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Abstract 

Since 2015, corrections officers and mental health providers in Androscoggin County, 

Maine have become increasingly concerned about the growing prevalence of mental illness 

among patients (inmates) at Androscoggin County Jail. These concerns have been exasperated 

by recent budget and policy changes within the County and throughout the State. In partnership 

with Androscoggin County Jail and Tri-County Mental Health Services, I analyzed a random 

sample of 686 patients’ medical files from Androscoggin County Jail, reviewing 1,154 individual 

bookings dated from 2013 to 2017. Over 70% of patients since 2015 were found to have a 

substance use disorder and/or another mental illness. Mental illness and substance use disorders 

were highly correlated to having a greater number of bookings and a history of violent offense. A 

triangulation approach was used to analyze these findings within the context of recent and 

proposed changes pertaining to MaineCare and Androscoggin County Jail. These analyses 

indicate numerous problems with the provision of community-based mental health treatment in 

Androscoggin County. Primary issues include insurance coverage gaps, biased MaineCare 

eligibility policies, a lack of treatment availability within the jail, poor continuity of care across 

county agencies, and a fear of collaboration between county agencies and the state 

administration. Based on these findings, I have made a number of policy, practice, and research 

recommendations that would improve the accessibility of community-based mental health 

treatment at the jail, county, and state levels.  
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Chapter 1: Introduction 

“We used to think least restrictive is best. People will fight to get out if you put them in a box. 
Now we put people in as tight of a box as we can.”  

Anonymous Care Provider with Androscoggin County Jail 

Driving along the streets of downtown Auburn, Maine most people do not notice the 

large beige and red brick building located in the city center. Architecturally, it is not very 

interesting. Its brick colors are muted and it has few structural elements that would catch the 

attention of the human eye. Tucked behind the county courthouse and a YMCA, the building just 

sort of sits, overlooked by passersby.  

This building is Androscoggin County jail. On any given day, approximately 155 

individuals are incarcerated here. This jail, like the individuals housed inside it, is not meant to 

be very noticeable. It is designed to be quiet and unobtrusive, staying out of the attention of the 

people walking by it, leading their normal lives.  

I have lived in this community for three years and have driven, biked and run by this 

corner countless times. Yet, somehow I had never noticed that this building was there until my 

partnership with Androscoggin County Jail started in September, 2016. Since this project began, 

the idea of the jail sitting, ignored in the middle of the city, has not left my mind.  

 I became connected to Androscoggin County Jail (ACJ) through my senior, 

undergraduate thesis (which you are reading now). You see, jail populations across the country 

tend to have exceptionally high prevalence of mental illness in comparison to the entirety of the 

U.S. population (Kessler, 2007; James, 2006). ACJ is not an exception and, according to the 

corrections officers and administrators at the jail, the prevalence and severity of mental illness 

within the jail is only getting worse.  
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To me, the building that makes up Androscoggin County Jail serves as a beautiful 

metaphor for the relationship between mental illness and incarceration. The jail, like mental 

illness, sits at the center of our communities. You can literally walk up and touch it. It impacts 

many of us each day, whether it is through a loved one or our own direct experiences. And the 

jail, like mental illness, often goes completely unnoticed. Most importantly, mental illness, like 

the jail, supports the structure of incarceration.  

Research has shown that 64% of individuals in jails have had symptoms or a history of a 

mental illness in the past year (James 2006, p.1). Lifetime prevalence rates are even higher. 

Since the decline of deinstitutionalization between the 1950s and 1990s, correctional facilities 

have increasingly become the default mental health facilities across the country. The national 

move towards deinstitutionalization was based in the idea that mental illness should be treated 

with the least restrictive care possible. This idea was great in theory. However, it was heavily 

dependent on the ability of community-based mental health treatment programs to take over the 

care provision that had previously been the responsibility of inpatient facilities (Frontline 2005). 

When this did not occur, correctional settings across the country quickly became the 

default mental health facilities. This criminalization of the mentally ill occurred despite the fact 

that most correctional facilities, jails in particular, were not designed with the intent or the ability 

to provide mental health treatment. Furthermore, as research now shows, the incarceration and 

reintegration experiences amplify existing stressors of mental illness in individuals and 

communities alike (Turney 2012).  

At Androscoggin County Jail (ACJ), mental illness takes a number of different shapes. It 

includes the person who goes through alcohol withdrawal twenty-four hours into their sentence 

and the person whose depression becomes more and more isolating over the course of a few 
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months. There are generalized anxiety disorders as well as schizophrenia spectrum disorders. In 

some cases the mental illness is never known by anyone beyond the individual themselves. In 

other cases, a patient has to be moved to their own cell in maximum security because their 

behavior is too upsetting to others in their unit.  

Experiences like this last example have become increasingly common at ACJ over the 

past few years. In fact, it has become so bad that self-described “hardened” corrections officers 

have begun expressing their concern to jail administrators. In response, these administrators have 

begun working with a local mental health agency, Tri-County Mental Health Services (TCMHS) 

in an effort to understand what is going on and what can be done. Together, the agencies 

recognized that in order to create change, they needed more information about what exactly the 

mental health crisis at the jail looks likes. My partnership with these agencies and the thesis you 

are reading now were born out of this need.  

