 

completed a variety of measures assessing criminal thinking patterns (including both 

thought content and process), psychopathology, and personality functioning. Findings 

suggested that the prevalence of mental illness among this sample was similar to that of a 

psychiatric inpatient sample gathered as part of a previous investigation (see Schoenberg 

et al., 2006). In addition, approximately two-thirds of participants evidenced criminal 

cognitions, including elevation in both proactive and reactive criminal thinking (i.e., that 

marked by goal-directedness and planfulness vs. impulsivity, respectively), and over 72% 

of females and approximately 85% of males demonstrated elevated levels of criminalistic 

beliefs and attitudes. Like their psychiatric symptomology, these rates were similar to 

previous investigations of justice involved persons without mental illness. It was thus 

concluded that this sample presented with characteristics akin to both non-correctional 

individuals with mental illness and inmates without mental illness, indicating CJ-PMI 

harbor known criminogenic risk factors in addition to psychiatric symptomology. An 

additional study has since produced comparable findings utilizing another prison-based 

sample of CJ-PMI (Wolff et al., 2011).  

 Similarly, Wilson et al. (2014) built upon this line of research to include jail 

inmates with severe mental illness. Participants (N = 122) presented with comorbid 
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substance use and severe mental health concerns and engaged in various assessments of 

psychopathology, current symptomology, and criminal thinking. Not only did the 

majority of participants (53%) demonstrate the presence of criminal thinking patterns, but 

such patterns were similar to those described among inmates incarcerated in prison (i.e., 

Morgan et al., 2010, sample). Male participants in particular demonstrated patterns of 

planful, goal-directed criminal thinking, and overall participants evidenced thinking 

marked by reactive and impulsive criminality. Participants further evidenced emotionality 

marked by hostility and impetuousness, which may in turn influence engagement in 

criminal behavior. It is of note that the similarity in criminal thinking between jail and 

prison samples may indicate a degree of universality in criminogenic cognitions among 

CJ-PMI regardless of custodial correctional setting (i.e., jail or prison). 

The findings by Morgan et al. (2010) and Wilson et al. (2014), while informative, 

were limited by prison- and jail-based samples, respectively. As such, Gross and Morgan 

(2013) examined the congruency in criminal thinking and mental health symptoms across 

individuals with and without criminal justice involvement in a community setting. 

Samples consisted of 94 individuals from an inpatient psychiatric treatment facility who 

were matched with 94 incarcerated CJ-PMI from a previous study (Morgan et al., 2010) 

on several variables including demographic and psychiatric characteristics. Of the 

psychiatric inpatient sample, approximately half (54%) had a history of criminal justice 

involvement. Data analysis indicated similar degree of criminal thinking, as well as 

psychopathology, among inpatient individuals with historical criminal justice 

involvement relative to incarcerated CJ-PMI. Conversely, reduced levels of criminal 
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thinking and symptomology related to crime (e.g., antisocial personality disorder)—but 

comparable degree of overall psychopathology—were found among inpatient individuals 

without historical criminal justice involvement when contrasted with the incarcerated CJ-

PMI sample. As with the Morgan et al. (2010) investigation, CJ-PMI demonstrated 

similar trends in criminogenic thinking and psychopathology as a psychiatric sample. 

Moreover, these findings indicate that individuals with mental illness who become 

involved in the correctional system may do so due to criminogenic risk factors (e.g., 

criminal thinking) given the lack of discrepancy in symptomology between the 

psychiatric inpatients without criminal justice involvement and CJ-PMI group. 

 Literature has supported findings of co-occurring mental illness and criminalness 

and the interrelationship between these two constructs among CJ-PMI. In their summary 

of the research concerning CJ-PMI and its implications for correctional practice, 

Bartholomew and Morgan (2015) highlight the reciprocal relationship between mental 

illness and criminalness, such that psychiatric symptomology may impact criminalness, 

and criminalness in turn may impact symptomology (Bartholomew & Morgan, 2015). 

Specifically, it is noted that criminalness and mental illness demonstrate both 

independent (e.g., criminogenic factors left untreated may contribute to reoffense) and 

synergistic effects; that is, poor criminal justice outcomes may impact psychiatric 

outcomes, and poor psychiatric outcomes may impact criminal justice outcomes 

(Bartholomew & Morgan, 2015). Thus, this reciprocity should be considered in the 

correctional management of CJ-PMI, such as establishing an amalgam of both security 

and rehabilitation to address these co-occurring characteristics (Bartholomew & Morgan, 
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2015). Similar sentiments have been expressed elsewhere, including a positive 

association between criminal thinking and various facets of psychological functioning 

(see Morgan et al., 2020, for review). Moreover, mental health and criminogenic 

variables have demonstrated utility in the prediction of violent institutional misconduct; 

however, such a relationship diminishes in the context of non-violent infractions, 

suggesting that behavior demonstrating increasing violence may draw more heavily upon 

both mental illness and criminalness (Morgan et al., 2020). Together these reviews 

highlight the potentially reciprocal relationship between these two domains and how 

mental illness and criminalness may impact treatment of the co-occurring domain among 

CJ-PMI (Bartholomew & Morgan, 2015; Morgan et al., 2020). 

