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was opened in 1833. At its opening, over half of its patients 
were transfers from state correctional institutions. The work 
of mental-health advocates in the 19th century led to the 
establishment of numerous additional public health institu-
tions. According to Torrey: “By 1880, there were 75 public 
psychiatric hospitals in the United States for the total popula-
tion of 50 million people [and] severely mentally ill inmates 
constituted only 0.7 percent of the population of jails and 
prisoners.”1 This massive public effort to provide compassion-
ate and effective treatment options to people with mental ill-
nesses became known as “The American Asylum Movement”.

The transfer of the mentally ill from correctional institu-
tions to public health institutions led to better treatment of 
patients and positive medical and psychiatric outcomes. The 

most successful treatment 
models involved both moral 
and medical techniques. This 
hybrid method was imple-
mented with great success by 
Samuel Woodward, one of the 
first superintendents of the 
Worcester State Lunatic Asy-
lum. The Woodward’s ulti-
mate goal was to instill self-
control in patients in order 

to facilitate their rentrance to society, rather than to confine 
them indefinitely. The treatment practices at Worcester rested 
on two beliefs: that “insanity” could be cured, and that “the 
insane” would respond to kindness and goodness. Although 
Woodward believed that curing mental illness required moral 
changes within patients, he believed medical treatment was 
necessary to “control the range of symptoms and to bring the 
patient within the range of moral influences.”2  

Woodward attempted to induce calm and orderly behav-
ior in his patients using a limited medical toolkit that included 
purgative practices such as bloodletting, blistering, and emet-
ics, in addition to newer, sedative narcotic medications. Once 
behavioral modification was achieved, patients could focus 
on performing productive labor and having positive social 
interactions with other patients and staff. Patients worked 
on a farm attached to the asylum or within the asylum itself, 
and were able to participate in religious and social activities.2 

According to reports, this multifaceted regimen involving 
both medicine and productive socialization proved to be very 
successful at solving many of the problems that patients in 
Worcester Asylum experienced.2
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ON NOVEMBER 5, 2017, DEVIN P. KELLEY     
walked into a church in Sutherland Springs, Texas 
and began firing on parishioners with an automatic 

weapon in the middle of Sunday worship, killing 26. This 
shooting followed a pattern set by many predecessors. The 
individuals who perpetrated the mass shootings in Tucson 
(2011), Aurora (2012), and Newtown (2012) all had his-
tories of mental health problems. Kelley himself had even 
once escaped from a mental health institution. Whenever 
these unspeakable events occur, the tragic inadequacy of the 
nation’s mental health care system is highlighted. Left without 
treatment, people with mental illnesses are more likely to end 
up in the care of the criminal justice system.

Problems with the current system date back to the imple-
mentation of the Community 
Mental Health Act of 1963 
(CMHA), which closed state-
run mental health institu-
tions with the goal that they 
would be replaced by local 
community mental health 
centers (CMHCs). The opti-
mistic objective of the CMHA 
never came to fruition. As 
a result, today the mentally 
ill are more likely to end up in the criminal justice system 
instead of being treated. Prior to the 19th century, America’s 
mentally ill were being imprisoned without receiving treat-
ment, a dilemma solved by a transition to ethical care focused 
on rehabilitation rather than confinement and isolation from 
society. A similar national transition is once again necessary: 
ethical care from dedicated mental health providers, rather 
than incarceration, would better serve patients and society by 
preventing crime committed by the mentally ill.

Until the mid-19th century, it was common for the men-
tally ill to be imprisoned. In May 1825, Yale-educated Rev-
erend Louis Dwight founded the Boston Prison Discipline 
Society, a prisoner advocacy organization. While distribut-
ing Bibles to prisoners, he noted that a disturbing number 
of prisoners were insane and being kept in inhumane condi-
tions without treatment. Dwight’s advocacy led to the estab-
lishment, in 1827, of an investigative committee by the Mas-
sachusetts Legislature. The committee confirmed that “‘luna-
tics and persons furiously mad’ were being confined, often 
in inhumane and degrading conditions.”  The committee 
report noted that: “Less attention is paid to their cleanliness 
and comfort than to the wild beasts in cages, which are kept 
for show.”1 As a direct result of Dwight’s work and the Legis-
lature’s investigation, the State Lunatic Asylum at Worcester 
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“Ethical care from dedicated 
mental health providers, rather 
than incarceration, would better 

serve patients and society.”
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The 19th century saw the introduction of revolutionary 
treatment methods and the establishment of many publicly-
funded mental health institutions across the U.S. However, by 
the beginning of the 20th century, many asylums through-
out the country were overcrowded, and their effectiveness 
dwindled. In part, the new state mental health institutions 
were thwarted by their own success. Senile elderly popula-
tions, which previously would have been housed in locally 
run almshouses, were transferred to state-run asylums; and 
almshouses were closed by local governments to transfer fis-
cal responsibility for care of the elderly to the state.3 Since old 
age is not an illness that can be treated, mental institutions 
were forced to change their focus to long-term care and away 
from treatment aimed at reintroduction to society.

