
PLOS Mental Health | https://doi.org/10.1371/journal.pmen.0000257  April 9, 2025 1 / 14

 

 OPEN ACCESS

Citation: Swanson JW, Stenger M, Easter 
MM, Bareis N, Chwastiak L, Dixon LB, et 
al. (2025) Mental disorders and criminal 
legal involvement: Evidence from a national 
diagnostic epidemiological survey.  
PLOS Ment Health 2(4): e0000257. https://doi.
org/10.1371/journal.pmen.0000257

Editor: Juan Felipe Cardona, Universidad del 
Valle, COLOMBIA

Received: September 5, 2024

Accepted: January 16, 2025

Published: April 9, 2025

Copyright: © 2025 Swanson et al. This is an 
open access article distributed under the terms 
of the Creative Commons Attribution License, 
which permits unrestricted use, distribution, 
and reproduction in any medium, provided the 
original author and source are credited.

Data availability statement: Data are available 
through the Inter-university Consortium for 
Political and Social Research (ICPSR 38953)
(see below citation). Ringeisen, Heather, 
Edlund, Mark J., Guyer, Heidi, Dever, Jill, 
Liao, Dan, Peytchev, Andy, … Sinclair Hancq, 
Elizabeth. Mental and Substance Use Disorders 
Prevalence Study (MDPS), United States, 
2020-2022. Inter-university Consortium 

RESEARCH ARTICLE

Mental disorders and criminal legal 
involvement: Evidence from a national 
diagnostic epidemiological survey
Jeffrey W. Swanson1*, Madeline Stenger 1, Michele M. Easter1, Natalie Bareis 2,  
Lydia Chwastiak 3, Lisa B. Dixon2, Mark J. Edlund4, Scott Graupensperger 3, 
Heidi Guyer 4, Maria Monroe-DeVita3, Mark Olfson 2, T. Scott Stroup2,  
Katherine S. Winans 3, Marvin S. Swartz1

1  Department of Psychiatry and Behavioral Sciences, Duke University School of Medicine, Durham, North 
Carolina, United States of America, 2  Department of Psychiatry, Columbia University Irving Medical Center 
and New York State Psychiatric Institute, New York, New York, United States of America, 3  Department of 
Psychiatry and Behavioral Sciences, University of Washington School of Medicine, Seattle, Washington, 
United States of America, 4  RTI International, Research Triangle Park, Durham, North Carolina, United 
States of America 

* jeffrey.swanson@duke.edu

Abstract 
Large numbers of adults with mental disorders in the United States are incarcerated or 

otherwise involved with the criminal legal system. Evidence is lacking on prevalence of 

specific psychiatric diagnoses in this population. This article presents results from the 

Mental and Substance Use Disorders Prevalence Study (MDPS), a national epidemio-

logical survey that assessed lifetime prevalence of schizophrenia-spectrum disorder, and 

past-year prevalence of bipolar 1, obsessive-compulsive, major depressive, generalized 

anxiety, and post-traumatic stress disorders using the Structured Clinical Interview for 

DSM-5 (SCID 5). Diagnoses and demographic characteristics are compared among three 

populations: (1) imprisoned adults (N=321), (2) adults not incarcerated but with justice 

involvement in the past year (N=269), and (3) adults with no criminal legal history in the 

past year (N=5,004). The weighted sample included households, prisons, hospitals, and 

homeless shelters. About 4 in 10 people with any past-year criminal legal involvement 

had at least one of these mental disorders. The cumulative prevalence of these disorders 

was highest among those in prison (41.8%; 95% Confidence Interval (CI): 33.1-50.9%), 

lower in the community resident population with criminal legal involvement (37.0%; 95% 

CI: 25.1-50.6%), and lowest among those with no criminal legal involvement in the past 

year (24.4%; 95% CI: 21.9-27.0%). Findings for schizophrenia-spectrum disorder followed 

this pattern: prevalence in prison was 6.3% (95% CI 2.7-14.0%), while among community 

residents with criminal legal involvement prevalence was 4.4% (95% CI: 1.9-10.0%), and 

among those with no criminal legal involvement it was 1.7% (95% CI: 1.2-2.4%).

In the latter half of the 20th century, a confluence of two policy-driven trends – the emp-
tying of large public mental hospitals throughout the United States and the rise of mass 
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incarceration – redefined the nation’s response to people with serious mental illnesses like 
schizophrenia and fundamentally altered the conditions in which they would live [1]. The 
forces that drove deinstitutionalization and fueled the modern “prison industrial complex” 
[2] overlapped but were different, as were the populations they most affected; there was no 
simple substitution of jails and prisons for asylums [3]. Still, large numbers of former, current, 
and would-be psychiatric patients each year are arrested and booked into jails, are sentenced 
to prison, or released under community correction supervision [4]. These populations vary in 
their psychiatric symptoms and degree of impairment as well as criminogenic characteristics 
and needs. We still do not know enough about them to effectively address the range of social 
and clinical problems they represent.

