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On March 5, 1998, the New
York Times published a front-
page headline stating “Pris-

ons Replace Hospitals for the Na-
tion’s Mentally Ill” (1). Five years lat-
er a Human Rights Watch report not-
ed that more people with severe men-
tal illness reside in our prisons than in
our hospitals (2). Despite concerns
raised by these and similar reports
(3,4), a consensus regarding the caus-
es of this phenomenon is lacking. Are
inmates with mental illness criminals
or have they been criminalized?

This article reviews the literature
on criminal recidivism among adults
with schizophrenia or other psychotic

disorders as well as the current litera-
ture in the field of criminology. On
the basis of this review and synthesis,
a conceptual framework for under-
standing and preventing criminal re-
cidivism is proposed and necessary el-
ements of intervention are identified
and discussed.

Scope of the problem
Psychotic symptoms are reported by
15% and 24% of all prison and jail in-
mates, respectively, according to the
latest U.S. Department of Justice sur-
vey (5). Although these findings are
based on self-report, findings about
the prevalence of schizophrenia and

other psychotic disorders from more
rigorous studies are also concerning.
Using data from the Epidemiologic
Catchment Area program, Robins
and Regier (6) found that 6.7% of
prisoners had experienced symptoms
of schizophrenia at some point in
their lives. A Correctional Service of
Canada study using the Diagnostic
Interview Schedule and the Ameri-
can Psychiatric Association’s (APA’s)
DSM-III-R criteria found a 7.7%
prevalence of psychotic disorders in a
sample of 9,801 inmates (7). Also, a
large study comparing the weighted
prevalence of psychotic disorders be-
tween the national household survey
and prisons in Great Britain found a
tenfold higher prevalence of psychot-
ic disorders among prisoners (8).
These findings are consistent with re-
ports that individuals with psychotic
disorders are arrested more frequent-
ly and have higher rates of criminal
conviction for both nonviolent and vi-
olent offenses, compared with the
public (9,10).

Most persons with schizophrenia
are arrested for minor crimes, such as
disturbing the peace and public intox-
ication (11), but some commit violent
acts, including assault and murder
(12–14). Although these events are
rare, their serious and tragic nature
highlights the need for effective treat-
ment strategies (15). Patients with
schizophrenia and other psychotic
disorders are unlikely to receive ade-
quate treatment within correctional
facilities. According to the U.S. De-
partment of Justice only about half of
all inmates with mental illness receive
treatment, with most receiving no
treatment other than medications
while in custody (16).
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Current treatment strategies for
adults with psychotic disorders
Treatment strategies for schizophre-
nia and related disorders have re-
cently been evaluated in two major
reviews, the Schizophrenia Patient
Outcomes Research Team (PORT)
(17) project and the APA’s Practice
Guideline for Treatment of Patients
With Schizophrenia (18). However,
these reports provide little guidance
about management of patients with a
history of repeated arrest and incar-
ceration. Reviewing current treat-
ments, the PORT recommends, “As-
sertive community treatment pro-
grams should be targeted to individ-
uals at high risk for repeated hospi-
talizations or who have been difficult
to retain in active treatment with
more traditional types of services.”
Although the PORT cites evidence
that this approach is effective at re-
ducing hospital use, it has not been
shown to reduce rates of arrest and
incarceration (19,20).

The APA’s Practice Guideline for
Treatment of Patients With Schizo-
phrenia reviews the literature on
mandatory outpatient treatment, an
intervention strategy present in 42
states (15,18). Mandatory outpa-
tient treatment, also called outpa-
tient commitment, involves the use
of potential legal consequences in
order to compel patients to accept
outpatient treatment (21). Although
not discussed by either the PORT
or the APA practice guideline, legal
consequences are also used in jail
diversion. Jail diversion encompass-
es a wide range of interventions that
are positioned within the criminal
justice system, including mental
health courts, specialized police
teams, and pretrial service agencies
(22,23). Jail diversion differs from
mandatory outpatient treatment in
that patients who receive the latter
have typically not committed a re-
cent crime, whereas those involved
in jail diversion have been arrested
or incarcerated.

