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Patients experiencing incarceration face a multitude of healthcare disparities. These patients are
disproportionately affected by a variety of chronic medical conditions. Patients who are incarcerated

often remain shackled throughout their hospital course, experience bias from members of the healthcare
team, and have many barriers to privacy given the omnipresence of corrections officers. Despite this,
many physicians report little formal training on caring for this unique patient population. In this narrative
review, we examine the current literature on patients who are incarcerated, especially as it pertains to
their care in the emergency department (ED). We also propose solutions to address these barriers to care

in the ED setting. [West J Emerg Med. 2023;24(4)654—661.]

INTRODUCTION

The United States has over 1.6 million incarcerated
people.! This population has been historically medically
underserved and faces a variety of healthcare disparities.
Individuals who are incarcerated are more likely than the
general population to have medical conditions such as
diabetes, hypertension, HIV, hepatitis C, and tuberculosis.”*
The often substandard living conditions in jails and prisons
also negatively impact incarcerated patients’ health. For
example, the morbidity and mortality from COVID-19 was
significantly higher in prisons than in the general public.*>
While incarceration sometimes connects individuals who
have not had previous access to care with continuity of care
and medication for chronic conditions, many individuals are
still unable to access adequate treatment while
incarcerated.®’ For example, cancer patients report
inadequate access to pain medications, patients face barriers
to acute surgical care, and pregnant patients report
inadequate prenatal care.®*”'° Even when patients are able to
access care while incarcerated, they often face immense
barriers to healthcare once released.””

In addition to the disparities noted above, incarceration is
associated with mental illness and early mortality. When
compared to non-incarcerated people, those who are
incarcerated have higher rates of major depression, bipolar

disorder, and schizophrenia.1 =16 Furthermore,
incarceration itself may predispose individuals to mental
illness, as experiencing incarceration is a risk factor for
developing a first psychotic episode.'” Substance use
disorders (SUD) are more prevalent in the incarcerated
population than the general population.'® Many correctional
facilities do not provide adequate treatment for SUD, which
can lead to situations of life-threatening withdrawal in
individuals with benzodiazepine and alcohol use
disorder.'”* Individuals with opioid use disorder have a
markedly increased risk of opioid overdose after release,
especially if they are not started on medication-assisted
treatment while incarcerated.”' ** With regard to mortality,
studies have shown that people who have been incarcerated
have an increased risk of death at a younger age when
compared to the general population.”>*® This risk of
premature death in incarcerated people disproportionately
affects Black populations when compared to other
demographic groups.?’*®

It is impossible to discuss the disparities faced by
incarcerated patients without recognizing that the criminal
justice system is one based on racial oppression.”’ Black
Americans are incarcerated, wrongfully convicted, and
stopped and searched by police at disproportionately higher
rates than White Americans.>”** The history of policing is
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also rooted in systemic racism. In the 18™ and 19'" centuries,
groups called “slave patrols” would search for and detain
enslaved people who escaped; these groups are considered
the basis of “modern-day policing.”***> When formal police
departments were established in the early 20" century, these
organizations served a large role in enforcing Jim Crow laws
(laws in the South that institutionalized racial segregation,
such as requiring separate water fountains for Black and
White people).** In the late 20 century, the systemic
criminalization of recreational drug use from President
Ronald Reagan’s “War on Drugs” and President Bill
Clinton’s Violent Crime Control and Law Enforcement Act
disproportionately targeted Black and Latino
Americans.*®*” These are some examples, but by no means
an exhaustive list, of how systemic racism is linked to the
criminal justice system in the US.

While this review focuses on patients who are
incarcerated, patients present to the emergency department
(ED) in various types of custody. Often patients are brought
to the ED after they are arrested but before they are
convicted of a crime so that emergent medical concerns can
be addressed prior to booking. Some patients are brought in
while detained by US Immigration and Customs
Enforcement officers. Patients may also present to the ED
during the pre-trial period or post-conviction from jail or
prison. Patients from both jails and prisons experience
barriers to healthcare, but there are great discrepancies in the
care provided at jails, based on the variation in a jail’s size
and resources and given that people typically spend less time
in jails than in prisons.®**~* Additionally, smaller jails may
contract out most of their medical services, and jails are
subject to less regulatory healthcare oversight than prisons.™
While we will focus on the care of individuals who are
incarcerated, many of the principles outlined in this article
are applicable to patients in various types of custody.

Physicians employed by jails and prisons face an ethical
dilemma termed “dual loyalty,” meaning the conflict in
interest between caring for their patient and catering to
the demands of the prison administration.*’ Sometimes,
physicians are asked to perform tasks that go against their
role as healers, ie, to perform drug tests without a patient’s
consent, to withhold an expensive medical treatment despite
it being the standard of care, and to perform medical exams
for the purpose of “certify[ing] that prisoners are fit for
imprisonment.”*’ Similarly, emergency physicians must be
aware of the conflicts of interest that arise when caring for
patients who are incarcerated, such as cases when they are
asked to “medically clear” a patient prior to booking or
perform tests or exams that are not clinically indicated.

Penal harm refers to any “planned governmental act
whereby a citizen is harmed” for punitive reasons; the harm is
considered “justifiable precisely because it is an offender who
is suffering.”*'**> Although the Eighth Amendment of the
US Constitution broadly “prohibits cruel and unusual

punishment,” it was not until the 1976 Supreme Court
ruling in the case of Estelle v Gamble that penal harm

in the context of medical care was explicitly deemed
unconstitutional.* The Estelle v Gamble ruling, which
centered on “the deliberate indifference of the medical needs
of prisoners,” set a clear precedent for the rights of
incarcerated patients to accessible medical care (including
inpatient and specialist care).**** Failure to provide
incarcerated patients with the same “standard of care” as
non-incarcerated patients has henceforth been considered a
violation of the Eighth Amendment.** However, in practice,
upholding the healthcare rights of incarcerated patients is
more challenging to enforce.*’

In this narrative review, we will identify several barriers to
maintaining the standard of care for incarcerated patients in
the ED. We hope to increase awareness of these disparities
and propose solutions to better address them in clinical
practice.’**°

BARRIERS TO CARE

Through our review of the existing literature, we identified
multiple barriers to treating incarcerated patients in the ED:
biased care from physicians; presence of law enforcement;
and use of physical restraints.

