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ABSTRACT: The mentally disordered offender falls into the "no man's land" between prison 
and mental health systems. A number of reasons are given to explain why mental health service to 
this special group is in crisis again, and to lay the base for understanding the advantages and 
disadvantages of five different models of service delivery. The authors conclude by favoring small 
psychiatric units attached to major prisons. 
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The provision of mental health service to convicted mentally disordered offenders is in 
crisis again [ 1]. This perennial problem has remained unsolved for a number of reasons. A 
principal reason underlying our lack of success (resolve?) is the basic conflict between the 
principles of the criminal justice system, punishment, retribution, deterrence, and rehabili- 
tation [2], and the basic premise underlying the therapist /pat ient  relationship, trust [3]. 
The practice of punishment prevents the possibility of trust formation. This basic conflict in 
values, in our opinion, underlies all the apparent levels of conflict. The perennial problem of 
the insanity defense, where law and psychiatry collide, and the deep difference between the 
roles of security and treatment staff in prisons, are two obvious examples of this basic differ- 
ence. 

Furthermore,  there are a number  of reasons why this crisis is apparent at this time. First, 
our prisons are overcrowded. There was a 34% growth in population between 1978 and 
1982, straining already scarce resources. Second, the movement to deinstitutionalize the 
chronic mentally ill in the 1960s and 1970s has not only created "the bag lady," but crowded 
jails, and then prisons, with patients who used to reside in hospitals. The criminalization of 
the mentally ill is well documented [4,5]. Third, the trend towards giving longer sentences 
has kept prison beds full. More important,  however, in this swing to the right, is the growing 
trend to decrease the judge's authority at the time of sentence, and to decrease the flexibility 
parole boards have to grant early release to selected inmates, especially those who have par- 
ticipated honorably in prison rehabilitation programs. Psychiatric/psychological t reatment  
is losing credibility with the public and the parole board. 

For these reasons and others, it is not surprising that recent surveys of psychopathology in 
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prison populations continue to demonstrate that at any given time 20 to 25% of the inmate 
population experience significant, and in other circumstances, treatable symptoms of men- 
tal illness [6-8]. The fact that mental health services to the mentally disordered offender 
have been neglected for years; that most departments of corrections are understaffed com- 
pared to European staffing standards [ 9] both in custodial and mental health professionals; 
that in a recent survey of state correction facilities 28 states had defined standards for mental 
health services for the convicted and that only 16% of these complied with their standards, it 
is understandable that the human suffering of the mentally ill has come to the attention of 
the courts. While the Wyatt v. Stickney case [ 10] in Alabama does not offer the promise that 
was first sought in the court's entrance into setting standards and so forth in a psychiatric 
hospital, Metzner reported that 20 states are now under court order to provide mental health 
services. Overcrowding, environmental health conditions, the lack of medical and mental 
health care, and violence are the four major issues addressed by this litigation. 

Given this pessimistic picture [11], is there any reason to believe that the current effort to 
address this issue will have any success? Class action suits will bring some relief [12]. There 
is also a growing emphasis and body of knowledge in correctional mental health, as attested 
by the scope of the papers presented in Chicago at the 8th National Conference on Correc- 
tional Health Care [ 13]. Of 40 major topic areas, 30 had a direct clinical focus. There were 
more than 100 separate papers presented in these topic areas. Interest and information are 
growing. The following will, then, review models of delivery of mental health services in 
prisons and discuss the advantages and disadvantages of each. It will not discuss mental 
health services to jails or to juveniles. It will not discuss important system issues or specific 
treatment approaches. We can say that there are no standards to judge effectiveness of any 
of these models, and that, in spite of all our efforts, recidivism rates remain unchanged. 

The judgments made below arise from personal experience and from a review of surveys of 
psychopathology found in prison settings [ 6-8]. The first model is explained in greater detail 
as the basic issues of intention, administration, and separating the mentally disordered of- 
fender from other inmates are considered common to all models. Other models, then, are 
discussed in regard to their unique advantages. All other factors are held constant. 

