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ABSTRACT: Obstetrician–gynecologists and other women’s health care practitioners can support efforts to
improve health care for incarcerated pregnant, postpartum, and nonpregnant individuals. The majority of incar-
cerated women are parents and are of reproductive age, which has important implications for their reproductive
health care needs. The legacies of racism and resulting racialized medical outcomes shape inequities in repro-
ductive health for all people, including those who are incarcerated. Reproductive health care for incarcerated
individuals should be provided in accordance with the same guidelines and recommendations as for those who are
not incarcerated, with attention to the increased risk of infectious diseases and mental health conditions common
to incarcerated populations. Ensuring that incarcerated individuals receive respectful, consistent, high-quality
reproductive health, pregnancy, and postpartum care is essential for ameliorating inequities and affirming these
individuals’ dignity. This revision provides comprehensive recommendations for pregnant, postpartum, and non-
pregnant individuals and expands upon guidance to advocate for access to safe, quality, and dignified care.

Recommendations
To facilitate quality, dignified care of incarcerated
patients, obstetrician–gynecologists and other women’s
health care practitioners should support efforts to
improve the health care of incarcerated pregnant, post-
partum, and nonpregnant individuals at the local, state,
and national levels. These efforts may include the
following:

c work inside prisons, jails, and detention centers to
provide medical care to incarcerated individuals, and
consultation and training to other clinicians in these
settings and correctional officers to ensure that
reproductive health and pregnancy needs are being
appropriately addressed

c create and participate in systems that improve con-
tinuity of care after release

c advise prisons, jails, and detention facilities on
guidelines and protocols that ensure comprehensive
reproductive health, pregnancy, and postpartum care
is provided, including the ability to initiate or con-
tinue contraception while in custody; cervical and

breast cancer screening; respectful maternity care by
a qualified clinician consistent with accepted clinical
guidelines; access to abortion services; treatment of
mental illness and substance use disorders, including
access to medications for opioid use disorder; and
promotion and support of breastfeeding

c advocate at organizational; hospital; and local, state,
and federal levels to ensure policies and laws follow
accepted clinical guidelines and evidence-based pro-
tocols; to eliminate copays to access health care while
in custody; to restrict shackling during pregnancy,
labor, and the postpartum period and work with local
hospital and custody staff to ensure compliance; to
ensure that menstrual products are available at no
cost and in adequate supply; and to support policies
and laws that decrease the number of incarcerated
people and promote community-based alternatives,
especially for those who are pregnant and parenting

c provide compassionate, appropriate care when
incarcerated patients are treated at clinics and hos-
pitals in the community. They should foster safe and
dignified birthing environments for incarcerated
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people who give birth in custody and allow these
individuals to have the same opportunities to bond
with their newborns as nonincarcerated postpartum
hospitalized people

c advocate for data collection on pregnancy and other
reproductive health outcomes of incarcerated people
by public agencies and through research

Background
Prisons are systems that are under state or federal
jurisdiction, whereas jails are administered through local
authorities. Prisons incarcerate people convicted of
felonies or parole violations, which generally carry
sentences of longer than 1 year, whereas jails confine
people awaiting trial or serving sentences generally
shorter than 1 year. People being detained by U.S.
Immigration and Customs Enforcement (ICE), a federal
agency, are held in a variety of detention settings;
adolescents who are detained may be housed in juvenile
detention centers, residential custody facilities or, in
some cases, in adult prisons or jails.

Since the early 1980s, women have represented the
fastest growing segment of the incarcerated population (1).
In 2019, there were more than 218,000 females in prisons
and jails in the United States, comprising 10% of people
behind bars (2, 3). That same year, over 1.8 million females
were arrested, including 142,321 females younger than 18
years, representing 30% of all youth arrests (4). Most
females in prisons and jails are in custody for drug and
property charges (2, 4). Although demographic data on
many aspects of immigrant detention are lacking, the best
available data indicate that women and girls comprised
14.5% of people held by ICE, a 60% increase since 2009
(5). Unaccompanied minors, including adolescents of repro-
ductive age, also may be held in immigration detention.

