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As incarcerated individuals age, prison systems often struggle to provide appropriate long-term care.
Compassionate release policies can address this gap by allowing seriously ill or aging individuals to
transition to community-based care. Many nursing homes, however, are reluctant to admit individuals
recently released from prison. This study examined how incarceration status affects nursing home
admission decisions.

Using a statewide secret shopper methodology, researchers contacted all 74 licensed nursing homes
in Rhode Island. Callers first inquired about bed availability for a standardized model patient, then
disclosed the patient would be arriving from prison under compassionate release. Responses before
and after disclosure were categorized and analyzed using ordinal regression.

Of 74 facilities, 61 (82.4%) were reached. Before disclosure, 52.5% reported bed availability
within one month; this dropped to 26.2% after incarceration was mentioned. Complete rejections
increased from 9.8 to 44.3%. Facilities were 3.41 times more likely to downgrade admission status
after disclosure (OR=3.41; 95% Cl: 1.76—6.70; p<0.001). For patients with serious criminal offenses,
the rejection rate reached 70.5%, and the odds of rejection increased to 11.39 (95% Cl: 5.48-24.65;
p<0.0001). Facility size was not associated with rejection likelihood.

Incarceration and criminal history significantly reduce access to nursing home care, even when
medical need and payment ability are constant. These findings highlight the need for policy and
system-level interventions to reduce stigma and increase care access for aging individuals eligible for
compassionate release.

Background

The aging prison population in the United States presents significant public health and social challenges.
Between 1991 and 2021, the number of incarcerated individuals aged 55 and older increased by nearly 400%'.
Persons incarcerated in correctional facilities often experience “accelerated aging,” whereby pre-incarceration
and carceral-setting factors drive expedited cellular senescence and thus, geriatric conditions such as dementia,
functional impairments, and chronic illnesses arrive significantly earlier in the lifecourse than in the general
population??. These health challenges are further exacerbated by the prison environment, which is ill-suited to
facilitate appropriate geriatric care?.

Compassionate release policies, including medical and geriatric parole, can address these challenges by
enabling seriously ill or aging incarcerated individuals to transition to community-based care settings, including
(but not limited to) nursing homes, hospice facilities, and private residences”.

Originally introduced as federal law in 1984, “compassionate release” allowed the Director of the Bureu
of Prisons to immediately release an incarcerated individual in circumstances deemed “extraordinary and
compelling” This language was narrowly interpreted to include only terminally ill individuals until the federal
US Sentencing Commission defined criteria in 2007 that extraordinary and compelling may include: “(1)
terminal illness, (2) debilitating physical conditions that prevent inmate self-care, and (3) death or incapacitation
of the only family member able to care for a minor child.”® Almost all state systems have a similar compassionate
or medical release program’. As the average age in prison has increased, these mechanisms often serve to address
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the needs of this population. For example, in 2021 Rhode Island introduce “geriatric parole” for “humanitarian
reasons and to alleviate exorbitant expenses associated with the cost of aging, for inmates whose advanced age
reduces the risk that they pose to the public safety”®.

Compassionate release policies strive to balance public safety with the humane treatment of incarcerated
individuals, allowing those deemed to pose minimal risk to receive appropriate care. Despite these intentions,
only about 3.24% of compassionate release applications in federal prisons were granted from 2013 to 2014, and
even when granted, significant barriers remain in placing individuals in community resources>. Between 2013
and 2015, only 13.5% of persons eligible for compassionate release were discharged from state departments of
corrections®.

While navigating long-term care admission is difficult for many, persons with a history of criminal legal
system involvement also face stigma and unique logistical challenges when seeking community care. Nursing
homes and other long-term care facilities are often unwilling to accept these individuals due to concerns about
safety!12. This issue is exemplified by the Rhode Island Department of Corrections, where there have been cases
of individuals granted compassionate release through medical parole who have remained incarcerated because
no community facility is available or willing to accept them. Consequently, these seriously ill individuals remain
behind bars despite being assessed as posing no substantial public safety risks by the Parole Board. This gap in
community resources undermines the goals of compassionate release statutes, leaving aging and ill incarcerated
individuals to languish in prison settings unequipped for their needs*.

