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he measure of a country’s greatness,
Mahatma Gandhi said, should be
based on how well it cares for its most
vulnerable. Recently, I had the opportu-
nity to work with members of a vulnerable
population: men and women who have a
mental illness and languish in jails and pris-
ons around the country. My experience was
eye-opening and heartbreaking.
Widespread incarceration of the men-
tally ill in a developed country such as the
United States should be a national embar-
rassment. But this tragedy, which has
reached an epidemic level, has been effec-
tively shut out of the national conversation.

The problem has grown,

and is enormous

By the estimate of the U.S. Department of
Justice, more than one-half of people incar-
cerated in the United States are mentally ill
and approximately 20% suffer from a serious
mental illness.!? In fact, there are now 3 times
as many mentally ill people in jail and prison
as there are occupying psychiatric beds in
hospitals.®> These numbers represent a con-
siderable increase over the past 6 decades,
and can be attributed to 2 major factors:

* A program of deinstitutionalization set
in motion by the federal government in the
1950s called for shuttering of state psychi-
atric facilities around the country. This was
a period of renewed national discourse on
civil rights; for many people, the practice of
institutionalization was considered a viola-
tion of civil rights. (Coincidentally, chlor-
promazine was introduced about this time,
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and many experts believed that the drug
would revolutionize outpatient manage-
ment of psychiatric disorders.)

® More recently, heavy criminal penalties
have been attached to convictions for posses-
sion and distribution of illegal substances—
part of the government’s “war on drugs.”

As a consequence of these programs and
policies, the United States has come full
circle—routinely incarcerating the mentally
ill as it did in the early 19th century, before
reforms were initiated in response to the
lobbying efforts of activist Dorothea Dix
and her contemporaries.

My distressing, eye-opening
experience

The time I spent with the incarcerated men-
tally ill was limited to a 6-month period at a
county jail during residency. Yet the contrast
between services provided to this popula-
tion and those that are available to people in
the community was immediately evident—
and stark. The sheer number of adults in jails
and prisons who require mental health care
is such that the ratio of patients to psychia-
trists, psychologists, and other mental health
clinicians is shockingly skewed.
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It does not take years of experience to
figure out that a brief interview with an
18-year-old who is being jailed for the first
time, has never seen a psychiatrist, and
suffers panic attacks (or hallucinations, or
suicidal thoughts) is a less-than-ideal clini-
cal situation. Making that situation even
more hazardous is that inmates have a high
risk of suicide, particularly in the first 24 to
48 hours of incarceration.*

Other ethical issues arose during my stint
in the correctional system: My patients fre-
quently would be charged with prison-rule
violations (there is evidence that mentally ill
inmates are more likely to be charged with
such violations?); on many such occasions,
they would be placed in solitary confinement
(“the hole”), a practice the United Nations
has called “cruel, inhuman, and degrading:
for the mentally ill° and that, in turn, exacer-
bates the inmate’s psychiatric illness.*"

Last, there are restrictions on the types
of formulations of medications that can
be prescribed, involuntary treatment, and
other critical aspects of care that make the
experience of providing care in this system
frustrating for mental health providers.

Are there solutions?
One way to tackle this crisis might be to
insert more psychiatrists and psychologists
into the correctional system. A more sensi-
ble approach, however, would be to tackle
the root cause and divert the mentally ill
away from incarceration and into treat-
ment—moving from a model of retribution
and incapacitation to one of rehabilitation.
For example:

® Several counties nationwide have

adopted diversion programs that include

so-called mental health courts and drug
courts, with encouraging results'

® Police departments are establishing
Crisis Intervention Teams

¢ Assisted outpatient treatment pro-
grams are growing in popularity.

Far more needs to be done, however.
In the absence of a national debate on the
problem of the incarcerated mentally ill,
there is real risk that this population will
continue to be ignored and that our mental
health care infrastructure will remain inad-
equate for meeting their need for services.

References
1. American Psychiatric Association. Psychiatric services in jails
and prisons: a task force report of the American Psychiatric
Association. 2nd ed. Washington, DC: American Psychiatric
Association; 2000:XIX.

2. US. Department of Justice. Bureau of Justice Statistics: special
report. Mental health problems of prison and jail inmates.
http:/ /www.bjs.gov/content/pub/pdf/mhppji.pdf. Updated
December 14, 2006. Accessed April 8, 2016.

3. Torrey FE, Kennard AD, Eslinger D, et al. More mentally ill
persons are in jails and prisons than hospitals: a survey of the
states.  http:/ /www.treatmentadvocacycenter.org/storage/
documents/final_jails_v_hospitals_study.pdf. Published May
2010. Accessed April 8, 2016.

4. US. Department of Justice. National study of jail suicide:
20 years later. http://static.nicic.gov/Library/024308.pdf.
Published April 2010. Accessed April 8, 2016.

5. Méndez JE. Special Rapporteur on torture and other cruel,
inhuman or degrading treatment or punishment. http://
www.ohchr.org/EN/Issues/Torture /SRTorture /Pages/
SRTortureIndex.aspx. Published 2011. Accessed April 8, 2016.

6. Daniel AE. Preventing suicide in prison: a collaborative
responsibility of administrative, custodial, and clinical staff. J
Am Acad Psychiatry Law. 2006;34(2):165-175.

7. White TW, Schimmel D], Frickey R. A comprehensive analysis
of suicide in federal prisons: a fifteen-year review. ] Correct
Health Care. 2002,9(3):321-345.

8. Smith PS. The effects of solitary confinement on prison inmates:
a brief history and review of the literature, crime and justice.
Crime and Justice. 2006;34(1):441-528.

9. Grassian S. Psychopathological effects of solitary confinement.
Am J Psychiatry. 1983;140(11):1450-1454.

10. Patterson RF, Hughes K. Review of completed suicides in the
California Department of Corrections and Rehabilitation, 1999
to 2004. Psychiatr Serv. 2008;59(6):676-682.

11. Kaba F, Lewis A, Glowa-Kollisch S, et al. Solitary confinement
and risk of self-harm among jail inmates. Am ] Public Health.
2014;104(3):442-447.

12. McNiel DE, Binder RL. Effectiveness of a mental health court
in reducing criminal recidivism and violence. Am J Psychiatry.
2007;164(9):1395-1403.

Residents’ Voices

Clinical Point

There is real risk

that the needs of

the incarcerated
mentallyillin
this country will
continued to be
ignored

Current Psychiatry
Vol. 15, No. 5

|e5



