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Introduction. In recent years mental health officials have reported a rise in the number of forensic patients present

within their state psychiatric hospitals and the adverse impacts that these trends had on their hospitals. To date there

have been no large-scale national studies conducted to determine if these trends are specific only to a few states or

representative of a more global trend. The purpose of this study was to investigate these reported trends and their

national prevalence.

Methods.The forensic directors of each state behavioral health agency (including the District of Columbia) were sent an

Excel spreadsheet that had two components: a questionnaire and data tables with information collected between 1996

and 2014 from the State Profiling System maintained by the National Association of State Mental Health Program

Directors Research Institute. They were asked to verify and update these data and respond to the questionnaire.

Results. Responses showed a 76% increase nationally in the number of forensic patients in state psychiatric hospitals

between 1999 and 2014. The largest increase was for individuals who were court-committed after being found

incompetent to stand trial and in need of inpatient restoration services.

Discussion. The data reviewed here indicate that increases in forensic referrals to state psychiatric hospitals, while not

uniform across all states, are nonetheless substantial.

Conclusion.More research is needed to determine whether thismulti-state trend is merely a coincidence of differing local

factors occurring in many states, or a product of larger systemic factors affecting mental health agencies and the courts.
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Introduction

Recently, mental health officials have expressed concern

regarding population shifts occurring in public psychiatric

hospitals. Specifically, they have seen an increase in the

number of “forensically involved” patients in these facili-

ties. This trend is seen, in part, as an increase in the num-

ber of persons who have been brought to court on a

criminal charge and subsequently court-ordered to receive

inpatient services at state psychiatric hospitals.1–5 These

“forensic patients’” are referred to the state psychiatric

hospitals to be evaluated (e.g., to determine their mental

status at the time of the crime and their ability to compre-

hend court proceedings and/or assist their attorney with

their case because of an apparent mental illness) or to
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be restored (e.g., to receive treatment services and/or edu-

cational interventions aimed at helping defendants regain

their ability to understand the court process) prior to adju-

dication.1–8 Forensic patients can also consist of patients

who have been court-ordered to receive inpatient services

after a verdict has been reached on their case (e.g., individ-

uals found to be not guilty but mentally ill, inmates who

were transferred from a correctional facility for inpatient

services, or individuals involved in the criminal justice sys-

temwhowere involuntarily civilly committedi to a state psy-

chiatric hospital for continued treatment).2,7–9 As can be

seen, there are a variety of different types of forensic

patients. This descriptive presentation is based on the

major findings from a national study.ii For the purposes

of this study, this paper focuses solely on: (1) the overall

forensic population, (2) patients who had been court-

ordered to receive pre-trial evaluations at a state psychiatric

hospital, and (3) defendants who were found incompetent

to stand trial (IST) and court-ordered to receive competency

restoration services at a state psychiatric hospital. The term

“forensic patients” is used in this paper to refer to all per-

sons found“not guilty by reasonof insanity,”persons found

“guilty but mentally ill,” individuals transferred from cor-

rectional facilities seeking treatment services that are not

available in the correctional setting, and, in some states,

individuals involved in the criminal justice systemwho have

been civilly committed to a state psychiatric hospital.

A large portion of forensic patients receiving services

at state psychiatric hospitals consist of defendants who

have been deemed ISTiii and court-ordered to receive

competency restoration services.2,3,7,10 These services

typically involve treatment and/or educational interven-

tions aimed at helping defendants regain their ability to

understand the court process and/or assist their attor-

neys in their defense.2,6 The apparent growth of this

forensic population, in particular, has sparked the con-

cerns of state officials. Many state officials have queried

the National Association of State Mental Health Program

Directors Research Institute (NRI) as to whether the ris-

ing forensic population in state psychiatric hospitals in

their state, particularly IST patients, is a phenomenon

that is unique to their state, or if this is a national trend.

