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Abstract

Objectives—To examine disparities by sex, age group, and race and ethnicity in COVID-19
confirmed cases, hospitalizations, and deaths among incarcerated people and staff in correctional
facilities.

Methods—Six U.S. jurisdictions reported data on COVID-19 confirmed cases, hospitalizations,
and deaths stratified by sex, age group, and race and ethnicity for incarcerated people and staff

in correctional facilities during March 1 - July 31, 2020. We calculated incidence rates and rate
ratios (RR) and absolute rate differences (RD) by sex, age group, and race and ethnicity, and made
comparisons to the U.S. general population.

Results—Compared with the U.S. general population, incarcerated people and staff had higher
COVID-19 case incidence (RR = 14.1, 95% CI = 13.9-14.3; RD = 6,692.2, Cl = 6,598.8-6,785.5;
RR =6.0, Cl =5.7-6.3; RD = 2523.0, Cl = 2368. 1-2677.9, respectively); incarcerated people
also had higher rates of COVID-19-related deaths (RR = 1.6, Cl = 1.4-1.9; RD = 23.6, Cl =
14.9-32.2). Rates of COVID-19 cases, hospitalizations, and deaths among incarcerated people and
corrections staff differed by sex, age group, and race and ethnicity. The COVID-19 hospitalization
(RR=0.9,ClI =0.8-1.0; RD = -48.0, Cl = -79.1- -16.8) and death rates (RR = 0.8, Cl = 0.6-1.0;
RD =-11.8, Cl = -23.5- —0.1) for Black incarcerated people were lower than those for Black
people in the general population. COVID-19 case incidence, hospitalizations, and deaths were
higher among older incarcerated people, but not among staff.

Conclusions—With a few exceptions, living or working in a correctional setting was associated
with higher risk of COVID-19 infection and resulted in worse health outcomes compared with
the general population; however, Black incarcerated people fared better than their U.S. general
population counterparts.

Keywords
COVID-19; Disparities; Correctional Facilities; Incarceration

Introduction

In congregate settings such as jails and prisons, infectious diseases have the potential to
spread rapidly due to close living quarters and limited space for isolation and quarantine.
Staff members, visitors, and incoming incarcerated people may introduce SARS-CoV-21

J Racial Ethn Health Disparities. Author manuscript; available in PMC 2024 October 16.
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infection into correctional facilities, especially in communities where transmission is high
[1-3].

Correctional Facilities?

Incidence rates of COVID-19 cases and deaths have been considerably higher among people
experiencing incarceration than in the nonincarcerated U.S. population; outbreaks have also
escalated more rapidly in prisons than in the general population [4-11]. Outcomes related
to COVID-19 are also reported to be worse for people experiencing incarceration [4, 7,

11]. In a cohort of patients hospitalized with COVID-19, incarcerated people experienced
more severe clinical presentation and higher rates of intensive care unit admissions,
intubation, and mortality compared with patients from the community [4]. Incarceration
was associated with nearly double the mortality risk due to COVID-19 compared with
patients from the general population [4]. From February through September 2020, the
Federal Bureau of Prisons (BOP) reported COVID-19 case rates and mortality ratios in
federal facilities approximately 5 and 2.5 times higher, respectively, than adults in the U.S.
general population [7].

Few data are available on COVID-19 cases among staff3 working in correctional facilities
because many facilities did not systematically test staff and used varying reporting methods
[8, 12, 13]. Previous studies found that the prevalence of COVID-19 cases among
correctional staff was higher than the U.S. population [13, 14] and more closely resembled
the COVID-19 case rate in the prison population [13].

COVID-19 Racial, Ethnic, and Age Disparities

COVID-19 disproportionately impacts groups that have been economically or socially
marginalized and is evident in the disparities by race and ethnicity. A health disparity

is a particular type of health difference that is closely linked with economic, social, or
environmental disadvantage (https://bit.ly/45j39]N). Hispanic/Latino, Black, and other non-
White people are more likely to become infected with SARS-CoV-2, experience more
severe COVID-19 associated illness, have a greater risk of hospitalization and experience

a higher risk of death from COVID-19 [15-17]. Weekly reports conducted by the National
Commission on Correctional Health Care and researchers from Harvard University showed
higher COVID-19 case incidence among Black incarcerated people compared with White
incarcerated people from May 18 M, the first week race and ethnicity data were collected
and reported, to June 1, 2020 (https://bit.ly/2\VV2]JFJ). Furthermore, people from racial and
ethnic minority groups are over-represented in correctional facilities [18-21]; thus, it is
important to examine how correctional settings impact the risk of contracting SARS-CoV-2,
and associated hospitalization and mortality outcomes, for specific racial and ethnic groups

1SARS-CoV-2 refers to the virus that causes the disease COVID-19.

