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IMPORTANCE The United States has the world’s highest rate of incarceration. Clinicians

practicing outside of correctional facilities receive little dedicated training in the care of
patients who are incarcerated, are unaware of guidelines for the treatment of patients in
custody, and practice in health care systems with varying policies toward these patients. This
review considers legal precedents for care of individuals who are incarcerated, frequently
encountered terminology, characteristics of hospitalized incarcerated patients,
considerations for clinical management, and challenges during transitions of care.
OBSERVATIONS The Eighth Amendment of the US Constitution mandates basic health care for
incarcerated individuals within or outside of dedicated correctional facilities. Incarcerated
patients in the acute hospital setting are predominantly young men who have received
trauma-related admitting diagnoses. Hospital practices pertaining to privacy, physical
restraint, discharge counseling, and surrogate decision-making are affected by a patient’s
incarcerated status under state or federal law, institutional policy, and individual health care
professional practice. Transitions of care necessitate consideration of the disparate medical
resources of correctional facilities as well as awareness of transitions unique to incarcerated
individuals, such as compassionate release.
CONCLUSIONS AND RELEVANCE Patients who are incarcerated have a protected right to health
care but may experience exceptions to physical comfort, health privacy, and informed
decision-making in the acute care setting. Research on the management of issues associated
with hospitalized incarcerated patients is limited and primarily focuses on the care of pregnant
women, a small portion of all hospitalized incarcerated individuals. Clinicians and health care
facilities should work toward creating evidence-based and legally supported guidelines for the
care of incarcerated individuals in the acute care setting that balance the rights of the patient,
responsibilities of the clinician, and safety mandates of the institution and law enforcement.
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T

heUnitedStateshastheworld’shighestrateofincarceration.1
Federal law mandates basic health care for individuals who
are incarcerated.2 Health care professionals practicing outside of correctional facilities receive little dedicated training in the care
of incarcerated patients,3 are unaware of guidelines for the treatment of patients in custody,4 and practice in health care systems with
varying policies toward these patients.5
At the close of 2016, an estimated 6.6 million people in the United
States were in the adult correctional system.1 Correctional facilities offer a range of health care services from primary care to hospital-level
care. Few states have stand-alone hospitals for incarcerated patients. North Carolina, Texas, and Georgia have state-owned hospitals that provide care solely for prisoners. In some counties, such as
Dallas and Los Angeles, health departments offer expanded on-site
services in their jails, including urgent care facilities.6,7 When medical
care required by an individual who is incarcerated exceeds the capabilities of the correctional facility’s health system (for specialty care,
diagnostics, or acuity of illness), that individual is transferred to a contracted hospital or, in emergent cases, to the nearest health care injamainternalmedicine.com
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stitution. Clinicians practicing outside of correctional settings will be
faced with unique medical, legal, and ethical issues surrounding the
care of patients who are incarcerated.
In the present article, we discuss the short-term care of patients
who are incarcerated. We consider legal precedents for care, frequently encountered terminology, characteristics of hospitalized incarcerated patients, considerations for clinical management, and challenges during transitions of care. The longitudinal care of incarcerated
individuals has been considered elsewhere.8

Legal Background
The Eighth Amendment to the US Constitution, included in the Bill of
Rights in 1791, prohibits cruel and unusual punishment. However, only
in the last 43 years has this amendment guaranteed a prisoner’s right
to health care. In 1973, a 600-pound bale of cotton fell on Texas state
prisoner J. W. Gamble while he was performing a labor assignment.
Prison officials failed to diagnose and treat Gamble’s back injury
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Jails are short-term facilities administered by city or county law
enforcement agencies, typically housing those serving sentences of
less than 1 year or those held awaiting trial, sentencing, or transfer
to another facility. Prisons are longer-term state or federal detention facilities, typically for inmates serving sentences exceeding 1 year.
There are a small number of private prisons contracted with state
or federal government. Six states (Connecticut, Rhode Island, Vermont, Delaware, Alabama, and Hawaii) have integrated jail and prison
systems.
Probation, parole, and supervised release are forms of conditional release that allow for some or all of a sentence to be served in
the community. Compassionate release refers to early release for
medical illness.13 When referring to patients who are incarcerated,
clinicians should promote accurate and stigma-free language that
prioritizes individuals over characteristics and avoids defining people
by the crime for which they are accused or convicted.14

