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Abstract

This study examines criminogenic risk levels of individuals with serious mental illness (SMI)
involved in the justice system compared to justice-involved individuals without mental illness. The
sample (N = 436) consisted of ninety-three individuals with SMI incarcerated in a county jail in a
mid-size Midwest city, 217 individuals with SMI incarcerated in a state prison in the US Northeast,
and 126 individuals without mental illness incarcerated in a state prison in the US Southwest.
Results indicated that people with SMI incarcerated in jail and prison had higher overall criminal
risk levels than prison inmates without mental illness. Results further demonstrated that, on
average, higher percentages of persons with SMI had high/very high criminogenic risk scores.
Finally, we noted that persons with SMI scored higher on most of the eight criminogenic risk
domains measured by the Level of Service Inventory. These findings are possibly the most
compelling to date in the growing body of literature demonstrating that justice-involved people
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with SMI have elevated criminogenic risk comparable to or greater than their non-mentally ill
peers involved in the justice system. Consequently, treatment programs and interventions for
Justice-involved individuals with SMI need to explicitly target criminogenic needs into treatment

efforts.

Introduction

Arrest and incarceration are a pervasive reality for people with serious mental illnesses (SMI).' ™
Research has consistently demonstrated that people with serious mental illness are substantially
overrepresented in the criminal justice system.'™ Estimates of the prevalence of people with
mental illness in jails and prison vary based on study methodology, setting, and definition of
mental illness.” However, even studies that have used the most conservative and empirically
defensible measures have found that 6 to 31.0% of people in jails and 6 to 14% of people in prison
have a serious mental illness.”> Once involved with the criminal justice system, people with SMI
recidivate more often and more quickly than individuals without mental illnesses, prolonging their
involvement in the criminal justice system.® '?

The protracted involvement of people with SMI in the criminal justice system is caused, at least
in part, by the fact that even within the context of research studies where treatment availability is
ensured as part of the research design, existing evidence-based interventions have not been able to
achieve a sustained and consistent positive impact on criminal recidivism within this population.'*~
' The potential implications of this situation are illustrated by the fact that the evidence-based
interventions for people with SMI involved in the justice system that focus primarily on treatment
targets associated with traditional mental health treatment services (i.e., mental health symptom-
atology) have the weakest effect on criminal recidivism among people with SMI.">

The inability of mental health interventions to achieve a sustained positive impact on criminal
recidivism among people with SMI has prompted discussions about what additional evidence-
based interventions need to be added to the array of treatment services available to justice-involved
people with SMI in order to reduce criminal justice recidivism among this population. One
potential answer is to include interventions that explicitly target the risk factors most closely
associated with criminal offending into the array of treatment services available to justice-involved
people with SML'!13:15:17-22

A growing body of research supports the need to expand available interventions for justice-
involved people with SMI to include interventions that explicitly target the risk factors most
closely associated with criminal justice recidivism. The Risk-Need-Responsivity Model (RNR)
identifies eight risk factors that have the strongest relationship to criminal recidivism.?**** These
risk factors are called criminogenic risk factors and include antisocial personality, antisocial
behavior, antisocial cognition, antisocial associates, substance use, marital/family circumstances,
employment/education, and leisure/recreation.”’

The first study to examine criminogenic risk factors among justice-involved people with SMI
was a study by Bonta, Law, and Hanson which found that people with mental illness faced the
same general risk factors (i.e., criminogenic risk factors) for criminal recidivism as those without
mental illness; 15 years later, those study results were replicated by Bonta, Blais, and Wilson.2>2¢
In addition, recent research has found criminogenic risk factors mediate the risk of recidivism
among people with SML?” Taken together, these studies offer strong support for the idea that
criminogenic risk factors play an important role in the criminal recidivism of people with SMI.
However, much is yet to be learned about how criminogenic risk factors present among justice-
involved people with SMI.

The research literature on justice-involved people with SMI has given substantial attention to
one criminogenic risk factor, antisocial cognition, using measures of criminal thinking and



attitudes, which are thoughts and beliefs that support criminal behavior.”> There are some
differences in how these constructs are assessed across measures; however, most measures of
criminal thinking assess people’s thoughts and attitudes as they relate to a sense of entitlement,
which refers to an individual’s belief that they have a right to take what they want or need, moral
detachment which assesses whether individuals justify criminal behavior by rationalizing that place
the blame for their actions on outside forces, and individuals’ attitudes toward violence.>°

Morgan and colleagues examined levels of criminal thinking among people with SMI
incarcerated in prison and found that more than half the sample endorsed a thinking style
supportive of a criminal lifestyle.”” These findings were supported by Wolff and her colleagues
who found people with SMI incarcerated in prisons displayed levels of criminal thinking either
comparable to or higher than offenders without mental illness.?'** Building on these studies,
Wilson et al. examined the levels and types of criminal thinking among people with SMI
incarcerated in jails, and compared their findings with the levels of criminal thinking reported by
Morgan et al.'"*® Notably, Wilson et al. had two major findings: (1) people with SMI incarcerated
in jail demonstrated strong patterns of criminal thinking, and (2) people with mental illness,
whether incarcerated in jail or prison, displayed remarkably similar patterns of elevated criminal
thinking.!! To date, research on criminal thinking among justice-involved people with SMI has
provided important information about one of the eight major criminogenic risk factors.

