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Abstract
Background Globally, individuals with mental illness get in contact with the law at a greater rate than the general 
population. The goal of this review was to identify and describe: (1) effectiveness of mental health interventions for 
individuals with serious mental illness (SMI) who have criminal legal involvement; (2) additional outcomes targeted by 
these interventions; (3) settings/contexts where interventions were delivered; and (4) barriers and facilitating factors 
for implementing these interventions.

Methods A systematic review was conducted to summarize the mental health treatment literature for individuals 
with serious mental illness with criminal legal involvement (i.e., bipolar disorder, schizophrenia, major depressive 
disorder). Searches were conducted using PsychINFO, Embase, ProQuest, PubMed, and Web of Science. Articles were 
eligible if they were intervention studies among criminal legal involved populations with a mental health primary 
outcome and provided description of the intervention.

Results A total of 13 eligible studies were identified. Tested interventions were categorized as cognitive/behavioral, 
community-based, interpersonal (IPT), psychoeducational, or court-based. Studies that used IPT-based interventions 
reported clinically significant improvements in mental health symptoms and were also feasible and acceptable. Other 
interventions demonstrated positive trends favoring the mental health outcomes but did not show statistically and 
clinically significant changes. All studies reported treatment outcomes, with only 8 studies reporting both treatment 
and implementation outcomes.

Conclusion Our findings highlight a need for more mental health research in this population. Studies with 
randomized design, larger sample size and studies that utilize non-clinicians are needed.
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Background
Globally, individuals with mental illness get involved 
with the criminal legal system at a greater rate than the 
general population [1, 2]. For example, there are more 
people with mental illness currently in the U.S. criminal 
legal system than those receiving care in inpatient psy-
chiatric hospitals [3]. Individuals with mental illness have 
an elevated risk of criminal legal involvement including 
interacting with 911 calls, local law enforcement, pretrial 
jail detention, court appearances, specialty courts, jail 
sentences, probation, and parole [2, 4]. Once involved in 
the criminal legal system, individuals with mental illness 
are also more likely than those without mental illness to 
have multiple incarcerations, serve longer sentences, be 
denied probation or parole supervision, have their proba-
tion or parole revoked for technical violation, and return 
to jail in the first year after release [5–7].

Given the large degree of overlap of criminal legal 
involvement of individuals with mental illness, the crimi-
nal legal system serves as a de facto public health sys-
tem in most high-income countries [8]. On the contrary, 
mental health care needs of criminal legal involved indi-
viduals in low-and middle-income countries (LMICs) 
are often neglected and underfunded [9]. Criminal legal 
settings in LMICs also experience a higher burden of 
mental health and substance use disorders compared 
to high-income countries [10, 11]. Moreover, globally, 
criminal legal settings are complex systems that face sig-
nificant barriers to implementing programs and interven-
tions due to limited institutional capacity and resources, 
lack of qualified workforce, restrictive policies, lack of 
programmatic support, and navigating varied treatment 
preferences and staff attitudes [12]. These inherent insti-
tutional barriers create more complexities to the under-
taking of delivering mental health interventions in the 
criminal legal system [13].

Evidence from most high-income countries indicate 
that many individuals with mental illness who report 
criminal legal involvement unfortunately have their first 
contact with a mental health service provider while in a 
correctional facility [14–16]. Many correctional facilities 
also have distinct mental health units [17]. However, a 
significant proportion of individuals with criminal legal 
involvement, particularly those in LMICs, still face barri-
ers to accessing mental health care both during incarcer-
ation and in the community [18]. Correctional facilities 
often struggle to meet the treatment needs of individuals 
with mental illness in their custody [12, 19].

In recent years, there has been interest in integrating 
mental health interventions with community reentry 
efforts to improve health and criminal legal outcomes 
[20–22]. This effort also includes diversion programs, 
alternatives to incarceration, and better community-
based mental health crisis services to keep people with 

serious mental illness out of jail [22]. For individuals with 
serious mental illness leaving jails and prisons, success-
ful community reentry involves prompt linkage to com-
munity mental health, medical care and substance use 
services. Community-based alternatives to incarcera-
tion including jail diversion, mental health courts, reen-
try programs, crisis interventions and other programs 
have been introduced to improve the mental health and 
criminal legal outcomes of individuals with mental health 
needs [21].

