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Abstract The problem of providing mandated medical
care has become commonplace as correctional systems
in the United States struggle to manage unprecedented
increases in its aging prison population. This study
explores older incarcerated women’s perceptions of
prison health care policies and their day-to-day survival
experiences. Aggregate data obtained from a sample of
327 older women (mean age=56) residing in prison
facilities in five Southern states were used to identify a
baseline of health conditions and needs for this vulner-
able group. With an average of 4.2 chronic health con-
ditions, frequently histories of victimization, and high
rates of mental health issues, the women’s experiences
of negotiating health care was particularly challenging.
By incorporating the voices of older women, we expose
the contradictions, dilemmas, and obstacles they expe-
rience in their attempts to obtain health care. It is
clear from the personal accounts shared that, de-
spite court mandates, penal harm practices such as
delaying or denying medical treatment as well as
occasional staff indifferences are common in women’s
prisons. With older women having the greatest need for

health care, an age- and gender-sensitive approach is
recommended.

Keywords Aging women . Prison health care . Penal
harm . Health anxiety . Prisoner rights

Introduction

The United States’ prison population began to increase
dramatically in the 1970s when incarceration became
the foremost strategy for controlling crime (Haney
2010). With roughly 2.2 million adults incarcerated in
federal and state prisons and county jails, the United
States’ incarceration rate of 756 inmates per 100,000
residents far exceeds the imprisonment rates of other
Western democracies (Clear and Frost 2014). This rapid
expansion of prison systems created mass overcrowding
that adversely affected living conditions inmany prisons
(Haney 2010). Paralleling these dramatic increases in
incarceration rates in the United States has been a vig-
orous “penal harm” movement in which a strategy
emerged to make offenders suffer (Aday and Krabill
2011). Virtually every aspect of the punishment system
ranging from mandatory minimum sentencing to penal
policies shifted to a more punitive stance (Clear and
Frost 2014). An intentionally harsher form of the “dep-
rivation of liberty,” retribution activities such as rationed
or unappetizing food, small and overcrowded cells, hard
bunks, insufficient protection against extreme weather
conditions, sleep deprivation, strip searches, and denial
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or harassment of family members during visits have
been reported in many prisons (Haney 2006).

The penal harm movement, apart from introducing
harsher conditions, also has been extended beyond the
custody and control of inmates and into the inmates’
health care treatment (Maeve and Vaughn 2001; Vaughn
and Collins 2004). Research has found that health care
providers in some correctional settings have adopted the
attitude that punitive measures directed toward prisoners
are well justified (Granse 2003). Based on research by
Vaughn and Smith, it is the “collective demonization” of
inmates that allows medical care workers to violate their
ethical obligations (1999, 217). Penal harm also has
been documented among correctional officers when
they engage in tasks intended for qualified medical
professionals (Vaughn and Collins 2004). Penal harm
may take place due to specific correctional facility pol-
icies such as when security concerns override the sug-
gestions of medical personnel (Ammar and Erez 2000).
Some researchers have suggested that penal harm med-
icine has become so commonplace that such practices
now pass for standard operating health care procedures
(Maeve and Vaughn 2001). Regardless of whether penal
harm actions are due to system-wide policies or simply
staff indifference, the quality of services frequently de-
teriorates from what is considered an acceptable level of
medically indicated care.

With the annual cost of detaining an elderly prisoner
calculated in the range of $70,000 (HumanRightsWatch
[HRW] 2012), states have introduced a variety of cost-
saving practices such as the denial or delay of treatment,
restrictive prescription lists, and telemedicine (Maeve
and Vaughn 2001; Vaughn 1999). In a further attempt
to manage the soaring costs of caring for offenders,
prisons have increasingly implemented co-payment pol-
icies to discourage inmate medical requests (Gibbons
and Katzenbach 2006). The majority of the state correc-
tional systems require inmates to pay between $2 and
$15 for a sick-call request, a doctor’s visit, and, in some
states, a prescription (Aday 2003). These fees can be
insurmountable for sick, aging inmates who are less
likely than younger prisoners to have in-prison employ-
ment or a source of income outside of the institution
(Shadmi et al. 2006). Such a practice could be viewed as
discriminatory against women since they have more
serious health problems than males (Morton 2004).
Research based on data from 36 states shows that co-
payments do, in fact, reduce sick calls anywhere be-
tween 16 percent and 50 percent (Stana 2000).

The Case of Older Women

One outcome of new sentencing policies is increasing
incarceration rates and longer sentencing for women
(Leigey and Hodge 2012; Leigey and Reed 2010).
Today, more than 108,000 women are incarcerated in state
and federal institutions in the United States (Carson and
Golinelli 2013). While the growth of incarcerated women
has leveled off in recent years, the number of female
inmates has grown eightfold since 1,980, when only
13,000 were imprisoned (Aday and Krabill 2011). Of this
group of incarcerated women, an increasing number are
now among the rapidly growing population of aging pris-
oners. According to the most recent Bureau of Justice
figures (Guerino, Harrison, and Sabol 2011), more than
11,000 women aged 50 and above are housed in U.S.
prisons. In addition, almost 30,000 female prisoners cur-
rently in their 40s are set to join the ranks of aging inmates
in the near future (Wahidin and Aday 2012).

Women in prison are considered a much-neglected
population and more recently have been recognized as a
significant subgroup with a variety of special needs (Aday
and Krabill 2011; Human Rights Watch [HRW] 2012;
Wahidin 2004). The historical neglect of women prisoners,
coupled with massive increase in women’s incarceration,
makes this an increasingly salient health care problem. Yet
despite the tremendous increase in the number of incarcer-
ated women, little attention has been given to their unique
health concerns (Braithwaite, Treadwell, and Arriola
2005). There is a growing body of literature that suggests
that female inmates are more likely to have serious health
problems than their male counterparts and as a result seek
medical care in prison at two and a half times the rate of
men (Fearn and Parker 2005; Morton 2004). From a
historical perspective, correctional institutions have strug-
gled to provide adequate health care and other
sorts of health services to female offenders.
Initially, health care for this population received little
attention due to the small number of female inmates.
Furthermore, prison health care has been largely based
on what is needed and provided in men’s correctional
facilities (Ross and Lawrence 1998), frequently
resulting in inadequate staffing and a lack of essential
specialized women’s health services (Morton 2004;
Braithwaite, Treadwell, and Arriola 2005).

Older women in particular present unique health
challenges to correctional health care providers, bring-
ing with them any number of chronic mental and phys-
ical health conditions. Chronic illnesses most prevalent
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among this subgroup include arthritis, hepatitis, hyper-
tension, and heart conditions (Leigey and Hodge 2012).
Among older female inmates cancer, diabetes, and kid-
ney problems also present pressing health concerns
(Caldwell, Jarvis, and Rosenfield 2001; Genders and
Player 1990). Exposed to high rates of violence and
victimization, women prior to imprisonment frequently
have histories of poverty, unemployment, and drug
abuse. As a consequence, women enter prison having
suffered from personal stress, trauma, and fear in many
stages of their lives (Aday and Krabill 2011; Fearn and
Parker 2005). Socioeconomic hardships combined with
extensive histories of violence and abuse negatively
impact the short- and long-term health condition of older
women and place them at greater risk for coping with
imprisonment.