Girard and Wormith’s study was one of the first to examine the levels of all eight criminogenic
risk factors in a sample of offenders with mental health problems.?’ Girard and Wormith’s results
showed offenders with mental health problems in their study sample had higher overall
criminogenic risk levels than offenders without mental health problems.”” More recently, Skeem
and colleagues examined all eight criminogenic risk factors among people with SMI (i.e.,
schizophrenia and/or major affective disorders) on parole, and found the overall criminogenic risk/
need levels among parolees with SMI was significantly higher than those among parolees without
SMI.*° Skeem et al. also found in one study that parolees with SMI had significantly higher risk/
need levels on four of eight criminogenic domains; antisocial personality, antisocial cognition,
family/marital circumstances, and employment/education.’® These findings were supported by a
recent study that compared parolees with and without SMI, and found the parolees with SMI had
significantly higher levels of criminogenic risk and their increased risk levels were associated with
higher levels of criminal recidivism.*

A first step toward developing interventions to address criminogenic risk factors among justice-
involved people with SMI is to build knowledge about the types and levels of criminogenic risk
present among justice-involved people with SMI in order to determine what types of interventions
are best suited to address criminogenic risk factors in this population. Research in this area is
especially important considering the fact that most interventions that address criminogenic risk
factors among the general population of people involved in the criminal justice system target only a
subset of the eight criminogenic risk factors known in the RNR model as the “Big Four” risk
factors: antisocial behavior, personality, cognition, and associates.? According to the RNR model,
the “Big Four” risk factors are the focus of intervention because when addressed successfully in
treatment, these four risk factors have the strongest associated with reductions in recidivism.??

In order for mental health services for justice-involved people with SMI to address the Big Four
criminogenic risk factors, they need to expand to include new services that focus on a number of
new treatment targets. For example, interventions that address the Big Four risk factors engage
programing that helps individuals to develop noncriminal responses to risky situations and skills
for impulse control, anger management, and problem-solving in high conflict situation.*>** These
interventions also teach participants the skills needed to reduce the thoughts, feelings, beliefs, and
attitudes that support criminal behavior and incorporate approaches that both limit participants’
contact with criminal associates and build connections with individuals supportive of prosocial
behaviors.?-*



Research has shown that justice-involved people with SMI have high levels of criminogenic risk
levels and that these risk factors are associated with higher levels of criminal recidivism in this
population.®' The growing recognition of the role that criminogenic risk factors play in recidivism
among people with SMI has led to the development of interventions that make criminogenic risk
factors the central focus of treatment for justice-involved people with SMI.>*3?

The RNR model provides an empirically validated approach to address criminogenic risk factors
in treatment. However, before there is a wide-scale adoption of interventions derived from the
RNR model for use with justice-involved people with SMI, it is important to examine both the
overall levels of criminogenic risk factors among justice-involved people with SMI at different
points of involvement in the criminal justice system and levels of elevation on each of the eight
criminogenic risk factors. This information will help to determine where interventions that address
criminogenic risk are most needed in the treatment continuum available to justice-involved people
with SMI and what particular criminogenic risk factors should be the focus of intervention among
justice-involved people with SMI.

This article adds to intervention research focused on the development of interventions that address
criminogenic risk factors among justice-involved people with SMI by examining criminogenic risk
levels among people with SMI experiencing different levels of incarceration. Specifically, this study
sought to compare the overall criminogenic risk levels of three groups: people with SMI incarcerated in
jails, people with SMI incarcerated in prisons, and people without SMI incarcerated in prison.
Additionally, this study aimed to examine and compare levels of each of the eight criminogenic risk
factors across these three groups, and to investigate the ways in which the overall and specific
criminogenic risk levels vary by type of incarceration and presence of mental illness.

Methods
Design

To compare criminogenic risk levels, the current study conducted an exploratory, post hoc
analysis of data (N= 436) drawn from three separate studies of people with SMI incarcerated in jail
(Jail SMI sample, N =93), people with SMI incarcerated in prison (Prison SMI sample, N =217),
and people without SMI incarcerated in prison (Prison sample, N = 126). Each of these studies used
the Level of Service Inventory to assess criminogenic risk levels among their respective samples.**
All research associated with the current study was approved by the Institutional Review Board at
the university where the study took place.