Community-based and correctional or healthcare facil-
ity-based interventions have been introduced to address 
the needs of individuals with mental health challenges 
in the criminal legal system [9, 23]. For example, courts 
started requiring routine mental health screening and 
treatment for populations with criminal legal involve-
ment [24]. Various evidence-based interventions are 
being implemented with the aim of reducing the number 
of individuals with mental illness in correctional facilities 
[21].

The Sequential Intercept Model (SIM) helps to under-
stand the various points at which individuals with SMI 
come into contact with the criminal legal system. The 
model provides six criminal legal intercepts ranging from 
communities to community corrections where interven-
tions are possible to implement to prevent involvement 
with the criminal legal system.

Along these intercepts, jail diversion programs, men-
tal health courts, critical time intervention and other 
programs have been designed to improve criminal legal 
involvement and public health outcomes for individu-
als with mental health needs who have criminal legal 
involvement. However, several barriers to implemen-
tation of evidence-based interventions with criminal 
legal-involved populations persist [25]. Moreover, prior 
systematic reviews have focused on program impacts 
on substance use and return to prison outcomes, dem-
onstrating limited evidence synthesizing the extent of 
improvements made primarily on individual mental 
health outcomes.

Objectives
This systematic review summarizes the mental health 
treatment literature for individuals with serious mental 
illness who have criminal legal involvement. We define 
serious mental illness (SMI) as psychotic and affective 
disorders associated with long-term and persistent dis-
ability and substantial functional impairment. These 
include schizophrenia, bipolar disorder or major depres-
sive disorder. We define the mental health treatment 
literature for individuals with SMI as the peer reviewed 
scientific literature on the mental health interventions 
in this population, in which measures of mental health 
are the primary outcome. Given the emphasis in other 
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systematic reviews, the current project builds the evi-
dence base on how mental health interventions affect 
individual mental health outcomes among individu-
als with serious mental illness who have criminal legal 
involvement. Specifically, the review aimed to identify 
and describe: (1) mental health interventions for indi-
viduals with SMI who have criminal legal involvement; 
(2) the mental health outcomes used, (3) additional 
outcomes targeted by these interventions; (4) settings/
contexts where interventions were delivered; and (5) 
barriers and facilitating factors for implementing the 
interventions using the Consolidated Framework for 
Implementation Research (CFIR). The CFIR is a con-
ceptual framework that helps to map out implementa-
tion contexts and identify potential determinants for the 
implementation and effectiveness of an intervention. The 
framework has five domains including intervention char-
acteristics, outer setting, inner setting, characteristics of 
individuals, and process of implementation.

Methods
We used the Preferred Reporting Items for System-
atic Reviews and Meta-Analysis (PRISMA) guideline 
to structure this review. Methods of data collection 
and analysis were documented a priori. This systematic 
review protocol was registered in the PROSPERO regis-
tration system on 06/07/2020 under registration number 
CRD42020172627. An update to the information pro-
vided in PROSPERO was done to reflect changes in the 
study.

Eligibility criteria
Eligible studies included articles that (1) were peer 
reviewed; (2) were written in English; (3) examined a 
specific intervention among individuals with SMI who 
have criminal legal involvement; (4) had mental health 
as a primary outcome; and (5) provided a description of 
the intervention used. Articles were excluded if they (1) 
were a review of or secondary analysis of the work of oth-
ers; (2) lacked original data relating to intervention out-
comes; or (3) were not peer reviewed. We did not exclude 
studies based on study design.

Information sources
We searched electronic databases to identify potentially 
eligible studies. These include PsychINFO (1887–2020), 
PubMed (1946–2020), Embase (1976–2020), Web of 
science (1900–2020), ProQuest: ERIC and CSA Social 
Services Abstract, and Medline (PubMed) (1806–2020). 
There were no restrictions to time in order to find the 
most comprehensive set of articles focused on mental 
health interventions among criminal involved popula-
tions with SMI. Additional articles were identified by 
reviewing reference lists of eligible papers. We conducted 

an initial search in June 2020, and additional time-
restricted searches (June 2020 – June 2022) were run to 
identify more recently published studies.

