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Abstract

This paper examines staff impressions of and insights 
regarding programming at a forensic mental health 
facility in the Southeastern United States.  The facility 
studied for this research provides services for adult 
males who are incompetent to proceed to trial or not 
guilty by reason of insanity.  The facility underwent an 
overhaul of services, transitioning from a voluntary 
referral-based activity program to a compulsory, 
structured activity program.  This transition offered 
a unique opportunity to explore staff perceptions of 
the differences between the two programs.  This paper 
describes the results from a series of focused interviews 
conducted with employees.  The following themes were 
identified as key issues across staff interviews: (a) value 
of therapeutic activities, (b) accessibility, (c) choice, 
(d) participation, and (e) structure.  These frontline 
perspectives offer valuable insights into programming 
issues for this population.
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 Purpose
This study focuses on staff perspectives regarding a programming shift at a 

maximum-security forensic mental health treatment facility. The programming shift 
presented an opportunity to compare two different activity programs administered 
within the same facility. The perspectives presented offer a unique insight into 
programming issues for this population.

Background

Recreation as a Treatment Factor
Defendants incompetent to proceed to trial (ITP) occupy more than 10% of 

the nation’s state psychiatric hospital beds (Wortzel, Binswanger, Martinez, Filley, 
& Anderson, 2007). Treatment facilities, such as the one used in the current study, 
play an important role in providing services to defendants with the overall goal of 
stabilizing the client to the extent they are deemed competent to proceed to trial, at 
which point they return to the arresting facility to await their trial. Previous research on 
treatment factors and risk variables has examined the effectiveness of various services 
within forensic psychiatric rehabilitation, but only a handful of studies have looked 
at recreational activities as a part of the process (Hendryx, Green, & Perrin, 2009; 
Lindqvist & Skipworth, 2000; Messina & Iwasaki, 2013; Rodenhauser & Khamis, 1988).  

Emphasizing the importance of leisure and recreation in the recovery process, 
Andrews, Bonta, and Wormith (2006) have included leisure and/or recreation as one 
of their major risk factors and targets for reduced recidivism among this population.  
Andrews et al. described risks such as low levels of involvement and satisfaction in 
anti-criminal leisure pursuits. They described a dynamic need in the field to enhance 
involvements, rewards, and satisfactions related to leisure pursuits. Similar to Andrew 
et al.’s work, Gendreau (1996) also identifies leisure activities as one of a specific set of 
risks to be targeted in offender rehabilitation.

Recreational and leisure pursuits can help residents manage their symptoms, cope 
with their illness, restore themselves, and adjust to their surroundings in an appropriate 
manner—all important factors in a resident’s treatment to obtain competency and ease 
the transition to the legal phase and the resident’s possible return to the community.  
Recreational activities can also serve as important components in a facility-wide 
behavioral management plan. In a token economy, for example, compliance with 
rules earns tokens or points, and these tokens can then be exchanged for goods or 
desirable activities (such as recreation) (Gendreau, Listwan, Kuhns, & Exum, 2014).  
Similarly, the Premack Principle reinforces engagement in less desirable behavior with 
the opportunity to engage in more desirable behavior (Premack, 1959).  Both the token 
economy and Premack Principle are considered effective contingency management 
techniques for this population (Gendreau et al., 2014), warranting further examination 
into the use of recreation within these settings. 
Sample Facility

The facility used in the current study is an evaluation and treatment center for 
individuals with mental illness who are involved in the criminal justice system, located 
in the Southeastern United States. The facility offers services to adult males who are 
either incompetent to proceed (ITP) to trial or have been judged to be not guilty by 
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reason of insanity (NGI). The mission is to evaluate, treat, and discharge. Treatment 
offered at the facility may include medication, individual and group therapy, counseling, 
education, behavioral management, video production, and work opportunities as well 
as therapies involving art, music, recreation, and horticulture.

