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A B S T R A C T

Incarceration is a stigmatized event with profound health consequences, yet little is known about how its 
disclosure is experienced and managed within clinical encounters. Sexual and reproductive health (SRH) settings, 
where stigma and trust are particularly salient, provide a critical context for examining disclosures. We explore 
the context in which providers come to know patients’ incarceration histories in SRH service delivery, and the 
salience of disclosures. Drawing upon qualitative interviews (n = 49) with SRH providers who had treated pa
tients with a history of incarceration (n = 7) and formerly incarcerated individuals who had sought or received 
SRH care (n = 42) between 2022 and 2023, we used a general inductive approach where we developed codes 
from provider interviews and applied them to both provider and patient interviews, with the latter com
plementing and triangulating the provider-derived findings. Providers reported learning of incarceration his
tories through direct patient disclosure, patient charts, transfers from correctional facilities, or referrals from 
reentry programs. While many emphasized offering the same care to all patients, providers and formerly 
incarcerated individuals nonetheless described how incarceration history informed treatment considerations and 
provider perceptions. Providers also described variation in care across correctional system involvements but 
noted they lacked training on the health consequences of criminal legal involvement and the intricacies of the 
system. Participants emphasized the importance of trauma-informed care and reported that family incarceration 
was also disclosed and shaped SRH. Findings highlight the salience of incarceration history in SRH services and 
underscore the need for provider training.

1. Introduction

Incarceration is a profound sociostructural determinant of health in 
the United States (U.S.) (Nowotny & Kuptsevych-Timmer, 2018; 
Wildeman & Wang, 2017). With more than two million people currently 
incarcerated and many more cycling through jails, prisons, and deten
tion facilities each year, the U.S. maintains the highest incarceration rate 
in the world (Sawyer and Wagner, 2020). The experience of incarcera
tion shapes health across the life course, contributing to the develop
ment and persistence of health disparities. Research has documented 
that incarceration is associated with heightened risk of infectious dis
ease, chronic illness, and poor mental health outcomes (Fazel & Bail
largeon, 2011; Massoglia et al., 2014; Schnittker & John, 2007). These 
effects are particularly pronounced in sexual and reproductive health 
(SRH), where incarceration disrupts continuity of care, exposes 

individuals to sexually transmitted infections, effects pregnancy and 
childbirth (Paynter et al., 2025a; Sufrin, 2017; Sufrin et al., 2020), and 
increases vulnerability to sexual violence (Belknap & Wilson, 2025; 
Buehler & Kottke-Weaver, 2024, p. 52; Macalino et al., 2005; Norris 
et al., 2022; Nowotny et al., 2020; Puglisi et al., 2021; Ramaswamy 
et al., 2024; Sufrin, 2017; Wang et al., 2013; Wiehe et al., 2015; Wolff 
et al., 2006).

The U.S. criminal legal system operates through a complex and 
expansive system that includes federal and state prisons (generally 
serving individuals convicted of felonies with sentences longer than one 
year), local jails (which detain individuals pretrial and those serving 
shorter sentences), and community corrections (such as probation and 
parole). Contact with the criminal legal system often entails ongoing 
surveillance, movement restrictions, electronic monitoring, court fees, 
and the constant threat of re-incarceration (Miller, 2021). Incarceration 
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is not a discrete event but a prolonged condition of constrained auton
omy that continues to structure daily life, family relationships, 
employment, housing, and healthcare access long after release (Comfort, 
2007; Miller, 2021; Wildeman & Wang, 2017). The U.S. carceral system 
is also profoundly racialized (Pettit & Western, 2004). Decades of policy 
decisions have produced stark racial inequities, with Black, Indigenous, 
and other minoritized communities disproportionately entangled in the 
criminal legal system (Alexander, 2010). These inequities intersect with 
gender, poverty, and substance use criminalization, shaping who is most 
likely to experience incarceration and how its consequences accumulate 
across the life course (Massoglia, 2008; Massoglia & Pridemore, 2015; 
Schnittker & John, 2007).

