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Walter Jordan, a 67-year-old man incarcerated in Arizona, died in
“excruciating needless pain” from a cancer that could have been treated if he
received timely medical attention.' Nine days before his death, he sent a
handwritten plea titled “Notice of Impending Death” to a federal court, warning
that delays in his treatment left him with little time to live.?

Antonio Arnez Smith, a 45-year-old incarcerated man in Alabama, faced
similar neglect.’ By the time he was granted medical furlough, he was severely
emaciated, in extreme pain, and covered in bed sores.* Smith’s condition had
deteriorated to the point that he could not lift his head.®> He died just four days
after his release, leaving his family questioning why he had not been provided
earlier medical intervention.®

George Hawkins, Jr., a person with whom the author personally
communicated, endured months of untreated dental pain in a Virginia prison.’
Despite following every proper step—seeking medical attention, documenting
his suffering, and filing grievances—his condition worsened.® By the time he
was finally treated, his teeth were beyond repair and required extraction, a
preventable outcome of prolonged neglect.’

Access to adequate health care in prisons remains a persistent challenge,
often turning manageable conditions into life-threatening situations. These
cases highlight systemic gaps in prison health care that lead to unnecessary
suffering. Part I of this Note examines the constitutional and statutory
framework governing inmates’ right to medical care and the historical evolution
of correctional health standards. Part II analyzes the structural and systemic
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failures that persist under that framework, including chronic understaffing,
inadequate oversight, and the public health consequences of incarceration. Part
IIT examines the role of private health care contractors and the regulatory gaps
that allow substandard care to persist despite constitutional mandates. Part IV
proposes a comprehensive reform agenda grounded in administrative law,
arguing that state legislatures and correctional agencies must mandate
accreditation, expand technology-driven care delivery, and restructure financial
incentives to align contractor behavior with the constitutional obligation to
provide adequate health care. Part V concludes.

Correctional health care reform is not merely a matter of prison
administration; it is a matter of public health infrastructure. State policymakers
must move beyond reactive constitutional compliance and adopt administrative
mandates that institutionalize accountability, transparency, and evidence-based
care. Doing so protects not only incarcerated individuals, but also the
communities to which they return.

I. INTRODUCTION

There are four basic purposes of criminal punishment: deterrence,
incapacitation, just punishment, and rehabilitation.!® Among these objectives,
rehabilitation is distinct in its focus on changing behaviors to reduce
recidivism.!! While the primary legal justification for providing medical care in
correctional facilities stems from constitutional protections rather than
rehabilitative goals, access to adequate health care can support rehabilitation by
addressing physical and mental health conditions that might otherwise hinder
reintegration into society.!? “The U.S. Constitution requires [all] prison officials
to provide all state and federal prisoners as well as pretrial detainees . . . with
adequate medical care.”® Yet, state and federal prisons have long struggled to
provide sufficient medical care, resulting in preventable deaths that receive little
scrutiny.'

In its 1976 decision, Estelle v. Gamble, the Supreme Court held that
“deliberate indifference to serious medical needs” constitutes “cruel and unusual
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punishment” under the Eighth Amendment.'> However, subsequent cases, such

as Farmer v. Brennan (1994), have underscored that “deliberate indifference”
requires a subjective recklessness standard: prison officials must be shown to
have been aware of and consciously disregarded substantial risk to inmate
health.'® Therefore, mere negligence is insufficient to meet this high burden.!’

This Note examines how deficiencies in correctional health care persist
under current legal and regulatory frameworks and proposes a comprehensive
approach to enhance health care standards. While cases like those of Walter
Jordan, Antonio Arnez Smith, and George Hawkins illustrate the human cost of
systemic failures, the proposed framework emphasizes legislative reforms,
accreditation mandates, and technology-driven solutions that transcend the
challenging standard set by Estelle. This Note focuses on prisons rather than
jails, as prisons hold individuals for longer periods, which provides a greater
opportunity to implement systemic health care improvements and rehabilitative
policies. By exploring constitutional and statutory shortcomings, analyzing the
role of private health care providers, and focusing on public health and ethical
obligations, this Note seeks to balance inmates’ health care rights with the
practical realities of correctional facilities.

II. UNDERSTANDING HEALTH CARE IN CORRECTIONAL SETTINGS

This section explores the current state of health care in U.S. prisons by
examining its evolution and the legal foundations that shape it today. By
exploring these aspects, this section uncovers the challenges and opportunities
in providing adequate health care to incarcerated individuals, as well as the
broader implications for justice and public health.

A. Contemporary State of Health Care Delivery in U.S. Prisons

“Health care behind bars is bad even in the best scenarios.”'® With an aging
prison population, the strain on these already failing systems continues to
grow.!” Studies have shown that a fifty-nine-year-old in prison has the same
morbidity rate as a non-incarcerated seventy-five-year-old, with earlier onset
cognitive decline and higher mortality rates.”’ Many so-called “natural deaths”
in prison have been linked to medical neglect rather than aging itself.?!

Access to medical care in prisons is severely limited, in part due to the
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exclusion of incarcerated individuals from Medicaid coverage.??> Additionally,
prison medical personnel often face ethical and operational conflicts, where
institutional policies sometimes override patients’ health needs.?® In some cases,
this means clearing individuals for punitive measures, like solitary confinement,
despite its well-documented adverse health effects.?*

1. Oversight and Accreditation Efforts

Organizations such as the National Commission on Correctional Health
Care (“NCCHC”) have established standards for correctional health care in an
effort to improve oversight and accountability® These standards address:
governance and administration; health promotion, safety, and disease
prevention; personnel and training; ancillary health care services; patient care
and treatment; special needs and services, and medical-legal issues.?® The
NCCHC also offers a Certified Correctional Health Professional (“CCHP”)
certification for health care professionals working in correctional facilities.?” In
2017, the NCCHC expanded access to its CCHP certification through
nationwide computer-based testing sites.”® The CCHP credential signifies a
provider’s mastery of NCCHC standards and commitment to quality patient care
in correctional settings.?’” While accreditation establishes essential guidelines
for correctional health care, the integration of innovative technologies, such as
telemedicine and electronic health records (“EHR”), has become a crucial
component in improving health care access and continuity for incarcerated
individuals.
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2. Role of Telemedicine and Electronic Health Records (EHR)
a. Telemedicine

Telehealth serves as an alternative approach to conventional care across a
range of health care disciplines, particularly for populations with limited access
to health care services, such as those in rural and remote communities.>* The
term “telehealth” refers to the delivery of health services at a distance using
information and communication technologies, encompassing patient and
professional education, health care administration, and clinical services.!
Telemedicine, a subset of telehealth, specifically involves remote clinical care.*
It can operate in two primary forms: synchronous (real-time consultations using
videoconferencing) and asynchronous (technologies that allow medical data,
such as images and diagnostic test results, to be reviewed later).*

Within correctional facilities, telemedicine has emerged as a viable solution
for improving health care access, particularly in overcoming logistical and
security barriers to in-person consultations.** Studies show that telehealth can
be as effective as conventional care, offering benefits such as reduced
transportation costs, improved access to specialists, and more timely medical
interventions.* It provides remote consultations with medical professionals and
is utilized for both routine and urgent care.*® Research dating back to the 1990s
demonstrated the effectiveness of telemedicine in correctional settings, and by
2011, it had been widely adopted across the United States, especially in rural or
isolated areas.’’

