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Abstract
Background: Healthcare discrimination based on race/ethnicity is associated with decreased healthcare access and
utilization among racial/ethnic minority patients. Discrimination based on criminal record may also negatively
impact healthcare access and utilization among ex-prisoners.
Methods: We conducted a secondary analysis of data from a cross-sectional survey of 172 men recently released
from state prison. We examined the association between self-reported criminal record discrimination by healthcare
workers and utilization of 1) emergency department (ED) and 2) primary care services. We created staged logistic
regression models, adjusting for sociodemographic characteristics and self-reported racial/ethnic discrimination.
Results: Among 172 male participants, 42% reported a history of criminal record discrimination by healthcare workers.
Participants who reported discrimination were older (mean, 42 vs. 39 years; p = .01), more likely to be college educated
(26% vs. 11%; p = .03), and had more extensive incarceration histories (median years incarcerated, 16 vs. 9; p = .002)
compared to those who did not report discrimination. Self-reported criminal record discrimination by healthcare
workers was significantly associated with frequent ED utilization [odds ratio (OR) = 2.7, 95% confidence interval
24 (CI) 1.2-6.2] but not infrequent primary care utilization [OR = 1.6, 95% CI 0.7-3.8].
Conclusions: Recently released prisoners report criminal record discrimination by healthcare workers, and this
experience may impact healthcare utilization. Future studies should seek to further characterize criminal record
discrimination by healthcare workers and prospectively examine its impact on health outcomes.

Background
In 2010, more than 2.3 million United States residents
filled the nation’s prisons and jails, and another 4.9 million were under some form of correctional supervision
in the community (Glaze & Bonczar 2011; Guerino et al.
2011; Minton 2011). In this large and growing population, prevalence of chronic diseases such as hypertension, asthma, hepatitis and HIV is high compared to the
general population (Binswanger et al. 2009; Maruschak
& Beavers 2009; Wilper et al. 2009). Yet prisoners may
receive suboptimal care while incarcerated (Newman &
Scott 2011) and former prisoners may have limited access to healthcare and an increased risk of mortality in
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the community (I. A. (Binswanger et al. 2007; Newman
& Scott 2011; Kulkarni et al. 2010).
A possible contributor to poor health outcomes among
people released from prison is discrimination. Prisoners
and former prisoners are disproportionately racial and
ethnic minorities and likely experience discrimination
based on their racial or ethnic identity in healthcare settings. (Pew Center on the States 2009) The link between
self-reported racial/ethnic discrimination and poor health
and healthcare access is well documented (Paradies 2006;
Shavers et al. 2012; Williams & Mohammed 2009). Selfreported racial/ethnic discrimination is associated with a
lower likelihood of having a routine physical within the past
year, delays in care, poor adherence to recommended care
and decreased use of preventive services (Benjamins 2012;
Blanchard & Lurie 2004; Casagrande et al. 2007; Hausmann
et al. 2008; Trivedi & Ayanian 2006; Van Houtven et al.
2005). Possible mechanisms include medical mistrust, poor
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patient-provider communication and decreased satisfaction
with care (Hausmann et al. 2011; LaVeist et al. 2000).
Discrimination based on one’s criminal record may
serve as an additional barrier to engaging in healthcare
(Schnittker & John 2007; Smedley et al. 2003). A criminal record has been identified as a stigmatized social
status that can result in unfair treatment and daily indignities across a variety of social settings (Schnittker &
John 2007; Uggen & Manza 2002). Discrimination based
on criminal record has been firmly established in employment, housing, and receipt of other social services
not only via self-reports from former prisoners, but also
through the use of multiple audit studies and other
novel experimental designs (Pager & Shepherd 2008;
Pager et al. 2009b; Uggen et al. 2004). Given this body of
evidence, it is plausible that patients with a history of incarceration also anticipate and perceive discrimination
in the healthcare settings.
Unlike a patient’s race or ethnicity, a patient’s criminal
record is not always readily apparent but can be revealed
to healthcare providers in several ways. When receiving
care in correctional healthcare settings, prisoners may
question the loyalties of healthcare providers who work
within the criminal justice system (Benatar & Upshur
2008). Also, when incarcerated patients are transferred
to a community medical facility for evaluation, these patients are readily recognizable, clad in bright orange
jumpsuits, shackles and with armed escort. A history of
incarceration may be documented in a patient’s medical
record or shared directly with a health professional, potentially leading to discussion of other commonly stigmatized topics such as mental illness, substance abuse
or HIV risk behaviors (Marlow et al. 2010).
The aims of this study were to describe self-reported
criminal record discrimination by healthcare workers, to
describe its relationship with racial/ethnic discrimination
and to examine the association between criminal record
discrimination and healthcare utilization among recently
released prisoners. As with racial/ethnic discrimination,
the experience of criminal record discrimination by healthcare workers may foster patients’ mistrust, negatively
impacting future relationships and communication with
healthcare personnel. Such relationships are an essential
feature of primary care compared to more episodic, relatively anonymous care in emergency department (ED) settings. Therefore, we hypothesized that the experience of
criminal record discrimination by healthcare workers is associated with decreased utilization of primary care and increased utilization of ED services.
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a cross-sectional survey of 172 male-female couples (N =
344) recruited based on release of the male partner from
state prison in the previous 12 months.
Recruitment and eligibility