Samples

People with SMI in jail (Jail SMI sample) The Jail SMI sample comprised 93 individuals
incarcerated in a county jail who participated in a study of an enhanced reentry program for young
adults with SMIL>> This study took place in a mid-size city in the US Midwest. According to the
study’s eligibility criteria, the sample included men and women ages 18 to 24 years who were
incarcerated on misdemeanor and low-level felony charges and whose post-release plans included
residing in the county where the study took place. All participants had an SMI diagnosis (i.e.,
schizophrenia spectrum disorder, bipolar disorder, or major depression disorder).

Prisoners with SMI (Prison SMI sample) The Prison SMI sample consisted of 217 individuals
incarcerated in a state prison system in the US Northeast who were recruited to participate in a
study of the effectiveness of the critical time intervention model (CTI) with men.>® According to
the study’s eligibility criteria, this sample included men 18 years and older who were scheduled to



be released within 3 months of study recruitment, and who planned to live in the study county after
their release. In addition, to be included in the study, the prisoner had to have an SMI diagnosis of
one of the following disorders: schizophrenia spectrum disorder, bipolar disorder, major mood
disorder, anxiety disorder, or posttraumatic stress disorder.

Prisoners without SMI (Prison sample) The Prison sample included 126 men incarcerated in a
state prison system in the US Southwest who were recruited to participate in a study that examined
the role of dynamic risk factors as predictors of post-release criminal justice outcomes.’’
According to this study’s eligibility criteria, this sample included individuals released to a
community within 120 miles of the research team’s university. Participants were interviewed
during their incarceration or within 48 h of their release. Of the initial 137 individuals recruited for
the initial study, 9 cases were excluded because participants reported that they had a serious mental
illness (e.g., schizophrenia spectrum and/or major affective disorders). Two additional cases were
excluded because there was no data on their criminogenic risk levels (i.e., no LSI-R). This yielded
a final sample of 126 prisoners without mental illness.

Tables 1 and 2 provide information on the background characteristics of the three samples.
Statistically significant differences were observed in a number of areas, many of which were
expected based on the composition of the study samples. For example, as would be expected based
on differences in study sampling criteria, the Jail SMI sample included younger participants than
those in the two prison samples. The Jail SMI sample also included more women, and had higher
rates of co-occurring substance use disorders. Comparisons of the three groups also found that a
greater percentage of participants in the Prison sample (without SMI) identified as Hispanic.
Comparisons of the two groups with mental illness (i.e., Jail SMI and Prison SMI samples) also
found several statistically significant differences, many of which would be expected based on
between-group differences in age and level of involvement with the criminal justice system. For
example, as compared with the Prison SMI sample, the Jail SMI sample included participants who
were younger when they had their first contact with the criminal justice system; however,
participants in the Prison SMI sample had more prior arrests than those in the Jail SMI sample.

Measures

All three studies from which we drew data used a version of the Level of Service Inventory
(LSI) to assess criminogenic risk levels in their respective samples. Since the LSI was developed
by Andrews in 1982, researchers have introduced several versions and revisions, including the
Level of Service Inventory-Revised (LSI-R) and the Level of Service/Case Management Inventory
(LS/CMI).>*3%39 The studies from which we drew data for the Prison SMI sample and the Prison
sample used the LSI-R, and the study from which we drew the Jail SMI sample used the LS/CML.
In each of the three studies, a member of the research team completed the LSI as part of the
baseline assessment, using the structured questionnaire associated the measure. All baseline
interviews with the Jail SMI and Prison SMI samples were completed while individuals were
incarcerated, whereas the baseline interviews with the Prison sample were completed while
participants were incarcerated or within 48 h of their release from incarceration.

Given that the LS/CMI is the more recent instrument, the developers have recommended that
researchers and clinicians convert existing LSI-R scores into LS/CMI scores.* The relative
equivalence of the two measures has been demonstrated in numerous studies, including those using
simultaneous, comparative scoring and those using the LSI-R-to-LS/CMI score conversion
rules.****3° We converted the LSI-R scores to LS/CMI scores for our Prison SMI sample and
Prison sample using syntax provided by the LS/CMI publisher (Williams K, Multi-Health Systems,
personal communication January 2014).



