Washington University Journal of Law & Policy

Volume 22 Access to Justice: The Social Responsibility of Lawyers | Prison Reform:
Commission on Safety and Abuse in America's Prisons

January 2006

Psychiatric Effects of Solitary Confinement

Stuart Grassian
New York University

Follow this and additional works at: https://openscholarship.wustl.edu/law_journal_law_policy

b Part of the Law Enforcement and Corrections Commons

Recommended Citation

Stuart Grassian, Psychiatric Effects of Solitary Confinement, 22 WasH. U. J. L. & PoL'y 325 (2006),
https://openscholarship.wustl.edu/law_journal_law_policy/vol22/iss1/24

This Prison Reform - Essay is brought to you for free and open access by Washington University Open Scholarship.
It has been accepted for inclusion in Washington University Journal of Law & Policy by an authorized administrator
of Washington University Open Scholarship. For more information, please contact digital@wumail.wustl.edu.


https://openscholarship.wustl.edu/law_journal_law_policy?utm_source=openscholarship.wustl.edu%2Flaw_journal_law_policy%2Fvol22%2Fiss1%2F24&utm_medium=PDF&utm_campaign=PDFCoverPages
https://openscholarship.wustl.edu/law_journal_law_policy/vol22?utm_source=openscholarship.wustl.edu%2Flaw_journal_law_policy%2Fvol22%2Fiss1%2F24&utm_medium=PDF&utm_campaign=PDFCoverPages
https://openscholarship.wustl.edu/law_journal_law_policy/vol22?utm_source=openscholarship.wustl.edu%2Flaw_journal_law_policy%2Fvol22%2Fiss1%2F24&utm_medium=PDF&utm_campaign=PDFCoverPages
https://openscholarship.wustl.edu/law_journal_law_policy?utm_source=openscholarship.wustl.edu%2Flaw_journal_law_policy%2Fvol22%2Fiss1%2F24&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/854?utm_source=openscholarship.wustl.edu%2Flaw_journal_law_policy%2Fvol22%2Fiss1%2F24&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:digital@wumail.wustl.edu

Psychiatric Effects of Solitary Confinement’

Stuart Grassian”

TABLE OF CONTENTS
PREFACE oottt 327
LLOVERVIEW oottt 327
[1. SOLITARY CONFINEMENT CAN CAUSE SEVERE PSYCHIATRIC
HARM e 333
A. Solitary Confinement Can Cause a Specific Psychiatric
SYNAIOME ..ottt 333
1. The Specific Psychiatric Syndrome Associated with
Solitary Confinement...........cccccocvvevvevieenie e 335
2. This Syndrome has the Characteristics of an Acute
Organic Brain Syndrome—A Delirium .............c....... 337
B. The Historical Experience with Solitary Confinement:
The Nineteenth Century EXperience........ccccoevevevvevnennnn. 338
1. The Origin of the American Penitentiary: The
Nineteenth Century German Experience ................... 338
2. Psychological Effects of Severe Isolation.................. 341
C. The Twentieth Century Experience: Prisoners of War,
“Brain Washing,” and Experimental Research.............. 343
1. Prisoners of War and “Brain Washing” ..................... 343
2. Experimental Research on Sensory Deprivation........ 345
D. Factors Effecting Response to Sensory Restriction and
Solitary Confinement..........c.ccovoveiiienie i 346
1. Differing Conditions of Isolation..............cccccevvrnnnins 346
2. The Perceived Intent of the Isolation Experience ...... 347
3. Individual Differences in ResSponse ...........c.cceceeveunne. 347

t This article was prepared from a statement given to the Commission on Safety and
Abuse in America’s Prisons. As the article is an overview of the psychiatric effects of
confinement throughout history it is not fully footnoted

* M.D. Phone: (617) 244-3315; Fax: (617) 244-2792; 401 Beacon Street, Chestnut Hill,
Mass. 02467-3976; e-mail: stgrassian@aol.com.