The answer to whether CJ-PMI are best characterized as psychiatric patients, 

justice involved criminals, or a combination of these groups becomes clear in light of the 

above-cited investigations. CJ-PMI have been shown to harbor similar risk factors for 

engagement in criminal activity as their counterparts without mental illness (Bonta et al., 

1998; Bonta et al., 2014), while clinical variables such as psychiatric disorder and mental 

health symptomology that may be considered unique to CJ-PMI have demonstrated 

limited value in the prediction of recidivism (Gendreau et al., 1996). In the general 

absence of a concrete link between mental illness and the commission of crime (e.g., 

Junginger et al., 2006; Skeem et al., 2016), other general risk factors appear to contribute 

to criminal behavior and recidivism among CJ-PMI. Indeed, studies have shown positive 

relationships between psychiatric symptomology and criminogenic factors (Bartholomew 

et al., 2018); that is, greater criminal thinking, antisocial attitudes, aggression, and 



 Texas Tech University, Taylor R. Ramler, August 2021 

96 
 

cognitive immaturity, and lower self-control (Mandracchia & Morgan, 2012; Wolff et al., 

2013) associated with justice involved persons endorsing mental health concerns. 

Furthermore, CJ-PMI evidence greater number of general risk factors than those without 

psychiatric disorder (Skeem et al., 2014). In sum, although mental illness may place an 

individual at risk via various pathways (e.g., homelessness, poverty), in itself it does not 

appear to cause criminal behavior in the vast majority of circumstances; rather, it may be 

attributed to the existence of co-occurring criminogenic needs shared by justice involved 

persons more generally (see Peterson & Heinz, 2016, for review). To be sure, it is 

suggested that criminal thinking may mediate the relationship between mental illness and 

some forms of problematic behavior (e.g., institutional violence; Walters, 2011). CJ-PMI 

thus present with characteristics similar to both psychiatric patients and criminal 

offenders, and there appears to exist a reciprocal relationship between these two 

treatment domains (Bartholomew & Morgan, 2015; Morgan et al., 2020).  

Treatment of Co-Occurring Mental Illness and Criminalness 

 Recognizing that CJ-PMI have psychiatric and criminogenic needs necessitates 

treatment targeting both mental health symptoms and co-occurring criminalness (i.e., 

antisocial behavior marked by avoidance of responsibility and violation of others’ rights, 

including but not limited to commission of crime; Bartholomew & Morgan, 2015; 

Morgan et al., 2018; Skeem et al., 2011). Due to the historical emphasis on psychiatric 

disorder as a causal factor in criminal behavior, early treatment efforts—and many that 

continue today—centered on mental health treatment alone to address risk for recidivism 

(Skeem & Peterson, 2011). However, the generally weak relationship between mental 
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illness and crime (Bonta et al., 1998; Bonta et al., 2014) has led to a shift in the 

framework for treating CJ-PMI (Fisher et al., 2006). One such advancement that has 

furthered this pursuit is the integration of correctional rehabilitation best practices, 

notably the targeting of known criminogenic risk factors, with best practices in 

psychiatric rehabilitation for CJ-PMI (e.g., Morgan et al., 2018). 

 Although various frameworks such as the Good Lives Model (a correctional 

rehabilitation framework formulated upon building individuals’ strengths and abilities; 

Ward & Brown, 2004) have been implemented in the treatment of justice involved 

persons in an effort to promote positive community outcomes (e.g., reduce recidivism), 

the Risk-Need-Responsivity paradigm (heretofore referenced as RNR) of correctional 

intervention has arguably become the frontrunner of correctional rehabilitation (Ogloff & 

Davis, 2004). The RNR model is formulated upon the General Personality and Cognitive 

Social Learning (GPCSL) theory of criminal conduct (see Bonta & Andrews, 2016, for 

review) and incorporates elements of social learning theories of behavior (e.g., Bandura, 

1971) and crime (e.g., Burgess & Akers, 1966). GPSCL theory postulates that criminal 

conduct involves an amalgam of personality (e.g., impulsivity), cognitive (e.g., 

procriminal beliefs), and social learning (e.g., interaction with criminal friends) factors. 

As such, predispositional personality patterns, coupled with development and 

reinforcement of procriminal cognitions and expectations via learning processes, underlie 

criminal behavior (Bonta & Andrews, 2007). Put simply, an individual with inherent 

antisocial personality features (e.g., impulsivity, disregard for others’ rights in fulfilling 

personal needs) and/or an environment in which antisocial behavior is rewarded (or 
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prosocial behavior not rewarded) by friends, family, etc., and/or the endorsement of 

procriminal cognitions and beliefs (e.g., sense of entitlement) may increase propensity to 

engage in criminal behavior.     

 The RNR model of correctional intervention (Bonta & Andrews, 2007; see Bonta 

& Andrews, 2016, for review), enveloped within GPCSL theory, notes that effective 

correctional treatment involves three interlocking principles: Risk, Need, and 

Responsivity. The Risk principle underscores accurate assessment of idiosyncratic risk 

for reoffense and more specifically matching the level of treatment provided to this risk. 

As such, individuals at higher risk to reoffend should be provided with more intensive 

services than those of lower risk—thus level of intervention should be proportional to 

risk (Bonta & Andrews, 2007). The Need principle involves the deliberate targeting of 

those factors (i.e., criminogenic needs) that are related to risk of recidivism. These 

criminogenic needs include both static (e.g., criminal history) and dynamic factors (e.g., 

antisocial attitudes), the latter of which are amenable to treatment intervention and thus 

may serve as targets in rehabilitative services (Bonta & Andrews, 2007). For example, an 

individual’s criminal history cannot be changed from a treatment perspective and thus 

does not serve as an appropriate treatment target. However, criminal thinking patterns 

may be modified and thus contribute to reduction in reoffense. Bonta and Andrews 

(2016) distinguish between both major and non-criminogenic/minor needs, the former 

encompassing the “Central Eight” risk factors. These major risk factors are outlined 

below, along with examples of indicators. Risk factors in boldface indicate the “Big 
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Four”, which have been shown to be most predictive of recidivism among the eight major 

factors (Bonta & Andrews, 2016). 

