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Objective: This systematic review synthesizes mental health court (MHC) research 
across the United States and Canada. This study reviews and compares the operations 
and practices of MHCs across both countries, as well as their recidivism rates. 

Methods: We gathered from existing literature to present common MHC practices used 
across the United States. However, in response to the lack of literature about Canadian 
day-to-day practices, we developed a questionnaire and contacted every Canadian 
MHC. In total, we contacted 36 Canadian MHCs, and 19 courts filled out a questionnaire. 
With respect to recidivism rates, we conducted a comprehensive literature search in 
February and March 2019 in PsycINFO, Google Scholar, Web of Science, and National 
Criminal Justice Reference Service Abstracts using the keywords mental health court, 
therapeutic justice, serious mental illness, mentally ill offenders, mental health diversion 
and problem-solving courts. 

Results: Canadian and American MHCs have similar practices. However, American 
MHC’s have more robust screening measures and typically admit more participants with 
schizophrenia, bipolar disorder, and major depressive disorder into their programs com-
pared to Canadian MHCs. MHC participants in both countries typically had lower recid-
ivism rates compared to regular docket court participants. 

Conclusions: MHC research should inform public policy. Additional research should 
move in the direction of discovering the predictors for why MHCs reduce recidivism.
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Introduction

There has been a steady deterioration of services 
for the mentally ill across North America [1-3]. 
For the past several decades, the criminal justice 
system (CJS) has emerged as the safety net for 
those with mental illnesses. Criminal justice data 
from across Canada and the United States have 
documented the alarming overrepresentation of 
prisoners with mental health problems or mental 
illness diagnoses, with the U.S. Department of 

Justice reporting that 24% of state prisoners and 
14% of federal prisoners had a mental health 
problem within the previous 12 months [4]. In 
Canada, the Office of the Correctional Investi-
gator reported that 13% and 29% of male and 
female federal prisoners had a mental health 
diagnosis, with both rates of men and women 
doubling between 1997 and 2008 [5].

Beginning in the 1980s and 1990s, various 
actors (judges, lawyers, and other criminal 

https://doi.org/10.15173/ijrr.v3i2.4112


justice practitioners) began criticizing the over-
representation of offenders with mental illnesses 
(and acute addictions) and the failure of several 
government departments, agencies, and initia-
tives to adequately address their complex risks 
and needs [6,7]. As a result, many states and 
provinces established community-based thera-
peutic interventions and treatment options [8,9]. 
In this context, mental health courts (MHC) arose 
as an alternative to traditional courts. MHCs focus 
on providing therapeutic, recovery interventions, 
and predominately operate according to the fol-
lowing three main assumptions and goals:

1. MHCs can decrease the recidivism rates 
of mentally ill patients,

2. MHCs can address and improve the qual-
ity of life and health outcomes of mentally 
ill offenders, and

3. MHCs can reduce regular court and other 
criminal justice costs.

There is a need to synthesize the recent research 
on MHCs given the sheer amount of published 
research and the proliferation of MHCs. In recent 
years, there have been a series of meta-analyzes 
and systematic reviews on MHCs to synthesis this 
research [10-14]. However, these articles have 
almost exclusively focused on American contexts. 
Although those articles are undoubtedly insightful 
and useful, the aim of this article is to add to the 
literature by comparing Canadian and American 
MHCs. Specifically, this systematic review:

1. compares and contrasts the designs and 
practices of Canadian and American 
MHCs (qualitative differences) and

2. compares and contrasts recidivism rates 
(quantitative outcomes) of Canadian and 
American MHCs.

To address the first point, we gathered informa-
tion from existing research in the United States to 
analyze the practices of American MHCs. How-
ever, due to a lack of existing research on the 
practices of Canadian MHCs, we developed a 
questionnaire and contacted MHCs across Can-
ada. To address the second point, we conducted 

an exhaustive literature search on recidivism 
rates in several databases.

In this article, we review existing research as 
well as introduce novel research. We first review 
existing research in the United States, including 
the purpose and core structural components of 
American MHCs. Second, we present our find-
ings on the practices and purposes of Canadian 
MHCs. Third, we systematically review recidivism 
rates of MHCs in Canada and the United States. 
Finally, we discuss future areas of research.

Literature Review: American MHCs

Two major factors contributed to the creation 
of MHCs and other problem-solving courts. 
First, interest groups across the political spec-
trum criticized the enormous economic costs 
associated with mass incarceration in the late 
1980s and 1990s [15]. For instance, schol-
ars [16,17] vehemently criticized get-tough-on-
crime policies because of the growing criminal 
justice costs. Second, the term “therapeutic 
jurisprudence” started to emerge in the criminal 
justice field at that same time and spread into 
other social arenas [1,18]. Therapeutic juris-
prudence links crime to larger social structures 
and psychological factors, and aims to improve 
the well-being of individuals who are involved 
in the justice system. Broadly speaking, thera-
peutic jurisprudence provides individuals with a 
series of services—such as housing, addictions 
treatment, and psychotherapy—to help reduce 
their interactions with the CJS. In this context, 
problem-solving courts were developed across 
the United States to address increasing prison 
populations and costs for those with mental ill-
nesses or other specialized needs [19].

