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eople who live and work in car-

P ceral settings are at high risk for
COVID-19." As of September 30, 2022,
at least 622 968 people incarcerated in
US prisons and 230 168 staff members
had been diagnosed with COVID-19,
and 3185 had died.? Compared with
rates among the general population,
average COVID-19 case rates in state
and federal prisons are five times
higher® and mortality rates are at least
double.*” Likewise, communities that
are near correctional facilities have
higher rates of COVID-19.°

Carceral systems, however, have not
been fully integrated into public health
responses to the pandemic. Few local
governments have incorporated jails
and prisons into their strategies for
COVID-19 response and prepared-
ness.” The World Health Organization’s
recent comprehensive framework for

COVID-19 response recommends that
all countries conduct a substantive
equity and inclusion analysis to inform
programming, which should rely on
“meaningful participation, collaboration,
and consultation with subpopulations
experiencing poverty and social
exclusion.”® Yet, the bulk of what has
been written on prisons during this
pandemic has been based on an exter-
nal “expert” perspective, not grounded
in the perspective of people who live
and work in these environments.

We report on lessons learned in the
first two years of the pandemic that
were gleaned from a unique partner-
ship with three carceral systems and
based on 100 interviews we conducted
with incarcerated people, correctional
workers, and medical staff. They point
to unique structural and operational
challenges that carceral facilities face in
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prioritizing the goal of COVID-19 mitiga-
tion and highlight strategies that may
improve pandemic preparedness. The
methods of our study that generated
these findings can be viewed in the
Appendix (available as a supplement to
the online version of this article at
https://ajph.org). From this work, five
dominant themes emerged that pro-
vide an “on-the-ground” perspective

of living through COVID-19 in carceral
settings and center the voices of those
incarcerated and working in carceral
spaces to capture the complexity of
COVID-19 prevention and mitigation.

EXTERNAL AND INTERNAL
COLLABORATIONS

Prepandemic governance structures
did not pivot well to the collaborative
decision-making that was necessary for
COVID-19 prevention and mitigation.
Community COVID-19 response largely
excluded carceral facilities. A correc-
tional leader described feeling left out
of response efforts:

There was no playbook of how to
deal with things [in carceral facilities]
and how do you adjust things. . . .
The guidance | would have expected
from a higher level of a state author-
ity and even federal authority . . .
was very behind with this pandemic.

When partnerships with departments
of public health were initiated or forti-
fied, carceral systems were better able
to respond. For instance, one adminis-
trator noted, “Working with the depart-
ment of health, all the testing got paid
for through them, so it wasn't on the
Department of Corrections budget
other than the overtime for nurses.”

Similarly, strategies executed by
leadership or medical staff alone were
often difficult to operationalize and
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unsuccessful. Medical staff said, “You
cannot quarantine and isolate individu-
als without moving them, and their
movement is dictated by security . . .
and so there has to be some collabora-
tion with security.” Initially, correctional
leaders were at the top of the hierarchy
of medical decision-making, which
meant that notions of safety superseded
public health. When partnerships were
developed between correctional leaders
and medical staff, pandemic manage-
ment improved:

We meet every week and kind of just
make sure, you know, are proce-
dures working? Are there enough
isolation beds? Are there too many
people in isolation, such that they're
having to be housed, you know, in . ..
areas that . . . [are] unsafe?

The pandemic highlighted how car-
ceral facilities often operate in siloes,
and building partnerships between car-
ceral systems improved collective learn-
ing. Leadership in one facility convened
regular meetings with other facilities:

We started to do a . . . [leaders’]
meeting every Friday where we
would talk about the issues around
COVID and what everybody was
doing to try to make sure we were
all doing what was the best practice
to everyone. We relied on each
other for knowledge.

POLITICAL ECONOMY OF
MASS INCARCERATION

Incarcerated people and correctional
staff described the public health goals of
COVID-19 mitigation, especially decar-
ceration, as in conflict with the fiscal pri-
orities of carceral systems. In one facility,
decarceration affected the bottom line,
as the operating budget was based on
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the population. As the facility stopped
incarcerating those with low-level misde-
meanors, their operating budget fell,
leading to staff demotions and layoffs.

Although all recognized the ability to bet-

ter social distance, staff were demoral-
ized. A correctional leader explained:

When the pandemic hit . . . we didn't
want to be transferring the inmate
population . . . and possibly taking
that risk of spreading COVID around.
So that got shut down, which of
course then we lost that revenue.
And because of lost revenue, posi-
tions didn't get refilled.

