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The high prevalence of the severely mentally ill in jails poses a social dilemma 

and necessitates focused research and policy responses, particularly since jail diversion 

and appropriate treatment may reduce recidivism.  This report describes four major 

issues: (1) previous deinstitutionalization policies, such as the reduction of state hospital 

capacity, and the restrictions in civil commitment laws; (2) various studies establishing 

the prevalence of mental illness among jail detainees; (3) challenges facing jail staff and 

mentally ill offenders; and (4) current guidance, including legal cases, and standards 

established by professional organizations like the National Commission on Correctional 

Healthcare.  Recommendations for future research are offered to enhance previous 

studies and address conflicting data.  In addition, the report offers recommendations for 

federal, state, and local policymakers seeking to reduce the number of mentally ill jail 

detainees and improve the care of those who remain.
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Chapter 1.  Introduction 

The links between the mental health and criminal justice system have garnered 

increasing attention in the past few years.  In October, 2002, the Council of State 

Governments created a 431-page document entitled The Criminal Justice/Mental Health 

Consensus Project.1  The Consensus Project reviewed the existing literature, and 

interviewed mental health and criminal justice experts across the country in an attempt to 

define the scope of the problem and present practical recommendations for policy makers 

and criminal justice and mental health practitioners.   

Perhaps the effort succeeded—in 2004, Congress passed the Mentally Ill Offender 

Treatment and Crime Reduction Act of 2004.2  The act noted the prevalence of mentally 

ill offenders in the criminal justice system, their responsiveness to treatment, and the 

need for collaboration among criminal justice and mental health agencies.3  The intent of 

the act is to divert nonviolent mentally ill offenders from incarceration, increase 

treatment for mental illness and co-occurring substance abuse, train corrections and 

mental health staff, and improve collaboration among criminal justice and mental health 

agencies.4 

Nonetheless, the issue of mental illness and incarceration still presents serious 

challenges and opportunities for corrections officials, policy makers, and mental health 

experts.  Although several studies have comprehensively examined mental health issues 

in a prison context, fewer have considered the issue in the specific context of urban jails5 

and short-term holding facilities.6  Jails may have as many (if not more) mentally ill 
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inmates as prisons;7 however, the nature of their short-term confinement presents 

obstacles to identifying and treating mentally ill offenders8—despite the possibility that 

earlier identification and treatment may reduce future incarceration and costs associated 

with processing such persons in the criminal justice system.9  In addition, jails handle a 

variety of offenders, and since the typical jail sentence is one year or less, they process 

and release a very high volume of detainees on a daily basis.10  Thus, shorter sentences, a 

diverse set of detainees, and continuous processing complicate jails’ processing of 

mentally ill offenders. 

This report describes previous policies that may have contributed to an increase in 

the prevalence of mentally ill persons in jails, and the corresponding challenges facing 

jail staff members and mentally ill detainees.  When referring to mental illness in a 

criminal justice setting, the report reflects the consulted sources’ general definition of a 

severe mental illness, including: schizophrenia, bipolar disorder or mania, and major 

depressive disorder (however, some studies included personality disorders and post-

traumatic stress/anxiety and panic disorders).11  It then offers recommendations for 

federal, state, and local officials to improve the identification and treatment of mentally 

ill inmates.   

The importance of previous policies is evident when reviewing the literature on 

the prevalence of mentally ill persons in the criminal justice system.  Many researchers 

argue that the post-WWII deinstitutionalization movement, restrictions in civil 

commitment laws, and a failure to create adequate community mental health centers have 

shifted more mentally ill into jails.12  The impacts on the mental health system can be 
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seen in the dramatically reduced institutionalized population and the shortened lengths of 

stay for residents of state hospitals.13 

In addition, criminal justice and mental health experts note that rates of serious 

mental illness among the ten million people annually booked into U.S. jails are three to 

four times that of the general population.14  Researchers have attempted to document the 

link between the mental health and criminal justice system by either sampling for mental 

illness among jail detainees,15 or identifying patients of mental health clinics who also 

spent time in jail.16  Despite complicated results regarding the relationship between 

crime, arrests, and institutionalization rates,17 past research offers convincing evidence of 

the high prevalence of mental illness in jails. 

The challenges facing mentally ill inmates include disruptions in medications and 

services, increased suicide risk, abuse by other inmates, and punishment for symptomatic 

behavior.  The extent to which such issues affect inmates may be impacted by the length 

of their stay.  For example, inmates arrested for petty crimes may be released within 

hours or a few days.  Although it is desirable that such inmates do not languish in jails, 

their arrest and detention disrupts any treatment and social services they were receiving 

outside of jail and places them in a disorienting and potentially disturbing situation.  For 

example, previous research revealed that since jails may not have newer medications, 

they may make dangerous substitutions for a mentally ill detainee.18  Also, several states 

have policies that terminate a detainee’s Medicaid or Social Security benefits when they 

are incarcerated in jail.19  These are just two examples of how even short periods of 

confinement can dangerously disrupt an inmate’s life. 
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In addition, both short and longer-term inmates face the risk of suicide, a daunting 

problem in jails.  The jail suicide rate of 43 per 100,000 far exceeds the prison rate of 16 

per 100,000.20  In addition, research revealed that both the prevalence of a mental illness 

and changes in prescribed medication were both factors in jail suicides.21  Although 

previous jail suicide research focused on the first few hours of incarceration, recent 

research expanded the timeframe of risk to several months.22   

Properly trained correctional officers are critical to preventing suicide and 

managing mentally ill inmates.  Jail staff members may screen an inmate’s physical and 

mental health, and attempt to identify special-needs offenders.23  However, inmates may 

be unable or unwilling to self-identify their mental illness,24 and jail administrators must 

carefully coordination with local mental health agencies to protect confidentiality while 

obtaining useful mental health information.25    

 In addition, unless correctional officers are properly trained, they may perceive 

mentally ill inmates as malingering or simply suffering illicit drug or alcohol 

withdrawals, and may confuse symptomatic behavior with insubordination.  For example, 

an inmate receiving psychotropic medication that delays their response time may be 

perceived as deliberately slow in following orders.26  Also, staff should remain aware of 

mentally ill offenders’ psychiatric vulnerability in deprivation settings such as 

administrative segregation, and their potential status as targets for abuse by other 

inmates.27 
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 As described above, jails face significant obstacles in providing mental health 

services for offenders, particularly when an adequate public mental health system is 

lacking.  With limited background knowledge, jail staff members handle a variety of 

offenders who vary in crimes committed and mental and physical health requirements. 

Moreover, municipalities that attempt to coordinate mental health services and jail 

facilities may face complications, such as patient confidentiality laws,28 or a lack of 

responsiveness from mental health agencies for these “low-priority” patients.29  

 Finally, although some jail administrators are attempting to create discharge plans 

for offenders that link them to community services, certain problems, such as interagency 

miscommunication, transportation barriers, and service providers’ unwillingness to serve 

mentally ill offenders with co-occurring substance use disorders remain.30 

Despite the predicament facing jails in serving mentally ill offenders, a legal 

requirement regarding medical care, including mental health services, is secured for pre- 

and post-trial detainees by the Constitution’s Fifth, Eighth, and Fourteenth Amendments, 

as well as several state, federal, and Supreme Court rulings.31  In addition, recent 

litigation, such as the Brad H. v. City of New York case, extended the provision of care 

beyond the jail doors.32  Brad H. v. City of New York, which stemmed from New York 

City’s practice of dropping off mentally ill inmates released from Rikers Island Jail at a 

deserted plaza in the middle of the night without medications, and with only $1.50 cash 

and a $3.00 MetroCard.33  This lawsuit resulted in pre-release planning for mentally ill 

inmates and improved coordination and availability of the city’s social services.  
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Other avenues of change can include accreditation groups and innovative local 

and state corrections officials and policy makers who realize the importance of mental 

health care in jail facilities.  Chapter 4 of this report compares the standards developed by 

the American Correctional Association, American Psychiatric Association, and National 

Commission on Correctional Healthcare, all of which provide guidance on housing and 

treating mentally ill offenders.   