Evidence is lacking on the national prevalence of specific psychiatric diagnoses and asso-
ciated demographic descriptors of people who are incarcerated or living in the community 
while involved with the criminal legal system. Such evidence is necessary to guide federal and 
state policies to meet the complex needs of populations at the intersection of behavioral health 
and criminal justice. To that end, this article presents results of a new national epidemiological 
survey, the Mental and Substance Use Disorders Prevalence Study (MDPS) [5], which enables 
a comparison of the prevalence of 6 psychiatric disorders and the demographic characteris-
tics of people with mental illnesses in prison (PR), those who are not incarcerated – mostly 
residing in the community, though a small number were hospitalized – who had criminal legal 
involvement in the past year (CCL), and those with no criminal legal history in the past year 
(No CL). We also provide an estimate of the proportion of people with mental disorders and 
criminal legal involvement who received any mental health treatment in the past year.

Background
In 1970, nearly 400,000 adults with psychiatric illnesses were housed in state and county 
mental hospitals [6], while approximately 360,000 adults were incarcerated in prisons and jails 
in the United States [7]. Four decades later, by 2010, these numbers had moved dramatically 
in opposite directions; the census of public mental hospitals had dwindled to under 50,000 
while the incarcerated population had risen steeply to more than 1.6 million on any given day 
[8]. Evidence emerged that these trends could be intertwined; 44% of jail inmates and 37% 
of federal and state prisoners reported that a mental health professional had told them they 
have a mental disorder, according to a national survey of inmates published by the Bureau of 
Justice Statistics (BJS) [9].

Beginning around 2010, criminal justice policy reforms and other macrosocial factors led 
to a gradual decline in incarceration in the United States; the overall rate of imprisonment per 
100,000 population had fallen nearly 10 percent by 2016. However, during the same roughly 
5-year period, the proportion of the imprisoned population estimated to have mental illness 
rose by 11%, as seen in a comparison of two waves of the BJS National Inmate Survey [10]. 
Today, far more adults with disabling psychiatric illnesses were to be found in jails, prisons, 
homeless shelters or living on the streets than ever resided in the largest mental hospitals 
before deinstitutionalization began in the late 1950s [3,11,12].

In the parlance of some social scientists, the “criminalization of mental illness” essentially 
“transinstitutionalized” [13] psychiatric patients from hospitals to jails and prisons. How-
ever, a vigorous debate has persisted over the extent to which the shrinkage of public mental 
hospital capacity, coupled with the withholding of adequate resources for community-based 
care, is directly or indirectly responsible for pushing people with serious psychiatric disorders 
into the criminal legal system [14]. Several driving factors in the 20th century were implicated 
in the devolution of long-term, hospital-based, and largely custodial care of adults with mental 
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illness [15]. There was the rising cost to states of maintaining enormous treatment facilities 
with thousands of beds, along with Medicaid financing of short-term general hospital inpa-
tient psychiatric stays that allowed states to transfer substantial costs to the federal govern-
ment; the advent of more effective pharmacotherapies for controlling the symptoms of mood 
and psychotic disorders; the impact of scholars’ ethical critiques of the asylum as an instru-
ment of social control [16,17]; and the civil-rights-animated reforms of involuntary commit-
ment laws [18] -- making it difficult to confine non-dangerous patients who simply needed 
treatment -- and the hopeful advocacy for salubrious community-based models of care [15].

At the same time, powerful countervailing forces undermined the therapeutic mission of 
deinstitutionalization, setting the stage for the criminal justice system to contend with the 
deficiencies and challenges created from this shift [19]. On the political front, federal legis-
lation, such as the Omnibus Budget Reconciliation Act of 1981, effectively defunded public 
community mental health centers in the 1980s [19,20]. The supply of low-cost housing in 
large urban centers dwindled. The increasing availability of illegal drugs created conditions for 
substance dependence in many vulnerable individuals with underlying psychiatric disorders, 
exacerbating their symptoms, and making it difficult for them to follow recommended regi-
mens of psychotropic medication, which in turn led to more frequent relapses, crises, police 
encounters, and drug-related arrests and criminal charges. The nation’s “war on drugs” and 
determinant sentencing laws combined with these other social determinants to create condi-
tions for the ensuing large-scale incarceration of people with serious mental illnesses [21,22].

