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Dear Reader,

Now is a time of change in health and human services policy. Many of the changes could have profound 

implications for behavioral health. This paper is one in a series of papers proposing solution-oriented 

behavioral health policies.

The past decade has been a time of steady advances in behavioral health policy. For example, we have 

met many of the objectives related to expanding health insurance coverage for people with behavioral 

health conditions. Coverage is now expected to be on a par with that available to individuals with any 

other health conditions, although parity implementation has encountered roadblocks. Coverage of evidence-

based treatments has expanded with insurance, but not all of these services are covered by traditional 

insurance, necessitating other sources of funding, such as from block grants.

Much has improved; much remains to be accomplished.

As funders, The Thomas Scattergood Behavioral Health Foundation and Peg’s Foundation believe that 

now more than ever philanthropic support in the area of policy is critical to improving health outcomes 

for all. We ask that you share this paper and the others in the series with your programmatic partners, 

local, state, and federal decision makers, advocacy organizations, and voters.

We believe that these papers analyze important issues in behavioral health policy, can inform policy-

making, and improve health outcomes. In the back of the paper, there are suggested ways of how one 

can use the paper to further share these solution-oriented ideas and advocate for change. We hope these 

papers help to extend progress and avoid losing ground at a time of change in policy.
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In Jail with 
Schizophrenia: 
The Problem

Individuals with serious mental illness (SMI), such as schizophrenia-spectrum,

bipolar, or recurrent depressive disorders, are overrepresented in the criminal 

justice system. Of the 11 million individuals cycling through the U.S. jail system 

annually, more than 2 million have SMI (1). Compared with individuals without 

mental illness, those with SMI spend more time in jail awaiting adjudication, serve 

a longer sentence if found guilty, are at an increased risk of returning to jail after 

release, and are more likely to be arrested for the same behavior. Ensuring necessary 

treatment for such inmates would reduce individual, family, and societal burden

of these disorders.

Schizophrenia is prominent among SMIs and is a leading cause of disability, reducing 

life expectancy by 15 to 20 years, primarily from preventable conditions (2). Half of 

people with schizophrenia will attempt suicide, and one in ten will die from suicide. 

Approximately 1.1% of the population has schizophrenia or a schizophrenia-

spectrum disorder, and these disorders are estimated to cost the U.S. economy $155 

billion annually (3).

This paper outlines the medically necessary care and treatment of schizophrenia, 

with a specific focus on medication treatment for individuals with schizophrenia 

in jail. It also explores the impediments that jail administrators may encounter 

when attempting to fulfill their legally mandated duty to treat incarcerated persons 

with schizophrenia-spectrum disorders. We argue that a few modifications to health 

care policy can significantly improve the lives of people with schizophrenia in the 

justice system and likely reduce recidivism.

1



A Closer Look
at the
Situation
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Schizophrenia Is Treatable, and Recovery Is Possible

Schizophrenia is an illness of persistent psychosis. A longer duration of untreated 

psychosis correlates with greater lifetime disability, and psychotic relapse increases 

the risk of poor response to formerly effective medications (4, 5). These observations

underscore the imperative for timely recognition and immediate treatment of schizo-

phrenia to achieve remission of acute episodes and prevent psychotic relapse. 

Treatment of schizophrenia is more than a medical necessity; treatment of mental 

disorders is recognized by the United Nations as a fundamental human right (6).

In the United States, incarcerated individuals constitute the only class of citizens 

to whom a right to medically necessary treatment has been affirmed. This includes 

treatment of people with schizophrenia (7). The constitutional standard is for treatment 

that is “above the level of cruel and unusual punishment.” We assert that inadequate 

treatment of schizophrenia can expose affected individuals to substantial risks of 

potentially disturbing delusions, threatening hallucinations, self-harm, and suicide

and may well fall within the definition of cruel and unusual punishment. More 

important, we aim for a higher, more humane standard. Medically necessary treatment 

calls for a combination of antipsychotic medication and psychosocial interventions. 

Unfortunately, many patients lack access to these interventions. This paper focuses 

primarily on medication treatment and related policies.

Treatment of schizophrenia is more than a medical 
necessity; treatment of mental disorders is recognized 
by the United Nations as a fundamental human right.
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Antipsychotic medications are a central component of 

successful schizophrenia treatment, and minimal standards 

for their use should follow the principles of effectiveness 

(ability to provide meaningful relief of symptoms), tolerability 

(minimization of adverse effects), and continuity of effective 

treatment. Clinical response to antipsychotic medications 

is favorable, especially if treatment is offered within the first 

year of illness. When an effective antipsychotic is identified, 

ensuring continuation of therapy is essential to prevent the

numerous adverse effects of psychotic relapse. Use of long-

acting injectable (LAI) antipsychotic formulations may assist 

with providing weeks’ or months’ worth of medication with 

one injection. LAIs have been reported to achieve longer

durations of sustained recovery and improved adherence rates 

while also demonstrating superiority to oral antipsychotics 

in delaying time to incarceration (8, 9).