Despite these benefits, telehealth implementation in prisons faces
significant challenges. Many facilities struggle with technological limitations,
inconsistent internet connectivity, and concerns about patient confidentiality.*®
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Institutional hesitancy, inadequate infrastructure, and restrictive security
protocols further limit its effectiveness.* Additionally, the success of virtual
consultations depends on the willingness of both medical providers and
incarcerated individuals to engage with telehealth systems.** While telehealth is
not a complete replacement for in-person care, optimizing its use—through
improved training, standardized procedures, and stronger institutional
support—could help bridge critical gaps in correctional health care and ensure
more equitable access to medical treatment.

b. Electronic Health Records (EHR)

The evolution of medical records in correctional health care reflects broader
technological advancements in health care technology and standards.
Historically, prisons relied on paper-based records, with physical files stored in
cabinets and lab results manually attached to patient charts.*! However, the shift
to EHRs has revolutionized correctional health care by improving accessibility,
efficiency, and continuity of care.*> The NCCHC has supported this transition
by updating its standards to emphasize the use of EHRs, ensuring compliance
with privacy, security, and confidentiality regulations.* EHRs offer several
advantages in correctional settings, including improved care coordination,
reduced redundant testing, and better documentation.* While patient portals are
widely available in free-world health care systems, incarcerated individuals
often lack access to their own medical records, creating barriers to continuity of
care upon release.*

Despite these benefits, several challenges hinder the full implementation of
EHRs in correctional facilities. A case study of the New York City jail system
illustrates both the advantages and difficulties of adopting EHRs.*® One major
challenge is correctional institutions’ reluctance to invest in health information
infrastructure, largely due to concerns over legal liability, security risks, and
financial constraints.*” Furthermore, interoperability issues, specifically the
ability of jail-based EHRs to integrate with external health care systems, remain
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a significant barrier because they impede seamless tracking. Studies highlight
that the lack of data sharing between jail and community health systems
contributes to poor continuity of care, increased risk of recidivism, and
preventable adverse health outcomes among formerly incarcerated
individuals.*®

To fully leverage the benefits of EHRs in correctional health care,
institutions must address security concerns, improve health information
exchange, and ensure that incarcerated individuals have better access to their
medical records upon release. Interoperability improvements between jail health
systems and community providers have been shown to enhance reentry
outcomes, reduce hospitalizations, and facilitate better care coordination.’
Balancing security protocols with the need for effective, continuous health care
is crucial to enhancing the quality of correctional health care.

3. The Consequences of Inadequate Prison Health Care

The failures of prison health care extend beyond incarceration and affect
individuals post-release as well. *° Studies indicate that incarceration
significantly exacerbates health risks.’! For instance, cancer mortality rates are
higher among incarcerated individuals compared to the general population, and
formerly incarcerated individuals face an elevated risk of hospitalization and
death from heart disease.’> Most critically, within the first two weeks of release,
the risk of death is more than twelve times higher than that of non-incarcerated
individuals. * These alarming health disparities highlight the longstanding
deficiencies in correctional health care. To fully understand the challenges
facing incarcerated individuals today, it is essential to examine the historical
evolution of prison health care and the policies that have shaped its
development.

B. Historical Evolution of Correctional Health Care Standards

Eighth Amendment prison litigation was largely absent before the 1960s
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due to several key legal barriers.** Prior to Robinson v. California, the Eighth
Amendment did not apply to the states, meaning state prisoners could not
challenge their conditions under federal constitutional law.*> Additionally,
Monroe v. Pape expanded the scope of 42 U.S.C. § 1983, allowing individuals
to sue state officials for constitutional violations.*® Lastly, Cooper v. Pate
marked a shift in federal court involvement, permitting prisoners to bring
constitutional claims against state prison officials, whereas earlier federal courts
had generally deferred to state prison management.’’ These rulings dismantled
the legal barriers that prevented prisoners from pursuing Eighth Amendment
claims, setting the stage for a wave of prison litigation in subsequent decades.*®
However, the systematic deficiencies remained, especially with the Social
Security Act (“SSA”) Amendments of 1965, which created Medicare and
Medicaid but explicitly prohibited these federal programs from subsidizing
health care in jails and prisons.*® This omission was significant because it
exempted correctional health care systems from quality oversight mandates.®
Early anecdotal and scientific evidence studies found that incarcerated
individuals often entered correctional facilities in poor health and that prisons
lacked adequate health care to address their medical needs.®' As research on
correctional health care began emerging around 1970, many early reports were
often based on anecdotal evidence rather than experimental data.®* Moreover,
the few studies that attempted to field-test issues in prison health care delivery
were plagued by methodological flaws.® Despite these shortcomings, these
studies consistently highlighted key findings: incarcerated individuals suffered
from higher rates of chronic illnesses, substance use disorders, and mental health
conditions compared to the general population.®* Additionally, many facilities
lacked even basic medical services, and the conditions within prisons and jails
often exacerbated existing health problems. Although imperfect, these early
studies were instrumental in exposing systemic deficiencies and shaping future
discussions on prison health care reform.®
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In the early 1970s, prominent organizations such as the American Public
Health Association (“APHA”), the American Bar Association (“ABA”), and the
American Medical Association (“AMA”) began advocating for improved prison
health care standards.®® Recognizing the growing urgency of these issues, the
American Civil Liberties Union (“ACLU”) launched its National Prison Project
in 1972 to address systemic deficiencies in correctional health care.®” Two years
later, the Commission on Accreditation for Corrections (“CAC”), the official
accrediting body of the American Correctional Association (“ACA”), was
established to promote accountability and quality in correctional facilities.®® The
CAC brought together a diverse group of professionals across various fields,
including adult and juvenile corrections, probation, parole, and correctional
health services.®

After the Supreme Court’s decision in Estelle v. Gamble, efforts to reform
correctional health care gained traction.” In 1977, the AMA held its first
National Conference on Improved Medical Care and Health Services, now
known as the National Conference on Correctional Health Care.” This event set
the stage for the publication of the AMA’s first set of health standards for
prisons and juvenile confinement institutions in 1979.7 By 1983, the National
Commission on Correctional Health Care (“NCCHC”) was established to
develop standards and accreditation policies, further solidifying the foundation
for improved correctional health care.” Later, in 1989, the Journal of
Correctional Health Care was introduced, providing a peer-reviewed platform
to advance research and best practices in this field.”

