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Abstract

Background: The number of older jail inmates in poor health is increasing rapidly. Among older adults, pain is
common and leads to greater acute care use. In jail, pain management is complicated by concerns about misuse
and diversion. A lack of data about the prevalence and management of pain in older jail inmates limits our
ability to develop optimal palliative care strategies for this population.
Objective: To describe the prevalence of and factors associated with pain and analgesic use in a population of
older jail inmates.
Design: Cross-sectional study. v2 tests assessed association between characteristics, pain, and analgesic use.
Setting/Subjects: Two hundred ten jail inmates age 55 or older.
Measurements: ‘‘Severe frequent pain’’ defined as ‘‘severe or very severe’’ pain experienced ‘‘frequently or
constantly’’ using the validated Memorial Symptom Assessment Scale. Medical conditions, substance use, and
analgesic treatment determined through self-report and jail medical records.
Results: Participants’ mean age was 59 years; 69% had multimorbidity; 75% reported any pain; 39% reported
severe frequent pain. Report of severe frequent pain was associated with multimorbidity, functional impairment,
and pre-jail acute care use ( p < 0.05), but not with substance use (57% versus 56%, p = 0.89). Within a week of
their interview, most participants with severe frequent pain had received an analgesic (87%) and many received
an opioid (70%).
Conclusion: High rates of pain in a rapidly growing population of older jail inmates with multimorbidity and
functional impairment suggest that jails are an important site for assessing symptom burden and developing
appropriate palliative care interventions.

Introduction

Palliative medicine experts have called for the inte-
gration of palliative medicine into care delivery systems

that serve the needs of persons with serious illness and
multimorbidity well before the final months of life.1,2 Jail has
become one such health care system. Approximately 13
million Americans pass through jails annually. In contrast to
prisons, which generally house persons convicted of a crime
and sentenced to incarceration for more than 1 year, jails
house inmates who are awaiting trial or serving short sen-
tences. The average length of stay in jails is 30 days.3 Be-
tween 1996 and 2008, the number of older jail inmates
increased 278% compared to a 53% increase in the jail

population.4,5 Annually, more than 550,000 older adults are
arrested6 and detained in jails where they have, by far, the
highest in-jail mortality rates.7,8 Nearly all jail inmates (95%)
return to our communities within 6 months, where they ex-
perience a high risk for poor health outcomes, acute care use,
and mortality.7,9 Accordingly, jail detention provides a un-
ique opportunity to address palliative care needs in medically
complex older adults and to link them to appropriate com-
munity health and social services after release.10–12

While provision of palliative care to those with advanced
and chronic illness can improve patient outcomes and reduce
acute care use,13,14 little is known about the palliative care
needs of older jail inmates. At a very basic level, little is
known about the epidemiology of pain in older jail inmates.
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Undertreated pain increases distress, worsens health and
function, and increases acute care utilization and health
care costs.15,16 Among older adults, pain is common and
often underreported and undertreated,17,18 particularly for
those of minority race or ethnicity.19,20 Factors commonly
associated with pain in older adults, including functional
impairment and multimorbidity,15,16 are also associated with
acute care use21 and are disproportionately prevalent in older
prisoners.22,23 Clinician misperceptions that pain is a normal
part of aging and a lack of consensus regarding the optimal
treatment of nonmalignant chronic pain in older adults mean
that pain is often poorly managed in older adults.24,25 In jail,
pain management is further complicated by concerns about
misuse, diversion, and overdose in patients with substance
use and/or mental health disorders.26 Additionally, concur-
rent heart failure, renal insufficiency or liver disease—all
common in prisoners—may leave clinicians with few non-
opioid treatment options.

Therefore, we conducted a study to describe the prevalence
of, and factors associated with, pain and the treatment of pain
in older jail inmates. This basic epidemiologic knowledge is
needed to inform the development of evidence-based palli-
ative care treatment strategies for this medically complex and
rapidly growing population of patients with serious and
chronic illness.

