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Abstract

The authors analyzed validation data from the Brief Jail Mental Health Screen (BJMHS) to 

determine whether race predicted screening results and if such a prediction was driven by 

particular screen items. A total of 22,000 individuals entering five jails over two 8-month periods 

were screened. The authors constructed binary logistic regression models to assess the impact of 

race on screening positive and endorsing particular items. Blacks and Latinos had lower odds than 

Whites of screening positive. Blacks and Latinos had somewhat lower odds than Whites of 

endorsing two or more symptom items but had appreciably lower odds of endorsing items 

regarding prior mental health service utilization. Racial differences in BJMHS screening results 

likely reflect the reproduction of racial disparities rather than valid differences because results 

were driven by items reflecting known barriers in access to mental health services. Nonetheless, 

the instrument is likely to remain an improvement over typical jail screening procedures.
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The United States surpasses all other countries in the proportion of individuals it 

incarcerates, and it is close behind China in the total number of people detained or 

imprisoned (Walmsley, 2009). More than 2.3 million individuals are incarcerated in state 

and federal prisons and local jails in the United States (Sabol, West, & Cooper, 2009), or 1 

out of every 100 adults (Pew Center on the States, Public Safety Performance Project, 2008). 

These figures, although striking in their own right, belie gross racial and gender disparities 

in incarceration rates. Men make up roughly 90% of incarcerated populations (Sabol & 

Minton, 2008; Sabol, Minton, & Harrison, 2007; Sabol et al., 2009). One in 15 Black men 

older than 18 is incarcerated, compared to 1 in 106 White men in the same age group; for 

Latino men, the figure is 1 in 36 (Pew Center on the States, Public Safety Performance 

Project, 2008).1 In jails (the focus of this report), there were roughly 13 million admissions 

nationally in 2007 (Sabol & Minton, 2008), and Blacks made up roughly 38% of the 

population, a share 3 times higher than community samples (Sabol et al., 2007; U.S. Census 

Bureau, 2008). Within this context, people with serious mental illnesses (SMI) are also 

overrepresented. Recent estimates suggest that 14.5% of men and 31.0% of women entering 

jails have SMI, or roughly 2 million individuals in 2007 (Steadman, Osher, Robbins, Case, 

& Samuels, 2009).

A virtual policy consensus exists around the need for jail diversion programs (Council of 

State Governments, 2002), which, when appropriate, link people with SMI to community-

based treatment in lieu of incarceration. Such programs have proliferated over the past 

decade (Steadman & Naples, 2005), and there has been an attendant focus on accurately 

identifying people with SMI during jail intake procedures and developing effective mental 

health screening instruments toward that end—for example, the Brief Jail Mental Health 

Screen (Steadman, Scott, Osher, Agnes, & Robbins, 2005) and the Correctional Mental 

Health Screens for men and women (Ford, Trestman, Wiesbrock, & Zhang, 2009; National 

Institute of Justice, 2007). The effectiveness of these recently validated instruments has been 

judged not only on statistical performance measures but also in the unique policy, 

procedural, and demographic (viz., gender) context of jail settings. Less attention has been 

paid, however, to race and racial disparities in the instruments used to identify people for 

further mental health assessment in jails—and ultimately treatment and jail diversion 

resources. Our use of the term disparity is informed by the National Institute of Medicine's 

typology and refers to differences that do not result from actual variations in clinical needs 

or preferences; rather, disparities reflect differences created by structural barriers (e.g., 

poverty, low access to health insurance) and individual-level factors (e.g., biases, prejudices, 

stereotyping, and clinical uncertainty) that result in differential treatment of racial minority 

groups (Smedley, Stith, & Nelson, 2002; Swanson et al., 2009).

