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Abstract

The Risk-Need-Responsivity (RNR) model suggestsrsdkey practices for justice-
involved populations under correctional supervisiahavioral health treatment planning
aligned with RNR principles for offender populatsonith co-occurring mental health and
substance use disorders (COD) could be one metimadtégrating RNR into clinical care. To
explore a unique approach to working with behavibealth and RNR principles, the authors
implemented a mixed-methods feasibility study & #tceptability, usability, and utility of a
newly developed RNR Treatment Planning Support TRbIR TST). The tool was implemented
in a re-entry program serving adults with co-oceigmental health and Opioid Use Disorders.
Chart reviews of RNR TSTs (N=55) and a focus gritsl4 re-entry clinical staff) were
conducted. Ninety-six percent of the RNR TSTs ipooated the use of a validated risk needs
assessment and 70% of the RNR TSTs were semi-ctarpleomplete. Focus group interviews
highlighted behavioral health staff perspectivest@nacceptability, usability, and utility of the
RNR TST. This novel RNR treatment planning suppaot has the potential to assist behavioral
health providers in integrating RNR principles itteatment planning. Further development and

testing are needed to determine its impact ontotiare and outcomes.

This article is protected by copyright. All rights reserved.



Introduction
Overview of the Problem

It is well-established that individuals with co-oceng mental health and substance use
disorders (COD) are at increased risk of criminatige involvement (Balyakina et al., 2013;
Peters et al., 2012). Nationally, approximately 1a®mcarcerated persons have a serious mental
illness, 53 to 68% have substance use disordedK@ito 72% of those with a mental health
disorder also have co-occurring substance used#iso(COD) (Osher et al., 2012). The Risk-
Need-Responsivity (RNR) model has been proposea affective framework for reducing
recidivism risk of justice-involved individuals WitCOD (Osher et al., 2012).

The RNR model comes from Andrews and Bonta, whotified eight primary
individual risk factors related to criminal justicecidivism (Andrews & Bonta, 2010; Andrews
et al., 2005). These factors can be further bralemn into those most correlated with criminal
recidivism (the so-called “big four” antisocial gyfactors of antisocial behavior history;
antisocial personality factors; antisocial cogmspand antisocial peers), as well as those that,
while associated with criminal recidivism, havesad robust relationship to crime (the so-called
“little four”: family/marital relationships; schoblocational activities; leisure time activities;dan
substance use) (Skeem & Peterson, 2011). The RNRIrtiten identifies the individual's
criminogenic needs within these domains that coellice risk and the individual’s responsivity
to those interventions. For decades, criminal gessiupervision has been centered around the
application of these RNR principles to help guidsecplanning and reduce recidivism risk by
addressing criminogenic needs (Taxman et al., 20B86)wever, despite calls for a “next
generation” of practice guidelines to help behalibealth and criminal-legal systems work
together to deliver more effective services (Wetffl., 2013), little has been done to

operationalize the integration of the RNR modehviiehavioral health treatment systems.
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For instance, programs have emerged that show peamisafely and mutually
supporting justice-involved individuals such assthdliverted from jail and those subject to
probation and parole (Draine & Herman, 2007; Piealsl., 2019; Smelson et al., 2018; Smelson
et al., 2020; Steadman et al., 2013; Steadman &&ey1997; SAMHSA, 2019). But, for the
most part, these advances have not effectivelgtated the Risk-Need-Responsivity model,
criminogenic risks and needs in general, or its@@ghes to more antisocial personality
associated challenges (Osher & Steadman, 200@.résult, justice-involved individuals
engaged in varied systems (e.g., mental healtlst@nte use, criminal justice) may experience
disjointed services that have dissimilar ways afradsing the individual’s needs and the
public’'s safety. Because of unmet needs and adiastmplex factors, justice-involved
individuals continue to overutilize treatment seed and revolve in and out of care (National
Healthcare for the Homeless Council, 2019). Thergioues to be a critical demand for
programs that help individuals succeed within atrdss systems (Pinals, 2014; Pinals &
Felthous, 2017).

One such program, a model called “Maintaining petelence and Sobriety through
Systems Integration, Outreach, and Networking-Grahdustice (MISSION-CJ),” was
specifically developed to address these gaps. MOSISCJ applies an amalgamation of
evidence-based practices and incorporates RNRipi&sdo assess and address the
criminogenic risks and needs of justice involvedgle with co-occurring mental health and
substance use disorders. MISSION-CJ utilizes awetad-health system embedded case
manager and peer support specialist team to caasdand link participants to a variety of
behavioral health, medical, and social service sttppwhile closely and intentionally

collaborating with community supervision staff (¢jgarole or probation). Promising data have
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emerged from preliminary studies (Pinals et alL2®melson et al., 2018; Smelson et al., 2020)
indicating significant improvements in behavidnaklth and criminal justice outcomes for
MISSION-CJ justice involved participants with COBL.the same time, anecdotal evidence
indicates that behavioral health teams within aayeof provider agencies face challenges in
consistently applying the RNR model to treatmennping in the legal system.

Various tools have been developed to address tiedlenges, one such instrument is the
RNR Simulation Tool (Taxman & Pattavina, 2013)eTRNR Simulation Tool is a web-based,
decision-support system designed to assist ageimctetermining what types of programming
will be most effective in reducing an individuatecidivism risk by providing a summary of: (1)
a client’s needs based on factors such as a hist@ybstance use or antisocial thinking; (2) a
client’s estimated recidivism rate or estimatedcess rate; and (3) three programs that are
available in the jurisdiction to which the cliestreturning that would best address their needs
(Taxman & Pattavina, 2013). This tool has beenflklp assisting jurisdictions and providers
implement the RNR framework through a criminal igestens and with a focus on a system’s
ability to respond to a client. Other case plagriools have evolved from risk assessment
measures. One such model is the Ohio Risk Asses$System: Community Supervision Tool
(Latessa et al., 2009), a tool that helps commuipervision staff more effectively assist
individuals under supervision to reduce recidivisyrtargeting areas identified in the risk
assessment measure. This tool is designed prinfarithe correctional supervising staff.

