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The COVID-19 pandemic has reshaped health care deliv-
ery for all patients but has distinctly affected the most
marginalized people in society. Incarcerated patients are
both more likely to be infected and more likely to die from
COVID-19. There is a paucity of guidance for the care of
incarcerated patients hospitalized with COVID-19. This
article will discuss how patient privacy, adequate commu-
nication, and advance care planning are rights that incar-
cerated patientsmay not experience during this pandemic.
We highlight the role of compassionate release and note
howCOVID-19may affect this prospect. A number of prag-
matic recommendations are made to attenuate the dis-
crepancy in hospital care experienced by those admitted
fromprisons and jails. Physiciansmust be familiarwith the
relevant hospital policies, be prepared to adapt their prac-
tices in order to overcome barriers to care, such as contin-
uous shackling, and advocate to change these policies
when they conflict with patient care. Stigma, isolation,
and concerns over staff safety are shared experiences for
COVID-19 and incarcerated patients, but incarcerated pa-
tients have been experiencing this treatment long before
the current pandemic. It is crucial that the internist de-
mand the equitable care that we seek for all our patients.
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Clinical Vignette. A 73-year-old man with a history of heart
failure, diabetes mellitus, and chronic kidney disease was
admitted to hospital from a nearby prison with fevers, dys-
pnea, and a positive SARS-CoV-2 nasopharyngeal swab. He
was transferred to a COVID-19-specific unit where he re-
ceived medical care while shackled supine to his bed, with
two custody officers stationed outside his room.
The clinical team did not engage in frequent conversation

with the patient because of COVID restrictions. When these
masked clinicians did see the patient, they were accompanied
by the custody officers and failed to clearly specify their roles.
He was provided food without utensils and had to use the
bedpan while remaining shackled at all times. A week into the

admission, he developed respiratory failure and was transferred
to the intensive care unit where he was intubated, sedated, and
remained shackled. Despite his poor prognosis, the medical
team did not initiate compassionate release. Non-experimental
treatment options were limited and hewas not recruited into any
of the COVID-19 clinical trials ongoing at the institution.
The medical team did not attempt to contact the patient’s

family. With worsening hypoxia and renal failure, the inten-
sive care team requested authorization from the prison warden
to contact the patient’s wife and clarify goals of care. Eventu-
ally, they communicated with her and she made it clear that
that the patient would never have wanted dialysis or intuba-
tion. He died in the hospital, still incarcerated.

INTRODUCTION

The COVID-19 pandemic has reshaped health care delivery
for all patients but has distinctly affected the most marginal-
ized people in society.1 Those who are incarcerated are at
particularly high risk of being infected with SARS-CoV-2
due to overcrowding, inability to safely physically distance,2

sanitation issues, and the daily flow of workers through facil-
ities.3–5 The rate of COVID-19 amongst the carceral popula-
tion has been reported to be 3–14 times that of the general
population of the USA.6,7 The adjusted death rate for COVID-
19 in the prison population is three times higher than would be
expected if the age and sex distributions of the US and prison
populations were equal.8–11 Amongst persons who are incar-
cerated, Black individuals are 3.46 times as likely to be infect-
ed as white individuals, underlining how Black people are
disproportionally affected by COVID-19—and by mass
incarceration—due to the effects of systemic racism.12,13

In general, jails are locally operated facilities which hold
people awaiting trial, sentencing, or are sentenced to a term of
less than one year. Prisons are longer term facilities run by the
state or federal government which hold people serving
sentences for convicted crimes lasting more than a year.14

There is significant variation in the healthcare resources avail-
able at these facilities and as a result, incarcerated patients may
be transported to their local emergency department and hos-
pitalized for a wide range of indications.15 Some policy efforts
have advocated for de-population of prisons and jails, and
elimination of mandatory immigration detention to mitigate
the spread of COVID-19.3,16–20 However, these early release
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policies often fail to reach the most vulnerable. For example,
by excluding offenses associated with lengthier sentences,
elderly individuals who are incarcerated under such terms
remain at risk. Ultimately, large facility outbreaks involving
people at higher risk of severe COVID-19 illness—an aging
prison population with a high burden of underlying chronic
disease—may result in many more incarcerated patients being
hospitalized.21–23