Incarceration and incarceration histories are particularly conse
quential in pregnancy and SRH. People who are incarcerated while 
pregnant often face delayed prenatal care, limited access to abortion and 
contraception, barriers to informed consent, and carceral policies that 
constrain reproductive autonomy (Paynter et al., 2025a, 2025b; Sufrin 
et al., 2023). Recent qualitative research documents how family plan
ning providers navigate institutional restrictions, security protocols, and 
ethical tensions when caring for incarcerated patients, often within 
systems that limit timely access to abortion and contraceptive services 
(Paynter et al., 2025a, 2025b). In addition, Sufrin and colleagues 
demonstrate how incarceration shapes abortion decision-making itself, 
precluding access through logistical barriers, coercive dynamics, and the 
compression of decision timelines under conditions of custody (Sufrin, 
2017; Sufrin et al., 2023). Even after release incarceration history shapes 
care by disrupting insurance coverage and fragmenting medical records 
(Wang et al., 2008) and exposing individuals to trauma and stigma 
(Clarke et al., 2006; Schnittker & John, 2007). Thus, incarceration his
tory is not merely background context in SRH health services; both 
incarceration history and how it is disclosed may constrain reproductive 
choice and shape SRH service needs and experiences.

Although incarceration has been widely studied as a social deter
minant of health, less is known about how it shapes the clinical 
encounter itself. A growing body of scholarship demonstrates how 
stigma and bias shape healthcare interactions along lines of gender 
(Alcalde-Rubio et al., 2020; Guzikevits et al., 2024; Zhang et al., 2021), 
race (Goyal et al., 2015; Hoffman et al., 2016; Johnson et al., 2004; Shen 
et al., 2018; Todd et al., 1993), socioeconomic status (Scott et al., 1996; 
van Ryn & Burke, 2000; Willems et al., 2005), and substance use dis
orders (Cazalis et al., 2023; Muncan et al., 2020; Parish et al., 2025). 
Patients with stigmatized identities or experiences often receive differ
ential treatment, face skepticism about their symptoms, and encounter 
barriers to accessing appropriate care. Incarceration, too, is a stigma
tized experience (Devah Pager, 2003; Frank et al., 2014; Keene et al., 
2018; McCauley, 2025; Pager, Western, & Sugie, 2009; Stewart & 
Uggen, 2020). Yet, while prior research has shown that incarceration 
affects employment, housing, and education opportunities, much less is 
known about whether and how this history enters the healthcare 
domain, particularly in SRH service delivery where issues of trust and 
stigma are particularly salient.

One crucial but underexplored mechanism through which incarcer
ation history may influence provider perceptions and treatment de
cisions is disclosure—yet it remains unknown if and how providers come 
to learn of incarceration history during clinical interactions. While 
recent research has recommended screening for incarceration history 
(MacKenzie et al., 2021), there is a paucity of research on how providers 
currently come to learn about incarceration history. Further, what 
research does exist suggests that providers are ill-prepared to ask (Patil 
et al., 2025). We hypothesize that providers may learn about patients' 
incarceration histories through multiple pathways (such as documen
tation in medical charts or direct disclosure by patients). Importantly, 
pathways for disclosure may also carry potential consequences. For 
example, learning about incarceration through official records may 
frame providers’ perceptions before an encounter even begins, while 
patient self-disclosure may reflect a deliberate attempt to contextualize 

health concerns or explain gaps in care. Disclosure can shape not only 
the tone and content of clinical interactions, but also the therapeutic 
relationship, communication strategies, and treatment planning. At the 
same time, disclosure moments can be fraught for patients who fear 
stigma and discrimination (Martin et al., 2020). To date, however, little 
empirical work has examined how incarceration histories are disclosed 
in healthcare, and what these disclosures could mean for clinical prac
tice and patient experience.

The SRH context makes this question especially urgent. SRH services 
often involve intimate examinations, sensitive discussions, and ongoing 
trust between providers and patients (Dehlendorf et al., 2025; Dehlen
dorf & Rinehart, 2010; Newton-Levinson et al., 2024; Shankar et al., 
2025; Stacey & Dempsey, 2014). Providers must navigate histories of 
trauma, high rates of sexually transmitted infections, and reproductive 
health disparities, all of which are disproportionately borne by people 
with incarceration experience (Nowotny et al., 2020; Ojikutu et al., 
2018; Scott et al., 2016; Spaulding et al., 2009). Incarceration may 
therefore be a critical piece of information in SRH encounters, shaping 
not only risk assessment and screening practices but also communica
tion strategies and providers' perceptions of patients’ capacity to engage 
in care. Yet, without systematic training in the criminal legal system or 
its health consequences, many providers are ill-equipped to respond to 
incarceration disclosures in ways that are both clinically appropriate 
and ethically sound.

