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Objective: Moral Reconation Therapy (MRT) is a cognitive-behavioral intervention to reduce 

risk for criminal recidivism. Despite being implemented widely in correctional settings, there 

are no randomized controlled trials of MRT, and its effectiveness for reducing recidivism among 

justice-involved adults in non-correctional settings is unknown.

Methods: In a pragmatic trial, 341 justice-involved patients (95.3% male; 57.8% White/Non-

Hispanic) admitted to one of three mental health residential treatment programs were randomly 

assigned to usual care (UC) or UC plus two MRT groups per week for 12 weeks. Follow-ups were 

conducted at 6- and 12-months post-baseline (71.3% and 74.8% retention, respectively). Primary 

outcomes were criminal thinking and criminal associates. Secondary outcomes were legal problem 

severity, days incarcerated in the past 30, rearrested/charged (per official records), substance use, 

and employment and family/social problems. The study design, analysis, and outcomes were 

preregistered (ClinicalTrials.gov; ID:NCT02524171).

Results: Patients in both conditions improved over time on most outcomes. In intent-to-treat 

analyses, the rate of change in outcomes over time did not differ by condition, nor did the 

prevalence of being rearrested and charged within one year of baseline (UC=20.2%, MRT=24.9%; 

OR=1.14; 95% CI[0.67,1.94], p=.63). MRT engagement was low; 37% of those randomized to 

MRT received a minimum dose–i.e., completed at least Step 3. In per-protocol analyses, this 

subgroup, relative to UC, improved more on criminal associates, days incarcerated, legal problem 

severity, and alcohol use severity.

Conclusions: In this study, MRT was not more effective than usual care at reducing recidivism 

risk for patients in mental health residential treatment.

Keywords

Criminal recidivism; Moral Reconation Therapy; Randomized controlled trial; Mental health 
residential treatment; Veterans

For adults in the criminal justice system, recidivism is the norm rather than the 

exception. Data from the United States (US) Bureau of Justice Statistics estimates that 

approximately two-thirds of imprisoned adults will recidivate (i.e., be arrested, reconvicted, 

or reincarcerated for a new crime or violation of their parole or probation) within three years 

of their release (Durose, Cooper, & Snyder, 2014). A history of repeated involvement in the 

criminal justice system is also common among individuals in treatment for substance use 

and/or mental health problems (Malone, 2009; White et al., 2006). For example, a national 

study of substance use disorder treatment programs in the Veterans Health Administration 

(VHA) reported that 85% of patients had at least one lifetime criminal charge, with 58% 

reporting three or more charges in their lifetime (Weaver et al., 2013). Accordingly, there 

is a need to identify what interventions are most effective for reducing criminal recidivism 

among justice-involved adults.

Established models of offender rehabilitation indicate that cognitive-behavioral interventions 

that target criminogenic needs are best practices for reducing risk for criminal recidivism 

(Landenberger & Lipsey, 2005; Milkman & Wanberg, 2007, but see Beaudry, Yu, Perry, & 

Fazel, 2021). Criminogenic needs refer to dynamic risk factors that have been identified 

through meta-analyses as reliable and valid predictors of criminal recidivism and are 
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therefore ideal targets for treatment (Bonta & Andrews, 2016). Among these needs, criminal 

thinking (attitudes and beliefs reflecting a criminal identity and rationalization of criminal 

behavior) and criminal associates (close relationship with others who are involved in and/or 

supportive of criminal behavior) are among the strongest dynamic risk factors for criminal 

recidivism. Other criminogenic needs include substance use, employment problems, and 

family/social dysfunction (Bonta & Andrews, 2016). Interventions that can effectively target 

these criminogenic needs have high potential to reduce risk for criminal recidivism among 

justice-involved adults.

Moral Reconation Therapy (MRT) is a manualized, cognitive-behavioral intervention for 

reducing risk for criminal recidivism by targeting criminogenic needs; in particular, reducing 

criminal thinking and criminal associations (Little & Robinson, 1988). Delivered in a group 

format and using a patient workbook, MRT exercises facilitate participants’ completion of 

12 steps of moral development such as creating an awareness of and confronting distorted 

beliefs that support criminal activity, assessing and healing damaged relationships, and 

increasing delay of gratification (Milkman & Wanberg, 2007). Participants move through the 

steps at their own pace, which allows groups to include new members at any time. To pass a 

step, participants complete homework assignments, which are designed to be appropriate for 

those with low reading levels. Assignments are completed by participants between groups 

and then presented at the next group session for feedback. In general, completion of an MRT 

step takes approximately two group sessions, with completion of all 12 steps often requiring 

up to 24 sessions (Little, 2003, 2005; Little & Robinson, 1988).