Despite the growing concern centered around this

trend, there are fewnational studies that have examined this

“forensification”iv of state hospitals.7 This is indeed a valid

concern. Forensic patients differ from civil patientsv and

patients who are involuntarily civilly committed.2,7–9 In

cases where a patient is being civilly admitted to a hospital,

the hospital has the authority to determine who is to be

admitted or discharged. Conversely, the admission and dis-

charge of forensic patients is primarily controlled by the

courts. Very few state psychiatric hospitals have the author-

ity to discharge patients who have been court-ordered to

receive inpatient services.2 Even though the admission

and discharge process for forensic patients diverges from

that of civil patients, the funding for these hospitalizations

and their effect on bed supply are the concerns of the

mental health system.9

Data from a national study are needed for policymakers

to be able to address whether or not: the perceived

“forensification” process is “real” and the rise in forensic

patients is not a result of a declining civil population (e.g.,

the trend among forensic patients has remained steady,

but the decline in civil patients has made it to appear as

if the forensic population is growing).

Due to a lack of information on the scope of the issue

and the potential factors that may be contributing to this

apparent shift, this national study was developed to

examine these factors. In doing so we address three ques-

tions regarding the perceived increase in the number of

forensic patients: (1) Has there been an increase in the

rate of state hospital admissions and census for all foren-

sic statuses? (2) Are forensic patients becoming an

increasing proportion of these hospitals’ census? (3)

Has the absolute number of patients receiving pre-trial

evaluations and the number of IST patients who have

been court-ordered to receive competency restoration

services in state psychiatric hospitals services increased?

Methodology

State-level data on forensic patients

TheNRI has workedwith the Substance Abuse andMental

Health Services Administration’s (SAMHSA) since 1996

to maintain the State Profiling System (SPS). The SPS

collects and maintains qualitative and quantitative data

on public behavioral health services, including all state

psychiatric hospitals. For the purposes of this report,

theNRI used the data collected by the SPS,which captured

the number of forensic patients present within state

psychiatric hospitals in each state and the amount that

these hospitals were spending on those patients.

This study draws on state-level aggregate information

from the SPS on the number of forensic patients present

within all state psychiatric hospitals on a given “census

day.”vi To assess the trends on forensic utilization, data

iPatients who are involuntarily committed because they are a danger to

themselves or others but are not involved in the criminal justice system.
iiFor information on the results of other forensic statuses, please email

the author, or view the full report at: https://www.nri-inc.org/media/

1318/tac-paper-9-forensic-patients-in-state-hospitals-final-09-05-2017.

pdf.
iiiIn some states the term “incompetent to proceed” is used to refer to

these patients.
ivA term used to refer to the proportional increase in forensic patients

present within state psychiatric hospitals.

vThis term refers to patients who are not involved in the criminal

justice system and are being treated at a state psychiatric hospital.
viA state’s given census day for 1996 through 2011 was the last day of

its fiscal year. In 2014 SAMHSA modified the data collection period,

changing census day to the first day of the fiscal year. Since the data used

for this study are based on SAMHSA’s SPS, the given census day used for

this study was changed.
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were collected from each state for the years 1996, 1999,

2002, 2004, 2005, 2006, 2009, 2011, and 2014. Data

were also obtained from the SPS regarding the state

behavioral health agency’s inpatient budget spending

on forensic patients versus civil patients for each fiscal

year from 2004 to 2015.

Data collection from states

In addition to the data obtained from the SPS, we also

queried state forensic directors. A series of Excel tables

was sent to these officials as data collection instruments.

The first table collected information for 2016. For each

forensic status as well as for the total adult forensic pop-

ulation, the forensic directors were asked to indicate: the

number of forensic patients present on the first census

day of the state’s 2016 fiscal year (FY),vii the number

of forensic patients admitted to the state psychiatric hos-

pitals in FY 2016,viii the average and median length of

stay for forensic patients in FY 2016. A second table con-

tained data on each forensic status from 1996 to 2014.

Finally, a third table contained information collected

between 2004 and 2015 on the number of patient-days

and state psychiatric hospital budget spending on foren-

sic and civil patients. Each forensic director was asked to

review the information to verify its accuracy. If inconsis-

tencies were found, the states were allowed to submit

updated information.