Table 1

Demographic characteristics for the three study samples

Prison Jail SMI Prison SMI Significant differences’
sample sample sample
(N =126) (N=93) (N=217)
n %0 n % n %0
Age Mean age: P, PM >J
M (SD) 347 (10.6) 21.6 (1.8) 36.6 (9.7)
Age range 18-62 18-24 19-60
Gender % female: J > P, PM
Male 126 100 76 81.7 217 100
Female 0 0 17 183 0 0.0
Race/ethnicity % Hispanic: P > J, PM%
Black 45 357 40 43.0 94 43.3  other/unk: J, PM > P
White 25 19.8 31 333 70 323
Hispanic 55 437 5 54 32 14.7
Other or unknown® 1 08 17 183 21 9.7
Education % less than HS/GED: ] > PM
Less than HS — — 59 63.4 89 41.0 % HS/GED: PM >J
diploma/GED
HS diploma/GED — - 19 20.4 85 39.2
Any - - 15 16.2 43 19.8
post-secondary
school
Marital status Not done
Single, never - - 62 66.7 163  75.1
married
Married — - 1 1.0 11 5.1
Living with - — 26 28.0
partner
Other or unknown® — —~ 4 43 43 198
Ever employed* % ever employed: PM > J
No - - 23 247 16 7.4
Yes - - 70 753 201 922

— = data not available for this sample. HS high school, GED General Equivalency Diploma. In the last column,
significant differences are noted using the first letter of each study sample—P (Prison sample), J (Jail SMI
sample), PM (Prison SMI sample)

'Differences were significant at p<0.05

2Other includes multi-racial individuals (i.e., those who reported more than one race)

*Other includes those who were divorced, separated, or widowed. Because of lack of comparable categories
used across samples, no tests of significance were performed for marital status data

“Indicates whether a person has been employed at least one time in their lifetime

The 43-item LS/CMI measures risk for criminal justice recidivism using the criminogenic risk
factors developed by the RNR model. This measure assesses an individual’s overall risk level and
their risk level within the eight criminogenic risk domains included in the measure.** These
criminogenic domains include leisure/recreation, antisocial associates, drug/alcohol problem,



Table 2

Criminal justice and behavioral health characteristics of the three study samples

Prison Jail SMI Prison SMI Significant differences’
sample sample sample
(N=126) (N=93) (N=217)

n % n % n %

Criminal justice history

Number of prior arrests’ PM >
M (SD) — - 9.7 (13.8) 17.3 (15.4)
Mdn - - 6.0 13.0

Age at first arrest’ PM >1]
M (SD) - - 152 (3.2) 17.8 (7.5
Mdn - - 15.0 16.0

Behavioral health diagnoses

Bipolar na na 59 634 130 599

Psychotic na na 31 333 73 336

Mood with psychotic features na na 21 22.6 63  29.0

Major depression na na 73 785 135 622 J>PM

Anxiety” na na 57 613 157 724 PM>]

PTSD (current) na na 25 269 70 323

Co-occurring DOA disorder na’ na® 92 989 141 650 J>PM

— = variable not available for this sample. na variable not applicable for this sample, PTSD posttraumatic
stress disorder, DOA drug and/or alcohol use disorder. In the last column, significant differences are noted
using the first letter of each study sample—P (Prison sample), J (Jail SMI sample), PM (Prison SMI sample)
'Differences were significant at p<0.05

*Prior arrest data based on inmate/parolee self-report. Due to missing data, N=89 for Restore sample and
N =143 for CTI sample

3Age at first arrest data based on inmate/parolee self-report. N=147 for CTI sample because of missing data
“Includes generalized anxiety disorder and panic disorder

SPeople in the Prison sample (P) where NOT excluded based on the presence substance use diagnoses; rather,
this information was not available for people in this sample

antisocial cognition, antisocial personality pattern, antisocial behavior, education/employment, and
family/marital relations. Items within each criminogenic domain are summed to create a domain
score, and then each domain score is categorized on a 5-point scale of risk levels: very low (0), low
(1), medium (2), high (3), or very high (4). Additionally, all LS/CMI items are summed to yield an
overall risk for recidivism score categorized using the same five risk levels.*!

The LSI is one of the most frequently used and most-reviewed correctional assessment
instruments.*' The instrument has been validated across a variety of correctional settings and
offender populations in North America and in the UK.***® LSI measures have demonstrated
acceptable internal consistency, test-retest, and alternate forms reliability. Studies have found LSI
scores to be predictive of an array of relevant correction outcomes, including recidivism, self-
reported offending, institutional misconduct, and probation and parole outcomes.*® (See Chapter 4
in Andrews et al. for a summary of more than three decades of research attesting to the reliability
and validity of the LSL)*