Treating mentally ill offenders, whether by diverting them to alternative services, 

improving treatment within jails, or creating comprehensive discharge plans, is a public 

health and public safety issue.  Ironically, the mentally ill have a stronger legal 

entitlement to treatment while detained in jail than post-release.  Nevertheless, a 

continuation of mental health services post-release is crucial to reducing recidivism.  One 

survey of 261 mentally ill jail inmates found that 78 percent received case management 

services while in jail, but only 29 percent received services in the three years following 

their release.34  Yet, the receipt of community services was significantly associated with 

reduced recidivism and longer stays in the community before re-arrest occurred.35  It is 

important, however, to equally emphasize in-jail and post-release services, since studies 

have shown they serve distinct populations.36 

  While jail administrators, judges, accreditation groups, and some policy makers 

have recognized the importance of serving mentally ill offenders, significant obstacles 

remain.  To better address these obstacles, additional research on arrest and crime data is 

needed to determine the types of services and treatment needed.  In addition, federal, 
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state, and local policy makers should implement policies that contribute to jail diversion 

for mentally ill offenders, treatment and discharge planning jail services, and a 

continuation of community treatment. 
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Chapter 2.  Deinstitutionalization 

Many researchers examining the prevalence of mentally ill offenders in 

correctional institutions underscore the impacts of the deinstitutionalization movement 

that began after WWII and restrictions in civil commitment laws that occurred in the 

1960s and 1970s.  It is important to note, however, that both policy makers and legal 

experts initially supported the concept of deinstitutionalization.  Lamb and Bachrach, 

researchers studying the deinstitutionalization movement, note that the definition of 

deinstitutionalization should include “the release of persons residing in psychiatric 

hospitals to alternative facilities in the community, the diversion of potential new 

admissions to alternative facilities, and the development of special services for the care of 

a non-institutionalized mentally ill population,” and laments that the third factor has not 

kept pace with the first two.1  Thus, although persons were simultaneously released from 

psychiatric hospitals and others were refused admission, the development of adequate 

community health care centers to accommodate the “deinstitutionalized” was lacking.  

This in turn left the police with few options when determining where to send mentally ill 

offenders charged with petty offenses, and jails increasingly became the repository for 

mentally ill persons.  As jails struggle to fulfill a variety of functions and maintain the 

safety of a diverse set of inmates with various backgrounds, particular attention must be 

paid to their mentally ill population. 

The roots of deinstitutionalization are generally considered to belong in the post-

WW II era, when soldiers received treatment for their psychological symptoms and then 
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returned to their unit during battle.2  Also, the development of new branches of psychiatry 

(psychodynamic and psychoanalytic) stressed the importance of community intervention 

and treatment over institutionalization.3  Finally, new medications and therapies proved 

effective in controlling more severe symptoms.4  President John F. Kennedy’s 

Community Mental Health Centers (CMHC) Act of 1963, tends to be seen as the policy 

manifestation of reform efforts, as it required a 50% or greater reduction in the number of 

persons institutionalized over a twenty-year period.5  The intent was that these patients 

could be served in community-based centers in a less restrictive and more therapeutic 

environment.  Researchers note, however, that while the policy may have been well-

intentioned, it was plagued by several factors, including: the number of severely mentally 

ill patients without family or spouse support,6 a lack of funding to create the centers,7 a 

lack of coordination between centers and state hospitals,8 a tendency to refuse treatment 

for severely mentally ill patients,9 an unclear mission regarding social change versus 

public health,10 and a diminished role for psychiatrists.11   

Moreover, the reversal of the 1960s and 1970s welfare state policies and the 

1980s budget cuts took a toll on services for the mentally ill as well.  Besides restrictions 

in Medicaid and a contraction in public housing availability, the Social Security 

Administration (SSA) cut vast numbers of the mentally ill from their disability rolls, 

possibly as an economic strategy—since many of the recipients were young and posed a 

long-term financial obligation for the SSA (most were reinstated).12  The community 

mental health centers failed to act as the new providers of treatment that Kennedy 

envisioned; in addition, psychiatric hospital capacity decreased, and legal changes made 
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it more difficult to civilly commit a person, thereby further restricting avenues of 

treatment for the mentally ill. 

Regarding the legal roots of the deinstitutionalization debate, Douglas Marty and 

Rosemary Chapin note the three tenets are: “(1) the right of the individual to receive 

treatment, (2) the right to treatment in the least restrictive setting, and (3) the right to 

freedom from harm.”13  Reflecting the spirit of these tenets, California initiated the first 

civil commitment reform laws, which were soon enacted by states across the country.14  

In the 1960s, California state mental hospitals, “had become crowded and dingy 

warehouses,” with sixty percent of their admission involuntary.”15  In addition, the 

development of federal entitlement money such as Medicaid, Social Security Disability 

Insurance, food stamps, and public housing reduced the state’s financial burden as long 

as institutionalized patients received services in the community, which led state 

lawmakers to begin considering methods for reducing commitments to mental hospitals.16   

In 1969, California enacted the Lanterman, Petris, Short Act,17 which had 

narrowed who could commit a person, and the criteria for commitment (the person must 

have a mental disorder and be a danger to them self or others, or be incapable of caring 

for them self).18  It also mandated a review to determine whether the person should 

remain in custody after the initial 72 hours.19  The regulations specify certain situations in 

which the hold may continue, and how long the hold can be extended.  It is important to 

note that the focus of the law shifted the purpose of commitment from providing needed 

treatment to preventing harm.20  Several states enacted similar reforms over the next 

decade.21  The restrictions on commitment, while understandable in a civil rights context, 
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thereby narrowed the mission of public psychiatric hospitals and reduced the 

institutionalized populations and the typical length of stay.22 

The Impacts of Deinstitutionalization 

Reduced Populations and Shortened Lengths of Stay 

One would expect that an increase in releases and a restriction in admissions and 

length of stay for psychiatric hospitals would lower the institutionalized population of 

mentally ill persons.  The quantitative impact of deinstitutionalization is measurable.  

Previous research reveals that in 1955, there were 559,000 people institutionalized in 

state mental hospitals out of a national population of 165 million, but in December 2000, 

there were only 55,000 institutionalized out of a population of over 275 million.23  

Compounding the reduced capacity are shortened lengths of stay: the average length of 

stay dropped from six months in the 1960s to a current average of 15 days.24  

Prevalence of the Mentally Ill in Jails 

Researchers have speculated that this increase in the deinstitutionalized, when 

combined with a failure to adequately provide the community mental health center 

substitutes and an erosion of public social services, led to increased arrests and 

incarceration of the mentally ill.  Torrey, a research psychiatrist that has written 

numerous books on mental illness in America,25 calls this “transinstituionalization—the 

exchange of one impersonal institution for another.”26  Yet, the link between fewer 



 16

psychiatric hospitals and increased incarceration of the mentally ill is complex and 

debatable.   