Methods

Participants and design

This study was conducted in a county jail, where inmates
are typically held while awaiting trial or serving short sen-
tences for relatively minor offenses. Jail inmates are con-
sidered ‘‘older’’ at age 55 due to high rates of premature
functional impairment and multimorbidity.27 Therefore, this
cross-sectional study included 210 inmates aged 55 or older
incarcerated in a county jail between May and November
2012. Through consecutive sampling we enrolled inmates
who had spent at least 48 hours in the jail, because inmates
are often in transit or in court after arrest and not able to
participate in interviews during their first 2 days in jail.
Inmates were ineligible for this study if they did not speak
English, Spanish, or Cantonese or were deemed a safety risk
by the sheriff’s deputy on duty. Research staff confirmed the
eligibility of those who expressed interest in the study to the
jail nurse and conducted the questionnaire with those who
consented to participate using a teach-to-goal method.
Teach-to-goal has been used to verify consent comprehen-
sion in low literacy older adults and is endorsed by the
National Institutes of Health.28,29 Participants who did not
remain in custody for 1 week after their interview and/or did
not grant study staff access to their jail medical records were
excluded from these analyses so that all participants had
jail-based medication treatment records for the week after
their interview.

Study questionnaires were read to participants in English,
Spanish, or Cantonese by native-speaking interviewers and
answers were transcribed by the interviewer. Jail medical re-
cords were reviewed and abstracted. Consistent with ethical
standards and federal regulations governing human subjects
research involving prisoners,30 participants were credited $10
to their jail accounts for use at the jail canteen or to be given to
them in cash upon release as compensation for their time. This

study was approved by the Human Research Protection Pro-
gram at the University of California, San Francisco.

Main measures: Pain and analgesic treatment

Pain assessment was based on self-report using items from
the validated Memorial Symptom Assessment Scale
(MSAS), which is commonly used to assess pain and other
symptoms.31 The MSAS was chosen because it has been used
with older adults and medically vulnerable populations, in-
cluding those with HIV, substance dependence, and mental
illness.32,33 Participants who answered ‘‘yes’’ to ‘‘In the past
week, did you experience any pain?’’ were categorized as
experiencing pain and were asked follow-up questions re-
garding frequency and severity. All others were categorized
as having ‘‘no pain’’ or ‘‘less than severe pain’’ in the past
week. Participants reporting ‘‘severe or very severe’’ pain
experienced ‘‘frequently or constantly’’ were categorized as
having ‘‘severe frequent pain.’’ Because participants were
new to the jail and were asked about pain in the prior week,
pain reported in this study may have occurred in the jail, out
of the jail, or both in and out of the jail.

We abstracted patient medical charts to determine anal-
gesic use. Analgesics were classified using practice guide-
lines from the American Society of Anesthesiologists Task
Force on Chronic Pain Management34 and analgesics from all
recommended classes are available for clinicians to prescribe
at the county jail in this study including nonsteroidal anti-
inflammatory drugs (NSAIDs), acetaminophen, neuropathic
pain relievers such as gabapentin (all categorized as non-
opioid analgesics), and/or opioid analgesics. All medications
given to inmates are listed in the jail medical record, in-
cluding nonopioid analgesics available over the counter in
the community. Participants were categorized as receiving
analgesics if they received one or more analgesic in jail in the
week following their participation in the study. Analgesics
were then categorized according to whether they were opi-
oids. Opioid replacement therapy for opioid dependence was
excluded from analyses. Only analgesics received during the
stay in jail were included.

