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There are at least 1.8 million people incarcerated in prisons or jails in the United States, and 

the number continues to increase each year.i  In Massachusetts, more than 23,000 prisoners are 

confined in the state and county correctional systems.ii  Despite the common misconception that 

mentally ill offenders will be found not guilty by reason of insanity and then hospitalized for 

treatment, in reality many such individuals end up in prison.iii  Indeed, the Los Angeles County Jail 

has been called the "largest de facto mental hospital in the world."iv   

The Prevalence of Mental Disorders in Prisons and Jails 

The  incidence of mental disorders among prisoners is substantially higher than it is in the 

community.  Studies indicate that anywhere between 5 and 20 percent of prisoners suffer from a 

major mental illness, defined as schizophrenia, bipolar disorder, or major depression.v  In the 

Massachusetts Department of Correction (DOC), the incidence of major mental illness "is at least 

9%, is almost certainly between 10-20%, and is best estimated at about 12-15%."vi  The problem 

may not be quite so severe in the county houses of correction, where the Department of Mental 

Health (DMH) recently concluded that the level of serious mental illness is about 5%.vii  As high as 

these numbers are, they may actually underestimate the need for mental health services because 

some inmates are likely to develop a major mental disorder during their incarceration, and many 

others suffer from less severe disorders that nonetheless require treatment.viii Additionally, at least 1-

2% of all inmates have a developmental disability.ix  

The reasons for the high incidence of mental illness among prisoners is somewhat unclear.  It 



is unlikely that incarceration itself is the cause, except in extreme circumstances such as prolonged 

confinement in solitary confinement.  Other explanations include the lack of community support for 

persons with mental illness, and the large number of deinstitutionalizion of mental patients who 

cannot control their behavior.x  

The Widespread Neglect of Prisoners with Mental Disorders 

Despite the tremendous demand for mental health treatment, the available services in many, 

if not most, prisons and jails are woefully inadequate.  Dozens of class action law suits have 

successfully attacked the overall quality of care in correctional institutions across the country.xi  

Madrid v. Gomez, 889 F. Supp. 1146, 1280 (N.D. Calif. 1995), contains a particularly gruesome 

portrayal of the experiences of the mentally ill.  In finding conditions at Pelican Bay -- California's 

state-of-the-art, "supermax" penitentiary -- to be unconstitutional, Chief Justice Henderson declared 

that "dry words on paper cannot adequately capture the senseless suffering and sometimes wretched 

misery" endured by inmates with mental illness.  The litany of abuse included a schizophrenic 

inmate who received third degree burns when correctional officers placed him in scalding water 

because he had smeared himself with feces.xii  In the words of Stuart Grassian, the Harvard Medical 

School psychiatrist who has served as an expert witness in Madrid and other cases, "I've seen people 

who are horribly ill, eating their own feces, eating parts of their body, howling day and night and it's 

ignored, like 'who cares?' You think it belongs to some other century, but you go into the prison and 

you think you're back in some medieval torture chamber. The prison has become this place that's 

hidden and secret and it's really awful."xiii  

In Massachusetts the neglect and mistreatment of mentally ill prisoners received national 

attention after the 1996 suicide of John Salvi at MCI Cedar Junction.  Although the jury that 

convicted Salvi of murder for killing two workers at Brookline reproduction clinics rejected his 



insanity defense, it was obvious to almost everyone who encountered him that Salvi was seriously 

disturbed.xiv  Yet after he was turned over to the custody of the Massachusetts DOC, Salvi received 

essentially no mental health treatment, and was not even being monitored by mental health staff at 

the time of his suicide.xv   

The neglect of John Salvi unfortunately is not unique.  In explaining why it ignored the pleas 

of Salvi's family that he be given treatment, DOC spokesman Anthony Carnevale said  "We get 

complaints day in and day out from family members of inmates: 'He doesn't belong in prison, he 

belongs in a hospital,' . . . We get a dozen calls a day like that, but unless something specific 

happens. . . mental-health therapy is not part of the prison routine."xvi  Given this attitude, and the 