Although these developments are important, othave noted that more effort is needed
to tie behavioral health treatment responses toifsperiminogenic risks (McCormick et al.,
2017). The approaches and findings to date denaiasteps forward, but also highlight that

more work in this area is needed to assure thatahieus components of the behavioral health
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system and the legal system interact effectivalypdrticular, a careful integration of different
schools of thought regarding RNR is needed to aehpeve positive outcomes for the individual

without compromising public safety (Pinals, 2015).

RNR Treatment Planning Support Tool Development

The RNR treatment planning support tool (RNR TS8ision 2.0 (Pinals, 2018) was
developed to fill this gap of integrating approaxfrem siloed systems. It attempts to bridge
approaches of behavioral health and criminal jestigstems by applying formalized risk needs
assessments to inform more comprehensive behawieaith treatment planning, recognizing
that reduction of criminal recidivism can be cortcafized as a recovery-oriented personal goal.
Initially developed for use with court-involved intluals with co-occurring mental health and
substance use disorders who were receiving MISSBINdongside standard Mental Health
Court processing and probation services, the tpetationalizes Andrews and Bonta’s Risk-
Need-Responsivity framework and evidence basedipeador this group of individuals. It
takes into account the potential for misinterpietabf actuarially derived risk levels when
applied to the individual (Baird, 2017) as wellcase recovery concepts by integrating a careful
analysis of the individual’'s strengths, traumadrigt background, contextual, and cultural
factors to more holistically approach behaviorallttesupports and tie in these concepts to
community supervision and cross-system coordinatiothis way, it also helps support
behavioral health providers to work with clientsaimore individualized, culturally responsive,
and person-centered manner.

By incorporating the various elements of the Riged-Responsivity framework, the
RNR treatment planning support tool is designeelitat a person-centered treatment plan that

can help the individual drive their own change with support of RNR-informed behavioral
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health staff and coordination with criminal justmgpervisors. Through this work, interventions
aim to reduce repeat contact with the criminalipgssystem while also ameliorating symptoms
and suffering related to behavioral health condgio

The RNR treatment planning support tool is intentdelde used with individuals with
diverse CJ involvement, including those under comitgisupervision by probation or parole, in
specialty courts, and returning to their commuasifi@m jails and prisons. In implementing the
RNR TST across programs, case managers gathengxdstta from formalized risk need
assessments typically administered by the crimpustice provider such as the Correctional
Offender Management Profiling for Alternative Saoes (COMPAS) and Level of Service
Inventory-Revised (LSI-R) (Andrews & Bonta, 1995 dkews & Bonta, 2003; Northpointe,
1996) when available, as well as from various b&ral’health psychosocial assessments (e.qg.,
general behavioral health intake or structuredadinmeasures such as the Post-Traumatic Stress
Disorder Checklist or the Behavior And Symptom lifesation Scale) (Weathers et al., 2013).
Data are used to identify behavioral targets, ga@ald interventions to address criminogenic risk
that ultimately align with the individual’s persdmacovery goals. To enhance utilization of the
RNR TST by behavioral health providers, an accomipgnguidebook (Gaba et al., 2018) was
developed and includes a rationale for the tookxganation for each item on the tool, a list of
frequently asked questions, and a case example.

This is the first feasibility study of the RNR ttegent planning support tool within a
large MISSION-CJ re-entry program. Our objectivesw@assedgasibility—defined as
whether the RNR TST can and should be incorporatedorogram models and developed
further, and if so, how (Eldridge et al., 2016)—dxamining the acceptability, usability, and

utility of the RNR TST. This is a commonly used aggch to assess feasibility of a particular
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innovation, such as a new clinical tool (Glasgowlet2013; Lyon et al., 2020; Proctor et al.,
2009; Proctor et al., 2011).
Methods

The purposes of this mixed-methods feasibility gtwetre to quantitatively and
gualitatively evaluate the feasibility of implemerg the Risk-Need-Responsivity treatment
planning support tool (RNR TST). Feasibility wasasered in three wayacceptability
(defined as whether clinicians found the tool lilea including its format and features);
usability (defined as whether the tool could be used byoatdins to adequately record, track, and
summarize risk need information gathered from nis&d and psychosocial assessments); and
utility (defined as perceived usefulness of the tool tpstpehavioral health staff in treatment
planning aligned with the RNR model and best pcasi).

To evaluate the tool on these three metrics, adnmethod approach utilizing a
sequential strategy (Kroll & Neri, 2009) as a tgatation technique (Bowen et al., 2009) guided
two assessment phases: (1) a quantitative chaewwedf completed RNR TSTs; and (2) a
qualitative focus group with clinical staff. Thisidy was undertaken as part of a quality
improvement process in the context of a larger insykitem evaluation of a re-entry program
serving individuals with co-occurring opioid usedanental health disorders in the process of
being released into the community from jails andgors. The re-entry program was a
collaboration with the state’s Department of Healtld Human Services Behavioral Health and
Developmental Disabilities Administration Office Becovery Oriented Systems of Care,
Department of Corrections, two local county jadled Behavioral Health Treatment providers
who offered MISSION-CJ services, which, as noteavabincluded comprehensive case

management and peer support services to men anénvigteasing from prison and jails.
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To be included in this re-entry program, indivickiabd to: be 18 years or older; have an
opioid use disorder and co-occurring mental headtidition; be releasing from the correctional
facility within 90-days of enrollment; and be redeay to the county in which services were
being provided. All clients met with their case rager at the start of programming and agreed
to receive MISSION-CJ services and to participatprogram evaluation. MISSION-CJ services
were then provided for up to three-months pre-sdeand up to six-months post-release in the
community. The data for this study were collectexbss the course of the implementation of the
program from November 2017 to January 2020. Theéfeity of Massachusetts Medical
School, Wayne State University, and University aEiMgan IRBs determined the following
study was a program evaluation and exempt fromr&/g=w.