For a variety of reasons, then, by the end of the 20th century a large, institutionalized crim-
inal legal system and infrastructure had emerged in the United States in which a substantial 
proportion of adults with serious mental illnesses became involved following deinstitutional-
ization; that carceral system largely remains today as a functional crisis destination for many 
people with persistent, disabling psychiatric disorders. The mere fact that so many people with 
mental illnesses are involved with the criminal legal system resonates with and tends to rein-
force the public’s belief that serious mental illness causes violence. Empirical research paints 
a different, and more complex picture. A Connecticut study of criminal justice involvement 
in a population of more than 25,000 adults diagnosed with schizophrenia or bipolar disorder 
found that only 10% of arrests were for violent crimes; most were for miscellaneous minor 
offenses [23]. The Connecticut study also revealed a complex pattern of criminal legal involve-
ment, ranging from a single misdemeanor arrest to lengthy incarceration in a state prison. 
Most commonly, justice-involved people with mental illness received mental health treatment 
in different settings at different times, delivered both from the behavioral health system and 
the criminal justice system. Some individuals in the Connecticut study experienced admis-
sions both to a psychiatric hospital and a jail or prison within the study period, even multiple 
times, with intervening periods spent in the community.

Addressing the complex causes of this problem – that so many people with mental illnesses 
are bound up in the criminal legal system – requires understanding not only the problem’s 
beginnings and historical arc, but its unique features and reach today. How prevalent are 
different psychiatric diagnoses in these populations, and what are the common social-
demographic characteristics of the people who have them?

Numerous studies have attempted to count and describe people with mental illness in the 
criminal legal system in the United States, and meta-analytic reviews have lined up the existing 
prevalence studies. Estimates vary considerably, depending on sample setting, methods and 
measures. The BJS National Inmate Survey (NIS) found that 14% of federal and state prisoners 
and 26% of jail inmates reported experiences that met the threshold for serious psychologi-
cal distress in the past 30 days [9]. Within the NIS, serious psychological distress was defined 
as receiving a score of 13 or more on the Kessler 6 (K6) scale. The K6 is a short, widely used, 
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non-specific psychological distress scale that screens participants for serious mental illness 
based on how often individuals experience symptoms of psychological distress (e.g., hopeless-
ness, worthlessness) [24]. The NIS used the K6 as a proxy measure for serious mental illness. 
The most recent National Survey on Drug Use and Health (NSDUH) estimated that mental 
illness, defined generally, affects approximately 35 percent of community-dwelling adults with a 
self-reported recent history of criminal legal involvement [25]. A systematic review by Prins [26] 
described wide variations in prevalence estimates in prisons, noting that many studies utilized 
prison health records without any independent diagnostic review. Prevalence estimates for 
major depression ranged from 9% to 29%, and for bipolar disorder from 5.5% to 16.1% across 
the studies reviewed. The National Inmate Surveys lumped together with a blunt indicator 
everyone with any mental disorder or those scoring above a threshold of psychological distress 
on the K6 instrument [27]. Some studies have assessed specific diagnostic prevalence but with-
out the precision of a trained clinician’s interview. Most are limited to a single state, jurisdiction, 
or service setting. Some studies that use clinician interviewers have done so among patients con-
fined in highly selective forensic facilities, and thus have limited applicability in broader policy 
discussions that pertain to mental health services for recipients in the general community.

In summary, while previous studies have been informative in their own ways, all are limited. 
Threats to validity come from use of varying and/or inadequate methods, lack of sample general-
izability, and omission of relevant comparison groups not affected by criminal legal involvement. 
Very few past studies have employed clinician evaluators with research-validated diagnostic 
instruments, particularly those able to make reliable diagnoses of psychotic disorders. Psychiatric 
epidemiologic studies in justice populations have also rarely included persons in community cor-
rections under parole or probation. What has been lacking is a national picture of the psychiatric 
diagnostic and demographic profile of justice-involved adults in different settings.

The current study
In this study, we report prevalence estimates for non-elderly adults in recent contact with the 
criminal legal system, or in prison, from the recently completed SAMHSA-sponsored MDPS, 
which conducted a clinician administered Structured Clinical Interview for DSM-5 Disorders 
(SCID-5-NSMH [National Study of Mental Health]) [28]. The MDPS included a national 
household sample as well as a nationally representative prison sample. We also compare 
prevalence estimates among individuals reporting criminal legal involvement in the past 12 
months living in the community (i.e., households, psychiatric hospitals and shelters). Because 
assessment of substance use disorder was considered too sensitive for a prison sample, these 
disorders were not assessed in the prison sample, and are not reported here. However, the 
high prevalence of substance use disorders among incarcerated individuals is well established 
from other research studies [29].

Ethics statement
MDPS protocols, instruments, and consent forms were reviewed and approved by the Advarra 
Institutional Review Board (Pro00042170). RTI and all partner sites entered into reliance 
agreements with Advarra. Informed consent was obtained prior to the start of each interview. 
The study had a waiver of the requirement for signature by the participant; documentation of 
consent was signed by the interviewer.

