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Thank you for the opportunity to testify at this important hearing on mental health treatment in 

prison.  My name is Jennifer Parish.  I am the Director of Criminal Justice Advocacy at the 

Urban Justice Center‟s Mental Health Project.  I also coordinate the work of Mental Health 

Alternatives to Solitary Confinement (MHASC), the coalition that fought for the passage of a 

law to keep people with mental illness out of Special Housing Units (SHU) and keeplock.  The 

coalition continues to advocate for full implementation of the SHU Exclusion Law, the end of 

the placement of people with mental illness in SHU, and the creation of a therapeutic rather than 

disciplinary response to misbehavior by imprisoned people with mental illness. 

 

I am deeply grateful for your unwavering commitment to addressing the issue of mental health 

treatment in prison.  You are well aware of the crisis in our mental health and criminal justice 

systems which has resulted in there being three times as many people with mental illness in jails 

and prisons as in psychiatric units in hospitals.  There are many ways in which this problem 

needs to be addressed – more diversion opportunities pre- and post-booking, integrated 

community treatment to address co-occurring disorders of mental illness and substance abuse, 

and criminal justice reforms regarding which behaviors are criminalized.  But the reality is that a 

significant number of people with mental illness are in New York State prison.  Almost all of 

these people will be released from prison eventually.  We must ensure that both the treatment 

that they receive in prison is rehabilitative and that the planning for their release is sufficient to 

enable them to integrate into the community successfully.   

 

The Urban Justice Center‟s Mental Health Project has focused on the plight of people with 

mental illness in the criminal justice system for more than a decade.  Much of our advocacy has 

centered on the need for discharge planning for people who are released from jail and prison.  In 

2003 we settled a class action lawsuit against New York City with an agreement that the City 

would provide discharge planning services to people who receive mental health treatment in 

jails.  Along with The Legal Aid Society, we have also advocated for the state to develop 

discharge planning services and accommodate the needs of people with mental illness released 

on parole. 

I will focus my comments today on two of the questions you have posed – continuity of care and 

discharge planning for people with mental illness.  My testimony is primarily based upon years 

of interacting with imprisoned people with mental illness through letters, interviews, and post-
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release contact as well as review of documents obtained through the Freedom of Information 

Law.   

As you may know, the Office of Mental Health (OMH) does provide some discharge planning 

services to people with mental illness, and these services have been expanded and improved over 

the last eight years.  It is unfortunate that OMH and the Department of Corrections and 

Community Supervision (DOCCS) are unwilling to testify today about these services. 

Even with the improvements OMH has made in its discharge planning system, many people still 

fail to receive appropriate services.  Some of the systemic failures appear to be the following: 

• Failure to assess properly patients‟ post-release needs for case management, housing, and 

benefits 

• Failure to begin discharge planning sufficiently in advance of release to ensure that needed 

benefits and services are in place upon release 

• Failure to assist patients in applying for public benefits 

 

It is widely recognized that effective discharge planning begins at admission.  This is true in 

prisons as well as community treatment settings.  Problems with the initial assessment process 

and continuity of care as the person is transferred from one facility to another affect the quality 

of discharge planning. 

 

To illustrate some of the systemic problems with OMH‟s discharge planning services, I will 

share with you the story of a person we have followed through the system, advocating for him to 

receive services before he was released from jail, meeting with him again in the community 

shortly after his release, and visiting him at Rikers Island when he was re-incarcerated on a 

parole violation.  I will use a pseudonym to preserve his confidentiality.   

 

Jason Harmon was 33 years old when he went to prison convicted of a drug sale and grand 

larceny.  His mother contacted me in spring 2011, about six weeks before his release, concerned 

that he would be homeless upon release because she lived in North Carolina and he had no 

family in New York.  She told me that he had been diagnosed with bipolar disorder in his 

twenties.  I contacted the OMH Unit Chief at Mid-State Correctional Facility (C. F.) and 

requested pre-release services for Mr. Harmon, in particular assistance applying for supportive 

housing.
1
  Mr. Harmon had also done what he could to advocate for himself not to be released to 

the shelter system.   