The Miami Drug Treatment Court established in 
1989 represented the first problem-solving court in 
the United States. This court addressed the grow-
ing recognition that sentencing those with drug 
addictions did not reduce recidivism [20]. The first 
MHC emerged in 1997 in Broward County, Flor-
ida, to divert offenders with mental illnesses away 
from the criminal justice system. MHC’s have 
proliferated since 1997, with the Council of State 
Governments [21] indicating there are now more 
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than 300 American MHCs. The United States typ-
ically has two different types of MHCs:

1. the first wave of MHCs that predomin-
ately target nonviolent offenders charged 
with misdemeanours, and

2. a second, newer wave of MHCs that 
target offenders charged with felony 
crimes [22].

The Council of State Governments represents 
the foremost educational and funding body for 
American MHCs. The Council [21] has provided 
assistance and training to more than 100 MHCs 
throughout the United States. The Bureau of 
Justice Statistics and the Council of State Gov-
ernments [23] established 10 defined, shared 
elements for all American MHCs to follow. These 
elements distinguish MHCs from regular courts 
and include:

1. planning and administration;

2. identifying criteria and a target population;

3. timely participant identification and link-
age to services;

4. individualized terms of participation;

5. participant-informed choice;

6. treatment supports and services;

7. confidentially sharing health and legal 
information among court actors (e.g., 
lawyers, probation officers, and mental 
health professionals);

8. court are provided with continuous men-
tal health training and education;

9. monitor if the participants follow their 
court-mandated conditions; and

10. collecting data on each MHC to ensure 
its effectiveness and to ensure commun-
ity support for the program [24].

MHCs across American and Canadian jurisdic-
tions broadly operate according to one or more 
of the following purposes:

1. to provide a separate docket court for 
those who suffer from serious mental 
illness(es);

2. to decrease the recidivism rates of MHC 
participants;

3. to deliver therapeutic, community, or 
both interventions to improve health out-
comes; and

4. to monitor the level of compliance [12,13].

MHC screening

A study of six American MHCs represents the 
foremost research on the selection process [25]. 
There are typically three stages of MHC partici-
pant screening: initial screening, assessment 
eligibility screening, and evaluation screen-
ing. During the initial screening, members of 
the prosecution, judges from other courts, law 
enforcement officers, defence attorneys, proba-
tion officers, and prison staff refer potential par-
ticipants to MHCs. The district attorney and MHC 
team determine if the individual’s charges, crim-
inal history, and mental illness match the court’s 
eligibility criteria [25]. Potential MHC participants 
are screened out due to ineligible offence-type. 
For instance, some MHCs only admit those with 
misdemeanour offences while others only admit 
those with felony charges [26].

Those who meet the first stage requirements 
are referred to a more in-depth review, often 
conducted by mental health professionals. The 
mental health team primarily determines whether 
the potential participant meets the mental dis-
order criteria and whether their mental disorder 
played a role in the index offence. Drawing from a 
meta-analysis of 18 studies [27], the vast majority 
of individuals ultimately admitted into MHC have 
either a schizophrenia, bipolar or major depres-
sive disorder diagnosis (sometimes referred to 
as the big three). However, other MHC studies 
also indicate that some courts admit a variety of 
conditions, including anxiety, developmental dis-
abilities, substance abuse, and personality disor-
ders [28], although these illnesses often co-occur 
with the big three. If the mental health team deter-
mines the individual has met the illness criteria, 
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the team then decides “on the client’s willingness 
and ability to comply with treatment conditions” 
and their criminal history (e.g., history of violent 
crime) [25]. Those who do not meet these criteria 
are deemed ineligible for MHC participation.

At the final screening stage, the judge requests 
the client meet with them to determine final 
admission into MHC. Although there is some 
variability, most American MHCs use a combin-
ation of these screening phases to determine 
participant eligibility.

MHC participant demographics

There are four primary demographic features 
of MHC participants. First, female participants 
are overrepresented in MHCs compared to the 
general prison populations [29]. This being said, 
there are still more males than females enrolled 
in MHCs [30]; however, in some jurisdictions, 
females comprise the majority of MHC partici-
pants [31]. Second, a large subset of studies 
report participants to be typically in their early- 
to late-30s. [28,32]. Third, research indicates 
that there is an overrepresentation of white 
people and an underrepresentation of Black 
people, despite a vast overrepresentation of 
Black people in American prisons [32]. Finally, 
research indicates that the vast majority of par-
ticipants enrolled in MHCs have been diagnosed 
with severe mental illness(es) [33].