325
Washington University Open Scholarship



326 Journal of Law & Policy [Vol. 22:325

a. Findings at Pelican Bay State Prison............... 349

b. Attention Deficit and Antisocial Personality
DISOIAEIS......cvviiieiieicicerc s 350

c. Langleyv. Coughlin.........cccooovininininiiinn, 351

d. Effects on Psychologically More Resilient
Inmates: Baraldini v. Meese and Hameed v.

Coughlin ..o 352

E. Long Term Effects of Solitary and Small Group
CoNfINEMENT ...t 353
IT]. CONCLUSIONS ..ottt 354

APPENDIX A: REPORTS OF PSYCHIATRIC DISTURBANCES IN
OTHER CONDITIONS OF RESTRICTED ENVIRONMENTAL

STIMULATION . ...ttt iesssesstsssssesssesesesesssssssssssssssssnens 356
LAVIATION ot 356
I1. SMALL GROUP CONFINEMENT ....cutuitirrinineninenesesesessesesssssssesesssnssenens 357
I11. POLAR HABITATION ..ottt 358
V. EXPLORERS: SOLO VOYAGES.......ccetuiurinininerirerereiesesssssssssssssseseens 361
V. MEDICAL CONDITIONS. ....ccveteuiiriririssesesesssesessssssssssssssssssssssesesssessssens 362

A. Eye Patched PatientS.........ccooovviiiii i 362

B. PolioMYelitiS ......cocveieciee e 363

C. Cardiac Patients.........cccoovieriieieneee e 363

D. Hearing-Impaired Individuals............cc.ccooeiiviirniiiiennnnne 364

E. Other Medical Patients............c.ccooeviiiinnenine e 365
V1. OCCUPATIONAL SITUATIONS .....cvriririiriniriniseseneseesesesssssssssssseseens 365
VI ANIMAL STUDIES. .....cuitiiiueieiiirisissssesesssesesesssesssssssssssssssssesesssesssens 365
APPENDIX B: THE NINETEENTH CENTURY GERMAN EXPERIENCE

WITH SOLITARY CONFINEMENT ....oviiriiriinirereisisisssisesesesesesenenenns 367

APPENDIX C: EXPERIMENTAL RESEARCH ON THE PSYCHIATRIC
EFFECT OF PROFOUND SENSORY DEPRIVATION: FACTORS

INFLUENCING VULNERABILITY TO PSYCHIATRIC HARM............. 373
|. THE INFLUENCE OF EXPECTATION....c.curiuturirineinireeseiseseseineneessssesenes 373
[1. INDIVIDUAL DIFFERENCES IN RESPONSE ......cccviiurineineinereeeeenenenes 374
A. Effects of Sensory Deprivation on Antisocial Personality
DISOFUEN ... 376
1. Aversive Conditioning .......c.ccocereveieiinienine e 376
a. Ethical Considerations...........cccoevevervrveinnnns 378
b.  SHU Incarceration is not Aversive
CoNAItioNING ...c.vevveieieeee e 378

https.//openscholarship.wustl.edu/law_journal_law_policy/vol22/iss1/24



2006] Psychiatric Effects of Solitary Confinement 327

APPENDIX D: REPORTS OF THE LONG-TERM EFFECTS OF
SOLITARY CONFINEMENT IN FORMER POLITICAL PRISONERS
AND IN PRISONERS OF WAR: SOLITARY CONFINEMENT AS A
MEANS OF “BRAIN WASHING” AND “INDOCTRINATING” ........... 380

PREFACE

Dr. Grassian is a Board Certified Psychiatrist who was on the
faculty of the Harvard Medical School for over twenty-five years. He
has had extensive experience in evaluating the psychiatric effects of
solitary confinement, and in the course of his professional
involvement, has been involved as an expert regarding the psychiatric
impact of federal and state segregation and disciplinary units in many
settings. His observations and conclusions regarding this issue have
been cited in a number of federal court decisions. The following
statement is largely a redacted, non-institution and non-inmate
specific, version of a declaration which was submitted in September
1993 in Madrid v. Gomez.! To enhance the readability of this
statement, much of the supporting medical literature is described in
the appendices to the statement.