The purpose of this research is to create a base of information for understanding the 

interconnections between the prevalence of mental illness amongst individuals at Androscoggin 

County Jail and the mental health treatment systems available to them at the jail, county, and 

state levels. This purpose can be loosely broken down into three research questions. 1) What 

community and jail based mental health services are available to patients at Androscoggin 

County Jail and what structural barriers limit access to these services? 2) What are the 

prevalence rates of substance use disorders and other mental illnesses at the jail and what other 

factors can these rates be correlated to? 3) How do to these prevalence rates inform our 

understanding of the mental health services at Androscoggin County Jail and vice versa?  

When I came on board with the project, ACJ and TMCHS were in agreement that they 

were interested in having a student researcher conduct an evaluation of patient medical records. 
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Together, we worked to determine exactly what this data collection and analysis process would 

look like as well as how this research could be used once it was collected. 

To create the data file component of this research, I pulled mental health information 

(such as diagnoses, referrals, and certain symptoms) from over six hundred medical files from 

Androscoggin County Jail. These medical files included a combination of screenings, care plans, 

and treatment notes. Most of these have been completed by medical providers, although some are 

conducted by corrections officers. These records spanned slightly more than four years, 

beginning in January 2013 and ending in January 2017. We chose this timeframe because the 

first quarter of both 2014 and 2016 were characterized by dramatic changes within Maine's 

Medicare eligibility, which cost thousands of individuals their health insurance. The 2013 

starting point was chosen in the hopes of having a reference point for any prevalence rate 

changes that took place as the 2014 changes were implemented.  

The other part of this research was based around creating a comprehensive picture of the 

mental health services that are available to individuals at or recently released from ACJ. For this 

component I read through legislative hearing transcripts, newspaper articles, MaineCare benefits 

manuals, legislative testimonies, commissioner letters, budget reports and more in an effort to 

create a thorough mapping of what services and gaps exist. The understanding I developed from 

these sources was bolstered (and confirmed) by the numerous conversations I had with 

representatives from various state and county agencies regarding these services.  

 

Contextualizing the Research and the Researcher 

Androscoggin County is located in the south-western portion of the state of Maine. It has 

a total population of approximately 107,000, and makes up about 8% of Maine’s total 
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population. The county is approximately 470 square miles and is overwhelmingly white (92.7%). 

It has a 15.0% poverty rate, which is higher than both the Maine and U.S. poverty levels (13.4% 

and 13.5% respectively). In 2015, the median household income was $47,537. In this same year, 

the median income was $49,331 in the state of Maine and $53,889 nationally. Androscoggin 

County also has higher rates of individuals under at 65 who lack health insurance (12.0% versus 

10.3% in Maine and 10.5% nationally). Within the county are a number of smaller towns and the 

“twin cities” of Lewiston and Auburn, which together comprise the second biggest metropolitan 

area in Maine. (US Census Bureau, 2016) 

In the summer of 2016, ACJ and Tri-County Mental Health Services (TCMHS), the 

primary mental health agency servings Androscoggin County, engaged in a series of 

conversations surrounding perceptions of worsening rates of mental illness among the 

individuals at ACJ. As I mentioned, this resulted from reports from corrections officers, 

particularly from the few months preceding the beginning of this research, that the state of 

mental illness at ACJ was getting progressively worse. This observed phenomena at the Jail 

coincided with TCMHS’s concern that a number of patients they had recently been forced to 

drop from their services would be at a significant risk of incarceration as a result of losing their 

treatment.   

Recent Maine Medicaid (MaineCare) policy changes have meant that mental health 

agencies across the state could no longer be reimbursed for providing intensive mental health 

treatment to many of their clients. Many of these patients had to switch to less intensive and 

comprehensive forms of mental health treatment while others lost services entirely. Since the 

summer of 2016, when conversations between TCMHS and ACJ began, TCMHS has become 

aware of a handful of patients who have been incarcerated since losing access to their treatment.  
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When the Sheriff of Androscoggin County Jail and the Director of Tri-County Mental 

Health reached out to Bates College to find a student researcher, I happened to be looking for a 

community partner to work with for my undergraduate honors thesis project. At the time, I did 

not have any prior experience working with or studying either incarceration or mental health. 

However, I did have practical background in restorative justice, and a significant amount of prior 

course work in the intersections of health and conflict both in the U.S. and international 

contexts.  I have also worked as an EMT and for two different health care access organizations 

and have strong connection to the local Lewiston/Auburn community. When I heard that ACJ 

and TCMHS were looking for a student to do this research, my interest was immediately 

sparked.  

