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A Collaborative Community-Based 
Treatment Program for
Offenders With Mental Illness
EErriikk  RRoosskkeess,,  MM..DD..
RRiicchhaarrdd  FFeellddmmaann,,  LL..CC..SS..WW..

In 1857 the American Journal of
Insanity, which later became the
American Journal of Psychiatry,

published an article by Edward Jarvis,
M.D., of Dorchester, Massachusetts
(1), that suggests the plight of crimi-
nal offenders with mental illness and
their need for care are not recent
phenomena. Dr. Jarvis wrote, “The
insane criminal has nowhere any
home: no age or nation has provided

a place for him. He is everywhere un-
welcome and objectionable. The pris-
ons thrust him out; the hospitals are
unwilling to receive him; the law will
not let him stay at his house, and the
public will not permit him to go
abroad. And yet humanity and justice,
the sense of common danger, and a
tender regard for a deeply degraded
brother-man, all agree that something
should be done for him—that some

Objective: The paper describes initial results of collaboration between
a mental health treatment program at a community mental health cen-
ter in Baltimore and a probation officer of the U.S. federal prison sys-
tem to serve the mental health needs of offenders on federal probation,
parole, supervised release, or conditional release in the community.
Methods: A forensic psychiatrist in the treatment program and a li-
censed social worker in the probation office facilitate the close working
relationship between the agencies. Treatment services provided or bro-
kered by the community mental health center staff include psychiatric
and medical treatment, intensive case management, addictions treat-
ment, urine toxicology screening, psychosocial or residential rehabilita-
tion services, intensive outpatient care, partial hospitalization, and in-
patient treatment. Results: Among the 16 offenders referred for treat-
ment during the first 24 months of the collaborative program, 14 were
male and 14 were African American. Three of the 16 violated the terms
of their release due to noncompliance with stipulated mental health
treatment; only one of the three had been successfully engaged in treat-
ment. One patient died, two completed their terms of supervision, and
ten remained in treatment at the time of the report. Conclusions: The
major strength of this collaboration is the cooperation of the treatment
and monitoring agencies with the overall goal of maintaining the of-
fender in the community. Further research is needed to confirm the ef-
fectiveness of the clinical model in reducing recidivism and retaining
clients. (Psychiatric Services 50:1614–1619, 1999)

plan must be devised different from,
and better than any that has yet been
tried, by which he may be properly
cared for, by which his malady may be
healed, and his criminal propensity
overcome.”

Today society continues to face the
challenge of providing proper care for
offenders with mental disorders with-
in the growing population of persons
under the jurisdiction of the correc-
tional system in the United States.
This paper briefly reviews recent re-
search on the prevalence of mental
illness among criminal offenders and
the effects of clinical interventions
with this population. It describes a
small model program for offenders
with mental illness that involves col-
laboration between clinical staff of a
community mental health center and
a probation officer from the U.S. cor-
rectional system.

Background
Persons with mental illness
in the correctional system
Between 1980 and 1995, the number
of people incarcerated in jails and
prisons more than tripled, increasing
from 501,886 to 1,577,845. The incar-
ceration rate also nearly tripled dur-
ing that time, from about 150 per
100,000 persons in 1980 to more than
400 per 100,000 in 1995 (2).

Mirroring the rise in the number of
inmates is a tripling in the number of
citizens under the community super-
vision of parole and probation offi-
cers. Between 1980 and 1996, this
number increased from 1,338,535 to
3,885,072 (2,3). Thus the total correc-
tional population increased threefold
between 1980 and 1995, when more
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than 5.3 million people were serving
an institutional or community correc-
tional sentence in the U.S. (2).

The rate of mental illness is two to
three times higher among those in-
carcerated in jails and in prisons than
in the general population (4–7), and a
disproportionate number of persons
with mental illness are arrested, com-
pared with the general population (4).
In addition, the mental health needs
of this population are grossly under-
addressed while they are incarcerat-
ed. Among others, Torrey and col-
leagues (8) have described the “abuse
of jails as mental hospitals” and have
called for active diversion programs
that will identify offenders with men-
tal illness and their needs for mental
health interventions early in the crim-
inal justice process. Such diversion
programs often rely on very active
and proactive case management to
create a community-based treatment
plan that will meet the medical and
psychiatric needs of the patient while
ensuring compliance with public safe-
ty mandates (9).