To implement the RNR TST, case manager and pegosugpecialist teams in this re-
entry program received training in Risk-Need-Respaty principles and the RNR TST, as well
as periodic program consultation from the RNR T8&d@ KISSION-CJ developers. Case
managers were encouraged to complete the RNR TiS3véwy pre-release client and update the
RNR TST every 2 months during their course of c@ase Managers were also encouraged to
review and track progress with the client and ofiteriders, especially with parole and

probation officers for any clients under commursityppervisor, regularly.

Quantitative Methods and Analysis

Risk-Need-Responsivity Treatment Planning Suppod Thart Review. As described
above, the RNR TST integrates and helps cliniedf summarize information from several
sources, including both criminogenic risks nee@sssents (e.g., COMPAS, LSI) (Andrews &
Bonta, 1995; Northpointe, 1996) and psychosocisgssments, to identify behavioral targets,

goals, and interventions. Domains of the RNR TS Tuide the following elements:
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demographics; brief co-occurring mental health sutostance use disorders history/current
functioning; the eight primary factors that areretated with criminal recidivism (e.g., antisocial
behavior, antisocial personality factors, antisboctgnitions, antisocial peers, family/marital
relationships, school/vocational activities, leestime activities, and substance use); and
responsivity factors such as mental health. Intaadibased on the identified risk and need
gathered from risk need and psychosocial assessnkattool requires the provider to assign
their client to one of four quadrants on the RiséeN-Responsivity rating scale (see Figure 1).
The rating assigned to each client is based onvbkeall uniqgue combination of the client’s
criminogenic and behavioral health needs and fanitg. Ultimately, it is a holistic estimate
rating that helps the behavioral health and prob#parole staff determine the intensity of
coordination and monitoring between behavioral thestipports and criminal justice supervisors
by recognizing that mental health, substance uskecaminogenic risk occur on a continuum
and resources should be allocated to where needsgirest (Osher et al., 2012). One indicator
that was measured as a proxy for usability wasrtean days from enrollment to completion of

an RNR plan (both pre- and post-release).

In order to help understand usability of the RNRI'T# this study we collected scores
from another measure, the Correctional Offenderadement Profiling for Alternative
Sanctions (COMPAS) (Northpointe, 1996). The COMR#S validated web-based risk and
needs assessment instrument designed to assesdenffecriminogenic needs and risk of
recidivism. It is used to inform decisions regagithe placement, supervision, and case
management of offenders. It includes known riskdein its prediction of recidivism and is
used to aid in correctional intervention to deceeth® likelihood that offenders will re-offend.

The COMPAS consists of 21 scales used to assess@ &ecidivism Risk and Violent
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Recidivism Risk and has been tested and empirigaligated across several large-scale studies,
demonstrating good construct and content validity iaternal consistency across a racially and
ethnically diverse sample of offenders (Farabesd.e2010). In the current program for which
this review was conducted, the COMPAS is completedorrectional personnel upon the
client’s entry to the correctional facility. Thecfbty provided case managers a copy of each
client's COMPAS score and report once the clien emarolled in MISSION-CJ services for re-
entry. The behavioral health providers then useittiarmation, along with behavioral health
data, to guide planning and support of the indigldu

Additionally, the risk of recidivism score was oipted from COMPAS assessments
completed by correctional personnel in order tessagreement between the COMPAS risk
rating and the clinician’s report of risk basedtbea COMPAS. We wanted to assess whether
clinicians used the COMPAS score or utilized sulbjegudgment to adjust the COMPAS rating
because research indicates that, in a number efideenaking contexts, utilization of
subjective judgment by a clinician, referred taiastructured professional judgment, risks
producing results inferior to judgments informedtbgse tools (Casey et al., 2014), and thus
may lead to development of treatment plans nohatigo the client’s accurate risk level with
regard to criminogenic risks. We computed an inasccorrelation coefficient (ICC) to measure
the reliability between the COMPAS scores andcthrecian’s report of the risk rating on the
RNR TST. Alternative risk-need assessment instrasnere utilized to inform the RNR TST
other than the COMPAS, such as the LSI-R. Howeuerto the low sample of collected plans
with an LSI-R, these plans were excluded from plmgion of the analysis.

RNR treatment planning support tools were collettedugh a review of clinical

records. Participant demographics and risk domaamacteristics were summarized from the
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RNR TST using counts and percentages for categaacibles and central tendency statistics
including means and standard deviations (SDs)daticuous variables. Two data analysts
independently rated each RNR TST for its overathpleteness (1=complete, 2=semi-complete,
3=barely complete) and for staff identificationtafgeted interventions for areas of need (1=Yes,
comprehensive interventions identified, 2=Yes, ibtérventions identified are not
comprehensive, 3=Some interventions identified, d#Nerventions identified). Cohen’s Kappa
Statistic was computed to measure the inter-ratehility between two independent evaluation
staff. Data depicted below in Tables 1-4.

Additionally, a Mann-Whitney U test was used to pame mean days to complete the
RNR TST for pre-release clients and clients whoewmst-release. All tests for significance
utilized an alpha level of p < 0.05. All quantitegidata management and analyses were

conducted using IBM SPSS Statistics Version 26.

Qualitative Methods and Analysis

Qualitative approaches are often used in healdnses to explore and uncover
understandings of complex social phenomena, suchragor co-occurring disorders. A semi-
structured interview guide was used (see Appendor $ample interview questions) to ask
MISSION-CJ providers (re-entry case managers, pagygort specialists, and supervisors) their
views on: the acceptability, usability, and utildf/the RNR TSTThe interview guide was
developed based on prior case consultations awithde& from current and past MISSION-CJ
providers. Colleagues internally reviewed the witaw guide and provided feedback to further
refine the guide. The interview lasted 60 minutess digitally recorded, and then transcribed.