This study addresses these gaps by considering the context and 
salience of incarceration history disclosures in SRH service delivery 
through qualitative interviews. Drawing on semi-structured interviews 
with sexual and reproductive health providers (n = 7) in the San Fran
cisco Bay Area and interviews with individuals with a history of incar
ceration who sought or received SRH services (n = 42) in Nashville, 
Tennessee, we ask three interrelated questions. First, how do providers 
learn about patients’ incarceration histories? Second, how do providers 
interpret this information, and how does it shape their clinical practice? 
Third, how do patients describe disclosure moments, and what do these 
disclosures mean for their experiences of care? By situating provider 
accounts alongside patient narratives, we highlight the clinical, ethical, 
and structural dimensions of incarceration disclosures in SRH care. In 
doing so, we extend literatures on stigma in healthcare, trauma- 
informed practice, and the social determinants of health, and identify 
concrete points of intervention for training, policy, and practice.

2. Methods

In the present manuscript we employ qualitative interviews to un
derstand the context and salience of incarceration history disclosures in 
clinical encounters. We used purposive, criterion-based sampling to re
cruit two participant groups: SRH service providers and individuals with 
a history of incarceration. Sampling was designed to include participants 
with direct experience of incarceration history disclosure in clinical 
contexts.

2.1. Data collection

We conducted 60-min semi-structured interviews with (a) SRH ser
vice providers in the San Francisco Bay Area, California (n = 7) and (b) 
individuals with a history of incarceration who had sought or received 
SRH services in Nashville, Tennessee (n = 42) between 2022 and 2023. 
All interviews were conducted remotely via Zoom or telephone by one of 
two members of the research team trained in qualitative interviewing. 
Provider interviews were focused specifically on the context and 
salience of incarceration history disclosures in clinical encounters. The 
research team recruited providers through a large public university 
medical system through distributing flyers in provider lounge areas, 
through email listservs, and through email invitation. Providers were 
considered eligible to participate if they had ever treated a patient with a 
history of incarceration and self-identified as a SRH service provider. 
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Interviews were conducted with both physicians and nurse practi
tioners. Participants practiced across multiple affiliated settings, 
including community health clinics, outpatient specialty and primary 
care clinics, and a county-owned safety-net hospital that serves as the 
primary teaching hospital of the university. This hospital provides care 
to the general public and, as the region's safety-net hospital, also re
ceives individuals in custody when higher-acuity care is required. Thus, 
participants' experiences reflect care delivered across diverse academic 
and community-based environments rather than a single health service 
setting. Our interview guide focused on disclosure of incarceration his
tory; however, several providers also described caring for individuals 
who were currently incarcerated. Although this was not systematically 
probed, these narratives were retained because they contextualize how 
providers identify and experience patients' carceral system contact, and 
because some providers did not explicitly distinguish between currently 
and formerly incarcerated patients in their accounts.

The provider data formed the basis of the analysis and were com
plemented by interviews with individuals with a history of incarceration 
who had sought or received SRH services. These interviews were drawn 
from a study by the research team exploring how a history of incarcer
ation shapes SRH. To recruit individuals with a history of incarceration, 
we partnered with a community-based organization that works in 
reentry services that the research team has had a relationship with since 
2014. This organization posted flyers in their office and included the 
opportunity to participate in periodic announcements. Participants were 
considered eligible if they were over 18 years old, had spent at least one 
night in prison or jail, and sought or received SRH services since their 
incarceration. Nashville is a metropolitan area where correctional fa
cilities are operated at both the county and state levels. Healthcare for 
incarcerated individuals is provided within correctional facilities 
through contracted correctional health services, while individuals 
requiring higher-acuity or specialty care may be transported to com
munity hospitals.

We did not systematically collect demographic data (e.g., race, 
ethnicity, gender identity) from participants as part of the structured 
interview protocol. However, based on voluntary self-description during 
interviews and interviewer observation, most providers in our sample 
identified as women and were non-Hispanic White, while most partici
pants with a history of incarceration identified as women and were non- 
Hispanic Black. For both interview populations, participants viewed or 
received flyers and contacted the research team to participate. We 
received a waiver of written consent and obtained verbal consent. All 
participants received a copy of the consent form via email at least 24 h 
prior to interview. The project was approved by the University of Cali
fornia, San Francisco Institutional Review Board. Interview recordings 
were transcribed and anonymized. Participants received a $100 gift card 
to Amazon for participating in the interview.