My Positionality within this Research 
Before I delve into any more details of this project, it is important that readers understand 

who I am and what perspective and positionality I am approaching this research through. One of 

the basic concepts of Community Based Research is the notion that no research is truly 

“objective”. A researcher's identity, their experiences, and the connections they make through the 

project shape the research project and its outcome.  These personal factors are what drives most 

individuals to conduct their research in the first place. Because of this, it is important for readers 

to understand my positionality in this work and how that has shaped the conclusions I have 

drawn. 

I am a senior at Bates College. I am white, female, and grew up in a middle class family 

in New Jersey. While I did not grow up in Androscoggin County, I have been heavily involved 

in the local community for the past four years and feel a strong connection to the lives and 

experiences of my neighbors and community members. While I may not have a “personal 
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connection” to ACJ or TCHMS in the sense that I have never worked or been a patient at either, I 

do feel a strong attachment to both resources because they are such central parts of the lives of so 

many people in this area. 

I was not raised to have a particularly strong reverence for or fear of policing or the 

criminal justice system. I do not have any family or close friends who are police or corrections 

officers. I also have never been arrested nor have any of my close family members or friends. I 

am also privileged enough that I have never been personally affected by the institutional racism 

that is built into the criminal justice system in the United States.  

 Additionally, I do not have any strong direct connection to community-based mental 

health treatment. I have never been diagnosed with a mental illness and have not spent a 

significant amount of time working at, or in partnership with, a treatment program. That being 

said, I do have family members and friends to whom these services have been incredibly 

important. Finally, I am not and never have been, a recipient of Medicaid or an employee of the 

Maine Department of Health and Human Services. 

 However, like I said, I do have a fair bit of experience in working directly with patients. I 

have treated individuals in mental health crises and have watched as patients try to balance the 

importance of going to a hospital with concerns about the large cost of the ambulance ride that 

would get them there. I have tried to help clients sign up for Marketplace health insurance plans, 

but failed because it was too complicated to find a plan they felt they could afford. For part of the 

year prior to this research I lived and studied in another country and culture where, despite a 

booming healthcare industry, substance use was such a taboo topic that people were actually 

confused if you bought up substance use disorders in conversation.  
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Some of the patients I have worked with could not take their medications because they 

had no way to get themselves to a pharmacy. I have even worked with clients, who, between 

language barriers, cultural understandings of medicine, a low income, and other life 

responsibilities literally could not get to appointments on their own if their life depended on it. 

So, while I do not have any personal experiences with the challenges of MaineCare, mental 

illness, or incarceration, the effects of social inequalities on health are not foreign to me.  

My own recent experiences as a patient have also shaped how I think about this research. 

In the middle of this conducting this project, I was concussed and could do little more than sit in 

a dark room for about three weeks. For close to a month and a half afterwards I had difficulty 

reading, writing, driving, and even watching other people walk around.  

A concussion is not a mental illness and my two month experience pales in comparison to 

the long term difficulties many individuals face. However, this experience was a small, personal 

insight into how difficult it can be to try to operate within a system that is not designed to 

accommodate your specific health needs. Going into a pharmacy to pick up a prescription, 

talking on the phone with insurance companies, getting to appointments, and even just making it 

through the day were next to impossible to do on my own.  

I am fortunate that between the huge amount of support I received from my school, 

doctors, insurance company, family, and friends, I was able to navigate all of these obstacles. I 

was also privileged enough to be in a financial position where taking a few months off of my 

part-time job did not severely impact my ability to get by. Even the simple ability to recognize 

that I needed medical care put me at an advantage. If this all had not been the case though; if I 

had not had access to a good insurance company, friends with time and resources to give me, and 

financial stability; I am certain that I would not have gotten to a place where I could complete 



15 
 

my semester at school, let alone finish this research. If my situation had been different; if I was 

dealing with a chronic mental illness rather than a concussion, if I was in jail rather than college, 

or trying to navigate Social Security and MaineCare rather than my athletic trainer’s office, I can 

barely imagine how much more difficult everything would have been.  

A Broken System - My Perspective on Sociological Inequalities and Their 
Impact on Health 

 Because I did not have any direct prior experience working with mental health agencies 

or correctional facilities, conducting this research did require a fairly steep learning curve and I 

am very appreciative of everyone who worked to help get me up to speed. While my knowledge 

of these systems has grown dramatically, there is certainly a lot I still do not, and probably never 

will, understand. While I think that the insights I have made in this project do offer a valuable 

perspective, I do not pretend that any of the recommendations I make are going to solve the 

problem of mental illness in correctional facilities or even just at ACJ. That being said, I do think 

that my involvement in this research offers a unique and important perspective on these issues. 

Because I have not been personally connected to any of these agencies previously, I am able to 

look at each of these agencies and the systems they are a part of without the biases (good and 

bad) that come with being a past or current employee. However, I will not pretend that I do not 

have my own biases.  

To that end, the lens through which I have analyzed the data I have gathered is heavily 

influenced by the way I understand and interact with the forces at work within our world. My 

education has been a combination of “hard” and “social” sciences. While the thought process 

behind how I collect quantitative data may look more like one found in a STEM field, I tend to 

analyze data with an eye towards the structural and social factors at play. This combination 
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heavily influenced the multidisciplinary approach I took in conducting and analyzing this 

research, as I discuss in Chapter 5.  