The majority of incarcerated women are parents and
are of reproductive age, which has important implica-
tions for their reproductive health care needs (2, 6). Ado-
lescents in these settings also have reproductive health
care needs that often are neglected. Additionally, the
rapid turnover of incarcerated individuals and unpredict-
able timing of jail and detention releases can present
challenges for health care delivery and continuity of care
(5).

Reflecting the institutionalized racism of mass
incarceration and policing in the United States, racial
and ethnic disproportionality is endemic to the U.S.
incarceration system, with Black women being impris-
oned at 1.7 times the rate of white women (2).

The racial disproportionality in the United States’
incarceration of people of color must be understood as
both a result and perpetrator of white supremacy (poli-
cies and structures grounded in the belief of a hierarchy
of human value as determined by race) (7). The legacies
of racism and resulting racialized medical outcomes
shape inequities in reproductive health for all people,

including those who are incarcerated. Therefore, in addi-
tion to advocating for access to quality reproductive
health care for people currently incarcerated, the Amer-
ican College of Obstetricians and Gynecologists (ACOG)
also supports decreasing the number of incarcerated peo-
ple, investing in community-based alternatives to incar-
ceration, and shifting our society’s over-reliance on
incarceration.

Along with the adverse and disparate effect of
institutionalized racism and white supremacy on incar-
ceration rates and U.S. health care systems, incarcerated
adults and adolescents often come from environments
characterized by poverty, constrained educational and
employment opportunities, limited access to health care,
and other adverse structural determinants of health (8).
These factors contribute to a disproportionate number of
people having, at entry to prisons, jails, and detention
centers, acute and chronic illnesses, untreated substance
use disorder and mental illness, and undetected or unad-
dressed health issues, including reproductive health
needs. The convergence of these unmet reproductive
health needs, along with the racist underpinnings of
mass incarceration and its community and public health
implications, mean that health care considerations for
incarcerated individuals are part of broader reproductive
justice efforts to promote equitable, dignified care (9).
Reproductive justice is a framework that emerged from
and centers the reproductive experiences of women of
color and other groups that are marginalized by societal
structures; its tenets promote the right to have children,
the right not to have children, and the right to raise one’s
children with dignity and in safety (9). Reproductive
justice-informed approaches within health care recognize
that social structures and institutions differentially
enable and prevent people from achieving those repro-
ductive goals. Mass incarceration has been recognized to
disrupt these tenets of reproductive justice (10).

Scope of Reproductive Health,
Pregnancy, and Mental Health Access
and Needs
The 1976 U.S. Supreme Court Case Estelle v. Gamble
serves as a foundational case that establishes incarcerated
individuals have a constitutional right to receive medical
care (11). However, no mandatory standards or oversight
exist, which leads to substantial variability in access to
and quality of care provided at prisons, jails, and deten-
tion centers, especially for reproductive health care.
Although two organizations—the National Commission
on Correctional Health Care and the American Correc-
tional Association—have published health care standards
and accredit correctional health care systems, accredita-
tion is voluntary (12–14). Thus, systems of care vary
from prison to prison and jail to jail: health care services
may be provided on site by clinicians or off site through
arrangements with local hospitals or clinics; some pris-
ons and jails provide health care through local health
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departments, others through academic health system
partnerships, and many others through contracts with
private health care vendors.

Incarcerated individuals generally cannot use their
private health insurance while in custody, and Medicaid
and Medicare benefits typically are suspended or termi-
nated while incarcerated (15, 16). Payment for health
care services is the responsibility of the prison, jail, or
detention institution, and its financing depends on local
funds or legislative appropriations, which often compete
with other priorities. Some prisons and jails require a
copay in order to access health care services; this presents
a barrier for individuals who already have limited finan-
cial means and who may have had limited access to care
pre-incarceration. The American College of Obstetri-
cians and Gynecologists opposes such copay policies in
institutions of incarceration. States may be able to
request waivers from the Centers for Medicare and Med-
icaid Services for pretrial detainees to be able to access
Medicaid benefits. When a person is transferred to
another prison or jail, or released into the community,
it is critical to arrange for follow-up care and transfer of
records, especially for pregnant individuals who have
immediate prenatal care needs. Obstetrician–
gynecologists and other women’s health practitioners
should create and participate in systems that improve
continuity of care after release, including helping to
facilitate redetermination of eligibility or reactivation of
benefits.