Bias

Members of the healthcare team, including physicians and
nurses, often have their own preconceived notions about
incarcerated patients that ultimately affect patient care. A
survey study of formerly incarcerated individuals found that
many patients have experienced discrimination based on
their criminal record.*” Many patients also reported
discrimination in the healthcare setting due to their race and
ethnicity.*” This survey study also found that formerly
incarcerated individuals with increased ED utilization
reported a higher rate of discrimination from healthcare
professionals.*’

However, many physicians already recognize the
disparities in the care of patients who are incarcerated. One
recent qualitative study by Douglas et al acknowledges the
need to optimize quality of care for incarcerated patients.*®
In this paper, surgical residents were surveyed about their
encounters with law enforcement while caring for patients
experiencing incarceration. The surgical residents noted
many challenges when caring for these patients, including
barriers to adequate follow-up care and the designated
holding areas for incarcerated patients that may contribute
to “substandard care” or decreased monitoring of critically
ill patients.*®

Bias has been reported among many members of the
healthcare team. The study “Caring for Hospitalized
Incarcerated Patients: Physician and Nurse Experience” by
Brooks et al examined physician and nurse experiences when
caring for hospitalized incarcerated patients using open and
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closed-ended survey questions.*” A majority of physicians
believed patients who were incarcerated received less
frequent non-medical interventions (defined as “social work
support, physical therapy visits, nutrition consults”) during
hospitalization than other patients.*’ Over 30% of physicians
believed that these patients received “fewer diagnostic tests”
and “fewer medical interventions” than other patients.*’

Patient Privacy

There are also many limits to patient privacy when caring
for patients who are incarcerated in the ED. The presence of
corrections officers who accompany these patients to the ED
often leads to protected health information (PHI) being
shared if members of the healthcare team do not ask officers
to step away during the history and physical.**-°

In the survey study by Brooks et al, a higher percentage of
nurses when compared to physicians reported that they kept
law enforcement in the exam rooms when performing their
histories and physicals.*” Still, 35% of physicians reported
not asking corrections officers to leave during patient
encounters, and over 50% of the physicians reported not
asking for shackles to be removed during their histories and
physicals.*’ In the survey, physicians also identified a lack of
formal training in their medical education when caring for
this group of patients.*’

Many surgical residents in the Douglas et al study
recognized incarcerated patients’ barriers to privacy. The
majority of residents in this study reported witnessing
incidents when law enforcement officers would question
patients during trauma assessments, at times disrupting the
primary and secondary survey and impinging on patient
privacy.”® In addition, many residents reported instances
when an “armed guard was present in the operating room”
during a surgical procedure.*® One resident reported an
instance when an officer requested an ethanol level on a
patient, even though this test was not pertinent to the
patient’s care at that time.*®

The literature also describes instances when law
enforcement, namely police officers, have requested invasive
body searches and tests on patients, although these tests were
not clinically indicated.’">* In a survey study, emergency
physicians reported breaches of patient privacy in the
presence of law enforcement, including instances when
officers solicited PHI.>® Physicians reported being uncertain
of the exact role and limitations of law enforcement in their
workplace.”

While physicians should always strive to maintain patient
privacy, there are circumstances in which aspects of patient
care may need to be disclosed to law enforcement. For
example, PHI may need to be disclosed if a patient requires
specific treatment or follow-up care in the outpatient setting.
Given the delays that can occur in the care of incarcerated
patients, instructions may need to be explicitly written or
discussed with law enforcement to ensure appropriate care

occurs after discharge from the ED.>* However, physicians
should always attempt to obtain approval from patients prior
to sharing their PHI. There are also instances where
incarcerated patients may exhibit violent behavior that poses
a safety threat to themselves or to ED staff. In these
instances, it is appropriate to interview patients in the
presence of law enforcement.

Physical Restraints

Physicians are taught to use physical restraints with caution
and only when absolutely necessary. Physical hospital
restraints, which are often applied to protect patient safety, are
associated with numerous complications. For example, there
is a statistically significant increased incidence of pulmonary
embolism and deep vein thrombosis in patients who are
physically restrained.”>® Furthermore, restraints are
associated with delirium, emotional distress, rhabdomyolysis,
injury, and even death when improperly used.’’ > Indeed,
both the American College of Emergency Physicians (ACEP)
and The Joint Commission have published standards on the
criteria necessary to justify restraint use and minimize harm
associated with restraints.”® '

Despite the caution advised when using physical restraints,
patients who are incarcerated often arrive to the ED in
shackles and remain in shackles throughout the course of their
ED stay. Some surgery residents have even reported caring for
patients who are shackled to the bed while intubated and
sedated.*® There are some policies in place to limit the use of
shackles in clinical settings. Recognizing the risks of physical
restraints in pregnancy, many states have mandated against
physical restraints for patients who are incarcerated in the
perinatal period.®* Federal policies have also been enacted to
restrict use of physical restraints in pregnancy, except when
considered necessary for safety reasons.®

There is a dearth of protections for patients who are not
pregnant. Non-pregnant, incarcerated patients often remain
shackled throughout their hospital stay; this includes those
who are terminally ill and those who are intubated and
sedated.®>®° There is little data to support the medical
rationale for shackling and, indeed, its use is mainly
determined by federal and local policy to be a requirement
during transport.®***"% A discussion on ways to address
shackling in the ED is included below.