In general, the experiences that I mentioned above have convinced me that social 

hardships and inequalities are the result of socially constructed systems and institutional 

inequalities. While I maintain that we are each responsible for our own actions, I am convinced 

that negative life circumstances, such as substance use disorders, incarceration, and poverty are 

the results of these systems. They are not the result of lifestyle choices, laziness, inherent 

differences in capabilities, or deservingness of a positive and meaningful life. Furthermore, I feel 

that each of us has an obligation to use our privileges to better the lives of those without them. 

As part of this, I believe that social services that aim to empower and uplift (rather than burden, 

stigmatize, and punish) individuals through the use of community support systems are vital 

components of addressing social inequalities.  

I am most drawn to the social factors that shape individual and community health. This 

includes topics such as how socioeconomics, geopolitics, and community relationships influence 

how and when individuals access health care and what that healthcare looks like. As an EMT and 

volunteer with various community health care access organizations, I have personally witnessed 

many of the ways that government policies, the accessibility of services, and social and cultural 

factors impact individual and community health. 

My interests, experiences, and beliefs have shaped most, if not all, of the conclusions I 

have made in this research. Not only do they it shape my interpretation of my data, but they also 

likely led me to focus on certain elements that might seem less significant to others. In this way, 

my perspective brings a unique lens to this data, one which one may be less likely to come by 

when also trying to keep a jail, a mental health agency, or MaineCare running.  
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In addition to the specificities of my analytic approach, I do have one other significant 

things to offer to this data. I do not deny that TCMHS and DHHS have deeper understandings of 

MaineCare policy, that the corrections officers at ACJ have a better grasp on “corrections work”, 

that the medical and mental health teams at ACJ have a more nuanced understanding of illness at 

the jail, and that the individuals at ACJ have a far better understanding of effects of incarceration 

than I ever will.  

However, to my knowledge, I am one of only a few who has had the opportunity to delve 

into patient records and legislative session transcripts. I am probably the only one who has read 

files where patients report that they are not medicated because they lost their insurance coverage 

hours after mapping out the MaineCare income eligibility changes implemented by DHHS in 

2014. I have been lucky enough to meet with representatives of the Department of Health and 

Human Services, KEPRO, Tri-County Mental Health Services, and their ACT Team, and various 

departments at Androscoggin County Jail, including the Sheriff’s Office, Medical, Records, 

Archives, and Maintenance and then follow up these conversations by reading inmate/patient 

requests “to please see Kathy from mental health”. Therefore, while I certainly do not know 

everything there is to know about these topics, my analyses and conclusions are based on a 

collection of research and knowledge that, at least for the time being, only I have been able to 

access.  

Use of the Term Inmate vs. Patient 

This paper takes a unique approach to the way it refers to the subjects of this research. 

The dominant practice is to refer to incarcerated individuals as inmates. Instead, I have chosen to 

refer to these individuals as patients. The use of the term “inmate”, particularly by medical 

providers, presents a number of problems. It suggests that an individual’s incarceration status 
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holds more importance than the fact than that they are receiving health care. For many 

individuals the label of “inmate” stays with them, even after release. This label carries stigmas. It 

alters individuals’ abilities to get and maintain steady employment. It impacts how they are 

recognized as citizens, impacting their rights to vote and receive social benefits. This stigma 

affects their ability to be valued by their communities as well as their own perceptions of self-

worth. The effects of these stigmas have a direct and undeniable impact on the mental health of 

these individuals. 

Like most, I’ve been socialized to refer to these individuals as inmates. Throughout my 

time conducting this research, however, I’ve come to realize that part of my role in combating 

the incarceration of individuals with and without mental illness is encouraging the recognition of 

these individuals, first and foremost, as fellow humans. When we fail to do this, it can be easy to 

ignore the injustices and the inequalities that are rampant throughout our justice system. We can 

forget that these individuals have a right to be loved, to feel joy, to be respected, and to be treated 

kindly. We can rationalize budget cuts and legislative actions even when we know they will have 

dramatic negative impacts on these individual. Our categorization of these individuals as “other” 

allows our society to excuse poor standards of living and mistreatment as “just desserts”. This is 

all while we fail to recognize that the social, psychological, physical, and economic harms being 

experienced by individuals in correctional facilities are no different than the actions they are 

being punished for.  

The purpose of medicine is to help individuals heal. The purpose of our justice system, I 

believe should be the same. Rather than punishing individuals, we should be helping them heal; 

from their pasts, from their actions, and from the future that awaits them upon release. The term 

patient comes from the Latin word pati, meaning to suffer. This undoubtedly describes the 
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experiences of individuals in correctional facilities, which in the eyes of many, is the purpose of 

incarceration in the first place. 