The Jail SMI sample and Prison SMI samples used the Mini International Neuropsychiatric
Interview (M.LN.L) to assess the presence of SML.*” The M.IN.L. is a short, structured diagnostic



interview developed and standardized based on the Composite International Diagnostic Interview
(CIDI) and informed by the Diagnostic and Statistical Manual of Mental Disorders and the
International Classification of Diseases.*®** The M.LN.I. takes about 15 min to complete, and
researchers have used the M.IN.I. in correctional settings.’® Studies have shown the M.IN.I. had
acceptable inter-rater and test-retest reliabilities, and that the validity of the M.LLN.I. compared
favorably with other structured diagnostic interviews.*’

Procedures

For each of the samples included in the current study, we compared descriptive data related to
demographic, criminal justice, and behavioral health characteristics. Given the post hoc nature of
this study, all analyses presented here used aggregated data from each study. Consequently, some
information was not available for all samples or data were not measured or summarized in
comparable ways across studies. Where necessary and feasible, we recoded variables such as race/
ethnicity and marital status to ensure the equivalence of comparisons across samples. In addition to
descriptive statistics, we also obtained or calculated summary frequency counts and percentages for
each sample.

Each study provided aggregate data for the eight criminogenic risk domains as well as overall
criminogenic risk level. Using the data obtained for each sample, we computed two summary
measures for each criminogenic domain and the overall criminogenic risk level:

1 Mean risk score, which was based on the 5-point scale of risk levels (very low =0 to very
high=4)
2 Percentage of individuals who scored at the high or very high risk levels

Statistical analyses

Where equivalent data existed, the three samples were compared to determine if the groups
differed significantly in terms of background characteristics (e.g., demographic, criminal justice,
and behavioral health variables) or levels of criminogenic risk. Comparisons were made using
either parametric or nonparametric statistical techniques, depending on the characteristic of interest.

For continuous variables (i.e., age, risk scores), mean values were compared across samples
using one-way ANOVA or Welch’s ANOVA (i.e., a nonparametric version that adjusts for unequal
variances, especially in the presence of disparate sample sizes). If an omnibus ANOVA was
significant, post hoc testing was completed to identify which pairs of samples were different. To
ensure that the family-wise error rate did not exceed 0.05, p values were adjusted using a
Bonferroni method or Games-Howell tests were used to adjust for unequal variances and unequal
sample sizes.

For categorical variables (e.g., race/ethnicity, percentage at high or very high risk), chi-square tests
were used to compare the percentages/proportions of each sample across the different categories. If an
omnibus chi-square test was significant, post hoc testing was done to identify specific differences. A
Marascuilo procedure was used to maintain a family-wise error rate of 0.05.>!

Results

Table 3 displays the results of the comparison of criminogenic risk levels for the three samples.
The descriptive data in this table present the mean risk score and the percentage of individuals in
each sample who scored high or very high on the overall criminogenic risk scale and the eight
specific domains of criminogenic risk factors measured by the LSI. Statistically significant



between-group differences in the mean risk score (next to last column) and the percentage of
individuals who scored &igh or very high in each domain area (last column) are also presented.

As shown in the last row of Table 3, incarcerated individuals with SMI (i.e., Jail SMI and Prison
SMI samples) had higher overall criminogenic risk levels than prison inmates without an SMI (i.e.,
Prison sample). In addition, in terms of both overall risk score and percentage of individuals who
displayed high or very high overall levels of risk, individuals with SMI in jail had the highest
overall criminogenic risk. Additionally, Table 3 shows that individuals with SMI had the highest
risk scores and the greatest percentages of individuals with high/very high risk scores in all eight
domains. Moreover, the Jail SMI sample participants had the highest risk scores and the largest
percentage of individuals scoring at high/very high risk on six of eight domains of criminogenic
risk: leisure/recreation, antisocial associates, drug and alcohol problem, antisocial cognition,
education/employment, and family/marital relations. The Prison SMI sample had the highest risk
scores and greatest percentage of individuals with Zigh/very high risk scores for the remaining two
domains of antisocial personality pattern, and antisocial behavior.

Discussion

Study findings indicate that more than 75% of individuals with SMI in this study had overall
criminogenic risk levels that put them at zigh or very high risk for criminal recidivism. This finding
adds to the growing body of literature that supports the need to include interventions that address
criminogenic risk factors in the continuum of services available to justice-involved people with
SMI. Further, our comparison of the criminogenic risk factors among prisoners with SMI and
prisoners without SMI demonstrated that individuals without SMI in prison had lower levels of risk
factors in almost every domain; this finding supports the notion that a synergistic relationship may
exist between SMI and criminogenic risk factors.

The research presented here also provides details about the specific types of criminogenic risk
factors that are elevated among people with SMI. Our examination of specific criminogenic risk
factors underscores potential differences in the types of criminogenic risk factors found in people
with SMI at different levels of incarceration. While this research is preliminary in nature, a number
of treatment considerations arise from the results of this study that require exploration in future
research.