Other measures: Sociodemographics and health

Other collected measures included demographic charac-
teristics and annual income (less than $15,000 versus $15,000
or more based on national Medicaid income eligibility cri-
teria). Medical and mental health conditions were assessed by
self-report using validated questions from the Health and
Retirement Study (HRS).35 Serious mental illness was de-
fined using the Bureau of Justice Statistics’ definition, which
includes a diagnosis of major depression or mania or any
psychotic disorder.36 Self-report was used because medical
diagnoses might not be included in all jail medical records
because not all inmates are seen in the jail clinic within 48
hours of arrest. Self-report of medical conditions is well-
validated in older adults,37 including in medically vulnerable
populations.38 To minimize underrepresentation of medical
diagnoses for inmates who were unaware of their medical
diagnoses, we also abstracted medical conditions from jail
medical records. We defined multimorbidity as having two or
more chronic conditions.

Geriatric health factors commonly associated with pain in
older adults were collected, including falls in the last 3
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months and functional impairment (difficulty with one or
more activity of daily living [ADL]—bathing, feeding,
dressing, transferring, or toileting—in the prior 2 weeks).15,16

Social and behavioral health risk factors assessed included
predetainment homelessness, medication insecurity (not
having enough money for medications39), drug use, and
problem alcohol use. Homelessness was defined as spending
1 or more nights outside or in a homeless shelter within 30
days of arrest.40 Drug use was determined by jail medical
record documentation of drug dependence or an answer of
‘‘no’’ to a validated Drug Abuse Screening Test41 item, ‘‘In
the last year, could you get through the week without using
drugs?’’ Problem alcohol use was defined as medical record
documentation of current alcohol dependence or a positive
screen on the three-item AUDIT-C.42 We also collected in-
formation on a validated question about self-reported arrest
related to alcohol or drug-related charges.43

Acute care use prior to incarceration was assessed because
undertreated pain is a common cause of acute care use in
older adults.21 Acute care use was assessed by asking ‘‘In the
3 months before jail, did you ever visit an emergency de-
partment?’’ and ‘‘In the 3 months before jail, did you ever
stay overnight in a hospital?’’

Statistical analysis

Participant characteristics were analyzed using descriptive
statistics. Bivariate analyses using v2 tests were conducted to
determine the sociodemographic, health, and health-related
factors and health care utilization patterns associated with pain
in older jail inmates. Bivariate analyses using v2 tests were also
conducted to assess the relationship between pharmacologic
pain management and prevalence of severe frequent pain,
sociodemographics, and behavioral health risk factors. All
analyses were conducted using Stata, version 12 software
(StataCorp, College Station, TX). Study data were collected
and managed using REDCap electronic data capture.44

Results

Sample characteristics

During the study period, 319 adults aged 55 or older spent
at least 48 hours in the county jail. Overall, 23 (7%) did not
meet inclusion criteria: 7 (2%) did not speak English, Span-
ish, or Cantonese and 16 (5%) were deemed a safety risk to
interviewers by the sheriff’s department. Of the 296 inmates
who met inclusion criteria, 44 (15%) declined to participate
and 252 (85%) were enrolled in the study. Two participants
( < 1%) subsequently withdrew, 22 (9%) did not grant access
to jail medical records, and 18 (7%) did not remain in jail for
1 week after their interview, resulting in a final sample of 210
older inmates. Participants who were excluded from analyses
because they did not grant access to their jail medical records
or because they did not remain in jail for at least 1 week did
not differ significantly from the remaining sample of 210
participants by sociodemographic status including age, gen-
der, race/ethnicity, education level, or income, or by the
study’s primary outcomes, any pain and severe frequent pain
(all p > 0.1).

Participants’ average age was 59 years (range, 55–75).
They were predominantly male (95%) and black (60%). Most
reported at least a high school or GED degree (74%) and an

annual income below the 2013 Medicaid eligibility cutoff of
approximately $15,000 (80%; Table 1).