The purpose of this paper is to gain a greater understanding of the mental health of 

individuals at Androscoggin County Jail. Medical researchers in all other fields refer to the 

subjects of their work as patients. For the reasons mentioned above, I will do the same here. 

Why Mental Illness in Jails Matters 

Over the course of the past few months, it has been clear to me that the connection 

between mental illnesses, substance use disorders, and incarceration is not news to the majority 

of people I have spoken with. Most people are aware that these issues are deeply connected and 

only getting worse. If we are generally aware of these connections, why has more not been done 

to fix this problem? From my personal observations there are a handful of common thought 

processes that are primarily responsible for our inability to make real and meaningful 

improvements to this system.   

Many people have deeply held beliefs about the value of a retributive justice system. In 

discussions I have had about restorative alternatives to incarceration, people often balk at the 

idea of people not being punished. I’ve heard things like: “We need to hold them accountable!” 

“How will they learn?” “What will deter others from doing the same thing?” and “Doesn’t this 

let them off too easily?”. From multiple corrections officers I have been told variations of, “No, 

that won’t work, some of these people are just jerks. When you’ve been here as long as I have, 

you can tell.” However, these concerns and beliefs are exasperated by societal propensities to 

arbitrarily ascribe the “need for punishment” based on societal factors such as income level, 

employment, use of social support services, and inalterable identities like race. Many use the 

false notions of the existence of the “worthy and unworthy poor” and “welfare leeches” to 
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legitimize argument for bolstering punitive policies while reducing access to social welfare 

services. These ideas are used to excuse individuals and communities of the moral obligation for 

compassion because those who are struggling are simply undeserving of that empathy. 

Connected to this line of thinking is the belief that these unworthy individuals are better 

where they cannot be seen. The mentally ill, the homeless, and the criminally involved have 

historically been isolated and ostracized and still are. Where I worked this summer, the homeless 

were ushered off of busy business streets each day at 6am, before most employees made it to 

work. We hide away individuals awaiting trials on islands from Rikers to Guantanamo. 

Historically, we isolated individuals with mental illness in psychiatric hospitals. Since the push 

for deinstitutionalization began, we isolate them in correctional facilities instead.  

Implementing meaningful change would require an acknowledgement that the United 

States, is and always has been, built on social inequalities. By identifying victims of social 

inequalities as “disruptive” and “dangerous” we validate our decisions to hide them away where 

their lifelong hardships cannot cloud the rosy view we have of this “land of opportunity”. 

Supposedly, what we don’t know won’t hurt us.  

It is a privilege to be able to go through life not seeing social inequalities. For many 

individuals it can be difficult to understand the magnitude of the issues mental illness imposes. 

Without any insight into the worlds of mental illness and incarceration, it can be easy to become 

distanced to the issue. I am not connected to these individuals. This could never happen to 

someone like me. This does not impact me so I do not have an obligation to change this system. 

In reality, we are all connected to these issues. Adverse life events, altered brain chemistries, 

family crises, instances of “wrong place, wrong time” can happen to anyone; there is no way to 

guarantee that mental illness and incarceration will not touch us or the people we love.  



21 
 

If we can manage our way past these ideological barriers, we still find ourselves with one 

final obstacle. Once we recognize the moral and social importance of healing our mental health 

and criminal justice systems, we must still convince ourselves that these changes are 

economically and logistically feasible. It can be easy to convince ourselves that the cost of 

revolutionizing this system would outweigh its benefits: the problem is not large enough to 

warrant the energy and money it would take to correct it.  

The research I have conducted aims to address a part of this final barrier. Unfortunately, a 

financial cost benefit analysis of improving mental health resources is outside the scope of this 

thesis. Instead, my project focuses on increasing our understanding of the extent of mental illness 

within Androscoggin County. Without robust, local data, it is difficult to truly comprehend the 

severity of the problem (Haneberg 2016, p. 1). And, without an understanding of current 

strengths and weaknesses within existing systems it is impossible to begin to imagine solutions. 

This research is not going to revolutionize the mental health and incarceration systems in 

Androscoggin County. However, my hope is that it will provide a base level of knowledge about 

the local problem, galvanize interagency dialogue, and act as a jumping off point for continued 

research.  

Ethical Considerations for this Project 

The methods I used for this research were approved by the Bates College Institutional 

Review Board, Tri-County Mental Health Services, Androscoggin County Sheriff’s Office, and 

Correctional Health Partners LLC (the health care organization that provides medical care at 

ACJ). While I did not interview patients themselves, I was certified in conducting research with 

human subjects because of the nature of the data I was collecting. I made every effort to protect 

the privacy of the individuals whose experiences (and therefor medical files) informed this 
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research. In some cases throughout this paper I include examples of medical conditions and 

commentary from patients. However, none of these conditions or commentary are direct quotes 

from a single file or patients. Instead, I included details and quotes that I wrote, but felt were 

representative of the overall sample I was looking at.  

