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Introduction
In recent years, federal law has shifted toward a preference for rehabilitation of criminal offenders, 
rather than incarceration.1 National polling suggests bipartisan public support for providing 
incarcerated individuals with mental-health services2 and, separately, for diverting those with a 
history of diagnosed mental disorders into treatment rather than the criminal justice system.3  

Mental-health intervention for crime is not a novel concept. The 20th-century mental-hygiene 
movement—which has become today’s prevailing paradigm—believed from its outset that the role 
of psychiatrists and “mental-health” professionals was not just to provide treatment to individuals 
with mental disorders but to alleviate all forms of social ills, including criminal offending.4 This 
was to be done in many ways, from preemptive, preventive mental-health treatment to political 
advocacy. The movement has led to increased medicalization of social problems5 and ever-growing 
diagnostic inflation,6 which have increased the proportion of the overall population who have 
a mental-health label or receive mental-health treatment.7 The same is true for the incarcerated 
population: over 40% of all state and federal prisoners have at one point received a mental-health 
diagnosis.8 Criminal behavior is sometimes diagnosed as mental disorder itself,9 and violence and 
public disorder are increasingly rationalized by assumed mental-health challenges.10 

In correctional and community settings alike, there have been numerous attempts to address 
criminal offending through mental health–oriented approaches. Jails and prisons are required by 
law to provide mental-health care to those incarcerated with serious mental illnesses.11 Diversion 
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programs like mental-health courts and drug courts are meant to divert offenders away from 
incarceration in return for participation in monitored outpatient mental-health treatment.12 
Public funding for preventive mental-health programming for youth, including those considered 
at risk of violence,13 has been provided to schools and through public-health awareness campaigns 
and initiatives.14  

Recently, attention has been given to Cognitive Behavioral Therapy (CBT) as a potential crime-
control solution, particularly for violent offenders.15 In essence, CBT can be used to treat various 
mental disorders, perhaps including criminal impulsiveness, by training patients to recognize and 
correct problematic thinking patterns. This issue brief reviews the empirical evidence for CBT as 
a viable intervention for crime reduction and assesses the extent to which it might realistically 
have an impact.

We find that CBT can have modest impacts in the context of criminal offending but is not a 
panacea. Considerable uncertainty surrounds many key questions, including the best way to 
implement CBT at scale and the populations for which it is most effective. Policymakers’ priorities 
should include further study of existing CBT efforts, as well as careful expansion of those found 
to be effective—with effectiveness measured by meaningful outcomes such as reduced recidivism, 
reduced prevalence of violent or serious criminal offending, reduced onset or prevalence of mental 
illness, and reduced disability from symptoms of mental illness.

What Is CBT?
CBT is a form (and perhaps more accurately today, a family type) of psychotherapy that attempts 
to reduce distress (e.g., depression, anger) and problematic behaviors by helping individuals 
“identify, challenge, and change maladaptive thought patterns in order to change their responses 
to difficult situations.”16 CBT assumes a relationship between thoughts, emotions, and behaviors.17 
It provides strategies that can be used to recognize reactive, distorted, automatic thoughts and then 
reconsider their merit. Distorted thinking can be a notable characteristic among criminal offenders,18 
in whom it might take the form of blaming (“Society is out to get me”), overgeneralizing (“I can 
never catch a break”), or mind-reading (“He thinks I’m weak and said that to provoke me”), to 
take just a few examples.19

Commonly, individuals first work collaboratively with a licensed mental-health professional to 
learn the process and techniques of CBT.20 Mental-health professionals can vary widely in their 
level of training; psychiatrists, for example, hold medical degrees, while psychologists or licensed 
clinical social workers may have master’s-level education. Providing CBT does not require a license.21 
Packaged CBT curricula can be purchased by anyone and thus, in theory, be administered by 
anyone, or even self-administered.    

