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ABSTRACT
BACKGROUND: Jails annually incarcerate millions of 
people with health problems, yet jail healthcare services 
have not been well described.
OBJECTIVE:  To describe jail healthcare staffing.
DESIGN: Phone-administered survey conducted Octo-
ber 2020 to May 2021.
SETTING: County jails in North Carolina, South Caro-
lina, Georgia, and Alabama.
PARTICIPANTS:  Jail personnel “most knowledgeable” 
about jail healthcare.
MAIN MEASURES:  Weekly on-site healthcare coverage 
rate (hours per 100 incarcerated person-weeks [IPWs]) 
by personnel type; telemedicine rates and detention 
officers’ healthcare duties.
KEY RESULTS: Survey response rate was 73% 
(254/346).  Among  surveyed  jails,  71%  had  on-site 
non-psychiatric providers (e.g., physicians, physician 
assistants) (median of 3.3 h per 100 IPWs); 90% had 
on-site nursing (median of 57.0 h per 100 IPWs) includ-
ing 50% with on-site registered nurses (median of 25 h 
per 100 IPWs) and 70% with on-site licensed practical 
nurses (median of 52 h per 100 IPWs); 9% had on-site 
psychiatric providers (median of 1.6 h per 100 PWs). 
Telemedicine was used for primary care in 13% of jails 
(median 2.1 h per 100 IPW); for mental healthcare in 
55% (median 2.1 h per 100 IPW); and for other special-
ties in 5% (median 1.0 h per 100 IPW). In 81% of jails, 
officers conducted medical intake and in 58% assessed 
urgency of medical requests (i.e., “sick call”). The num-
ber of officers’ healthcare responsibilities  increased 
inversely with weekly nursing coverage.
CONCLUSIONS: Nearly 30% of surveyed jails routinely 
lacked on-site healthcare providers and in most other 
jails providers’ on-site presence was modest. Jails relied 
heavily on LPNs and officers for care, resulting in missed 
opportunities  for  care  and  potentially  endangering 
incarcerated persons.
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INTRODUCTION
In 2020, there were nearly 9 million US jail admissions.1 
Black and Native people and financially impoverished peo-
ple are jailed at disproportionately high rates.1, 2 The burden 
of health problems among jailed people is substantial. In a 
2011–2012 national survey of jailed people, 40% reported 
a current chronic medical  condition3 and 44% reported a 
history of mental disorders.4 In an earlier nationwide study, 
63% of people sentenced to jail met the criteria for substance 
abuse or dependence, an estimate nearly 15 times that of the 
general population.5

The need for adequate jail healthcare is a long-standing 
concern. A 1972 American Medical Association survey 
raised awareness about the insufficiencies of jail health-
care,6, 7 finding that fewer than 40% had available physi-
cians and 66% had “first aid facilities” only.8 In 1976, the 
US Supreme Court’s ruling in Estelle v. Gamble established 
that jails and prisons have an obligation to provide health-
care.9 But the legal standard for care, which prohibits will-
fully ignoring “serious medical needs,” is ill-defined,10 and 
unlike other healthcare settings, jails and prisons have little 
regulatory oversight.

Some healthcare challenges among jails are distinct. 
Unlike prisons, which are operated within the federal or state 
systems, jails are typically operated by individual counties 
under the sheriff’s supervision; jails have relatively mod-
est resources and can achieve fewer healthcare economies 
of scale than those of prison systems. Unlike prisons, jails 
predominantly incarcerate people awaiting trial or sentenced 
to one year or less.11, 12 As a result, the numbers of entries 
and exits within US jails are more than 25 times those of 
prisons. Although typical jail incarceration is 2 or 3 days, 
25% are 1 week or longer and a small proportion are months 
or years.13–15 Consequently, jails must provide care for large 
numbers of people with—sometimes emergent—health 
issues, with many people released within a few days, but 
some requiring chronic care over longer periods.