For example, results of this research found that people with SMI in jail had the highest risk
scores on six of eight criminogenic risk factors, but only two of these risk factors (antisocial
cognition and antisocial associates) corresponded to the Big Four criminogenic risk factors targeted
in most correctional rehabilitation programing. In the RNR model, antisocial cognitions and
antisocial associates are considered two of the most important treatment targets in correctional
programming because these risk factors play an important role in both criminal behavior and the
antisocial attitudes and beliefs that supports it.>* Therefore, more research is needed to explore
these findings, which suggest that correctional programs that specifically target antisocial
cognitions and criminal associates could have a major positive effect on recidivism and future
criminal justice involvement of people with SMI incarcerated in jail.

Similar to the finding of Skeem et al., both of the SMI groups in this study displayed high
criminogenic risk levels in the leisure/recreation domain.®® These findings suggest that future
research should examine ways to engage this treatment target in justice-involved people with SMI.
Another potentially important to this study’s finding stems from fact that employment and
education were one of the highest criminogenic risk domains for both SMI groups in this study.
Taken together, these findings suggest that future research should investigate whether the
effectiveness of interventions designed to address criminogenic risk factors among justice-involved
people with SMI might be enhanced by including services that focus on the ways in which
individuals spend their time. These results also suggest that evidence-based practices such as



§0°0>d Y& JUBOYIUSIS QI0M SOOUAIHI(T,
(orduwres [INS uostd) A ‘(ardwes TIA'S [ref) [ ‘(ojduues uosLig)
d—ordures Apnys yoed Jo 10191 IS oy} SUISn PAJOU I8 SIOUIJIP JUBOYIUSIS ‘SUWNOD 0M] ISB[ 9} U "9[edsqns ey Sursudwoo swe)r Jo 1oquinu [[ews ay3 03 anp ()
y31y SI 9[BOSQNS UTBWOP UONBIIIAL/AINSII JO JIB[ UO [9AJ] sLI o[qIssod 3say3ry oy, “(y) ys1y A1 10 ‘(¢) y31y ‘(g) wnrpauwr ‘(1) Mo[ ‘() MO[ AIOA :S[OA] JSU [IND/ST

[9A9]
d<INd T d<Nd <[ 9L S9°0 88'C L8 €L'0 ¥T€ Ly 9L'0 T'T NS JlUSOUILId [[BIOAQ
d<INd <[ d<Nd T 8¢ LI'T LO'C S LET 1¥T [T 88°0 8¢’  SuOnE[aI [EjLIEW/AJIUE,]
d<INd <[ d<INd <TI 8¢ 10T vI'C vL 00T €0°¢ ST 0T1 oL'1  yuswkodwe uoneonpy
[‘d<Id [‘d<INd G T80 0S'C 8C SI'T 691 0¢ S8°0 C0C Jolaeyeq [erdosnuy
uroned
d<TI ‘WNd d<TI ‘Nd 8% 80l I¥'C 6¢ CC1 9I'C 0T 960 OI'T Ayeuosiod [eroosnuy
Nd <[ d<I 01 801 CI'L € 'l 8Pl ¥ CCT v0°'1 uonIug0d [eroosnuy
d‘Nd < dWd < LS ¥T1 1¥'T ¥8 €6'0 €T€ by SI'T €1 wo[qoxd 3nip/joyoory
dNd <Tr d'Nd <[ €e 0I'T 0C'C YL TO'T ST'¢ LE 6F'1 90°C SOJEIO0SSE [BIOOSHUY
IWd <d<I d<INd <[ IT ST'T 9671 89 CT6'0 8¥'C 6y 601 vI'C UOIJBAId91/2INSIo
% ds W % dS W % ds W
[ SRIUIYJIP [ SIUIIP YSLI Y3y 31028 YSLI Y31y 31028 S Y3y
Judd1dd JuedyIuGI§  UBIW JULIYIUSIS AXIA/YSIH ISR AI9A/YSIH NS AI9A/YSIH 9.109S YSLI
LIT=N €6=N 97I=N S.103o€} YSLI

drdwies JIAS uosLd

spdwes [A/S 11er

Jdwes uosrig

JudourwLI dYradg

9109S [B)0) PUE SI[EISQNS UTBWOP
KI0JUQAUL JUSWIOSBUBL OSBI/AIIAIDS JO [OAJ] UO JSLI YSIY K124 10 YJ1y je 3uriods Juddidd pue s Jo [9A9] uedw :sojdwes 9213 oy Jo uostredwo))

€ dlqe L



supported employment could have a positive impact on recidivism for justice-involved people with
SMI if included in the array of treatment services available to people with mental illness after
release from incarceration.

