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ABSTRACT 

 

 

 Supervising Professor:  Denise Paquette Boots, PhD 

 

 

 

The purpose of this study is to evaluate outcomes of a mental health court conditional dismissal 

(CD) program for mentally ill offenders in Dallas County, Texas. There is a large body of 

research that suggests that mental health courts are effective in reducing rates of recidivism 

among mentally ill offenders. Program completers are compared to non-completers and those 

who refused to participate in the CD program (n= 347). Kaplan-Meier and Cox regression 

survival analysis is utilized as a method of analysis to examine odds and time to recidivism 

outcomes across these groups. For the CD Program participants and refusals included in the 

analysis (n= 347), roughly 72 percent (n= 249) of these individuals successfully completed their 

initial CD Program involvement. In looking at survival/hazard rates via a Kaplan-Meier analysis, 

there were no differences in the time to recidivism and recidivism status across the three groups. 

Moreover, there was no difference in hazard rates for recidivism across the two CD outcome 

groups.  The policy implications, study limitations, and directions for future research are offered. 
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CHAPTER 1 

 

INTRODUCTION 

For decades, criminologists have been concerned with the question of why people 

commit crimes (Gottfredson & Hirschi, 1990). Some scholars believe the question can best be 

answered by human agency, while other scholars believe crime results from the complex factors 

found within the environments to which people are consistently exposed (Emirbayer & Mische, 

1998). While researchers continue to debate the origins of criminality, one of the most pressing 

issues facing the criminal justice system revolves around the rise of mentally ill offenders 

(Abracen, Gallo, Looman, & Goodwill, 2016; Steward & Wilton, 2014). The significant increase 

in the population of mentally ill offenders has made a significant impact on the theories, policies, 

and practices within the field of criminology.  

Background of the Problem 

One of the major problems facing the criminal justice system involves the issues 

surrounding the forms of serious mental health problems found to be common among 

incarcerated populations (Prins, 2014; Travis & Western, 2014). The estimated number of 

mentally ill within the U.S. corrections varies across prison types and studies (Pinta, 2001). 

However, one study reported that serious mental illness symptoms and diagnoses negatively 

impacts 64 percent of local jail inmates, 56 percent of state prisoners, and 45 percent of federal 

inmates (James & Glaze, 2006). Other statistics indicate that 20 percent of state inmates and 21 

percent of local jail inmates have a history of a mental health condition (see for example, 

Soderstrom, 2007; Torrey, Kennard, Eslinger, Lamb, & Pavle, 2010). According to Kessler et al. 

(2005), mental illness among the prison population has increased at a higher rate when compared 
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to increases in mental illness among the non-incarcerated public. In short, mental health is one of 

the top issues facing American corrections today, with significant numbers of justice-involved 

individuals having some form of mental illness (Prins, 2014). 

Although correctional facilities lack the functional capabilities and resources to 

effectively treat mentally ill offenders, jails and prisons have been the first and seemingly only 

resource available due to the challenge of decreases in the numbers of public and private mental 

health treatment centers. Correctional facilities operate on insufficient funding and staffing and 

with overcrowding, which preclude them from efficiently treating offenders who have mental 

health disorders that might or might not have been diagnosed before the offenders’ incarceration 

(Morris, Steadman, & Veysey, 1997; Schaefer & Stefancic, 2003). Consequently, only one out of 

six mentally ill offenders receive appropriate treatment (Hertel, 2013; Torrey et al., 2010). With 

the deinstitutionalization of mental health treatment in the private sector, the over-representation 

of mentally ill offenders has thus caused a significant strain on the criminal justice system, and 

this strain in turn intensifies when offenders are released to re-enter society, many times leading 

to a greater likelihood for recidivating back into the correctional system (Adams & Ferrandino, 

2008). One recent report estimated that U.S. jails and prisons house 10 times the number of 

mentally ill in state hospitals (McCarthy, 2014). 

 There are several factors that lead to recidivism among offenders with mental illness. 

First, many persons who have mental illness may engage in a crime as an indirect result of not 

being able to manage the stressors of living, or an inability to stay grounded due to their mental 

health disorders (Travis & Western, 2014). Upon release from jail or prison, mentally ill 

offenders must accomplish the dual tasks of managing medication compliance while acclimating 
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to the demands of a functional life within the community. In most cases, mentally ill offenders 

leave correctional custody with two weeks dosage of necessary medications (Hertel, 2013). 

Second, these formerly incarcerated offenders bear the personal responsibility of securing mental 

health services in the community (Baillargeon, Binswanger, Penn, Williams, & Murray, 2009). 

Released offenders who lack employment and external support networks from friends and family 

can face overwhelming stressors for basic needs, such as sustaining adequate housing or 

obtaining groceries.  Securing adequate mental healthcare is a challenge because many 

community programs have waiting-lists or seek to only treat specific types of mental illnesses 

(Lurigio, Rollins, & Fallon, 2004). For these community programs, demands for treatment and 

the lack of resources prevent treatment programs from being effective or having enough 

bandwidth to meet demand (Lamb, Weinberger, & Gross, 2004).  Third, offenders themselves 

can represent an obstacle to their success when they refrain from seeking and maintaining 

treatment due to an erroneous belief that they can manage daily stressors without taking their 

medications or advice of doctors (Morris et al., 1997; Schaefer & Stefancic, 2003).  

Consequently, released mentally ill offenders may quickly fall back into self-defeating cycles 

involving homelessness, unemployment, self-medication, and unlawful behaviors upon re-

entering society that lead to a revolving door in and out of the criminal justice system (Travis & 

Western, 2014).   

The complex challenges facing the mentally ill puts a strain on the social and criminal 

justice systems and impacts the public’s perceptions of their safety, especially when serious 

crimes occur (Castellano & Anderson, 2013). While most of society believes persons with 

mental illness present a threat to society, a large body of literature finds that most persons with 
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mental illness are no more a threat to safety then non-mentally ill persons (Boots, 2008).  Not 

only are mentally ill persons more likely to commit minor, non-violent offenses (Novak & Engel, 

2005), but they often become victims of crime themselves (Silver, Piquero, A.R., Jennings, 

Piquero, N.L., & Leiber, 2011). Indeed, although persons with mental illness sometimes 

perpetuate crimes or become justice-involved, they are more often the victims of crime by others 

(Monahan, Vesselinov, Robbins, & Appelbaum, 2017; Persson, Belfrage, & Kristiansson, 2017; 

Silver et al., 2011).  According to the National Alliance on Mental Illness (National Alliance on 

Mental Illness, 2014), 96 percent of patients with schizophrenia experience some form of 

discrimination or prejudice that leaves a significant negative imprint upon their lives. 

Widespread victimization such as sexual assault, battery, and aggravated battery with a weapon 

are unfortunately common life experiences among many within the mentally ill population 

(Monahan et al., 2017). The fact that many mentally ill persons are homeless only increases their 

risk of further victimizations (see Swanson et al., 2002). These public perceptions further drive 

the stigmatization of mental illness and complicate treatment for individuals with serious forms 

of disorders. 

With these issues in mind, the current study seeks to further contribute to our 

understanding of mental illness and crime for offenders who become criminal justice-involved. 

Toward this end, this work conducts an outcome evaluation for one mental health court in 

Dallas, Texas to determine the efficacy of the program with regards to recidivism. Further details 

regarding the specific aims of the present work will be offered at the end of this chapter. First, a 

brief overview of the relationship between mental illness and crime and the rise of problem-

solving courts is offered for the reader. 
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The Link Between Mental Health and Criminal Behaviors 

The relationship between mental illness and crime is a complex one which has spurred great 

debate across the fields of criminology, psychology, and psychiatry. Early research postulated 

that people with mental illness were no more likely than those persons without such diagnoses to 

act criminally (Silver, 2006).  “However, following dozens of analyses that have shown a 

statistically significant, yet modest, relationship between mental disorder and violence, it is now 

necessary to jettison the idea that the two are unrelated” (Link, Cullen, Agnew, & Link, 2016, p. 

730).  Without question, a great deal of social stigma continues to attach to people who have 

mental illness, with negative consequences for those who are diagnosed and public 

misperceptions regarding how mental illness impacts lives (see for example Link & Phelan, 

1999). Regarding criminological research and practice, scholars continue to debate to what 

degree various mental health diagnoses impact public safety, assessments of dangerousness, and 

how medical non-compliance impacts risks for recidivism (see for example, Swanson et al., 

1997; Baglivio, Wolff, Piquero, Greenwald, Epps, 2017).   

When considering the link between mental health diagnoses and crime, some research 

has suggested there was a modest direct link between mental illness and crime (Link, Monahan, 

Steuve, & Cullen, 1999; Link, Phelan, Bresnahan, Steuve, & Pescosolido, 1999) while other 

research has proposed an indirect relationship (Bonta, Law & Hanson, 1998; Taylor, 2004).  

Overall, when looking across the extant literature, findings showed mixed results (Elbogen & 

Johnson, 2009). Furthermore, the onset of various mental illness diagnoses at different life 

course stages has been shown to be associated with an increased risk of engaging in violent 

crimes across the life span (see for example Boots, Wareham, & Weir, 2011; Skeem, Monahan, 
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& Mulvey, 2002). In a recent article by Reisig, Ttofi, Farrington and Piquero (2018), the authors 

explored the offending pathways and long-term consequences of intergenerational transmission 

surrounding mental health issues. The implications of research which further investigates later-

onset depression and anxiety later in adulthood (and the transmission of these mental health 

disorders to their children) has great value to inform policy and practice. 

 In summary, for most of criminal offenses, it appears that mental illness is not directly to 

blame for offenders’ behavior but certainly has some relationship with crime (Peterson, Skeem, 

Kennealy, Bray, & Zwonkovi, 2014; Wolff, 2002). Despite the growing body of empirical 

research that has focused on mentally ill offenders and crime, further studies have been called for 

which address the complexities of treatment and rehabilitation that are most effective for this 

population.  Such studies are clearly important in directing public policy for justice-involved 

mentally ill populations with limited resources within the criminal justice system (Link, Phelan 

et al., 1999).   

Toward this end, and in keeping with the rise of problem-solving courts that have 

developed across the United States over the past several decades (Desmond & Lenz, 2010), a 

specialty court model for the mentally ill emerged as a model of best practices. Mental health 

courts (MHCs) address both the mental health diagnosis and consider the genesis of behavior of 

the offender. Therefore, the criminal justice system can avoid criminalizing mental illness, meet 

the growing needs of mentally ill offenders, and work toward public safety (Teplin, 1983; Torrey 

et al., 2010; Melamed, 2010). The origins and evolution of these problem-solving courts are 

addressed further in the section that follows. 
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Problem Solving Courts 

Specialty courts or problem-solving courts were formed in the United States to address the 

underlying issues leading to chronic offending (Feinblatt & Denckla, 2001; Legislative Budget 

Board Staff, 2016). Problem-solving courts were designed to address the needs of chronic 

offenders and involve therapeutic teams of highly trained criminal justice and social service 

professionals while simultaneously holding offenders accountable to the criminal justice system, 

their victims, and the greater society (Nolan, 2003). The early-formed specialty courts or 

problem-solving courts centered on the emergence of drug courts. Since the inception of the first 

drug court in Dade County, Florida in 1989 (Berman, 2000 Berman & Feinblatt, 2001), between 

2,400 and 3,000 drug courts have been founded in the United States in the following decades 

(Eaglin, 2016; Huddleston & Marlowe, 2011). The first evaluation of the Dade County 

experiment indicated that this court was successful at reducing arrests when compared to non-

drug court involved defendants (U.S. Department of Justice, 1993). As a result, drug courts 

began to proliferate across the country and became the de facto cookie cutter for numerous other 

problem-solving courts that emulated the therapeutic model (Feinblatt & Berman, 2001). For all 

these drug courts, the essential goal involved a rehabilitative and therapeutic model that 

simultaneously met the unique needs of chronic drug users while decreasing the likelihood of 

engaging in re-offending behaviors. In doing so, these courts subsequently reduced the frequency 

of contact participants had with the criminal justice system. Drug courts operate on evidence-

based practices and offer an effective treatment alternative to incarceration, although there has 

been critical debate on whether these outcomes sometimes compromise the rights of defendants 

(see for example, Feinblatt & Denckla, 2001).  
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Although drug courts were the first specialty courts to emerge that focused on one special 

offender population, they were soon followed by various others, with each driven by specific 

needs and challenges for the offending population involved. These courts include domestic 

violence, veteran, and mental health courts functioning similarly to the drug court archetype 

(Eaglin, 2016). In keeping with this model of rehabilitation, reintegration, and therapeutic 

jurisprudence, mental health courts (MHCs) have demonstrated effectiveness in successfully 

treating and addressing the needs of mentally ill offenders while promoting the goals of personal 

health, accountability, and public safety.  Toward this end, new datasets and studies designed to 

explore the salience of the problem-solving courts used for treating and rehabilitating mentally ill 

sub-populations of offenders are critical for scholars and practitioners seeking to attest to and 

enhance the efficacy of various specialty courts and programs (Canada et al., 2016). Specifically, 

extant literature suggests that problem-solving courts operating under a therapeutic justice 

framework in MHCs and other community-based treatment efforts offer an effective alternative 

to traditional venues for mentally ill offenders. These alternatives aid offenders in reentry and 

keep them in a community versus correctional setting, connect them to community resources that 

support their long-term health, hold them into compliance for medications and therapy shown to 

be effective in treating mental illness, and help them to balance life stressors along with the 

management of their illness (Peters, Wexler, & Lurigio 2015).  

Aims of the Present Study 

This study aims to examine the effectiveness of one mental health court in a large urban 

jurisdiction located in the southern region of the United States. This court is designed to reduce 

recidivism and increase positive life course outcomes for clients served by this program.  
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Deidentified secondary data for this project are drawn from the Mental Health Conditional 

Dismissal Program (MHCDP) database found within the Dallas County Public Defender’s (PD) 

Office in Dallas, Texas.  The Dallas County PD Office, founded in 1983, is the largest public 

defender’s office in the state of Texas (Richardson, personal correspondence, 2016).  Public 

defender attorneys provide a vigorous defense for indigent clients and to act as guardians of the 

presumption of innocence. They serve a vital purpose in the criminal justice system for providing 

defense to individuals who would not likely otherwise have representation in criminal cases. 

This research aims to make a substantial contribution to the academic literature in the 

following three distinct ways. First, this study will examine the impact of the MHCDP program 

housed in the PD Office by conducting an outcome evaluation. For mentally ill offenders to be 

eligible for the MHCDP, they must be found competent to stand trial, have a serious form of 

mental illness, and be referred to the MHCDP by the criminal courts. This process and the 

program requirements will be discussed in great detail in the chapters that follow. Second, the 

present work expands on a previous study conducted by Carmichael and colleagues (2010) who 

examined a diversion program for mentally ill offenders in three large urban Texas counties that 

included Dallas, Tarrant, and Travis. Carmichael and associates (2010) studied a MHC, formerly 

known as ATLAS (Achieving True Liberty and Success), that was focused on felony 

probationers with mental disorders and was established in 2004.  ATLAS graduates produced 

zero re-arrests within a 12-month period and were significantly less likely to be re-arrested when 

compared to the mentally ill offenders exposed to traditional criminal courts. Carmichael and 

associates concluded that ATLAS improved the clinical outcomes for offenders. Building upon 

this previous evaluation, the present study will contribute to the empirical literature regarding the 
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efficacy of a mental health program in one of the same jurisdictions which targets pre-

adjudicated seriously mentally ill offenders in the context of a conditional dismissal program. 

Lastly, this work seeks to further expand the research regarding mentally ill offenders charged 

with both misdemeanor and felony crimes. Wolff and Pogorzelski (2005) reported that 

conducting studies of mentally ill offenders charged with both types of crimes may impact 

findings regarding the effectiveness of MHC programs. Therefore, the current study aims to add 

to our knowledge surrounding the relationship between offenders who have mental health 

diagnoses, future recidivism, and various outcomes of those persons who participated in this 

mental health specialty court program.   

This dissertation is organized into six chapters. Chapter 2 includes a brief overview of 

common mental illnesses in criminal-justice involved populations and a discussion of the 

relationship between mental illness and crime, a detailed review of the scholarly literature 

regarding mental health courts, including the emergence of problem-solving courts and MHCs, 

and a discussion of therapeutic teams and the philosophy of procedural justice.  Chapter 3 

presents a comprehensive summary of the extant literature specific to mental health court 

evaluations and programs. It includes an overview of the empirical literature discussing the 

efficacy of MHCs in reducing future recidivism among mentally ill offenders. Chapter 4 contains 

a discussion of the methodological approach of the current study as well as the data and 

measures for analyses. Chapter 5 offers a detailed presentation of results and findings. Finally, 

Chapter 6 presents a summary of key findings along with a discussion of public policy 

implications, limitations, and recommendations for future research. 
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CHAPTER 2 

LITERATURE REVIEW: MENTAL ILLNESS, CRIME AND THE EVOLUTION OF  

 

MENTAL HEALTH COURTS 

 

Before considering the emergence and evolution of problem-solving courts, this chapter 

begins with a brief discussion of common forms of mental illness for MHC participants and the 

mental health and crime link. The chapter then continues with a historical account of the 

emergence of MHCs and with a brief overview of the philosophy of procedural justice as it 

influences offender outcomes. It closes with a discussion of key program components related to 

the Dallas County Public Defender’s Conditional Dismissal (CD) Program and the aims of the 

current study. 

Forms of Mental Illness Commonly Found Among MHC Participants 

As stated previously, one of the most serious issues facing the criminal justice system involves 

the challenges surrounding the treatment of forms of serious mental health problems found to be 

common among incarcerated populations (Teplin, 1983; Travis & Western, 2014). The following 

section presents information on various mental illness diagnoses which are frequently diagnosed 

within special offender populations in mental health courts (MHCs), including 1) schizophrenia 

and schizoaffective disorders, 2) bipolar and major depressive disorders, and 3) anxiety and post-

traumatic stress disorders. 

Schizophrenia and Schizoaffective Disorders 

Schizophrenia has received considerable attention within the empirical literature 

regarding the relationship between this mental health problem and criminal behaviors. 

Schizophrenia is viewed as one of the most severe mental disorders because it dramatically 
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causes harm to a patient’s overall quality of life and causes breaks in reality that negatively 

impact the patient’s speech, behaviors, and thoughts (Kozlowski-Gibson, 2016). The 

schizophrenia spectrum is one of the major categories of mental illness diagnoses that includes 

schizophrenia and other schizoaffective disorders (American Psychological Association [APA], 

2013). Schizophrenics suffer from “abnormalities in one or more of the following fine domains: 

delusions, hallucination, disorganized thinking (speech), grossly disorganized or abnormal motor 

behavior (including catatonia), and negative symptoms” (APA, 2013, p. 87). Due to the nature of 

the dynamic and unsettling changes that occur in patients with schizophrenia that lead them to 

break with reality, there is considerable stigma and fear that consumes many patients. This fear 

has led to an increased risk of victimization of patients with schizophrenia (Honkonen, 

Henriksson, Koivisto, Stengård, & Salokangas, 2004).  According to the National Alliance of 

Mental Illness (2014), 96 percent of patients with schizophrenia experience some form of 

discrimination or prejudice that leaves a significant imprint on their lives. 

Specific types of treatment appear supported across the empirical literature to help 

stabilize the lives of patients living with schizophrenia. Antipsychotic drugs and 

electroconvulsive therapy (ECT) have been reported as an effective means of treatment for 

schizophrenia. According to Torrey (1985), antipsychotic drugs such as clozapine, haloperidol, 

quetiapine, and risperidone contribute to the stabilization of significant neurotransmitters in the 

brain. Compliance in taking medications is therefore a critical element of schizophrenic patients’ 

treatment plans. With ECT treatments, doctors deliver electric shocks to the patient’s brain via an 

attachment of electrodes to the skull. ECT causes a brief seizure, which has been shown 

clinically to calm patients and lessen symptoms (Chanpattana, Chakrabhand, Buppanharun, & 



 

13 

 

Sackeim, 2000; Zervas, Theleritis, & Soldatos, 2012; Abraham, & Kulhara, 1987; Chanpattana, 

1998).  

Perhaps the mental health diagnosis with the strongest empirical support linking it to 

antisocial and violent behavior may be psychosis, where an offender has a complete mental 

break that renders them incapable of staying grounded in reality, whether by a mental defect or 

insanity (Link, Andrews & Cullen, 1992; Lamb & Weinberger, 2008; Murrie & Warren, 2005). 

This break from reality is a common trait for those individuals with schizophrenia and 

schizoaffective disorders. Some previous research has linked mental illness, and specifically 

forms of psychosis or comorbidity with other mental illnesses, with violent criminal behavior for 

both misdemeanor and felony offenses (Walsh, Buchanan, & Fahy, 2002; Link & Stueve, 1994; 

Krakowski & Czobor, 1994; Swanson, Borum, Swartz, & Monahan, 1996; Fukunaga & Lysaker, 

2013). The presence of co-occurring mental illnesses with schizophrenia or related forms of 

psychosis has also been linked empirically with poor outcomes, including criminal behavior and 

significant declines in the quality of life for these individuals without treatment (see McCabe et 

al., 2012, for example). 

Bipolar and Major Depressive Disorders 

The diagnostic criteria for bipolar and major depressive disorder are indicated by a depressed 

mood, significant feelings of weight gain, hypersomnia or insomnia, feelings of fatigue and 

experience of episodes such as manic, hypomanic and major depression (APA, 2013). Bipolar 

disorder is categorized by major shifts in personality which range from manic (or an extreme 

high) to extremely depressed (to a deep low) (Fovet et al., 2015). These shifts from high to low 

are often difficult to manage, as they interfere with normal functioning and impulse control 



 

14 

 

(Parks, 2015; Geoffroy et al., 2013; Angst, 1998; Nakaya, 2016).  When patients are on a high 

(manic), they have difficulty with impulse control, and they do not consider the consequences of 

their decisions (Swann et al., 2011). The manic phase is characterized by excessive talking, 

inflated self-esteem, and a decreased need for sleep; this phase is plagued by insomnia and 

extremely high levels of energy (Perlis et al., 2004). In contrast, while in the depression phase, 

patients often have feelings of worthlessness, fatigue and thoughts of suicide (Parks, 2015).  

Some patients have shared that they find the manic phase as enjoyable, but the depression phase 

is more difficult and one that they would like to avoid (Yatham et al., 1997; Michalak, Murray, 

Young, & Lam, 2008).  

As with many chronic mental health conditions, drug treatment to regulate brain function 

and behavior is common.  Prescribed lithium and other antidepressants are most common forms 

of treatment (Nakaya, 2016; Yatham, 1997). Similar to schizophrenics, a frequent addition to 

therapy and medication is electroconvulsive therapy (ECT); this procedure has been shown in the 

clinical literature to be an effective treatment option to regulate mood (Greenblatt, Grosser, & 

Wechsler, 1962; Avery & Winokur, 1978; Zorumski, Rutherford, Burke, & Reich, 1986). There 

is no cure for bipolar disorder, and patients often struggle long-term in managing their polar 

mood shifts. Unfortunately, many patients engage in self-medication via drugs and alcohol, and 

non-compliance in taking prescribed medications is also a major concern.  Substance use may be 

a desperate attempt to lessen the effect of the dramatic changes in mood and temperament 

(Nakaya, 2016).  

 Fazel, Lichtenstein, Grann, Goodwin, and Langstrom (2010) conducted a longitudinal 

study in Sweden between the years of 1973 and 2004 (n = 3,743) that offers insight into the 
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relationship between bipolar disorder, depression, and violence. Using longitudinal data, findings 

suggested that individuals with bipolar disorder had an increased risk of committing violent 

crimes when compared to controls. Furthermore, the study reported that the likelihood of 

subjects committing violent crime was exacerbated when individuals were found to have 

comorbid substance abuse. Likewise, Daff and Thomas (2014) found that persons who suffered 

from bipolar disorder (both with or without comorbid substance use) were at a greater risk of 

becoming criminal justice system-involved when compared to the general population. However, 

comorbid substance abuse increased the likelihood of violent offending. Overall, the study 

supported previous studies which have found that bipolar disorder is associated with violent 

criminal behavior. In a similar study comparing violent and non-violent substance users with 

serious mental health issues, Webster and co-authors (2010) found that rural probationers with a 

history of violence were significantly more likely to have higher rates of drug use, violence, and 

recidivism when compared to urban probationers. 