An incarcerated person gave this
summary:

Everything's a numbers game. . ..
They've got to keep the population
steady. That way . . . they don't lose
their jobs. . . . 'Cause if they release
too many . . . we're the ones putting
food on their table and putting their
kids through college. Without us,
there's no them.

INTERCONNECTED
HEALTH RISKS

Implementing new policies was often
difficult because relationships between
incarcerated people and correctional
staff were positioned as adversarial. An
incarcerated person described their
perception of correctional officers:
“They are not here for you, and they
are not here to provide for you. That's
not their job. Their job is just to pass
the room and make sure you're still
alive, and that's basically what you're
told.” A correctional officer explained:

We implemented masking policy for
the inmates in custody when they
were outside their assigned cells. We
were not given clear direction to the

degree this should be enforced.
Because of this, it went entirely unen-
forced because enforcing rules in a
carceral setting leads to conflict.

The perspective of incarcerated peo-
ple and correctional staff offered glimp-
ses of a more unified approach to
infection control in these ecosystems.
As one incarcerated person said:

[l was] having conversations with the
correctional officer, 'cause we were
all in a similar boat. They were
scared. The inmate population was
scared. The nursing staff was scared.

Officers too could see the frustrations
of incarcerated people, with one saying,
“If there’s some kind of COVID-related
delay, even just a supply chain delay, . ..
their commissary gets delayed. There's
all these things that, you know, they rely
on to make their day go by.”

However, policies on COVID-19 mitiga-
tion often exacerbated a mentality of dif-
ference. Educational, testing, and vaccine
campaigns were separate for staff and
incarcerated people, which created dif-
ferent expectations and a false sense of
difference in risk, when in fact both
groups are at higher risk for acquiring
COVID-19. Interviews revealed opportu-
nities for a more unified approach to
COVID-19 that recognized the intercon-
nectedness of the health of the two
groups. Some people said joint vaccina-
tion and testing campaigns would facili-
tate trust in both groups; others said
mental health services for correctional
staff would foster professionalism in their
interactions with incarcerated people.

DISPARITY IN COVID-19
RESPONSES

The lack of parity between COVID-19
responses in the facility and the com-
munity was felt by incarcerated people



and correctional staff and was men-
tioned across many domains. For
example, when congregate settings
and first responders were named as a
national priority for vaccination and
carceral facilities and workers were not
included as prioritized populations,
incarcerated people and correctional
staff reported feeling disenfranchised.
A correctional leader expressed frustra-
tion about vaccine scarcity:

Clearly, | would say from the begin-
ning, it may have been that we
didn't have enough. ... Then | often
wonder is there a political arm in
that. Are there people politically
that don't necessarily wanna give

it to incarcerated people ‘cause
they're incarcerated? That honestly
[I] don't know because my staff—
same thing. My staff members
couldn't do it either.

Incarcerated people felt the disparity
in access to health information, which
bred distrust:

| can't pick up my phone and do
Google right here. | can't pick up
the paper and read. | can't pick up
my phone and read Newsbreak.

| can't—you know what I'm saying?

| can't find out information | wanna
find out in here. That would change
my mind if | could find out more
information. . . . I'm not taking any-
one’s word from their mouth.

Perhaps the most extreme example
came in the ways that isolation, quaran-
tine, and lockdown policies took form.
Isolation and quarantine often approxi-
mated the punitive conditions of soli-
tary confinement. Lockdowns often
lasted months, during which people
could not leave their cell for up to
23 hours of the day, normal program-
ming was eliminated, and cold meals

were served in the cell. An incarcerated
person described it as follows:

You're locked in a cell 23 hours a day,
you know, maybe even longer during
the pandemic, because they weren't
really letting us out of our cells. We
were eating in our cells. You only got
like maybe a 10-minute shower.

Furthermore, when community
standards for social distancing relaxed
once vaccinations were available, pro-
gramming and movement in facilities
continued to be restricted.

But when correctional leadership
changed policies to simulate parity
with community standards, mitigation
efforts improved. For instance, when
financial incentives for vaccination were
being offered in the community, medical
leadership in one carceral system advo-
cated the same incentive for incarcer-
ated people and eventually succeeded.
A medical leader said:

I had been talking with a colleague
who | meet with pretty regularly at
the State Department of Health
about this and saying like, “You
know, there's all these community
incentives. Like, why are we not giv-
ing people in jail these same incen-
tives that they'd otherwise get in the
community?”