For purposes of this article, the use
of potential legal consequences to
promote adherence to outpatient
treatment will be called “legal lever-
age,” regardless of whether the requi-
site legal authority originates from a
judge, a probation or police officer, or

another criminal justice source. Pub-
lished reviews indicate that the use of
legal leverage is effective at improv-
ing outpatient treatment adherence
(24–27), although findings regarding
its effectiveness at reducing rates of
arrest and incarceration have been
mixed (21,28–32). Examining these
inconsistencies, reviews of mandatory
outpatient treatment by Swartz and
Swanson (33) and by Hiday (21) and
reviews of jail diversion by Steadman
and colleagues (34) strongly suggest
that the effectiveness of legal lever-
age is dependent upon its use in con-
junction with intensive treatment.
However, a recent review of mental
health courts found no standards or
guidelines regarding clinical services
(35). Similarly, a national survey of
specialty probation programs found
“staggering diversity” among agen-
cies, including substantial variability
in how they interfaced with treatment
providers (29). Also, a national survey
of jail diversion programs indicated
that few had specific procedures to
follow up with diverted detainees or
to ensure that initial linkages to treat-
ment were maintained (24). Although
the APA practice guideline recom-
mends combining mandatory outpa-
tient treatment with “intensive indi-
vidualized outpatient services,” the
question of how to define and deliver
such services is not addressed.

In sum, our current approach to
preventing criminal recidivism in-
volves the widespread use of legal au-
thority to promote treatment adher-
ence in the absence of guidelines
about treatment. What constitutes ef-
fective treatment for reducing arrest
and incarceration among adults with
psychotic disorders? Surprisingly, dis-
cussions of crime prevention within
the mental health literature have
largely ignored the considerable body
of research on the subject within the
field of criminology. A search for
English-language articles in the Med-
line database from 1966 to 2006 with
the combined keywords “schizophre-
nia,” “crime,” and “prevention” yield-
ed only 23 articles. Less than half cit-
ed criminology journals, and none
discussed how contemporary crime
prevention principles could be ap-
plied to preventing criminal recidi-
vism in schizophrenia.

Understanding 
criminal recidivism
In order to develop effective preven-
tion strategies, it is necessary to un-
derstand why adults with psychotic
disorders enter the criminal justice
system. Although the mental health
literature typically cites deinstitution-
alization and our fragmented health
care system as primary causes
(36–38), this rationale is not sufficient
to explain why some patients enter
the criminal justice system whereas
others do not. A predominant ap-
proach to understanding and pre-
venting arrest and incarceration in
the general population includes the
principles of risk, needs, and respon-
sivity (39–41). This framework states
that individuals with criminal recidi-
vism have many needs, but only cer-
tain needs are associated with crimi-
nal behavior and therefore should be
the target of prevention strategies.
On the basis of an extensive body of
research, eight primary risk factors
have been established that are strong-
ly predictive of future criminal behav-
ior (41). These risk factors have been
incorporated into standardized as-
sessment tools that have demonstrat-
ed high levels of reliability and validi-
ty in predicting criminal recidivism
(42). Table 1 shows the eight primary
risk factors with their associated risks
and needs.

