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"Criminalization," the hypothesis that mentally ill persons are diverted to the 
criminal justice system, has been difficult to confirm. The few relevant studies have 
examined aspects of the mental health or the criminal justice systems, but not both. 
This study compares state hospital admissions with the admission of mentally ill 
persons to state prisons. There was considerable variation between counties. 
Counties sent more mentally ill members of their largest minority group to prison 
than expected. These results suggest that jurisdictions differ in their use of these 
two systems and that race is a factor in this difference. 

Over the past 35 years, state and county 
mental hospital populations have de- 
creased dramatically, dropping from 
558,922 in 1955 to 137,810 in 1980.' 
The development of community-based 
services has not kept pace with deinsti- 
tutionalization trends, and community- 
based treatment for many is inadequate 
or nonexistent. Some have examined the 
extent to which the criminal justice sys- 
tem has filled the void left by these 
 change^.^, "Criminalization" refers to 
the hypothesis that behavior once seen 
as a function of mental illness is now 
more likely to be addressed by the cnm- 
inal justice system. Penrose4 proposed 
that prisons and mental institutions are 
used for removing mentally ill, devel- 
opmentally disabled, and criminal com- 

Paul Grekin, MD, is clinical assistant professor, Ron 
Jemelka, PhD, is assistant professor, and Eric Trupin, 
PhD, is professor, Department of Psychiatry and Be- 
havioral Sciences, University of Washington, Seattle. 
Address correspondence to Dr. Ron Jemelka, Depart- 
ment of Psychiatry and Behavioral Sciences, Mail Stop 
CL-08, University of Washington, Seattle, WA 98 195. 

munity members, and that a dynamic 
relationship exists between these two 
systems for controlling deviance, 
broadly defined. However, the crimin- 
alization hypothesis has been difficult to 
confirm or d i ~ p r o v e . ~  

While hospital populations were drop- 
ping, federal and state prison popula- 
tions increased from 1 85,780 in 1955 to 
3 15,974 in 1 980.6 However, several fac- 
tors indicate there has not been a simple 
transfer of the mentally ill from one 
institution to the other. The median age 
of prisoners, 28 in 1986,' suggests they 
were not old enough to have been part 
of the state hospital depopulation of the 
1960s and 1970s. The percentage of per- 
sons in prisons with prior hospital com- 
mitments increased from 7.9 in 1968 to 
10.4 in 1978,' a smaller increase than 
would be expected if there had been a 
wholesale transfer of individuals from 
one system to the other. On the other 
hand, in her review of the literature, 
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Teplin5 found reported rates of mental 
illness in jails as high as 50 percent. 
Sosowsky9 observed an arrest rate of 
2 19.3 per 1,000 among mental patients 
discharged from a California State hos- 
pital as compared with 38.5 per 1,000 in 
the surrounding county's general popu- 
lation. Steadman et aL8 have interpreted 
the increased rate of arrest for mentally 
ill persons as an artifact of the increased 
rate of mental illness in lower socioeco- 
nomic classes. 

Few have studied the prevalence of 
mental illness in prisons. Neighbors," in 
his study of the Michigan prison system, 
found 19.7 percent of inmates were se- 
verely impaired. Steadman et al. found 
severe or significant psychiatric disabil- 
ity in 15 percent of New York State 
prison inmates. In the Oklahoma state 
prisons, James et a1.I2 found 45 percent 
of the inmates were in need of mental 
health treatment. Do these data reflect a 
higher rate of mental illness among pris- 
oners related to changes in the mental 
health system? 