C. Constitutional and Legislative Foundations of Prison Health Care
1. The Constitutional Basis for Prison Health Care

The Eighth Amendment of the U.S. Constitution prohibits cruel and unusual
punishment, a principle that extends to the medical care of incarcerated

66. Susan Reverby, Can There Be Acceptable Prison Health Care? Looking Back on the
1970s, 134 PuB. HEALTH REP. 89, 90 (2019).

67. American Civil Liberties Union (National Prison Project), BARBARA MCDOWELL SOC.
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individuals.” The Supreme Court first addressed this issue Estelle v. Gamble, a
landmark case that set the constitutional standard for prison health care.” In
Estelle, the Court ruled that deliberate indifference to a prisoner’s serious
medical needs constitutes cruel and unusual punishment under the Eighth
Amendment.”” However, the Court distinguished between medical malpractice
and constitutional violations, emphasizing that negligence alone does not meet
the constitutional threshold for an Eighth Amendment violation.”®

J.W. Gamble, an inmate of the Texas Department of Corrections, filed a
lawsuit under 42 U.S.C. § 19837 arguing that prison officials violated his
constitutional rights by providing inadequate medical care following an injury
sustained during prison labor.*® While the Court acknowledged that prisoners
have a constitutional right to medical care, it found that Gamble’s treatment did
not rise to the level of deliberate indifference because medical personnel saw
him multiple times.?' Justice Thurgood Marshall, writing for the majority,
reaffirmed that the Eighth Amendment embodies “broad and idealistic concepts
of dignity, civilized standards, humanity, and decency . . .,” against which penal
measures must be evaluated.® The Court relied on this reasoning to explain why
prison health care must meet evolving standards of decency.® However, the
ruling carefully limited the scope of constitutional claims, making it clear that
not every instance of inadequate medical treatment constitutes an Eighth
Amendment violation.®*

For a claim to succeed, an inmate must prove more than an accident, medical
negligence, or an inadvertent failure to provide care.®® The Court clarified that
an accident, even if it causes suffering, does not constitute cruel and unusual
punishment.®® Likewise, an unintentional failure to provide medical care, no
matter how harmful, does not meet the standard of “wanton infliction of
unnecessary pain.”®” Medical malpractice claims are governed by state law,
rather than the Eighth Amendment.®® Thus, a complaint about a physician’s
negligence in diagnosing or treating a medical condition is not a valid claim of

75. U.S. CoNsT. amend. VIII; Gabriel B Eber, Using the Constitution to Improve Prisoner
Health, 99 AM. J. PUB. HEALTH 1541, 1541-42 (2009), https://pmc.ncbi.nlm.nih.gov/articles/
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78. Id. at 106.
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81.1d. at 97.

82. Id. at 102 (citing Jackson v. Bishop, 404 F.2d 571 (8th Cir. 1968)).
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87. Id. at 105-06.
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medical mistreatment under the Eighth Amendment.® This distinction
underscores why proving a Constitutional violation in the context of prison
health care is particularly challenging. A prisoner must demonstrate that
officials were aware of a serious medical need and deliberately failed to address
it.

Another significant decision that broadens the scope of Eighth Amendment
prison claims is Helling v. McKinney.”® The Supreme Court held that McKinney
could base his Eighth Amendment claim on the potential future health risks of
exposure to environmental tobacco smoke.”’ This ruling was pivotal in
establishing that prison officials have a constitutional duty to address not only
immediate health concerns but also conditions that pose a substantial risk of
serious harm over time.?> By recognizing the importance of preventative
measures, Helling reinforced the principle that deliberate disregard for an
inmate’s long-term well-being can constitute cruel and unusual punishment
under the Eighth Amendment.

2. Statutory Barriers and Prisoners’ Rights Litigation

Despite the constitutional protections recognized in Estelle, statutory
barriers continue to complicate prisoners’ ability to bring Eighth Amendment
claims.”® One of the primary legal mechanisms for asserting such claims is 42
U.S.C. § 1983, a statute originally enacted as part of the Ku Klux Klan Act of
1871 to combat racial violence and state-sanctioned civil rights violations
during Reconstruction.”® However, for much of the 20th century, § 1983
remained largely dormant as a tool for litigation against state officials. This
changed with Monroe, in which the Supreme Court broadly interpreted the
phrase “under color of state law” to include abuses of authority by public
officials, even when their actions were not explicitly authorized by state law.*
This ruling expanded access to federal courts for plaintiffs alleging
constitutional violations by state actors, including prison commissioners and
wardens.”® Yet, despite this broader interpretation, prevailing on a § 1983 claim
remains challenging, as plaintiffs must demonstrate that a state official deprived
them of a constitutional right and substantiate their claim with specific factual
evidence rather than conclusory allegations.’’
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Congress first authorized federal oversight of prison conditions through the
Civil Rights of Institutionalized Persons Act (“CRIPA”), which allows the
Attorney General to bring civil actions against state institutions exhibiting a
pattern or practice of egregious constitutional violations.’® However, individual
prisoners do not have a private right of action under CRIPA; instead, they must
rely on 42 U.S.C. § 1983 for personal claims.” In 1996, Congress imposed
significant restrictions on prisoner lawsuits by enacting the Prison Litigation
Reform Act (“PLRA”), fundamentally altering how incarcerated individuals can
bring constitutional claims.!” The PLRA governs civil actions filed by
incarcerated individuals regarding prison conditions. The Act imposes several
procedural “constraints designed to prevent sportive filings in federal court.”!"!

Courts are required to conduct an early screening of prisoner complaints,
dismissing those deemed “frivolous, malicious, or [that] fail to state a claim
upon which relief may be granted.”'** Additionally, prisoners must fully exhaust
all available administrative remedies before filing a federal lawsuit.!®® Even
when grievances are ignored or delayed by prison officials, prisoners may still
be required to navigate the full appeals process before their claims are
considered properly exhausted.'* Further, the statute imposes a physical injury
requirement, barring claims for mental or emotional harm unless the prisoner
can demonstrate a prior showing of physical injury or the commission of a
sexual act—a restriction that significantly limits recovery for claims involving
psychological trauma.!%

Another problematic provision of the PLRA relates to attorney’s fees.!%
The statute caps attorney compensation at 150% of the monetary judgment
awarded, which can result in drastically low fees even in cases where a prisoner
prevails on a meritorious constitutional claim.!”” This provision creates a
disincentive for attorneys to take on prisoner rights cases, effectively reducing
access to legal representation for incarcerated individuals wishing to challenge
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browse/essay/amdt8-4-7/ALDE 00000966/ [https://perma.cc/ZH7Y-AS57L] (last visited Mar. 9, 2025)
[hereinafter Constitution Annotated]; 42 U.S.C. § 1997 et seq.