lack of resources available to treat prisoners with mental illness, it is not surprising that in the past 

year nine Massachusetts prisoners have committed suicide, up from a total of eight during all of the 

previous three years.xvii  And suicide is not the only risk.  In 1996 an inmate with undiagnosed 

schizophrenia at MCI Shirley gouged out both his eyeballs and is now completely blind.xviii  In 1994 

an inmate with a long history of mental illness bludgeoned his cellmate to death at MCI Norfolk 

after prison officials disregarded complaints about his mental condition.xix  Prisoners with untreated 

mental illness are also vulnerable to victimization by other inmates, may pose a threat of assault to 

correctional officers and staff, and can seriously disrupt the prison routine.xx  They are also likely to 

face discrimination in housing, access to rehabilitative programs, and parole.xxi 

 

Legal Rights of Prisoners with Mental Disorders 

Since there is little public or political support for quality mental health care for offenders 

with mental illness, prisoners have been almost entirely dependent on the courts for protection of 

their right to treatment.  The starting point for an understanding of the constitutional principles 



underlying the claim of inmates to mental health services is Estelle v. Gamble,429 U.S. 97 (1996), 

where the Supreme Court held that the Eighth Amendment's prohibition against cruel and unusual 

punishment endows all inmates with a right to medical care.  Specifically, the court ruled that prison 

officials may not exhibit "deliberate indifference" to the "serious medical needs" of inmates.xxii  

Thus, an Eighth Amendment claim has two basic elements: an objective component, the existence of 

a "serious medical need"; and a subjective, or state-of-mind, component, namely that a prison 

official was "deliberately indifferent" to the need for treatment.  

It is firmly established that prison officials must be equally attentive to mental as well as 

physical disorders.xxiii  The cases elaborating the constitutional requirements in this area, however, 

are often murky and inconsistent.  For example, courts have considerable difficulty in deciding what 

mental health needs are "serious" enough to mandate treatment.xxiv  Generally, however, prisoners 

have a right to psychological or psychiatric treatment under the Eighth Amendment if a physician or 

other health care provider "concludes with reasonable medical certainty (1) that the prisoner's 

symptoms evidence a serious disease or injury; (2) that such disease or injury is curable or may be 

substantially alleviated; and (3) that the potential for harm to the prisoner by reason of delay or the 

denial of care would be substantial."xxv  Thus, mild depression and anxiety associated with the stress 

of the prison experience will not be regarded as a "serious," while any condition that is diagnosed by 

a doctor as mandating treatment must receive professional attention.xxvi 

Discerning whether or not prison officials have demonstrated the requisite "deliberate 

indifference" can be similarly confusing. It is not enough that prison officials exercised poor 

judgment, or that they were negligent or even grossly negligent; rather the inmate must show that the 

prison official was at least reckless, and reckless in the criminal sense, meaning that he or she had 

actual knowledge of a condition that required treatment.xxvii  But prison officials may not shield 



themselves from liability by deliberately remaining ignorant about the need for treatment.xxviii  They 

may still be held accountable if they deliberately disregard a known risk, even if they are ignorant of 

the details of a particular inmate's situation.xxix 

  

Basic Components of a Prison Mental Health System 

While there may be controversy about whether a specific inmate has received 

constitutionally acceptable care, the courts have established a clear set of minimum requirements for 

an adequate system of prison mental health care.xxx  Further, a number of professional organizations, 

such as the National Commission on Correctional Health Care and the American Psychiatric 

Association, have promulgated standards governing mental health services in prisons and jails.xxxi  

Although courts are fond of saying that the professional standards may well exceed the 

constitutional floor, they often utilize such standards, both to evaluate the quality of mental health 

care and to devise remedies for conditions found to be unlawful.xxxii     

The essential components of a prison mental health system are set forth below: 