Anxiety and Post-Traumatic Stress Disorders 

Although it is natural for one to experience feelings of fear or anxiety at points in their life, 

patients with anxiety disorder are characterized by abnormal feelings that are so intense that they 

are impaired in their daily functioning (Mooney, 2016). Additionally, persons with a clinical 

level of anxiety experience some form of physiological effects due to their overwhelming fear 

and anxiety; these symptoms may effectively disable the person and negatively impact their 

health, productivity, and social activities.  These physiological symptoms include excessive 

sweating or clammy skin, shortness of breath and labored breathing, rapid and fluctuating 

heartbeat, severe nausea and upset stomach, to drops or rises in blood pressure. While there are 



 

16 

 

several sub-categories of anxiety disorder as it relates to the present study, this chapter focuses 

on generalized anxiety disorder and PTSD. Specifically, post-traumatic stress disorder is a sub-

category of anxiety in which a patient has experienced a very severely distressing life event such 

as death of a loved one, witnessing violence or war, having experienced a physical injury, or 

being the victim of sexual assault (Mooney, 2016). It is estimated that approximately seven 

million Americans suffer from PTSD. While there is currently no cure for anxiety disorders, it is 

a highly treatable mental health disorder (Marmorstein, White, Loeber, Stouthamer-Loeber, 

2010). A common form of treatment is selective serotonin reuptake inhibitors also known as 

antidepressant drugs (Kent, Coplan, & Gorman, 1998). These drugs help to regulate “good” 

feelings in the brain. Another type of medication that is effective in treating anxiety is 

benzodiazepines which are prescribed to help keep a patient relaxed (Shader & Greenblatt, 

1993). 

 There is a scarcity of research that explores the impact of generalizing anxiety disorder 

on crime.  One of the subtypes that has been linked to crimes is social anxiety disorder in the 

context of sexual offenders (O’Shaughnessy, 1992). However, for the purposes of the present 

study, generalized anxiety disorders are of more relevance to the sample population.  Moreover, 

generalized anxiety disorder and social anxiety has been shown in factor-analytic studies to be 

distinct constructs from one another regarding their comorbidity patterns (see Lahey et al., 2008).  

Most research in this area focuses on the relationship between crime victimization and trauma 

and the subsequent development of anxiety or PTSD disorders (Hindman & Peters, 2001). Prior 

trauma is a risk factor for violent behavior throughout the empirical literature, even when 

looking at non-clinical disadvantaged populations. A recent study among a large sample of 
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citizens living in an inner-city neighborhood (n = 1,972) in Atlanta, Georgia found males and 

females who experienced violent trauma were significantly more likely to have aggressive and 

violent behavior (Gillikin et al., 2016). This study concluded that high exposure to and a history 

of interpersonal violence (which results in PTSD and anxiety) for economically disadvantaged 

citizens is likely to lead to an increased engagement in violent acts toward others. 

International attention has also increasingly shifted toward exploring the relationship 

between PTSD and criminal violence. Barrett, Teesson, and Mills (2014) conducted a recent 

longitudinal study of 102 substance abuse clients utilizing treatment services in Australia. The 

research included participants who were clinically diagnosed with PTSD and who were 

randomly assigned to a psychological treatment trial for comorbid substance use disorder and 

PTSD. Results indicated that persons with PTSD and comorbid substance abuse were more 

likely to engage in violent crime. Additionally, this tendency to engage in a violent crime was 

exacerbated by the severity of the substance use disorder (i.e., the number of drug types used 

over a period). Over 50 percent of the sample self-reported that they had engaged in violent 

criminal acts across their lifetime (Barrett et. al, 2014). Indeed, person with PTSD who also have 

substance use disorder are likely to engage in violent crime. Dual diagnosis, or co-morbidity with 

co-occurring mental illness and substance use and dependence, is a common theme when 

perusing across the empirical literature. 

Relationship Between Mental Illness and Crime 

Some recent scholarship has proffered a fresh perspective on the causality of crime for persons 

living with mental illness within a theoretical context, which is often lacking in studies on the 

association and temporal relationship between mental illness and violence over the life course.  
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Specifically, Link and colleagues (2016) argued that there was an indirect relationship between 

mental illness and crime, such that mental illness was accompanied by a host of other factors 

related to strain and strife that explain offending for all persons.  Using the theoretical rubric of 

general strain theory, the authors posited that a combination of life stressors and strains may 

explain criminal offending in the mentally ill just as they do for the general population, even 

when controlling for clinical and analytical factors related to their mental illnesses. This list of 

stressors included factors such as victimization, witnessing violence, and abuse that may occur 

well before the onset of serious forms of mental illness (see also Mueser et al., 1998; Blumenthal 

& Lavender, 2000; Hiday, Swanson, Swartz, Borum, & Wagner, 2001); in turn, mental illness 

was argued to further increase strain with the subsequent failures in personal relationships as 

well as social and occupational domains that may occur after mental illness manifests within an 

individual. Note that, while the present study does not utilize theory in its examination of how 

mental illness impacts outcomes for offenders within a mental health court, this scholarship is a 

substantial contribution toward the larger discussion of both how the mentally ill are viewed both 

in society and the criminal justice system and how such behaviors are explained.  

Link and colleagues (2016) collected longitudinal data across a host of stressors they 

posited to be related to violent crime, as well as mental illness diagnoses across a study sample 

of 76 adults who attended a mandatory outpatient treatment program. The study design also 

included a control group of 184 persons with a mental illness diagnosis who were not mandated 

to attend such a program 40 percent of the sample was diagnosed with schizophrenia, 32 percent 

with schizoaffective disorder, 7 percent with major depression, and 19 percent with bipolar 

disorder. The findings suggested that participants who had a childhood history of life stressors 
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and substance exposure were statistically more likely to engage in violent criminal behavior in 

their future adulthood while controlling for all other factors (Link et al., 2016). This study argues 

that mentally ill offenders are often examined or evaluated via a narrow lens that focuses only on 

their diagnosis but which overlooks other factors that could be mediating the relationship 

between mental illness and violent behavior (Peterson et al., 2014).  

Repeated contact with the criminal justice system via multiple incarcerations has also 

been directly linked to forms of mental illness. One of the few studies that examined the 

relationship between various mental disorders and multiple occurrences of recidivism (i.e., 

incarceration) within a state prison population was conducted among a large sample of inmates 

in Texas (Baillargeon et al., 2009). This study found that over one in ten inmates from a total 

population of roughly 71,000 inmates within the Texas Department of Criminal Justice suffered 

from serious mental health disorders; these diagnoses included serious forms of mental health 

problems such as major depressive, bipolar, schizophrenia, and non-schizophrenic psychotic 

disorders. The authors also found that inmates who reported a psychiatric disorder (excluding 

major depressive disorder) had higher rates of assault offenses when compared to inmates 

without a diagnosis of mental illness. Moreover, offenders who suffered from non-schizophrenic 

psychotic disorder or schizophrenia had higher rates of convictions for homicide offenses.  

Subjects with these disorders, combined with any other comorbid psychiatric disorder, were also 

found to have higher rates of robbery offenses when compared to inmates without a psychiatric 

disorder. Overall, those inmates who suffered from a bipolar disorder were at a greater risk for 

having multiple (e.g., four or more) incarcerations for recidivism over a six-year time-frame. 

This study offered further support for previous studies that have similarly found offenders with 
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serious mental illness have a higher risk of re-offending (Feder, 1991; Lovell, Gagliardi, & 

Peterson, 2002).  

In summary, there are several tentative conclusions that can be made when reflecting on 

the relation between mental illness and crime. First, the relationship between mental illness and 

crime is a complex one, but scholarship suggests there is a positive correlation (Blumenthal & 

Lavender, 2000). Both prospective and retrospective studies have reported statistically 

significant, yet modest, associations between the development of various forms of mental illness 

and crime (Boots, 2008; Daff & Thomas, 2014; Peters et al., 2015); other research posits that 

there are extraneous factors that relegate the clinical symptoms of mental health diagnoses as less 

important in explaining violent and criminally behavior in mentally ill subpopulations (Elbogen 

& Johnson, 2009; Link et al, 2016). Admittedly, some of these works cannot address causality, 

as it can be very difficult to disentangle whether mental illness precedes other dysfunction or 

problems, or whether failures and struggles in other areas have contributed to the development of 

mental health disorders (see Silver & Teasdale, 2005).  

Secondly, there may be a mediated relationship between mental illness and crime such 

that major mental illnesses such as schizophrenia, major depressive, bipolar, anxiety, and PTSD 

may be accompanied by comorbidity of other conditions that explains their relative influence on 

criminal behavior. A significant number of studies have shown that substance abuse increased 

the risk of engaging in violent and non -violent criminal behavior (Corrigan & Watson, 2005; 

Barrett, Mills, & Teesson, 2011). Lastly, some extant literature suggests that problem-solving 

courts operating under a therapeutic justice framework in MHCs and other community-based 

treatment efforts offer an effective alternative to traditional venues for mentally ill offenders. 
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These alternatives aid offenders in reentry and keep them in a community versus correctional 

setting, connect them to community resources that support their long-term health, hold them into 

compliance for medications and therapy shown to be effective in treating mental illness, and help 

them to balance life stressors along with the management of their illness (Peters et al., 2015). 

This topic will be explored further on within the chapter, but first, this work explores the 

emergence and evolution of problem-solving courts addressing the subpopulation of offenders 

with serious forms of mental illness. Without question, offenders with mental health conditions 

such as schizophrenia, bipolar, major depressive, and anxiety disorders are grossly 

overrepresented within correction populations (see Skeem, Manchak, & Peterson, 2011); how we 

manage these offenders within the criminal justice system has critical public policy implications. 

The Emergence and Evolution of Mental Health Courts 

Mental health courts emerged as a direct result of several factors including recidivism 

rates, over-representation of the mentally ill population in prisons, and the deinstitutionalization 

of the mentally ill that occurred in the 1960s (Althouse, 2010). Deinstitutionalization caused a 

significant shift in the United States’ mental health treatment system because of a policy change 

designed to offer independence to persons with mental illness (Cook, 2016; Travis & Western, 

2014). The change in the institutionalization policy forced many institutions serving the mentally 

ill to lose funding and close their doors.  

New approaches to the treatment of mental illness occurred with the development of 

antipsychotic medication routines, such as chlorpromazine (also known as the drug with the trade 

name thorazine), used to transition mentally ill patients out of hospitals and into communities 

(Tucker, 2008). The availability of state hospital beds was reduced from 600,000 in 1960 to less 
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than 40,000 as of 2012 (Althouse, 2010; Fiduccia & Rogers, 2012). Lamb and Weinberger 

(2008) note that an unintended consequence of deinstitutionalization and fewer in-patient and 

community-based mental health treatment services was the criminalization of persons suffering 

from mental illnesses. Today, well over half a million mentally ill inmates are estimated to 

populate the United States prison system due to the lack of proper community support (Lamb et 

al., 2004; Travis & Western, 2014).  

As an unintentional byproduct of policy changes, deinstitutionalization, and the 

criminalization of mental illness, jails and prisons have become the main service providers, and 

operate surrogate treatment facilities for mentally ill offenders across the country and in 

communities ranging from rural to sprawling urban centers (Torrey et al., 2010). The Treatment 

Advocacy Center estimates that an astounding 356,000 inmates are housed in jails and prisons 

across the United States. Moreover, an estimated 40 percent of mentally ill adults come into 

contact with the criminal justice system at some point in their lives (Redlich, Steadman, 

Monahan, Petrila, & Griffin, 2005). The MHCs serve as jail diversion programs to redirect 

mentally ill offenders away from the criminal justice system into the mental health services 

system (Redlich et al., 2005). 

There are various models of MHC throughout the United States today. While there are 

over 300 courts and programs in existence there is great variety and lack of consensus regarding 

the necessary elements to define mental health courts and programs (Christy, Poythress, 

Boothroyd, Petrila, & Mehra, 2005; Slate, 2003). Carmichael and colleagues (2010) discussed 

the ambiguities and common characteristic across existing MHCs, stating “while the specific 

structure and procedures of mental health courts vary widely, they generally share a few 
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common features including standardized criteria for enrollment, specialized court docket, 

judicially supervised community-based treatment plans, regular status hearings, rewards, and 

sanctions, and criteria defining participants’ completion of the program” (p. 3). In fact, there is 

considerable variance across MHC’s, with each court administering their own unique program 

that meets the needs of their unique populations (see Christy et al., 2005). 

The MHC framework has evolved through generational stages. The first generation of 

MHCs focused on addressing minor offenses, pre-adjudication of misdemeanor offenses, and 

community supervision. The second generation of MHCs were federally funded and dealt with  

post-plea misdemeanor and felony offenders on  community supervision. The third generation 

involved establishing jail diversion programs that addressed the needs of failed probationers with 

mental health problems. Additionally, a main focal point of these last generation MHCs involved 

rewarding compliant participants by dropping the charges against them, or deferring their 

criminal sentences (Watson, Hannahan, Luchins, & Lurigio, 2001).  

Some scholars have argued that despite the evolution of MHCs across these generations, 

there are factors that deserve further consideration and expansion. First, Blackburn (2004) 

emphasized that connections to support resources were paramount for mentally ill offenders and 

argued that evidence-based interventions and highly trained judges were essential to the success 

of MHCs. These MHCs have a dual goal of rehabilitating the offender while holding them 

accountable for their behaviors. The therapeutic tone is set by the judge in the courtroom, and he 

or she facilitates the interactions between offenders and the MHC team (Desmond & Lenz, 

2010). Senjo and Leip (2001) posited that judges must stay abreast of all components regarding 

MHC programs because they serve as catalysts for change in offenders’ psychological 



 

24 

 

motivations and encouraging reinforcing. Second, Edgely (2014) encouraged merging the 

essential services and components of the MHC due to the belief that treatment alone is not 

enough to reduce recidivism in mentally ill offenders who have a host of familial, occupational, 

health and situational factors that put them at increased risk for recidivism. According to Edgely 

(2014), “treatment must be supplemented with integrated services designed to address a range of 

psychosocial factors. Many of the offenders in this cohort have dysfunctional lives and a 

challenging array of problems” (p. 578). Effectiveness is largely influenced, therefore, by the 

team that is put into place and the underlying philosophy which dominates the MHC program 

within a jurisdiction.   

Therapeutic and Procedural Justice 

MHC programs divert mentally ill offenders into court administered community-based 

treatment programs, reduce costs within the criminal justice system, and hold offenders 

accountable for their actions (Portillo, Rudes, & Taxman, 2016; Hawken, & Kleinman, 2009). A 

core foundation of problem-solving courts such as MHCs involves both therapeutic 

jurisprudence and procedural justice. This philosophy drives the therapeutic nature of these 

courts and seeks to surround the offender with an interdisciplinary team of supporters who 

provide resources that enable the offender to pursue a productive life while managing their 

mental illness (Alm, 2016). These courts endorse an interdisciplinary approach which is typically 

characterized by increased judicial oversight, education, strategic resource allocation, and 

combined social and community resources relative to the community’s needs (see Boots, 

Wareham, Bartula, & Canas, 2016; Winick, 2002). Thus, as the Council of State Governments 

(2005) suggests, the principal components of the MHC model include the judge, public defender, 
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prosecuting attorney, and MHC case manager. The interdisciplinary team collaborates with each 

other and develops individualized treatment plans based on each offender’s unique needs 

(Gottfried, Carbonell, & Miller, 2014; Steadman, Davidson, & Brown, 2001). Under this premise 

of rehabilitation and procedural justice, an interdisciplinary team operates therapeutically in 

contrast to the more adversarial approach to justice found in traditional courts (Ferrazzi & Krupa, 

2016; Frailing, 2010). 

Fairness in the MHC process, better known as procedural justice, is used to endorse law 

and to aid offenders with mental illness in a therapeutic manner (Edgely, 2014). As a result, 

MHC participants report better overall court experiences and differ in their opinions of their 

court experiences from the experiences reported by traditional court participants (Christy et al., 

2005; Wales, Hiday, & Ray, 2010). Specifically, MHC participants produce higher levels of 

perceived procedural justice and slightly fewer levels of perceived coercion. Thus they are more 

likely to experience positive emotions following their court hearings (Christy et al., 2005; Wales 

et al., 2010).  

Because MHCs are based on the effective drug court model, these problem-solving courts 

are less adversarial in promoting the therapeutic tone set by the judge in the courtroom and in 

operating as a result of the interactions between offenders and the MHC team (Desmond & Lenz, 

2010). Mirchandani (2008) points out that problem-solving courts differ in five ways from 

traditional punitive courts due to operating based on this paradigm of therapeutic justice. First, 

within the problem-solving court framework, emotion is the truth. The judge and other court 

officials use the power of emotions to drive the acquisition of truth and responsibility from 

offenders. At the completion of the program, participants who have attained both truth and 



 

26 

 

responsibility are rewarded with a graduation ceremony.  Second, problem-solving courts focus 

on the offender as an individual. In non-traditional courts, therapy serves as the main tool to aid 

the offender’s healing process and as an alternative to a jail sentence; treatment plans are 

customized to meet the unique needs of each offender. Third, problem-solving courts view an 

individual’s pathology as the root of criminal behavior. For illustration, MHCs connect offenders 

with therapists whose main goal is to ameliorate the offenders’ pathologies that led to the 

problematic and illegal behaviors.  Fourth, therapists or counselors are significant stakeholders 

within the problem-solving court model. Therapists not only assist the offender’s healing process 

but also gauge the offender’s therapeutic progress. Lastly, the problem-solving court philosophy 

involves viewing the offender as a victim of his or her genetic makeup. As a result, the tone of 

these courses involves facilitating the offender’s ability to reduce his or her criminal 

participation as a matter of personal responsibility and refocusing attention to the offender 

receiving therapy for ameliorating individual pathologies (Mirchandani, 2008). These five 

notable differences tend to increase mental health courts’ efficacy as their goals are designed to 

reduce recidivism and increase therapeutic success. 

According to the Council of State Governments (2005) suggest, the principal components 

of the MHC model include the judge, public defender, prosecuting attorney, and MHC case 

manager. The interdisciplinary team collaborates with each other and develops individualized 

treatment plans based on each offender’s unique needs (Gottfried et al., 2014; Steadman et al., 

2001). This interdisciplinary team operates therapeutically and differs in function from the more 

adversarial approach to justice found in traditional courts (Ferrazzi & Krupa, 2016; Frailing, 

2010).  
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When reviewing the extant evaluation literature, MHC programs have been shown in 

studies across geographical areas and regions to both reduce the number of days that offenders 

spend in jail and the frequency of offenders’ use of scarce community resources (Hiday, Wales, 

& Ray, 2013; Palermo, 2010). Accordingly, the next chapter will present an extensive review of 

the literature that examines the efficacy of MHCs in improving clinical outcomes, connecting 

participants to mental health resources, and reducing recidivism.  
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CHAPTER 3 

LITERATURE REVIEW: MENTAL HEALTH COURTS AND PROGRAMS  

 

EVALUATIONS 

 

 

One of the main aims of this study is to expand the literature in regard to the 

effectiveness of mental health courts (MHCs) as a solution for ameliorating negative outcomes 

of mentally ill persons who engage in crime and become criminal justice-involved. Thus, the 

goal of the present chapter is to provide the reader a synthesized review of relevant studies which 

have evaluated the effectiveness of MHCs and selected variables of interest.  

Meta-Analyses of Mental Health Courts in the United States 

A perusal of the larger empirical literature to date shows only two published meta-

analyses that have sought to assess the effectiveness of MHCs in the United States. The first of 

these studies was conducted by Sarteschi, Vaughn, and Kim (2011). The authors conducted a 

comprehensive and systematic search through mid-2009 across various empirical databases, the 

National Criminal Justice Reference Service (NCJRS), and mental health websites.  Roughly 75 

works were identified intially and 18 of these articles met the inclusion criteria. Importantly, the 

authors sought to include large, unpublished and non-peer reviewed evaluations by sending 129 

email inquiries to existing MHCs with valid emails registered with the Criminal Justice/Mental 

Health Consensus website operated by the Council of State Governments Justice Center. 

Approximately half of the MHC directors responded, yielding 23 datasets and seven unpublished 

evaluations; only two of these unpublished manuscripts met the inclusion criteria for analysis. 

Inclusion criteria required that each selected study was 1) conducted on a U.S. MHC, 2) English 

as published language, 3) MHC participants 17 years of age and older with a diagnosed mental 
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illness, and 4) at least one quantifiable outcome variable involving either clinical or recidivism 

assessment. Other requirements included identifying those studies with experimental or quasi-

experimental designs that offered a comparison or control group or which offered the treatment 

condition after a pre-determined period. Studies which were pre-post-test were also included but 

were analyzed separately. Follow-up studies which were duplicates of the same populations or 

sites were excluded and only the most current article was included. In sum, a total of 18 articles 

met the extensive requirements for quantitative analysis and dependent variables were carefully 

recorded for recidivism and mental health/clinical outcomes.  

Results revealed that participants were largely male for both treatment and controls, 

white in race, who were in their mid-thirties. Utilizing a random effects model, a significant 

overall mean effect size for recidivism outcomes was found across the studies (Hedge’s g, -.54, 

95% confidence interval -.72, -.36; p<.001;I2 = 86.6%). Regarding quality, nine were deemed 

“high” and six were deemed as “low” quality; as would be expected, studies published in peer-

reviewed journals were more likely to be higher in quality; these publications had smaller overall 

mean effect sizes. There were only two experimental studies, but pooled results for recidivism 

outcomes were significant for quasi-experimental but not for single group studies. In their final 

assessment, Sarteschi and colleagues (2011) reported an overall effect size of -.54 and posited 

that MHCs were moderately effective treatments for recidivism. Most noteably, the authors 

found evidence of publication bias in favor of MHCs and significant heterogeneity across 

studies, which indicates variability in efficacy toward reducing recidivism. 

A recent follow-up meta-analysis of mental health courts by Lowder, Rade, and 

Desmarais (2018) took another look at MHC studies focusing on recidivism. The authors 
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conducted a systematic search of academic databases for works on MHCs and recidivism 

published between 2004 and 2015. It was noted that the evaluation literature expanded 

considerably since 2009, with multi-site and others with comparison groups in traditional courts 

(also known as treatment as usual) employed in a number of studies. Coders within the 

publication team extracted variables such as year of publication, composition of comparison 

group, court location, dates of data collection, publication type, recidivism outcome variable, 

length of follow-up, timing of follow-up (during enrollment or post-release), and sample 

characteristics. Utilizing a random-effects model which accounts for known variability in the 

operation of problem-solving courts for interventions, study-level characteristics, and sampling 

methods, the authors assessed effect sizes and study quality, recidivism outcomes, follow-up 

period, and timing of follow-up. A total of 17 studies were identified as meeting criteria (for a 

total of 16,129 participants) between 2004 and 2015.  

Similar to Sarteschi et al. (2011), most included studies were rated as “high quality” 

publications and went to print in peer-reviewed outlets. Arrests over a 12-month period were the 

most common measures of recidivism and follow-up period across the studies. Studies were split 

on timing of follow-up, with both MHC enrollment (n= 9) and post-release (n= 7) both 

commonly used. Studies which used the latter variable showed stronger effects on recidivism (d= 

-.26, CI 95%= -.37 to -.15, p<.001) versus studies which chose enrollment. However, a careful 

analysis of moderators and publication bias found little evidence for this issue. Although the 

authors employed a conservative approach to their analyses, Lowder and colleagues (2018) 

summarized that MHC participation had a modest effect on recidivism when compared to 

traditional criminal justice courts. 
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Clinical Mental Health Improvements 

While studies have shown significant harm reduction benefits from participation in 

MHCs, there are relatively few of these courts nationally that focus primarily on clinical 

treatment outcomes for offenders using a therapeutic jurisprudence team model (Boothroyd, 

Mercado, Poythress, Christy, & Petrilia, 2005; Sarteschi et. al, 2011). Despite this lack of 

primary focus, a majority of studies have noted that MHC participants, as product of their 

participation, also experience a better connection to treatment, improvement to overall quality of 

life, and enhanced clinical outcomes such as the maintenance of symptoms. An example of such 

research includes a Broward County’s MHC study with 116 defendants comparing outcomes 

with an additional 101 participants in a traditional court (non-MHC) in Hillsborough County 

(misdemeanor court). Mental health diagnoses included schizophrenia, depression, and bipolar.  