 

Antisocial History (static) 

• Arrest/incarceration history 

Family/Relationships 

• Poor familial relations 

Antisocial Cognitions 

• Thought processes that support 

criminal behavior 

School/Work 

• Poor work satisfaction 

Antisocial Personality Patterns 

• Impulsivity, aggressiveness, lack 

of empathy 

Prosocial Leisure 

• Few positive leisure pursuits 

Antisocial Associates 

• Procriminal friends/family, few 

prosocial relationships 

Substance Abuse 

• Illicit drug use 

  

Conversely, non-criminogenic/minor needs include self-esteem, mental illness (as 

discussed previously), physical health, low intellectual functioning, socioeconomic status, 

and fear of punishment, among others, and are only loosely associated with criminal 

activity (Andrews et al., 2006). Thus, successful correctional intervention must seek to 

assess and target major criminogenic factors (Bonta & Andrews, 2016). Lastly, the 

Responsivity principle acknowledges the importance of drawing upon a cognitive social 

learning approach to intervention (general responsivity; e.g., cognitive behavioral 
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therapy) while tailoring services to the unique characteristics of the justice involved 

individual (specific responsivity). Specific responsivity therefore involves being 

cognizant of idiosyncratic factors that may promote or hinder learning; for example, 

increasing motivation prior to treatment initiation or using simple language for 

individuals with cognitive deficits. As such, interventions must seek to utilize common 

cognitive social learning techniques such as reinforcement and cognitive restructuring in 

a manner compatible with individuals’ strengths, learning style, verbal ability, and the 

like (Bonta & Andrews, 2007). Collectively, the Risk-Need-Responsivity model 

addresses the who, what, and how of intervening with justice involved persons, 

respectively (Bonta & Andrews, 2016).  

 The RNR model provides general strategies for treating offenders (e.g., general 

responsivity factors; see Ogloff & Davis, 2004, for review), and adherence to its 

principles has shown to reduce recidivism (see Andrews, 2012), particularly when 

treatment encompasses all three principles (Bonta & Andrews, 2007, 2016). This support 

expands to consideration of each principle piecemeal; for example, a 10% reduction in 

reoffense when services are specifically targeted to higher risk offenders (Andrews & 

Dowden, 2006). Similarly, adherence to general responsivity has been found to contribute 

to a 23% mean reduction in reoffense (Andrews & Bonta, 2006). When all three 

principles are taken into account, mean differences in recidivism between treatment and 

no treatment groups have been shown to be 17% and 35% in residential (e.g., jail, prison) 

and community settings, respectively, with greater reductions associated with increased 

adherence (Bonta & Andrews, 2007). Compared to other frameworks, an early meta-
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analysis found a 30% decrease in reoffense among those treatment programs abiding by 

the RNR model; conversely, those programs disregarding the model demonstrated a 6% 

increase in reoffense (Andrews et al., 1990). The applicability of RNR extends to a 

variety of justice involved subgroups, including those convicted of a sex crime (Hanson 

et al., 2009) and, for the purposes of the present investigation, those with mental illness 

(Andrews et al., 2001).  

 Intervention strategies developed specifically for CJ-PMI and investigations 

concerning the effectiveness of such approaches remained limited (see Blackburn, 2004). 

Nevertheless, some studies have contributed to elucidating the efficacy of treatment for 

CJ-PMI and its components. In a meta-analysis of the scientific treatment literature, 

Morgan et al. (2012) examined 26 previously conducted studies in an effort to determine 

effective treatment components for justice involved persons with mental health issues. 

Generally, results indicated that treatment for CJ-PMI yields the potential to engender 

positive treatment outcomes, including reductions in distress and improvement across a 

variety of behavioral functioning indicators such as coping and institutional adjustment 

(Morgan et al., 2012). Due to a paucity of available literature, specific treatment elements 

associated with positive outcomes were limited; however, utilization of homework 

exercises and open-enrollment program policies were associated with more positive 

treatment outcomes (Morgan et al., 2012). These findings largely align with other studies 

of rehabilitative practices among the general correctional population, including the 

benefit of homework (Morgan & Flora, 2002) in promoting retention of material and 

application of learned skills beyond treatment settings. 
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 Similarly, Martin et al. (2012) conducted a meta-analysis investigating the 

effectiveness of treatments for CJ-PMI as well as factors that may influence the impact of 

treatment upon criminal behavior. Drawing upon 25 previous studies contributing 37 

effect sizes and encompassing a total of 15,678 justice involved individuals, the overall 

results suggested that interventions for CJ-PMI were associated with reductions in 

criminal justice involvement broadly defined, including arrest, time to recidivism, and 

commission of violent crime. Additionally, although no statistically significant impact 

was found among mental health variables cumulatively, participation in treatment was 

associated with reduced symptomology and greater psychological functioning. These 

relationships were found to be moderated by several programmatic and treatment-related 

components. For example, greater reductions were found among those treatments 

utilizing both institutional- and community-based frameworks, such as residential 

treatment programs followed by aftercare in the community. Treatments which were 

voluntary, and in particular somewhat voluntary (e.g., participants had a choice between 

two programs), also demonstrated greater effects. With regards to mental health, those 

treatments not reporting mental health outcomes evidenced greater effect sizes; however, 

it is of note that there was a trend towards even greater reductions in criminal behavior 

among the few treatments reporting positive mental health outcomes. Collectively, these 

findings suggest that treatments for CJ-PMI may reduce criminal conduct and that this 

positive therapeutic effect may be impacted by several programmatic variables. 