Prevalence of pain and associated factors

Overall, 157 (75%) participants reported having any pain
and 81 (39%) reported severe frequent pain. Those with se-
vere frequent pain were more likely to be female (9% versus
2%, p = 0.05), have poor or fair self-rated health (72% versus
41%, p < 0.001), have 2 or more chronic medical conditions
(85% versus 59%, p < 0.001), have one or more ADL difficulty

Table 1. Characteristics of Older

Jail Inmates, n = 210

Characteristic n (%)

Mean age (SD) 59.4 (3.8)
Age 55–64, n (%) 186 (89)
Race/ethnicity, n (%)

Black 125 (60)
White/non-Latino 47 (22)
Latino 21 (10)
Asian/Pacific Islander 12 (6)

Female, n (%) 10 (5)
Annual income < $15,000, n (%) 168 (80)
High school, GED or more, n (%) 155 (74)
Self-rated health, n (%)

Poor or fair 111 (53)
Good 54 (26)
Very good or excellent 45 (21)

Multimorbidity, n (%)a 145 (69)
Serious mental illness, n (%)b 104 (50)
ADL impairment, n (%)c 70 (33)
Recent Fall(s), n (%)d 66 (31)
Drug-/alcohol-related arrest, n (%) 55 (26)
Drug use, n (%)e 118 (56)
Problem alcohol use, n (%)f 127 (60)
Homelessness, n (%)g 98 (47)
Medication insecurity, n (%)h 82 (39)
Recent acute care use, n (%)i 106 (50)
Any pain, n (%) 157 (75)

aHealth conditions determined through self-report and/or docu-
mentation in the jail medical record. ‘‘Multimorbidity’’ includes
two or more of the physical health conditions: hypertension,
diabetes, cancer (not skin), chronic lung disease, heart disease (heart
attack, coronary heart disease, or angina), congestive heart failure,
stroke, HIV/AIDS, hepatitis C, or arthritis/rheumatism.

bIncludes any major depressive, manic or psychotic disorder as
determined through self-report and/or documentation in the jail
medical record.

cDefined as having difficulty with ‡ 1 ADL (bathing, eating,
transferring, toileting or dressing).

dDefined as any self-reported fall to the ground within the last 3
months.

eDefined as documentation of current drug use in the jail medical
record and/or answering ‘‘no’’ to ‘‘In the last year, could you get
through the week without using drugs?’’

fDefined as documentation of current alcohol use disorder in jail
medical record or a positive screen on the validated, three-item
AUDIT-C.

gDefined as needing to spend 1 or more nights outside in a
homeless shelter in the 30 days prior to jail.

hDefined as ‘‘yes’’ to ‘‘Was there a time in the last year when you
did not have enough money for medications?’’

iBased on self-report of emergency department use or hospital-
ization in the 3 months prior to jail.

ADL, activity of daily living.
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(59% versus 18%, p < 0.001), report a fall in the past 3 months
(61% versus 13%, p < 0.001), and have serious mental illness
(59% versus 43%, p = 0.03; Table 2). Participants with severe
frequent pain were also more likely to report predetainment
community acute care use (66% versus 42%, p = 0.001).
Chronic medical conditions associated with reports of severe

frequent pain included hepatitis C, arthritis, chronic lung dis-
ease, and heart disease (Table 2).

Participants who reported severe frequent pain had similar
rates of drug use (57% versus 56%, p = 0.89) and problem
alcohol use (58% versus 62%, p = 0.57) as those reporting
less or no pain and the two groups were equally likely to

Table 2. Severe Frequent Pain and Associated Factors among Older Jail Inmates, n = 210

Characteristic
Less or no pain
(n = 129, 61%)

Severe frequent pain
(N = 81, 39%) p value

Mean age (SD) 59.5 (4.3) 59.4 (3.8) 0.91
Age 55–64, n (%) 114 (88.4) 72 (88.9%) 0.90
Race/ethnicity, n (%)

Black 77 (59.7) 48 (59.3)

0.37

White/non-Latino 25 (19.4) 22 (27.2)
Latino 13 (10.1) 8 (9.9)
Asian/Pacific Islander 10 (7.8) 2 (2.5)

Female, n (%) 3 (2.3) 7 (8.6) 0.05
Annual income < $15,000, n (%) 100 (80) 68 (86.1) 0.27
High school, GED or more, n (%) 99 (76.7) 56 (69.1) 0.22
Self-rated health, n (%)

