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Objective: In response to the large-scale
involvement of people with mental disor-
ders in the criminal justice system, many
communities have created specialized
mental health courts in recent years. How-
ever, little research has been done to eval-
uate the criminal justice outcomes of such
courts. This study evaluated whether a
mental health court can reduce the risk of
recidivism and violence by people with
mental disorders who have been arrested.

Method: A retrospective observational
design was used to compare the occur-
rence of new criminal charges for 170
people who entered a mental health
court after arrest and 8,067 other adults
with mental disorders who were booked
into an urban county jail after arrest dur-
ing the same interval. A matching strat-
egy based on propensity scores was used

to adjust analyses for nonrandom selec-
tion into mental health court.

Results: Propensity-weighted Cox regres-
sion analysis, controlling for other poten-
tial confounding variables (demographic
characteristics, clinical variables, and
criminal history), showed that participa-
tion in the mental health court program
was associated with longer time without
any new criminal charges or new charges
for violent crimes. Successful completion
of the mental health court program was
associated with maintenance of reduc-
tions in recidivism and violence after
graduates were no longer under supervi-
sion of the mental health court.

Conclusions: The results indicate that a
mental health court can reduce recidi-
vism and violence by people with mental
disorders who are involved in the criminal
justice system.

(Am J Psychiatry 2007; 164:1395–1403)

The large-scale involvement of people with mental dis-

orders in the criminal justice system is an important na-

tional problem. The proportion of people entering U.S.

jails who have severe mental disorders has been estimated

to be between 6% and 15% (1, 2), and the number of jail ad-

missions involving people who have severe mental disor-

ders has been estimated to be around 804,000 annually (3).

People with mental disorders who are incarcerated tend to

stay longer in jail than others charged with similar crimes

and to cycle through the criminal justice system, the men-

tal health system, and substance abuse treatment pro-

grams (4, 5). The President’s New Freedom Commission on

Mental Health identified reducing unnecessary criminal-

ization of people with mental disorders as a priority (6).

To reduce recidivism among people with mental disor-

ders, many communities have created specialized mental

health courts in recent years. In contrast to traditional

courts, mental health courts have therapeutic goals, such

as increasing adherence to treatment and decreasing in-

volvement in the criminal justice system. Nationwide,

mental health courts have proliferated rapidly, from two in

operation in 1997 to about 90 in 2005, operating in 34

states (7). Despite the widespread implementation of

mental health courts, few studies have evaluated whether

they can reduce criminal recidivism among people with

mental disorders (8–12).

Although the structure of mental health courts varies

across jurisdictions, common features include a separate

docket for defendants with mental disorders; a designated

judge (and typically also designated prosecution and de-

fense counsel); and a nonadversarial team approach in-

volving cooperation and joint decision making between

criminal justice and mental health professionals (13, 14).

Participation is voluntary, with defendants agreeing to fol-

low a treatment plan and be monitored by the court with

the expectation of a reduction in charge or sentencing.

The court team attempts to find treatment and services

and to provide supervision aimed at each client’s specific

clinical problems while protecting the public. Access to

the earliest mental health courts was restricted to persons

charged with nonviolent misdemeanors (10). A recent sur-

vey (15) identified the advent of a second generation of

mental health courts that include or even emphasize

mentally ill offenders charged with felonies. Few data are

available, however, on whether courts that accept people

with more serious charges can function without compro-

mising public safety. In this article, we describe an evalua-

tion of the criminal justice outcomes of the San Francisco
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mental health court, in which a substantial proportion of
defendants were charged with felony offenses.

The San Francisco mental health court, called the Be-
havioral Health Court, was established in early 2003. Its
mission is to connect criminal defendants who have seri-
ous mental illness to treatment services, to find disposi-
tions to their criminal charges that take mental illness into
consideration, and to decrease their chances of returning
to the criminal justice system. The court aims to intensely
monitor a subset of mentally ill offenders whose criminal
behavior is directly linked to their mental illness. Criminal
proceedings are not dismissed while defendants are in the
program, nor are they dismissed automatically if defen-
dants successfully complete it. To qualify for mental
health court, defendants must be diagnosed as having a
DSM-IV axis I mental disorder or, in some circumstances,
developmental disabilities, and they must be amenable to
treatment in the community mental health system. The
court anticipates that relapses may occur, and it empha-
sizes positive reinforcement for successes rather than
sanctions for failures. Participants who successfully main-
tain a sustained period of stability “graduate” from the
mental health court.