Understanding the incarcerated world as experienced
by older female inmates requires a fundamental knowledge
of Goffman (1961) notion of “total institutions” and the
extent to which prisons, as total institutions, strip inmates
of former identities while placing them in settings with
“undesirable” populations. While Sykes (1958) chronicled
the “pains of imprisonment” particularly for male pris-
oners, women inmates also experience a similar fate
(Fisher andHatton 2010; Pollock 2004).More specifically,
the “pains of imprisonment” for female offenders include
personal, social and familial, and environmental depriva-
tions. With the emphasis on the punitive and stigmatizing
aspects of incarceration, women often leave behind fami-
lies facing financial hardships; moreover, the responsibility
of caring for children can weigh heavily on the minds of
incarcerated mothers. Relationship disconnections may
lead inmates to experience emotional trauma, resulting in
symptoms of depression, sadness, loneliness, and uncer-
tainty (Christian 2005).

The physical condition and structure of the institution
also can create significant problems for older female
inmates, and few women aging in prison report being
satisfied with their living conditions (Krabill and Aday
2007; Wahidin 2004). Older, frail offenders, in particu-
lar, often find the prison environment to be oppressive,
with poor lighting and ventilation and cold, damp cells
(Kratcoski and Babb 1990). Stale air from smokers, top
bunking, overcrowded conditions, and being housed too
far away from dining services and bathrooms have been
viewed as significant environmental problems (Aday
and Krabill 2011). Many states require geriatric women
to participate in physically demanding work activities
with little or no access to environmental modifications

for functional impairments. For example, Williams et al.
(2006) reported that 61 percent of the 120 female of-
fenders aged 55 or older in their sample were assigned to
jobs too difficult for them to perform. In addition, of
those women with mobility issues, 50 percent reported
having had a fall within the previous year. Well over half
had great difficulty with Prison Activities of Daily
Living (PADLs), such as dropping to the ground for
alarms, getting on a top bunk, and standing in the pill
line.

Despite the increasing numbers of older female pris-
oners, research has not kept pace with the growing
concerns of this prison population (Aday and Krabill
2011; Leigey and Hodge 2012; Williams and Rikard
2004).With the lack of theoretical development to guide
policies, research is needed that examines issues related
to being both elderly and female within correctional
facilities. When considered together, the lack of ade-
quate attention to the aging female offender has been
described as “malign neglect” (Williams and Rikard
2004). In addition to a comprehensive mental and phys-
ical health analysis to identify special health needs,
inmate personal accounts will need to be utilized to
capture the challenges of gaining access to medical
services and how such barriers influence their social
and psychological well-being. Vaughn and Smith, for
example, explain that “[i]t is imperative to investigate
prisoners’ personal narratives before their stories are
filtered and sanitized by the justice system” (1999,
219). Thus, we choose to employ such methods in our
study and, while our results cannot be generalized be-
yond our sample, the individual voices and personal
narratives of the women we interviewed contain a
wealth of information for researchers and policy-
makers seeking the empirical reality of correctional
health care systems.

Research Procedures

This research was conducted in seven women’s prisons
in the Southeastern United States. Permission for
this study was obtained from the University’s
Institutional Review Board as well as each state’s
Prison Human Subjects Committee. Potential partici-
pants were informed at each facility about the research
objectives of the study and were given the opportunity
to review the survey and ask in advance any questions
they might have regarding issues of confidentiality or
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the instrument’s purpose or content. All participation
was voluntary. Respondents signed consent forms be-
fore participating and were reminded that they could
withdraw from the study at any juncture. A 12-page,
self-administered questionnaire emphasizing demo-
graphic information, prison activities and social net-
works, prison adjustment, and a variety of health-
related indictors was used for all participants, except
those with visual or literacy barriers. In those instances,
researchers administered the questionnaire orally. Only
demographic and health-related questions were used for
this study.

The Study Sample

Participants included 327 women ranging in age from
50 to 77, with a mean age of 56.4 years. The majority of
the sample (63 percent) were white and the remaining
37 percent black. Only 22 percent of participants report-
ed being married, with 59 percent classified as either
divorced or widowed, eight percent separated, and 10
percent never married. Most of the women (66 percent)
reported having graduated from high school and 38.3
percent reported having some college education or a
college degree. For 71 percent of the women, this was
their first arrest leading to imprisonment. The mean age
at incarceration was 44 years, with some of the women
imprisoned as early as 17 years of age and others as late
as their 70s. The average length of time served to date
for the current offense was 8.8 years. Themajority of the
inmates in our sample were serving time for violent
crimes of murder or manslaughter (41 percent), follow-
ed by drug-related offenses (25 percent).

Research Measures

Health Status

Participants were asked to rate their health as “excellent”
(3), “good” (2), “fair” (1), or “poor” (0) and identify
whether they believed their health was “better” (3),
“about the same” (2), or “worse” (1) compared to two
years ago. The questionnaire also asked participants
whether they attended sick call “weekly” (1), “once or
twice a month” (2), “once every few months” (3), or
“hardly ever” (4). In order to measure chronic illness,
the survey asked participants to select their illnesses
from a checklist of 26 possible conditions, with the
option of selecting “other” and reporting an additional

illness. Additionally, the questionnaire asked respon-
dents howmany over-the-counter and prescription med-
ications they were taking. Finally, functional health was
measured by a series of seven (yes=1; no=0) statements
about the inmate’s capabilities such as “the ability to
walk independently,” “difficulty walking long dis-
tances,” or “difficulty standing in line for long periods.”

Hopkins Symptom Checklist

Anxiety, depression, somatization, and interpersonal
sensitivity were measured using a modified version
of the Hopkins Symptom Checklist (Derogatis et al.
1974). Participants were asked to rate the level at
which they were bothered by certain symptoms as
“never” (0), “rarely” (1), “sometimes” (2), or “pretty
often” (3), so that a higher score indicated a greater
manifestation of the Hopkins symptoms. Sample
items from each subscale include: anxiety (trem-
bling, feeling tense, heart pounding); somatization
(soreness of muscles, chest pains, back pain); de-
pression (hopelessness, worrying, loneliness); inter-
personal sensitivity (feeling critical of others, feel-
ings easily hurt, feeling that people dislike you).