Search strategy
We used different combinations of pre-identified key-
words. All search terms were identified from a prelimi-
nary overview of literature focused on mental health 
interventions in criminal legal settings. The keywords 
used included: “evidence-based,” “mental health,” 
”EBIs,””interventions,” “mental illness,” “justice-involved,” 
“jail,” “prison,” “services,” “inmates,” “serious mental ill-
ness,” “depression,” “schizophrenia”, “bipolar disorder”, 
“prisoners,” “behavioral health,” “probation,” “court diver-
sion,” “criminal,” “diversion,” and “parole”. We combined 
these terms using “AND” or “OR”. If available, searches 
utilized a filter to only identify “peer-reviewed” articles 
written in the English language. Otherwise, we filtered 
out articles in other languages and papers that did not 
go through a peer-review process manually. Duplicate 
articles were removed once all articles from these initial 
searches were identified and stored in a file.

Study selection
Three of the authors (TB, BWM, MH) reviewed the 
title and abstracts of 5,778 articles, including the initial 
3,429 articles as well as 1,509 articles identified from the 
updated review conducted in 2021–2022 using exported 
Excel sheets collated with all articles. Articles were eli-
gible for a full-text review if they met the inclusion cri-
teria described above. Whenever the reviewers could 
not determine eligibility based on these details in the 
abstract and the title, the articles moved on to the full-
text review phase by default. If the title/abstract was not 
relevant, then the article was excluded from the review. 
Any disagreements between reviewers were resolved 
using consensus procedures. The first and/or second 
author assisted team members on disagreements that 
could not be resolved. During this phase, 5,392 articles 
were excluded. After the title/abstract review phase, eight 
additional members were added to the coding team to 
begin reviewing 386 articles in the full-text review phase 
using Qualtrics as a data management platform. Five 
pairs of reviewers independently reviewed and coded 
20–30 articles (of the 386) that were randomly assigned 
to them using a random number generator. Reviewers 
read the full articles more in depth and applied the eli-
gibility criteria described above to determine whether 
articles should be included in the review. Disagree-
ments at this phase were resolved using consensus pro-
cedures where the pair of reviewers met and discussed 
their agreements and disagreements regarding an article. 
Wherever reviewers could not resolve the differences 
after a consensus meeting, a third independent reviewer 
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was invited (e.g., first or second author). During this 
phase, 273 articles were excluded. The same procedures 
were followed for the secondary full-text review of 113 
potentially eligible articles, where reviewers began cod-
ing characteristics of the studies for data extraction. At 
this phase, 100 articles were excluded for a variety of 
reasons that are specified in Fig. 1. Once this phase was 
completed, the review resulted in 13 articles (see Fig. 1: 
Study Flow Chart) that were found to be eligible for the 
final data extraction and reporting phase of the study.

Data collection process
Our team included 10 reviewers with varying levels of 
mental health research training (i.e., from bachelors to 
PhD). Reviewers attended and completed multiple train-
ings focused on systematic review procedures to assure 
quality of reviews. Grounded on the first and second 
author’s prior training and best practices from a prior 
systematic review publication, the training included 
an overview of the PRISMA guidelines, an introduc-
tion to mental health needs of criminal legal involved 
populations, a review of the systematic review protocol, 
an orientation of the data extraction form using a prac-
tice article, and ongoing team discussions on the coding 
framework. To facilitate data management, extraction 
and synthesis, a framework was developed based on the 
objectives listed in the systematic review protocol. A 

Qualtrics survey was created based on the framework 
and was used during the initial and secondary full-test 
review phase as well as the data extraction. The survey 
was pilot-tested by a team of 10 reviewers who com-
pleted the survey after reviewing the first five articles 
assigned to them. Feedback from the pilot-review stage 
was used to enhance the clarity and content of the sur-
vey questions. Another practice article was then assigned 
to assess the consistency of codes and to clarify any 
misunderstanding of operational definitions. The study 
team met over Zoom to review responses to the practice 
article and discuss experiences with the coding process 
to ensure intercoder agreement for consistency across 
reviewers. Once procedures were clear and consistent, 
each reviewer was assigned 20–30 articles to code inde-
pendently. Weekly team meetings were held throughout 
the Fall 2020 and Summer 2022 to discuss any issues or 
concerns regarding the coding process. Pairs of raters 
then met individually to discuss discrepancies in codes 
until a consensus was reached. We have achieved 100% 
concordance between the raters. All articles were inde-
pendently double-coded.