Correctional facilities refer to state and federal prisons that incarcerate persons who have been tried for a crime, convicted, and
sentenced for a duration of = 1 year. Those convicted of federal crimes are incarcerated in federal prisons; those convicted of state
crimes are incarcerated in state prisons. Detention facilities refer to jails or detention centers (including immigration and juvenile
detention centers) that temporarily detain persons awaiting trial, sentencing, or deportation, or those with a sentence of < 1 year

gHagan, 2020).

Staff refers to people who work in correctional facilities including, but not limited to, correctional officers, correctional healthcare
workers, and administrative or clerical staff.

J Racial Ethn Health Disparities. Author manuscript; available in PMC 2024 October 16.
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[22]. Lastly, the proportion of older adults among the incarcerated population has greatly
increased in recent decades [23-27]. The number of incarcerated individuals aged = 55 years
has increased by approximately 26-fold from 2009 to 2019, which is concerning because
older age is a risk factor for poor COVID-19-related health outcomes and mortality [17, 28,
29].

Gaps remain in the understanding of racial and ethnic disparities of COVID-19 cases,
hospitalizations, and deaths among incarcerated persons and correctional staff. Few data
sources report COVID-19 cases, hospitalizations, and deaths in correctional facilities, and
importantly, rarely are the data stratified by race and ethnicity [12, 22]. Examining data
by race, ethnicity, sex, and age in correctional settings can help identify health disparities
related to COVID-19 and inform public health decision-making. Comparing COVID-19
data in correctional facilities to COVID-19 in the community will allow for a better
understanding of the impact that incarceration plays in contributing to health disparities
in the correctional setting [12, 22].

Present Study

Methods

This study aims to determine what COVID-19 disparities exist in correctional settings.

We hypothesized that among people experiencing incarceration, Hispanic, Black, Asian,
American Indian or Alaska Native, and Native Hawaiian or Other Pacific Islander
individuals would have higher COVID-19 case incidence, hospitalizations, and deaths than
non-Hispanic White incarcerated people. We also expected that advanced age would be
strongly associated with severe COVID-19 outcomes (e.g., hospitalization and/or death)
among incarcerated persons and staff.

In September 2020, we invited all US state and local public health departments to

provide data for this analysis via a webinar hosted by the Council of State and Territorial
Epidemiologists and two follow-up email invitations sent one day and two weeks after

the webinar. The email follow-ups asked jurisdictions about data availability and whether
they were interested and able to engage further in a data call. Additionally, the BOP

and Immigration and Customs Enforcement were invited to participate via email. All
jurisdictions5 that responded to the request were invited to submit data on COVID-19
confirmed cases, hospitalizations, and deaths stratified by sex, race, ethnicity, and age group
for incarcerated persons and staff in correctional facilities during March 1, 2020—July 31,
2020. We requested census information from each jurisdiction for both incarcerated persons
and staff at three time points in 2020: March 1, May 15, and July 31. These census data
points were averaged and used as the denominator for rate calculations. This study was
exempt from IRB as data are deidentified and presented in aggregate.

4 this manuscript, people experiencing incarceration or people who are in prison refer to individuals incarcerated in a state or federal
prison (hereafter referred to as “incarcerated people”). The sample in this study comes from prisons, with the exception of Vermont,
which is a unified system in which jail detainees are housed in the same facility as convicted, sentenced prisoners. In the case of
Vermont, we chose to include the data in our analysis because the housing for the two populations is nearly identical, as reported by
the Vermont Department of Public Health (P. Meddaugh, D. Kall, PhD, & J. King-Mohr, oral communication, September 9, 2021).
Jurisdiction refers to the state or entity (e.g., Federal Bureau of Prisons, Vermont Department of Health, etc.) that submitted data for

this study.
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Nine jurisdictions provided COVID-19 data. However, three jurisdictions (North Carolina,
Mississippi, and Los Angeles County Jail) were unable to report complete census data; these
data were not included in the analysis. Therefore, six jurisdictions, the Federal Bureau of
Prisons and five states, were included in this analysis: California, Indiana, Minnesota, North
Carolina, and Vermont. All data reported in the present analysis are from prison facilities.