Arvanites13 studied the effects of 
changes in civil commitment laws on 
incompetent-to-stand-trial (IST) com- 
mitments in three states. His hypothesis 
was that as civil commitment criteria 
became more stringent, use of arrest and 
subsequent IST commitments would in- 
crease as a means of circumventing these 
new laws. He found that the overall pro- 
portion of ISTs increased, but there was 
substantial variation, and in one state 
the proportion actually decreased. 
Dickey14 also found an increase in IST 
commitments in Wisconsin after dein- 
stitutionalization, but most of the com- 

mitments came from one county. While 
these findings suggest a negative corre- 
lation between general psychiatric and 
IST admissions, they also suggest a dif- 
ferent use of incompetency-to-stand- 
trial in different jurisdictions. Studies 
that sum data across jurisdictions (those 
looking at whole states or national data) 
may blur interjurisdictional differences 
and obscure relationships between the 
mental health and criminal justice sys- 
tems that occur on a local level. 

There is also evidence that different 
racial groups are treated differently by 
the two systems. Blacks are found at a 
higher rate than whites among those in- 
voluntarily committed to mental insti- 
t u t i o n ~ , ' ~  and receive fewer community 
mental health services.16 Hough et aL1' 
found that Hispanics accessed mental 
health services at a lower rate than did 
the general population. Nationally, 
blacks comprise half the state prison 
population, but only 12 percent of the 
general population; and Hispanics are 
overrepresented as well.' ~rvanitesl* 
noted a significantly greater increase in 
nonwhite IST defendants over the in- 
crease in white IST defendants after 
changes in commitment laws in his 
three-state study. 

Research on the criminalization hy- 
pothesis has been hampered by the lack 
of information on the rates of mental 
illness in prison populations. Develop- 
ments in prison admission screening 
have provided a means of estimating the 
number of new prisoners who are men- 
tally ill. These estimates allow a direct 
comparison of state hospital and state 
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prison detentions of the mentally ill for 
each county. 

The questions addressed by this study 
are the following: Is there a trend in the 
relationship between state hospital ad- 
missions and mentally ill offender 
(MIO) prison admissions across jurisdic- 
tions? If there is no overall trend, do 
different jurisdictions use the two sys- 
tems differently? Is there a relationship 
between race and jurisdiction in the way 
these two systems are used? 

Methods 
Subjects Subjects were drawn from 

state hospitals and prisons in the state of 
Washington, which served a general 
population of 4.5 million. The study 
period was from July 1, 1985 through 
June 30, 1988. During this period there 
were 14,399 admissions to the state hos- 
pitals and 8,380 admissions to the state 
prisons. Of these prison admissions, 
4,736 underwent evaluation, and 69 1 
were assessed to be mentally ill. Each 
admission event (as opposed to individ- 
ual) constituted a unique record for the 
data analyses. 

Data Sources United States census. 
The 1980 census and the 1986 update 
provided population, racial proportions, 
and population densities for each of the 
39 counties. 

State prison admissions. The Depart- 
ment of Corrections (DOC) annual sum- 
mary statistics provided the number of 
admissions, classified by race and 
county of admission. 

All incoming prisoners are adminis- 
tered a structured psychiatric history 
and mental status exam and a psycho- 

logical test battery shortly after admis- 
sion. The structured interview was de- 
veloped to facilitate the initial mental 
health screening of a large number of 
incoming offenders. It necessarily had to 
be brief, and requires five to 15 minutes 
to administer by a trained examiner, a 
Masters level mental health professional 
in this case. It focuses on current psy- 
chiatric symptoms, family history, and 
history of treatment and hospitalization, 
and consists of 44 questions derived 
from the Diagnostic Interview Schedule 
or DIS, '~ the Folstein Mini-Mental State 
Exam,20 and standard psychiatric history 
items. The interview also included an 
adaptive functioning assessment. 

Tests administered include the Min- 
nesota Multiphasic Personality Inven- 
t o r ~ , ~ '  the Buss-Durkee Hostility Inven- 
t o r ~ , ~ ~  the Veteran Alcohol Screening 
Test,23 the Monroe Dyscontrol Scale,24 
the Suicide Risk Scale.25 All have 
been used previously with criminal 
populations. 