Data items
Data extracted for each article included 30 items detail-
ing: (1) reviewer and article information (e.g., publication 
date, author); (2) intervention details; (3) study design 

Fig. 1 Flow chart of the study
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and methods; (4) treatment and/or implementation out-
comes; (5) demographics of participants; (6) facilitators 
and barriers to implementation as conceptualized in the 
Consolidated Framework for Implementation Research 
(CFIR); and (7) other comments or concerns regarding 
the article. Specific items used for the data extraction 
phase are available in the systematic review protocol 
(available upon request).

Risk of bias
We used broad inclusion criteria in order to minimize 
the risk of publication bias [26]. Thus, studies were 
included regardless of their outcomes (negative or posi-
tive) or research design (i.e., randomized vs. open trials). 
Appraisal tools from the Equator Network were utilized 
based on the study designs to enhance quality of reviews 
[27]. To determine the risk of bias in the design, conduct 
and reporting of randomized trials, we used the CON-
SORT checklist, an evidence-based recommendation 
for reporting randomized trials [28]. To assess the risk 
of bias in observational studies, we used the Strengthen-
ing the Reporting of Observational Studies in Epidemiol-
ogy (STROBE) checklist [29]. The 32 item Consolidated 
Criteria for Reporting Qualitative Research (COREQ) 
checklist was used to determine the risk of bias in quali-
tative studies (i.e., of implementation barriers and facili-
tators) [30].

Data analysis
We used a Qualtrics survey to capture reviewer assess-
ments during the initial and secondary full text reviews 
and to code eligible articles for data extraction and 
reporting. A Qualtrics survey was created using our sys-
tematic review protocol. The survey was comprised of 
questions in the areas of names of authors, year of pub-
lication, description of the intervention, the study popu-
lation, the setting, the interventionists, the outcomes 
reported etc. All reviewers received a link to the Qual-
trics survey via email. All articles were assigned to five 
pairs of reviewers for double coding. Each reviewer com-
pleted the Qualtrics survey independently after reading 
the articles assigned to them, following the data extrac-
tion protocol. Once independent reviews were submitted, 
the second author reviewed the Qualtrics data to identify 
discrepancies and then notify reviewers to schedule vir-
tual consensus meetings. Once notified via email, pairs 
of reviewers met to discuss discrepancies in their cod-
ing for intercoder agreement. Of note, verbal consensus 
procedures between coders, such as those detailed in the 
current review, is considered a best practice approach 
for improving trustworthiness of qualitative coding [31]. 
Once consensus was reached for all studies in the full-
text review phase, a separate Qualtrics link was used to 
document the final coding decisions. Data from Qualtrics 

was exported to SPSS and Microsoft Excel for descrip-
tive analyses of final codes (e.g., frequencies). The review 
team met to discuss emerging themes and to create a 
reporting structure based on the objectives of the study. 
Recurrent themes that were identified were thematically 
categorized to facilitate reporting.

Results
A total of 13 eligible articles were included, ranging from 
publication dates of 1997 to 2020. Designs of the eligible 
studies included randomized controlled trials (RCTs; 
n = 6), quasi-experimental (n = 4), and open-trial (n = 3). 
The types of analysis included were quantitative (n = 12) 
and mixed methods (n = 1). Per the World Bank classi-
fication of countries [32], all of the eligible studies were 
from high-income countries. Based on the appropri-
ate appraisal tools from the Equator Network (STROBE 
for observational studies and CONSORT for RCTs), the 
quality of the studies were ranked good and above.

Outcomes reported
All of the studies (n = 13) included mental health as their 
primary outcome (see Table 1). Reduction of symptoms 
of serious mental illness was reported by the major-
ity of the studies 85% (n = 11 studies). Six (46%) of the 
13 studies reported both mental health treatment out-
comes (reduction in symptoms, improvement in func-
tioning etc.) and implementation outcomes including 
sustainment of gains (meaning continued delivery of the 
program or longer-term maintenance of treatment out-
comes), feasibility and acceptability, and/or cost-effec-
tiveness. One study reported health services outcomes 
related to reduction in caseloads, improvement in refer-
rals and triage assessments [33]. Table 1, below presents 
the reported outcomes in each of the included 13 studies.