All identifiers were stripped during transcription.
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We used an inductive approach using the Framewathdl for management and
analysis for qualitative data like that used in sntacets of health research (Gale et al., 2013).
The analytic framework consists of seven stagethsystematic evaluation of qualitative data:
transcription; familiarization with the interviewgveloping a coding procedure; developing a
working analytic framework; applying the analyttarinework; charting data in a framework
matrix; and interpreting the data. Using this fravoek, data from the qualitative focus group
were first transcribed verbatim and anonymized.nidtec content analysis of the textual data
from the qualitative interviews was conducted usytigrosoft Excel by two independent
analysts. An inductive approach was used to anghgegualitative data. First, the team
developed a matrix within Excel based on the fagnesip interview guide, guided by the
Framework Method (Gale et al, 2013). The analysts used the interview notes to record
themes within the Excel framework. After this stepch analyst used the transcription of the
audio-recording to fill in any gaps in the Excelrfrework. Afterwards, the analysts discussed
similarities and differences in their thematic n#s and organized a final framework of themes.

Remaining overarching, and independent themes rg&med.

Results
Quantitative Results

The RNR treatment planning support toatsenreviewed for a total of 55 re-entry
program participants (see Table 1). The individdiaisvhom the RNR TSTs under review were
mostly male (69%), non-Hispanic (92%), Caucasi&@¥{pand between the ages of 26-45
(73%). Roughly two-thirds of the RNR TSTs includgiénts with a substance use disorder
(62%), over three-quarters (79%) with a mentalthedisorder, and 65% met the threshold score

for probable Post-Traumatic Stress Disorder (PT&Dthe PTSD checklist (e.qg., cutoff score of
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30, as cutoff scores ranging from 28-30 are higelysitive to the presence of PTSD) (Lang et
al., 2012; Wilkins et al., 2011).

Regarding behavioral and criminal risk, the majooit RNR TSTs (84%) included
clients with a quadrant rating of 3 (moderate ghhisk of re-offending/moderate to low needs
and moderate to low functioning) or 4 (high riskefoffending/high needs and low functioning)
by their clinician, indicating a high level of risicross both behavioral and criminal risk
domains. Across the 8 criminogenic risk domainsrsanized on the RNR TST, there was
generally an even distribution of low, medium, dmgh-risk (see Table 2). Sixty-five percent of
the RNR TSTs included clients rated high-risk ia substance use domain.

To assess acceptability and usahbilRWNR TSTs were rated for overall completeness and
for complete identification of services/intervemsofor all areas of need for each client by
evaluation staff. Table 3 displays these ratinga@hwith the inter-rater reliability statistics for
each variable. Overall, about 70% of clinicians hagmi-complete to complete plan.
Approximately 25% of all RNR TSTs were barely cosatpl Inter-rater agreement on overall
completeness of the RNR TST was high among evaluataff ¢=0.91). Additionally, clinical
staff were able to identify services/interventibmismost areas of need for their clients, with
67% having a comprehensive plan, or somewhat cdaeplan. The inter-rater reliability rating
regarding completion of areas of need was high éetwevaluation stafk€0.89).

To assess clinical utility, we examined the timaighe completion of the RNR TST.
Clinical and Risk-Need-Responsivity guidelines eagbke the importance of developing a
treatment plan early in treatment (Gaba et al.320Iherefore, we categorized the utility of the

RNR TST based on when the clinician completed tNRR ST, either pre-release or post-
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release from incarceration. Of the plans analyZ&ély of RNR TST were completed pre-release,
while 29% were completed when the client was pelgase (U=42.00) (see Table 3).

Table 4 includes comparisons between the COMPASsadere, and the clinician’s report
of risk based on the COMPAS on the RNR TST. Thenveasures (i.e., COMPAS and the RNR
risk) showed a high rate of concordance (ICC=0440.05). Of note, for both measures, over

90% of clients were rated to be either medium ghhisk in their overall risk of recidivism.

Qualitative Results

Participants in the qualitative portion of thisdbfwere clinical case managers (n=7),
peer support specialists (n=4), and supervising @ta3) providing services within the re-entry
program. Among the 21 re-entry clinical staff reted, 67% (n=14) participated in the focus
group. A majority of participating staff had obtathat least a master’s degree (67%) and worked
in this re-entry program for an average of 18 msmtor to the interview. Thirty-three percent
of participating staff were African American and% Were Caucasian. Sixty-seven percent of
staff reported receiving prior training on RNR mippies. Consent to record the focus group was
obtained from all clinical staff.

The results from the qualitative focus group witlS8I0N-CJ case managers, peer
support specialists, and clinical supervisors reacaleven independent themes, which were
grouped into three central categories: (1) accdptalf2) usability; and (3) utility. The central
themes are grouped by each category and descrilmgddil below. Themes with sample

guotations from the focus group are provided inl& &b

Acceptability
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Completion Rate & Timing of Completion of the RNR TST. Focus group participants
reported completing RNR TSTs for roughly 60-70%hair clients. They reported that they
would informally start the RNR TST plan pre-releasat formally complete the plan once the
client was released. They engaged in this pratdiceeveral reasons: (1) they did not want to
interfere with any other pre-release programmintgieatment planning; (2) they did not want to
waste time and resources completing a plan foleatolvho may drop out prior to or at release;
and (3) practical barriers to completing documeaitain the correctional facility (for more

please selnstitutional Barriersto Completing the RNR TST below).

Training Needs and Case Consultation Using the RNRST. Focus group participants
noted several training and consultation needsimgute RNR TST. First, participants noted a
general lack of knowledge about how to completeRNR TST, its requirements, and the
information needed for each section of the plareyTdlso noted that “buy in” from parole and
other community providers on the RNR TST could hetgivate them to complete RNR TSTs
early in treatment and update them regularly. Eipents also wanted more training on how to
properly integrate past risk assessment findinggstire RNR TST in order to better identify the

appropriate interventions to address their clieatisent recidivism risks.

Institutional Barriers to Completing the RNR TST. Several barriers were noted to
completing and reviewing a RNR TST. In particufaarticipants noted the lack of computer
access in facilities, a significant problem becahgeRNR TST is a fillable pdf form, best
completed on a computer. Those participants whadichave computer access would complete
the RNR TST with paper and pencil, where many effiblds or drop-down menus were not
visible, and there was not enough space to writeegded details. To avoid this barrier to

usability, some participants reported that they @omplete the RNR TST after they left the
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correctional facility. They reported this as a arto ease of use, and timely completion of the
RNR TST.