Using these sources, computer algo- 
rithms assign preliminary DSM-111-R di- 
agnoses for each prisoner.26 A prisoner 
was considered mentally ill if he had a 
diagnosis of schizophrenia, schizophren- 
iform disorder, schizoaffective disorder, 
or unipolar or bipolar affective disorder. 
This screening process, in a validation 
study using clinician diagnosis and the 
DIS for c~mparison,~'  yielded a high 
percentage of agreement with both. 
When considering the presence or ab- 
sence of any of the major psychiatric 
disorders listed above, rather than a spe- 
cific disorder, the comparison with the 
DIS yielded 85.9 percent of the cases in 
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agreement, a sensitivity of .47, and a 
specificity of .92. This study2' demon- 
strates in more detail the equivalence of 
the diagnoses obtained with those based 
on DSM-111-R criteria. The percentage 
of prisoners defined as mentally ill for 
each county was multiplied by the total 
number of prison admissions for the 
appropriate county-by-race category. 
This adjustment produced an estimate 
of the total number of mentally ill of- 
fender (MIO) admissions to prison for 
each county-by-race group. These esti- 
mates were used to calculate correlation 
coefficients between state hospital ad- 
missions and M I 0  admissions to the 
state prisons. 

State hospital admissions. Admissions 
to state hospitals classified by county 
and race were obtained from annual re- 
ports of hospital activity, published by 
the Department of Social and Health 
Services (DSHS).2* Two adjustments 
were made to the hospital data for use 
in the log-linear analyses, described be- 
low. To account for missing M I 0  data 
attributed to noncompliance with test- 
ing, adjustments to the state hospital 
data were made for each county by race 
group. The number of hospital admis- 
sions was multiplied by the percentage 
of prison admissions tested for each 
county by racial group. This adjustment 
makes the counts of state hospital ad- 
missions directly comparable to unad- 
justed counts of prison admissions. In- 
dividual cases were generated from these 
adjusted composite statistics so that each 
state hospital record represents a unique 
admission with a known race and a 
known county of origin. 

Grekin et a/. 

To create discrete categorical inde- 
pendent variables for use in log-linear 
analyses, counties were subgrouped 
along three dimensions. The distribu- 
tions of population density and 
unemployment2* rate were examined for 
natural groupings. A county was as- 
signed to a predominant-minority group 
if the largest minority in the county 
(black, native, or Hispanic), constituted 
a larger proportion of the county popu- 
lation than did that minority group 
statewide. If no minority's proportion 
was greater than the state average, the 
county was classified as having no pre- 
dominant minority (see Table I). 

Race was divided into four categories: 
white, black, native American, and His- 
panic (Asians were admitted too infre- 
quently to either system to permit analy- 
sis). Disposition had two categories: ad- 
mission to the state hospital and 
admission to the state prison. 

Results 
Table 2 shows the statewide total 

counts and rates, per 100,000, of state 
hospital admissions, state prison admis- 
sions, and M I 0  state prison admissions 
for each racial group. Rates are utilized 
to facilitate comparison across races and 
are expressed as a function of the state 
population of each race. 

A Pearson product-moment correla- 
tion between admissions to state hospi- 
tals per 100,000 and adjusted MI0 ad- 
missions to prisons per 100,000 was cal- 
culated to determine whether an inverse 
relationship between these admissions 
rates existed for the 39 counties. 
The correlation between these rates 

414 Bull Am Acad Psychiatry Law, Vol. 22, No. 3,1994 



Racial Differences in the Criminalization of the Mentally Ill 

Table 1 
Subgroupings of Counties 

Dimension Subgroups Number of 
Counties 

Population density 
very low 
low 
moderate 
high 

Unemployment rate 
low 
medium 
high 

Predominant minority 
None 
Black 
Native American 
His~anic 

Range 

Persons per square mile 
2.7-69.0 

185.3-234.0 
31 8.4-430.5 
640.2 
Percent unemployed 

3.5-6.4 
7.2-1 0.3 

11.1-21.2 
Percent of population 

Table 2 
Admission Counts and Rates by Race 

Total White Black Native Hispanic Asian 

State hospital 
(SH) admissions 14,399 12,501 985 247 236 78 

SH rate11 00K 323 31 0 862 359 180 65 
State prisons 

(SP) admissions 8,380 5,601 1,580 299 745 84 
SP rate11 00K 188 139 1,383 435 568 70 
Mentally ill offenders 