Participants were recruited using street outreach methods,
posting of flyers and presentations in community locations.
Recruitment took place in Oakland and San Francisco,
California. Eligibility criteria included both parties being 18
years of age or older, speaking English, being in a relationship with each other during the male partner’s most recent
incarceration and remaining in a relationship at the time of
eligibility screening, and the male partner being able to
provide documentation of release from prison at least
3 and no more than 12 months prior to eligibility screening. As exposure to incarceration differed markedly by
gender, we limited this analysis to male survey participants
(N = 172).
Data collection

Data were collected between January 2009 and February
2011. Participants were consented and interviewed in private rooms at community-based organizations. Interviews
were administered using a combination of computerassisted personal interviewing and audio computerassisted self-interviewing. Participants were remunerated
$50 each for their time. All study procedures were
reviewed and approved by the University of CaliforniaSan Francisco Committee on Human Research and the
Research Triangle Institute International Institutional
Review Board.
Independent variable

The survey included questions modeled on the General
Ethnic Discrimination Scale, which was adapted from the
Schedule of Racist Events and validated in a multi-ethnic
population comprised of both community-dwelling adults
and college students (Klonoff & Landrine 1999; Landrine
et al. 2006). In this survey, interviewers asked participants
a series of 15 questions about discrimination based on
criminal record. We defined self-reported lifetime history
of criminal record discrimination by healthcare workers as
an affirmative response to the following question: “How
often have you been treated unfairly by people in helping
jobs (like doctors, nurses, psychiatrists, case workers, dentists, school counselors, or social workers) because of your
criminal record?” Participants who responded “Once in
awhile, Sometimes, A lot, Most of the time and All of the
time” were categorized as having experienced criminal
record discrimination by healthcare workers.

Methods
Study overview

Dependent variables

We used data from the Relate Project (“HIV Risk Among
Male Parolees and Their Female Partners”; R01 MH0787443),

We created two dependent variables measuring healthcare utilization in two different settings. To assess
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utilization of emergency care, we created a dichotomous
variable capturing ED utilization based on responses to
the question, “Since you turned 18 years old, how many
times total have you been to the emergency room for
your own medical condition?” We defined frequent ED
utilization as the quartile of individuals with the most
frequent reported ED utilization, (Six or more ED visits
vs. five or fewer ED visits). To assess utilization of primary care, we created a dichotomous variable based on responses to the question, “What is the best description of
how often you see a doctor or a nurse for a general checkup?” Response options included: Never, Less than once
every five years, Once every five years, Once every two to
four years, Once every two years, Once every year and
More than once every year. We dichotomized responses
to identify the quartile of participants reporting the least
frequent utilization of primary care services (Once every
5 years or less vs. More than once every 5 years).
Covariates of interest