The facility’s goal is to restore ITP residents’ competencies as quickly as possible.  
A lower length of stay (LOS) means a faster turnaround, which then opens up a bed 
for another individual waiting in a county jail. Approximately two years prior to 
data collection for the current study, the overseeing state agency mandated a system 
of structured programming in all state forensic psychiatric hospitals. Resident 
programming went from a voluntary referral-based activity program to a compulsory 
structured activity program.

In the previous system, a resident’s involvement in the referral-based activity 
program was initiated by the resident’s counselor. The resident was referred to a specific 
therapy in the Rehabilitation Therapy Department. Therapy programs were conducted 
in small groups, generally consisting of five or less residents. Individual goals were set 
for each resident by the therapist. The programs included art therapy, music therapy, 
horticultural therapy, and fitness therapy, facilitated by an art therapist, music therapist, 
and recreational therapists, respectively. A referral was generally based on the resident’s 
interest, and each resident averaged six hours per week of therapy. In addition to the 
referral-based activity program, group-based modules were regularly scheduled for 
each building, and these groups covered topics such as competency and substance 
abuse, facilitated by building counselors. In this system, residents spent the rest of the 
week in unstructured activities; this generally involved watching TV, hanging out in 
the unstructured recreation room, or loitering outside their building. 

The new structured programming, Therapeutic Activity Program (TAP), 
consists of three 1-hour programs in the morning and three 1-hour programs in the 
afternoon, four days a week. In this system, all residents average 24 hours per week 
of activity involvement. Resident attendance is mandatory for those well enough to 
attend programming, characteristic of compulsory treatment (Crilly, 2008). Residents 
begin attending TAP immediately upon their arrival at the facility, utilizing an open 
admission policy (Morgan et al., 2012). Regular attendance in TAP permits residents’ 
access to the canteen, where snacks and beverages can be purchased, as well as access 
to the recreation room, where they can play video games or cards. This policy embraces 
both a token economy and the Premack principle, respectively. Residents move from 
program to program with other residents (approximately 20-25 residents in total) from 
their building. Programs include music, art, horticulture, educational video, crafts, 
physical exercise, and general recreation consisting of free time, video games, cards, or 
board games in the recreation room. The music, art, horticulture, craft, and physical 
exercise programs have general therapeutic goals such as decreased manifestation 
of symptoms, increased socialization, increased appropriate social interaction, and 
increased awareness of leisure interests. Although specific activities in each program 
may be designed based on a resident’s interests, individualized activity goals are 
not established. Due to the larger group size, individual residents’ progress toward 
the general activity goals is not documented; however, their attendance and level of 
participation is documented in their resident record.  For every activity scheduled, each 
resident receives an indication of “present” or “not present,” and total minutes spent in 
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each activity are recorded. For those indicated as present, participation level is ranked 
on a scale of 1–5 (i.e., Actively Participated, Passively Participated, Remained Quiet, 
Quiet Yet Inattentive, and Disruptive, respectively). Within TAP, due to scheduling 
conflicts, the substance abuse and competency modules are no longer scheduled for 
each building, although they may still be offered on a building-by-building basis 
around the TAP schedule. 

The sample facility used for this study, ascribes to the recovery philosophy.  
Anthony (1993) describes recovery as a personal and unique process of changing one’s 
attitudes, values, feelings, goals, skills, and/or roles. Recovery is described as a way of 
living a satisfying and hopeful life even with limitations caused by illness. According to 
Anthony, recovery involves the development of new meaning and purpose as one grows 
beyond the effects of mental illness.  It is a multidimensional concept, there is no single 
measure of recovery, and therefore the recovery vision expands our concept of client 
outcomes to include self-esteem, adjustment, empowerment and self-determination 
(Anthony, 1993).  In a call for more research in the area of recovery, Anthony, Rogers, 
and Farkas (2003) suggest:

Qualitative and nontraditional measures of studying important processes and 
outcomes related to recovery must be used, and the influence of nonrandom-
ized trials for the development of evidence-based practice must be acknowl-
edged. Program principles and practices, rather than program models, should 
be our next focus of research, and the underlying values of our field should be 
operationalized and tested (p. 111–112). 