STRATEGIES TO IMPROVE CARE

In this section, we propose several strategies to improve
the quality of ED care for patients who are incarcerated.
These suggestions are not exhaustive; much more research is
required to further investigate the many disparities these
patients face.

Bias
Hofmeister and Soprych discuss the importance of
including formal teaching on treating incarcerated patients in
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medical curricula.®” The authors discuss how the use of
workshops on implicit biases can be incorporated into
resident medical education. The workshop they performed
allowed resident physicians to self-reflect on their biases
and better recognize the disparities that specifically affect
incarcerated patients.®” There should be increased
curriculum development in medical education that

focuses on addressing the biases faced by patients who

are incarcerated.

Privacy

The US Department of Health and Human Services
outlines PHI protections for patients who are incarcerated.
Sharing of PHI is only permitted in a few distinct
circumstances, such as when healthcare clinicians are
responding to a request for “PHI [that] is needed to provide
health care” to the patient, or when the PHI is necessary to
protect the health/safety of the individual or people around
them.”” As one can imagine, information may be
inadvertently divulged to corrections officers if the emergency
physician (EP), nurse practitioner (NP), or physician assistant
(PA) conducts the history and physical with corrections
officers in the room.* A toolkit for protecting patient privacy
created by the Working Group on Policing and Patient Rights
of the Georgetown University Health Justice Alliance
recommends that EPs, NPs, and PAs ask officers to step out of
“earshot” to protect PHI and “prevent accidental
disclosures.”” EPs, NPs, and PAs should also obtain patient
consent prior to lab tests and procedures.’’ The “Medical
Provider Toolkit” and ACEP also note that while law
enforcement personnel may even provide warrants for specific
tests and exams such as body cavity searches, EPs, NPs, and
PAs can refuse if they are not clinically indicated or are not in
the patient’s best interest.”"”"

Physical Restraints

Just as certain federal and state policies advocate for
limiting shackle use in pregnant patients, so too should there
be a greater emphasis placed on the removal of shackles on
patients who are not pregnant. When interviewed, many
physicians and nurses reported not requesting that shackles
be removed.* As mentioned above, there is little data to
support the use of shackles, and many of the rules and
regulations regarding shackle use focus on transportation.
Barriers to shackle removal are often due to knowledge
deficits and unclear institutional guidelines surrounding
shackling. EPs, NPs, and PAs should recognize the harms
associated with shackles and request their removal whenever
possible, as these are often not medically necessary.’”*
Indeed, the International Association for Healthcare
Security & Safety states that it is the responsibility of the
physician and other members of the healthcare team to
“assess the safety of continued use of restraint.”’* In
addition, it is the duty of the corrections officers, and not the

medical team, to ensure the patient’s security.®* Given that
there are often unclear guidelines surrounding shackles and
non-medical restraints, hospitals should also set forth their
own guidelines to uphold the principle of medical non-
maleficence in all treatment areas including the ED.%*

To minimize harm, physicians should avoid and advocate
against the shackling of patients in the prone position. This
type of restraint confers an even greater risk of complications
and has been linked to cardiopulmonary arrest, especially in
agitated patients.’”> Controversy remains as to whether this is
secondary to positional asphyxia; Steinberg provided a
review of the current literature detailing how the cause of
sudden death in prone restraint is “multifactorial,” resulting
from “reduced cardiac output,” metabolic acidosis, and
impaired ventilation.”® While the Joint Commission does not
explicitly prohibit prone restraint, hospitals are required to
report any deaths that occur while a patient is restrained.’*””
Since prone restraint has been identified as a contributor to
death in subjects who are agitated, many institutions have
created policies against its use.”®”’

Advocacy

We encourage EPs to advocate for change in the carceral
system and in their own institutions to improve the
healthcare of patients who are incarcerated. Issues of
inadequate living conditions in prisons, prison crowding, and
discrimination outside the hospital have been well
documented.”®®! Given the health implications of these
issues, physicians should recognize and advocate for better
living situations for these vulnerable patients.® Conditions
for patients who are incarcerated are sometimes inadequate
in the hospital. Some hospital EDs have separate holding
areas for patients who are incarcerated. The quality of care in
these ED holding areas could be improved by increasing the
staffing, resources, and attention to these sections.*®
Physicians should advocate for better conditions for
incarcerated patients, both within the ED and without.

Continuity of Care

In addition to the reported substandard care that
incarcerated patients receive while in the hospital setting,
there are many barriers to appropriate medical care in
correctional facilities. The article “Emergency Medical Care
of Incarcerated Patients: Opportunities for Improvement
and Cost Savings” by Martin et al is a chart review of
incarcerated patients’ ED visits at a single institution.>
Patients reported barriers to care, such as difficulty accessing
prescription medications for chronic conditions.>* In light of
this, EPs, NPs, and PAs should ask patients who are
incarcerated about their access to medications for chronic
conditions and refill appropriate prescriptions prior to
discharge. In addition, there are many documented cases of
patients eventually presenting to the medical system with
late-stage illnesses that could have been treated earlier if they

Volume 24, No. 4: July 2023

657

Western Journal of Emergency Medicine



Addressing ED Care for Patients Experiencing Incarceration

Armstrong et al.