Demographics

Respondents were asked about several demographic
variables: age, race, marital status, and educational
level. Respondents also were asked to identify their
racial group. Due to the small sample size of several
ethnic groups, a small number of Hispanic respon-
dents were grouped into a non-black category for
comparison purposes with black respondents.
Marital status was coded into five categories: (1)
married, (2) widowed, (3) divorced, (4) separated
(not as a result of incarceration), and (5) never
married. Respondents were asked about their educa-
tional level with the question: “Before your admis-
sion on (most recent admission date), what was the
highest grade of school that you ever attended?”

Qualitative Data

In addition to assessing quantitative demographic and
health data, the questionnaire asked general open-ended
questions regarding participants’ health and well-being.
The first of these asked, “What changes, if any, would
you like to suggest for improving health care services
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here?” Another question asked, “What difficulties do
you have in obtaining health care at this facility?”
Responses to these open-ended queries added depth
and meaning to information gathered through closed
questions. Moreover, these questions allowed partici-
pants to voice their perceptions of health care provisions
within the prison system and make recommendations
for improvements.

The qualitative information was independently coded
using a thematic analysis approach and typically was
used to illustrate the quantitative measures. In order to
protect the anonymity of the women, specific prisons
were not identified in the analysis. While this may be
considered a limitation in making distinctions between
individual prisons and health care disparities, it was an
important consideration for ensuring that those who
were critical of prison health care policies and treatment
would not be singled out or punished.

Results

Using a mixed-methods approach, the results presented
here are based on descriptive aggregate data and per-
sonal narratives. Aggregate data are useful for
documenting the multitude of health problems found
among older incarcerated women and their future health
care needs. Identified are the medical issues experienced
by this group of older women, including the functional
health impairments that limit their ability to negotiate
the physically challenging prison environment.
Numerous defects in the prison health care system, such
as lack of awareness, limited resources, and correctional
policies, are identified as common barriers to health care
access.

Major Health Disparities

A descriptive analysis of this sample reveals that
older female offenders suffer from a variety of
mental, emotional, and physical health problems. For
example, a substantial number of women in this study
were suffering from either high or severe levels of
depression (46 percent), anxiety (43 percent), and inter-
personal sensitivity (42 percent), indicating extreme
levels of hypervigilance, interpersonal distrust, and
posttraumatic stress. Perhaps a contributing factor to
the protracted mental health issues was the fact that half
of the women reported a history of sexual or physical

abuse, with many cases leading to serious trauma and
physical injuries. More than half of those reporting
abuse histories indicated they were hit with a fist
(58 percent), pushed or shoved (73 percent), bul-
lied (69 percent), forced to have unwanted sex (52
percent), threatened with their life (73 percent), or had a
weapon used against them (55 percent). As a result,
one out of four reported suffering from broken
bones and an even larger number had been treated
for internal injuries (40 percent), cuts (49 percent), and
bruises (59 percent).

Table 1 provides a summary of self-reported health
conditions by race. While whites reported significantly
more chronic illnesses (t=3.05; < 0.01) and consumed
more daily medications (t=1.97; < 0.05) than their black
counterparts, only minor differences were observed
when controlling for race. Overall, the majority of par-
ticipants reported their physical health to be fair or poor
(64 percent), while 29.6 percent described their health as
good. Only 6.3 percent described their health as excel-
lent. The most common chronic illnesses mentioned
were arthritis (61percent), hypertension (53 percent),
issues related to menopause (30 percent), digestive
disorders/ulcers (29 percent), and heart conditions
(26 percent). One 73-year-old serving life in prison
described the multiple health problems she faces:

My health problems include arthritis, emphysema,
and sigmoid hypothyroidism. I have a hiatal her-
nia, ulcers, hypertension, and circulatory prob-
lems.…Mymental health is also poor and I suffer
from anxiety disorder and depression. I take ap-
proximately a dozen medications, including
Prozac.

When asked about recent changes in health status,
more than half (53 percent) of those classified as white
stated their health had declined over the past two years
compared to approximately a third (37 percent) of
blacks. As a whole, only eight percent stated that their
health had improved, and when asked how they saw
their health in the near future, most of the women (68.5
percent) predicted that their health would remain the
same or become worse. Declining health was expressed
with sentiments of helplessness. Illustrating this, two
inmates stated:

Without decent care I will just get worse. I can tell,
[and there is] nothing I can do about it. I’ve spent
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months trying to see a specialist on the outside and
every day I’m getting sicker, frustrated, and one
day closer to death, and when I wake up, there’s
no one here that gives a damn.

My health has gone down since I arrived here. I
used to walk six miles a day before I came in here.
My health deteriorated while I was serving
16months in jail before and duringmy trial.When
I got to prison, I had to learn to walk again and
now I’ve been having chest pains and I feel my
health is failing.

Fears about one’s personal health can be influenced
by the fact that the majority of women’s prisons are
located in predominately rural areas and removed from
easy access to health care services (Reviere and Young
2004). Of the seven prisons in this study group, all but
one were located in very remote areas. As a result, many
of the older women expressed anxiety regarding the
difficulties of meeting their health care needs in such
an isolated and confined environment. This point is
illustrated with the following remark:

We are out here in the boonies and miles from a
hospital. I lie in my bed at night and think about
what if I had a heart attack or something. How
long would it take to get a guard to call for
assistance? How long would it take for an ambu-
lance to get me to a hospital? This thought really
scares me.

In fact, more than three-quarters (78 percent) of the
participants confessed they had a fear of getting sick and
dying while in prison. Many participants indicated that
fear of illness arose due to their perception of prison
medical services as substandard and uncaring. In fact, in
numerous cases, respondents described care that seemed
to have been negligent. For instance, participants
noted:

The death anxiety is very high, due to the lack of
medical care that we get. The majority of the time
[inmates die] because they did not have the med-
icine that they needed, but more often, because
they were left in a critical condition and couldn’t
get anyone to respond.

I am fearful of the medical care offered here. I
have witnessed people going to medical, getting
Mylanta [an anti-acid], and then dying. I am really
frightened about having a heart attack in here for
fear the medical staff will be nonresponsive. At
one point, I was given the wrong medication, but
took it anyway or I’d have gotten written up.

Before people came to prison they had decent
health care. Now they’re state property and now
the state doesn’t take care of them. Dogs get better
care than we do in here. I go to sick call and see
one doctor and the next time we see a different
one. They constantly changemymedications back
and forth.