This need underlies this study’s use of qualitative interviews with frontline forensic 
mental health staff in order to get an in-depth examination of program practices at the 
sample facility. 

In related research utilizing resident records from the same sample facility used 
in this qualitative study, Messina and Iwasaki (2013) found, despite many differences 
between the samples of residents receiving the two programs, there is a therapeutic 
value to the activity programs offered regardless of the program format. In TAP, 
the mandatory structured activity program, the following factors were found to be 
significant predictors of participation: race, presence of substance abuse history, and 
GAF score.  Activity sum was also found as a significant predictor of participation level, 
indicating as residents continue to attend programming, they eventually participate.  
This finding implies the possible benefit of mandatory or compulsory treatment with 
this population.  Within both the voluntary referral-based program and the mandatory 
structured activity program, residents with lower participation levels had a longer 
LOS and residents with higher participation levels had a shorter LOS. The results of 
the study indicate involvement in therapeutic activities, regardless of programming 
format, may be beneficial in decreasing LOS. The current qualitative study provides 
staff perspectives of programming differences described in the Messina and Iwasaki 
(2013) retrospective records review. 

Procedures
The current paper describes a series of focused interviews conducted with facility 

employees as part of a larger case study, consisting of archival records review, staff 
interviews, and direct program observation. According to Yin (2003), this converging 
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line of inquiry provides data triangulation enhancing construct validity. This case 
study is bound by case (programming structure at a single facility) and by time 
(records review included data from September 2003–September 2010). Study approval 
was received from both the state agency’s Institutional Review Board as well as the 
sponsoring university’s Institutional Review Board. The results from the records review 
portion of the case study can be found in Messina and Iwasaki (2013). 

Sampling procedures for the qualitative interviews utilized the technique of 
purposeful sampling in order to obtain multiple units of analysis, each offering different 
perspectives of the single case under investigation (Creswell, 2007). Researchers’ intent 
was to determine employees’ thoughts and opinions regarding the program change.  
Facility employees were divided into the following categories: (a) administration, (b) 
counseling, (c) rehabilitation therapy, (d) operations, and (e) security. Participants 
included (a) three administrators, (b) three counselors, (c) three rehabilitation 
therapists, (d) two operations staff, and (e) one corrections officer (security).  

Interview questions were developed based on a literature review regarding 
treatment factors for similar populations and the impact of those factors (Hendryz, 
Green, & Perrin, 2009; Lindqvist & Skipworth, 2000; Rodenhauser & Khamis, 1988).  
Participants were initially asked if they worked at the facility during the previous 
program and if they felt they recalled enough about that program to answer a few simple 
questions.  Staff participants were then asked to compare both programs addressing the 
following: (a) resident attendance and frequency of involvement, (b) residents’ actual 
level of participation, (c) program benefits to the residents, (d) impact on resident 
life overall, and (e) impact on resident LOS and time to obtain competency. A semi-
structured interview guide was used to maintain consistency across the individual 
interviews.

Interviews were audio recorded digitally and transcribed by the researcher. The 
transcription from each interview served as a separate unit of analysis—allowing for 
cross-case analysis of a single case approach with embedded units (Yin, 2003). Four 
hundred-thirty-four individual quotes were identified from the total transcription.  
Initial analysis included review of each quote and coding of key words within each 
interview—researchers made comparisons between initial codes within each single 
interview transcript. Then comparisons were made between the units of analysis across 
all interview transcripts. Categorical aggregation was used to establish 171 initial codes, 
narrowed down to 68 axial codes, which were then narrowed down to five themes 
(Creswell, 2007). The ATLAS.ti Qualitative Analysis software was utilized to organize 
the transcriptions, quotes, codes, and themes.  

