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Introduction
The dramatic increase in incarceration in the past three decades has been driven, in part, by the
failure of the U.S. healthcare system to adequately treat mental illness and addiction. The
resultant incarcerated population is marginalized and disadvantaged with a high burden of
disease. The health of prisoners is fundamentally a public health issue, both because prisoner
health reflects the failures of U.S. healthcare and because the vast majority of prisoners
eventually return to the community, bringing their health conditions with them (1). Because the
present scale of incarceration in this country is unprecedented, the long-term consequences for
community health are still unknown. We present the current state of knowledge of the
intersections between incarceration and health: how health issues contribute to incarceration, the
health and healthcare of prisoners, and post-release health of prisoners and their communities.
The rapid growth of evidence in this field over the past ten years makes it clear that our current
challenges in incarceration and community health cannot be successfully addressed unless they
are addressed together.

Health issues contributing to incarceration
The escalation of incarceration since the 1970s is due, in large part, to the failure to
provide adequate community-based health care for two particular medical conditions: mental
illness and addiction. Left untreated, both conditions often lead to behaviors that result in
incarceration.
Prisons and jails have become the largest institutions housing the mentally ill in America.
One study found that 12% of mental health service recipients in San Diego had been incarcerated
during a one-year period and another study found that 24% of Los Angeles Medicaid clients
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receiving mental health services were arrested over a 10-year period (2, 3). The presence of
large numbers of the mentally ill prisoners has been noted for almost a hundred years (4) but has
increased since the closing of mental hospitals in the 1970s. Deinstitutionalization was intended
to shift patients to more humane care in the community, but insufficient funding instead left
many people without access to treatment altogether (5-7). Mental illness frequently becomes de
facto criminalized when people also use illegal drugs, sometimes as a form of self-medication (8)
or engage in behaviors that draw attention and police responses. Even with appropriate training,
police often divert people into the criminal justice rather than the mental health system out of
time or resource constraints (e.g. through “mercy bookings,” when it appears that there are no
mental health resources available for a person in need) (6, 7, 9, 10).
An even greater proportion of incarceration derives from the widespread incarceration of
drug users and small-time dealers. With the acceleration of the War on Drugs in the 1980s,
“tough on crime” rhetoric became a useful political tool, and arrests of low-level offenders were
a convenient measure of how effective policies were. Eighty percent of drug arrests are for
possession rather than intent to sell, and marijuana possession accounts for over 45% of drug
arrests (11). Many of these offenders have substance dependence as defined by the DSM-IV.
Addiction is a chronic but treatable condition; relapse is frequent, but with rates comparable to
failures to adhere to treatment for other medical conditions such as hypertension and diabetes
(12). However, the all-too-common perception of addiction as a moral failing rather than a
medical issue contributes to the low availability of treatment in the community. As a result, drug
dependence remains largely left in the hands of the criminal justice system rather than the health
care system – i.e. criminalized rather than medicalized.
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Health profile of prisoners
Jail and prison inmates carry a higher disease burden than the general public (16-18). Prisoners
are more likely than the general U.S. population to be unemployed, poor, black or Hispanic,
homeless, and uninsured, and these social variables are all strongly associated with poor health.
(For instance, people without jobs are more likely to lack health insurance and thus access to
health care.) We address three aspects of the health profile of the incarcerated population:
infectious diseases, chronic diseases, and mental illness.

