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ACLU BRIEFING PAPER:
The Dangerous Overuse of Solitary Confinement 

in the United States

Introduction
Over the last two decades corrections systems have increasingly relied on solitary confinement 
as a prison management tool – even building entire institutions called “supermax prisons” 
where prisoners are held in conditions of extreme isolation, sometimes for years or decades.  
Although supermax prisons were rare in the United States before the 1990s, today 44 states 
and the federal government have built such institutions housing at least 25,000 people 
nationwide.1  And this figure does not include the thousands more held in separate isolation 
wings within conventional prisons.   

This massive increase in the use of solitary confinement has led many to question whether it is 
an effective and humane use of scarce public resources.  Many in the legal and medical fields
criticize solitary confinement and supermax prisons as both unconstitutional and inhumane, 
pointing to the well-known harms associated with placing human beings in isolation and the 
rejection of its use in American prisons decades earlier.  Indeed, over a century ago, the 
Supreme Court noted that:

[Prisoners subject to solitary confinement] fell, after even a short confinement, 
into a semi-fatuous condition, from which it was next to impossible to arouse 
them, and others became violently insane; others still, committed suicide; while 
those who stood the ordeal better were not generally reformed, and in most 
cases did not recover sufficient mental activity to be of any subsequent service 
to the community. 
     

In re Medley, 134 U.S. 160, 168 (1890).

Other critics point to the enormous costs associated with solitary confinement.  For example, 
supermax institutions typically cost two or three times more to build and operate than even 
traditional maximum-security prisons.2  Despite the significant costs associated with solitary 
confinement, almost no research has been done on the outcomes produced by the increased 
use of solitary confinement or supermax prisons.  In the research that has been conducted 
there is little empirical evidence to suggest that solitary confinement makes prisons safer.  
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Indeed, emerging research suggests that supermax prisons actually have a negative impact on 
public safety.3    

Despite these concerns, states and the federal government continue to invest scarce taxpayer 
dollars in constructing supermax prisons and enforcing solitary confinement conditions.  Yet 
there are stark new fiscal realities facing our communities today and for the foreseeable future.  
Both state and federal governments confront reduced revenue and mounting debt that are 
leading to severe cuts in essential public services like health and education.  Given these harsh 
new realities, it is unquestionably time to ask whether we should continue to rely on solitary 
confinement and supermax prisons despite the high fiscal and human costs they impose.   

Below we discuss the nature of solitary confinement, the research on its human impacts, as 
well as the available data on outcomes and costs.

What is solitary confinement?
Solitary confinement is the practice of placing a person alone in a cell for 22-24 hours a day 
with little human contact or interaction; reduced or no natural light; restriction or denial of  
reading material, television, radios or other property; severe constraints on visitation; and the 
inability to participate in group activities, including eating with others.  While some of the 
specific conditions of solitary confinement vary, generally the prisoner spends 23 hours a day 
alone in a small cell with a steel door, a bed, a toilet and sink.4  Human contact is generally 
restricted to brief interactions with corrections officers and, for some prisoners, occasional 
encounters with healthcare providers or attorneys.5  Family visits are limited and almost all 
human contact occurs while the prisoner is in restraints and behind some sort of barrier.6  
Frequently prisoners subjected to solitary confinement are only allowed one visit per month.7  
Technology has made solitary confinement even more isolating; in many instances, even 
prisoner interaction with correctional officers will be largely limited to communication through 
intercoms and monitoring with video cameras.  The amount of time a person spends in solitary 
confinement varies, but it can last for years or decades.   

Solitary confinement goes by many names whether it occurs in a so-called “supermax prison” or 
in a separate unit within a regular prison.  These separate units are often called disciplinary 
segregation, administrative segregation, control units, security housing units (SHU), special 
management units (SMU), or simply “the hole”.  Recognizing the definitional morass, the 
American Bar Association has created the following general definition of solitary confinement, 
which it calls “segregated housing”:

The term “segregated housing” means housing of a prisoner in conditions 
characterized by substantial isolation from other prisoners, whether pursuant to 
disciplinary, administrative, or classification action. “Segregated housing” includes 
restriction of a prisoner to the prisoner’s assigned living quarters.8

The term “long-term segregated housing” means segregated housing that is 
expected to extend or does extend for a period of time exceeding 30 days.9
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The stated purpose of solitary confinement is to confine prisoners who have violated prison 
rules or prisoners who are considered too dangerous to house with others.  It is also sometimes 
used to confine prisoners who are perceived as vulnerable, such as youths, the elderly, the 
medically frail, or individuals identified as LGBT. 