We assessed sociodemographic variables including age
(continuous), race/ethnicity (Black/White/other race),
insurance status (insured/uninsured), employment status
(“working steady job in the legal economy”) and education level (less than high school education/high school
diploma or GED/post-secondary education). We created
a dichotomous indicator of the presence of any one of
several self-reported medical diagnoses (asthma, diabetes, hypertension, epilepsy, sickle cell anemia, heart
disease, obesity, HIV, hepatitis C, arthritis, cancer, tuberculosis, emphysema, sexually transmitted infection or
stomach or digestion problems) as well as an indicator
of the presence of any self-reported psychiatric diagnosis
(anxiety, depression or post-traumatic stress disorder).
Additionally, we created dichotomous variables indicating current tobacco use and current use of any of the
following substances: marijuana, cocaine, stimulants,
heroin, sedatives or painkillers not prescribed by a
physician. We created a variable for each individual
indicating the total number of lifetime incarcerations
(in juvenile detention facilities, jails and state or federal
prisons) and total time incarcerated in years. We created
a dichotomous variable capturing any contact with correctional healthcare based on responses to the question,
“The last time you were incarcerated, how many times
did you see a doctor or a nurse when you requested to
see one?” Finally, similar to our independent variable, we
defined self-reported lifetime history of racial/ethnic discrimination by healthcare workers as any affirmative response to the following question: “How often have you
been treated unfairly by people in helping jobs (like doctors, nurses, psychiatrists, case workers, dentists, school
counselors, or social workers) because of your race/ethnic group?”
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Statistical analysis

We used t tests or Wilcoxon rank-sum tests for bivariate
comparisons of continuous data and chi-square tests for
bivariate comparisons of proportions. We created three
sets of logistic regression models to examine the association of self-reported criminal record discrimination by
healthcare workers with each dependent variable. In the
first set, we generated unadjusted odds ratios and 95%
confidence intervals (Model 1). In the second set, we adjusted for age, race/ethnicity, insurance status, recent
contact with correctional healthcare and total time incarcerated (Model 2). Total time incarcerated was logarithmically transformed to account for the nonlinear
nature of the measure. We selected covariates based on a
priori hypotheses of the characteristics likely to confound
the association of interest. These hypotheses were guided
by literature documenting differences in both discrimination and healthcare utilization according to age, race/ethnicity and socioeconomic status (Kessler et al. 1999; Wang
et al. 2013). Additionally, we hypothesized that both total
exposure to incarceration and recent contact with correctional healthcare are associated with both discrimination
and healthcare utilization (Mellow & Greifinger 2007;
Patterson 2013). Finally, in Model 3, we further adjusted
for both self-reported racial/ethnic discrimination by
healthcare workers as well as the interaction between both
discrimination variables. We examined this interaction
based on prior evidence of an additive effect of these stigmatized characteristics in other domains such as employment (Pager et al. 2009a). We performed all analyses using
SAS version 9.3 (SAS Institute Inc, Cary, NC). All p values
are 2-tailed. We considered p < 0.05 significant.

Results
Overall, 42% of participants reported a lifetime history
of criminal record discrimination by healthcare workers
(Table 1). Among those reporting criminal record discrimination by healthcare workers, 68% also attributed racial/ethnic discrimination to healthcare workers (p < .001).
Individuals reporting criminal record discrimination by
healthcare workers were significantly older (mean age,
42.3 vs. 38.6, p = 0.01), more likely to have obtained postsecondary education (26% vs. 11%, p = 0.03) and had a
more extensive incarceration history (median years incarcerated, 16 vs. 9, p = 0.002) compared with individuals
reporting no criminal record discrimination. Criminal record discrimination varied across racial/ethnic groups as
56% of White participants reported discrimination based
on criminal record compared to 41% of Black participants
and 39% of those of other race/ethnicities, respectively
(p = 0.48). Finally, individuals reporting criminal record
discrimination by healthcare workers were more likely to
report a psychiatric diagnosis (45% vs. 38%, p = 0.43) and
to report a healthcare visit during their most recent
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Table 1 Characteristics of total sample and sample stratified by self-reported lifetime healthcare discrimination based
on criminal record
Total sample (N = 172) Any reported discrimination (N = 73) No reported discrimination (N = 99)
Age (years) (mean, SD)*

40.2 (9.0)

42.3 (8.3)

38.6 (9.3)

Black

73%

71%

75%

White

10%

14%

8%

Race/ethnicity

16%

15%

17%

Uninsured

49%

42%

54%

Unemployed

80%

79%

80%

Less than high school

33%

33%

33%

High school diploma or GED

49%

41%

56%

Postsecondary education

17%

26%

11%

Any medical diagnosis‡

74%

77%

73%

Any psychiatric diagnosis§

41%

45%

38%

Current tobacco use

74%

75%

74%

Current drug use ║

56%

58%

55%

Number of times incarcerated (median, IQR)*

24 (14–40)