To gain a better understanding of the challenges faced

by each state and the perspectives of each state’s forensic

director on changes occurring among the forensic popu-

lation, a questionnaire including 36 items taken from the

National Association of State Mental Health Program

Directors (NASMHPD) 2014 forensic mental health ser-

vices report2 was sent (along with the tables described

above) to the forensic director within each state and

the District of Columbia. The questions were intended

to collect information on: the percentage of compe-

tency-to-stand-trial (CST) evaluations that were being

conducted on an outpatient basis, the percentage of

patients who were receiving competency restoration ser-

vices on an outpatient basis, whether or not there was a

limit on how long defendants could be committed to the

state psychiatric hospitals for competency restoration

services, if the state maintains a waitlist for different

types of forensic admissions, the length of time that

defendants typically are on the waitlist (if applicable),

and whether the state psychiatric hospital has ever been

threatened with or held in contempt for not admitting

IST defendants court-ordered to receive competency

restoration services in a timely manner.2 To assess the

viewpoints of forensic directors and to understand what

programs (if any) were being developed to providemental

health treatment to the defendants in a less intensive set-

ting, new questions were developed. A total of 37 states

returned completed surveys to the NRI.

Analysis

Data from the questionnaire were analyzed using version

24 of the Statistical Package for the Social Sciences

(SPSS). Data collected from the tables were analyzed

using Microsoft Excel.

Data on forensic statuses were analyzed in several

ways. For each forensic status, as well as the total number

of adult forensic patients, the national average and

median were calculated for each year. Since responses

across states can be impacted by different factors, percent

change was used to examine individual state trends in

regard to the state psychiatric hospital’s forensic popula-

tion. Percent change calculations were performed for

three time periods: 1999–2005, 2005–2014, 1999–

2014. To understand if changes were occurring across

the nation, an “overall percent change” was com-

puted. Finally, information on the number of patients

admitted in 2016 was used to calculate admission

rates. The 2016 admission rates were computed by

dividing the number of forensic patients admitted to

the state psychiatric hospitals in 2016 by the state’s

adult civilian populationix and multiplying the result

by 100,000.

The final analysis examined the percentage of adult

forensic patients among the state psychiatric hospital

populations. In order to conduct this analysis, the NRI

needed information on the number of adults (age ≥18)

present within each state psychiatric hospital on a given

census day. The NRI collected this information from

SAMHSA’s Uniform Reporting System (URS). The URS

database includes information on the number of patients

over the age of 18 present in a state psychiatric hospital

on a given census day for every year, which was used to

determine the change in forensic population for each

state between 2002 and 2014.

Missing data

Some states were unable to provide the requested infor-

mation in the stipulated time, and others were only able

to provide partial data.

States with missing information could not be

represented in the graphs depicting longitudinal

trends. Throughout this paper, the trends of states with

complete data for the time periods examined are

only shown.

It should be noted that our presentation is entirely

descriptive. We did not test hypotheses regarding
viiIt should be noted that the “fiscal year” varies between states. The

states were told to code the fiscal year based on their state’s definition.
viiiStates were asked to code this based on the 2016 FY. However, some

states may have used the calendar year.

ixThis refers to anyone who is ≥18 years of age living in the state and

not a member of the military.
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between-state differences or change from year to year.

Doing so would have been difficult given the use of aggre-

gate data and the small number of states and data points

in this work.

Results

Total adult forensic census

The “total adult forensic” patient census includes all

adult forensic inpatients (regardless of their forensic

status/category) within a state psychiatric hospital on

the designated census day. The national average of adult

forensic inpatients between 1999 and 2014 has shown an

increase during this period. While the average is helpful,

it can be influenced by extremely high or extremely low

values. However, the national median, which is unaf-

fected by outlying values, shows the population trend

to be fairly stable between 1999 and 2014. In essence,

the differences between the national average and national

median indicate that the outlying numbers impacted the

trend line (Figure 1).