1. Screening and Evaluations 

The first requirement is that every inmate be screened upon admission in order to identify 

those with mental illness or developmental disabilities.xxxiii  This entails a standardized set of 

questions and observations by specially trained staff, as well as a mechanism to ensure that all 

potentially mentally disordered inmates are promptly referred for a comprehensive mental health 

evaluation and treatment.xxxiv  It also means that inmates must be monitored throughout their 

incarceration for signs and symptoms of mental illness.  It is also vital that the institution have a 

program to identify and supervise suicidal inmates and those in crisis.xxxv  The threshold for referral 

for services must be low, both upon admission and later, since it is easy for mentally ill inmates to 



escape notice in the prison environment so long as they do not engage in egregiously bizarre 

behavior.xxxvi   

2. Treatment Modalities   

Correctional institutions must provide a range of meaningful treatment modalities to inmates 

identified as mentally disabled.  Although many prisons and jails simply confine mentally ill inmates 

to segregation units where they can be closely supervised, this is not acceptable.xxxvii  The institution 

must also provide psychotropic medication if needed, but medication alone is not sufficient. It must 

be part of an overall program of therapy, including individual and group therapy where appropriate, 

as well as crisis intervention services.xxxviii  Each mentally disordered inmate must also have an 

individualized treatment plan.xxxix  In addition, the facility must provide qualified interpreters to 

ensure that non-English speaking inmates have access to mental health services.xl  

3. Qualified Mental Health Staff 

It is absolutely essential that the institution have sufficient numbers of qualified and trained 

staff to provide treatment consistent with contemporary standards of care.xli This means the facility 

must have an adequate number of psychiatrists, psychologists, and other mental health professionals, 

either on site or on call, to provide all necessary services.   

4. Special Needs Units and Inpatient Hospitalization 

Like individuals suffering from mental illness in the community, inmates may sometimes 

need special housing separate from the general prison population to receive more intensive treatment 

and supervision.  This may range from a day treatment program within the prison, to a crisis unit for 

acutely psychotic or suicidal inmates who does not require inpatient hospitalization, to an 

intermediate level residential treatment unit for those whose level of functioning makes them 

vulnerable to abuse from other inmates, are too disruptive for placement in the general population, or 



who need a considerable therapeutic services.xlii  Since sometimes nothing short of intensive 

inpatient hospitalization is adequate to handle an inmate who has decompensated, the institution 

must also have a procedure to transfer acutely mentally ill prisoners to a hospital setting.xliii  

5. Accurate Mental Health Records and a Quality Assurance Program 

Mental health treatment records must be accurate, complete, up-to-date, and well-

organized.xliv  Further, the institution must have a quality assurance plan to assure that inmates 

receive competent care.xlv 

6. Discharge Planning 

Since most mentally ill inmates are eventually released back to their communities, it is vital 

that the facility make an effort to ensure continuity of care after release.  This may mean providing 

the inmate with a medication prescription, as well as arranging for follow-up services in community 

mental health centers.xlvi 

 

The State of Mental Health Services in Massachusetts Prisons and Houses of Corrections  

The Massachusetts correctional system has two parts, the state institutions, such as MCI 

Cedar Junction and MCI Framingham, which are run by the DOC, and the independent jails and 

houses of corrections operated by the county sheriffs with minimal oversight from the DOC.xlvii  

Although the state prisons and most of the houses of correction have carefully drafted policies and 

procedures designed to meet their constitutional obligations regarding mental health care, there is a 

wide gulf between what exists on paper and the services that are actually available.   

The Department of Correction 

The UMass Medical Center's Salvi Report identified a broad range of systemic deficiencies 

in the DOC mental health services, and issued twenty-five specific recommendations, as well as an 



array of supplemental suggestions.  In accordance with its view that adequate staffing is by far the 

most important feature of an acceptable mental health system, the UMass Team focused on the 

dangerously low number of psychiatrists and other professional mental health staff.xlviii  Outside of 

Bridgewater State Hospital, DOC has only 4.25 psychiatrists for over 10,000 prisoners, less than half 

the "absolute minimum" of what is needed.xlix  The number of psychologists and social workers is 

also far below acceptable levels.l  As a result, DOC prisoners receive inadequate mental health 

evaluations and psychotherapeutic treatment, as well as inappropriate medications.li  One of the 

worst consequences of the inadequate staffing is that only those mentally ill prisoners who exhibit 

especially bizarre behavior, or who are assaultive and disruptive, are likely to receive any treatment 

at all.lii  Even though their illness may be equally severe, those who suffer quietly go unnoticed and 

unserved.  This problem is exacerbated by the failure of the Department to provide sufficient 

training to correctional officers concerning the signs and symptoms of mental illness.liii  