28 (15–41)

20 (12–37)

Number of years incarcerated (median, IQR)*

11 (7–18)

16 (10–19)

9 (6–15)

Healthcare visit during last incarceration

67%

75%

62%

Any reported racial/ethnic discrimination*

44%

68%

25%

Other race†

Education*

Medical history

Substance use history

Incarceration history

SD = Standard deviation; IQR = Interquartile range.
*p < .05.
†
Includes Latino (N = 15), Native American (N = 7) and Other (N = 6).
‡
Includes any diagnosis of asthma, diabetes, hypertension, epilepsy, sickle cell anemia, heart disease, obesity, HIV, hepatitis C, arthritis, cancer, tuberculosis, emphysema,
sexually transmitted infection or stomach or digestion problems.
§Include any diagnosis of anxiety, depression or post-traumatic stress disorder.
║ Includes current use of any of the following: marijuana, cocaine, stimulants, heroin, sedatives or painkillers not prescribed by a physician.

incarceration (75% vs. 62%, p = 0.07) though these associations were not statistically significant.
In unadjusted analyses, self-reported criminal record
discrimination by healthcare workers was significantly
associated with frequent ED utilization (37% vs. 16%%;
p = .002) but not with infrequent primary care utilization
(30% vs. 24%%; p = .39). Reported utilization did not
differ among participants who also reported racial/ethnic discrimination by healthcare workers compared to
those who reported criminal record discrimination only
(Figure 1). Model 1 presents these unadjusted associations
as crude odds ratios for criminal record discrimination
(Table 2). In multivariable analyses adjusting for sociodemographic and correctional characteristics (Model 2),
self-reported criminal record discrimination by healthcare
workers remained significantly associated with frequent
ED utilization (odds ratio [OR] 2.7, 95% confidence interval [CI] 1.2-5.8) but not infrequent primary care utilization
(OR 2.1, 95% CI 0.9-4.5). In Model 3, the association

between criminal record discrimination by healthcare
workers and frequent ED utilization (OR 2.7, 95% CI
1.1-6.3) was not attenuated by adjustment for selfreported racial/ethnic discrimination and the interaction
between the two forms of self-reported discrimination. Of
note, racial/ethnic discrimination by healthcare workers
was significantly associated with infrequent primary care
utilization (OR 2.5, 95% CI 1.1-5.8) but not frequent ED
utilization.

Discussion
In this cross-sectional study of 172 recently released
male prisoners, we found that 42% reported a lifetime
history of criminal record discrimination by healthcare
workers. To our knowledge, criminal record discrimination by healthcare workers has not previously been examined. Prior studies have reported rates of general
societal discrimination based on criminal record between
34-51% (Crawford et al. 2013; Young et al. 2005). These
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45%

p=0.002
p=0.80

40%

35%

p=0.39

30%

Both criminal record and
racial/ethnic discrimination
(N=50)

25%

Criminal record
discrimination only
(N=23)

p=0.97

No criminal record
discrimination
(N=99)

20%

15%

10%

5%

0%

Infrequent Primary Care

Frequent ED Visits

Figure 1 Healthcare utilization stratified by self-reported criminal record and racial/ethnic discrimination by healthcare workers.
ED = Emergency Department. P values represent pairwise comparisons using chi-square test. Groups are mutually exclusive.

interactions with doctors, nurses, psychiatrists and other
healthcare workers.
Our study adds to a growing field of research on discrimination in healthcare. To date, much of this work
has examined discrimination attributed to race/ethnicity

studies were conducted among active drug users in
New York City and assessed self-reported discrimination
based on criminal record in any setting. Our findings support and extend this work by focusing on self-reported
discrimination based on criminal record experienced during

Table 2 Multivariable logistic regression models estimating the association between self-reported criminal record
discrimination by healthcare workers and healthcare utilization
Infrequent primary care utilization (N = 46)

Criminal record discrimination
Age (years)

Frequent ED utilization (N = 43)

Model 1

Model 2

Model 3

Model 1

Model 2

Model 3

Crude OR
(95% CI)