There has been limited attention to addressing
incarcerated women’s gender-specific health care needs,
which may be in part due to the smaller proportion of
the incarcerated population that they represent, facilitat-
ing their neglect (17). However, it also relates to the
inherently male focus of the system that has allowed
women’s needs to be eclipsed or conflated with those
of males who are incarcerated.

Research has found that incarcerated individuals
have high rates of prior unintended pregnancy, low
prevalence of contraception use, are often sexually active
immediately before incarceration and after release, and
that many would like to initiate a contraceptive method
while in custody in preparation for release (18). While
on-site provision of contraception has been shown to be
feasible and is an important preventive health service,
few prisons and jails have contraception available, even
for those individuals already using a method at the time
of incarceration (19). Not being able to continue a pre-
incarceration contraceptive method is especially con-
cerning in jail settings—which are often short-term and
with unpredictable release dates—as a disruption could
put an individual at risk for an unwanted pregnancy
upon release. Moreover, many people, including incar-
cerated individuals, use contraceptive methods for med-
ical conditions, such as abnormal menstrual bleeding,
which is common in this group (20). Emergency contra-
ception also is rarely available, despite the fact that many

newly arrested individuals are candidates for it, that rape
occurs in institutions of incarceration, and that the
Prison Rape Elimination Act standards require its avail-
ability in carceral institutions (21, 22).

The age profile and low prevalence of contracep-
tive use among people who have been sexually active
before incarceration mean that some will enter jail,
prison, or detention facilities pregnant. A study of all
Federal Bureau of Prisons and 22 state prison systems
found that in a single year there were 1,396 pregnant
individuals admitted to prisons. In the study year,
there were 753 live births, with 6% preterm and 30%
cesarean births, although these proportions varied
significantly by state; 6% of pregnancies ended in
miscarriage and 1% in abortion. There were no
maternal deaths, but there were three newborn deaths
(23). A similar study of select jails suggested that there
are nearly 55,000 annual admissions of pregnant peo-
ple to U.S. jails (24). Although these data represent
over half of imprisoned women and a small proportion
of women in jail in the United States, there are no
systematic data from all states, jails, and detention
facilities. The First Step Act requires that the Bureau
of Justice Statistics collect annual data on pregnancy
outcomes; however, this applies only to individuals in
federal custody (25). Obstetrician–gynecologists and
other women’s health practitioners should advocate
for data collection on pregnancy and other reproduc-
tive health outcomes of incarcerated individuals by
public agencies and through research, including access
to abortion services. Although the legal right to an
abortion is retained during incarceration, the ability to
obtain an abortion while in custody varies widely by
geography and the individual prison or jail policy (26,
27).

Rates of sexually transmitted infections are dispro-
portionately higher among incarcerated women, as
compared with incarcerated men and nonincarcerated
women. In one study, up to 11% of incarcerated women
were diagnosed with chlamydia and 3% with gonorrhea
(28). In 2015, 1.3% of women in state and federal prisons
were known to be infected with HIV (human immuno-
deficiency virus) (29). Sexually transmitted infections
and pregnancies among incarcerated women mostly
occur pre-incarceration but also may result from sexual
assault while in custody (30).

Mental health issues and substance use disorder are
common among incarcerated women. From 2007–2009,
69% of women in state prisons and 72% in jails met the
criteria for substance dependence or abuse (not including
tobacco use), and dependence was diagnosed more com-
monly among women than among men (31). Between
2011 and 2012, 66% of women in state prisons and 68%
of women in jails had a history of a mental health con-
dition, a rate that is higher than incarcerated males (32).
There often are overlaps between women’s mental health
and substance use issues and their involvement in the
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criminal justice system, including lack of adequate care
in the community before incarceration.