I. OVERVIEW

Solitary confinement—that is the confinement of a prisoner alone
in a cell for all, or nearly all, of the day with minimal environmental
stimulation and minimal opportunity for social interaction—can
cause severe psychiatric harm. It has indeed long been known that
severe restriction of environmental and social stimulation has a
profoundly deleterious effect on mental functioning; this issue has
been a major concern for many groups of patients including, for
example, patients in intensive care units, spinal patients immobilized
by the need for prolonged traction, and patients with impairment of

1. 889 F. Supp. 1146 (N.D. Cal. 1995), rev’d and remanded, 150 F.3d 1030 (9th Cir.
1998).
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their sensory apparatus (such as eye-patched or hearing-impaired
patients). This issue has also been a very significant concern in
military situations, polar and submarine expeditions, and in
preparations for space travel.

The United States was actually the world leader in introducing
prolonged incarceration, and solitary confinement, as a means of
dealing with criminal behavior. The “penitentiary system” began in
the United States, first in Philadelphia, in the early nineteenth
century, a product of a spirit of great social optimism about the
possibility of rehabilitation of individuals with socially deviant
behavior.? The Americans were quite proud of their “penitentiary
system” and they invited and encouraged important visitors from
abroad to observe them.® This system, originally labeled as the
“Philadelphia System,” involved almost an exclusive reliance upon
solitary confinement as a means of incarceration and also became the
predominant mode of incarceration, both for post conviction and also
for pretrial detainees, in the several European prison systems which
emulated the American model.*

The results were, in fact, catastrophic. The incidence of mental
disturbances among prisoners so detained, and the severity of such
disturbances, was so great that the system fell into disfavor and was
ultimately abandoned. During this process a major body of clinical
literature developed which documented the psychiatric disturbances
created by such stringent conditions of confinement.®

The paradigmatic psychiatric disturbance was an agitated
confusional state which, in more severe cases, had the characteristics
of a florid delirium, characterized by severe confusional, paranoid,
and hallucinatory features, and also by intense agitation and random,
impulsive, often self-directed violence. Such disturbances were often

2. An excellent history of the Philadelphia System is found in NORMAN JOHNSTON ET
AL., EASTERN STATE PENITENTIARY: CRUCIBLE OF GOOD INTENTIONS (1994).

3. See DAVID ROTHMAN, THE DISCOVERY OF THE ASYLUM 81 (1971); see also
GUSTAVE DE BEAUMONT & ALEXIS DE TOCQUEVILLE, ON THE PENITENTIARY SYSTEM IN THE
UNITED STATES AND ITS APPLICATION IN FRANCE, http://www.law.du.edu/sterling/Content/
ALH/Tocqueville_Pen.pdf; CHARLES DICKENS, AMERICAN NOTES AND PICTURES FROM ITALY
(Leonee Ormond ed., Everymans Library 1997) (1842).

4. ROTHMAN, supra note 3, at 96-101.

5. See Appendix D (describing this literature).
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observed in individuals who had no prior history of any mental
illness. In addition, solitary confinement often resulted in severe
exacerbation of a previously existing mental condition. Even among
inmates who did not develop overt psychiatric illness as a result of
solitary confinement, such confinement almost inevitably imposed
significant psychological pain during the period of isolated
confinement and often significantly impaired the inmate’s capacity to
adapt successfully to the broader prison environment.

