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Prolonged segregation of adult inmates with serious 
mental illness, with rare exceptions, should be avoided due 
to the potential for harm to such inmates. If an inmate with 
serious mental illness is placed in segregation, out-of-cell 
structured therapeutic activities (i.e., mental health/ 
psychiatric treatment) in appropriate programming space 
and adequate unstructured out-of-cell time should be 
permitted. Correctional mental health authorities should 
work closely with administrative custody staff to maximize 
access to clinically indicated programming and recreation 
for these individuals.   
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The number of persons incarcerated in prisons and jails 
in the United States has risen dramatically during the past 
three decades, accompanied by a significant increase in 
prisoners with serious mental illness. Studies have 
consistently indicated that 8 to 19 % of prison inmates 
have psychiatric disorders that result in significant 
functional disabilities and another 15 to 20 % require 
some form of psychiatric intervention during their 
incarceration (1, 2). 

Physicians who work in U.S. correctional facilities face 
challenging working conditions, dual loyalties to patients 
and employers, and a tension between reasonable 
medical practices and the prison rules and culture.  In 
recent years, physicians have increasingly confronted a 
new challenge: the prolonged solitary confinement, or 
segregation, of prisoners with serious mental illness.  This 
prevalent corrections practice and the difficulties in 
providing access to care in these settings have received 
scant professional or academic attention (3). 

Segregated inmates are isolated from the general 
correctional population and receive services and activities 
apart from other inmates.  For the purposes of this 
position statement, segregation refers to conditions of 
confinement characterized by an incarcerated person 
generally being locked in their cell for 23 hours or more 
per day (4). Inmates may be segregated for institutional 
safety reasons (administrative segregation), disciplinary 
reasons (disciplinary segregation), or personal safety 
(protective custody) (5). Correctional systems vary 
regarding the specific conditions of confinement in 
segregation units (e.g., one to two inmates in a cell, 
inmate access to a radio or television, other property 
restrictions, visitation privileges, etc.). The definition of 
“prolonged segregation” will, in part, depend on the 
conditions of confinement. In general, prolonged segrega-
tion means duration of greater than 3-4 weeks.  

Several studies have shown that inmates with serious 
mental illness have more difficulty adapting to prison life 
than do inmates without a serious mental illness.  
Morgan, Edwards, and Faulkner (6) reported that seriously 
mentally ill prisoners were less able to successfully 

negotiate the complexity of the prison environment, 
resulting in an increased number of rule infractions 
leading to more time in segregation and in prison. Lovell 
and Jemelka (7, 8) found that inmates with serious mental 
illnesses committed infractions at three times the rate of 
non-seriously mentally ill counterparts. 

Placement of inmates with a serious mental illness in 
these settings can be contraindicated because of the 
potential for the psychiatric conditions to clinically 
deteriorate or not improve (6, 10).  Inmates with a serious 
mental illness who are a high suicide risk or demon-
strating active psychotic symptoms should not be placed 
in segregation housing as previously defined and instead 
should be transferred to an acute psychiatric setting for 
stabilization.  
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