Infectious diseases
Contagious diseases such as tuberculosis (TB) have traditionally been a major health problem in
correctional facilities. In contrast to some other world regions, TB has been largely controlled
within U.S. prisons and jails but remains a concern, since the presence of large numbers of
people in enclosed, poorly-ventilated spaces is highly conducive to its spread. Rates of sexually
transmitted diseases (STDs) are also higher among prisoners than in the general population (19,
20). Prevalence is especially high among women inmates, among whom syphilis seropositivity
has been as high as 28% , compared to 10% among males (21). However, reported rates may
understate the true prevalence in facilities that do not perform universal screening or among sex
workers, who are often released from jail before testing is conducted (22).
HIV and incarceration have many risk factors in common, especially addiction. In the
U.S. overall, an estimated 25% of people living with HIV do not know they are infected. Of
those who do know their status, only about 50% are in treatment. The prevalence of HIV in
correctional facilities has declined steadily since the 1990s, but remains higher than in the
general population. An estimated 17% of all Americans living with HIV pass through a
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correctional facility annually. This includes 22-28% of black men with HIV and 22-33% of
Hispanic men with HIV (23). Correctional facilities have played an important role in diagnosing
HIV in people who had not been previously tested, but estimates of the number of inmates with
HIV vary substantially across facilities and states depending on testing policies and practices.
For instance, states or facilities that test primarily when requested by the inmate will underdiagnose HIV compared to states with opt-out testing (i.e. testing is automatic unless the inmate
refuses), or mandatory testing, since those most at risk are less likely to request testing.
People living with HIV frequently have other health problems, including coexisting
infectious diseases. Because injection drug use is a common route of transmission for both HIV
and hepatitis C virus (HCV) infections, HIV/HCV co-infection is especially common; in one
study, 65% of prisoners with HIV also had HCV (24). HCV mono-infection is a growing
international problem with an especially high prevalence among prisoners; because it is a
“silent” infection, often without symptoms, it can remain unsuspected and undiagnosed until a
late stage. There is wide variability in point estimates of HCV prevalence among correctional
populations. An estimated 16-41% of prisoners carry antibodies and 12-31% have advanced to
chronic infection, which is 8-20 times higher than the general population (25, 26). Despite the
fact that it now outpaces HIV in new cases, HCV has not yet gained the same awareness among
the public, including correctional administrators, which may be one reason why HCV testing
remains far less frequent than HIV testing. The high price tag for a course of HCV treatment
(well over $50,000 and rising) may also discourage prisons and jails from broad-based testing,
since diagnosis could require treatment on the part of the correctional facility.
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Other chronic conditions
Chronic diseases such as hypertension, asthma and diabetes have only recently become a
substantial focus for researchers in correctional health. Chronic health problems now constitute a
growing percentage of correctional healthcare needs due to a confluence of trends, especially the
increase in chronic disease among younger Americans and the aging of the correctional
population. In the first decade of the century, the overall prison population increased by 16% (a
slower growth than previous decades) but the number of prisoners 55 or older increased by 79%
(27). Those 55 and older are significantly sicker than prisoners younger than 55. A Texas study
found that 41% of prisoners 45-54 years old had at least one chronic condition, compared with
65% of those 55 or older (28). However, the prevalence of chronic diseases may be
underestimated in this study because prisoners under 50 years old were not screened for many
conditions after intake; in addition, most studies are based on self-reported symptoms or
diagnoses, and prisoners may also be untrusting of correctional staff (28), concerned about
stigma associated with some health problems, or ignorant of their own health conditions.
Notwithstanding, an estimated 39-43% of all inmates have at least one chronic health condition
(17).
With few exceptions, there is a higher prevalence of almost all chronic conditions among
inmates compared to the general population (16). In a national study, inmates had 1.2 fold more
hypertension than the general population. Even in the youngest age group (18-33 years old), 10%
of jail inmates and 11% of prison inmates had hypertension, compared to 7% of non-incarcerated
18-33 year-olds, and patterns were similar for other common conditions (e.g. asthma) (16). Other
local studies have found that inmates are similar to the general population in hypertension,
diabetes, and heart disease risk measures (28, 29). Since not all inmates receive medical
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screening for chronic conditions it is possible that these conditions were underreported among
prisoners. Although female inmates are only about 10% of the correctional population, they
present both higher rates of disease and additional reproductive health issues; 25-40% have
abnormal pap smears, compared to 7% of women in the general population (30).

