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Introduction

Older prisoners represent one of the fastest growing demographics 
in correctional facilities. Indeed, the number of state inmates aged 
55 and older tripled from 2001 to 2016 comprising 13% of the total 
United States (U.S.) prison population [1-3]. The graying of our 
nation’s prisons is estimated to continue as experts project older 
inmates will constitute one-third (over 400,000) of the total prison 
population by 2030 [4]; a trend that goes beyond U.S. borders [5,6]. 
By way of example, the United Kingdom reported a 159% increase in 
prisoners aged 50 to 59 and a staggering 243% rise in prisoners aged 60 
and above over the past two decades [7]. Many of these older inmates 
will be released to the community requiring support and assistance 
with immediate needs such as food, housing and transportation; often 
neglected, however, are linkages to mental health (MH) treatment and 
related services. This is especially important since it is not likely that 
the MH needs of inmates were adequately addressed prior to release, 
nor is it likely that sufficient plans, if any, were made to monitor these 
needs upon reentry. While scholars argue that the correlation between 
MH and criminal behavior is largely indirect [8], we know that the 
mentally ill (MI), are more likely to return to prison when their 
conditions are not addressed in the community [9-11].

Literature Review

Statistics demonstrate the scope of the problem: a national survey 
finds that over two-thirds (68%) of older prison inmates report having 
a history of a MH disorder and almost one-quarter (22.6%) report to 
have experienced serious psychological distress (SPD) [9]. In addition 
to this, over one-quarter of inmates 55 and older report having a drug 
abuse or dependence disorder with nearly one-fifth reporting drug 
use at the time of their offense [12]. Estimates suggest, however, that 
only 40% of state prisoners and 26% of federal prisoners who met the 
threshold for past 30-day SPD reported they were receiving treatment 
[13], with their likelihood of receiving treatment on release being 
even lower [14,15]. Moreover, despite the importance, most leave 
prison with only several weeks of prescription medications and no 
plan in place for acquiring refills [16,17]. A survey on the transitional 
health care of released offenders reported that 13 states provided 2 
weeks or less of prescription medication to MI offenders, 11 states 
dispensed enough for 30-days, and one state gave out a 2-month 
supply [17]. This is disconcerting when we consider that untreated 
or unmedicated persons with MI are at greater odds of clinical 
decompensation affecting all areas of life [16,18]. Moreover, most 
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MI offenders have no health insurance on release with more than 
half (60%) reporting no benefits 8 to 10 months following discharge 
[19], further negating their ability to receive needed treatment in the 
community.

The strong link between long-term MH and poor physical 
health [20,21] means that for older offenders with MI, their clinical 
conditions are often further compromised by chronic health 
problems as they age. Indeed, older offenders are more likely to suffer 
from a variety of chronic diseases and comorbid disorders such as 
hypertension, heart disease, cancer and diabetes, with more than 
half reporting a minimum of one disability [13,22-24]. Additionally, 
older inmates’ psychopathology may be compromised by impaired 
cognitive function [25]; the clinical and symptomatic nature of which 
can be further exacerbated by the incarceration experience [26]. Thus, 
coupled with the challenges related to their MH and physical health 
needs on reentry, intellectual deterioration can further compromise 
the social and/or occupational functioning of older offenders [25,27], 
all of which can severely hinder their ability to successfully reintegrate 
into society.

A related reentry challenge for aging offenders is their greater 
likelihood of experiencing disengagement from family and friends, 
reducing vital social support networks [28,29]. In their study of 
recently released prisoners in Massachusetts, [29] found social support 
to be weakest among older releasees and those with a history of MI 
and addiction; 40% of older offenders and 30% with MI and addiction 
reported no family support on release. This is not unexpected given 
that older offenders, particularly those with MH and substance use 
disorders are more likely to have experienced conflict with family and 
friends or be estranged due to extended periods of separation [29,30].