Caring for incarcerated patients in the hospital can be diffi-
cult given security procedures such as continuous shackling of
patients, hospital policies unfamiliar to residents and physi-
cians, and structural power issues between patients, clinicians,
and security personnel that impair communication and priva-
cy.24,25 The stigma associated with COVID-19, which is based
on uncertainty and fear, is similar to the stigma incarcerated
patients may experience with any hospitalization, especially
when healthcare staff are not familiar with caring for incarcer-
ated patients. A number of organizations and societies have
commented on the care of incarcerated patients with COVID-
19, though much of it is not applicable to patients actually
hospitalized (Table 1). This piecemeal guidance falls short of a
comprehensive standard of care for incarcerated patients when
they are at their sickest. The Amend Group at the University of
California, San Francisco has developed a guide for commu-
nity physicians specific to the care of incarcerated patients

hospitalized with COVID-19 where they highlight the impor-
tance of advance care planning, surrogate decision makers,
and communication with prison and jail staff.26 We will re-
view some of the intricacies in caring for these vulnerable
patients who are subject to the stigma of both being incarcer-
ated and being diagnosed with COVID-19, provide some
practical recommendations, and ultimately hope to inspire
internists to advocate for more humane treatment of incarcer-
ated patients hospitalized with COVID-19.

PATIENT PRIVACY, CONFIDENTIALITY, AND THE
IMPACT OF “SECURITY” POLICIES

The principles of privacy and confidentiality, in theory, apply
to all patients, including those hospitalized from prisons and
jails. Unfortunately, competing interests in the form of the
safety of healthcare staff and the public as a whole may
undermine this principle. Similarly, caring for all patients with
COVID-19 in a single unit, while clearly practical, subjugates
the principle of privacy. The National Commission on Cor-
rectional Health Care (NCCHC)27 Standard A-07 Privacy of
Care states that “health care encounters and exchanges of
information are to remain in private,” unless there are “exten-
uating circumstances.”27 The Health Insurance Portability and
Accountability Act (HIPAA) should equally apply to incar-
cerated individuals; however, protected health information
(PHI) may be disclosed to a prison or jail staff, if deemed that
such PHI is necessary for the provision of healthcare or safety
of the patient, or other individuals in the facility.33

Hospital security policies may also contravene this principle
of confidentiality. The policy at many institutions including
our own requires that officers be permitted to remain with the
patient in custody at all times, and although it is suggested that
conversations be conducted out of hearing range, the officers
must be allowed to remain within direct sight of the pa-
tient.34,35 Similarly, this policy requires that the patient should
not be released for bathroom use, and instead use a urinal or
bedpan while they remain shackled to a stationary object at all
time.34

The purported benefits of these policies for healthcare staff
safety are not supported by evidence and may have a delete-
rious effect on the care of the incarcerated patient.36 For
example, continuous shackling that limits mobility will cause
deconditioning,37 prevent the patient’s ability to self-prone,
and hinder the management of a cardiac arrest—already a
predicament in a patient with COVID-19.38 The presence of
security officers in the room also has implications for infection
control. At a time when family members are restricted from
seeing their dying loved ones, and PPE is limited, it is coun-
terintuitive to be supplying extra PPE and risking further
COVID-19 exposure. Our hospital policy recommends that
security officers follow our institutional infection control stan-
dards and procedures regarding isolation. Finally, continuous-
ly shackling a patient suffering from post-intensive care

Table 1 Limited Resources Provided by Major Societies and
Organizations Pertaining to the Care of Incarcerated Patients

Hospitalized with COVID-19

Source Guidance provided

National Commission on
Correctional Health Care
(NCCHC)

Operational and clinical standards
of care for health care delivery and
management of chronic and acute
medical and mental health
conditions in carceral settings27

The National Academies of
Sciences, Engineering and
Medicine

Consensus report on the best
practices for implementing
decarceration as a strategy to
mitigate the spread of COVID-19 in
prisons and jails19

The Centers for Disease Control
and Prevention (CDC)

General guidance focused on
prevention, infection control, and
the management of cases in prisons
and jails28

Infectious Diseases Society of
America (IDSA)