Level of evidence
We ranked the strength of evidence based on the 
strength of evidence pyramid [34]. Accordingly, RCTs 
were assigned level I, cohort studies or quasi-experimen-
tal studies with a comparison group as level II, and open 
trials and quasi-experimental design with no compari-
son group were ranked as level III. Table 2 presents the 
level of evidence and the sample sizes of the 13 studies. A 
description of changes in mental health outcomes in the 
13 studies are also presented in Table 2; significant out-
comes are noted when appropriate.

We also reviewed the implementation outcomes 
reported across studies in the domains of efficacy, fea-
sibility and acceptability, program effectiveness, cost-
effectiveness and maintaining intervention gains. All 
studies that included implementation outcomes (n = 6) 
focused primarily on the feasibility and acceptability 
of interventions [33, 35–39]. One study focused on the 
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cost-effectiveness of the implementation of interpersonal 
psychotherapy for major depressive disorder in a prison 
population [40].

The interventionists
Table  2 includes the types of interventionists used in 
each study. All except three interventions were delivered 
by mental health clinicians (n = 10). Some of the studies 
reported intervention that were delivered by clinicians in 
collaboration with case managers [41], correctional staff 
[33] and art therapists [42]. Only three studies [35, 43, 
44] did not involve mental health clinicians.

The intervention setting
Table 2 also includes the types of settings each interven-
tion took place. Ten of the 13 studies reported that the 
interventions were delivered inside a correctional facility 
(jail or prison). The other three studies used interven-
tions delivered in the community setting [41, 43, 44].

The interventions and intervention characteristics
There was a great variation in types of interventions 
reported in the included studies. These include clinician-
delivered individual or group psychotherapy [39, 40, 45, 
46]; group-based module curriculum with components 
on discharge planning and release safety planning and 
coping, courtroom behavior, treatment compliance, men-
tal health and substance abuse, anger management and 
conflict, effective communication skills [37]; adaptation 
of evidence-based treatment algorithms to improve clini-
cal outcomes [36]; citizenship project including peer sup-
port, citizenship classes [43]; intermediate care programs 
to ease transitions from prison to the community [47]; 
a new model of care for broadened triggers for mental 
health referral [33]; wraparound case management and 
peer support services [35]; art brut therapy [42]; jail and 
court based diversion programs [41]; and mental health 
court [44]. All of these interventions were delivered at 

intercepts 3 and 4 (jail/court-based and during com-
munity reentry) in the sequential intercept model (see 
Table 3) [48]. None of the interventions addressed mental 
health concerns at earlier or later intercepts.

To synthesize interventions that were targeting indi-
viduals with SMI who have criminal legal involvement, 
a team of coders followed a thematic analysis to group 
interventions by categories. Interventions were grouped 
into five categories based on the modality, focus, and 
context of the interventions. These categories for modal-
ity included cognitive-behavioral, community-based, 
interpersonal, expressive therapy, and court-based inter-
ventions. Table 3 reports the interventions, categories for 
modality, description of each category, their frequencies 
across included studies. Due to methodological hetero-
geneity, not all studies reported effect sizes. However, for 
those studies that reported effect sizes, the effect sizes 
ranged from (p < 0.001) [36] to (p < 0.0001) [37].

Length of the intervention and the problems addressed
The length of intervention delivery varied across the 
studies ranging from 2 months to over a year. Only three 
of the studies described an intervention delivered for 
over a year [33, 35, 44]. Additional three studies reported 
interventions delivered for 7–12 months [41–43]. The 
rest of the studies reported the use of an intervention 
that was delivered for six months or under.

Presenting problems of participants across all articles 
were synthesized by each of the following categories: 
mental health, medical, substance use, or recidivism. 
All 13 studies reported mental health as a primary out-
come. Additional outcomes reported include recidivism 
(n = 5, 38%), substance use (n = 4, 31%), and medical care 
(n = 1, 8%). Three of the articles included another option 
describing studies with a focus on additional presenting 
problems related to intimate partner violence, violence 
towards inmates, employment service utilization, and 
changes in social support. Of note, these summarized 

Table 1 Summary of outcomes reported in the literature
Article Mental health Implementation Medical Substance use Recidivism Other
Broner et al., 2005 X X X
Clayton et al., 2013 X X X
Condelli et al., 1997 X
Johnson et al. 2008 X X Social support
Johnson et al., 2012 X X
Johnson et al., 2019 X X
Johnson et al., 2020 X X
Kamath et al., 2010 X X X
Leidenfrost et al., 2017 X X Partner violence
Pillai et al., 2016 X Employment services
Qiu et al., 2016 X
Smelson et al., 2019 X X X X Partner violence
Steadman et al., 2011 X X X
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presenting problems were not mutually exclusive, with 
54% of articles (n = 7) attempting to address multiple pre-
senting problems. See Table 1 for information on all out-
comes measured.