Additionally, participants reported that their clis were often engaged in other facility
based programming simultaneously. These other anogihad their own treatment plans,
documentations, etc. To avoid burdening the chetit yet another treatment plan and
documentation, clinicians opted to integrate infation from these other treatment plans and
programming into an informal RNR-informed treatmplan, most often prior to release. Some
asserted that this approach helped them focus itdirigurapport with clients; they also feared
that formally introducing a treatment plan wouldyagvely impact rapport.

Recommended Improvements to the RNR TSTRarticipants requested changes to the
RNR TST to make it more client-centered and usendily. For example, they suggested adding
a section to the RNR TST to provide clients an oty to list their own goals and objectives,
in their own words. In addition, participants sugigel a shorter format could enhance
acceptability, usability, utility; and reported tisaich a change would make them more likely to
complete and review the RNR TST with clients. Thé&sp suggested a format change to better
track progress, including an additional sectiongiargress updates, which could facilitate the

completion of updates to the RNR TST.

Usability

Using the RNR TST to Address Criminogenic RiskFocus group participants reported
that the plan was sufficient in identifying a clisncriminogenic risk and was used as an internal
team document to identify both criminogenic andgbsgocial risk and need. However,
participants indicated that they did not use theRRIN6T when working with a client to address

the risk itself. For example, they would not pult @ copy in a session when they were
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discussing an area or concern. Instead, they wnfddnally integrate information summarized
and contained in the RNR TST into counseling s@ssio

Client Centered and Community Barriers to Completing the RNR TST.Team
members cited that the period immediately followiatease was hectic, with a lot of time spent
helping the client with basic needs like housimgd, clothing, health benefits, meeting initial
parole stipulations, etc. As such, securing thestctneeds in the community took priority over
formally completing and reviewing the RNR TST.

Participants also stated that the clients werenaftete guarded at the start of treatment
and noted that it took several sessions to buitdsting client-therapist relationship, which they
found to be necessary to effectively complete tNRR'ST. Hence, another factor in completing
the RNR TST was whether participants felt thewtfidhew” the client and had an accurate
sense of current criminogenic and psychosociasrésid needs.

Challenges to Using the RNR TST in Clinical Practie. Participants noted the main
difficulty in utilizing the RNR TST is getting uptdate risk need assessment scores. They noted
that in this program, they only had access tomesid assessment scores that were obtained at
entry into the correctional facility. The scoresiicbhave been several years old. In addition,
participants noted many of their clients downplagfesr risk during their COMPAS assessment
for fear that if they responded accurately, thegponses could potentially lead to negative
consequences (e.g., denial of parole). These cosig@pacted clinician’s perceptions of the
utility of using the COMPAS risk score to informetplan, and further complicated how they
used the actuarial risk assessment tool to infverctirrent RNR TST. Lastly, participants noted

that they did not understand how to transfer scioes the validated risk assessments to the
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RNR TST (e.g., how the scores translate from ookttothe next), making it challenging for

clinicians to use the tool.

Utility

Function of the RNR TST in MISSION-CJ. All focus group participants recognized
the RNR TST as a treatment support guide designatkntify the client’'s goals and objectives
throughout the course of treatment. Specificalipical team members correctly stated the plan
focuses on identifying goals and objectives totteeelient’'s co-occurring disorder as they
reintegrate back into the community from jail oispn. Participants also noted the RNR TST
serves as a “roadmap”, outlining the course otineat for the client throughout MISSION-CJ
services.

Reviewing the RNR TST with Clients.Focus group participants reported that they did
not typically formally review the RNR TST with chiés. Instead, they utilized informal check-
ins and discussions to identify goals and objestietated to their client’s risk and needs and
track a clients’ goals. Focus group participanteddhat these informal check-ins occur often,
but do not always utilize the RNR TST document ttueoncern that using the formal document
may impact rapport or overwhelm the client (duéetggth, clinical nature, etc.). Instead, to
foster their work with participants, they foundnbre effective to summarize the risk levels,
goals, objectives and interventions in the formdRRTST document into client centered
informal discussion.

Reviewing the RNR TST with Parole Officers (POs)For their clients who were on
community supervision, participants indicated tffshat the community supervisor did not
want a copy of the RNR TST, but rather was intex et quick and regular updates regarding

the individual's substance use and compliance paitole conditions. Accordingly, many focus
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group participants noted that they do not formahgre the RNR TST document with parole, but
rather were in constant communication to discugssrigoal, objectives, and interventions
outlined in the RNR TST. However, those who didrelthe document noted greater
collaboration with the supervisor. For example, padicipant noted the RNR TST informed the
parole officer of client information that he had heen previously aware of, which enhanced
understanding of the client’s needs, increasedioothation between the clinician and parole
officer, and changed the parole officer’s appra@cthe client, leading to successfully
addressing the client’s needs.

Strengths of the RNR TST when Working with Clients Participants noted the detalil
captured in the plan as a strength because itynicglines the client's criminogenic risk and
needs, co-occurring disorder history and needsgaats and objectives for treatment. They
found it helpful in the treatment planning procass noted that the plan and progress updates
could be used to motivate and engage clients.djaatits also emphasized the plan's strength in
helping them link targeted interventions to thehéigriminogenic risk domains. Clinicians
indicated that this helped them better anticipatesetbacks or early warning signs of recidivism

and address them appropriately.