How does solitary confinement affect people?
Solitary confinement is well recognized as painful and difficult to endure.  “It's an awful thing, 
solitary,” U.S. Senator John McCain wrote of his time in isolation as a prisoner of war in 
Vietnam.  “It crushes your spirit and weakens your resistance more effectively than any other 
form of mistreatment.”10  Senator McCain’s experience is reflected in the general consensus 
among researchers that solitary confinement is psychologically harmful.11  A California prison 
psychiatrist summed it up:  “It’s a standard psychiatric concept, if you put people in isolation, 
they will go insane. . . . Most people in isolation will fall apart.”12  Indeed, research 
demonstrates that the clinical impacts of isolation can actually be similar to that of physical 
torture.13  For this reason, the European Committee for the Prevention of Torture found that 
solitary confinement conditions can amount to “inhuman treatment.”14  

People subject to solitary confinement exhibit a variety of negative physiological and 
psychological reactions, including: 

 hypersensitivity to external stimuli;15

 perceptual distortions and hallucinations;16

 increased anxiety and nervousness;17

 revenge fantasies, rage, and irrational anger;18

 fears of persecution;19

 lack of impulse control;20

 severe and chronic depression;21

 appetite loss and weight loss;22

 heart palpitations;23

 withdrawal;24

 blunting of affect and apathy;25

 talking to oneself;26

 headaches;27

 problems sleeping;28

 confusing thought processes;29

 nightmares;30

 dizziness;31

 self mutilation;32 and 
 lower levels of brain function, including a decline in EEG activity after only seven days in 

solitary confinement.33   
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In addition to increased psychiatric symptoms 
generally, suicide rates and incidents of self-harm 
are much higher for prisoners in solitary 
confinement.  In California, for example, although 
less than 10% of the state’s prison population was 
held in isolation units in 2004, those units 
accounted for 73% of all suicides.34  One study 
examined the impact of solitary confinement on the 
amount of time that passes between incidents in 
which prisoners harm themselves.35  Comparing 
prisoners in solitary confinement to those in the 
general population, the study found that the 
average amount of time the prisoners went without 
self-inflicting bodily injury was reduced by 17 
months when they were in solitary confinement.36  
This means that an average prisoner in solitary 
confinement will harm himself seventeen months 
earlier than a prisoner in the general population.  

People in solitary confinement are also more likely 
to be subject to the use of excessive force and 
abuses of power.37  Correctional officers often 
misuse physical restraints, chemical agents, and 
stun guns, particularly when extracting people from 
their cells.38  The fact that the solitary confinement 
cells are isolated from the general population 
prisoners makes it more difficult to detect abuse.39  
Additionally, the idea that “the worst of the worst” 
are placed in solitary confinement makes it more 
likely that administrators will be apathetic or turn a 
blind eye to abuses.40

What is the impact of solitary confinement 
on the mentally ill?
Solitary confinement is psychologically difficult for 
even relatively healthy individuals, but it is 
devastating for those with mental illness.  When 
people with severe mental illness are subjected to 
solitary confinement they deteriorate dramatically.  
Many engage in bizarre and extreme acts of self-
injury and suicide.  It is not unusual for prisoners in 
solitary confinement to compulsively cut their flesh, repeatedly smash their heads against walls, 
swallow razors and other harmful objects, or attempt to hang themselves.  In Indiana’s 

Testimony of Stuart Grassian, M.D., 
Madrid v. Gomez, 889 F. Supp. 1146, 
1225 (N.D. Cal. 1995)

The following is based on the expert 
testimony of Dr. Grassian in a suit that 
alleged Constitutional violations at 
California’s Pelican Bay State Prison, 
which housed prisoners in conditions of 
solitary confinement.

Inmate E was previously incarcerated 
[...] [and] underwent extensive 
psychiatric evaluation [...] [C]linicians 
found no evidence that he had a 
psychotic disorder.  However, Inmate E 
became overtly psychotic and suicidal 
after being placed in the [solitary 
confinement unit] in 1991. He was 
evaluated in April 1992 after he wrote a 
suicide note in his own blood. Inmate E 
reported that he was "hearing voices" 
and the examining doctor described 
him as "obviously very psychotic." [...]  
Inmate E continued to have psychotic 
or suicidal episodes; Pelican Bay staff 
seemingly vacillated between treating 
his psychotic episodes as such and 
dismissing them as manipulation. [...]In 
late May the inmate again stated that 
he wanted to kill himself, and then 
later retracted[.] [...]  