Barriers and facilitators to the implementation of 
interventions reported in the literature
Barriers
Of the 13 articles included in this systematic review, 31% 
(n = 4) reported at least one barrier to implementing the 
intervention in criminal justice (n = 2) or community-
based rehabilitation settings (n = 2). The reported bar-
riers included lack of external policy and incentives 
(e.g., correctional/administrative policy, clinical culture 
in the correctional institutions [36, 46], patient needs 
and resources, design quality and packaging, personal 
attributes of the study participants, implementation cli-
mate, and available resources. See Table  4. Two studies 
reported barriers related to the inner and outer setting 
of interventions. Other studies reported barriers relat-
ing to the intervention process, characteristics of the 

individuals in the interventions, or a barrier that did not 
fall within the CFIR constructs (e.g., high staff turnover). 
Of note, there were no barriers reported related to the 
intervention characteristics.

Facilitators
Four articles (30%) reported at least one facilitator for 
intervention implementation (Table 5) in criminal justice 
(n = 3) or community-based rehabilitation settings (n = 1). 
Guided by the CFIR framework, of the four studies that 
reported facilitators, one of them reported facilitators 
related to the intervention characteristics which included 
design quality and packaging, evidence strength and 
quality, cost, relative advantage, and adaptability. Three 
of the studies reported facilitators relating to the inner 
setting of the intervention, which included implementa-
tion climate [41], access to knowledge and information 
[41, 46], available resources [43], and relative priority 
[46]. Five specific facilitators were reported more than 
once across studies, including implementation climate, 
knowledge and beliefs about the intervention, patient 
needs and resources, evidence strength and quality, 
and cost. Facilitators that were reported only once were 
related to intervention execution, personal attributes of 
the intervention participants, access to knowledge and 
information, available resources, design quality, relative 
advantage, and adaptability of the intervention.

Discussion
The goal of the current paper was to systematically 
review the existing research on mental health interven-
tions for individuals with serious mental illness who 
have criminal legal involvement. Given that the criminal 
legal system has become the country’s largest de facto 
provider of mental health services [8], there is a critical 
need to understand the effectiveness and implementation 
potential of evidence-based mental health interventions 
on individual mental health outcomes in these settings. 
Our review identified 13 studies that were found eligible 
for data extraction and reporting. Findings from synthe-
sizing these literatures present mixed results, with some 
studies supporting the clinical utility and implementation 
potential of delivering interventions for individuals with 
SMI and criminal legal involvement, but others pointing 
to gaps in the extant literature and specific avenues for 
future research.

Of note, articles that were found eligible for this sys-
tematic review were somewhat nascent, beginning with 
a study developed in 1997. Additionally, there was signifi-
cant heterogeneity among the research included in this 
review. Studies utilized a wide range of trial designs (e.g. 
RCTs, quasi-experimental, open trial) and focused on 
various mental health disorders as the primary outcome 
of interest. Across studies, however, all findings showed 

Table 4 Barriers reported in the sample according to the CFIR 
constructs
Barrier n %
No Barriers Reported 9 69%
Outer Setting 2 15%
 External Policy & Incentives 1 8%
 Patient Needs & Resources 1 8%
Characteristics of Individuals 2 15%
 Other Personal Attributes 2 15%
Inner Setting 3 23%
 Implementation Climate 1 8%
 Available Resources 1 8%
 Readiness for Implementation 1 8%
Other 1 8%
 High Staff Turnover 1 8%