There are a number of reasons to be concerned about racial disparities with regard to mental 

health screening. According to the Surgeon General's report “Mental Health: Culture, Race 

and Ethnicity” (U.S. Department of Health and Human Services, 2001), “Cultural factors 

affect how individuals define, evaluate, seek help for, and present their health problems to 

1Note: For the sake of consistency and clarity, we use the term Black to refer to non-Latino Blacks or African Americans, White to 
refer to non-Latino White individuals, and Latino to refer to people of Hispanic or Latino origin. We acknowledge that these terms do 
not fully avoid conflating race, ethnicity, and nationality.
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family members, friends, and service providers” (p. 18). As such, measurement error can 

occur in a number of ways. Ramirez, Ford, Stewart, and Teresi (2005) highlight two such 

sources of error: cross-cultural differences in interpreting both the meaning of concepts 

related to mental illnesses and the items used to measure those constructs. They argue that it 

is unrealistic to assume that these concepts and experiences can be measured the same way 

among diverse groups of people. The most obvious example is when concepts lack direct 

equivalents in other languages (Snowden, 2003). Furthermore, members of different cultural 

and ethnic groups may express symptoms of mental disorders differently, and these 

differences may be prone to misinterpretation by clinicians from different backgrounds 

(Peters, Bartoi, & Sherman, 2008).

Race may also affect the way that screening instruments are administered. Racial disparities 

may be produced during the screening process, when unwarranted judgments or erroneous 

assumptions are made about people on the basis of their race or ethnicity. For example, 

screen administrators may ignore familiar symptoms of mental illness (Lopez, 1989) or 

prejudicially believe that certain groups are resistant to treatment (Shim, Compton, Rust, 

Druss, & Kaslow, 2009). Furthermore, these assumptions and misinterpretations may 

explain why some individuals are less likely to disclose symptoms to service providers, 

especially if they have experienced prior discrimination in the health system (Peters et al., 

2008). These sorts of effects can operate even when minority group members have favorable 

attitudes toward mental health treatment (Shim et al., 2009).

Further refining the initial validation of the Brief Jail Mental Health Screen (BJMHS; 

Steadman, Scott, et al., 2005) and subsequent revalidation for women (Steadman, Robbins, 

Islam, & Osher, 2007), the primary aim of this report is to assess the performance of the 

BJMHS across race categories. Building on a number of the authors' prior works developing 

and validating the BJMHS, and given its widespread dissemination to jails across the 

country, the authors conducted secondary analyses of data from prior validation studies to 

determine (a) whether race predicts screening result and, if so, (b) whether particular items 

in the instrument are generating such a difference.

Method

The present analysis relies on the design used in the two prior studies of the BJMHS 

(Steadman et al., 2007; Steadman, Scott, et al., 2005). The original design represented a 

cross-sectional survey of individuals in five jails in two states over two 8-month phases. The 

sampling frame was all adults entering five jails: Montgomery County, Maryland; Prince 

George's County, Maryland; Rensselaer County, New York; Albany County, New York; and 

Monroe County, New York. The Monroe County Jail was chosen to replace the Albany 

County Jail in the gender revalidation study, as the latter was unable to participate. For the 

aforementioned validation (Phase 1) and subsequent revalidation of the BJMHS for women 

(Phase 2), all individuals entering the jails were screened for SMI with the BJMHS on 

intake, and within 72 hours a subsample was selected to receive a validation interview using 

the Structured Clinical Interview for DSM-IV Diagnoses (SCID; First, Spitzer, Gibbon, & 

Williams, 2002). The subset was identified through stratified random and systematic 

sampling to (a) ensure an adequate number of positive screens and (b) ensure an adequate 
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sample of women to enable separate gender analyses, which was an aim of the revalidation 

study. Researchers compiled lists of detainees who met these criteria, and clinical 

interviewers, blind to screening results, approached detainees on the lists to participate in 

SCID validation interviews.

Participants

Participation in both prior studies was voluntary. Informed consent forms were obtained for 

all SCID interview participants. Participants were informed that their stay in jail would not 

be affected. All human participant procedures were approved by the institutional review 

boards associated with each data collection site.

Both samples were predominantly Black and male, which is consistent with national jail 

figures. The Phase 1 sample included 11,438 individuals (9,926 males, 1,478 females, and 

34 missing), and the Phase 2 sample included 10,562 individuals (8,864 males, 1,658 

females, and 40 missing). In Phase 1, the sample was 25.7% White, 57.6% Black, 10.0% 

Latino, 2.5% “other,” and 4.1% “no race specified.” The Phase 2 sample was 18.6% White, 

55.5% Black, 12.5% Latino, 3.3% “other,” and 10.1% “no race specified.” The mean age of 

individuals was 31.6 in Phase 1 and 31.9 in Phase 2. In Phase 1, of the 11,168 individuals 

with valid screening data, 1,194 screened positive, or 10.7%. In Phase 2, of the 10,277 

individuals with valid screening data, 1,663 screened positive based on the original screen 

configuration, or 16.2%.