For both courts, participants gained better access to care. The MHC served as a liaison to 

community care agencies that provided effective treatment. Notably, the connections to 

treatment increased to 53 percent at first contact with MHC when compared to 36 percent over a 

period of eight months before entrance into the MHC (Boothroyd, Poythress, McGaha, & 

Petrilia, 2003).  This study was unique in that is one of the few studies that have examined 

clinical outcomes. Results found that there was no significant changes in defendants’ clinical 

status measured by BPRS. Moreover, Boothroyd et al. (2003) reported that the participation in a 

MHC increased the likelihood that participants would become more engaged in the mental health 

treatment system. 

Campbell and authors’ (2015) research similarly found that MHC participants reported 

better psychological recovery and a reduced number of emergency room visits related to mental 
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illness over time.  The study sample location was in Saint John, New Brunswick, Canada (n= 

196) and the mean age of the sample of was roughly 35 years of age. Moreover, the pre-post 

design examined data from the12 months period preceding the MHC referral (Time 1) and at 12 

months period (Time 2), examining the time between MHC referral and discharge irrespective of 

completion status. Results showed that the overall combined recidivism rate at 32 percent, with 

completers having the lowest rate of recidivism at 29 percent and partial completers reoffending 

sooner than completers of the program. 

Studies have also reported that MHC participants have better long-term outcomes 

regarding their mental health disorders.  Canada, Markway, & Albright (2016) compared two 

Midwestern MHCs serving adults of a median age of 40 years (n= 80) and were enrolled in a 

MHC between two and 18 months. Findings suggested that participants who remained in the 

MHC or graduated had lower symptom severity in their respective disorders.  Likewise, 

Herinckx et al. (2005) assessed the MHC of Clark County, Vancouver, Washington (n=368). 

Male and female adult participants had mental health disorders including mood disorders, 

schizophrenia, and depressive disorders. Clients were linked to community-based mental health 

service with 3 to 10 days of enrollment within the MHC. Results showed that participants 

received fewer hours of crisis services as well as fewer days of inpatient treatment after 

enrollment.  

Constructive Critiques of Mental Health Courts 

The prime aim for MHCs is to reduce the rates of recidivism and provide comprehensive 

teams that specialize in the treatment of mental health disorders to help these offenders lead 

productive, healthy, and prosocial lives within the community (Comartin, Kubiak, Ray, 
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Tillander, & Hanna, 2015). In one study, McNeil and Binder (2007) examined a MHC program 

in San Francisco and observed that the rate of recidivism fell 39 percent for new arrests and 55 

percent for new violent crimes. Another multi-site study examined MHC participants and 

offenders who qualified for but did not participate in MHCs across four regions in the United 

States (Steadman, Redlich, Callahan, Robbins, & Vesselinov, 2011).  The four MHCs operated 

in the counties of San Francisco, California; Santa Clara, California; Hennepin (Minneapolis), 

Minnesota; and Marion (Indianapolis), Indiana. Steadman and associates concluded that the 

MHC participants were less likely than the non-treatment participants to have been rearrested at 

an 18-month follow up.  Additionally, the MHC participants experienced a dramatic reduction in 

their re-arrest rate when compared to the control group participants who did not receive program 

support and services in the MHC (Steadman et al., 2011). Palermo (2010) similarly found that 

MHC program involvement reduced the number of days that offenders spent in jail at a one-year 

follow up.  

Although these studies illustrate the effectiveness of MHCs on recidivism, concerns have 

been raised regarding what efficacy really means in a practical sense when considering the 

unique challenges in dealing with mentally ill offenders. Toward this end, a handful of published 

studies have reported significant negative effects of MHC participation on recidivism (see 

Cosden, Ellens, Schnell, Yamini-Diouf, & Wolfe, 2003; Dirks-Lindhorst & Lindhorst, 2012; 

Rossman et al., 2012). These type of findings raise constructive critique as to the overall efficacy 

of MHCs as well as the research surrounding it.  

First, some scholars have posited that data from MHC studies are inconclusive about the 

improvement of mental health symptoms. This inconclusivity may be exacerbated by the “file 
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drawer problem,” or publication bias whereby studies that fail to reject the null hypothesis are 

not published (Pratt, 2010; Sterling, Rosenbaum, & Weinkam, 1995). This publication bias may 

extend to meta-analyses as well (Higgins, Thompson, Deeks, & Altman, 2003; Song et al., 

2009). Second, it is unclear whether MHCs or jail diversion programs may increase public safety 

(Steadman & Naples, 2005). Diversion programs keep these offenders within the community 

until there is reason to revocate them back into the jail or prison system.  Without exception, 

however, MHC programs connect inmates to community-based sources. These resources tend to 

be overly strained, which may result in a mentally ill client not being efficiently linked to 

treatment. While a good number of studies have explored the ability of MHCs in rehabilitating 

offenders into society, the research is still inconclusive concerning the relationship between 

levels of treatment, clinical outcomes, and recidivism. For example, Luskin (2013) evaluated 4 

MHC sites in Marion County, Indiana in a sample of 171 adult male and female MHC 

participants and 89 controls in a traditional court. The MHC sample (n=171) and the control 

group (n=89). Data from baseline and follow up interviews at 6 months following entry into the 

court, both groups continued to receive MH treatment. Over time, both groups reported a 

substantial decrease in inpatient and emergency room treatment. However, MHC participants 

had the greatest reduction in the frequency of outpatient treatment for defendants who were 

already receiving the high levels of treatment (Luskin, 2013).   

Third, cost-effectiveness is also a concern for the sustainability of MHC programs. A 

recent study examined the cost effectiveness of an urban MHC (Kubiak, Roddy, Comartin, & 

Tillander, 2015). Kubiak and colleagues (2015) found a significant cost savings post-graduation 

for those who completed that program. However, their study brings up several factors that may 
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impact cost saving and overall success such as program completion and variability across MHC 

programs. As an example, sanctions for noncompliance vary across programs, and some 

programs only accept felony offenders while others accept both felony and misdemeanor 

offenders.  Nonetheless, when taken in its entirety, a noteworthy number of studies show that 

MHC participation has a strong positive impact on reducing the number of days that mentally ill 

offenders spend in jail. Moreover, it is well documented that non-jail sanctions are offer 

substantial savings when compared to incarcerations (see for example Piquero, 2010). To 

provide a better understanding of the extant literature that relates to the present study, the next 

section offers an in-depth review of literature for the reader. 

Literature Review on Select MHC Evaluations 

To facilitate a thorough understanding of the larger body of empirical literature, Table 1 

is offered. While this table does not present an overview of all research on mental health courts, 

it provides a comprehensive synthesis of evaluation studies with different variables and findings 

that are relevant to the areas of inquiry related to the present study. This table covers 18 

empirical articles published from 2003 to 2016 from various jurisdictions across the United 

States, Australia, and Canada that evaluated mental health health courts and programs. Articles 

are presented in alphabetical order by author name. Variables of interest in the table include (in 
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Table 1 

Overview of Studies on Mental Health Courts and Programs 

Authors 

 

Pub 

Year 

 

Methods / 

Comparison 

Groups 

 

Location, 

Country 

 

Program Specific Offender 

Qualifications & Program 

Requirements Besides MI 

Treatment 

 

Eligible Mental Illness 

Diagnoses within MHC or 

Program 

 

Length of 

Study 

Follow-Up 

(months) 

 

Dependent 

Variable 

Recidivism?         

Reduced 

Recidivism 

Findings 

 

Sig. 

Differences 

Across MI 

Diagnoses 

Y/N 

 

Successful 

MHC 

Completion 

Rate  

 

Boothroyd, 
Poythress, 

McGaha, & 

Petrila 

2003 non-equivalent 
comparison groups 

design, matched 

non-MHC, 
misdemeanor 

offenders in  

Hillsborough 
County, Florida, 

USA 

Broward County 
Florida, USA 

voluntary participation, 
misdemeanor only non-

violent offenders, MHC 

setting with various 
adjudication outcomes or 

probation, no specifics on 

program 
requirements/services 

Bipolar Disorder, Major 
Depression, Schizophrenia 

8 months 
post-release 

No- DV focused 
emphasis on 

clinical outcomes- 

likelihood of 
mental health 

treatment, volume 

of mental health 
services received, 

service linkage 

strategies in 
mental health 

transcripts 

N/A N/A 

Boothroyd, 
Mercado, 

Poythress, 

Christy, & 
Petrila 

2005 non-equivalent 
comparison groups 

design, matched 

non-MHC, 
misdemeanor 

offenders in  

Hillsborough 
County, Florida, 

USA 

Broward County 
Florida, USA  

voluntary participation, 
misdemeanor only non-

violent offenders, MHC 

setting with various 
adjudication outcomes or 

probation, no specifics on 

program 
requirements/services 

Bipolar Disorder, Major 
Depression, Schizophrenia 

8 months 
post-release 

No- DV focused 
emphasis on 

clinical outcomes- 

mental health 
symptom changes 

over time; mental 

health symptom 
changes and 

receipt of 

treatment; changes 
in symptom by 

type of court 

N/A N/A 
 

 

 
 

 

 
 

 

 
 

 

 

(continues to the next page) 
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Table 1 (cont.) 

Authors 

 

Pub 

Year 

 

Methods / 

Comparison 

Groups 

 

Location, 

Country 

 

Program Specific Offender 

Qualifications & Program 

Requirements Besides MI 

Treatment 

 

Eligible Mental Illness 

Diagnoses within MHC or 

Program 

 

Length of 

Study 

Follow-Up 

(months) 

 

Dependent 

Variable 

Recidivism?         

Reduced 

Recidivism 

Findings 

 

Sig. 

Differences 

Across MI 

Diagnoses 

Y/N 

 

Successful 

MHC 

Completion 

Rate  

 

Burns, 
Hiday & 

Ray 

2013 non-experimental 
design; N/A 

Hall County 
Georgia, USA 

voluntary participation, 
misdemeanor and felony 

non-violent and violent 

offenders, adjudication 
withheld, program 

requirements/services 

included community 
services, housing, food 

stamps, disability payments, 

drug treatment and groups 

Bipolar, Major Depression, 
PTSD, Co-Occurring 

Substance Abuse, 

Schizophrenic Spectrum  

24 months 
post-release 

Yes recidivism 
DV, recidivism 

was measured by 

rearrest and 
number of jail 

days post release; 

MHC participants 
had a lower rate of 

rearrest, MHC 

participants had 
moderated 

reduction in 

number of jail 
days post release   

Y, Co-
occurring 

substance 

abusers had 
lower odds 

of program 

completion/
graduation 

43% 

Campbell, 

Canales, 
Totten, 

Wei, 

Macaulay 
& Wershler 

2015 pre/post design; 

N/A 

Saint John, New 

Brunswick, 
Canada 

voluntary participation, 

misdemeanor and felony 
non-violent and violent 

offenders, no specifics on 

adjudication, program 
services included social 

services, substance abuse 

treatment 

Mood/Anxiety Disorder, 

Personality Disorder, 
Psychotic-related Disorder, 

Substance Use/Dependence 

Continuous 

measure of 
recidivism 

from date 

of program 
exit across 

8 year 

period 

Yes recidivism 

DV, recidivism 
was measured by 

new charge; MHC 

had a lower 
recidivism rate 

when compared to 

partial completers 
or nonstarters 

N/A 75% 

Canada, 

Markway, 
& Albright 

2016 non-experimental 

design; N/A 

Two Midwestern 

MHCs, USA 

voluntary participation, 

misdemeanor and felony 
non-violent and violent 

offenders, conditional 

dismissal, program 
requirements/services 

include substance use 

treatment, GED preparation, 
12-step program, vocational 

training, medication 

management 

Bipolar Disorder, Co-

Occurring Substance Use 
Disorder, 

Schizophrenia/Schizo-

Affective Disorder 

6 month 

post-
enrollment 

Yes recidivism 

DV, recidivism 
was measured by 

days spent in jail 

N/A N/A 

(continues to the next page) 
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Table 1 (cont.) 

Authors 

 

Pub 

Year 

 

Methods / 

Comparison 

Groups 

 

Location, 

Country 

 

Program Specific Offender 

Qualifications & Program 

Requirements Besides MI 

Treatment 

 

Eligible Mental Illness 

Diagnoses within MHC or 

Program 

 

Length of 

Study 

Follow-Up 

(months) 

 

Dependent 

Variable 

Recidivism?         

Reduced 

Recidivism 

Findings 

 

Sig. 

Differences 

Across MI 

Diagnoses 

Y/N 

 

Successful 

MHC 

Completion 

Rate  

 

Carmichael
Marchbank

s, Kirven, 

Klaversma, 
Durkin, & 

Fabelo  

2010 non-experimental 
design; N/A 

Dallas, Tarrant 
and Travis 

County, Texas, 

USA 

voluntary participation, 
misdemeanor and felony 

non-violent and violent 

offenders, various 
adjudication outcomes or 

probation, program 

requirements/services 
included housing, 

psychiatric and substance 

abuse treatment 

Bipolar Disorder, Major 
depression, 

Schizophrenia/Schizo-

Affective Disorder 

6 & 18 
months 

post-release 

Yes recidivism 
DV, recidivism 

was measured by 

new charge,  
Dallas County had 

a reduction in new 

charges for 
schizophrenics up 

to 6 months post-

release; Tarrant 
County had a 

reduction in 

recidivism for 18 
months post 

release 

Dallas- Y  
Tarrant- N  

Travis- N               

SZ were 
less likely 

to 

recidivate 
for 6 

months 

post-release 
compared 

to other 

forms of 
MI 

D-58%      T- 
89%  Travis- 

N/A 

Christy, 
Poythress, 

Boothroyd, 

Petrila, & 
Mehra 

2005 quasi-experimental 
design, matched 

non-MHC, 

misdemeanor 
offenders in  

Hillsborough 

County, Florida, 
USA 

Broward County 
Florida, USA 

voluntary participation, 
misdemeanor only offenders 

(unspecified regarding non-

violent or violent), no 
specifics on adjudication, no 

specifics on program 

requirements/services 

Diagnoses not specified 
within sample 

12 months 
post-

enrollment 

Yes recidivism 
DV, recidivism 

was measured by 

rearrests; MHC 
participants had a 

moderated lower 

rate of rearrest 
than comparison 

group but it was 

not statistically 
significant 

N/A N/A 
 

 

 
 

 

 
 

 

 
 

(continues to the next page) 
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Table 1 (cont.) 

Authors 

 

Pub 

Year 

 

Methods / 

Comparison 

Groups 

 

Location, 

Country 

 

Program Specific Offender 

Qualifications & Program 

Requirements Besides MI 

Treatment 

 

Eligible Mental Illness 

Diagnoses within MHC or 

Program 

 

Length of 

Study 

Follow-Up 

(months) 

 

Dependent 

Variable 

Recidivism?         

Reduced 

Recidivism 

Findings 

 

Sig. 

Differences 

Across MI 

Diagnoses 

Y/N 

 

Successful 

MHC 

Completion 

Rate  

 

Comartin 
Kubiak, 

Ray, 

Tillander, 
& Hanna 

2015 non-experimental 
design; N/A 

8 MHCs in one 
Midwestern 

State, USA 

voluntary participation, 
misdemeanor and felony 

offenders (unspecified 

regarding non-violent or 
violent), conditional 

dismissal, program 

requirements/service 
included medication 

compliance, substance abuse 

treatment, drug and alcohol 
free, and other support 

groups 

Bipolar Disorder, Major 
Depression, and 

Schizophrenia 

12 months 
post-release 

Yes recidivism 
DV, recidivism 

was measured by 

returning to jail, 
number of jail 

days, and number 

of days to first jail 
admission; MHC 

participants had a 

reduction in jail 
episodes from one 

year pre-

enrollment to one 
year post release 

from MHC; MHC 
participants had a 

reduction in the 

number of jail 
days post release 

at one year follow-

up; MHC 
participants had a 

longer time to first 

arrest 

N 41% 

Frailing  2010 quasi experimental 
design, matched 

non- MHC, Washoe 

County, Reno, 
Nevada, USA 

Washoe County, 
Reno, Nevada, 

USA 

voluntary participation, 
misdemeanor and felony 

offenders (unspecified 

regarding non-violent or 
violent), required to enter a 

guilty plea, program 

requirements/services 
included substance abuse 

treatment and housing 

Anxiety Disorder, Bipolar 
Disorder, Major Depression,  

Mood Disorder, 

Schizophrenia 

12 months 
post-release 

Yes recidivism 
DV, recidivism 

was measured by 

number of jail 
days; MHC 

participants served 

fewer jail days 
than the control 

group 

N/A N/A 

(continues to the next page) 
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Table 1 (cont.) 

Authors 

 

Pub 

Year 

 

Methods / 

Comparison 

Groups 

 

Location, 

Country 

 

Program Specific Offender 

Qualifications & Program 

Requirements Besides MI 

Treatment 

 

Eligible Mental Illness 

Diagnoses within MHC or 

Program 

 

Length of 

Study 

Follow-Up 

(months) 

 

Dependent 

Variable 

Recidivism?         

Reduced 

Recidivism 

Findings 

 

Sig. 

Differences 

Across MI 

Diagnoses 

Y/N 

 

Successful 

MHC 

Completion 

Rate  

 

Herinckx, 
Swart, 

Ama, 

Dolezal, & 

King 

2005 pre/post non-
experimental 

design; N/A 

Clark County, 
Vancouver, 

Washington, 

USA 

voluntary participation, 
misdemeanor and felony 

offenders (unspecified non-

violent or violent), 

conditional dismissal, no 

specific program 

requirements/services 

Major Affective Disorder, 
Mood Disorder, 

Schizophrenia 

12 months 
post-

enrollment 

Yes recidivism 
DV, recidivism 

was measured by 

new arrests; over 

half of MHC no 

new arrest 12 

months post 
enrollment 

Y, SZ were 
half as 

likely to be 

rearrested 

compared 

to all other 

forms of 
MI 

18% 

Hiday & 

Ray 

2010 pre/post non 

experimental 
design; N/A 

North Carolina, 

USA 

voluntary participation, 

misdemeanor and felony 
non-violent and violent 

offenders, conditional 

dismissal, program 
requirements included 

treatment groups 

not specified for disorders 24 months 

post-release 

Yes recidivism 

DV, recidivism 
was measured by 

rearrest; majority 

of MHC 
participant 

completers were 

not rearrested 2 
years post MHC 

release 

N/A 61% 

Hiday, 

Wales, & 

Ray 

2013 quasi-experimental 

design, non-MHC 

matched, 

misdemeanor 
offenders in District 

of Columbia, USA 

District of 

Columbia, USA 

voluntary participation, 

misdemeanor non-violent 

offenders, conditional 

dismissal, program 
requirements included drug 

treatment 

not specified for disorders 12 months 

post-release 

Yes recidivism 

DV, recidivism 

was measured by 

rearrest;.majority 
of MHC 

participant 

completers were 
not rearrested one 

years post MHC 

release 

N/A 58% 

Lim & Day 2014 non-experimental 
design; N/A 

South Australia  voluntary participation, 
minor, moderate and serious 

offending behaviors 

(Australian justice system), 
conditional dismissal, no 

specific program 

requirements/services 

Anxiety, Mood Disorder, 
Personality Disorder, 

Schizophrenia, Substance 

Use Disorder 

24 months 
post-release 

Yes recidivism 
DV, recidivism 

was measured by 

new charge; over 
half of MHC 

participants did 

not re-offend 2 
years post release  

N/A 76% 

(continues to the next page) 
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Table 1 (cont.) 

Authors 

 

Pub 

Year 

 

Methods / 

Comparison 

Groups 

 

Location, 

Country 

 

Program Specific Offender 

Qualifications & Program 

Requirements Besides MI 

Treatment 

 

Eligible Mental Illness 

Diagnoses within MHC or 

Program 

 

Length of 

Study 

Follow-Up 

(months) 

 

Dependent 

Variable 

Recidivism?         

Reduced 

Recidivism 

Findings 

 

Sig. 

Differences 

Across MI 

Diagnoses 

Y/N 

 

Successful 

MHC 

Completion 

Rate  

 

Luskin 2013 quasi experimental 
design, matched 

MHC eligible, 

traditional court, 
Marion County, 

Indiana, USA 

Marion County, 
Indiana, USA 

voluntary participation, 
misdemeanor and felony 

non-violent or violent 

offenders, conditional 
dismissal, no specific 

program 

requirements/services 

Bipolar Disorder, Major 
Depression, Schizophrenia, 

Substance Use 

6 month 
post-

enrollment 

No- DV focused 
on treatment 

outcomes of 

mental health 
clients prior to 

entry to court; how 

treatment terrain 
changes after MH 

involvement; how 

MHC participant 
effected context, 

frequency, and 

content of 
treatment 

N/A N/A 

Moore & 

Hiday 

2006 non-equivalent 

comparison groups 
design, matched 

non-MHC, 

Southeastern, USA 

Southeastern, 

USA 

voluntary participation, 

misdemeanor and felony 
non-violent or low-level 

violent offenders, 

conditional dismissal, 
program requirements 

included anger management, 

housing, employment 
assistance, drug treatment, 

social services and 

vocational training, 

not specified for disorders 12 months 

post-
enrollment 

Yes recidivism 

DV, recidivism 
was measured by 

number of new 

arrests and 
recidivism 

severity; MHC 

participant 
completers were 

rearrested less 

often for less 
serious offenses 

N/A 63% 

(continues to the next page) 
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Table 1 (cont.) 

Authors 

 

Pub 

Year 

 

Methods / 

Comparison 

Groups 

 

Location, 

Country 

 

Program Specific Offender 

Qualifications & Program 

Requirements Besides MI 

Treatment 

 

Eligible Mental Illness 

Diagnoses within MHC or 

Program 

 

Length of 

Study 

Follow-Up 

(months) 

 

Dependent 

Variable 

Recidivism?         

Reduced 

Recidivism 

Findings 

 

Sig. 

Differences 

Across MI 

Diagnoses 

Y/N 

 

Successful 

MHC 

Completion 

Rate  

 

Ray 2014 non-experimental 
design; N/A 

North Carolina, 
USA 

voluntary participation, 
misdemeanor and felony 

non-violent and violent 

offenders, conditional 
dismissal, no specific 

program requirements 

not specified for disorders Continuous 
measure of 

recidivism 

from date 
of program 

exit across 

10 year 
period 

Yes recidivism 
DV, recidivism 

was measured by 

rearrest and time 
to first rearrest 

post release; 

almost half of 
MHC participants 

did not recidivate. 

One third of the 
MHC sample 

recidivated during 

the first year post 
release 

N/A 59% 

Ray, Hood, 

& Canada  

2015 non-experimental 

design; N/A 

Southeastern, 

USA 

voluntary participation, 

misdemeanor and felony 
non-violent and violent 

offenders, traditional court 

setting various 
adjudications, program 

requirements/services 

included 
outcomes/probation, 

substance use treatment, 

individual therapy 

Bipolar Disorder, Major 

Depression, Schizophrenia, 
Substance Use 

36 months 

post-release 

Yes recidivism 

DV, recidivism 
was measured by 

rearrest; study also 

included in 
program 

offending; MHC 

participants were 
rearrested during 

program were 

more likely to 
return to jail 

N/A 46% 

(continues to the next page) 
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Table 1 (cont.) 

Authors 

 

Pub 

Year 

 

Methods / 

Comparison 

Groups 

 

Location, 

Country 

 

Program Specific Offender 

Qualifications & Program 

Requirements Besides MI 

Treatment 

 

Eligible Mental Illness 

Diagnoses within MHC or 

Program 

 

Length of 

Study 

Follow-Up 

(months) 

 

Dependent 

Variable 

Recidivism?         

Reduced 

Recidivism 

Findings 

 

Sig. 

Differences 

Across MI 

Diagnoses 

Y/N 

 

Successful 

MHC 

Completion 

Rate  

 

Ray, 
Kubiak, 

Comartin, 

& Tillander  

2015 non-experimental 
design; N/A 

8 MHCs in one 
Midwestern 

State, USA 

voluntary participation, 
misdemeanor and felony 

offenders (unspecified non-

violent or violent), various 
adjudication 

outcomes/probation, 

program 
requirements/service 

included medication 

compliance, substance abuse 
treatment, drug and alcohol 

free, and other support 

groups 

Bipolar Disorder, Major 
Depression, Schizophrenia 

12 month 
post-release 

Yes recidivism 
DV, recidivism 

was measured by 

new charge and 
number of jail 

days; MHC 

participant 
completers were 

less likely to 

recidivate; MHC 
participants 

completers had 

fewer number of 
days spent in jail 

post release 

N/A 41% 

 
Note: N/A = not applicable to this study; Sig.= significant; MHC= mental health court; SZ= schizophrenics; D = Dallas County, Texas, USA and Tt= Tarrant County, Texas, USA 
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order): author name; publication year; study methods and comparison group information; 

location and country; program specific offender qualifications and program requirements besides 

mental health treatment; eligible mental illness diagnoses included within each mental health 

court/program; length of study follow-up; whether the dependent variable of the study was 

recidivism and the measures included; whether the authors reported a significant relationship 

between specific mental illness and outcomes; and what the successful MHC completion rate 

was for each study. 

