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The United States incarcerates a higher percentage of its residents than any other country. With less than 5 percent of the world’s
population, it has almost 25 percent of the
world’s prisoners. In 2010, one of every 31
U.S. adults was either in prison or on probation or parole.1 The rate jumps to one
in 11 for black men, and is even higher in
poor, urban neighborhoods.
Most of the post-1970s explosion consists of low-level, nonviolent offenders, the
majority suffering from medically recognized illnesses. The War on Drugs and a
failure to treat mental illness, addiction, and
drug dependence adequately in the community have driven the incarceration epidemic.
And because the effects of incarceration (absentee parents, lack of future employment
options, persistent addiction) are concentrated in low-income neighborhoods, community health suffers, too.2
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Mental-Health and Drug Issues
among Prisoners, 2002 and 2004
Mental-health disorders, drug dependence, and drug abuse among
inmates in state and federal prisons
(2004) and local jails (2002), compared with the noninstitutionalized
population
Sources: Survey of Inmates in State and Federal
Correctional Facilities (2004) and Survey of Inmates
in Local Jails (2002), Bureau of Justice Statistics. See
also http://www.oas.samhsa.gov/nhsda/2k2nsduh/
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Symptoms of mental-health disorders*
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Percent of inmates in
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Major depressive disorder
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7.9

Mania disorder

43.2

35.1

54.5

1.8

Psychotic disorder
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3.1

Percent of people needing mental-health
treatment who received it

33.8

24.0

17.5

13.0

Any drug dependence or abuse*
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53.5

2.0
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Dependence (only or with abuse)

36.1

28.7

35.8

0.6

*Based on criteria specified in the Diagnostic and

Abuse only

17.3

16.8

17.7

1.4

Statistical Manual of Mental Disorders, 4th edition.

Percent of people needing drug
treatment who received it

14.8

17.4

6.9

–

Two Main Causes
Two overlapping phenomena account for
most of the rise in incarceration: deinstitutionalization of the mentally ill and increasingly harsh sentences for drug use. The
nation’s three largest psychiatric facilities are
in jails (in Los Angeles, Chicago, and New
York City). According to surveys conducted
in 2002 and 2004, more than half of all
prison inmates (two-thirds of people in
local jails) suffer from mental-health problems. (See “Mental-Health and Drug Issues
among Prisoners.”) Prisoners are five times
more likely to have mental-health disorders
than the general public, with even higher
rates for serious mental illnesses.3
The number of people incarcerated for
drug crimes in 1980 (40,000) had swelled
to almost 500,000 by 2008.4 Most aren’t
key players.5 In 2010, for example, about
80 percent of drug offenders were charged
only with possession (frequently marijuana). The vast majority are black or Hispanic
and poor, and although drug usage is comparable across racial and ethnic populations,
blacks and Hispanics are more likely than
whites to be in prison for drug crimes.6 In
Massachusetts, for example, nonwhites were
20 percent of the state’s population in 2006
but 54 percent of those convicted of drug
crimes. They represented almost 75 percent
of those sentenced to incarceration.7
In 2010, U.S. “drug czar” Gil Kerlikowske admitted the War on Drugs had
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not succeeded.8 Despite tough policies,
from 2004 to 2010, the number of illicit
drug users actually rose from 19.1 million
to 22.6 million.9 The “war” had succeeded
only in incarcerating more people who were
drug dependent or drug abusing—recognized disorders.

More Cost-Effective Ways
Using incarceration to prevent drug use is
inefficient, ineffective, and expensive. In
Massachusetts, incarcerating a drug user
in state prison costs $48,000 annually and
doesn’t cure the individual or benefit society. Treatment benefits both.10 Offenders
who receive treatment are less likely to reoffend; their rates of employment increase;
their health improves. Successful treatment
is cost-effective, reducing government
spending for health care, criminal justice,
and social services. Treatment can reduce
crime rates by 80 percent and reduce arrests
by 64 percent.11 According to the State Associations of Addiction Services, taxpayers
save $7 for every $1 spent on treatment.
Compounding the issue is the relation
between health and socioeconomic status
and race. Low-income people, blacks, and
Hispanics generally have worse health outcomes than Caucasians and higher-income
people.12 Except in Massachusetts, the poor
often lack health insurance, especially single, unemployed, or underemployed individuals who don’t qualify for Medicaid.

Prisoners from communities lacking good
health-care access have high rates of illness,
including mental illness and addiction.13 A
2002 report in Massachusetts found that
80 percent of chronically ill prisoners had
not received regular medical care prior to
incarceration, 90 percent had no health insurance, and more than half relied on emergency rooms when not in prison.14
About 600,000 people leave state or
federal prison annually; 7 million leave local jails. What happens with the 95 percent
of all inmates who are released and returned
to communities? Even though the U.S. Supreme Court mandates that inmates be provided necessary medical care, few will have
received it, especially if they suffer from
mental illness or addiction.15 Even when adequate care is provided inside, release generally means returning to poverty and limited
health options. According to one national
study, 68 percent of the men released and
58 percent of the women are uninsured and
unable to afford care.16
Diverting low-level drug offenders to
treatment instead of incarceration is costsaving and humane. The Massachusetts Bar
Association’s 2009 Drug Crimes and Incarceration Rates in the Commonwealth estimated that net savings of diverting one drug offender sentenced to less than four months at
a cost of $11,700 would amount to $4,620
after costs for treatment and probation. In
2006, for example, diverting 1,426 posses-

sion offenders with nonviolent criminal histories would have resulted in net savings to
the Commonwealth of over $8 million.
Recently released prisoners often neglect
their health as they struggle to find housing
and work, and to rebuild families. Jobs for exoffenders are few, and lack of earnings may
result in a return to illegal activities. Moreover, in most states, a felony drug conviction
eliminates or limits eligibility for public assistance, including food stamps, welfare, and
student loans. A convicted murderer or rapist
with no drug record would generally not face
similar penalties.
U.S. policies hinder the delivery of medical care to low-income and incarcerated individuals. A key step in improving the situation would be to increase medical treatment
in both community and correctional settings. Politicians have begun to recognize the
unsustainability of the current system and
the potential savings from additional community-based treatment.17 The proposed
expansion of Medicaid in 2014 would permit virtually all former prisoners to receive
health-care coverage, potentially redirecting
individuals with serious illnesses away from
the revolving door of the criminal justice system while decreasing costs and improving
public health in low-income communities.
Brad Brockmann, JD, is executive director of the Center for Prisoner Health
and Human Rights in Providence.
Josiah D. Rich, MD, MPH, director and
co-founder of the center, is a professor of medicine at Brown University.
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