 

Mr. Harmon‟s records indicate that when OMH screened him at reception at Downstate C.F. in 

March 2010, he reported that he had received inpatient mental health treatment at six different 

hospitals in New York City.  He acknowledged that after he was released from the hospital, he 

1
 There are different models of supportive housing for individuals with mental illness, but to access any of 

them, a service provider must submit an electronic housing application that includes a psychosocial 

summary and psychiatric evaluation.  Significantly it is an application that a mental health consumer or 

family member cannot submit on his or her own.  
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would sporadically take his medication and use drugs.  According to Mr. Harmon, “when the 

voices returned, I knew I had to go back to the hospital or I would do something stupid.”  The 

records also indicate that he came into prison having been diagnosed with schizoaffective 

disorder and taking Depakote, a psychiatric medication prescribed to treat bipolar disorder, as 

well as Seroquel and Trilafon, medications used to treat symptoms of schizophrenia.  At 

admission OMH designated Mr. Harmon‟s mental health service needs as level one, the highest 

level of mental health treatment services in prison. 

 

The OMH records reflect how Mr. Harmon described his symptoms at admission:  “The patient 

reports when not taking his medication he has mood fluctuations and auditory hallucinations.  

The patient reported he suffers from depression, which he describes as not wanting to shower, 

isolating, and feeling like he doesn‟t want to do anything.”  He went on to describe auditory 

hallucinations that “sound as if they are coming from inside [my] head and are unrecognizable... 

„I know it sounds crazy but I can hear people‟s thoughts.‟”  The voices also reportedly told him 

that others are trying to get him.  He described trying to fight depression when he feels it coming 

on.  He stated, “I talk fast, have a lot of energy, and my thoughts race.”  Mr. Harmon also 

reported a history of childhood sexual and physical abuse. 

 

From Downstate, Mr. Harmon was transferred to Fishkill C. F.  His diagnosis continued to be 

schizoaffective disorder and his mental health service needs were level one.  But when he was 

transferred to Mid-State C.F., his mental health services level was changed to level two, and his 

diagnosis was downgraded to polysubstance dependence, borderline personality disorder, and 

antisocial personality disorder.  He was prescribed Celexa and Trazodone, antidepressants. 

 

As I mentioned, Mr. Harmon let the clinical staff and discharge planner know that he was 

worried about being released to the shelter.  He asked the discharge planner about submitting a 

supportive housing application for him.  From the OMH progress notes, the discharge planner‟s 

response:  “[A]n HRA application could not be completed by this office on his behalf due to 

diagnostic criteria that must be met.  Patient is non-SMI [seriously mentally ill].  Patient asked 

why his diagnosis was different in the community and this writer explained that sometimes 

people present differently in a correctional setting because the stressors are different and the 

environment is very structured.” 

 

Mr. Harmon and his mother also reached out to Narco Freedom, a community substance abuse 

treatment program that provides housing and mental health services to patients receiving 

substance abuse treatment at its program.  The progress notes indicate that the discharge planner 

followed up with Narco Freedom and found out that the program was “concerned that the 

patient‟s mental health needs would exceed what their program can offer.”  Narco Freedom 

suggested that the patient follow up with parole and the program once he was out in the 

community. 

 

With Mr. Harmon‟s mental health needs not being severe enough in OMH‟s estimation and too 

severe from the community provider‟s point of view, near the end of April 2011, he was released 

to the Department of Homeless Services and transferred to the Bedford-Atlantic men‟s shelter.  

Shortly after he arrived, his bag containing his psychiatric medication, calendar of appointments, 
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and cell phone were stolen.  He complained of residents there smoking marijuana and crack 

cocaine. 

 

Mr. Harmon‟s parole officer referred him to FEGS-LINK, an agency that purports to provide 

transitional case management services.  However, Mr. Harmon was never able to access services 

there.  The Office of Mental Health had not referred him for case management and only sent over 

information about his mental health history and treatment once Mr. Harmon went to FEGS for 

assistance on May 2.  Mr. Harmon reported that he went to several appointments at FEGS but 

was not scheduled to see the psychiatrist until June 9.   

 

On June 1, within six weeks of his release from prison, Mr. Harmon was incarcerated at Rikers 

Island – not on a new criminal charge but for technical parole violations, including leaving his 

approved residence (the shelter) and testing positive for drug use.  The psychosocial evaluation 

completed at Rikers Island in June indicates that Mr. Harmon met the OMH criteria for serious 

and persistent mental illness.  He was diagnosed with schizoaffective disorder, bipolar type, and 

polysubstance dependence; placed in mental health housing in the jail; and prescribed the 

antidepressants he received at Mid-State plus Trilafon, an antipsychotic medication. 

 

Assessment of discharge planning needs 

Mr. Harmon‟s experience exemplifies OMH‟s failure to evaluate his functional capacity and 

need for supports to transition into the community.  It is also an example of the changes in 

diagnosis and medication can occur as a person is transferred from one facility to another.  We 

frequently receive complaints from people in prison about changes in medication.  In Veronica 

Hawthorne‟s testimony, she describes how her son, who had an extensive mental health history, 

was taken off of all psychiatric medication at Mid-State C.F. to very detrimental effect. 