Discussion

The mixed-method findings from this study provideiul insights into one program’s
attempt to integrate criminal justice and behavibealth concepts in supporting individuals re-
entering society after a period of incarceratiorthwhe goal of improving quality of
programming. This analysis sought to examine tlee@atability, usability, and utility of
implementing the RNR TST, and its methodology paesi preliminary results that help further

the literature on the feasibility of this type obt. Specifically, this feasibility study improved
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our understanding of how a tool like this couldused by behavioral health providers to enhance
the treatment planning process’ ability to identifyd implement interventions matched to the
client’s risk and needs, thereby enhancing recoaadyreducing recidivism risk. To our
knowledge, this is the first focused effort thagesses this type of treatment planning tool and
that gathers feedback from behavioral health pergidn the barriers and facilitators to
integrating the Risk-Need-Responsivity framewotto ibehavioral health practice with justice
involved adults who have co-occurring mental heaiftl substance use disorders.
Acceptability Participants reported that they liked the toal aampleted an RNR
treatment planning support tool for most of thédierts (70%). Although the focus group
participants found the RNR TST acceptable, theyfeadback on two components identified as
key to acceptability (Sekhon et al., 2017): burded self-efficacy. They reported that the time
required to complete the RNR TST was perceivedlag@en. There was also some indication
there were concerns about self-efficacy, regartheg self-confidence in their ability to
translate and integrate information from the risket assessment to the RNR TST. To address
burden, clinicians suggested making the tool shofte address self-efficacy, they suggested
additional training to integrate didactic RNR tiaiyp as well as experiential and case based
training to help become more confident in formaligcussing criminogenic risks with clients.
Usability. Treatment planning in behavioral health is a rsiaiy of service delivery
(Peterson, 2019) that is a complex, highly indieiized process; therefore, it was important to
evaluate the usability of the RNR TST to adequatelyelop a treatment plan, track progress,
and summarize risk need information gathered frsknnmeed and psychosocial assessments.
Even though clinicians reported a lack of selfef@ly in whether they could accurately interpret

risk data, our quantitative findings generally soppphat they can interpret these data. For
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example, when interpreting criminogenic risk, theees a high level of agreement between the
COMPAS risk scores and the clinician’s report skibased on the COMPAS on the RNR TST,
suggesting that staff were able to use the RNR tbSiccurately capture this information.

However, our data suggested that problems witlusiability of the RNR TST may have
been a barrier to feasibility. To assess usabilty.examined the content and completeness of
the RNR TSTs. In examining completeness, we obdahag over 50% of plans were at least
semi-complete. On the other hand, roughly 25% ahpwwere barely complete. The intervention
section, where a specific intervention is matcloed specific criminogenic risk domain and risk
level is identified for the each of the client’glei criminogenic risk factors, were areas where
the information was more often incomplete. Fromekperience of the clinician authors on this
paper, behavioral health professionals often steuggh how to write interventions in treatment
plans. Thus, the finding that the intervention isectvas lacking was not entirely surprising;
however, our data also point to a path for systequality improvement. Our qualitative findings
suggest that deficiencies in treatment planning beagelated to the burden of administrative
documentation and the difficulty in translatingkrizeed assessment data to treatment planning
practice. Literature indicates that it is commonkehavioral health providers to report
administrative burden in documenting treatment pilag (Dragatsi et al., 2019), and thus makes
it even more critical that a tool like RNR TST pide a template for a treatment plan.

Utility . Qualitative analyses indicate that the behavioealth providers found that the
Risk-Need-Responsivity treatment planning suppmot had clinical utility in helping them
develop treatment goals and objectives, and idemtiérventions matched to the clients’
individual level of risk and need. Participants gexted innovative suggestions on ways in which

the RNR TST could be improved to enhance clinitiditys First, they suggested revising the
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tool to include sections where the client couldtevin their own words their goals and objectives
per risk domain. Second, they suggested ways tsa¢he tool to make it more user friendly and
interactive to use it as a clinical “tool” to matie and engage the client. For example,
participants suggested integrating progress ancessdn a more visual and concise way. Last,
some mentioned considering making adaptationsetéahl or the treatment planning process to
better engage community supervisors, which theyghbwould enhance utility across these
systems.

A major theme identified as barriers across theseains (acceptability, usability, and
utility) was a lack of practical training, includjrcross-training, and periodic refresher training
of both behavioral health and CJ providers (sepbraind together), as well as regular
supervision and oversight. In particular, they dadied the need for practice guidance on how to
effectively communicate criminogenic risks to cligras well as ways to formulate plans to
mitigate risk of recidivism, especially in commueg with a dearth of RNR informed treatments
and supports, and how to appropriately share trsattplans with parole/probation. Qualitative
interviews indicated that regular case discussomsd also help address barriers perceived by

program staff regarding developing treatment pkmsg completing the RNR TST.

Limitations

Our interpretations of the findings are limitedthg overarching limitations of the study.
This was a programmatic quality improvement studyt tvas exploratory in nature and did not
assess the clinical effectiveness of the tool apstg outcomes. The focus was to preliminarily
examine acceptability, usability, utility, and uoftately feasibility of the tool, as well as identify
enhancements or further refinements to the RNR f0Siicrease its utility. First, although both

the quantitative and qualitative data showed soromising results and identified areas for
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further improvement in the RNR TST form and pro¢essdy findings may not be generalizable
due to the small study sample and the fact thatviais not designed as generalizable research
with comparison groups and outcome measures. Settem&NR TSTs in this study often relied
on risk need assessments that were administered thbelient was initially incarcerated
(ranging from months to years prior to the compledf the RNR TST). Risks and needs change
over time and require reassessment using a validiste need assessment periodically to be
accurate. Due to the use of potentially out of disleneed assessments, we cannot ensure

accurate classification and alignment of servioesctual level of risks and needs.

Third, as the field evolves, it is apparent tharéhis a dearth of appropriate cultural
awareness and competence in treatment planningeamite delivery for historically
marginalized groups within the CJ population (Priminal., 2005). The RNR TST attempts to
address cultural considerations by including aucaltformulation section, but our review noted
that this section often lacked details. Furtheraspmities to enhance cultural considerations in
this type of treatment planning process and toghtninelp overcome these limitations. Last, the
study did not include the perspectives of commucdrectional supervisors, program
participants, and other behavioral health direct roviders involved in the clients’ treatment,
such as Medication-Assisted Treatment Providerso Aurther information about working with
peer support specialists and their role in helgiegelop and navigate the treatment
recommendations derived from the RNR TST is neededrefore, we are unable to assess the

tool from these varied and important perspectives.