Overwhelmed by an increase in the incurably ill, institu-
tions focused on providing custodial care rather than treat-
ment. Four decades after the opening of Worcester State Hos-
pital, only 14 percent of its patients had been there for more 
than four years. By 1923, 54 percent of patients were being 
institutionalized for longer than four years.3 Without suffi-
cient patient outflow, institutions became overcrowded and 
public opinion of institutionalized medicine worsened. By the 
1950s, perceptions of the enlightened, compassionate mental 
institutions of the 19th century were as negative as percep-
tions of the prisons they had replaced. 

In 1961, President John F. Kennedy appointed an Inter-
agency Committee on Mental Health to make recommenda-
tions on what to do with the nation’s mental health infrastruc-
ture. The committee reported state mental health institutions 
to be “bankrupt beyond remedy.”4 As a result, lawmakers 
faced pressures to close mental health institutions, as well as 
to fix issues of overcrowding. The first effective antipsychotic 
medication, Thorazine, became available in the 1950s and, as 
a result, many patients were able to reenter society. Lawmak-
ers believed that keeping the mentally ill within their own 
communities would create the most benefit by allowing fami-
lies to stay intact. In addition, mental health facilities located 
close to population centers would be able to address illness in 
its early stages rather than waiting for issues to become severe.

In a speech to Congress, President Kennedy outlined his 
goals and motivation for what would become the Community 
Mental Health Act of 1963 (CMHA). He described state men-
tal health institutions as “antiquated,” “vastly overcrowded,” 
and “shamefully understaffed… institutions from which death 
too often provided the only relief ” to patients that “were out 
of sight and forgotten.”5 Kennedy proposed that Federal funds 
would be used to support mental health centers within the 
community, with a focus on “timely and intensive diagnosis, 
treatment, training, and rehabilitation.”5 Kennedy’s plan for 
community mental health centers (CMHCs) closely mirrored 
the objectives of state mental institutions in the 19th century. 
Both were viewed as replacements for antiquated and unethi-
cal systems that emphasized custodial care over effective 
treatment, and both aimed to compassionately rehabilitate 
the mentally ill so that they could be reintroduced to society.

Despite his good intentions, Kennedy’s plan never 
achieved its lofty goals. The number of patients in state psy-
chiatric hospitals has decreased significantly due to deinsti-
tutionalization. In 1955, there were 558,239 patients in state 
mental hospitals.1 By 1994, the number of patients in state 
mental hospitals had decreased to 71,619, out of a total popu-
lation of close to 260 million.1 CMHCs simply failed to pick 
up the slack, leaving hundreds of thousands of patients on the 
streets without treatment.

Deinstitutionalization of the mentally ill accelerated 
with the creation of Medicare and Medicaid in 1965, and the 
expansion of Social Security in 1972. With the federal gov-
ernment footing the bill for poor and elderly mental health 
patients, states had even more incentive to transfer patients 
out of state-run institutions and off their budgets. The fed-
eral government was incentivizing the closure of state men-
tal hospitals without enforcing and regulating the means of 
receiving post-institutional care. As a result, the previously 
institutionalized mentally ill were first ignored and then for-
gotten. According to federal studies, “individuals discharged 
from state hospitals initially made up between 4% and 7% 
of the CMHCs patient load, and the longer the CMHC was 
in existence the lower this percentage became.”4 When state 
mental hospitals were closed, CMHCs failed to recapture and 
treat mental patients.

By the 1980s, the remaining state mental health hospitals 
were being closed across the country, and community men-
tal health centers were failing, leaving the mentally ill with 
few effective treatment options. A 1978 government report 
declared that “Today no agency of government—local, state, 
or federal—is taking comprehensive responsibility for pro-
viding psychiatric and social services for chronically mentally 
ill patients.”4  This situation has persisted to the present day.

Thus, it is no surprise that the current mental health 
care system fails to provide adequate treatment to the men-
tally ill. In 2003, the Bush administration’s Commission on 
Mental Health released a report that concluded that “today’s 
mental health care system is a patchwork relic.”6 In 2006, the 
National Alliance on Mental Illness released a report grad-
ing the country’s mental health care system, and the average 
grade was a D.7  In spite of this inadequate grade, correctional 
institutions have become the nation’s de facto mental health 
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care providers. According to a survey by The Treatment 
Advocacy Center, “there are now more than three times as 
many seriously mentally ill persons in jails and prisons than 
in hospitals.”8 Additionally, up to 60 percent of all prisoners 
have a mental health problem, based on a study by the Urban 
Institute.9 The state of mental health care treatment in the U.S. 
has reverted to its status prior to the American Asylum Move-
ment of the 19th century. Instead of being treated, the men-
tally ill are being imprisoned en masse.