had been previously identified.”” We encourage EPs, NPs, 2. Dumont DM, Brockmann B, Dickman S, et al. Public health and
and PAs to refer patients to specialists and recommend clinic the epidemic of incarceration. Annu Rev Public Health.
visits when appropriate.79 2012:33:325-30.
3. Rich JD, Beckwith CG, Macmadu A, et al. Clinical care of incarcerated
Education people with HIV, viral hepatitis, or tuberculosis. Lancet.
There is a lack of formal education surrounding care for 2016;388(10049):1103-14.
incarcerated patients. In addition to bias workshops, 4. Marquez N, Ward JA, Parish K, et al. COVID-19 incidence and mortality
the implementation of leCFureS’ (fase'based dis'cussions,. ?’nd in federal and state prisons compared with the US population, April 5,
simulation cases.can provide residents, attending physmgns, 2020, o April 3, 2021. JAMA. 2021:326(18):1865-7.
NPs, and PAs with the tools necessary to care for thisunique ¢ o1\ & parish K, Ward JA, et al. COVID-19 cases and deaths in
Patlent pop ulaUQn' We. developed an(.i Successfully . . federal and state prisons. JAMA. 2020;324(6):602—-603.
implemented a simulation case for resident learners involving o i
the presentation of a patient experiencing incarceration. 6. PugI|S|.LB, YVang EA. Health care for people who are incarcerated. Nat
This simulation aimed to expose learners to the issues unique Rev Dis Primers. 20217(1):1-2.
to incarcerated patients as well as promote discussion on the 7. Committee on Causes and Consequences of High Rates of
removal of shackles duﬁng ED care, implicit biases, and Incarceration; Committee on Law and Justice; Division of Behavioral
protecting PHI. We are in the process of analyzing survey data and Social Sciences and Education; National Research Council; Board
from this simulation session, and results are forthcoming. on the Health of Select Populations; Institute of Medicine. Health and
Incarceration: A Workshop Summary. Washington (DC): National
CONCLUSION Academies Press (US); 2013 Aug 8. 1, Impact of Incarceration on
Incarcerated patients are part of a vulnerable population Health. Available at: https://www.ncbi.nlm.nih.gov/books/NBK201966/
that currently receives substandard care in many healthcare 8. Lin JT, Mathew P. Cancer pain management in prisons: a survey of
settings, including EDs. The biases held by members of the primary care practitioners and inmates. J Pain Symptom Manag.
healthcare team, the presence of corrections officers, and 2005;29(5):466-73.
pervasive use of restraints contribute to the numerous 9. Busko A, Soe-Lin H, Barber C, et al. Postmortem incidence of acute
healthcare inequities. We have proposed strategies to surgical-and trauma-associated pathologic conditions in prison inmates
improve the quality of care for this group of patients, in Miami Dade County, Florida. JAMA Surg. 2019:154(1):87—8.
recognizing that changes must be made on the physician 10. WangL. Chronic Punishment: The unmet health needs of people in state
level, throughout medical education, and institutionally. prisons. Prison Policy Initiative. Published June 2022. Available at:
“Medicine should be viewed as social justice work in a world hitps:/jwwiw.prisonpolicy.org/reports/chronicpunishment.html.
that is so sick and so riven by inequities.”®* — Dr. Paul Farmer. Accessed September 30, 2022.
11. Hirschtritt ME, Binder RL. Interrupting the mental illness—incarceration-
recidivism cycle. JAMA. 2017;317(7):695—-696.
Address for Correspondence: Rachel E. Armstrong, MD, University  12. Baillargeon J, Binswanger IA, Penn JV, et al. Psychiatric disorders and
of Miami, Department of Emergency Medicine, 1611 NW 12th Ave # repeat incarcerations: the revolving prison door. Am J Psychiatry.
ECC 1135 Miami, FL 33136. Email: rxa1022@miami.edu 2009:166(1):103-9.
Conflicts of Interest: By the WestJEM article submission agreement, 13. Fovet T, Geoffroy PA, Vaiva G, et al. Individuals with bipolar disorder
all authors are required to disclose all affiliations, funding sources and their relationship with the criminal justice system: a critical review.
and financial or management relationships that could be perceived Psychiatr Serv. 2015;66(4):348-53.
as potential sources of bias. No author has professional or financial 14 Mulvey EP, Schubert CA. Mentally ill individuals in jails and prisons.
relationships with gny companies that are relevant t'o this study. Crime and Justice. 2017:46(1):231-77.
There are no conflicts of interest or sources of funding to declare.
15. Bronson J, Berzofsky M. Indicators of mental health problems reported
Copyright. © 2023 Armstrong et al. This is an open access article by prisoners and jail inmates, 2011-12. Bur Justice Stat Spec Rep.
distributed in accordance with the terms of the Creative Commons 2017(Special Issue):1-6.
Attribution (CC BY 4.0) License. See: http://creativecommons.org/ 16. Mental illness, human rights, and US prisons. Human Rights
licenses/by/4.0/ Watch. Published 2020. Available at: https:/www.hrw.org/news/
2009/09/22/mental-illness-human-rights-and-us-prisons.
REFERENCES Accessed March 24, 2023.
1. Highest to lowest - prison population total [Internet]. Highest to Lowest-  17. Ramsay CE, Goulding SM, Broussard B, et al. Prevalence and
Prison Population Total | World Prison Brief. Available at: https://www. psychosocial correlates of prior incarcerations in an urban,
prisonstudies.org/highest-to-lowest/prison-population-total. predominantly African-American sample of hospitalized patients with
Accessed March 22, 2023. first-episode psychosis. J Am Acad Psychiatry Law. 2011;39(1):57-64.
Western Journal of Emergency Medicine 658 Volume 24, No. 4: July 2023


mailto:rxa1022@miami.edu
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.prisonstudies.org/highest-to-lowest/prison-population-total
https://www.prisonstudies.org/highest-to-lowest/prison-population-total
https://www.ncbi.nlm.nih.gov/books/NBK201966/
https://www.prisonpolicy.org/reports/chronicpunishment.html
https://www.hrw.org/news/2009/09/22/mental-illness-human-rights-and-us-prisons
https://www.hrw.org/news/2009/09/22/mental-illness-human-rights-and-us-prisons

Armstrong et al.