Data from the 523 largest US jails suggest that healthcare 
contracting is increasingly common; from 2009 to 2018, 
healthcare contracting among these jails increased from 48 
to 63%.16 The use of contracting in smaller jails, which com-
prise the majority of the ~3200 US jails, is unknown.17 Nev-
ertheless, employing contractors, particularly large for-profit 
correctional healthcare companies, has raised concerns that 
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these businesses prioritize profits at the expense of providing 
adequate care.16

In the past 50 years, there has been little effort to charac-
terize jail healthcare staffing. In a qualitative study of 34 jails 
in the US southeast, healthcare staffing varied greatly across 
jails and detention officers had a host of healthcare duties.18 
In the current study, we sought to quantitatively character-
ize jail healthcare staffing among jails in the southeast, a 
region with comparatively high rates of mortality,19, 20 un-
insurance,21 and incarceration.17

METHODS

Study Population and Recruitment From October 2020 to 
May 2021, we conducted a phone survey to assess health-
care services available in county jails located within four 
southeastern states: North Carolina (NC), South Carolina 
(SC), Georgia (GA), and Alabama (AL). We identified the 
universe of county jails in these states using the Bureau of 
Justice Statistics Census and Surveys of jails, and sheriff 
association directories, and by searching the Internet. “City 
jails” which often serve as short-term (i.e., a few hours) 
“holding tanks” were excluded. We contacted the sheriff, 
jail administrator, or jail healthcare administrator to identify 
the person at each jail recognized as the “most knowledge-
able” about jail healthcare resources, staffing, and practices. 
Among jails with on-site healthcare personnel, those person-
nel were typically identified as most knowledgeable. When 
a jail had no on-site healthcare staffing or when healthcare 
personnel could not be reached, declined to participate, or 
were barred from participating by their contracted company, 
we attempted to survey jail administrators. Surveys were 
conducted by phone, requiring about 45 min to complete. 
Participants were offered $35 for participation.

Survey Development and Domains Survey development was 
informed by a literature review, qualitative findings,18 expert 
input, and cognitive testing and piloting (see Appendix 1 
for more details). The survey (Appendix 2) included the fol-
lowing domains relevant to this analysis: (1) jail healthcare 
personnel; (2) weekly healthcare on-site coverage (i.e., days 
of week, hours of the day) by personnel type; (4) telemedi-
cine use; and (5) detention officer healthcare duties. We also 
collected information to characterize study jails (e.g., daily 
population, healthcare contracting) and our respondents 
(e.g., demographics), and we used public data to compare 
the characteristics of surveyed jails (i.e., population size,22 
rurality of surrounding  county23) with non-response jails.

Analysis We tested for differences between jails for which 
we did and did not have responses, comparing their distribu-
tions of characteristics using chi-square tests.

We grouped healthcare personnel into five types: non-psy-
chiatric providers, which we refer to as providers (i.e., Doc-
tors of Medicine [MD], Doctors of Osteopathic Medicine 
[DO], Physician Assistants [PA], and Nurse Practitioners 
[NP]), nurses (i.e., Registered Nurses [RN], Licensed Prac-
ticing Nurses [LPN], and Paramedics), nursing assistants 
(i.e., Certified Nursing Assistant, Certified Medical Assis-
tant, and Medical Technician), psychiatric providers (i.e., 
MD, DO, PA, or NP), and other mental health personnel 
(e.g., psychologist, clinical social worker, or counselor).

For each healthcare personnel type, we estimated the per-
centage of jails with any staffing, regardless if contracted or 
not, and including those providing services on-site, on-call, 
or via telemedicine. Then, for each healthcare personnel 
type, we estimated “weekly coverage rates,” defined as the 
total on-site hours in a week—with a possible maximum of 
168 h—divided by the jails’ population, which was assessed 
on the day of the survey and assumed to be stable throughout 
a typical week. We multiplied rates by 100 to report weekly 
hours of coverage per 100 incarcerated person-weeks (IPW). 
We then generated a second set of estimates, recalculating 
rates, but only including jails that staffed the correspond-
ing personnel type (e.g., jails with no on-site RNs were not 
included in the estimate of median RN coverage hours). We 
refer to these two sets of estimates as those for “All study 
jails” and those for “Staffed study jails.” For both sets of 
rates, we described their distribution by reporting their 
medians and interquartile ranges ([IQR], i.e., 25th and 75th 
percentiles). We also estimated the number of days per week 
that either a provider or RN was on-site.

We described the percentage of jails employing telemedi-
cine, stratifying by type of care: primary care, mental health, 
and all other specialties combined. For each care type, we 
estimated rates of weekly telemedicine per 100 IPW. Similar 
to on-site personnel coverage rates, we calculated telemedi-
cine coverage rates for “All study jails” and for “Jails using 
telemedicine” (e.g., only jails with mental health telemedi-
cine were included in our mental health telemedicine rate).