Statement urging a strong federal
and state response to assist in the
prevention of Covid-19 and support
access to diagnostic and manage-
ment supplies in these settings29

American College of Physicians
(ACP)

Highlighted the importance of
protecting prison and jails staff to
mitigate the pandemic’s effect on
incarcerated persons and
surrounding communities30

American College for
Emergency Physicians (ACEP)

Guidance pertaining to the transfer
of patients to the emergency
department31

Society of General Internal
Medicine (SGIM)

Statement which highlights
disparities in outcomes between
different populations affected by
COVID-19 including those incar-
cerated32

Amend Group at University of
California San Francisco

Guidance specific to the care for
patients hospitalized from the
carceral setting with COVID-1926
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syndrome severely limits the use of physical therapy—a core
component of care for these patients.39

Internists should review their hospitals’ policies surround-
ing the care of incarcerated patients, to ensure a clear under-
standing of what is expected from a security perspective, work
within these limits to care for their patients with dignity and
respect, and change these policies when they conflict with
patient care. A simple practical step to increase patient privacy
is to request that security officers wear headphones for the
duration of a clinical discussion if they are unable to move out
of hearing range. We disagree with the practice of shackling
all patients, at all times, particularly when they are physically
incapacitated by illness or when security staff has not identi-
fied a legitimate public safety risk. We suggest that exceptions
be built into these policies when circumstances dictate, for
example when a patient is intubated or requires prone posi-
tioning. Such a practice would not be without precedent as 32
states now have laws which prohibit shackling of women
during pregnancy, labor, and delivery, and post-partum
recovery.40

COMMUNICATION

Each morning we find ourselves shouting through personal
protective equipment (PPE) from the doorway as we try to
allay fears and manage expectations in patients affected by
COVID-19. Prisons and jails ask internists to limit communi-
cation with family and refrain from informing patients about
post-discharge follow-up appointments due to the theoretical
concern that this could facilitate family assistance in staging an
escape.41 No legislation, regulations, or guidelines exist to
consult regarding this practice. This inability to explain care
plans with patients and families may foster mistrust of
healthcare providers. The use of masks or personal respirators,
combined with this “secrecy,” and perhaps lower health liter-
acy in some patients,42 can result in grossly inadequate com-
munication between physicians and their incarcerated patients.
Physicians caring for patients from prisons and jails should be
aware of the few conventional standards that exist, such as not
disclosing the location and timing of tests, procedures, and
follow-up appointments. Aside from these informal standards,
we encourage physicians to fully explain the patient’s diagno-
sis, treatment, prognosis, and follow-up plan without worry of
security breaches.

ADVANCED CARE PLANNING AND SURROGATE
DECISION MAKING

Given the risk of mortality among patients admitted with
COVID-19, physicians should confirm advanced care plan-
ning (ACP) on admission and initiate goals of care discussions
early with all patients. Despite a population which is aging,
with a higher prevalence of underlying chronic illness,43 most
patients who are incarcerated do not have an advance directive

or Physician’s Orders for Life-Sustaining Treatment
(POLST).44,45 There are multiple barriers to performing
ACP. Restrictive prison policies and the attitudes of carceral
staff may obstruct the process of ACP46 and there is evidence
that physicians working in prisons and jails have limited
knowledge of the role of ACP.47 Additionally, incarceration
prevents patients from accessing the social supports (friends
and family) that many non-incarcerated people rely on when
making health care plans, similar to how visitor restrictions
have impacted goals of care discussions during this
pandemic.48

If a patient admitted to the hospital from a prison or jail is
found to lack decision-making capacity, it is crucial that
clinicians follow state laws and ethical obligations when iden-
tifying a decision-making surrogate.44,48 Under most state
laws, police officers, guards, or wardens do not have
decision-making authority and state laws are not superseded
by prison or jail policies.49 As hospital staff may feel intimi-
dated by law enforcement officials, hospital policies should
mention explicitly that health care agents and surrogate deci-
sion making are not to be limited by carceral policies—such
policies are not an excuse for internists to violate their patient’s
right to treatment.
A hospital admission may give incarcerated patients an

opportunity to discuss their goals of care in a safe environment
with a physician who has experience with ACP and who is not
part of the system that is incarcerating them. For sicker pa-
tients with COVID-19 being admitted to the hospital, this
conversation takes on particular urgency and importance and
requires it to be done thoughtfully and effectively. An incar-
cerated patient’s wish to refuse treatment should be respected
unless there is significant concern that the decision is being
made for secondary gains such as a means of bargaining or
protest50, in which case the patient should be engaged in
further patient-centered conversation.