The design of this study was affected by the fact that in
evaluating programs in criminal justice settings, random-
ized controlled trials are often precluded by the concern
that withholding enhanced services is unfair to those not
selected for the active treatment. A method that can atten-
uate the biasing effects of nonrandom assignment to
treatment versus comparison groups is propensity score
weighting (16, 17). The propensity score refers to the prob-
ability, given a set of observed characteristics or covariates
(such as demographic, clinical, and criminal history vari-
ables), that an individual will be selected for treatment.
Under certain assumptions (18), propensity weighting can
reduce confounding between treatment effects and pre-
treatment risk factors when comparing groups in an ob-
servational study (19–22).

In this study we compared the criminal justice outcomes
of individuals who entered the San Francisco mental health
court during its first 22 months of operation with outcomes
of others who were concurrently potentially eligible for
consideration for selection into the mental health court—
that is, other individuals with mental disorders who en-
tered the San Francisco jail during the same period. We
used propensity weighting to correct for baseline differ-
ences between defendants who did and did not participate
in mental health court. Our primary research question was:
To what extent does participation in the mental health
court reduce the probability of recidivism? We hypothe-
sized that participation in the mental health court would be
associated with a longer time without any charges for new
crimes and without charges for new violent crimes com-
pared with nonparticipation. We also hypothesized that in-
dividuals who graduated from the mental health court
would have a longer time without new charges after suc-

cessfully completing the program than comparable per-
sons whose cases had been adjudicated in regular court.

Method

The study involved review of deidentified administrative data-
bases associated with the San Francisco county court and jail sys-
tems. The protocol was approved by the relevant institutional re-
view boards. Since the project used deidentified data, the
institutional review boards affirmed that informed consent was
not necessary.

Study Population

Between January 14, 2003, and November 19, 2004, a total of
8,325 individuals 18 years of age or older who were diagnosed as
having a mental disorder entered the San Francisco jail. Of these,
172 persons entered the mental health court; we studied the 170
individuals among them for whom complete data, including at
least 6 months of follow-up, were available. Our comparison or
treatment as usual group consisted of the 8,067 persons with
complete data among the remaining 8,153 persons.

Variables

For the mental health court group, we defined the baseline pe-
riod as the 12 months before the date of entry to the program. For
the treatment as usual group, we defined the baseline period as 12
months before the date of the first arrest that occurred between
January 14, 2003, and November 19, 2004 (we designated this ar-
rest as the index arrest). Follow-up data for both groups were ob-
tained through May 27, 2005.

We extracted data on age, gender, ethnicity, and homelessness
from the databases. For criminal charges, we classified charges as
violent or not violent. Following Naples and Steadman (23), we
categorized charges according to concepts developed by the Mac-
Arthur Study of Mental Disorder and Violence (24). We defined vi-
olence as a charge involving an act of physical aggression against
other people, threatening others with a lethal weapon, or a sexual
assault. In cases of multiple charges, we categorized arrests ac-
cording to the most severe charge related to the arrest.

We obtained diagnostic information for all persons diagnosed
as having a mental disorder by the jail’s psychiatric services dur-
ing the study period. On entry into jail, every detainee undergoes
an initial medical screening by a registered nurse, followed by a
more detailed medical screening 1–2 hours later by another
nurse. Individuals identified as having a possible psychiatric
problem are referred for evaluation by mental health staff. Psychi-
atric diagnoses are based on DSM-IV.

Our outcome variables were measures of recidivism. We opera-
tionalized recidivism as rearrest for two categories of new charges:
any offense and violent crimes.

Statistical Analysis

Our primary research objective was to determine whether par-
ticipation in mental health court was associated with a longer
time without recidivism compared with treatment as usual. Our
general statistical approach involved time-to-event analysis (i.e.,
survival analysis) using the Cox proportional hazards model (25).

Potential Confounding Variables. Since the risk of recidivism
may be affected by pretreatment variables, it was necessary to
control for them statistically to estimate the reduction in risk of
recidivism that was attributable to participation in the mental
health court. We considered a variety of variables related to base-
line demographic characteristics, criminal history, and psychiat-
ric diagnosis as control variables (see Table 1, including its foot-
note on diagnoses). Given the possibility that these variables
could have a different relationship with recidivism depending on
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whether or not individuals received active treatment, our Cox
models also evaluated for interactions between them and mental
health court participation.