adequately and punished him for refusing to return to work because he was in pain. Gamble subsequently sued prison officials,
including the Director of the Department of Corrections, W. J.
Estelle, for inadequate medical treatment. In 1976, the US
Supreme Court heard the case of Estelle v Gamble and held that
“deliberate indifference to serious medical needs of prisoners constitutes the ‘unnecessary and wanton infliction of pain,’ proscribed
by the Eighth Amendment.”9(p429 US 104)
Cases following Estelle v Gamble established 3 basic rights for
patients in the correctional setting: access to care (including specialists or hospitals when required); ordered care (treatment ordered by a health care professional must be enacted); and professional judgment (medical care without bias to incarcerated status).2
“Serious medical needs” triggering these rights encompass a broad
range of acute and chronic diagnoses.10
Eighth Amendment protections extend to incarcerated patients under the care of clinicians regardless of whether or not the
clinicians work in a correctional facility.11 Noncontracted hospitals
and the health care practioners therein remain responsible for treating incarcerated individuals in emergency settings and may become legally liable as state actors solely because incarcerated individuals are treated in the facility.12 The Eighth Amendment does
not establish or affect any state-specific malpractice standard.9 Incarcerated and nonincarcerated patients are entitled to the same
standard of care.2

Characteristics of Hospitalized
Incarcerated Patients
Nationally,themeanageofjailandprisoninmatesis32.1and35.6years,
respectively, with African Americans overrepresented in jail and prison
populations (29.7% and 38.1%, respectively) relative to their proportion in the nonincarcerated adult population (13.4%).15,16 Individuals
whoareincarceratedarelesslikelytohavecompletedanycollegecomparedwithnonincarceratedadults(13.2%vs56.6%,respectively),portendinglowerhealthliteracy.17 Comparedwithnonincarceratedadults,
inmates have a higher incidence of chronic medical conditions.15 Acute
medical indications for hospitalization of individuals who are incarcerated have not been previously reported.
Characteristics18 of hospitalized patients who were incarcerated at our institution were assessed during the 2018 calendar year
(Table 1 and Table 2). The facility is a 284-bed public safety-net hospital and trauma center located in a metropolitan area and is the primary institution for inpatient and specialty care of individuals in our
county jail system. Patients admitted to medical-surgical care units
were included in the analysis. Patients in observation status, admitted to an intensive care unit, or admitted to the inpatient psychiatry unit were excluded.
In 2018, incarcerated patients requiring hospitalization at the
safety-net hospital were largely young men. Compared with hospitalized adults who were nonincarcerated, inpatients who were incarcerated tended to be younger and male and have a shorter duration of hospitalization. These characteristics are similar to findings
demonstrating that incarcerated decedents in community hospi-

Terminology
Clinicians may encounter a patient at any point in the correctional process. Incarcerated is a nonspecific term referring to a person confined to a jail, prison, or other institution. In custody refers to a person physically detained in or en route to a jail or prison. Inmate refers
to a person confined in prison, jail, or other correctional facility.

Table 1. Characteristics of Nonincarcerated and Incarcerated Adult
Patients Hospitalized on Medical-Surgical Units at Zuckerberg
San Francisco General Hospital and Trauma Center in 2018
Hospital Population
Characteristic

Nonincarcerated

Incarcerated

No. hospitalized

13 399

204

Mean age (range), y

55 (18-106)

39 (17-82)

Male, No. (%)

8588 (64.1)

179 (87.7)

Mean length of stay, d

5.6

4.0

Table 2. Race/Ethnicity of 204 Incarcerated Adult Patients Hospitalized on Medical-Surgical Units
at Zuckerberg San Francisco General Hospital and Trauma Center in 2018
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Race/Ethnicity

No. (%) of Total Admissions

Male, No. (%)

Mean Age, y

African American

75 (36.8)

66 (88.0)

36.8

White

67 (32.8)

63 (94.0)