Findings
Five themes were derived from the analysis: (a) Value of therapeutic activities, 

(b) Accessibility, (c) Choice, (d) Participation, and (e) Structure. These themes, and 
supporting quotations, will be explored in the following sections. 
Themes

Value of therapeutic activities. Eleven of the 12 staff interviewed described the 
overall value of therapeutic activities in meeting residents’ general therapeutic goals, 
regardless of programming type.  Four staff mentioned benefits of the old referral-based 
program approximately four years prior to data collection. The skills-based nature of 
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the referral-based programs were described as being beneficial to the residents in that 
they were developing skills that can be used outside the classroom and facility setting 
(i.e. car repair, musical instrument instruction). 

I’ve seen guys get into the classes, like small engine repair and they’d actu-
ally be motivated to think, you know, maybe I can’t really get a job but this is 
something I can do on the side for some extra money. 

One staff member described various benefits of the current program in place, TAP, 
including relaxation, hand-eye coordination, and successful accomplishment of task or 
game to build self-esteem.  

They get exposed to a lot of things that have opportunities that are both thera-
peutic as well as strictly relaxation… there’s certainly you could say, well the 
guys play video games, is it therapeutic?  But it does do a lot of things for them 
in terms of their eye-and-hand coordination, building their self-esteem, suc-
cessfully completing and learning how to play a new game.

Increased social involvement was described as a benefit of TAP by 50% of the staff 
interviewed:

It got residents out of the buildings and it kind of put them in a treatment so 
they’re having to interact, no matter whether or not they enjoy the activity 
or whether they are actively participating in the class. There’s still the whole 
thing of social inclusion and getting them in a group and learning social skills. 

Another topic frequently mentioned by those interviewed was the competency 
component. Regularly scheduled competency sessions were removed to make room 
for the TAP schedule; three staff described a need for groups specifically addressing 
competency to be incorporated into the TAP schedule. 

Regarding overall therapeutic benefit, one staff member did point out the activities 
are only beneficial when evenly matched with individual resident’s abilities and needs.  
“My primary complaint about it has been that it lacks the therapeutic component. 
And it doesn’t, it isn’t individualized.” While five other staff did recognize the need for 
an increase in more individualized offerings and more person centered/needs based 
programming in general:

Some of the programs aren’t really at a higher level, they’re at a second or 
third grade level and the guys feel demeaned so that’s kinda the reason why 
they don’t want to participate…  I think we have to go back and revamp it and 
maybe put guys in a different class, lower functioning guys in this and higher 
functioning guys in something else and do more. Yeah, I think it will benefit 
them more if you can separate it like that.

Two of the 12 staff described TAP as having no therapeutic benefit at all:

Yeah. But, ability to play a video game is not gonna help them. Ping pong 
skills, not gonna help them stay out of here. Although it’s a good recreational 
activity, but recreational not therapeutic, and I think it’s a misnamed program. 
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One staff member interviewed felt once residents are open to the idea of the program, 
they are more likely to benefit from their involvement. “It’s as constructive as they 
choose to make it.” Overall, more than 80% of the staff interviewed had a positive 
perception of TAP. 

Accessibility. Accessibility between the two programs varied considerably. Over 
half of those interviewed agreed the accessibility of the original referral program was 
flawed:

It was broken because it attended to the higher functioning residents, essen-
tially it was attending to the residents that didn’t need treatment, they were 
already on their way out for the most part and lot of them could get jobs. 

Residents also had to wait for a new program cycle in order to begin class, until then, 
they would be placed on a waiting list, “So as I say, for any guy who came in, who didn’t 
come in in the right month, you might come and go and never have been exposed to 
any of those things.” Under the referral system, class size was limited and issues arose 
between residents when they were not placed in the class they wanted. 