Poor or fair 53 (41.1) 58 (71.6)
Good 39 (30.2) 15 (18.5) < 0.001
Very good or excellent 37 (28.7) 8 (9.9)

Hypertension, n (%) 77 (59.7) 58 (71.6) 0.08
Diabetes, n (%) 24 (18.6) 14 (17.3) 0.81
Heart attack or coronary disease, N (%) 20 (15.5) 26 (32.1) 0.01
Congestive heart failure, n (%) 7 (5.4) 10 (12.3) 0.07
Stroke, n (%) 11 (8.5) 13 (16) 0.10
Cancer, n (%)a 7 (5.4) 10 (12.3) 0.70
Chronic lung disease, n (%) 14 (10.9) 21 (25.9) 0.004
HIV/AIDS, n (%) 5 (3.9) 6 (7.4) 0.26
Hepatitis C, n (%) 55 (42.6) 53 (65.4) 0.001
Arthritis or rheumatism, n (%) 50 (38.8) 53 (65.4) < 0.001
Multimorbidity, n (%)b 76 (58.9) 69 (85.2) < 0.001
Serious mental illness, n (%)c 56 (43.4) 48 (59.3) 0.03
ADL impairment, n (%)d 23 (18) 57 (58.8) < 0.001

Bathing 11 (7.9) 31 (35.6) < 0.001
Dressing 7 (5) 21 (24.1) < 0.001
Toileting 5 (3.6) 25 (28.7) < 0.001
Transferring 17 (12.2) 39 (45.9) < 0.001
Eating 6 (4.3) 27 (31) < 0.001
Needing a cane, wheelchair, or walker 27 (19.3) 46 (52.3) < 0.001

Recent Fall(s), n (%)e 17 (13.4) 49 (60.5) < 0.001
Drug-/alcohol-related arrest, n (%) 28 (22.6) 27 (34.2) 0.07
Drug use, n (%)f 72 (55.8) 46 (56.8) 0.89
Problem alcohol use, n (%)g 80 (62) 47 (58) 0.57
Homelessness, n (%)h 62 (48.4) 36 (45) 0.63
Medication insecurity, n (%)i 45 (36.9) 37 (48.1) 0.12
Recent acute care use, n (%)j 54 (42.2) 52 (65.8) 0.001

aExcluding minor skin cancers.
bHealth conditions determined through self-report and/or documentation in the jail medical record.
cIncludes any major depressive, manic, or psychotic disorder and was determined through self-report and/or documentation in the jail

medical record.
dDefined as having difficulty with one or more ADL (bathing, eating, transferring, toileting or dressing)30 and/or needing a cane,

wheelchair, walker, or other aid to help with daily activities.
eDefined as any self-reported fall to the ground within the last 3 months.
fDefined as documentation of current drug use in the jail medical record and/or answering ‘‘no’’ to ‘‘In the last year, could you get

through the week without using drugs?’’
gDefined as documentation of current alcohol use disorder in jail medical record or a positive screen on the validated, three-item AUDIT-C.
hDefined as needing to spend 1 or more nights outside in a homeless shelter in the 30 days prior to jail.
iDefined as answering ‘‘yes’’ to ‘‘Was there a time in the last year when you did not have enough money for medications?’’
jBased on self-report of emergency department use or hospitalization in the 3 months prior to jail.
ADL, activities of daily living.
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report being in jail for a drug- or alcohol-related arrest (34%
versus 23%, p = 0.07; Table 2).

Use of pharmacologic analgesics according
to level of pain

In the week after the interview, 126 (60%) of all partici-
pants received one or more analgesic medication; 23 (11%)
received opioid therapy alone, 38 (18%) received one or more
nonopioid analgesic(s) alone, and 65 (31%) received both
opioid therapy and one or more nonopioid analgesic. An-
algesic medications were received by 30% of those with no
pain, 53% with less than severe frequent pain, and 87% with
severe frequent pain ( p < 0.001; Fig. 1). Of 11 participants
with severe frequent pain who did not receive any analgesics
within a week, 9 (82%) were evaluated by a jail clinician.