Controlling for Nonrandom Assignment. Because this was
an observational study with nonrandom assignment, simple
comparisons between the mental health court and treatment as
usual groups could produce misleading results as a result of selec-
tion bias. Individuals in these groups may differ in baseline char-
acteristics that are associated with both selection to mental
health court and future arrest. To address this issue, our compar-
ison of the mental health court and treatment as usual groups
used a method of propensity weighting following the general two-
step approach recommended by Hirano and Imbens (26). First,
using logistic regression, we modeled the probability of being se-
lected for mental health court as a function of a set of demo-
graphic variables, clinical variables, and criminal charges during
the 12 months before entering the program. We used backward
elimination with a criterion for retention of p=0.05 to determine
the subset of variables for the selection model. From this model,
we estimated the probability of selection into mental health
court, pi, for each individual in the sample. We then formed a pro-
pensity weight, wi, for each individual using the inverse of the es-
timated probability of selection, according to the rule:

Second, to estimate the specific reduction in risk of recidivism
that was associated with mental health court participation while
concurrently taking into account the presence of other risk fac-
tors, we used a weighted Cox regression model, with weights
equal to normalized versions of the propensity weights—normal-
ized so that the weights sum to the sample size:

where  n  indicates  the  sample  size  and  MHCi  indicates  whether
or not the ith individual was in the mental health court group
(MHCi=0 if the individual was in the treatment as usual group,
and MHCi=1 if the individual was a mental health court partici-
pant). This represents an application of the Hirano and Imbens
(26) propensity-weighted regression approach to the Cox model.
Essentially, this procedure downweights cases with very low or
very high estimated probabilities of selection to mental health
court and matches cases according to their estimated propensity
scores. As long as there is overlap in the values of observed cova-
riates related to selection, this procedure minimizes the effect of
imbalance due to these covariates and can be shown to yield re-
sults that are asymptotically equivalent to those that would be ob-
tained with balanced data from a randomized design (16, 18, 26).
Our propensity weighting procedure effectively creates a sample
with cases matched by similar likelihoods of being selected for
mental health court.

TABLE 1. Characteristics of 8,237 Criminal Defendants With Mental Disorders Participating in Mental Health Court or Receiv-
ing Treatment as Usual, 2003–2004, and Logistic Regression Analysis Predicting Assignment to One Condition or the Other

Characteristic

Group Analysisa

Mental Health Court 
(N=170)

Treatment as Usual 
(N=8,067) Beta SE Wald χ2 p

N % N %
Female 45 26 1,794 22
White 54 32 3,272 41 –0.38 0.17 4.71 0.03
Homeless 57 34 1,467 18 0.82 0.18 20.58 <0.001
Diagnostic categoriesb

Severe mental disorderc 143 84 2,334 29 2.56 0.22 136.38 <0.001
Adjustment disorder 14 8 1,878 23 –0.72 0.29 6.07 <0.02
Developmental disability 13 8 66 1 1.70 0.35 23.56 <0.001
Substance-related disorder 107 63 4,721 59
Personality disorder 36 21 1,622 20
Anxiety disorder 11 6 273 3
Cognitive disorder 9 5 124 2

Dual diagnosis of severe mental disorder 
and substance-related disorder 96 56 1,424 18

Felony charge at index offense 107 63 5,483 68
Entered during first quarter of study 47 28 2,890 36 –0.75 0.19 16.22 <0.001

Mean SD Mean SD
Age (years) 37.3 11 37.9 11
Total charges in preceding 12 months 2.9 2.7 2.3 2.1 0.10 0.03 9.71 <0.002
Violent charges in preceding 12 months 0.6 0.7 0.3 0.6 0.53 0.11 21.17 <0.001
Felony charges in preceding 12 months 1.3 1.6 1.2 1.3
Intercept –5.62 0.24 543.05 <0.001
a We estimated the probability of selection into mental health court or treatment as usual by entering the variables listed in Table 1 into a

logistic regression, using backward elimination with a criterion for retention of p=0.05. The resulting model contains the variables identified
with parameter estimates (–2 log likelihood without covariates=1,655.87; –2 log likelihood with covariates=1,135.80; Wald χ2=418.99, df=
17, p<0.0001. The selection model produced good “overlap” of predicted probabilities of selection for the two groups, ranging from 0.0006
to 0.5478 for those receiving treatment as usual and from 0.0011 to 0.6868 for mental health court participants.