It is both tragic and highly disturbing that the lessons of the
nineteenth century experience with solitary confinement are today
being so completely ignored by those responsible for addressing the
housing and the mental health needs in the prison setting. For, indeed,
the psychiatric harm caused by solitary confinement had become
exceedingly apparent well over one hundred years ago. Indeed, by
1890, with In re Medley,® the United States Supreme Court explicitly
recognized the massive psychiatric harm caused by solitary
confinement:

This matter of solitary confinement is not ... a mere
unimportant regulation as to the safe-keeping of the prisoner

... [E]xperience [with the penitentiary system of solitary
confinement] demonstrated that there were serious objections
to it. A considerable number of the prisoners 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.’

The consequences of the Supreme Court’s holding were quite
dramatic for Mr. Medley. Mr. Medley had been convicted of having
murdered his wife. Under the Colorado statute in force at the time of
the murder he would have been executed after about one additional

6. 134 U.S. 160 (1890).
7. 1d. at 167-68.
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month of incarceration in the county jail. But in the interim between
Mr. Medley’s crime and his trial the Colorado legislature had passed
a new statute which called for the convicted murderer to be, instead,
incarcerated in solitary confinement in the state prison during the
month prior to his execution.® Unhappily, when the legislature passed
the new law it simultaneously rescinded the older law without
allowing for a bridging clause which would have allowed for Mr.
Medley’s sentencing under the older statute.’

Mr. Medley appealed his sentencing under the new statute,
arguing that punishment under this new law was so substantially
more burdensome than punishment under the old law as to render its
application to him ex post facto.’® The Supreme Court agreed with
him, even though it simultaneously recognized that if Mr. Medley
was not sentenced under the new law, he could not be sentenced at
all.'* Despite this, the Court held that this additional punishment of
one month of solitary confinement was simply too egregious to
ignore; the Court declared Mr. Medley a free man, and ordered his
release from prison.*

Dramatic concerns about the profound psychiatric effects of
solitary confinement have continued into the twentieth century, both
in the medical literature and in the news. The alarm raised about the
“brain washing” of political prisoners of the Soviet Union and of
Communist China—and especially of American prisoners of war
during the Korean War—gave rise to a major body of medical and
scientific literature concerning the effects of sensory deprivation and
social isolation, including a substantial body of experimental
research.™

This literature, as well as my own observations, has demonstrated
that, deprived of a sufficient level of environmental and social
stimulation, individuals will soon become incapable of maintaining
an adequate state of alertness and attention to the environment.

8. Id. at 162-63.

9. Id. at 166.

10. Id. at 162.

11. Id. at 166.

12. Id.at174.

13. THE MANIPULATION OF HUMAN BEHAVIOR 2-3, 35 (Albert D. Biderman & Herbert
Zimmer eds., 1961).
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Indeed, even a few days of solitary confinement will predictably shift
the electroencephalogram (EEG) pattern toward an abnormal pattern
characteristic of stupor and delirium.

This fact is not surprising. Most individuals have at one time or
another experienced, at least briefly, the effects of intense monotony
and inadequate environmental stimulation. After even a relatively
brief period of time in such a situation an individual is likely to
descend into a mental torpor or “fog,” in which alertness, attention,
and concentration all become impaired. In such a state, after a time,
the individual becomes increasingly incapable of processing external
stimuli, and often becomes “hyperresponsive” to such stimulation.
For example, a sudden noise or the flashing of a light jars the
individual from his stupor and becomes intensely unpleasant. Over
time the very absence of stimulation causes whatever stimulation is
available to become noxious and irritating. Individuals in such a
stupor tend to avoid any stimulation, and withdraw progressively into
themselves and their own mental fog.

An adequate state of responsiveness to the environment requires
both the ability to achieve and maintain an attentional set and the
ability to shift attention. The impairment of alertness and
concentration in solitary confinement leads to two related
abnormalities: the inability to focus, and the inability to shift
attention. The inability to focus (to achieve and maintain attention) is
experienced as a kind of dissociative stupor—a mental “fog” in
which the individual cannot focus attention, and cannot, for example,
grasp or recall when he attempts to read or to think.