This significant public health problem affects multiple state departments of corrections, though lacks
characterization in existing literature. Addressing this research gap is essential to meet the urgent need for
impact-oriented policy and legislation to facilitate better health outcomes for these individuals. The lack of
available community resources for incarcerated persons can severely limit new and existing “compassionate
release” programs designed to support aging and seriously ill patients behind bars.

To address this gap, we conducted a study investigating the availability and acceptance of nursing home
placement for patients granted compassionate release compared to community-dwelling patients. Using a secret
shopper methodology, we aimed to assess disparities in access and identify perceptions of incarceration as a
barrier to nursing home admission.

Methods

Study design and participants

Secret shopper studies, also known as audit studies, have proven effective in highlighting inequities and assessing
access in healthcare research!®. The research team conducted a state-wide survey of all 74 nursing homes in
Rhode Island (RI) identified via the RI Department of Health’s “Nursing Home Summary Report”!*. A researcher
called every facility, presenting themself as a family member seeking long term nursing care for a relative (i.e.
the patient). With help from an expert advisory panel (a licensed nursing home administrator, social worker,
and compassionate release researcher), the research team developed a standardized “model” patient profile that
would likely qualify for long-term nursing home care. This patient profile was a 78-year-old male with a medical
history significant for insulin-dependent diabetes, a mild oxygen requirement for chronic obstructive pulmonary
disease, poor eyesight, a recent fall history, and the ability to pay for nursing home care privately for 1 year.

All nursing facilities were contacted using a standardized call script (Supplement 1) to determine whether
a facility had current bed availability, a waitlist (and its length), or no availability for prospective patients.
After establishing an initial response, the caller disclosed that the patient would be coming from the RI Adult
Correctional Institution (ACI) on compassionate release and asked how that may affect admissions. Any changes
in responses were documented. The caller then asked whether any specific offenses would be problematic for the
nursing facility. After inquiring about and documenting any changes in facility bed availability after disclosing
the patient’s incarceration status, the call script elicited admissions coordinators’ perceived barriers to admitting
incarcerated patients.

If a nursing facility’s admission coordinator was unable to be contacted (e.g., out of office or call went to
voicemail), no voicemails were left and the researcher called back on a different day. Up to 5 attempts were made
to contact every facility. After the fifth attempt, the facility was excluded from the study. Following completion of
the study, a debrief letter was sent to every nursing facility that had been contacted. The debrief letter explained
the facility’s anonymous involvement in this study, provided a point of contact for any further inquiries, and
offered the opportunity for the facility to opt out of the study.

All methods were carried out in accordance with relevant guidelines and regulations for secret shopper studies.
The Lifespan/Brown University Health Institutional Review Board approved a waiver of informed consent, as it is
part of the secret shopper study methodology. Because this was a secret shopper study, participants were initially
unaware of their involvement; however, they were notified after the interaction and given the opportunity to
opt out of inclusion in the research. This study received approval from the Lifespan/Brown University Health
Institutional Review Board.

Measures
The primary outcome of this study was the response of nursing home intake coordinators regarding bed
availability before and after disclosing the patient’s incarceration status. Responses were classified as “Available,”
“Waitlist < 1 month,” “Waitlist > 1 month,” and “Reject” Per this project’s expert panel, the industry often utilizes
longer waitlists to softly reject prospective residents. Therefore, a waitlist>1 month was classified as a “soft
rejection” for data analysis purposes.

Secondary outcomes included whether nursing home staff identified specific criminal offenses that would
hinder admission and their perceived barriers to accepting individuals from the ACI. These data were captured
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during the secret shopper calls, specifically during the portion of the script that followed disclosure of the
patient’s incarceration history. If a facility respondent indicated that certain offenses would disqualify a patient
from admission, the response was recorded and qualitatively coded. Offenses described by staft as prohibitive
were grouped under the category of “serious offenses;” which included violent crimes, sexual assault, breaking
and entering, and drug-related offenses.

Each call was recorded into a REDCap server that collected Facility Name, Time and Date of Call, Outcomes,
and Notes. Notes were utilized to guide future calls, record any aberrancy in routine calls, or document other
pertinent information. Calls were kept brief to minimize operational disruptions.