Authors typically mention L.S. Penrose as the first to document an inverse 

relationship between the number of persons in mental institutions and the number in 

prison.27  Considering the stance of many advocates for mentally ill offenders, however, 

it is interesting to note that Penrose was particularly interested in the occurrence of 

“serious offences, particularly those of violence against the person…for those are among 

the most antisocial of crimes.28  In 1991, researchers conducted a statistical analysis that 

suggested an inverse relationship between prison/jail populations and psychiatric hospital 

populations.29  More recently, researchers have expanded on this relationship, with a new 

paper that combines prison and mental health institutionalization rates.  This paper 

reflects the relationship between the two rates, and their impact on the homicide rate.30  

Extending beyond a statistical examination of the correlation between psychiatric hospital 

and jail/prison populations, researchers then began to examine two major issues: (1) the 

number of diagnosed mentally ill offenders in jails, and (2) the amount of client overlap 

for jails and mental health clinics or the number of offenders who had also received 

services at a local mental health clinic. 

The high percentage of offenders diagnosed with a mental illness is indeed 

startlingly disproportionate when compared to the general population.  In 1990, Teplin 

conducted a random sample of male detainees in the Cook County jail and determined 

that the prevalence rates for major disorders (schizophrenia, mania, and major 

depression) were two to three times greater than the rates for the general population.31  A 
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1999 Department of Justice survey of inmates estimated that 16.3 percent of jail inmates 

were mentally ill.32  Current research tends to accept that the prevalence of mental illness 

in correctional facilities is higher than that of the general population (which is 

approximately 6 percent for serious mental illnesses),33 but authors highlight 

impediments to effective analysis, such as lack of randomized studies, small sample 

sizes, and failure to compare rates with that of the general population.34 

Other studies have attempted to identify mentally ill persons who received 

services from mental health clinics and interacted with the criminal justice system.  One 

author of this type of study argued that the method creates a more representative picture 

of mentally ill offenders, since it captures persons who were arrested but not convicted.35  

A 2001 study compared data from New York’s public mental health system and its local 

jails to identify persons who had received public mental health services and spent at least 

one night in jail from 1991 to 1995.36  The results revealed that 14.5 percent of persons 

who received public mental health services were also incarcerated for at least one night in 

a jail.37  Men who received public mental health services were incarcerated at a rate that 

was 2.9 to 7.7 times higher than men in the general population, while women who 

accessed such services were incarcerated at a rate that was 4 to 8.6 times higher than 

women in the general population.38  It is important to note, however, that the 

methodology only identified individuals who received public mental health services and 

were incarcerated in the same county, and it did not specify which institution the person 

first had contact with.39   
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More recently, researchers sampled 673 new clients at community mental health 

and self-help agencies from 1996 to 2000 and accessed their criminal records to identify 

the level of their prior involvement with the criminal justice system.40  They found that 

45 percent had at least one criminal contact (defined as a criminal citation, arrest, or 

detention), with an average of eight contacts and four convictions prior to arriving at the 

mental health agency.41  Clients with criminal backgrounds were more likely to be 

homeless, drug dependent, and have more severe psychological disabilities.42   

Considering the mixed data on the seriousness of mentally ill offenders’ crimes, 

the study’s breakdown of charges and conviction data for individual crimes was 

particularly interesting.  Forty-six percent of the participants were convicted of 

misdemeanors, 23 percent were convicted of felonies, and 44 percent were convicted of 

both.43  Felony convictions were highest for theft, narcotics, burglary, and assault, while 

misdemeanor convictions were highest for petty theft, assault and battery, public order 

charges (disturbing the peace, trespassing, malicious mischief), and drug 

misdemeanors.44  While this may cast doubt on the contention that most mentally ill 

offenders are criminalized for misdemeanors,45 it also highlights the types of felonies and 

misdemeanors for which mentally ill offenders were convicted, and the degree to which 

public agencies are serving a variety of offenders. 

Regarding the types of crimes mentally ill offenders commit, research remains 

conflicted.  For example, the Department of Justice released statistics that revealed 

mentally ill offenders in jail were more likely to have committed a violent or property 

offense and less likely to have committed a drug offense than the general population.46  
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Their detention for public-order offenses was about equal to that of the general 

population.47  In response, Cox, a frequent publisher and case manager at the New York 

State Office of Mental Health in Albany, claimed that the census-based method did not 

accurately reflect “the high volume of individuals who enter and exit local jails over a 

period of time.”48  She also referenced her New York study discussed above, which 

further revealed that of the mentally ill offenders captured by her study who also spent at 

least one night in jail, less than 3.5 percent committed a serious enough crime to go to 

prison.49  Thus, it may be possible that the statistics on violent crimes overlook mentally 

ill offenders who are released or referred to community centers without being charged for 

public-order offenses or minor misdemeanors, which could strengthen the theory that 

such centers are more attuned to providing minor offenders with care. 

The Easy Scapegoat? 

Despite the general connection made between deinstitutionalization and the 

increased criminal detention of the mentally ill, other researchers have questioned the 

strength of this association.  The Consensus Project’s website simultaneously admits that 

reduced institutional care and under-funded community centers are at the heart of the 

problem, but emphasizes that “there is little evidence that those formerly housed in 

institutions have been shifted to jails and prisons.”50  Rather, other factors, such as “the 

lack of affordable housing, discrimination based on stereotypes associating mental illness 

with violence, crackdowns on “public nuisance” crimes, and tough prosecution of drug 

offenses,” had a significant effect.51   
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Significantly, researcher Fred Markowitz, a sociology professor, complicated the 

debate regarding the ability of community mental health centers to provide for the 

deinstitutionalized with an examination of the relationship between psychiatric hospital 

capacity and arrest and crime rates.52  He found a significant inverse relationship between 

psychiatric hospital capacity and arrest and crime rates for violent offenses, but the 

relationship between capacity and property offenses was negative but not significant. 53  

Markowitz linked this relationship to previous research that revealed mentally ill 

offenders in jails were more likely to have committed a violent or property offense than 

the general offender population (29.9 percent versus 25.6 percent for violent offenses, 

and 31.3 percent versus 26 percent for property crimes.)54  Thus, the more psychiatric 

hospital beds available for the mentally ill, the lower their arrest and crime rates.   

Yet, Markowitz could not isolate a correlation between neither total city-

apportioned mental health expenditures and crime and arrest rates, nor between 

community-based expenditures55 and crime and arrest rates.56  Although he admits that 

community-based expenditures may not be an appropriate indicator for examining social-

control impacts, Markowitz nonetheless concludes that, “community-based services for 

mental illness may not have that great of an impact on the number of persons arrested or 

in jail.”57  An examination of his findings, and the research regarding the violent and 

property crime and arrest rates of mentally ill offenders offers several possibilities.  If 

psychiatric hospital capacity has an inverse impact on crime and arrest rates but 

community-based services do not, this may be due to political unease regarding serving 

the severely mentally ill in the community, or local mental health centers’ reluctance to 
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serve violent or severely mentally ill offenders.58  Nevertheless, recent research examined 

data for arrests, arrests for violent offenses, and violent acts for mentally ill offenders 

with co-occurring substance disorders that participated in jail diversion programs; and, 

the outcomes revealed offenders with violent charges did not significantly differ from 

non-violent offenders.59 

The question of access to psychiatric hospitals among jail detainees was further 

examined in a 2002 study that compared self-reported lifetime psychiatric hospitalization 

histories between a sample of mentally ill jail detainees (pre-trial and sentenced) and a 

sample of non-incarcerated mentally ill.60  The study revealed that approximately 52 

percent of the jail detainees had some history of psychiatric hospitalization, a figure that 

was reinforced by examining the national sample for persons who have reported trouble 

with the law and previous psychiatric hospitalizations.61  Since this finding seems to 

contradict previous assertions that access to psychiatric hospitals would impact the 

number of mentally ill persons incarcerated, it should be noted that the study did not 

evaluate the length of stay or quality of care for those who were previously hospitalized; 

also, nearly half of the mentally ill detainees reported no previous hospitalization.62 