Data source and sample
Data for this study were obtained from semi-structured clinical interviews. Data collection 
occurred between October 26, 2020 and October 22, 2022. All clinical interviewers had 
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appropriate educational backgrounds (e.g., graduate students in American Psychological 
Association-accredited clinical and counseling psychology PhD programs, masters’‐level 
social workers, and masters’‐level researchers in mental health or a related field); participated 
in rigorous training activities; and were required to pass a certification process for NetSCID, a 
computerized version of the SCID-5-NSMH. To ensure interview quality, individuals possess-
ing doctoral degrees in psychology or social work were hired as clinical supervisors. Quality 
control processes were performed throughout data collection. For instance, video recordings 
of ten percent of all completed interviews were evaluated using a standardized scoresheet and 
inter-rater reliability was monitored through quarterly exercises relying on scoresheet reviews 
to assess and implement calibration or retraining as needed to ensure consistency across clini-
cal interviewers [30].

A complex sampling design was implemented to obtain robust data from both household 
and non-household settings (i.e., prisons, state psychiatric hospitals, and homeless shelters). 
A probability-based design was used for the household sample. The multi-stage design used 
for residential households included: a roster to identify eligible household residents (25,752 
completed out of 234,270 households; weighted response rate (RR) 17.4%); a screener to assess 
respondent’s level of risk for mental disorders (29,084 individuals completed out of 41,868 
invited individuals; weighted RR 67.4%); and clinical interview (4,764 respondents out of 
12,906 individuals invited; weighted RR 31.2%). This multi-stage process resulted in an overall 
weighted response rate of 3.7% for the household sample.

A screening interview was not conducted among the non-household samples due to the 
anticipated high rates of schizophrenia spectrum disorders and other disorders among these 
samples compared to the household sample. The nationally representative sample of state and 
federal prisons included fifty prisons randomly selected from a national list provided by the 
Bureau of Justice Statistics, of which twenty-two agreed to participate. Participating prisons 
provided a roster of current individuals who were study eligible (i.e., aged 18–65 years) and 
included key characteristics (e.g., age, time of admission). The roster was sorted by these 
characteristics with a randomized sampling scheme to draw a sample based on this sorting. 
Of the 606 incarcerated individuals sampled from these responding institutions, 321 people 
completed the clinical interview (weighted RR 49.6%).

State psychiatric hospital and homeless shelter participants were recruited from conve-
nience samples. Twenty-three homeless shelters located in five states and four state psychi-
atric hospitals from four states were selected to include a range of settings including urban, 
suburban and rural locations, as well as the variety of populations served (i.e., shelters for 
single women, single men, serious mental illness, etc.). Similar to the prison sample, state 
psychiatric hospitals provided a roster of current individuals eligible for the study; the roster 
was sorted on key characteristics with a randomized sampling scheme to draw a sample based 
on this sorting. Participating homeless shelters had the option of providing either a roster of 
their residents or the number of beds at the shelter. Within smaller shelters, all individuals 
were invited to participate in the clinical interview while a systematic sample of residents or 
beds was drawn from larger shelters. In total, 171 individuals from state psychiatric hospitals 
(weighted RR 26.5%) and 423 individuals (weighted RR 32.2%) who were within the homeless 
sheltered population completed the clinical interviews. Overall, non-household populations 
were oversampled compared to the household population. This oversampling was addressed 
using survey weights.

Survey analysis weights were used to calibrate findings to represent all U.S. adults aged 
18–65. For instance, weights for the household sample adjusted for selection probability at 
various stages (e.g., mental health risk stratification from the screener), nonresponse, and 
alignment with selected characteristics based on 2019 American Community Survey estimates. 
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Analysis weights also scaled the household and non-household samples to their respective 
size in the U.S. adult population. As such, the household sample accounted for 99.2% of the 
MDPS target population and associated estimates, while the weight for the non-household 
sample accounted for 0.8% (i.e., prison sample constituted 0.6%, the state psychiatric hospitals 
accounted for 0.02% and the sheltered homeless 0.2%). Guyer, Ringeisen, Dever, Liao, Pey-
tchev, Carr, et al. provide a more technical discussion of the MDPS sampling and weighting 
[30]. The overall process resulted in a national sample of 5,679 adults aged 18–65.

The MDPS screening and clinical interview data are available for restricted use upon 
approval through the Inter-university Consortium for Political and Social Research (ICPSR 
38953) [31].

Measurement
The goal of the current analysis was to assess and compare the prevalence of six serious 
mental disorders among individuals with varying levels of involvement with the criminal legal 
system. Using the following response patterns, participants were divided into three groups: 
(1) those currently in prison (PR), (2) those with past year criminal legal involvement residing 
in the community (CCL), and (3) those with no such involvement (No CL) in the past year. 
Participants within the community, who were not incarcerated (including those in hospitals 
and homeless shelters), were asked if they had experienced any of the following events in 
the past twelve months: been arrested/booked due to law violations (excluding minor traffic 
violations); were on probation or parole; or had a jail or prison stay. If individuals indicated 
they had experienced one or more of these events, they were classified as having criminal legal 
involvement (CCL, n=269; weighted 3.1%; 95% CI [confidence interval] 2.3-4.1%). Partici-
pants who did not indicate experiencing any of these interactions with the criminal legal sys-
tem in the past year were classified as having no criminal legal involvement (No CL, n=5,004; 
weighted 96.3%; 95% CI: 95.3-97.1%). Finally, individuals within the prison sample comprised 
the third group for analysis (PR, n=321; weighted 0.6%; 95% CI: 0.4-0.7%). We removed 
eighty-five individuals (<1% weighted sample; 1.5% unweighted) from our analyses who we 
were unable to classify due to missing data on this key indicator.