Systematic reviews indicate that MRT may have positive effects on recidivism and 

associated risk factors (Little, 2005; Wilson, Bouffard, & Mackenzie, 2005). One meta-

analysis of 33 published studies compared MRT to a non-treated comparison group using 

either an experimental or quasi-experimental (matched or non-equivalent groups) design 

and conducted in either an incarcerated setting or in the community as part of parole 

or probation. Over an average follow-up period of approximately three years, the rate of 

recidivism among MRT participants was reduced by one-third relative to those who did 

not receive MRT (Ferguson & Wormith, 2013). Notably, significantly larger effect sizes in 

terms of the benefits of MRT over comparison conditions were found in studies conducted 

in incarcerated settings, which comprised the majority of the studies reviewed (25 out of 

33). These findings notwithstanding, most studies of MRT have lacked a comparator, thus 

limiting the field’s understanding of how effective MRT is relative to other types of care. 

For example, in a systematic review of 28 distinct trials of MRT, only six studies used a 

comparator (i.e., matched control group or sequential cohort control group); the other studies 

used either a non-equivalent control group (n=16) or no comparison group (n=6). None 

of the studies was a randomized controlled trial (RCT; Blodgett, Fuh, Maisel, & Midboe, 

2013).

Importantly, MRT has been mostly commonly tested in correctional settings where treatment 

engagement was mandated. Further, community-based trials of MRT have only been 

conducted as part of parole and probation services and re-entry programs (Little, 2005). 

Consequently, the effectiveness of MRT in non-correctional settings is largely unknown. 

This gap in knowledge is significant, given the substantial increase in the number of 
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specialty courts over the past decade, which offer access to mental health treatment, 

including for substance use problems, as an alternative to incarceration (Scott, McGilloway, 

Demster, 2013). Thus, well-designed RCTs of MRT are needed outside of correctional 

settings to determine its effectiveness with justice-involved adults.

The present study

To our knowledge, the present study represents the first RCT to examine whether receipt 

of MRT is associated with reduced risk for criminal recidivism among justice-involved 

adults in a non-correctional setting. Using a pragmatic, multisite RCT design, we tested 

the effectiveness of MRT among US military veterans within mental health residential 

treatment programs in the VHA. These programs serve a high proportion of justice-involved 

adults (Weaver et al., 2013). We hypothesized that MRT, relative to usual care in these 

residential programs, would be associated with reductions in risk for criminal recidivism 

6 and 12 months after program admission. Risk for recidivism was defined in terms of 

the criminogenic needs described above. Specifically, the primary outcomes were level of 

criminal thinking and number of criminal associates, as these are the primary targets of 

MRT. Secondary outcomes included days incarcerated in the past 30, legal problem severity, 

being rearrested and charged during the follow-up period, substance use problem severity, 

quantity and frequency of substance use, employment problem severity, and family/social 

problem severity.

Methods

Sample and procedures

Patients admitted to one of three mental health residential treatment programs in the VHA 

were included if they (a) had a criminal history – i.e., had been arrested and charged and/or 

released from incarceration in the past five years, (b) were conversant in English, and (c) 

had sufficient cognitive functioning to understand the study procedures (determined from 

the Orientation section of the Montreal Cognitive Assessment; Nasreddine et al., 2005). 

After receiving an introduction on the study purpose, procedures, and risks and benefits 

of participation, patients provided written informed consent and completed an in-person 

baseline interview within the first week of program admission. After completion of the 

baseline interview, participants were randomly assigned by the project manager at each site 

to either Usual Care (UC) or UC plus MRT using a preselected randomization schedule, 

which was based on a fixed block size of six to assure that the sample size of the two 

conditions was roughly equal. At 6- and 12-months post-baseline, research assistants who 

were blinded to patients’ condition assignment collected self-report data from patients 

by telephone. We used an intent-to-treat design and therefore followed all participants 

regardless of their level of participation in the intervention. All study procedures were 

reviewed and approved by VA’s Central Institutional Review Board (Study #15-04).

A summary of the flow of patients through the trial is provided in Figure 1. The initial 

enrollment target was determined from a power analysis to detect a small-to-medium effect 

size difference (i.e., f 2 = .07) between the conditions on the primary and secondary 

outcomes. A sample size of 365 (approximately 182 per condition) was calculated as 
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providing 80% power to detect this size of an effect, based on an alpha of .05 (two-tailed) 

and accounting for three sites. Over the course of the study, 469 patients were assessed 

for eligibility and 341 were enrolled and randomly assigned. Excluded were 128 patients 

because of ineligibility (n=47), declining to participate (n=48), or other reasons (n=33). In 

total, 169 patients were randomly assigned to the UC condition, of which 124 (73.4%) were 

followed at 6 months, and 128 (75.7%) were followed at 12 months. In total, 172 patients 

were randomly assigned to the MRT condition, of which 119 (69.2%) were followed at 

6 months, and 127 (73.8%) were followed at 12 months. Some participants who were 

incarcerated at the 6- (n=1) and 12-month follow-ups (n=8) completed assessment packets 

by mail.