Analysis

Rates per 100,000 persons were calculated using the jurisdictions’ averaged census estimates
as the denominator and COVID-19 cases, hospitalizations, and deaths as the numerator. To
examine health disparities by race, ethnicity, age, and sex, both absolute (rate difference;
RD) and relative (rate ratio; RR) measures of disparity were calculated, as well as 95%
confidence intervals (Cls). Disparities were measured in both absolute and relative terms

in order to more completely understand their magnitude which can be obscured by only
reporting a relative measure, especially when making comparisons over time or across
geographic areas, populations, or indicators [30]. RR with 95% Cls excluding 1.0 and RD
with 95% Cls excluding 0 were considered statistically significant. Due to wide variations
across race, ethnicity, and age for COVID-19 cases, hospitalizations, and deaths, the group
that represented the largest proportion of the population (i.e., the denominator) was selected
as the reference point, as the rate for the largest group is often the most stable [30]. If a cell
was suppressed, we used the group with the next largest numerator as the reference point.
Cells were suppressed when the count was less than 10 or the denominator was less than 20.

Results

Table 1 provides descriptive demographic information on the sample incarcerated population
and U.S. general population in which comparisons are made.8

Incarcerated People

Overall, 7.2% of incarcerated people in six jurisdictions were classified as a COVID-19
case, with a case rate of 7,202 per 100,000 persons (Table 2). Less than one percent (0.4%)
of incarcerated persons were hospitalized due to COVID-19 (hospitalization rate of 361
per 100,000 persons), and 0.1% of the total incarcerated population in our study died of
COVID-19 while incarcerated (mortality rate of 62 per 100,000 persons).

Comparisons to the U.S. General Population—Comparisons of incarcerated people
to the U.S. general population are reported in Table 2. Overall, incarcerated people had
14.1 times (RR) the COVID-19 case rate compared with the U.S. general population, and
an absolute RD’ of 6,692.2 (see total category in Table 2). Incarcerated people had 2.1
times (RR) the COVID-19 hospitalization rate and 1.6 times (RR) the COVID-19 death rate
compared with the U.S. general population (RDs = 191.8, 23.6, respectively).

Incarcerated people in all age categories had higher COVID-19 case rates than their
respective age categories in the U.S. general population. The largest difference was among

6Descriptive demographic information on correctional staff is located in the Appendix.
Rate differences are per 100,000 persons.
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persons aged = 65 year where incarcerated people had 26 times (RR) the case rate compared
to similarly aged people in the U.S. general population (RD = 15,584.6). Incarcerated people
aged 45-54 years, 55-64 years, and = 65 years had higher hospitalization rates than those
within the same age categories in the U.S. general population (RRs = 2.1, 4.5, 8.2 and RDs
=192.0, 789.3, 2,825.5, respectively). However, incarcerated people aged 18-29 years had a
40% lower rate of COVID-19-related hospitalization compared with this age group in U.S.
general population (RR = 0.6, RD = —-25.6). In the age categories where COVID-19 deaths
were reported, incarcerated people had higher death rates than people in corresponding age
categories in the U.S. general population (3044 years, RR = 2.0, RD = 4.7; 45-54 years,
RR = 1.9, RD = 14.0; 55-64 years, RR = 6.2, RD = 185.2; > 65 years, RR =4.1, RD =
572.7).

Incarcerated people in all racial and ethnic categories had higher COVID-19 case rates than
the same racial and ethnic categories in the U.S. general population, with the largest RR

and RD in the Asian and White categories (Asian RR = 27.8, RD = 8,309.7; White RR
=24.8, RD = 8,129.6). White and Asian incarcerated people also had higher COVID-19
hospitalization rates than people in these racial groups in the U.S. general population, with
Asians showing the largest disparity (RR = 7.7, RD = 604.0). In contrast, Black incarcerated
people had a slightly lower hospitalization rate compared with Black people in the U.S.
general population, although this RR was not statistically significant (RR = 0.9, Cl = 0.8-
1.0), but the RD of —-48.0 (Cl = -79.1- -16.8) was significant (Table 2). For reported

deaths, White incarcerated people had a higher COVID-19 death rate than White people

in the U.S. general population (RR = 3.5, RD = 69.3). Conversely, Black incarcerated
people had a slightly lower COVID-19 death rate compared with Black people in the U.S.
general population (RR = 0.8, Cl =0.6-1.0; RD = -11.8, Cl = -23.5- —0.1). There was no
significant difference between the death rates for Hispanic incarcerated people and Hispanic
people in the U.S. general population (RR = 1.4, Cl =1.0-1.9; RD =12. 1, Cl = -1.4-25.6).