We assessed detention officers’ healthcare responsibilities 
using 12 items developed based on our earlier qualitative 
interviews with jail personnel. For each item, we estimated 
the percent of items answered “Yes.” We also estimated the 
relationship between total hours of nursing coverage (i.e., 
total number of hours an RN or LPN was on-site in a week, 
with a maximum of 168 h), grouped into four categories, and 
the median number of officer’s healthcare responsibilities. 
We then tested the relationship between hours of nursing 
coverage and the number of officer responsibilities using the 
Wilcoxan-rank sum test.

For all tests of statistical significance, we used a two-sided 
alpha of 0.05. We conducted analyses using SAS v9.4 (Cary, 
NC). The University of North Carolina at Chapel Hill Insti-
tutional Review Board approved this study.
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RESULTS

Respondent and Jail Characteristics Personnel from 73% 
of county jails in the four states responded. Response 
rates were 90% in NC, 73% in SC, 63% in GA, and 73% 
in AL. Among study jails, 33% were located in NC, 13% 
in SC, 35% in GA, and 19% in AL. Forty-three percent of 
jails had daily populations of 100 or fewer and 49% of jails 
were located in rural counties. Ninety-one percent of jails 
(232/254) contracted with at least one private healthcare 
entity (Table 1). Surveyed jails accounted for 79% of county 
jail admissions in the four states, and comparing surveyed 
and non-surveyed jails, there were no statistically significant 
differences in the distributions of jail daily population size 
(p=.10) or urbanicity (p=.25), but there were differences by 
state (p<.001).

In 47% of jails, at least one respondent was a healthcare 
supervisor or other healthcare personnel; in 53%, the 
respondent was a jail administrator or other non-healthcare 
personnel (Table 1). In 9% (23/254) of jails, two people 
(most often a jail administrator and a healthcare person-
nel) responded to the survey together. Primary respondents 
had a median of 3.0 (IQR: 1.2, 8.0) years in their current 
position. Fifty-seven percent of primary respondents were 
female and 70% were White with a median age of 48 (IQR: 
40, 56) years.

All and On‑site Jail Healthcare Staffing Among study jails, 
96% reportedly had (i.e., on-site, on-call, or via telemedi-
cine) a provider, 93% had nursing staff, 56% had a psychiat-
ric provider, and 72% had a non-prescribing mental health 
counselor (Table 2). Seventy-one percent of jails had an on-
site provider; 90% had on-site nursing including 50% that 

Table 1  Jail Characteristics, by Survey Response Status, and Participant Characteristics. A total of 346 Jails Including 254 Responders 
and 92 Non-Responders

† 5 jails with no population data; population data among non-responders from reference 22
‡ 3 jails with no urbanicity data; urbanicity classification based on reference 23
§ Row percentages
‖ P values based on chi-square test

Characteristic Responders (n=254), no. (%) Non-responders (n=92), no. (%) P  value‖

Jails
State
  NC 84 (33.1) 9 (9.8) <0.001
  SC 32 (12.6) 12 (13)

    GA 90 (35.4) 53 (57.6)
    AL 48 (18.9) 18 (19.6)
Daily  population†

    ≤ 50 49 (19.7) 20 (21.7) 0.10
    51–100 59 (23.7) 22 (23.9)
    101–200 51 (20.5) 17 (18.5)
    201–500 57 (22.9) 21 (22.8)
    501–1000 23 (9.2) 7 (7.6)
    1001+ 10 (4) 5 (5.4)
County  urbanicity‡

    Large metro 38 (15.1) 12 (13) 0.25
    Medium/small metro 91 (36.3) 26 (28.3)
    Micro/noncore 122 (48.6) 54 (58.7)
Annual  entries§ 1218577 (79.1) 1540318 (20.9)
Any contracted healthcare 232 (91.3) --
Participant
Role
    Healthcare supervisor 90 (35.4) --
    Healthcare provider, no supervision 29 (11.4) --
    Jail administrator or other non-healthcare personnel 135 (53.2) --
Years in position 3.0 (1.2, 8.0) --
Gender
    Female 144 (56.7) --
    Male 107 (42.1) --
    Missing 3 (1.2) --
Race
    White 178 (70.1) --
    Black 59 (23.2) --
    Multi-/other 9 (3.5) --
    Missing 8 (3.1) --
Age (years) 48 (40, 56) –
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had RNs and 70% that had LPNs; 9% had on-site psychiatry; 
and 26% had other mental health personnel on-site.

