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To characterize injuries occurring
in jails, we analyzed injury report
forms from the New York City jail
system. We abstracted data from
4695 injury report forms representing 3863 patients. Of the injuries
reported, 66% were classified as
intentional. The 2 leading causes
of injuries were inmate-on-inmate
aggression (40%) and slips and falls
(27%). Injuries place a considerable
burden on jail health care systems,
and there is a need for more studies
on this problem and development
of injury prevention programs. (Am
J Public Health. 2012;102:1108–1111.
doi:10.2105/AJPH.2011.300306)

Although inmate injuries place a considerable burden on both individuals and the jail
health care system, there is little published
research on the topic.1---4 These injuries also
have an impact on the communities to which
inmates return and have been found to
compound existing barriers to employment,
education, housing, and substance abuse
treatment, which can affect reintegration into
the community and increase the likelihood of
recidivism.5---10
New York City has one of the largest jail
systems in the United States, with more than
90 000 admissions annually and a daily inmate population of approximately 13 000.
Inmates are in the custody of the New York
City Department of Correction (DOC), and the
New York City Department of Health and
Mental Hygiene (DOHMH) is responsible for
their health care. According to protocols developed by the 2 agencies, all inmates who are
injured or suspected of being injured are taken
to the jail clinic by the DOC for medical
evaluation even if their injuries appear minor
or if they intend to refuse treatment. We

analyzed New York City jail system injury
report data in an effort to gain a better
understanding of the extent and nature of
injuries occurring in jails.

METHODS
DOC protocols require that all staff-observed
or inmate-reported injuries be followed by an
injury report by DOC staff as well as an evaluation by medical staff. The report contains
elements that are completed by the DOC (such
as the narrative of the circumstances of the
injury and the location of the injury) as well as
by medical staff (including a physical examination and disposition). As part of DOHMH’s
routine surveillance of health statistics in the
jail system, we reviewed 5454 injury reports
from all 11 New York City jails that were
logged between January 1, 2010, and April
30, 2010. Injury reports were assessed for
completeness, and only the 4695 (86%) complete reports were coded for analysis. Of these
reports, 3062 (65%) included a detectable
medical injury based on a physical examination conducted by a medical staff member.
Injuries were categorized according to
Centers for Disease Control and Prevention
classiﬁcations as either unintentional (e.g.,
slips, falls, seizures, occupational accidents)
or intentional (inmate-on-inmate violence, use
of force by a correction ofﬁcer, or a selfinﬂicted injury) based on the DOC staff’s
narrative description of the injury. Because
multiple injuries may occur during a single
incident and be recorded on a single report,
up to 3 injuries were included from each
report.
We used SPSS version 17.0 (SPSS Inc,
Chicago, IL) in our data analyses. To calculate
injury rates, we used the average daily inmate
census of 12 500 and 0.33 years as the
denominator for exposure time (based on the
4-month report review period). Unadjusted
injury rates are reported in person-years.
Separately, we used a daily emergency log
completed by the DOHMH to review all cases
during this period referred by medical or
correctional staff for emergency treatment or
treatment that required equipment not available in the regular prison health clinics. This log
records all emergencies that occur within the
jail system and includes information on whether
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the patient is treated in the regular jail clinic,
a jail urgent care clinic, or a local hospital emergency department. The log is cross checked on
a daily basis with a similar log maintained by the
DOC. As a means of validating observed injury
rates, we reviewed emergencies listed in the log
to determine whether they appeared to involve
an injury and, if so, whether an injury report
form had been submitted.

RESULTS
The 4695 complete injury reports represented 3863 unique individuals, of whom
832 had more than one report. Ultimately,
3062 (65%) reports representing 2519 individuals contained a detectable medical injury. Table 1 shows selected characteristics of
inmates with injury reports who were found
by medical staff to have a conﬁrmed injury.
These individuals had a median age of 26
years (mode = 17 years) at the time of their
injury and had been incarcerated for a median of 71 days (mode = 1 day).
Table 2 shows the characteristics associated
with the 3062 conﬁrmed injury reports. The
majority of injuries were reported as intentional (66%), and all types of injuries with the
exception of neck and spinal injuries were more
likely to be classiﬁed as intentional. Housing
areas (29%) were the most common location at
which injuries occurred. The most prevalent
types of injuries were soft tissue or muscle
injuries (35%), followed by skin and soft tissue
injuries (27%), which ranged from minor
abrasions to severe lacerations and puncture
wounds. Of all conﬁrmed injuries reported,
39% were deemed not resolvable by facility
medical staff and required further evaluation
or treatment at jail urgent care clinics or local
hospital emergency departments. The rate of
reported, medically detectable injuries was
736 per 1000 person-years.
Self-injury (classiﬁed as the cause of 8% of
injuries) and asphyxiation (accounting for 2%
of injuries) represent overlapping and important indicators of mental illness in jail settings.
Of these injuries, approximately 40% required
evaluation and care outside the jail. All selfinjurious behavior results in immediate medical and mental health evaluations.
In our separate review of the daily emergency log used by the DOHMH, we observed
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TABLE 1—Selected Characteristics of Inmates With Reported Injuries:
New York City Jails, January–April 2010
Characteristic

Sample (n = 3062), Mean (Range) or No. (%)

Length of stay at time of injury, d

142 (1–3761)

Age, y

31 (17–76)

No. of previous arrests

4 (0–14)

Gender
Male
Female

2786 (91)
276 (9)