Mental health and addictions
Well over half of all inmates have a mental health problem (31). Rates are substantially higher
among women inmates, among whom PTSD is especially marked (32, 33) and among whites
compared to blacks and Hispanics: 71% of whites in jail have a mental health problem,
compared to 63% of blacks and 50% of Hispanics (31). It is possible, though, that either selfreporting bias or the accuracy of traditional measures of mental health varies by race and
ethnicity. The prevalence of mental illness is slightly lower in state and federal prisons, but is
still 56% for state inmates and 45% for federal prisoners (31). Serious mental illness (e.g.
psychosis) is also much higher than the national average, at nearly 15% among men and 31%
among women in jail (34). The estimates of inmates with an addiction are more uncertain, in part
due to reliance on multiple, sometimes unvalidated, diagnostic instruments (35, 36). The Bureau
of Justice Statistics reported that 68% of jail inmates have symptoms consistent with DSM-IV
definitions of dependence or abuse, compared to 9% of the U.S. population at large; among jail
inmates, this includes 78% of whites compared to 64% of blacks and 59% of Hispanics (13).
Rates are lower in state prisons, with 59% of whites, 50% of blacks, and 51% of Hispanics
meeting criteria for drug dependence or abuse. About 47% of jail inmates have alcohol
dependence or abuse, compared to 54% of jail inmates with drug dependence or abuse,
indicating a substantial population dealing with both substances simultaneously. A systematic
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review found particularly large heterogeneity in estimates of prevalence of alcohol dependency
by gender, in part due to multiple diagnostic instruments and methodologies: 18-30% of male
prison inmates exhibited alcohol dependence/abuse, only slightly in excess of the U.S. general
public; at 10-29% prevalence, however, women prisoners were 2-4 times as likely as nonincarcerated women to have alcohol dependence/abuse (37). Again, many inmates have both
mental illness and addiction, further complicating detection of either one where staff or
diagnostic instruments are insufficiently sensitive, or where overcrowding and/or understaffing
reduces the time spent on medical screening.