Addressing ED Care for Patients Experiencing Incarceration

18.

19.

20.

Fazel S, Yoon IA, Hayes AJ. Substance use disorders in prisoners: an
updated systematic review and meta-regression analysis

in recently incarcerated men and women. Addiction.
2017;112(10):1725-39.

Fiscella K, Pless N, Meldrum S, et al. Alcohol and opiate withdrawal in
US jails. Am J Public Health. 2004;94(9):1522—4.

Fiscella K, Noonan M, Leonard SH, et al. Drug-and alcohol-associated
deaths in US Jails. J Correct Health Care. 2020;26(2):183-93.

34.

35.

Available at: https://www.ppic.org/publication/racial-disparities-
in-law-enforcement-stops/. Accessed March 21, 2023.

The origins of modern day policing. NAACP. Available at: https://naacp.
org/find-resources/history-explained/origins-modern-day-policing.
Accessed March 17, 2023.

Brucato B. Policing race and racing police: the origin of US Police in
slave patrols. Social Justice. 2020; 47(3/4(161/162)),

115-136.

21. Merrall EL, Kariminia A, Binswanger IA, et al. Meta-analysis of 36. Cummings AD, Ramirez SA. The racist roots of the war on drugs
drug-related deaths soon after release from prison. Addiction. and the myth of equal protection for people of color. UALR L Rev.
2010;105(9):1545-54. 2021;44:453.

22. Malta M, Varatharajan T, Russell C, et al. Opioid-related treatment, 37. Levins H. The War on Drugs as structural racism. University of
interventions, and outcomes among incarcerated persons: a systematic Pennsylvania Leonard Davis Institute of Health Economics. 2021.
review. PLoS medicine. 2019;16(12):e1003002. Available at: https://Idi.upenn.edu/our-work/research-updates/the-war-

23. Overdose deaths and jail incarceration - national trends and racial . . . on-drugs-as-structural-racism/. Accessed March 21, 2023.

Vera Institute of Justice. Available at: https://www.vera.org/publications/  38. Gates A, Artiga S, Rudowitz R. Health coverage and care for the adult
overdose-deaths-and-jail-incarceration/national-trends-and-racial- criminal justice-involved population. KFF. 2014. Available at: https://
disparities. Accessed March 17, 2023. www.kff.org/uninsured/issue-brief/health-coverage-and-care-for-the-

24. How is opioid use disorder treated in the criminal justice system? adult-criminal-justice-involved-population/. Accessed March 19, 2023.
National Institute on Drug Abuse website. 2021. Available at: https:// 39. Dumont DM, Gjelsvik A, Redmond N, et al. Jails as public health
nida.nih.gov/publications/research-reports/medications-to-treat-opioid- partners: incarceration and disparities among medically underserved
addiction/how-opioid-use-disorder-treated-in-criminal-justice-system. men. Int J Mens Health. 2013;12(3):213-227.

Accessed March 21, 2023. 40. PontJ, Stéver H, Wolff H. Dual loyalty in prison health care. Am J Public

25. Witteveen D. Premature death risk from young adulthood incarceration. Health. 2012;102(3):475-80.

Sociol Q. 2021:1-28. 41. Clear TR. Harm in American Penology. State University of New York

26. Ruch DA, Steelesmith DL, Brock G, et al. Mortality and cause of death Press; 1994:3-4.
among youths previously incarcerated in the juvenile legal system. 42. Cullen FT. Assessing the penal harm movement. JRCD.

JAMA Netw Open. 2021;4(12):e2140352. 1995;32(3):338-358.

27. SykesBL, Chavez E, Strong J. Mass incarceration and inmate mortality = 43. Haber LA, Erickson HP, Ranji SR, et al. Acute care for patients
in the United States—death by design? JAMA Netw Open. who are incarcerated: a review. JAMA Intern Med.
2021;4(12):2140349. 2019;179(11):1561-1567.

28. Bovell-Ammon BJ, Xuan Z, Paasche-Orlow MK, et al. Association of 44. Rold WJ. Thirty years after Estelle v. Gamble: a legal retrospective.
incarceration with mortality by race from a national longitudinal cohort J Correct Health Care. 2008;14(1):11-20.
study. JAMA Netw Open. 2021;4(12):e2133083. 45. Sonntag H. Medicine behind bars: Regulating and litigating prison

29. Brewer RM, Heitzeg NA. The racialization of crime and punishment: healthcare under state law forty years after Estelle v. Gamble. Case W
criminal justice, color-blind racism, and the political economy of the Res L Rev. 2017;68:603.
prison industrial complex. Am Behav Sci. 2008;51(5):625—44. 46. Recognizing the Needs of incarcerated patients in the emergency

30. Gelbart C. Study shows race is substantial factor in department. ACEP. 2006. Available at: https://www.acep.org/
wrongful convictions. Equal Justice Initiative. 2022. Available at: https:// administration/resources/recognizing-the-needs-of-incarcerated-
eji.org/news/study-shows-race-is-substantial-factor-in-wrongful- patients-in-the-emergency-department/.
convictions/. Accessed March 17, 2023. Accessed September 29, 2022.

31. Racial and ethnic disparities in the criminal justice system. National 47. Frank JW, Wang EA, Nunez-Smith M, et al. Discrimination based on
Conference of State Legislatures. Updated May 2022. Available at: criminal record and healthcare utilization among men recently
https://www.ncsl.org/civil-and-criminal-justice/racial-and-ethnic- released from prison: a descriptive study. Health Justice.
disparities-in-the-criminal-justice-system. Accessed March 17, 2023. 2014;2:6.