Statistical analysis

Prior to exporting the data from REDCap for statistical analysis, the data was de-identified. This study utilized a
pre-post study design to assess changes in nursing home acceptance before and after disclosure of incarceration
status. An ordinal regression model was performed to assess differences in responses before and after mentioning
incarceration and compassionate release. A second logistic regression model was constructed to evaluate
whether facility size was associated with nursing home acceptance status and to assess whether it confounded
the relationship between incarceration status and rejection. Facility size was treated as a continuous variable,
defined by the total number of certified beds per facility.

Results

Of 74 nursing homes in the initial sample, 82.43% (n=61) were successfully contacted for information regarding
bed availability and the impact of incarceration (Table 1). After receiving the debrief letter, no facilities opted
out from the study, and 2 facilities inquired about how they had answered. Initially, 29.5% (n=18) endorsed
immediate bed availability, 23% (n=14) had a waitlist less than 1 month, 37.7% (n=23) had a waitlist greater
than 1 month, and 9.8% (n=6) rejected the prospective patient (Table 2). By combining the “immediate bed
availability” and “waitlist <1 month” categories, 52.5% (n=32) of facilities were classified as having initial bed
availability within 1 month. Likewise, by combining the “reject” and “waitlist>1 month” categories, 47.5%
(n=29) of facilities were classified as having no availability (Table 3, Fig. 1).

Facility responses for availability significantly changed after mentioning the incarceration status of the
patient. The percent of facilities that endorsed availability within a month decreased by half from 52.5% (n=32)
t0 26.2% (n=16) when incarceration and compassionate release status was mentioned (See Table 2). The percent
of facilities that rejected the prospective patient increased 4.5 times from 9.8% (n=6) to 44.3% (n=27) with
incarceration mentioned (Table 2). Likewise, the percentage of facilities with no availability (reject combined
with waitlist > 1 month), increased 1.5 times from 47.5% (n=29) to 73.8% (n=45) (Table 3).

Using an ordinal regression model, facilities were 3.41 times more likely (95% CI: 1.76-6.70, p<0.001)
to move a prospective patient to a more restrictive acceptance category (i.e., longer wait times or outright
rejection) when their history of incarceration was disclosed (Table 4). Additionally, 41% (n=25) of facilities said
incarceration status might impact admissions without explicitly rejecting the patient or changing their initial
response about availability.

To assess whether differences in facility size could account for disparities in acceptance, we incorporated
facility size as a covariate in an adjusted ordinal regression model (Table 4). Facility size (i.e., number of nursing
beds) was not significantly associated with acceptance outcomes (OR=0.99, 95% CI: 0.99-1.00, p=0.101), and
did not attenuate the association between incarceration status and nursing home rejection.

For violent offenses and other serious crimes (e.g., sexual offenses, drug-related offenses, breaking and
entering), facility responses for availability changed more significantly. The percent of facilities that rejected
the prospective patient increased from 9.83% (n=6) to 70.5% (n=43) if there was a history of a serious offense
(Table 2). Similarly, the percent of facilities that had no availability (reject + waitlist>1 month) increased from
47.5% (n=29) to 88.5% (n=>54) for violent offenses and other serious crimes (Table 3). Based on the ordinal
regression model, facilities were 11.39 times more likely (95% CI: 5.48-24.65, p <0.0001) to move a prospective
patient to a more restrictive acceptance category when a history of a serious offense was disclosed (Table 3).

Nearly 40% of facilities explicitly mentioned violent offenses as prohibitive for nursing home admissions
(37.7% (n=23). Sexual assault was mentioned by 24.6% (n=15) of facilities as prohibitive for admission, and
19.7% (n=12) stated any criminal offense would prohibit facility admissions (Table 4).

When admissions coordinators were asked about their perceived barriers for accepting an incarcerated
patient to a nursing facility, 44.3% (n=27) cited safety as a concern, 13.1% (n=8) expressed concern about an
inability to meet patient needs or the complexity of the patient, 13.1% (1 =8) cited behavioral and psychiatric
problems as barriers for admissions, and 24.6% (n=15) cited incarceration in and of itself or a specific policy
against incarceration as a barrier for admissions (See Table 6).

Total number of RI nursing homes 74
Facilities successfully included in study 61
Facilities excluded from study 13
Percentage of RI nursing facilities included in study | 82.43%

Table 1. Number of included rhode Island nursing homes.
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Nursing Home Acceptance Status
by Incarceration History
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Fig. 1. Nursing home availability by incarceration history.