In general, the process of CBT involves a sequence of steps: first, one identifies feelings of distress 
or problematic behaviors and judges their severity; next, the associated event and automatic 
thoughts are noted; then, determining if and how the automatic thoughts might be distorted, 
one reinterprets the event more evenhandedly; finally, the new emotional response is noted, and, 
in theory, the associated distress is likely judged as less severe and the corresponding behavioral 
response more measured and appropriate.22 

Unlike many other forms of psychotherapy, CBT is not concerned with distress as a residual 
effect of earlier life experiences (e.g., childhood adversity); instead, it is action-oriented in that it 
is proactively focused on improving current emotional and behavioral responses.23 Techniques 
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for doing so might include thinking skills like self-monitoring, information gathering, critical 
reasoning, and goal setting. Role-play scenarios and practicing these techniques in real situations 
are often used to teach skills.24

CBT is the most researched form of psychotherapy and considered by some to be the best standard 
of psychological treatment currently available.25 CBT was developed in the 1960s by Aaron T. 
Beck, a psychiatrist whose work initially focused on depression.26 Beck theorized that depressive 
symptoms resulted from patients’ negative underlying beliefs, often about themselves; he found 
that when patients reevaluated their thinking, they felt better and modified their behavior.27 

CBT has since been used as an intervention for many types of mental-disorder diagnoses, as well as 
for situation-specific challenges and antisocial behaviors, including, but not limited to, generalized 
anxiety disorder, obsessive-compulsive disorder, eating disorders,28 anger,29 insomnia,30 chronic 
pain,31 alcohol and drug use,32 and sexual offending.33 CBT can be provided individually, on a 
group basis, or both. Corrections-based programs are frequently provided in groups.34  

While CBT generally follows the process and key principles described above, many different 
forms of CBT now exist and are practiced.35 As a result, there is now less clarity on definitions and 
principles of CBT,36 and versions of the practice are increasingly heterogenous.37 This proliferation 
warrants attention because, as researchers have recognized, not all interventions labeled as CBT 
maintain fidelity to empirically supported constructs.38

How Available Is CBT  
to Offenders?
CBT is offered in a wide variety of criminal justice settings, but data are generally scarce as to what 
proportion of the target population has access to or participates in this form of treatment. This 
makes it impossible to precisely calculate how much room there is for policymakers to expand 
the use of CBT; future research should be devoted to a thorough census of existing rehabilitation 
programs, the share of offenders who can and do access them, and the approaches that they take. 
However, it is worthwhile to briefly review what information is available on the status quo.

Prisons and their respective parole systems tend to offer a variety of rehabilitation and reentry 
programs, and many inmates report receiving such help in surveys. Sometimes CBT and other 
mental-health treatment is required or incentivized in various ways, including with cash, good-
behavior credits, sentence reductions, and priority for placement in halfway houses.39

The Survey of Prison Inmates40 asks state and federal inmates many questions about the help 
and programming that they have received. In the 2016 (most recent) round of the survey, 35% of 
inmates reported that they had taken anger-management courses since admission, 24% reported 
receiving mental-health treatment, and 21% reported receiving substance-abuse treatment (with 
7% receiving counseling specifically for this purpose, as opposed to education or other treatments). 
Unfortunately, the survey does not collect data about CBT specifically.

In a survey of state corrections departments conducted in 2015 and 2016,41 all the responding 
agencies reported providing some sort of reentry services to the incarcerated, with 68% providing 
mental-health help and more than half offering substance-abuse treatment for this purpose. Although 
the survey did not ask about CBT as such, it did ask about specific curricula, some of which are 
either based on, or often include, CBT—e.g., 5% of respondents said that they use Thinking for 
a Change, and more than 20% said that they use the Risk, Needs, Responsivity approach. More 
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recently, states have also begun offering trauma services, especially to female inmates; 73% reported 
doing so in the survey, with about 9% specifically saying that they provide CBT in the trauma 
context. Of course, a major limitation of collecting these numbers state by state is that the survey 
does not tell us how many facilities offer these programs or what percentage of inmates have access 
to them or choose to participate.42