While I believe that using the voices of these patients would have been more informative, 

honest, and powerful, doing so would have required the consent of each individual whose 

information I hoped to use. Not only was this logistically impractical, but it would also 

potentially put an undue burden on these individuals. Because this jail operates within the 

community in which I live, it would have been conceivable for me to have come across a file of 

someone I know. While this did not actually happen, I had planned to “return and replace” such a 

file rather than including it in my sample.  

Thesis Outline 

Chapter 2 provides an overview of current understandings of the relationship between 

mental illness and incarceration as well as a discussion of why addressing this relationship is 

important. In Chapter 3 I discuss the methods I used to conduct this research. This includes a 

detailed explanation of how I collected and analyzed data from patient medical records and the 

limitation that I faced in collecting that portion of the data. Woven into this chapter is also a 

discussion of the numerous conversations I had with representatives from organizations like Tri-

County Mental Health Services, KEPRO, Androscoggin County Jail, and the Department of 

Health and Human Services. These conversations shaped, and were shaped, by the way I worked 

with and understood the medical files I looked at.  

Chapters 4 and 5 are discussions of state, community, and agency structures that are 

responsible for shaping the delivery of community-based mental health services in Androscoggin 
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County. Chapter 4 takes an in-depth look at recently enacted MaineCare (Medicaid) policies 

surrounding income and diagnostic eligibility requirements. It is also includes a discussion of 

proposed legislation and the impact it would have on the provision of mental health services. 

Chapter 5 is a discussion of policies and procedures within Androscoggin County Jail. This 

includes a discussion of themes including budget limitations, electronic medical records, the 

availability of mental health treatment options, and collaboration with other services. 

Chapter 6 presents the prevalence rate data I gathered from the patient medical files. This 

section discusses prevalence rates of substance use disorders and other mental illnesses, among 

other things. It also discusses the correlations that were found between substance use disorders, 

mental illness, violent offenses, homelessness, and number of bookings. While these findings are 

significant on their own, I think that they are most important when they are understood in the 

context of the mental health systems that these patients are a part of (as discussed in Chapters 4 

and 5).  

Chapter 7 is dedicated to integrating the medical file data with the structure of the mental 

health systems within Androscoggin County. In this chapter, I outline the overarching problems 

that have become most apparent to me throughout this research. These problems fall into five 

themes: limited jail services, diagnostic ineligibilities, coverage gaps, continuity of care, and 

disproportionate punishments. While other problems certainly exist, my data (ranging from 

conversations with county administrators to medical file data) has pointed to the strong influence 

of these five problems.  

Although the current state of mental health among ACJ’s population seems bleak, I do 

think that opportunities for change are on the horizon. Even within the few months that I have 

been conducting this research I have seen steps taken, from interagency collaboration on grant 
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applications to conversations about new medical records, that encourage me about the future of 

these system. In an effort to help support these changes, I conclude this final chapter with a 

series of recommendations. These recommendations are aimed at both the state and agency 

levels with suggestions for new policies, improved services, and further research ideas.  

To those of you reading this from an academic background, this thesis may not read like 

traditional research paper. That’s great, I hope it doesn’t. This research was not conducted to 

make it into an academic journal or as an opportunity to expound on my literary knowledge. I 

engaged in this research in the hopes of gathering information that would be valuable to the 

community that I work and live in. With that in mind, I have tried my best to write this thesis in a 

way that would be accessible to anyone in the community who would like to read it.  

To any of you who do end up reading this thesis, thank you. I hope that you find this 

work engaging and thought provoking. Perhaps it will pull on your emotions or encourage you to 

view things from a new perspective. Maybe it will even make you motivated to participate in 

change. At a minimum, I hope this thesis begins conversations. Whether you agree or disagree, 

are hopeful or believe that any efforts will be useless, at least start talking. Do not let the issues 

of mental health and incarceration continue to be invisible. This system has caused so many 

individuals unnecessary suffering, the least we do can is recognize that it exists. Any other 

change we make has to start from there, so that is where we might as well begin.  
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Chapter 2: Literature Review 

“I think that’s the idea behind the education, mental health, and substance abuse programs in 
facilities. It’s to get people on that track that maybe, when they get out, they keep going on it.” 

Administrator at Androscoggin County Jail 

In this chapter I present an overview of current research pertaining to mental illness 

within county jails. To begin this chapter I review current data on mental illness prevalence rates 

and correlations between mental illness and other factors including booking rates, homelessness, 

and history of violent offenses. I follow this section with an explanation of the factors that 

contribute to increased rates of mental illness within jails. This is combined with a discussion of 

the effects of incarceration on mental illness. This chapter concludes with an overview of 

literature on addressing mental health prevalence rates within jails. As I discussed in Chapter 1, I 

disagree with the use of the term inmate because of the phrases’ stigmatizing nature. However, I 

will be coopting the term for use in this chapter because it is the phrase most commonly used in 

research conducted on mental illness within the criminal justice system. 