Among “staffed study jails,” the median time on-site per 
100 IPW was 3.3 for providers; 57.0 h for nurses with 25.0 
h for RNs and 52.0 h for LPNs; 1.6 h for psychiatrists; and 
8.3 h for other mental health personnel. By design, rates 
of healthcare coverage for all study jails, regardless of on-
site personnel, were lower than for the “staffed study jails” 
(Table 2).

Examining the number of days healthcare personnel were 
on site, we found that in 52% of jails, neither a provider nor 
an RN was on site for more than 2 days per week (Fig. 1).

Telemedicine Telemedicine was reportedly used at least 
once per month for primary care in 13% of jails, for mental 
health in 55% of jails, and for other specialty care in 5% of 
jails. Among jails that reportedly used telemedicine at least 
monthly for primary, mental health, and other specialty care, 
respectively, the corresponding median (and IQR) weekly 
rates of telemedicine (in hours per 100 IPWs) were 2.1 h 
(0.5, 6.8), 2.1 h (0.5, 4.3), and 0.2 h (0.1, 0.6). Across all 
study jails, the median telemedicine rates for primary, men-
tal health, and other specialty care were all 0 hours (0, 0–2.2) 
(Table 3).

Detention Officer Medical Responsibilities Detention offic-
ers had a wide range of medical responsibilities (Fig. 2). 
These included deciding at “booking” if an arrested person 
was healthy enough to be jailed (67%), conducting an intake 
medical questionnaire (83%), assessing medical request 

urgency (58%), checking blood glucose (50%), injecting 
insulin (8%), and following detoxification protocols to assess 
and document symptom severity (37%) (Fig. 2). The median 
number of officer responsibilities decreased inversely with 
greater nursing coverage hours in a week. In jails with 40 
or fewer nursing coverage hours, officers had a median of 8 
healthcare responsibilities. In jails with 41–80 and 81–120 
coverage hours, the median number of responsibilities was 
6 and 5, respectively. And in jails with 121 or more coverage 
hours, the median was 1 (Fig. 3). Across the four categories 
of nursing hours, pairwise comparisons of the distribution 
of officer responsibilities were statistically significant except 

Table 2  Any and On-Site Staffing of Healthcare Personnel in 254 Jails in four US Southeastern States, October 2020–May 2021

*RN registered nurse, LPN licensed practicing nurses, CNA certified nursing assistant, IQR interquartile range
† Providers consisted of non-psychiatric: Doctor of Medicine (MD), Doctor of Osteopathic Medicine (DO), Physician Assistant (PA), and Nurse 
Practitioners
‡ Hours not collected
§ Psychiatric providers including psychiatric: Doctor of Medicine (MD), Doctor of Osteopathic Medicine (DO), Physician Assistant (PA), and 
Nurse Practitioners
‖Mental health (non-prescriber) assessed with the item: “Is there a mental health specialist who does NOT prescribe medications—for example, a 
psychologist, clinical social worker, or counselor--who provides mental health care at your jail?”
¶ Per 100 Incarcerated person-weeks (IPW)
# Personnel-specific estimates based on the population of jails in the column “On-site healthcare personnel (n=254), no. (%)”

Personnel type* Any healthcare personnel 
(n=254), no. (%)

On-site healthcare person-
nel (n=254), no. (%)

On-site hours
All study jails (n=254), 
median (IQR)¶

On-site hours
“Staffed” study 
jails, median 
(IQR)¶#

Provider (nonpsychiatric)† 243 (95.7) 180 (70.9) 2 (0.0, 4.6) 3.3 (1.7, 6.7)
Nursing 237 (93.3) 229 (90.2) 52.5 (30.5, 78.5) 57 (36.5, 81.7)
 RN 170 (66.9) 128 (50.4) 1.1 (0.0, 25.0) 25 (12.0, 52.0)
 LPN 205 (80.7) 178 (70.1) 35.5 (0.0, 59.7) 52 (32.1, 72.4)
CNA‡ 42 (16.5) -- -- --
Psychiatric  providers§ 141 (55.5) 24 (9.4) 0 (0.0, 0.0) 1.6 (1.0, 3.3)
Mental health (non-prescriber)‖ 182 (71.7) 66 (26) 0 (0.0, 1.2) 8.3 (4.3, 13.3)
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Figure 1  Among 254 jails in the southeast US, the distribution 
of total number of days in a typical week that either a provider 
or RN is on site, October 2020–May 2021. In 51.6% of jails, a 

provider or RN was on site for 2 or fewer days. In 48.4% of jails, a 
provider or RN was on site for 3 or more days.
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for the comparison between the ≤ 40 and 41–80 h groups 
(p = 0.09).