Baseline comparisons of the characteristics of patients followed or not followed at 6 and 12 

months found that followed participants were significantly older (M=47.5 years (SD=11.8) 

vs. M=44.0 years (SD=12.5), t(339)=2.51, p =.01), and spent significantly more days, on 

average, in residential treatment during the stay in which they were enrolled in the study 

(M=183.1 (SD=96.2) vs. M=53.0 (SD=56.8), t(339)=15.69, p<.001). Those followed and 

not followed at 6 and 12 months also differed significantly with respect to race/ethnicity 

(Followed: 54.8% White, non-Hispanic/Latino, 33.3% Black, non-Hispanic/Latino, 5.1% 

Hispanic/Latino, 6.9% Other vs. Not followed: 62.9% White, non-Hispanic/Latino, 20.2% 

Black, non-Hispanic/Latino, 4.0% Hispanic/Latino, 12.9% Other, χ2(3, n=341)=8.9, p=.03); 

and in terms of study site (39.2% Pacific, 33.2% Continental, 27.6% Northeast vs. 21.0% 

Pacific, 30.6% Continental, 48.4% Northeast, χ2 (2, n=341)=17.8, p<.001). There were no 

significant differences between those followed and not followed in terms of gender or living 

in a controlled environment in the 30 days prior to enrollment.

Across the total sample (n=341), at baseline, 214 participants (63%) reported being 

homeless prior to admission to the residential program, and 217 (64%) reported having 

chronic medical problems. In terms of criminal history at baseline, participants reported an 

average of 14.26 criminal charges (SD=19.21) in their lifetime. In addition, 98 participants 

(29%) reported being court-mandated to treatment, 179 (52%) reported being on parole or 

probation, and 41 (12%) reported being incarcerated in a jail or prison in the past 30 days. 

Based on ICD-10 codes linked to their admission records, participants’ presenting diagnoses 

included substance use disorder (UC: n=146, 86.4%; MRT: n=163, 94.8%), PTSD (UC: 

n=12, 7.1%; MRT: n=4, 2.3%), serious mental illness (UC: n=6, 3.6%; MRT: n=2, 1.2%), 

mood disorders (UC: n=2, 1.2%; MRT: n=1, 0.6%), anxiety-related disorders (UC: n=1, 

0.6%; MRT: n=0, 0%), and other mental illness (UC: n=1, 0.6%; MRT: n=1, 0.6%). Based 

on a Fisher’s exact test, the UC and MRT groups did not differ in presenting diagnoses 

(p=.07). At baseline, 114 (67.5%) and 100 (58.1%) participants in the UC and MRT groups, 

respectively, reported use of psychiatric medications in the past 30 days: χ2(1, n=341)=2.77, 

p=.095.

Conditions

Usual care.—All participants, regardless of condition, received usual care in the mental 

health residential treatment program at one of the three sites. Each program served patients 

dealing with homelessness, substance use, and/or mental health issues. The programs were 
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comparable in terms of program length (3–6 months), structure (patients were involved 

in therapeutic activities 5 days per week), clinical approach (individual and group-based 

cognitive-behavioral therapy for substance use and mental health problems), and staffing 

(psychiatrists, psychologists, social workers, nurses, addiction therapists, justice program 

specialists, homelessness coordinators). The services provided as part of usual care were 

largely distinct from MRT as the former focused on homelessness, substance use, and 

mental health problems, while the latter addressed criminal thinking and associations.

Usual care plus MRT.—Participants assigned to this condition were asked to attend 

MRT groups at the residential programs, which were planned for twice per week for 12 

weeks, with each group planned to last one hour. Each group was facilitated by 1–2 staff 

members from the residential programs with masters- or doctoral-level degrees who were 

trained and certified as MRT group facilitators. The group sessions followed the veteran-

specific workbook for MRT (“Winning the Invisible War;” Little & Robinson, 2013). The 

workbook comprises short assignments, grounded in cognitive-behavioral therapy, that aim 

to restructure antisocial attitudes, cognitions, and behaviors and help participants complete 

12 steps of moral development. To progress through each step, participants completed 

assignments between group meetings and then presented their work at the next group 

meeting for feedback. Groups used an open-enrollment format incorporating new members 

at any time. This allowed group participants to present their progress on different steps each 

week. This also provided an opportunity for those at later steps to share their insights 

and feedback to newer participants who are working on earlier steps. To incentivize 

engagement, and consistent with the MRT protocol, patients were provided with medals 

and/or certificates when they passed Steps 3 (acceptance), 7 (identity and goal-setting), and 

12 (choosing moral goals). These steps are considered significant milestones in the MRT 

curriculum because they are each linked to reduced risk for criminal recidivism (Burnette et 

al. 2004; Krueger, 1995; Little, Robinson & Burnette, 1991).

Of the 172 participants who were randomized to the MRT condition, 30 (17.4%) did 

not attend any groups, and the median number of sessions attended was 4 (ranged from 

0 to 168). 1 Among participants who attended at least one MRT group, the median 

number of sessions attended was 7; among these participants, the average group size for 

sessions attended was 3.1 participants (SD=1.25; Min, Max = 1.27, 8.0). The percentage of 

participants who were randomized to the MRT condition who completed at least Step 3, Step 

7, or all 12 steps was 37% (n=63), 9% (n=15), and 3% (n=6), respectively.