Table 1 Self-reported health characteristics by race

Health characteristic Total
%

Black
women

Non-Black
women

n=121 n=206

Self-reported health

Excellent 6.3 27.9 31.3

Good 29.6 43.4 41.8

Fair 42.6 20.5 22.4

Poor 21.4 8.2 4.5

Self-reported mental health

Excellent 29.2 30.1 28.4

Good 32.5 30.2 34.8

Fair 29.5 30.2 28.8

Poor 8.7 9.5 8.0

Number of chronic illnesses 4.2 3.8 4.5

Leading chronic illnesses

Arthritis 60.8 56.6 65.0

Hypertension 53.3 55.7 50.8

Menopause problems 30.0 33.5 26.6

Digestive disorders/ulcers 28.7 22.1 35.3

Heart condition 26.0 13.9 32.0

Emphysema/ulcers 24.7 7.3 42.1

Daily number of medications 4.7 4.5 39.0

Health compared to two years ago

Better 10.9 14.3 39.0

About the same 43.3 47.7 39.0

Worse 45.2 37.0 53.5

Functional health problems

Hearing problem 66.3 70.8 61.0

Vision problem 83.6 81.1 86.2

Problems walking independently 88.5 83.7 93.3

Problems with stairs 65.5 62.3 68.7

Need ground-level housing 49.4 53.3 45.5

Need a lower level bunk 85.8 86.9 84.7
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Concurring with the notion that the medical facilities
in many prisons are simply unequipped to effectively
provide the appropriate care, participants expressed feel-
ings that prison health care is inadequate and can have
potentially dangerous consequences (see also Deaton,
Aday, and Wahidin 2009–2010).

Functional impairments also create adverse experi-
ences for older female inmates and are important indi-
cators of health care costs (see Williams et al. 2006).
Health characteristics examined in this study included
measures of difficulties with activities in the prison
environment such as hearing, vision, and problems
walking or standing. A majority of participants (62
percent) reported that their health prevented them from
doing things they would like to do. As Table 1 indicates,
functional health issues included persistent problems
with negotiating stairs (67 percent), difficulty standing
in line for up to 15 minutes (61 percent), problems
walking long distances (59 percent), and, for some, the
inability to walk independently (8 percent). In addition,
a majority of the women reported that they sometimes or
very often experience symptoms of lower back pain (78
percent), headaches (65 percent), heart or chest pains
(60 percent), weakness in parts of the body (75 percent),
muscle soreness (74 percent), numbness or tingling (69
percent), and hot or cold spells (63 percent). Although
these physical problems were evident, penal policies
often required inmates to walk extended distances,
sometimes in bad weather, wait in long lines, and
traverse stairs:

We have to walk to meals during cold winter rain
and security refuses letting us taking a shortcut
between buildings. Picking up our daily meds,
they make us stand in line until our turn to enter,
sometimes 20 to 30 minutes in rain, sleet, and
snow or in hot weather in the summer. They have
no heart.

It is very hard for the older women. We can’t get
around like the younger ones. I can’t walk every-
where and stand on my legs for long. I have
trouble with the stairs—especially when I am
carrying laundry or supplies from the commissary.

As a result of functional impairments, 82 percent of
participants stated that they desperately needed a lower
bunk. Several women commented on this need not
being met and the problems that resulted. One women

suffering from deteriorating health and obesity voiced
her frustration with a system that continues to ignore her
plea for new bunking accommodation:

I had a horrible injury to my leg. I tried to climb
into the upper bunk. I’m a big girl—that didn’t
work, it almost fell over on me. I need a bottom
bunk, but medical keeps refusing. I’ve written a
grievance, but I am still waiting. We are too old to
be climbing like children.

Moreover, some of the women did not feel that their
need for a bottom bunk was taken seriously. For in-
stance, one 52-year-old woman suffering from back
problems relayed that she had been written up for
disobeying a direct order when she was unable to climb
into a top bunk. Other research has noted that the need
for a lower bunk is not considered a real requirement for
older female inmates. This is consistent with Ammar
and Erez (2000) observation that requests for lower
bunks were seen by prison medical staff as a form of
attempted manipulation. In other words, it is taken as a
request for a convenience, not the avoidance of pain
related to age or chronic illness.

Barriers to Health Care

The majority of respondents (62 percent) reported visit-
ing the health clinic between once a fortnight and once
every two months. Only 6 percent reported going on a
weekly basis, and 32 percent of the sample stated that
they hardly ever go to sick call. Many women simply
did not like the policy of being charged a co-payment
when simply attending the clinic to make an appoint-
ment with an attending physician, at which time they
would be required to pay an additional co-payment. The
following narratives provide an example of the typical
sentiment expressed by the majority of the inmates
regarding prison co-payment policies:

We do not have the money to go to medical all the
times that we really need to. We need medical to
care and stop charging three dollars on the seven-
teen cents we make an hour. It takes three days to
work to pay for this.

After you reach a certain age most of your family
is gone and if you don’t have children, there is no
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one to help you financially. Get rid of the co-pay
so I can afford medical help.

This view supports previous research, which has
noted that co-payment prison procedures prevent access
to health care. This policy has prompted inmates with
legitimate medical concerns to delay or forgo seeking
necessary treatment. Strupp and Willmott (2005) note
that these payments represent a significant expense for
older prisoners who lack a steady income from friends
and family outside the prison. Therefore, co-payment
policies force many older female prisoners to choose
between accessing medical care and purchasing neces-
sary goods such as food and hygiene items.

Other inmates expressed a concern for the lack of
preventive health care and many of the women called
for healthier diets. Almost one in five noted concerns
with abnormal weight gain and obesity. Participants also
expressed feelings that prison health care is inadequate
and difficult to access. One woman stated, “Most of the
time they go against what the outside provider recom-
mends for our needs which causes our conditions to
worsen.” The notion that those barriers to or denial of
decent health services have become a significant issue in
prison (Jacobi 2005) is further illustrated by the follow-
ing statements:

Occasionally, we will run into a nurse who will
just tell us the truth. To be honest with you, they
will look at you and just say, “Honey, they’re not
going to do that because it costs toomuchmoney.”
Of course, this is a nurse that cares, so she won’t
last long, guaranteed.

Although I have several health conditions includ-
ing TIAs [transient ischemic attacks], a prior bro-
ken hip, and bone cancer, seeing a prison doctor in
here is still difficult. The nurses are fairly nice but
rotate around and the doctor won’t listen to my
complaints and refuses to acknowledge my med-
ical history.

Another potential barrier to seeking medical assis-
tance included the perception of negative attitudes by
health care staff toward older female inmates and views
of prison health care as lacking empathy. Although older
female inmates have a greater need for medical services
than any other inmate group, many health providers
question whether sick inmates should receive expensive
medical procedures at the same level as law-abiding

citizens (Caldwell, Jarvis, and Rosenfield 2001).
Women in this study frequently mentioned uncaring
attitudes of the medical staff toward aging female
offenders:

I feel the medical staff looks down on us. If they
believe that one inmate is not sick, it applies to all,
not taking our age and needs into consideration.
They should be more patient with us instead of
getting agitated because of our many medical
complaints.

The prison does not look at our age. Medical cares
about us even less. They only want three dollars.
Not mine—I will stay sick. Our warden said that it
is cheaper to pay for a wrongful death than it is to
provide us adequate medical care.

I have seen a woman have a stroke and left to lie
on the ground while medical personnel walked to
the person and smoked and joked as they walked.
The prison system has neglected [prisoners who
died of illness] and should be held responsible. It
angers and disgusts me.