Table 3 shows the percentage of COVID-19-associated hospitalizations and deaths among
COVID-19 cases. Among the total confirmed COVID-19 cases in incarcerated people, 5.0%
resulted in hospitalization and 0.9% resulted in death. By comparison, in the U.S. general
population 2.7% of the total confirmed COVID-19 cases resulted in hospitalization and 7.5%
of cases resulted in death.

Comparisons among people who were incarcerated—COVID-19 cases,
hospitalizations, and deaths by age, sex, race, and ethnicity among incarcerated people the
6 participating jurisdictions aggregated are reported in Table 4. This information for each
of the 6 participating jurisdictions can be found in Appendix Table 5. Overall, comparisons
showed female incarcerated people had a slightly higher case rate compared with male
incarcerated people (RR = 1.0, RD = 229.7), but this difference was not significant. Male
incarcerated people had a 30% higher rate of hospitalization (RR = 0.7, RD = -127.3)
compared with female incarcerated people. When stratified by age group, 18-29 year olds
had the lowest rate of COVID-19 cases, hospitalizations, and deaths; as the age category
increased, the rates of cases, hospitalizations, and deaths also rose accordingly. Compared
with the reference group (persons 30-44 years old), incarcerated people aged = 65 years
showed higher rates of COVID-19, cases, hospitalizations, and deaths (RRs = 2.6, 27.5,

J Racial Ethn Health Disparities. Author manuscript; available in PMC 2024 October 16.
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80.3 and RDs = 10,061.8, 3099.7, 750.8, respectively). Race and ethnicity comparisons
showed that Asian and White incarcerated people had 1.7 times (RR) the COVID-19 case
rate compared with Black incarcerated people (RDs = 3,564.1 and 3,415.3, respectively).
Asian incarcerated people had 2.5 times (RR) the hospitalization rate compared with Black
incarcerated people, a RD of 412.8. White incarcerated people had 2.4 times (RR) the
COVID-19-related death rate compared with Black incarcerated people (RD = 56.0).

Correctional Staff

Three jurisdictions reported staff data. Overall, 3.0% of staff in these jurisdictions had
COVID-19 during the study period, corresponding to a rate of 3,033 per 100,000 people
(Appendix Table 6). Data on COVID-19-related hospitalizations were not available for staff,
and the number of deaths among staff was too low to include in analysis due to suppression
of small cell sizes (i.e., cell counts < 10 or denominator is < 20). Correctional staff also
showed higher rates of COVID-19 across all race, ethnicity, sex, and age stratifications
compared with their peers in the general population who do not work in correctional
settings. Compared to the U.S. general population, male and female staff combined had

6.0 times (RR) the case rate (RD = 2,523.0). Race and ethnicity comparisons among staff
revealed that Hispanic and Black staff had 2.1 and 1.3 times (RR) respectively the case

rate compared with White staff (RD = 2,612.3, RD = 783.4, respectively). White staff had
the lowest case rate, followed by Asian staff (Appendix Table 7). Additional comparisons
between correctional staff and the U.S. general population and comparisons among staff by
jurisdiction and age, sex, race, and ethnicity are located in Appendix Tables 6 and 7.

Discussion

During the study period (March-July 2020), incarcerated people and staff in correctional
settings experienced higher rates of COVID-19 cases compared with their counterparts in
the U.S. general population. When data were stratified by race, ethnicity, age, and sex,
there were notable disparities in COVID-19 among incarcerated people and among staff,
as well as between incarcerated people and the U.S. general population. All subgroups

of incarcerated people included in this study experienced higher COVID-19-related
hospitalizations and deaths compared with the same groups in the U.S. general population,
with three exceptions: incarcerated people aged 18-29 years experienced significantly
lower COVID-19 hospitalization rates than their U.S. general population counterparts;
Black incarcerated people had a 10% lower COVID-19 hospitalization rate (significant
RD, non-significant RR), and experienced slightly fewer COVID-19 deaths (significant RD,
non-significant RR) than Black people in the U.S. general population.