DISCUSSION
Despite the tremendous number of people with serious 
health conditions who are annually jailed, studies have yet to 
fully capture jail healthcare staffing. We found that the vast 
majority of jails (96%) reported access to a provider, but pro-
viders were seldom on-site. Psychiatric providers’ time on 
site was particularly low. RNs had a limited on-site presence 
in most jails, and officers’ healthcare responsibilities were 
wider in scope in jails with limited or absent nurse staffing.

Our findings of low healthcare staffing corroborate exist-
ing albeit limited evidence. In the 2011–2012 nationwide 
study of jailed people, 39% of respondents with chronic 
conditions reported not taking their prescription medica-
tions because they had not been seen by a doctor. Among all 
respondents, 57% reported that jail healthcare was “worse” 

than their care in the prior 12 months and 49% were “not at 
all satisfied” with care.3

While the courts have generally afforded jails latitude 
in determining appropriate care, the American College of 
Physicians recently affirmed that jails and prisons should 
provide “timely access to necessary healthcare services” 
and that care should be “consistent with that provided to 
community-based populations.”24 Although most jails can 
use non-routine care, including emergency departments, our 
findings that neither a provider nor RN was on site for more 
than 2 days per week in most jails suggest that staffing pat-
terns create a structural barrier to timely care. Further, while 
head-to-head comparisons with community healthcare set-
tings are imperfect because of different patient case-mixes 
and lengths of stay, our findings in the context of community 
regulations and staffing norms suggest that study jails were 
unlikely to have achieved equivalency.

For example, in community clinics, there are often mini-
mum staffing requirements as in Centers for Medicare and 
Medicaid Services (CMS)–designated Rural Health Clin-
ics. By regulation, these clinics must have “a physician, 

Table 3  Prevalence and Weekly Rate of Telemedicine use by Healthcare Area Among Jails in Four US Southeastern States, October 2020–
May 2021

*Interquartile range (IQR); population data missing from 1 jail; telemedicine hours reported per 100 incarcerated person-weeks (IPW) among jails 
with telemedicine provided at least once per month
† Among jails using telemedicine, telemedicine hours were not reported for 5 of 33 jails providing primary care; 6 of 140 jails providing mental 
healthcare; and 1 of 12 jails providing specialty care. Also, 1 of 140 jails with mental health telemedicine did not have population data. Conse-
quently, telemedicine rates for these jails were not estimated

Any telemedicine (n=254), no. 
(%)

Telemedicine hours
All jails (n=254), median (IQR)*†

Telemedicine hours among jails 
using telemedicine, median 
(IQR)*†

Primary care 33 (13) 0 (0,0) 2.1 (0.5, 6.8)
Mental health 140 (55.3) 0.3 (0, 2.2) 2.1 (1.2, 4.3)
Other specialties 12 (4.7) 0 (0,0) 0.2 (0.1, 0.6)
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57.9
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52.8

24.8

45.7

46.5

36.6

2.4

82.7

66.5
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Administer Narcan (i.e. naloxone) for overdoses
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Administer insulin injec�ons
Measure blood glucose (“sugar”)

Measure blood pressure
Decisions to provide over-the-counter medica�ons

Medica�on administra�on (“pill pass”)
Follow other wri�en instruc�ons to deliver healthcare to inmates
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Remove inmates from suicide watch
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Jails (%)

Figure 2  Detention officer healthcare duties in 254 jails in four US southeastern states, October 2020–May 2021.
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NP, PA, certified nurse midwife, clinical social worker, or 
clinical psychologist on site and available to furnish ser-
vices.”25 Jails’ staffing norms in which providers and RNs 
are often absent would be deemed unacceptable. Nursing 
homes provide another comparator that, similar to jails, 
operate continuously. However, unlike jails, nursing home 
standards require an RN to be on site 8 daytime hours and 
LPNs to always be on site.26 And in a national survey of 
residential care facilities—where morbidity is generally 
less severe than in nursing homes—facilities had greater 
RN and LPN staffing (averaging 0.2 and 0.17 h per person-
day27 corresponding to 140 and 120 h per 100 person-week) 
than in study jails, even when limiting the comparison to 
“staffed” study jails. Study jails were also less likely to staff 
RNs (50%) than US public primary and secondary schools 
(84%).28 Beyond community comparisons, psychiatric and 
non-psychiatric provider hours per person in study jails were 
less than those of US prisons,29 despite jails having a higher 
disease prevalence.3