Staff awareness of program offerings was also brought up as an issue; the residents 
had to be referred to class by their counselor or physician and in order for this to occur, 
the staff had to be aware of the program offerings in the first place. 

TAP, however, seemed to be considered much more accessible, no waiting lists and 
no closed groups. “Every resident, virtually every resident, has an equal opportunity 
to participate in everything.” A topic discussed by a third of the staff interviewed was 
the accelerated involvement within TAP as compared to the referral-based program:

This way as soon as the guys are psychiatrically stable enough they begin TAP, 
in fact, some guys are admitted and start TAP the next morning... whereas 
now again most guys within 48 hours if they’re not floridly psychotic or acting 
out are at least beginning to be integrated into the TAP programming. 

Staff cited good attendance for those referred, during referral-based programming, 
meaning the select few admitted to each class, but they were not required to go, even 
once referred to the program. TAP had better attendance rates than the referral system 
since all residents on a building who are eligible are required to go. Residents who 
chose not to go will not obtain the mobility status required to make canteen purchases 
later in the day. “A lot of them go there because the choice is you go or you lose your 
status or else.” TAP, unlike its predecessor, requires residents to attend, with little choice 
in the matter. 

Choice. When discussing the referral-based program, one staff member 
emphasized the importance of choice in recovery and empowerment. Once referred 
by their counselor, the residents had more involvement in the process of choosing 
programming and they could choose to be there as well. “Where the referral-based 
program, again they are learning a skill that they want to learn, they have truly chosen 
to be there.” Within the referral-based program staff knew residents were interested in 
attending, selected the activity, and came ready to participate.  Two staff agreed, within 
the referral-based programming, residents had more involvement in the process of 
choosing the programming. “So I think it’s, you know, the referral-based they went 
to the class and they enjoyed it, and if they didn’t like it then they didn’t go to class.”  
Another staff member admits, in the referral program, “there wasn’t a whole lot of 
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choices, even when there were choices.” Residents, who may have selected a class and 
taken it, run out of options once that class is over and they are unwilling to explore new 
activities:

So that’s the reason why I didn’t like the referral process just on that account 
is because if you’ve got guys that are staying here for any length of time they 
run the course and they get bored with things and then they’re not willing to 
check out the other classes.

While the referral-based program offered variety, there was limited encouragement to 
explore new activities. 

When discussing the TAP system, the presence of residents’ choice (or lack thereof) 
was an important discussion point for interviewed staff. Two staff members stated TAP 
needs to provide residents with more choice, while one staff member maintained TAP, 
in its current configuration, doesn’t give residents any choice at all. Staff called for a 
combination, required programming with an increased element of choice.  “So having 
a TAP where everybody has to attend all the time, but then allowing people to have 
choice among those options.” These staff members describe the lack of choice as the 
main flaw within TAP, causing a loss of empowerment of the residents. As stated by 
one of those staff members:

The referral system gave them choices; TAP system doesn’t give them many 
choices at all... the TAP system has better numbers than the old referral sys-
tem, but I think it’s at a price and a cost, which is that you don’t empower the 
residents.

Three different staff maintain TAP provides residents with a lot more options in that 
it exposes them to a variety of activities they would otherwise never experience. The 
rehabilitation staff, who are actually leading the activities, state options are provided.  
Even though the class may be titled as one activity, it doesn’t mean residents are not 
offered alternatives once they arrive:

But they have a chance to do art, they have a chance just to read magazines or 
listen to music or do other things, and they may just work on their project for 
a little while and then stop and want to do something else.

Exposure, as well as the comfort and knowledge to explore new activities, was cited as 
evidence of options provided in TAP:

I just like that we’re offering them things that they may have never done be-
fore, by having them, to at least come to the classes, even if they don’t have to 
participate, they’re being presented with things they maybe have never seen 
before.