(MIO) admissions 1,223 721 241 50 194 19 
MI0 rate11 00K 27 18 21 1 73 148 16 

was -.018 (n = 39, p = .915, not 
significant). 

Log-linear analysis29 is the n-way gen- 
eralization of the chi-square test, and 
allows testing for the independence of n 
categorical variables. This procedure 
was used to test hypotheses about differ- 
ential use of the criminal and mental 
health systems for different jurisdictions 
and races. 

Three-way analysis was performed on 
four jurisdiction-by-race-by-disposition 
combinations. When counties were 
grouped by their predominant minority, 
the Likelihood Ratio Chi Square (L. R. 

Chisq) was highly significant for the 
three-way interaction (L. R. Chisq = 

23.736, p = .005, df = 9). The standard- 
ized residuals indicate that some coun- 
ties send more mentally ill persons from 
the predominant minority to prison 
than expected (see Table 3). These resid- 
uals are expressed as Z-score equiva- 
lents. For example, in counties with a 
large Hispanic population, the number 
of mentally ill Hispanics sent to prison 
was 19.49 standard deviations greater 
than expected, based on statewide data. 
Table 3 shows that the standardized re- 
siduals for a particular minority are 
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Table 3 
Standardized Residuals of Disposition by Race Interactions When Counties are Grouped by 

Predominant Minority' 

Predominant Minority Disposition of Mentally Race 
in County Ill Persons White Black Native His~anic 

None Hospital 1.30 -0.67 0.13 -0.91 
Prison -4.89 2.52 -0.49 3.41 

Black Hospital 1.23 -2.48 -1 .19 -2.69 
Prison -4.63 9.29 4.46 10.08 

Native Hospital 0.42 -0.04 -1.26 -1.07 
Prison -1.59 0.15 4.72 4.02 

Hispanic Hospital 0.67 -1.07 -0.20 -5.19 
Prison -2.51 4.02 0.74 19.49 

'These standardized residuals were calculated by the SPSS Program HILOGLINER, a statistical program for 
conducting log linear analyses. 

greatest in counties with a large popula- 
tion of that same minority. Within any 
particular predominant minority clus- 
ter, the largest standardized residual is 
associated with the county's predomi- 
nant minority, with the exception of 
counties whose predominant minority is 
black, where both blacks and Hispanics 
are overrepresented in M I 0  Prison ad- 
missions. Three-way analyses were not 
significant when jurisdictions were 
grouped by unemployment rate (L. R. 
Chisq = 7.469, p = .280, df = 6) or by 
population density (L. R. Chisq = 

16.179, p = .063, df = 9). 
Looking only at prison admissions, 

three-way log-linear analyses were used 
to determine what county characteristics 
are associated with prisoners' mental 
health status. The same three groupings 
of counties were employed, giving three 
jurisdiction-by-race-by-mental health 
status combinations. The three-way in- 
teraction between predominant minor- 
ity, race, and mental health status was 
significant (L. R. Chisq = 18.039, p = 

.035, df = 9). The standardized residuals 

from this analysis show a similar pattern 
to that discussed above for native Amer- 
icans and Hispanics, but not blacks. 
Thirty percent of Hispanic prisoners 
from the counties with a large Hispanic 
population were mentally ill, whereas 
the proportion of all prisoners with men- 
tal illness was 15 percent. The Z-score 
residual for M I 0  admissions of Hispanic 
persons from these counties was 6.25, 
and the Z-score for non-MI0 admis- 
sions of Hispanic persons was -2.59. 
Thirty-nine percent of native American 
prisoners from the counties with a large 
native population were mentally ill. The 
Z-score for M I 0  admissions of native 
American persons from these counties 
was 3.07. None of the other standardized 
residuals from this analysis were signifi- 
cant. 