Bed Availability Baseline | Post-incarceration | Serious offense
Immediate availability | 18 (52.5%) | 12 (19.7%) 5(8.2%)
Waitlist < 1 month 14 (23.0%) | 4 (6.5%) 2(3.3%)
Waitlist> 1 month 23 (37.7%) | 18 (29.5%) 11 (18.0%)
Reject 6(9.8%) 27 (44.3%) 43 (70.5%)
Total 61 61 61

Table 2. Nursing home bed availability by incarceration history. Serious Offenses = Violent offenses, sexual
offenses, drug-related offenses, breaking and entering

Bed Availability Baseline | Post-incarceration | Serious offense
Availability within 1 month | 32 (52.5%) | 16 (26.2%) 7 (11.5%)

No availability 29 (47.5%) | 45 (73.8%) 54 (88.5%)
Total 61 61 61

Table 3. Nursing homes accessible by incarceration history (grouped). Admission status was coded from

least restrictive to most restrictive: Immediate acceptance, waitlist < 1 month, waitlist > 1 month, rejection.
“Baseline” refers to the pre-disclosure status (before incarceration history was mentioned). Odds ratios above 1
mean a greater chance of moving to a more restrictive category after disclosure.

Discussion
This study sought to explore the impact of incarceration and compassionate release status on the availability of
nursing home placement, and the associated perceived barriers to admissions. At baseline, the majority of RI
nursing homes reported bed availability within 1 month. A significant group of facilities did have long waitlists,
suggesting that long-term nursing care is a limited resource for any person coming from the community.
However, while a substantial number of admissions coordinators endorsed extended waitlists longer than 1
month, very few nursing facilities outright rejected patients during the initial survey of bed availability.

The disclosure of incarceration and compassionate release status dramatically influenced the possibility
of nursing home placement, with many admissions coordinators changing their responses to rejection. After
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Predictor ‘ 0Odds ratio | 95% CI lower | 95% CI upper | P-value
Model 1: Unadjusted

Incarceration | 3.45 1.78 6.79 0.00027
Serious crime | 11.16 5.39 24.05 <0.0001

Model 2: Adjusted by facility size

Incarceration | 3.41 1.76 6.70 0.0003
Serious crime | 11.39 5.48 24.65 <0.0001
Facility size 0.99 0.99 1.00 0.101

Table 4. Ordinal regression model predicting likelihood of rejection relative to baseline prior to incarceration
disclosure. This stacked bar chart illustrates the percentage of nursing homes that accepted a standardized
patient referral under three conditions: baseline (no incarceration history), history of incarceration, and
history of incarceration for a serious crime. Each bar represents the proportion of responses categorized into
four acceptance statuses: Immediate Acceptance (dark green), Acceptance Within 1 Month (light green),
Acceptance After > 1 Month Wait (pink), and Rejection (dark red). The figure demonstrates a clear gradient
of decreasing nursing home acceptance and increasing rejection rates with greater disclosure of justice
involvement. Serious Crimes = Violent offenses, sexual offenses, drug-related offenses, breaking and entering

Stated Problematic Offenses | Number of nursing facilities that mentioned
Violence 23 (37.7%)

Sexual assault 15 (24.6%)

Any charge 12 (19.7%)

“Serious crime” 3 (4.9%)

Found on background check | 3 (4.9%)

None specified 23 (37.7%)

Table 5. Problematic charges specifically mentioned by nursing facilities.

Perceived barriers Number of nursing facilities that mentioned
Safety 27 (44.3%)

Incarceration generally/policy against or screening for incarceration | 15 (24.6%)

Behavior/Psych 12 (19.7%)

Inability to meet patient needs, complexity or “fit” of patient 8(13.1%)

None specified 12 (19.7%)

Table 6. Perceived barriers to accepting incarcerated patients.

discovering the incarceration status of the prospective patient, bed availability within 1 month was cut in half.
Furthermore, a large number of facilities (41%) stated that incarceration may impact admissions but did not
deliver a definitive answer. As a result, our results are likely conservative estimate. Only 4 facilities (6.6% of all
nursing homes) endorsed bed availability within 1 month without qualifying that incarceration might impact
admissions. In summary, while some nursing homes were willing to consider compassionate release patients
for admission, most facilities either rejected incarcerated patients despite existing bed availability or expressed
concern about incarceration status without explicit rejection.