Mental illness diagnosis (current or history)
Yes

1163 (38)

No

1877 (61)

Data missing

22 (1)

Illicit drug use (current or history)
Yes

980 (32)

No
Data missing

2059 (67)
23 (1)

Self-reported alcohol abuse
Yes

337 (11)

No

2695 (88)

Data missing

30 (1)

Self-reported smoking status
Smoker

1592 (52)

Nonsmoker
Former smoker

1317 (43)
92 (3)

Data missing

61 (2)

Jail housing category
General housing

2878 (94)

23-h isolation

that injuries were reported for 32% (324) of
the 1014 patients transferred to hospital
emergency departments and 42% (1238) of
the 2948 patients transferred to jail urgent
care clinics during the 4-month study period.
Of injury-related transfers to jail urgent care
clinics or hospital emergency departments,
33% did not involve an associated injury
report in the medical record and were therefore not included in our classiﬁcation analysis.

DISCUSSION
We found that injuries were relatively
common medical problems in jail settings. The
injury rates observed in this study differ from
those reported in the community, which are
generally between 90 and 300 per 1000
person-years for all medically consulted

184 (6)

injuries.11---17 However, unlike in the community setting, every report of injury, assault, and
use of force in the correctional settings
assessed here must be documented and investigated, leading to higher rates of documented injuries. A more useful comparison
can be made with state prisons. A brief report
on injuries from a state prison in 1995
revealed injury rates similar to ours but with
a concentration in sports-related injuries.18
The most serious injuries in jails, those
resulting in death from accident, homicide, or
suicide, represent approximately 35% of all
deaths.19
Although this summary of injuries occurring in jails is an important initial step, our
analysis has several limitations. Despite the jail
protocol, our medical emergency log review
revealed potential gaps in injury reporting.

June 2012, Vol 102, No. 6 | American Journal of Public Health

One third of injury-related transfers to hospitals and urgent care clinics recorded in the
emergency log lacked a corresponding injury
report in the medical record. Conversely,
some injuries may have been fabricated by
inmates seeking medical attention for other
reasons (e.g., those seeking attention and
those wishing to be moved away from, or
closer to, other inmates). Some narrative reports did not contain sufﬁcient information
for analysis and were therefore not included.
Additional limitations stem from systemic
biases in injury reporting, including biases due
to perceived secondary gains such as compensation from possible lawsuits, a desire for
transfer, or simply a desire to go to the hospital.
In addition, some inmates may choose to report
an injury as accidental (e.g., as a “slip and
fall”), as opposed to reporting the real reason,
as a result of fear, shame, or other motives.
Consequently, our calculated injury rates
may be either underestimates or overestimates
of the actual rates.
Ultimately, we found that almost 40% of the
urgent care and emergency department care
for inmates is injury related, which has both
medical and ﬁnancial signiﬁcance. Injuries
represent an important health risk for those
who are incarcerated, and their treatment often
requires medical staff to interrupt their regularly scheduled sick call and chronic care
appointments.
Because of the security response associated
with some injuries, the movement of other
patients to and from the clinic may be curtailed. Injuries requiring transportation outside the jail necessitate dedicated correction
ofﬁcers to accompany the patient. A conservative estimate is that 750 emergency department visits each year by inmates in New
York City are injury related, creating signiﬁcant additional costs for the DOC, the
DOHMH, and emergency medical services, as
well as hospital emergency departments and
jail health staff. Some of these costs could be
offset through investments in diagnostic
equipment and personnel usually reserved
for hospital settings, although a comprehensive cost---beneﬁt analysis would be needed to
assess the feasibility of this solution.
Given the dearth of published research on
injuries in incarcerated populations, future
studies are needed to thoroughly investigate
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TABLE 2—Characteristics of Medically Detectable Injuries Reported in
New York City Jails, January–April 2010
Characteristic

Confirmed Injuries
(n = 3062), No. (%)

Intentionality
Unintentional
Intentional
Unknown/data missing

979 (32)
2021 (66)
62 (2)

Reported cause
Inmate-on-inmate fight

1230 (40)

Slip or fall

813 (27)

Use of force

369 (12)

Self-inflicted

254 (8)

Occupational

85 (3)

Alleged attack by staff
Attack by unknown assailant

63 (2)
57 (2)

Vehicle

21 (< 1)

Environmental

15 (< 1)

Seizure related

15 (< 1)

Other

46 (2)

Data missing

94

Type of injury
Soft tissue injury (contusion, no fracture concern)
Skin and soft tissue injury (abrasion, laceration)

1694 (55)
1262 (41)

Possible fracture

856 (28)

Head injury

398 (13)

Neck/spinal injury

172 (6)

Chemical burn

109 (4)

Foreign body

61 (2)

Asphyxiation

58 (2)

Dental
Sexual assault

43 (1)
16 (< 1)

Splash

14 (< 1)

Other

23 (< 1)

Data missing

93

Location/area in which injury reportedly occurred
Housing

309 (10)
163 (5)

Intake/holding pen

146 (5)

Transportation/court

110 (4)

Occupational setting

80 (3)

School

59 (2)

Clinic

49 (2)

Visit area

22 (1)

Search by Department of Correction
Other

16 (< 1)
42 (1)

Data missing
a

895 (29)
593 (19)

Common areaa
Shower
Recreation area

Including mess hall, dayroom, and corridors.
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the incidence and circumstances of these injuries. The results of these studies can be used
to inform injury prevention strategies in correctional facilities. j
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