Sanctions and rewards

MHC judges generally provide participants with 
a series of court conditions, such as attending 
psychotherapy, taking prescribed medications, 
abstaining from intoxicants, and weapon prohibi-
tions [34]. MHCs frequently sanction participants 
for their noncompliance with their conditions and 
reward them for their compliance. Sanctions and 
rewards establish the right balance between “the 
carrot and the stick” to ensure compliance. This 
carrot-and-stick approach can be particularly 
effective for MHCs that dismiss the participant’s 
charges when they successfully complete their 
court conditions [6].

MHCs employ a wide series of sanctions to 
ensure compliance, including the judge harshly 

criticizing MHC participants [35], forcing the MHC 
participant to sit and watch other defendants in 
the court gallery all day, urinalysis, and increas-
ing the number of probation officer appoint-
ments [36]. A study reported that prison was 
used as a last resort in three of the four MHCs we 
studied, and that judges used prison as a sanc-
tion in 21% to 34% of their cases [37]. Alterna-
tively, MHCs also frequently reward participants 
for complying with court conditions. Common 
rewards include the judge praising the participant 
in the courtroom, reducing or eliminating court 
supervision and appointments with probation 
officers, and reducing or overturning urinalysis 
orders [6]. Globally, the use of sanctions and 
rewards is implemented to assist MHC partici-
pants in adhering to treatment and conditions.

Methods

Canadian MHC practices

We did not find a qualitative review of Can-
adian MHC practices in academic literature. To 
address this gap, we developed a standardized 
Excel document with 35 questions and contacted 
every Canadian courthouse or Canadian Mental 
Health Association office in every Canadian city 
with a population of more than 100,000, exclud-
ing Quebec. We did not contact Quebec jurisdic-
tions because we are not fluent in French. Every 
MHC that was contacted was asked if they knew 
of any other MHCs in their province that had a 
population of less than 100,000 (see Table 1). 
Surprisingly, we discovered several MHCs in 
smaller jurisdictions. Port Hawksbury, Nova Sco-
tia (population 3,214), is the smallest jurisdiction 
with a MHC. Conversely, Calgary, Alberta, is the 
largest city without an MHC (population 1.33 mil-
lion). We spoke to representatives from 71 Can-
adian jurisdictions. Of these, 36 jurisdictions 
reported they had an MHC, for a total of 47 Can-
adian MHCs (there are 11 MHCs in Quebec). If 
a jurisdiction had an MHC, we asked the repre-
sentative if we could email them a questionnaire 
to fill out. Nearly every jurisdiction consented 
and gave us their email. In total, we found that 
there are 24 MHCs in Ontario, 11 in Quebec, four 
in Nova Scotia, two in Saskatchewan, and one 
in each of Alberta, British Columbia, Manitoba, 
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Newfoundland and Labrador, New Brunswick, 
and the Northwest Territories.

We then attempted to communicate with the 
courts about information that is in the public 
domain (e.g., Do you have a court? What are the 
court procedures?). Nineteen Canadian MHCs 
responded. We collected information on numer-
ous court practices, most notably:

1. basic MHC information and goals,

2. screening and eligibility, and

3. incentives and sanctions that are used in 
the courts.

Recidividism rates

Five articles previously conducted a standard-
ized review of recidivism rates for MHCs [10-14]. 
All these articles reported that MHC participants 
typically had lower recidivism rates compared 
to those in regular court. Although these articles 
are important and noteworthy, this study adds to 
the literature by providing a review of Canadian 
MHCs, which has not been done to date.

The lead author conducted a comprehensive lit-
erature search in February and March of 2019 
in PsycINFO, Google Scholar, Web of Science, 
and National Criminal Justice Reference Ser-
vice Abstracts using the keywords mental health 
court, therapeutic justice, serious mental illness, 
mentally ill offenders, mental health diversion 
and problem-solving courts. We looked in the 
reference sections for additional articles.