Prior to study enrollment, the group facilitators were trained in-person over four days (32 

hours total) by one of the developers of MRT from Correctional Counseling Inc (CCI). 

Approximately one year later, these facilitators participated in a day-long (8-hour) booster 

training session on the MRT curriculum. Facilitators received regular supervision from the 

PI at each site who was also trained in MRT. To monitor fidelity to the intervention, one 

1Participants had the option of continuing in the MRT groups after they were discharged from the residential program. One of the 
participants attended most of the groups that were held from July 2016 to November 2018, attending well past his discharge date and 
after he had completed all 12 MRT steps so he could serve as a mentor to veterans who were newer to the group. This approach is 
consistent with the MRT model. This participant received 168 sessions of MRT. The next highest number of MRT sessions attended by 
a participant was 68.
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group per month was selected at random and observed in-person by research staff who 

completed a fidelity checklist provided by CCI. The fidelity checklists were reviewed by 

the site PIs and discussed on monthly fidelity calls led by staff from CCI who provided 

consultation and corrective feedback as needed. A subset of these group sessions (34 out of 

110) was also selected at random to be audio-recorded (with participant consent) for fidelity 

monitoring. Two independent, trained coders listened to the recordings and completed the 

fidelity checklist, which included 12 items, on average, for the steps presented during the 

group session. Inter-rater agreement was excellent across all items (kappa = 80.31%). On 

average, the percentage of step items that were coded as adherent to the MRT protocol was 

72.2%.

Outcome measures (primary)

Criminal thinking.—A 56-item version of the Psychological Inventory of Criminal 

Thinking Styles (PICTS) was administered at each interview to assess criminal thinking. 

Items on this self-report measure were rated on a 4-point scale (1=disagree, 4=strongly 

agree). The measure includes scales of Mollification (projecting blame for past and present 

criminal conduct onto external factors), Cutoff (acting impulsively), Entitlement (having a 

sense of ownership or privilege to justify violation of laws and/or the rights of others), 

Power Orientation (a tendency to crave power and seek control over others), Super-optimism 

(a belief that one will be able to avoid the negative consequences of a criminal lifestyle), 

Cognitive Indolence (a tendency to take short-cuts and look for the easy way around 

problems), and Discontinuity (a propensity to lose sight of one’s goals and be easily 

side-tracked by environmental events). Scores on these scales were summed to create a 

General Criminal Thinking score, which has been validated as an overall index of risk 

for criminal recidivism (Walters & Lowenkamp, 2016; Walters & Cohen, 2016). Scores 

were converted to a T-score metric (M=50, SD=10), calculated in reference to norms from 

samples of incarcerated offenders (Walters, 2013). Internal consistency for these scores were 

high (α=.95, at all time points).

Criminal associates.—Scale A of the Measures of Criminal Attitudes and Associates 

(MCAA; Mills, Kroner, & Forth, 2002) was administered at each interview to quantify 

participants’ associations with criminal peers, a strong predictor of criminal recidivism 

(Mills, Kroner, & Hemmati, 2004). Participants were asked to consider the four adults 

(excluding family, co-workers, or other residents in treatment) with whom they spend the 

most free-time. For each adult, they were asked to indicate how much of their time is spent 

with the individual (>25%, 25–50%, 50–75%, or 75–100%) and four questions (yes/no) 

regarding the criminal involvement of the individual (e.g., “Has [NAME] ever tried to 

involve you in a crime?”). A count variable (Criminal Friends) was created by summing the 

number of friends for which the participant answered yes to any of the questions of criminal 

involvement (possible range=0–4).

Outcome measures (secondary)

Legal problems.—The Legal Status module of the Addiction Severity Index (ASI; 

McLellan et al., 2006) was administered at each interview to assess (a) days incarcerated 

in the past 30 days, and (b) legal problem severity. The latter is based on a composite 
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index derived from five items: Are you presently awaiting charges, trial, or sentence? 
How many days in the past 30 have you engaged in illegal activities for profit? How 
serious do you feel your present legal problems are? (0=Not at all, 4=Extremely) How 
important to you now is counseling or referral for these legal problems? (0=Not at all, 

4=Extremely) How much money did you receive from illegal sources in the past 30 days? 
These items were standardized and aggregated and yield scores ranging from 0 to 1; higher 

scores indicate greater problem severity of legal problems. ASI composite scores provide 

internally-consistent evaluations of a patient in a particular problem area (Grahn & Padyab, 

2020).

For the States in which the three residential programs are located, we obtained 

administrative data from agencies in charge of criminal justice and/or corrections to 

construct a measure of criminal recidivism based on official records. The information 

included in these data varied across sites; to construct a consistent measure based on these 

official records, we created a single, dichotomous measure of whether participants had been 

rearrested and charged at any point during the 12 months post-baseline (1=yes).