32. Pierson E, Simoiu C, Overgoor J, et al. A large-scale analysis of racial ~ 48. Douglas AD, Zaidi MY, Maatman TK, et al. Caring for incarcerated
disparities in police stops across the United States. Nat Hum Behav. patients: Can it ever be equal? J Surg Educ. 2021;78(6):e154—60.
2020;4(7):736-45. 49. Brooks KC, Makam AN, Haber LA. Caring for hospitalized incarcerated

33. Lofstrom M, Hayes J, Martin B, et al. Racial disparities in law patients: physician and nurse experience [published online ahead of
enforcement stops. Public Policy Institute of California. 2021. print, 2021 Jan 6]. J Gen Intern Med. 2021;1-3.

Volume 24, No. 4: July 2023 659 Western Journal of Emergency Medicine


https://www.vera.org/publications/overdose-deaths-and-jail-incarceration/national-trends-and-racial-disparities
https://www.vera.org/publications/overdose-deaths-and-jail-incarceration/national-trends-and-racial-disparities
https://www.vera.org/publications/overdose-deaths-and-jail-incarceration/national-trends-and-racial-disparities
https://nida.nih.gov/publications/research-reports/medications-to-treat-opioid-addiction/how-opioid-use-disorder-treated-in-criminal-justice-system
https://nida.nih.gov/publications/research-reports/medications-to-treat-opioid-addiction/how-opioid-use-disorder-treated-in-criminal-justice-system
https://nida.nih.gov/publications/research-reports/medications-to-treat-opioid-addiction/how-opioid-use-disorder-treated-in-criminal-justice-system
https://eji.org/news/study-shows-race-is-substantial-factor-in-wrongful-convictions/
https://eji.org/news/study-shows-race-is-substantial-factor-in-wrongful-convictions/
https://eji.org/news/study-shows-race-is-substantial-factor-in-wrongful-convictions/
https://www.ncsl.org/civil-and-criminal-justice/racial-and-ethnic-disparities-in-the-criminal-justice-system
https://www.ncsl.org/civil-and-criminal-justice/racial-and-ethnic-disparities-in-the-criminal-justice-system
https://www.ppic.org/publication/racial-disparities-in-law-enforcement-stops/
https://www.ppic.org/publication/racial-disparities-in-law-enforcement-stops/
https://naacp.org/find-resources/history-explained/origins-modern-day-policing
https://naacp.org/find-resources/history-explained/origins-modern-day-policing
https://ldi.upenn.edu/our-work/research-updates/the-war-on-drugs-as-structural-racism/
https://ldi.upenn.edu/our-work/research-updates/the-war-on-drugs-as-structural-racism/
https://www.kff.org/uninsured/issue-brief/health-coverage-and-care-for-the-adult-criminal-justice-involved-population/
https://www.kff.org/uninsured/issue-brief/health-coverage-and-care-for-the-adult-criminal-justice-involved-population/
https://www.kff.org/uninsured/issue-brief/health-coverage-and-care-for-the-adult-criminal-justice-involved-population/
https://www.acep.org/administration/resources/recognizing-the-needs-of-incarcerated-patients-in-the-emergency-department/
https://www.acep.org/administration/resources/recognizing-the-needs-of-incarcerated-patients-in-the-emergency-department/
https://www.acep.org/administration/resources/recognizing-the-needs-of-incarcerated-patients-in-the-emergency-department/

Addressing ED Care for Patients Experiencing Incarceration

Armstrong et al.

50. Working Group on Policing and Patient Rights of the Georgetown 66.

University Health Justice Alliance. Police in the Emergency Department:
A Medical Provider Toolkit for Protecting Patien Privacy. EMRA. 2021.
Available at: https://www.law.georgetown.edu/health-justice-
alliance/wp-content/uploads/sites/16/2021/05/Police-in-the-ED-
Medical-Provider-Toolkit.pdf. Accessed March 21, 2023.

51. Song JS. Policing the emergency room. Harv L Rev.
2020;134:2647-2720.

52. Tessier W, Keegan W. Mandatory blood testing: When can police 67.

compel a health provider to draw a patient’s blood to determine
blood levels of alcohol or other intoxicants? Mo Med.

2019;116(4):274-277. 68.

53. Harada MY, Lara-Millan A, Chalwell LE. Policed patients: How the
presence of law enforcement in the emergency department impacts
medical care. Ann Emerg Med. 2021;78(6):738—48.

54. Martin RA, Couture R, Tasker N, et al. Emergency medical care of 69.

incarcerated patients: opportunities for improvement and cost savings.
PloS One. 2020;15(4):e023224
55. Hirose N, Morita K, Nakamura M, et al. Association between the duration

of physical restraint and pulmonary embolism in psychiatric patients: 70.

A nested case—control study using a Japanese nationwide database.
Arch Psychiatr Nurs. 2021;35(5):534—40.
56. Ishida T, Katagiri T, Uchida H, et al. Incidence of deep vein thrombosis
in restrained psychiatric patients. Psychosomatics. 2014;55(1):69-75.
57. PanY, Jiang Z, Yuan C, et al. Influence of physical restraint on delirium

of adult patients in ICU: a nested case-control study. J Clin Nurs. 71.

2018;27(9-10):1950-1957.

58. Van Rompaey B, Elseviers MM, Schuurmans MJ, et al. Risk factors for
delirium in intensive care patients: a prospective cohort study. Crit Care.
2009;13(3):R77. Epub 2009 May 20.

59. Guerrero P, Mycyk MB. Physical and chemical restraints (an update). 72.

Emerg Med Clin North Am. 2020;38(2):437—-451.
60. Use of patient restraints [Internet]. ACEP. Updated April 2014. Available
at: https://www.acep.org/patient-care/policy-statements/use-of-

patient-restraints/. Accessed September 29, 2022. 73.

61. Joint Commission Standards on Restraint and Seclusion/Nonviolent
Crisis Intervention Training Program. Crisis Prevention. Updated 2010.