Nevertheless, the authors note additional research is warranted to further clarify these 
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relationships in part due to notable heterogeneity among previous studies (Martin et al., 

2012).    

Given that CJ-PMI share common risk factors with those without mental illness, 

effective treatment components may perhaps be expanded to include general correctional 

rehabilitation practices; that is, services not specifically tailored to CJ-PMI but shown to 

be effective with correctional populations generally (see Wormith et al., 2007, for 

review). For example, effective treatment has been associated with intensive services, 

while less successful approaches include those that are non-directive (e.g., humanistic 

therapies), serve as an alternative to incarceration, and target individuals at low risk for 

recidivism (Gendreau, 1996). In his review, Andrews (2012) further notes effective 

treatment strategies draw upon the following elements: 

1.  Human-service orientation incorporating remedial therapeutic approaches, as 

opposed to primarily punitive practices such as increased negative reinforcement 

to reduce problematic behavior. 

2. Treatment targets high risk individuals, as opposed to those with low risk for 

recidivism even in the absence of treatment services. 

3. Utilize social learning approaches to intervention, including those that are 

cognitive-behavioral in nature.  

Taken together, effective correctional rehabilitation, including for CJ-PMI, may be 

characterized as the provision of intensive treatment services targeting criminogenic 

needs among high risk individuals founded upon a collaborative working relationship and 

social learning approaches (see Lamberti, 2016). 
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Although CJ-PMI present with similar risk factors for criminal behavior as those 

without mental illness, and clinical factors generally poorly predict reoffense outcomes, 

this does not suggest that mental health concerns need not be addressed. That is, though 

the above-cited discussion references the need to focus more intently on targeting 

criminogenic needs, one must be careful not to pursue this enterprise to the complete 

exclusion of psychiatric symptomology. As Skeem and Peterson (2011) note, “it is 

important to underscore that mental health services are an essential element [of treatment 

beyond the RNR model]” (p. 14). From a purely human service standpoint, treatment 

providers should seek to mitigate distress, improve psychological functioning, and foster 

wellbeing above and beyond its relationship to criminal conduct. Moreover, CJ-PMI, 

despite their legal status and concomitant loss of privileges, nevertheless retain the right 

to adequate mental health treatment (Alexander, 1989; Bowring v. Godwin, 1977; Ruiz v. 

Estelle, 1980). Beyond a moral and legal impetus, provision of mental health services is 

necessary for the small percentage of justice involved persons whose crime(s) are 

attributable to psychiatric illness (Skeem et al., 2011). More universally, recalling the 

notion of specific responsivity from the RNR model, an individual’s mental health 

symptomology may require amelioration before addressing more substantive risk 

reduction targets (Bonta & Andrews, 2007). For example, if an individual with mental 

illness presents with significant depressed mood or personal distress, this may hinder his 

or her ability to collaborate effectively and engage with the therapeutic process, to the 

detriment of risk reduction efforts. In fact, Skeem and Peterson (2011) note several 

reasons for retaining emphasis on psychiatric treatment in conjunction with targeting 
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criminogenic needs, including 1) achieving public health outcomes for CJ-PMI (e.g., 

fewer psychiatric hospitalizations); 2) symptomology as a specific responsivity factor 

precluding effective treatment participation; and 3) mental health services may interact 

with risk reduction efforts. Furthermore, mental illness and criminalness demonstrate a 

reciprocal relationship, whereby mental illness influences criminalness, and criminalness 

may in turn influence mental illness (Bartholomew & Morgan, 2015). Thus, mental 

illness and criminalness may serve as responsivity factors for the co-occurring domain 

(Morgan et al., 2020). As stated by Fisher et al. (2006), “clearly, adequate mental health 

services are necessary, if perhaps not sufficient to enable individuals with mental illness 

to achieve stable lives in their communities without risk of criminal justice involvement” 

(p. 13). It was with this notion in mind—the integration of best practices in correctional 

rehabilitation and mental health treatment—that Changing Lives and Changing Outcomes 

(Morgan et al., 2018) was developed.   

Previous Investigations of Changing Lives and Changing Outcomes (CLCO) 

 Changing Lives and Changing Outcomes: A Treatment Manual for Justice 

Involved Persons with Mental Illness (CLCO; Morgan et al., 2018) was developed as a 

structured and holistic approach to the treatment of co-occurring mental illness and 

criminalness among CJ-PMI. Formulated upon a bi-adaptive conceptualization of CJ-

PMI, CLCO aims to promote psychiatric recovery and foster desistance by addressing the 

interaction of mental health and criminogenic needs as they may impact psychological 

and behavioral functioning among persons with mental illness involved in the criminal 

justice system (Morgan et al., 2018). CLCO draws upon best practices in both mental 
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health treatment and correctional rehabilitation to enhance positive outcomes and reduce 

psychiatric and criminal recidivism. In doing so, the program aims to “meet public health 

goals in mental health policy as well as public safety goals in criminal justice policy” 

(Morgan et al., 2014, p. 903) via targeting these comorbid treatment needs. 

