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Is there increased risk for morbidity and mortality in incarcerated populations from COVID-
19? 
 
Key Findings: 

• Infection rates 

• The United States has the largest incarcerated population and highest 
incarceration rate in the world, with approximately 2.2 million people living in 
the U.S., or 698 out of every 100,000 people, incarcerated. 24 percent of 
incarcerated people in the world currently reside in the U.S.1 

• More than 500,000 people are employed in incarcerated settings as correctional 
officers and medical staff.2 

• Correctional facilities and prisons serve as a high-risk location for disease 
transmission, due to restricted movement, shared living spaces, overpopulation, 
and restricted medical care.3 Historically, respiratory-borne illnesses, like 
influenza and tuberculosis, are disproportionately prevalent in incarcerated 
settings. 2 

• As of March 3rd, 2021, more than 620,000 Covid-19 cases have been 
documented in incarcerated settings in the United States, despite a widely 
documented dearth of testing and transparency.4 

• Many large outbreaks have occurred in correctional facilities, including the single 
largest outbreak to date in the U.S., as of February 3rd, 2021: 3,985 cases in 
Fresno County Jail in California.5 

• Many states have reported higher test positivity rates within prison systems than 
among the general population.6 

• Incarcerated individuals are 5.5 times as likely to be infected with SARS-CoV-2 as 
the general population.4 

• There is little to no physical space in correctional facilities to implement social 
distancing and quarantine of infected individuals.7 

• Among incarcerated individuals in the New York City prison system who tested 
positive for Covid-19, older age and diabetes mellitus were significantly 
associated with hospitalization.8 

• Prisons operate as disease reservoirs in which the virus is able to infect 
incarcerated individuals and correctional staff, who frequently re-enter the 
community.4 

• About 870,000 incarcerated individuals in the U.S. perform forced labor annually, 
earning an average of $0.93 per hour. This labor includes producing hand 
sanitizer and personal protective equipment (PPE), which incarcerated 
individuals themselves lack, as well as high-risk tasks like washing potentially 
infected laundry and digging graves for Covid-19 victims.2 



• The SARS-CoV-2 basic reproduction number in large urban U.S. prisons was 
found to be 8.44, the highest known in any context in the world. This exceeds 
the threshold for which the effectiveness of vaccination is significantly 
diminished.4 

• Racial disparities in Covid-19 morbidity in incarcerated settings reflect disparities 
in the community, with the incidence rate of cases and suspected cases for 
incarcerated Black individuals 2-4 times higher than that of incarcerated white 
individuals.9 

• Black Americans are incarcerated at higher rates than any other population in 
the U.S. and are more likely to be exposed to Covid-19 in incarcerated settings, 
exacerbating the disproportionate burden of Covid-19 among Black Americans.6 

• Minimal education regarding Covid-19 transmission and prevention has occurred 
in incarcerated settings, contributing to high rates of vaccine hesitancy among 
incarcerated individuals. Moreover, given the historical and ongoing violations of 
human rights in U.S. prisons, there is ample distrust for mass vaccination efforts 
within incarcerated populations.4 

• Mortality rates 

• Thousands of incarcerated individuals have died from Covid-19 in the United 
States.5 

• Incarcerated individuals have 3 times the risk of death from SARS-CoV-2 as the 
general population.4 

• The Covid-19 Inmate Risk Appraisal (CIRA), a screening tool designed to identify 
risk of Covid-19 mortality among incarcerated individuals, has found predictors 
of increased severity of disease to include age >60 years, cardiovascular disease, 
diabetes, hypertension, chronic respiratory disease, immunodeficiency, and 
cancer.10 

• Co-morbidities and other potential factors contributing to the disproportionate burden 
of COVID-19 on incarcerated populations 

• Over a third of all incarcerated individuals have underlying conditions like cancer, 
diabetes mellitus, hypertension, cardiovascular disease, and substance use 
disorders that increase susceptibility to severe Covid-19.7 

• According to the U.S. Department of Justice, over 81,000 incarcerated individuals 
are older than 60 years old.3 

• The Center for Disease Control and Prevention (CDC) notes that there is frequent 
movement of individuals from one incarcerated setting to another, increasing 
transmission of Covid-19 in new locations.7 

• Alcohol-based hand sanitizers are frequently banned in incarcerated settings.7 

• Infection and mortality rates in Immigration and Customs Enforcement (ICE) detention 
centers 