Table 5 Facilitators reported in the sample according to the 
CFIR constructs
Facilitator n %
No Facilitators Reported 9 69%
Outer Setting 1 8%
 Patient Needs & Resources 1 8%
Characteristics of Individuals 3 23%
 Knowledge & Beliefs about the Intervention 2 15%
 Other Personal Attributes 1 8%
Inner Setting 3 23%
 Access to Knowledge & Information 1 8%
 Available Resources 1 8%
 Relative Priority 1 8%
 Implementation Climate 1 8%
Intervention Characteristics 2 15%
 Design Quality & Packaging 1 6%
 Cost 1 8%
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indications of positive influences on primary mental 
health outcomes, including improvement in depression, 
bipolar disorder, and PTSD symptoms. This should be 
interpreted with caution, as studies ranged in design and 
approach to measurement. Given that slightly less than 
1% of individuals in America are currently incarcerated 
[49] and around 40% of those incarcerated in prisons 
have a mental health diagnosis [50], the consistency of 
these findings point to dissemination of interventions in 
criminal legal settings as an important tool for improving 
public health.

Interestingly, 11 of the studies found in our literature 
search had to be excluded as they did not include men-
tal health as the primary outcome of a mental health 
intervention. In our review, IPT interventions constitute 
nearly a third of all interventions and were evaluated by 
a single investigator. Moreover, the majority of studies 
also reported a variety of secondary criminal legal, health 
services, and functional and behavioral health outcomes 
(e.g., recidivism, substance use, and engagement in medi-
cal care). While these studies largely found promising 
directions of the intervention’s influence for these other 
outcomes, the frequency of including outcomes that are 
adjacent to, but not directly related to the intervention, 
suggests a possible bias in the literature to focus on out-
comes beneficial to society and less so for the popula-
tion under study. This targeting of multiple problems and 
emphasis on multi-level approaches is important given 
that mental health concerns for criminal legal-involved 
populations is multifaceted and often involve multiple 
systems of care [19]. Nonetheless, our review suggests 
that research on the impacts of mental health interven-
tions for people with SMI involved in some aspect of 
the criminal justice system could benefit from increased 
focus on mental health itself.

Results also point to the need for innovations around 
intervention delivery and the need for adopting inter-
ventions with strong evidence for improving mental 
health outcomes. Additionally, the majority of studies 
utilized mental health clinicians to deliver interventions; 
only three examined the efficacy of services delivered 
by non-clinical staff (in all of these cases, interventions 
were delivered by case workers). While this reflects long-
standing divisions between professional roles, a grow-
ing literature points to the implementation potential of 
utilizing non-specialists to deliver interventions. For 
instance, a recent commentary suggests that individuals 
with lived experience with mental and behavioral health 
disorders and/or involvement in the criminal legal sys-
tem, may be uniquely suited to support services for incar-
cerated individuals [51]. Peer-delivered interventions 
may be less stigmatizing [52] feasible within correctional 
settings [53], and have the potential to be cost-effective 
in resource limited contexts [54] including criminal legal 

contexts. An emerging body of literature also suggests 
that peers can deliver interventions with fidelity [55]. 
Given limitations to the reach and availability of special-
ist care relative to the mental and behavioral health needs 
of individuals in criminal legal settings, it will be impor-
tant to explore alternative delivery approaches and work-
forces to increase access to Interventions, reduce mental 
health stigma and improve social norms around treat-
ment engagement [56]. Moreover, the structural (e.g., 
restrictive prison policies that do not allow individuals 
with felony to be around others with criminal records) 
and individual (i.e., fear of stigma, relieving the trauma of 
incarceration) challenges of engaging formerly incarcer-
ated individuals with SMI must be acknowledged.

The Sequential Intercept Model (SIM) maps points of 
intersection between individuals with mental and behav-
ioral health needs and the larger criminal legal systems 
[22, 48]. While the reentry and community corrections 
periods correspond to the final two points of intercept, 
the SIM also identifies four earlier points of intersection 
that may offer opportunities to deliver Interventions. 
For instance, none of the interventions reviewed above 
offer services when individuals first interact with local 
law enforcement (at the point of arrest) or during initial 
court hearings and detention, despite some evidence sug-
gesting that individuals are at increased risk of suicide 
immediately after arrest and initial detainment [57, 58]. 
Interventions at earlier intercepts are fewer likely due to 
the fact that a vast majority of individuals with SMI are 
unstably housed, hence, making it difficult to conduct 
multi-session interventions [59]. Moreover, shared sets 
of barriers were experienced across the interventions 
regardless of the intercepts targeted. This in part could 
be attributable to the fact that the criminal legal system 
is not set up to effectively respond to mental health care 
needs [60, 61].