Health care in correctional facilities
Public health advocates and healthcare providers confront a number of ethical dilemmas when
working with correctional systems (38, 39). Correctional facilities are healthcare providers of last
resort for many people who lack access to care in the community, but correctional medical staff
also provide care with and within an environment that in itself can have adverse effects on the
health of individuals and the communities disproportionately affected by incarceration.
Prisoners are one of only two groups in America with a constitutional right to health care
(the other is Native Americans). The 1976 Supreme Court decision in Estelle v Gamble found
more specifically that deliberate indifference to serious medical needs constitutes a violation of
the Eighth Amendment prohibition of cruel and unusual punishment. Estelle v Gamble led to
expanded healthcare services, especially through a series of subsequent lawsuits or threatened
litigation. The duty of correctional facilities to provide healthcare was recently reinforced in
Brown v Plata (2011), which ordered California to reduce overcrowding in prisons because of
the associated failure to provide adequate healthcare to all inmates. There are in addition a
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number of international guidelines for prisoner care, especially those framed by the United
Nations High Commissioner for Human Rights and the World Health Organization, but the U.S.
is not generally a signatory to such international agreements. Correctional facilities are more
likely to adopt standards for correctional healthcare established by the American Public Health
Association, the American Correctional Association, or the National Commission on
Correctional Health Care (which has accredited about 500 facilities out of more than 3,000), but
no follow-up studies have provided evidence of the improvement of conditions following
adoption of these standards (40). There is also little consensus regarding quality of care standards
for correctional systems and facilities, which would more readily permit comparisons to identify
better- and worse-performing facilities or improvement in care delivery over time. There
continues to be substantial variation in the quality measures employed and the underlying data
systems that measures rely on (41, 42). In part, this results from the difficulties of translating
“free world” quality measures to correctional facilities.
There are some examples of correctional facilities becoming important public health
collaborators in the screening and diagnosis of several infectious diseases. During the 1990s, for
instance, a third of all HIV cases in Rhode Island were diagnosed at the state’s correctional
facilities (44, 45). Another model is provided by the Hamden County jail in Massachusetts,
which partners with community health centers. The jail facilitates continuous care delivery by
assigning new inmates to care based on their zip code; staff from community health centers
provide health services inside the facility during incarceration and develop individualized
discharge plans before release, linking releasees to their local health centers (46). Overall,
however, there is a disconnect between correctional health and state or local public health
departments in planning and delivering care to inmates and releasees. Testing policies and
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procedures remain inconsistent across states and facilities. In jails, where many people remain
for under 48 hours, testing follow-through (delivery of results and establishment of a treatment
regime) is especially challenging.
Correctional facilities appear to have lower rates of screening for non-infectious
conditions. At admission, about 80% of jail inmates, over 85% of state prisoners, and over 90%
of federal prisoners are screened for suicide risk and medical history. Rates for post-admission
medical exams and blood tests, though, are lower. In order to see a healthcare provider, inmates
generally must submit sick call slips and often pay a fee. Copays have been implemented in the
federal system, about 70% of state prisons, and an unknown number of jails; while they are
usually small sums (e.g. $2-5), even this low cost has been a substantial deterrent for inmates
making $0.07-$0.13 per hour, who put off healthcare requests as long as possible (47, 48). A
2003 Centers for Disease Control and Prevention (CDC) report on a multi-state outbreak of
antibiotic-resistant staph infections in correctional facilities listed copays along with staff
shortages as hindering access to timely care, which contributed to the spread of the infection
(49). It is possible that post-admission screening for chronic conditions is also affected.
Moreover, even widescale screening does not necessarily ensure the appropriate
treatment is being provided once conditions have been diagnosed. We have an incomplete
picture of who provides care in correctional facilities overall. The largest systems typically have
a full range of in-house medical services; municipal and local jails often rely on arrangements
with local providers. The type of provider also varies considerably. Many correctional doctors,
nurses, and other healthcare workers are still government employees, but about 10% of all
prisoners are held in privately-owned prisons and public facilities that also contract out their
medical services to either private industry (e.g. Correctional Healthcare Companies, Inc.) or
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academic medical centers. In 2005, 40% of all inmate medical care was done by for-profit
companies (50); 77 of 88 federal institutions surveyed for a Bureau of Prisons report had
comprehensive medical services contracts (51). No study has yet established whether there is a
correlation between the type of provider (public, private, or academic) and the quality of care
provided. It may be that correctional health-academic medicine partnerships could facilitate the
former’s integration into the medical community at large, rather than remaining delegated to its