Prisons are not the only setting in which CBT is used in relation to criminal offending. As the 
number of beds in state-run psychiatric hospitals has declined over the past half-century, these 
facilities are increasingly populated by forensic patients—i.e., those who are there as a result of 
the criminal legal system, commonly to establish an individual’s competency for trial.43 In 2023, 
52% of beds in state psychiatric hospitals were occupied by forensic patients, nationally.44 

The National Substance Use and Mental Health Services Survey (N-SUMHSS) reports various 
treatment modalities offered by state psychiatric hospitals, among other treatment facility types; 
in 2022 (the latest survey available), 29 of 33 state hospitals (87.9% ) reported offering CBT,45 and 
27 of 33 state hospitals (81.8%) offered treatment programs or groups dedicated to, or exclusively 
designed for, forensic patients.46 To be clear, this is a small portion of the overall incarcerated 
population. In 2021, the U.S. jail population alone was about 634,400,47 and nationally, about 36,150 
state-run psychiatric hospital beds were available in 2023, putting the estimated hospitalized share 
of jailed individuals at about 4%. Still, 5,576 inmates were awaiting admission to a state hospital in 
2023, and inmates spent a median of two months in jail waiting for a bed to open across 26 states.48

More anecdotally, we can look at the two largest states in the country, which fortuitously fall on 
opposite sides of the red/blue divide. Texas’s Department of Criminal Justice offers, among other 
reentry programs, the Corrective Intervention Pre-Release Program, a 120-day curriculum that “is 
designed for the inmates to begin to build awareness about the thinking and attitudes that have 
impacted their choices” and “includes a workbook-based cognitive change program designed for 
in-cell use along with computer technology that allows for classroom style interaction with the 
staff.”49 California’s Department of Corrections and Rehabilitation reports50 that inmates with at 
least six months to release are eligible for a 14-week substance-abuse-focused CBT program, and 
those with a year left are eligible for a seven-month program “focused on addressing: treatment 
readiness, anger management, victim impact, criminal thinking, and family planning /parenting.” 
Both programs take two hours per day, three days a week.

Federal facilities hold less than 15% of all prisoners, but they also offer considerable CBT 
programming. According to the most recent (2023) First Step Act Approved Programs Guide, all 
federal prisons offer CBT-based options, including Basic Cognitive Skills, Criminal Thinking, and 
Emotional Self-Regulation. More focused CBT programming handles issues such as substance 
abuse, trauma, serious mental illness, depression, chronic pain, and eating disorders, though not 
all options are available at all facilities. Under the First Step Act, some federal inmates can earn 
time credits for participating in recidivism-reduction programs such as these.

There are also, of course, programs targeted to at-risk members of the broader community, including 
low-income youth and adults with criminal histories; estimates of these programs’ full availability 
are even more elusive.

The justice system is certainly well aware of CBT, and much of its rehabilitation programming 
claims to deploy CBT techniques.51 However, there is space to expand the availability of CBT, 
provide versions adhering to key principles over those that do not, implement programming in 
a more intensive or efficacious manner, and incentivize (or require) participation more heavily.
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CBT Can Work— 
but Doesn’t Always
CBT has been studied extensively over several decades, and numerous literature reviews have 
estimated its effectiveness in preventing recidivism.

How does one tell whether a program works? Ideally, researchers randomly assign some individuals 
to receive treatment and others not to; this way, it is fairly certain that the only systematic difference 
between the two groups is the treatment itself. Alternatively, we can sometimes find “natural 
experiments,” in which some individuals, but not others, receive treatment in quasi-random 
fashion—such as when some counselors are more likely than other counselors to direct patients to 
CBT, as in a notable recent Canadian study.52 Barring that, researchers may create a control group 
by “matching” program participants to nonparticipants who are similar in various ways (such as 
age, race, sex, and criminal history)—or they can statistically account for important participant 
characteristics such as these—but these techniques cannot account for the possibility that those 
who participate are simply more motivated to change than those who do not participate.