Much less is known of the fate of
persons with mental illness who are
convicted of serious crimes and are
sent to prison. A high rate of mental
illness among convicted felons has
been reported, with rates ranging
from 6 to 15 percent (6). A survey of
New York state prison inmates re-
vealed that 8 percent had a severe
psychiatric or functional disability,
and an additional 16 percent suffered
from significant mental disabilities re-
quiring at least periodic care (10).

Even less is known about the treat-
ment received by this population
once they leave the prison environ-
ment and are on parole (11). Similar-
ly, little is known about treatment re-
ceived by convicted criminals who are
placed on probation and do not serve
prison time.

Some research has focused on the
criminal recidivism of the mentally ill
offender. A recent study found that
the offenders with mental illness had
a rate of recidivism equivalent to that
of a matched control group of non-
mentally-ill offenders (12). However,
the same group of researchers have
reported that the introduction of pre-
and postrelease interagency coordi-
nation significantly reduced the re-

cidivism risk in a pilot study (13). An-
other study recently reported that the
introduction of case management ser-
vices led to a significant decrease in
the recidivism rate of offenders with
mental illness (14). Yet another
demonstrated that judicially moni-
tored treatment resulted in good out-
comes during a one-year follow-up
phase (15). Taken together, this work
indicates that offenders with mental
illness are highly likely to have ongo-
ing contact with the criminal justice
and correctional systems and that
clinical interventions may affect their
recidivism rate.

A clash of two systems
One of the biggest barriers to care for
offenders is the mutual distrust that
exists between mental health pro-
viders and the community correction-
al system. Frequently, the mental
health system is seen by corrections
as “soft” on crime, as uninterested in
public safety, and as having the ten-
dency to make excuses for criminals
with mental illness. In addition, men-
tal health care providers are often
thought not to understand the special
forensic needs of this population.

Conversely, mental health profes-
sionals often view the correctional

system as lacking any understanding
of the mental health needs of its
charges. In particular, community
mental health providers frequently
assume that community corrections
personnel often seek revocation of
the client’s probation or parole. Men-
tal health providers may also come to
the treatment process with the belief
that “forced treatment doesn’t work”
(16,17). Simple fear is often the
covert reason for providers’ refusal to
accept referrals of clients who have
committed crimes. Responding in
part to their fear, providers may not
accept a referral until they receive
documentation about prior treat-
ment, which is not always available to
the probation officer. Providers also
may be reluctant to treat offenders
with mental illness because of the po-
tential for court appearances.

These barriers may be overcome in
exceptional cases by proactive work
from either the clinical or the correc-
tional side (18). For instance, Sluder
and associates (19) reviewed a philos-
ophy of probation in which the proba-
tion officers are “resource brokers”
whose responsibilities include not
only ensuring public safety but also
helping their clients meet their social
needs, including mental health needs,
where appropriate. Their review also
includes a summary of the literature
documenting the importance of treat-
ment in lowering recidivism rates.

However, rehabilitation and the
role of treatment continue to be con-
troversial in corrections. Such inter-
ventions are frequently labeled “in-
termediate sanctions” and are viewed
as part of a higher-intensity model of
probation based on the premise that
providing treatment in whatever area
it is required will reduce recidivism.
Some research supports this hypothe-
sis (20). Conversely, one of the draw-
backs of intensive supervision is that
increased monitoring appears to in-
crease the likelihood that problemat-
ic behavior will be noticed and the of-
fender’s probation revoked (19,21). It
is important for researchers to distin-
guish the increase in the recidivism
rate related to higher-intensity super-
vision from the increase related to the
higher risk inherent in the group of
offenders assigned to intermediate
sanctions.
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To effectively serve this population,
a collaborative and proactive ap-
proach involving mental health care
providers and corrections personnel
is clearly needed (22,23). Ideally,
cross-trained workers from each dis-
cipline would become partners in this
effort and would share common
goals. Work from several countries
over a long period of time has sup-
ported this thesis (23–27).

For example, in the United King-
dom, national policy supports efforts
to ensure that offenders with mental
illness receive necessary treatment in
the community rather than while in-
carcerated (23). A number of sys-
temic interventions have been under-
taken to ensure that this policy re-

ceives attention from both the legal
sector and the mental health and so-
cial services sector (28,29). The im-
portance of interagency cooperation
and coordination is emphasized, and
funding has been allocated when nec-
essary to ensure this cooperation (29).