Factors associated with analgesic use

Participants who received any analgesic(s) were more
likely to report any pain (87% versus 56%, p < 0.001), severe
frequent pain (56% versus 13%, p < 0.001), multimorbidity
(79% versus 55%, p = 0.006), and poor or fair self-rated
health (62% versus 39%, p = 0.003). Those who received
opioids were also more likely to report any pain (92% versus
62%, p < 0.001), severe frequent pain (64% versus 21%,
p < 0.001), multimorbidity (77% versus 63%, p = 0.02), and

poor or fair self-rated health (65% versus 44%, p = 0.01). No
sociodemographic or behavioral health factors were associ-
ated with pharmacologic treatment of pain with any analge-
sics. Those who received opioids were no more likely to
report that their incarceration was due to a drug- or alcohol-
related offense (32% versus 23%, p = 0.16); the groups did
not differ according to drug use (60% versus 53%, p = 0.32)
or problem alcohol use (57% versus 63%, p = 0.36).

Discussion

We found that in older jail inmates, severe frequent pain is
common and is associated with multimorbidity, functional
impairment, and recent community acute care use. In this
study, rates of severe pain, chronic disease, disability, and
acute care use in older jail inmates with a mean age of 59
were comparable to rates reported in community-dwelling
adults with a median age of 75.45 While reports of recent falls
among those without severe pain (13%) were on par with
national averages in their age group, falls among older in-
mates with severe frequent pain (61%) were notably high.
Similarly, participants with severe frequent pain were sig-
nificantly more likely to report difficulties in each of the
traditional activities of daily living (bathing, dressing, toi-
leting, transferring, and eating), suggesting that untreated
pain in this population may significantly limit independence,

FIG. 1. One-week use of analgesics according to level of self-reported pain, n = 210. During the week after the study
interview, analgesic medications were received by 30% of those who reported no pain, 53% of those reporting less than
severe frequent pain, and by 87% of those who reported severe frequent pain.
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and negatively affect transitions back to the community for
older former jail inmates after release. Participants who re-
ported severe pain were also more likely to rate their health
poor or fair or to suffer from multiple chronic conditions
compared to those with less or no pain. These findings echo
those of studies linking severe frequent pain to dispropor-
tionate acute care use in medically complex older adults46

and suggest that older inmates with severe frequent pain may
be at particularly high risk for post-release acute care use.

Palliative care has been shown to improve health outcomes
and lower cost for older adults with nonterminal, chronic
illness by reducing symptom burden, improving transitions
between care settings, and reducing acute care use.1,2,13,14,47

Yet in the nation’s approximately 3000 jails, the adaptation
and targeting of palliative care to chronically or seriously ill
older adults has been largely overlooked. In prisons (which
house those convicted of a crime serving sentences of 1 year
or longer), health services guidelines created by the National
Commission on Correctional Health Care include the provi-
sion of palliative care.48 Efforts to expand correctional pal-
liative care have focused mainly on dying prisoners,
successfully leading to the creation of prison-based hospice
units in approximately 70 facilities nationwide.49 However,
prison-based hospices face unique challenges, including re-
strictions on inmate movements and providers’ access to
patients, restricted pharmaceutical formularies, and a dearth
of trained medical personnel.50 Moreover, the health care
needs of prison inmates (generally serving long sentences) and
jail inmates (generally awaiting trial or serving short sentences
for relatively minor offenses) likely differ considerably, as jail
inmates cycle between incarceration and community health
systems far more rapidly and in greater number. A profound
lack of data about the health care needs of seriously or
chronically ill jail inmates limits the development and target-
ing of appropriate palliative care for the jail population. More
research is also needed to better understand the palliative care
needs of long-term prisoners with severe frequent pain and/or
serious illness who are not at the end of life.