Five inclusion criteria included articles that:

1. were published in English;

2. included adult MHCs (as opposed to 
youth);

3. used recidivism as a dependent variable 
(e.g., arrests, conviction, or time spent in 
jail);

4. included an experimental and compari-
son group (MHC-TAU [treatment as 
usual]) or a pre–post design between 
completers and noncompleters; and

Table 1: Canadian mental health courts (e.g., com-
munity wellness courts, therapeutic courts), exclud-
ing Quebec

City or town
Population 

(2016 figures)
Completed 

Questionnaire
Edmonton, Alba. 932,550 Yes
Victoria, B.C. 85,795 No
Winnipeg, Man. 705,245 Yes
Saint John, N.B. 67,575 Yes
St. John’s, N.L. 108,860 Yes
Amherst, N.S. 9,413 Yes
Dartmouth, N.S. 
(includes Halifax)

403,390 Yes

Kentville, N.S. 6,271 Yes
Port Hawksbury, N.S. 3,214 No
Bradford/Alliston, Ont. 28,077 No
Brockville/Leeds, Ont. 21,854 No
Greater Sudbury, Ont. 161,530 Yes
Guelph, Ont. 131,795 No
Halton/Milton, Ont. 548,435 Yes
Hearst, Ont. 5,550 Yes
Huron-Perth, Ont. 59,297 Yes
Kenora, Ont. 15,096 Yes
Kingston, Ont. 123,795 No
Kitchener, Ont. 233,220 No
Lambton/Sarnia, Ont. 123,399 No
Lindsay, Ont. 20,354 No
London/Middlesex, 
Ont.

383,825 Yes

Markham, Ont. 328,965 Yes
Oshawa, Ont. 159,455 No
Ottawa, Ont. 934,240 No
Owen Sound, Ont. 21,341 No
Oxford/Norfolk, Ont. 110,862 No
Peel, Ont. 1,382,000 No
Peterborough, Ont. 81,035 Yes
Sault Ste. Marie, Ont. 73,368 Yes
Toronto, Ont. 2,732,000 No
Vaughn, Ont. 306,230 No
Windsor, Ont. 217,185 Yes
Regina, Sask. 215,105 Yes
Saskatoon, Sask. 246,375 Yes
Yellowknife, N.W.T. 19,569 No
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5. were published in a peer-reviewed aca-
demic journal.

Articles that analyzed participant’s self-reported 
criminal involvement were excluded because of 
the unreliability of self-report measures of crim-
inal involvement.

Results

Canadian MHC practices

The first Canadian MHC opened in Toronto on 
May 11, 1998 [1]. The scholarly literature does 
not outline the number of MHCs across Canada, 
although the Canadian Human Services and 
Justice Coordinating Committee [38] reported 
there were 18 operational courts in Ontario and 
11 MHCs in Quebec in 2018 [39].

Basic information and goals of Canadian MHCs

Of the 19 MHCs that answered the questionnaire, 
four operated two or three times per week, three 
courts operated once per week and 12 MHCs 
operated a few times a month or less. None of the 
MHCs were functional eight hours a day or more 
because many of these courts operated in small 
jurisdictions and did not have large caseloads. 
However, seven MHCs functioned between five to 
eight hours per day, six MHCs operated between 
two to five hours per day, and five MHCs operated 
between one and two hours per day.

MHCs were asked if they had goals or meas-
ures of success and, if so, the MHCs were 
asked what those measures were. Fifteen of 
the MHCs stated that they had clearly defined 
goals or measures of success, with some hav-
ing multiple goals. Goals included diversion (six 
courts), improved health outcomes (six courts), 
reduced recidivism (five courts), and improved 
well-being (four courts). Although 15 courts 
had stated goals, only two of them had done a 
robust analysis of how to measure their court’s 
success [40,41].

Eligibility and screening

Every Canadian MHC has eligibility criteria (typ-
ically several criteria), with some courts having 
stricter criteria than others. To be eligible for 

MHC, 13 MHCs reported that the participant’s 
mental illness must have played a key role in 
their alleged index or predicate offence, 12 
MHCs indicated that their participants had to 
have a diagnosed serious mental illness, and 
10 MHCs stated that the participant must agree 
to treatment. Some courts were more lenient in 
their mental illness eligibility: five noted that they 
would admit participants into their MHC if there 
was evidence of a mental illness or mental health 
issue. Four indicated that they would admit par-
ticipants who had developmental disabilities or 
brain injuries, and nine reported that prospective 
participants must meet all the criteria to be eli-
gible for MHC.

Fourteen MHCs excluded participants based 
on offence types. The most common excluded 
offence was homicide (14 MHCs), followed by 
sexual offences (10 MHCs), and domestic vio-
lence (five MHCs). Other excluded offences 
included serious assaults (two MHCs), driving 
offences (two MHCs), and offences against chil-
dren (two MHCs).

All 19 MHCs indicated that both the crown and 
defence (including duty counsel) referred cases 
to MHC. Ten courts indicated that judges from 
other courts referred cases. Other referrals came 
from the police officers, mental health profession-
als, and family. Once potential participants were 
referred to an MHC, the court would then conduct 
a screening to determine eligibility. Only one court 
did not have any person devoted to screening 
potential MHC candidates. The other MHCs had 
the following people involved with screening:

1. the crown (14 MHCs),

2. mental health professionals (predomin-
ately comprised of either one of, or a 
team of social workers, psychologists, 
and psychiatrists—13 MHCs),

3. the defence (five MHCs),

4. probation officers (two MHCs), and

5. court support workers (two MHCs).