We conducted seven provider interviews focused specifically on the 
context and salience of incarceration history disclosures during clinical 
interactions. While the sample is modest, qualitative research empha
sizes analytic depth rather than numerical size. Following Malterud 
et al.’s concept of “information power,” smaller samples are sufficient 
when the research question is narrow, participants have direct experi
ence with the phenomenon of interest, and interviews generate rich data 
(Malterud et al., 2016). In this study, themes in the provider data began 
to recur immediately, and we judged that thematic saturation was 
reached within the sample (Vasileiou et al., 2018). As such, the number 
of interviews was adequate to address the focused aim of understanding 
how providers learn about incarceration histories in sexual and repro
ductive health care.

In contrast, the interviews with formerly incarcerated participants 
were designed with a broader orientation, exploring multiple aspects of 
SRH care experiences following incarceration and capturing personal 
narratives for the larger project exploring the lived experience of SRH 
service delivery following incarceration. These interviews yielded 
considerably more varied content and themes, which justified a larger 

sample. This larger group allowed us to capture a diversity of perspec
tives and ensure that the broader thematic terrain could be adequately 
represented. Our analytic approach prioritized capturing this thematic 
range and variation in experiences, not quantifying prevalence or 
assessing representativeness.

2.2. Data analysis

We analyzed transcripts using a general inductive approach, starting 
with the provider transcripts. Each transcript was read closely and coded 
line by line to capture meaningful segments of text. Open codes were 
developed directly from the data and refined through iterative reading, 
with attention to the contexts in which incarceration history was dis
closed and the ways providers described its salience in SRH care. Codes 
were then distilled into broader categories and themes that captured 
shared patterns across interviews while allowing for divergent per
spectives. Once a codebook was developed using the provider tran
scripts, these codes were deductively applied to the transcripts of 
individuals with a history of incarceration.

Boths sets of transcripts were coded by a single researcher. To 
enhance analytic rigor, the coder maintained detailed analytic memos 
and an audit trail to document coding decisions and theme development 
while coding all transcripts. Reflexive notes were kept throughout to 
account for the researcher's positionality and assumptions. Credibility 
was further supported through peer debriefing with another member of 
the research team. This yielded a fully coded dataset. The provider in
terviews anchor this analysis, and the interviews with patients with a 
history of incarceration are used to triangulate and complement the 
provider findings. Drawing on both data sources allowed us to situate 
provider perspectives within the lived experiences of formerly incar
cerated individuals and enhance the robustness of our interpretations.

Given the distinct political, healthcare, and criminal legal contexts of 
the San Francisco Bay Area and Nashville, Tennessee, we examined 
whether themes varied systematically by site during analysis. While 
participants referenced broader regional differences in carceral policy 
climates and social attitudes, patterns related specifically to disclosure 
pathways and how incarceration history shaped clinical interactions 
were largely consistent across sites. Providers had also trained or prac
ticed in multiple regions of the U.S. Because the mechanisms of disclo
sure and their influence on care were not site-specific, we present results 
thematically rather than stratified by region.

3. results

Of the seven providers, all reported that they consistently knew when 
patients had a history of incarceration. Of the 42 individuals with a 
history of incarceration, all but one individual reported an incarceration 
history disclosure during a health services interaction. Providers out
lined the context of incarceration history disclosure, discussed the 
salience of incarceration history for care, and emphasized the need to 
include information about the criminal legal system in health services 
training to better prepare providers. While the interview guide focused 
on incarceration history, some providers described providing care to 
both currently and formerly incarcerated individuals.