These impediments to health care access
coupled with an overwhelming fear of deteriora-
tion in their physical health are constant reminders
of the vulnerabilities faced by older inmates, espe-
cially those in poor health. Such views of penal
health care are supported by other researchers who
have noted that lack of trust in prison health care
providers creates a barrier to receiving health care
among older female inmates (Caldwell, Jarvis, and
Rosenfield 2001; Strupp and Willmott 2005). Enders
and colleagues (2005) note that this results in feelings of
hopelessness, helplessness, and vulnerability.

The women in this sample also frequently men-
tioned problems with appropriate medical treatment
where medications are concerned. Such claims are
consistent with recent research on medication pre-
scribing practices for older prisoners in the Texas
prison system, where researchers found inappropriate
prescriptions were written in 32 percent of the cases
(Williams et al. 2010). In addition to inadequate pain
medication, the women in our study reported concerns
about the adequate, accurate, and timely delivery of
medications:
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The drug formulary is so limited that we sometimes
have to take several medications rather than one
that would be more effective. At least one woman
has died from not being given the meds that she
needed. You don’t hear about it in the media.

Many of the ladies that are insulin dependent have
had many problems with receiving either too
much or not enough medication. Women with
gout often go for over a week without any medi-
cation. The doctors may prescribe a medication,
but the prisoner never receives it because it is not
on the approved formulary.

Some participants claimed that medications they once
took are now no longer available. Others complained that
pain medication was improperly administered or that doc-
tors constantly changed dosages depending on who they
saw when visiting the health clinic. The following serve as
examples of frequently mentioned concerns:

They won’t give anything for pain but Motrin
[ibuprofen], and lots of women experience much
pain. Motrin is the drug for everything here and it
doesn’t work. Pain medications that I used to take
to treat my condition are not prescribed. … We
need something for severe body pain.

Medical personnel need to be more attentive to our
needs. No one knows our bodies and the pains that
we go through from day to day (like we do). Often
they fail to comply with the recommendations the
outside providers have provided, and this causes
our conditions to worsen.Whenwe attend sick call,
medical should showmore patience with us instead
of getting agitated because of our complaints.

Although inmates reported, on average, taking 4.9
over-the-counter or prescription medications on a daily
basis to manage pain and other chronic illnesses, more
than two-thirds of the women reported they sometimes
or frequently have difficulty sleeping and pain was often
noted as a major factor. As two women stated:

The old suffer from back pains because of the lack
of mattress and all the metal and concrete. Lying
there is really so uncomfortable, you never really
get to sleep. I wish we had thicker mattresses for
those over age 50.

The stroke affected my right side and I have diffi-
culty getting comfortable enough to sleep.My health
continues to deteriorate and each day is a struggle for
me to get out of bed. Medical won’t listen about my
special needs even when my physical therapist quit
and it took weeks to get a sub.
Ironically, the “pains of imprisonment” are not

supposed to be physical. Yet, prisons are legally
sanctioned to be uncomfortable, and the public’s
“threshold” of pain for the incarcerated is equally
high (Haney 2006; Maeve and Vaughn 2001).
Moreover, it has long been assumed that many in-
mates are malingerers who fain illnesses in an attempt to
“get high” or gain medications to use as a commodity.
As a result of these factors, it is likely that aging
women behind bars experience physical pains that
are discounted and go untreated.

Discussion

Using descriptive aggregate data and personal narra-
tives, the findings indicate that co-morbidity is a com-
mon occurrence among older incarcerated women. This
supports previous research that has estimated that as
many as 85 percent of aging prisoners have multiple
medical issues, often accompanied by mental health
problems (Loeb, Steffensmeier, and Myco 2007). As a
result, older women naturally experience health compli-
cations that require greater use of screenings, diagnostic
examination, lab work, and follow-up services than
other segments of the prison population (Aday 2003;
Reviere and Young 2004). With high rates of depres-
sion, anxiety, and somatization, especially for women
with an abusive past, a punitive environment can create
additional fears of being further traumatized (Campbell
2002). For the majority of women, prison is the first
time they have received systematic medical attention
(Fearn and Parker 2005). While some inmates may
initially view medical care in prison as a buffer against
the hostile nature of prison, this view is quickly dis-
pelled by the realities of scarce resources and constant
attempts to create roadblocks for health care treatment.

While coping with multiple health problems, many
older female inmates indicate they are not receiving
adequate medical care, as many are denied access to
medically indicated nutritional supplements, appropri-
ate medications, regular vision screenings, and mammo-
grams (Caldwell, Jarvis, and Rosenfield 2001). Others
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are strongly discouraged from seeking needed medical
treatment by being forced to climb stairs to reach prison
medical facilities, being labeled “hypochondriacs” for
requesting treatment, and being shackled upon entering
non-prison hospitals (Wahidin 2002). Given that women
generally have a variety of health problems requiring
medical attention, the pay-as-you-go sick call system
has a differential negative impact on incarcerated wom-
en (Morton 2004). By discouraging women from seek-
ing health care or not providing preventive health ser-
vices, the policy to save money may end up costing
health agencies far more when they have to provide
treatment to those with advanced illnesses.

As a result, prison life creates formidable challenges
for aging women. Confronted with penal harm policies
and a stark prison environment, the ability to receive
adequate health care is virtually impossible (Fearn and
Parker 2005). The ethical and efficient health care of
prisoners becomes secondary to the precedence of secu-
rity and discipline in such a controlling environment
(Ammar and Erez 2000; Maeve and Vaughn 2001;
Stoller 2003; Vaughn and Smith 1999; Watson,
Stimpson, and Hostick 2004). Such an approach, de-
signed to break the spirit of inmates, provides justifica-
tion for the dehumanizing “ill treatment” of vulnerable
prisoners (Vaughn and Smith 1999). Haney (2006) fur-
ther notes that the specific nature of prison is to be a
“place” that is structured for the purposes of punish-
ment, custody, and discipline. Because of this, health
care access is “continually thwarted by rules, custodial
priorities, poor health care management, incompe-
tence, and indifference (Stoller 2003, 2,263).

It has been stated that older female prisoners are a
forgotten population who suffer from a lack of adequate
medical care (Aday 2003; Cranford and Williams 1998;
Reviere and Young 2004; Strupp and Willmott 2005;
Wahidin 2004; Williams and Rikard 2004). The voices
of women in this study echo this conclusion. Here, the
“pains of imprisonment” are literal and physical and are
exacerbated by aging, neglect, and negative attitudes.
Issues such as custodial priorities, poor health care man-
agement, and incompetence are apparent obstacles to
satisfactory health care. Most of these women reported
that they are sometimes or always in some physical pain.
Struggling with declining health and a health care sys-
tem that often ignores their pleas for help, many women
have simply retreated into a, sometimes dangerous, self-
care mode. Without a better understanding of the sym-
biotic relationship between health factors and the

adjustment of older female inmates, it is likely that the
causes of these pains, whether physical or psychologi-
cal, will more than likely never be determined or
addressed.