 

Of course, a person‟s mental health can fluctuate over time.  There are situations when a person 

needs acute care followed by periods of recovery.  For most people with mental illness, it is a 

chronic health problem.  Symptoms can be managed, but even when they are, stress can easily 

trigger relapse.  In a prison setting, stress on prisoners should be expected and treatment 

providers should not so easily downgrade patients‟ need for treatment.  Moreover, when it comes 

to pre-release planning, OMH must consider the person‟s past history of functioning in the 

community. 

 

In Mr. Harmon‟s case, the discharge planner even acknowledged that a person‟s mental health 

treatment needs can present differently in prison vs. the community.  But pre-release planning is 

all about the person‟s functioning in the community.  From the outset, OMH had information 

that Mr. Harmon had problems engaging in treatment in the community.  For example, he told 

staff that after release from prior psychiatric hospitalizations, he had not followed up with 

outpatient treatment.  Yet OMH‟s response was merely to give him an appointment with a clinic.  

He was not referred for case management to help him to keep appointments and manage his 

affairs. 

 

In addition, being homeless was a critical factor in Mr. Harmon‟s relapse and re-incarceration.  

Mr. Harmon did all he could to prevent such a release, but because of OMH‟s determination that 

he was not seriously mentally ill, despite his pre-incarceration history, he was not provided with 
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assistance applying for supportive housing.  In New York City, the determination of who 

qualifies for supportive housing is made by the Human Resources Administration (HRA), but to 

obtain an HRA approval, a service provider must first submit an application.  If OMH does not 

complete the application in prison, the person must engage in community treatment for a period 

sufficient to have a psychosocial evaluation and psychiatric assessment completed.  In the 

interim the person is relegated to the shelter system. 

 

Similarly, we have seen other individuals whom OMH assessed as not meeting the criteria to 

receive assistance in applying for SSI subsequently be found eligible for benefits when they 

applied post-release.  Some of these include people with co-occurring physical and mental 

disabilities.  In one case the individual did not receive assistance applying for SSI benefits 

despite being in a wheelchair because although on the mental health caseload, his mental illness 

alone was not severe enough to merit OMH‟s assistance in applying for SSI.  Even though these 

people may eventually qualify for benefits when applying on their own post-release, they spend 

months without benefits due to the unnecessary delay in the application process caused by 

OMH‟s and DOCCS‟s failure to assist them before release. 

 

Timing of the provision of discharge planning services 

The Office of Mental Health and DOCCS have the ability to submit SSI applications to the 

Social Security Administration four months before a person is released.  Because it takes months 

for such applications to be processed, submitting them as early as possible is important to 

ensuring that the person has benefits upon release.  Having SSI benefits can mean the difference 

between being able to obtain housing and being homeless.  These benefits, although meager, are 

significantly more than the cash assistance provided through HRA.  In practice even those who 

receive assistance in applying for SSI usually receive it much later than OMH‟s policies provide. 

 

Assistance in applying for cash assistance and food stamps 

Another issue regarding discharge planning is the failure to submit pre-release applications for 

cash assistance and food stamps.  Both OMH and DOCCS have responded to requests for such 

assistance for individuals scheduled to be released by indicating that they are unable to submit 

such applications.  Although there is a common application for applying for Medicaid, food 

stamps, and cash assistance, OMH and DOCCS do not accommodate individuals with mental 

illness by submitting such applications pre-release, even in situations in which they are already 

completing an application for Medicaid.  If the application were submitted pre-release, the 45-

day processing period could begin while the person is incarcerated, as it does in the NYC jails.  

Instead people with mental illness are left to start the application process on their own upon 

release and navigate the complicated welfare bureaucracy during the first few weeks of release, 

which can be the most difficult time for someone who is reintegrating into the community.  HRA 

could have these critical benefits available when the person is released.  This assurance would at 

least give people a small stipend for food and rent.  Instead people with mental illness are faced 

with the daunting task of navigating the social services system – in addition to reporting to parole 

and attending treatment appointments. 

 

Continuity of care upon release to the community 

We also have significant concerns about continuity of care when the person is transferred to the 

community.  Many people who receive a treatment referral to a community program find out 
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when they go to the program that the provider has little or no information about them, or they 

have to go through an extensive intake process to get services.  OMH should coordinate with 

community treatment providers so that the provider is well-positioned to serve the person at the 

initial appointment.  OMH only provides a two-week supply of psychiatric medication and a 

two-week refill when a person is released from prison.  That medication is supposed to bridge 

the gap between release and ongoing treatment with a psychiatrist.  However, we frequently meet 

with people who run out of medication during the intervening period because of difficulty 

accessing treatment. 