3.1. Context of disclosure

The providers reported three main pathways through which they 
learned of patients' incarceration histories. First, information was often 
available in the medical chart, either as explicit notes or through inte
grated system records documenting prior care in a correctional facility. 
Second, incarceration history was apparent through observation, such as 
when patients were transferred directly from correctional institutions or 
referred by programs serving formerly incarcerated individuals. While 
treating currently incarcerated patients was not the focus of these in
terviews, the experience was noted by providers, and some providers 
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remembered these patients in future visits after release. Finally, patients 
directly disclosed incarceration histories themselves, often to explain 
care gaps, while providers were taking a social history, or to provide 
context for health concerns. For social histories, providers did not spe
cifically ask about incarceration history, but it was disclosed by patients 
in relationship to another aspect of their social history (such as housing 
or prior substance use treatment). As one provider explained, “some of 
our pregnant patients are being brought in from juvenile justice centers that 
don't provide prevention or care. So okay, so that's an obvious situation where 
you know upfront, but otherwise I would say the vast majority is self- 
disclosure” (P101).

Similarly, individuals with a history of incarceration we interviewed 
frequently disclosed their incarceration history during clinical encoun
ters. Most patients reported actively disclosing, saying things like “I don't 
have no problem telling nobody” (P203), “I've never had an issue telling 
nobody about my story” (P201), or “I always tell them” (P226). Other 
patients disclosed when pressed, for example one patient said “I was 
trying not to disclose that information with them at all. But that was a specific 
question they asked (P207)”. Whether actively disclosed or disclosed 
when confronted with a question, either specifically about incarceration 
history or related to other indicators (such as gaps in care), patients 
described frequently disclosure incarceration histories. The only indi
vidual with lived experience who did not report disclosing her or his 
history during a clinical encounter made the decision not to do so after a 
family member reported a negative experience of disclosure.

3.2. Salience of disclosure

Providers and patients with a history of incarceration often described 
incarceration history disclosures as shaping care. While providers 
frequently first emphasized that they provided the “same” care (P102) 
for patients with a history of incarceration, they also described the 
knowledge being salient to care and shaping their considerations in 
several ways.

3.2.1. Indicator of trauma
Providers consistently described incarceration history as a marker of 

trauma. One reflected, “I definitely switch to trauma informed care. There is 
usually a huge PTSD … and I'm sure that what they don't share is probably 
more than what they have shared” (P104). Awareness of incarceration 
histories shaped how clinicians approached SRH care, prompting them 
to adjust their communication, exam techniques, and counseling prac
tices to prioritize safety and trust. Patients also noted that some pro
viders switched to trauma informed care after disclosures. Some 
referenced trauma informed care by name, while most described care 
approaches that the research team identified as trauma informed care 
approaches (such as explaining each step during a procedure with 
repeated consent or allowing patients to collect specimens themselves 
when possible). For example, one patient said, “I mean, he coached me all 
the way through it” (P202). Unfortunately, while trauma informed care 
was frequently mentioned by patients when describing ideal or best 
health service experiences, many patients reported that this was not the 
norm for their care.

3.2.2. Unique health concerns
Clinicians emphasized distinct health risks associated with incar

ceration. These often included infectious disease, chronic conditions, 
and mental health challenges. One explained that once they know a 
patient has been incarcerated they are on the lookout for “bloodborne 
infections, tuberculosis, and mental health things like PTSD, depression, 
anxiety, and substance use” (P107). SRH encounters often entailed 
heightened vigilance for sexually transmitted infections: “Frequent STI 
screening, safe sex talk over and over again” (P103). Patients also reported 
knowing they were at risk of specific health concerns. They also stressed 
the need for care external to the criminal legal system, especially when 
health concerns were related to incarceration. For example, one patient 

said “I guess why I felt I needed to seek - check for STDs or get another as soon 
as I got released, because I said I got one [test] when I was in jail, because they 
were so horrible about going through it in jail that I didn't trust it. I didn't trust 
the results. I didn't trust them, and I wanted to get checked immediately” 
(P207). Another said they sought care immediately after release because 
“[in jail] I hadn't had my health care taken care of properly” (P223). Even 
though patients reported stigma in their SRH services in the community, 
patients who compared community care to care in custody consistently 
preferred community care.

3.2.3. Perceptions of patients
Providers generally emphasized that they provided the same care to 

patients with and without a history of incarceration. However, they also 
outlined specific concerns about this population which shaped their 
care. Incarceration history informed providers' perceptions of patients’ 
ability to engage with care. Some worried about continuity and adher
ence to treatment, for example stating “I would not be surprised if they 
were more at risk for not being able to follow through” (P102). Others 
acknowledged how structural disadvantage shaped care engagement. 
For example, one provider said, “so often people who have a history of 
incarceration have had complicated lives and for people with complicated 
lives convenience can also be appreciated” (P107). At the same time, this 
provider reflected on stigma in clinical settings with other providers, 
stating bluntly, “Unfortunately, you know, I think stigma is alive” (P107).