Most studies of criminal recidivism
have found little or no relationship
between mental illness and the risk of
criminal behavior (43). As noted by
Andrews and colleagues (42) in their
recent literature review, “the predic-
tive validity of mental disorders most
likely reflects antisocial cognition, an-
tisocial personality pattern, and sub-
stance abuse.” Adults with schizo-
phrenia and other psychotic disorders
have an increased prevalence of these
established risk factors. According to
the Epidemiologic Catchment Area
study, nearly half of persons with psy-
chotic disorders have co-occurring
substance use disorders (44). Also,
the prevalence of antisocial personal-
ity disorder is significantly higher
among adults with schizophrenia than
in the general population (45). In ad-
dition, many such individuals live in
poverty and experience an associated
lack of education, problems with em-
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ployment, and absence of prosocial
attachments (46). Adults with psy-
chotic disorders also have high rates
of homelessness, a risk factor that has
been associated with criminal behav-
ior among individuals with and those
without psychotic disorders (47–49).
The strength of homelessness as a
recidivism risk factor relative to es-
tablished risk factors has not been
determined. However, research on
the social-environmental context of
violence suggests that access to ap-
propriate housing is an essential
need among adults with psychotic
disorders (50,51).

Despite the high prevalence of es-
tablished risk factors, the presence of
psychosis itself may be an additional
risk factor for criminal recidivism. As
observed by Bonta and colleagues
(43) the episodic nature of psychotic
symptoms may obscure their relation-
ship with recidivism. Such a relation-
ship could be affected by remission of
acute psychosis as well as by diversion
of some patients into the mental
health system. Although lack of an as-

sociation between psychosis and
crime was reported by the landmark
MacArthur Violence Risk Assessment
Study, the study did not account for
the role of social withdrawal and di-
minished social networks (52).

Since publication of the MacArthur
study, several studies have been pub-
lished that address the methodologi-
cal limitations of previous studies
(51,53–55). These new studies pro-
vide compelling evidence that active
psychosis is an additional risk factor
for violence, independent of sub-
stance use disorders or antisocial per-
sonality features. Most notably, Swan-
son and colleagues (51) examined the
relationship between psychotic symp-
toms and violence by using data from
1,410 patients with schizophrenia in
the rigorous Clinical Antipsychotic
Trials of Intervention Effectiveness
(CATIE) study by the National Insti-
tute of Mental Health. The CATIE
study provides a unique opportunity
to examine this association because it
features a large sample of patients, a
highly specific measure of violent be-

havior, and comprehensive clinical as-
sessments. By using the Positive and
Negative Syndrome Scale, Swanson
and colleagues found that psychotic
symptoms were strongly associated
with increased risk of both minor and
serious violence. However, violence
risk was increased by positive symp-
toms only when negative symptoms
were low, suggesting that certain lev-
els of energy, initiative, and social
contact are necessary to carry out vio-
lent acts.

Conceptual framework
The key to preventing criminal re-
cidivism among adults with psychotic
disorders is to engage them in inter-
ventions that target risk factors for
recidivism. Engagement refers to the
level of involvement in treatment in-
terventions, and it encompasses both
active participation in treatment as
well as basic adherence to treatment
(56). Adherence can be defined as
“the extent to which a person’s be-
havior coincides with medical or
health advice” (57). Unfortunately,
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The central eight risk factors for criminal recidivisma

Factor Risk Dynamic need

History of antisocial behavior Early and continuing involvement in a number Build noncriminal alternative behavior in
and variety of antisocial acts in a variety of settings risky situations

Antisocial personality pattern Adventurous pleasure seeking, weak self control, Build problem-solving skills, self-manage-
restlessly aggressive ment skills, anger management, and 

coping skills

Antisocial cognition Attitudes, values, beliefs, and rationalizations Reduce antisocial cognition, recognized
supportive of crime; cognitive emotional states risky thinking and feeling, build up alter-
of anger, resentment and defiance; criminal native less risky thinking and feeling, adopt
versus reformed identity; criminal versus anti- a reform and/or anticriminal identity
criminal identity

Antisocial attitudes Close association with criminal others and relative Reduce association with criminal others,
isolation from anticriminal others; immediate enhance association with anticriminal
social support for crime others

Family and/or marital Two key elements are nurturance and/or caring Reduce conflict, build positive relationships,
and monitoring and/or supervision enhance monitoring and supervision

School and/or work Low levels of performance and satisfactions in Enhance performance, rewards, and 
school and/or work satisfactions