For the 18 evaluations presented, 11 of the studies did not have comparison groups, but 

instead focused on outcomes for only the mental health court or program clients involved within 

the specific jurisdiction. Seven of the studies had non-equivalent or quasi-experimental 

comparison groups. With regard to geographical location, 16 of these studies were American, 

one was Canadian, and one was Australian.  Of the U.S. works, seven were conducted in the 

southeastern or southern region of the United States, four were conducted in the Midwestern 

region, two were conducted within North Carolina, and the balance came from MHCs within 

Washington state, Nevada, and Washington, D.C. (with one evaluation each, respectively).  It is 

noteworthy that while the Carmichael et al. (2010) study offered a comprehensive overview 

across Dallas, Tarrant and Travis county MHCs (with varying program requirements and 

components for each county program evaluated), it was not included in Table 1 because it lacked 

statistical rigor. This study is the lone publication investigating any Texas MHCs (which is the 

state where the present study was conducted) and pre-dated the founding of the conditional 

dismissal program within the Dallas Public Defender’s Office that is the focus of the present 

study. 
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When looking across the program specific qualifications for offenders who participated 

in the various MHCs, all of these works indicated that clients voluntarily opted into the 

respective programs (versus being court-ordered). This is typical of problem-solving courts and 

the therapeutic jurisprudence model that endorses a buy-in for the client in their own treatment 

and rehabilitation (see, for example Ferrazzi & Krupa, 2016). It is also implicit under this general 

idea that participation is voluntary that offenders who opt into the MHC or program have mental 

competency, whereby they are lucid, have the ability to assist in their own defense, and 

understand the charges and criminal justice program they are participating in. 

When looking across the program eligibility with regard to type of offense categories 

(misdemeanor versus felony) and seriousness of the offense (non-violent versus violent), the 

majority (n= 13) of MHCs and programs included offenders charged with both misdemeanor and 

felony offenses.  Only four studies highlighted programs that involved only misdemeanants. The 

remaining study by Lim and Day (2014) was based on an Australian jurisdiction that coded 

offense category via the Australian legal system; offenders were classified across minor, 

moderate and serious offending behaviors which loosely correspond to American legal codes. 

Moreover, all but six of the 18 studies included both non-violent and violent offenses within their 

respective MHC or program.  

While it may have been noted within the study design which offenses were allowed for 

MHC participants, only a few studies have examined the impact of offense or arrest type on 

MHC program outcomes (Ray, Kubiak, Comartin & Tillander, 2015). Hiday and Ray (2010) 

addressed offense type in their study of MHC participants and reported that among 90 percent of 

the misdemeanor offenders in their sample, offense type was not a significant predictor of 
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program graduation or completion. In contrast, program completion was the strongest predictor 

of recidivism. Additionally, Burns and co-authors (2013) concurred with the previous findings of 

Hiday and Ray (2010) and reported that for many of the MHC participants of male and female 

felony offenders, the offense type was not a significant predictor of MHC program completion. 

Most the sample were felony offenses. A small percentage of graduates, 24 percent, recidivated 

during a two-year post-graduation period. The strongest variables associated with re-arrest 

included substance use, prior number of days in jail, and graduation from the program (Burns, 

Hiday, & Ray, 2013). Exploring these issues further, Kubiak et al. (2015) studied an urban 

MHC’s felony docket and found that the program led to cost savings for the court system over a 

12-month period among its post-MHC participants due to reduced recidivism in completers.  

When analyzing sentencing outcomes possible for participants, half of the MHC 

programs were a conditional dismissal program whereby charges were dismissed in full (without 

an adjudication of guilt) upon successful completion of all program requirements.  In addition, 

the Burns, Hiday and Ray (2013) study of Hall County, Georgia reported the withholding of 

adjudication of guilt for successful completers.  Of the eight remaining studies, five courts had 

varying adjudication outcomes ranging from adjudication withheld to adjudication of guilt and 

probation. One program in Washoe County, Nevada required all defendants within the MHC to 

plead guilty to their criminal charge as part of their requirements for the program (Frailing, 

2010).  Only two of the studies did not provide detailed information regarding available 

sentencing disposition outcomes for MHC participants (see Campbell et al., 2015; Christy et al., 

2005). The former study is the lone Canadian study and the latter involved MHC participants in 

Broward County. It should be noted that while the Christy et al. (2005) study did not elaborate 
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on sentencing adjudication outcomes, this dataset has two other publications that come from the 

same sample in Broward County which detailed various adjudication options ranging from 

withholding to guilty pleas that the court assigned to participants (so it may be inferred for this 

study as well). 

For program requirements and services offered across these varying MHCs, a perusal 

across these studies indicates that 11 of the 18 evaluations pieces offered detailed program 

information; seven articles did not offer the reader specifics about social, therapeutic, or 

vocational requirements. Of the 11 programs that did offer information on treatment 

requirements, the most common requirement involved drug treatment/12-step programs, with all 

programs requiring this in conjunction with other mental health medication and treatment 

compliance. Other forms of common social services or support included community housing, 

vocational education/GED, food stamps, and disability services for clients in need.   

As is typical with other problem-solving courts, MHCs commonly have phases for case 

management of their clients, with progressive phases leading to more independence and less 

oversight as they move toward “graduation.” For example, Burns, Hiday, and Ray (2013) 

reported that defendants progressed through a series of MH treatment phases accompanies by 

case management to facilitate reception of needed services. Each progressive phase has less 

monitoring and required less frequent court appearances. At any point after enrolling in MHC 

participants could choose to opt out and return to traditional court. Similarly, Campbell et al. 

(2015) reported that all participants received extensive mental health and social services support. 

Participants had the option to voluntarily withdraw from program or could be removed for 

noncompliance. Likewise, another study by Canada and colleagues (2016) conveyed that all 
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participants were enrolled in mental health or substance use treatment. They also received other 

resources such as psychotherapy, GED preparation, 12-step program, vocational training, 

psychiatric visits, medication management and combination groups- dual diagnosis treatment.  

Comartin et al. (2015) also reported requirements of the program within the eight 

Midwestern MHCs they studied as requiring a minimum time for court supervision (12 to 24 

month), remaining alcohol and drug free for a specified period, and maintained medication 

stability. Participants also attended treatment or support groups and demonstrated ability to 

function in the community. Similarly, Frailing (2010) discussed the program requirements within 

Washoe County, Nevada which focused on assigning treatment plans, interdisciplinary team 

worked to develop individualized plans of care to help participants achieved independence and 

an improved quality of life. Program administrators targeted schizophrenia, bipolar, major 

depressive, mood, anxiety, and co-occurring substance abuse disordered offenders. Hiday and 

Ray (2010) also reported that participants were required to complete six months of continuous 

and consistent compliance with treatment, behavioral change, and court appearance. Treatment 

was designed based on individual needs and availability. These various types of treatment and 

compliance requirements are typical when looking across MHC programs and are posited to 

have a positive influence on both mental health and criminal justice outcomes for participants. 

As mental health offenders may rebound into illegal criminal or civil behaviors without 

sustained treatment, the seeking of outpatient services is one key predictor of success and long-

term health. Herinckx, Swart, Ama, Dolezal, and King (2005) utilized a pre-post research design 

in a study of a Clark County MHC in the state of Washington.  The authors concluded that 

graduates of the MHC program were 3.7 times less likely to recidivate as well as more likely to 
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receive outpatient mental health treatment. The MHC participants sought significantly fewer 

hours of crisis intervention, which resulted in significant cost savings for this jurisdiction and 

criminal justice system. Notably, 54 percent of the MHC program’s participants produced zero 

re-arrests, and probation violations fell by 62 percent in the treatment group (Herinckx et al., 

2005.). Other researchers have found comparable success when evaluating other mental health 

diversion programs. Luskin (2013) reports that MHC participants in Marion County, Indiana 

demonstrated increased use of outpatient treatment when compared to offenders involved in 

traditional court settings. Cosden, Ellens, Schnell, Yamini-Diouf, and Wolfe (2003) also 

observed that participants in MHC programs spend fewer days in jail compared to traditional 

court offenders even though their observations showed no statistical significance. 

For the 13 studies that offered information on eligible mental health diagnoses for clients 

participating in the MHCs evaluated, the most common diagnoses included within sample 

populations were schizophrenia/psychotic disorders (n= 13) and affective disorders such as 

bipolar and major depressive disorders (n= 11). Other common diagnoses included dual 

diagnosis/substance abuse disorders (n= 6), mood/anxiety/PTSD disorders (n= 5), and to a lesser 

extent, personality disorder (n= 2). When looking across the limited number of studies that found 

statistically significant differences across various forms of mental illness on outcomes, two 

studies found that schizophrenics were less likely to be rearrested when compared to MHC 

participants with other forms of mental illness (see Carmichael et al., 2010 and Herinckx et al., 

2005). In contrast, Burns and colleagues (2013) found that drug users with a co-occurring mental 

health disorder were significantly less likely to complete or graduate the MHC than participants 

with other forms of serious mental illness. Overall, examining the link with various forms of 
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mental illness to see if there is significant differences requires more inquiry; it may be that small 

sample sizes impairs analyses across these subpopulations of differing mental illnesses. 

For the length of the study follow-up, there was great variance across the chosen 

evaluations regarding whether authors used measures during enrollment periods or post-release. 

Follow-up periods were as short as six to eight months post-release (n= 3) or post-enrollment (n= 

2). Twenty-two percent of the articles (n= 4) used a 12-month post-release follow-up period; this 

was the most frequently used period of analysis. Another three studies used a 12-month post-

enrollment period and an additional three had an impressive 24-month follow-up period (see 

Burns et al., 2013; Hiday & Ray, 2010; Lim & Day, 2014) and one had a 36-month post-release 

period (see Ray, Hood & Canada, 2015). Two studies adopted continuous periods of recidivism 

throughout the follow-up period. 

Recidivism is the focus of the current work and is a common dependent variable when 

looking across this selected body of literature regarding outcomes. For all of the 18 works cited 

within Table 1, all but three had an outcome measure of recidivism as one of their dependent 

variables. The other works focused on clinical/treatment outcomes versus criminal justice 

outcomes as their main focus. For the studies focusing on re-offending over time as a measure of 

efficacy of the MHCs and programs, 13 of the 14 studies used rearrest/new charges as an 

outcome measure; only Canada, Markway and Albright (2016) omitted this as a dependent 

variable and used the number of days spent in jail instead. This latter variable was the second 

most common outcome overall, with five of the 14 studies utilizing this measure as a dependent 

variable. Lastly, one study included the number of days from release to the next jail visit 

(Comartin et al., 2015) and one included an analysis regarding the severity of the new rearrest 
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charge  (Moore and Hiday, 2006). These findings are similar to those reported in the meta-

analysis by Sarteschi et al. (2015) and Lowder et al. (2018) discussed previously. 

Consistent with previous research, Hiday, Wales, and Ray (2013) examined recidivism 

over a 12-month post-MHC period in the District of Columbia (DC) in a larger study of mentally 

ill offenders who participated in MHCs who were compared to offenders who were not referred 

to mental health diversion programs. Hiday and colleagues reported fewer re-arrests among 

participants who graduated from an MHC program when compared to non-participants. 

Furthermore, the group who graduated from the MHC program had fewer re-arrests and longer 

periods before arrest for those MHC participants who recidivated than non-participants (Hiday et 

al., 2013). Likewise, in a North Carolina MHC study, Moore and Hiday (2006) found that 

misdemeanor and felony offenders who completed the MHC program (n= 82) were 47 percent 

less likely to recidivate and had fewer serious offenses after a 12-month follow up than controls 

in a traditional court (n= 183). Hiday and Ray (2010) conducted a follow-up study of the North 

Carolina MHC and found that graduates of the court program were 88 percent less likely to 

recidivate when compared to those offenders who voluntarily dropped out of the MHCs program 

early, or who were removed due to noncompliance.  

In a 2005 study looking at recidivism outcomes for MHC offenders in Washington state, 

Henrinckx and authors utilized a pre-/post-test experimental design and found that participation 

lowered the risk of recidivism over a 12-month post-enrollment period. Logistic regression 

analysis indicated that participants who graduated from the MHC were 3.7 less likely to be 

rearrested compared with those who were terminated from the MHC for numerous reasons after 

controlling for gender, ethnicity, age, and felony. Also, those who were still enrolled after the 
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365 day observation window were 2.3 times less likely to be rearrested than those who were 

terminated earlier (Herinckx et al., 2005). 

Christy et al. (2005) similarly conducted a one-year follow-up study of Broward County, 

Florida MHC participants and concluded that the program participants were less likely to 

recidivate. In addition, the number of days that the study participants were jailed in a one-year 

period fell from 23 days before an MHC program involvement to only three days following 

MHC involvement (Christy et al., 2005). In a 1 year follow up period 17 percent MHC and 15 

percent of the comparison group had at least one felony level arrest. Survival analysis revealed 

that MHC participants had a more favorable survival rate than participants in the comparison 

group. One study limitation is that this study did not include data on time in county jails post 

study enrollment.  

Of those works which offered rates of completion for MHC participants in programs in 

Table 1, rates of success ranged from a low of 18 percent (see Herinckx et al., 2005) to a high of 

89 percent (see Carmichael et al., 2010). Seven of other nine studies that reported completion 

rates were in the 40-60th percentile range. Some researchers have examined the efficacy of 

MHCs by analyzing differences between those program participants who complete all 

requirements versus non-completers. A review of the literature highlights a consistent theme--

more exposure to the specialty court program enriches the quality and creates more positive 

outcomes for participating offenders who complete court-ordered requirements. Hiday, Ray, & 

Wales (2014) examined participants in MHC programs for the years 2000 through 2006. In a 

survival analysis of outcomes during the 12 months post-exit of the MHC program, 20 percent of 

completers and 52 percent of non-completers recidivated.  
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Cross-cultural research has also demonstrated the efficacy of MHCs. Lim and Day (2014) 

researched the effectiveness of a South Australian mental health diversion court and found that 

half of the participants did not recidivate at a two-year follow-up study after MHC program 

participation. The authors noted that several variables predicted re-offending scenarios, including 

gender, comorbidity substance use, offender history, and failure to complete the program. 

Interestingly, the strongest predictor of re-offending was a failure to complete the program (Lim 

& Day, 2014).  

Slightly similar to previous the study, Frailing (2010) found that enrollment in the 

Washoe County MHC (n=146) is associated with reduced recidivism and reduced drug and 

alcohol use. This study included a comparable control group (n= 238) including those who 

decided to opt out of the program. This study targeted major mental illnesses such as 

schizophrenia, bipolar disorder, and major depression. Both misdemeanor and felony offenses 

were included as well. Results showed that not only did MHC participants have a reduction in 

recidivism rates, but MHC participants/graduates served significant fewer jail days than control 

group during the year after referral and during the year after graduation. Furthermore, MHC 

graduates spent significant fewer days in the psychiatric hospital in the year after their graduation 

as compared to the year before their referral. 

Within a large MHC sample of participants in the District of Columbia (n=408), Hiday, 

Wales, and Ray (2013) suggested that participants who received the “full dose” of the MHC have 

a more favorable outcome. A large comparison group (n= 687) included a sample of participants 

who were eligible for the MHC but selected to participated in “treatment as usual” within a more 

traditional court. Both samples included offenders of average age 40 to 41 years, with at least 



 

54 

 

half of sample males, and the majority of participants non-white. Using both logistic regression 

and Cox proportional hazard analysis modeling techniques to predict time to rearrest, findings 

revealed that 58 percent of MHC participants graduated. In addition, completers of the MHC had 

a fewer number of rearrests and a longer time to rearrest when compared to SSU control group.  

In contrast to the previous study, Lim & Day (2014) did not include a control group when 

evaluating the South Australia Magistrates Court Diversion Program (n= 219) but similarly 

adopted a survival analysis.  The authors examined time to rearrest at 24 months for completers 

and non-completers. Additionally, logistic regression examined how program completion 

impacted rearrest when controlling for all other predictor variables such age, gender, co-morbid 

substance abuse, offense category pre-program, length of time spent in the program, criminal 

history, history of violent offending and program completion. Results showed that the majority 

of reoffending behaviors took place within the first 12 months; the average time to reoffending 

was 9 months of those who reoffended. Moreover, gender, the presence of co-morbid substance 

abuse, offending history, and a failure to complete program were significant predictors of 

recidivism post program release (Lim & Day, 2014). 

In another study of a MHC located in a midsized town in Southeastern state (n=157) 

offered some unique findings (Ray et al., 2015).  Although not statistically significant, 

participants who were incarcerated following MHC exit tended to be younger, male, and 

nonwhite. MHC participants who were rearrested during MHC program were more likely to be 

incarcerated after exiting the MHC. Again, younger defendant and those with a greater number 

of prior arrest were more likely to recidivate.  
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Two studies employed the longest post-release periods used of any of the studies 

included within Table 1. First, Campbell and colleagues (2015) used a pre-post design with a 

Canadian MHC program and examined three groups composed of MHC completers, non-

starters, and partial completers over a period of eight years. Campbell and colleagues reported 

psychological diagnosis to be more common among MHC completers and least common among 

MHC non-starters. Substance use was a factor among all three groups, yet it was less prevalent 

among completers. MHC completers showed a moderate decrease in the risk of recidivism, and 

the partial MHC completers showed they were more likely to be removed due to non-

compliance, hence their status as not compliant. Overall, Campbell and colleagues concluded 

that MHC participation improves clinical outcomes for offenders.  

Second, Ray (2014) adopted a non-experimental design (with no control groups) and 

evaluated a MHC located in North Carolina with a large sample size (n= 449) for between five 

and 10 years post-release. Study participants had a mean age of 34 years, were overwhelmingly 

white and male. While the study included both misdemeanor and felony non-violent and violent 

offenders, the sample was overwhelmingly misdemeanants (87%). Data were also collected on 

the time of traditional court outcomes for those who did not complete the MHC process. Cox 

regression survival analysis was used to examine recidivism post-exit, with results reporting that 

MHC completers had a 2.2 times lesser hazard risk than non-completers. Participants who 

completed the MHC were significantly less likely to reoffend and had a significantly longer time 

to recidivism versus non-completers when covariates were controlled for. Age at entry, number 

of prior arrests, and rearrest during participation in the MHC were significant predictors. 

Interestingly, roughly 60 percent of completers had not recidivated at the 5 years post-exit MHC. 
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Despite the unique contribution of this study with an usually long follow up period, it did include 

critical data on employment housing, mental health diagnoses or global functioning, substance 

abuse, social or family supports, or the appropriateness of the treatment and services before, 

during and after MHC (Ray, 2014).   

Two studies reported findings from eight MHCs in a Midwestern state. Ray, Kubiak, 

Comartin, & Tillander (2015) conducted the first multi-site evaluation (n=234) and found that 41 

percent of participants across these sites successfully completed the MHC program. Moreover, 

43 percent of participants recidivated post MHC exit. Felony offenders were significantly less 

likely to complete MHC than those with a misdemeanor charge. In one of the few studies that 

also included the originating offense for MHC participants as an independent variable, logistic 

regression analysis results indicated that felony offenders were also 2.5 times more likely to 

recidivate than those with misdemeanor after controlling for sociodemographic variables and 

prior jail days. A robust association between completion and recidivism post MHC exit was 

reported, with only 7 percent of completers rearrested when compared to 66 percent of non-

completers. Few offenders who completed the MHC regardless of offense type recidivated post 

exit (Ray et al., 2015). Age was also a significant negative predictor of completion, with younger 

offenders less likely to complete the MHC. 

Likewise, Comartin and her colleagues (2015) conducted a separate analysis on the same 

eight MHC sites with covariates that included demographic variables, prior living situation, 

MHC completion status, length of stay, and high -intensity service use after MHC discharge.  

The bivariate analysis showed significant difference in that a greater number of women than men 

had a diagnosis of bipolar disorder (with 52% to 33%, respectively). In addition, race-ethnicity 
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was a significant covariate. Survival analysis using Cox regression showed that successful 

program completion had a longer time to rearrest.  In addition, participants who took advantage 

of more high intensity services after MHC discharge had a shorter time to rearrest than those 

participants who used fewer services.  

When looking across the overall body of literature highlighted in Table 1, the empirical 

literature offers moderate support for the efficacy of mental health courts and programs in 

reducing recidivism in participants when compared to traditional courts. However, there is mixed 

evidence depending on the study design, outcome measure of recidivism, and the time period of 

follow-up in particular, which points to the need for more research to fill this gap in our 

understanding of how effective MHCs are for various mentally ill offender populations.  In 

addition, there are a number of other independent variables that have been linked empirically 

with outcomes for clients in MHCs. The following section briefly offers an overview of these 

areas. 

Offender Factors Affecting Court Outcomes 

Several factors related to life course outcomes for offenders in mental health courts have 

been investigated within the empirical literature and are relevant when studying mentally ill 

populations and developing programs to address recidivism for MHC participants.  These factors 

include history of offending, homelessness, and disabilities. A brief discussion of each is 

presented next as they relate to the efficacy of programs in MHCs and outcomes for participants. 

History of Offending 

 A history of offending can be measured by the offender’s number of arrests or days in jail 

before his or her participation in an MHC. As a measure of offense history, the number of days 
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spent in jail before participating in an MHC program has been shown to be a strong predictor of 

recidivism (Burns et al., 2013). Just as a history of offending is one of the most robust predictors 

of recidivism in general criminal populations of offenders, researchers have similarly postulated 

that engaging in criminal activity prior to MHC involvement may predict the risk or likelihood of 

re-arrest after the completion of an MHC program (Christy et al., 2005; Herinckx et al., 2005; 

Hiday & Ray, 2010; Steadman et al., 2011).  

However, a review of the extant literature shows contradictory findings about the 

relationship between previous offending and recidivism for offenders with mental health 

problems who participate in MHCs.  For example, Christy and colleagues (2005) studied the 

Broward Mental Health Court in Ft. Lauderdale, Florida and utilized official arrest data to review 

offense histories occurring one year before the offenders’ participation in the MHC. The authors 

compared the MHC participants’ pre-participation arrest data to the participants’ one-year post-

MHC follow-up data. The authors concluded that offenders’ pre-MHC jail history was not a 

statistically significant factor associated with re-arrest (when controlling for other variables in 

the model) although many of the MHC participants had reported a history of being jailed before 

their participation in the MHC program.  

In contrast, Hiday and Ray (2010) found that the only statistically significant predictor of 

re-arrest was the number of arrests before an MHC program involvement.  Specifically, the odds 

of re-arrest for the offenders in this study increased by 27 percent for each additional arrest that 

occurred before their MHC involvement. Authors also reported that MHC program completers 

were 88 percent less likely to be re-arrested than offenders who did not complete the program. 

The authors divided the sample into two groups; specifically, the first group included only MHC 
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participants, and the second group included non-MHC participants processed through the 

traditional court setting. The arrest histories in both groups were matched so that 95 percent of 

each group had at least one occurrence of arrest before participating in the local MHC. The 

authors found that the MHC participants were significantly less likely to have been re-arrested 

than the comparison group at the end of the 18-month follow-up period. As shown by these 

contrary findings, the literature regarding the significance of prior offending is mixed and further 

study is needed. 

Homelessness 

 One of the most common issues facing mentally ill populations in the United States is the 

issue of homelessness. Indeed, some scholars have estimated that roughly two-thirds of the 

homeless population suffers from a form of severe mental illness, such as schizophrenia or 

bipolar disorder (Childress et al., 2015). Moreover, homelessness was one of the unintended 

consequences from the policies which deinstitutionalized mental illness. Deinstitutionalization 

occurred in the 1970s despite prevalence at the time of adequate outpatient psychiatric services 

and social services in the nation’s health care systems (Donohoe, 2004; Tucker, 2008). The 

combination of deinstitutionalization and inadequate resources within the private sector to 

address serious forms of mental health and social stigmatization resulted in an exacerbation of 

the issues that frequently accompany homelessness, including insufficient healthcare, limited 

preventive care, and scarcity of food, clothing, and shelter (Donohoe, 2004). Childress and 

colleagues (2015) investigated a large homeless population in a large metropolitan area in North 

Texas. The authors suggested that suffering from a severe mental illness in youth resulted in an 

increased risk for continued homelessness into adulthood. Their findings revealed that over half 



 

60 

 

of the sample population suffered from a severe mental illness and another 20 percent suffered 

from substance use (dual diagnosis).  