Models for the Disposition of Convicted Mentally Disordered Offenders 

Wardlaw [ 14], in an excellent article, identifies and discusses the advantages and disad- 
vantages of five models of mental health service to convicted mentally disordered offenders. 
We have followed his lead, below, in describing these models. A number of solutions have 
been attempted as a means of coping with the dispositional problems posed by mentally 
disordered prisoners. Although they are not entirely mutually exclusive, five major ap- 
proaches may be broadly distinguished. These are: 

(1) a centralized psychiatric prison, 
(2) small psychiatric units attached to major prisons, 
(3) regional forensic psychiatric centers, 
(4) regional security units at psychiatric hospitals, and 
(5) a centralized psychiatric security hospital. 

Irregardless of model, the central problem lies in the fact that neither the prison system 
nor the health system want jurisdiction over the mentally disordered offender. Mentally dis- 
ordered prisoners fall in a "no-man's land" and are not properly cared for by either prison or 
psychiatric hospitals. This situation arises principally from disagreements over what role 
each should play. On the whole, prisons view mentally disordered prisoners as inappropri- 
ately placed in their institutions, arguing that prisons are neither equipped nor staffed to 
deal with their problems. On the other hand, the mental health system generally is reluctant 
to deal with prisoners, particularly those who are labelled "dangerous" [ 7]. Often psychiat- 
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ric staff believe prisoners/patients to be merely trying to avoid the rigours of prison life and 
thus to be wasteful of resources and frequently disruptive to the ward routine. More seri- 
ously, they fear that the need to provide security for prisoners is diametrically opposed to the 
general movement toward open wards in psychiatric hospitals. Further, it is argued that a 
large proportion of mentally disordered offenders are, for practical purposes, untreatable, 
and there is thus no justification for their occupying scarce hospital beds. It is easy, there- 
fore, to see the pressures and interests that exist in both systems to divest themselves of this 
problematic group. 

Psychiatric Prison 

A psychiatric prison seems an ideal solution to many. Hartz-Karp [15], in her analysis of 
dispositional modes, argues that the three major reasons most frequently cited for construct- 
ing psychiatric prisons are administrative efficiency, humanitarian concern, and protection 
of the offender and the community. It is argued that it is important to separate the mentally 
disordered from the criminal so that the former are "treated" and the latter are "punished." 
In particular, it is felt that it is inappropriate to subject the mentally disordered to a regime 
officially labelled as punishment. It is then argued that only in a special purpose institution 
will those who are mentally disordered be afforded proper treatment and not be subjected to 
punishment. The psychiatric prison holds the hope of dealing appropriately with mentally 
disordered individuals by removing them from a punishment environment and placing them 
in a treatment one, thus satisfying humanitarian concerns. It provides security which allevi- 
ates community fears, and it removes what is said to be a particularly difficult and often 
violent group from normal systems, thereby removing considerable administrative difficul- 
ties for those systems. 

Further, administrative difficulties are said to be caused in prisons by the presence of the 
mentally disordered because facilities do not exist to segregate those who are violent, exhibit 
bizarre or unpredictable behavior, or are in other ways difficult (for example, refuse to work 
or obey orders). Proponents of a psychiatric prison accept that many of these problems have 
a psychological/psychiatric basis and that a treatment facility would be the most appropriate 
place to deal with them. 

Separating the violent from the mentally disordered, who may also be violent, is another 
difficult issue. Often the tendency is to lump both groups together because they both cause 
management and administrative problems. When undifferentiated, the group with charac- 
terological pathology become a major problem to the treatment milieux whether in psychiat- 
ric prisons or mental hospitals. Accurate diagnosis in the prison is important. 