99.42 U.S.C. § 1997¢(a).

100. Constitution Annotated, supra note 98; 42 U.S.C. § 1997e¢.

101. Skinner v. Switzer 562 U.S. 521, 535 (2011); 42 U.S.C. § 1997e.

102.28 U.S.C § 1915A.

103.42 U.S.C § 1977e(a).

104. CoLuMBIA HUM. RIGHTS L. REV., A JAILHOUSE LAWYER’S MANUAL ch. 14 (13th ed.
2024), https://jlm.law.columbia.edu/a-jailhouse-lawyers-manual-13th-edition/ [https://perma.cc/
UEF3-EMSY].

105. See 42 U.S.C.§ 1977¢(e); Haleigh Hoskins, Access Denied: Amending the Prison
Litigation Reform Act’s Administrative Remedy and Physical Injury Provisions for Cases of
Sexual Assault, CONG. BLACK CAuUcUS FOUND., https://www.cbcfinc.org/capstones/criminal-
justice-reform/access-denied-amending-the-prison-litigation-reform-acts-administrative-
remedy-and-physical-injury-provisions-for-cases-of-sexual-assault/  [https:/perma.cc/NSUA-
GEZ6] (last visited Mar. 16, 2026).

106. See Fenster & Schlanger, supra note 93; 42 U.S.C. § 1997e(d).

107. Fenster & Schlanger, supra note 93.



2026] ENHANCING CORRECTIONAL HEALTH CARE 453

unconstitutional conditions.'® In 2020, incarcerated civil rights plaintiffs were
represented by counsel in only 7.6% of their cases, compared to 89.8% of civil
cases not involving incarceration.!®”

D. Indiana’s Constitutional and Statutory Standards

While the Eighth Amendment and federal statutes like 42 U.S.C. § 1983 and
the PLRA establish the constitutional and procedural framework for prison
health care claims, state law plays a crucial role in defining correctional health
care standards. In Indiana, these standards are shaped by both the state
constitution and statutory regulations, which dictate how health care policies are
implemented within correctional facilities.

Similar to the Eighth Amendment, Article I, § 16 of the Indiana
Constitution states that “cruel and unusual punishments shall not be
inflicted.”!'? Indiana further refines its approach through Indiana Code § 11-
12-4-1, which sets minimum requirements for prison health care, facility
security, and public safety.!'! This statute emphasizes flexibility, allowing
regulations to accommodate local needs while maintaining consistency with
statewide correctional health care policies.!'? The Indiana Department of
Health and the Fire Prevention and Building Safety Commission oversee the
development and enforcement of these standards.!'?

In addition to statutory law, the Indiana Administrative Code (“IAC”)
provides further specificity. Section 210 IAC 3-1-11 outlines health care
standards for the Indiana Department of Correction (“IDOC”), while 210 IAC 7
governs offender health co-payment policies.''* These regulations help structure
health care delivery within Indiana prisons, but modernizing procedures and
integrating new technologies, such as electronic medical records or telehealth
services, could further enhance compliance and improve health care outcomes
for incarcerated individuals.

The case of Stafford v. Carter exemplifies the challenges of aligning
correctional health care practices with both federal constitutional standards and
Indiana’s statutory and regulatory framework.!'> In this case, incarcerated
individuals with chronic Hepatitis C Virus (“HCV”) alleged that IDOC and its
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contracted medical providers systematically denied them access to life-saving
direct-acting antiviral (“DAA”) drugs, violating their Eighth Amendment rights
and state constitutional protections against cruel and unusual punishment.!!®
The court certified a class of all current and future IDOC inmates diagnosed
with chronic HCV, allowing the plaintiffs to challenge IDOC’s policies on a
systemic level. ' This case underscores the importance of ensuring that
Indiana’s correctional health care policies not only meet minimum statutory
requirements but also adhere to evolving medical standards and constitutional
protections.

By aligning correctional health care practices with both Indiana statutes and
administrative regulations, Indiana could strengthen its system while
maintaining consistency with evolving legal and medical standards. Cases like
Stafford v. Carter highlight the need for ongoing oversight and reform to ensure
that incarcerated individuals receive adequate and timely medical care.

III. STRUCTURAL FAILURES AND REFORM IN CORRECTIONAL HEALTH CARE

A. Systemic Health Challenges in Correctional Settings
1. COVID-19

The COVID-19 pandemic exposed major weaknesses in prison health care
by demonstrating the disproportionate impact of infectious diseases on
incarcerated individuals, highlighting systemic vulnerabilities in correctional
health care.''® Between April 2020 and April 2021, the mortality rate inside
American jails was nearly 2.5 times the broader population.'"” However,
inconsistent reporting and data collection make it difficult to assess the full
extent of the crisis.'? These disparities reflect a broader lack of oversight and
accountability in correctional health care, further perpetuating these
inequalities!?! The pandemic also exacerbated resource shortages in correctional
facilities, many of which were unable to handle the sharp surge in critically ill
patients, leading to delays or denials of medical treatment.'?? Chronic disease
management suffered, with reports indicating that more than 50% of surveyed
countries experienced disruptions in essential health care services, including
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treatments for hypertension, diabetes, and/or cardiovascular conditions!** While
the pandemic devastated correctional health care systems, it also prompted calls
for reform, highlighting the urgent need for preventive health care models,
improved infection control, and better integration of prison health services with
broader public health frameworks.!?*

2. Social Determinants of Health (SDOH) and Incarceration

Incarceration is deeply connected to broader public health and social
inequities. The health challenges begin before imprisonment and persist after
release.'” Preexisting health disparities, combined with the stressors and
environmental conditions of incarceration, contribute to poorer health outcomes
among incarcerated populations.'?® Additionally, the social and economic
consequences of incarceration—such as employment barriers, housing
instability, and lack of post-release medical care—create long-term public
health concerns that extend beyond prison walls.'?” The Social Determinants of
Health (“SDOH”) framework helps explain how socioeconomic instability,
limited health care access, and marginalized backgrounds contribute to the
health disparities seen in incarcerated populations.'?® By viewing incarceration
itself as a social determinant of health, policymakers and health care providers
can better understand the structural changes needed to improve health outcomes
in correctional settings.