A first critical step to filling this gap in palliative care
knowledge and programming is to develop an evidence base
that describes the prevalence and treatment of pain and other
symptoms in inmates because the optimal approach to
treatment for these patients is uniquely complicated. Treat-
ment of chronic pain in older adults is complex because aging
is associated with increasing variance in both sensitivity to
pain and responsiveness to treatment, more often requiring
highly individualized approaches to pain management.51

Additionally, provider concerns about opioid analgesic pre-
scribing to medically and socially vulnerable populations are
well-documented, including the potential need for higher
doses to achieve symptom relief, lower tolerance for dis-
comfort, and the high risk of diversion and/or misuse-related
mortality.26,52 However, reports of severe frequent pain in
this study were not significantly associated with substance
abuse or drug or alcohol related arrests, suggesting that the
apparent unmet need for palliative care in this population
cannot be primarily attributed to drug-seeking or other be-
haviors associated with criminal justice involved popula-
tions. In addition, this study found variability in the treatment
of pain for older jail inmates, underscoring the need for
evidence-based treatment guidelines that address the needs of
this unique population.

To address this challenge, some have called for higher
quality opioid prescribing guidelines53 while other care de-
livery systems have taken measures to restrict opioid analgesic
prescriptions for chronic pain. For example, New York’s
I-STOP program aims to reduce overprescribing of opioids by
requiring that practitioners use an electronic prescribing ser-
vice that reports data to the state for review.54 While in this
study, neither participants who reported severe frequent pain
nor those who received opioid therapy were more likely to
have self-reported or documented evidence of drug or problem
alcohol use or to report that their current incarceration was due
to a drug or alcohol-related offense, participants overall had
high rates of drug and problem alcohol use. Future studies
should also focus on developing an evidence-based approach
to pain management in this population that carefully evaluates
nonpharmacologic interventions to treat pain.

Several limitations should be considered when interpreting
our results. The relatively small number of women in this
study limits the result showing that women were more likely
to report severe frequent pain. However, these underpowered
findings are consistent with studies showing that women use
more correctional health care services and experience greater
morbidity and health care needs than incarcerated men,55 and
with studies reporting that community-dwelling women re-
port pain at higher rates than men.56 Additionally, this study
was conducted in one urban jail system and did not explore
whether analgesic prescriptions were initiated in the jail or in
the community. However, while pain management policy and
practice may differ in other jails and communities, criminal
justice populations are rapidly aging nationwide and this
study constitutes a critical first step in understanding the
prevalence of pain and the associated challenges of pain
treatment in this population. Future studies should also in-
vestigate whether older prisoner populations have similarly
high rates of pain, and the prevalence of other palliative care
needs including symptoms and psychological distress related
to advanced illness among older jail and prison inmates.

In this study, older jail inmates with severe frequent pain
constituted a medically complex population with signifi-
cantly higher rates of multimorbidity, functional impairment,
recent fall(s), recent community acute care use and serious
mental illness compared to those with less or no pain. Be-
cause pain is a leading chief complaint in emergency de-
partment visits,46 a robust, evidence-based approach to
providing jail-based palliative care to seriously or chronically
ill older inmates that includes linkages to community-based
palliative care could have a positive impact on patients’
quality of life while simultaneously helping community
safety-net systems reduce acute care use.27,57–60 Yet aside
from the development of prison-based hospice units, pallia-
tive medicine has been largely absent from standards of care
for incarcerated populations. The first step toward adapting
community-based palliative care to the jail setting is to rec-
ognize the health care implications of an aging inmate
population. With this knowledge, we can develop evidence-
based palliative care models that can account for the treat-
ment concerns providers face when caring for this complex
population,3 including integration of nonpharmacologic
therapies for symptom management, and development of
population-focused risk evaluation and mitigation strategies
to increase treatment compliance, minimize misuse, improve
pain control, and reduce acute care use after release.
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