The final argument advanced in favor of a psychiatric prison is that it would be an ideal 
protective device. Mentally disordered prisoners would be better protected from the depre- 
dations of other prisoners and the stresses of prison life (to which it is thought it is "unfair" 
to subject someone suffering under a mental disability) if housed in the "protective environ- 
ment of a treatment facility [ 16]. Further, such persons will also be protected in the sense 
that the treatment offered theoretically holds out real hope of a "cure" which will eliminate 
mental disorder or dangerousness or both. The community also benefits. It is protected be- 
cause the dangerously mentally disordered offender is housed in secure conditions and is 
receiving treatment that will eliminate his or her dangerousness. Of course, the ultimate 
benefit derived from a psychiatric prison is claimed to be when the treatment staff them- 
selves control release decisions and can release mentally disordered prisoners only when the 
staff considers them "cured." 

While all the above arguments stem from real concerns, the solution offered, a psychiatric 
prison, is based on, at best, unproven assumptions. The most important assumptions under- 
lying psychiatric intervention are that persons whom the administration finds "difficult" (be 
they violent, noncommunicative, not amenable to discipline, and so forth) have psychiatric 
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disorders and that psychiatrists are able to provide accurate diagnosis of and treatment for 
these disorders. The first assumption is widely challenged and the second and third are 
largely disproven by an increasing number of empirical studies which show that psychiatrists 
are extremely poor at arriving at reliable diagnoses in court [17], and even should they be 
able to do so, there is no specific treatment that can offer any realistic chance of success for 
the character disordered who would be so diagnosed [18]. 

Much of the attraction of the idea of a psychiatric prison lies in the belief that psychiatry 
and psychology are powerful and accurate tools. The evidence suggests otherwise, however, 
and to be responsible we must carefully assess the claimed expertise and benefits. (Although 
it should be noted that the attraction of psychiatric prisons may simply be asylum, that is, 
getting the most disruptive inmates out of the general population, and may be considered by 
some prison administrators to be sufficient rationale in and of itself, regardless of their be- 
liefs about the power of psychiatry and psychology.) Further, as Ericson [19] argues, while 
psychiatry (and, by association, psychology) is not necessarily powerful as a treatment tool, it 
certainly may be powerful as a control. The great danger of assigning all the difficult pris- 
oners to one institution and making treatment personnel primarily responsible for them is 
that the control function may become paramount. And as Ericson also notes, "Once set in 
motion, programs of this nature have a tendency to act to a maximum capacity, seeking and 
finding a perpetual supply of subjects to tinker with." 

Apart from the question of whether or not we have the treatment tools to change signifi- 
cantly the behavior of seriously disturbed offenders, the concept of a centralized psychiatric 
facility within the prison system suffers from a number of other potential disadvantages. 
First, it is obvious that a psychiatric prison will not be capable of dealing with all the men- 
tally disordered individuals within the prison system. But the mere existence of such a facil- 
ity could well remove the pressure to provide adequate mental health facilities for all pris- 
oners both because of the diversion of scarce and costly resources into treatment of the most 
severely disturbed cases and because the physical reality of the institution is visible "proof" 
of something being done for the mentally disordered, thus diverting attention from the re- 
maining problems. A second problem is that of the difficulty of involving the families or 
friends of the inmates in treatment as a result of the distance of a centralized facility from the 
areas in which many of the offenders and their families live. A decentralized system, on the 
other hand, at least allows the possibility of placing the offender in a facility within easy 
visiting distance of family and friends where it is thought that this may be of assistance in 
recovery from mental disorder. Finally, experience with a number of psychiatric prisons has 
shown that, often, there is an inherent inflexibility in the regimes in such institutions which 
does not seem to be present to such a degree in smaller units. The emphasis on security, in 
particular, often seems to pervade the thought that goes into devising programs for all of- 
fenders in the institution rather than only for those who truly require it. There often seems 
more willingness to experiment with innovative programs in smaller units, with large psychi- 
atric prisons being, frequently, more rigid in their attitudes to such innovations. 