Seventy-five to 95% of incarcerated women have
experienced physical or sexual abuse (33). Some of these
individuals were coerced or forced with the threat of
physical violence to participate in illegal activities that
led to their incarceration. Screening all incarcerated indi-
viduals for past and current intimate partner violence
and other forms of trauma is crucial, with appropriate
referrals and mental health treatment as indicated. In
addition, some incarcerated individuals may be perpetra-
tors of intimate partner violence, and it is important that
they receive appropriate counseling and support (34).

Reproductive and Sexual Health Care
Reproductive health care for incarcerated individuals
should be provided in accordance with the same
guidelines and recommendations as for those who are
not incarcerated, with attention to the increased risk of
infectious diseases and mental health conditions com-
mon to incarcerated populations (35–37). Recommended
reproductive and sexual health care in carceral settings
are outlined in Box 1. To facilitate quality, dignified care
of incarcerated patients, obstetrician–gynecologists and
other women’s health practitioners should support
efforts to improve the health care of incarcerated preg-
nant, postpartum, and nonpregnant individuals at the
local, state, and national levels. These efforts may include
work inside prisons, jails, and detention centers to pro-
vide medical care to incarcerated individuals, and con-
sultation and training to other clinicians in these settings
and correctional officers to ensure that reproductive
health and pregnancy needs are being appropriately ad-
dressed. They also can advise prisons, jails, and detention
facilities on guidelines and protocols that ensure com-
prehensive reproductive health, pregnancy, and post-
partum care is provided, including the ability to initiate
or continue contraception while in custody; cervical and
breast cancer screening; respectful maternity care by a
qualified clinician consistent with accepted clinical
guidelines; access to abortion services; treatment of
mental illness and substance use disorder, including
access to medications for opioid use disorder; and pro-
motion and support of breastfeeding. Such clinical ser-
vice and consultation arrangements can be facilitated by
working with one’s clinic or hospital administration to
contact local and state jail and prison authorities.

Given the high rates of previous sexual and physical
abuse among incarcerated individuals, clinicians should
recognize that pelvic examinations may be re-
traumatizing and difficult for some patients, and that
incarceration itself can be a traumatizing and re-
traumatizing experience. Thus, special care should be
taken to avoid unnecessary pelvic exams. Clinicians
working with incarcerated patients should aim to be
trained in trauma-informed care to sensitively care for
these patients. Furthermore, a health care chaperone

should be present during pelvic examinations, and
custody officers should not be present.

Clinicians should be cognizant that incarceration is
inherently coercive in nature and restricts people’s sense
of autonomy, and work to ensure that they respect and
actively promote patients’ autonomy in health care deci-
sion making. It is especially important when providing
contraception in carceral settings to recognize the poten-
tial for patients to experience pressure to choose contra-
ception or a specific method. Furthermore, the history of
coercive or forced contraception in people of color, who
are disproportionately incarcerated, is also important
context for how incarcerated individuals’ reproduction
may be systematically devalued (38). Such conditions
can compromise informed consent for reversible, and
especially permanent, contraception. Clinicians should
take these factors into account when providing contra-
ception, especially clinician-controlled long-acting
reversible contraceptives (LARC), to incarcerated
patients. A range of reversible methods, not just one,
should therefore be available.

Sterilization for individuals who are incarcerated
requires special consideration. The United States has a
history of coercive sterilization practices on people who
are incarcerated or institutionalized, with documented
violations as recently as 2010 (39). Prisons and jails are
environments that, by their nature, diminish an individ-
ual’s autonomy and the ability to make decisions. Some
have concluded that “the coercive nature of the prison
environment undermines a person’s ability to give mean-
ingful consent to the irreversible destruction of fertility”
(39). Incarcerated individuals have described coercive
practices by prison health care practitioners and person-
nel, including rewards to those who agree to be sterilized
or punishments for those who do not (39).