Prevalence of Mental Illness within County Jails 

For years, sociology and criminology research has found that the prevalence of mental 

illness among criminally involved persons are greater than national rates. A 2006 report 

conducted by the Bureau of Justice Statistics found that the rates of twelve month histories or 

symptoms of mental illnesses in state and federal prisons is 56% and 45% respectively. The 

report found that prevalence rates among jail inmates are even greater, with 64% of jail inmates 

reporting mental illness symptoms, diagnoses, or treatment within the past year (Glaze 2006, 1). 

In comparison, a 2004 study conducted by the U.S. Centers for Disease Control and Prevention 



26 
 

found that only 25% of the general U.S. population report having a mental illness within the past 

year (Reeves 2011, p. 1). 

As “short term” care facilities, jails are often working with smaller budgets and shorter 

time frames than prisons. Short sentences and frequent inmate rollover means limited 

opportunities for mental health evaluations, referrals, and treatments. Because these individuals 

are in and out more frequently, they have more contact with their communities than those 

incarcerated in prisons. Because mental illnesses are connected to community based risk factors, 

this increased contact may trigger or worsen mental illnesses, and is therefore reflected in higher 

prevalence rates among jail populations. As Greenberg and Rosenthal explain, jail inmates are 

“closer to the community” (2008, p 176). Because of this, the difficulties that jail inmates 

struggle with are likely to be more reflective of community problems than in other types of 

correctional facilities.  

The Bureau of Justice and Statistics reports that 6.7 million individuals are currently 

under supervision by the criminal justice system (Kaeble 2016, p. 1). This includes individuals in 

jails and prisons, on work release programs, on parole, and in other community supervision 

programs. Approximately 728,000 of these individuals are incarcerated in local jails (p. 2). Only 

about 14% of jail inmates identify as female (Minton 2016, p. 4). However, women in the 

criminal justice system are particularly vulnerable to mental illness, particularly because our 

punitive system is designed for men (Colbert 2013, p. 409). In local jails, approximately 75% of 

females have mental illnesses as compared to 63% of males (James 2006, p. 1).  

While substance use disorders are a form of mental illness, they are often considered 

separate from other illnesses in research looking at rates of mental illnesses. While this is 

problematic in some ways, it helpful because of the high rates of co-occurring substance use 
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disorders with other mental illnesses and the unique forms of treatment these interacting illnesses 

require. Approximately 76% of inmates with a different mental illness also have a substance use 

disorder, which equates to 49% of total jail populations (James 2006, p. 6).  

Inmates with mental illnesses have a greater likelihood of a number of social risk factors 

including higher rates of drug use, homelessness, and unemployment as compared to inmates 

without mental illness. Individuals who have been homeless within the past year make up 15.3% 

of the U.S. Jail population as compared to approximately 1.7% of the general population 

(Greenberg 2008, p. 170). The Bureau of Justice Statistics’ Mental Illness study found that 

17.2% of inmates with mental illness reported homelessness in the past year as compared to 

8.8% without a mental illness (James 2006, p. 4). Individuals with mental illness are less likely 

to be able to cope with the stressors of homelessness, creating an endless feedback loop of 

mental illness, incarceration, and homelessness.  

Inmates with mental illnesses are also nearly three times more likely to report a history of 

being physically or sexually abused (27% vs. 10%) than individuals without mental illnesses 

(James 2006, p. 5). The prevalence rates of past trauma are significantly greater for female 

inmates overall (44%) and nearly seven times greater for female inmates with a mental illness 

(68%). (James 2006, p. 10).  

Individuals with mental illnesses are more likely to be repeat violent offenders (32% 

versus 22%) but are no more likely to have used a weapon during those offenses than those 

without a mental illness. They are also more likely to serve three or more sentences (42% versus 

33%). While mentally ill prison inmates have longer average sentences than those without 

mental illnesses, the mean sentence of mentally ill jail inmates is five months shorter than those 

without mental illnesses. (James 2006, p. 7-8)  
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Between more frequent criminal involvement and potentially greater care needs, 

individuals with mental illness place a burden on the correctional system itself. Incarcerated 

persons with mental illness are more likely to be charged with breaking facility rules and with a 

physical or verbal assault on a corrections officer or other inmates (Glaze 2006, p. 10). Not only 

does this create safety concerns, but the follow up from such events requires additional resources 

from staff for de-escalation, documentation, and follow up.  

As I conducted my literature review, I was surprised by the number of articles I came 

across that were specifically evaluating the relationship of schizophrenia spectrum disorders and 

other psychotic disorders rather than mental illness more generally. This focus was interesting 

because the same emphasis on schizophrenia has also appeared in Maine Medicaid treatment 

eligibility policies (Department of Health and Human Services 2016).  

Other research in contrast, has shown that other mental illnesses including depression, 

and other mood disorders present a greater risk of incarceration than schizophrenia (Robertson 

2014, p. 931; Schnittker 2012, p. 466). A risk analysis conducted with a veteran population 

found that neither schizophrenia nor antisocial personality disorder were independently 

correlated with incarceration (Erickson 2008, p. 178). This same study found that substance use 

disorders were the strongest predictors of incarceration, particularly among schizophrenia 

patients (Robertson 2014, p. 931). Further studies have also found correlations between 

homelessness and incarceration to be mediated by substance use disorders (Greenberg 2008, p. 