COMPASSIONATE RELEASE/MEDICAL PAROLE

Physicians’ expertise in caring for patients admitted from
prisons and jails is highly variable, and some may lack famil-
iarity with compassionate release/medical parole, i.e., the pro-
cedure for securing a terminally ill individual’s release from
jail or prison. While this is often a lengthy process due to
demands of the justice system, it can be expedited51 and
allows patients who are physically incapacitated to return to
family for their remaining days. Compassionate release should
be considered for any patient who has a prognosis of <6
months, irrespective of their COVID-19 status. Ongoing re-
evaluation of a patient’s prognosis is important as the compli-
cations of COVID-19 infectionmay confer a limited prognosis
on someone who otherwise may not have any life-limiting
conditions.52 The Amend Group has provided resources to aid
clinicians in pursuing compassionate release for their patients.
The initial step involves contacting the prison or jail warden
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who may request a letter—a template of which is provided by
the Amend Group—detailing the prognosis for incarcerated
individuals.53 Ultimately, a patient may be discharged with
home hospice or to a community hospice with the support
afforded by any other patient in this setting. A critically ill
incarcerated patient suffering from COVID-19 may not be
stable enough for discharge and in this setting clinicians
should facilitate a farewell visit with their loved ones.25

RESEARCH AND VACCINATION

The care of all hospitalized patients with COVID-19 continues
to center on providing high-quality supportive care, with the
consideration of adjunctive targeted treatments that have a
wide range of proven efficacy and safety.28,54,55 Three of the
twelve recommendations in the most recent iteration of the
IDSA guideline on COVID-19 care recommend specific ther-
apies only in the context of a clinical trial.29 Historically,
incarcerated individuals have been exploited in research stud-
ies.56 In an effort to prevent further abuse, additional planning,
documentation, and IRB review is required in order to include
incarcerated people in research.35 Some have questioned
whether people who are imprisoned should have greater ac-
cess to research, as this population may otherwise lack access
to the latest and most promising medical therapies.57,58 The
omission of incarcerated patients from the phase 3 COVID-19
vaccine trials has spurred debate over exactly this issue.59,60

While a detailed discussion relating to the inclusion of incar-
cerated participants in research is beyond the scope of this
article, we should be aware of the restrictions on including
people in prison or jails in research and make our best efforts
to implement up to date best practices and hospital policies.
Now that vaccines for the prevention of COVID-19 have

been authorized for emergency use by the Food and Drug
Administration, the CDC Advisory Committee on Immuniza-
tion Practices (ACIP) has identified corrections officers as
non-healthcare essential frontline workers who should be vac-
cinated in phase 1b.61 The ACIP has not prioritized incarcer-
ated persons for vaccination despite declarations from the
National Academies of Sciences, Engineering, and Medicine
and the American Medical Association that refusing to prior-
itize incarcerated persons for vaccination is irrational and
unethical.62 Fortunately, despite these recommendations,
some states have, nonetheless, prioritized this group, as docu-
mented by the COVID Prison Project.63

CONCLUSION

Incarcerated patients who are hospitalized with COVID-19 are
physically impaired by shackling, vulnerable to poor commu-
nication, and stigmatization, and frequently have their privacy
rights violated. This disempowers patients and places them at
risk of poor clinical outcomes. In addition to being at particular
risk of being infected, they have limited autonomy, and are

already enmeshed in systems of oppression that separate them
from their loved ones. Fundamental points to remember in
caring for these patients in the COVID-19 era include mini-
mizing the effect of security policies, such as shackles, on
providing respectful care; acknowledging barriers to adequate
communication and the need for a tactful approach to end-of-
life discussions; taking a proactive stance to prognostication;
and assisting with compassionate release (Table 2). It is crucial
that the clinician advocate for incarcerated patients, and de-
mand the equitable care that we seek for all our patients.
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