b Diagnoses do not sum to 100% because of comorbidity; 96% (N=164) of the mental health court group and 85% (N=6,849) of the treatment
as usual group had an axis I diagnosis.

c The proportions of mental health court group and the treatment as usual group, respectively, with specific severe mental disorders were as
follows: schizophrenia, 66% (N=112) and 7% (N=549); psychotic disorder not otherwise specified, 34% (N=57) and 9% (N=763); delusional dis-
order, 5% (N=8) and 1% (N=41); depressive disorder, 16% (N=27) and 14% (N=1,119); bipolar disorder, manic, 7% (N=12) and 1% (N=103);
and bipolar disorder not otherwise specified, 8% (N=14) and 3% (N=243).
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This procedure was carried out separately for analyses of time
to any new charge and time to a new violent charge. Both Cox re-
gression models included an indicator for mental health court
participation; control variables consisting of demographic char-
acteristics, diagnosis, and baseline criminal history; and interac-
tions between the control variables and mental health court par-
ticipation, centered on their respective sample mean values. This
centering was done so that the coefficient of the main effect of
mental health court participation could be interpreted as the av-
erage individual treatment effect of mental health court partici-
pation on the logarithm of the hazard function. Backward elimi-
nation, using a p value of 0.05 for retention, was used for selection
of control variables for inclusion in the Cox models.

Based on the Cox regression models, we estimated the proba-
bility of recidivism as a function of time since baseline—the so-
called failure function (1 – survival function). Specifically, we esti-
mated the average treatment effect due to mental health court
participation on the failure function while controlling for the

above-mentioned confounding variables. To estimate the average
treatment effect and its standard error, we followed the approach
developed independently by Terza (27, 28) and Basu and Rathouz
(29). (Details are presented in the data supplement accompany-
ing the online version of this article.)

Intent-to-Treat Analyses. Our primary survival analyses com-
pared all those in the mental health court group with those in the
treatment as usual group, from the time of enrollment to the end
of the follow-up period, without distinguishing whether individu-
als successfully completed the mental health court program.

Outcomes Associated With Completion of the Mental
Health Court Program. To determine whether changes associ-
ated with mental health court participation were maintained af-
ter successful completion of the program, we conducted survival
analyses comparing recidivism after graduation for those who
successfully completed the program with recidivism in the treat-
ment as usual group. We analyzed the data using SAS, version
9.1.3 (SAS Institute, Cary, N.C.).

TABLE 2. Propensity-Weighted Cox Regression Results Predicting Time to New Charges for Criminal Defendants With Men-
tal Disorders Participating in Mental Health Court or Receiving Treatment as Usuala

Variable or Interaction

Time to New Charges After Entry: All Mental Health Court Participants 
vs. Treatment as Usual Group

Any New Chargeb New Violent Chargec

Parameter 
Estimate SE χ2

Parameter 
Estimate SE χ2

Variable
Mental health court participant –0.63 0.04 243.36 –2.36 0.17 187.07
Violent charges in baseline year –0.13 0.04 11.99 0.41 0.05 54.49
Felony charges in baseline year –0.11 0.04 7.52
Total charges in baseline year 0.15 0.01 324.33 0.07 0.02 13.67
Female –0.26 0.04 37.80 –0.43 0.12 12.70
White –0.17 0.05 13.04 –0.23 0.08 8.31
Age –0.01 0.00 17.04 –0.02 0.00 15.75
Schizophrenia –0.28 0.10 8.03
Depressive disorder –0.25 0.08 10.30 –0.28 0.12 5.64
Psychotic disorder not otherwise specified –0.18 0.09 4.36
Bipolar disorder not otherwise specified –0.45 0.12 14.33
Dual Diagnosis 0.16 0.07 4.72
Personality disorder
Adjustment disorder –0.21 0.06 14.03 –0.29 0.11 6.77
Substance-related disorder 0.12 0.05 6.00
Homeless 0.42 0.05 65.37 0.32 0.10 9.46
Interaction termsf