According to the World Health Organization (“WHQO”), social determinants
of health are the non-medical factors that influence health outcomes.!* These
factors include “the conditions in which people are born, grow, live, work, and
age.” ' The five key areas of SDOH are health care access and quality,
education access and quality, social and community context, economic stability,
and neighborhood and built environment.'*!

Incarceration itself has been considered a social determinant of health, as it
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disrupts nearly every aspect of an individual’s social and economic stability.!*
Incarcerated individuals disproportionately come from marginalized
communities with existing social and structural inequities, which incarceration
often exacerbates.!** Limited resources and the isolating nature of prison life
can lead to deteriorated health over time.'** Moreover, the stigma of
incarceration reinforces these structural inequities during reentry, creating
additional barriers to employment, housing stability, and post-release health
care.'*> Addressing incarceration as a social determinant of health requires
systemic reforms that extend beyond the prison walls. Adopting holistic, cross-
sector public health approaches to criminal justice policy, improving access to
health care, and addressing the structural inequities that lead to incarceration are
essential to mitigating their long-term impact on individual and community
health.!¥

3. Consequences of Underfunded Medical Services

Correctional health care has long been viewed as a paradox—facilities are
expected to provide meaningful medical services, yet the very nature of
incarceration often undermines health.!*” As one scholar explains, “Understanding
the connection between prisons and health requires us to hold both of these ideas
at the same time: prisons can undermine health and provide meaningful health
care services, and they operate in an environment that insists on both.”!3#

Structural deficiencies in prison health care systems increase this tension,
leading to long waits for care, missed appointments, and inadequate treatment.'*’
In some facilities, chronic understaffing and the absence of consistent
administrative leadership further strain medical services, with reports of nurses
working extended shifts and insufficient personnel to ensure continuity of care.'*
This systemic neglect fundamentally contrasts the rehabilitative mission of

132. Lauren Brinkley-Rubinstein & David H. Cloud, Mass Incarceration as a Social-
Structural Driver of Health Inequities: A Supplement to AJPH, 110 AM. J. PUB. HEALTH S14, S14-
15 (2020).

133. Id.

134. Lauren Brinkley-Rubinstein, Incarceration as a catalyst for worsening health, 1
HEALTH JUsT. 1, 5, 7-8 (2013).

135. Brinkley-Rubinstein & Cloud, supra note 132.

136. STEVE OLSON & KAREN M. ANDERSON, THE EFFECTS OF INCARCERATION AND REENTRY
ON COMMUNITY HEALTH AND WELL-BEING: PROCEEDINGS OF A WORKSHOP ch. 3 (2020),
https://www.nationalacademies.org/read/25471/chapter/4 [https://perma.cc/MZW3-597Y].

137. Jason Schnittker, Michael Massoglia & Christopher Uggen, The ‘Pardox’ of Receiving
Health Care in Prison, UNIV. OF PENN. (Jan. 6, 2023), https://penntoday.upenn.edu/news/Penn-
sociologist-Jason-Schnittker-paradox-receiving-health-care-prison [https://perma.cc/XUZ8-
59XR].

138. 1d.

139. McCann, supra note 22.

140. Overworked and Understaffed Nurses at JCCC: A Resident’s Point of View, MO. PRISON
REFORM (June 12, 2024), https://moprisonreform.org/overworked-and-understaffed-nurses-at-
jece-a-residents-point-of-view/ [https://perma.cc/KM8J-2YYS].



2026] ENHANCING CORRECTIONAL HEALTH CARE 457

correctional institutions. Prisons are intended to prepare individuals for
reintegration in society, yet conditions behind bars frequently contribute to
chronic illness, worsen mental health, and are associated with reduced life
expectancy.'*! This poses a broader public health challenge, as individuals
returning to their communities often do so in worse health, increasing burdens
on social services and health care systems.

Research indicates that continuity of health care during and after
incarceration plays an important role in recidivism reduction.'** When treatment
initiated in prison is continued after release—through mechanisms such as
Medicaid enrollment, medication continuity, and provider linkages—the public
health and recidivism-reduction benefits of correctional health programs are
preserved.'* Conversely, when care is disrupted at the point of reentry, those
benefits may be undermined, increasing instability and adverse outcomes that
complicate reintegration.'**

Addressing these issues requires systemic reforms that prioritize health and
wellness within correctional facilities. Administrative solutions, such as
improved funding allocation, accreditation standards, and expanded health care
services, could help extend life expectancy among incarcerated individuals
while ensuring they reenter society in better health, ready to contribute as
productive members of their communities.

B. Legal and Policy Barriers to Effective Health Care
1. Administrative Law’s Role in Shaping Prison Health Care Standards

Administrative law serves as the backbone for establishing and regulating
health care standards in correctional facilities by defining rules that provide
systemic guidelines supplementing constitutional protections.'*® Unlike the
reactive nature of Eighth Amendment claims, administrative regulations
proactively address the delivery and quality of care, emphasizing consistency
and efficiency across correctional systems.'*® Sub-regulatory policies, such as
agency manuals, guidance documents, and policy statements, further shape
these standards by interpreting and implementing broader regulatory mandates
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without undergoing the full rulemaking process.'*’ Accreditation standards and
policy guidance often function to standardize procedures and clarify
expectations, even where they are not legally binding!*® Their flexibility enables
agencies to adapt to evolving challenges while maintaining oversight that aligns
with constitutional and statutory requirements.

Under the doctrine of Chevron deference, courts historically deferred to an
agency’s reasonable interpretation of ambiguous statutes, recognizing that
agencies possess subject-matter expertise in their respective fields.'*® This
principle allowed agencies, including those overseeing correctional health care,
to establish and implement standards without excessive judicial interference.
However, the recent limitation of Chevron deference raises questions about the
extent of discretion prison medical providers and regulatory agencies now have
in setting health care standards.'>® Without Chevron, courts are more likely to
scrutinize agency decisions, requiring a clearer statutory basis for administrative
rules. This shift increases the burden on agencies to ensure that correctional
health care policies are explicitly authorized by legislation, making them more
vulnerable to legal challenges if they lack clear congressional backing. For
example, Indiana Administrative Code § 210 3-1-11 outlines specific health care
standards for the Department of Correction, ensuring that medical services
provided to incarcerated individuals align with state-mandated requirements.'!
The Indiana Department of Correction’s Health Service Policy, outlined in
Policy 01-02-101, establishes additional guidelines to safeguard the mental and
physical health of incarcerated individuals.'*?> These policies emphasize that
care must be tailored to address serious medical conditions, prioritizing
medically necessary treatment to prevent loss of life, disability, or significant
pain.'>* The policy further mandates the use of clinical judgment by licensed
medical professionals, with the Chief Medical Officer holding ultimate clinical
authority.'>* By setting clear standards within Indiana’s regulatory framework,
these policies reinforce the state’s responsibility to provide constitutionally

147. Hannah L. Cross & Lester J. Perling, The Return of Subregulatory Guidance Reliance,
NELSON MULLINS (Sep. 7, 2021), https://www.nelsonmullins.com/insights/blogs/healthcare
essentials/regulatory compliance/the-return-of-subregulatory-guidance-reliance [https://perma.
cc/53ZB-LK5R].