The inability to shift attention results in a kind of “tunnel vision”
in which the individual’s attention becomes stuck, almost always on
something intensely unpleasant, and in which he cannot stop thinking
about that matter; instead, he becomes obsessively fixated upon it.
These obsessional preoccupations are especially troubling.
Individuals in solitary confinement easily become preoccupied with
some thought, some perceived slight or irritation, some sound or
smell coming from a neighboring cell, or, perhaps most commonly,
by some bodily sensation. Tortured by it, such individuals are unable
to stop dwelling on it. In solitary confinement ordinary stimuli
become intensely unpleasant and small irritations become
maddening. Individuals in such confinement brood upon normally

Washington University Open Scholarship
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unimportant stimuli and minor irritations become the focus of
increasing agitation and paranoia. | have examined countless
individuals in solitary confinement who have become obsessively
preoccupied with some minor, almost imperceptible bodily sensation,
a sensation which grows over time into a worry, and finally into an
all-consuming, life-threatening illness.

Individuals experiencing such environmental restriction find it
difficult to maintain a normal pattern of daytime alertness and
nighttime sleep. They often find themselves incapable of resisting
their bed during the day—incapable of resisting the paralyzing effect
of their stupor—and yet incapable of any restful sleep at night. The
lack of meaningful activity is further compounded by the effect of
continual exposure to artificial light and diminished opportunity to
experience natural daylight. And the individual’s difficulty in
maintaining a normal day-night sleep cycle is often far worsened by
constant intrusions on nighttime dark and quiet, such as steel doors
slamming shut, flashlights shining in their face, and so forth.

There are substantial differences in the effects of solitary
confinement upon different individuals. Those most severely affected
are often individuals with evidence of subtle neurological or attention
deficit disorder, or with some other vulnerability. These individuals
suffer from states of florid psychotic delirium, marked by severe
hallucinatory confusion, disorientation, and even incoherence, and by
intense agitation and paranoia. These psychotic disturbances often
have a dissociative character, and individuals so affected often do not
recall events which occurred during the course of the confusional
psychosis. Generally, individuals with more stable personalities and
greater ability to modulate their emotional expression and behavior
and individuals with stronger cognitive functioning are less severely
affected. However, all of these individuals will still experience a
degree of stupor, difficulties with thinking and concentration,
obsessional thinking, agitation, irritability, and difficulty tolerating
external stimuli (especially noxious stimuli).

Moreover, although many of the acute symptoms suffered by
these inmates are likely to subside upon termination of solitary
confinement, many—including some who did not become overtly
psychiatrically ill during their confinement in solitary—will likely
suffer permanent harm as a result of such confinement. This harm is

https.//openscholarship.wustl.edu/law_journal_law_policy/vol22/iss1/24
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most commonly manifested by a continued intolerance of social
interaction, a handicap which often prevents the inmate from
successfully readjusting to the broader social environment of general
population in prison and, perhaps more significantly, often severely
impairs the inmate’s capacity to reintegrate into the broader
community upon release from imprisonment.

Many inmates housed in such stringent conditions are extremely
fearful of acknowledging the psychological harm or stress they are
experiencing as a result of such confinement. This reluctance of
inmates in solitary confinement is a response to the perception that
such confinement is an overt attempt by authorities to “break them
down” psychologically, and in my experience, tends to be more
severe when the inmate experiences the stringencies of his
confinement as being the product of an arbitrary exercise of power,
rather than the fair result of an inherently reasonable process.
Furthermore, in solitary confinement settings, mental health
screening interviews are often conducted at the cell front, rather than
in a private setting, and inmates are generally quite reluctant to
disclose psychological distress in the context of such an interview
since such conversation would inevitably be heard by other inmates
in adjacent cells, exposing them to possible stigma and humiliation in
front of their fellow inmates.