Levels of incarceration of the mentally ill are predictable 
considering the absence of effective mental health care treat-
ment. A 1939 survey of penal and mental institutions in 18 
European countries concluded that “there is an inverse rela-
tionship between the number of 
persons in mental institutions 
and the number of persons in 
penal institutions.”10 This obser-
vation, known as “Penrose’s 
Law”, has been corroborated by 
numerous modern studies. In 
short, one way or another, the 
mentally ill end up as wards of 
the state.

Mentally ill prisoners often 
fail to adapt to the highly regi-
mented life in prison and act 
out in ways that are difficult for 
prison staff to understand and 
address. Rule enforcement in prison rests on the assumption 
that prisoners understand when they are breaking the rules. 
A mentally ill inmate, however, may not understand the pur-
pose of prison regulations or the consequences of breaking 
them. A report by Human Rights Watch (HRW) stated that 
“a small percentage [of prisoners] don’t understand the rules. 
They’re the ones who are psychotic. Prison rules don’t mean 
much to someone hearing voices. A person with paranoid 
schizophrenia may, on a literal level, understand a rule but 
nevertheless view a request to abide by that rule as being part 
of a conspiracy directed against him. It’s less of not under-
standing and more of acting on distortions.”11

Because of this, a disproportionate number of use-of-force 
incidents in prisons are directed against mentally ill inmates. 
According to HRW: “In Los Angeles County jails, roughly a 
third of the use of force cases in 2011 involved inmates with 
mental health histories, although they constituted 15 percent 
of the jail population.”11 HRW cites similar statistics for pris-
ons in California, Colorado, South Carolina, and Washington 
State.11 Disobedient mentally ill inmates are subject to beat-
ings, pepper spray, electric shocks, solitary confinement, and 
extended periods of physical restraint, and they often suffer 
serious physical injury or death. In prison, the mentally ill 
effectively are systematically punished for disobeying rules of 
which they are unaware and unable to abide.

Just as it was more effective for the asylums of the 19th 
century to rehabilitate patients rather than keep them in cus-
todial care, today it would be far more effective and ethical to 
treat the mentally ill rather than imprison them. In Pennsyl-
vania, it costs the state approximately $50,000 per year to care 

for and house a mentally ill inmate. Additionally, severely 
mentally ill inmates have elevated rates of recidivism.10 Tak-
ing this into account, mentally ill inmates can expect to spend 
decades in prison, costing the state hundreds of thousands 
of dollars per inmate over the course of their incarceration. 
In comparison, state hospitals spend approximately $250,000 
dollars per year per patient.10 Although annual cost for men-
tal health institutions are higher than prisons, effective treat-
ment can shorten the length of time that patients are under 
the care of the state and thus result in long-term monetary 
savings. According to Kopel & Cramer (2015), “persons who 
suffer from serious mental illness, but…developed self-con-
trol and coping skills (no substance abuse), and who are able 

to maintain gainful employment 
(better able to afford living in 
a non-violent neighborhood) 
often seem to escape whatever 
crime-causing effects mental 
illness might have.”10 Treatment 
that fosters self-control and pre-
pares patients for employment 
would lower incarceration rates 
while also allowing patients to 
live self-sufficient lives and con-
tribute to society.

A concerted national effort 
is needed to solve the mental 
health care system’s problems. 

Throughout history, fiscal responsibility for mental health 
care has been shuffled among local, state, and federal govern-
ments. At some point, there must be accountability. In the 
19th century, the American Asylum Movement solved the 
interconnected problems of prison overcrowding and unethi-
cal treatment of the mentally ill through the establishment of 
treatment centers focused on rehabilitation through medi-
cine, socialization, and job training. Modern research con-
firms the effectiveness of this model. It is more cost-effective 
and ethical to treat the mentally ill with the goal of reintro-
ducing them to society rather than to imprison and isolate 
them. A modern mental health movement modeled after 
the American Asylum Movement of the 19th century could 
reduce instances of crime committed by the mentally ill. 
Care must be taken to avoid the shortcomings of the Asylum 
Movement and the Community Mental Health Act of 1963. 
For instance, adequate funding must be provided, and reha-
bilitation should be prioritized over custodial care to avoid 
overcrowding and its associated issues. 

The principle of parens patriae, “parent of the state,” dic-
tates that it is the state’s responsibility to take care of those 
who are unable to take care of themselves. The mentally ill are 
among the most vulnerable people in our society and cannot 
cure themselves. They deserve to be treated ethically and not 
ignored. For decades, this country has been imprisoning and 
punishing the mentally ill in lieu of providing them with the 
care they need. It is time, once again, for a change.
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“For decades, this country 
has been imprisoning and 

punishing the mentally ill in 
lieu of providing them with 

the care they need. It is time, 
once again, for a change.”