It is clear then, that in addition to the more typical challenges of 
reentry, older offenders with MI have complex and special long-term 
needs which are further compounded by physical health issues and 
social functioning that often worsens with age. This is particularly 
salient among offender populations as they have been found to 
prematurely age; this is also referred to as “accelerated aging”, which 
defines the “threshold for older adults in this population to begin at 50 
or 55” or in some studies even younger [31]. High-risk lifestyles (e.g., 
drug use, crime), socio-economic disadvantage, lack of preventative 
health care, and stressors of the carceral environment are said to age 
offenders physiologically 10 to 15 years beyond their chronological 
age [32-34].
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Due to myriad problems and extensive medical needs, older 
offenders are one of the most expensive populations to house in prison, 
and therefore, we should be exceedingly focused on their reentry 
success. Indeed, it is estimated that institutional healthcare costs of 
geriatric offenders are two to three times that of younger inmates [23]. 
The Pennsylvania Department of Corrections (PADOC), for example, 
reports medication costs at an astronomical rate of $3.2 million per 
month for inmates 50 and older independent of other healthcare 
costs, along with three long-term special care units at a cost of $500 
per day per inmate [35]. Moreover, those with MIs are more likely 
to have disciplinary problems [36,37] with associated institutional 
expenses estimated to exceed 9 million dollars each year in the U.S. 
[38]; additionally, misconduct often leads to longer stays in prison 
[11], increasing overall housing costs.

Mental Health Court and Reentry

We suggest expanding the use of mental health courts (MHCs) in 
facilitating the reentry process to help fill the gap in providing support, 
structure and resources to this vulnerable population. Based on the drug 
court model which focuses on problem-solving in a non-adversarial 
setting, MHCs offer individualized treatment plans along with judicial 
supervision in a supportive environment. In our experience working with 
Strategies That Result In Developing Emotional Stability (STRIDES), 
a federal MHC program in the Eastern District of Pennsylvania, the 
participants were assisted in all areas of life that went beyond what is 
typically provided in drug and most specialty courts such as linkages 
to treatment, housing and work opportunities. STRIDES’ participants 
received help with acquiring driver’s and occupational licensing, 
clothing and groceries, and they were connected with agencies and 
volunteers to assist with parenting, financial literacy and ancillary legal 
needs. We observed older offenders, who with the help of the STRIDES 
Program, were able to stay productive and successfully navigate the 
many challenges faced during the transition to community supervision. 
Thus, MHC teams comprised of judges, attorneys, supervision and 
treatment agencies that collaborate to provide the best outcomes for 
their participants are uniquely positioned to help older offenders with 
their myriad complicated issues.

MHCs can be an excellent adjunct to reentry for inmates with 
further criminal justice monitoring as part of parole/mandatory 
release programs and special initiatives for older inmates such as 
medical or elderly release programs. In addition to providing the 
much-needed support and services, MHC participants could earn time 
off supervision for successful participation, therefore limiting further 
involvement in the criminal justice system and producing cost savings. 
Moreover, MHCs have overall been found to reduce recidivism [39-
43], the primary goal of reentry, but they also demonstrate success 
in other important areas including reductions in hospitalizations, 
increased medication compliance, and other indicators of mental 
health recovery as well as the lessening of criminogenic needs (e.g., 
pro-criminal attitudes, antisocial patterns) [44-46].

We are cognizant that even though there are over 450 MHCs 
in 46 states (as of yearend 2020; [47]), the ability of these courts to 
handle the burgeoning population of older MI offenders isn’t realistic, 
thus, it is essential that potential participants are carefully selected 

based on those who would most benefit from the available services. 
Consideration could also be given to the utilization of other types of 
specialty courts (e.g., reentry courts, veterans’ courts) that are able to 
serve the complex treatment and other needs of the MI and provide 
the necessary interventions to improve their reentry process.

“Absent significant changes in sentencing and release policies, 
the number of aging and infirm men and women confined in US 
prisons will continue to grow. The rising tide of aging prisoners in 
the United States makes imperative renewed and careful thinking 
about how to protect the rights of the elderly while in prison” [30]. 
While we agree with the argument made by Human Rights Watch, we 
suggest that these protections must extend beyond the prison walls to 
include reentry, community supervision and the entire reintegration 
process. Moreover, aside from more principled considerations, a 
concerted effort must be established to assist those who are advanced 
in age and in poor mental health so that we can make a more sensible 
use of limited financial and human resources and allow these often-
neglected offenders to become productive members of society in a 
more dignified manner.
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