In 2007, Mark W. Lipsey, Nana A. Landenberger, and Sandra J. Wilson published a Campbell 
Systematic Review based on 58 studies that used any of these methods to study CBT’s effect on 
recidivism in general offender populations. They included studies of well-known CBT programs—
or highly similar variants53—that deployed principal techniques like identifying and changing 
distorted thinking, teaching thinking skills, and self-monitoring. They excluded programs designed 
for specific populations (substance abusers, sex offenders, etc.) and removed studies whose control 
groups included individuals who were offered CBT but actively refused it or who quit treatment 
partway through. They combined all the studies’ results, focusing on measures of rearrest after 12 
months, where available, but also including reconviction or incarceration or other time periods 
when necessary.

They found that, on average, CBT reduced recidivism by about a quarter, from 40% in the typical 
control group to 30% among those treated. Importantly, whether the studies used random assignment 
or other methods made little difference to this result, nor did the setting of program administration 
(e.g., during incarceration or in the community), suggesting that the findings of an effect may be 
robust. Programs that were closely monitored to ensure quality and fidelity of implementation 
were most likely to be effective, regardless of the provider’s mental-health background. 

After more than a decade and a half, this finding is among the most commonly cited for the 
effectiveness of CBT, and it is loosely consistent with other reviews,54 including reviews focused 
on specialized populations.55 The magnitude of this effect highlights that CBT interventions can 
be worthwhile and effective but that they are far from a panacea. Indeed, the caveats in this and 
other reviews—and additional concerns raised in other sources—are as important as the bottom-
line conclusion that CBT can be effective in preventing some amount of crime. 

The Lipsey et al. review extensively compared the finer details of various programs with the 
estimates of their effectiveness. The most effective programs focused on higher-risk offenders, 
combined CBT with other components, were more time-intensive, were better-implemented (as 
measured, for example, by the proportion of dropouts and whether it was a research program, 
which tends to be run by motivated staff), included individual attention beyond group sessions, 
and focused on cognitive restructuring and anger control. A focus on victim impact and the use 
of reward/penalty schemes to modify behavior were associated with worse outcomes.
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The heterogeneity in outcomes for different programs indicates that many types of CBT are not 
particularly effective but also that the right kind of CBT could be more effective than the central 
estimate of the study. By Lipsey et al.’s modeling, a CBT program would reduce recidivism by 
about half, even without being combined with other services, if it were characterized by high-
quality implementation with zero attrition, moderately high-risk offenders, two sessions a week 
for 16 weeks, and anger control and interpersonal problem-solving components.

But there are reasons to believe that Lipsey et al.’s main estimate was too high. Only six of the 58 
studies included were highly rigorous, meaning that they were randomly assigned, conducted in 
the “real world” (outside research or demonstrations settings), and maintained enough participants 
throughout the individual study to produce results with strong internal validity. The authors 
noted: “The amount of high-quality research on CBT in representative correctional practice is not 
yet large enough to determine whether the impressive effects on recidivism found in this meta-
analysis can be routinely attained under everyday circumstances.”

A 2019 federal review,56 carried out on behalf of the First Step Act Independent Review Committee, 
raised several other concerns. It pointed out that much of the available research is decades old, 
that studies typically focus on shorter-term impacts (e.g., within one year), and that the federal 
system’s programs had not been recently and systematically evaluated. More particular concerns 
were articulated in a 2018 article from the health-services criminologist Faye Taxman, who stressed 
that, while we may know that CBT works, we lack knowledge of the “nitty gritty,” including what 
type of staff should administer it, whether the use of (and fidelity to) a brand-name curriculum 
is helpful, how high of a treatment dosage is needed to move outcomes, and how CBT should be 
sequenced with other treatments.57