Conclusions

Despite the existence of clear and consistent resamdations encouraging the

integration of Risk-Need-Responsivity principlemibehavioral health treatment for justice
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involved individuals with co-occurring mental héa#nd substance use disorders, large
evidence-practice gaps exist. Our findings sugtpedta treatment planning support tool, like the
RNR treatment planning support tool, has the patetat serve as an effective way to guide
RNR informed treatment planning and better integRINR principles in behavioral health
practice. As noted above (McCormick et al., 20073ny scholars have called for behavioral
health and CJ providers to work together to minemimrking at cross-purposes and maximize
collaboration. This tool may serve, on a persoelleas part of an effort to address this call. The
current study also suggests that a shift in thigkiraining, and system culture is needed to better
integrate criminogenic research and best pracitntelinical behavioral health and behavioral
health advances in criminal justice supervision.

This study represents the initial stage of a dguaknt to improve the integration of the
RNR framework in the delivery of behavioral hea#rvices for justice involved adults. Overall,
our findings suggest that a tool like the RNR T@h and should be implemented in these
settings. Several tool features were identifiebeiag acceptable, usable, and having utility.
Although a number of contextual factors affectiegeptability, usability, and utility were noted
that would ultimately impact feasibility, severdltbe modifications suggested from this analysis
have already been made to the tool to increasags of use. Further work with behavioral
health providers, community correctional supengsand persons served is needed to continue
to develop and test the tool's impact on outcomeguistice involved adults with co-occurring
mental health and substance use disorders, arabodditive case planning between behavioral
health and criminal justice entities. The high mskture of the re-entry time frame makes further

work in this area an imperative, and this revieavmtes an important step in this direction.
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Quantitative Tables

Table 1. Demographic & Clinical Characteristics (n55).

Variable n (%)
Gender
Female 17 (31%)
Male 38 (69%)
Mean Age in Years (SD) 37.02 (9.87)
Age
18-25 4 (8%)
26-35 24 (45%)
36-45 15 (28%)
46-55 6 (11%)
56+ 4 (8%)
Ethnicity
Non-Hispanic 24 (92%)
Hispanic 2 (8%)
Race
Black/African American 16 (30%)
Caucasian 35 (66%)
*Other 2 (4%)
Risk/Needs Assessment Utilized
LSI/CMI 3 (6%)
COMPAS 43 (90%)
No Formal Tool Used 2 (4%)
Report of Documented Mental Health Diagnosis
(Yes/No)
“Yes” 42 (79%)
Report of Documented Substance Use Disorder
Diagnosis (Yes/No)
“Yes” 33 (62%)
Mean PTSD (PCL-C) Checklist Score (SD) 39.83 (1B.64
RNR Quadrant Rating by MISSION-CJ Clinician
Quadrant 1 2 (4%)
Quadrant 2 6 (12%)
Quadrant 3 10 (20%)
Quadrant 4 33 (64%)

*Native Hawaiian/or Other Pacific Islander, American Indian
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Table 2. Clinician Ratings of 8 Criminogenic Risk Rctors (n=55).

Measure n (%)
Antisocial Behaviors
Low 9 (24%)
Medium 14 (37%)
High 15 (39%)
Antisocial Personality Patterns
Low 12 (36%)
Medium 9 (28%)
High 12 (36%)
Antisocial Cognitions
Low 9 (24%)
Medium 17 (45%)
High 12 (31%)
Antisocial Peers
Low 11 (33%)
Medium 11 (33%)
High 11 (33%)
Family/Marital Relationships
Low 13 (36%)
Medium 10 (28%)
High 13 (36%)
Employment/Education
Low 15 (33%)
Medium 19 (42%)
High 11 (25%)
Leisure and Recreation
Low 10 (22%)
Medium 21 (46%)
High 15 (32%)
Substance Use
Low 8 (17%)
Medium 9 (19%)
High 31 (64%)
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Table 3. Overall Level of Completeness & Identificion of Targeted Interventions (n=55).

Variable

Level of Overall
Treatment Plan
Completeness

Rater 1 n (%)

Rater 2 n (%)

Cohen’s Kappa &)

Complete 14 (25%) 15 (27%) 0.91
Semi-Complete 29 (53%) 26 (47%)
Barely Complete 12 (22%) 14 (26%)
Target Intervention
Identified for Each
Area of Need
Yes all - 22 (40%) 22 (40%) 0.89
Comprehensive
Yes all — Not 15 (27%) 15 (27%)
Comprehensive
Some 17 (31%) 17 (31%)
None 1 (2%) 1 (2%)
Completion Pre- | Completion Post- | Test Statistic p-value
Release (n=35) Release (n=14)
133.29 (62.82) U=42.00 <0.001

Mean Days to
Complete RNR Plan
from Enrollment

38.14 (35.13)

(SD)

Table 4. Reliability of Risk of Reoffending Ratingsetween Clinicians and COMPAS

Assessments.
Variable Clinician COMPAS Intraclass p-value
Rating Risk Score Correlation
Coefficient (ICC)
Risk of ICC=0.76 <0.001
Reoffending
Low 1 (6%) 2 (4%)
Medium 11 (33%) 11 (32%)
High 16 (61%) 15 (64%)
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Table 5. Qualitative Themes.