In summary, homelessness is a complex issue for the mentally ill population which 

undoubtedly adds to their needs and their risk of re-entry into the criminal justice system.  

Unfortunately, social institutions have yet to address the issue fully (Shipley & Tempelmeyer, 

2012). In essence, homelessness can be both a consequence and a cause of criminal behavior, but 

the cyclical nature of it is complicated with the onset of serious mental illness. As homelessness 

may become an important risk variable pointing to transiency and stability, it may have a 

significant impact on outcomes for mentally disordered offenders in specialty courts or 

programs. Problem-solving courts such as MHCs are designed to support offenders by helping 

them locate stable housing, as well as addressing risk factors that impact subsequent risk or 

underlying issues that may further reinforce criminal behaviors and contribute to recidivism 

(Somers, Rezansoff, Moniruzzaman, Palepu, & Patterson, 2013). 

Disability 

 Another factor which has been shown in the literature to significantly impact outcomes 

for the mentally ill offender population is the presence of a disability (Burke, Griggs, Dykens, & 

Hodapp, 2012). However, few researchers have examined the significant impact of disabilities 

on outcomes for participants in MHCs. Disabilities may be presented as physical impairments, 

such as being wheelchair bound, or cognitive/intellectual in nature, such as having organic brain 

damage, PTSD, or having below average intelligence. Due to the lack of data on physical 

disabilities for the present study, the review here focuses on intellectual disabilities within the 

MHC setting.   
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Offenders who are diagnosed with both a mental illness and an intellectual disability 

present a unique challenge to the mental health court. This diagnosis leads the offender to be 

more likely to be unemployed and more likely to be less truthful with others (Burke et al., 2012). 

Burke and associates (2012) studied adults in two groups identified as MHC participants who 

had an intellectual disability versus those MHC participants who did not have an intellectual 

handicap. Their findings reveal that participants with diagnoses of both mental illness and 

intellectual disability were likely to be younger adults, male, African American, less educated, 

more isolated, and lack sufficient social support networks. The MHC participants were more 

likely to receive diverse modalities of treatment such as multiple forms of supervision and 

treatment, which in turn led to successful outcomes (Burke et al., 2012).  

More recently, Bath, Reba-Harrelson, Peace, Shen, and Liu (2015) included intellectual 

disability as a variable in their study of juvenile MHC participants and found that youth 

diagnosed with these challenges were more likely to be found incompetent to stand trial. Bath 

and colleagues stressed the importance of enhancing the knowledge base that MHC therapeutic 

teams have about MHC participants’ intellectual abilities to improve the team’s competencies in 

meeting this group’s needs. Despite the few number of studies which have researched the 

relationship between disabilities in mentally ill offenders and reoffending/recidivism, those 

conducted to date have reported intellectual disability as a significant factor affecting the 

outcomes of MHC participants.  

Taken in totality, these varying factors of offending history, homelessness, and the 

presence of a disability may impact the outcomes of MHC participants and are relevant to studies 

that seek to examine success. Combined with the larger literature review of independent and 
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dependent variables that have been examined across studies that have examined the efficacy of 

MHCs and programs, the present chapter has offered the reader an overview of salient factors 

and a comprehensive overview of variables of interest. As mentioned previously, only one study 

to date has focused on the state of Texas, and more specifically on the county of Dallas (see 

Carmichael et al. (2010). To provide a better understanding of the unique program dynamics and 

participant characteristics surrounding the present study, the next section offers detailed 

information on the Dallas County MHC Conditional Dismissal Program. 

Dallas County MHC Conditional Dismissal Program 

Description of Program 

The Mental Health Conditional Dismissal Program (CD Program) was intended to handle the 

specialized needs of mentally ill public defender clients in the Dallas County Criminal Courts. 

The Dallas County Public Defender Mental Health Division included eight specially trained 

mental health attorneys and four mental health case managers. The Dallas PD Mental Health 

Division handles civil commitments and adult criminal cases with a substantiated mental health 

diagnosis. These attorneys and case managers provided support to 65 public defenders assigned 

to the criminal courts on a consultation basis (for more information see Dallas County Public 

Defender’s Office, 2016).  

Participants in the Dallas PD Conditional Dismissal (hereafter referred to as the CD 

Program) Program included defendants with a pending felony or misdemeanor offenses who also 

had a confirmed mental illness and volunteered to participate in and comply with the conditions 

of the program. All participants either had been deemed competent or had been restored to 

competency as a condition of entering the MHC. The conditions were implemented in three 
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phases. The first phase included, but was not necessarily limited to, medication compliance, 

monthly reporting, and meeting with professional staff from the Public Defender Division (e.g., 

mental health public defender, case worker and/or the judge), abstinence from the use of illegal 

drugs and alcohol, and not being charged with any new criminal acts. A second phase of 

conditions could be added depending on the need or the requirements mandated by the court’s 

prosecuting attorney. Such additions could have included conditions such as securing 

employment or receiving new educational training. The third phase of conditions required that 

the participant maintained stability across all other conditions over a suggested pre-determined 

period set by the judge. If the prosecutor agreed to allow the defendant to participate in the CD 

Program and the defendant successfully complied with all the conditions mandated across all 

three of these phases to completion of the program, then the defendant’s pending criminal case 

was dismissed.  

To begin the process of entering the conditional dismissal program in the PD’s Office, 

the prosecutor, public defender, and the defendant signed an agreement at the beginning of the 

program outlining the conditions which are then filed with the court. The program formally 

lasted from between six months to one year depending on the agreement between the prosecutor 

and the public defender. However, it was not usual for clients to be in program for longer periods 

since they commonly had issues that arose and that might have required changes to their case 

management. This was in keeping with the therapeutic jurisprudence model of treatment-based 

programming that is consistent with problem-solving courts. Another important caveat to note 

with the Dallas PD’s CD program was that the Mental Illness Prosecutor from the Dallas County 

District Attorney’s Office had to agree for each defendant who was invited to participate in the 
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program; this permission was not a given, but rather cases were considered carefully before the 

prosecutor made this determination. If the defendant failed to complete the program, or failed to 

comply with any of the conditions outlined in the agreement, then he or she was removed from 

the CD Program and had to resolve their pending criminal case in another way. These alternative 

options included a negotiated plea agreement for probation or jail time, an open plea before the 

court, or a trial. They could be remanded to a traditional court for these alternative sentencing 

options for resolution of their open criminal case. 

 Eligibility for the CD Program was determined on a case-by-case basis. Violent offenses, 

sexual offenses, or a defendant’s failure to complete a previous CD Program could exclude them 

from consideration on a pending case. The willingness to participate and to adhere to the CD 

program conditions and consent to treatment and medical compliance, stable housing, and their 

individual mental health diagnosis were also considered in determining whether an individual 

was suitable for the CD Program (Richardson, personal correspondence, 2016). 

Program Components and General Conditions 

One of major components of the CD program was the agreement that was signed by the Dallas 

County District Attorney, the Public Defender of Dallas County, and the participant. Figure 1 

offers an example of this agreement that was signed by all parties at the outset of entry  
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Figure 1. Conditional Dismissal Agreement Example 

 

into the CD program. The completion of this agreement solidified the acknowledgment that the 

charges or case will be dismissed conditioned upon program compliance (See Figures 1 and 2). 

The participant was assigned to participate in the CD Program for a period of six months from 
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the date of execution of the signed agreement and several general conditions had to be met by the 

participant: 1). continued report to Dallas Metrocare for mental health treatment and medication 

services; 2) visited with a psychiatrist on a consistent basis; 3) maintenance of medication for 

treatment and medication compliance; 4) attended all scheduled appointments; 5) attended and 

completed specific classes which addressed individual issues related to case management (in this 

example, classes on managing schizophrenia and anger management) and presented verification 

of completion to PD’s mental health division dangerous drugs including alcohol; 9). complied 

with the laws of the State of Texas and did not commit any criminal offense; and 10) reported to 

Public Defender’s Office MH case managers once a month for six months.  Upon successful 

completion of the program, and if the participant did not commit any new offenses, the District 

Attorney’s Office dismissed the case within six months. An exit plan was also executed with the 

client (see example provided in Figure 2). If the participant failed to meet one of the 

requirements of this agreement, the Dallas County District Attorney’s Office moved forward 

with the prosecution of this offense (Richardson, personal correspondence, 2016). Note that the 

conditions varied with individual client needs and mental health conditions, thus it was 

customized to meet the unique challenges and needed services or training for each enrolled 

participant. More information on this CD Program will be offered in the Methods Chapter that 

follows.  

The Present Study 

 With the relevant empirical literature and program information regarding the Dallas 

Public Defender’s Conditional Dismissal Program in mind, the present study seeks to add to our 

knowledge and understanding of these issues surrounding problem-solving courts and mentally 
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ill populations by examining the effectiveness of this MHC in Dallas, Texas on offender 

recidivism. Furthermore, this work includes variables related to strains and stressors that have 

been linked empirically with negative outcomes for the mentally ill, while placing it in the 

framework of MHC participation completion and the overall success of offenders (Link et al., 

2016; Dohrenwend et al., 1992; Reich, Picard-Fritsche, Lebron, & Hahn., 2015; Schaefer &  

Figure 2. Exit Plan for Conditional Dismissal Program. 

 

Stefancic, 2003; Somers et al., 2013). In an effort to add to our knowledge regarding the efficacy 

of MHCs, this study addresses limitations of previous studies (Comartin et al., 2015; Herinckx et 
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al., 2005; Burns et al., 2013) by utilizing diagnostic information from multiple medical and 

criminal justice sources as well as considering both felony and misdemeanor offenses. 

The current study seeks to answer the following questions: (1) Did mentally ill offenders 

successfully complete the CD program in the MHC? (2) Did specific mental illnesses positively 

or negatively impact the CD program outcome? (3) Were there differences in the hazard rates of 

time (in days) to recidivism for CD success cases? Based on a critical review of the literature 

which examined MHCs, mentally ill offenders, and recidivism, three hypotheses are posited 

here:  

H1. Offenders who successfully completed the CD Program will have significantly lower 

hazard rates of time to rearrest (recidivism) than those who did not successfully complete 

the CD Program, controlling for all else.  

H2. Participants who were referred for one or more felony charges will have 

significantly higher hazard rates of time to rearrest (recidivism) than those who were 

referred for only misdemeanor charges, controlling for all else. 

H3. Among the CD Program participants, there will be a significant relationship between 

each mental disorder of (a) Schizophrenia, (b) Depression/Bipolar, (c) Anxiety/PTSD and 

recidivism, controlling for all else. 
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CHAPTER 4 

 

MEASURES AND METHOD OF ANALYSIS 

 

 

Description of Program and Participants 

The Mental Health Conditional Dismissal Program (CD Program) was intended to handle 

the specialized needs of mentally ill public defender clients in the Dallas County Criminal 

Courts. As shown in Figure 3, the Dallas County Public Defender Mental Health Division 

includes eight specially trained mental health attorneys and four mental health case managers. 

Figure 3 provides the reader a detailed flow chart of the referral process for clients referred to the 

MHC Conditional Dismissal (CD) Program and the various outcomes that may occur after 

referral. The Mental Health Division handles civil commitments and adult criminal cases with a 

substantiated mental health diagnosis. These attorneys and case managers provide support to 65 

public defenders assigned to the criminal courts on a consultation basis.  

At the outset of this process, the prosecutor, public defender, and the defendant sign an 

agreement at the beginning of the program outlining the conditions which are then filed with the 

court. The program can last from six months to one year depending on the agreement between 

the prosecutor and the public defender. An important caveat is that the Mental Illness Prosecutor 

from the Dallas County District Attorney’s Office must agree to allow the defendant to 

participate in the program; this is not a given, and cases are considered carefully before the 

prosecutor makes this determination. If the defendant fails to complete the program, or fails to 

comply with any of the conditions outlined in the agreement, then he or she will have to resolve 

their pending criminal case in another way which includes either a negotiated plea agreement for 

probation or jail time, an open plea before the court, or a trial. 
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Arrest Charges Filed
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Figure 3. Referral process into the Dallas County Public Defender’s Office MHC CD Program. 

 

 Eligibility for the CD Program is determined on a case-by-case basis. Violent offenses, 

sexual offenses, or a defendant’s failure to complete a previous CD Program may exclude them 

from consideration on a pending case. The willingness to participate and to adhere to the 

conditions and treatment, stable housing, and the mental health diagnosis may also be considered 

in determining whether an individual is suitable for the program (Richardson, personal 
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correspondence, 2016). Note that all participants were deemed mentally competent and were 

fully aware that participation in the program was voluntary. In additional a bond 

Procedures 

 The data used in this study are secondary data collected by staff within the Dallas County 

Public Defender’s Office from deidentified official records for all cases referred to the CD 

Program between 2010 and 2013. The data reflect a quasi-experimental study design. Records 

obtained from the Public Defender’s Office were used to identify the individuals referred to the 

CD Program that were used to provide program-specific information about each of the 

individuals in the program. Also, official criminal records were searched to provide offending 

data through August 1, 2015. The CD Program’s secondary data also contains information for 

individuals who were referred to the CD Program but who declined the services of the MHC 

program. These refusal cases were included to provide a comparison group for the CD Program. 

Since the CD Program data were collected retrospectively, the primary data collectors were not 

able to utilize an experimental design to randomly assign qualified offenders to the CD Program 

or another treatment option. 

The primary collectors of the CD Program data used herein attempted to validate data 

collection by utilizing several data sources available to the Public Defender’s Office; however, as 

with any secondary data, the data are limited in validity based on the procedures used by the 

primary data collectors. Various staff who worked within the Dallas County PD office did 

reliability checks across the case files, however, to increase reliability of coding. Interrater 

reliability was high and difficult cases were reviewed with the lead attorney or Chief Public 
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Defender to increase accuracy of the coding process. The data are deidentified, retrospective data 

and are exempt from Institutional Review Board monitoring. 

Data 

 The CD Program data contains all cases presented to the court between 2010 and 2013, 

with data collection for a 12-month recidivism period (from the date of conditional dismissal 

from the program) for all clients who entered the program and who were dismissed by  August 1, 

2015. Since data collection was defined by a specific time frame (2010-2013) of observation, it 

is possible that unique individual offenders participated in the program more than one time. 

Therefore, the unit of analysis for the data could be either individual entries in the program or 

unique individuals in the program. For the purposes of this study, the unit of analysis is unique 

individuals. If an individual had multiple contacts with the CD Program during the time frame of 

observation, the first contact serves as CD program-related data, and the subsequent contact(s) 

are considered to be in-program data (re-offending that occurs while still in the CD Program and 

does not result in program dismissal) or recidivism data (re-offending that occurs after 

completion of involvement in the CD Program). These data contain records for n = 305 unique 

individuals in the CD Program and n = 54 unique individuals who refused to participate.  

It should be noted that the actual year of involvement for the cases ranged from 2009 to 

2014. There were five (5) individuals whose actual referral offense for the CD program occurred 

at the end of 2009, but they were assigned a 2010 case number in the CD Program. There were 

also two (2) refusal individuals whose actual referral offense occurred at the beginning of 2014 

but were assigned an initial case number for 2013 in the CD court. Since these cases were 
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assigned case numbers by the Public Defender’s Office within the 2010–2013 timeframe, they 

were retained in the data set and are included in the present study.    

Measures 

Dependent Variable 

 Recidivism. Recidivism refers to any new, official arrest made after program 

involvement. The original data collectors of the CD Program data obtained official criminal 

records, including date of charge/arrest, for all individuals in the data set. Recidivism was 

defined as beginning (a) the day after an individual either completed or failed out of the CD 

Program or (b) the day after the individual refused participation in the CD program and 

completed any court ordered jail/prison time related to this refusal. In the current study, 

recidivism was measured as the number of days between CD completion/failure or refusal and a 

subsequent officially reported new arrest or charge. The recidivism period used in the present 

study was limited to 12-months (or 365 days). Only offenders who had at least 365 days of 

observation are included in subsequent analyses. Moreover, only rearrests that occurred within 

the 365-day recidivism period are included in subsequent analyses. If the offender did not re-

offend during the 12-month recidivism period, the time to recidivism status was right-censored 

as the maximum number of days available for the recidivism period (i.e. 365 days). A dummy 

variable was created to identify the recidivism status of each case, with 1 = recidivated and 0 = 

right-censored, no recidivism. This recidivism status variable was used along with the time to 

recidivism variable in subsequent hazard analyses. 

Since the observation window for the study spanned from 2010 (with a few exceptions in 

2009 as noted above) to August 1, 2015, the potential 12-month recidivism period could vary for 
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each individual. For CD-involved individuals, the first day of the recidivism period began the 

day after their last date of involvement in the CD Program (based on the Public Defender’s 

Office records). For the refusal cases, the first day of the recidivism period began after their case 

was closed by the Public Defender’s Office and they completed any jail or prison time directly 

sentenced for their initial CD Program contact offense. Hence, the recidivism period was 

adjusted to account for time spent in a secure facility. Individuals, who were in a secure facility 

such as jail or prison, were not free to commit another offense during the time spent in the secure 

facility. Thus, this time was added back into the recidivism window.  

Table 2 provides examples of how the number of days to first official recidivism 

arrest/charge was determined. (The information provided is fictitious and used for demonstration 

purposes only.) Case 1 successfully completed the CD Program on December 31, 2012. The 

recidivism period for Case 1 begins the next day on January 1, 2013. Case 1 is arrested again on 

December 1, 2013, which is 334 days after successfully completing the CD program and within 

the 12-month recidivism period. Case 1 did not need to be adjusted for time in a secure facility. 

On the other hand, Case 2 is a CD failure case that requires adjustment of the recidivism window 

for time in a secure facility. Case 2 commits a new offense on May 22, 2010 while in the CD 

Program and is held in jail. Because of the new offense, Case 2 is failed out of the CD Program 

on May 25, 2010. Case 2 gets released from jail on June 21, 2010, after being dismissed from the 

CD Program. Because the time in jail was directly related to the in-program offense, the 

recidivism window for Case 2 cannot begin until after being released from this period in jail. 

Therefore, the recidivism period for Case 2 begins on June 22, 2010. On July 13, 2011, Case 2 is 

officially charged with another offense. This first recidivism charge occurs 386 days after the 
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adjusted completion of CD Program involvement, which falls beyond the 12-month recidivism 

period. Since the first rearrest occurred beyond the 12-month recidivism period, Case 2 is right –

censored at 365 days, the maximum days in the 12-month recidivism period. Case 3 

demonstrates a similar adjustment made for a CD refusal case. Since Case 3 was sentenced to jail 

and declined participation in the CD program for the offense that put him in jail, the Public 

Defender’s Office case dismissal date of July 5, 2011 must be adjusted for the remaining time 

Case 3 spent in jail to determine the start of the recidivism period. Case 3’s adjusted recidivism  

 

Table 2 

 

Illustration of Determination of Time to Recidivism 

 

Example Program Release Recidivism Start Date 

Recidivism 

Arrest/Charge 

Days to 

First 

Recidivism 

Case 1: 

CD success 

Completes CD on 

12/31/2012 

Recidivism starts on 

01/01/2013 

New arrest on 

12/01/2013 

Days to 

recidivism = 

334 

Case 2: 

CD failure 

Fails CD because of new 

offense on 05/22/2010 and 

detained in jail for 30 days; 

Fails out of CD program on 

05/25/2010; 

Released from jail on 

06/21/2010 

Recidivism starts on 

06/22/2010 the day after 

release from jail for in-

program new offense 

New charge 

on 

07/13/2011 

Days to 

recidivism = 

386 is 

beyond 12-

month 

period; 

right-

censored 

days = 365  

Case 3: 

Refusal 

Arrested on 07/02/2011 and 

detained in jail for 60 days; 

Refuses CD program; 

Dismissed from Public 

Defender’s Office caseload 

on 07/05/2011; 

Released from jail on 

08/31/2011 

Recidivism starts on 

09/01/2011 the day after 

release from jail for case 

related to Refused status, 

which occurs 58 days 

after Public Defender’s 

Office dismissal date  

No re-arrest 

by end of 

study period 

of 08/01/2015 

Right-

censored 

days = 365 
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date is September 1, 2011, the day after release from jail for the program related offense. Case 3 

does not recidivate by the end of the study observation window on August 1, 2015. Therefore, 

the days to first recidivism arrest/charge is right-censored based on the maximum possible 

number of days in his 12-month recidivism window (365 days).  

Independent Variables 

 Group. Research has shown significant differences in recidivism among those who 

complete versus those who do not complete MHC programs (Ray, 2014). The CD cases were 

divided into groups based on whether they successfully completed their initial CD treatment or 

failed it. A comparison group of cases that were initially referred to the CD Program but refused 

participation was also included in the study. Two categorical indicators for group status were 

created. First, a variable identified group membership as 1 = CD success case, 2 = CD failure 

case, or 3 = CD refusal case. Second, a measure for status of CD cases only was created, where 0 

= success and 1 = failure.  

Felony.  Felony offenses seem to have unique association with participant program 

outcomes (Wolff and Pogorzelski, 2005).  A dichotomous variable assessed the type of CD 

referral offense. Individuals could be referred to the CD court for one to multiple misdemeanor 

and felony charges. If the individual was referred to the CD Program for one or more felony 

charges, the felony variable was coded as 1. If the individual was referred for only misdemeanor 

charges, the felony variable was coded as 0.  

Mental Illness Diagnosis.  Mental illness has been linked to criminal behavior (Boots, 

2008). The CD court data contained information about mental health diagnoses from three 

sources: court intake records, health care provider records, and Dallas County jail records. The 
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Dallas County jail records were incomplete and considered by the primary data collectors to not 

be as valid records when compared to the other two sources. Therefore, history of mental health 

diagnosis was based on the combined court intake and health care provider records.  

Four variables for mental health disorder were created based on the mental health 

diagnoses records. Each variable was dichotomous, where 0 = no diagnosis for the specific 

mental illness and 1 = recorded diagnosis for the specific mental illness. These dichotomous 

variables were created for Schizophrenia, Anxiety, PTSD, and Depressive/Bipolar disorders.  

In-Program Offending.  Prior offending has been linked to program success among 

MHC participants (Hiday & Ray, 2010). It was possible for participants in the CD Program to 

commit a new offense during their involvement in the CD Program without being dismissed 

from the program. When this happened, the new charge(s) was folded in with the original 

offense(s) that caused the individual to be referred to the CD Program. If the individual 

completed the CD Program, the new charge(s) would be dismissed along with the original CD 

Program charge(s).  

It is important to account for the influence that such an “in-program” may have in 

predicting recidivism. Indeed, some experts may view such “in-program” offending as a form of 

recidivism. Consequently, a variable was included in the analyses to capture the impact of in-

program offending. A dichotomous variable was created, where 0 = no in-program official 

charges/arrests and 1 = one or more in-program official charges/arrests (CD versus failures, or 

CD versus refusals or cases). The in-program offending variable was not available for the refusal 

groups because they were not in an intervention group. 
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Socio Demographic and Control Variables 

 Age.  Significant work has established that age is a significant correlate of crime (Piquero 

& Mazerolle, 2001). Being that younger are more likely to recidivate. A count variable of 

chronological age based on self-report and official documentation (e.g., driver’s license) was 

included in the analyses.  

 Gender.  A dichotomous variable indexed the gender of the offender assessed by the 

intake coordinator (0 = female, 1 = male). 

 Race.  The data contained very few Asian, Hispanic, or Other races. Most of the 

offenders were either White or Black. Therefore, a variable was created to dichotomize race, 

where 0 = white and 1 = non-white (mostly Black).  

 Family Support. Family support has showed to have a positive impact on program 

outcomes (Schaefer & Stefancic, 2003). During the intake process for the CD Program, 

participants were to indicate whether they had family support available. Participants’ responses 

were dummy coded as yes/no in the case files. This question was interpreted subjectively by 

offenders. This information was included in the analyses as a dichotomous variable, where 0 = 

no family support and 1 = family support. Since refusal cases did not receive the CD Program 

intake, this measure is missing for the refusal comparison group. 

 Education. Educational attainments is a risk factor for MHC participants (Reich et al., 

2015). The court files also contained information about the offender’s highest level of education. 