Perhaps most concerning is a 2021 meta-analysis in Lancet Psychiatry.58 The review was limited to 
studies that used randomized controlled trials (RCTs)—the gold-standard research method for 
evaluation—to analyze programs delivered during incarceration (not in the community). Only 
six CBT studies met these stricter criteria, but these programs appeared to have no effect on 
recidivism: not only was the estimated effect statistically insignificant, but it was almost exactly 
zero.59 In explaining this result, the authors speculated that “these interventions are not linked 
with psychosocial support upon release” or “do not address the accommodation, employment, 
and financial difficulties after release that contribute to recidivism risk.” They also highlighted that 
previous reviews have combined RCTs with less rigorous studies and that “only one of the six CBT 
studies in our systematic review reported significant reductions in reoffending,” and questioned 
the “widespread roll-out of these treatment approaches in prisons” in light of the findings.

At minimum, the positive effects of CBT appear to be tempered by the quality and fidelity of 
a program being provided—which is important because clinical guidelines and best practices 
are frequently unmet or unimplemented in mental-health care and treatment.60 Historically, 
state correctional agencies have frequently not had a single specific person who is responsible 
for overseeing correctional treatment programs or is knowledgeable about all the programs and 
services provided.61 A lack of dedicated responsibility (and potentially, accountability) for the 
overall suite of programs that a given setting may deploy could suggest a more general lack of 
intensive oversight or attention to programs’ fidelity.
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CBT in Chicago:  
Recent Experiments
Recent work from the University of Chicago Crime Lab deserves special attention for its rigorous 
approach to program evaluation. For over a decade, the lab has partnered with various organizations 
to study CBT interventions, using randomized trials coupled with careful statistical methods to 
account for the fact that individuals randomized to participate in these programs sometimes do 
not participate.

Both the promise of CBT-based efforts to reduce crime and the significant variation in results 
can be seen in the lab’s evaluations of four very different programs, which ranged from highly 
affordable to extremely expensive and targeted subjects ranging from low-income middle-school 
boys to hardened twentysomething criminals at high risk of serious violence.

Choose to Change

“Choose to Change” is a six-month program that recruits youth with an average age of 16 at a 
high risk of violence—referred by nonprofits, public agencies, and schools—and provides them 
with at least eight hours per week of mentoring, plus trauma-informed CBT sessions, at a cost 
of $5,000–$7,600 per participant. A recent working paper provides a thorough summary of the 
program’s RCT.62

At various points after the program began, from six to 36 months, the researchers consistently 
found reductions in rates of arrest generally, and specifically in rates of arrest for violent crime—
albeit with less-to-no effects on arrest for property, drug, and other crimes. After 36 months, those 
who had been offered the program saw a reduction in the probability of any arrest of about 5 
percentage points (compared with a control group where nearly 40% were arrested) and a 3-point 
reduction for any violent arrest (vs. nearly 20% of the control group). Since not everyone offered 
the program took it up, the effects of actually participating were higher (decreases of 8 and 5 
percentage points, respectively).

However, the results were weaker for the total number of arrests (violent or otherwise), as opposed 
to the binary question of whether any arrest had occurred. Even at shorter follow-up points, 
the effects on this measure were often statistically insignificant, especially after adjustment for 
multiple hypothesis testing. (In randomly generated data, 10% of comparisons will be considered 
significant at the 10% level, on average; multiple-hypothesis adjustments account for this dynamic 
in situations where researchers are studying numerous comparisons at once.) And at 36 months, 
all the unadjusted results, for every type of crime analyzed, were statistically insignificant. These 
numbers still suggested some reduction in total and violent arrests, even if the differences were 
not statistically significant.

Choose to Change clearly succeeded in getting some participants to stay out of some trouble, at 
least in the short run, with less clear effects on the total amount of trouble prevented.