Respect for an individual’s reproductive autonomy
should be the primary concern that guides sterilization
provision and policy (40). Given the inherent conflict
between incarceration and autonomy, irreversible pro-
cedures like sterilization should not be routinely per-
formed during incarceration. Sterilization should only
rarely be provided to incarcerated patients who request
it, and only after they have been given access to all
reversible methods of contraception, including LARC,
and after documentation of the patient’s preincarcera-
tion request for sterilization is available. Special proce-
dural safeguards and oversight are needed when
incarcerated individuals are sterilized because of the
likelihood that the coercive environment of prison
impedes true informed consent (40). If hysterectomy
or bilateral salpingo-oophorectomy is being considered
as treatment for a medical condition for a person in
custody, appropriate conservative management options
should be undertaken first. If a procedure that results in
sterilization must be performed, ethical counseling
should be provided that emphasizes the permanence
of the procedure (40).
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Clinicians also should be attuned to the reproductive
health needs of transgender individuals who are incar-
cerated, including continuation of hormone therapy,
access to gender-affirming surgery, and safe housing
(36).

As most incarcerated women are younger than age
45 (2), many of them will menstruate while incarcerated.
Menstrual products should be stocked in adequate sup-
ply and available to incarcerated individuals at no cost.
Older persons may experience perimenopausal symp-
toms in custody and should have access to appropriate
modalities for symptom relief, especially given the lack of
control they have over their living environment.

Pregnancy and Postpartum Care
Upon entry into a prison, jail, or detention center, every
individual of childbearing age should be assessed for

pregnancy and offered pregnancy testing to enable the
provision of adequate perinatal care or abortion services.
Incarcerated patients who wish to continue their preg-
nancies should have access to readily available and
regularly scheduled obstetric care, beginning in early
pregnancy and continuing through the postpartum
period. Incarcerated pregnant patients also should have
access to unscheduled or emergency obstetric visits on a
24-hour basis, and on-site health care staff should be
trained to recognize concerning signs and symptoms in
pregnancy. Obstetric care provided should follow rec-
ommended guidelines (Box 2) (41, 42). Maternal nutri-
tion can contribute positively to the delivery of a healthy,
full-term newborn of an appropriate weight. Pregnant
individuals often experience nausea, cravings, and have
smaller gastric capacity, thus pregnant people in custody

Box 1. Recommended Reproductive and Sexual Health Care in Carceral Settings

c Include reproductive and sexual history as part of intake medical screening, including current contraceptive use, eligibility
for and interest in emergency contraception, risk for sexually transmitted infections (STIs), history of trauma and intimate
partner violence.

c Screen for sexually transmitted infections, including HIV (human immunodeficiency virus), hepatitis, syphilis, gonorrhea,
and chlamydia based on American College of Obstetricians and Gynecologists (ACOG) and Centers for Disease Control and
Prevention (CDC) guidelines for people in correctional facilities (https://www.cdc.gov/std/tg2015/specialpops.htm and
https://www.cdc.gov/mmwr/preview/mmwrhtml/rr6403a1.htm).

c Age appropriate screening for breast (https://www.acog.org/clinical/clinical-guidance/practice-bulletin/articles/2017/07/
breast-cancer-risk-assessment-and-screening-in-average-risk-women) and cervical cancer (https://www.acog.org/clini-
cal/clinical-guidance/practice-bulletin/articles/2016/10/cervical-cancer-screening-and-prevention?utm_sour-
ce5redirect&utm_medium5web&utm_campaign5otn) and osteoporosis (https://www.acog.org/clinical/clinical-
guidance/practice-bulletin/articles/2012/09/osteoporosis?utm_source5redirect&utm_medium5web&utm_campaign5otn)
based on ACOG guidelines with follow up of abnormal results.

c Administer vaccines according to CDC and ACOG guidelines, including human papillomavirus infection vaccination (https://
www.cdc.gov/vaccines/schedules/downloads/adult/adult-combined-schedule.pdf) (https://www.cdc.gov/vaccines/sched-
ules/downloads/child/0-18yrs-child-combined-schedule.pdf).

c Provide comprehensive reproductive health and preventive health education that includes STI prevention, reproductive
goals and contraceptive counseling, pregnancy planning, and contraception as appropriate.

c Continue pre-incarceration contraceptive methods while individuals are in custody; enable initiation of reversible con-
traceptive methods; and provide emergency contraception when indicated.

c Provide access to long-acting reversible contraceptives (LARC), but, given the potential for coercion in this environment,
use caution in counseling and providing LARC methods; ensure access to removal of LARC.

c Defer sterilization until after release, except in rare cases and when safeguards and documentation are in place to ensure
it is not coercive.