The deinstitutionalization movement, while rooted in notions of a patient’s right 

to the least restrictive treatment option and inspired by inadequate psychiatric hospital 

conditions, may indeed have inadvertently reduced the availability of treatment options 

for the mentally ill.  Whether this is directly correlated to the disproportionate number of 

the mentally ill in jails is a debatable assertion.  Nevertheless, research that provides 

conflicting data on the public mental health service history of offenders does indicate a 
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considerable connection between the criminal justice and mental health systems, and the 

need to link the two systems together in handling mentally ill offenders.  What is needed 

is more quantitative data on the types of offenders best served in community-based 

treatment options, and the accessibility of such treatment pre-offense.63  In addition, 

while beyond the scope of this paper, the importance of a social welfare net cannot be 

understated, and the criminal justice and mental health system links should not overlook 

issues of housing, education, and employment.64 
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Chapter 3.  Jails 

Functions 

There are over 3,350 jails in the country “processing approximately 10 million 

people each year.”1  Jails perform various correctional functions, and are often interlinked 

with prisons.  Typically, local municipalities have jurisdiction over the jail, and the state 

runs a separate prison system.2  Perhaps one of the unique challenges jail administrators 

and staff members face stem from a diverse detainee population that includes pre-trial 

detainees and convicted inmates held for a variety of offenses.   

According to the Bureau of Justice, jails typically:  

“receive individuals pending arraignment and hold them awaiting trial, 
conviction, or sentencing; readmit probation, parole, and bailbond violators and 
absconders; temporarily detain juveniles pending transfer to juvenile authorities; 
hold mentally ill persons pending their movement to appropriate health facilities; 
hold individuals for the military, for protective custody, for contempt, and for the 
courts as witnesses; release convicted inmates to the community upon completion 
of sentence; transfer inmates to Federal, State, or other authorities; house inmates 
for Federal, State, or other authorities because of crowding of their facilities; 
sometimes operate community-based programs as alternatives to incarceration; 
and hold inmates sentenced to short terms (generally under 1 year).”3  

In performing these duties, jail administrators deal with an array of offenders; moreover, 

this strain is complicated anytime the prison system is overcrowded, as this tends to back 

up into jails.  At midyear 2004, jails were estimated to be operating at 94% capacity.4  

The United States’ average daily jail population rose from 183,988 in 1980 to 

713,990 in 2004; which increased the jail incarceration rate from 81 per 100,000 in the 

population in 1980 to 243 in 2004.5  However, despite this dramatic increase, one should 
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consider that methods for estimating the average daily jail population fails to capture the 

revolving, 24-hour nature of jail populations, and some jail administrators suggest a 

better data element would include admissions, discharges, and reentry to the community.6  

Table 1: Jail and Prison Populations, 1980-2004. 
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 Source: Author’s analysis using U.S. Department of Justice, Bureau of Statistics Data.7  

Jails are a particularly important setting for addressing mentally-ill offenders’ 

issues.  Specifically, the Department of Justice’s 1999 report revealed that state prisons 

and jails tended to have a similar percentage of mentally ill inmates (about 16%);8 

however, other researchers and practitioners have argued that it is inappropriate to use 

census methods to compare prisons and jails at a particular point in time, as they do not 

capture mentally ill persons who cycle in and out of jail.9  Also jail suicide rates far 

exceed those of prisons, making screening and observation of inmates a particular 

concern.  In 2003, the jail suicide rate was 43 per 100,000, the state prison rate was 16, 

and the general population rate was 10.8.10     
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Jails face challenges in addressing suicide prevention and mental illness, due to a 

lack of resources and the revolving nature of jail inmates’ stays.  Yet, local jails are more 

community-based institutions than prisons (since they tend to house offenders from the 

surrounding community), and may be more able to develop links with local mental health 

clinics and treatment centers.   
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Chapter 4.  Challenges for Mentally Ill Offenders & Jails 

Jails handle a variety of offenders and act as an entry point to the criminal justice 

system and a return mechanism for non-convicted and released detainees reentering 

society.  Thus, when considering the increased numbers of mentally ill offenders in jails, 

it is important to note the significant challenges that remain for both jail staff members 

and mentally ill offenders, particularly regarding issues of continuity of care, suicide 

prevention, and discipline and control.  In addition, as more jails attempt to appropriately 

screen offenders for mental illness and either divert them to more appropriate community 

treatment providers, or assist in pre-release planning, concerns regarding coordination 

and linking with community providers, and the availability of services for certain groups 

remain an important challenge. 

Disruptions in Continuity of Care 

Besides the general disruption in one’s daily life that arrest and detention creates, 

mentally ill detainees may also face a disruption in their continuity of care, assuming they 

were receiving some kind of treatment or assistance.  Not only may this disruption impact 

the offenders while incarcerated (in terms of a change or drop in medication), but it may 

also strain the offenders’ ability to reintegrate into the community upon release.  

Perhaps the most obvious example of a potentially dangerous disruption in an 

inmate’s continuity of care is a change or drop in medication.  First, an offender must 

self-identify as needing medication, which he may be unwilling to do if there is a 



 34

perception that verification of the need will delay arraignment.1  Yet, even if offenders 

attempt to continue their medication, the Consensus Project notes that although inmates 

typically cannot bring their own prescribed medications into jail, jails may not have the 

same medication in their formulary, and may be unable to fill a doctor’s prescription.2  In 

addition, any new medications administered in the jail may not be as effective due to drug 

interactions between medications, and delayed impact time; moreover, the new drug may 

produce harmful side effects.3  If a change in medication results in an offender becoming 

symptomatic, it could produce a dangerous situation for the offender, the jail staff, and 

the rest of the detainee population.  Moreover, it is possible the offender may not receive 

any medication at all, particularly if she or the jail staff fails to identify her mental illness.  

A 1999 survey of jail inmates revealed that only 40.9 percent of mentally ill offenders 

reported that they received any treatment, of which 34.1 percent reported receiving 

medication.4 

Although disruptions in treatment and medication may provoke immediate 

impacts for the offenders and the jail population, termination of key social services 

including Supplemental Security Income (SSI), Social Security Disability Income 

(SSDI), and Medicaid coverage threatens a released offender’s ability to access 

treatment, medication, support services, and thus endangers her successful reintegration 

within the community.5  For SSI, offenders’ eligibility will be terminated and they will 

have to file a new application to receive benefits upon release if they are in jail for more 

than twelve consecutive calendar months. 6   The SSDI benefits, however, are more 

complicated.  Although they can never be terminated, if a person is incarcerated for 30 



 35

full days, benefits are suspended regardless of whether the 30 days comprised a full 

calendar month.7  An economically pragmatic, but socially short-sighted policy fuels the 

termination of offenders’ benefits: jails receive financial awards for supplying 

information to the Social Security Administration that results in SSI or SSDI benefit 

suspension or termination, but do not have any incentive for notifying the agency when 

offenders will be released.8 

The termination of SSI and SSDI may also impact an offender’s eligibility for 

Medicaid, which is a crucial component of ensuring they can receive care for their mental 

illness upon release.  In 32 states Medicaid eligibility is tied to SSI eligibility; in seven 

other states eligibility is also linked, but requires a separate application for Medicaid; and 

in the remaining 11 states, various rules apply, but persons eligible for SSI typically 

receive Medicaid.9  Particularly troublesome are three basic issues: (1) offenders who 

lose their SSI benefits automatically lose Medicaid benefits; (2) despite federal 

regulations that allow for incarcerated Medicaid recipients to remain on the rolls (but 

without reimbursement), states generally pursue the option of terminating Medicaid for 

offenders who receive a suspension in SSI eligibility; and (3) states that do not 

automatically tie SSI and Medicaid eligibility together generally terminate Medicaid 

eligibility anytime a person is detained in jail.10  In some cases, this happened even when 

offenders only spent a few days in jail, and were not convicted of a crime.11  Unless the 

offender is able to begin the paperwork while still in jail, she may face a gap in mental 

health care between her release from jail and the reinstatement of her benefits.  