The three-way analyses were not sig- 
nificant when counties were grouped by 
unemployment rate (L. R. Chisq = 

5.059, p = S36 ,  df = 6) or population 
density (L. R. Chisq = 9.043, p = .433, 
df = 9). 
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Discussion 
The Washington data base allows 

comparison of inpatient admissions to 
the mental health system with admis- 
sions of mentally ill offenders (MIO) 
into the state criminal justice system. 
The total number of inmates diagnosed 
with a major mental illness by this 
method agrees with both the DIS and 
with other recent studies of the preva- 
lence of mental disorder in other prison 
sy~tems.l'-~* Although less accurate on a 
case-by-case basis, false-positives and 
false-negatives appear to be about equal, 
and the total number identified as men- 
tally ill by this procedure appears to be 
accurate. Further, errors in classification 
should be independent of jurisdiction. 
This should allow a reliable count of the 
relative number of MIOs admitted from 
each county. There may be some differ- 
ential accuracy between races, but it is 
less likely that this difference varies be- 
tween counties. 

Because admission events rather than 
individuals were the unit of analysis, 
recidivism is a potential confounding 
factor. Hospital stays are on average 
shorter than prison stays, making it 
more likely that one individual could 
account for multiple hospital admissions 
in this study. This effect could alter dif- 
ferences between rates of admission to 
hospitals and prisons. Because individ- 
uals' hospitalization data was not avail- 
able for this study, the impact of this 
potential confound cannot be deter- 
mined precisely. 

The data on the number of MIOs 
from a given county is based solely on 
data from the state prisons. While pris- 

ons are used to remove people from the 
community for longer periods, there is 
evidence that many acutely mentally ill 
persons are admitted to jails3' rather 
than to prisons. Similarly, inpatient psy- 
chiatric admissions may be underesti- 
mated by not including community hos- 
pital data. However, state hospitals are 
the primary hospital option for patients 
without insurance or other financial 
resources. 

No linear relationship between admis- 
sions to state hospitals and M I 0  admis- 
sions to prisons was found. But there 
was a significant three-way interaction 
between disposition, race, and counties 
grouped by predominant minority. 
These results suggest that counties with 
a high proportion of a particular minor- 
ity send more mentally ill members of 
that minority to prison and fewer to state 
hospitals than expected. This trend was 
strongest for Hispanics, but was also 
strong for blacks and native Americans 
(see Table 3). 

Higher rates of admission of mentally 
ill persons to prisons might result from 
a differential crime rate and/or a differ- 
ential incarceration rate between races. 
Even though the proportion of a specific 
minority's number of mentally ill per- 
sons in prison may be high relative to 
that minority's number of mentally ill 
persons in the state hospitals, it may not 
be high relative to the total number of 
that minority in prison. On the other 
hand, a higher frequency of mental ill- 
ness among prisoners of a given group 
would be consistent with a shunting of 
that group's mentally ill into the crimi- 
nal justice system. The three-way analy- 
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sis of jurisdictions (grouped by predom- 
inant minority) by race by mental health 
status of prison admissions demon- 
strates that mental illness in Hispanic 
prisoners is most prevalent among ad- 
missions from counties with a large His- 
panic population and most prevalent in 
Native American prisoners among ad- 
missions from counties with a large Na- 
tive American population. When com- 
paring these results with those in Table 
3, it can be seen that counties with a 
high rate of mental illness among their 
predominant minority prisoners are the 
same counties that send more of their 
predominant minority mentally ill per- 
sons to prison than expected. 