c Provide access to adequate, no-cost supply of menstrual products.
c Treat menopausal symptoms with hormone replacement therapy, as indicated, and provide other measures to ameliorate
vasomotor symptoms as requested.

c Provide comprehensive gynecologic care, either on site or by referral, for abnormal uterine bleeding, fibroids, pelvic pain,
and other gynecologic conditions.

c Use a trauma-informed care approach to pelvic examinations and other aspects of obstetrician and gynecologic care.
c For transgender individuals, continue hormone therapy, enable access to gender affirming surgery, and ensure safe
housing.

c Screen and make appropriate referrals for mental health conditions, trauma history, and substance use disorder.
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should receive healthy snacks outside of scheduled
mealtimes.

Pregnant individuals with opioid use disorder
should not undergo opioid withdrawal and should
instead receive medications for opioid use disorder with
methadone or buprenorphine and behavioral treatment.

Despite medications for opioid use disorder being the
recommended treatment in pregnancy, evidence suggests
that some jails and prisons force pregnant individuals to
undergo withdrawal (43). Counseling and provision of
medications for opioid use disorder in carceral settings
also should be attentive to the dynamics of incarceration
and should be provided in a patient-centered, noncoer-
cive manner, with appropriate care for people who, after
counseling, decline medications for opioid use disorder.

Pregnant individuals who are required to stand or
participate in repetitive, strenuous, physical lifting are at
risk of preterm birth and small-for-gestational-age
infants. However, it also is important that they have
ample opportunity for moderate exercise (44). In addi-
tion, a recovery period of 4–6 weeks generally is required
after delivery for resumption of normal activity (41).
This should be taken into consideration when assigning
work to incarcerated pregnant individuals and during the
postpartum period. Pregnant individuals are at higher
risk of falls, thus activities with a high risk of falling,
and top bunk assignments, should be avoided (41).

When pregnant incarcerated people have symptoms
that require medical evaluation, they typically have to
first go through custody staff in order to see an
obstetrician2gynecologist or other perinatal health care
practitioner. Custody staff and clinicians must not dis-
miss symptoms that can signal miscarriage, preterm
labor, labor, preeclampsia, or other pregnancy condi-
tions, and pregnant people should be evaluated in a
timely fashion by a qualified clinician.

Although maintaining adequate safety is critical,
correctional officers do not need to routinely be present
in the room while a pregnant patient is being examined
or in the hospital room during labor and delivery, unless
requested by medical staff or if the situation poses a
legitimate danger to the safety of the medical staff or
others. Delivery services for incarcerated pregnant
patients should be provided in a licensed hospital with
facilities for high-risk pregnancies, when available. Some
prisons and jails have programs in which doulas provide
support for pregnant, birthing, and postpartum incar-
cerated individuals. Such services have many potential
benefits for incarcerated pregnant people who often feel
isolated, especially during birth (45).

Postpartum Care
People who give birth while in custody should be allowed
maximum time for parent–infant bonding while in the
hospital after delivery. Policies or practices that separate
the newborn from the birthing person for nonmedical
indications while in the hospital or that expedite post-
partum hospital discharge for carceral facility conve-
nience are punitive, medically unnecessary, and can have
detrimental effects on parent–infant bonding, breast-
feeding, and psychological well-being. Upon return to
the prison, jail, or detention facility, institutions can pro-
mote continued bonding by allowing contact visits and

Box 2. Recommended Pregnancy and
Postpartum Care in Carceral Settings

c Assess for pregnancy at intake by inquiring about
menstrual history, heterosexual activity, and contra-
ceptive use and test for pregnancy, as appropriate.

c Screen for postpartum and breastfeeding status of
nonpregnant individuals at intake.

c Provide noncoercive pregnancy options counseling
and abortion services.

c Deliver comprehensive perinatal care following
guidelines of the American Academy of Pediatrics
and the American College of Obstetricians and
Gynecologists.*

c Assess for alcohol and other substance use disorders
and initiate treatment; provide medications for opioid
use disorder, methadone or buprenorphine, for preg-
nant and postpartum people with opioid use disorder
who are in custody and facilitate linkages to com-
munity care when they return to their communities.