1. SOLITARY CONFINEMENT CAN CAUSE SEVERE PSYCHIATRIC
HARM

A. Solitary Confinement Can Cause a Specific Psychiatric Syndrome

During the course of my involvement as an expert | have had the
opportunity to evaluate the psychiatric effects of solitary confinement
in well over two hundred prisoners in various state and federal
penitentiaries. | have observed that, for many of the inmates so
housed, incarceration in solitary caused either severe exacerbation or
recurrence of preexisting illness, or the appearance of an acute mental
illness in individuals who had previously been free of any such
illness.

| became aware of the particular toxicity of solitary confinement
when | first had the opportunity to evaluate prisoners in solitary

Washington University Open Scholarship
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confinement as a result of my involvement in a class action lawsuit in
Massachusetts, which challenged conditions in solitary confinement
at the maximum security state penitentiary in Walpole,
Massachusetts.'* The clinical observations | made in the course of my
involvement in that lawsuit, coupled with my research into the
medical literature concerning this issue, have formed the basis of two
articles I have since published on this topic in peer-reviewed
journals.”® My subsequent professional experience has included
observations of similar phenomena in many other solitary
confinement settings.

When I initially agreed to evaluate the Walpole prisoners I had not
yet reviewed the literature on the psychiatric effects of solitary
confinement and | was somewhat skeptical; | expected that inmates
would feign illness and exaggerate whatever psychiatric
symptomatology they suffered. | discovered, however, something
very different. Contrary to my expectations, the prisoners appeared to
be extremely defensive about the psychiatric problems they were
suffering in Special Housing Unit (SHU); they tended to rationalize
away their symptoms, avoid talking about them, or deny or distort
their existence all in an apparent effort to minimize the significance
of their reactions to isolation. Numerous interviews began with
statements such as “solitary doesn’t bother me” or “some of the guys
can’t take it—not me,” or even with the mention of a symptom and a
simultaneous denial of its significance: “As soon as | got in | started
cutting my wrists. | figured it was the only way to get out of here.”

As these interviews progressed the facile accounts gave way to
descriptions of experiences that were very worrisome. For example,
one inmate was unable to describe the events of the several days
surrounding his wrist-slashing, nor could he describe his thoughts or
feelings at the time. Similarly, the prisoner who said he could “take
it” eventually came to describe panic, fears of suffocation, and
paranoid distortions which he suffered while in isolation. Moreover,

14. Libby v. Comm’r of Corr., 432 N.E.2d 486 (Mass. 1982).

15. See Stuart Grassian & Nancy Friedman, Effects of Sensory Deprivation in Psychiatric
Seclusion and Solitary Confinement, 8 INT’L J.L. & PSYCHIATRY 49 (1986); Stuart Grassian,
Psychopathological Effects of Solitary Confinement, 140 AM. J. PSYCHIATRY 1450 (1983).
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the specific psychiatric symptoms reported were strikingly consistent
among the inmates:

1. The Specific Psychiatric Syndrome Associated with Solitary
Confinement

a. Hyperresponsivity to External Stimuli: More than half the
prisoners reported a progressive inability to tolerate ordinary stimuli.
For example, “You get sensitive to noise, the plumbing system.
Someone in the tier above me pushes the button on the faucet . . . It’s
too loud, gets on your nerves. | can’t stand it. | start to holler.”

b. Perceptual Distortions, Illusions, and Hallucinations: Almost a
third of the prisoners described hearing voices, often in whispers and
often saying frightening things to them. There were also reports of
noises taking on increasing meaning and frightening significance. For
example, “I hear noises, can’t identify them—starts to sound like
sticks beating men, but I’m pretty sure no one is being beaten ... I’'m
not sure.” These perceptual changes at times became more complex
and personalized:

They come by with four trays; the first has big pancakes. I
think 1 am going to get them. Then someone comes up and
gives me tiny ones—they get real small, like silver dollars. |
seem to see movements, real fast motions in front of me. Then
seems like they are doing things behind your back, can’t quite
see them. Did someone just hit me? | dwell on it for hours.

c. Panic Attacks: Well over half the inmates interviewed described
severe panic attacks while in SHU.

d. Difficulties with Thinking, Concentration, and Memory: Many
reported symptoms of difficulty in concentration and memory. One
prisoner described his experience, “I can’t concentrate, can’t read . . .
Your mind’s narcotized. Sometimes | can’t grasp words in my mind
that | know. Get stuck, have to think of another word. Memory’s
going. You feel like you are losing something you might not get
back.” In some cases this problem was far more severe, leading to
acute psychotic, confusional states. One prisoner had slashed his
wrists during such a state and his confusion and disorientation had
actually been noted in his medical record.