 

The Office of Mental Health has some understanding of what good discharge planning should 

be.  For many years at Sing Sing C.F., the Community Orientation and Reentry Program (CORP) 

has provided comprehensive discharge planning services for approximately 30 people at a time.  

However, this “pilot” program has inexplicably remained in its infancy for many years.  Given 

that in 2010 3,554 people receiving mental health treatment were released from prison clearly the 

need to expand such services is long overdue.  OMH should conduct a needs assessment 

regarding the number of people who require intensive discharge planning services and develop a 

plan with DOCCS to create similar programs around the state to address the need.   

 

DOCCS‟s responsibilities for prisoners and parolees with mental illness  

The Department of Corrections and Community Supervision is also responsible for assisting 

people with mental illness in preparing for release from prison and ensuring that they are able to 

complete parole successfully.  I was hopeful that the merger of the Department of Correctional 

Services and the Division of Parole would result in greater incentives to keep parolees in the 

community rather than return them to prison.  Anecdotally that does not seem to be the case – at 

least with respect to people with mental illness on parole.  The safer course for parole officers 

seems to continue to be re-incarcerating parolees with mental illness at the first sign of a 

technical violation. 

 

Although there are a few teams of parole officers with specialized mental health caseloads, most 

parole officers seem to know little about accessing care through the mental health system.  Parole 

officers have relationships with substance abuse treatment providers; however, the needs of 

people with severe mental illness are rarely met by these programs.  Placements in programs 

which do offer residential treatment for people with co-occurring disorders are extremely scarce.  

When a parole officer wants to sanction a person who has tested positive for substance use, the 

officer can mandate the parolee to inpatient substance abuse treatment.  This option is frequently 

unavailable for people with substance abuse issues and serious mental illness.  The program 

alternatives are more limited, harder to access, and unfamiliar to parole officers.   

 

In the last several years, DOCCS has embraced the need for reentry programs, and with the 

Office of Alcoholism and Substance Abuse Services (OASAS), has opened specialized reentry 

units at Orleans, Hudson, and Bayview correctional facilities.  However, these specialized 

reentry services are in prisons that do not serve people with the most severe mental health needs, 

thereby effectively excluding people with level one mental health designations.   

 

People without psychiatric disabilities have access to programs that enable them to qualify for 

early release, such as the Willard Drug Treatment Campus, Shock Incarceration Program, and 
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work release.  People with severe mental illness should not be penalized for their disabilities, yet 

that is effectively what happens because they cannot comply with the demands of these 

specialized programs.  Moreover, many people with mental illness end up serving even longer 

sentences because they have difficulty complying with prison rules and completing mandated 

programming.  They are denied discretionary parole and have their release delayed to their 

conditional release or maximum expiration date.  For those with the most severe mental health 

needs, OMH and DOCCS should be working to move them out of the prison system at the first 

opportunity.  Last year 92 people were discharged from prison directly to a civil hospital.  This is 

frequently done at the conditional release or maximum expiration date, but there should be a 

mechanism for granting parole on the basis of OMH‟s recommendation that the person be 

transferred to a psychiatric hospital.  

 

 

In conclusion, I thank you for having this hearing to follow up on the successes that have 

occurred since 2003, to find out the status of mental health treatment in prison now, and to 

determine what needs to be improved.  I especially appreciate your interest in discharge planning 

services for people with mental illness. 

 

Unfortunately the state agencies that should be here to address the questions you put forward in 

the hearing notice have chosen not to testify.  As a MHASC member, I am extremely 

disappointed that DOCCS and OMH have chosen not to testify at this public forum.  They 

should be here to inform us about what they have done to address the increased suicides in the 

prisons in 2010, to implement and monitor the SHU Exclusion Law, and to provide discharge 

planning services to assist people in preparing for their release from prison. 

 

As we all know, prisons are closed institutions.  The public has very little access to what happens 

inside.  Transparency and accountability are paramount.  I do not know why the agencies have 

chosen not to testify at this hearing, but the executive branch owes the public, and especially 

families of imprisoned people, an explanation.  At a minimum the agencies should provide a 

written response to the questions you have posed for discussion at this hearing, address the 

concerns that we have raised here today, and post these responses on the agencies‟ websites.  To 

my mind, that would not entirely excuse their failure to appear at this forum where the witnesses 

could be asked for more information about their testimony.  However, it would at least provide 

the public with some better understanding of what is happening now in the prisons. 

 