The three unexpected results above are worth examining further and considering how

the correctional setting may have played a role. Regarding the findings for incarcerated
people aged 18-29, it is important to note that prison staff, healthcare professionals, and
administrators determine when an incarcerated person needs to be hospitalized, whereas
people in the general population have freedom to choose when to seek medical care and may
have gone to the hospital at an earlier point in their illness. Alternatively, many correctional
facilities have onsite clinics that may adequately address minor COVID-19 symptoms

J Racial Ethn Health Disparities. Author manuscript; available in PMC 2024 October 16.
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before they worsen, thereby reducing the need for hospitalization. This difference may be
especially pronounced in younger age groups, since COVID-19 symptoms have been less
severe in younger persons and have less frequently required hospitalization. Local variation
in access to testing, mask wearing, COVID-19 transmission rates, hospital capacity and
criteria to accept new patients, and other factors may have impacted the findings comparing
incarcerated people to the U.S. general population.

The marginally significant finding regarding fewer hospitalizations among Black
incarcerated people compared to Black people in the general population might be reflective
of court-affirmed mandates to provide healthcare in prisons [31], compared to the wide
variations of access to care in the community. While this is true for all incarcerated people,
it might be particularly salient for Black men who on average, have lower access to
healthcare in the community than white men [32]. For some people, incarceration offers
stability of services not always available in certain communities such as consistent meal
structure and access to healthcare. Furthermore, incarcerated people overall experienced a
greater percentage of hospitalizations than the general U.S. population, but fewer positive
COVID-19 cases progressed to death than the general population.

Compared with the general population, incarcerated people aged > 65 years, Whites, and
Asians (all ages combined), experienced the greatest disparities in rates of COVID-19

cases and hospitalizations when compared with their counterparts in the general U.S.
population. The rate of COVID-19 cases for incarcerated people > 65 years was 26

times the rate of their general population counterparts. Studies have demonstrated higher
rates of COVID-19 infection among older adults [17, 28, 29], but the magnitude was

much larger in the incarcerated population than in the community. Research shows the
stress and healthcare limitations experienced in incarceration accelerates aging [24, 27].

The correctional setting itself poses challenges to providing high-quality healthcare due to
reasons such as patients not feeling comfortable fully reporting their medical concerns either
because it is not properly communicated by correctional staff or there is a general distrust

in medical and/or correctional staff [24, 27]. Ensuring there is adequate correctional staff to
accompany a patient to appointments also poses a challenge for some correctional facilities,
as does continuity of care (e.g., consistency in medical staff, medication management) when
incarcerated individuals are transferred to different housing areas or another facility [24, 27].
Finally, geriatric and chronic conditions are also present at higher rates among incarcerated
adults than nonincarcerated people [23].

While the findings regarding disease severity in White and Asian incarcerated people differ
from previous community studies that examined racial differences [15-17], they might

be attributable to differences in healthcare seeking behavior. A previous study found that
compared with Black men, White men in prisons reported slightly lower use of healthcare
for several conditions including flu-like symptoms [31]; these same factors may have also
prevented incarcerated White men from seeking care for COVID-19 symptoms, resulting
in more severe outcomes. Similarly, incarcerated Asian people may be less likely to report
symptoms due to the stigma associated with COVID-19 and the increase in discrimination
and violence toward Asian people during the pandemic [33, 34]. Some reports also suggest
that COVID-19 rates and outcomes for Asians are underreported in the general population
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due to issues like language barriers, transportation problems, or lack of insurance [35,

36]. Within-group findings also showed that White incarcerated individuals had the highest
rates of COVID-19 case incidence, hospitalizations, and deaths compared to incarcerated
individuals of other race and ethnicity categories, contrary to prior research in community
settings [15-17] and some existing evidence of higher rates of COVID-19 in Black
incarcerated individuals compared to White incarcerated individuals (https://bit.ly/2\/2]JFJ).
However, given the limitations of the COVID-19 data by race and ethnicity in the general
population and the large amount of missing data (only 63% of case reports have race and
ethnicity; https://bit.ly/30HsSLL), it is difficult to draw conclusions about these findings.
Future studies should obtain larger samples of racial minorities and data related to potential
differences in housing or other features that could impact transmission (e.g., dorm versus
cell-style housing units), to better understand the full scope and impact of COVID-19 on
certain groups.