Leisure and/or recreation Low levels of involvement and satisfaction in Enhance involvement, rewards, and
anticriminal leisure pursuits satisfactions

Substance abuse Abuse of alcohol or other drugs Reduce substance abuse, reduce the 
personal and interpersonal supports for 
substance-oriented behavior, enhance 
alternatives to drug abuse

a Source: Andrews et al., 2006 (42). Republished with permission of Sage Publications. Permission conveyed through Copyright Clearance Center, Inc.
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patients with psychotic disorders of-
ten refuse to accept treatment de-
spite being advised to do so (58).
Most recently, the 74% medication
discontinuation rate observed in the
CATIE study provides strong evi-
dence of the need to develop strate-
gies to improve adherence (59).

Patients are nonadherent with nec-
essary treatment and support servic-
es for many reasons. Although the
principles of risk, needs, and respon-
sivity do not directly address treat-
ment nonadherence, they highlight
the importance of matching individu-
als who are at risk of arrest and incar-
ceration with appropriate interven-
tion strategies (41). According to the
responsivity principle, an individual’s
likelihood of benefiting from a par-
ticular intervention is determined by
internal and external responsivity
factors. Internal responsivity factors
are individual characteristics, includ-
ing learning style, verbal intelligence,
and interpersonal sensitivity. Beyond
determining whether an individual is
capable of responding to a given
treatment approach, however, indi-
vidual characteristics can affect
whether an individual adheres to
treatment. Studies of patients with
schizophrenia have established sev-
eral individual characteristics that are
associated with nonadherence. These
include psychotic symptoms, depres-
sion, substance abuse, attitudes to-
ward medications, low social func-
tioning, young age, male gender, re-
covery style, residential instability,
and family influences (58,60–64).

External responsivity factors are
characteristics of treatment inter-
ventions or programs, such as
whether a program provides out-
reach. Medication side effects and
lack of efficacy are also known to im-
pact adherence in schizophrenia
(59,65). In addition, clinicians’ inter-
personal skills are likely to strongly
affect adherence. In a recent study
of medication adherence among pa-
tients with schizophrenia, quality of
the relationship with clinicians was
found to be an important determi-
nant of patients’ attitudes toward
treatment and adherence to medica-
tions (66). Beyond clinician and pro-
gram characteristics, patients may
likewise fail to adhere to treatment

because of geographical, financial,
cultural, and language barriers.

On the basis of the risk, needs, and
responsivity framework, the clinical
features of adults with psychotic dis-
orders, and the characteristics of ex-
isting service delivery systems, the
following three principles are pro-
posed regarding treatment adherence
and nonadherence.

The first principle is that nonad-
herence is the result of a mismatch
between individuals and systems of
care. Rather than viewing nonadher-
ence as a patient characteristic or la-
bel, it is conceptualized as the result
of interactions between individual
risk variables and service-system risk
variables. Individual risk variables for
nonadherence include those cited
above, such as attitudes toward med-
ications, in addition to established re-
cidivism risk factors, such as sub-
stance abuse and lack of family caring
and supervision. Service-system risk
variables include an absence of nec-
essary treatment and support servic-
es, inaccessibility of existing services
because of the barriers noted above,
and clinical variables, such as clini-
cian skill level and medication side
effects. Although nonadherence may
still occur among low-risk patients
receiving optimal services, it is more
likely to occur in the presence of
multiple individual and service-sys-
tem risk variables.