Psychiatric diagnosis of major mental disorders was obtained using a modified version 
of the SCID-5-NSMH. Trained clinicians conducted diagnostic interviews to assess whether 
participants met criteria for the following disorders in the past year: major depressive disorder 
(MDD), generalized anxiety disorder (GAD), bipolar I disorder (BPD), posttraumatic stress 
disorder (PTSD), and obsessive-compulsive disorder (OCD). Measures were also included to 
determine if individuals met criteria for schizophrenia spectrum disorders (SSD) at any time 
during their life. SSD included individuals who met diagnostic criteria for schizophrenia, schi-
zoaffective disorder, or schizophreniform disorder. Participants were also asked whether they 
had received any type of mental health treatment in the past 12 months (i.e., inpatient, outpa-
tient, and/or prescribed medication). A binary variable was created based on these responses 
to indicate receipt of mental health treatment in the past year.

Demographic characteristics of participants were collected through self-reported measures 
of sex at birth, age, and racial-ethnic identity.

Statistical analysis
We produced weighted population estimates which relied on survey weights created to 
account for the complex sampling design of the MDPS. Weighted bivariate analyses were 
conducted to examine differences between groups: individuals with no criminal legal involve-
ment in the past year, individuals with criminal legal involvement in the past year who were 
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not incarcerated, and individuals incarcerated within prison. More specifically, we compared 
results from Chi-square tests (Χ2) using 2 by 2 tables (e.g., individuals with no criminal legal 
involvement in the past year compared to those in prison). The adjusted Rao-Scott Chi-
Square statistic, which accounted for the complex sampling design, is reported along with the 
associated p-value for each analysis, with a threshold of p≤ 0.05 for statistical significance. All 
analyses were completed using the survey procedures in SAS 9.4.

Results

Demographic characteristics
Table 1 summarizes the sample’s distribution on key demographic characteristics by level of 
criminal-legal involvement. Individuals with criminal legal involvement in the past year were 
more likely to be male compared to those with no criminal legal involvement (prison, 93.1%; 
past-year criminal legal involvement, 70.2%; no past-year criminal-legal involvement, 48.4%; 
prison vs no past-year criminal legal involvement: X2=83.2; p<= 0.0001; prison vs past-year 
criminal-legal involvement: X2=13.3, p<=0.001; past-year criminal legal involvement vs no 
past-year criminal legal involvement X2=9.6; p<=0.01). The distributions by racial-ethnic 
identity also varied substantially across these groups. The proportion of respondents identi-
fying as white, non-Hispanic versus non-white was significantly higher in the subgroup with 
no criminal legal involvement than in the prison subgroup (X2=32.4; p<= 0.0001) and in the 
subgroup with criminal legal involvement in the past-year (X2=5.7; p<=0.05). Approximately 
60.5% of individuals with no criminal legal involvement identified as white non-Hispanic 
compared to only 44.3% of individuals with community-based criminal legal involvement and 
25.4% of incarcerated individuals. Within the prison sample, 33.8% of individuals identified as 
Hispanic/Latino, followed by 27.8% who identified as black, non-Hispanic. Within the com-
munity sample with criminal legal involvement in the past year, 22.9% identify as black, while 
21.8% identified as Hispanic/Latino—virtually identical proportions.

Those with criminal legal involvement also tended to be younger than their counterparts 
who did not have criminal legal involvement (mean age in years: prison 38.5; past year crimi-
nal legal involvement 37.5; no past year involvement 41.4).
Fig 1 displays the estimated prevalence of any MDPS mental disorder and criminal legal 
involvement for U.S. adults aged 18–65. Approximately 51 million individuals (25% of the 
adult population) have at least one of the six mental disorders. An estimated 7.4 million 

Table 1.  Demographic characteristics by level of criminal-legal involvement.