In July of 1992, Inmate E was found to 
have multiple superficial lacerations on 
his forearm and was "talking 
nonsensically." [...]  A clinician at the 
prison noted that the inmate was 
having panic attacks and that voices 
were telling him to hurt himself.
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supermax, the Wabash Valley Correctional Facility 
Secured Housing Unit (SHU), a mentally ill prisoner killed 
himself by self-immolation; another man choked himself 
to death with a washcloth.41  Such incidents are all too 
common in similar facilities across the country.

One of the leading experts on the mental health effects 
of isolated confinement explained the reasons for the 
shattering impact of solitary confinement on the 
mentally ill:

There are a lot of reasons why [mentally ill] 
people break down in isolated confinement.  First 
of all, it’s almost total isolation and total 
inactivity.  So what happens is that all of us know 
who we are and maintain our sanity basically by 
acting,  by doing things, by being productive, by 
mastering things and by relating to other people.  
Someone with a mental illness, especially a 
psychosis, has lots of fantasies.  When those 
fantasies get out of proportion, we call them 
delusions.  The way we check those delusions is 
to have them in constant social interaction with 
other so they can say what they’re thinking and 
find out whether they’re being crazy or whether 
that’s a realistic perception.  When you deprive a 
person of that kind of feedback on a constant 
basis and they have a tendency towards 
psychosis, they will tend to break down.42

The damaging effects of solitary confinement on the 
mentally ill are exacerbated because these prisoners 
typically do not receive meaningful treatment for their 
illnesses.  While mental health treatment in many 
prisons is inadequate, the problems in supermax prisons 
and segregation units are even greater because the 
extreme security measures in these facilities render 
appropriate mental health treatment, beyond mere 
medications, nearly impossible.  For example, because prisoners in solitary confinement are 
usually not allowed to sit alone in a room with a mental health clinician, any “therapy” will 
generally take place at cell-front, often through an opening in a solid, steel door, and 
necessarily at a high volume where other prisoners and staff can overhear the conversation.  
Most prisoners are reluctant to say anything in such a setting, not wanting to appear weak or 
vulnerable, so this type of treatment is largely ineffective.

Testimony of Dr. Grassian 
continued from page 4.

By August he had deteriorated 
further and the clinician
characterized him as having a 
"schizophrenic" episode with 
"disjointed" thinking after he 
described hearing voices and 
receiving messages from a 
computer at the base of his neck.  
[...]  

When Dr. Grassian subsequently 
interviewed Inmate E, the 
prisoner was still grossly 
psychotic and incoherent.  He 
told Dr. Grassian:

I see or hear things. I have been 
hypnotized since April 13th by 
Cybernetics. I can't even explain it 
without being hooked up with 
polygraph tests. It's like frequency 
tests. A bunch of people come up 
to me and talk about why I have 
to kill myself. Things I've thought 
of, things I've seen, animals and 
stuff like that. It's frightening. 
They tried to kill me. They used 
sounds, send emotions through 
my body and my body shakes . . . 
I'm tired of people talking in my 
head. I was mentally clear before 
. . . sometimes I get so confused, I 
don't even know what's going on.
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These shattering impacts of solitary confinement are so well-documented that every federal 
court to consider the question of whether placing the severely mentally ill in such conditions is 
cruel and unusual punishment has found a Constitutional violation.43

Who are the people placed in solitary confinement?
There is a popular misconception that all people in solitary confinement are violent, dangerous, 
and disruptive prisoners, commonly referred to as the “worst of the worst.”44  But any prison 
system only has a handful of prisoners that actually meet this description.  If the use of solitary 
confinement was solely restricted to the dangerous and predatory, most supermax prisons and 
isolation units would stand virtually empty.  The reality is that solitary confinement is misused 
and overused.  One reason for this is that elected officials pushed to build facilities for solitary 
confinement based on a desire to appear “tough on crime”, rather than actual need as 
expressed by corrections professionals.45  As a result, many states built large supermax facilities 
they didn’t need, and now fill the cells with relatively low-risk prisoners.46  

So, who are the thousands of people who end up in solitary confinement cells?  The vast 
majority are not incorrigibly violent criminals; instead, many are severely mentally ill or 
cognitively disabled prisoners, who find it difficult to function in prison settings or to follow and 
understand prison rules.47  For example, in Indiana’s supermax, prison officials admitted that 
“well over half” of the prisoners are mentally ill.48  On average, researchers estimate that at 
least 30% of the prisoners held in solitary confinement are mentally ill.49    

Others in solitary are the so-called “nuisance prisoners” – those who have broken minor rules,50

those who file grievances or lawsuits against the prison or otherwise attempt to stand up for 
their rights, or those who simply annoy staff.  These prisoners may present management 
challenges, but they do not require the extreme security and isolation of supermax institutions 
or segregation units.  