c Test for and treat HIV (human immunodeficiency
syndrome) to maximize maternal health and prevent
perinatal HIV transmission.

c Administer vaccines including influenza and Tdap in
pregnancy according to ACOG guidelines (https://
www.acog.org/clinical/clinical-guidance/committee-
opinion/articles/2018/06/maternal-immunization?utm_
source5redirect&utm_medium5web&utm_
campaign5otn).

c Screen for mental health conditions during pregnancy
and for postpartum depression after delivery and
treat, as needed.

c Educate about breastfeeding and provide lactation
support and accommodations for postpartum individ-
uals to provide breastmilk for their infants.

c Ensure adequate nutrition with appropriate folic acid,
calcium, and other nutrient intake to incarcerated
pregnant and breastfeeding individuals.

c Delivery services must occur in a licensed hospital,
with arrangements for high-risk pregnancies, when
indicated.

c Provide counseling and access to initiate postpar-
tum reversible contraceptive methods during
incarceration.

*American Academy of Pediatrics, American College of
Obstetricians and Gynecologists. Guidelines for perinatal care.
8th ed. Elk Grove Village (IL): AAP; Washington, DC: ACOG; 2017.
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working with infant caregivers to help facilitate trans-
port. Several prison nursery programs exist, allowing
those who give birth in custody to have their infants with
them at the prison for varying periods of time. Although
such programs facilitate bonding and breastfeeding, and
some research suggests that participants have lower rates
of recidivism (46), it is also important to support
community-based alternatives to incarceration for all
women, especially pregnant individuals; such approaches
allow individuals to be with their children in community
supervision settings, rather than further investing in
maternal incarceration.

Forced separation from one’s newborn, as happens
by default for most people who give birth in custody, can
potentially have devastating maternal effects. Although
no data exist to document the prevalence of postpartum
depression among incarcerated people, the baseline
increased prevalence of mental health issues, coupled
with the isolation of incarceration, suggests it may be
higher than in the general population. Those who give
birth in custody should have early and frequent postpar-
tum visits starting upon return from the hospital to
ensure appropriate medical care after vaginal delivery
or cesarean delivery and early detection of postpartum
depression and other psychiatric conditions. People
receiving medications for opioid use disorder during
pregnancy should be continued on this treatment after
the pregnancy ends to promote long-term recovery.

The American College of Obstetricians and Gyne-
cologists strongly supports breastfeeding as the preferred
method of feeding for newborns and infants (47). Given
the benefits of breastfeeding to the woman and the
infant, incarcerated individuals wishing to breastfeed
should be allowed to breastfeed their infants directly,
when possible, and express milk for delivery to the
infant. If the individual is to express her milk, accom-
modations should be made for equipment and a private
space to pump, safe storage, and transport of the milk to
the infant’s caregiver (42). Information on postpartum
contraception and safe birth spacing should be discussed
and reversible methods of contraception provided during
incarceration, especially in preparation for release.

Opposition to Use of Restraints and
Solitary Confinement in Pregnancy and
the Postpartum Period
The American College of Obstetricians and Gynecologists
strongly opposes the use of restraints in pregnancy, labor
and delivery, and the postpartum period. Use of restraints,
often called shackling, is defined as using any physical
restraint or mechanical device to control the movement
of a prisoner’s body or limbs, including handcuffs, leg irons,
and belly chains. The American Medical Association;
National Commission on Correctional Health Care; Asso-
ciation of Women’s Health, Obstetric and Neonatal Nurses;
United Nations Committee Against Torture; and other pro-
fessional societies all oppose the routine use of restraints on

pregnant incarcerated people (48–51). The First Step Act
restricts the use of restraints on pregnant individuals in
federal custody (52), and ICE has policies and procedures
that limit the use of restraints in pregnancy (53). As of
December 2020, 36 states have passed laws that restrict
the use of restraints in labor and delivery, with some also
restricting use at other times in pregnancy and the post-
partum period (54). Importantly, passing a law does not
always ensure compliance, as several reports have docu-
mented (55). Sometimes hospital policies and health care
practitioners may be barriers to appropriate care for incar-
cerated pregnant people, requiring restraints even when not
consistent with state law (56). Thus, it is essential that
obstetrician–gynecologists and other women’s health care
practitioners advocate at organizational; hospital; and local,
state, and federal levels to ensure policies and laws follow
accepted clinical guidelines and evidence-based protocols,
to restrict shackling, and to work with local hospital and
custody staff to ensure compliance.