In Prison Any criminal-legal involvement in past 
year

No criminal-legal involvement in past 
year

N Weighted percent (95% CI) N Weighted percent (95% CI) N Weighted percent (95% CI)
Race  

Hispanic/Latino 56 33.8 (13.0, 63.5) 48 21.8 (12.7, 34.8) 761 18.2 (13.5, 24.1)
White, not Hispanic 143 25.4 (17.3, 35.6) 141 44.3 (32.1, 57.2) 3,140 60.5 (54.7, 66.1)
Black, not Hispanic 81 27.8 (15.6, 44.6) 46 22.9 (12.0, 39.3) 558 11.9 (9.3, 15.1)
Other1 39 13.0 (7.0, 22.9) 29 11.0 (4.6, 24.1) 533 9.4 (7.7, 11.4)

Sex  
Male 211 93.1 (87.0, 96.5) 176 70.2 (57.5, 80.4) 1,952 48.4 (44.3, 52.4)
Female 110 6.9 (3.5, 13.0) 93 29.8 (19.6, 42.5) 3,052 51.6 (47.6, 55.7)

1“Other” race includes: Asian, not Hispanic; American Indian/Alaska Native, not Hispanic; Native Hawaiian Islander/Other Pacific Islander, not Hispanic; Multi-racial, 
not Hispanic.

https://doi.org/10.1371/journal.pmen.0000257.t001

https://doi.org/10.1371/journal.pmen.0000257.t001
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adults (weighted estimate of 3.7%) had contact with the criminal legal system within the past 
year. This estimate includes 6.2 million individuals with community-based criminal legal 
involvement (3.1% of the population) and 1.1 million individuals within prison (0.6% of the 
population). Approximately 2.8 million adults aged 18–65 (weighted estimate of 1.4%) had 
both a MDPS mental disorder and involvement with the criminal legal system in the past year, 
including almost half a million individuals incarcerated within prison (0.2% of the MDPS 
study population). Among those with any criminal legal involvement, approximately 38% had 
at least one MDPS mental illness. Fig 1 was created using the ‘eulerr’ [32] package in the R 
programming language [33] and PowerPoint.

Prevalence of MDPS mental disorders
Table 2 displays the prevalence of MDPS mental disorders by level of criminal legal involve-
ment. Among individuals within prison, approximately 42% of individuals had at least one 
mental disorder, while 16% had two or more of the disorders examined. The two most com-
mon mental disorders among this group were MDD (26%) and GAD (14%). An estimated 9% 
of individuals within prison met criteria for PTSD, 8% for OCD; 6% for SSD, and 4% for BPD. 
Among individuals with any past-year criminal legal involvement who resided in the com-
munity, approximately 37% had at least one of the mental disorders examined and 13% had 
two or more of the disorders. The two most common disorders among these individuals were 
MDD (21%) and PTSD (15%). An estimated 10% of individuals with criminal-legal involve-
ment in the past year met the diagnostic criteria for GAD, 4% for SSD, 3% for OCD, and 1% 

Fig 1.  Estimated Prevalence of MDPS mental disorders and criminal legal involvement.

https://doi.org/10.1371/journal.pmen.0000257.g001

https://doi.org/10.1371/journal.pmen.0000257.g001
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for BPD. Among those individuals who did not indicate having any criminal-legal involve-
ment in the past year, approximately 24% had at least one of the mental disorders examined 
and 8% had two or more of the disorders. The two most common disorders among this group 
were MDD (15%) and GAD (10%). An estimated 4% met criteria for PTSD, 2% for OCD, 2% 
for SSD and 2% for BPD.

Table 3 provides the Chi-square test results for comparisons between groups. Differences 
between individuals in prison and those with past year criminal legal involvement did not 
reach statistical significance for any of the MDPS disorders examined. In contrast, except for 
GAD and BPD, differences between those in prison and individuals with no past year crimi-
nal legal involvement were statistically significant (SSD Χ2=9.3, p<0.01; MDD Χ2=8.1, p<0.01; 
PTSD Χ2=4.7, p<0.05; OCD Χ2=5.6, p<0.05; Any MDPS mental disorder Χ2=17.4, p≤0.0001). 
Differences in prevalence among individuals with past-year criminal legal involvement and 
those with no past-year criminal legal involvement were statistically significant for SSD 
(Χ2=4.8, p<0.05); PTSD (Χ2=15.1, p≤0.0001); and having any MDPS mental disorder (Χ2=4.3, 
p<0.05).

Of the 66 individuals residing in the community with an MDPS disorder and any criminal 
legal involvement in the past year, 31.8% reported receiving no treatment for their mental 
illness. Treatment included receiving prescription medication, inpatient or outpatient ser-
vices. By comparison, approximately 40% of those with a mental illness but no criminal legal 
involvement in the past year did not receive any mental health treatment in the past year.

Table 2.  Prevalence of specific mental disorders by level of criminal-legal involvement.