Correctional staff also showed increased rates of COVID-19 across all race, ethnicity,

sex, and age stratifications compared to their peers in the general population who work
outside of the correctional setting. The largest disparities were again among staff in the >
65-year-old age category, Asian staff, and White staff. Among correctional staff, significant
within-group analyses showed that Hispanic and Black staff experienced 2.1 and 1.3 times
respectively, the rate of COVID-19 cases compared to White staff. Data on correctional staff
were limited, so the findings should be interpreted cautiously; more research is needed to
understand the risks and outcomes associated with COVID-19 for correctional staff. Black
and Hispanic people in the general population have higher rates of COVID-19 than White
people, so is possible that these differences are merely a representation of the broader
population of people who also work in other settings. Previous research has suggested that
working in dorm-style housing increases the risk of COVID-19 transmission [37], so staffing
differences by race and ethnicity and dorm versus cell-style housing units may be worth
examining in future studies.

This study has several limitations. First, a convenience sample of jurisdictions was used

for this study and is not representative of the entire U.S. correctional population. The
present study focused on prisons, and findings may not generalize to jails or other detention
facilities. Frequent broad-based COVID-19 testing of incarcerated individuals and staff by
several participating jurisdictions may partially account for the elevated COVID-19 case
incidences in some correctional settings compared with the general population. Testing

and mitigation practices, which may have been highly variable across jurisdictions, are not
reflected in this analysis. A lack of standardization of how information is collected and
defined may have also impacted variables included in analysis (e.g., what is included in the
‘Other’ racial category or differences in the way a COVID-19-related death was defined).
Additionally, the time period examined does not include the full scope of the COVID-19
pandemic or all of the outbreaks that occurred in correctional facilities; it also does not
encompass a time period when vaccinations were available, which may alter the differences
detected between incarcerated people and the U.S. general population. Moreover, data were
aggregated, and line-listed data were not collected. As a result, the standard error (of a rate
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difference or rate ratio) calculations were not adjusted for intra-class correlation, and there
may be some over-estimation of statistical significance. Similarly, multiple comparisons
were made and a correction such as Bonferroni’s correction was not applied to adjust the
significance level and account for the number of comparisons performed. The analysis did
not adjust for age or any other variables which may result in under- or over-estimating
disparities. Information about underlying medical conditions, which contribute to increased
risk of hospitalization or death, was not collected. Similarly, data from the U.S. general
population was at the national-level; thus, comparisons were not state-specific. Data related
to COVID-19 in correctional staff was lacking. Understanding the relationship or impact of
community transmission and the correctional setting would have been valuable. Lastly, this
analysis and the interpretation of the results lacks the perspective of lived experience, which
is needed in more work examining health outcomes in correctional settings.

Public Health Implications

This study improves our understanding of COVID-19-related racial and ethnic disparities
which may be used to guide strategies and better protect disproportionately affected
populations. Correctional and detention facilities are connected with the wider community
through staff, visitors, and intake and release of incarcerated people; therefore, COVID-19
outbreaks in congregate settings also have implications for the wider community.
Nonetheless, the present findings could have implications for not only those living and
working in correctional facilities, but also for people who are being released from
incarceration and the households and communities to which they return.

The present study also highlights the need for a national surveillance system that

monitors infectious diseases in correctional settings. A centralized system would allow

for standardized data that could be used to measure infection, hospitalization, and death
rates. The data should be reported in a timely manner and used real-time to measure
outbreaks, properly allocate resources, and inform and implement data-driven prevention
and mitigation strategies. A national surveillance system could also capture demographic
and health information to provide information about disparities in health outcomes.
Understanding public health in correctional settings is vital to the health of our communities.

Conclusion

This study adds to the understanding of COVID-19-related racial and ethnic disparities
within a population that has been disproportionately affected by COVID-19. The findings
can inform strategies used to protect such populations, particularly those in congregate
settings who may be restricted from COVID-19 mitigation approaches used in the general
population. The findings also highlight critical gaps in community healthcare access,
particularly for Black individuals who have been historically marginalized, that contribute to
the excess morbidity and mortally from COVID-19 in these groups. Data transparency and
standardization are necessary to understand and respond to the health risks of incarcerated
people. Timely, accurate data disaggregated by key demographics can inform and optimize
resource allocation when responding to an outbreak [13]. While the federal COVID-19
Public Health Emergency ended on May 11, 2023, people are still being exposed to SARS-
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CoV-2 and infected by COVID-19. It is important to consider the long-term impact of
COVID-19 on individuals who live and work in correctional facilities, particularly any
groups who are disproportionately affected. The lessons learned during the COVID-19
pandemic can be leveraged and applied to future disease outbreaks to mitigate disparities in
outcomes by race and ethnicity.