This paper describes a small model
program involving the collaboration
of a community mental health center
and the United States Probation Of-
fice to address the complex needs of
this population. The program was de-
veloped to ensure high-quality coor-
dination of care, with ongoing feed-
back between clinical and probation
personnel. Characteristics of the
clientele and preliminary descriptive
outcome data are presented here.

Methods
In response to a wide disparity in
ease of access to neighborhood clin-
ics, the second author, a probation of-
ficer with the United States Proba-
tion Office in Baltimore City, deter-
mined that an alternative approach
was needed if his clients were to re-
ceive adequate mental health and ad-
diction services. In April 1996, he
contracted with a specific provider of
care for services to his caseload of of-
fenders on federal parole, probation,
and supervised release who were
mentally ill.

The clinical model in use in this pro-
gram—a fairly typical community
mental health model—is described in
detail elsewhere (30). Briefly, each pa-

TTaabbllee  11

Legal characteristics of 16 offenders with mental illness who participated in a model community-based treatment program
between May 1996 and May 1999

Pa- Age at Prior violation of
tient1 entry Crime Type and length of sentence terms of release2

1 44 Bank robbery (two convictions) Prison, four years, of which two years had been No
served; parole, three years

2 32 Interstate credit card fraud Prison, 12 years, of which eight years had been Yes
served; supervised release, 36 months

3 47 Bank robbery Prison, 18 years, of which eight years had been No
served; parole, ten years

4 56 Bank robbery, second-degree Prison, 26.5 years, of which 18 had been served; Unknown
murder parole, 11 years

5 46 Bank robbery Prison, 20 years, of which four had been served; Yes
supervised release, 36 months

6 35 Conspiracy to steal government Probation, three years No
property

7 35 Mail fraud Probation, three years Yes

8 43 Kidnapping (two convictions), as- Prison, life, of which 18 years had been served; Yes
sault with intent to murder, rape parole, 28 years

9 40 Bank robbery Prison, 20 years, of which eight had been served; Yes
parole, 12 years

10 44 Bank robbery Prison, 56 months, of which 36 had been served; Yes
conditional release

11 44 Bank robbery Prison, 101 months, of which 72 had been served; Yes
conditional release

12 31 Theft of government property Probation, three years ending July 1998 Yes

13 43 Driving while intoxicated Probation, three years No

14 40 Conspiracy to defraud the gov- Prison, one year; probation, three years No
ernment

15 33 Presenting altered money orders Prison, one month; supervised release, 36 months No

16 30 Firearms violation Prison, 41 months, of which 37 had been served; Yes
supervised release, 36 months

1 All except patients 12 and 15 were male.
2 Prior violations include those that occurred during release after the current charge or crime and during earlier releases after other crimes.
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tient, or offender, is assigned to a psy-
chiatrist, the first author, and one of
the program’s two master’s-level thera-
pists is assigned to work with the pro-
bation officer. Care within the com-
munity mental health center is coordi-
nated by the clinicians and may in-
clude medical treatment, intensive
case management, addictions treat-
ment, urine toxicology screening, and
psychosocial or residential rehabilita-
tion services. Services are provided
elsewhere for patients who may need a
period of more intensive care, such as
intensive outpatient treatment, partial
hospitalization, or inpatient treatment.

These services are brokered by the
community mental health center’s
clinical team.

All patients who are referred to the
community mental health center are
informed at the beginning of the eval-
uation process and throughout treat-
ment of the close connection and fre-
quent contact between the clinicians
and the probation officer. The proba-
tion officer is routinely kept informed
of patients’ clinical progress. If a pa-
tient misses an appointment or the
treatment team notices other forms
of treatment noncompliance, the pro-
bation officer may act in an outreach

function for the clinical program. De-
cisions about changes in patients’
housing, major alterations of the
treatment plan, or discontinuation of
services always involve the probation
officer’s input.