42.5

Asian

12 (5.9)

11 (91.6)

41.6

Native Hawaiian/Pacific Islander

3 (1.5)

2 (66.6)

32.0

American Indian/Alaskan Native

2 (1.0)

2 (100)

44.5

Other

45 (22.0)

35 (77.8)

37.0

JAMA Internal Medicine November 2019 Volume 179, Number 11 (Reprinted)

© 2019 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a UCSF LIBRARY User on 05/26/2020

jamainternalmedicine.com

Acute Care for Patients Who Are Incarcerated

tals are more often male, black or Latino, and younger individuals
with shorter hospitalizations.19
Table 3 provides common admitting diagnoses for hospitalized incarcerated patients in our hospital in 2018. The diagnoses in
this limited sample provide examples of conditions that clinicians
should be prepared to manage and the specialty needs required to
care for hospitalized incarcerated patients at similar institutions.
The predilection toward traumatic injuries in this population has
been noted in prior studies of the short-term care needs of nonhospitalized individuals who are incarcerated.7,20,21 Characteristics and
admitting diagnoses for patients who are incarcerated will likely differ between institutions depending on location, hospital characteristics, contract agreements, and category of correctional facility
served.
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Table 3. Most Common Admission Diagnoses for 204 Incarcerated
Adult Patients Hospitalized on Medical-Surgical Units at Zuckerberg
San Francisco General Hospital and Trauma Center in 2018a

a

Clinical Considerations During Hospitalization
Shackling
Shackling refers to a form of restraint using a physical or mechanical device to control the movement of a prisoner’s body or limbs.22
Shackles (or manacles) are handcuffs, leg chains, or belly chains
placed to keep individuals from escaping or harming themselves or
others. National physician and nursing societies have highlighted conditions in which the limitations imposed by shackling (eg, an inability to break falls while ambulating, difficulty positioning during seizure management, and reduced mobility increasing the risk of
thrombosis) or related to the shackle itself (eg, impeding physical
examination maneuvers, interfering with grounding of electrical
equipment during surgery) could predispose patients to unnecessary harm.22,23 In addition to physical harm or discomfort, one qualitative study of perinatal nurses demonstrated that patient shackling was negatively associated with health care professional empathy
toward patients who were incarcerated.24
In the United States, particular attention has been focused on
the shackling of incarcerated pregnant women. The FIRST STEP Act
of 2018 bans shackling of pregnant women in federal custody from the
date on which pregnancy is confirmed until their postpartum
recovery.25 The majority of women, however, are incarcerated in state
prisons.26 Currently, 22 states and the District of Columbia prohibit or
limitshacklingofpregnantwomen.Statesvaryinlegislation,withsome
banning shackles during transport, childbirth, and post partum,
whereas other states ban shackles only during labor and birth.27
New York City recently settled a case of an incarcerated woman who
was shackled during childbirth despite state law prohibiting shackling
during pregnancy and over clinician objections.28
Shackling policies for patients in custody should be differentiated from hospital restraint policies for patients who are agitated
or combative. The latter is governed by Centers for Medicare and
Medicaid Services guidelines mandating the least restrictive form of
restraint that protects the physical safety of the patient, staff, or
others.29 No such Centers for Medicare and Medicaid Services policy
exists for shackling in the hospital. Because shackles are placed for
nonmedical reasons, the treating clinician should determine whether
appropriate care can be delivered with shackles in place. Custody
officials are then responsible for determining an alternative manner to safely secure, or not secure, a patient who is incarcerated that
allows for standards of medical care to be met.
jamainternalmedicine.com

Admission Diagnosis

No. (%) of Total Diagnoses

Traumatic injury

36 (17.6)

Skin and soft-tissue infection

26 (12.7)

Foreign body ingestion

19 (9.3)

Cardiac illness

19 (9.3)

Sickle cell crisis

8 (3.9)

Respiratory illness

8 (3.9)

Altered mental status

5 (2.5)

Patients receiving diagnoses with 5 or more admissions are included.
Traumatic injury includes fracture, laceration, stab wound, gunshot wound,
intra-abdominal injury, abdominal ecchymosis, and subarachnoid hemorrhage.
Foreign body ingestion includes both purposeful ingestions for secondary gain
and body stuffing.18 Cardiac illness includes tachycardia not otherwise
specified, atrial fibrillation with rapid ventricular response, congestive heart
failure exacerbation, syncope, chest pain, and acute coronary syndrome.
Respiratory illness includes pneumonia, shortness of breath, pneumothorax,
and pleural effusion.