Violent charges in baseline year × mental health court participation 0.53 0.07 53.68
Felony charges in baseline year × mental health court participation –0.14 0.07 4.08
Total charges in baseline year × mental health court participation –0.18 0.02 106.33 0.11 0.03 15.68
Female × mental health court participation 1.97 0.19 102.73
White × mental health court participation –1.24 0.08 219.30
Age × mental health court participation –0.01 0.00 4.40 –0.07 0.01 40.81
Schizophrenia × mental health court participation –0.38 0.12 9.34 –1.40 0.19 52.05
Depressive disorder × mental health court participation 0.52 0.12 17.46
Psychotic disorder not otherwise specified × mental health court 

participation
0.27 0.13 4.69 0.67 0.19 12.66

Bipolar disorder not otherwise specified × mental health court 
participation

Dual diagnosis × mental health court participation 3.56 0.32 122.09
Personality disorder × mental health court participation –0.88 0.08 122.42
Adjustment disorder × mental health court participation –0.38 0.10 13.94 –0.83 0.27 9.35
Cognitive disorder × mental health court participation –1.99 0.22 91.27
Substance-related disorder × mental health court participation 0.63 0.08 63.71 –2.48 0.28 76.46
Homeless × mental health court participation 0.86 0.08 103.19 1.62 0.18 83.40
a Backward elimination, using a p value for retention of 0.05, was used to select control variables for inclusion in the Cox models; blank cells

indicate variables that were eliminated from the final models. For all chi-square analyses, df=1 and p<0.05.
b –2 log likelihood without covariates=64,722.96; –2 log likelihood with covariates=61,963.46; Wald χ2=2,759.50, df=26, p<0.0001.
c –2 log likelihood without covariates=15,828.64; –2 log likelihood with covariates=14,597.05; Wald χ2=987.71, df=20, p<0.0001.
d –2 log likelihood without covariates=55,418.85; –2 log likelihood with covariates=51,233.37; Wald χ2=4,185.48, df=27, p<0.0001.
e –2 log likelihood without covariates=11,788.03; –2 log likelihood with covariates=10,881.72; Wald χ2=906.02, df=18, p<0.0001.
f All interaction terms involving mental health court participants use variables measured as deviations from their respective sample mean.
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Results

Sample Characteristics

As shown in Table 1, the index offense was a felony for
about two-thirds of both the mental health court group
and the treatment as usual group.

Twelve-month follow-up data were available for 139
mental health court participants and 6,606 individuals in
the treatment as usual group. The median time that men-
tal health court participants spent in the program was 8.3
months. By the end of the follow-up period, of the 170 in-
dividuals who had enrolled in the mental health court pro-
gram, 81 (48%) had graduated, 45 (26%) were still in the
program, and 44 (26%) had left the court for other reasons:
11 voluntarily opted out, five were removed by the court
because of arrests for new charges, 11 were removed by

the court for noncompliance, and 17 left for other reasons.
(Although five people were removed by the mental health
court because of arrests for new charges, rearrest did not
necessarily result in removal from the program.)

Controlling for Nonrandom Assignment

As described above, to reduce the impact of nonrandom
assignment to mental health court on analyses of the ef-
fect of mental health court participation on recidivism, we

Time to New Charges After Exit: Mental Health Court Graduates 
vs. Treatment as Usual Group

Any New Charged New Violent Chargee

Parameter 
Estimate SE χ2

Parameter 
Estimate SE χ2

–1.79 0.13 198.09 –3.06 0.30 103.57
–0.13 0.04 13.00 0.42 0.06 52.49

–0.12 0.04 11.17
0.14 0.01 363.52 0.07 0.02 18.05

–0.24 0.05 22.13 –0.45 0.11 16.87
–0.15 0.04 12.77 –0.51 0.09 33.27
–0.01 0.00 19.28 –0.02 0.00 17.47
–0.29 0.09 9.97
–0.29 0.08 14.12
–0.21 0.08 6.54
–0.55 0.14 14.73
0.24 0.08 8.54

–0.20 0.05 15.31 –0.29 0.10 7.85
0.10 0.05 4.49
0.38 0.05 68.58 0.36 0.10 13.63

–1.61 0.17 93.02 –1.69 0.35 23.38
0.38 0.09 16.25

–0.28 0.06 21.25
–2.11 0.24 77.56
–4.32 0.28 246.40

0.05 0.02 6.76
–1.61 0.22 52.61 –3.27 0.52 39.85
1.62 0.20 63.81 1.18 0.42 7.90
2.14 0.24 81.90 3.60 0.57 39.29

1.29 0.32 16.28 5.79 0.53 119.16

1.87 0.52 13.04
–1.86 0.16 128.83
–0.92 0.23 16.62 1.86 0.46 16.18
–2.73 0.39 49.48
2.07 0.10 438.58

1.37 0.61 5.09

FIGURE 1. Estimated Cumulative Probability of a New
Charge for Criminal Defendants With Mental Disorders Par-
ticipating in Mental Health Court or Receiving Treatment
as Usual, as a Function of Mental Health Court Status and
Months After Entrya

a The estimates are calculated from the propensity-weighted Cox pro-
portional hazards model results reported in Table 2.