Termination of Medicaid benefits is a relatively common practice for Medicaid 
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administrators: a 2000 survey of administrators from 49 states and 4 territories found that 

46 administrators terminated Medicaid after receiving information that the person is an 

offender.12   

The impact of this termination adversely affects offenders, the community, and 

the judicial system.13  Nevertheless, realizing the importance of such programs in 

providing treatment and reducing recidivism, some jurisdictions have created innovative 

policies to either prevent offenders from losing their Medicaid eligibility, or to help them 

enroll in the program prior to their release.   

Disruptions in medication and social welfare programs are typical examples of 

incarceration’s adverse impacts for mentally ill offenders.  However, another perspective 

of this issue, implied but not explicitly discussed in much of the literature, are minor 

offenders that have never received public mental health services who cycle in and out of 

jail.  If they are released before jail staff members have time to adequately assess and 

refer them to mental health services, they will continue without treatment. 

Suicide  

Jail inmates, regardless of the length of their incarceration, commit suicide at a 

much higher rate than state prison inmates or the general population.  In 2003, the jail 

suicide rate was 43 per 100,000, the state prison rate was 16, and the general population 

rate was 10.8.14  Possible contributors to increased suicide risk include recent drug or 

alcohol use, a history of mental illness or suicide attempts, an upcoming court date, and a 

change in prescribed medications.15  It is important to note that although previous 
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research describes the situation as one of young, non-violent offenders who are 

intoxicated at the time of arrest, and usually commit suicide within the first 24-48 hours 

of detention, recent research that focused specifically on urban jails found other variables 

associated with the risk of suicide, and expanded the timeframe for suicide attempts to 

several months.16  The importance of mental illness as a risk factor is especially 

significant; one study found the rate of mental illness among urban jail inmates who 

attempted suicide was 77 percent,17 and another noted that 52 percent of inmates who had 

committed suicide had a major psychiatric diagnosis.18   

Besides suffering from symptoms of mental illness, offenders may have a difficult 

time adjusting to characteristics of a jail setting, particularly because of “fear of the 

unknown, distrust of authoritarian environment, lack of apparent control over the future, 

isolation from family and significant others, shame of incarceration, and the 

dehumanizing aspects of incarceration.”19   

Although many jails have begun to screen incoming offenders for mental illness 

and suicide risk, and attempt to isolate and observe suicidal inmates, issues such as 

overcrowding and availability of staff compromise the effectiveness in preventing 

suicides.20  In addition, in studies that revealed that most of the at-risk inmates who 

attempted suicide were successfully screened and identified as at-risk, concerns remain 

regarding the prevalence of mental illness in the jail population, and the most effective 

methods at preventing suicide.21  Moreover, experts have stressed that corrections staff 

members and clinical workers should not simply accept an inmate’s assurances that they 

are not suicidal if they suspect otherwise, or if the inmate has a suicidal history.22 
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Disciplinary Issues and Administrative Segregation 

For longer-term inmates, a major factor affecting the nature of their jail detention 

is correction officers’ understanding of mental illness, and their perception of offenders’ 

symptoms.  Training of correctional staff members to recognize and appropriately handle 

mentally ill inmates is an important component in their perception of the offender.  This 

is particularly important when interviewing offenders at the booking and screening 

process, but also during daily interactions.  Since psychiatric staff members are limited in 

their availability, corrections officers play a vital role in identifying the development of 

suicidal intentions in offenders not previously categorized as at-risk, and distinguishing 

whether an inmate’s behavior is insubordinate or symptomatic.23 

Urban jails may use corrections staff members to conduct the medical and mental 

health assessment of offenders during the receiving or booking process.  Although some 

states have required a mental health assessment tool be used to identify mentally ill 

inmates, this is not true everywhere.24  Since corrections staff members typically conduct 

the initial assessment, it is important they receive adequate mental health training, as 

some offenders may be unable (either because of intoxication, the severity of their illness, 

or an unidentified condition) or unwilling to self-identify their mental illness.  One 

researcher noted that offenders and their lawyers may even fail to identify the mental 

illness for fear that public stigma will lead to an adverse bail decision.25   

The amount of distrust offenders directs towards a correctional officer may 

impact his willingness to discuss his mental health history.  Vitacco and Rogers describe 
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the four factors that lead to deception in clinician-inmate relations, and state that this is 

likely to occur when inmates believe: “clinicians are working more for the institution 

than for the patients (agency), patients’ disclosures can potentially be used against them 

(lack of confidentiality), clinicians can restrict patients’ freedoms and even [impose] 

sanctions (social control), and clinicians do not respect patients’ autonomy but seek to 

induce mainstream values (value imposition).”26 Although these four factors were 

directed toward describing inmate-clinician relationships, they could certainly apply to an 

offender’s perception of a correctional officer evaluating the offender’s mental health 

status.  Thus, in order to evaluate an offender’s self-reported condition, it is important 

that booking staff discuss the offender’s recent behavior with the arresting officer to 

identify warning signs of mental illness, and consider the impacts of drug or alcohol 

withdrawal, changes in medications, or acute psychological episodes on an offenders’ 

suicide risk.27   

The harshness of jail life may be especially difficult for mentally ill offenders, and 

appropriate mental health training may help corrections staff members in recognizing 

whether a mentally ill offender is being intentionally difficult, or simply suffering from 

either untreated symptoms or a medication’s side effects.  For example, schizophrenics 

can suffer from hallucination, delusions, and disorganized speech or behavior,28 all of 

which may impair their adjustment to a jail environment.  Moreover, some medications 

may slow an offender’s speech or impair their motor skills,29 which could be interpreted 

as ignoring an officer’s order.  Besides potentially angering officers, mentally ill inmates, 

when loud or disruptive, may frustrate the general population, which could generate 
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inmate-on-inmate abuse if the mentally ill offenders are not properly protected.30  Since 

much of the research literature acknowledges the importance of understanding how much 

harder it may be for mentally ill offenders to cope in a jail setting,31 training materials for 

corrections staff should explicitly address these issues.  In addition, the use of 

administrative segregation (solitary confinement/ad seg/protective custody) to isolate 

suicidal or violently disturbed inmates, or to protect vulnerable offenders from attack, 

underscores the difficult balance that must be struck between protecting mentally ill 

offenders, avoiding any aggravation of their mental health problems, and protecting other 

prisoners.  