CBT in Juvenile Detention

After a lawsuit resulted in its takeover by a court-appointed administrator, Cook County’s Juvenile 
Temporary Detention Center—which holds high-risk minor arrestees for an average of three to 
four weeks before courts handle their cases—implemented CBT sessions for males twice daily, 
during times that inmates had previously spent watching TV. Participants also filled out “thinking 
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reports” following behavioral incidents, documenting the thought processes that caused them to 
act out. Fortuitously for scientific purposes, inmates were assigned to residential units in essentially 
random fashion, the reforms rolled out in different units at different times, and further legal 
wrangling temporarily halted expansion of the program after it had been implemented for only 
half the units.

 By a 2017 study’s63 estimates, the program produced substantial declines in readmission to juvenile 
detention, by about 16 percentage points after  18 months, a decline of about one-fifth. It also 
reduced the total number of readmissions by about one for every 1.4 participants. However, when 
the outcome was defined as the number of times being readmitted or rearrested, the decline was 
no longer significant and, in fact, was slightly smaller in absolute terms.

Like Choose to Change, this program clearly had measurable positive impacts despite some 
caveats—and it cost only about $60 per participant.

Becoming a Man

The “Becoming a Man” program works with male middle- and high-school students in low-
income areas for an hour a week, teaching them to slow down their thinking in potentially 
violent situations, at a cost of about $1,850 per participant per year. A 2018 study64 broke down 
the program’s effects by combining the results of four randomized trials in various ways (such as 
looking at results after the first year, at program completion, etc.). Each treatment and control 
group in every trial included more than 1,000 participants. 

The results for arrests65 were, unfortunately, lackluster. The most promising finding was a possible 
reduction in violent-crime arrests, with one comparison suggesting a drop of more than a third for 
those who participated—though other ways of aggregating the trials suggested smaller, statistically 
insignificant, declines. Further complicating matters, none of the arrest results remained statistically 
significant at the 5% level with correction for multiple hypothesis testing. The program appeared  
to have little to no impact on drug or property arrests, as all those results were insignificant and tiny.

The pessimist’s take is that the program might have achieved nothing on the crime front: with 
adjustment for multiple hypothesis testing, all the arrest results are null. A more optimistic read 
is that Becoming a Man is a promising program worthy of further investment and study but 
one whose overall effects on crime could be modest, and thus may require large sample sizes to 
measure accurately.

READI Chicago

Easily the most intensive intervention discussed here, READI Chicago provides five-day-a-week 
programming, including 90-minute CBT sessions on three mornings and professional-development 
sessions on two, followed by subsidized employment. Results from an RCT evaluating the program 
were published this year.66

The study recruited participants, 25 years old on average, through three pathways: 1) antiviolence 
street outreach workers, who were told to select those at the highest risk of violence (but who noted 
in interviews that they also selected people who were ready to make a change); 2) an algorithm 
that mathematically chose Chicagoans at highest risk based on administrative data; and 3) risk 
screening of those leaving prison or jail. Participants were paid $25 for each session that they 
attended and were eligible for the subsidized work (starting at $11/hour) only if they accepted 
CBT. The program cost about $52,000 per participant.
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READI certainly selected individuals at high risk: incredibly, over 10% of the study’s control group 
were shot or killed within  20 months. The program was also effective in getting members of the 
randomly selected treatment group to participate, with an initial take-up rate of 55%, though 
participation fell by nearly half within a year.

Did the investment pay off? It depends on how one reads the statistical results and on how one 
evaluates the methodology used to arrive at them. 

The authors admirably “pre-registered” their plans for analyzing the numbers, a hallmark of good 
science that prevents researchers from, subconsciously or not, fishing around in data to highlight 
desirable results. They originally planned to look at two outcomes: serious violent-crime arrests; 
and shooting/homicide victimizations (meaning cases where the subject himself was shot or killed). 
However, their recruitment methods ultimately proved more accurate than expected, giving them 
a larger than anticipated sample of arrests specifically for shootings and homicides. They opted 
to split the arrest category in two: one category for shootings and homicides; and the second for 
other serious violence, thus creating three outcomes.