Acceptability

Theme

Sample Quotations

Completion Rate & Timing of Completion of the RNR
Treatment Support Plan

“l complete post-release, because more than halbaof clients usually relapse when they come outve®
can get some in-depth information once they are authe community to use for completing the planisé,
if people drop-out while they’re in [prison], youagta complete an RNR and you got no clier€ase
Manager

Training Needs & Case Consultation Using the RNR
Treatment Support Plan

“For me, it's kind of challenging to tie in the RNRvith the general summary of the case, becausetthe
really do not line up. Because the RNR is so diffat from what we are working on in terms of the oaé
summary of what the client is doing in the commupitSome of my clients have been in the prison for 5
years, and they do the COMPAS as soon as they ghiprison, so that info is not really relevant wh |
start working with them”Case Manager

“Trying to connect those COMPAS reports would belffel. For me, | would have a lot more buy in for
the RNR, if I knew it was going to be looked at &thers. For me at this point, it is just a documefior me
and my team, and my client to see where we ardfdtknew the agent or other agencies we refer péomo
would be looking at this, | would develop it diffently. If there was more buy from other parties wived in
this process, | would have more buy-in myself, asllvas our gentlemen in this proces€ase Manager

Institutional Barriers to Completing the RNR Treatment
Support Plan

“Starting with the prison, they were trying to ges access to computers at one point, where we coype
the plans up in front of the client, but that didhhappen, so now we have to hand-write them. A'g, mot
a one-part process, sometimes it can take up t@¢hmeetings with the clients [to complete], becait'se
very detailed"Case Manager

“I think the clients have a lot of paperwork theyra already doing,... So, we don't want to compound or
overflow what they're doing..."Case Manager

Recommended Improvements to the RNR Treatment
Support Plan

“Maybe the way it's arranged. I'm looking at the méal health section, and it's like describe current
treatment, describe past treatment, describe pagtmen, describe current regimen, etc. Can we juave a
mental health history section where we describeremt and past treatment?Case Manager

“Well usually in a treatment plan the client is ablto come up with their own goals, but in this RN&vI
the client cannot put their goals in their own wasdlike in a regular treatment planCase Manager

Usability

Theme

Sample Quotations

Using the RNR Treatment Support Plan to Address
Criminogenic Risk

“l don’t use the RNR. For me, | address that [crimdgenic risk] in the structured sessions | do withe
client. | use those sessions to address what | tffesdl in the RNR, so that way they [client] caneséhe
pattern behind [their] criminogenic behaviorCase Manager

Client Centered & Community Barriers to Completing the
RNR Treatment Support Plan

“Another barrier is... it takes time to build trust ith them. | had a guy today who we have been wogkin
with for a while and he is now just getting comfattle with us, so getting information is very chatiging”

Case Manager

“When we come back [to work with our clients] inéhcommunity, being in the community working with
the other clients takes time away from completimg tplans. It can be difficult getting back to themputer
to formally complete”Case Manager

Challenges to Using the RNR Treatment Support Plam
Clinical Practice

“I'm having difficulty in kind of connecting the [CQOMPAS] scores with the portion of the RNR their
supposed to connect too. That's the biggest huttit I'm finding with the RNR, not being able to
accurately input those COMPAS score€ase Manager

“The inmates when they are building trust in yolhey tell you the COMPAS is not truthful, and thesytto
minimize their symptoms, because they think it vidhd to extended time. So, you can try and pamai
some of that [risk] information, but most of it isot directly relevant to what their working on asifas
recovery, cause they minimize their responses ittCOMPAS interview. So, they’'re more honest with
up front” Case Manager

Utility

Theme

Sample Quotations

Function of the RNR Treatment Support Plan in MISSION-
CJ

“It's a roadmap to work with the clients to outlinéheir goals and things they would like to work om
terms of their sobriety and mental health, becawse are trying to help these individuals reintegrdtack
into society. It's a roadmap for the MISSION progna’ Case Manager
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Reviewing the RNR Treatment Support Plan with Clierts

“When they are on the outside, that's when the rihits, so | like to review the plan with clien#5-60
days after release, especially for those who stag do not want to stick with the program. We gceov
how things are progressing for them, how far offef are from their goals, and what things are notigg
well to try and make sure we are on target and epgort them” Case Manager

Reviewing the RNR Treatment Support Plan with Parog
Officers (PO)

“I'm not against sharing the plan with parole. Inmost cases from what I've seen the parole officeedn’t
seem that interested in receiving the plan. The glaragent is happy as long as clients are followialg
their stipulations and staying soberCase Manager

“It's been really really good and worked really réy well because we have the parole agents on the.|
What | have learned is that with some of the infoation the client [has] shared with us, and we shdrft]
with the parole agent, they were not aware of tfiaformation]. It is insightful for the parole agemnto
understand where the client is at, and they actydflave taken different approaches with the cliewts the
calls and built better relationships with these @lits, so they [the clients] are not as fearful wheéey go
into parole” Case Manager

Strengths of the RNR Treatment Support Plan when
Working with Clients

“Detail is good and looking from [the] client’s pepective I've heard clients say after they revidw plan,
"whoa | have never had anybody type it up like thisfore and it's true‘Case Manager

“It's a lot of information and the 8 risk domains &lp identify the problems. The big 4, identifyingem
usually leads to recovery and identifies what paffents would want to go down. [the plan] Identifieisk,
anticipated, so we can deal with risks effectivelyase Manager

Figure 1. RNR TST Quadrant Scale

Criminogenic Need and Functional Impairment Linkage Grid:

Client Data (Carefully Examine Risk and Need to Identify the Reference Grid (/dentifying Strategies to Work with
Appropriate Ratio of Behavioral Health and Criminal Justice Target Population of Persons with Mental lliness by
Resource Utilization, Then Place Check in Appropriate Criminogenic Need and Functional Impairment)
Quadrant in Linkage Grid to Correspond to Client Needs)

Quadrant 3|:| |:| Quadrant 4

Quadrant 1 D D Quadrant 2

Intensive Integrated
treatment in supervision and
collaboration with treatment services

supervision

Treatment and Intensive

supervision supervision in

coordinated as collaboration with

needed treatment
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Appendix 1: Qualitative Interview Guide: Sample Areas of Inquiry and Questions.

Areas of Inquiry

Sample Questions

Acceptability

What do you think of the RNR TST?

What do you see as possible advantages and digadesarto using the RNR TST?
How appropriate is the RNR TST to use with thisydapon? In this program?

Utility How do you use the RNR TST?
What did you find useful, if anything, about the RN'ST?
What did you find unuseful, if anything, about RBR TST?
Usability How did you find it to input client information intthe RNR TST form?

When do you use the RNR TST?
Would you change the tool in any way to make it enaser friendly? How?
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