The second principle is that nonad-
herence mediates the relationship be-
tween modifiable risk variables and
criminal recidivism. Some established
risk factors for criminal recidivism are
not modifiable, such as criminal his-
tory. However, others can be modi-
fied by interventions that target the
needs listed on Table 1. Because risk
factors for crime can be modified by
appropriate treatment interventions,
treatment nonadherence represents a
common denominator in criminal re-
cidivism. Treatment nonadherence is
commonly found among both pa-
tients with schizophrenia and those
with chemical dependency. It is
strongly associated with homeless-
ness, is frequently reported among
offenders with mental illness, and is
associated with violence and in-
creased rates of arrest and incarcera-
tion (60,67,68). The predictive strength

of nonadherence relative to estab-
lished risk factors for criminal recidi-
vism has yet to be determined. How-
ever, the fact that most central risk
factors for crime are potentially treat-
able argues that treatment nonadher-
ence is a critical target for crime pre-
vention strategies.

The third principle is that adher-
ence to standard psychiatric treat-
ment will prevent criminal recidi-
vism to the extent that recidivism is
driven by psychiatric treatment is-
sues. Although psychiatric treatment
interventions for psychosis, co-oc-
curring substance abuse, and home-
lessness can prevent criminal recidi-
vism, these interventions are not suf-
ficient for all patients because they
do not directly address other recidi-
vism risk factors (69). For instance,
although some evidence suggests
that intensive outpatient mental
health services can lower recidivism
rates among patients with schizo-
phrenia and psychopathy, optimal
prevention probably requires inter-
ventions that specifically target prob-
lematic personality traits (70). This
principle may be especially true for
individuals with antisocial behaviors
that predate the onset of schizophre-
nia (71,72).

The relationship between risk vari-
ables, nonadherence, and recidivism
are shown in a simplified schematic
diagram (Figure 1). The diagram is
consistent with evidence that patients
with a criminal history are at in-
creased risk of both repeated incar-
ceration and hospitalization (73). As
illustrated in Figure 1, the likelihood
of treatment nonadherence increases
as the number of individual and serv-
ice-system risk variables increases.
Without appropriate treatment and
support services, high-risk adults with
psychotic disorders are more likely to
exhibit problematic behaviors, such
as loitering, trespassing, public intox-
ication, agitation, and verbal or physi-
cal assaultiveness. Such behaviors
commonly go unreported. However,
they can also result in emergency
room intervention or arrest, depend-
ing upon who intervenes and how the
intervention is conducted.

If a patient is taken to an emer-
gency room, the decision of whether
to hospitalize is largely based on
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whether the patient is determined to
be dangerous to self or others. If hos-
pitalized, patients are typically treat-
ed for five to seven days with sedat-
ing psychotropic medications and
discharged with a follow-up appoint-
ment at the local community mental
health center. In the absence of ap-
propriate intervention after dis-
charge, patients with multiple risk
factors are likely to stop their med-
ications, resume their use of illegal
drugs and alcohol, and return to liv-
ing on the streets. Such patients are
at risk of continuing the cycle of
problematic behaviors, arrest or
emergency room intervention, and
persisting nonadherence.

If a patient is arrested instead of
taken to an emergency room, several
issues will determine whether that in-
dividual will become incarcerated.
Lack of appropriate treatment and
support services can contribute to this
outcome by decreasing the resources
necessary for successful jail diversion.
Other variables, such as the crime
committed, laws of the local jurisdic-
tion, and skill of the lawyers involved,
can affect outcomes independently of
individual risk variables or the pres-
ence of treatment services. In the ab-
sence of adequate follow-up services
upon release from custody, patients
are likewise at increased risk of con-
tinuing the cycle of nonadherence
and recidivism.

How to prevent jail 
and hospital recidivism
If treatment nonadherence and re-
cidivism are the result of both indi-
vidual and service-system risk vari-
ables, then intervention strategies
must address variables at both levels.
This capability is important because
the relative contribution of each level
will vary between individuals. On the
basis of this conceptualization, pre-
venting recidivism among individuals
with psychotic disorders requires
three necessary elements of interven-
tion: competent care, access to servic-
es, and legal leverage.