Measure

The BJMHS is an eight-item questionnaire designed specifically for use in jails. Details on 

the length of time to administer, sensitivity, specificity, false positive rate, and false negative 

rate for men and women can be found in the prior reports cited above. The instrument 

includes six symptom items and two service utilization items (“Are you currently taking any 

medication prescribed for you by a physician for any emotional or mental health problems?” 

and “Have you ever been in a hospital for emotional or mental health problems?”). 

Endorsement of any two symptom items or any one service utilization item constitutes a 

positive screening result.

Procedure

We examined data from the initial validation and subsequent revalidation for women. In 

Phase 2, items were added to the screening instrument, and no data on criminal charges were 

recorded. To assess the performance of the screening instrument across race categories, we 

constructed binary logistic regression models using screening result as the outcome variable 

and race as the primary predictor of interest, controlling for clinically relevant confounders 

including but not limited to age and gender (Nagin & Land, 1993; U.S. Department of 

Health and Human Services, 1999) and criminal charge (James & Glaze, 2006). We also 

controlled for jail site to rule out effects of jail location or screen administration that may 

have occurred across the five jails. We used forward selection to determine whether gender 

modified the effect of race on screening outcome but found no such interaction and thus did 

not include it in our final model. To explore whether race predicted responses to certain 

items in the instrument, we constructed analogous models with each item as the outcome 
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variable. All models were constructed with forward-style selection procedures. Cases with 

no recorded race were excluded, and cases with missing values on potential confounding 

variables were excluded listwise (all variables were missing less than 5.0% of values, except 

for criminal charge in Phase 1, which was missing 8.4% of values, and age in Phase 2, 

which was missing 6.3% of values). All analyses were conducted in SPSS Version 16 and/or 

SAS Version 9.2.

Results: Racial Differences in Screening Results

Race was a significant predictor of screening result in both phases: χ2
Phase 1(3) = 127.562, p 

< .001; χ2
Phase 2(3) = 60.705, p < .001. As shown in Table 1, Blacks had less than half the 

odds as Whites of screening positive on the BJMHS in Phase 1 and slightly more than half 

the odds as Whites in Phase 2. Latinos had roughly one third the odds as Whites of 

screening positive on the BJMHS in both phases.

Item analysis

Given that Blacks and Latinos had lower odds than Whites of screening positive on the 

BJMHS, we next examined the individual items in the instrument to determine whether race 

predicted responses to certain questions. Table 2 presents odds Prins et al. / RACIAL 

DISPARITIES IN BJMHS 639 ratios for screen items that showed any significant racial 

differences. Race significantly predicted endorsement of service utilization items in both 

phases. In Phase 1, Blacks and Latinos had less than half the odds as Whites of having ever 

been hospitalized or currently taking medication for mental illnesses. In Phase 2, Blacks had 

roughly two thirds the odds as Whites and Latinos had roughly one third the odds as Whites 

of endorsing these service utilization items. Results were mixed for symptom items. Latinos 

had lower odds than Whites of having lost or gained weight in Phases 1 and 2. In Phase 1, 

Blacks and Latinos had somewhat lower odds than Whites of having felt useless or sinful. In 

Phase 2, Blacks and Latinos had appreciably lower odds than Whites of having felt useless 

of sinful.

Symptom versus service items

We next explored the first six symptom items of the BJMHS in greater detail, in light of the 

disjunction between prior service utilization and symptom endorsement. After confirming 

that the BJMHS had reasonable internal consistency across race categories, we computed a 

new scale variable with the six symptom items, wherein individuals who answered yes to 

two or more items (a positive screen) were coded as 1 and individuals who answered yes to 

one or no items were coded as 0. Race was not a significant predictor of answering yes to 

two or more symptom items in our Phase 1 model at α = .01, Wald χ2(3) = 9.328, p = .025. 