Violent offenses and other serious crimes had a particularly pronounced impact on nursing home admissions,
with facilities more likely to deny admissions to those with serious offenses on their criminal record. The bulk of
admissions coordinators explicitly stated they would not accept an incarcerated patient with a “serious offense”
on their record for nursing home admissions, and nearly 90% of nursing homes in RI were unavailable to
incarcerated patients with a “serious offense” on their record.

Many people eligible for medical parole many have had long incarcerations. As most incarcerated persons in
RI who are serving sentences greater than 10 years have committed violent or other serious crimes, these data
suggest that nursing home placement is virtually non-existent for most compassionate release candidates!®. Thus,
the population most eligible for compassionate release may also be the population least likely to be accepted by
nursing homes.

Specific concerns regarding patient safety, care complexity, and institutional policies were commonly cited
by admissions coordinators as barriers to accepting individuals granted compassionate release. Notably, multiple
respondents described the patient as “too complex,” despite the standardized model profile having relatively
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low medical acuity. Nearly a quarter of facilities explicitly cited incarceration itself as the primary barrier to
admission, suggesting that criminal legal history—not clinical need—often drove exclusion.

These concerns may reflect stigma more than evidence. Compassionate release is often contingent on
a thorough review by parole boards, which explicitly assess public safety risk prior to approval. Moreover,
empirical data demonstrate that individuals over the age of 55 have extremely low recidivism rates of 0.2-0.4%1°.

Despite the evidence of decreased recidivism among older incarcerated people, admission coordinators’
responses regarding safety, complex patient needs, and behavioral challenges highlight that nursing homes may
feel ill-equipped to care for patients with a history of incarceration. Resident-to-resident and resident-to-staff
physical violence are both known entities in nursing homes. However, neither have been systematically correlated
with prior criminal offenses and are, instead, associated with cognitive impairment among residents and staffing
constraints'’~'°. This further highlights how criminal legal stigma may be influencing health decision-making.

Criminal legal stigma has been repeatedly demonstrated to negatively impact the housing and health of
justice-involved individuals’ post-incarceration?*2!.

Asitstands, incarcerated persons are not explicitly protected under the Fair Housing Act, allowing for a history
of incarceration to remain a legal and legitimate reason for a housing provider to reject an applicant??. Provided
that the FHA has been shown to apply to nursing homes?>?, nursing facilities can selectively exercise bias and
reject applicants due to their incarceration status. However, since incarcerated people are disproportionately
members of racial and ethnic classes that are protected under the FHA, the United States Department of Housing
and Urban Development issued a 2016 guidance on the “Application of Fair Housing Act Standards to the Use
of Criminal Records” This guidance clarifies that, while a nursing home, for example, may reasonably consider
criminal legal involvement as a factor for denying admission if it aligns with the facility’s interests and needs,
generalized or arbitrary criminal history-based restrictions are likely to discriminate against protected groups,
thereby potentially violating the FHA?2 As such, the FHA may offer a potential pathway to challenge blanket
exclusions based on incarceration, particularly when such practices disproportionately impact marginalized
groups protected by the FHA.

Admissions coordinators’ perceived barriers to accepting a compassionate release patient may stem from
the cost-benefit analysis that must be conducted on every prospective admission. Since insufficient Medicaid
reimbursements often force nursing homes to operate on thin or negative margins, nursing facilities must always
consider if the resource utilization from accepting and caring for a patient is worth the reimbursement?>%.
Therefore, even a perceived risk of increased liability that a history of incarceration may carry has the potential
to swing that cost-benefit analysis toward denying admission to justice-involved patients?”.

These perceived barriers, paired with our quantitative findings of significantly limited bed availability for
incarcerated patients, suggest that alternative nursing home placement options are required for older incarcerated
individuals granted compassionate release to receive the care they need.

This is the first study to examine the real-world availability of community nursing home services for
incarcerated persons seeking compassionate release. Our findings suggest that the limited state-wide availability
of nursing home care to incarcerated individuals is a barrier to the widespread implementation of compassionate
release laws. If this policy and market gap is not addressed, patients may continue to remain incarcerated and
unable to receive more appropriate nursing care as they age or illness advances.