Competent care
Usual community mental health serv-
ices are unlikely to prevent incarcera-
tion among adults with psychotic dis-
orders (74), particularly among those

with a criminal history dating to ado-
lescence (75). Although core clinical
competencies for preventing criminal
recidivism have yet to be established,
clinicians should be knowledgeable
about evidence-based treatments for
schizophrenia and other psychotic
disorders (17,18). However, clinicians
must also be familiar with cognitive-
behavioral interventions that target
antisocial cognition, attitudes, and
behavior patterns (76–78) and be able
to assist patients in connecting to
community resources (79). It is like-
wise important that clinicians under-
stand the process of behavior change
and are skilled in using motivational
interviewing and behavioral strategies
to promote adherence (80–82). These
competencies can result in the estab-
lishment of a positive therapeutic al-
liance, a strong predictor of health
outcomes in schizophrenia and other
mental illnesses (83,84). In addition,
clinicians should be knowledgeable
about the criminal justice system and
prepared to work in partnership with
representatives of the criminal justice
system in order to utilize legal lever-
age if necessary.

Access to services
Even the most competent care is in-
effective if it is inaccessible. Lack of
access to evidence-based treatments
remains a significant service-system
issue for adults with schizophrenia
and other psychotic disorders (4). In
addition, interventions to identify

and address antisocial cognition and
attitudes are rarely available to such
individuals, even among those with a
substantial criminal history (69).
Health care providers and policy
makers must recognize that ensuring
access to services that target modifi-
able risk factors is essential in order
to prevent criminal recidivism.
Treatment and support services
should be delivered in as compre-
hensive and integrated a manner as
possible to minimize the fragmenta-
tion of care that is experienced by
many patients in community set-
tings. Such services must utilize eli-
gibility criteria that include rather
than exclude patients with multiple
risk factors. For example, patients
should not be prematurely dis-
charged from necessary services be-
cause of nonadherence. Crisis serv-
ices, including outreach, should be
available around the clock to ensure
access to care on evenings and week-
ends, times when problem behaviors
typically emerge. Coordination of
mental health and criminal justice
services is also important in order to
provide access to care for patients
who move between systems (73).
When patients are released from jail,
access to community services can be
enhanced by ensuring that patients
are enrolled in Medicaid (85).

Legal leverage
Despite the consistent delivery of
care that is highly accessible and
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clinically competent, some patients
will continue to refuse treatment. Al-
though several different forms of
leverage can be used to promote ad-
herence in community settings
(86,87), the involvement of patients
in the criminal justice system pres-
ents the option of legal leverage. Le-
gal leverage is commonly used to ad-
dress nonadherence, particularly
among patients with a history of
physically assaultive behavior (88).
However, there is currently no wide-
ly accepted definition or standard-
ized approach to using legal lever-
age. Legal leverage can be under-
stood as having two components: the
presence of legal authority and the
procedure of how that authority is
utilized. In general, legal leverage
involves requiring persons with psy-
chotic disorders to choose between
treatment and supervision or more
severe legal consequences for behav-
iors resulting from psychosis and co-
occurring risk factors. Mental health
professionals can lay the groundwork
for utilizing legal leverage by estab-
lishing collaborative partnerships
with probation or parole officers,
judges, or police, depending upon a
patient’s legal involvement and the
resources available locally. Partner-
ships should be based on a shared
belief in the value of treatment as an
alternative to incarceration and a
shared commitment to utilizing
problem-solving rather than punitive
approaches to behavioral problems.

In the absence of such procedural
underpinnings, the presence of legal
authority can result in an increased
risk of incarceration (89).

The combined impact of access to
services, competent care, and legal
leverage is illustrated in Figure 2. By
addressing individual and service-sys-
tem risk variables and promoting
treatment adherence, these elements
can break the cycle of repeated incar-
ceration and hospitalization among
adults with psychotic disorders.