Administrative segregation refers to isolating offenders in single-occupancy cells, 

typically for 23 hours per day.32  While this practice is more common in prison, jails may 

also use administrative segregation to confine a person who presents a danger to other 

inmates or staff, to observe suicidal inmates, or to protect offenders vulnerable to inmate 

attacks.  Jail stays in administrative segregation are likely to be much shorter than those 

in prison; however, such isolated, barren settings may have a more profound impact on 

mentally ill offenders, and further upset suicidal inmates.  Indeed, previous jail suicide 

research noted that suicides tended to more frequently occur while an inmate was in 

isolation or protective custody,33 and some researchers have suggested jail administrators 

modify the housing arrangements of suicidal inmates.34  
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Linking to Community Providers 

Identifying Mentally Ill Inmates 

 Many researchers and advocates stress the importance of screening incoming 

offenders for mental illness as the first step to ensuring adequate conditions for such 

persons.35  Yet, the effort to identify mentally ill offenders should extend beyond a 

booking questionnaire to include collaboration with local mental health agencies.  The 

Texas Correctional Office on Offenders with Medical or Mental Impairments (TCOOMI) 

offers an example of the possible issues in coordination between the criminal justice and 

the Texas Department of Mental Health Mental Retardation (MHMR).   

TCOOMI is the state agency required to pursue such coordination and develop a 

continuity of care system for mentally ill offenders.36  Nevertheless, a recent 

collaboration between TCOOMI and the Texas Commission on Jail Standards (TCJS) 

revealed disparities in the jails’ and MHMR’s identification of mental illness.37  

Specifically, 100 randomly selected inmate medical records submitted by the jails to 

TDCJ revealed that 44 of the 100 were former MHMR clients, but only 15 had a mental 

health diagnosis noted in their records (10 of which matched the MHMR diagnosis).  

Thus, 34 clients who were current or former clients of MHMR were not identified by the 

jail staff members as having a mental illness.  In response, TCJS recommended requiring 

local jails and local MHMRs to establish a system to cross-reference the offender list and 

the MHMR database.38  Other issues of concern were that MHMR hours of operation did 
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not correspond to the 24-hour nature of jail facilities, and some MHMR facilities were 

slow to respond to local jails’ requests for offender assessments.39  

Availability and Receipt of Services 

Some more progressive jail administrators are attempting to connect with 

community service providers in conducting pre-release planning for mentally ill 

offenders.  Yet, issues remain as to the availability and accessibility of such services.  As 

previously mentioned in the deinstitutionalization chapter, the reduction in public mental 

health hospitals and the paltry creation of community mental health centers adversely 

impacted the mentally ill, but it also has created challenges for progressive jail 

administrators who are attempting to divert mentally ill offenders to more appropriate 

avenues of treatment.  Moreover, even when community mental health services are 

available, significant barriers remain.  Issues such as transportation barriers, interagency 

miscommunication, and disruptions in the continuity of care interfere with an offender’s 

ability to keep appointments that are arranged between jails and community mental health 

centers.40  A previous study examining seven jails with four different models of linking 

jails and community mental health services revealed that regardless of the model used, 

only approximately 42.9 percent of released offenders actually received services.41 

In addition, the suitability and willingness of certain community-based treatment 

providers to serve mentally ill offenders remains uncertain.  This particularly applies to 

offenders with co-occurring substance use disorders (those with a mental illness and a 

chemical dependency).  Previous research suggests that community mental health clinics  
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may be less willing to serve such offenders, with both mental health and substance abuse 

clinics claiming they are unable to address the offender’s other problem.42  Nevertheless, 

the importance of treatment should be emphasized, as a recent study comparing mentally 

ill offenders and dually diagnosed (mentally ill and substance abusers) offenders revealed 

that dually diagnosed offenders were more likely to be arrested for public order and drug 

charges, to be homeless on release, and to be re-hospitalized or to recidivate.43  In 

addition, these offenders encounter wariness from general social services providers (such 

as housing), and need an integrated substance abuse, mental health, and general social 

services network.44  

For offenders, jail administrators and staff members, and society in general, it is 

imperative that when appropriate, mentally ill offenders are diverted from jail and receive 

treatment elsewhere.  Nevertheless, services should not end at the jail gates; for mentally 

ill offenders who remain in jail, whether due to the severity of their crime or a lack of 

alternatives, their punishment should not extend beyond their incarceration.  Identifying 

and providing treatment, along with ensuring that correctional officers understand the 

nature and symptoms of mental illness will create a safer, more humane environment for 

everyone.  Moreover, linking with the community is essential for jails to prepare 

offenders for release and reduce the possibility of recidivism.  While this may seem 

beyond a jail’s duty, there is an increasing recognition of the interconnections between 

municipal jails and their surrounding communities.  
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Chapter 5.  Recommendations 

Prior Legal Cases  

Policy makers, mental health advocates, and jail administrators have developed a 

variety of approaches to stem the influx of mentally ill offenders and ensure they receive 

appropriate treatment and services.  Legal requirements, along with proposed standards 

by the American Corrections Association and the American Psychiatric Association, and 

National Commission on Correctional Health Care, offer a potential baseline for 

administrators interested in providing adequate screening and treatment of offenders.   

An inmate’s right to mental health treatment is based on the Eight Amendment, 

which forbids cruel and unusual punishment, and the corresponding Supreme Court cases 

that interpreted violations of this amendment.1  In particular, the 1976 case of Estelle v. 

Gamble addressed this issue by stating that if prison officials were deliberately indifferent 

to a prisoner’s serious medical needs, they were in violation of the Eight Amendment.2  

Two issues remained: the definition of a serious medical need and deliberate 

indifference.3  Estelle v. Gamble was based on physical medical care, but the 1976 

federal case Bowring v. Godwin extended the standard to psychiatric care.4  Cohen 

discusses the varying interpretations of a serious medical need in regards to mental health 

treatment, and summarizes the important case law decisions.5  In particular, he notes that:  

• To successfully allege that an illness was not appropriately assessed and 
treated, the diagnostic test or evaluation not completed must have been 
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one of medical or psychiatric necessity. An inmate’s report of minor 
aches, pains, or distress will not establish such necessity. 

• A desire to achieve rehabilitation from alcohol or drug abuse, or to lose 
weight to simply look or feel better, will not suffice. 

• A diagnosis based on professional judgment and resting on some 
acceptable diagnostic tool (e.g., DSM-IV-TR) is presumptively valid. 

• A decision by a mental health professional that mental illness is not 
present is presumptively valid. 

• While “mere depression” or behavioral and emotional problems alone do 
not qualify as serious mental illness, acute depression, paranoid 
schizophrenia, “nervous collapse,” and suicidal tendencies do qualify.6 

Although the case law provides guidance on serious mental medical needs, the 

interpretations remain somewhat malleable.7  Similarly, the definition of deliberate 

indifference was not clarified until 1994, in the case of Farmer v. Brennan.8  In the case, 

the Supreme Court held that a prison official is deliberately indifferent “only if he knows 

that inmates face a substantial risk of serious harm and disregards that risk by failing to 

take reasonable measures to abate it.”9  Deliberate indifference places a high burden of 

proof on prisoners with a medical complaint, but relief may also be available through the 

less stringent measures applied in some states’ medical malpractice or negligence laws.10  

Nevertheless, although prisoners may face some obstacles in proving deliberate 

indifference, the Eight Amendment remains the basis for constitutional cases involving 

prisoners’ medical needs.  