• The United States operates the largest immigrant detention system in the world, 
with approximately 140,000 people detained in 2019, an average of 380 people 
per day.11 



• A report by Physicians for Human Rights (PHR) states that 96 percent of people 
detained by ICE during the pandemic have reported being unable to maintain 
social distancing while detained; many report failure to quarantine newly 
detained individuals; nearly half report no access to soap at some point during 
detention; 82 percent report no access to hand sanitizer; and the majority report 
no disinfection of surfaces by ICE staff.12 

• The monthly infection rate per 100,000 people detained by ICE has increased 
from 1,527 in April 2020 to 6,683 in August 2020, while the monthly testing rate 
per 100,000 people increased from 3,224 to 36,140 in the same period.13 

• From April 2020 to December 2020, 72 percent of deaths reported in ICE 
detention centers were attributable to Covid-19, with an overall mortality rate of 
10.833 per 100,000 admissions in 2020, the highest ever reported by ICE.14 

• The death rate among individuals detained by ICE increased seven-fold between 
2019 and 2020, despite the average daily detained population decreasing by a 
third.14 

• The mean age of death attributable to Covid-19 in ICE detention was 56.9 years, 
compared to the overall U.S. mean of 78.14 

• The rate of death attributable to suicide in ICE detention has doubled in 2020 
during the course of the pandemic.14 

• Data from ICE is likely inaccurate and underreports infection and mortality 
rates.14 Official ICE reports do not provide explanations for sharp increases and 
decreases in the number of current cases per facility.15 Data from ICE does not 
include individuals released by ICE just prior to death.14 

 
Recommendations: 

• The World Health Organization recommends public health officials collaborate with 
correctional facilities on risk management, prevention and control, treatment, and 
vaccination of incarcerated populations.16 

• Overcrowding, poor sanitation, poor ventilation, and lack of adequate healthcare in 
correctional facilities contribute to the increased burden of Covid-19 on incarcerated 
populations. Decarceration, the strategic release of incarcerated individuals, should be a 
public health priority.17 

• Decarceration in other countries has shown evidence of decreasing Covid-19 rates 
among incarcerated populations.3 

• Decarceration efforts in various areas of the U.S. early in the pandemic have shown 
evidence of decreasing Covid-19 rates in the incarcerated setting, as well as no 
association with increased crime or re-arrest rates.4 A 9 percent reduction in 
incarcerated population size was associated with a 56 percent decrease in transmission. 
Further studies in Texas prisons have supported the role of decarceration in disease 
prevention. 

• Incarcerated individuals nearing the end of their sentence, serving time for nonviolent 
crimes, or being held without conviction due to inability to post bail should be released 
to decrease their risk of infection.7 In addition, decarceration of high-risk individuals, like 



those of old age and with chronic conditions, should be prioritized.9 Release of 
individuals detained by ICE should be granted to protect vulnerable populations from 
high-risk settings.11 

• Infection control measures like screening prisoners and staff on entry and ensuring 
testing availability have shown evidence of curbing Covid-19 transmission in correctional 
facilities and must be continued.2 

• Due to historical and ongoing medical abuse of incarcerated populations in the U.S., 
institutional review boards (IRBs) conducting investigations to benefit this population 
must make every effort to protect incarcerated individuals from exploitation and harm.2 

• Physicians must advocate for the humane treatment of incarcerated individuals, which 
includes improved sanitation, free access to soap and hand sanitizer, and adequate 
access to medical care.2 

• Healthcare workers in prisons should not make medical decisions for incarcerated 
patients.5 

• Restrictions on social contact and family meetings during the pandemic have increased 
adverse mental health outcomes among incarcerated populations. Mental health 
services must be made easily accessible in incarcerated settings.18 

• The role of telemedicine should be explored in correctional facilities to reduce both cost 
and risk of disease transmission.19 

• CDC guidelines currently omit plans for vaccination of incarcerated populations.4 In 
some states, lawmakers have overturned public health officials’ plans to prioritize 
vaccination for incarcerated populations. Physicians must advocate not only for 
decarceration but also the inclusion of incarcerated populations in vaccination efforts to 
protect the vulnerable and the public. 

• There must be increased transparency and accountability in the reporting of Covid-19-
related data from correctional facilities and ICE detention centers.14 
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