 Initial investigations of CLCO have demonstrated promising results as a treatment 

program addressing co-occurring mental health and criminalness among CJ-PMI. In a 

multifaceted preliminary examination of CLCO, Morgan et al. (2014) sought to 

investigate 1) the degree to which participants engaged with the program; 2) participants’ 

satisfaction with the program; and 3) program feasibility. Furthermore, the investigation 

sought to examine 4) the effectiveness of CLCO in addressing psychiatric symptomology 

and criminalness. Participants included a heterogeneous group of male CJ-PMI (N = 47) 

housed in a residential treatment center (n = 39) or a psychiatric correctional facility (n = 

8) who presented with a variety of mental health concerns to include severe mental illness 

(e.g., thought disorder, bipolar disorder). CLCO programming was provided on-site and 

in accordance with established protocols as delineated in the structured treatment manual. 

Utilizing a pre-post research paradigm, participants completed a battery of assessments 

prior to initiation of the program (pre-intervention period), as well as 2-, 4-, and 6-months 

following program commencement (post-intervention periods). The assessment battery 

included a range of formalized self-report assessments of treatment engagement (e.g., 

Working Alliance Inventory), satisfaction (e.g., Client Satisfaction Questionnaire), and 

effectiveness (e.g., Outcome Questionnaire [a measure of therapy progress and 

pathology]; Symptom Checklist-90-Revised [a measure of psychopathological 
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symptomology]; The Psychological Inventory of Criminal Thinking Styles [a measure of 

criminal attitudes and cognitions]). Results indicated the majority (65.9%) of participants 

successfully completed CLCO programming, with an attendance rate and homework 

completion rate of 94% and 83.5%, respectively. Participants further evidenced a strong 

working alliance with program providers (e.g., agreement on goals) and provided positive 

ratings regarding the quality of and their satisfaction with the program. Perhaps of greater 

importance to the ultimate aim of reducing symptomology and criminalness, results 

suggested robust reductions in various facets of mental health functioning, including but 

not limited to distress, depression, paranoid ideation, and overall symptom severity. 

These reductions were observed in conjunction with a decrease in reactive criminal 

thinking, a criminogenic thought pattern marked by impulsive, reactive engagement in 

criminal behavior (see Walters 1995, 2013). Taken together, this investigation provided 

support for CLCO as a promising program capable of addressing psychiatric pathology 

and known criminogenic risk factors (see Bonta & Andrews, 2016, for review) while 

simultaneously fostering treatment commitment and satisfaction that may promote 

continued treatment engagement. 

In keeping with justice involved persons’ idiosyncratic response to treatment, 

recently Gaspar et al. (2019) sought to determine the effectiveness of CLCO 

programming among male and female CJ-PMI, with an emphasis on the potential 

differential impact of treatment dependent upon participant gender. Indeed, recent 

empiricism has begun to elucidate male-female differences in treatment responsivity and 

the manner in which gender-informed modalities may enhance treatment outcomes 
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among correctional settings (e.g., Blanchette & Brown, 2006; Gobeil et al., 2016; 

Messina et al., 2009). Participants included adult male (n = 117) and female (n = 74) 

probationers housed at a residential treatment facility for dual-diagnosed CJ-PMI to 

include comorbid substance use and severe mental illness. Participants completed a 

comprehensive battery of assessments prior to and approximately four months following 

initiation of CLCO programming. Administered assessments included self-report 

measures of psychiatric symptomology, criminal thinking and associates, and substance 

use self-efficacy, as well as therapeutic processes (e.g., treatment satisfaction, attitudes 

towards treatment, working alliance) and medication adherence. Across both genders, 

participants evidenced significant improvement in multiple facets of psychiatric 

symptomology (e.g., depression, psychosis, suicidal ideation), in addition to mental 

health-related global functioning (e.g., medication adherence, recovery attitudes) and 

substance use self-efficacy. Both male and female participants also demonstrated 

reductions in reactive criminal thinking (i.e., impulsive engagement in criminal activity), 

attitudes towards violence, antisocial intent, and entitlement. Interestingly, improvements 

in psychiatric symptomology and substance use—while general across men and 

women—were particularly pronounced among female participants, indicating greater 

responsiveness to treatment among this demographic. Female participants tended to 

endorse higher levels of symptomology upon initial assessment; however, they 

demonstrated lower symptomology relative to males at follow-up. Although the 

circumstances and constituents contributing to criminal justice involvement may differ 

among male and female offenders (Brennan et al., 2012; Gueta & Chen, 2016; Salisbury 
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& Van Voorhis, 2009), CLCO promoted positive therapeutic changes across both 

genders, though this impact may be slightly more prominent among female CJ-PMI. 

Although these initial evaluations of the effectiveness of CLCO underscored its 

promise as a treatment program for CJ-PMI, additional work was needed with regards to 

what may be driving such reductions. Moreover, in light of numerous findings attesting 

to the relationship between treatment attrition and greater recidivism (Bennett et al., 

2007; McMurran & Theodosi, 2007; Olver et al., 2011), the need to identify those most at 

risk for program non-completion was warranted. Thus, Van Horn et al. (2019) examined 

retention of CLCO material and engagement in the program among a sample of male and 

female probationers (N = 169) incarcerated within two independent residential treatment 

facilities. Of particular interest was the utility of retention of treatment material and 

engagement in CLCO in predicting program completion. Treatment engagement was 

operationalized as homework completion and percentage of sessions attended; similarly, 

participants completed a series of pre- and post-modular quizzes assessing module 

content (i.e., material presented during sessions, such as information on criminogenic risk 

factors) as an indicator of material retention. Criteria for program completion included 

successful completion of all program modules or those attended if a participant received 

an early facility discharge. Results of the investigation indicated lower attendance and 

homework completion rates than those of the Morgan et al. (2014) study, with an average 

of 70.0% and 62.4%, respectively. Nevertheless, participants demonstrated statistically 

significant retention of program material, as evidenced by greater post-module quiz 

scores relative to pre-module scores across all provided modules. Retention of content 
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subsequently predicted program completion, with greater content retention (i.e., a greater 

change score from pre- to post-module) associated with greater likelihood of completion. 