FIGURE 2. Estimated Cumulative Probability of a New
Charge for Criminal Defendants With Mental Disorders Par-
ticipating in Mental Health Court or Receiving Treatment
as Usual, as a Function of Mental Health Court Status and
Months After Graduationa

a The estimates are calculated from the propensity-weighted Cox pro-
portional hazards model results reported in Table 2.
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first estimated propensity scores by entering the baseline
clinical, demographic, and criminal history variables
listed in Table 1 into a logistic regression model of assign-
ment to mental health court or treatment as usual. The re-
sulting model contains the eight variables identified with
parameter estimates in Table 1. Selection for mental
health court was associated with the presence of severe
mental disorders (e.g., schizophrenia, delusional disorder,
psychotic disorder not otherwise specified, bipolar disor-
der, and depressive disorders) and developmental disabil-
ities; persons with adjustment disorders were less likely
than others to be selected for mental health court. Selec-
tion for mental health court was also associated with
homelessness, nonwhite ethnicity, and a larger number of
any charges and of charges for violent crimes during the
previous 12 months.

Intent-to-Treat Analyses

To assess whether participation in mental health court
was associated with an increase in time to new charges, we
conducted survival analyses comparing the mental health
court and treatment as usual groups. After controlling for
the propensity scores, demographic variables, diagnosis,
and number and type of charges during the 12-month base-
line period, the Cox proportional hazards models showed
that mental health court participation predicted a longer

time to any new charge (B=–0.63, p<0.0001) and longer time
to a new violent charge (B=–2.36, p<0.0001) (see Table 2).

Figure 1 plots the estimated average cumulative proba-
bility of a new charge, conditional on the covariates, as a
function of months after entry to mental health court or
treatment as usual based on the Cox model. The vertical
distance between the two curves is the estimated effect of
mental health court participation. (Table 3 summarizes the
plots at 6-month intervals and reports the 95% confidence
intervals [CIs] for the effect of mental health court partici-
pation on the probability of a new charge.) Figure 1 shows
that the average effect of mental health court participation
on reducing the probability of new charges becomes more
evident over time. By 18 months, the cumulative probabil-
ity of any new charge for the mental health court and treat-
ment as usual groups, respectively, was 0.42 and 0.57; the
average change in the probability of a new charge due to
mental health court participation was –0.15 (95% CI=–0.16
to –0.15), which represents a 26% (0.15/0.57) reduction.
Similar patterns were evident in new violent charges, al-
though violence was uncommon in both groups. At 18
months, the cumulative probability of a new violent charge
for the mental health court and treatment as usual groups,
respectively, was 0.05 and 0.11; the average effect of mental
health court participation on the probability of a new vio-
lent charge was –0.06 (95% CI=–0.06 to –0.06), which repre-
sents a 55% (0.06/0.11) reduction.

TABLE 3. Average Effect of Mental Health Court Participation on the Probability of a New Charge for Criminal Defendants
With Mental Disorders Participating in Mental Health Court or Receiving Treatment as Usual

Months of Follow-Up

Probability of New Charge

Average Mental Health Court Effect
Mental Health Court 

Group
Treatment as Usual 

Group

Mean SD Mean SD
Average 
Effecta SD SE t 95% CIb

Months after entry
Any new charge

6 months 0.23 0.19 0.30 0.13 –0.08 0.18 0.009 –8.11 –0.09 to –0.06
12 months 0.34 0.24 0.46 0.15 –0.12 0.21 0.004 –30.64 –0.13 to –0.11
18 months 0.42 0.26 0.57 0.15 –0.15 0.23 0.003 –55.34 –0.16 to –0.15
24 months 0.46 0.27 0.63 0.15 –0.17 0.23 0.003 –64.73 –0.17 to –0.16