Shooting or homicide arrests were the rarest of the three outcomes, with only about 50 across both 
treatment and control groups.67 Subjects were the victims of shootings and homicides about four 
times as often as they were arrested for shooting or killing others, which may reflect, in part, low 
clearance rates for these crimes, particularly in Chicago’s black neighborhoods.68 Even arrests for 
other serious violence were only half as common as shooting or homicide victimization.69

This background is important because the only overall metric that showed statistically significant 
benefits was this small, newly created category of shooting-and-homicide arrests. An index combining 
all arrests and shooting/homicide victimization, which the authors considered their primary outcome 
of interest, was slightly lower in the treatment group, a statistically insignificant difference. The 
shooting victimization measure also showed a modest, statistically insignificant, decline. Arrests 
for serious violence besides shootings and homicides showed a small, insignificant increase.

But arrests for shootings and homicides were dramatically lower in the treatment group, such that 
those who actually participated in the program were 65% less likely to experience these arrests. The 
difference was statistically significant on its own, though no longer significant after adjustment 
for multiple-hypothesis testing. 

Further, when the researchers broke the results down by the participants’ referral pathway, they 
discovered that the results were strongest for those sent by outreach workers (who, beyond the 
decline in shooting/homicide arrests seen in the full sample, also saw improvements in the overall 
index and shooting/homicide victimizations). Within that subset, those with high risk scores 
also saw stronger benefits, suggesting a combination of the two recruitment methods might be 
promising, bearing in mind that these results are based on a relatively small sample. 

Needless to say, if programs like READI can select people at an extremely high risk of gun violence 
and reduce their firearm offending by two-thirds, they’re a good investment. But it’s possible that 
this effect was a statistical fluke; and the program is very expensive to run.

Recommendations
An Appropriate Approach to CBT for Criminal Offending

In light of the foregoing, we believe the following to be an appropriate approach to CBT: keep 
doing it, but adhere to known best practices and study the results so that best practices can be 
better understood, shared, replicated, and improved.
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First, given the overall positive thrust of the existing research, policymakers should continue to 
pursue CBT efforts. In return for this investment, they should expect modest reductions in criminal 
offending in the short term. Longer-term effects are much less clear, and CBT is certainly not a 
panacea over any time frame. A suite of solutions that includes services other than mental-health 
treatment should be considered for those at risk of criminal and violent offending, particularly 
services like employment and housing, known to contribute to recidivism risk.

Second, policymakers should ensure that programs adhere to best practices and maintain core 
components of CBT that have demonstrated effectiveness, which has been a noted challenge.70 
For example, the potential of CBT seems greatest when concerned with current behavior change 
rather than past experiences, when the therapy is targeted, used intensively (frequently over a 
longer period) with subjects at high risk of recidivism, and in complement with other services 
and supports. Offenders with mental illness have a high risk of recidivism and general risk factors 
for recidivism.71 Providing continuity of care between correctional, inpatient, and outpatient 
settings has long-standing research support but has not been implemented, by and large.72 Mental-
health treatment, particularly in jails, often falls short; it may consist of medication alone, for 
example, and even on this front, a majority of jail inmates who may warrant medication do not 
always receive it.73 Providing high-quality CBT in addition to medication would help make the 
criminal justice system a location where mentally ill individuals can connect with public systems 
and access treatment.   

Third—and most important—given the many ways in which CBT programs differ and the wide 
range of estimates of their effectiveness, state agencies and nonprofits that run CBT programs 
should work with researchers to study their efforts with randomized trials, as has been done in 
Chicago. Federal and state lawmakers should consider funding such research in a systematic fashion 
prior to vast expansions. This would allow program operators to reform or replace initiatives that 
are not working and to document more thoroughly, for the benefit of all, which approaches do 
work. Important questions about quality deserve further attention before expansion: What types 
of providers or treatment structures promote the highest-quality treatment and best outcomes? 
How, and to what extent, does individual or group therapy affect treatment effect, and for which 
groups of offenders? Might CBT via telehealth be a viable solution in locations where mental-
health providers are scarce? 