Despite the apparent trend toward significance in Phase 1, none of the individual race 

category odds ratios had p values less than .05. For Phase 2, race was a significant predictor 

of answering yes to two or more symptom items, Wald χ2(3) = 23.207, p < .001. Blacks had 

lower odds than Whites, OR = 0.758 (95% CI = 0.634–0.907) p = .002, of endorsing two or 

more symptom items, as did Latinos, OR = 0.535 (95% CI = 0.394–0.727) p = .001. These 

findings suggest either that the symptom items that differ across racial categories are not 
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sensitive predictors of SMI in Blacks and Latinos or that the BJMHS is detecting small but 

valid differences in symptom occurrence.

Discussion

Our preliminary finding—that the BJMHS's uneven performance across racial groups 

appears to be driven primarily by disparities in prior service utilization and not clear 

differences in symptom occurrence—warrants serious consideration and further 

examination. In particular, future research should test the strength of service utilization 

items in predicting SMI for Blacks and Latinos who have accessed such services and 

explore whether including more sensitive symptom items may allow for the removal of one 

or both of the service utilization items from the BJMHS entirely.

The strengths of this analysis include large sample sizes, virtually complete coverage of the 

sampling frame, and replication across multiple jail sites and time periods. Nevertheless, our 

findings are constrained by a number of limitations. Because the original research focused 

on an initial validation of the BJMHS in Phase 1 and a more specific validation for women 

in Phase 2, data were not collected on a number of variables that may have strengthened our 

findings and enabled more detailed analyses. In particular, no data were collected on 

detainees' socioeconomic status, insurance status, or prior outpatient treatment, which may 

have helped explain the role of access to, and utilization of, mental health services in 

predicting screening outcome. In addition, data were not collected on the race of correctional 

intake officers who administered the BJMHS, which might have enabled examination of any 

racial bias in the implementation of screening procedures.

The most significant limitation of our secondary analysis is that the data set did not allow us 

to directly test the cross-racial validity of the BJMHS by comparing race, screening result, 

and actual diagnoses. In conjunction with the primary research aims, individuals who 

screened positive and women were oversampled for SCID validation interviews; the 

subsample was not representative of the racial distribution of all detainees or detainees with 

SMI.

It is possible that the BJMHS is capturing valid racial differences in lifetime occurrence of 

SMI. If Whites are more likely to have a history of SMI and receive treatment and that 

treatment is presumably effective, then this might explain both Whites' more frequent 

endorsement of service utilization items and the minimal differences in symptoms among 

Whites, Blacks, and Latinos. Although our data set, as noted, does not allow us to test this 

hypothesis directly, there are three reasons why we believe our finding is still relevant: First, 

using lifetime symptom occurrence in screening instruments may overestimate the 

immediate need for mental health treatment in resource-poor jail environments (Steadman, 

Scott, et al., 2005). Even if the alternative hypothesis is granted, racial disparities in access 

to mental health services—qua disparities—exist independently of any valid racial 

differences in the lifetime or current prevalence of mental illnesses, as will be discussed in 

detail below. Second, major psychiatric epidemiological surveys have found similar rates of 

mental illness among Blacks, Whites, and Latinos, although there are documented 

disparities in the accuracy of diagnoses, rates of specific disorders, and rates of disorders 
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among Latinos born in the United States versus born in Latin America (U.S. Department of 

Health and Human Services, 2001). Third, the BJMHS contains only six symptom items and 

thus does not represent an exhaustive symptom inventory from which broad conclusions 

should be drawn about the racial distribution of symptoms or symptom clusters. Examined 

alongside the finding that Whites had consistently and appreciably higher odds of having 

ever been hospitalized or currently taking medications for mental illnesses, the absence of 

major racial differences in symptom endorsement suggests that the overall performance of 

the BJMHS constitutes a disparity that may be driven by a mechanism other than the cross-

racial validity of symptom items, namely, items measuring prior mental health service 

utilization, an imperfect proxy for current mental illness for which there are widely 

documented racial disparities (Alegría et al., 2002; Cook, McGuire, & Miranda, 2007; 

Kessler et al., 2005; Mojtabai, 2005; Olfson, 2009; Shim et al., 2009).