New violent charge
6 months 0.03 0.07 0.05 0.03 –0.02 0.07 0.001 –26.57 –0.02 to –0.02
12 months 0.04 0.10 0.08 0.04 –0.04 0.10 0.001 –36.60 –0.04 to –0.04
18 months 0.05 0.12 0.11 0.05 –0.06 0.12 0.001 –44.72 –0.06 to –0.06
24 months 0.07 0.15 0.17 0.08 –0.10 0.15 0.002 –58.08 –0.10 to –0.09

Months after graduation
Any new charge

6 months 0.26 0.35 0.34 0.13 –0.07 0.34 0.015 –4.80 –0.10 to 0.04
12 months 0.31 0.37 0.47 0.14 –0.16 0.35 0.006 –25.25 –0.17 to –0.15
18 months 0.34 0.38 0.56 0.15 –0.22 0.36 0.004 –49.98 –0.23 to –0.21
24 months 0.36 0.39 0.61 0.15 –0.25 0.36 0.004 –60.71 –0.26 to –0.24

New violent charge
6 months 0.04 0.15 0.06 0.03 –0.02 0.15 0.002 –9.35 –0.02 to –0.01
12 months 0.05 0.18 0.10 0.05 –0.05 0.18 0.002 –21.85 –0.05 to –0.04
18 months 0.06 0.19 0.13 0.07 –0.07 0.20 0.002 –29.94 –0.07 to –0.06
24 months 0.07 0.20 0.15 0.08 –0.08 0.21 0.002 –35.66 –0.09 to –0.08

a Probability of new charge for mental health court participants minus probability for those receiving treatment as usual.
b For critical t value used in calculating confidence limits, df=8235 for analyses after entry to mental health court and df=8147 for analyses

after graduation from mental health court.



Am J Psychiatry 164:9, September 2007 1401

MCNIEL AND BINDER

ajp.psychiatryonline.org

Outcomes Associated With Completion of the 
Mental Health Court Program

To assess the extent to which completion of the mental
health court program was associated with maintenance of
reduced recidivism after graduation, we conducted sur-
vival analyses with Cox proportional hazards models that
compared mental health court graduates and individuals
who received treatment as usual (see Table 2). Mental
health court graduates continued to show longer time be-
fore any new charges (B=–1.79, p<0.0001) and new violent
charges (B=–3.06, p<0.0001) after graduating compared
with those who received treatment as usual. Figure 2 illus-
trates these findings. For example, at 18 months, the cu-
mulative probability of any new charge for mental health
court graduates and individuals who received treatment
as usual, respectively, was 0.34 and 0.56. The average effect
of mental health court on the probability of any new
charge was a change of –0.22 (95% CI=–0.23 to –0.21) at 18
months, which represents a 39% (0.22/0.56) reduction (see
Table 3). Similar patterns were evident for new violent
charges, although violence was uncommon in both
groups. The cumulative probability of a new violent
charge for mental health court graduates and individuals
who received treatment as usual, respectively, was 0.06
and 0.13 at 18 months (average mental health court ef-
fect=–0.07, 95% CI=–0.07 to –0.06), a reduction of 54%
(0.07/0.13).

Discussion

These results support the effectiveness of a mental
health court in reducing the involvement of persons with
mental disorders in the criminal justice system. Based on
an intent-to-treat sample (i.e., all of those who enrolled in
mental health court, regardless of whether they success-
fully completed the program), mental health court partic-
ipants showed a longer time without any new charges or
new charges for violent crimes compared with similar in-
dividuals who did not participate in the program. Survival
analysis showed that the reductions in the likelihood of
new charges were more substantial with follow-up of more
than 1 year after enrollment in mental health court; for ex-
ample, at 18 months, the likelihood of mental health court
participants being charged with any new crimes was
about 26% lower than that of comparable individuals who
received treatment as usual, and the likelihood of mental
health court participants being charged with new violent
crimes was 55% lower than that of individuals who re-
ceived treatment as usual. Additional analyses showed
that persons who graduated from the mental health court
program maintained reduced recidivism after they were
no longer under supervision of the court, in contrast to
comparable persons who received treatment as usual. By
18 months, the risk of mental health court graduates being
charged with any new offense was about 34 out of 100,
compared with about 56 out of 100 for comparable per-

sons who received treatment as usual, and the risk of men-
tal health court graduates being charged with a new vio-
lent crime was about half that of the treatment as usual
group (6 out of 100 compared with 13 out of 100).