Does solitary confinement make prisons safer?
No.  Despite its political popularity, there is little evidence or research about the goals, impacts 
or relative cost-effectiveness of using solitary confinement as a corrections tool.   In fact, there 
is no evidence that using solitary confinement or supermax institutions has significantly 
reduced the levels of violence in prison or that such confinement acts as a deterrent.51  A 2006 
study found that opening a supermax prison had no effect on prisoner-on-prisoner violence in 
Arizona, Illinois and Minnesota.52  The same study found that creating a supermax had only 
limited impact on prisoner-on-staff violence in Illinois, none in Minnesota and actually 
increased violence in Arizona.53   A similar study in California found that supermax prisons have 
not only failed to isolate or reduce violence in the overall statewide system, but in fact all 
measures of violence in the system suggest it has increased.54  

The justifications usually cited for building supermax prisons and solitary confinement units is 
that putting “the worst of the worst” in solitary confinement creates a safer general population 
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environment where prisoners will have greater freedom and access to educational and 
vocational programs.55  Others defend solitary confinement as a general deterrent that reduces 
disruptive behavior throughout the prison.56  However there is only anecdotal support for these 
beliefs.57  Indeed, contrary to the assumption that a few “worst of the worst” prisoners cause 
violence in prisons, researchers have shown that the levels of violence in American prisons may 
have more to do with the way prisoners are treated and how prisons have been managed and 
staffed than the presence of a few “super violent” prisoners.58     

Although there is little empirical research to support the efficacy of solitary confinement as a 
prison management tool, there is ample evidence that it is the most costly form of 
incarceration.  There are several reasons for this.  Supermax prisons are considerably more 
costly to build and operate, sometimes costing two or three times as much as conventional 
facilities.59  Staffing costs are also much higher.  Prisoners are usually required to be escorted by 
two or more officers any time they leave their cells, and work that in other prisons would be 
performed by prisoners (such as cooking and cleaning) must be done by paid staff.  For all these 
reasons solitary confinement or supermax housing represents an enormous investment of 
precious criminal justice resources.  Comparing the costs of general population prisoners to 
those held in solitary illustrates the cost differentials.  For example, a 2007 estimate from 
Arizona put the annual cost of placing someone in solitary confinement at approximately 
$50,000 a year compared to only about $20,000 a year for the average prisoner.60  In Maryland, 
the cost of housing a prisoner in the state’s segregation units is on average three times greater 
than a general population facility; in Ohio it is twice as much and in Texas the costs are 45% 
greater.61

Does solitary confinement make the public safer?
No.  Not only is there little evidence that the enormous outlay of resources for supermax 
prisons and solitary confinement makes prisons safer, there is growing concern that such 
facilities are actually detrimental to public safety.  

The pervasive use of solitary confinement means that thousands of prisoners are now returning 
to the community after spending months or years in isolation.  This means that society must 
face the huge problem of resocializing individuals who are poorly prepared to return safely to 
the community.  Many of these are severely mentally ill people who have been subject to 
conditions that exacerbate their illness and who have received little to no treatment.  

In many systems, prisoners in solitary confinement are released directly to the community.  In 
California, for example, data shows that nearly 40% of the prisoners in segregation units are 
released directly to the community without first transitioning to lower security units.62  
Similarly, Colorado also releases about 40% of its supermax population directly to the 
community.63  Mental health experts noted the problems with direct release from isolation to 
the community and called for prerelease programs to help supermax and solitary confinement 
prisoners transition to the community more safely.64  Although there is not yet comprehensive 
research comparing recidivism rates for prisoners released directly from solitary with those 
released from general population, preliminary research in California suggests that the rates of 
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return to prison are at least 20% higher for solitary confinement prisoners.65  Similarly, in 
Colorado, two-thirds of prisoners in solitary confinement who were released directly to the 
community returned to prison within 3 years, but prisoners who transitioned from solitary 
confinement into the general prison population before community re-entry experienced a 6% 
reduction in their comparative recidivism rate for the same period.66

