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Abstract
Background  Incarcerated pregnant individuals face substantial barriers to timely and appropriate perinatal care, 
which may contribute to poorer maternal and newborn health outcomes compared to the general population. Their 
experiences, both during incarceration and post-release, offer critical insight into systemic obstacles affecting access 
to care. This study explores the perspectives of individuals who were pregnant while incarcerated in Ontario, Canada, 
examining their perinatal experiences and the factors contributing to adverse health outcomes for them and their 
newborns.

Methods  We undertook a qualitative study employing a descriptive design. We conducted virtual, semi-structured 
interviews with individuals who previously experienced incarceration while pregnant. Participants were recruited 
through purposeful and snowball sampling, and were eligible to participate if they had experienced incarceration in 
Ontario, Canada while pregnant. We conducted individual interviews to ensure confidentiality and encourage open 
discussions. We used thematic analysis to guide our identification and development of themes and subthemes.

Results  Eight participants were interviewed. Precarious perinatal care was identified as an overarching theme, 
encapsulating the instability and systemic challenges of perinatal care in carceral settings. Five main themes were 
identified: Carceral constraints to health and social supports, Mistreatment, Crystallization of pregnancy, (Im)personal care 
of pregnancy, and Parenting from the inside out. Participants described how power dynamics within carceral facilities 
affected access to perinatal care, expressed concerns about their own and their child’s health, and shared fears about 
reintegration post-release.

Conclusion  Participants described their perinatal experiences during incarceration, providing insight into the 
systemic and multifaceted barriers they encountered. This study enhances understanding of the complexities 
surrounding perinatal care access, illustrating how administrative processes and power dynamics within carceral 
facilities limit timely and appropriate care. These findings can inform the development of policies, procedures, and 
transitional resources during incarceration and post-release. Such interventions may improve perinatal experiences 
and contribute to better health outcomes for incarcerated pregnant individuals and their infants. Future research 
should explore perinatal care from the perspective of correctional officers working with incarcerated pregnant 
individuals. Additionally, examining policies governing carceral health and social service provision would help inform 
evidence-based reforms and improve care delivery.
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Background
Although Canada’s universal healthcare system and pub-
licly funded perinatal services generally support safe 
pregnancies and childbirth, inequities in outcomes per-
sist, particularly among structurally marginalized popu-
lations. Miao et al. conducted a large population-based 
study comparing perinatal outcomes between Black and 
White individuals in Ontario [1]. Their findings indicate 
Black pregnant individuals face significantly higher risks 
of adverse perinatal outcomes compared to White preg-
nant individuals. For instance, the risk of preterm birth 
(< 37 weeks) is 41% higher among Black pregnant indi-
viduals (adjusted relative risk 1.41, 95% CI 1.37–1.44) 
and their stillbirth rates are disproportionately higher 
than those of their White counterparts (0.83% vs. 0.37%, 
P < 0.0001) [1]. In a scoping review of Indigenous mater-
nal health and health services in Canada, Bacciaglia et 
al. describe how Indigenous communities continue to 
experience elevated rates of adverse birth outcomes and 
infant mortality compared to non-Indigenous popula-
tions [2]. These disparities are attributed to the ongoing 
effects of colonization, including mechanisms such as the 
Indian Act, which disrupt the transmission of traditional 
knowledge and practices related to pregnancy, birth, and 
maternal and child health [2].

Carter-Ramirez et al. conducted retrospective cohort 
studies using ten years of Ontario health administrative 
data to compare pregnancies between individuals incar-
cerated during pregnancy or prior to pregnancy with 
those in the general population [3, 4]. Their findings 
show individuals incarcerated during pregnancy faced 
significantly higher odds of preterm birth (odds ratio 
[OR] = 2.7, 95% CI = 2.2–3.4), low birth weight (OR = 3.1, 
95% CI = 2.4–3.9), and other adverse perinatal outcomes 
compared to the general population [3]. Incarceration 
was also associated with reduced access to antenatal 
care. Among those incarcerated during pregnancy, the 
odds of attending a first-trimester appointment (OR, 
0.11, 95% CI, 0.09–0.13), receiving eight or more antena-
tal visits (OR, 0.16, 95% CI, 0.14–0.19), or undergoing a 
first trimester ultrasound (OR, 0.43, 95% CI, 0.36–0.50) 
were lower when compared to the general population [4]. 
These risks are likely influenced by the complex life cir-
cumstances associated with incarceration [3].