It is important to note, however, that although jails house both pre-trial (non-

convicted) and convicted detainees, Eighth Amendment rights do not apply to pre-trial 

detainees.11  Rather, pre-trial detainees’ rights stem from the due process clauses of the 
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Fifth and Fourteenth amendments, which establish that persons shall not be deprived of 

“life, liberty, or property without due process of law.”12  In the 1979 case Bell v. Wolfish, 

the Supreme Court somewhat narrowed previous lower court interpretations of such 

rights for pre-trial detainees.13  In particular, the majority ruled that practices of a federal 

detention facility did not violate the Fifth Amendment’s due process clause because they 

held that the practices were not intended to punish the inmates, were a reasonable 

response to security concerns, and were of limited duration.14  Thus, pre-trial detainees 

were protected from punishment, but detainees would have to prove that officials 

intended to punish them, and the practices were unreasonable in the context of a 

detention setting—a very challenging standard.15  Thus, while in theory pre-trial 

detainees should have more rights than prisoners, the standard of medical care for both 

remains similar.16 

 Certain cases are particularly noteworthy for their influence in establishing the 

minimum criteria for a mental health treatment program.  In Ruiz v. Estelle, Federal 

District Judge William Wayne Justice implemented major reforms for Texas prisons, 

some of which addressed inadequate mental health care for inmates.  When addressing 

mental medical care, Judge Justice identified six main criteria for an adequate mental 

health care system:17 

1. A systematic program for screening and evaluating inmates must be in 
place to identify those who require mental health treatment. 

2. Treatment must entail more than segregation and close supervision of the 
inmate patients. 
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3. Treatment requires the participation of trained mental health professionals, 
who must be employed in sufficient numbers to identify and treat in an 
individualized manner those treatable inmates with serious mental 
disorders. 

4. Accurate, complete, and confidential records of the mental health 
treatment process must be maintained. 

5. Prescription and administration of behavior altering medications in 
dangerous amounts, by dangerous methods, or without appropriate 
supervision and periodic evaluations are unacceptable. 

6. A basic program for the identification, treatment, and supervision of 
inmates with suicidal tendencies is a necessary component of any mental 
health treatment program. 

Although Judge Justice did formulate these criteria for prisons, their spirit can 

certainly be applied to jails.  In addition, although the case specifically concerned Texas, 

it impacted correctional facilities nationally, and sources describing the legal context of 

standards referred to the case.18  In addition, other cases also addressed the issue of 

constitutionally-mandated mental health care (and even added requirements that extend 

beyond Ruiz), including Langley v. Coughlin (1989) and Madrid v. Gomez (1995).19  In 

particular, the Langley case established criteria regarding the creation and maintenance of 

medical records, and declared that the failure to diagnose mental illnesses, prescribe 

medications, and provide non drug-based treatment constituted a violation of inmates’ 

rights.20  The Madrid case stressed the need for adequate and competent staffing, inmate 

access to services, and quality assurance.21   

More recently, an interesting case broadly expanded mentally ill offenders’ rights 

to discharge planning in New York.  The settlement of the case Brad H. v. City of New 

York (2000) provides a detailed program for pre-release discharge planning, as mentioned 



 52

in the introduction.22  Specifically, discharge planning includes providing links to 

continued mental health and substance abuse treatment and medications and 

prescriptions, applying or reactivating Medicaid benefits, public assistance, TANF, and 

SSA benefits, and assisting with housing and transportation.23  The Brad H. settlement 

requires considerable coordination among city agencies, and encompasses many services 

in discharge planning.  Moreover, Cohen suggests that the Wakefield v. Thompson (1999) 

case, which established the state’s duty to provide access to doctors and medication 

following an inmate’s release, may be indicative of a trend that will lead to an expansion 

of the government’s duty to provide certain services to newly-released offenders.24  Thus, 

a variety of cases at different levels of the judicial branch established a legal basis for the 

constitutionality of an inmate’s right to mental health treatment, and newer cases may 

further extend the government’s obligation.   

Professional Standards 

In addition to policies established by legal cases, organizations like the American 

Psychiatric Association (APA), American Correctional Association (ACA), and National 

Commission on Correctional Health Care (NCCHC) have developed standards for 

providing mental health care and preventing suicide in jails.  While all three groups 

address similar issues such as screening, treatment, and the prevention of suicide, their 

guidance varies in detail and audience.  

American Correctional Association 

  The ACA is a private, nonprofit organization that provides prisons and local 

detention facilities a voluntary accreditation program, and produces standards for 
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facilities seeking to gain or maintain ACA accreditation.25  Thus, the standards examined 

below are directed toward jail administrators, and provide programmatic guidance.  The 

ACA standards address mental health screening and referrals, the use of administrative 

segregation for special inmates, and the provision of counseling and substance abuse 

programs.26  Mandatory requirements include a mental health screen conducted during 

intake, and a mental health appraisal by a qualified mental health staff within 14 days of 

admission.27  The initial screen addresses issues such as suicidal tendencies, current 

medications and treatment, and substance abuse, but the appraisal includes more broad 

information, such as a review of available medical records, educational background, and 

past history of abuse victimization or predatory behavior.28 Also, ACA recommends, but 

does not require, the creation of a treatment plan, and the placement of severely mentally 

ill inmates in non-correctional settings or institutions explicitly established to handle 

them.29 

Although the ACA standards contain guidance specifically for mentally ill 

offenders, the counseling, substance abuse, and suicide prevention programs are directed 

toward the population in general.30  However, the mental health program does require 

that staff members address acute episodes and prevent long-term degeneration as well.31 

Similarly, the suicide prevention guidelines are not specifically aimed at mentally ill 

offenders, but the general jail population.  Specifically, the standards require that staff 

members are trained to identify warning signs, respond to at-risk inmates, and 

communicate with health care staff, in addition to conducting observations and follow-up 

monitoring.32  Moreover, the group recommends that mentally disordered inmates in 
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administrative segregation receive more frequent observation than general offenders in 

ad/seg.33  

American Psychiatric Association 

APA is a “medical specialty society” composed of psychiatrists, and the 

organization focuses on providing “humane care and effective treatment for all persons 

with mental disorders, including mental retardation and substance-related disorders.”34  

Their standards are directed toward psychiatrists and mental health professionals working 

in corrections settings, but also provide useful guidance for jail administrators as well.  

First, APA discusses the principles underlying the standards, then presents the actual 

standards for jails and prisons, and offers guidance for handling specific populations, 

such as women, geriatrics, and persons with co-occurring disorders.35  Although all 

groups (ACA, APA, NCCHC) stress the importance of an initial screening at intake, a 

follow-up assessment by a qualified mental health professional, and a suicide prevention 

program,36 APA provides considerably more direction than ACA regarding mental health 

treatment within the facility and discharge planning.  For example, the APA specifies 

measures to ensure proper treatment, medication, and supervision of mentally ill 

offenders, including measures to prevent suicide.37   

Regarding treatment, APA recognizes the short-term nature of jail confinement, 

and the standards stress the importance of ensuring inpatient resources and mental health 

coverage within the facility.38  In regards to medication, the standards recommend a 

range of psychotropic medications are kept in stock, prescribed by a physician, and 

distributed by qualified medical staff.39  Also, APA provides guidance on the use of 
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special restraints or seclusion methods, but also recommends the use of productive 

programming that emphasizes social skills and supportive intervention.40   

Finally, APA standards provide some guidance for jail administrators in discharge 

planning, both for inmates being transferred to prisons, and those who need referrals to 

community services upon release from jail.41  Noting that, “timely and effective discharge 

planning is essential to continuity of care and an integral part of adequate mental health 

treatment,” APA recommends jail staff contact either community mental health providers 

or prison staff (depending on whether the offender is released to the community or 

transferred to prison) to ensure continuity in treatment and medication.42  While not 

specifically including this in the standards, APA also notes the importance of services 

like financial support, housing, and assertive community therapy in discharge planning.43 

National Commission on Correctional Health Care 

The NCCHC, like the ACA, is a non-profit entity that provides accreditation of 

detention facilities (specifically in the area of medical care).44  The organization includes 

representatives from health, law, and corrections representatives,45 and their work reflects 

this multi-disciplinary composition.  Specifically, the group creates standards that address 

the administration of a corrections-based medical care program, with an intended 

audience of jail administrators seeking accreditation of their facility.46  Also, they provide 

considerable guidance for correctional medical staff through position statements and 

clinical guidelines.47  The NCCHC focuses on similar issues as the APA, such as 

screening, mental health services, suicide prevention; in addition, NCCHC offer 

standards on discharge planning and issues regarding emergency medication.  Moreover, 
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NCCHC provides considerable guidance for all their standards, and provides a discussion 

of the intent of the standard.   