This approach was also applied to
guide decision-making in returning to
prepandemic operations. A medical
leader said:

We're always keeping in mind com-
munity standards, so recognizing
that we're in a [carceral facility] but
also being aware of what people just
in general in our community have
access to. So, when the health
department here was making recom-
mendations to open things up in our
community due to the vaccination
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status of people . . . it makes some
sense to us to try and extend that . . .
for our patients here.

INCLUSION IN
DECISION-MAKING

Incarcerated people and correctional
staff have a unique role to play in pan-
demic preparedness. Incarcerated peo-
ple provided ideas for improvements,
including testing logistics, vaccination
campaigns, best practices dissemina-
tion, and approaches to building trust
between medical staff and patients.

A medical staff member explained the
informal role incarcerated people
played in collaborating for COVID-19
testing and education:

The public health staff were hearing
from other inmates that would say,
“I know how you can get so-and-so
to get tested,” or “Let me get so-and-
so to come in, and we're gonna have a
little discussion,” because at that point
it was like peer pressure because peo-
ple didn't wanna see their friends get
sick from it. A lot of them saw some
very sick people.

Several people remarked on the
importance of cultivating leadership
among correctional officers to opera-
tionalize mitigation strategies as well.
For instance, a medical worker said:

[Security leadership] talked about
wanting to make sure that a lot of
the union leaders were on board and
making sure that they had gotten it.
Again, ‘cause people respected them
and felt that, you know, well, if this
person is getting it and trusts it, then
| can trust it.

In this study we relied on experts
who live and work in carceral settings
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to understand the COVID-19 response
and how to facilitate public health pre-
paredness in these settings. Existing
public health structures did not ade-
quately facilitate collaboration in facilities
and across sectors. Our data support a
recent policy analysis of the existing link-
ages between states' departments of
health and departments of corrections,
which revealed that only nine states had
a comprehensive working relationship
between corrections and health.”

Even in places that have prepared-
ness plans in place, our results indicate
that COVID-19 responses would be
more successful if existing norms in
carceral systems were challenged. First,
decisions that prioritized health were
possible when carceral systems moved
to a collaborative process that included
medical professionals in decision-
making. Second, anchoring decisions
and policies to mirror community
trends (e.g., vaccine access and testing,
quarantine and isolation, and return to
prepandemic policies) was a powerful
advocacy tool for leadership. Third,
underscoring a unified approach to
interventions for staff and incarcerated
people is crucial.

These strategies require disrupting
power structures to improve health
and save lives. The prevailing organiza-
tional structures of most carceral set-
tings compromise health promotion
and pose challenges to effective
COVID-19 mitigation strategies. Fur-
thermore, the dominant structures of
public health and community health
care systems do not include carceral
systems as relevant partners. Inten-
tional maintenance of multisector part-
nerships, even in nonpandemic times,
is vital to ensuring that carceral facilities
are agile enough to respond to emerg-
ing public health crises. These efforts
should include public health experts,
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health care providers, incarcerated
people, and carceral entities.

Another important finding from these
interviews is that the fiscal model of
carceral institutions was at odds with
public health goals. These are not
novel findings, as other scholars have
reported on decarceration and its polit-
ical consequences in rural communi-
ties.'® However, our study confirms
that respondents who worked in car-
ceral facilities often found decisions
about COVID-19 to be in conflict with
the financial realities of running a car-
ceral system and suggests that for sus-
tained decarceration, investment in
other sectors, particularly local econo-
mies where facilities are sited, are
required to avert harm to families who
work in corrections.

There are some limitations to the
study we conducted that led to these
core themes. We conducted interviews
in carceral settings that were open to
research partnership and may not
wholly reflect the circumstances of
many people who live and work in car-
ceral systems. Also, we were unable to
conduct in-person interviews, which
may have affected personal connection
during interviews. Nevertheless, the
themes that emerged from this work
were robust and encompassed input
from a wide array of people from multi-
ple facilities.

State and federal governments
should take steps now to improve the
preparedness of carceral systems for
future waves of COVID-19 and subse-
quent public health emergencies. Our
study reveals the invaluable contribu-
tions that those affected by COVID-19
in carceral settings could offer in rede-
fining carceral governance and opera-
tions so that they are aligned with the
goals of public health. 4JpH
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