With the exception of specific legislation safeguarding pregnant women, health care facilities should reinforce shackling policies that promote the safety of the patient, empower the clinical
needs of health care professionals, and respect the security concerns of law enforcement. One potential starting place is for hospital policy on shackling of patients who are incarcerated to reflect or
align with internal policy on the restraint of persons who are nonincarcerated. Hospital policy should delineate for clinicians when and
how to communicate to security what is medically necessary to provide the standard of care. Lack of security staff should not be a reason to use more restrictive restraints.

Patient Privacy
The Health Insurance Portability and Accountability Act (HIPAA) set
standards regarding the use and disclosure of individuals’ protected health information (PHI) by health care professionals and
organizations.30 The initial HIPAA proposal excluded inmates,31 although this broad exception was eliminated from final regulation
over concerns that unprotected health information could trigger assaults within correctional facilities on individuals with stigmatized
conditions or that disclosures could impair patients’ reintegration
into society.32
The standards set by HIPAA require covered entities to take reasonable steps to limit the disclosure of PHI to the minimum necessary to accomplish the intended purpose.33 General exceptions to
this minimum necessary standard exist for health care professionals sharing information for treatment purposes, disclosures to the
patient or at the individual’s authorization, and disclosures required by law.
Specific HIPAA exceptions apply to hospitalized inmates. A hospital may disclose PHI to a correctional institution or official maintaining custody of an inmate if the information is necessary for the
provision of health care to such individuals, the health and safety
of the patient or others at the correctional institution, the health and
safety of officers or others responsible for the transport of inmates, law enforcement on the premises of the correctional institution, or the maintenance of safety, security, and order of the
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correctional institution.34 Minimum necessary standard rules and
Substance Abuse and Mental Health Services Administration
(SAMHSA) regulations requiring patient consent prior to disclosure of substance use disorder treatment continue to apply to individuals who are incarcerated.35 Disclosure of PHI exempted under
HIPAA should be conducted in coordination with the medical officer of the responsible correctional system.
Clinicians caring for hospitalized inmates frequently conduct interviews or examinations in front of custody officials, inadvertently
revealing PHI. When investigating physician practices, a 2006 study
found that 95% of the 183 participants responded that breaches of privacy occurred in the management of treating hospitalized prisoners.4
Asking if the patient consents to discussing PHI in front of law enforcement officials or asking officers to move out of hearing range mitigates inappropriate transfer of information and ensures that a
patient who is incarcerated feels more comfortable disclosing potentially legally detrimental elements of the medical history.
Qualitative studies reinforce the challenges staff and patients
face navigating privacy. In one study of perinatal nurses, participants found it “hard to talk with the patient when there are 2 guards
in the room.”24(p27) In another study addressing jailed patient perspectives, a woman described that during her postpartum stay, her
desire to breastfeed was reduced by the presence of an officer in
the room.36 Although law enforcement officers are required to uphold safety mandates for patients in their custody, clinicians should
communicate privacy concerns to law enforcement and adhere to
HIPAA and SAMHSA regulations to the greatest extent possible.

who have been deemed incompetent, clinicians should identify a
previously designated surrogate40 or follow each state’s mandated
surrogacy hierarchy to identify those best prepared to reflect the
values and interests of the patient.12 Incarcerated individuals may
have difficulty identifying or accessing surrogates. In the absence
of any identifiable surrogate, a number of practices have been
described, including prison officials acting as surrogates, treating
physicians acting as surrogates, a blended approach of those 2
practices, and involvement of ethics committees or community
consent boards.41 Having prison officials serve as surrogates may
result in a conflict of interest and should be avoided.
There are circumstances in which the state may override medical decision-making of a patient who is incarcerated. This event may
occur if an incarcerated patient refuses recommended therapy as a
means of bargaining or protest.42 When caring for incarcerated individuals, clinicians should distinguish between a patient’s right to
the rational refusal of a recommended treatment and a decision
made for secondary gain.
A decision by a patient may be overridden by the state on court
order if “reasonably related to a legitimate penological interest” to
protect the patient or others.12(p127) Overriding treatment refusals
should be avoided whenever possible to support patient autonomy. In instances when treatment over objection is medically indicated, appropriate court involvement and legal representation for
the incarcerated person is necessary. These scenarios should be
managed in conjunction with a risk management department and
may be suited to specialty consultation from psychiatric or ethics
consult services.