Available at: https://www.crisisprevention.com/CPl/media/Media/ 74.

Resources/alignments/Joint-Commission-Restraint-
Seclusion-Alignment-2011.pdf. Accessed September 29, 2022.

62. Dignam B, Adashi EY. Health rights in the balance: the case against
perinatal shackling of women behind bars. Health Hum Rights.

2014;16:13. 75.

63. DiTomas M, Bick J, Williams B. Shackled at the end of life: We can do
better. Am J Bioeth. 2019;19(7):61-3.
64. Haber LA, Pratt LA, Erickson HP, Williams BA. Shackling in the hospital.

J Gen Intern Med. 2022;37(5):1258-60. 76.

65. Scarlet S, Dreesen E. Surgery in shackles: What are surgeons’
obligations to incarcerated patients in the operating room? AMA J
Ethics. 2017;19(9):939-46.

United States Code, 2006 Edition, Supplement 3, Title 42 - the Public
Health and Welfare. Title 42 - The Public Health and Welfare Chapter
136 - Violent Crime Control and Law Enforcement. Subchapter | —
Prisons Part B - Miscellaneous Provisions. Sec. 13726b - Federal
regulation of prisoner transport companies. Published 2009. Law in
effect as of February 1, 2010. Available at: https://www.govinfo.gov/app/
details/lUSCODE-2009-title42/USCODE-2009-title42-chap136-
subchapl-partB-sec13726b. Accessed September 29, 2020.

Use of force and application of restraints. US Department of Justice:
Federal Bureau of Prisons. Updated 2014. Available at: https://www.
bop.gov/policy/progstat/5566_006.pdf. Accessed September 29, 2022.
Use of Restraints. Deschutes County Sherriff's Office. Published
2020. Available at: https://sheriff.deschutes.org/CD-8-5%20Use
%200f%20Restraints%20030220_Redacted.pdf.

Accessed September 29, 2022.

Hofmeister S, Soprych A. Teaching resident physicians the power of
implicit bias and how it impacts patient care utilizing patients who have
experienced incarceration as a model. Int J Psychiatry Med.
2017;52(4—6):345-54.

When does the privacy rule allow covered entities to disclose protected
health information to law enforcement officials? US Department of
Health & Human Services. Updated 2022. Available at: https://www.hhs.
gov/hipaalfor-professionals/fagq/505/what-does-the-privacy-rule-allow-
covered-entities-to-disclose-to-law-enforcement-officials/index.html.
Accessed September 26, 2022.

Law Enforcement Information Gathering in the Emergency
Department. ACEP. Updated 2017. Available at: https://www.
acep.org/patient-care/policy-statements/law-enforcement-
information-gathering-in-the-emergency-department/.

Accessed September 26, 2022.

Henkel S. Violence in Healthcare and the Use of Handcuffs. IAHSS
Foundation. 2018 Oct 2; IAHSS-F RS-18-03. Available at: https://iahssf.
org/assets/IAHSS-Foundation-Violence-in-Healthcare-and-the-Use-
of-Handcuffs.pdf. Accessed September 26, 2022.

Steinberg A. Prone restraint cardiac arrest: A comprehensive review of
the scientific literature and an explanation of the physiology. Med Sci
Law. 2021;61(3):215-226.

Joint Commission Standards on Restraint and Seclusion/Nonviolent
Crisis Intervention Training Program. Crisis Prevention. Updated 2010.
Available at: https://www.crisisprevention.com/CPl/media/Media/
Resources/alignments/Joint-Commission-Restraint-Seclusion-
Alignment-2011.pdf. Accessed September 29, 2022.

Levinson DR, General |. Hospital reporting of deaths related to restraint
and seclusion. Department of Health and Human Services. Published
2006. Available at: https://oig.hhs.gov/oei/reports/oei-09-04-00350.pdf.
Accessed March 19, 2023.

Guarino C. Holy Cross Health: Restraint and Physical Hold. Date
Approved: October 1, 2018. Available at: https://www.trinity-health.org/
assets/documents/credentialing/hcmdss-restraint-
and-physical-hold-policy.pdf. Accessed March 21, 2023.