Small  Psychiatric Units At tached to, or Part of, Major Prisons 

An alternative to a psychiatric prison, which still accepts that the prison system must bear 
the major responsibility for convicted mentally disordered offenders, is to disperse psychiat- 
ric units throughout the major prisons. This concept involves having a psychiatric unit either 
attached to, or within, a number of prisons. Such a model is seen as countering the disadvan- 
tages of a psychiatric prison (such as an excessive concern for security, the holding together 
of large numbers of disordered and sometimes dangerous offenders, the administrative and 
treatment conservativeness which seems to accompany larger institutions, and so forth), as 
well as offering its own advantages. The first advantage is that such a system is able to cope 
with a greater number of individuals within the prison system because it is not geared pri- 
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marily to the most severely disordered group. A unit, as well as being a secure facility for the 
treatment or containment of the severely disordered, should also serve the general popula- 
tion of its parent prison, providing day-care or out-patient type services. Having a number  of 
such units also allows for the development of specialist services so that, for example, differ- 
ent units may aim to provide special programs for different problem groups. In the United 
States, New York State has developed a comprehensive system in this mold [20], and the 
State of North Carolina has also adopted this model, as the following mission statement 
indicates [21]: 

The North Carolina Division of Prisons has the responsibility to deliver comprehensive mental 
health services which will provide for the care and treatment of mentally disordered inmates. 
Treatment programs will contain multi-disciplinary responses designed to prevent, contain, re- 
duce, or eliminate those conditions which contribute to the patient's mental impairment. These 
services will include but are not necessarily limited to: (1) patient identification and diagnosis, (2) 
services for the acutely ill inpatient, (3) outpatient services, (4) special programs for selected 
diagnostic categories (e.g. passive inadequate, mentally retarded, etc.), and (5) preventative ser- 
vices. There will also be a program evaluation and a staff development component as a part of the 
mental health program. 

A formal Memorandum of Understanding exists between the North Carolina Department  of 
Human Resources (which is responsible for the state's mental health services) and the De- 
partment of Correction, which specifies that: 

The Department of Human Resources will be responsible for service delivery for the mentally ill, 
the mentally retarded, or the substance abuser prior to the time they are actually committed to a 
state prison. Once they enter the gate of a state correctional facility, the responsibility for their 
treatment shifts to the Department of Corrections. When they leave prison, either through parole 
or by "maxing out", the responsibility reverts to the Department of Human Resources. The 
Memorandum of Understanding further specifies that the two agencies cooperate in every way 
possible to provide an orderly flow of the patient into and out of the prison system to facilitate 
continuity of care. 

The major advantage of this sort of formal agreement is that  each department knows ex- 
actly where it stands and what its responsibilities are. The existence of such an agreement, 
together with the provision of adequate resources to enable the Department  of Correction to 
fulfill its mandate,  eliminates the disagreement between departments, which is characteris- 
tic of many jurisdictions. More important,  it eliminates the Ping-Pong game which is played 
as many mentally disordered offenders are shunted back and forth between hospital and 
prison (what one cynic has called "bus therapy").  

The major disadvantages appear to be those of cost. It could be argued that many services 
which could be provided by the civil mental health system are unnecessarily duplicated with 
resultant unnecessary cost to the community. However, it could equally be argued that  such 
duplication as does exist is a small price to pay for the advantages that such a system offers. 

Regional Forensic Psychiatric Centers 

In Canada, one solution to the disposition problem has been the establishment of regional 
forensic psychiatric centers which have a mandate to cater exclusively to mentally disordered 
offenders [22]. In Canada, these centers are under the control of the federal prison authori- 
ties, but other models envisage control being vested in the mental health authorities on a 
joint service. There are a number  of possible ways of organizing such centers. To set them 
apart from the psychiatric prison model, some examples would seek to offer a comprehensive 
forensic service to both convicted and unconvicted mentally disordered offenders. Thus, 
such a unit would provide long-term accommodation, short-term care for those on tempo- 
rary transfer from a hospital or a prison, out-patient services for probationers/parolees and 
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possible prisoners, and assessment and diagnostic services for the courts (including facilities 
to hold remandees for psychiatric observation and report). 