fringes (52). Conversely, a number of state audits and anecdotal evidence suggests that private
services have been particularly ridden with substandard care. For instance, a state audit in
Maryland, where health services were contracted out among six different companies, reported
that eight of 37 medical contractor employees were not present as scheduled during a site visit,
including six scheduled to perform the required intake medical exams that screen new arrivals
for critical health problems and suicide risk (53). Timekeeping records also reported that 48% of
employees were working 12 hours or more per day, contravening a state cap of 8 hours to ensure
quality of care.
It should be noted that the Maryland contractors are being offered for illustrative
purposes and not as especially egregious examples. Insufficient levels of healthcare staffing
appear to be particularly widespread across correctional facilities. The health outcomes
associated with staffing shortages were highlighted in testimony in Brown v Plata, which
specifically linked overcrowding to the failure to abide by Estelle v Gamble by the role of
provider-to-patient ratios. California had vacancies in 25% of its budgeted physician lines, 39%
of its nurse practitioners, and 54% of its psychiatrists, and even the number of positions in the
budget was declared insufficient to meet inmate needs. Brown v Plata further noted that the
conditions of care created by overcrowding had created a staff culture of “cynicism and fear”
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which made it even more difficult to attract competent clinicians and presumably affected the
care provided by existing staff. The California staffing shortfalls became especially notorious in
association with holding conditions for inmates awaiting treatment, above all the mentally ill
who were held in phone booth-sized cages without access to toilets for extended periods of time
(Brown v Plata 131 S Ct 1910) (2011). Similar associations between healthcare staffing levels
and adequacy of care are found elsewhere. Along with absent staff, the Maryland audit cited
above found a failure to respond to sick call requests in a timely manner in 39-45% of cases,
over 2,700 appointment cancellations in a 6-month period, and regular medication dispensing
errors.
In the absence of a systemic overview of care provided in correctional facilities, we
cannot know how representative such examples are, but qualitative studies conducted in other
states also indicate extensive waiting periods. It bears mentioning that there are also many
correctional healthcare providers across the country who are highly trained and deeply
committed to their patients’ wellbeing and that a number of facilities have sought partnerships
with community-based medical and public health practitioners to ensure that care begun during
incarceration is continued following release. It also appears possible that prisons and jails may
constitute a corrective, however slight, to disparities in access to health care. Black inmates were
more likely to see a provider for some conditions than white inmates (54). We caution, though,
that we do not know what care was actually provided as a result of those visits. In addition, a
study of pregnancy outcomes during incarceration found that outcomes improved only for white
women incarcerated during their first trimester, suggesting that the benefits of correctional health
care might be experienced mostly by the worst-off, who are largely white (white women were
also more likely to engage in risky sex, e.g. not using condoms) (55, 56). Thus the smaller racial
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disparities in inmate mortality rates (57-59) may simply reflect the fact that non-incarcerated
young black males are at excess risk of dying, particularly from vehicular and gunshot injuries,
rather than any relevant benefit of incarceration for blacks compared to whites.
Finally, treatment for substance dependence is consistently insufficient to meet prisoner
need. NIDA’s “Principles of Effective Treatment” state that drug treatment does not need to be
voluntary to be effective (60, 61). By one estimate, 70-85% of state prisoners were in need of
drug treatment while only 13% received care; another survey found that on average less than
10% of inmates had access to treatment services at any given time (36, 62). Despite a body of
evidence demonstrating that addiction is a chronic brain disease that can be effectively treated
(62), surveys have found that few correctional facilities have adopted evidence-based treatments,
relying more frequently upon less-effective drug education services (62, 63). A SAMHSA survey
found that 57% of prisons and jails provided self-help programs such as Narcotics Anonymous
but only 16% provided detoxification (64). Moreover, detoxification and treatment of withdrawal
was most often treated with analgesics like Tylenol (65) which do not treat underlying addiction
and leave prisoners vulnerable to relapse and overdose upon release. Although methadone has
been found effective in reducing heroin use, criminal behavior, HIV risk behaviors, and overdose
deaths, prison authorities have largely rejected its use (66, 67).
To some extent, correctional facilities simply mirror more widespread structural and
organizational problems of the “addiction treatment industry” (68), but these problems are
exacerbated in the correctional setting. Correctional healthcare staffs do not generally include
physicians familiar with addiction medicine who might otherwise educate correctional
authorities about addiction as a medical condition; as a result, addiction is frequently left off the
list of medical conditions for which treatment must be provided (62). As is the case with mental
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illness, the lack of proper medical management of a coexisting addiction frequently undermines
successful treatment of other health conditions such as HIV or diabetes that require ongoing
treatment adherence (62, 70).