148. Policies and Procedures, NAT’L COMM’N ON CORR. HEALTH CARE, https://ncche.org/q-
a/policies-and-procedures/ [https://perma.cc/H7RR-2GAK] (last visited May 28, 2026).

149. Chevron, U.S.A., Inc. v. NRDC, Inc., 467 U.S. 837, 865 (1984); Michael R. Blumenthal
et al., The End of Chevron Deference: What Does It Mean, and What Comes Next?, AM. BAR
ASS’N. (Aug. 16, 2024), https://www.americanbar.org/groups/business_law/resources/business-
law-today/2024-august/end-chevron-deference-what-does-it-mean-what-comes-next/
[https://perma.cc/BDV5-QX82].

150. See Loper Bright Enters. v. Raimondo, 603 U.S. 369 (2024).

151. See 210 IND. ADMIN. CODE 3-1-11 (2025).

152. See IND. DEP’T OF CORR., POL’Y & ADMIN. PROC. MANUAL OF POL’YS & PrROCS., 01-02-
101 (Apr. 1, 2022), https://www.in.gov/idoc/files/01-02-101-Health-Services-4-1-2022.pdf
[https://perma.cc/ALL2-J7QG] [hereinafter Indiana Health Services Policy].

153. Id.

154. Id.



2026] ENHANCING CORRECTIONAL HEALTH CARE 459

adequate health care while maintaining state-level administrative oversight.'
Administrative regulations in correctional health care also interface with
accreditation standards set by organizations like the NCCHC, further
emphasizing the collaborative role of administrative frameworks in raising the
quality of inmate health care.'*® Moving forward, administrative solutions must
carefully balance flexibility, cost-efficiency, and accountability to ensure that
regulations are both effective and legally defensible in a post-Chevron
landscape.

However, administrative policies are only as effective as the resources
available to implement them. Recent federal decisions, such as the hiring freeze
imposed by the Trump administration, have exacerbated chronic staffing
shortages within the Bureau of Prisons, leading to severe gaps in medical care.'>’
At FMC Devens, a federal medical center, 24% of Health Services positions
remain vacant, and 39% of Psychology Services roles are unfilled.'*® Such
shortages limit access to necessary medical treatment, undermining the very
administrative safeguards designed to ensure adequate health care. These
deficiencies highlight the fragile balance between administrative oversight and
resource allocation, raising concerns about the sustainability of correctional
health care policies in the face of bureaucratic and political shifts.

2. Privatization’s Negative Impact on Correctional Health Care

The privatization of correctional health care has raised serious concerns
about quality, accountability, and financial incentives. Many state and local
governments contract private companies to provide medical services in prisons
and jails, often prioritizing cost-saving measures over patient care. This model
has led to issues such as understaffing, inadequate medical treatment, and
avoidable deaths. Additionally, private health care providers often operate with
limited oversight, and indemnification clauses shield government entities from
legal liability, reducing incentives for meaningful reform.

a. Challenges in privatized health care

Incarcerated individuals have no say in who provides their medical care, as
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health care services are determined entirely by contracts between private
companies and state or local governments.'*® These contracting decisions are
often driven by budgetary considerations rather than care quality, and because
contracts frequently shield government entities from legal liability, officials
have little incentive to address patient or worker complaints when renewing
them. '

In 2015, only seventeen states had self-operated correctional health care
systems, and thirty-two states contracted at least a portion of their health
services to an outside vendor.'®' Correctional health care in the U.S. is a
multibillion-dollar industry dominated by a handful of large companies,
including private equity-owned Wellpath and YesCare (f/k/a Corizon Health).!®>
The dominance of private equity-owned firms in the market significantly limits
the options available to local governments when selecting providers for
correctional health care services.!® Private equity’s dominance in prison and
jail health care services can be traced back to the industry’s shift toward
privatization in the 1970s.!%* By 2009, approximately 40% of correctional health
care, amounting to $3 billion annually, was managed by private companies.'®
One of the main reasons that prisons and jails turn to private health care
providers is to limit legal liability.!®® This structure is often implemented
through indemnification provisions that make the health care company
responsible for costs, expenses, and liabilities associated with correctional
health care, requiring it to compensate care-related costs and liabilities incurred
by its government-entity client.'®” While state administrative regulations set
standards for correctional health care, private contractors may not always be
subject to the same requirements, particularly if contracts lack enforcement
mechanisms or oversight provisions.!'®® This regulatory gap allows private
providers to operate with varying levels of accountability. In Kansas and
Missouri alone, Corizon held nearly $2 billion in contracts, yet Missouri’s
contract contained no performance penalties or bonuses, and the state collected
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no data on inmate health outcomes, leaving legislators with little ability to
evaluate the contractor’s performance.'® Contracts with private providers often
lack quantified standards for care, such as staffing requirements or protocols
governing hospitalization decisions.!”® The structure of these arrangements has
drawn criticism for allowing government officials to deflect responsibility onto
private contractors, further complicating efforts to ensure consistent health care
standards across facilities.'”!

b. Financial incentives and service cuts

The structure of private correctional health care contracts creates powerful
financial incentives that can work against patient care. The primary objective of
a private equity-owned company is profit maximization, and one of the principal
mechanisms for achieving that goal is cost reduction.!” This dynamic is
particularly evident in correctional health care, where most contracting states
rely on capitated payment models that provide fixed per-person rates regardless
of the volume or intensity of care delivered.!” Under a capitated structure,
vendors receive a fixed payment per individual and bear financial risk when
costs exceed that amount; when spending falls below the rate, contractors retain
the difference.!” This model places a premium on economizing and requires
states to be vigilant in oversight to ensure that savings are not the product of
poor or inadequate care.!”