AOR
(95% CI)

AOR
(95% CI)

Crude OR
(95% CI)

AOR
(95% CI)

AOR
(95% CI)

1.3 (0.7–2.7)

2.1 (0.9–4.5)

1.6 (0.7–3.8)

3.0 (1.5–6.2)*

2.7 (1.2–5.8)*

2.7 (1.2–6.2)*

---

1.0 (0.9–1.0)

1.0 (0.9–1.0)

---

1.1 (1.0–1.1)

1.1 (1.0–1.1)

Race/ethnicity
Black

---

REF

REF

---

REF

REF

White

---

0.9 (0.3–3.2)

1.0 (0.3–3.4)

---

1.8 (0.6–5.3)

1.8 (0.6–5.4)

Other race

---

2.3 (0.9–5.6)

2.1 (0.8–5.3)

---

1.2 (0.4–3.5)

1.2 (0.4–3.4)

Uninsured

---

2.8 (1.3–5.9)*

2.9 (1.3–6.3)*

---

0.6 (0.3–1.2)

0.5 (0.2–1.1)

Correctional care during recent incarceration

---

0.4 (0.2–0.8)*

0.3 (0.1–0.6)*

---

1.2 (0.5–2.7)

1.2 (0.5–2.7)

Total days incarcerated (log)

---

1.0 (0.6–1.7)

1.0 (0.5–1.7)

---

0.8 (0.5–1.3)

0.7 (0.4–1.2)

Racial/ethnic discrimination

---

–

2.5 (1.1–5.8)*

---

---

1.2 (0.5–2.7)