The crown and mental health professionals col-
laboratively engaged in screening measures in 
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10 MHCs. Three MHCs admitted nearly 100% of 
referred cases, 11 MHCs admitted about 75%, 
and five MHCs admitted about 50%.

Sanctions and rewards

Thirteen of the MHCs officially offered (multiple) 
opt-in incentives to encourage participants to 
participate. Twelve of them offered to stay or 
withdraw the charges after successful com-
pletion of the program, nine offered to reduce 
the participant’s sentences, and two offered to 
terminate sentences. Three courts informally 
stated that they typically offered reduced justice 
outcomes for participating.

Either a probation officer, court support worker, 
case manager, or a combination of these 
ensured MHC participants followed their con-
ditions in 12 MHCs. The types of sanctions 
imposed on participants varied widely. Eight 
MHCs required participants to attend court 
more frequently in the case of noncompliance, 
six removed the participant from the MHC pro-
gram, four required the participant to sit in the 
court gallery for a full-day, and two courts forced 
the participant to engage in community services 
hours. Finally, seven MHCs used jail as a sanc-
tion of last resort.

Recidivism rates

A total of 87 articles met the initial search par-
ameters. Of the 87 articles, we determined 18 
articles ultimately met our search criteria in the 
United States: 14 studies compared recidivism 
rates between MHC and TAU participants, and 
four study designs compared recidivism rates 
for MHC completers and noncompleters. We 
both analyzed all 87 articles: 100% interrater 
reliability was achieved. Originally we used the 
same search parameters for both Canadian and 
American MHCs; however, we expanded the 
inclusion criteria given that only one article met 
the criteria [41]. We included four other articles 
that employees associated with Canadian MHCs 
recommended to us [40,42-44], which included 
three Canadian articles that were not published 
in academic journals, and one that did not have 
a comparison group.

American studies

Although most of the American studies matched 
MHC with TAU participants (n = 14), we also 
reviewed four articles that compared the recid-
ivism rates for participants who completed the 
MHC program (completers) and participants 
who either opted out of or were expelled from 
the program (noncompleters). The MHC-TAU 
group designs compared the recidivism rates for 
MHC and TAU participants, whereas the other 
four studies compared recidivism rates for com-
pleters and noncompleters. Nearly all the studies 
included 12- to 24-month follow-up periods and 
defined recidivism as a combination of rearrest 
and booking rates, reconviction rates, time 
spent in jail, and time spent between arrests. 
Some of the MHC-TAU-group designs [37,44] 
differentiated between MHC completers and 
noncompleters.

Eleven of the 14 MHC-TAU designs reported 
that MHC participants had lower recidivism 
rates compared to TAU participants, with most 
of these studies reporting considerably lower 
recidivism rates (see Table 2 [45-58]). However, 
when controlling for MHC completers and non-
completers, all three articles that reported MHCs 
did not reduce recidivism ultimately did report 
that MHC completers had the lowest recidivism 
rates, followed by TAU participants and finally 
noncompleters.

Every MHC-TAU-group design that differen-
tiated between MHC completers and non-
completers [52] indicated that completers had 
the lowest recidivism rates, followed by TAU 
participants, and then noncompleters. This dif-
ference was most apparent in a study [56] that 
reported MHC completers were 3.7 times less 
likely to reoffend compared to noncompleters. A 
series of scholars attributed decreased recidiv-
ism rates among completers (compared to non-
completers) to be the result of the full treatment 
or full dosage of MHC [55].

MHC completers had significantly lower recid-
ivism rates (Table 2). For instance, a study 
[58] indicated that 39.6% of completers were 
rearrested in the five years following their 
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Table 2: Summary of American MHC research that analyzes recidivism rates
Study Findings
Anestis & Carbonell, 2014 [45] 
Southeastern United States

Quasi-experimental 
Pre–post comparison*

MHC participants had significantly lower rearrest rates (χ2 = 20.89, p > .001) and longer 
periods before reoffending (t = -4.66, p > .001) compared to TAU participants in the 
one-year follow-up.

Christy et al., 2005 [46] 
Broward County, Florida

Quasi-experimental 
Pre–post comparison*

No significant difference between MHC and TAU participants (one-year rearrest rate 
47 per cent MHC and 56 per cent TAU). These results were not statistically significant 
(p < .23)

MHC TAU
Arrest rates one year 47.00 56.54

Cosden et al., 2005 [34] 
U.S. (location unknown)

Experimental 
Pre–post comparison*

Relatively similar 24-month recidivism rates. These results were not statistically 
significant in terms of number of bookings (p < .01), number of convictions (p < .05) and 
number of jail days (p <.05).