These antenatal care findings intersect with other 
risk factors, including higher rates of substance use 
during pregnancy among individuals exposed to 
incarceration [5]. Testa, et al. found women who expe-
rienced incarceration, either personally or vicariously 
through a partner, during pregnancy had higher odds 

of opioid use compared to women with no carceral 
exposure (OR = 1.746, 95% CI = 1.161, 2.626) [5]. Non-
prescribed opioid use, in particular, is associated with 
neonatal abstinence syndrome (NAS), infant mortality, 
and increased NICU admissions [6, 7]. Unstable sub-
stance use disorders, characterised by frequent relapses 
or poor adherence to treatment plans, are also associated 
with delayed prenatal care, incomplete clinical assess-
ments, and a greater risk of child welfare apprehension 
[8]. Additional research has underscored the limited 
availability of reproductive care and unmet health needs 
among incarcerated women, pointing to systemic defi-
ciencies in provincial institutions [9]. These structural 
inequities help explain the persistently poor maternal 
and neonatal outcomes experienced by this population.

Although there is a growing interest in carceral peri-
natal care, the body of Canadian literature exploring the 
lived experiences of incarcerated pregnant individuals 
remains limited, particularly when compared to countries 
with similar carceral systems [10]. Ethical constraints, 
institutional restrictions, and the logistical challenges of 
conducting research in custodial settings present signifi-
cant barriers to engagement. Even when participation is 
permitted, individuals may withhold information due to 
fears of confidentially breaches, coercion, or reprisal [11, 
12], further narrowing the scope of available narratives. 
Without direct accounts, efforts to improve care risk 
overlooking the complex realities of pregnancy in correc-
tional settings.

Narratives from formerly incarcerated individuals 
who experienced pregnancy offer vital insight into the 
consequences of these systemic gaps. Their accounts 
reveal how institutional processes and power dynamics 
influence access to care. This study explores the perina-
tal experiences of individuals incarcerated in Ontario, 
Canada during pregnancy, with particular attention to 
structural and procedural barriers undermining timely, 
appropriate, and dignified care.

Terminology
This article uses gender-inclusive terminology, acknowl-
edging pregnancy is not limited to individuals who iden-
tify as women; however, the term “women” is utilized 
when referring to published data using this language. This 
article does not examine social, and healthcare services 
provided to transgender individuals within incarcerated 
settings. As it pertains to participants, the pronoun “she” 
is used when they self-identified as women and “they” is 
used when the participant self-identified as non-binary.

Keywords  Health services for prisoners, Incarceration, Perinatal care, Pregnancy, Healthcare, Ontario, Human rights, 
Policy, Women prisoners
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Methods
Positionality statement
Incarceration during pregnancy is an ethically complex 
topic which brings forth discussions about bodily auton-
omy, reproductive rights, and motherhood. Given the 
sensitive and traumatic nature of this topic, as research-
ers, we must reflect on our positionality. Our research 
team is comprised of a diverse group of professional 
and academic women. XB is a Black woman pursuing 
her PhD. She has experience participating in various 
advocacy and prevention of sexual violence commit-
tees. She also has extensive experience in policy analy-
sis. AM and LM are midwives with experience providing 
care to incarcerated pregnant individuals, while AFP is a 
law professor whose research focuses on informed con-
sent and reproductive health. WP is a registered nurse 
whose research centres on maternal-newborn health and 
the healthcare experiences of pregnant and postpartum 
individuals from marginalised communities. Although 
none of our team members have experienced incarcera-
tion during pregnancy or otherwise, most are mothers. 
Informed by our professional engagement with perinatal 
care and carceral systems, our team members view incar-
ceration during pregnancy as a barrier to both continu-
ity and equity of care. We believe perinatal care provision 
should be individualised and meet the highest standards 
of evidence-based care. Our positionality shaped our 
approach to exploring the lived experiences of individu-
als who were incarcerated while pregnant.

Study design
We used a qualitative descriptive design as it prioritizes 
participants’ direct accounts with minimal interpretation. 
This method captures the nuanced realities of a margin-
alized population in a clear, accessible way. It supports 
practical, actionable findings grounded in lived experi-
ence [13]. This qualitative research is part of a larger case 
study project exploring care delivery to pregnant individ-
uals incarcerated in Ontario, Canada.

Participant recruitment
Participants were recruited using purposeful and snow-
ball sampling strategies. The principal investigator (XB) 
used emails to contact law offices, community organiza-
tions, health and social service provider organizations, 
and individuals in her professional network. Some law 
offices and members of XB’s network shared recruitment 
information with potential participants. XB also posted 
recruitment notices on social media. One community-
based midwifery practice provided recruitment support 
by sharing information about the study with potential 
participants. Participant recruitment continued until the 
data set was considered sufficient to provide meaningful 

insight contributing to answering the research question 
[14, 15].

Eligibility criteria
Eligibility included having been formerly incarcerated in 
Ontario, Canada, while pregnant between January 2012 
and July 2024. Participants could have been held in fed-
eral or provincial facilities, with no restrictions on facility 
type (e.g., jail, prison, correctional centre, treatment cen-
tre) or duration of incarceration. Individuals were eligible 
if they were at least 18 years old, fluent in spoken English 
or French, and no longer incarcerated at the time of the 
interview.