While it is unclear what types of providers are required for CBT to have greatest efficacy, it is 
worth noting that there is a documented shortage of mental-health professionals practicing in 
correctional settings and serving seriously mentally ill patients.74 Outside the carceral system, 
many psychiatrists do not accept Medicaid—an important health-insurance provider to both low-
income and mentally ill individuals—due to low reimbursement rates. Attracting more providers 
for the incarcerated and the seriously mentally ill will require thoughtful solutions—perhaps 
encouraging or requiring internships and residencies in correctional or inpatient settings, where 
practitioners will gain exposure to working with these populations. To the extent that CBT can 
successfully be provided via telehealth, this may also serve as a partial solution.

An Appropriate Approach to Mental Illness and Crime

The current availability of intensive, high-quality mental-health treatment and services for those 
with serious mental illnesses leaves much to be desired, both in and out of correctional settings. 
Some criminal justice reformers argue that the mentally ill need not be incarcerated and could 
instead be treated on an outpatient basis—but the community mental-health system has generally 
demonstrated neither the capacity nor the interest in serving those at highest risk of criminal 
offending or violence from mental illness. As long as community care is inadequate, correctional 
institutions will continue to host a disproportionate share of the seriously mentally ill, and 
rehabilitation efforts will therefore need to be weighed alongside the need to maintain public safety.
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CBT might assist with some high-risk mentally ill offenders (and can also be effective for those 
without serious mental illness), but it is far from appropriate as a sole mental-health intervention 
in correctional settings. Adequate treatment for the most seriously mentally ill will require other 
efforts, as well. CBT requires that patients already have a level of self-awareness to understand that 
there may be a problem with their underlying thought processes; some mentally ill offenders who 
must have competency restored before trial, for example, would need other intensive treatment 
and stabilization efforts to understand the nature of their incarceration. For mentally ill offenders 
leaving correctional settings, greater efforts by the public mental-health system, specifically, to 
maintain connectivity with services are especially needed to prevent recidivism, and long-acting 
injectables may also play a valuable role to this end.75

States and counties should work to maintain adequate inpatient psychiatric bed capacity both for 
forensic and non-forensic patients; the federal government could support these efforts by repealing 
an outdated provision in Medicaid law called the Institutions for Mental Diseases (IMD) Exclusion, 
which creates a strong financial disincentive for doing so.76 

Regardless of clinical status, community mental-health treatment, including CBT, should not 
necessarily be a substitution for jail or prison for any given person who commits a violent offense. 
It is important to maintain the integrity of public institutions by enforcing laws and expectations 
for following them. All individuals, including those with serious mental illnesses, respond to 
incentives. A laudable aspect of CBT is its promotion of personal responsibility and accountability, 
in contrast to some other forms of psychotherapy. Arbitrary enforcement, or nonenforcement, of 
laws is in conflict with CBT’s own therapeutic principles, and thus substituting it for incarceration 
sends a conflicting message. This is not to say that CBT and other diversion programs, like mental-
health courts or assisted outpatient treatment, are not a worthy pursuit. But those programs should 
maintain a high bar of accountability and a high level of service intensity for participants, and 
they may not be appropriate for all offenders.

Conclusion
As therapeutic approaches go, CBT can be a useful tool for problematic behavior like criminal 
offending, at least in the short term, and it can be effective as a component of treatment for those 
with mental illness in the criminal justice system. However, the limitations of CBT should not be 
underappreciated. The extent to which any given program or provider maintains fidelity to the key 
principles of CBT will aid or temper its impacts, and those with the most serious mental illnesses 
will certainly need additional services and support. The fact that community mental-health and 
outpatient treatments have been applied over decades and crime has not dissolved, even among 
the mentally ill, speaks to these limitations. Any use of CBT to address criminal offending should 
be part of a broader suite of solutions.
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