Substance use.—The Alcohol and Drug modules of the ASI were administered at each 

time point to assess problem severity in these domains, using composite score indices 

(ranging from 0 to 1); higher scores indicate greater problem severity. In addition, a 

Timeline Follow-Back interview was administered to measure quantity and/or frequency 

of alcohol and drug use in the past 6 months (Sobell, Brown, & Leo, 1996). This 

retrospective, calendar-based measured has been validated for phone administration and 

up to 6 months of recall (Janssen, Braciszewski, Vose-O’Neal, & Stout, 2017; Sacks et al., 

2003). It was administered at each interview to calculate for the past 6 months (a) percent 

days abstinent from alcohol, and (b) total number of days using any drugs (marijuana, 

cocaine, amphetamines, heroin, other opiates, benzodiazepines, barbiturates, inhalants, or 

hallucinogens).

Employment and family/social problems.—The Employment and Family/Social 

modules of the ASI were administered at each interview to assess problem severity in 

these domains, using composite score indices (range 0 to 1); higher scores indicate greater 

problem severity.

Data analysis

Primary analyses were performed on an intention-to-treat (ITT) basis using mixed-effects 

models for all outcomes, except the official record-based measure of being rearrested/

charged. Linear mixed-effects models were used for all outcomes except for the Criminal 

Friends measure for which we estimated a mixed-effects Poisson regression model. These 

mixed models included main effects for time (baseline, 6- and 12-months), treatment 

group (MRT, UC) and a time × treatment group interaction, which was used to assess the 

effectiveness of the intervention. In the linear mixed models, the time × condition interaction 

term represents the change in the mean value of the outcome of interest from baseline to 

6- and 12-months for the MRT group as compared to the UC group. In the case of the 

Poisson model for the Criminal Friends measure, the time × condition interaction term 
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represents the rate ratio at 6-month and 12-month follow up relative to the baseline for 

the MRT group divided by the rate ratio at 6-month and 12-month follow-ups relative to 

baseline for the UC group. For the official record-based measure of having been rearrested 

and charged, we estimated a binary logistic regression model in which the condition term 

(MRT vs. UC) assessed the effectiveness of the intervention. Models for all outcomes 

included the following set of covariates: age, sex, race, whether participant had lived in a 

controlled environment (e.g., hospital or jail) within 30 days prior to baseline, number of 

days in residential treatment indexed to the start date of the residential treatment episode 

during which participants were enrolled, and study site. Mixed effects models adjusted for 

the number of days between the baseline and 6- and 12-month interviews. Models yielded 

estimated mean values of the outcome at each time point for the MRT and UC groups.

To account for potential bias from noncompletion of interviews at 6 or 12months, the 

mixed-effect regression models used non-response weights. These weights were constructed 

by first using a logistic regression model to generate a predicted probability of interview 

response for each participant based on the following set of baseline characteristics: age, 

sex, race, marital status, education level, study site, whether participant had lived in a 

controlled environment (e.g., hospital or jail) in past 30 days, total number of lifetime 

convictions, whether participant was on probation or parole, recent criminal justice system 

involvement, whether participant was stably housed, chronic homelessness status at baseline, 

ASI legal, employment, medical, mental health, alcohol and drug composite scores, and 

whether participant had ever previously participated in MRT. We then grouped participants 

into quintiles based on this predicted probability and assigned all participants with the mean 

predicted probability for their respective quintile. We used the inverse of this probability as 

our non-response weight.

In addition to the ITT analysis, we also conducted per-protocol analyses in light of the 

relatively low rate of intervention engagement. In conducting these analyses, we only 

included participants in the MRT group if they had completed Step 3 or higher of MRT 

(n=63, 37%). We used this step as our cutoff for defining engagement in the MRT 

protocol because prior research shows that step completion is more strongly associated 

with recidivism than number of MRT sessions, and reduced risk for recidivism has been 

demonstrated for those who reached at least Step 3 in the MRT curriculum (Little, Robinson 

& Burnette, 1991). Baseline comparisons of patients in the MRT group who completed Step 

3 or higher and those who did not found that the two groups differed significantly with 

respect to having lived in a controlled environment in 30 days prior to enrollment (≥Step 

3: 12.7% No time in controlled environment; 15.9% jail; 68.3% Alcohol or drug treatment/

Medical treatment/Psychiatric treatment; 3.1% other; (<Step 3: 5.6% No time in controlled 

environment; 6.5% jail; 87.0% Alcohol or drug treatment/Medical treatment/Psychiatric 

treatment; 0.9% other; Fisher’s exact test, p=.021). There were no significant differences 

between those who did and did not complete Step 3 or higher with respect to age, gender, 

time spent in residential treatment, race/ethnicity or study site.

Transparency and Openness—We report how we determined our sample size, all data 

exclusions, and all measures in the study, and we followed JARS (Applebaum et al., 2018). 

All data, analysis, code and research material are available upon request from the first 
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author. All data analyses were conducted using the R environment for statistical computing 

version 4.02 (R Core Team, 2020). All mixed effects models were estimated using the 

lme4 package (Bates, Machler, Bolker, & Walker, 2015). This study’s design, analysis, 

and outcomes were preregistered (ClinicalTrials.gov; ID: NCT02524171) and were also 

described in a study protocol paper (Blonigen et al., 2018).