Patients similarly reported experiences of stigma, stating “They don't 
treat you like you're a human … shall I say. They treat you like you still 
incarcerated” (P239). Another patient emphasized “I'm looked at differ
ently” (P210). While providers perceived that they were providing the 
same level of care, the concerns they expressed about stigma among 
other clinicians were strongly echoed by patients' narratives of 
discrimination and differential treatment. The patient data would sug
gest that while providers may perceive that they are not reinforcing 
stigma or harm, they may be doing so unintentionally. One patient 
described a harrowing care experience during birth, which she believed 
was not properly treated due to perceptions about her based on her 
incarceration history. “They told me that the reason why I almost died is 
because I was on drugs which I wasn't. And my drug labs came back negative, 
you know, but they didn't know this, and it was because of my [incarceration] 
history. I'd gone to jail between the two kids and all that” (P207). Of 
particular note, is that negative disclosure experiences and experiences 
of stigma related to incarceration history shaped patients' willingness to 
disclosure to new providers.

3.2.4. Complexity of care
Some providers highlighted the layered complexity of delivering 

SRH care to formerly incarcerated patients. Some providers discussed 
disruptions in care for chronic conditions complicating care, and that 
prior experiences with correctional healthcare may shape perceptions of 
consent with providers after release. Other providers went on to note 
that providing care to currently incarcerated patients generates even 
more complexity when carceral procedures shaped the encounter. One 
provider described examining women who arrived in handcuffs: “There 
was a trigger right there … my first rule in my medical practice is to do no 
harm, and this is harmful. This is not how she wants to see me … but this is the 
rules. This is what you get, so I examined patients with cuffs on them” 
(P103). Such experiences underscored ethical tensions between correc
tional requirements and clinical care, and underscore how past medical 
experiences while incarcerated may continue to shape future clinical 
interactions.

Finally, providers noted that disclosures often extended beyond in
dividual patients. Partner and child incarceration also frequently arose 
in SRH encounters, shaping conversations about stress, safety, fertility, 
and family planning. These disclosures underscored that the impact of 
incarceration on SRH and complexity of care is not limited to the indi
vidual patient, but can reverberate through families and relationships. 
While patients mentioned the incarceration of close social contacts, for 
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example saying “my husband is currently in jail” (P220), we did not ask 
about and few discussed disclosing their partner's incarceration to health 
service interactions. One exception was a woman whose partner has 
chronic health condition. She emphasized that when she visited the 
emergency room with her boyfriend “we try not to let it out that he's been 
incarcerated” because she doesn't want him “on the back burner” (P207). 
Some providers also mentioned the potential importance of partner 
incarceration in the context of pregnancy saying, they prioritize STI 
screening “if someone discloses that, or if they say that their partner is 
currently incarcerated, or about to get out or just got out” (P101). Another 
said that they did not collect information about partner incarceration, 
but “I feel like it would be relevant if someone's partner is incarcerated” 
(P105).

3.3. Training needs

Across interviews, providers stressed their lack of formal training 
regarding the criminal legal system and its health consequences. They 
highlighted the need to understand the scope and workings of the sys
tem, the conditions of confinement, and the ways incarceration func
tions as a socio-structural determinant of health. Without this 
knowledge, they felt ill-equipped to fully meet the needs of patients with 
incarceration histories. Providers largely expressed that they were not 
sure what this training should include, emphasizing that they did not 
know what they did not know, but that training should occur during 
medical training and as continuing education. When discussing the 
importance of such a training, one provider said, “when I look at the 
history of incarceration, and how we capitalize the prison system. When I 
read that, and I'm like … And that's in my lifetime, and I didn't know nothing 
about it, you know, like, for people who really try to do good, this is a 
contribution to burnout” (P104). Another provider emphasized the need 
for education that links individual experiences to “patterns of abuse in 
these larger systems” (P105). Some providers had informal experiences 
providing care in correctional settings or to formally incarcerated in
dividuals during their training, stressing these experiences stemmed 
from where the providers they trained under provided care. For 
example, one participant said, “that's why we also did some time at like the 
adult jail or prison, because someone was doing that. And so that was part of 
our experience. We never had like formal training” (P106). Providers 
stressed the importance of including the criminal legal system in medical 
training, with one saying “incarceration is really being used as a tool to, you 
know, to continue the legacy of slavery. And we might be part of that tool if 
we're not aware” (P101).