Impact of incarceration on health
There is limited evidence regarding if and how inmates’ health changes over the course of
incarceration. One analysis found that inmates who had been in jail a year or more had the same
prevalence of medical problems as those who were in jail for under seven days, with the
exception of increased reporting of dental problems (71). However, this does not provide
sufficient evidence to argue that health conditions remain stable during incarceration. Instead,
overall health probably improves during incarceration in some ways but deteriorate in others.
For people living especially chaotic lives, incarceration can provide a respite and
stabilization. It provides stable meals, a structured day, and reduced access to alcohol, drugs, and
cigarettes, in addition to access to health care, especially for black men who on average have
lower access than white men outside of prison (54). Prisoners are often, but far from always,
receptive to whatever preventive healthcare services are available (30); a South Dakota study
found that 43% of uninsured incarcerated women qualifying for the CDC WISEWOMAN
program completed all the intervention sessions, compared to 4% of their non-incarcerated peers
(29). Federal prisons provide over 90% of inmates with preventive care, but in only 16 of 30
possible services (51). It seems doubtful that jail inmates experience improved health from these
environmental factors, given the relatively short stays.
Incarceration is related to infectious disease incidence (i.e. new cases of infection) in
complex ways. Compared to some other world regions, there is little incidence of infectious
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diseases within U.S. correctional facilities, though evidence is growing regarding post-release
transmission rates. That is, the more direct association is between the effects of incarceration in
the community (see below) and infection. The primary paths of transmission for HIV and HCV,
sex and drug use, are less frequent in prison though often conducted in an even riskier manner
than on the outside (72). While transmission does occur inside, the vast majority of HIV and
HCV incidence occurs before or shortly after incarceration (44). HIV incidence is higher among
inmates than the general population (0.08 per100 people years versus 0.02 per 100 people years)
but it is much higher among people who are released and re-incarcerated (2.9/100 py), indicating
that the highest risk is in the periods between incarceration rather than the prison or jail stay
itself (73). Inmates with HIV who were continuously incarcerated also had lower viral loads and
higher CD4 counts (i.e. their HIV was better controlled) than people who had been released and
re-incarcerated, meaning that those cycling through repeatedly are not only less healthy but more
infectious (74). The near-capacity occupancy of many facilities and the overcrowding of others
also continue to raise concerns about infection transmission, especially diseases like tuberculosis
and influenza that are airborne rather than requiring blood-to-blood transmission.
The effects of incarceration on chronic diseases are harder to evaluate. The prison
environment may exacerbate health conditions like asthma due to poor ventilation,
overcrowding, and stress (which may trigger asthma attacks) (75). Given the ever-growing
presence of obesity-related chronic disease in the U.S., the absence of information on health
behaviors and associated changes in health during incarceration is a serious omission, but health
behaviors (nutrition, physical activity, and smoking) are now receiving more attention from
researchers. One of the few studies to measure inmates more than once found that 71% of
women gained weight over a two-week period, on average 1.1 pounds per week (76). The
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nutritional value of meals is far from ideal, and energy-dense (high-fat, high-calorie) foods are
common in prison canteens, but it may be better than that normally consumed by people living
especially chaotic lives. Less is known about inmates’ physical exercise, and studies in the UK
and Australia provided contradictory evidence on the amount of physical activity by men and
women within correctional facilities compared to the general population (77, 78). Smoking is
also a serious problem, with a prevalence of 60-80% and secondhand smoke concentrations from
1.5 to 12 times greater than in the average smoker’s home (79). There is an ongoing trend
towards smoke-free correctional facilities, but although 60% of prison systems have total
smoking bans and 27% more ban inside smoking, smoking remains frequent (79). A survey of
women inmates in Rhode Island also found a strong inverse correlation between the number of
incarcerations and willingness to remain abstinent from smoking after release (30). Thus despite
some improvements with smoking bans (80), both smoking and second-hand smoke during
incarceration are likely contributors to ongoing deterioration of health, including asthma.
There is more evidence regarding the effects of incarceration on mental health. Two
conditions are especially associated with a serious degeneration of mental health: overcrowding
and isolation units. The association between crowding and suicide or psychiatric commitment
has been noted at least back to the 1980s. Strains on staffing and facilities, mentioned above in
the context of Brown v Plata, have particularly serious repercussions on wait times and holding
conditions for the mentally ill. There has been little systematic study of the more general effects
of incarceration on mental health, but case studies have shown widespread and serious reactions
to segregation units, in which inmates are restricted to isolated cells for 23 hours a day. The
associated deprivation of movement and human contact triggers psychological responses
ranging from anxiety and panic to hallucination (81).
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Finally, a review of health effects of incarceration must take account of intentional injury,
either self-inflicted or resulting from assault. A New York City jail study found that 66% of all
inmate injuries were intentional, and 39% of those were serious enough to require care beyond
the means of the facility’s medical staff (82). In another Northeast state, 32% of male prison
inmates reported a physical assault in a six-month period (83). Among national prisoners, 14%
of white men and 18% of black men sustained fight-related injuries, but some men may have
forgone medical treatment for injuries in order to be in keeping with prison cultures of
masculinity (54).
More specific trends have also been identified. About 50% of women inmates engaged in
self-injury (e.g. cutting or ingesting foreign objects, as distinct from suicidal behaviors), though
only about half of respondent states kept data on this behavior (84) Like mental illness, selfinjury was also most common in segregation units (84). There are more data available on sexual
assault. About 3% of all jail inmates experience sexual assault by staff or other inmates, but the
prevalence rises to 5% for female jail inmates, and women who have previously been abused are
at especially heightened risk for sexual assault during incarceration (85, 86). Gay inmates were
also at higher risk, with an assault rate of 19% compared to 3% for heterosexuals (83, 86) Like
sexual assault, traumatic brain injury (TBI) may have distinctive repercussions for not only longterm health but recidivism, as it is associated with violence and criminal-justice involvement
(87). Although few data are available on TBIs suffered during incarceration, a meta-analysis
found consistently and substantially higher lifetime prevalence among prisoners than in the
general population (87), indicating the need for much more extensive attention to targeted