Although following these treatment principles will resolve 

psychotic symptoms in most patients, about 30% of those 

with schizophrenia fail to respond adequately to standard 

antipsychotic treatment, and their illness may be deemed 

“treatment resistant.” For these individuals, clozapine must

be considered. Clozapine is the only medication with FDA-

recognized effectiveness in treatment-resistant schizophrenia.

Clozapine is also unique in being recognized by the FDA

as reducing the risk of recurrent suicidal behavior among 

individuals with schizophrenia or schizoaffective disorder. 

Clozapine responders are at risk of psychotic relapse, catatonia, 

or delirium if clozapine is discontinued (10). Clozapine is an 

irreplaceable and indispensable medication in the treatment 

of schizophrenia-spectrum disorders but is unfortunately 

underutilized generally and may have especially limited 

availability in correctional facilities (11).

Barriers to Getting the Right Treatment

Up to 85% of individuals with schizophrenia may experience 

meaningful symptom reduction if appropriate medication 

treatment is instituted. This figure is based on commonly cited 

estimates of 30% prevalence of treatment resistance combined 

with a clozapine success rate of at least 50% in the subset with

treatment-resistant illness (12). However, this degree of success

is difficult to fully realize. Only half of all individuals with

SMI in the United States who require ongoing mental health 

treatment are connected to adequate care (13). Access to 

comprehensive treatment is inconsistent throughout the 

country (14). Pervasive stigma discourages individuals and 

their families from seeking care (15). Public health campaigns 

to promote awareness of psychosis symptoms and to encourage 

recently affected individuals to seek treatment are lacking. 

As symptoms progress, affected individuals may be more 

likely to drop out of school or work, detach from their families, 

and become impoverished and/or homeless. Lacking insight 

and/or resources, many are arrested for petty offenses, landing 

them in jails (16).

Jail-Specific Considerations

Individuals with schizophrenia-spectrum disorders who are 

incarcerated may have diminished resources to make bail 

and diminished capacity to successfully exit the justice system. 

Jails are not designed to be therapeutic environments, and 

people with SMI often become more symptomatic in the jail 

setting. Once jailed, individuals who had been in treatment 

become disconnected from their mental health system, because 

the jail is often not considered part of the community’s local 

mental health system. Most inmates with SMI do not receive 

medication in jail (17–20). Furthermore, medications that 

are available in jails often differ from those that would be 

prescribed in the community.

Although treatment in jails is constitutionally mandated, this 

is essentially an unfunded mandate. The burden of paying for 

health services in jails falls on the jail administrator, typically 

a county sheriff (18). Many community jails contract with 

independent correctional medical providers who are under 

pressure to minimize costs (19, 21). A common cost-containment 

strategy is to impose a restricted formulary. These formulary 

restrictions may result in effective medications being dis-

continued or not restarted and in treatment being replaced 

with a potentially less effective medication (19, 21). When jail 

formularies omit clozapine, patients whose illness had been

successfully treated with clozapine will be placed at substantial

risk of psychotic relapse because there are no equivalent 

substitutions for clozapine. Meanwhile, individuals with new 

cases of treatment-resistant schizophrenia will be denied 



access to the only medication approved for this pernicious variant of schizophrenia. 

Such formulary omissions risk extending the duration of inadequately treated

psychotic symptoms, causing distress to the individuals and management problems 

for the jail. Similarly, LAI antipsychotics are often stopped on jail entry and rarely 

started in jail settings.

The disruption of ongoing treatment in jails or the failure to initiate effective treatment 

is due in part to health care financing. Medicaid is the major health insurer for jail 

inmates, especially after Medicaid expansion under the Affordable Care Act. But 

jails cannot bill Medicaid. This is the result of what is known as the Medicaid Inmate 

Exclusion. At the time of its enactment in 1965, Medicaid law excluded people 

residing in institutions that had historically been the responsibility of the states. 

The Medicaid Inmate Exclusion was intended to ensure that the states continued 

to bear responsibility for health care in prisons. However, both the nature of the 

correctional population and the nature of health care have changed substantially 

since 1965. Growth in jail and prison populations has far outpaced U.S. population 

growth. The U.S. jail population in 1960 was 119,671 and rose to 731,200 in 2013 (21, 22). 

Adjusted for U.S. population growth, this represents a 348% increase. Over the same 

time, the cost of health care more than tripled as a share of overall GDP (23).

Modern day realities that could not have been anticipated in 1965 have created financial

burdens that risk widespread substandard care and missed opportunities to effectively 

reduce the personal and social burden of schizophrenia.

U.S. Jail Population

Year

1960 2013
119,671 731,200
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Disrupting the 
Revolving Door: 
Recommended 
Solutions

Consider the Jail Part of the Community

In many communities, the jail is not considered part of the local treatment system. 

This must change. To improve outcomes for individuals with SMI, community 

mental health systems need to include jail inmates among their target populations.

For individuals connected to treatment, including the jail as part of the community’s 

treatment continuum can ensure continuity of effective care. For inmates who

had disconnected from previous treatment, jail can offer the opportunity to reconnect 

with services. For individuals yet to engage in treatment, including those experiencing 

their first episode of psychosis, jails can be a resource for case finding and engagement

in initial treatment.