Results
We present descriptive data from the
first group of offenders enrolled in
this clinical model, with emphasis on
length of tenure in the treatment pro-
gram. As of May 1998 a total of 16 pa-
tients had been referred for treatment
by the probation officer. Tables 1 and
2 show the legal and clinical charac-

TTaabbllee  22

Clinical characteristics of 16 offenders with mental illness who participated in a model community-based treatment program
between May 1996 and May 1999

Pa- Substance Dates in 
tient Axis I diagnosis abuse Other problems treatment1

1 Schizoaffective disorder Yes Diabetes 1/97–current

2 Obsessive-compulsive disorder, psycho- No Seizure disorder 8/96–current
sexual disorder not otherwise speci-
fied, personality disorder not otherwise
specified

3 Major depression, recurrent, with Yes 10/96–current
psychosis

4 Major depression, severe, recurrent, with Yes Recurrent lung cancer with meta- 6/96–11/97 (deceased)
psychosis; antisocial personality disorder stases, hypertension, arthritis

5 Schizophrenia, paranoid Yes Diabetes, hypertension 5/97–current

6 Bipolar disorder, mixed; impulse control Yes 5/96–10/97
disorder not otherwise specified

7 Schizoaffective disorder, antisocial Yes 7/96–12/97 (probation
personality disorder ended 1/97)

8 Schizophrenia, paranoid Yes Hypothyroidism, hypertension, 4/97–current
diabetes

9 Bipolar disorder, mixed; antisocial Yes 6/96–10/96 (violated
personality disorder parole), 11/97–current

10 Schizophrenia, undifferentiated; Yes 6/97–7/97 (violated
antisocial personality disorder terms of release)

11 Schizophrenia, paranoid Yes Diabetes 11/97–current

12 Schizoaffective disorder, mixed Yes Hypertension, seizure disorder 3/98–current (proba-
tion ended 7/98)

13 Bipolar disorder, depressed, with psy- Yes Renal cell cancer in remission, 5/98–current
chosis; anxiety disorder not otherwise hepatitis C
specified

14 Bipolar disorder not otherwise speci- Yes Hepatitis C 3/98–current
fied; antisocial personality disorder

15 Bipolar disorder, manic Yes 5/98–7/98 (violated
terms of release)

16 Major depression with psychosis; Yes 5/98–current
antisocial personality disorder

1 Patients with a current treatment date were in treatment as of May 1999.
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teristics of the patients. Fourteen
were male, and 14 were African Am-
erican, reflecting the offender popula-
tion of Baltimore City. They ranged in
age from 30 to 56 years. All had been
accepted into treatment, although one
patient kept only two appointments
and another kept just one. Both of
these patients violated the terms of
their community supervision by non-
compliance with stipulations for men-
tal health treatment. One other pa-
tient violated the terms of his parole
because of noncompliance with treat-
ment; however, the noncompliance
occurred after he was hospitalized in
an attempt to keep him in active treat-
ment. After he was released and re-
ferred back to the treatment team, he
did well in treatment.

Thus of the 16 referrals, three pa-
tients received criminal sanctions due
to noncompliance with treatment.
Only one of these patients had been
successfully engaged in treatment be-
fore violating the terms of his release.
As noted in Table 1, nine of the 16 pa-
tients in this cohort had a history of
parole or probation violations.

The terms of supervision for two pa-
tients had expired or were terminated
as of May 1999. One completed his
term eight months after beginning
treatment under the contracted
arrangement. He remained a volun-
tary patient with the treatment team
for 11 months after his supervision was
terminated and then failed to keep ap-
pointments, and his case was closed.
The probation of another patient was
terminated within four months after
she started treatment; she remained in
treatment in May 1999, ten months af-
ter her probation ended.

Discussion and conclusions
This paper is the first we have found
that reports data from a collaborative
clinical-probation treatment model
for offenders with mental illness. Be-
cause the program was designed as a
clinical intervention, without pro-
spective research questions, the con-
clusions that can be drawn from the
clinical data are limited. Nonethe-
less, the data are intriguing and sug-
gest the need for further study.

In the cohort of patients de-
scribed, the rate of violation of pro-
bation, parole, or supervision was 19

percent. This same group of offend-
ers had a violation rate of 56 percent
before their current release. Several
of the patients had violated the
terms of their release numerous
times in the past, but the data pre-
sented here suggest that the pro-
gram’s intervention may have had an
impact on the level of compliance
with conditions of release.