The advantages seen in this model center on the presumed expertise that would be gained 
by having a large, comprehensive service-delivery agency capable of dealing with the prob- 
lems of both prisons and mental hospitals. The disadvantages come from having to accom- 
modate such a mixture of problem types and security levels. It is argued that, in the final 
analysis, the security needs of the dangerous, mentally disordered offenders could easily 
come to dominate, thus reducing many of the benefits which might otherwise flow from such 
a facility. 

Regional Secure Units in Psychiatric Hospitals 

The British solution to the problem of hospitals being unwilling to accept certain groups of 
mentally disordered offenders, either from the courts or from prison, was to build a number 
of regional medium secure units within the confines of psychiatric hospitals. These units are 
designed to take only those offenders who the medical staff consider as having a good chance 
of responding to treatment. They accept patients from the hospitals as well as from prisons, 
and thus such units are not exclusively for offenders but rather, for those who need more 
control than is considered appropriate in a normal psychiatric setting. The criteria for ad- 
mission to one such unit (the Wessex Interim Secure Unit) are as follows [23]: 

(a) An agreement between the relevant doctors and staff that the patient is both mentally 
disordered and should be treated in hospital. 

(b) The patient's behavior is too difficult or dangerous for him (or her) to be managed in 
an ordinary psychiatric ward, but is not so difficult or dangerous that he/she requires 
the high security of a Special Hospital. 

(c) The patient is either legally detained (e.g. by court order using the Mental Health Act) 
or is willing to stay as an "informal" patient, or as a condition of probation. 

It is obvious that while the concept of such units, firmly in the civil mental health system, 
could have merit, it is only a very limited solution to the problem of where to locate the 
mentally disordered offender. Because of the limits on security and the criterion of treatabil- 
ity, such units exclude a large number of potential inmates (that is, the dangerous and the 
"untreatable"). 

A Centralized Psychiatric Security Hospital 

The model of having a large, secure institution within the mental health system to cater for 
the dangerous mentally ill has been adopted all over the world, but has been the subject of 
intense criticism over the last few years. Such institutions (for example, the British Special 
Hospitals such as Broadmoor or maximum security hospitals such as Atascadero in Califor- 
nia) usually cater for both civil and criminal patients. On the whole, they have been justly 
criticized for an overconcern with security, fostering institutionalization, and being conserv- 
ative and inward looking [24]. They are frequently overcrowded and lack any real attempt at 
treatment. Security and control usually take precedence over all. Apart from the negative 
effects of the institutions themselves, the psychiatric security system, with its emphasis on 
security, is an inappropriate place to treat many sorts of mentally disordered offenders. But, 
if ordinary psychiatric hospitals are unwilling to take prison patients, many end up, inappro- 
priately, in security hospitals--often with negative impacts on their chances of recovery or 
rehabilitation [25]. Thus, the presence of such a facility either means that it contains inap- 
propriate patients or that these individuals may remain untreated in the prison system. Some 
complementary institution is still necessary. 
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Conclusion 

In our opinion,  small psychiatric units a t tached to major  prisons with dual managemen t  
have the most  to offer. Prison and  menta l  heal th expertise is required at the adminis t ra t ive 
level to ensure tha t  bo th  security and  t rea tment  needs are met. Small units are less en- 
t renched in excessive security. They offer a greater  level of trust ,  bet ter  staff communicat ion,  
and  the possibility of specialization. Where  morale is good, they even offer the potential  of a 
rewarding career to the  menta l  heal th  professionals who would choose to work in this sub- 
speciality. 
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