MHC TAU
Mean number of bookings 5.33 3.89
Mean number of convictions 1.82 2.04
Days in jail 22.55 35.71

Frailing, 2010 [47] 
San Francisco, California

Quasi-experimental 
Pre–post comparison*

Mean number of days in jail pre- and postcourt referral or involvement. The authors did 
not report if these results were statistically significant

MHC TAU
One-year prereferral/court resolution 56.62 56.54
One-year postcourt involvement 11.99 134.61

Han & Redlich, 2015 [48] 
San Francisco County and 
Santa Clara County, California; 
Hennepin County, Minnesota; 
and Marion County, Indiana

Pre–post comparison*

Mean number of days in jail for six-months pre- and postcourt involvement. These 
results were statistically significant (p < .001).

MHC TAU
Six-months preenrolment 1.31 1.85
Six-months postenrolment 0.45 0.65

Hiday et al. 2016 [49] 
District of Columbia

Quasi-experimental 
Pre–post comparison*

Rearrest rates for MHC and TAU participants. The results indicated the difference to be 
statistically significant (p< .001)

HMC TAU
Two-year rearrest rate 38% 48%

Hiday et al., 2013 [50] 
District of Columbia

Quasi-experimental 
Pre–post comparison*

Significant reduction in rearrest rates post one year for MHC participants. The results 
indicated this difference was statistically significant (p < .001)

HMC TAU
One-year rearrest rate 27.5% 37.7%

Keator et al., 2013 [51] 
San Francisco County and 
Santa Clara County, California; 
Hennepin County, Minneaspolis

Quasi-experimental 
Pre–post comparison*

MHC participants and TAU participants had similar rearrest rates in the seven to 18 
months post program. The authors did not report statistics between the two groups. 
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Table 2: Summary of American MHC research, continued 
Study Findings

Kubiak et al. 2014 [52] 
(location unknown)

Quasi-experimental 
Pre–post comparison*

Mean number of days in jail and state prison for MHC completers, MHC noncompleter 
and TAU participants for a period of one-year postdischarge. The authors found a 
statistically significant relationship between MHC completers and noncompleters and 
TAU (p < .001) in terms of number of days in jail but not for number of days spent in 
state prison.

MHC completers MHC noncomplete TAU
Mean number of 
days in jail

4.73 23.20 49.27

Mean number of 
days in state prison

5.38 130.00 48.70

Lowder et al., 2016 [53] 
St. Paul, Minnesota

Quasi-experimental 
Pre–post comparison*

No significant differences between MHC and TAU in terms of incurred charges one-
year postprogram. The results indicated the rearrest rates for MHC participants were 
statistically significant (χ2 = 13.50, p = .001)

MHC TAU
Arrested 27.5% 37.3%
Any rearrest 8.1% 9.8%
Any violent felony rearrest 1.0% 1.9%

McNeil & Binder, 2007 [28] 
San Francisco, California

Quasi-experimental 
Pre–post comparison*

Significantly reduced recidivism. The authors reported a longer time for new charge (p < 
.0001) and longer time for a new violent charge (p < .0001) f or MHC participants.

MHC TAU
24-month charge rate 36% 61%
24-month violent charge rate 7% 15%

McNeil et al., 2015 [54] 
San Francisco, California

Quasi-experimental 
Pre–post comparison*

Violent offences between MHC and TAU participants six months after program 
admission. The authors did not report if the results were statistically significant.

MHC TAU
12-month act of violence rate 25% 42%

Moore & Hiday, 2006 [55] 
Rural population in 
Southeastern United States

Quasi-experimental 
Pre–post comparison*

Rearrest rates between MHC and TAU participants 12 months after entry in MHC and 
Traditional Criminal Court. The results are statistically significant (p < .001)

MHC TAU
Average number of re-arrests 1.10 2.36

Steadman et al. 2011 [33] 
San Francisco County and 
Santa Clara County, California; 
Hennepin County (Minneapolis), 
Minnesota; and Marion County, 
Indianapolis

Quasi-experimental 
Pre–post comparison*

The average number of arrests and days spent in custody between MHC and TAU 
participants. The results indicated the average days spent behind bars was statistically 
significant (p ≤ .001) but the rearrest rates were not statistically significant (p < .006).

MHC TAU
Rearrest rates post-18 months 49% 58%
Average number of days incarcerated 
pre-18 months

73 75

Average number of days incarcerated 
post-18 months

82 152
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participation in the MHC, compared to 74.8% for 
noncompleters. Finally, research [57] reported 
that 24.6% of MHC graduates reoffended two-
years postprogram, compared to 76.9% for opt-
outs and 90.7% for expelled participants.