Limitations

These findings may underestimate the number of nursing homes that would reject patients coming from carceral
settings. The way questions were posed regarding incarceration status and criminal history may have introduced
the social desirability bias?®. Put differently, the study design could not prevent admissions coordinators from
saying they would still consider an incarcerated patient for nursing home admissions because that is the socially
desirable response when, in reality, the patient would be rejected later in the process for unspecified reasons.

Another limitation of this study is that it primarily quantified the responses of nursing home admissions
coordinators. While we can assume that the responses of admissions coordinators reflected the official policies
of the long-term nursing facilities themselves, there may be some discrepancy between responses during a brief
phone call and the official nursing facility policy, and likewise between policy and practice. However, admissions
coordinators are the primary point of contact for individuals seeking long-term nursing care, and so this may
reflect real-world dynamics more accurately.

This study is further limited by generalizability. While 82.4% of long-term nursing facilities in Rhode Island
were successfully included, Rhode Island is a uniquely small state with no state-run public nursing home. As
such, the specific nursing home landscape in Rhode Island may not translate to other states that may be better
equipped to provide nursing home care to incarcerated patients granted compassionate release.

The problem of generalizability also applies to how much of a challenge the compassionate release process
is in RI compared to other states. A 2018 study by Families Against Mandatory Minimums (FAMM) assigned
a report card for every state’s compassionate release programs. RI is 1 of 5 states that received an A, A+, or A-
grade, compared to 34 out of 50 states that received an F**. Since one of the metrics the FAMM study judged
compassionate release programs on was the efficacy of discharge planning, it is possible that the results of this
study may be more dramatic in many other states.

The model patient used in our study had a specific set of characteristics that may not be reflected in real-
world incarcerated persons granted compassionate release. Other medical conditions or criminal legal system
factors may increase or decrease the likelihood of placement. Our sample patient was stated to be able to pay
privately for nursing home care for 1 year. This was done to eliminate insurance as a factor for bed availability
to truly isolate incarceration as the sole independent variable impacting responses in this study. However, the
reality is that most incarcerated patients cannot privately pay for long term nursing care and would likely rely
on Medicaid®!. Nursing homes frequently have limited Medicaid beds, creating a separate financial barrier to
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nursing home admissions from the community®. Incarcerated patients granted compassionate release may,
therefore, face other barriers to finding a nursing home bed beyond incarceration itself.

Facility size was assessed as a potential confounder, though it did not significantly impact results. However,
other unmeasured facility-level factors such as ownership status, staffing capacity, or proximity to schools (in
cases of a sexual offense) could also influence decision-making and warrant future study.

Next steps

This is the first state-wide survey of nursing home availability to incarcerated persons granted compassionate
release. Future research is needed to replicate this study design in other states that may have different nursing
home industries or compassionate release policies.

Nearly a quarter of facilities stated that having any criminal background was prohibitive for nursing home
admissions, with some stating that this was aligned with their facility’s policies. Moving forward, future projects
should better characterize the prevalence and quality of policies that limit nursing home admissions based on
incarceration history.

Furthermore, our study suggests that there are a very small number of nursing home facilities that are
particularly open to caring for justice-involved patients. Future research can aim to better understand what
allows these facilities to comfortably consider patients with carceral histories for nursing home admissions. By
doing so, future partnerships or policies can be designed to strengthen the ability of certain facilities to care for
justice-involved patients.

Conclusion

The aging prison population will continue to challenge our healthcare and prison systems. The question of how
to provide appropriate long-term nursing care within or outside of carceral facilities unequipped for nursing
home-level services will only grow as incarcerated persons grow older and develop chronic diseases. Although
compassionate release allows for the discharge of individuals deemed unlikely to pose a public safety risk and
data shows extremely low recidivism rates among elderly parolees, nursing homes remain reluctant to accept
these patients. The lack of community placement options not only limits access to needed healthcare services but
also undermines compassionate release programs intended to ease prison overcrowding and ultimately ensure
humane treatment for those no longer considered a public threat. As a result, a growing number of elderly
individuals will continue to remain incarcerated not because they pose a danger to society, but because no
nursing home will take them.

Data availability

The de-identified dataset generated and analyzed during the current study are available from the corresponding
author on reasonable request. Access to the data may require approval from the Lifespan/Brown University
Health Institutional Review Board to ensure compliance with ethical standards and institutional policies.
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