One documented consequence of cost-driven management is understaffing.
A CNN investigation found that amid a corporate focus on growth and cost
containment, Correct Care Solutions, which now operates as Wellpath,
repeatedly relied on undertrained workers, provided minimal training, and left
facilities short-staffed across dozens of states!”® A former nurse at a Washington
State facility described a medical unit where patient requests went unanswered
and medication errors occurred due to chronic understaffing; these were
conditions she attributed directly to the company’s cost-cutting culture.'”” The
investigation concluded that these failures contributed to substandard care and
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preventable deaths.!”

Private contractors have also reduced costs by assigning workers to perform
tasks beyond the scope of their training and licensure.'” In 2015, Corizon
Health entered into a settlement following the death of an inmate under its care,
agreeing to stop using licensed vocational nurses to perform the work of
registered nurses.'®® Attorneys in the case estimated that for every licensed
vocational nurse deployed in a registered nurse role, Corizon saved
approximately 35% in labor costs.'®!

¢. Accountability and political influence

The relationship between private correctional health care companies and the
public officials who award their contracts has drawn scrutiny from journalists,
watchdog organizations, and federal prosecutors.!®? From 2008 to 2016, Corizon
Health held a contract with Alameda County, California worth more than $264
million, which the Board of Supervisors renewed three times without a
competitive bidding process, each time on the recommendation of the county
sheriff.'®* During that same period, public disclosure records show that Corizon
donated more than $110,000 to the sheriff’s reelection campaigns.'* It was his
single largest campaign donor in each year the company contributed, a pattern
watchdogs argued created at minimum the appearance of a conflict of interest. '
Wellpath has similarly made political contributions to sheriff campaigns across
multiple states, including Louisiana, Texas, Georgia, and others, through its
political action committee.'®® The most egregious example of this dynamic
resulted in a federal criminal conviction. In February 2022, Gerard Boyle,
founder of Correct Care Solutions, was sentenced to three years in federal prison
after pleading guilty to a twelve-year bribery scheme involving cash, gifts,
travel, and campaign contributions exchanged for contract extensions and inside
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bidding information worth more than $3 million per year.'®’

IV. A FRAMEWORK FOR REFORM: MANDATORY ACCREDITATION,
ENFORCEABLE STANDARDS, AND PUBLIC ALTERNATIVES

A. Privatization, Accreditation, and the Path to Reform

The structural failures and accountability deficits documented in Part III
make clear that litigation alone cannot drive meaningful reform. Critics of
privatized correctional health care have argued that the structure of private
contracting can distort incentives away from patient care and toward cost
containment and liability management.'®® Regardless of the specific company
involved, the profit motive in private correctional health care has been
associated with service reductions and staffing constraints that raise concerns
about care quality.'®

Indiana illustrates the continuing reliance on private contractors. In July
2021, Centurion Health began a four-year contract with the Indiana Department
of Administration to provide comprehensive physical health, mental health,
transitional health, and related support services to approximately 25,000
incarcerated individuals across twenty-one state facilities.!

By contrast, several jurisdictions have shifted toward publicly administered
models. In 2015, New York City declined to renew its private contract with
Corizon and transferred management of correctional health services to the
public Health and Hospitals Corporation, citing direct public accountability,
improved oversight, and continuity of care as central goals.'”! Los Angeles
County similarly operates correctional health services through its Department
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of Health Services.!”? Other jurisdictions rely on community- or university-
based models to deliver correctional health care.'*?

Accreditation of correctional health care facilities in the United States
remains voluntary, unevenly distributed, and legally unenforceable as a
minimum standard of care.'” Two primary bodies offer accreditation in this
space. The American Correctional Association, through its Commission on
Accreditation for Corrections, accredits more than 1,300 facilities across the
United States and internationally under its general operational standards.'®® The
NCCHC offers a separate program focused specifically on health care quality,
and its standards have been recognized by courts as among the most rigorous
benchmarks for constitutionally adequate correctional health care; further, these
standards have documented benefits, including reduced liability exposure,
enhanced patient safety, continuous quality improvement, and greater public
accountability.'® Yet no federal law mandates that correctional facilities obtain
health care-specific accreditation, leaving care quality to vary significantly from
one facility to another.!’

Indiana provides a telling example of how this regulatory gap operates in
practice; its continued reliance on private health care contractors, in the absence
of health care-specific accreditation requirements or enforceable contract
performance standards, reflects the broader structural deficiencies this Note
seeks to address.!”® While IDOC policy directs staff to consider NCCHC
standards when developing health care directives, neither Indiana statute nor
administrative regulation requires facilities to obtain NCCHC accreditation.!'”
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As a result, compliance with those standards remains aspirational rather than
legally enforceable. Although some IDOC facilities hold general operational
accreditation through the American Correctional Association, the documented
pattern of care failures across successive private contractors in Indiana
underscores that facility-level ACA accreditation alone is insufficient to ensure
health care quality.?”’ The experiences of New York City and Los Angeles
County suggest that publicly administered models may offer greater structural
accountability, though the relative effectiveness of public versus private models
depends heavily on oversight, funding, and institutional commitment.?%!
Because constitutional litigation is reactive, durable reform must come through
proactive administrative mandates. Even where full public administration is not
politically or fiscally feasible, state legislatures must, at minimum, mandate
health care-specific accreditation, enforce measurable contract performance
standards, and restructure financial incentives to reduce contractors’ incentives
to limit or deny necessary care.’”? Indiana, which already benefits from a robust
medical school infrastructure through Indiana University School of Medicine,
might consider exploring a university-affiliated model similar to those operating
in New Jersey and other states as a longer-term alternative to exclusive reliance
on private contractors.?%

B. Technology-Driven Health Care Innovations
1. Mandating Telehealth Expansion in Correctional Facilities

Telehealth has emerged as an important tool in correctional health care,
improving access to medical services and reducing certain operational costs.?%*
By minimizing the need for resource-intensive transfers to external medical
facilities, telehealth enhances both security and efficiency while ensuring
incarcerated individuals receive timely care?> Research indicates that telehealth
implementation can reduce offsite transports and facilitate improved monitoring
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of chronic conditions.?’® Beyond correctional settings, telehealth technologies
have become widely adopted for their cost-effectiveness and ability to expand
health care access.?’’” The documented cost savings from technology-driven
delivery further strengthen the case for mandated integration. For example, a
statewide specialty care telemedicine program in North Carolina’s prison
system reduced health care expenses by $416,020 within the first six months
and projected net savings of over $1.1 million within the first year.”*® Because
constitutional litigation does not compel modernization and administrative
policy currently treats telehealth as optional, leaving its implementation to
institutional discretion, states must mandate baseline telehealth integration as
part of health care-specific accreditation requirements.>”

2. Requiring EHR Adoption to Improve Care Continuity

A well-integrated EHR system could alleviate inefficiencies in correctional
health care by streamlining medical data management and improving continuity
of care before, during, and after incarceration.?!° Currently, many correctional
facilities still rely on manual recordkeeping despite the fact that records must be
retained for up to twenty years after a patient’s release—a long-term
administrative obligation that electronic systems are better designed to
manage.’!!