Washington University Open Scholarship
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e. Intrusive Obsessional Thoughts: Emergence of Primitive
Aggressive Ruminations: Almost half the prisoners reported the
emergence of primitive aggressive fantasies of revenge, torture, and
mutilation of the prison guards. In each case the fantasies were
described as entirely unwelcome, frightening, and uncontrollable. For
example, one prisoner recounted

I try to sleep sixteen hours a day, block out my thoughts;
muscles tense, think of torturing and killing the guards; lasts a
couple of hours. | can’t stop it. Bothers me. Have to keep
control. This makes me think I’'m flipping my mind ... I get
panicky, thoughts come back—pictured throwing a guard in
lime—eats away at his skin, his flesh—torture him—try to
block it out, but | can’t.

f. Overt Paranoia: Almost half the prisoners interviewed reported
paranoid and persecutory fears. Some of these persecutory fears were
short of overt psychotic disorganization. For example, one prisoner
recalled “sometimes | get paranoid—think they meant something
else. Like a remark about Italians. Dwell on it for hours. Get frantic.
Like when they push buttons on the sink. Think they did it just to
annoy me.” In other cases this paranoia deteriorated into overt
psychosis:

Spaced out. Hear singing, people’s voices, ‘Cut your wrists
and go to Bridgewater and the Celtics are playing tonight.” |
doubt myself. Is it real? . . . | suspect they are putting drugs in
my food, they are putting drugs in my cell ... The Reverend,
the priest, even you, you’re all in cahoots in the Scared
Straight Program.

g. Problems with Impulse Control: Slightly less than half of the
prisoners reported episodes of loss of impulse control with random
violence: “I snap off the handle over absolutely nothing. Have torn up
mail and pictures, throw things around. Try to control it. Know it
only hurts myself.” Several of these prisoners reported impulsive
self-mutilation; “I cut my wrists many times in isolation. Now it
seems crazy. But every time | did it, | wasn’t thinking—Iost
control—cut myself without knowing what | was doing.”

https.//openscholarship.wustl.edu/law_journal_law_policy/vol22/iss1/24
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2. This Syndrome has the Characteristics of an Acute Organic
Brain Syndrome—A Delirium

Clearly, these symptoms were very dramatic. Moreover, they
appeared to form a discreet syndrome—that is, a constellation of
symptoms occurring together and with a characteristic course over
time, thus suggestive of a discreet illness. Moreover, this syndrome
was strikingly unique; some of the symptoms described above are
found in virtually no other psychiatric illness. The characteristic acute
dissociative, confusional psychoses are a rare phenomenon in
psychiatry. Similarly, cases of random, impulsive violence in the
context of such confusional state is exceedingly rare. But the most
unique symptoms in this cluster are the striking and dramatically
extensive perceptual disturbances experienced by the isolated person.
Indeed, these disturbances are almost pathognomonic of the
syndrome, meaning they are symptoms virtually found nowhere else.
For example, loss of perceptual constancy (objects becoming larger
and smaller, seeming to “melt” or change form, sounds becoming
louder and softer, etc.) is very rare and, when found, is far more
commonly associated with neurological illness (especially seizure
disorders and brain tumors affecting sensory integration areas of the
brain) than with primary psychiatric illness.*®

In addition, functional psychiatric illness very rarely presents with
such severe and florid perceptual distortions, illusions, and
hallucinations  simultaneously  affecting multiple perceptual
modalities—auditory, visual, olfactory, tactile, and kinesthetic."’