The Report also recommended that the Department make available residential special needs 

units for inmates who do not require hospitalization at Bridgewater.liv  In 1989 the Governor's 

Special Advisory Panel on Forensic Mental Health, which did a comprehensive evaluation of 

correctional mental health services, made essentially the same recommendation.lv  It called for the 

establishment of at least three prison mental health centers, each of which would provide crisis 

residence, longer-term residential units that would provide day treatment in a sheltered setting, and 

an outpatient clinic.lvi But DOC mental health providers have been advocating for these services for 

years, to no avail.lvii 

Further, the Report recommended improvements in the care afforded prisoners with 

developmental disabilities.  Specifically, it proposed that DOC develop a relationship with the 

Department of Mental Retardation (DMR) regarding increased testing in the admission screening 



and evaluation process.  Although DMR has recently agreed to consult with the DOC about service 

needs and discharge planning, it has historically paid little attention to people with mental 

retardation in prison.  For example, even though DMR regulations require that an Individual Support 

Plan be prepared for all its clients, this directive is routinely ignored if the individual is 

incarcerated.lviii  

The County Jails and Houses of Correction 

Although, DMH has little involvement with mental health care in the state prisons, beginning 

in the late 1980's it has had a significant role with respect to the county jails and houses of 

correction.  Although several counties provide their own mental health services, a number of others 

have arrangements with the Division of Forensic Mental Health (DFMH), whereby DFMH either 

provides services directly, or gives the Sheriff funds to provide services.lix Further, G.L. c. 127, 

§§1A and 1B, requires the commissioner of correction to establish and enforce minimum standards 

for the county correctional facilities.lx 

Historically, county correctional mental health services have been seriously underfunded and 

this remains true today.  Although DFMH spends approximately one and one-half million dollars 

annually on county mental health services,lxi on a per capita basis this is considerably less even than 

the amount spent by the DOC. Thus, the central criticisms made by the Salvi Report of the DOC are 

also valid with respect to the counties. The only treatment most county inmates can expect is crisis 

intervention since ongoing individual or group therapy is largely unavailable.lxii  

In 1987 the legislature ordered the construction of "specialized mental health units" in the 

new houses of correction that were to be built in Bristol, Essex, Hampden, Suffolk, and Norfolk 

Counties.lxiii  Despite the efforts of the Division of Forensic Mental Health, the legislative mandate 

was ignored; today only the Hampden County House of Correction has a mental health unit.lxiv  



Mental health units in the other counties were never built, or were unfunded and not put into 

operation.lxv  

 

Bridgewater State Hospital 

Bridgewater State Hospital is a psychiatric facility operated by the DOC to evaluate and treat 

mentally ill offenders who need maximum security confinement because of their violent or suicidal 

behaviors.  Bridgewater serves as the inpatient psychiatric hospital for state and county prisoners, as 

well as for individuals who are incompetent to stand trial or not guilty by reason of mental illness.lxvi 

 It also conducts competency and criminal responsibility evaluations for the courts.lxvii 

  Ever since the release of the 1967 film "Titticut Follies", Bridgewater has been synonymous 

in the public mind with abuse and mistreatment of the mentally ill.  Although there have been 

substantial reforms in the last thirty years, it remains a deeply troubled institution.lxviii  The root of 

the problem is that DOC operates Bridgewater as a prison that offers a modicum of treatment, rather 

than as a genuine forensic hospital such as those that exist in other states.lxix  In any forensic hospital 

there is inevitably tension between the goals of treatment and security, but at Bridgewater DOC has 

tilted the balance so far in the direction of security that it has seriously compromised the quality of 

clinical care.lxx  Not only does Bridgewater have a much smaller clinical staff than equivalent 

hospitals in other states, and fewer options for psychological treatment, but correctional policies 

frequently interfere with or override the judgment of the psychiatrists and other clinical staff.lxxi   