Some cautionmust be used, however, when reporting
outcomes that examine the perspectives of inmates re-
garding their perceived care (Ammar and Erez 2000).
Conflicts continue to exist between the perceptions of
inmates and their care providers, including differing
views and expectations regarding health care delivery
in a prison setting. It has been noted that often inmates
have a misconception about the realistic level of care
prison can provide given the level of staffing and scarce
resources (Fearn and Parker 2005). Any delay in med-
ical care may contribute to the notion of receiving
inadequate care on the part of inmates. However, from
the perspective of medical providers, lack of resources
and the cumbersome task of transporting women to
outside care providers are often recognized as reasons
for treatment delays. Despite differing views among
stakeholders, correctional administrators should consid-
er how specific policies can affect the health care of
inmates. Every attempt should be made to reduce the
discrepancy between “the types of services corrections
officials report exist, and what inmates actually receive”
(Fearn and Parker 2005, 18).

Implications for Practice

The experiences that aging women encounter while
confined to prison are particularly revealing for correc-
tional policies. As a result, prisons are increasingly
challenged to provide care to older inmates with a litany
of chronic medical conditions, including diabetes, heart
failure, cognitive impairment, and a number of other
end-stage diseases. From a policy standpoint, there is a
formal recognition that inmates are entitled to health
services consistent with prevailing community norms.
The U.S. Supreme Court’s decision in Estelle v. Gamble
in 1976 mandated that having custody of a prisoner’s
body and controlling his or her access to treatment
imposes a requirement to provide needed care (Rold
2008). Any deliberate indifference to serious medical
needs of prisoners may be judged as cruel and unusual
punishment. Correctional facilities have a duty to hire
competent medical employees and ensure they are ca-
pable of rendering proper health care services (Granse
2003). Administrators also have a duty to maintain
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medications and equipment for the health and safety of
inmates (Vaughn and Collins 2004). In keeping with the
mandates of the Eighth Amendment of the U.S.
Constitution, which prohibits inflicting “cruel and un-
usual punishment,” correctional health care policy must
continually monitor access, quality, and cost as part of a
comprehensive plan to ensure quality care (Human
Rights Watch [HRW] 2012). It should be noted that
current prison health care policies in the United States
do not recognize the principle of equivalence of care
and, as a result, fall short of the human rights framework
for prisoners recognized internationally. Thus, not only
do current prison health care practices fall short of long-
established World Health Organization guidelines,
many prisons have been guilty of failing tomeet existing
lowered standards in the United States (Maschi and
Aday 2014; World Health Organization 2007). This is
particularly important for older prisoners because they
tend to have more health problems and are more likely
to be victimized than younger inmates.

While the American Correctional Association and
the National Commission on Correctional Health Care
standards require unimpeded access to medical care, in
some institutions prison guards or other nonmedical
personnel may be ultimately responsible for the initial
decision of whether a woman can seekmedical attention
(Morton 2004; Robbins 1999). If the inmate is unable to
convince a person in authority of her illness or if she is
seen as a problem person or a chronic complainer,
timely health care services may be denied. At the very
least, correctional officers should receive training so
they can identify the various physical, cognitive, social,
and emotional changes that accompany the aging pro-
cess (Cianciolo and Zupan 2004). Research has found
that correctional officers frequently have very little
knowledge of geriatric prisoners’ disabilities, and sig-
nificant improvement in disability assessment is needed
(Williams et al. 2009). Despite training, some correc-
tions officers, or medical personnel for that matter, will
not have the personal qualities and aptitudes for working
with older offenders.

It also has been acknowledged that medical facilities
in many state and federal prisons are simply unequipped
to effectively provide the appropriate care to treat ad-
vanced chronic diseases commonly found among older
inmates (Gibbons and Katzenbach 2006). Some have
suggested increasing the use of age-segregated units, not
only as a cost-effective approach but also to provide
older inmates with access to, and appropriate utilization

of, quality health care services (Kerbs and Jolley 2014).
Others have called for the establishment of annual com-
prehensive geriatric assessment for older prisoners to
determine whether an older prisoner is housed appropri-
ately (e.g., access to handrails, geriatric beds, and chairs;
lower-bunk assignment; etc.) or placed in an appropriate
therapy program or work assignment consistent with
functional health status (Strupp and Willmott 2005).
Finally, it should be recommended that policies and
practices provide prisoners with a community standard
of care, including provisions for the unique needs of
older women.

With hundreds of millions of dollars being spent
annually on health care alone, new approaches are being
proposed not only to provide cost-savings but also to
ensure a greater quality of care. The debate continues
concerning the use of co-payments by managed care
organizations and whether they may actually cost more
to administer than any savings they may recoup
(Gibbons and Katzenbach 2006). Some correctional
systems are engaging in promotional health policies that
encourage inmates to participate in chronic care clinics,
physical activities, and nutritional diets (Aday 2003;
Aday and Krabill 2011). Such proactive activities are
no doubt providing older inmates with access to health
care that the majority would not enjoy on the outside.
Regardless of the negative perceptions of prison health
care, many inmates acknowledge the benefits of the
end-of-life care they receive.

Taking a healthy aging approach by reducing the risk
for disease and advancing the health and well-being of
incarcerated populations ultimately benefits the commu-
nity at large when offenders reenter society
(Braithwaite, Treadwell, and Arriola 2005. Given that
approximately 80 percent of older offenders who are
serving sentences other than life without parole will
ultimately be released, providing a seamless bridge be-
tween prison and community is a key component for a
smooth transition back to the community (Aday and
Krabill 2011). Certainly, coping with physical health
problems creates a significant challenge for successful
reentry. The complex health issues of those being
released can be a serious problem not only for the
ex-offender but also for her community (Patterson
2013). Obtaining treatment for physical health problems
is particularly challenging, as the majority of older of-
fenders lack quality health insurance and must rely on
Medicaid for support. Inmates who have turned 65 will
be eligible for basic Medicare coverage but may not be
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able to afford Medigap supplemental insurance that
covers some of the costs (co-payments and
deductibles) not originally covered. Since such health
benefits are often suspended during incarceration, acti-
vating or reinstating benefits and restoring eligibility can
take months (Gunnison and Helfgott 2013). The use of
detailed assessments and case management strategies
will be essential for ensuring a successful post-release
transition and assuring that elders receive proper medi-
cal and mental health treatment.