4. discussion

This study examined how incarceration histories are disclosed and 
interpreted in sexual and reproductive health (SRH) service delivery. We 
found that providers learned of patients' incarceration histories through 
three main pathways: documentation in medical charts, observation of 
transfers from correctional facilities or programs, and patient direct self- 
disclosure. Once disclosed, incarceration history was consistently salient 
to providers, despite claims that they offered the same care to formerly 
incarcerated individuals. Providers described disclosures as influencing 
their use of trauma-informed practices, perceptions of patients, and 
treatment planning. Patients with a history of incarceration echoed the 
salience of incarceration history in their care, emphasizing differential 
treatment and how stigma shaped care. Providers also highlighted the 
unique health concerns associated with incarceration, as well as the 
complexity of care when clinical encounters are shaped by correctional 
rules. The disconnect between providers' assertions of equitable care and 
patients' experiences of stigma is not merely contradictory but analyti
cally revealing. Providers frequently located stigma in “other” clini
cians, while patients described differential treatment in ways that 
suggest bias may be more diffuse and less readily recognized in one's 
own practice. This pattern is consistent with prior research on implicit 

bias and professional identity, in which clinicians may be trying to 
maintain commitments to equity while underrecognizing how structural 
stigma manifests in routine care (Gopal et al., 2021; Vela et al., 2022).

Importantly, providers reported a lack of training on the criminal 
legal system and its health implications. Although providers were often 
unable to identify specific training components and expressed uncer
tainty about gaps in their own knowledge, they consistently called for 
expanded education during medical training and continuing profes
sional development. They emphasized that such training should center 
the voices of individuals directly impacted by incarceration, high
lighting a recognition that lived experience is essential to addressing 
stigma and improving care for this population. Providers further sug
gested that this type of training would not only enhance their ability to 
better serve patients but also help mitigate uncertainty and strain in 
clinical encounters, with potential to reduce provider burnout. In 
addition, family incarceration was also disclosed, underscoring the 
broader impact of the criminal legal system on SRH encounters. This 
work builds on research emphasizing how current incarceration shapes 
access to and experience with SRH service delivery (e.g., Paynter et al., 
2025a; Paynter et al., 2025b; Shlafer et al., 2021; Sufrin, 2017; Sufrin 
et al., 2023), turning to how disclosures of incarceration histories occur 
during the enduring period of post-incarceration and beginning to 
consider the salience of these disclosures in SRH service delivery.

Our findings contribute to a growing body of research on the stigma 
of incarceration and its impact on health. Prior work has documented 
how contact with the criminal legal system is stigmatized in employ
ment, housing, education and social relationships (Augustine & Kushel, 
2022; Brew et al., 2021; Devah, 2003; Keene et al., 2018; McCauley, 
2025; Pager, 2007; Pager, Bonikowski, & Western, 2009; Pager & 
Quillian, 2005); our results suggest that disclosure of incarceration 
history also plays a role in shaping healthcare encounters. This echoes 
broader literature on stigma in healthcare, such as the role of race, so
cioeconomic status, and substance use in shaping treatment experiences 
(Angerer et al., 2019; Green et al., 2007; McGinty et al., 2015; Nong 
et al., 2020; Pérez-Stable & Webb Hooper, 2023; Sabin & Greenwald, 
2012; Schulman Kevin et al.; Williams & Mohammed, 2009; Wisniewski 
& Walker, 2020). Importantly, providers' emphasis on trauma-informed 
approaches aligns with evidence demonstrating the high burden of 
trauma among incarcerated populations (McGinty et al., 2015; Scott 
et al., 2016). Our findings add to this literature by showing how incar
ceration histories act as a cue for providers to engage with 
trauma-informed care, while also revealing gaps in training that leave 
providers uncertain about how best to meet these patients’ needs.