Another notable finding for this study is that both SMI groups had the highest risk score and
percent of cases with high or very high risk scores on the substance use subscale. When the
patterns of the study samples’ scores on the substance use subscale are compared with their scoring
patterns in the other 7 subscales, we see that they are very similar. This suggests that the samples’
scores on the substance use scales are not driving the differences in overall criminogenic risk
scores found between the three groups in this analysis. That said, these findings add to research that
has found high rates of substance use problems among justice-involved people with SMI and lends
further support to the need to provide services that address people with SMI’s drug and alcohol
problems during and after incarceration.'®"'*

This research also found some differences in the criminogenic risk profiles for people with
SMI in prison as compared with those in jail. These differences might be expected based on
the longer criminal histories of those in prison. For example, people with SMI in prison had
higher risk levels on the antisocial behavior subscale of the LSI, which could be accounted
for by the differences in age and level of incarceration between those with SMI in prison and
those with SMI in jail. It is also possible that since persons with SMI have more frequent
contact with law enforcement, they are more susceptible to arrest than their peers without
SMI and that this situation results in higher LSI scores for the antisocial behavior subscale in
this population generally.>*> Prison inmates with SMI also had higher risk scores in the
antisocial personality pattern subscale. When taken together, this pattern of elevated risk
suggests that something more than age or time-at-risk for involvement in the criminal justice
system is driving these differences in criminogenic risk profiles for people with SMI
incarcerated in either jails or prisons. This possibility is supported by the association found
between the two criminogenic risks of antisocial behavior and antisocial personality with
characteristics (i.e., criminogenic needs) such as irritability, thrill seeking, anger, emotional
callousness, and aggression.”” Although these two risk factors are also a target of most
correctional interventions, the criminogenic needs associated with these risk factors are often
considered to be deeply ingrained response patterns, which are not easily addressed in brief
treatment programs, and, therefore, can take longer to remediate. Therefore, treatment aimed
at these risk factors is likely to take longer and will require greater intensity of treatment
than the typical 12-week cognitive-behavioral therapy interventions commonly used in
correctional rehabilitation programs.

Collectively, the findings in this study support the need for further research on the
criminogenic risk profiles of people with SMI involved in the justice system. In this study,
individuals with SMI in jail had the highest overall criminogenic risk levels. The criminogenic
risk profile of this population suggests that their criminogenic needs might differ substantially
from those of individuals with SMI incarcerated in prison. For example, three of the four LSI
subscales on which people with SMI in jail had the highest risk levels (i.e., leisure/recreation,
substances use, and education/employment) are not associated with the Big Four criminogenic
risk factors targeted in most correctional rehabilitation programing. Notably, these risk factors are
not associated with emotional dysregulation or impulse control issues that are treatment targets in
traditional anger management programs and other emerging interventions for justice-involved
people with SML*’ These findings support the need for reentry programing tailored to the unique
needs of young people with SMI in jail. Conversely, two of the four LSI subscales on which
people with SMI in prison had the highest risk levels (i.e., antisocial personality patterns and
antisocial behavior) are associated with the Big Four criminogenic risk factors targeted in most
correctional rehabilitation programing. These findings support further research on the use of these
programs with people with SMI in prison.



Limitations

The findings presented here come from an exploratory study that was designed to generate a
preliminary understanding of an understudied area. Therefore, the findings are tempered by some
notable limitations. The findings are drawn from a post hoc analysis of aggregate data from three
separate studies. The aggregated nature of the data did not allow for the inclusion of individual
level statistical controls for potentially confounding variables in this analysis. Although the data
from these studies provided an opportunity to examine an important research question, the
comparisons presented in this paper were not planned when each of the studies were conceived and
designed; thus, the studies used different design, sampling criteria, and data collection protocols.
The post hoc nature of this analysis means that the methods for determining mental health
diagnoses and diagnostic criteria differed between studies and some questions, such as inter-rater
reliability on the LSI across studies, cannot be assessed. The data collection protocols for each
study ensured that staff were trained in the use of the LSI version being used in the study, as well
as trained in use of the structured interview guides provided by the instrument developer to
administer the measure; however, the specific rates of inter-rater reliability cannot be assessed with
available data. Also the key study measure (LSI) was administered at different points in time
during participants’ incarceration. Therefore, further research is needed before firm comparative
conclusions can be drawn on the differences in criminogenic risk levels among justice-involved
people with SMI.

The studies from which this research drew data had modest sample sizes. The data from these
studies were drawn from individuals incarcerated at different levels and in different geographic
regions of the country. The inclusion of prisoners without a mental illness allowed for the
comparison of the criminogenic risk levels of people with SMI with a group that has extensive
involvement in the criminal justice system. However, further research is needed before firm
conclusions can be drawn about the nature of differences in criminogenic risk levels found in this
study.