Disclosing Discharge
Administrative policy may dictate that hospital personnel cannot disclose discharge plans to a patient who is incarcerated.37 Related to
the maintenance of security, providing details of patient movement can create vulnerability for law enforcement staff, transport
paramedics, or community members in the event that the patient
attempts to elope.38 The practice of withholding such details may
place clinicians at odds with patient-informed discharge planning
recommended by the American Medical Association’s Council on
Ethical and Judicial Affairs.39 Further research is needed on the frequency and factors affecting elopement during medical transportation of patients who are incarcerated.
When patients are in custody, their freedom is restricted by their
detention and their inability to initiate or refuse movement (including movement within a cell, to court, or from a hospital). Clinicians
encounter a tension when caring for incarcerated patients
between this limited autonomy of movement and preserved
autonomy of medical decision-making.
No available evidence exists to support withholding of discharge plans from patients who are incarcerated, and health care
practioners may feel uncomfortable deviating from usual care. One
method to mitigate this concern is through clear communication between the discharging clinician and the receiving jail or prison given
that the receiving correctional facility is expected to inform the patient about further monitoring and follow-up plans.

Surrogacy
Establishing a surrogate decision maker for hospitalized incarcerated patients may arise under 2 different circumstances. For
patients with impaired medical decision-making capacity or
1564

Transitions of Care
Emergency Department
Patients may arrive for emergent care from correctional facilities,
during the intake and screening process, or immediately after
arrest in the community. When presenting from the community,
law enforcement officers or emergency medical services are often
responsible for triaging short-term medical needs of those in custody. For new arrivals to a correctional facility, an intake and screening process may be performed by officers with or without involvement from health care professionals.43 Variations in institutional
practice and individual medical experience have the potential to
affect accurate identification of individuals requiring evaluation in
an acute care setting.
Two studies of patients in jail, one from a referral emergency department (ED) and the other from an on-site correctional facility care
center, reinforce the prevalence of trauma-related diagnoses in this
population.7,21 Patients arriving from jail who were seen in the referral ED were younger and healthier and had lower rates of admission compared with the general population, although the jailed patients underwent increased diagnostic testing with longer stays in
the ED.21 On-site care by emergency medicine professionals at the
correctional facility led to a reduction in patient transfers to referral
hospitals, decreased referral ED closures related to capacity, and cost
savings from diminished use of emergency medical services and
external security.7 Integrated medical and correctional care has the
potential to reduce burdens on referral systems and contain health
care costs.
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Practice guidelines for patients who are incarcerated from the
American College of Emergency Physicians (ACEP) recommend that
“if frequent observation of the detainee is necessary or concern exists about the progression of a medical problem that would require
that the patient return in a relatively short amount of time, the patient should be admitted.”43 Further research is needed to identify
specific or unique admitting criteria for the incarcerated population. In addition to the ACEP recommendation, ED clinicians may use
similar discharge considerations applicable to the inpatient setting
to inform admitting decisions.