The impression two staff members have of TAP is residents are only externally 
motivated to participate and it requires staff to motivate those not interested:

But right now we have, this is what you have to do, you have to go to get your 
canteen, so that’s the carrot, you know so it doesn’t address self-motivation. 
You know what do you want to get out of this? I want canteen. I want my 
candy.
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This external motivation to attend groups ultimately influenced resident participation 
once at the activity. 

Participation.  Staff reported if a resident, during the referral-based programming, 
did not participate, then they went back to the building. This did not happen very often 
because “in theory, you could make the argument that under referral system, because 
they had chosen to come, you would have better participation.” Indeed, 50% of the staff 
interviewed stated the referral-based program had more participation; however, this 
participation level was within those attending the program, which represented a very 
small percentage of the building and the facility in general. 

I can remember, 6 or 7 years ago, you may have only in a building of 27 guys, 
there may be 10 that participate in anything, and now we have at least, I know 
from my building, we get at least 60-70% to participate on an everyday basis, 
so that’s a lot better.

Within TAP, one staff member reported “now every resident has equal 
opportunity to participate if they so choose and everything that’s available,” with three 
staff reporting increased percentage of involvement among residents per building. 
Rehabilitation Services staff emphasized TAP is “mandatory attendance, not mandatory 
participation”; residents are offered a range of activities in which to participate in lieu 
of the planned activity. This sentiment was shared by five other staff members. Despite 
this, there were still a number of negative statements regarding TAP participation. One 
staff member believed the classes were too broad and tended to lose the interest of 
higher functioning residents when catering to lower functioning residents. “For some 
it works, for others, they’re just really not inclined, because they feel like it’s beneath 
them.” Three staff reported that although attendance is high, there is a much smaller 
percentage of actual participation: “You see a lot of people, you know, listening to 
music or playing cards or talking to their friends as opposed to actually participating 
in the class that’s happening.” But one staff maintained “even those that come in and 
say I’m not doing this, after a couple of visits or so, they end up taking part.” Instructor 
involvement and peer influence were two main factors described as contributing to this 
eventual participation:

I think in reality, this way, what happens guys will, new admissions will come 
in, that are tentative uncomfortable, perhaps very psychotic, they watch the 
other guys, they gradually then become integrated in, so I think in the long 
run you get a much higher level of participation.

However, peer influence has the potential to be detrimental as well: “You know 
because again there are residents who just don’t want to be there and they are disruptive 
so those fellas that want to try to really learn something or enjoy the program it’s 
detracted from.”  It is these residents, who have no interest in participating or even 
attending TAP, who pose a risk to others’ rehabilitation. This situation, although a 
concern within TAP, was the very same situation even more residents found themselves 
in during the referral-based program, that is, idle time and minimal structure. 

Structure. During the referral-based program, two staff members reported idle 
down time and minimal structure for all residents, including those referred to the 
activity programs.  Of course, the issue was greater for those not referred to an activity:
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Things weren’t as safe because, you know, there were fights and stuff because 
you have ‘Oh well, if you can’t behave or you’re not higher functioning, we’re 
gonna leave you all together and the good boys can go to class.’

One of the main benefits of TAP, reported by 11 of the 12 staff members, is it offers 
structure to the day and minimizes idle time.  “You know, the TAP program again gets 
them out, gets them going, gets them doing something, which in itself is good for a 
majority of these guys.”  The daily structure provides practice for life outside the facility.  
“There’s a daily schedule, and that gets them used to having life outside of here, like 
they have a schedule so they can’t be in the house all day.” 

During the referral-based programming, a majority of the residents were not 
engaged in activities, requiring minimal resident accountability. “Prior to TAP, we had 
about 70% of the residents at any one time might not be engaged, and would be out 
wandering around campus.” With the implementation of TAP, “now the guys are in 
structured activities, the campus wandering has come to an end, you know where to 
find guys.”  This structure also provides resident accountability where there previously 
was none.   