Canadian studies

Out of the five Canadian studies, only two [40,41] 
used a robust research design. Both used a 
quasi-experimental pre–post comparison design 
between MHC and TAU participants (as well as dif-
ferentiating between MHC completers, nonstart-
ers, and partial completers). Two other [40,41] 
studies used a pre–post design, and one [42] 

compared MHC participants in 2010 with TAU 
participants from 2005 (see Table 3 [40-44]).

Of the other three studies, one study [44] found 
that their MHC participants averaged fewer 
days spent in jail, and had fewer charges and 
convictions two years after program admission, 
compared to two-years preprogram admis-
sion. MHC participants averaged 6.4 days 
in custody in the two years before program 
admission but only 2.8 days in custody post 
admission. Second, Nguyen [43] compared the 
recidivism rates for 189 MHC completers and 
noncompleters between 2011 and 2017 during 
three intervals:

Table 2: Summary of American MHC research, continued 
Study Findings

Burns et al. 2013 [31] 
County in Northern, Georgia

Pre–post comparison†

Rearrest rates and mean days spent in jail post program exit two years following court 
exit. The results indicated the rearrest rates (p < .001) and mean days spent in jail for 
MHC participants were statistically significant (p < .001).

MHC
Voluntary 
drop-out

Terminated 
participants

Two-year rearrest 
rate

24.6% 76.9% 90.7%

Mean days in jail 
postexit

2.8 113.6 202.3

Herinckx et al. 2005 [56] 
Clark County, Washington

Pre–post comparison‡

Rearrest rates for MHC participants 12 months preenrolment and 12 months 
postenrolment: The results were statistically significant (p < .001).

MHC
Rearrest rates one-year preenrolment 1.99
Rearrest rates one-year postenrolment .48

Hiday & Ray 2010 [57] 
County in North Carolina

Pre–post comparison§

Rearrest rates for MHC completers, those ejected from MHC and those who opted out 
of MHC over a two-year period. The results between completers and noncompleters 
were statistically significant (p < .001).

MHC Ejected from MHC Opt-out
Rearrested rate 
preenrolment

28% 81% 63%

Ray, 2014 [58] 
County in North Carolina

Pre–post comparison§

Significantly reduced rearrest rate for MHC completers compared to noncompleters 
during a 0–9 year follow-up period. In total, noncompleters were almost twice as likely 
to repeat offend (p <. 001) during a two-year follow-up period.

MHC Non
Rearrest rate 39.6% 74.5%
Rearrest rate for a violent felony 31.6% 68.4%

*Pre-post comparison design between MHC and TAU participants
†Pre-post comparison design between MHC completers, voluntary opt-outs, and terminated
‡Pre-post comparison for MHC completers (no comparison group)
§Pre-post comparison between MHC completers and non-completers
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1. while in the program,

2. during the first-year postprogram, and

3. during the second-year postprogram.

MHC completers had considerably lower recid-
ivism rates. Another study [43] found that com-
pleters and those still in the program had similar 
recidivism rates, and that MHC completers were 
significantly less likely to reoffend during both 
the first- and second-year postprogram. Only 
25% and 23% of MHC completers reoffended 
during the first- and second-years post program, 
respectively, compared to 66% and 46% for non-
completers, respecitvely.

Drawing from the two MHC-TAU-group studies, 
Campbell et al. [40] compared the recidivism 
rates 12-months pre–post admission for:

1. completers;

2. still active participants;

3. partial completers who were expelled 
from the program because of non-  
compliance;

4. partial completers who voluntarily with-
drew from the program; and

5. participants who were referred to the 
MHC, but who were then referred to 
regular docket court (TAU).

Table 3 Summary of Canadian MHC research that analyzes recidivism rates
Study Findings
Campbell et al., 2015 [40] 
Dartmouth, Nova Scotia

Quasi-experimental: pre–
post comparison design 
between MHC and TAU 
participants

For MHC participants, neither the on-year rearrest rate (p < .949) nor one-year arrest for 
violent offences (p < .074) were statistically significant.

MHC TAU
One-year rearrest rate 30.8% 31.5%
One-year rearrest for violent offence 3.8% 18.5%

Campbell et al., 2015 [41] 
Saint John, New Brunswick

Quasi-experimental pre–post 
comparison design between 
MHC and TAU participants

Although completers had the lowest recidivism rate, these results were not statistically 
significant (p < .074).

MHC Nonstarter Noncompleter
40.67-month recidivism rate 28.6% 32.6% 50.0%

Dias, 2015 [42] Kenora, 
Ontario

Quasi-experimental pre–post 
comparison design between 
MHC and TAU participants

Percentage of MHC and TAU participants who were charged with a crime one-year 
postprogram admission. The results did not indicate if it is statistically significant.