This variable was originally coded as an ordinal level indicator (1 = less than high school, 2 = 

high school or GED, 3 = some college, 4 = college or technical school degree). This variable was 

recoded to a dichotomous variable that indexed the highest level of educational attainment as 0 = 
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less than high school and 1 = high school, GED, or beyond. This measure is missing for most of 

the individuals in the refusal comparison group. 

Employment at Arrest. The court files also contained information obtained at intake 

about the offender’s employment status. A dichotomous variable for employment at the time of 

entry into the program was included in the analyses (0 = unemployed, 1 = employed at the time 

of arrest). Since refusal cases did not receive the CD Program intake, this measure is missing for 

the refusal comparison group. 

 Housing. It is expected that housing conditions will be associated with recidivism 

(Somers et. al, 2013). During intake, offenders were asked about their housing situation. A 

dichotomous variable was included to capture offenders’ housing situation, where 0 = has known 

residence and 1 = no known residence or homeless. Since refusal cases did not receive the CD 

program intake, this measure is missing for the refusal comparison group. 

 Disabled. Disability among MHC participants has shown to be impactful to program 

outcomes (Burke et al., 2012). In addition to employment status, the court records contained 

information about whether (1) or not (0) the offender was receiving disability benefits for a 

physical or mental illness. A dichotomous variable for disability was included in the analyses. 

Since refusal cases did not receive the CD Program intake, this measure is missing for the refusal 

comparison group. 

 Prior Offending. It is well-established that prior offending is a risk factor for future 

offending (Hiday and Ray (2010). Therefore, it is important to control for the influence of prior 

offending when examining recidivism. The data contained indicators for whether each offender 

had: (a) an official criminal record of prior adult offending (before the offense that led to a 
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referral to the CD Program), and (b) a record of juvenile arrest. These variables were combined 

to create a dichotomous indicator for whether the offender had either a prior juvenile or prior 

adult criminal record (0 = neither juvenile nor adult prior arrest, 1 = yes, juvenile and/or adult 

prior arrest). 

 Abuse during Childhood.  Abuse during childhood has been associated as a risk factor 

offending (Epperson, Ralston, Fowers, DeWitt, & Gore, 2005). The court records also contained 

information asked during intake about childhood abuse history. The data contained three 

measures of childhood abuse: physical, emotional, and sexual. Participants’ responses were 

dummy coded as yes/no in the case files. These questions were interpreted subjectively by 

offenders. Each measure was dichotomous (yes/no). These three measures were recoded into a 

variable reflecting the combined childhood abuse history, where 0 = no history of physical, 

emotional, or sexual child abuse and 1 = a history of physical, emotional, and/or sexual child 

abuse. Since refusal cases did not receive the CD Program intake, this measure is missing for the 

refusal comparison group. 

 Substance Use Dependency. Finally, the analyses included a variable for the history of 

substance abuse dependency. Substance use dependency has been linked to criminal behavior 

(Barrett et al., 2014; Campbell et al., 2015). Similar to mental illness diagnosis, history of 

substance use dependency was based on the combined court intake and health care provider 

records. Substance abuse dependency was a dichotomous variable, where 0 = no substance use 

dependency and 1 = use of substance(s) dependency. 
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Method of Analysis 

 The analyses began with a review of the descriptive statistics for the variables. Next, 

bivariate relationships were examined, including group comparisons. Finally, hazard analyses, 

also known as survival or event history analyses, were conducted to examine the time to 12-

month recidivism for the population and the impact of the CD Program on this time-to-

recidivism risk. The hazard analyses began by conducting Kaplan-Meier survival probabilities 

for the population and groups. The Kaplan-Meier analysis estimates the survivorship 

probabilities (probability that an offender will not re-offend) across the group variable (CD 

success, CD failure, vs. Refusals) and is a useful technique for describing the basic survival 

information, especially in small samples (Luke & Homan, 1998). The Kaplan-Meier results 

provide a visual illustration of the survival curves for each group and includes nonparametric 

statistical tests of the difference in survival probabilities across the groups. Further, the hazard 

analyses involved estimating Cox proportional hazards regression models for the time-to-

recidivism outcome (Luke & Homan, 1998). The Cox regression is a semiparametric model that 

allows for the modeling of the effects of covariates on the hazard function. Cox regression time-

to-event analyses were used to examine the influence of group, felony status, and mental illness 

diagnosis on time in days to first recidivism arrest/charge (or right-censoring), controlling for 

sociodemographic characteristics, abuse history, substance use dependency history, prior 

offending, and in-program offending, where available. Diagnostics of the Cox regression models 

involving inspection of the log minus log plots for the treatment groups, regression residuals, and 

df betas (influence residuals) were also conducted to check the proportional hazards assumption 
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“that the hazard ratio for one person (or type of person) is proportional to the hazard for any 

other person or type of person” (Luke & Homan, 1998, p. 372).  
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CHAPTER 5 

 

RESULTS 

 

Descriptive Statistics 

 Table 3 reports the distribution of the population by group. There were n = 305 cases in 

the CD groups, with n = 249 (69.4%) cases that successfully completed their initial CD Program 

involvement and n = 51 (14.2%) cases that failed their initial involvement with the CD Program. 

There were n = 54 (15.0%) cases in the refusal of CD comparison group. A few of the cases (n = 

5; 1.4%) from the 2010-2013 court files were missing the CD Program outcome because they 

were still active in the program at the end of the data collection period and were excluded. 

 

Table 3 

Conditional Dismissal Program and Refusal Status 

Group N % 

Conditional Dismissal: 305 85.0 

Success 249 69.4 

Failure 51 14.2 

Missing 5 1.4 

Refusals 54 15.0 

 

 Table 4 reports the descriptive statistics for the combined population of CD Program and 

refusal cases from 2010-2013. The average age of the offenders in the mental health court was 

33.7 (SD = 12.3) years old, ranging from 16 to 65 years old. Approximately half of the cases 

were male (51.5%), 61.9% were non-white, and 38.2% possessed less than a high school 
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education. Approximately three-quarters (76.6%) of the offenders at intake indicated they had 

family support available, only 8.5% were employed, 11.9% were homeless, 56.4% were 

disabled, and 50.5% reported a history of child abuse. Approximately one-fifth (21.7%) of the 

 

Table 4 

Descriptive Statistics for Variables 

Variable Mean SD Minimum Maximum N 

Age 33.66 12.29 16 65 359 

Gender (1 = male) 0.52 0.50 0 1 359 

Race (1 = non-white) 0.62 0.49 0 1 352 

Education (1 = high school or higher) 0.62 0.49 0 1 285 

Family support (1 = yes) 0.77 0.42 0 1 320 

Employed (1 = yes) 0.08 0.28 0 1 318 

Housing (1 = homeless) 0.12 0.32 0 1 329 

Disabled (1 = yes) 0.56 0.50 0 1 314 

Childhood abuse (1 = yes) 0.50 0.50 0 1 309 

Substance use dependency (1 = yes) 0.14 0.35 0 1 356 

Prior offending (1 = yes) 0.67 0.47 0 1 352 

In-program offending (1 = yes) 0.08 0.28 0 1 348 

Felony  (1 = yes) 0.22 0.41 0 1 359 

Schizophrenia  (1 = yes) 0.26 0.44 0 1 356 

Anxiety  (1 = yes) 0.06 0.23 0 1 356 

PTSD/anger (1 = yes) 0.07 0.26 0 1 356 

Depressive/Bipolar  (1 = yes) 0.70 0.46 0 1 356 

Recidivism status (1 = yes, 0 = censored) 0.12 0.32 0 1 339 

Time to status (in days): 338.40 79.72 0 365 339 

Time to recidivism (in days) 139.58 95.45 0 340 40 

Time to censor (in days) 365.00 0.00 365 365 299 
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offenders were referred to the CD Program for felony charge(s), and 66.8% of the offenders had 

official records of prior criminal offending (adult and/or juvenile). The most prevalent type of 

mental illness diagnosis for the offenders was depressive/bipolar disorders (69.9%), followed by 

schizophrenia (26.1%), PTSD or anger disorders (7.3%), and anxiety (5.6%). A small portion 

(14.0%) of the cases also possessed medical histories of substance use dependency. Only 8.3% 

of the cases had in-program arrests/charges while in their CD programs. Finally, 11.8% (n = 40) 

of the cases recidivated within 12-month during the study period. For the 40 cases that 

recidivated, the average time to the first recidivism arrest/charge was 139.58 days (SD = 95.45), 

ranging from 0 days (1 person recidivated literally the day after release) to 340 days. For the 

right-censored cases (i.e., cases that never recidivated during the 12-month period), the time to 

censoring was 365 (SD = 0.00) days for any censored case.  

Bivariate Relationships 

 Bivariate effects were examined for the variables. With the exception of age, time to 

recidivism status, and the three-category group variable, the variables included in the study were 

dichotomous (coded as 0 or 1). Pearson’s r was used to measure the strength of the bivariate 

relationships. When used on a dichotomous variable coded as 0/1, the Pearson’s r serves as a 

point-biserial correlation or a Phi Coefficient when between two dichotomous variables (Walker 

& Maddan, 2013). Spearman’s rho was used to examine the bivariate associations for the three-

category group variable with age and time to recidivism status.  

 As shown in Table 5, the strongest correlations were between schizophrenia and 

depressive/bipolar illness (r = -.64, p < .05) and the time to recidivism and status  
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Table 5 

Correlation Matrix for Variables 

Variable 1. 2. 3. 4. 5. 6. 7. 8. 

1. Groups, all 1.00        

2. CD groups only -- 1.00       

3. Age -.14* -.20* 1.00      

4. Gender .13* .07 -.08 1.00     

5. Race -.06 -.01 -.15* .07 1.00    

6. Education -.07 -.11 .20* -.05 -.07 1.00   

7. Family support -.12* -.09 -.14* -.02 -.01 -.07 1.00  

8. Employed -.02 -.03 .03 .03 -.12* .10 .00 1.00 

9. Disabled -.03 -.01 .23* .04 .12* .06 -.07 -.22* 

10. Housing .19* .14* .09 .14* .06 -.01 -.23* .05 

11. Childhood abuse -.01 -.06 .08 -.26* -.09 .02 -.13* .05 

12. Substance dependency -.06 .01 -.08 -.04 .05 -.06 -.08 -.03 

13. Prior offending .19* .13* .03 .14* .01 -.10 -.14* .01 

14. In-program offending .12* .32* -.04 -.02 .08 -.02 -.09 .02 

15. Felony   .07 -.02 .10 .13* .04 -.02 -.17* -.05 

16. Schizophrenia   -.02 .01 .08 .03 .14* -.10 .08 -.05 

17. Anxiety -.04 -.07 .02 -.08 -.07 .04 .07 .08 

18. PTSD .06 .02 -.04 -.07 -.11* -.04 .06 -.08 

19. Depressive/Bipolar -.10 .04 -.03 -.13* -.14* .07 -.08 .01 

20. Recidivism status .06 .12* -.16* .08 -.01 -.08 .03 .03 

21. Time to status -.06 -.11 .14* -.08 .02 .08 -.03 -.03 

(continues on the next page) 
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Table 5 (cont.) 

Variable 9. 10. 11. 12. 13. 14. 15. 16. 

1. Groups, all         

2. CD groups only         

3. Age         

4. Gender         

5. Race         

6. Education         

7. Family support         

8. Employed         

9. Housing 1.00        

10. Disabled .01 1.00       

11. Childhood abuse -.01 -.01 1.00      

12. Substance dependency -.01 .01 .10 1.00     

13. Prior offending .15* .12* .05 .09 1.00    

14. In-program offending .07 -.01 .09 .03 .17* 1.00   

15. Felony   .02 .13* .07 .04 .14* .10 1.00  

16. Schizophrenia   .16* .08 -.05 .09 -.01 -.06 -.01 1.00 

17. Anxiety .07 -.01 .07 -.03 -.05 -.07 -.01 -.03 

18. PTSD .01 -.10 .13* .01 .01 .03 .09 -.07 

19. Depressive/Bipolar -.12* -.10 .04 -.04 -.07 .08 -.13* -.64* 

20. Recidivism status -.03 .09 .10 .05 .09 -.01 -.01 -.05 

21. Time to status .03 -.08 -.10 -.05 -.09 .04 .01 .05 

(continues on the next page) 
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Table 5 

(cont.) 

Variable 17. 18. 19. 20. 21. 

1. Groups, all      

2. CD groups only      

3. Age      

4. Gender      

5. Race      

6. Education      

7. Family support      

8. Employed      

9. Housing      

10. Disabled      

11. Childhood abuse      

12. Substance dependency      

13. Prior offending      

14. In-program offending      

15. Felony        

16. Schizophrenia        

17. Anxiety 1.00     

18. PTSD .07 1.00    

19. Depressive/Bipolar -.03 .07 1.00   

20. Recidivism status .01 -.03 .01 1.00  

21. Time to status .01 .03 -.01 -.99* 1.00 

*p < .05 

 

(r = -.99, p <.05) variables. The time to recidivism variable was also significantly positively 

correlated with age (r = .14, p < .05). The three-group variable was not significantly related to 

time to recidivism or recidivism status; but the CD group only (CD success [0] vs. CD failure 
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[1]) variable was significantly positively associated with recidivism status (r = .12, p < .05). That 

is, CD failures were more likely to have a recidivism arrest/charge than CD success cases.  

Bivariate relationships were also examined across the different treatment groups. As 

shown in Table 6, there were some significant differences in the variables across the three 

groups. A comparison of the means for age revealed significant Levene statistics, indicating the 

variable violated the assumption of equal variances across the groups. Therefore, a 

nonparametric Kruskal-Wallis H test was estimated across the groups. The H test indicated 

significant differences (H[2] = 13.05, p < .01) in age across the three groups. Follow-up pairwise 

comparisons indicated individuals who failed the CD Program were significantly younger than 

those that successfully completed the program. There were also group differences in homeless 

housing status at program entry (χ2[2, 329] = 11.67, p < .01), with the CD success group 

reporting lower rates of homelessness. Other than age and housing status, the three groups were 

similar in their socio-demographic characteristics. The groups were similar with respect to their 

mental illness diagnoses histories for schizophrenia, anxiety, and PTSD/anger; however, they 

were different in the proportions of individuals with depressive/bipolar disorders (χ2[2, 351] = 

8.92, p = .01). Fewer refusal cases had diagnoses of depressive/bipolar disorders compared to the 

other two groups. The three groups were similar in their distribution of felony cases for program 

entry, but different in regard to prior criminal activity (χ2[2, 352] = 12.92, p < .01). The refusal 

group had more prior official criminal offending than the other groups. Since the refusal group  
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Table 6  

Three Group Comparisons of Variables 

Variable 

CD 

Success 

CD 

Failure Refusal Statistic 

Age 35.03 

(12.94) 

28.06 

(9.32) 

32.33 

(10.42) 

H(2) = 13.05, p < .01 

Gender:    χ2(2, 354) = 5.79, p = .06 

Female 52.21% 43.14% 35.19%  

Male 47.79% 56.86% 64.81%  

Race:    χ2(2, 352) = 1.83, p = .40 

White 36.55% 36.73% 46.30%  

Non-white 63.45% 63.27% 53.70%  

Education:    χ2(2, 285) = 3.06, p = .22 

Less than high school 35.98% 50.00% 37.04%  

High school or more 64.02% 50.00% 62.96%  

Family support:    χ2(2, 320) = 4.45, p = .11 

No 20.73% 31.25% 34.62%  

Yes 79.27% 68.75% 65.38%  

Employed:    χ2(2, 318) = 0.32, p = .85a 

No 91.13% 93.62% 91.30%  

Yes 8.87% 6.38% 8.70%  

Housing:    χ2(2, 329) = 11.67, p < .01 

No 91.53% 80.00% 74.19%  

Yes 8.47% 20.00% 25.81%  

Disabled:    χ2(2, 314) = 0.47, p = .79 

No 43.03% 43.18% 50.00%  

Yes 56.97% 56.82% 50.00%  

Childhood abuse:    χ2(2, 309) = 1.66, p = .44 

No 48.97% 56.52% 40.00%  

Yes 51.03% 43.48% 60.00%  

(continues on the next page) 
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Table 6 (cont.) 

Variable 

CD 

Success 

CD 

Failure Refusal Statistic 

Substance dependency:    χ2(2, 351) = 2.30, p = .32 

No 84.62% 84.31% 92.45%  

Yes 15.38% 15.69% 7.55%  

Schizophrenia:    χ2(2, 351) = 0.42, p = .81 

No 73.28% 72.55% 77.36%  

Yes 26.72% 27.45% 22.64%  

Anxiety:    χ2(2, 351) = 1.40, p = .50a 

No 93.93% 98.04% 94.34%  

Yes 6.07% 1.96% 5.66%  

PTSD:    χ2(2, 351) = 1.51, p = .47a 

No 93.52% 92.16% 88.68%  

Yes 6.48% 7.84% 11.32%  

Depressive/Bipolar:    χ2(2, 351) = 8.92, p = .01 

No 27.94% 23.53% 47.17%  

Yes 72.06% 76.47% 52.83%  

Prior offending:    χ2(2, 352) = 12.92, p < .01 

No 38.96% 22.45% 16.67%  

Yes 61.04% 77.55% 83.33%  

In-program offending:    N/A 

No 94.78% 69.39% 100.00%  

Yes 5.22% 30.61% 0.00%  

Felony:    χ2(2, 354) = 3.94, p = .14 

No 79.92% 82.35% 68.52%  

Yes 20.08% 17.65% 31.48%  

Recidivism status:    χ2(2, 338) = 4.05, p = .13 

Censored 89.71% 79.59% 89.13%  

Recidivated 10.29% 20.41% 10.87%  

(continues on the next page) 
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Table 6 

(cont.) 

Variable 

CD 

Success 

CD 

Failure Refusal Statistic 

Time to recidivism/censor (in days) 339.95 

(78.18) 

326.82 

(91.22) 

341.98 

(76.15) 

F(2, 335) = 0.61, p = .55 

 

aChi-square test had 25% or more of the cells with expected count less than 5. 

 

was not in a program, they did not have in-program offending. There were no differences in the 

time to recidivism and recidivism status variables across the groups. 

 Table 7 compares the variables for the CD cases only. As shown, similar trends existed 

for differences across the CD groups as across all three groups. Individuals who failed the CD 

program were significantly younger than those who succeeded the program (t[94.36] = -4.52, p < 

.01; the adjusted t-test is reported since the variances were not equal). There were more homeless 

people in the failure group at intake (χ2(1, 298) = 5.94, p = .02). More of the failure cases had 

prior criminal records (χ2(1, 298) = 4.83, p = .03) and in-program offending (χ2(1, 298) = 31.01, 

p < .01). Further, more of the failure cases possessed official records of re-offending during the 

12-month recidivism period (χ2(1, 292) = 3.96, p = .047).  
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Table 7 

CD Only Group Comparisons of Variables 

Variable CD Success CD Failure Statistic 

Age 35.03 (12.94) 28.06 (9.32) t(94.36) = -4.52, p < .01 

Gender:   χ2(1, 300) = 1.39, p = .24 

Female 52.21% 43.14%  

Male 47.79% 56.86%  

Race:   χ2(1, 298) = 0.00, p = .98 

White 36.55% 36.73%  

Non-white 63.45% 63.27%  

Education:   χ2(1, 258) = 3.03, p = .08 

Less than high school 35.98% 50.00%  

High school or more 64.02% 50.00%  

Family support:   χ2(1, 294) = 2.55, p = .11 

No 20.73% 31.25%  

Yes 79.27% 68.75%  

Employed:   χ2(1, 295) = 0.32, p = .57a 

No 91.13% 93.62%  

Yes 8.87% 6.38%  

Housing:   χ2(1, 298) = 5.94, p = .02 

No 91.53% 80.00%  

Yes 8.47% 20.00%  

Disabled:   χ2(1, 288) = 0.00, p = .99 

No 43.03% 43.18%  

Yes 56.97% 56.82%  

Childhood abuse:   χ2(1, 289) = 0.88, p = .35 

No 48.97% 56.52%  

Yes 51.03% 43.48%  

(continues on the next page) 
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Table 7 (cont.) 

Variable CD Success CD Failure Statistic 

Substance dependency:   χ2(1, 298) = 0.00, p = .96 

No 84.62% 84.31%  

Yes 15.38% 15.69%  

Schizophrenia:   χ2(1, 298) = 0.01, p = .92 

No 73.28% 72.55%  

Yes 26.72% 27.45%  

Anxiety:   χ2(1, 298) = 1.41, p = .24a 

No 93.93% 98.04%  

Yes 6.07% 1.96%  

PTSD:   χ2(1, 298) = 0.13, p = .72a 

No 93.52% 92.16%  

Yes 6.48% 7.84%  

Depressive/Bipolar:   χ2(1, 298) = 0.42, p = .52a 

No 27.94% 23.53%  

Yes 72.06% 76.47%  

Prior offending:   χ2(1, 298) = 4.83, p = .03 

No 38.96% 22.45%  

Yes 61.04% 77.55%  

In-program offending:   χ2(1, 298) = 31.01, p < .01 

No 94.78% 69.39%  

Yes 5.22% 30.61%  

Felony:   χ2(1, 300) = 0.16, p = .69 

No 79.92% 82.35%  

Yes 20.08% 17.65%  

Recidivism status:   χ2(1, 292) = 3.96, p < .05 

Censored 89.71% 79.59%  

Recidivated 10.29% 20.41%  

Time to recidivism/censor (in days) 339.95 (78.18) 326.82 (91.22) t(290) = -1.04, p = .30 

aChi-square test had 25% or more of the cells with expected count less than 5. 
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Overall Survival Rates 

 The Kaplan-Meier method was used to examine the survival (i.e., survival time for no re-

arrest/charge) and hazard (i.e., hazard rate for re-arrest/charge) rates for time to recidivism across 

the groups. As illustrated in Figure 4, the CD success (blue line) and refusal (green line) groups 

had higher survival rates than the CD failure (red line) cases. Initially, the survival rates for the 

three groups are very similar, illustrated by the small gap between the lines during the first days 

of recidivism. By 340 days, 20.4 percent of the CD failure cases have recidivated, compared to 

about 10.3 percent of the CD success cases and 10.9 percent of the refusal cases. As expected 

based on the mathematical computation for survival vs. hazard rates, the graph of the hazard rate 

in Figure 5 demonstrates a similar pattern as the survival rates but in an increasing, rather than 

decreasing, direction.   

 

Figure 4. Kaplan-Meier Estimates of Survival Probabilities for CD and Refusal Groups.  
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Figure 5. Kaplan-Meier Estimates of Hazard Probabilities for CD and Refusal Groups.  

 

Table 8 reports the overall comparisons for survival times across the three groups based 

on the Kaplan-Meier analysis. Similar to what was illustrated in Figures 4 and 5, the average 

survival time is higher for the CD success and refusal cases, compared to the CD failure cases. 

However, nonparametric statistical tests to determine whether the groups were significantly 

different in their survival rates found non-significant differences (p values range from .143 to 

.160) using a two-tailed test significance level of α = .05. As indicated by the 95 percent 

confidence intervals, the estimated mean survival times have much overlap, making it likely the 

mean survival times for the groups are similar. Also, the large confidence interval ranges suggest 
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the non-significant findings may be due to the small sample size for the CD failure and refusal 

groups or large variability in survival times across the population (Luke & Homan, 1998). 

 

Table 8  

Comparison of CD and Refusal Group Survival Times (n= 298) 

Group N 

Number of 

Recidivism Events 

Mean Survival 

Time (Days) 95% CI 

CD failure 49 10 326.82 301.54, 352.10 

CD success 243 25 339.95 330.14, 349.76 

Refusal 46 5 341.98 320.21, 363.47 

     

Test Chi-Square df p-Value 

Log rank (Mantel-Cox) 3.90 2 .14 

Breslow (Generalized Wilcox) 3.67 2 .16 

Tarone-Ware 3.78 2 .15 

 

If the comparisons are only made between the CD cases (i.e., excluding the refusal 

group), the differences in survival time to recidivism are non-significant, though marginally 

significant (p < .10). Table 9 reports the case summaries and nonparametric test results 

comparing the survival rates for the two CD groups only. Using a two-tailed test significance 

level of α = .05, the CD groups were not significantly different in their survival rates (p values 

range from .052 to .060).  
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Table 9  

Comparison of CD Group Survival Times (n= 257) 

Group N 

Number of 

Recidivism Events 

Mean Survival 

Time (Days) 95% CI 

CD failure 49 25 339.95 330.14, 349.76 

CD success 243 10 326.82 301.54, 352.10 

     

Test Chi-Square df p-Value 

Log rank (Mantel-Cox) 3.77 1 .05 

Breslow (Generalized Wilcox) 3.53 1 .06 

Tarone-Ware 3.65 1 .06 

 

Cox Regression Results 

 Cox proportional hazards regression models were estimated to explore the differences 

between the hazard rates of recidivism for the treatment groups. While the nonparametric 

statistical tests comparing the groups in the Kaplan-Meier analyses provide an indication of 

overall group differences in survival rates, they do not provide an indication of the magnitude of 

the difference (i.e., effect size) or allow for the control of the influence of other covariates on the 

hazard rate of recidivism, but Cox regression does (Luke & Homan, 1998). The Cox regression 

is a rather robust technique because—unlike OLS regression that relies on the normal 

distribution—it does not make assumptions about the distribution of the hazard function; hence, 

this type of regression is semiparametric (Luke & Homan, 1998).  