In this review, the types of interventions and the out-
comes of interest seem to have varied along the lines of 
the study settings. Although mental health outcomes 
were the primary focus of the included studies, five of the 
studies evaluated criminal legal outcomes such as recidi-
vism in addition to the mental health outcomes [35, 37, 
41, 43, 44]. Another study evaluated the effect of an inter-
vention on reducing serious problem behaviors within a 
correctional facility [42]. Studies focusing on the transi-
tion from correctional setting to the community targeted 
improvement in clinical outcomes, which in turn con-
tribute to better service linkages, easier transitions and 
improvement in criminal legal outcomes.

The current review also focused on understanding the 
barriers and facilitators to implementing mental health 
interventions with individuals who have SMI and in 
criminal legal settings. It’s important to note that imple-
mentation of mental health interventions in criminal 
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legal settings can be fraught with inner and outer con-
text challenges related to low resources, lack of proper 
staffing and/or training, intervention characteristics 
misaligned with treatment needs, among others. These 
settings may also be highly controlled and restrictive, 
which may affect the extent to which interventions are 
adapted or tailored to be culturally responsive for indi-
vidual needs [13, 46]. Research guiding implementation 
of evidence-based mental health interventions in crimi-
nal legal settings is limited and far behind by comparison 
of work done in health systems. Yet, implementation is 
critical for accelerating uptake and maximizing sustain-
able, positive outcomes of mental health interventions. 
In an effort to understand the barriers and facilitators to 
implementing these interventions within criminal legal 
settings, the current review applied the CFIR frame-
work to identify and categorize aspects of implementa-
tion across studies. Results highlight various elements 
related to implementation that can be used to further 
tailor implementation strategies to an organization’s 
context. Specifically, findings point to the inner setting 
and intervention characteristics as the most commonly 
cited facilitators, implicating the need to focus on these 
aspects during treatment adaptation to ensure an appro-
priate fit to the treatment context. Interestingly, however, 
no specific barriers or facilitators were identified by more 
than two studies. This indicates that a majority of stud-
ies did not report on implementation strategies, factors, 
or outcomes. This highlights the need for a standard-
ized and consistent reporting of barriers and facilitators 
encountered during the implementation of interventions 
in these settings to inform future efforts. Additionally, 
only one study examined the cost-effectiveness of these 
approaches [40], underscoring the need for a robust 
design evaluating the costs associated with implementing 
mental health interventions in criminal legal settings.

Further, studies included in this review were exclusively 
from criminal legal settings in high-income countries. 
While many low- and middle-income countries (LMICs) 
have small prison populations, a number of risk fac-
tors inherent to these settings (including overcrowding, 
lack of resources, etc.) create further barriers to access-
ing mental health services [62]. Moreover, incarceration 
rates in low-and middle-income countries have been 
increasing [12]. Given that we found no intervention 
studies conducted in LMICs, there is a compelling need 
to examine the comparative efficacy and implementation 
potential of interventions in the U.S. to evaluate whether 
these approaches may meet the growing need for services 
within these criminal legal systems.

Limitations
While the reported results carry important implications 
for mental health in the criminal legal system, there are 

also some limitations worth stating. Our inclusion crite-
ria focused on studies that are peer-reviewed, excluding 
other grey literature and unpublished reports, presenting 
a potential publication bias. Moreover, we were unable to 
find studies from LMICs that met our inclusion criteria. 
Therefore, the evidence must be interpreted with caution. 
Intervention studies focusing on serious mental illness in 
the criminal legal system in LMICs are needed.

Conclusions
Despite these gaps in the extant literature, this review 
provides support for both disseminating and imple-
menting interventions for individuals with SMI who 
have criminal legal involvement. While future research 
is needed to examine how interventions could be deliv-
ered utilizing different workforces, at different points of 
intersection with the criminal legal system, and in other 
settings, results broadly highlight the promising impli-
cations of interventions for individuals with SMI who 
are criminal legal-involved. In turn, increasing access to 
evidence-based approaches has the potential to improve 
outcomes, disrupt cycles of reincarceration, and reduce 
the disproportionate burden of mental health disorders 
within the criminal legal system. More RCTs or other 
studies with fully powered samples, however, are needed 
to determine effectiveness in mitigating negative mental 
health outcomes for these populations.
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