Physical restraints interfere with the ability of clinicians
to safely practice medicine by reducing their ability to assess
and evaluate the pregnant patient and the fetus, especially
when obstetric emergencies arise. Shackling may put the
health of the pregnant person and fetus at risk (Box 3).
Restraining people who are pregnant or within 6 weeks
postpartum should occur only in exceptional circum-
stances, such as when there is imminent risk of escape or
harm. If restraint is needed, it should be the least restrictive
method possible to ensure safety and should never include
restraints that interfere with leg movement or the ability to
break a fall; this includes not using four-point restraints,
abdominal restraints, ankle chains, restraint to another per-
son, or restraining hands behind the back. The individual
should be allowed to lie on their side, not flat on the back or
stomach. Pressure should not be applied either directly or
indirectly to the abdomen. Custody officers should be avail-
able and required to remove restraints immediately upon
request of medical personnel. Individuals should never be
shackled during evaluation for labor or labor and delivery.
If restraint is used, a report should be filed by the custody
agency and by the hospital and reviewed by an independent
body. There should be consequences from local and state
governing agencies for individuals and institutions when
use of restraints is unjustified.

The use of restraints on pregnant incarcerated
individuals is demeaning, may compromise health care,
and is rarely necessary. The apparent purpose of
shackling is to prevent escape or harm to oneself or
others. The lack of data to support this rationale,
including a lack of evidence documenting actual escape
attempts, demonstrates the feasibility of preserving the
dignity of incarcerated individuals and providing them
with compassionate care. The safety of health care
personnel is important, and for this reason, adequate
custody staff must be available to monitor incarcerated
people, both during transport to and from the institution
of incarceration and during receipt of medical care.
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Pregnant people should not be placed in solitary
confinement. The mental health effects on people
placed in restrictive housing can be compounded in
pregnancy (37, 57). Being in solitary confinement can
limit access to timely health care, especially when
urgent pregnancy concerns arise. Such housing also
limits mobility and often by default results in bedrest,
which has documented harms in pregnancy (44). Fur-
thermore, the practice of routinely placing pregnant
people in medical isolation for the sole purpose of prox-
imity to health care staff is not recommended when
such arrangements limit access to programming, exer-
cise, and social interaction.

Conclusion
Obstetrician–gynecologists and other women’s health
care practitioners can support efforts to improve health
care for incarcerated pregnant, postpartum, and non-
pregnant individuals. Even if they do not work inside
institutions of incarceration, they should provide com-
passionate, appropriate care when incarcerated patients
are treated at clinics and hospitals in the community.
They should foster safe and dignified birthing environ-
ments for incarcerated people who give birth in custody
and allow these individuals to have the same opportu-
nities to bond with their newborns as nonincarcerated
postpartum hospitalized people. Obstetrician–gynecologists
and other women’s health care practitioners should advo-
cate at organizational; hospital; and local, state, and federal
levels to ensure policies and laws follow accepted clinical
guidelines and evidence-based protocols; to eliminate co-
pays to access health care while in custody; to restrict
shackling during pregnancy, labor, and the postpartum
period and work with local hospital and custody staff to
ensure compliance; to ensure that menstrual products are
available at no cost and in adequate supply; and to support
policies and laws that decrease the number of incarcerated
people and promote community-based alternatives, espe-
cially for those who are pregnant and parenting. Practi-
tioners also can facilitate collaborations between medical
and other health care professional schools and prisons
and jails, as well as obtain and support funding for research
on the health needs of incarcerated people, the services they
receive, and health outcomes. Ensuring that incarcerated
individuals receive respectful, consistent, high-quality
reproductive health, pregnancy, and postpartum care is
essential for ameliorating inequities and affirming these
individuals’ dignity.
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