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n the wake of the social unrest in the summer of

2020, many academic medical centers in the

United States issued statements about their
commitment to health equity and eliminating health
care disparities. However, the discussion has been
notably silent on the care of patients who are
incarcerated, a vulnerable population with complex
social, ethical, and medical considerations. In the
absence of recognition and education around incar-
cerated patients, a hidden curriculum has been
allowed to flourish.

In the United States, about half of the 2.2 million
incarcerated people, defined as those awaiting trial in
jails or those serving sentences in prisons, report a
chronic health condition.' Additionally, during the
COVID-19 pandemic, the incarcerated population
has had greater than 5 times the infection rate and
triple the mortality rates of the general public.? This
population’s second most common source of health
care are academic medical centers,® which commonly
have guidelines regarding the care of the incarcerated
patient. However, these guidelines are often narrowly
focused on resident safety, only outlining security
requirements and not acknowledging patient vulner-
abilities.* While resident safety is paramount, it is a
disservice to both residents and patients if the nuances
of working with a vulnerable population are not
explicitly addressed.

Previous studies have shown that learners are
exposed to negative moral judgments by attendings
and staff about patients who are incarcerated, as well
as comments about secondary gain and malinger-
ing.>® Additionally, learners exposed to this popula-
tion without a formal curriculum perform poorly on
attitude and knowledge tests.” By its very nature, the
hidden curriculum is not found in a course syllabus or
clerkship objectives but rather taught through per-
ceptions, modeling, and workplace culture and
norms.® We propose that these coalesce to form a
hidden curriculum against incarcerated patients that

DOI: http://dx.doi.org/10.4300/JGME-D-22-00228.1

teaches trainees to distrust them, have deference to
other loyalties, and disregard incarcerated patient
rights. As a result, we argue this negatively impacts
patient evaluation, care, and outcomes.

The hidden curriculum teaches learners to view
incarcerated patients as less trustworthy. For exam-
ple, at our institution, a resident recently presented an
incarcerated patient’s severe chest pain as “incarcer-
itis,” a term describing patients thought to be faking
symptoms to avoid incarceration, despite the patient
having had coronary stents placed 2 months prior.
This diagnostic skepticism was not taught in any
preclinical foundation course but rather through a
hidden curriculum that teaches learners to view
patients in custody as often having secondary gain
when reporting their medical symptoms, as has been
established in other studies and articles.®”'" The
resident learned via the hidden curriculum to evaluate
the patient’s chest pain through the lens of his
incarceration status rather than through the lens of
his recent stents. Furthermore, racism in both the
health care and the criminal legal systems cause both
distrust and disproportionate incarceration, doubly
disadvantaging incarcerated Black and Latinx popu-
lations needing health care.!!"!?

Second, residents learn through the hidden curric-
ulum to have deference to other loyalties, such as
perceived or real obligations to the state and carceral
system.'* While all physicians experience dual loyal-
ties, such as hospital administrators pushing for a
premature discharge of a patient with unmet social
needs, the conflict is starker when a patient is in
custody. For example, an adolescent presented from
jail with flexor tenosynovitis and needed an urgent
washout of his hand. However, the accompanying
guard withheld the parent’s contact information and
prevented proper consent from being obtained, citing
the theoretical danger to staff should the parent
present to the hospital in a disruptive manner. The
residents deferred to the guard, even though this was
in direct violation of hospital policy, ethical principles
of informed consent with a minor, and the standard of
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care. If residents had been taught an ethical frame-
work through an explicit curriculum, they would
have been empowered to obtain parental consent for
the operation and maintain a singular loyalty to the
patient. One framework suggests explicitly identify-
ing dual loyalty situations when they arise, using
independent judgment to maintain loyalty to the
patient, relying on standard of care, being knowl-
edgeable about relevant guidelines and policies, and
resisting pressure to change decisions.

Third, despite clear case law establishing rights
for incarcerated patients, in practice the hidden
curriculum rationalizes infringement on patients’
rights.'®'® Specifically, trainees routinely perform
substandard history taking and physical examina-
tions due to indiscriminate shackling and the
presence of guards who are actually nonclinical
observers outside of the care team.'” This is the
norm due to a lack of formal instruction regarding
incarcerated patients’ privacy rights and areas of
vulnerability. These lapses in care delivery can have
serious clinical ramifications. A detained patient in
our institution required urgent chemotherapy but
was deemed to lack capacity due to his unwilling-
ness to discuss treatment options. During a private
moment in the CT scanner, away from the guards,
he revealed that he was unwilling to talk about his
diagnosis in front of the guards, as he thought it
may negatively impact his immigration case. Anoth-
er patient with cirrhotic ascites and abdominal pain
could not receive a diagnostic paracentesis because
the guards refused to reposition his shackles. A
formal curriculum would teach learners to be aware
of institutional policies and that patients in custody
have a right to privacy, including from guards.'®2°
Although shackling and constant attendance by
guards is presented as a way to avoid violence
toward health care workers, there is a dearth of
evidence establishing a higher rate of patient
violence in the incarcerated population than in the
general population. In fact, altered mental status
associated with delirium, dementia, mental illness,
and intoxication has consistently been found to be
the top risk factor in incidents of workplace
violence.?!

We call for a radical shift in the approach to the
care of the patient who is incarcerated. First,
academic medical centers must include carceral health
in the discussions about equity and social determi-
nants of health. While some institutions have begun
to examine their relationship to mass incarceration,
these are often trainee-led efforts and thus serve to
highlight a lack of institutional curricula.?*** Curric-
ula should include explicit training regarding the
rights of patients who are incarcerated, as well as a
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code of conduct for learners participating in the care
of incarcerated patients.

Second, the Accreditation Council for Graduate
Medical Education (ACGME) should take a leading
role in offering guidance for programs that provide
care for the patient who is incarcerated. To start,
ACGME competency IV.B.1 already calls for respect
for patient privacy and responsiveness to diverse
patient populations—adding incarceration status to
the current examples of patient characteristics would
be a small but meaningful change.?* Additionally,
the ACGME should encourage specialties to develop
educational standards for academic medical centers
affiliated with correctional facilities and programs
that routinely take care of patients who are
incarcerated. Education should include, but not be
limited to, the context of mass incarceration in the
United States, ethical frameworks for complex
situations, addressing diagnostic skepticism, antibias
training, and institutional policies regarding incar-
cerated patients. Our hope is that more robust
curriculums will equip residents to provide equitable
care to patients who are incarcerated. Further work
will need to be done to include faculty development
for physicians who have completed their formal
training.

Third, more effort is necessary to establish the
disparities facing patients who are incarcerated, as
well as the impact of specific policies regarding their
rights and treatment in hospitals. In an effort to
protect this vulnerable population from exploitation,
the pendulum has swung too far, and the dearth of
data allows misinformation to flourish.****¢ Institu-
tional review boards should work with correctional
health experts to ensure that research is noncoercive
and safe for this population rather than halting
research altogether. Additionally, as academic med-
ical centers seek to improve patient satisfaction and
implement quality improvement projects, incarcer-
ated patients should be considered for these initia-
tives.

Lastly, academic medicine must change the way it
treats vulnerable populations. Too often, patients
who are in custody are treated as opportunities for
advanced pathology and learner autonomy.® As these
marginalized populations have no other recourse for
medical care, we must approach their care not only as
a benefit to trainees but also as a chance to learn what
it means to deliver the best care possible in
challenging circumstances. As academic medical
centers undergo a transformation in how they
approach vulnerable populations, we must combat
hidden curriculums by providing explicit and equita-
ble training in the care of patients who are
incarcerated.
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