We categorized race and ethnicity using mutually exclusive categories from the Office of
Management and Budget (OMB) standards for the Classification of Federal Data on Race
and Ethnicity [38]. Because these categories were mutually exclusive, we do not know the
race of the Hispanic persons; for non-Hispanic persons, we only refer to their reported race
throughout. Race and ethnicity census data were stratified using the same categories.

National COVID-19 cases and deaths in the general population were obtained from the
Centers for Disease Control and Prevention’s (CDC) Data Collation and Integration for
Public Health Event Response (DCIPHER) platform.8 Data on national hospitalizations
in the general population were obtained from the CDC’s Coronavirus Disease 2019
(COVID-19)-Associated Hospitalization Surveillance Network (COVID-NET).®

Participating jurisdictions were asked to use the current CDC confirmed case definition [39].
For staff, jurisdictions could include COVID-19 cases confirmed outside of the facility as
reported by the staff member. COVID-19-associated hospitalizations could include internal
state- or contractor-operated medical facilities or clinics, or external community medical
facilities or clinics.

Jurisdictions included deaths for cases in which COVID-19 was confirmed or probable
according to the CDC case definition at that point in the pandemic [39]. For staff,
jurisdictions were asked to include deaths as reported by the staff person’s family if they
indicated the person died from COVID-19.

Correctional Staff Results

Among the average census of correctional staff, 68% were male. Nearly half (49%) of

the staff were in the 30-44-year-old group, followed by the 45-54 year-old group (29%),
then the 18-29 year-old group (13%). Eight percent were aged 55-64 years old and less
than one percent (0.8%) were aged 65 years or older. Fifty-nine percent of the staff census
were White, 28% were Black, 10% were Hispanic, 1.8% were American Indian or Alaska
Native, and 1.8% were Asian. The remaining race and ethnicity groups comprised less than

8cbe implemented a data integration and management platform, Data Collation and Integration for Public Health Event Response
(DCIPHER), for use in outbreak responses (https://data.cdc.gov/browse?tags=covid-19). This platform enables jurisdictions to directly
enter or import and view their data.

COVID-NET is a population-based surveillance system that collects data on laboratory-confirmed COVID-19-associated
hospitalizations among children and adults through a network of over 250 acute-care hospitals in 14 states (https://www.cdc.gov/
coronavirus/2019-ncov/covid-data/covid-net/purpose-methods.html). Data for this analysis were restricted to people aged 18 and over.
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one percent of the corrections staff census: 0.01% were Native Hawaiian or Other Pacific
Islander, and 0.4% were part of the ‘Other’ category.

Overall, 3.0% of staff in the three jurisdictions that provided staff data reported a positive
COVID-19 case with a rate of 3,033 per 100,000 people (Appendix Table 6). Data on
COVID-19-related hospitalizations were not available for staff and data on deaths among
staff were too few to include in analysis.

Comparisons to the U.S. General Population

Staff comparisons to the U.S. general population are reported in Appendix Table 6. Male
and female staff combined had 6.0 times (RR) the case rate compared with the U.S. general
population (RD = 2,523.0). Staff in all age categories had higher case rates than the U.S.
general population. The largest difference was in the = 65-year-old category where staff
had 4.8 times (RR) the case rate compared with those aged = 65-years in the U.S. general
population (RD = 2,343.9). Asian staff had 9.1 times (RR) the case rate compared with
Asian people in the general population, a RD of 2,514.6. White staff had 7.2 times (RR) the
case rate compared with White people in the general population, a RD of 2123.8.

Comparisons among correctional staff

COVID-19 cases among staff by jurisdiction and age, sex, race, and ethnicity are reported

in Appendix Table 7. Overall, comparisons (see bottom of Appendix Table 7) showed that
male staff had a slightly higher rate of COVID-19 cases compared to female staff (RR = 0.9;
RD = -474.7); however, this difference was not statistically significant. Staff in the 30-44
year age group had the highest COVID-19 case rate, followed by 45-54-year-old staff, but
there was no significant difference (RR = 1.0; RD = -78.4) between the two age groups.
Race and ethnicity comparisons revealed that Hispanic staff had 2.1 times (RR) the case rate
compared with white staff, a RD of 2,612.3. White staff had the lowest case rate, followed
by Asian staff.
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