Conclusions

Medical personnel in prison settings are sworn to adhere
to the Hippocratic Oath, which calls for empathy,
healing, and caring. However, they also frequently work
in correctional facilities where the treatment component
is subjugated to perceived security and cost manage-
ment. While prisoners have a right to timely access to an
appropriate level of care for serious medical needs, it is
obvious from the findings here (and elsewhere) that
criminal justice health care systems are under-prepared
or unwilling to provide cost-effective quality care for
older adults. The notion of “stack ’em deep” and
“let ’em rot” is still a prevailing policy toward prisoners
(Austin and Irwin 2012). Although not all prisons overt-
ly create and advocate the misery and medical neglect of
aging incarcerated women, it must be acknowledged
that some prison systems do encourage medical delays
and non-treatment. Vaughn (1999) reported in his as-
sessment that medical personnel from 17 states and the
District of Columbia were found by the courts to have
practiced penal harm medicine by either denying or
delaying health care to prisoners.With tremendous pres-
sures to reduce penal health care costs, there is no reason
to think that there has been a drastic decline in penal
harm activities.

It is understood that correctional health care policy-
makers and administrators are often faced with limited
resources and, in some cases, lack the power to deliver
quality health care. They act—in theory, at least—in the
best interests and care of incarcerated women (Morton
2004). Although Clear and Frost (2014) have recently
called for a reduction in harsh conditions and mass
incarceration, penal harm is still an invisible but ubiqui-
tous presence in many prisons across America, includ-
ing those occupied by women. While policy-makers
must do more to address the negative consequences of

penal harm in general, they also must introduce a gen-
dered health care perspective into women’s prisons
(Aday and Krabill 2011; Britton 1997). It is apparent
that current policies are often fraught with ageist and
sexist attitudes, leading to a disregard for the human
spirit, particularly among so many women who are
nearing the end of their lives. Creating a welcoming
medical environment within the confines of a harsh
prison setting that fosters positive approaches to healthy
aging can, in the long run, reduce prison health care
costs while providing a more therapeutic milieu for
women “aging in place.”

References

Aday, R.H. 2003. Aging prisoners: Crisis in American correc-
tions. Westport, CT: Praeger.

Aday, R.H., and J.J. Krabill. 2011. Women aging in prison: A
neglected population in the correctional system. Boulder,
CO: Lynne Rienner Publishers.

Ammar, N.H., and E. Erez. 2000. Health care delivery systems in
women’s prisons: The case of Ohio. Federal Probation
64(1): 19–27.

Austin, J., and J. Irwin. 2012. It’s about time: American’s impris-
onment binge. Belmont, CA: Wadworth.

Beshai, J.A., andM.A. Naboulsi. 2004. Existential perspectives on
death anxiety. Psychological Reports 95(2): 507–513.

Braithwaite, R.L., J.M. Treadwell, and K.R. Arriola. 2005. Health
disparities and incarcerated women: A population ignored.
American Journal of Public Health 95(10): 1679–1681.

Britton, D.M. 1997. Gendered organizational logic: Policy and
practice in men’s and women’s prisons. Gender and Society
11(6): 796–818.

Caldwell, C., M. Jarvis, and H. Rosenfield. 2001. Issues impacting
today’s geriatric female offenders. Corrections Today 63(5):
110–116.

Campbell, J.C. 2002. Health consequences of intimate partner
violence. The Lancet 356(9238): 1331–1336.

Carson, E.A., and D. Golinelli. 2013. Prisoners in 2012: Trends in
admissions and releases, 1991–2012. Washington, DC:
Bureau of Justice Statistics, NCJ 243920. http://www.bjs.
gov/content/pub/pdf/p12tar9112.pdf.

Christian, J. 2005. Riding the bus: Barriers to prison visitation and
family management strategies. Journal of Contemporary
Criminal Justice 21(1): 31–48.

Cianciolo, P.K., and L.L. Zupan. 2004. Developing a training
program on issues in aging for correctional workers.
Gerontology and Geriatrics Education 24(3): 23–38.

Clear, T.R., and N.A. Frost. 2014. The punishment imperative.
New York: New York University Press.

Cranford, S., and R. Williams. 1998. Critical issues in managing
female offenders. Corrections Today 60(7): 130–135.

Deaton, D., R.H. Aday, and A.Wahidin. 2009–2010. The effect of
health and penal harm on aging female prisoners’ views of
dying in prison.Omega—Journal of Death and Dying 60 (1):
33–50

370 Bioethical Inquiry (2014) 11:359–372

http://www.bjs.gov/content/pub/pdf/p12tar9112.pdf
http://www.bjs.gov/content/pub/pdf/p12tar9112.pdf


Derogatis, L.R., R. Lipman, K. Rickels, E.H. Uhlenhuth, and
L. Covi. 1974. The Hopkins symptom checklist. In
Psychological measurements in psychopharmacology,
edited by P. Pichot, 79–110. New York: Balel.

Enders, S.R., D.A. Paterniti, and F.J. Meyers. 2005. An approach
to develop effective health care decision making for women
in prison. Journal of Palliative Medicine 8(2): 432–439.

Fearn, N.E., and K. Parker. 2005. Health care for women inmates:
Issues, perceptions and policy considerations. California
Journal of Health Promotion 3(2): 1–22.

Fisher, A.A., and D.C. Hatton. 2010. A study of women prisoners’
use of co-payments for health care: Issues of access.Women’s
Health Issues 20(3): 185–192.

Genders, E., and E. Player. 1990. Women lifers: Assessing the
experience. The Prison Journal 80(1): 46–57.

Gibbons, J., and N.B. Katzenbach. 2006. Confronting confine-
ment: A report of The Commission on Safety and Abuse in
American’s Prisons. New York: Vera Institute of Justice.
http://www.vera.org/project/commission-safety-and-abuse-
americas-prisons. Accessed May 15, 2013.

Goffman, E. 1961. Asylums: Essays on the social situation of
mental patients and other inmates. New York: Anchor
Books.

Granse, B.L. 2003. Why should we even care? Hospice social
work practice in a prison setting. Smith College of Social
Work 73(3): 359–375.

Guerino, P., P.M. Harrison, and W.J. Sabol. 2011. Prisoners in
2010. Washington, DC: Bureau of Justice Statistics, NCJ
236096. http://www.bjs.gov/content/pub/pdf/p10.pdf.

Gunnison, E., and J.B. Helfgott. 2013. Offender reentry: Beyond
crime and punishment. Boulder, CO: Lynne Rienner
Publishers.

Haney, C. 2006. Reforming punishment: Psychological limits to
the pains of imprisonment. Washington, DC: American
Psychological Association.

Haney, C. 2010. Demonizing the enemy: The role of science in
declaring the war on prisoners. Connecticut Public Interest
Law Journal 9(2): 185–190.

Human Rights Watch [HRW]. 2012 Old behind bars: The aging
prison population in the United States. United States of
America: Human Rights Watch. http://www.hrw.org/
reports/2012/01/27/old-behind-bars-0. Accessed December
30, 2012.

Jacobi, J.V. 2005. Prison health, public health: Obligations and
opportunities. American Journal of Law and Medicine 31(4):
447–478.

Kerbs, J.J., and J.M. Jolley, eds. 2014. Senior citizens behind bars:
Challenges for the criminal justice system. Boulder, CO:
Lynne Rienner Publishers.