Receiving Facilities
Determining the capabilities of the receiving correctional facility is
paramount for safe transitions of care when a patient who is incarcerated is being evaluated for discharge from the ED or inpatient unit
because services or treatments frequently offered in the community may not be available. Most correctional facilities have physician or mid-level professionals present to provide clinical monitoring and medication titration. A clinician is typically on call for jail and
prison sites, although the clinician may not be on-site. Laboratory
testing may be performed on-site, but frequent testing may not be
feasible. Some jails or prisons offer hemodialysis on location, whereas
others refer patients to outpatient centers. Formularies in correctional facilities can differ from that of the discharging hospital. In particular, access to medication-assisted treatment initiated in the ED
or hospital for opioid use disorder may be limited, with few correctional facilities offering methadone or buprenorphine.44,45 The ability of a receiving facility to offer medical housing or provide enhanced monitoring by nursing staff may differ among sites. To
facilitate safe transitions of care, physicians, case managers, and social workers should catalog the available resources at local receiving correctional facilities.
An additional barrier to effective discharge planning occurs when
patients are discharged from the hospital to a correctional facility
and are subsequently quickly released from custody without a defined source of follow-up. A study examining postdetainment acute
care use among older jail inmates found that having an identified primary care professional was associated with a 31% decreased risk of
anticipated ED or hospital use on release.46 Providing access to primary care for patients returning to custody has the potential to decrease burdens on short-term care resources and improve longterm disease management for this population. Ensuring access to
follow-up care may be particularly important for patients with
substance use disorders given the increased risk of postrelease
opioid-related overdose mortality.47 Clinicians should coordinate
discharges with the receiving physician or physician administrator
of the correctional facility in advance of the projected discharge date
and identify follow-up needs both at the facility and on potential
release.

Discharge Prescribing
Clinicians may be concerned that medications prescribed on discharge will be misused by patients in the correctional system,
leading clinicians to restrict or reconsider certain classes of medication in the hospital or on discharge. 48 Commonly diverted
medications in the correctional setting include opioids, benzodiazepines, stimulants, antipsychotics, and γ-aminobutyric acid
agonists.49 A study of 103 prison inmates found that 51.5% of parjamainternalmedicine.com
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ticipants reported using illicit substances during incarceration,
most commonly alcohol (35%) and cannabis (37.9%), followed by
narcotics (14.6%).50 A variety of psychotropic medications are
misused in the correctional setting, although prescription medications lag behind more common substances, such as alcohol and
cannabis.
Opioid diversion is very common in the community51 and is
likely common in correctional facilities as well, although there are
no recent data supporting this assumption. In one randomized
clinical trial examining opioid agonist therapies at a large jail, the
medications for only 6% of patients were discontinued during the
course of a month because of diversion concerns.52 This falls
within a broad range of diversion for opioid agonists reported in
the community.41 There is no evidence that rates of diversion are
increased among patients who are incarcerated relative to those
in a community setting, and the monitored correctional environment may provide a safer setting for medications with diversion
risk.41

Compassionate Release
Compassionate release is a transition of care unique to the prison
population. The term refers to a range of programs and policies
through which a patient who is incarcerated may obtain early release, typically for a severely debilitating or terminal illness.13 Community standards for palliative and end-of-life care are difficult to
deliver in the correctional setting; thus, hospital clinicians often
receive these patients on release for inpatient hospice care.53,54
All states, with the exception of Iowa, have compassionate
release policies, although guidelines vary significantly. Barriers to
implementation include strict or vague eligibility requirements,
categorical exclusions, prolonged review processes, and unrealistic time frames.55 Most states share the requirement for a physician to determine medical eligibility for potential candidates.13
Given demonstrated knowledge deficits by patients who are
incarcerated regarding requesting medical release,56 clinicians
may be asked to evaluate the severity of a hospitalized patient’s
illness or assist patients in understanding the qualifications and
initiation process.

Conclusions
Patients who are incarcerated have a protected right to health care,
although exceptions to physical comfort, health privacy, and informed decision-making during hospitalization occur. Research on
the management of medical conditions among hospitalized patients who are incarcerated is limited and primarily focuses on the
care of pregnant women, a small portion of all hospitalized incarcerated individuals. Clinicians should understand the rights of patients who are incarcerated in the health care setting, characteristics of this hospitalized population, and the practical challenges in
managing the comfort, privacy, surrogacy, and transitions of care for
these individuals. Health care facilities should work with correctional officials to create evidence-based and legally supported guidelines in the acute care setting for individuals who are incarcerated,
and these guildelines should balance the rights of the patient, the
needs of the clinician, and the safety mandates of the institution and
law enforcement.
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