In Prison Any past-year criminal-legal 
involvement

No past-year criminal-legal 
involvement

Diagnosis N Weighted Percent 95% CI N Weighted Percent 95% CI N Weighted Percent 95% CI
Schizophrenia spectrum disorder 21 6.3 (2.7, 14.0) 57 4.4 (1.9, 10.0) 184 1.7 (1.2, 2.4)
Major depression 90 26.1 (18.2, 36.0) 52 21 (13.0, 32.1) 1,239 15.1 (13.1, 17.3)
Generalized anxiety disorder 40 14.1 (6.2, 28.8) 34 10.2 (5.6, 18.1) 864 9.9 (8.1, 12.0)
Bipolar disorder 11 3.6 (1.6, 7.8) 16 1.3 (0.5, 3.1) 133 1.5 (0.9, 2.5)
Post-traumatic stress disorder 33 9.2 (4.0, 19.9) 39 14.9 (7.0, 29.1) 342 3.7 (2.9, 4.6)
Obsessive-compulsive disorder 23 8.4 (2.9, 21.9) 16 3.1 (1.3, 7.0) 218 2.4 (1.7, 3.5)
Any mental disorder 136 41.8 (33.1, 50.9) 147 37 (25.1, 50.6) 1,995 24.4 (21.9, 27.0)
Multiple mental disorders 59 15.7 (6.7, 32.6) 46 13.2 (7.6, 22.0) 756 7.7 (6.6, 9.0)

https://doi.org/10.1371/journal.pmen.0000257.t002

Table 3.  Rao-Scott chi-square statistic and p-values for group comparisons on prevalence of mental disorder.

PR vs No CL PR vs CCL CCL vs No CL
Diagnosis X2 p-value X2 p-value X2 p-value
Schizophrenia spectrum disorder 9.3 0.002 0.4 0.549 4.8 0.028
Major depression 8.1 0.005 0.6 0.437 1.7 0.198
Generalized anxiety disorder 0.7 0.394 0.4 0.516 0.0 0.915
Bipolar disorder 3.4 0.064 3.6 0.059 0.1 0.744
Post-traumatic stress disorder 4.7 0.030 0.8 0.378 15.1 0.000
Obsessive-compulsive disorder 5.6 0.018 2.7 0.102 0.3 0.594
Any mental disorder 17.4 0.000 0.4 0.544 4.3 0.039
Multiple mental disorders 2.8 0.094 0.1 0.721 3.5 0.063

Note: PR, prison; No CL, no criminal legal involvement in the past year; CCL, criminal legal involvement in past year.

https://doi.org/10.1371/journal.pmen.0000257.t003

https://doi.org/10.1371/journal.pmen.0000257.t002
https://doi.org/10.1371/journal.pmen.0000257.t003
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The imprisoned and not-imprisoned segments of the study population with mental 
disorder and criminal legal involvement differed in their demographic profiles. Those in the 
prison sample with mental illness were predominantly male (89.9%) and non-white (73.1%) 
compared to those who were not in prison (52.6% male; 49.2% non-white). These differences 
between the incarcerated and community-dwelling segments of the study population with 
mental illness and criminal legal involvement tended to reflect the characteristics of the gen-
eral populations in those settings. On average, people in prison tend to be disproportionately 
male and of minority racial status.

Discussion
This study offers new evidence from a national psychiatric epidemiological survey to estimate 
the size, diagnostic composition, and demographic characteristics of the U.S. population of 
adults with mental illnesses who are involved in the criminal legal system. The study is unique 
in that it includes both people in prison and community residents with a recent history of 
arrest, incarceration, or community correction supervision. The study used the clinician-
administered SCID-5-NSMH, which provides valid and reliable diagnostic assessments, 
particularly for schizophrenia spectrum disorders.

We have long known that the downsizing and closure of many state mental hospitals in the 
decades spanning the 21st century left too many adults with potentially disabling mental health 
conditions untreated, uncared-for, and often unhoused in American urban communities. We 
have also known that too many of these same adults were swept into the criminal legal system 
in the tide of mass incarceration and homelessness in the 1980s and 1990s. This article offers a 
clear diagnostic and demographic profile of that population, and a comparison of its incarcer-
ated and community-resident segments.

The study confirms that major psychiatric diagnoses are substantially more common 
among adults who are involved with the criminal legal system in the United States than 
among those in the general population, and also more common than among prisoners in 
other high-income countries, as reported in meta-analytic studies [34]. Moreover, the study 
found that the prevalence of serious disorders such as SSD and depression was lower in the 
population without recent criminal legal involvement than in those with recent criminal 
history and those in prison. The study did not find statistically significant differences in the 
prevalence of specific mental disorders between the two populations with recent criminal 
history, but it should be noted that the numeric frequency of most disorders, except PTSD, 
was higher in the prison population than in the community population reporting criminal 
involvement in the past year. A similar pattern emerges in the prevalence of having mul-
tiple mental disorders; the condition of having multiple specific disorders was found to be 
nearly twice as prevalent in the prison and community samples with criminal legal involve-
ment (15.7 and 13.2%, respectively) than their non-CL involved counterparts (7.7%). This 
diagnostic complexity poses an additional challenge in treating these largely underserved 
populations.