 The Cox regression model requires use of covariates and two variables for the outcome: 

(1) a status variable to identify which of the cases actually experienced the event (first 
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recidivism; coded as 1) versus which of the cases never experienced recidivism during the 12-

month recidivism period and were consequently right-censored at the maximum 365 days (coded 

as 0); and (2) a continuous indicator or time to the event (here measured in number of days). The 

models tested here included covariates for the group identification, socio-demographic 

characteristics, living situation at time of intake, childhood abuse history, mental illness history, 

criminal history, and in-program offending. These covariates were included in the regression 

model to determine whether differences in hazard rates for recidivism across the groups were due 

to group membership alone or other covariates. Since several of the measures were not available 

for the refusal group because they did not undergo the CD Program intake process, two version 

of Cox regression models were estimated: one with covariates available to all three groups and 

one with covariates available to the CD groups only. Missing cases were listwise deleted. 

 Cox regression results for all three groups. A Cox regression model for hazard rate of 

recidivism was estimated in the following stepwise fashion: (1) age, gender, and race entered; (2) 

prior criminal offending, felony charge for CD Program, mental illness diagnoses, and drug 

dependency entered; and (3) group membership entered. Figure 6 illustrates the survival rate 

curve for the three groups combined. The survival rate curve shows the trend in the “survival” 

time to recidivism. As shown in Figure 6, approximately 90 percent of the cases, regardless of 

group membership, have survived recidivism—or not recidivated—by the 365th day of the 

recidivism period. This finding suggests generally low recidivism rate of 10 percent over a 12-

month period following involvement in the mental health court or completion of sanctions for 

refusal cases. This low recidivism finding is similar to a previous study. For example, Ray, 

Kubiak, Comartin, & Tillander (2015) conducted a multi-site of eight MHCs located in a 
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Midwestern State. A robust association between completion and recidivism post MHC exit; 

roughly 7 percent of those who successfully completed MHC recidivated compared to 66 percent 

of those who did not complete MHC. A mediating factor in recidivism was successful 

completion. Few offenders who completed the MHC regardless of offense type recidivated post 

exit (Ray, Kubiak, Comartin, & Tillander, 2015). 

 

Figure 6. Survival Rate Curve for Non-Recidivism for the Combined Three Groups (n = 334). 

 

 Table 10 reports the results of the Cox regression analyses for the three groups. The 

exponent for the coefficient (exp[B]) serves as the hazard rate, much like an odd ratio in logistic 

regression. Model 1 was significant in predicting the number of days after program completion 

until any type of official offense (χ2[3, 334] = 9.78, p = .02). Observation of the demographic 

characteristic variables indicated that age significantly predicted time until recidivism, but 
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gender and race were not significant predictors. Each year of age decreased the hazard rate of 

recidivism by 3.6% (exp[B] = 0.959, p = .006).  

 Model 2 in Table 10 was not significant in predicting number days until recidivism 

(χ2[10, 334] = 13.29, p = .21). Age remained a significant predictor for number of days until 

recidivism. Older offenders were significantly less likely to recidivate, with a lower hazard rate 

of 0.96 times for each one-unit increase. Gender, race, prior offending, felony charge for referral 

offense to the mental health court, history of mental illness, and history of drug dependency were 

not significantly related to the number of days until recidivism.  

Model 3 in Table 10 adds the group variables to the Cox regression model. The model 

was not significant in predicting number days until recidivism (χ2[12, 334] = 16.21, p = .18). Age 

was significantly negatively related to number of days until recidivism. However, none of the 

other variables in the model were significantly related to number of days until recidivism. 

Consistent with the Kaplan-Meier analysis, there was no difference in hazard rate for recidivism 

across the three treatment groups. Results are slightly similar to findings from a study that 

observed a MHC in Southeastern United States found that MHC defendant had no significant 

decline in arrest or severity of offense, but TCC control group defendants got worse, having 

significant increases in both average number and severity of arrest post one year follow up 

(Moore & Hiday, 2006).  
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Table 10 

Cox Regression Results for Recidivism for the Three Comparison Groups (n = 334) 

 Model 1 Model 2 Model 3 

Variables B SE Exp(B) B SE Exp(B) B SE Exp(B) 

Age -0.04 0.02 0.96** -0.05 0.02 0.96** -0.04 0.02 0.96* 

Male 0.38 0.33 1.46 0.31 0.34 1.36 0.30 0.34 1.35 

Non-white -0.19 0.33 0.83 -0.26 0.34 0.77 -0.30 0.35 0.74 

Prior crime    0.57 0.39 1.76 0.53 0.39 1.70 

Felony case    0.04 0.41 1.04 0.04 0.41 1.04 

Schizophrenia    -0.36 0.51 0.70 -0.50 0.54 0.61 

Depression    -0.03 0.47 0.97 -0.21 0.50 0.81 

Anxiety    0.18 0.75 1.20 0.18 0.77 1.20 

PTSD/Anger    -0.62 0.75 0.54 -0.56 0.75 0.57 

Drug dependency    0.26 0.43 1.30 0.28 0.43 1.33 

Group: CD Failure       0.45 0.40 1.57 

Group: Refusal       -0.41 0.56 0.67 

χ2/df 9.78/3*   13.29/10   16.21/12   

Note. The reference category for group is CD success. *p < .05; **p < .01. 
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Figure 7 illustrates the predicted hazard rates for recidivism for the three comparison 

groups. The CD failure group has the highest hazard rates, followed by the CD success group 

and the CD refusal group, respectively. However, as reported in Model 3 of Table 10, the 

differences in these predicted hazard rates were not significant when controlling for the influence 

of the other predictors in the Cox regression model. 

 

Figure 7. Predicted Time to Recidivism for CD Success, CD Failure, and CD Refusal Groups. 

 

Diagnostics of the Cox regression were performed to examine possible violations of the 

assumption of proportional hazards and influence of outliers (Luke & Homan, 1998). The log-

minus-log plots for each group against the time-to-recidivism variable were parallel (see Figure 

8), suggesting the assumption of proportional hazards was not violated (Luke & Homan, 1998).  
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Figure 8. Log-Minus-Log Plots for Each Group against the Time-to-Recidivism Variable. 

 

In addition, examination of the predicted residuals and df betas did not reveal any undue 

influence from any particular case on the hazard estimates. Therefore, the assumptions for the 

Cox regression models do not appear to have been violated.  

In addition to the aforementioned diagnostics, time dependency for the continuous age 

variable was examined. A scatterplot of the predicted residuals for age suggested age may be 

time-dependent (i.e., the slope for a fitted line in the scatterplot of the partial residual for age by 

time to first recidivism was b = -0.02). Consequently, a time-dependent Cox regression model 

was estimated. The results of this time-dependent Cox regression model indicate the time 

covariate was not significant (b = 0.00, SE = 0.00, Exp(B) = 1.00, p = .33). Therefore, results for 

the Cox regression reported in Table 10 are appropriate. 
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Cox regression results for two CD groups. A Cox regression model for hazard rate of 

recidivism was estimated in the following stepwise fashion: (1) age, gender, race, family support, 

education, employment, homeless housing, disabled, and child abuse history entered; (2) prior 

criminal offending, felony charge for the CD Program, mental illness diagnoses, and drug 

dependency entered; (3) in-program offending; and (4) group membership entered. Figure 9 

illustrates the survival rate curve for the CD groups combined. As shown in Figure 9, 

approximately 92 percent of the cases, regardless of CD outcome, have survived recidivism—or 

not recidivated—by the 365th day of the recidivism period. This finding suggests generally low 

recidivism rate of 8 percent over 12 months for the cases referred to the mental health court. Ray 

and colleagues (2015) also conducted a multi-site of eight MHCs located in a Midwestern State 

(n= 234). Major findings showed roughly 7 percent of those who successfully completed MHC 

recidivated compared to 66 percent of those who did not complete MHC. A mediating factor in 

recidivism was successful completion. Few offenders who completed the MHC regardless of 

offense type recidivated post-exit (Ray et al., 2015).  
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Figure 9. Survival Rate Curve for Non-Recidivism for the Two CD Groups (n = 238). 

 

Table 11 reports the results of the Cox regression analyses for the two CD groups only. 

Model 1 was significant in predicting the number of days after program completion until any 

type of official offense (χ2[9, 238] = 19.37, p = .022). Similar to the combined population models 

above (see Table 10), age was significantly negatively related to time-to-recidivism. Each year of 

age decreased the hazard rate of recidivism by 4.1 percent (exp[B] = 0.959, p = .029). History of 

child abuse was also significantly related to risk of recidivism. Individuals who reported 

experiencing physical, sexual, and/or psychological abuse as a child had rearrest hazard 2.92 

times more likely to recidivate compared to those who reported no childhood abuse. Housing 

circumstance was also marginally significantly related to time until recidivism. Offenders who 

were homeless at the time of CD intake were 2.40 times more likely to recidivate, compared to 
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those who were not homeless. Gender, race, family support at intake, education, employment at 

intake, and being disabled were not significantly related to time-to-recidivism. 

 

Table 11  

Cox Regression Results for Recidivism for the Two CD Groups (n = 238) 

 Model 1 Model 2 

Variables B SE Exp(B) B SE Exp(B) 

Age -0.04 0.02 0.96* -0.04 0.02 0.96* 

Male 0.37 0.43 1.45 0.33 0.44 1.38 

Non-white -0.22 0.42 0.80 -0.18 0.45 0.84 

Family support 0.33 0.51 1.39 0.43 0.56 1.54 

High school education -0.35 0.42 0.71 -0.34 0.43 0.72 

Employed -0.20 0.77 0.82 -0.48 0.81 0.62 

Homeless 0.87 0.52 2.40† 0.87 0.55 2.38 

Disabled 0.12 0.41 1.13 0.03 0.44 1.03 

Child abuse 1.07 0.45 2.92* 1.04 0.46 2.82* 

Prior crime    0.59 0.50 1.81 

Felony case    -0.16 0.56 0.86 

Schizophrenia    -0.16 0.71 0.85 

Depression    0.10 0.65 1.10 

Anxiety    0.92 0.82 2.50 

PTSD/Anger    -0.58 0.83 0.56 

Drug dependency    0.02 0.53 1.02 

In-program offense       

Group: CD Failure       

χ2/df 19.37/9*   22.62/16   

(continues on next page) 
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Table 11  

(cont.) 

 Model 3 Model 4 

Variables B SE Exp(B) B SE Exp(B) 

Age -0.04 0.02 0.96* -0.04 0.02 0.96* 

Male 0.33 0.44 1.39 0.32 0.44 1.37 

Non-white -0.14 0.45 0.87 -0.13 0.45 0.88 

Family support 0.37 0.57 1.44 0.39 0.57 1.48 

High school education -0.38 0.43 0.69 -0.35 0.44 0.71 

Employed -0.44 0.81 0.64 -0.44 0.82 0.65 

Homeless 0.89 0.54 2.43 0.81 0.56 2.24 

Disabled 0.01 0.44 1.01 -0.00 0.44 1.00 

Child abuse 1.08 0.46 2.93* 1.12 0.47 3.08* 

Prior crime 0.66 0.50 1.93 0.65 0.50 1.91 

Felony case -0.08 0.56 0.92 -0.07 0.57 0.94 

Schizophrenia -0.14 0.71 0.87 -0.23 0.73 0.80 

Depression 0.18 0.66 1.19 0.12 0.67 1.13 

Anxiety 0.86 0.83 2.35 0.87 0.83 2.40 

PTSD/Anger -0.61 0.84 0.54 -0.62 0.84 0.54 

Drug dependency -0.03 0.54 0.96 -0.05 0.54 0.95 

In-program offense -0.70 0.78 0.50 -0.87 0.84 0.42 

Group: CD Failure    0.33 0.56 1.39 

χ2/df 23.49/17   23.76/18   

Note. The reference category for group is CD success. †p < .10; *p < .05; **p < .01. 

 

 Model 2 in Table 11 was not significant, at the α = .05 level, in predicting number days 

until recidivism (χ2[16, 238] = 22.62, p = .124). Adding the mental health and CD offense related 

variables did not contribute to the explanation of rearrest. Age remained a significant predictor 

for number of days until recidivism after adding the mental illness, drug dependency, and 
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offending variables, with younger offenders being significantly more likely to recidivate. History 

of child abuse also remained significantly related to 12-month recidivism.  

 Model 3 in Table 11 adds the in-program offending variable to the model. The overall 

model was not significant (χ2[17, 238] = 23.49, p = .134). Model 3 remained essentially the same 

as Model 2. Age and childhood abuse were the only significant predictors for 12-month 

recidivism. 

 Model 4 in Table 11 adds the group variable (CD success [reference] vs. CD failure) to 

the Cox regression. The model was not significant in predicting number days until recidivism 

(χ2[18, 238] = 23.76, p = .163). Age and childhood abuse remained significantly related to time-

to-recidivism. However, none of the other variables in the model were significantly related to 

number of days until recidivism during the 12-month follow-up period. Consistent with the 

Kaplan-Meier analysis for the CD groups only, there was no difference in hazard rate for 

recidivism across the two CD outcome groups, even when controlling for the influence of other 

variables. This fining is consistent with results reported by Lim and Day (2014). Lim and Day 

found there were no significant differences between completers vs. non-completers. However, 

their data suggested the majority of reoffending took place within the first 12 months; the 

average time to reoffending was 9 months for those who did reoffend.  

 Figure 10 illustrates the predicted hazard rates for recidivism for the two CD groups. The 

hazard rates for the two groups were very similar in slope over time, though the CD success 

group had slightly lower hazard rates for recidivism than the CD failure group. However, as 

reported in Model 4 of Table 11, the differences in these predicted hazard rates were not 
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significant when controlling for the influence of the other predictors in the Cox regression 

model. 

 

 

Figure 10. Predicted Time to Recidivism for CD Success and CD Failure Groups. 

 

 Diagnostics of the Cox regression were performed to examine possible violations of the 

assumption of proportional hazards and influence of outliers (Luke & Homan, 1998). The log-

minus-log plots for each group against the time-to-recidivism variable were parallel (see Figure 

11), suggesting the assumption of proportional hazards was not violated. In addition, 

examination of the predicted residuals and df betas did not reveal any undue influence from any 

particular case on the hazard estimates. Therefore, the assumptions for the Cox regression 

models do not appear to have been violated.  
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Figure 11. Log-Minus-Log Plots for CD Groups against the Time-to-Recidivism Variable. 

 

Examination of the scatterplot for the predicted residuals for age suggested age may be 

time-dependent (b = -0.02). Consequently, a separate Cox regression model was estimated with 

the age variable included as a time-dependent covariate. The time-dependent age covariate did 

not have a significant effect on the time-to-recidivism outcome (b = 0.000, SE = 0.000, p = 

.510); hence, the above model is appropriate for examining the impact of the covariates on time 

until 12-month recidivism. 
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CHAPTER 6 

DISCUSSION AND CONCLUSIONS 

Survival analyses were conducted to examine the efficacy of the Dallas County 

Conditional Dismissal (CD) Program in preventing recidivism. In looking across the body of 

literature of previously conducted MHC evaluations, one study was previously conducted in 

Texas which specifically assessed similar reoffending outcomes. While this previous work 

assessed three MHC programs, one of which was in Dallas, it pre-dated the current CD Program 

within the Dallas County Public Defender’s office. This comparative study across three 

jurisdictions in Texas (Dallas, Tarrant, and Travis counties) by Carmichael et al (2010) found 

that the Dallas County MHC had a reduction in recidivism among schizophrenics at 6-month 

follow-up. While the Carmichael study reported a completion rate of 58 percent, the current 

study had a slightly higher completion rate of 69 percent. However, the Carmichael et al. (2010) 

study is a technical report and did not employ intensive statistical techniques.  

Toward this end, the current research offers an extension of this previous work and 

evaluates the MHC Conditional Dismissal Program in the Dallas Public Defender’s Office for 

clients who entered the program between 2010 and 2013 with recidivism data through 2015 

(depending upon the time of client exit for a 12-month follow-up period post-release). As 

previously discussed, the overrepresentation of the mentally ill in correctional populations has 

direct relevance to policy (Skeem et al., 2011). Moreover, mentally ill offenders have complex 

issues that put them at increased risk for failure while under correctional supervision (Glaze & 

Bonezar, 2007). The dramatic rise of MHCs across the United States over the past twenty years 

has led to specialty courts that seek to both treat the offender’s underlying mental health 
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problems while also reducing the chance of recidivism (Skeem et al., 2011). This rise in 

problem-solving courts has occurred simultaneously as scholars have urged for more rigorous 

assessment of community-based sanctions and alternatives to incarceration (see Cochran, Mears, 

& Bales, 2014). The next section addresses the key findings from the current evaluation and the 

hypotheses proposed. 

Key Findings 

The current study sought to address three hypotheses.  Hypothesis 1: Offenders who 

successfully completed the CD Program will have significantly lower hazard rates of time to 

rearrest (recidivism) than those who did not successfully complete the CD Program, controlling 

for all else. Contrary to the proposed hypothesis, there were no differences in the time to 

recidivism and recidivism status in survival analyses across the groups, with or without inclusion 

of the CD refusals. This finding is unlike other major studies that found significant differences 

among MHC graduates, non-completers, and those who failed to participate. Trupin and 

Richards (2003) compared mentally ill offenders who opted-in with offenders who opted-out of a 

Seattle MHC and concluded that persons who opted-in the MHC program were arrested fewer 

times within a nine-month follow-up period after entering the MHC program. Similarly, Dirks-

Linhorst and Linhorst (2012) found one MHC program where completers took longer to re-

offend than those persons who did not participate in the MHC program. Additionally, they noted 

that the MHC completer and non-MHC participating groups already held increased risk for 

recidivism due to substance use. In closing, Hypothesis 1 is not supported when looking at the 

full Cox regression model (see Tables 10 and 11). The regression results indicated only age and 
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childhood abuse mattered in predicting hazard rates of recidivism for the cases referred to the 

CD program in Tarrant County.  

The second hypothesis focused on outcomes for clients who were charged with felony 

versus misdemeanor offenses. Hypothesis 2: Participants who were referred for one or more 

felony charges will have significantly higher hazard rates of time to rearrest (recidivism) than 

those who were referred for only misdemeanor charges, controlling for all else. When covariates 

were included in the hazard analyses, there were no significant differences between felony and 

misdemeanor referrals to the CD program in predicting risk of recidivism over time (see Tables 

10 and 11). Indeed, age served as a better predictor for recidivism than felony status. Controlling 

for the influence of other covariates and group membership, younger offenders were more likely 

to recidivate than older offenders. This finding underscores the importance of the age-crime 

relationship whereby younger offenders are significantly more likely to offend and persist in 

their offending behaviors than older offenders who “age out” (Piquero & Mazerolle, 2001). 

Moreover, as with previous studies that have examined the efficacy of MHCs on preventing 

future recidivism, age is one of the strongest covariates or predictors of recidivism (Hiday & 

Ray, 2010; Ray, 2014; Ray, Hood, & Canada, 2015). As a noted constraint, the examination of 

the impact of certain covariates were only conducted for the MHC participants completers and 

failure cases. Data on various covariates were not available for those who refused to participate 

in the study. Thus, there is no support for Hypothesis 2. 

The final hypothesis proposed differences when considering various forms of mental 

health issues within the sample population. Hypothesis 3: Among the CD Program participants, 

there will be a significant relationship between each mental disorder of (a) Schizophrenia, (b) 
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Depression/Bipolar, (c) Anxiety/PTSD and recidivism, controlling for all else. Contrary to the 

proposed hypothesis, little support was found when looking across the analyses (see Tables 10 

and 11). In fact, there were no significant differences of mental illness diagnoses across the 

groups. These findings contradict studies that have similarly examined the relationship of various 

forms of serious mental illness and reoffending. For example, Herinckx and scholars (2005) 

found that those clients with schizophrenia were half as likely to re rearrested compared with 

other diagnosis at 12-months post-enrollment follow-up. In contrast, Burns, Hiday, and Ray 

(2013) found that schizophrenia diagnosis had significant more post-exit jail days when 

compared to other diagnoses at a 24-months post-release follow-up. Therefore, Hypothesis 3 is 

also unsupported. 

Overall, the current study is similar to other studies in that it utilized survival analysis as 

a method of analysis in determining the likelihood of recidivism over time. Of the studies that 

were included in the condensed review of the literature most relevant to the present study, there 

were only seven studies out of the 18 studies that used survival analysis along with a Cox 

regression as the method of analysis. Additionally, out of seven studies that used a survival 

analysis, only two had comparison groups and those findings were unlike the study results 

presented in here on CD group completers and non-completers. These results indicated that 

although the Cox regression model was significant in the prediction for the number of days until 

recidivism, there was no statistical difference in recidivism risk across all three treatment groups. 

Similarly, Hiday, Wales & Ray (2013) found that those who completed that MHC program had 

significant lower odds of recidivism 12 months post-release, however, those who did not 

complete the MHC did not differ in recidivism compared to those who were in the control group. 
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Christy et al. (2005) also used a comparison group design and the results showed that MHC 

participants had a marginally better survival rate when compared to the control group. Unlike the 

current study’s findings, most of the remaining survival analyses showed that MHC participation 

significantly reduced the rate of rearrest. Only one survival analysis did not show significant 

differences between completers and non-completers (Lim & Day, 2014). Although the present 

study found null findings for the CD group membership, this work makes many noteworthy 

contributions that are worthy of discussion. 

Significant Contributions 

Despite the null findings across the study results, the present study makes several 

contributions to the body of research on MHCs and specifically to the enhancement of practice, 

procedure, and implementation of MHCs as a venue for reducing recidivism among mentally ill 

offenders. A key tenet among researchers is that the scientific method requires repetition of the 

same scientific question with varying samples and methods across differing geographical 

locations to ensure that study findings may be generalizable beyond one jurisdiction (Webster et 

al., 2010). Repetition thereby allows researchers to gain more confidence in knowledge, impacts 

perceptions and assessments of validity and reliability in reported results, and provides 

meaningful insights into policy and practice. While little support was found for the proposed 

hypotheses, it is still important to recognize the value that null findings provide (Pratt, 2010; 

Song et al., 2009). This is particularly salient when conducting outcome evaluations; recall that 

the present study did not include a process evaluation component. It is critical to note that 

process impacts outcomes, and that outcomes may be improved by modifying how services are 

delivered, how records are maintained, and the system of delivery of staff. Each of these issues 
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impacts the fidelity and integrity of the programmatic elements and may contribute to different 

outcomes upon reevaluation of a program that has less-than-ideal outcomes. There are clear 

disadvantages to achieving publication of study results such as the present work. These 

challenges in getting null findings published are well documented across academia. Again, for 

this reason, a replication study which extends the present work is suggested to further research 

and improve practice and implementation of MHCs.  