MHC TAU
Rearrest rate one-year follow-up 26% 51%

Nguyen, 2018 [43] 
Peterborough, Ontario

Quasi-experimental 
pre–post noncomparison 
design for completers and 
noncompleters

Rates of MHC completers and noncompleters charged with at least one offence at one- 
and two-year intervals. The results for MHC completers during a one-year follow-up period 
(p <.001) was statistically significant but not for the second year (p < .05)

MHC Noncompleter
One-year recidivism rate 25% 66%
Two-year recidivism rate 23% 46%

Watts & Weinrath, 2017 [44] 
Winnipeg, Manitoba

Pre–post design only MHC 
participants

The number of days spent in jail for MHC participants before and after program admission. 
The reductions in days spent in custody were statistically significant (p < .001).

PreMHC PostMHC
Days in jail per month during a two-year period 6.4 2.8
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Campbell et al. [40] reported that recidivism rates 
between MHC and TAU participants were not sig-
nificantly different. Completers, partial completers, 
voluntary withdrawal, and TAU participants all had 
similar reoffending rates. However, completers 
had the lowest recidivism rates, and those who 
were expelled from the program had considerably 
higher, statistically significant recidivism rates 
across all categories.

In another report, Campbell et al. [41] com-
pared the recidivism rates for MHC program 
completers, partial completers who either with-
drew from the program or were dismissed, and 
those who were referred to the MHC program 
but were ultimately referred to the traditional 
courts (TAU). That report found completers had 
the lowest recidivism rates (28.6%), followed by 
TAU participants (32.6%) and partial completers 
(50%) [41].

Dias [42] compared the recidivism rates for 
one year for individuals involved with MHC in 
2010 (experimental) and individuals involved 
with regular court in 2005. That report found 
51% of participants in the regular court reof-
fended, whereas only 26% of MHC participants 
reoffended.

Discussion

MHCs have proliferated across Canada and the 
United States in the past two decades. Although 
there has been a growing literature in the United 
States, including several meta-analyzes, there is 
a lack of Canadian research analyzing recidiv-
ism rates and on the day-to-day operations of 
MHCs. This study adds to the literature by high-
lighting the number and locations of Canadian 
MHCs (see Table 1) and everyday MHC practi-
ces. We recommend other scholars and criminal 
justice practitioners to conduct additional studies 
on Canadian MHCs. At the qualitative level, the 
goals and day-to-day operations of MHCs vary 
widely, particularly in Canada. There is a lack of 
standardized guidelines for Canadian MHCs. The 
stated goals of Canadian MHCs were unevenly 
distributed between diverting those with mental 
illnesses away from the justice system, improv-
ing health outcomes, and reducing recidivism. 

Therefore, we recommend standardized criteria 
for Canadian MHCs to follow.

Canadian and American MHCs are similar. 
Both use eligibility and screening measures. 
However, American MHCs use more robust 
screening measures (e.g., three stages) and 
typically admit more participants with the big 
three diagnoses. Moreover, American MHCs 
typically have several individuals involved in 
screening measured compared to the typical 
Canadian practice of having one or two individ-
uals involved. Canadian and American MHCs 
use similar sanctions and rewards. Canadian 
and American courts provide a withdrawal, 
staying, or reduction of charges after partici-
pants successfully complete the program. Both 
courts sanction participants for not following 
court-mandated conditions.

At the quantitative level, the American literature 
included considerably more robust research 
methodologies, with 11 of the studies employing 
either an experimental or a quasi-experimental 
pre–post comparison design. Of those 11 stud-
ies, MHC completers had the lowest recidivism 
rates, followed by TAU, and then noncompleters. 
Only two Canadian studies [40,41] used a quasi- 
experimental and control group design, with 
three studies comparing pre–post rates between 
MHC completers and noncompleters. Both com-
parison studies reported lower (although not 
statistically significant) recidivism rates among 
MHC participants while the non MHC-TAU stud-
ies reported that completers had lower recidiv-
ism rates than noncompleters.

Conclusion

We recommend scholars work with Canadian 
MHCs to compare recidivism rates for MHC and 
TAU participants. Future research should include 
rigorous multiple-year studies analyzing rearrest 
rates (and compare the commission of serious 
crimes between the groups), reconviction rates, 
and days spent in prison for MHC participants 
who successfully complete the program, those 
who were terminated from the program, and 
those who either chose to or were streamlined 
into the regular justice stream [57].
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MHC research should inform public policy. Most 
of the research on MHCs indicates participants 
who successfully completed the program had 
lower recidivism rates across several measures. 
At the same time, however, this same research 
also indicated that those who were expelled from 
the MHC because of noncompliance also had 
increased recidivism rates compared to all other 
participants, including those who were referred 
to regular docket court. Future research should 
examine why MHCs reduce recidivism, to dis-
cover the predictors for increased recidivism for 
MHC noncompleters, and to discover risks and 
protective factors in this population.
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