Promoting long-term 
improvement
Although legal leverage combined
with accessible, competent treat-
ment can interrupt the cycle of re-
cidivism, lasting behavioral change is
unlikely to occur unless patients be-
come active participants in their own
care. A potentially useful model for
promoting treatment engagement
among adults with psychotic disor-
ders is the self-determination theory
of behavior change. According to
self-determination theory, treatment
motivation may be either controlled
or autonomous (90,91). Autonomous
motivation for taking medication, for
instance, means that patients freely
choose to take medication because
they believe it is personally impor-
tant to their well-being (92). Studies
of conditions that are associated with
treatment adherence problems, such
as alcoholism (93), opioid depend-
ence (94), nicotine dependence (95),

and obesity (96), have confirmed
that long-term behavioral change is
associated with autonomous motiva-
tion. In studies of adults with psy-
chotic disorders, legal leverage is as-
sociated with improved adherence
(24–27,97) but less so when it is as-
sociated with perceived coercion
(98,99). For example, in Elbogen
and colleagues’ (25) recent study of
outpatient commitment and adher-
ence, nonadherent participants per-
ceived legal leverage as significantly
more coercive compared with those
who were adherent. According to
self-determination theory, potential-
ly coercive interventions, such as le-
gal leverage, are more likely to pro-
mote autonomous motivation if con-
ducted in a manner in which pa-
tients receive empathy, options, and
a clear rationale about the decisions
made (92).

These qualities are similar to those
that promote “procedural justice”
within mental health court settings.
Procedural justice, or perceived fair-
ness of the court process by the pa-
tient, has been associated with low
levels of perceived coercion despite
the use of legal leverage (100,101).
Similar findings have been reported
with the process of involuntary hospi-
talization (87). Thus legal leverage
will be most effective at promoting
active treatment engagement if ap-
plied not only in combination with ac-
cessible, competent care but also in a
manner that supports patient autono-
my to the extent allowable by each
patient’s circumstances.

Conceptual issues
The aim of this conceptual frame-
work is to support a basic under-
standing of the relationships be-
tween risk variables, nonadherence,
recidivism, and necessary elements
of prevention. The diagram in Fig-
ure 1 has been simplified for this
purpose. For example, although it
presents risk variables that are asso-
ciated with recidivism, it does not
depict the many protective variables
that operate along with them. In ad-
dition, risk variables, such as lack of
family support, lack of appropriate
housing, and lack of vocational op-
portunities, are represented within
individual and service-system path-
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ways rather than within a separate
social-environmental pathway. Also,
patients are commonly transferred
from jails to hospitals and vice versa,
although these pathways are not il-
lustrated in the figure.

Although nonadherence is concep-
tualized as the main mediator for risk
variables and a primary target for in-
tervention, risk variables and treat-
ment interventions are likely to oper-
ate through additional mechanisms.
Recidivism can still occur in the pres-
ence of treatment adherence, and in-
terventions can affect recidivism rates
independently of adherence (102).
However, the central role of treat-
ment nonadherence makes it a key fo-
cus of intervention. Although this
conceptual framework appears to de-
fine treatment adherence as a unitary
construct, separate dimensions, such
as taking medications and attending
appointments, may affect outcomes
differently. Finally, although this con-
ceptualization supports the use of in-
terventions that address antisocial
personality features, the application
of such interventions among adults
with psychotic disorders requires fur-
ther study.

Conclusions and 
future directions
Several approaches to preventing
criminal recidivism among adults
with psychotic disorders have
emerged in recent years, but few
put the principle of combining legal
leverage with accessible, competent
care into daily practice. The current
practice of mandating patients with
multiple recidivism risk factors to
receive “treatment as usual” is ques-
tionable from both clinical and ethi-
cal standpoints. Although solutions
may ultimately require fundamental
changes in health care funding, fur-
ther work is needed to develop in-
tervention strategies that address
both individual and service-system
risks of recidivism. The conceptual
framework described here suggests
that combining legal leverage with
accessible, competent care is critical
to preventing recidivism among
adults with psychotic disorders. Re-
search is needed to further define
and test these intervention elements
as foundations for future service de-

livery efforts.
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