
Women face steadily increasing
involvement in the justice sys-

tem and have myriad unmet needs.1

They are now the fastest growing
segment of the US incarcerated pop-
ulation, increasing 646% from 1980
to 2010 or 1.5 times the rate of
men.2,3 Related to this rapid increase,
services are primarily designed for
men with justice involvement and
have not yet caught up to the needs
of women.4 It is important for med-
ical providers to understand these
trends and the basic steps in arrest
and incarceration in order to best
treat justice-involved women.

The increasing rate of arrests for
women is attributed to many causes,
including the mandatory minimum
sentencing for drug convictions.5

Many of these women will recidivate
in and out of large county jails for
short stays of days to months.
Smaller numbers of women commit
violent crimes; thus, women are less
likely than men to be incarcerated
long term in federal settings. These
numbers are growing, however.6

When a woman commits a violent
crime, it is not unusual for it to be in
the context of intimate partner vio-
lence (IPV) or self-defense. The man
often is not arrested because
women’s safety concerns prevent
them from pressing charges and tes-
tifying.7 Women reentering the com-
munity from incarceration are
plagued by comorbid health condi-
tions and face barriers to care on
both intrapsychic and systemic lev-
els.8 Short-term incarceration in jail
with frequent recidivism results in
more interruption of medical care
than longer-term incarceration in
prison.9 Short stays create multiple
problems: inadequate time to estab-
lish needed care due in part to
records not being received, appoint-

terfere with subsequent linkage to
care.19 It is typical to label these pa-
tients according to their history of in-
carceration with terms such as
“former inmate” and “parolee.”
These terms tie them to that experi-
ence for a lifetime and invite judg-
ment. While it is important for medical
providers to routinely inquire about a
history of justice involvement in order
to address associated risks, documen-
tation and speech should instead uti-
lize phrasing such as “justice
involvement.” Similarly, it is generally
inappropriate to inquire about specifics
of any crime or conviction. Doing so
will cause shame and not impact
health or inform the medical care
needs of the individual. In the medical
setting, justice-involved women report
that feeling judged by providers is a
barrier to seeking and obtaining treat-
ment, including prenatal care.1 Women
striving to overcome drug and alcohol
addiction are in a particular bind: They
are judged for temporarily giving up
their children in order to focus on
treatment, unlike men who are en-
couraged to put their recovery first.
Childcare is difficult but necessary for
women to obtain in order to partici-
pate in court appointments, commu-
nity supervision, and needed social
services.1 One study20 found that the
provision of gender-specific wrap-
around services for women relating to
childcare and work obligations im-
proved recovery and drug court com-
pletion outcomes. Since 75% of
justice-involved women are mothers,21

providers must be cognizant of these
challenges. Helping justice-involved
women find childcare and other
needed social services can prevent
stigma by normalizing their difficulties.
If a dedicated staff member is not
available, it is reasonable to include

ments being missed, social instability
engendered by recidivism, release
without medication, interruption of
Medicaid (which then must be reacti-
vated), and breaks in substance
abuse and mental health treat-
ment.9,10 Upon enacting recent legis-
lation aimed at increasing health care
utilization in the United States, Cuel-
lar and Cheema10 found that 10% of
potential Medicaid expansion benefi-
ciaries under the 2010 Patient Pro-
tection and Affordable Care Act
(ACA) were recently incarcerated in-
dividuals. While thousands reenter
the community every day and are at
risk of recidivism, most efforts to
date have focused on prison prac-
tices rather than those related to
reentry. Prison health care is more
likely to include treatment for chronic
conditions including HIV,11 hepatitis
C,12 and substance abuse;13 unfortu-
nately, it has important limitations. In
both jail and prison, there are a lack
of gender-specific treatments to ad-
dress women’s unique needs.14 Indi-
viduals from prison face a mortality
rate in the first two weeks after re-
lease that is 12 times higher than
that of the general population.15 This
increased risk is due to suicide,
homicide, cardiovascular disease,
drug overdose, and health behaviors
such as cigarette smoking and unpro-
tected sex.15 Additionally, recently re-
leased women are more likely than
their male counterparts to experience
mental health, substance abuse, and
physical health co-morbidities; to
have unstable housing related to IPV;
and to engage in high-risk behavior
including sex work.16-18 These are all
undertreated conditions that medical
providers can and should address.

Stigma and a lack of understanding
of the needs of individuals reentering
the community from incarceration in-
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childcare resources among patient
handouts in the office. Stigmatizing
language should also be avoided in the
medical encounter. Medical providers
can appropriately inquire about “sex
work” and “sexually transmitted infec-
tions,” which are less stigmatizing
terms than “prostitution” and
“STDs.”

Justice-involved and substance-
abusing women have an increased
likelihood of prior trauma that can neg-
atively impact their health outcomes.22

It has been shown that women in
drug court who experience victimiza-
tion are more likely to have experi-
enced trauma such as child abuse by
a personal contact or family member
as compared to men, who are more
likely to experience random commu-
nity violence.23 Such traumagenic fac-
tors are likely to be associated with
affective disorders.23 To address such
disparities, a variety of gender-specific
programs have been developed ad-
dressing HIV prevention,24 hepatitis B
and C testing,25 and trauma-informed
interventions.26,27 There is some evi-
dence that these programs can im-
prove outcomes, but more research is
needed. Lack of funding for such pro-
grams has limited their accessibility
and prevented their widespread imple-
mentation.28 Access to programs such
as gender- and trauma-informed addic-
tion treatment interventions varies by
treatment organization.14,29 Medical
providers should assume that justice-
involved women are likely to have a
history of trauma. The medical en-
counter should include questions
about past and ongoing experiences,
safety planning, and referral to appro-
priate mental health and IPV agencies.
Trauma-informed provider strategies
avoid retraumatization by giving pa-
tients more control, being supportive,
and avoiding judgment.30 Emotional

for food insecurity—a condition asso-
ciated with increased HIV risk behav-
iors.36 For women, these challenges
can lead to abusive partners and/or
sex work, thereby increasing their
mental and physical health risks. In-
novative projects designed to ad-
dress these issues include reentry
clinics, incorporation of legal assis-
tance in medical settings, and inclu-
sion of on-site social workers in large
medical clinics.37,38 For practices with-
out these options, providers should
offer lists of local community re-
sources to patients.

In summary, justice-involved
women are steadily increasing in num-
ber and face complex multi-dimen-
sional challenges. Medical providers
can facilitate care by addressing med-
ical, psychiatric, substance abuse, and
social risks. These risks should be ad-
dressed using non-stigmatizing and
trauma-informed strategies.
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