  
Are there better alternatives?
Yes. In recognition of the inherent problems of solitary confinement, the American Bar 
Association recently approved standards to reform its use.  The ABA’s Standards for Criminal 
Justice, Treatment of Prisoners address all aspects of solitary confinement (the Standards use 
the term “segregated housing”).67  The solutions presented in the Standards represent a 
consensus view of representatives of all segments of the criminal justice system who 
collaborated exhaustively in formulating the final ABA Standards.  The following illustrate some 
of those solutions:  

a. Provide adequate and meaningful process prior to placing or retaining a prisoner 
in segregation to be sure that segregation is warranted. (ABA Treatment of 
Prisoners Standard 23-2.9 [hereinafter cited by number only])

b. Limit the duration of disciplinary segregation — in general, stays should be brief 
and should rarely exceed one year. Longer-term segregation should be imposed 
only if the prisoner poses a continuing and serious threat. Segregation for 
protective reasons should take place in the least restrictive setting possible. (23-
2.6, 23-5.5)

c. Decrease extreme isolation by allowing for in-cell programming, supervised out-
of-cell exercise time, face-to-face interaction with staff, access to television or 
radio, phone calls, correspondence, and reading material. (23-3.7, 23-3.8)

d. Decrease sensory deprivation by limiting the use of auditory isolation, 
deprivation of light and reasonable darkness, punitive diets, etc. (23-3.7, 23-3.8)

e. Allow prisoners to gradually gain more privileges and be subjected to fewer 
restrictions, even if they continue to require physical separation. (23-2.9)

f. Refrain from placing prisoners with serious mental illness in what is an anti-
therapeutic environment.  Instead, maintain appropriate, secure mental-health 
housing for such prisoners. (23-2.8, 23-6.11)

g. Carefully monitor prisoners in segregation for mental-health deterioration and 
deal with deterioration appropriately if it occurs. (23-6.11)

  
Some states have already undertaken substantial reforms of their solitary confinement 
practices.  Over the last few years, Mississippi has revolutionized its supermax prison system.  
In the process, the state reduced the supermax population of one institution from 1000 to 150 
men and eventually closed the entire unit.68  Prison officials estimate that diverting prisoners 
from solitary confinement under Mississippi’s new model saves about $8 million dollars a 
year.69  At the same time, changes in the management of the solitary confinement population 
reduced violence levels by 70%.70
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There are several key components to the Mississippi model.  First, the state overhauled its 
classification system that determined the security needs for individual prisoners.  When 
reviewing policies and practices they found that too many prisoners in the supermax prison had 
not engaged in serious misconduct; scoring errors had led to over-classification; prisoners who 
simply required protection were sent to the supermax; a large number of prisoners were being 
retained in the unit even though they had had no serious misconduct reports for years; the 
required reassessments of prisoners’ assignment to the unit were not being done; and the 
caseload for case managers was so large that they could not have adequate contact with 
prisoners to complete accurate assessments.  As a result of these findings, the state developed 
new criteria for its classification system that reduced its supermax population by 80%.71  

The other key component of the Mississippi model involved the diversion of the seriously 
mentally ill out of solitary and into a newly developed intermediate-level mental health step-
down unit that focuses on treatment rather than punishment.  This unit provides a level of 
mental health treatment comparable to a halfway house or day treatment program in the 
community.  It is used for mentally ill prisoners who cannot return to open populations because 
of their behavior.  Prisoners in this program are not subject to severe isolation and are able to 
progress rapidly to less restrictive confinement for good behavior.  They also engage in group 
treatment and congregate activities free of handcuffs and ankle restraints.  Importantly, 
medical and custody staff collaborates as part of the treatment team, and custody staff on this 
unit undergoes extensive mental health training.72  

State legislatures have also addressed the problems created by the over-use of solitary 
confinement and its impact on the mentally ill.  For example, New York recently passed a law 
that excludes the seriously mentally ill from solitary confinement; requires periodic assessment 
and monitoring of the mental status of all prisoners subject to solitary confinement for 
disciplinary reasons; creates a non-disciplinary unit for prisoners with psychiatric disabilities 
where a therapeutic milieu is maintained and prisoners are subject to the least restrictive 
environment consistent with their needs and mental status; and requires that all staff be 
trained to deal with prisoners with mental health issues.73   

Conclusion
The United States uses solitary confinement to an extent unequalled in any other democratic 
country.  But this has not always been so.  The current overuse of solitary confinement is a 
relatively recent development that all too frequently reflects political concerns rather than 
legitimate public safety needs.  Based on over twenty years of empirical research, we know that 
the human cost of increased physiological and psychological suffering caused by solitary 
confinement, coupled with the enormous monetary cost of its use, far outweighs any purported 
benefits.  Now, in order to build a fair, effective and humane criminal justice system, we must 
work to limit its use overall and ensure that mentally ill persons are not subject to its
deprivations.
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