DOC's overemphasis on security is epitomized by its failure even to attempt to have 

Bridgewater accredited by the Joint Commission on the Accreditation of HealthCare Organizations 

(JCAHO), the national body that customarily accredits psychiatric hospitals.lxxii  Instead, DOC 

requires only that Bridgewater be accredited by the National Commission on Correctional Health 



Care, whose standards are designed for prison infirmaries, not inpatient hospitals.lxxiii  The lack of 

appropriate standards and oversight is especially problematic because, unlike any other 

Massachusetts hospital, Bridgewater is not licensed or inspected by either the Department of Mental 

Health or the Department of Public Health.  Although in 1989 the Governor's Special Advisory 

Panel on Forensic Mental Health recommended that DMH licensure was essential to assure that 

forensic patients receive the same level of care as others who are hospitalized for mental illness, 

Bridgewater continues to operate without any outside monitoring or oversight.lxxiv  

The Prospects for Reform 

The Department of Correction estimates that it would cost approximately $1.7 million to 

implement the recommendations of the Salvi Report, an increase of approximately a 50% over what 

it spent last year on mental health.lxxv  It would probably cost a similar amount to bring services in 

the counties up to the same level.  Although the legislature responded to the Salvi Report by 

appropriating an additional two million dollars for prison mental health care for fiscal year 1998, 

DOC has chosen to spend the extra money on other matters, claiming that inflation and other 

medical costs make it impossible to expand mental health services.lxxvi  Accordingly, the Salvi 

Report and its recommendations, like similar reports in the past, gathers dust with little likelihood of 

implementation without further legislative action or judicial intervention. 

State Representative Kay Khan, a staunch advocate of mental health reform, has sponsored a 

comprehensive bill to improve mental health services in both county and state correctional 

facilities.lxxvii Representative Khan's legislation mandates that prisoners receive the services 

recommended by the Salvi Report, and would thereby bring mental health services in Massachusetts 

into compliance with the Constitution.  Specifically, it includes requirements that each facility 

provide mental health screening and assessment of all inmates, as well as a sufficient number of 



mental health professionals to give inmates access to mental health services comparable to what is 

available in the community.  It also provides that each inmate with a mental disorder must have a 

treatment plan, and, significantly, that the inmate be guaranteed all the services called for by that 

plan, including, where appropriate, group and individual therapy, or placement in a special needs 

unit conducive to therapy.lxxviii Perhaps most importantly, Representative Khan's legislation requires 

regular DMH inspection of each correctional facility to ensure compliance with minimum standards 

of care.lxxix 

Representative Khan has also sponsored a bill that requires Bridgewater to seek JCAHO 

accreditation.lxxx   The Salvi Report also concluded that Bridgewater must obtain JCAHO 

accreditation.lxxxi  Although the NIC report also recommended that Bridgewater pursue JCAHO 

accreditation, it cautioned that Bridgewater is "not anywhere near" ready to begin the process, and 

that JCAHO inspection would be doomed to fail unless profound changes are made in the clinical 

program and organizational structure.lxxxii  Although DOC now claims to be seriously considering 

the JCAHO process,lxxxiii its commitment must be suspect, since it made similar representations in 

1989 when Bridgewater was also the target of serious public scrutiny.lxxxiv  

Although the Massachusetts Legislature deserves commendation for including the additional 

funds for prison mental health care in the fiscal year 1998 budget, the DOC decision to spend this 

money on other matters demonstrates the critical need for additional legislation, such as enactment 

of the bills proposed by Representative Khan, if the neglect of the mentally ill in Massachusetts 

prisons and jails is to come to an end.  Reform is vital not only for humanitarian reasons, but also to 

enhance public safety by ensuring that all prisoners with mental illness receive treatment before their 

inevitable release back to the community. 
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health services in currently pending against Plymouth County.  See  J.A. v. Forman, Suffolk No. 
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