treatment and/or behavioral interventions for inmates with a TBI history.
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Post-release health
Changes in health status may not fully manifest until long after release from incarceration. Still,
the period immediately following release from prison is especially risky. While mortality rates
within prisons and jails are comparable to those of the general population for white males and
lower than non-incarcerated peers for black males, releasees are nearly 13 times more likely to
die in the two weeks following release than the general population (57, 59, 88, 89). In particular,
releasees are 129 times more likely than the general population to die of an overdose during that
period (88), reflecting both the challenges faced by releasees as they try to return to their
communities and the insufficient nature of drug treatment during incarceration, during which
prisoners may not realize their tolerance to opiates has declined. Interventions that follow inprison drug treatment programs with post-release treatment have been shown to reduce postreentry drug use and associated recidivism. Since the most recent developments in behavioral
science emphasize the role of environmental triggers over individual motivation, though, such
treatment is often undermined by a return to the original environment where, regardless of intent,
releasees often have little choice but to return to networks and associations that engage in risky
health behaviors.
Beyond this immediate period of danger, almost 80% of inmates are without private or
public insurance upon reentry (90). Because unemployment is high among releasees, Medicaid is
particularly important, but a large number of releasees are ineligible until 2014 and those who
were previously enrolled often lose their coverage during incarceration (91). Although federal
regulations require only that states suspend Medicaid during incarceration, many states terminate
it altogether. As a result, releasees lack health insurance and thus access to most health care
during the critical reentry period. The full implementation of the Affordable Care Act (ACA) in
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2014 will extend eligibility to a substantial number of releasees currently without insurance (92),
but there appear to be few states working to ensure clear communication between Medicaid and
correctional systems to facilitate their actual enrollment. Since the application process is
cumbersome and often overwhelming for a low-resource population (e.g., for the 43% of jail
inmates and 36% of prison inmates lacking a high school diploma (16), low literacy can hamper
successful completion of paperwork, and the lack of stable housing interferes with
communication from the Social Security Administration), without assistance from correctional
facilities, many newly-eligible releasees are likely to remain un-enrolled and will thus continue
to lack access to healthcare or rely on emergency departments. If this occurs, much of the care
received in prison will continue to lapse upon release.
There is growing attention (e.g. the Council of State Government’s Reentry Policy
Council) to improving the outcomes of prisoner reentry through assistance with employment,
housing, and other transitional needs which ultimately affect health. Correctional authorities are
also increasingly addressing the problem of linkage to community-based care with discharge
planning, a term that broadly refers to the process of helping prisoners to prepare to make the
transition from incarceration back into the community. However, only about 10% of releasees
from state prisons in need of discharge planning actually receive it (93).There are examples of
relatively successful programs, such as the Hampden County jail in Massachusetts where the
county sheriff’s office partnered with the public health department, regional medical centers, and
community health centers to provide continuous health care delivery by assigning new inmates
to care based on their zip code in order to facilitate continuous care delivery by linking inmates
to community providers prior to their release (46). Even in this closely coordinated system,
incorporating community providers into pre-release correctional care, however, releasees are
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frequently lost to follow-up care. In general, mentally ill releasees are more likely than others to
receive discharge planning but they are also more likely to be homeless and rely on extensive
emergency department health care post-release. Even though inmates with mental illnesses are
generally given a supply of medications upon release, medication maintenance has been found to
decline 8-10 months post-release (90).
Linkage to community-based care following release from prison or jail has been most
studied for prisoners living with HIV. Even for releasees with HIV, though, there are only
piecemeal studies of healthcare and health status upon return to the community, although two
major multi-site studies funded by HRSA and NIH are currently underway (94, 95). One study
found that even when releasees were provided with a free prescription for HIV medications, only
5% filled the prescription in time to avoid an interruption in their HIV treatment, and only 30%
had filled it at the end of two months (96). Only 28% were enrolled in outpatient care in the
community within 3 months of release (74). Qualitative studies elsewhere have identified factors
ranging from transportation to provider attitudes that account for a failure to link to care even
when financial assistance is provided (97-99). Since people with HIV often have other health
problems as well, the need to move among multiple care providers can also make treatment more
difficult to sustain. There is limited evidence about the longer-term outcomes for other health
conditions among former prisoners, but studies have found associations between previous
incarceration and heightened risk of asthma and hypertension (75, 100).
Finally, it is essential to recognize that since nearly all prisoners eventually return to the
community, prisoner health is embedded in community health. Much of the community health
impact occurs through economic pathways (e.g. the cumulative impact of the removal of incomeearners on family wellbeing) but a number of studies are now examining the effects of parental
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incarceration on child mental health (101-103). Although no studies have yet tracked the effects
of incarceration on community-level chronic disease burdens, several are now examining
networks of STI/HIV transmission associated with incarceration. This has been linked variously
to the removal of young men from the community or to their return; either way, it reflects the
disruption of stable relationships and a sex-ratio imbalance, both of which are risk factors for
STI/HIV transmission (20, 104-107). The importance of partnering with correctional facilities in
addressing community health was revealed in Chicago, where following the discontinuation of
universal jail-based screening the number of male STD cases reported citywide plummeted – not
because actual STDs were declining but because so many men were no longer being tested. The
effects of this were visible in the accompanying rise of those STDs among women in Chicago
(108). As a disruptive life event experienced disproportionately by young black and Hispanic
men, incarceration has been speculated to contribute the lion’s share of racial disparities in
HIV/AIDS rates (104), and its role in community health may hold true for other health disparities
as well. Incarceration has been shown to have adverse effects on life trajectories long after the
sentence has been served. It is critical to also recognize its effects on individual and community
health.