This work attends to several limitations that have been noted in the literature. Many 

MHC studies included a mostly white sample, were limited in having only one reporting source 

for mental health diagnoses, and excluded psychological and sociological variables that may 

impact reoffending outcomes (Comartin et al., 2015; Hiday, Wales, & Ray, 2013; Hiday & Ray, 

2010). The current works addresses these limitations by including a majority sample of African 

American participants. There has been a paucity of research examining racial and ethnic 

disparity within studies regarding mental health and treatment. In fact, in a recent work by 

Baglivio, Wolff, Piquero, Greenwald, and Epps (2017), the authors explored the controversy 

surrounding disproportional mental health diagnoses that are associated with delinquency and 

criminal behavior in Black and Hispanic youth as well as treatment differentials across 

disadvantaged populations. These types of issues are salient toward criminal justice processing, 

labeling effects, and racial disparities that are central to discriminatory experiences for youth 

entering the criminal justice system. Research that includes heterogeneity in the sampling of 

subpopulations is important to improve our understanding of how mental illness and crime are 

linked (Teplin, 1983; Bonta et al., 1998) 
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In addition, data were collected for the present analysis utilizing records from various 

treatment partners across the social and criminal justice system who provided documentation on 

clients involved in the Dallas County MHC. This resulted in more confidence in mental health 

outcomes (both reported by the jail at intake, with medical records provided by community 

treatment partners, and by case managers with instruments and case notes from their visits with 

clients). Therefore, this work includes comprehensive mental health diagnosis information from 

multiple sources which were all included in the defendant’s case file and which increase 

reliability. Other variables of interest were also pulled from detailed records by PD staff and 

included in the study such as education, family support, and the experience of various types of 

abuse (e.g., physical, emotional, and sexual). Therefore, the current work fills several gaps in the 

MHC literature and addresses several previously noted study limitations. 

Study Limitations 

 Despite the meaningful and relevant findings reported here, there are several study 

limitations that merit attention. This study only included one court in the analysis; thus, 

generalizability is limited, and caution is warranted in the interpretation of study findings beyond 

what is detailed here. In addition, while more complete records come from varying data sources, 

there were limitations to the data included in the present study. Some reporting agents were more 

detailed than others and the present analysis did not control for this type of variation. This 

limitation is an ongoing issue in research that pulls data from case files and criminal justice data 

sources. The quality and reliability among data in case files are a significant challenge to 

overcome when conducting in-program data research and evaluation (Campbell et al., 2015). For 

example, dependent variable information did not include national-level arrest and conviction 
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data, but instead utilized FORVUS (which is the arrest database system that covers arrest and 

adjudication histories across all North Texas counties). It is possible that the low recidivism rate 

would have been higher if national arrest and conviction data were included versus regional data 

that were used for the models. Although mentally ill offender populations are not usually highly 

transient due to a lack of resources, employment, social networks, and transportation, this is still 

a possibility and is acknowledged here. Follow-up studies on this MHC might consider making 

requests through the Texas Department of Public Safety for national-level data. 

Next, this study was limited in that it did not control for variable conditions that resulted 

from individual treatment plans and risk variables which may be due to the lack of reliable 

information being included in case files. Moreover, salient information and more details 

regarding key independent variables such as family support (e.g., who supported them, the 

frequency of that contact, the quality of their interpersonal relationships, etc.) is a significant 

limitation that must be acknowledged here. Family support may have contributed to the fact that 

defendants had the financial ability to bond out of jail, which in turn may have influenced their 

ability and willingness to participate in the CD program, for example. Future research that can 

gain more insights into family dynamics and social supports will provide much-needed 

information to provide perspective into explaining findings and how these independent factors 

contribute to both positive and negative outcomes for mental health clients participating in 

MHCs. Further, there were very low prevalence rates among the population of offenders referred 

to the CD program for mental health disorders of anxiety (6%) and PTSD/anger (7%), compared 

to higher rates for schizophrenia (26%) and depression (70%). The lower prevalence increased 

the standard errors for these variables in the regression model (see Table 11, Model 4, 
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depression’s SE = 0.67 and schizophrenia’s SE = 0.73, compared to anxiety’s SE = .83 and 

PTSD/anger’s SE = .84). Inflated standard errors negatively impact the chance that a regression 

coefficient will be significant. Thus, it is possible the inflated standard errors for anxiety and 

PTSD led to their non-significant effects. Future studies should attempt to gather data that more 

equitably represents offenders with different types of mental health diagnoses. Moreover, future 

studies should examine the impact of composite versus separate mental health diagnoses on risk 

of recidivism for MHC populations. 

Evaluations of programs are often pragmatically viewed as the last step of program 

implementation and design. In an ideal world, researchers would be present at the outset of the 

implementation process to advise practitioners on best practices, process and data collection 

standards to ensure reliability and completeness in recordkeeping and confer on relevant program 

components. This is not usually the case in the real world, as either practitioners do not have 

connections with academics, or researchers make contact with programs at the point that they are 

amenable and ready for assessment (Boots et al., 2016). In this way, most MHCs (and problem-

solving courts in general) may be viewed as reactionary programs, not always proactive in 

allowing for rigorous assessments that utilize best practices for research (see Sartechi et al 2011.  

Consequently, and is the case here, the majority of data that were used to evaluate the 

efficacy of programs are provided retrospectively to the researchers and program evaluators. 

This often results in fidelity issues that negatively impact outcomes. One noteable limitation was 

the lack of sociodemographics and social variables that could have explained more about the 

findings regarding offenders who refused to participate in the MHC despite the presence of a 

serious mental health problem. This lack of depth in variable information also forces the 
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dichotomization of variables, which further impacts the methods of analysis possible, restricts 

the response range, and has the ability to bias the interpretation of results (Lowder et al., 2018).  

The lack of information about individuals’ self-selection process or other vital variables cannot 

be fully understood here without those data. Again, while the retrospective nature of the data is a 

clear limitation of the present study (with missing information that lead to less richness in some 

of the variables included), this is a common problem that has been acknowledged throughout the 

social sciences. To assess programs as rigorously as possible, “we need to get at the ‘active 

ingredients’, we need to tighten up research design so that we can have better confidence in the 

apparent efficacies of these programs” (Schneider, 2010, p. 206).   

Another limitation here is the quasi-experimental design that is so common when 

perusing across the empirical evaluation literature on MHC evaluation. With very few studies to 

date employing experimental designs (the gold standard of scientific research), it is important to 

note that to apply such a design, researchers typically need to be included early in discussions 

around study implementation and program design (Epperson et al., 2014; Christy et al., 2005). 

For example, in one of the two known meta analyses published on mental health court 

evaluations, of the 18 included works by Sarteshi et al. (2011), only two utilized experimental 

designs. Ethics also plays a vital role in the dilemma of whether experimental design is the 

optimal study design for problem-solving courts. The lack of experimental designs may be seen 

as a “deficit” which is a natural byproduct of a problem-solving court that serves complex 

populations. In fact, some argue it is unethical to use random assignment and deny treatment for 

as many criminal justice-involved clients as possible (Epperson et al., 2014, Baunach, 1980). 
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Another limitation that significantly impacts the reporting of results here is that the level 

of statistical significance in the present study was set at a level that is methodologically 

conservative, which in turn produced few statistically significant findings. For example, a p-

value of .05 was used to interpret the significance in the various models that showed that age was 

a significant predictor of recidivism among MHC participants in both successful cases and those 

who did not complete the program. However, a significance value of .10 would have also 

resulted in high school education and homelessness becoming significant predictors of 

recidivism among MHC court participants. This simple change would have yielded more 

statistically significant findings, albeit many of these would have been marginal, and inflated the 

presence of “significance” overall. Such decisions have far-reaching impact on the ability to 

publish works such as the present study. However, the decision to adopt a conservative p-value 

seemed most appropriate when also considering the small sample size of the study. Additionally, 

and quite importantly, the decision to maintain a more conservative level for significance was 

adopted in an effort to decrease the possibility of committing a Type I error and mistakenly 

rejecting a true null hypothesis (or creating a “false positive”) (Pollard & Richardson, 1987). On 

the flip side, however, using a two-tail test versus a one-tail test increases the risk of a Type II 

error whereby the null hypothesis is mistakenly retained (Sato, 1996). Type I errors are 

especially problematic, so conservative estimates were utilized in the present study to minimize 

the chance of this error occurring.  

Policy Implications and Future Research 

 Although not a conclusive study in its scope or ability to state the influence of the 

Conditional Dismissal Program, the current work contributes to the larger literature which has 
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called for more outcome evaluations that assess the efficacy of such problem-solving courts in 

reducing recidivism. A main aim of the study at the outset was to offer the practitioner partner 

feedback about the program process, data collection issues, and improvements that could help 

the Dallas County Public Defender to meet the needs of their clients with sensitivities to their 

limited resources and personnel. Works such as the present one broaden the policy discussion on 

the efficiency of MHCs and programs and bring data and findings to invested stakeholders 

involved within the MHC in order to enhance future development of the programs. Without 

question, the various stakeholders involved in MHCs often come with differing perspectives and 

have competing interests. Public safety must be balanced with compassion for offenders who are 

battling serious forms of mental illness that are difficult to manage and who have suffered further 

within the criminal justice and social service systems with a lack of care (Melamed, 2010; 

Ostermann & Matejkowski, 2013).  

These challenges on priorities are not unique to this jurisdictional court in Texas or the 

United States. A more recent international qualitative study focused on the perspective of MHC 

stakeholders (Lim & Day 2016). The study shared that many stakeholders view that the MHC 

was effective, however they differed on what should be the main focus of the MHC. Some felt 

that recidivism should be the focus, while other viewed that mental health improvement should 

be the main outcome of focus (Lim & Day, 2016).  Nonetheless, policy makers need to be 

informed of all components of MHCs from various perspectives in order to develop influential 

policy. Accordingly, “in 2013, the World Health Organization’s comprehensive mental health 

action plan recognized mental health as a global health priority. Although we may vary in our 

perspectives on the appropriate structure for mental health treatment, those of us who see the 
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consequences of untreated mental illness must continue to advocate for access to care, assure that 

the care provided is evidence-based, and ensure that it is effectively integrated into general 

medical care” (Trestman, 2018, p. 3). 

There are several points to consider that may guide directions for future research. Future 

research should consider expanding to include multiple MHC study cites. Recall that while 

Carmichael et al. (2010) included multiple courts across three Texas counties, it did not conduct 

an advanced analysis of outcomes that were statistically comparable beyond descriptives. 

Moreover, no study to date has conducted a follow-up of a Texas court. With the Dallas County 

Public Defender’s Office being the oldest PD office in the state and one of the largest in the 

county, it is fortunate to have such an open and trusted relationship with an established 

practitioner with a problem-solving court. Moving forward with a replication and extension of 

this preliminary work would be a natural step in light of the changes within the office (noted 

earlier) as a byproduct of this study. In addition, a new District Attorney was seated in Dallas 

County over the last couple of years (the Honorable Faith Johnson). The ebb and flow of elected 

and appointed public officials within key posts that are involved in problem-solving courts is an 

ongoing challenge and testament to the dynamic environment of criminal justice specialty courts.   

Also, future studies should utilize a mixed method design and include qualitative data 

that discusses which components of the MHC really work for participants (Gallagher et al., 

2011). A mixed method replication study may offer rich data regarding the reasons for both 

success and the failure of CD Program participants. It would also be valuable to know why some 

participants did not agree to enter the program. Was it the fear of additional stigma of 

participating in a mental health court? Were these participants not trustworthy of the problem-
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solving court due to their previous experiences within the system? Did they not participate 

because they were ready to address and treat their mental illness upon release with private funds 

and support? These questions and many others that relate to these presented cannot be answered 

here, but without question, a mixed method follow-up would provide valuable information in 

addressing strengths and values in the process and compare that feedback to positive and 

negative criminal justice outcomes. Why did completers have roughly the same likelihood of 

recidivism as those persons who refused to participate? It simply is not possible to answer that 

question without speculation without conducting future research. 

The definition of success needs to be defined from eligible participants. To date research 

that has evaluated the efficacy of MHCs primarily using recidivism as a measure of success. 

However, participant interviews may offer a different narrative and perhaps a varied measure of 

success for mentally ill criminal justice involved offenders (Redlich, Steadman, Monahan, 

Robbins, & Petrilia, 2006). As stated previously, MHCs vary by jurisdiction, program 

requirements, resources, and community needs, however future research needs to employ 

qualitative methods to solicit the narratives of MHC participants. Graduates, non-completers, and 

those who refuse to participate may have a respective narrative that helps stakeholders to identify 

that key life changing components of MHCs and programs (Gottfried et al., 2014). What services 

are needed most by these clients to increase rates of success with regards to both mental health 

and recidivism outcomes? With the falling of incarceration rates, scholars have pointed toward 

the critical need to understand how resources should be directed to structure and treat mentally ill 

offenders and provide support services (Harcourt, 2011). Different services that are receiving 

attention in the empirical literature include placements in intensive community-based programs 
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such as the Assertive Community Treatment (ACT) and Forensic Assertive Community 

Treatment (FACT) models as well as in-patient care in psychiatric hospitals with specialized 

care. These options, and others that impact employment, housing, family supports, and co-

morbid health conditions, have become a responsibility of our criminal justice system as these 

individuals are rereleased into the community in this age of deinstitutionalization (see Lamb & 

Weinberger, 2014). 

Furthermore, there is limited investigation of features of MHC participation beyond 

graduation status that may contribute to recidivism. These impact financial resources, housing 

and procriminal attitudes of MHC participations that may contribute to greater reductions in 

recidivism; it is largely unknown how well these needs are addressed in case management and 

need to conduct further research along these areas (see Lowder et al., 2018). “In particular, 

although more methodologically rigorous research on the effectiveness of MHCs is needed, there 

is perhaps a greater need for research into the mechanisms through which MHCs contribute (or 

not) to reductions in recidivism (Lowder et al., 2018, pp. 20-21).  In effect, there is a need to 

explore the mechanisms that make a difference among both significant and non-significant 

findings. 

It may also be vital to the efficacy of MHCs in improving quality of life for participants 

to include an advanced and refined risk-needs assessment during MHC intake or enrollment. 

Bonfine, Ritter, and Munetz (2016) expanded this body of research by introducing the notion of 

criminogenic risk. This term describes the combination of factors that lead to the risk of re-

offending. “Central criminogenic factors include criminal history, antisocial behavior, antisocial 

personality, antisocial cognitions, and antisocial associates, as well as substance abuse, family or 
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marital conflict, low levels of education or unemployment, and a lack of appropriate recreational 

activities” (Bonfine et al., 2016, p. 10). The authors suggested that MHCs would benefit from 

assessing the criminal risk of all MHC participants. Along these same lines, El Sayed and 

colleagues (2016) examined risk factors in criminal-justice involved youth on impacting 

antisocial behavior, and specifically rearrest. Their findings regarding the complexities of 

clinical problems and the varying impact of risk factors among these young people underlie the 

importance of treatment for mental health problems early in the life course and in particular, 

substance abuse as well as antisocial history. In fact, El Sayed et al. (2016) reported that mental 

health was not a robust predictor of youth recidivism once criminogenic risk was included into 

the model.  

Along with introducing criminogenic risk, offense type at the point of entry into an MHC 

is also beneficial in evaluating the efficacy of MHCs. Thus, MHC completion, or success, is 

associated with both criminogenic risk and offense type.  Among a sample of majority African 

American male participants in Bonfine et al.’s (2016) study, offenders with offenses against a 

person were not as likely to terminate the program, and offenders with more criminogenic risk 

were less likely to complete the MHC program. In addition, the level of supervision through 

participation in therapeutic and treatment resources matters for completion and program efficacy 

for those with criminogenic risk. Specifically, comprehensive mental health counseling, 

treatment partnerships, and pharmacological services are considered critical elements for MHC 

completion (Council of State Governments, 2005).  

An ongoing challenge within mental health research continues to be the early 

identification of seriously mentally ill offenders as they enter the corrections system. This 
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endeavor places a tremendous strain on the system, with estimates of roughly 13 million 

admissions annually to local jails, while simultaneously seeking easily accessible assessments to 

identify forms of mental illness within individuals at jail intake (see Ogloff, Davis, Rivers, & 

Ross, 2007 for more discussion). As Epperson and colleagues (2014) so persuasively opine, 

“brief, accurate, and cost-effective [serious mental illness] screening instruments are needed that 

can be implemented along the criminal justice continuum in order to identify appropriate targets 

for next generation interventions” (p. 436). 

Conclusion 

 When considering crime and punishment within the criminal justice system, public 

accountability is a key component of established problem-solving courts (Fisher, Silver, & 

Wolff, 2006). With millions of individuals under some form of correctional control, there has 

been a rise in the past several decades of specialty courts that seek to address underlying issues 

such as drug use, mental health, or life experiences that drive or contribute to criminal behaviors 

(Case, Steadman, Dupuis, & Morris, 2009). Indeed, scholars have argued that incarceration has 

become a public health epidemic (see Dumont, Brockmann, Dickman, Alexander, & Rich, 

2012). The main goal of these courts, such as the hundreds of mental health courts across the 

United States, is to reduce recidivism, promote healthier individuals and communities, match 

clients to community services, and rehabilitate these participants while maintaining public safety 

and encouraging accountability. With the philosophy of therapeutic jurisprudence, MHCs offer 

the chance to maximize strained resources and provide a framework for empathetic, coordinated, 

and highly trained professionals to work on mutually beneficial goals. The realities of outcomes 

related to these courts are frequently not evaluated, and when they are, data may not be openly 
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shared without fear of possible negative assessments. Moreover, while these courts have 

proliferated across the country, there is no evidence of a reduction in the number of mentally ill 

persons entering the criminal justice system (Torrey et al., 2010; Steadman, Osher, Robbins, 

Case, & Samuels, 2009, for example). As such, the author is grateful to the Dallas County Public 

Defender, Lynn Richardson, and her capable staff, who shared the cleaned and deidentified data 

that made the present work possible. This work is the first to evaluate the Dallas County PD 

Office Conditional Dismissal Program from its inception in 2010 through cases in 2013. 

Special offending populations with challenging issues such as mental health can be 

inherently difficult to address since clients have varying needs, illnesses, and co-occurring 

diagnoses (Steiker, 2011). Yet this is a very salient issue that must be addressed, as mental health 

continues to be one of the most important and pressing issues related to correctional control, 

rehabilitation and treatment, and building healthy communities (Prins, 2014; O’Keefe & Schnell, 

2008; Boots et al., 2016). Changes in the criminal justice and social service system have an 

impact on implementation and there is a high burnout rate in these positions (Okin, 1985). High 

need clients demand the coordination of the community and government resources, and this 

synchronization has not typically been a character of the criminal justice system and its courts. 

There is a challenging learning process along the way for all agents involved.  

The Dallas County Public Defenders’ Office evaluation is a tool in helping community 

and research partners in the criminal justice and social service system to assess efficacy and to 

deliver more effective programs that help offenders built stronger and healthy lives. Research is 

vital for the continuation and future development of MHCs (Lurigio & Snowden, 2009). As a 

preliminary analysis with limitations on variables, data points, and time to recidivism, caution is 
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warranted in overstating the findings reported here. However, the findings presented within this 

dissertation provide valuable insights; future research and extensions to the present study offer 

the promise to yield more insights that will further contribute to our understanding of mental 

health courts.  
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 mediated effects?  Nebraska Symposium on Motivation, Lincoln, NE.  

 

Hardy, S., Albert, M., & Coleman, B. (2003, April).  The impact of parenting in  

early childhood on the development of self-regulation in middle childhood.  

Society of Research on Child Development, Tampa, Fl.    

 

Albert, M. (2002, April). Volunteerism among adolescents: The role of race,  

religiosity, and maternal warmth. Society of Research on Adolescence, New 

Orleans, LA. 

 

  Colman, B., & Albert, M. (2002, April). Parenting practices in middle  

childhood and their relation to self-regulation. Society of Research on 

Adolescence, New Orleans, LA. 

Professional Experience 

 

  Spring 2005- Winter 2007 

Bi-lingual Non-Residential Lead Counselor, Dallas County Juvenile Department, 

Dallas, TX 

Supervisor, Cherie Thompson, LPC, LMSW, LCDC 

Responsibilities included case management for youth and their families, 

conducting multi-family therapy groups, maintaining statistical analysis of served 

clients, conducting case audits, facilitating and developing professional trainings, 

managing crisis calls, and supervising graduate student interns. 
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  Fall 2004-Spring 2005 

  Youth Services Liaison, AIDS Arms, Inc., Dallas, TX 

  Supervisor, Sheila Jones, LMSW 

Responsibilities included case management for clients who have HIV/AIDS and 

conducted a truancy program for at-risk youth. 

 

 

Summer 2004 

Instructor/Support Staff, Upward Bound Program/ Rice University, Houston, TX 

Supervisor, Deb Erhart 

Responsibilities included program supervising, teaching, and mentoring high 

school students. 

 

Summer 2003 

Graduate Assistant, Multicultural Affairs, University of Nebraska-Lincoln, 

Lincoln, NE 

Supervisor, Eric Lee, Ph.D. 

Responsibilities included program supervising, teaching, and mentoring high 

school students. 

 

Summer 2002 

Graduate Assistant, Multicultural Affairs, University of Nebraska-Lincoln, 

Lincoln, NE 

  Supervisor Joan Mendoza 

Responsibilities included organizing and conducting a summer program for high  

 school graduates/college freshman. 

 

  Fall 1999- Summer 2000 

  Intake Coordinator, Continuum Integrated Health Services, Houston, TX 

  Supervisor, Barbara Candley, Ph.D. 

Responsibilities included screening calls from potential clients and assessing 

their immediate needs, maintaining client database, and secretarial duties. 

 

Training/Certification 

 

Summer 2009: International Conference on The Teaching of Psychology 

Trainee, Kwantlen Polytechnic University, Vancouver, British Columbia 

  

Fall 2009: Visions of Excellence Graduate, Dallas County Community Colleges, 

Dallas, TX 

 

Summer 2005: Juvenile Probation Officer, Texas Juvenile Probation Commission, 

Austin, TX 
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Winter 2005: Certified Grants Specialist, The National Grant Writers Association, 

Columbia, SC 

 

 

Other Competencies 
 

  Proficient in the Spanish language (Intermediate Skills) 

  Proficient in standard software applications: 

  (Excel, Word, Blackboard, and Power Point) 

 

 

Awards/Honors 
 

Spring 2016 Doctoral Student Summit Scholarship 

Academy of Criminal Justice Sciences 

 

Spring 2014 

Nominee Excellence in Teaching Award 

Eastfield College, Mesquite, TX 

 

Spring, 2007 Employee of the Month of January;  

Dallas County Juvenile Department 

 

 

Winter 2006 Case Manager of the Year; 

Dallas County Juvenile Department Letot Center 

 

 

Fall 2002-2003; 2001-2002 Richard Larson Fellowship 

 

Summer, 1999 McNair Scholar University of Nebraska-Lincoln  

Mentor: Gustavo Carlo, Ph.D. 

 

Service/Volunteerism 

 

Fall 2016- Fall 2018 

Co-coordinator 

Center for Excellence in Teaching and Learning 

Eastfield College, Mesquite, TX 

 

Spring 2016 

Co-moderator  

Accounting Career Symposium 
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Eastfield College, Mesquite, TX 

Spring 2016 

Committee Chair 

Learning Framework Hiring Committee 

Eastfield College, Mesquite, TX 

 

 

Spring 2014 

Member 

Professional Development Advisory Board 

Eastfield College, Mesquite, TX 

 

 

Summer 2013 

  Presentation for Upward Bound Summer Program 

  Topic: Learning Across Domains 

  Eastfield College, Mesquite, TX 
 

 

Spring 2013-Fall 2013 

  Member 

New Student Orientation Task Force 

  Eastfield College, Mesquite, TX 
 

 

Fall 2009- Spring 2010 

  Member 

Common Book Club Committee 

  Eastfield College, Mesquite, TX 
 

   

Fall 2009-Fall 2013 

  Member 

Instructional Council  

  Eastfield College, Mesquite, TX 

Summer 2009 

  Presentation for Upward Bound Summer Program 

  Topic: Motivation and Emotion 

  Eastfield College, Mesquite, TX 

 

Spring 2009 

Volunteer 

Registrars Office 

Eastfield College, Mesquite, TX 

Fall 2008- Present 
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Advisor 

African American Culture Awareness Club 

Eastfield College, Mesquite, TX 

 

 

Fall 2008 

Search Committee 

Applicant Reviewer/Interviewer 

Eastfield College, Mesquite, TX 

 

 

Fall 2008 

Volunteer 

Las Llaves del Exito/Keys to Success 

Mountain View College, Dallas, TX 

 

 

July 2007- November 2009 

Member 

Vice President- 4B Economic Development Board 

Balch Springs, TX  

 

August 2002-May 2004 

Member 

University of Nebraska-Lincoln Graduate Council 

Lincoln, NE 

 

 

Summer2003 

Volunteer 

Teddy Bear Clinic, Mt. Sinai Hospital  

New York City, NY 

 

 

Fall, 2003 

Presentation for Education Talent Search, Lincoln High School  

Topic: Learning essentials; Study and test taking skills,  

Lincoln Nebraska 
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