More specifically, participants with a change score one standard deviation below the 

mean demonstrated a 73.6% chance of completion, relative to a 91.3% and 97.5% chance 

at the mean and one standard deviation above the mean, respectively. In contrast, session 

attendance and homework completion were not significantly predictive of completion 

status. Practically, these results indicate that participants demonstrating difficulty 

retaining program material may be at increased risk for non-completion. Given the 

association between treatment attrition and recidivism (e.g., McGuire et al., 2008; Peters 

& Murrin, 2000; Simourd et al., 2016; Wormith & Olver, 2002), these findings provide 

important practical implications for the identification and subsequent intervention with 

CLCO participants potentially at risk for non-completion and poor treatment outcomes. 

In contrast to examinations of the impact of CLCO upon psychiatric and 

criminogenic outcomes, the study by Van Horn et al. (2019) served as an initial 

investigation into the process by which the program may produce positive effects. This 

project was expanded upon in a subsequent series of studies of the components of the 

program which may underlie its effectiveness (Scanlon & Morgan, 2020). Particular 

emphasis was granted to the manner in which participants may learn mental illness and 

criminalness content of the program differentially and how integration (vs. independence) 

of the mental illness and criminalness modules may impact outcomes such as criminal 

thinking and mental health symptomology. Study 1 consisted of 264 male and 109 female 

probationers from a residential treatment facility for dual-diagnosis to include severe 
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psychiatric disorder who completed pre- and post-module quizzes of CLCO content. 

Quizzes were coded such that items were designated to assess mental illness content, 

criminalness content, both mental illness and criminalness content, or neither content 

domains. Results suggested participants learned mental illness and criminalness content 

to a similar degree, with effect sizes in the medium-large (mental illness content) to 

medium (criminalness, and both mental illness and criminalness content) range. 

Similarly, Study 2 drew upon a sample of 58 male probationers housed at a residential 

treatment facility and diagnosed with a psychiatric disorder. Participants were randomly 

assigned to one of three treatment groups and administered content from the Mental 

Illness and Criminal Awareness module of CLCO: 1) mental illness only; 2) criminalness 

only; and 3) mental illness and criminalness (entire module). Thus, participants were 

exposed to only mental illness treatment, only criminalness treatment, or an integrated 

treatment for both mental illness and criminalness. Participants further completed a pre-

/post-treatment assessment battery including measures of criminal thinking, mental health 

symptomology, and wellbeing, as well as a modular quiz assessing program content. 

Collectively, participants demonstrated improvement in program content, mental health 

symptomology, wellbeing, and criminal thinking. More importantly, those receiving both 

mental illness and criminalness treatment generally demonstrated the greatest 

improvement, including in symptomology, reactive criminal thinking, and global criminal 

thinking. This finding, along with that of Study 1, suggest that both mental illness and 

criminalness content is learned by CJ-PMI and that the most efficacious treatment 

includes integration of both of these facets.     
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In sum, previous investigations of CLCO underscore the program’s promise as an 

effective treatment addressing the co-occurring needs of mental illness and criminalness 

among CJ-PMI. The program has been associated with reductions in both psychiatric 

symptomology and criminal thinking and attitudes, as well as global mental health 

functioning and attitudes conducive to treatment engagement (e.g., a strong working 

alliance; Gaspar et al., 2019; Morgan et al., 2014). Though these benefits may be more 

pronounced among female participants, both male and female CJ-PMI have demonstrated 

improvement following CLCO engagement. Participants have further demonstrated 

adequate homework completion rates and retention of program material, the latter of 

which evidences utility in the prediction of program completion (Van Horn et al., 2019). 

Moreover, both criminalness and mental health treatment content is acquired by 

participants to a similar degree, and greatest improvement in symptomology, criminal 

thinking, and other outcomes of interest is associated with receipt of both mental illness 

and criminalness treatment components (Scanlon & Morgan, 2020). Thus, CLCO may 

best serve CJ-PMI due to its incorporation of mental illness and criminalness facets. 

Collectively, these findings speak to the feasibility and effectiveness of CLCO at the 

intraindividual level; however, further research is necessary comparing the effectiveness 

of CLCO relative to a comparable treatment program, as well as determination of factors 

associated with poor treatment outcomes following treatment.  

A primary goal of the current investigation was to examine the effectiveness of 

CLCO upon community outcomes relative to a comparable treatment group; specifically, 

CJ-PMI released from Substance Abuse Felony Punishment—Special Needs (SAFP-SP) 
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facilities. SAFP-SP facilities are state-operated institutions in Texas serving justice 

involved individuals with special needs to include those with mental illness and comorbid 

substance use disorder(s). The following section briefly summarizes previous research 

concerning SAFP programming. 

Previous Investigations of Substance Abuse Felony Punishment (SAFP) 

Programming 

   

 Several previous reports have shed light on the nature of SAFP programming, 

including demographic characteristics of program participants as well as reoffense rates 

of individuals released from SAFP facilities. Given that one aim of the present study was 

the use of SAFP-SP populations as control participants, the former serves as an important 

indicator regarding the potential comparability of SAFP-SP participants relative to those 

participating in CLCO. Per a statistical report published by the Texas Department of 

Criminal Justice (TDCJ), approximately 3,900 individuals were housed within SAFP 

facilities during the 2017 fiscal year and approximately 6,500 were released into the 

community following SAFP programming during this timeframe (TDCJ, 2017). Though 

informative, these numbers do not elucidate who engages in SAFP programming, 

including those housed within the specialized SAFP-SP facilities.  