According to eight of the 12 staff interviewed, less idle time, more structure, and 
more resident accountability have had a major impact on safety:

You can walk up and down the streets.  Now, without all the guys hanging 
out, there’s not as much of the gang activity that used to be on the streets that 
we would find more of the anti-socials that would hang out and then kinda 
get in the guys that were kind vulnerable and they were more snatching their 
canteen stuff and you know working that angle of the fellas. 

Keeping residents off the streets, engaged in an activity, and separating acute 
residents from the rest of the group does seem to have an impact on safety. Despite 
data on hand, the majority of staff interviewed stated they thought the overall safety of 
the facility has improved since the implementation of TAP. 

Discussion
In summary, the majority of the staff interviewed described the overall value 

of therapeutic activities in meeting resident needs regardless of referral-based or 
structured programming type. Staff acknowledged an increase in the importance of 
resident involvement in activities at the facility. This supports the Messina and Iwasaki 
(2013) finding of a link between increased participation and decreased LOS, regardless 
of programming type.

Staff described various benefits of TAP.  Half of those interviewed cited increased 
social involvement as a benefit of TAP. One staff member did point out the activities 
are only beneficial when evenly matched with residents’ abilities, while one other staff 
described TAP as having no therapeutic benefit at all.  

Over half of the staff interviewed agreed the accessibility of the referral-based 
program was flawed. Residents had to be psychiatrically stable in order to participate 
and had to wait for a new program cycle to begin before they could enroll. TAP, however, 
was considered much more accessible, utilizing an open admission policy.  The benefits 
of open admission are supported by Morgan et al.’s (2012) meta-analysis on treatment 
effects of services with the OMI (offenders with mental illness) population, suggesting 
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“programs with an open admission policy tended to produce stronger effects than did 
programs with closed admission policies” (p. 46). 

Staff cited good attendance during referral-based programming, for those 
referred, meaning the select few admitted to each class. Due to the mandatory nature of 
attendance in TAP, attendance within TAP was mentioned frequently. TAP has better 
attendance rates than the referral system since all residents, who are appropriate, are 
required to go. This is supported within Messina and Iwasaki (2013), which indicated 
significant differences in sum of activity time between referral-based programming 
and structured TAP programming.  

Messina and Iwasaki (2013) also found activity sum was a positive predictor of 
participation, as the activity sum increases so does participation level. This finding 
is consistent with comments received during staff interviews, as residents continue 
to attend the structured TAP programming, their participation level increases. That 
is, those who may not be interested in participating initially eventually do participate 
as their attendance increases. The compulsory attendance may increase their chances 
of eventually participating. Crilly (2008) recognizes “treatment components within 
compulsory commitment have coercive qualities but reframes their context as a 
potential bridge to building therapeutic treatment alliances” (p. 58). If not for the 
mandatory attendance, many of these residents would not have made the initiative 
to participate or develop these therapeutic relationships with the TAP therapists in 
the first place. The TAP system’s compulsory attendance with canteen and recreation 
room as reward for attendance, also closely resembles a token economy and use of 
the Premack Principle—techniques, as described earlier, determined successful in 
reducing undesirable behaviors and increasing institutional adjustment in correctional 
facilities (Gendreau et al., 2014).  

During the referral-based program, staff reported idle down time and minimal 
structure for all residents, including those referred to the activity programs. Since a 
majority of the residents were not engaged in activities, there was minimal resident 
accountability. One of the main benefits of TAP, reported by a majority of the staff 
members interviewed, was it offered structure to the day and minimized idle time, 
creating more resident accountability. The structured schedule also allowed for 
separation and treatment of specific residents. Keeping residents off the streets and 
engaged in an activity and separating acute residents from the rest of the group do 
seem to have an impact on safety. Indeed, over half of the staff members stated they 
thought the overall safety of the facility has improved since the implementation of TAP. 