The results for the states that had complete data for

1999, 2002, 2004, 2005, 2006, 2010, 2011, and 2014

suggest that many of these states were experiencing a rise

in state psychiatric hospital’s forensic population. While

for the most part the rise in the total adult forensic

population was gradual, many of the states experienced

a spike in state psychiatric hospital’s total adult forensic

population in 2011.

Each state is unique. Therefore, percent change calcu-

lations were performed for the 35 states that provided

information on the total number of forensic patients

present in their state psychiatric hospitals in 1999,

2005, and 2014 (Figure 2). Across all the 35 states, there

was a 76% increase in the number of adult forensic

patients present in their state psychiatric hospitals

between 1999 and 2014. Across all the 35 states, the larg-

est increase occurred between 2005 and 2014 (46%

increase across all the 35 states versus a 20% increase

between 1999 and 2005). These results suggest that

many of the states that had complete data for 1999,

2005, and 2014 experienced an increase in the number

of adult forensic patients present in their state psychiatric

hospitals between 1999 and 2014.

The SPS does not capture data on the number of

admissions to each state psychiatric hospital per year.

While the “census day” data can be informative, it is lim-

ited by the fact that it only shows the number of individ-

uals present on one day in a year. Admission rates were

calculated using the 2016 data reported by the respond-

ing states. Of the 37 responding states, the number of

adult forensic admissions in 2016 was reported by

32 states, of which 27 states had an admission rate of over

4 per 100,000 adult civilians (Figure 3). Overall, the

median admission rate was 9.65 adult forensic patients

per 100,000 adult civilians.

Census day information and admission rates are help-

ful for state comparisons. In addition, this information

can be used to compare bed availability and allocation

between forensic and civil patients in state hospitals.

The number of beds available within state psychiatric

hospitals obviously impacts admission rates, which, in

turn, impact waitlists for beds. Information on the types

of patients occupying these beds is important. This is

especially true with regard to forensic patients, since

some forensic patients may remain in state psychiatric

hospitals for a long period of time.1–4

In order to calculate the utilization of beds, the analy-

sis had to be restricted to examining data from 2002

through 2014 since the URS does not contain informa-

tion prior to 2002. Twenty-five states had complete data
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for this timeperiod. Changes in each state hospital’s foren-

sic composition are shown in Figure 4. Accordingly, only

one state experienced a decrease in forensic population

between 2002 and 2014. The remaining states experi-

enced a rise in the number of forensic patients within their

facilities.

Each analysis of the various adult forensic statuses

indicates that there has been an increase in the number

of adult forensic patients receiving inpatient services

between 1999 and 2014. This rise appears to have

resulted in a larger proportion of population in state

psychiatric hospitals being forensic patients.

The results lead to further questions. Specifically, is a

particular specific forensic status responsible for this

increase? Or, is the rise in adult forensic population

due to an increase in multiple forensic statuses receiving

inpatient services? To answer these questions, a series of

analyses were developed and are discussed below.

Pre-trial evaluations

The national average for the number of patients present

for inpatient pre-trial evaluations on annual census days

between 1999 and 2014 is higher than the national
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median for this population (Figure 5). As with the total

adult forensic status, the national average for this

population is impacted by states with outlying data.

When changes within each state were examined, the

percent change calculations suggest that among the 26

states with data for 1999, 2005, and 2014 (9 of which

reported 0 forensic patients under pre-trial status), the

rise in the number of patients present for pre-trial

evaluation was a relatively new phenomenon. Between

2005 and 2014 these 17 states collectively saw an 84%

rise in the number of forensic patients present on a given

census day for pre-trial evaluation at state psychiatric

hospitals (Figure 6).

Data from 15 of the reporting states included informa-

tion on the number of patients admitted for pre-trial evalu-

ations in 2016. Each of the 15 states had an admission rate
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≥1per100,000adultcivilians.Elevenhadanadmissionrate

between 1 and 5 per 100,000 adult civilians. Three states

had admission rates that were relatively high (Figure 7).

IST restoration services

The data obtained for this study suggest that there has

been a rise in the number of IST patients receiving com-

petency restoration services during our observation

period. The national average and median both showed

an increase between 2005 and 2014 (Figure 8).