170).  

While these studies have all produced important findings about general links between 

mental illness and incarceration, few of them provide information about the interactions between 

severity of the illness and the adverse causes and effects of incarceration. Many researchers 
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17. This form was the most moving part of any file I looked at. On some forms patients were 
clear and eloquent in their description of why they needed treatment. Other forms were 
written with scratchy lettering and poor grammar. Some forms gave the impression that 
completing the form was a difficult and exhausting process for the patient. In some cases the 
various health service requests in a patient’s file ran the gamut of all three. 
 

18. A mental health request or referral leads a patient to a mental health assessment with one of 
the two LCSWs that work part time at ACJ. 
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19. This Mental Health Evaluation was seen fairly frequently in files from 2013-2015, but was 
not seen in every file. This made it difficult to get all pertinent information from each unique 
patient over the course of a patient’s different stays at ACJ. Prior mental health court services 
were found on this form but not on others, while history of withdrawal and current treatment 
were not found on this one at all.  

 

20. Sometimes a box would not be checked, but the provider would be filled out. I recorded this 
as a history of mental health treatment. 

 
21. I also considered it a positive response when "ROI completed" was filled out but “Prior MH 

Treatment” was not. 
 
22. A “YES” was recorded as a history of self-harm or suicidality. 
 
23. In some cases, this question was marked as “YES” in this evaluation but had been marked as 

“NO” on the Receiving Screening. If the information was marked with a positive response on 
any screening, I recorded it as a positive response in my own data collection. This was part of 
the value of looking at multiple types of forms. I was able to catch diagnoses that were only 
disclosed at a certain screening or to a specific clinician. Additionally, if a clinician has miss-
noted a patient’s response on one form, I could often catch the correct response on another. 
That being said, there is always the chance that a provider accidentally marked “YES” on a 
form as well.  

 
24. Again, the boxes might not have been filled out, but detail was given, so I recorded the 

response as a history of substance abuse treatment. 
 
25. As noted above, I recorded whether the patient was currently receiving treatment (aka, 

receiving treatment at the time of arrest), but not any specific information about the treatment 
the individual was receiving. 

 
26. This was recorded as current suicidality or self-harm. 
 
27. This question was illegible a disproportionate percent of the time in comparison to other 

questions. However, when it was legible, if a drug other than alcohol was reported, I did 
document what they reported using. Because I was not documenting when patients reported 
alcohol use, a ”YES” without any information about what the patient used was recorded as 
missing data rather than as “YES” because I had no way of knowing which it was referring 
to. 

 
28. A patient’s reported mental health history was often recorded here. Sometimes it was 

illegible. When that was the case, I noted that the patient reported a history, but that the 
diagnostic information was missing. Other times I was able to gather specific information 
about a patient’s diagnostic or treatment history from this question. 

 
29. A check mark next to the first four of these was documented as a referral to the mental health 

team. 
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Appendix 3: Summary of Findings 

Chapter 4: MaineCare 

• 24,500 individuals lost MaineCare between 2013 and 2014. Another 28,500 individuals 
(parents and nineteen and twenty year-olds) could lose coverage if the current 2018-2019 
budget proposal is passed. 

• Section 17 eligibility criteria limit intensive mental health treatment to a very specific 
group of individuals: those with diagnoses of schizophrenia and schizoaffective disorder 
and those with recent hospitalizations or institutionalizations.  

• Written exceptions for Section 17 services are difficult to come by because substance use 
disorders and antisocial personalities are not eligible for these services. 

• MaineCare recipients who lost Section 17 services may have been able to transition to 
BHH services however: 

o These services are not as intensive as Section 17 services and may not be 
accessible through smaller or rural agencies. 

• Grant recipients who lost their Section 17 service eligibility lost all forms of mental 
health treatment because grant funding is only available for Section 17 services.  

• The Burns rate model threatens to reduce reimbursements enough that agencies will have 
to stop providing these services (with few comparable available alternatives) or close 
altogether, causing more individuals to lose services. 

• Proposed MaineCare reforms will put a substantial financial burden on MaineCare 
recipients (missed appointment fees and premiums) and will create obstacles to care (time 
limits, more stringent limitations on NET services, and ending retroactive coverage). 

• The 2018-2019 Budget proposal, if passed, will cut approximately $140 million in 
programs that provide vital services to vulnerable populations throughout Maine.  

Chapter 5: Jail Care 

• ACJ’s budget shortfalls dramatically limit the jail’s ability to provide mental health 
treatment services or other programs that would have a positive impact on mental 
health. 

• ACJ is working within a budgetary structure that financially punishes the jail for 
efforts that reduce incarceration rates. 

• Paper medical records make it difficult to maintain comprehensive health records, 
potentially limiting providers’ abilities to identify health patterns in individual patients 
and across the patients they work with. 