Results

Comparisons by conditions on model covariates

Sociodemographics and other sample characteristics that served as covariates in the ITT and 

per-protocol models are in shown in Table 1. Participants in the UC and MRT conditions 

did not differ significantly on any of these variables. In the full sample, participants were 

mostly male (95.3%, n=325), white (57.8%, n=197), and lived in a controlled environment 

(most commonly an alcohol/drug, acute psychiatric, or medical treatment facility; 83.6%%, 

n=285) prior to admission to the mental health residential program. On average, participants 

were 46.21 years old (SD=12.71) at the time of admission and stayed in the residential 

program for 91.87 days (SD=98.18). Participants were evenly distributed across the three 

sites.

Comparisons by conditions on primary outcomes

ITT analyses.—Table 2 provides the model-estimated means and corresponding 95% 

confidence intervals (CI) at all time points for the primary outcomes of criminal thinking 

and criminal associates. Participants in the UC and MRT conditions did not differ 

significantly on either of these outcomes at baseline. Estimates for the main effects of 

time show that, relative to baseline, mean scores on the PICTS General Criminal Thinking 

index decreased significantly at both the 6- and 12-month follow-ups. Similarly, the number 

of Criminal Friends also decreased significantly at 6- and 12-month follow-ups relative to 

baseline. The time by condition interaction terms were not significant for either outcome, 

meaning the rate of change in these outcomes did not differ over time between the MRT and 

UC groups.

Per-protocol analyses.—Table 3 provides the model-estimated means and 95% CIs at 

all times points for the primary outcomes from the per-protocol analyses. In these analyses, 

the MRT sub-sample comprised those who had completed Step 3 or higher of the MRT 

curriculum (n=63). Participants in the UC and MRT conditions did not differ on either 

of these outcomes at baseline. Relative to baseline, mean scores on the PICTS General 

Criminal Thinking index and number of Criminal Friends decreased significantly at the 6- 

and 12-month follow-ups. The interactions between time and condition were not significant 

for criminal thinking at either of the follow-up time points or for number of criminal friends 

at the 6-month follow-up. However, this interaction was significant for number of Criminal 

Friends at the 12-month follow-up (i.e., decreased at a greater rate over time among those in 

the MRT condition, relative to UC).
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Comparisons by conditions on secondary outcomes

ITT analyses.—Table 4 provides the model-estimated means and SDs at all time 

points for the secondary outcomes of legal problems (days incarcerated in past 30, legal 

problem severity), substance use (problem severity, quantity/frequency of use), employment 

problems, and family/social problems. Patients randomly assigned to UC or MRT did not 

differ on any of these outcomes at baseline. Legal problem severity decreased significantly 

at both the 6- and 12-month follow-ups. Days incarcerated in the past 30 days did 

not change significantly between baseline and the 6-month follow up, but did decrease 

significantly from baseline to the 12-month follow up. Alcohol and drug problem severity 

did not change significantly from baseline to either of the follow-ups. Percent days abstinent 

from alcohol in the past 6 months increased significantly at both follow-up time points 

relative to baseline, and total days using any drugs decreased significantly at these time 

points. Employment and family/social problem severity also decreased significantly at each 

follow-up time point, relative to baseline. The interactions between time and condition were 

not significant for most outcomes with two exceptions: drug problem severity, which by 12 

months had increased at a greater rate among those in the MRT group, relative to UC, and 

family/social problem severity, the mean value of which decreased less rapidly from baseline 

to both 6 and 12 months for the MRT group, as compared to UC.

For the official-record based measure of rearrested/charged (not tabled), a total of 34 

participants in the MRT group (24.9%) and 34 participants in the UC group (20.2%) were 

arrested and charged within one year of baseline; the difference between the two groups 

was not statistically significant in unadjusted or adjusted analyses (adjusted OR=1.14; 95% 

CI=0.67, 1.94, p=.63).

Per-protocol analyses.—Table 5 provides the model-estimated means and 95% CIs at all 

times points for the secondary outcomes from the per-protocol analyses. Participants in the 

UC and MRT conditions did not differ on any of these outcomes at baseline, with exception 

of the number of days incarcerated in the prior 30 days, which was significantly higher 

for the MRT group (M=4.3, SD=5.3) than the UC group (M=1.6, SD=9.1); t(229) = 2.17, 

p=.03. Legal problem severity decreased significantly at both follow-ups. Days incarcerated 

in the past 30 days did not change significantly between baseline and the 6-month follow 

up, but did decrease significantly from baseline to the 12-month follow up. Neither alcohol 

nor drug problem severity changed significantly from baseline to either of the follow-ups. 