The 27 states with complete data for 1999, 2005, and

2014 collectively show a 72% increase in IST patients

present on the census day (Figure 9).

Based on the IST admission data for 22 states, the

rates of patient admission for IST restoration were higher

than that for pre-trial evaluations. The admission rate of

IST patients in 22 states (out of the 34 states that

responded with complete data) was>3 per 100,000 adult

civilians (See Figure 10).

Discussion

The results presented here show a rise in the number of

adult forensic patients present in state psychiatric hospitals

on a given census day between 1999 and 2014.

Additionally, based on the data obtained from the SPS,

-150%

-100%

0%

50%

100%

150%

200%

250%

300%

350%
P

e
rc

e
n

t 
C

h
a

n
g

e

1999 to 2005
2005 to 2014
1999 to 2014

-50%

State

FIGURE 6. Percent change in inpatient population present for pre-trial evaluation, 1999–2014.Based on data from17 states for 1999,

2005, and 2014. Notes: Twenty-six states had data for these years. Several states (CA, CT, FL, IN, NE, NH, NY, SD, and TX ) were

removed since they did not report having any patients present for pre-trial evaluation in 1999, 2005, and 2014. UT reported having 0

patient for pre-trial evaluation on the census days examined in 2005 and 2014.

Sources: 2017 NRI Inpatient Forensic Services Study; 1995–2015 State Mental Health Agency Profiling System.

0

5

10

15

20

25

30

N
u

m
b

er
 o

f 
A

d
m

is
si

o
n

s 
in

 2
0
1
6
 P

e
r 

1
0
0
,0

0
0
 A

d
u

lt
 C

iv
il

ia
n

s 
 

State

FIGURE 7. Rate of admission of patients to inpatient services for pre-trial evaluation at state psychiatric hospitals in 2016. Based on data

from 15 responding states. Notes: Thirty-four states reported admissions data for 2016. AZ, CA, CT, FL, ID, IL, IN, MN,MT, NE, NH, NY,

SD, TX, andUTwere removed from the graph since they had admission rates of 0 per 100,000. IA, MO, NM, and SC had admission rates

of 0.2 per 100,000.MI,NV, andPAdid not report or did not havedata available for 2016. Therefore, the data for these states aremissing.

Source: 2017 NRI Inpatient Forensic Services Study.

AMANDA WIK ET AL.

https://doi.org/10.1017/S1092852919001044 Published online by Cambridge University Press

https://doi.org/10.1017/S1092852919001044


this rise was apparent in a majority of states. Furthermore,

when each of the forensic statuses was examined, the data

appear to suggest that IST patients — those who might

spend a longer period of time in hospitals in an attempt

to restore competency — were primarily responsible for

the rise in the adult forensic population. Since many of

the state psychiatric hospitals are facing pressure to admit

civil as well as forensic patients, such information is impor-

tant. This was occurring at a time when the number of in-

patient beds in all sectors has greatly reduced, leading
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Sources: 2017 NRI Inpatient Forensic Services Study; 1995–2015 State Mental Health Agency Profiling System.
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many states to develop waitlists.1–5,8,9With regard to com-

petency restoration, IST defendants may be waitlisted any-

where from several days to a year or more.1–5 Many state

psychiatric hospitals have faced legal action as a result of

their lengthywait times;1–5 indeed, 20 of the 37 responding

states (54%) indicated that they had been (or were cur-

rently being) threatened with or actually held in contempt

of court for failing to reduce wait times. Many of these

states reported implementing a variety of strategies to

reduce wait times for competency restoration services to

IST patients. The commonly reported strategies include,

but are not limited to, implementing outpatient compe-

tency restoration programs, creating and/or implementing

jail-based competency restoration programs, creating

additional state psychiatric hospital beds, hiring more

forensic state psychiatric hospital workers, improving their

admission processes (e.g., making it centralized and/or

developing new prioritization standards), and increasing

collaboration between mental health and criminal justice

agencies.