Kerber et al. (2001) therefore sought to expand upon yearly statistical reports by 

examining the characteristics of individuals entering SAFP facilities. Although a full 

discussion of respondents’ demographics is beyond the scope of this review, several 

findings are notable given their relation to the aim of the current investigation (see Kerber 

et al., 2001, for full details). Specifically, of the 218 SAFP-SP participants interviewed, 

87.6% of females and 85.0% of males reported experiencing some form of substance 
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dependence (i.e., alcohol and/or illicit substances) prior to their incarceration (Kerber et 

al., 2001). Special needs individuals were more likely than their non-special needs 

counterparts to have received previous substance abuse treatment(s). With regards to 

mental health, over one-half of male and female respondents described their mental 

health to be fair or worse, with 89% of females and 64% of males reporting significant 

impairment due to mental health concerns within their lifetime. Common psychiatric 

diagnoses self-reported among men included depression (58%), bipolar disorder (32%), 

and anxiety (11%); similarly, women reported previous diagnoses of depression (59%), 

bipolar disorder (22%), and schizophrenia (15%). As would be expected, SAFP-SP 

participants generally reported an extensive history of receipt of mental health services, 

including diagnosis by a mental health professional (65-71%), prescription of 

psychotropic medication (60-67%), and previous psychiatric hospitalization (32-37%). 

Overall, rates of mental illness and mental health variables (e.g., previous treatment) in 

general exceeded those found within non-special needs SAFP facilities, attesting to the 

unique mental health characteristics of those admitted to SAFP-SP programming. These 

findings extend to criminal history variables and other criminogenic needs; for example, 

rates of violent crime (e.g., assault, robbery) within the previous year prior to 

incarceration in SAFP-SP ranged from 28-30% among female and male participants, 

respectively. Rates for property crimes (e.g., burglary, theft) and drug-related offenses 

(e.g., possession, Driving While Intoxicated) also demonstrated elevation. Importantly, 

these findings suggest, at least tentatively, that individuals housed in SAFP-SP facilities 

may present with similar mental health and criminogenic needs as those engaged in 
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CLCO, bolstering the potential utility of this group as a control sample for CLCO 

participants.  

 Beyond basic demographic characteristics of SAFP participants, recent reports 

have examined recidivism rates for individuals participating in SAFP programming. For 

these purposes, recidivism was defined as the return to criminal justice involvement 

subsequent to previous criminal justice involvement, including but not limited to rearrest, 

reconviction, and reincarceration following release from a residential correctional facility 

(Legislative Budget Board [LBB], 2019). Utilizing data from the 2013-2015 fiscal years, 

figures indicate approximately one in five SAFP participants were rearrested within one 

year following release, with estimates ranging from 17.8-19.9%. Similarly, 12.1-14.1% 

and 18.6-19.5% of individuals were reconvicted and reincarcerated in the year 

subsequent to release from SAFP programming, respectively. Collectively, 

approximately 44% were rearrested, 34% reconvicted, and 44% reincarcerated within a 

three-year timeframe. For the most recent 2015 release cohort, average length of time 

prior to rearrest, reconviction, and reincarceration following release into the community 

was 16, 17, and 15 months, respectively. It is of note that the percentage of individuals 

reoffending generally decreased with greater time following release, suggesting that those 

who recidivate following SAFP tend to do so within the first year or two after release. 

This pattern of greater recidivism within the immediate timeframe following release is 

consistent with additional studies examining trends in reoffense rates across time (e.g., 

Alper et al., 2018; Beck & Shipley, 1987; Reedt et al., 2016). Moreover, the rates of 
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recidivism noted above approximate those of previous investigations of SAFP 

participants (see Fabelo & Eisenberg, 2001, for brief review). 

 A comprehensive investigation of the effectiveness of SAFP programming was 

undertaken in 2001 to identify possible programmatic improvements (Fabelo & 

Eisenberg, 2001). This investigation utilized a sample of SAFP participants admitted and 

subsequently released in fiscal year 1997/1998. Participants were tracked for two years 

following release into the community for the purposes of determining recidivism rates 

relative to two comparable, untreated control groups. Of this participant pool, 84% 

successfully completed residential SAFP treatment and 68% were further designated 

program “completers,” defined as successful completion of residential treatment in 

addition to at least one month of outpatient treatment. These rates notably drop, however, 

when considering completion of the entire SAFP program—44% of participants 

completed the entire program through the outpatient treatment phase. Forty-six percent of 

participants subsequently relapsed into substance use. Participants with a DWI charge 

and older individuals were most likely to successfully complete and less likely to relapse. 

In terms of recidivism, 30% of participants recidivated (i.e., were incarcerated in prison 

or state jail) within two years post-release, of whom 32% were due to commission of a 

new offense and 68% due to technical violation (e.g., failing to report, positive drug 

testing). Completion of a greater proportion of the program was associated with 

increasingly reduced likelihood for recidivism; for example, those competing the entire 

duration of SAFP programming demonstrated 7% recidivism at two years. Relative to a 

comparison group, SAFP participants demonstrated similar recidivism rates as 
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individuals placed on probation (31%) and those housed within a residential correctional 

institution (32%); however, SAFP completers evidenced notably lower recidivism (25%) 

relative to these two groups, as well as to those not completing SAFP programming 

(44%).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 Texas Tech University, Taylor R. Ramler, August 2021 

118 
 

APPENDIX B 

PSYCHOLOGICAL INVENTORY OF CRIMINAL THINKING 

STYLES—SHORT FORM (PICTS-SF) 
 

Glenn D. Walters. Ph.D. 