These findings have clear implications for clinical practice. Providers 
consistently expressed a need for more training on the criminal legal 
system, including its scope, the structure of the system, conditions of 
confinement, and health consequences. Although our interview guide 
centered on disclosure of prior incarceration, providers described ex
periences caring for currently incarcerated patients and did not consis
tently differentiate forms of criminal legal system contact. This 
conceptual flattening may indicate limited clarity about the boundaries 
of the carceral system and the distinct structural constraints attached to 
each form of surveillance and control, with implications for how pro
viders interpret patients' autonomy, risk, and care engagement. Training 
that integrates trauma-informed and stigma-reduction practices could 
support providers in offering equitable and responsive care to patients 
with incarceration histories. Attention to family incarceration disclo
sures is also warranted, as these dynamics affect patient well-being and 
decision-making in SRH contexts. Moreover, providers’ accounts of 
patients examined in handcuffs highlight the broader bioethical tensions 
between correctional procedures and medical practice (Comer, 2025; 
Esposito et al., 2024; James, 2023), pointing to the need for institutional 
policies that uphold ethical principles.

Conceptualizing incarceration as a structural determinant of health 
requires moving beyond treating incarceration history as an individual 
risk factor and instead understanding it as a system level exposure that 
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shapes health (Wildeman & Wang, 2017). In SRH contexts in particular, 
this also includes constrained autonomy and consent, exposure to 
trauma, and barriers to accessing services following release. Our find
ings suggest that while incarceration history becomes salient in clinical 
interactions, providers often lack the frameworks needed to understand 
and respond to these structural dynamics. Notably, providers described 
uncertainty about gaps in their own knowledge and emphasized the 
need for training that incorporates the perspectives of individuals with 
lived experience of incarceration. This points to an important potential 
shift in clinical education: rather than solely expanding provider 
knowledge, integrating incarceration as a structural determinant may 
require rethinking whose expertise is centered, elevating lived experi
ence as a critical source of insight for addressing stigma and improving 
care (Metzl & Hansen, 2014; Sharma et al., 2018).

This study also highlights opportunities for future research. Larger 
and more diverse samples of providers could help clarify how disclosure 
processes and their salience vary across geographic and institutional 
contexts. Research should investigate whether disclosure leads to im
plicit or explicit bias in treatment decisions, and how patients perceive 
the act of disclosing incarceration histories. Additionally, the role of 
family incarceration in shaping SRH encounters warrants further study, 
as it is common (Enns et al., 2019) and remains underexplored in both 
healthcare and criminology research. Finally, longitudinal designs could 
examine how disclosure affects care trajectories over time.

4.1. Limitations

Several limitations should be noted. The provider sample was modest 
and geographically limited (n = 7), which limits transferability, 
although saturation was reached for the focused research aim of un
derstanding if and how providers know of incarceration history. The 
provider and patient samples were drawn from different regions and 
were each drawn from a sole metropolitan area, which may limit 
generalizability. Coding was conducted by a single researcher, though 
this was somewhat mitigated by memoing, an audit trail, and peer 
debriefing. Nonetheless, it is possible that additional coders may have 
identified alternative interpretations or emphasized different themes. 
Our cross-sectional design cannot capture how disclosure processes 
unfold across longitudinal care experiences. Because demographic 
characteristics were not systematically collected, we are unable to pro
vide precise breakdowns by race or gender identity. Given well- 
documented racial and gender inequities in the criminal legal system 
(Carson & Kluckow, 2023) and in healthcare (Williams & Mohammed, 
2013), this represents an important limitation of the study. Finally, 
future research should consider interviewing dyads of patients and 
providers about specific clinical interactions and/or relationships over 
time or conducting observations of patient and provider interactions. 
This deeply situated approach would allow for interesting comparisons 
in how providers and patients view the same interactions and how these 
discrepancies or agreements in perceptions shape care over time. Direct 
observations would move beyond self-reported behaviors and percep
tions, allowing an additional perspective on interactions.

5. Conclusion

Incarceration history is routinely disclosed in SRH care and both 
providers and patients with a history of incarceration describe incar
ceration history playing a meaningful role in shaping provider per
spectives and practices. These disclosures act as cues for trauma- 
informed care, highlight gaps in provider training, and raise concerns 
about the influence of stigma on treatment decisions. Recognizing 
incarceration as a structural determinant of health and integrating 
related training into medical education is critical to advancing health 
equity. By situating disclosures and provider responses as a key point 
where stigma can influence care, this study identifies new directions for 
practice, policy, and research aimed at improving the healthcare 

experiences of formerly incarcerated individuals and their families.
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