For more than a decade, EHR technology has become a cornerstone of
health care in the United States, offering transformative benefits such as
improved care continuity, adherence to evidence-based practices, and reduced
medical errors.?'? The Centers for Medicare and Medicaid Services (“CMS”)
have advanced these objectives through its Medicaid and Medicare EHR
Incentive Program, commonly referred to as meaningful use (“MU”).?"* This
program provides financial incentives to health care providers to adopt,
implement, or upgrade to certified EHR systems and demonstrate their effective
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use in improving patient outcomes.?'* Notably, a 2012 regulatory amendment
extended eligibility under this program to correctional health providers,
meaning that states operating publicly administered correctional health systems
may already be positioned to participate.?’® Extending similar incentive
structures more broadly to correctional facilities, including those operated
through private contractors, could reduce disparities in care between
incarcerated populations and the general public.?!® Because constitutional
litigation does not compel technological modernization and existing policy
leaves EHR adoption to institutional discretion, states must mandate baseline
EHR integration as part of health care-specific accreditation requirements, with
federal incentive funding serving as the mechanism to accelerate compliance.

3. Wearable Technology as a Supplement to Systemic Reform

Recent innovations in wearable technology have introduced new
opportunities for real-time health monitoring in correctional settings, with some
correctional facilities adopting biometric wristbands and remote monitoring
systems capable of tracking heart rate, blood oxygen levels, skin temperature,
and location data.?'” Some facilities have moved beyond general surveillance
tools toward clinically oriented applications. For example, a Florida county jail
is piloting Vivalink’s mobile cardiac monitoring solution to address the needs
of an inmate population frequently presenting with cardiac complaints that its
on-site infirmary lacked the equipment to assess.?!® These technologies hold
genuine potential as continuous vital sign monitoring can reduce the likelihood
of undetected medical emergencies and enable faster responses to acute health
crises.?!’” However, implementation has been uneven and, in some cases,
counterproductive. The Fulton County Jail spent $7.4 million on a biometric
wristband system that was ultimately described as a failure, in part because the
same facility lacked a full-time health care provider, which illustrates that
wearable technology cannot substitute for adequate staffing and basic care
infrastructure.””® Additionally, the data privacy implications of biometric
wearables in correctional settings remain largely unresolved, as it is unclear
whether all correctional technology contractors handle protected health
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information in full compliance with HIPAA.??! HIPAA’s Privacy Rule applies
to incarcerated individuals and extends to health care services provided both
inside correctional facilities and at outside providers, which means correctional
technology contractors that collect or process protected health information are
subject to its requirements regardless of how they characterize their products.???
Additionally, liability for any breaches could be assigned to the company
providing the EHR services, ensuring accountability and compliance with both
legal and ethical obligations. Accordingly, states that authorize or fund wearable
health monitoring programs in correctional facilities must establish clear
regulatory frameworks governing data use, patient consent, and HIPAA
compliance. Further, they must ensure that technology deployment
supplements—rather than substitutes for—adequately staffed and accredited
health care programs.

C. Financial and Legislative Reforms

Private contractors currently face a structural financial disincentive to
provide timely medical care because, under capitated contract models, they bear
responsibility for external hospital costs, which means that every avoidable
hospitalization reduces their profit margin.*** States should shift financial
responsibility for external hospital costs to the state rather than the private
contractor, removing the profit-based incentive to delay or deny care and
aligning the contractor’s financial interests with better patient outcomes.?**

Indiana illustrates both the scale of the problem and the feasibility of reform.
Indiana has an incarceration rate of 721 per 100,000 people, higher than any
independent democratic country, with approximately 46,000 residents currently
behind bars.?*® Yet Indiana’s Medicaid program already serves nearly two
million residents, meaning that expanding state-supported health care
frameworks to cover the costs of care for its incarcerated population would
represent a marginal increase in the state’s existing health care infrastructure
relative to the population it already serves.??*

Strategic investment in technology would further reduce long-term costs by
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shifting the system from reactive to preventive care. Wearable health monitors
currently being piloted in correctional facilities across the country provide real-
time tracking of vitals, alerting staff to abnormal readings, medication reactions,
or signs of distress before conditions escalate into costly emergencies.””” EHR
integration similarly reduces duplicative testing and ensures continuity of care
across transfers and reentry.??® While initial implementation requires investment,
the North Carolina telemedicine data already discussed demonstrates that
technology-driven solutions generate measurable net savings within the first year
of deployment.??® A state-supported financial model combined with technology-
driven early detection would lower overall health care costs, improve medical
outcomes, and reduce the public health burden that falls on communities when
incarcerated individuals reenter society with unmet medical needs.

V. CONCLUSION

The cases of Walter Jordan, Antonio Arnez Smith, and George Hawkins are
not anomalies. They are the predictable product of a system that has long treated
constitutional minimums as a ceiling rather than a floor. The Eighth
Amendment’s deliberate indifference standard was never designed to guarantee
adequate health care; it was designed to prohibit the worst abuses. The gap
between that constitutional floor and genuinely adequate care is where the
failures documented throughout this Note have accumulated, and it is precisely
the gap that administrative law must fill.

This Note has argued that durable reform requires more than litigation. It
requires state legislatures to mandate health care-specific accreditation through
bodies like NCCHC, enforce measurable contract performance standards with
real consequences for noncompliance, and restructure the financial incentives
that currently reward private contractors for denying care. It requires investment
in telehealth, EHR systems, and wearable monitoring technology, not as
substitutes for adequate staffing and accreditation, but as tools to extend the
reach and consistency of care within facilities that already meet minimum
standards. And it requires states like Indiana, which incarcerates its residents at
a rate higher than any independent democratic country on earth, to reckon
honestly with the gap between the aspirational language of its administrative
policies and the documented failures of its contracted health care providers.

The path forward is not without obstacles. Political resistance, fiscal
constraints, and the deeply embedded profit incentives of the private
correctional health care industry will not yield easily to reform. But the
framework proposed here does not require the abolition of private contracting
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or a wholesale restructuring of state correctional systems. It requires
accountability: mandatory accreditation, enforceable standards, transparent
oversight, and a financial model that stops rewarding contractors for the very
failures the system was designed to prevent.

By addressing these issues, society upholds basic human dignity, reduces
the public health burden that follows incarcerated individuals into their
communities upon release, and builds a correctional system that prepares people
to reenter society in better health, not worse.