Racial Disparities In Service Access and Utilization

Endorsing either of the two mental health service utilization items on the BJMHS results in 

an “automatic positive,” whereas two symptom items are required to produce a positive 

screen. This places considerable weight on prior service utilization in predicting the 

likelihood of SMI, a potentially dubious calculus given the large body of literature on racial 

disparities in service access and utilization. Blacks and Latinos are half as likely as Whites 

to receive any treatment for any mental disorders experienced in a prior 12-month period 

(Kessler et al., 2005). They are also less likely than Whites to have any contact with a 

mental health professional, are less able to afford mental health care, and, Latinos only, are 

less able to afford medications (Mojtabai, 2005). When racial minority groups do access 

mental health treatment, it is more likely to be of poor quality and from a primary care 

physician rather than a psychiatrist or mental health professional (Alegría et al., 2002; Shim 

et al., 2009). Whites are twice as likely as Blacks and Latinos to be treated with 

antidepressant medications, for a variety of ailments (Olfson, 2009). There is also evidence 

of widening disparities in racial minority group members' expenditures on mental health 

services, with Whites spending roughly 60% more than Blacks and 117% more than Latinos 

in 2003–2004 (Cook et al., 2007). Primm, Osher, and Gomez (2005) suggest that a lack of 

access to mental health services actually contributes to the high numbers of Blacks and 

Latinos with mental illnesses in the criminal justice system.

Some of the issues around treatment-seeking behavior and screening bias mentioned above 

may also be operating in these findings. In terms of treatment-seeking behavior, Shim et al. 

(2009) suggest that Blacks and Latinos may be less likely to utilize mental health services 

because of stigmatizing beliefs about mental illnesses that originate from families and social 

or religious networks, “double stigma” associated with being in a minority group that 

experiences racial discrimination in addition to having a mental illness, or, as discussed 

above, cultural and linguistic barriers that can undermine the therapeutic alliance or result in 

underreferral to treatment. Because of the gatekeeping role that screening and referral 

processes often play in accessing treatment and services, these phenomena can have 

significant material consequences (Snowden, 2003).
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The Role of Jail Screening Instruments in Reproducing Racial Disparities

Given that two disproportionately weighted items in the BJMHS represent multifaceted 

racial barriers in service access and utilization, their impact on screening results may be to 

reproduce prior disparities in the mental health system. In other words, the BJMHS's service 

utilization items may create additional disparities in the present by bringing into the 

foreground those that occurred in the past. New disparities are likely to include limited 

access to jail mental health treatment resources and exclusion from diversion programs that 

target detainees with SMI for linkage to community-based treatment. These, in turn, may 

lead to more severe impairment and deeper penetration into the criminal justice system, 

respectively. Indeed, there is evidence to suggest that participants in jail diversion programs 

are disproportionately White (Case, Steadman, Dupuis, & Morris, 2009; Naples, Morris, & 

Steadman, 2007; Steadman, Redlich, Griffin, Petrila, & Monahan, 2005), and inadequate 

identification of Blacks and Latinos during the screening process may be a contributing 

factor. That such disparities might emerge from an instrument with content that is prima 

facie benign demonstrates how even the most banal questions can become operative in the 

reproduction of institutional and structural inequality.

Broadly speaking, this phenomenon may be more widespread than the above analysis 

initially suggests. In our experience providing technical assistance to jails across the 

country, we have found that most have not implemented validated screening instruments and 

instead use homegrown tools that tend to rely heavily on prior service utilization as a proxy 

for current mental illness.

Conclusion

Despite troublesome—albeit inconclusive—evidence for racial differences in the 

performance of the BJMHS, it would be imprudent for jail staff to discontinue using the 

BJMHS altogether or modify it of their own accord, as it is still likely to represent an 

important improvement over typical jail screening procedures. Unfortunately, the answer is 

not as simple as removing the service-related items from the BJMHS, as this may trade a 

reduction in racial disparities for a reduction in sensitivity. Although a comparable 

instrument such as the Correctional Mental Health Screen has been tested for cross-racial 

symptom validity (Ford, Trestman, Wiesbrock, & Zhang, 2007), it too contains an item on 

prior service utilization that was not examined in a manner similar to the analysis above. We 

know of no other comparable jail mental health screening instruments that have ruled out 

racial disparities related to prior service utilization. Jail staff should acknowledge that 

Blacks and Latinos with SMI may be underreferred by the BJMHS and thus remain 

undetected in the jail's general population. As such, jail staff should be receptive to 

conducting subsequent mental health assessments of members of these groups when 

appropriate, and further refinement of the BJMHS should be undertaken to determine its 

cross-racial validity.
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