Percent days abstinent from alcohol in the past 6 months increased significantly at both 

follow-ups, relative to baseline, and total days using any drugs decreased significantly 

at these time points, relative to baseline. Employment and family/social problems also 

decreased significantly at each follow-up time point, relative to baseline. The interactions 

between time and condition were significant for days incarcerated and legal problem severity 

at the 6- and 12-month follow-ups (i.e., decreased at a greater rate over time among those 

in the MRT condition, relative to UC). The time by condition interaction term was also 

significant for alcohol use problem severity at 12 months (i.e., decreased at a greater rate 

from baseline to 12 months for those in the MRT condition than UC).
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For the official-record based measure of rearrested/charged (not tabled), 11 participants in 

the MRT group (17.5%) and 34 in the UC group (20.2%) were rearrested and charged within 

one year of baseline; the difference between the two groups was not statistically significant 

in unadjusted or adjusted analysis (adjusted OR=0.66; 95% CI=0.28, 1.46, p=.32).

Discussion

To our knowledge, this study was the first RCT to examine the effectiveness of MRT 

to reduce risk for criminal recidivism among justice-involved adults in a non-correctional 

setting. A key strength of this study was its ability to examine the question of whether MRT 

is more effective than usual care for patients in mental health residential treatment. Based 

on ITT analyses, MRT was not associated with improvements in any primary or secondary 

outcomes, relative to UC. Over the 12-month study period, participants in both conditions 

improved on nearly all outcomes; this is consistent with prior research demonstrating that 

risk factors for recidivism such as criminal thinking and criminal associations improve over 

time (Wilpert, van Horn, & Boonmann, 2018). Surprisingly, those in the MRT condition, 

relative to UC, had poorer outcomes over time on drug and family/social problem severity. 

This may reflect an increased awareness of such problems over time or chance findings in 

these secondary outcomes. Collectively, MRT did not show any benefits over UC on any 

primary or secondary outcomes. This finding may be at least partly due to the relatively 

low rate of patient engagement in the MRT groups. Per-protocol analyses were therefore 

conducted to examine whether a minimum dose of MRT (i.e., reaching Step 3 or higher) 

was more effective than UC. Based on those analyses, MRT was associated with greater 

reductions over time in criminal associates, days incarcerated, and legal problem severity, 

relative to UC; however, it was not associated with greater reductions in the primary 

outcome of criminal thinking, nor in the rate of being rearrested and charged based on 

official records.

The low level of patient engagement in MRT complicates the interpretation of the 

effectiveness results, given that the potency of the intervention was likely reduced. 

Challenges with treatment engagement are common among individuals with criminal justice 

(Mallik-Kane & Visher, 2008), substance use, and/or mental health problems (Bellack et 

al., 2006). Some insights on the challenges of patient engagement in the current trial were 

provided by a process evaluation that was conducted in concert with the RCT (Blonigen et 

al., 2022). Based on qualitative interviews at each site with participants randomized to the 

MRT condition and residential program staff, the time-intensity of MRT was viewed as a 

key barrier to patient engagement. For example, patients reported that the workload of the 

intervention was overwhelming, particularly given competing demands from the residential 

treatment program and other priorities (e.g., finding a job or stable housing; Blonigen et al., 

2019).

To facilitate patient engagement, patients and staff who were interviewed for the process 

evaluation highlighted the importance of external and internal motivators that may affect 

MRT participation. Regarding the former, court-related incentives and sanctions for 

attendance were suggested, as well as the importance of residential programs establishing 

partnerships with the criminal justice system to help incentivize or mandate treatment of 
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patients (e.g., probation or parole services, treatment courts). Consistent with this, a recent 

evaluation of a national training initiative of MRT in VHA highlighted partnerships with 

criminal justice system stakeholders as beneficial for providing external incentives to patient 

engagement (Blonigen et al., 2021). Some incentives to engagement in MRT were provided 

to participants in the current trial (e.g., coins and certificates for completion of various steps 

in the MRT curriculum); however, these incentives appeared to have minimal impact on 

patient engagement in the intervention.

From the standpoint of enhancing patients’ internal motivation to engage in MRT, the 

results of both the process evaluation (Blonigen et al., 2022) and the national training 

initiative (Blonigen et al., 2021) indicated a perception that MRT lacks a motivational 

enhancement component. Motivational interviewing is well established as an effective 

approach to increase treatment engagement (Miller & Rollnick, 2002). Further, a recent 

review of court-mandated treatment for justice-involved adults argued for use of approaches 

that enhance patients’ internal motivation to treatment engagement to mitigate any perceived 

coercion to participate in treatment (Hachtel et al. 2019).

Notwithstanding the potential value of enhancing patient engagement, the evidence for the 

effectiveness of MRT was still somewhat limited in the per-protocol analyses. This raises 

the question of whether MRT is effective for this specific population even if adherence 

to the protocol is met. Most prior research on MRT has been conducted on incarcerated 

populations or parolee re-entry programs following release from incarceration. By contrast, 

participants from the current trial were patients from a mental health residential treatment 

program, many of whom had a co-occurring substance use disorder, medical comorbidities, 

and housing problems. It is possible that the current sample had a higher level of clinical and 

psychosocial needs than samples from prior studies of MRT, though this is not clear given 

limited information on sample characteristics from prior studies (Blodgett et al., 2013). On 

the other hand, mental health and/or substance use problems are highly prevalent among 

incarcerated adults (Bronson, Carson, Noonan, & Berzofsky, 2015), and some prior MRT 

studies have been conducted on prison-based therapeutic communities for substance use 

disorders.