Similarly, hyperresponsivity to external stimuli with a dysesthetic
(subjectively painful) response to such stimuli, is likewise rare. In
fact, it is exceedingly rare; so rare that appearance of this symptom
also might suggest an organic brain dysfunction etiology.®

16. When seen in primary psychiatric illness, it is basically only seen in especially severe,
insidious, early onset schizophrenia—the kind of schizophrenic illness which has always been
thought to clinically “feel” like a fundamentally biological/neurologic disease.

17. In fact, in the more common psychotic illnesses such as schizophrenia and psychotic
depression, auditory hallucinations are by far the most common type; visual hallucinations
come a distant second; and hallucinations in all other modalities are actually very uncommon.
Moreover, combined modality hallucinations (other than the combination of auditory with
visual) are exceedingly rare.

18. This symptom is similar, for example, to the experience many people have during a
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Thus, the fact that all of these quite unusual symptoms ran
together in the same syndrome was itself a clear confirmation of the
distinct nature of this syndrome. While this syndrome is strikingly
atypical for the functional psychiatric illnesses, it is quite
characteristic of an acute organic brain syndrome: delirium, a
syndrome characterized by a decreased level of alertness and EEG
abnormalities; by the same perceptual and cognitive disturbances,
fearfulness, paranoia, and agitation; and random, impulsive, and self-
destructive behavior which | observed in the Walpole population.

Moreover, delirium is a syndrome which is known to result from
the type of conditions, including restricted environmental stimulation,
which are characteristic of solitary confinement. Even the EEG
abnormalities characteristic of delirium have been observed in
individuals exposed to conditions of sensory deprivation. By now the
potentially  catastrophic effects of restricted environmental
stimulation have been the subject of a voluminous medical literature;
annual international symposia are being held on the subject, and the
issue has even found its way into the popular media. The literature is
summarized in the appendices to this statement.

B. The Historical Experience with Solitary Confinement: The
Nineteenth Century Experience

1. The Origin of the American Penitentiary: The Nineteenth
Century German Experience

Preindustrial societies had often not made any fundamental
distinction between deviant behavior seen as the product of “criminal
intent” as opposed to behavior seen as stemming from “mental
illness.”'® For such societies, deviant behavior—whatever its
origins—was a social evil that was deeply feared and cruelly
punished.

febrile illness of finding any touching of their body exceedingly unpleasant, or the inability of a
patient with a headache to tolerate an even ordinary volume of sound, or the inability of some
pregnant women to tolerate even ordinary smells without becoming nauseated.

19. ROTHMAN, supra note 3, at 4-5, 62-65.
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In Colonial America the Salem witch trials were but one example
of a continuing tendency to equate “lunacy” with “demonic
possession” and, ultimately, with “evil.”®® Deviant behavior was
naturally feared and hated; the instinctive response was to punish it
cruelly, lock it away, banish it, or kill its perpetrator. Thus, in
Colonial America generally, the social response to deviant behavior
was relatively simple: the protection of the larger society was
paramount, while the distinction between “illness” and “evil” was far
less critical. Indeed, the social response to deviance largely stemmed
from the severe puritanical belief in innate human evil that deserved
violent retaliation such as whipping, pillories, stockades, brandings,
and, ultimately, the gallows. At times, when there was a more
“humane” response to persons viewed as suffering from lunacy this
response consisted simply of keeping the individual caged under lock
and key, often for the rest of his life.

But in the early nineteenth century, a surge of great social
optimism swept over America, and along with this grew a belief in
the possibility of social reform, perhaps an overly optimistic faith in
the possibility of rehabilitation of persons whose behavior was
deviant.®® Not coincidentally, this spirit gave rise virtually
simultaneously to two great social reform movements in the United
States: the development of large mental hospitals and the
construction of the first large penitentiaries.

Both of these institutions were founded upon a similar premise