Using "county" as an independent 
variable results in too many empty cells 
to permit analysis. By subgrouping it is 
possible that the predominant minority 
effect results from one or more "outlier" 
counties. The data from two counties 
with large Hispanic populations support 
this possibility. From the first, a large 
county, 3 1 percent of Hispanic prisoners 
were classified as mentally ill as com- 
pared to 11 percent of white prisoners. 
Forty-seven percent of admissions of 
mentally ill Hispanic persons were to 
prison, while only 7 percent of admis- 
sions of white mentally ill persons were 
to prison. The other county, with a me- 
dium-size population, had a rate of men- 
tal illness of 25 percent among its His- 
panic prison admissions and 10 percent 
among its white prison admissions. Of 
Hispanic mentally ill persons admitted 
to state institutions, 76 percent went to 
prison. The comparable number for 
whites was 7 percent. 

Grekin eta/. 

It is notable that the effect of an indi- 
vidual county did not produce signifi- 
cant results in the other analyses, sug- 
gesting that the predominant minority 
grouping is an important factor. In any 
case, large intercounty differences sup- 
port the hypothesis that there are juris- 
dictional differences in use of the mental 
health and criminal justice systems. It 
would be useful to repeat this study in 
other states to see if a similar pattern 
exists. 

The role of the county's economic 
status was tested by using the unemploy- 
ment rate to divide jurisdictions. Juris- 
dictions were also divided by population 
density to test the hypothesis that rural 
counties have different abilities to pro- 
vide services for minorities. Neither of 
these three-way interactions was signifi- 
cant, suggesting that urban and rural 
distinctions and economic vitality of a 
region are not significant factors in ex- 
plaining differences in admission rates. 

There are several possible explana- 
tions that could account for our findings. 
The first set of hypotheses assumes a 
higher crime rate among the mentally ill 
of certain races. There could be biolog- 
ical factors that cause mental illness to 
be expressed with more criminal behav- 
ior, or there could be more selective 
mating between those with mental ill- 
ness and those with Antisocial Person- 
ality Disorder, leading to a co-occur- 
rence of these traits. There could be 
cultural differences. Among groups for 
whom mental illness is less acceptable 
than crime, engaging in criminal behav- 
ior may be a way to avoid stigma. An- 
other way mentally ill persons may 
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avoid stigma is to engage in substance 
abuse. Substance abuse may predispose 
an individual to crime and incarcera- 
tion. This trend may be stronger in some 
racial groups than in others. 

It could also be hypothesized that 
there is a systematic bias against some 
racial groups. The mental health system 
may lack cultural and language-appro- 
priate services for minority groups. Re- 
sources may be exhausted in areas with 
larger minority populations. Bias in the 
criminal justice system may also be 
associated with language and cultural 
barriers. 

Although it cannot be concluded from 
this study that criminalization of the 
mentally ill occurs, these results are 
strong evidence that different jurisdic- 
tions use the mental health and criminal 
justice systems differently. Mentally ill 
racial minority members are overrepre- 
sented in the prisons. Different counties 
use the criminal justice and mental 
health systems differently for removing 
mentally ill persons from the commu- 
nity. Race is a factor in these differences, 
and the differences cannot be explained 
by higher incarceration rates in the pre- 
dominant minority population. While 
not necessarily a causal factor, race is 
correlated with other variables account- 
ing for counties' differential use of these 
two systems for controlling deviations 
from norms for acceptable behavior. 

It would seem reasonable to expect a 
relationship between utilization of com- 
munity mental health services and crim- 
inal behavior on the part of the mentally 
ill. Even more basic is the question of 
whether services are available in some 

communities. If not, it would not be 
surprising that more mentally ill persons 
in those communities find themselves in 
jail and prison. Availability of mental 
health services within jails and jail di- 
version options may also account for 
differences in dispositional alternatives 
chosen by different communities. Fur- 
ther studies exploring other aspects of 
the two systems, including jails, local 
hospitals, and mental health centers may 
provide information that will help com- 
munities identify needs and develop ef- 
fective services for all citizens. 
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