Krabill, J.J., andR.H.Aday. 2007. Exploring the social world of aging
female prisoners.Women and Criminal Justice 17(1): 27–54.

Kratcoski, P.C., and S. Babb. 1990. Adjustment of older inmates:
An analysis by institutional structure and gender. Journal of
Contemporary Criminal Justice 6(3): 139–156.

Leigey, M.E., and J.F. Hodge. 2012. Gray matters: Gender differ-
ences in the physical and mental health of older inmates.
Women and Criminal Justice 22(4): 289–308.

Leigey, M., and K. Reed. 2010. Awoman’s life before serving life:
Examining the negative pre-incarceration life events of fe-
male life sentenced inmates. Women and Criminal Justice
20(4): 302–322.

Loeb, S.J., D. Steffensmeier, and P.M. Myco. 2007. In their own
words: Older male prisoners’ health beliefs and concerns for
the future. Geriatric Nursing 28(5): 319–329.

Maeve, K., and M. Vaughn. 2001. Nursing with prisoners: The
practice of caring, forensic nursing or penal harm nursing?
Advances in Nursing Science 24(2): 47–64.

Maschi, T., and R.H. Aday. 2014. The social determinants of
health and justice and the aging in prison crisis: A call for
human rights action. International Journal of Social Work
1(1): 1–19.

Morton, J.B. 2004. Working with women offenders in correctional
institutions. Lanham, MD: American Correctional Association.

Patterson, G.T. 2013. Prisoner reentry: A public health or public
safety issue for social work practice? Social Work in Public
Health 28(2): 129–141.

Pollock, J. 2004. Prisons and prison life. Los Angeles: Roxbury
Printing Company.

Reviere, R., and V.D. Young. 2004. Aging behind bars: Health
care for older female inmates. Journal of Women and Aging
16(1–2): 55–69.

Robbins, I.P. 1999. Managed health care in prisons as cruel and
unusual punishment. Journal of Criminal Law and
Criminology 90(1): 195–230.

Rold, W.J. 2008. Thirty years after Estelle v. Gamble: A legal retro-
spective. Journal of Correctional Health Care 14(1): 11–20.

Ross, P.H., and J.E. Lawrence. 1998. Health care for women
offenders. Corrections Today 60(7): 122–129.

Shadmi, E., C.M. Boyd, C.J. Hsiao, M. Sylvia, A. Shuster, and C.
Boult. 2006. Morbidity and older persons’ perceptions of the
quality of their primary care. Journal of the American
Geriatrics Society 54(2): 330–334.

Stana, R.M. 2000. Federal prisons: Containing health care costs
for an increasing inmate population. Washington, DC:
United States General Accounting Office, GAO/T-GGD-00-
112. http://www.gao.gov/assets/110/108380.pdf. Accessed
January 2, 2014.

Stoller, N. 2003. Space, place, and movement as aspects of health
care in three women’s prisons. Social Science and Medicine
56(11): 2263–2275.

Strupp, H., and D. Willmott. 2005. Dignity denied: The price of
imprisoning women in California. San Francisco: Legal
Services for Prisoners with Children.

Sykes, G.M. 1958. The society of captives: A study of a maximum
security prison. Princeton: Princeton University Press.

Vaughn, M.S. 1999. Penal harm medicine: State tort remedies for
delaying and denying health care to prisoners. Crime, Law,
and Social Change 31(4): 273–302.

Vaughn, M.S., and S.C. Collins. 2004. Medical malpractice in
correctional facilities: State tort remedies for inappropriate
and inadequate health care administered to prisoners. Prison
Journal 84(4): 505–534.

Vaughn, M.S., and L.G. Smith. 1999. Practicing penal harm
medicine in the United States: Prisoners’ voices from jail.
Justice Quarterly 16(1): 175–231.

Wahidin, A. 2002. Reconfiguring older bodies in the prison
time machine. Journal of Aging and Identity 7(3):
177–193.

Wahidin, A. 2004. Older women in the criminal justice system:
Running out of time. London: Jessica Kingsley.

Wahidin, A., and R.H. Aday. 2012. Older female prisoners in the
UK and US: Finding justice in the criminal justice system. In

Bioethical Inquiry (2014) 11:359–372 371

http://www.vera.org/project/commission-safety-and-abuse-americas-prisons
http://www.vera.org/project/commission-safety-and-abuse-americas-prisons
http://www.bjs.gov/content/pub/pdf/p10.pdf
http://www.hrw.org/reports/2012/01/27/old-behind-bars-0
http://www.hrw.org/reports/2012/01/27/old-behind-bars-0
http://www.gao.gov/assets/110/108380.pdf


Women, punishment and community sanctions: Human
rights and social justice, edited by M. Malloch and G.
McIvor, 65–79. London: Routledge.

Watson, R., A. Stimpson, and T. Hostick. 2004. Prison health care:
A review of the literature. International Journal of Nursing
Studies 41(2): 119–128.

Williams,M.E., and R.V. Rikard. 2004.Marginality or neglect: An
exploratory study of policies and programs for aging female
inmates.Women and Criminal Justice 15(3): 121–141.

Williams, B.A., K. Lindquist, R.L. Sudore, H. Strupp, D.J. Willmott,
and L.C. Walter. 2006. Being old and doing time: Functional
impairment and adverse experiences of geriatric female prisoners.
Journal of the American Geriatrics Society 54(4): 702–707.

Williams, B.A., K. Lindquiest, T. Hill, et al. 2009. Caregiving
behind bars: Correctional officer reports of disability in geri-
atric prisoners. Journal of the American Geriatrics Society
57(7): 1286–1292.

Williams, B.A., J.G. Baillargeon,K. Lindquist, et al. 2010.Medication
prescribing practices for older prisoners in the Texas prison
system. American Journal of Public Health 100(4): 756–761.

World Health Organization. 2007. Health in prisons: A WHO
guide to the essentials in prison health. Edited by L.
Møller, H. Stöver, R. Jürgens, A. Gatherer, and H.
Nikogosian. Copenhagen: WHO Regional Office for
Europe. http://www.euro.who.int/__data/assets/pdf_file/
0009/99018/E90174.pdf. Accessed June 13, 2014.

372 Bioethical Inquiry (2014) 11:359–372

http://www.euro.who.int/__data/assets/pdf_file/0009/99018/E90174.pdf
http://www.euro.who.int/__data/assets/pdf_file/0009/99018/E90174.pdf

	Malign Neglect: Assessing Older Women’s Health Care Experiences in Prison
	Abstract
	Introduction
	The Case of Older Women
	Research Procedures
	The Study Sample
	Research Measures
	Health Status
	Hopkins Symptom Checklist
	Demographics
	Qualitative Data


	Results
	Major Health Disparities
	Barriers to Health Care

	Discussion
	Implications for Practice
	Conclusions
	References