With providers and RNs infrequently on site, our findings 
suggest that most jails relied heavily on LPNs and deten-
tion officers for healthcare. With 1 year of training, LPNs 
are skilled in supporting assessments (e.g., collecting vital 
signs) and following nursing care plans, but not diagnoses, 
independent nursing assessments, nor creating nursing care 
plans. Detention officer healthcare training is much less 
extensive. For example, in NC, the state training program 
required to become a detention officer includes less than 4 
days of health-related instruction. In the absence of on-site 
RNs and providers, LPNs and officers may be vulnerable 

to operating without sufficient training and supervision, 
the lack of which would violate state scope of practice 
laws;30–33 officers can be governed by similar laws when 
health responsibilities are delegated to them by healthcare 
personnel. Beyond scope of practice laws, insufficient staff-
ing and supervision can place jails at risk of federal civil 
rights violations, including violation of the 8th amendment, 
in the context of demonstrated harms resulting from these 
staffing patterns.

Finally, the vast majority of jails, 91%, contracted their 
healthcare to companies or other personnel outside of the 
jail, suggesting that contracting is much more pervasive than 
has been recognized previously.16

We briefly review a few possible mechanisms to increase 
jail healthcare staffing. First, the vast majority of jails are 
financed by their respective counties. An alternative strategy 
is for the federal and state governments to contribute to jails’ 
budgets in return for greater oversight. One possible path-
way to achieve this change is to end the federal prohibition 
against using Medicaid/Medicare funds to pay for jail health-
care.34 Eliminating this prohibition, particularly in Medic-
aid expansion states, could enhance jail healthcare funding 
while requiring that jail healthcare meets CMS accreditation 
standards.34 In a substantial step towards eliminating this 
prohibition, CMS recently released guidance for states to 
apply for 1115 Waivers, enabling their use of Medicaid funds 
to pay for the health services for Medicaid-eligible incar-
cerated persons up to 90 days prior to release. This type of 
1115 demonstration waiver was recently approved for Cali-
fornia and is pending in at least 10 other states.35 Second, 

Figure 3  Box and whisker distribution plots of number of detention officer healthcare duties by category of weekly nursing coverage hours 
in 254 jails in four US southeastern states, October 2020–May 2021*. *Median and interquartile values are labelled; for the Nursing Cov-
erage Category 121–168 h, the 25%tile and median are both 1.0. Based on Wilcoxon Rank Sum Scores, all pairwise comparisons between 

the four categories of weekly nursing coverage hours were statistically significant (p < .05) except for the ≤ 40 vs. 41–80 h (p = 0.091).
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considering our findings of relatively low telemedicine 
use, another avenue to increase staffing is to enhance rou-
tine telemedicine access to RNs and higher level healthcare 
personnel.36 With adequate space and funding, telehealth 
could reduce jails’ dependency on LPNs and officers to serve 
as healthcare gatekeepers. Third, most jails contract their 
healthcare. In developing requests for proposals, jail admin-
istrators must first ascertain their populations’ healthcare 
needs so that they contract for sufficient resources and have 
mechanisms for oversight.37 This oversight should include 
ensuring appropriate credentialing and the use of metrics to 
assess clinical performance, the results of which should be 
available publically. Finally, in response to the COVID-19 
pandemic, the custodial population in many jails was tem-
porarily reduced.38 Achieving similar reductions by relying 
more heavily on diversion could help alleviate existing gaps 
in staffing.

This study has limitations. Participants could have been 
reluctant to disclose conditions which they deemed reflected 
negatively on their jails. There may have been recall bias or 
differential knowledge by participant type (e.g., jail admin-
istrators, jail healthcare personnel). Additionally, the survey 
was developed with cognitive testing and pilot testing, but 
not full psychometric validation. Finally, our results may not 
be generalizable to other US regions.

In summary, over the past 50 years, jail healthcare staffing 
has improved and most jails have nominal access to pro-
viders. However, healthcare staffing was typically modest, 
raising concerns that LPNS and officers may have health-
care responsibilities that exceed their training, and, more 
broadly, that community healthcare standards likely remain 
unmet in many jails. Considering the racial and economic 
disparities in incarceration, these healthcare deficits can fur-
ther exacerbate health disparities. Given the complexities of 
jail healthcare and limited county resources, new models of 
jail healthcare funding, greater telehealth use, and greater 
accountability of healthcare contractors should be explored 
as possible mechanisms to adequately address the health 
needs of jailed persons.
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