Forensic patients are an important but often over-

looked population within state psychiatric hospitals,

yet state psychiatric hospitals spend approximately

one-third of their budgets on forensic patients. As the

number of forensic patients has increased over the years,

the amount being spent on them has similarly increased.9

Meanwhile, the proportion of inpatient budget spent on

civil patients has decreased (Figure 11). It should be

noted that while the amount being allocated to forensic

patients may be impacted by how much of the inpatient

budget can be spent on civil patients (and vice versa), it

can also be impacted by additional factors. Specifically,

the inpatient budget spent on civil patients is affected

by the fact thatmore civil patients are being served in out-

patient and other community-based settings.9 This, in

turn, means that fewer civil patients are being admitted

to inpatient settings. In essence, the increasing prepon-

derance of forensic patients in state psychiatric hospitals

suggests a shift in the functioning of such facilities as

these become an adjunct to the criminal justice system—

a direction that was never envisioned as part of the

mission of state mental health agencies.

Limitations

Our study has several limitations. As noted in the

Methodology section, some states were unable to respond

to the survey and so the data pulled from existing data

sources could not be verified. The fact that such data were

used in the analyses could have impacted the results.

A second limitation is that the data collectionmethods

that state psychiatric hospitals were required to follow

may have changed over time. This could lead to signifi-

cant differences within and between states, which makes

comparisons more complicated. A third limitation of the

data set is that it was difficult to determine if the states

may have duplicated cases with more than one status

(e.g., IST and sex offender). Consequently, the data used

for this study might contain duplicated cases depending

on whether each state psychiatric hospital coded forensic

patients as belonging to multiple forensic statuses. This

limitation can impact the interpretations of state data.
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States that did not duplicate informationmay have priori-

tized a particular forensic status over others for forensic

patients with multiple statuses. Without knowing how

each state coded patients with multiple statuses, compar-

isons between states need to be done with caution.

Another limitation is that only criminal defendants are

“at risk” for forensic admissions, and a better denominator

for adjusting these datawould be thenumber of adult crimi-

nal court arraignments in each state. However, obtaining

such information at the level required would have been dif-

ficult and well beyond this study’s scope and available

resources.

Lastly, one-day census data were used as a proxy for

the number of adult beds to compute the total adult

forensic composition of state psychiatric hospitals. The

reader should keep these limitations in mind when inter-

preting the results of this study.

Conclusion

The findings of this study support the perceptions of many

state officials who are concerned that the forensic popula-

tion is, indeed, increasing1–5 and that the phenomenon is

not unique to just a couple of states. The results presented

here demonstrate that there was a rise in the number of

adult forensic patients nationally, specifically IST patients,

in state psychiatric hospitals between 1999 and 2014. This

trend was not experienced by every state, since each state

varies with respect to how it manages competency evalu-

ation and restoration process.

This study described the trends in the number of

defendants being admitted to state psychiatric hospitals.

Future studies need to do amore in-depth examination of

the types and effectiveness of strategies undertaken by

various states to reduce forensic admissions. Such

information could help states determine what methods

might be most applicable to the management of forensic

population, thereby avoiding negative consequences

(e.g., held in contempt for lengthy wait times). These

data could provide a useful baseline for future analyses.

The study raises several questions. Why is this

increase occurring now? Who are these forensic patients?

Are they new to the mental health system, or have they

previously received services as “civil patients” and have

newly encountered the criminal justice system? Have

community-based services had an effect? In an era when

many jurisdictions are developing diversion programs,

how is it that so many persons displaying symptoms of

mental health issues are still appearing in criminal courts?

Keeping in mind that these referrals might have an effect

on the judiciary, what are judges’ views on this increase?

Are forensic referrals really about the capacity to stand

trial, or are these, in reality, a coping strategy used by

judges to ensure access to mental health services for

defendants who appear to need them? Indeed, ordering

a CST evaluation may be a simple, temporary — albeit

inappropriate — solution to such problems.

Mental health services researchers have paid relatively

little attention to this segment of public mental health

systems and their clientele. Given an increasing presence

of forensic patients and its growing burden on restoration

resources across multiple states, the subject deserves a

greater focus of attention.
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