Staff described their perceptions of an overall facility trend toward shorter LOS 
and the contributing factors in that trend (counseling, operations, and competency-
based lessons). In fact, as found within Messina and Iwasaki (2013) when comparing 
LOS during the referral-based program to LOS during the structured TAP program, 
LOS is significantly greater during the more recent structured program; however, 
due to significant differences between the residents at the facility during the two 
programs, a direct comparison cannot be made without controlling for confounding 
factors (Messina & Iwasaki, 2013). Despite this, the Messina and Iwasaki (2013) 
finding indicated, within both program types, those with higher participation levels 
had shorter LOS, while those with lower participation levels had longer LOS. This 
finding still supports the assertion participation in activities helps participants obtain 
competency and ultimately lower their LOS regardless of program structure. 



46

Messina and Iwasaki

Staff cited many similarities to both programs, including a therapeutic environment 
to participate in adjunctive therapies, similar resident/staff interactions, and the same 
overall goal. Both programs offered residents the chance to get off the building and 
establish a therapeutic relationship with staff other than their direct clinical staff 
and their building. This therapeutic relationship is in stark contrast to the behaviors 
learned and expected of them in correctional settings. Rotter, McQuisition, Broner, 
and Steinbacher (2005) discussed the inmate code as adaptations to jail, such as not 
sharing information with staff, minding one’s business, and demonstrating shows of 
strength. Rotter et al. (2005) stated although these behaviors help the person adapt 
during incarceration, they lie in stark contrast to the expectations of most therapeutic 
environments. Recreational environments, such as those offered within both the 
previous referral based program and the present structured TAP program, foster the 
development of therapeutic relationships between residents, staff, and therapists. 

Recommendations
Based on the interviews conducted at the sample facility, as well as existing research 

on related topics (Crilly, 2008; Gendreau et al., 2014; Messina & Iwasaki, 2013; Morgan 
et al., 2012; Rotter et al., 2005), the following section serves as recommendations for 
activity programs with this population. 

In an effort to provide residents with useful techniques that can aid in their recovery 
and eventual discharge into the community, programs should include competency-
based sessions, instruction and practice of relaxation techniques, instruction and 
practice of various skills sets, and activities involving large and small motor skills. In 
order to enhance self-esteem, activities should provide opportunity for the successful 
accomplishment of tasks. The opportunity for increased social involvement and 
increased appropriate social interactions is paramount to a successful transition into the 
community. Expanding beyond opportunity for social interaction is the opportunity 
for establishing a therapeutic relationship with a variety of staff members beyond the 
immediate treatment team, a relationship that contradicts with those experiences in 
the correctional settings (Rotter et al., 2005).  

To the greatest extent possible, sessions should be individualized to clients’ needs 
and interests. Residents should be provided with the opportunity for choice and 
options, tempered with exposure to new experiences they may not otherwise seek out.  
Programs should be structured, occupying enough of the week to cut down on idle 
time. The use of an open admission policy can ensure accessibility, while compulsory 
attendance ensures the therapeutic experience is achieved (Crilly, 2008; Morgan et al., 
2012). Last, the use of a token economy and the Premack Principle can encourage 
adherence to the structure, assuring the therapeutic benefits of participation (Gendreau 
et al., 2014; Messina & Iwasaki, 2013). 

The staff interviews, discussed in this paper, provide valuable insights into 
issues related to the prior and current program offerings at the sample facility.  The 
suggestions garnered from these interviews have the potential to streamline the 
program at the sample facility into a more effective and useful therapeutic element and 
provide similar facilities with valuable knowledge. Limitations of this study include the 
use of a single facility and an examination of only two programming types as well as 
the restriction of interviews to staff and not residents. Future research should examine 
a variety of programming types within multiple facilities and utilize resident interviews 
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to determine their perspectives regarding effective services. Further knowledge of the 
impact programming decisions have on residents will greatly enhance services for 
individuals with mental illness.  
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