Also, given the research on the age-crime curve, it is likely that the younger age of people in the
jail sample played a role in this study’s findings regarding criminogenic risk levels of individuals
with SMI in jails.’®*” In order to identify people with SMI most in need of interventions that
address criminogenic risk factors, it is important that future research in this area examine the role
that age plays in the measure of criminogenic risk levels in this population. Given the high levels of
criminogenic risk levels found among people with SMI in jail, it is also important that future
research in this area include comparisons with individuals without a mental illness who are
incarcerated in jails.

In the current study, the presence of SMI was conceptualized and operationalized as a
dichotomous indicator; however, this limited our ability to examine the ways in which
criminogenic risk levels might vary based on specific mental health diagnoses or severity of
psychiatric symptoms. Additionally, another related limitation of this study is that information
related to participants’ use of psychotropic medication at the point of assessment of criminogenic
risk levels was not available. The results of this study support the need for future research to
engage direct examinations of the ways in which psychiatric symptoms may interact with
criminogenic risk levels among people with serious mental illnesses. Another study limitation
stems from the fact that only the Jail SMI sample included females. It is worth noting that some
scholars have questioned whether the LSI is an appropriate measure for use with female
offenders.>®>° Although numerous studies have demonstrated that the LSI is relevant to females,
and that the LSI’s predictive utility is not gender-dependent, more research is needed on the
criminogenic risk levels of women with SMI*!*%*%* As a sensitivity analysis in the present study,
we tested differences with the females (n =17) excluded from the Jail SMI sample, and no
substantive differences in the findings were observed.



Implications for behavioral health

The findings from this exploratory study inform future intervention research focused on
developing and testing the efficacy of interventions that engage criminogenic risk factors in order
to reduce criminal justice system involvement among justice-involved people with SMI. Once the
efficacy of these interventions is established, further effectiveness research will need to examine
how to embed these interventions into the existing array of mental health treatment services for
justice-involved people with SMI in ways that support their continued efficacy. This paper focused
on the treatment needs of justice-involved people with SMI associated with criminogenic risk
factors. But, it is important to note that interventions designed to address these specific treatment
needs will only be successful if they are delivered within the context of a larger services system
that addresses this population’s other co-occurring treatment needs. Osher et al. developed an
integrated framework to guide efforts to address the co-occurring mental health, substance use, and
criminogenic treatment needs of justice-involved people with SMI.* This framework can guide
researcher, practitioner, and policy maker efforts to develop services that address the complex,
interlocking treatment needs of justice-involved people with SMI, while also providing
practitioners direction on how to develop individualized service plans that address how to treat
each of these three different needs in holistic and coordinated manner in individual cases.®*

This study’s findings also suggest efforts to develop interventions that address criminogenic risk
factors among justice-involved people with SMI require further examinations of criminogenic risk
factors among people with SMI early in their involvement with the criminal justice system. This
type of examination may also help to increase our understanding of the dynamic interplay between
symptoms of serious mental illness and criminogenic risks, as well as provide data useful in the
design and implementation of interventions in this area. The findings of this research also suggest
that the traditional “one-size-fits-all” approaches to addressing criminogenic risk factors in
correctional populations might not be the best approach for addressing the criminogenic needs of
justice-involved people with SMI. However, before conclusions can be drawn, more research is
needed on the nature and distribution of criminogenic risk factors among people with SMI who are
involved in the criminal justice system.

Conclusion

The findings presented here are some of the first to examine criminogenic risk levels of people
with SMI across different levels of incarceration. As such, this study should inform future research
on the development of interventions that address these risk factors among justice-involved people
with SMI. However, as stated previously, interventions that address criminogenic risk factors will
only be successful if delivered within the context of a larger array of treatment services designed to
address individuals’ mental illness and other treatment needs.®> This research points to the need for
more research on criminogenic risk factors among people with SMI generally. For example, these
findings suggest that mental illness interacts with criminogenic risk factors in ways that heighten
the strength of these risk factors for people with SMI. Initial steps in exploring this potential
interaction would be to explore the relationship between levels of psychiatric symptomatology and
criminogenic risk factors. This type of research will deepen our understanding of the potential
relationship between these two treatment needs, while also providing some insight into how best to
optimize the treatment of both conditions, be it through service coordinate, sequencing, or other
methods. Other steps advance knowledge surrounding interventions that address criminogenic risk
factors among justice-involved people with SMI include engaging examinations of the ways in
which other factors such as age, gender, substance use, and prior criminal justice system
involvement contribute to the criminogenic risk of those with SMI in jail and prison, and then to



compare the nature and strength of these relationships with the relationships observed among
incarcerated individuals without SMI.
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