Name: _______________________________  Date: ___________________  

Directions: The following items, if answered honestly, are designed to help you better 

understand your thinking and behavior. Please take the time to complete each of the 35 

items on this inventory using the four-point scale defined below: 

 

4= strongly agree (SA) 

3= agree (A) 

2= uncertain (U) 

1= disagree (D) 

 

1. I will allow nothing to get in the way of me getting what I want. 4  3  2  1 

 

2. Even though I may start out with the best of intentions I have trouble remaining 

focused and staying “on track.” 4  3  2  1 

 

3. When pressured by life’s problems I have said “the hell with it” and followed this 

up by using drugs or engaging in crime. 4  3  2  1 

 

4. The way I look at it, I’ve paid my dues and am therefore justified in taking what I 

want.  4  3  2  1 

 

5. The more I got away with crime the more I thought there was no way the police 

or authorities would ever catch up with me.  4  3  2  1 

 

6. I believe that breaking the law is no big deal as long as you don’t physically hurt 

someone. 4  3  2  1 

 

7.  I have helped out friends and family with money acquired illegally.         4  3  2  1 

8. I am uncritical of my thoughts and ideas to the point that I ignore the problems 

and difficulties associated with these plans until it is too late. 4  3  2  1 
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9. When frustrated I find myself saying “fuck it” and then engaging in some 

irresponsible or irrational act.  4  3  2  1 

 

10. I find myself taking shortcuts, even if I know these shortcuts will interfere with 

my ability to achieve certain long-term goals. 4  3  2  1 

 

11. I will frequently start an activity, project, or job but then never finish it.   4  3  2  1 

12. When it’s all said and done, society owes me. 4  3  2  1 

13. I tend to let things go which should probably be attended to, based on my belief 

that they will work themselves out.  4  3  2  1 

 

14. I have used alcohol or drugs to eliminate fear or apprehension before committing 

a crime. 4  3  2  1 

 

15. On the streets I would tell myself I needed to rob or steal in order to continue 

living the life I had coming. 4  3  2  1 

 

16. When questioned about my motives for engaging in crime, I have justified my 

behavior by pointing out how hard my life has been.  4  3  2  1 

 

17. I have trouble following through on good initial intentions.  4  3  2  1 

18. There have been times in my life when I felt I was above the law. 4  3  2  1 

19. I tend to act impulsively under stress.  4  3  2  1 

20. I tend to put off until tomorrow what should have been done today.          4  3  2  1 

21. Although I have always realized that I might get caught for a crime, I would tell 

myself that there was “no way they would catch me this time.” 4  3  2  1 

 

22. I have difficulty critically evaluating my thoughts, ideas, and plans.       4  3  2  1 

23. I still find myself saying “the hell with working a regular job. I’ll just take it.”       

4  3  2  1  

                                 

24. When on the streets I believed I could use drugs and avoid the negative 

consequences (addiction, compulsive use) that I observed in others.       4  3  2  1 

 

25. I tend to be rather easily sidetracked so that I rarely finish what I start.    4  3  2  1 

26. I have trouble controlling my angry feelings.  4  3  2  1 
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27. I believe that I am a special person and that my situation deserves special 

consideration.  4  3  2  1 

 

28. Even when I set goals I frequently do not obtain them because I am distracted by 

events going on around me.  4  3  2  1 

 

29. When frustrated I will throw rational thought to the wind with such statements as 

“fuck it” or “the hell with it.”  4  3  2  1 

 

30. There have been times when I have felt entitled to break the law in order to pay 

for a vacation, new car, or expensive clothing that I told myself I needed.  

4  3  2  1 

 

31. I rarely considered the consequences of my actions when I was in the community. 

4  3  2  1 

 

32. When I first began breaking the law I was very cautious, but as time went by and I 

didn’t get caught I became overconfident and convinced myself that I could do 

just about anything and get away with it. 4  3  2  1 

 

33. There have been times when I have made plans to do something with my family 

and then cancelled these plans so I could hang out with my friends, use drugs, or 

commit crimes. 4  3  2  1 

 

34. I tend to push problems to the side rather than dealing with them. 4  3  2  1 

35. I have used good behavior (abstaining from crime for a period of time) or various 

situations (fight with a spouse) to give myself permission to commit a crime or 

engage in other irresponsible activities such as using drugs.  4  3  2  1 
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APPENDIX C 

TEXAS RISK ASSESSMENT SYSTEM (TRAS) 
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Table 1       

Sample 1 Demographics: CLCO versus SAFP-SP        

       

 Treatment Program  

 CLCO (n = 190)  SAFP-SP (n = 190)  

Gender            

     Male 63.2% (120)  63.2% (120)  

     Female 36.8% (70)   36.8% (70)  

Race/Ethnicity            

     African-American/Black 42.1% (80)  42.1% (80)  

     Caucasian 45.8% (87)  45.8% (87)  

     Hispanic 12.1% (23)   12.1% (23)  

Age            

     17-31 46.3% (88)  46.3% (88)  

     32+ 53.7% (102)   53.7% (102)  

Risk Level            

     Low/Moderate 0.5% (1)  0.5% (1)  

     Moderate 42.9% (81)  42.9% (81)  

     High 56.6% (107)   56.6% (107)  

Note. Figures in parentheses are number of individuals (n).  
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Figure 1 

Treatment Group Survival Curves – Rearrest  
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Figure 2 

CLCO Risk Level Survival Curves 
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