AOR = Adjusted odds ratio; CI = Confidence interval.
*p < .05.
Model 2: Logistic regression models adjusted for age, race/ethnicity, insurance status, total time incarcerated (log) and correctional healthcare contact during
recent incarceration.
Model 3: Adjusted for all Model 2 covariates plus self-reported racial/ethnic discrimination and interaction between criminal record and racial/ethnic discrimination.
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(Krieger 1999). Across these studies, Blacks and Latinos
more frequently report race/ethnicity-based discrimination as was the case in our sample (data not shown)
(Shavers et al. 2012). Discrimination based on criminal
record demonstrated a different pattern in our sample,
however, as more than half of White participants reported criminal record discrimination compared to 41%
of minority participants. Also, individuals who reported
a history of healthcare discrimination based on criminal
record were more likely to have obtained some postsecondary education.
Both findings may reflect the increased salience of the
experience of discrimination among these relatively
advantaged groups. These groups may also have experienced discrimination for the first time due to incarceration. Alternatively, less advantaged groups may be less
likely to report discrimination because it is a common
event in their lives. Groups with lower social statuses,
such as racial minorities or those with lower education
levels, often experience discrimination prior to incarceration and higher levels of discrimination overall compared with higher social status groups (Williams &
Mohammed 2009). Further, among groups with multiple
stigmatized identities (e.g., a high school dropout and an
ex-prisoner), there may be some uncertainty as to which
stigmatized characteristic to attribute an experience with
discrimination (Major & O’Brien 2005). These multiple
stigmatized identities may have an additive, negative effect on healthcare experiences as has been demonstrated
in studies examining experiences in the job market
(Pager 2003; Pager et al. 2009a) though we did not find
evidence of a significant interaction between criminal
record and racial/ethnic discrimination in this sample.
Individuals who reported a history of criminal record
discrimination by healthcare workers were older and had
more extensive incarceration histories. This finding may
reflect greater time spent incarcerated and therefore at
risk of discrimination associated with incarceration. Alternatively, unmeasured factors associated with length
and frequency of prior incarceration may also be associated with self-reported discrimination. For example,
more serious criminal offenses result in longer sentences
and may be associated with differential or “unfair” treatment by healthcare workers. Longitudinal linkages between more granular criminal justice and health-related
data, though challenging, are essential both for testing
such a hypothesis as well as for clinical quality improvement (Matejkowski et al. 2012).
In this examination of the relationship between criminal record discrimination by healthcare workers and
healthcare utilization, we found an association between
self-reported criminal record discrimination by healthcare workers and increased ED utilization after adjustment for clinically relevant covariates and self-reported
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racial/ethnic discrimination. This finding has several potential explanations. The ED is often the initial point of
contact for incarcerated individuals who need to be
transferred outside the correctional system to receive
healthcare. Providers caring for a patient in an orange
jumpsuit and shackles likely bring biases, whether explicit or implicit, to these encounters. Implicit, or unconscious, bias based on race/ethnicity has been shown to
negatively impact patient-provider interactions and deserves further study in the context of the care of incarcerated patients (Cooper et al. 2012). Alternatively,
ex-prisoners in the community who perceive discrimination in healthcare settings may choose to utilize the ED
more frequently given the episodic, relatively anonymous
nature of these interactions. In general, while disparities
in emergency care have been documented (Pletcher
et al. 2008), patient-reported discrimination of all kinds
in emergency settings requires further study.
Similar to prior studies, we also found a significant association between discrimination based on race/ethnicity and
infrequent primary care utilization. Prior work has shown
that self-reported racial/ethnic discrimination is associated
with decreased adherence to recommended care, decreased
utilization of preventive services and barriers to patientprovider communication (Benjamins 2012; Blanchard &
Lurie 2004; Casagrande et al. 2007; Hausmann et al.
2011; Hausmann et al. 2008; Trivedi & Ayanian 2006;
Van Houtven et al. 2005) though these studies have not
included former prisoners. Contrary to our hypothesis,
we did not find an association between criminal record
discrimination by healthcare workers and infrequent primary care utilization. We believe the impact of criminal
record discrimination on the patient-provider relationship
warrants further study given its potential to both mediate
the significant health risks following release from prison
as well as to provide a point of intervention to improve
health outcomes for this vulnerable group.
The results of this study should be considered in light of
its limitations. First, study data are cross-sectional and
therefore do not allow inferences of causation. Though we
hypothesized that experiences of criminal record discrimination affect healthcare utilization patterns, we cannot
rule out reverse causation, in which greater ED utilization
increases exposure to criminal record discrimination. This
latter explanation would still highlight a need to better
understand the healthcare experiences of individuals in
correctional custody, particularly those experiences occurring in ED settings. Second, participants were each in
male-female relationships, were recently released from
prison and were recruited from a single region in California and therefore may not be generalizable to other exprisoner populations or settings. Specifically, men in romantic relationships report less discrimination than their
counterparts not in relationships (Kessler et al. 1999).
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However, recent release from prison may make experiences of discrimination more salient and thereby overestimate this exposure compared to individuals with more
remote criminal justice involvement (Kressin et al. 2008).
Of note, important attributes of our study sample such as
rates of common chronic diseases and reported use of correctional healthcare are similar to those found in the
prison population nationally (Wilper et al. 2009). Third,
the small size of our sample raises the possibility of a Type
II error. Inclusion of individuals with criminal justice involvement and assessment of criminal history in larger
data collection efforts is needed (Ahalt et al. 2012). Next,
the survey tool used to measure discrimination based on
criminal record in our study was adapted from a validated
measure previously used to assess racial/ethnic discrimination, the General Ethnic Discrimination Scale. The findings of this pilot study are hypothesis-generating but do
highlight the need for such instruments to be validated in
criminal justice populations. Finally, as validated measures
of healthcare utilization were not present in our data, we
used the most clinically relevant utilization outcomes
available. Further study using validated measures and confirmed by medical record or claims data is needed.

Conclusion
In conclusion, in a sample of 172 recently released male
prisoners, we found that self-reported criminal record discrimination by healthcare workers was associated with increased ED utilization after adjusting for reported racial/
ethnic discrimination and other potential confounders. We
also identified a non-significant trend toward an association between this experience of discrimination and decreased utilization of primary care services. We believe our
findings may have implications for both providers as well
as for policy makers. Understanding the factors that influence the healthcare utilization of ex-prisoner populations
will become increasingly relevant as health insurance expansions result in Medicaid eligibility for nearly 250,000 individuals leaving correctional facilities each year (Cuellar &
Cheema 2012). More than 40% of ex-prisoners in this
study reported a history of healthcare discrimination based
on criminal record, and patterns of healthcare utilization
varied based on participants’ experiences with discrimination. For healthcare workers and policymakers alike,
greater understanding of criminal record discrimination
may offer opportunities to increase patient engagement
and improve access for this vulnerable population.
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