The prevalence of schizophrenia spectrum disorder (SSD) was also highest in the prison 
sample (6.3%), lower in the community resident sample with criminal legal involvement 
(4.4%), and lowest in the sample without criminal legal involvement (1.7%). Beyond the 
general phenomenon of the criminalization of mental illness, several additional factors might 
explain the gradient in the prevalence of schizophrenia across these sample segments. Schizo-
phrenia is an especially serious condition that, if untreated, can cause severe impairment 
of social functioning. Within the population of adults with any criminal legal involvement, 
individuals with schizophrenia could be overrepresented in the group that is charged with 



PLOS Mental Health | https://doi.org/10.1371/journal.pmen.0000257  April 9, 2025 11 / 14

PLOS Mental Health Mental disorders and criminal legal involvement

more serious offenses, who receive more severe sentences and are more likely to serve out 
their sentences in prison rather than under community supervision. This would be consistent 
with the reality that many people with schizophrenia currently receive little or no treatment in 
the community [35], and that untreated psychosis increases the risk for substance use disor-
der, excessive threat perception, interpersonal conflict, poor social functioning in general, and 
exposure to stressful and criminogenic environments. Evidence from another analysis relying 
on the MDPS survey estimated that only 26% of adults with schizophrenia spectrum disorders 
residing in households received minimally adequate treatment in the past year, which was 
defined as having four or more outpatient visits for mental health and taking one or more 
antipsychotic medications in the past year [36]. Moreover, people with schizophrenia who are 
convicted of crimes could be less likely to receive community supervision as an alternative to 
prison, perhaps due to stigma and perceived dangerousness, or lack of strong representation 
by counsel.

Diverging from the pattern seen with other disorders, the diagnosis of posttraumatic stress 
disorder (PTSD) was found to be more prevalent in the community population with criminal 
legal involvement than in the prison sample (14.9% and 9.2%, respectively), though it was also 
least prevalent in the household sample (3.7%). The most likely explanation for the difference 
in prevalence between the prison and community sample with criminal legal involvement is 
covariation with gender: the community sample with criminal legal involvement had a higher 
proportion of women than the prison sample, and women had higher rates of PTSD, as is the 
case with depression.

People with mental illness in the criminal legal system comprise a heterogeneous group: 
some of them likely resemble the larger population with mental illness and no criminal 
involvement, while others resemble the population with criminal legal involvement and no 
mental illness. Accordingly, service systems and policies to address the needs of these popu-
lations must be tailored to individuals with a variety of reasons for their involvement with the 
criminal legal system, some directly related to psychopathology and others not.

Overall, the persistently high prevalence of mental disorders in the prison and commu-
nity resident study populations with criminal legal involvement is of concern and suggests a 
continuing problem with lack of access to effective mental health treatment. Prisoners have a 
constitutional right to treatment [37], though this does not mean that high quality treatment 
is available to all prisoners with mental illness. In the community, no such right exists and this 
population may struggle to access treatment, due to barriers posed by having a mental illness 
and a criminal record.

Policies such as pre- and post-booking jail diversion, specialty-docket mental health courts, 
and treatment-focused probation and reentry programs have emerged as part of an effort to 
address complex problems at the intersection of behavioral health and criminal involvement. 
But policies to divert people with mental disorders from the criminal legal system cannot 
work if people are deflected to a fragmented and under-resourced public mental health care 
system that is ill-equipped to meet the array of clinical and social needs of people with com-
pound psychopathologies intertwined with criminal histories.

Our analysis has several important limitations including the reliance on self-reported 
criminal involvement for individuals who were not within the prison sample; convenience 
sampling of state psychiatric hospitals and homeless shelters; a low overall-response rate; an 
inability to disentangle the implications of the COVID-19 pandemic on our results; and the 
lack of data on substance use disorders. For diagnostic groups with low population prevalence, 
the frequency counts in the sample cells were quite low, limiting much of the analysis to bivar-
iate comparisons. As these limitations could have influenced the prevalence estimates in either 
direction, we provided confidence intervals for our estimates.
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People with serious psychiatric conditions need appropriate services and treatments; better 
access to a full continuum of care could prevent many from ending up in the criminal legal 
system. How to accomplish that goal is a difficult question for policy and research. A reinvest-
ment in community care is needed, especially in some sectors, to replace funding and other 
resources that disappeared from the budgets of public sector mental health authorities with 
the advent of privatization and managed care. Packages of intensive, effective, and equitable 
services that include outreach and access to housing are widely needed [4,38–40]. Expanded 
use of evidence-based forensic case management models is an appropriate, targeted approach. 
Studies on Forensic Assertive Community Treatment (FACT) teams provide promising 
results in reducing recidivism and hospitalizations among individuals involved with the crim-
inal legal system who have severe mental illness. However, further research is needed to better 
understand the context and circumstances under which such models yield optimal outcomes 
[41]. In the context of well-resourced community treatment, better-funded outpatient civil 
commitment programs could help in some cases. Where there are shortages of psychiatric 
hospital beds and service providers, inpatient treatment capacity should be expanded, allow-
ing sufficient lengths of stay to evaluate treatment response and initiate meaningful recov-
ery. All these solutions require public funding and political will. The present alternative is a 
humanitarian crisis.
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