Clinicians’ attitudes toward justice-involved individuals are less positive than their 

attitudes toward those without justice involvement (24). This bias is likely based on

a failure to appreciate that a significant portion of individuals with SMI are involved 

with the justice system at some point in their lives, often unbeknownst to the mental 

health system. Many of the charges pressed against individuals with SMI are for crimes 

rooted in poverty, homelessness, or hunger. More than 60% of jailed inmates are in 

preadjudication status, meaning that they have not and may never be convicted of

a crime (25). For these reasons, clinicians and mental health care systems need to 

expect, accept, and address justice involvement among persons in their caseloads, 

just as clinicians and systems have come to understand that co-occurring substance 

use disorders are to be expected and addressed in settings serving individuals with SMI.

Many jails offer limited mental health services, usually provided by a contracted

medical service. This arrangement is not inherently bad if that provider and the 

community mental health system understand the importance of working together 

and are willing to share clinical data and maintain treatment initiated in either

setting. A better alternative may be for mental health services in the jail to be provided 

by the same care system that serves that community. In this way, continuity of care 

3



would be seamless. Treatment would not be interrupted, and 

there would be fewer challenges with information sharing. Such 

continuity would facilitate engagement in services and ease the 

difficult transition from jail back to the community. Regardless 

of who provides the care, the standards for psychiatric care in 

the jail should be on par with those prevailing in the community

or in local and state psychiatric hospitals. This includes access 

to medication.

Formularies in Jails Should Match Those of Hospitals and 

Clinics in the Community

Medication formularies in jails should match the formularies 

in the corresponding state hospitals, which in turn should 

match the Medicaid formulary. Continuity of medication from 

communities to institutions, whether they are hospitals or 

jails, would improve outcomes. It is remarkably shortsighted 

to destabilize people who have been successfully treated 

with LAIs or clozapine. It is imprudent to miss opportunities 

to start these effective treatments for individuals who are 

literally a “captive audience.”

The Medicaid Inmate Exclusion Should Be Eliminated

We join the call to eliminate the Medicaid Inmate Exclusion (18). 

Although it may continue to make sense to exclude inmates 

of state prisons from the Medicaid program during extended

incarcerations, it is counterproductive to maintain this exclusion 

for local jail inmates. The Medicaid Inmate Exclusion creates 

an unfunded mandate for local governments to treat jail inmates. 

It is also a poor policy because it leads to fragmented, suboptimal

care. Continuity of care between community and jails is essential 

to initiating treatment for people with SMI and maintaining 

them in treatment, which is the best way to help them stay 

out of jail. 

An obvious objection is that if jails could bill Medicaid, an

incentive might be created to incarcerate people with mental 

illness (and other health conditions) and would take away 

motivations to divert people from the criminal justice system. 

It will require vigilance to ensure that this unintended con-

sequence is not the outcome. If mental health and criminal 

justice personnel work as a unified team to ensure that

individuals are getting the best treatment possible, there is

no reason to assume that the system will be gamed. Our

collaborative efforts to divert people with mental illness from 

the justice system must continue unabated (26).



Implementation 
Strategies
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The Stepping Up Initiative, now adopted by 447 counties across the country, has 

gotten county sheriffs and mental health administrators talking, instead of fighting 

or finger pointing, and beginning to problem solve together (27). Working together 

is a critical first step. In Ohio, the Buckeye State Sheriffs’ Association worked with 

the Ohio Department of Mental Health and Addiction Services (OMHAS) to address 

the rising cost of psychiatric medications in jails. Despite their restricted formularies,

Ohio jails spend over $4 million dollars annually on psychiatric medication. In 

state fiscal year 2018, OMHAS provided $2 million to the county mental health boards 

to distribute to the county jails to help defray these costs. Some local county 

boards added to the state contribution by using local tax savings that resulted from 

Medicaid expansion.

Seemingly most unfair is excluding Medicaid coverage for persons in jail pretrial, 

who are still presumed innocent. It is encouraging that there is a bill before Congress, 

H.R. 165, “Restoring the Partnership for County Health Care Costs Act of 2017,” that 

would remove limitations on Medicaid and other federal health benefits to pretrial 

inmates. Advocacy to eliminate the Medicaid Inmate Exclusion for pretrial inmates 

seems like a politically sensible first step.

Bringing Treatment Parity to Jail Inmates with Schizophrenia 14



Treatment of schizophrenia-spectrum disorders is a medical necessity that can burden 

jails. Financial limitations from the Medicaid Inmate Exclusion and discontinuity of

care between jails and community agencies are two major impediments to adequate 

care. There is no insurmountable reason why community mental health and criminal

justice systems cannot work together in advocacy to eliminate obstacles to ensuring 

the provision of high-quality care. Addressing these barriers will increase access to 

treatment for individuals with SMI and will reduce their recidivism. This will benefit 

both patients and the overall community.

There is no insurmountable reason why community 
mental health and criminal justice systems cannot 
work together in advocacy to eliminate obstacles to 
ensuring the provision of high-quality care.

Conclusions5
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