Perhaps the more notable distinction between prior samples and the current one is that 

the latter was already receiving long-term residential care for homelessness, substance use, 

and or mental health issues. Consequently, the lack of effectiveness may have been due 

to patients already receiving sufficient levels of care such that any additional receipt of 

MRT had minimal incremental impact on recidivism risk. In accordance with this, receipt 

of substance use and mental health treatment has been linked to reduced criminal activity 

among justice-involved veterans (Timko, Nash, Owens, Taylor, & Finlay, 2020). This may 

suggest that treatments such as MRT that target criminogenic needs may not be more 

effective at reducing recidivism than other evidence-based treatments provided in mental 

health residential treatment programs. From this standpoint, recidivism risk management for 

justice-involved adults with substance use and/or mental health problems should prioritize 

access and engagement into treatment for these problems. This perspective stands in 

contrast, however, to the Risk-Need-Responsivity (RNR) model of offender rehabilitation 

literature (Bonta & Andrews, 2016). From an RNR lens, criminal thinking is viewed as 
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a more robust risk factor for recidivism than substance use problems and that intensive 

services should be targeted to those at high risk for recidivism, based on validated risk 

assessment (Fazel, Singh, Doll, & Grann, 2012). The current study did not specifically 

screen or target inclusion of those at high level of recidivism risk.

Limitations

Some limitations of the current study should be noted. First, the sample was limited to US 

military veterans, most of whom were male. Therefore, the findings may not generalize to 

non-veterans or women. The former is particularly relevant, given that veterans have higher 

rates of trauma and homelessness than non-veterans, both of which have been proposed 

as unique risk factors for criminal recidivism in the veteran population (Blonigen, King, 

& Timko, 2019; Taylor et al., 2020). Second, due to our broad inclusion criteria, not all 

participants were actively involved in the criminal justice system at the time of enrollment. 

However, it is important to note that based on the mean scores on the PICTS General 

Thinking Index, participants had, on average, a moderate level of criminal thinking. Further, 

the results of the process evaluation indicated that patients viewed the MRT curriculum as 

unique and complementary to other services they received in the program but did not engage 

more due to the time-intensity of the curriculum (Blonigen et al., 2022). Nonetheless, some 

participants may have perceived MRT as less relevant to their problems and therefore may 

have engaged less in the intervention. Third, use of official records to measure rearrested/

charged was a strength of the current study; however, records were only obtained from the 

three States where the residential programs were located. Thus, our measure of recidivism 

would not have captured federal charges or any criminal charges of a participant that 

occurred in another State during the follow-up period. Further, due to the relatively low 

base rate of being rearrested/charged during the follow-up period, statistical power was 

limited to detect a signal for this outcome. Finally, the per-protocol analyses provide insights 

into the potential effectiveness of MRT if a patient receives at least a minimum dose of 

the intervention; however, this approach cannot rule out selection effects such as internal 

motivation, which may have driven the findings rather than receipt of MRT per se.

Conclusions

This study found that MRT is not more effective than usual care at reducing risk for 

criminal recidivism for patients in mental health residential treatment. MRT may confer 

some benefits to reducing recidivism risk if patients receive at least a minimum dose of the 

intervention. Given that these findings are specific to patients in mental health residential 

treatment, future trials may be warranted to examine the effectiveness of MRT for different 

populations and different settings. In addition, trials that test a modified version of MRT 

that incorporates a motivational component and/or leverages partnerships with the criminal 

justice system may help enhance patient engagement and thus increase effectiveness. 

Alternatively, the field should also consider other approaches to treating recidivism risk 

in justice-involved adults. For example, a recent study found support for a theory of crime 

and offender rehabilitation that emphasizes the roles of attachment and trauma, and their 

impact on peer affiliations (Lindberg & Zeid, 2018). Testing approaches other than MRT 

or cognitive-behavioral therapies may ultimately broaden the field’s understanding of what 
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psychological interventions are (and are not) effective at reducing recidivism (Beaudry et al., 

2021).
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Public Health Significance:

This study found that for adults in mental health residential treatment programs who 

have a history of involvement in the criminal justice system, group treatment aimed at 

reducing criminal thinking and risk for criminal recidivism is not more effective than 

other care that these patients receive in these programs, particularly if patients do not 

sufficiently engage in the groups.

Blonigen et al. Page 18

J Consult Clin Psychol. Author manuscript; available in PMC 2023 May 01.

V
A

 A
uthor M

anuscript
V

A
 A

uthor M
anuscript

V
A

 A
uthor M

anuscript



Data Transparency Statement:

No other papers have been published using the same data as the one in the submitted 

manuscript. The process evaluation results of the larger study were accepted for 

publication at another journal; however, none of the data from that manuscript overlap 

with data from the current manuscript submission.
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Figure 1. 
Flow of patients through the trial.
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