These findings provide evidence of the potential for men-
tal health courts to achieve their goal of reducing recidivism
among people with mental disorders who are in the crimi-
nal justice system. Moreover, since the mental health court
participants in this study included a substantial proportion
of individuals who had been charged with felonies or vio-

Patient Perspective

“Mr. A” was a 45-year-old man with borderline intellec-

tual functioning, schizophrenia, and cocaine (“crack”) 

dependence who had been homeless for years and rarely 

took psychiatric medications (this is a composite descrip-

tion). He had a long history of arrests going back to his 

teenage years, had been sentenced to three state prison 

terms, and had three extended stays at state hospitals. At 

the time he entered mental health court, Mr. A was on 

probation for a felony and had four open felony drug 

cases. The court team (which included the judge, public 

defender, district attorney, case managers, therapists, 

probation officers, and psychiatrists) established a 

treatment plan that included participation in mental 

health and substance abuse treatment, working with a 

case manager, staying away from substance-abusing 

peers, and regular monitoring by the court. The court 

referred Mr. A to a program that concurrently treated his 

drug problems and mental illness. After he became 

“clean and sober” and more stable with his antipsychotic 

medication, he participated in a mental health outpatient 

program. He maintained regular contact with his case 

manager, who linked him to supportive housing. He was 

also connected to a supported employment program and 

eventually obtained work as a custodian.

Mr. A initially appeared at the mental health court on 

a weekly basis, which provided a structure for monitoring 

his progress and adherence with the treatment plan. 

During the court sessions, he would speak directly to the 

judge, who would praise Mr. A’s success when he was 

doing well, encourage his participation in his treatment 

plan, and express concern when he was not doing well. 

Mr. A would occasionally bring certificates of achievement 

to the court sessions. As he achieved stabilization, the 

frequency of his court visits decreased, and by the time 

he graduated from mental health court, he was appear-

ing once a month. Over time, his charges were dismissed, 

one by one. He has not been arrested since entering 

mental health court two and a half years ago, which is 

the longest time he has gone without being arrested in 

decades. Treatment team members opined that he 

benefited from the structure of the court, which 

facilitated his participation in treatment and helped him 

stay away from a substance-abusing peer group. The 

team stated that he responded well to encouragement 

from the judge and to his relationships with his providers.
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lent offenses, it appears possible to expand the mental
health court model beyond its original clientele of persons
charged with nonviolent misdemeanors in a way that pub-
lic safety is enhanced rather than compromised.

One of the limitations of this study was nonrandom as-
signment to mental health court. Although propensity
weighting helps control for nonrandom assignment, it can
only adjust for observed covariates, and it may not have
adequately adjusted for unobserved variables that may
have influenced selection into mental health court (e.g., as
participants who entered mental health court voluntarily
agreed to have their cases handled in mental health court
rather than traditional court, it is possible that they dif-
fered in unobserved variables such as treatment motiva-
tion). Although the effectiveness of our propensity score
analysis in predicting selection to mental health court re-
duces this risk, the design does not preclude the possibil-
ity that selection bias affected the results. Another limita-
tion is that our arrest data included arrests only in San
Francisco and was not sensitive to possible arrests of the
study and comparison subjects in other jurisdictions.
However, since the mental health court participants were
under the supervision of the court and therefore located in
San Francisco for much of the study period, any bias to-
ward underdetection of recidivism because of out-of-
county arrests would be unlikely to have favored the men-
tal health court group. Finally, because the structure of
mental health courts varies across jurisdictions, the gener-
alizability of the findings of this study may be affected by
the extent to which a given mental health court is similar
to the San Francisco mental health court; future multisite
studies may help clarify this issue.

Mental health courts have been less controversial than
other mechanisms for leveraging adherence to commu-
nity treatment, such as outpatient commitment (30, 31),
possibly because rather than applying the leverage on the
basis of a prediction of future deterioration, these courts
aim to reduce criminal involvement of people already in
the criminal justice system. Findings supporting the effec-
tiveness of mental health courts in reducing recidivism
suggest the need for additional research on the mecha-
nisms that account for such outcomes. Research is needed
on the extent to which mental health courts achieve goals
such as treatment linkage and symptom reduction and
whether these variables account for reducing recidivism.
Research also is needed to determine what client charac-
teristics are associated with more or less favorable out-
comes and what structural characteristics of mental
health courts (e.g., the extent to which sanctions are used)
lead to better or worse outcomes.
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