Prescription for the Future
The following are suggested activities:
-

Explore Pre-incarceration Diversion Strategies

A correctional administrator, when asked about reducing correctional medical costs replied “ no
problem, just stop sending me sick prisoners”. The truth is that correctional institutions have
essentially no control over who enters and leaves. In order to reduce the burden of disease in
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correctional facilities, diversion strategies in the court system that would connect people to more
appropriate treatment are needed.

-

Comprehensive Screening

During incarceration, comprehensive screening, diagnosis and treatment for this
disadvantaged population would capitalize on public health opportunities and improve health.

-

Quality of Prisoner Healthcare

A set of universal measures of quality healthcare and outcomes and a system that
encourages improvements in care over time.

-

Linkage to Treatment after Release

Many of the diagnoses that are made and treatments that are begun during incarceration do not
translate into improved health after release, due to widespread failure to link to care after release.
The Affordable Care Act promises to be a fundamental turning point in the nation’s health, and
will provide unprecedented access to healthcare for many people coming out of correctional
facilities. It is crucial to take advantage of this window of opportunity as the ACA is being
implemented to ensure that systems are put into place to address the complex health needs of this
population. While the ACA will remove some of the financial barriers to care, many other
structural and individual barriers – insufficient discharge planning, community care providers,
ancillary services, etc. – will still require vast, cross-sector planning to translate that access into
meaningful outcomes.
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-

Monitoring Outcomes

If the above objectives are achieved, monitoring the broader, population level outcomes of
reduced incarceration, improved screening and healthcare and linkage, will be important to
determine societal benefits.

We are hopefully past the apex of over 3 decades of increasing incarceration in the US. Our
challenge is to optimize medical, public health and public safety outcomes while striving to
minimize the use of incarceration.
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