Western Journal of Emergency Medicine 660

Volume 24, No. 4: July 2023


https://www.law.georgetown.edu/health-justice-alliance/wp-content/uploads/sites/16/2021/05/Police-in-the-ED-Medical-Provider-Toolkit.pdf
https://www.law.georgetown.edu/health-justice-alliance/wp-content/uploads/sites/16/2021/05/Police-in-the-ED-Medical-Provider-Toolkit.pdf
https://www.law.georgetown.edu/health-justice-alliance/wp-content/uploads/sites/16/2021/05/Police-in-the-ED-Medical-Provider-Toolkit.pdf
https://www.acep.org/patient-care/policy-statements/use-of-patient-restraints/
https://www.acep.org/patient-care/policy-statements/use-of-patient-restraints/
https://www.crisisprevention.com/CPI/media/Media/Resources/alignments/Joint-Commission-Restraint-Seclusion-Alignment-2011.pdf
https://www.crisisprevention.com/CPI/media/Media/Resources/alignments/Joint-Commission-Restraint-Seclusion-Alignment-2011.pdf
https://www.crisisprevention.com/CPI/media/Media/Resources/alignments/Joint-Commission-Restraint-Seclusion-Alignment-2011.pdf
https://www.govinfo.gov/app/details/USCODE-2009-title42/USCODE-2009-title42-chap136-subchapI-partB-sec13726b
https://www.govinfo.gov/app/details/USCODE-2009-title42/USCODE-2009-title42-chap136-subchapI-partB-sec13726b
https://www.govinfo.gov/app/details/USCODE-2009-title42/USCODE-2009-title42-chap136-subchapI-partB-sec13726b
https://www.bop.gov/policy/progstat/5566_006.pdf
https://www.bop.gov/policy/progstat/5566_006.pdf
https://sheriff.deschutes.org/CD-8-5%20Use%20of%20Restraints%20030220_Redacted.pdf
https://sheriff.deschutes.org/CD-8-5%20Use%20of%20Restraints%20030220_Redacted.pdf
https://www.hhs.gov/hipaa/for-professionals/faq/505/what-does-the-privacy-rule-allow-covered-entities-to-disclose-to-law-enforcement-officials/index.html
https://www.hhs.gov/hipaa/for-professionals/faq/505/what-does-the-privacy-rule-allow-covered-entities-to-disclose-to-law-enforcement-officials/index.html
https://www.hhs.gov/hipaa/for-professionals/faq/505/what-does-the-privacy-rule-allow-covered-entities-to-disclose-to-law-enforcement-officials/index.html
https://www.acep.org/patient-care/policy-statements/law-enforcement-information-gathering-in-the-emergency-department/
https://www.acep.org/patient-care/policy-statements/law-enforcement-information-gathering-in-the-emergency-department/
https://www.acep.org/patient-care/policy-statements/law-enforcement-information-gathering-in-the-emergency-department/
https://iahssf.org/assets/IAHSS-Foundation-Violence-in-Healthcare-and-the-Use-of-Handcuffs.pdf
https://iahssf.org/assets/IAHSS-Foundation-Violence-in-Healthcare-and-the-Use-of-Handcuffs.pdf
https://iahssf.org/assets/IAHSS-Foundation-Violence-in-Healthcare-and-the-Use-of-Handcuffs.pdf
https://www.crisisprevention.com/CPI/media/Media/Resources/alignments/Joint-Commission-Restraint-Seclusion-Alignment-2011.pdf
https://www.crisisprevention.com/CPI/media/Media/Resources/alignments/Joint-Commission-Restraint-Seclusion-Alignment-2011.pdf
https://www.crisisprevention.com/CPI/media/Media/Resources/alignments/Joint-Commission-Restraint-Seclusion-Alignment-2011.pdf
https://oig.hhs.gov/oei/reports/oei-09-04-00350.pdf
https://www.trinity-health.org/assets/documents/credentialing/hcmdss-restraint-and-physical-hold-policy.pdf
https://www.trinity-health.org/assets/documents/credentialing/hcmdss-restraint-and-physical-hold-policy.pdf
https://www.trinity-health.org/assets/documents/credentialing/hcmdss-restraint-and-physical-hold-policy.pdf

Armstrong et al.

Addressing ED Care for Patients Experiencing Incarceration

77.

78.

79.

80.

Restraint and Seclusion. The University of Toledo. Effective Date: 81.

August 1, 2019. Available at: https://www.utoledo.edu/policies/utmc/
nursing/unit/senior-behavioral-health/pdfs/3364-120-98.pdf.

Accessed March 21, 2023.

Jones A. Cruel and unusual punishment: when states don’t provide air

conditioning in prison. Prison Policy Initiative. Published 2019. Available ~ 82.

at: https://www.prisonpolicy.org/blog/2019/06/18/air-conditioning/.
Accessed September 29, 2022.

Scarlet S, Dreesen EB. Surgical care of incarcerated patients: doing 83.

the right thing, explicit bias, and ethics. Surgery. 2021;170(3):983-5.
Miller A. Overcrowding in Nebraska'’s prisons is causing a medical and
mental health care crisis. Published 2017. Available at: https://www.
aclu.org/news/prisoners-rights/overcrowding-nebraskas-
prisons-causing. Accessed September 29, 2022.

Widra E. Since you asked: Just how overcrowded were prisons before
the pandemic, and at this time of social distancing, how overcrowded are
they now? Prison Policy Initiative. Published 2020. Available at: https://
www.prisonpolicy.org/blog/2020/12/21/overcrowding/.

Accessed September 29, 2022.

Allen SA, Wakeman SE, Cohen RL, et al. Physicians in US prisons

in the era of mass incarceration. Int J Prison Health.
2010;6(3):100-106.

Paul Farmer Marquard B. Dr., who tirelessly brought health care

to the world’s neediest, dies at 62 - The Boston Globe [Internet].
BostonGlobe.com. The Boston Globe; 2022. Available at: https://www.
bostonglobe.com/2022/02/21/metro/dr-paul-farmer-who-
tirelessly-brought-health-care-worlds-neediest-dies-62/.

Accessed September 29, 2022.

Volume 24, No. 4: July 2023

661

Western Journal of Emergency Medicine


https://www.utoledo.edu/policies/utmc/nursing/unit/senior-behavioral-health/pdfs/3364-120-98.pdf
https://www.utoledo.edu/policies/utmc/nursing/unit/senior-behavioral-health/pdfs/3364-120-98.pdf
https://www.prisonpolicy.org/blog/2019/06/18/air-conditioning/
https://www.aclu.org/news/prisoners-rights/overcrowding-nebraskas-prisons-causing
https://www.aclu.org/news/prisoners-rights/overcrowding-nebraskas-prisons-causing
https://www.aclu.org/news/prisoners-rights/overcrowding-nebraskas-prisons-causing
https://www.prisonpolicy.org/blog/2020/12/21/overcrowding/
https://www.prisonpolicy.org/blog/2020/12/21/overcrowding/
https://www.BostonGlobe.com
https://www.bostonglobe.com/2022/02/21/metro/dr-paul-farmer-who-tirelessly-brought-health-care-worlds-neediest-dies-62/
https://www.bostonglobe.com/2022/02/21/metro/dr-paul-farmer-who-tirelessly-brought-health-care-worlds-neediest-dies-62/
https://www.bostonglobe.com/2022/02/21/metro/dr-paul-farmer-who-tirelessly-brought-health-care-worlds-neediest-dies-62/