We suggest that this result can be
attributed in part to the close working
relationship between the clinical
team and the probation officer. The
ongoing regular contact has allowed
the clinicians who work with these
clients to develop an understanding

of the community supervision system
and of its responsibilities for public
safety. In turn, the social work back-
ground of the probation officer has
helped him understand his clients’
mental health needs and the opera-
tion of the mental health treatment
system. In situations where many
probation officers might rapidly seek
revocation of supervision, the exis-
tence of this contract and the cooper-
ation between the contracting agen-
cies allows all treatment options, in-
cluding voluntary and involuntary
hospitalization, to be exhausted be-
fore sanctions are deemed necessary.

An important facet of this program

is its capacity to address co-occurring
mental and addictive disorders in an
integrated fashion. Most of the pa-
tients referred to the mental health
center have already been involved in
the center’s substance abuse pro-
gram. Often their mental health
needs were initially met by consulting
psychiatrists working in the addic-
tions treatment program. However,
the needs of many patients for thera-
py or case management outstripped
the capacity of the addiction treat-
ment staff, and many patients were
referred to the mental health pro-
gram. In all of these cases, the patient
continued to be involved in the sub-
stance abuse program, which in-
cludes urine toxicology screens and
drug counseling. The two programs
are located in the same building,
which facilitates their collaboration to
successfully treat dual diagnoses and
to respond to the public safety re-
quirements of the probation officer.

The contractual arrangement has
enhanced the probation officer’s ac-
cess to a wide range of mental health
services for his clients. Before the de-
velopment of the contract, sources of
mental health care were chosen based
on the catchment area in which the
client lived. The probation officer re-
peatedly faced the need to educate
new clinicians about the corrections
system, and development of a firm
working alliance was unlikely because
only one or two clients were being
treated in any particular clinic.

The contract has made the mental
health center’s clinicians account-
able to the probation officer both
clinically and fiscally. In return, the
probation officer can assure the clin-
icians of his ongoing support. In
some cases, the probation officer has
served as an outreach contact when
patients begin to decompensate or to
miss appointments. This added out-
reach has allowed the mental health
center clinicians to provide fairly in-
tensive treatment, without having to
refer these offenders to more costly
treatment programs. The collabora-
tion has hinged on the consensus
that information sharing would be
used in the interest of patients’ treat-
ment needs and that legal sanctions
for patients’ violation of the terms of
release would be a last resort.
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A major problem for widespread
application of the treatment model is
the lack of coordination between the
prison system and the community
correctional system. For example,
because the federal prisons consti-
tute a nationwide system, an offend-
er with mental illness may be housed
in a prison located hundreds of miles
from his or her eventual community
placement. Prison staff are unlikely
to be aware of the resources in the
city where the inmate is to be re-
leased and must rely on the local
probation officer’s knowledge of
community resources for essential
prerelease case management. How-
ever, not all probation officers are
aware of community resources that
would be appropriate for offenders
with mental illness.

As noted, the program described
here was not designed with a priori
research questions in mind. Thus a
major drawback of this descriptive
study is the absence of a control
group, making it impossible to form
conclusions about the effectiveness
of the clinical model in retaining its
clients or in reducing recidivism. Us-
ing the cohort as its own control
might lead to the conclusion that the
treatment model is effective, at least
in broad terms of violations of parole
or probation. In our opinion, this
conclusion is not valid, given the
large number of uncontrolled vari-
ables, including length of time in the
community before violation of re-
lease terms and reason for the viola-
tion.

Although we have the impression
that the model has resulted in re-
duced burden of illness to the of-
fenders enrolled in the program and
to a lower rate of criminal activity,
these findings may be the result of
the cohort’s older age range, from 30
to 56 years. Older age has been asso-
ciated with remission of antisocial
symptoms (31).

Despite these drawbacks of the
study, this collaborative model ap-
pears to be applicable to many set-
tings in which the mental health and
community correctional systems in-
teract. Research should be conducted
to test the cost-effectiveness and clin-
ical and criminal justice outcomes of
this approach. Although our model

involves the federal correctional sys-
tem, it could also be used in other
correctional systems. The working re-
lationship of clinical and community
correctional personnel meets the
mental health needs of the patients
while ensuring that the safety inter-
ests of the courts and the public are
protected, in a cost-effective, effica-
cious, and humane manner. ♦
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