Similar to ACA and APA, NCCHC lists initial physical and mental health 

screening as an essential service,48 and notes the importance of a follow-up mental health 

evaluation conducted by qualified personnel.49  Reflecting the considerable provision of 

guidance, the mental health screening and evaluation standard (for the follow-up 

evaluation) lists a variety of factors that should be recorded in the interview, including: 

prior hospitalization and treatment, suicidal/violent behavior, victimization, special 

education placement, cerebral trauma or seizures, sex offenses, medications, drug/alcohol 

use, emotional response to incarceration, and intellectual functioning.50 

In addition to screening, NCCHC lists standards for suicide prevention, mental 

health treatment, and discharge planning.  The suicide prevention standard, besides 

establishing the need for staff training, identification, monitoring, and other typical 

components of jail suicide prevention programs, recommends that suicidal inmates be 

housed in the general population (in close proximity to staff) or a similar setting, rather 

than isolated.51   

In addition, NCCHC extends mental health care beyond the administration of 

psychotropic drugs to include individual and group therapy, as well as coordination with 

substance abuse treatment.52  Moreover, although APA discusses the importance of 

discharge planning but does not include it in its specific standards, the NCCHC includes 

a standard on discharge planning.  Specifically, the standard requires jail health staff 

members to provide a supply of medication and referrals to community providers.53  The 
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discussion following the standard places significant responsibility on health staff 

members to ensure that offenders with serious mental illnesses understand the importance 

of continuing their treatment, and providing referrals to specialized providers.54  This 

responsibility remains even if health staff members do not receive adequate notification 

of an offender’s pending release.55 

Recommendations for Future Research 

This report revealed surprisingly conflicted literature on what types of crimes 

mentally ill offenders are committing and the relationship between available public 

mental health treatment and incarceration rates, which lent credibility to some 

researchers’ suggestions that community mental health clinics may be more adept (or 

more willing) to serve minor offenders.  Of course, the possible explanations for diverse 

outcomes could include a variety of factors, such as differing methodologies, the lack of 

research on arrests, rather than convictions, and the possibility that mental health 

advocates may be leery of recognizing the percentage of mentally ill offenders in jail for 

violent offenses.  Thus, both academic and policy fields would benefit from more 

research isolating the following issues: 

• Arrest data and conviction data for individual crimes committed by 

mentally ill offenders in urban areas to complement the variety of studies 

that sample convicted offenders.  Such data would enable researchers to 

evaluate the number and demographics of mentally ill persons arrested on 

petty charges and then released, versus those detained and charged. 
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• Recent data on violent mentally ill offenders’ prior access to public mental 

health services.  While data on access will not necessarily reflect quality 

of services, this perspective would help determine the validity of some 

past assertions that public mental health services are not willing to serve 

severely disturbed and violent persons.56 

• More in-depth research on the topic of dually-diagnosed mentally ill 

substance abusers, as this group seems to require more specific services, 

and differs from mentally ill offenders in social support and recidivism.57 

Additional data on these three topics may help in focusing future policies 

regarding diversion to community mental heath services, and the development of suitable 

post-release treatment programs for violent mentally ill offenders. 

Recommendations for Federal Policy Makers 

The issue of mental illness and its impacts on the criminal justice system and 

society in general is unquestionably tied to the provision of public social services.  While 

much of this report focused on the deinstitutionalization hypothesis and the availability of 

public mental health clinics, it is necessary to acknowledge the importance of housing, 

education, general health, and employment programs in supporting mentally ill citizens.  

Thus, although increased grant funding and technical support for community-based 

mental health programs are needed, such services should be tied to a general social 

welfare network.   
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In addition, considering the importance of programs like SSI, SSDI, and Medicaid 

for impoverished, at-risk offenders, and the variation among states and localities’ 

policies, federal policy makers should adjust current Social Security Administration 

(SSA) policy to prohibit states from terminating Medicaid benefits for incarcerated or 

detained offenders.  While the current federal policy allows for Medicaid recipients to 

remain on the rolls without reimbursement, many states terminate benefits instead, 

because this is their established process, or because Medicaid eligibility is tied to SSI 

benefits.  This small step would maintain an offenders’ eligibility status, but keep intact 

the policy of not paying benefits while a person is in jail.  Moreover, it is possible that 

this practice could reduce costs for state benefit coordinators and the SSA by eliminating 

the multiple processing costs for detainees who lost their eligibility status while in jail, 

and therefore must re-apply for benefits.   

In addition, although this report has repeatedly referred to the links between local 

community mental health providers, state psychiatric hospitals, and jails, federal policy 

makers should also consider the overlap in Veterans Affairs (VA) mental health patients 

and jails.  One study that analyzed the overlap of patients receiving VA mental health 

services and surrounding counties’ jail records found that “a total of 15.7 percent—39.6 

percent of those age 18 to 39 years and 9.1 percent of those age 40 years and older—were 

incarcerated at some time during that period.”58  Thus, VA policy administrators should 

encourage local VA hospitals and clinics to develop working relationships with jails. 

Finally, the Attorney General should respond to the National Association of 

Counties’(NACo) request that he create a national commission to evaluate the issue of 
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jailing non-violent mentally ill offenders, and make recommendations to address the 

problem.59 NACo representatives stressed the importance of including representatives 

from federal criminal justice and social welfare agencies, as well as national 

organizations representing local and state stakeholders.60 

Recommendations for State and Local Policy Makers 

For policy makers and advocates searching for innovative programs that attempt 

to create links between the public mental health and criminal justice systems and ensure 

offenders receive the appropriate treatment, a variety of jurisdictions have initiated 

progressive programs, including police training, crisis intervention teams, mental health 

courts, jail diversion programs, and discharge planning.61  Policy makers should evaluate 

other jurisdictions’ programs, and adopt strategies appropriate for their situations and 

resources.   

In addition, the impact of changes in the financing of community-based mental 

health services should be considered by policy-makers.  A recent study of King County, 

Washington, evaluated indirect cost-shifting to jails after the state transferred the 

responsibility for paying for uninsured and Medicaid recipients’ use of outpatient mental 

health services to the county. 62  After the county implemented a managed mental health 

care program, the authors found that expenditures decreased for the county mental health 

system, while the probability of jail use among Medicaid recipients significantly 

increased, which suggested that the managed mental health care system was shifting 

patients and costs to jails.63  As noted by the authors, such policies are incredibly 
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worrisome, as they provide less efficient and more costly services to mentally ill patients 

by placing them in an inappropriate setting and subverting their needs to the care 

system’s financial concerns.64 

Finally, although not explicitly covered in this report, it is critical that when 

designing mental health programs (whether community or corrections-based), 

administrators remain aware of the needs of special needs populations, such as substance 

abusers, women, and minorities.  Research has revealed racial and gender disparities in 

access to mental health services, and the need for specific programming, particularly 

since women and minority offender populations tend to have a higher prevalence of 

mental illness.65   
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