Interview guide
The interview guide was developed based on the 
American College of Obstetricians and Gynecolo-
gists’ Reproductive Health Care for Incarcerated Preg-
nant, Postpartum, and Nonpregnant Individuals [16], 
the Guidelines for the Implementation of Mother-Child 
Units in Canadian Correctional Facilities [17] and the 
Quality of Care for Maternal and Newborn Health: A 
Monitoring Framework for Network Countries [18]. The 
authors selected these documents for their relevance, 
providing guidelines on healthcare for incarcerated preg-
nant individuals, best practices for mother-infant support 
in correctional settings, and frameworks for monitoring 
maternal and newborn health. Prior to data collection, 
XB piloted the interview guide with a researcher special-
izing in the lived experiences of incarcerated mothers. 
Co-authors AM and WP also provided feedback, AM 
drawing on midwifery expertise in caring for incarcer-
ated pregnant individuals, and WP as a registered nurse 
specializing in maternal-newborn health research and 
the healthcare experiences of marginalized pregnant and 
postpartum women. Based on their input and XB’s obser-
vations, minor revisions were made to the guide. Exam-
ples of interview questions are shown in Table 1.

Data collection
Data collection occurred between October 2023 and May 
2024. XB, who has extensive experience in qualitative 
research, conducted eight semi-structured interviews 
lasting 36 to 93 min, with a median duration of 52 min. 
Before each interview, participants received an email 
from XB confirming the scheduled date and time, along 
with the consent form as an attachment. Interviews were 
digitally recorded using Microsoft Teams or Zoom. Fol-
lowing each session, XB downloaded the auto-generated 
transcript in Word and edited it while listening to the 
interview recording to ensure an exact verbatim repre-
sentation. Simultaneously, transcripts were pseudony-
mized by replacing identifiable information related to 
locations, organizations, facilities, institutions, clients, 
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and providers. Finalized transcripts were stored on the 
university’s password-protected server, accessible only 
to XB and WP. Participants were not provided with tran-
scripts for review or comment.

Data analysis
We used Braun and Clarke’s [15] reflexive thematic analy-
sis framework to systematically analyze the data. This six-
phase, iterative approach involves data familiarization, 

initial coding, theme identification, theme review, theme 
naming and definition, and the development of a com-
prehensive report linking themes. It enables the identi-
fication, organization, and interpretation of participants’ 
narratives. NVivo 14 was used to manage data, code ver-
batim transcriptions, and extract relevant quotations. XB 
coded all transcripts, and WP coded a subset of these 
transcripts. XB and WP met weekly to discuss codes, 
themes, subthemes, and thematic relationships.

Ethical considerations
This study received approval from University of Ottawa 
Research Ethics Board (H-01-23-8376). Before each 
interview, participants provided their verbal consent to 
participate. Participants were informed their participa-
tion was voluntary, they were not required to answer any 
questions, and they could withdraw from the interview 
at any time. As interviews were conducted virtually, par-
ticipants were able to select a private and comfortable 
setting. Each participant received a $50 CAD Interac 
e-Transfer as a token of appreciation for their time and 
contribution.

Findings
Participants
Table  2 summarizes participants’ sociodemographic 
characteristics. The sample included eight individuals 
formerly incarcerated during pregnancy in Ontario car-
ceral facilities, with a mean age of 35.5 years. All partici-
pants chose to complete their interview in English.

Table 3 presents the trimester of pregnancies and dura-
tion of incarceration during pregnancy for the study par-
ticipants. All eight participants experienced incarceration 
in provincial facilities, spanning five distinct institutions 
across Ontario. Six were incarcerated at the same insti-
tution on separate occasions, and one experienced mul-
tiple instances of incarceration across different facilities. 
Three participants were aware of their pregnancies prior 
to incarceration, and three had their pregnancies con-
firmed while incarcerated. Two participants, who expe-
rienced multiple pregnancies during different periods of 

Table 1  Examples of interview guide questions
Topic Questions
Experience of 
pregnancy

To begin, tell me the story about your experience of being pregnant while incarcerated.
Can you give me an example of care that you received which was well provided/made you feel good about yourself?

Access to 
care

What was the process for receiving prenatal care while incarcerated?
What modifications were made to your daily routine when you were pregnant? How did these modifications compare to when you 
were not pregnant?
While you were pregnant and incarcerated, which of your needs were not met?

Prenatal care How would you describe your interactions with the social service providers and healthcare providers/medical staff you saw through-
out your pregnancy, while incarcerated?
How would you describe your interactions with the correctional officers/facility staff throughout your pregnancy?
How did the care you received from the correctional officers/facility staff throughout your pregnancy make you feel?

Table 2  Sociodemographic characteristics of study participants 
(N = 8)
Characteristics N (%)
Self-identified gender
  Female 7 (87.5)
  Non-binary 1 (12.5)
Self-identified race/ethnicity
  Caucasian 5 (62.5)
  Latina 1 (12.5)
  Multiracial 1 (12.5)
  (Visible minority) 1 (12.5)
Age at time of interview
  20–29 1 (12.5)
  30–39 4 (50)
  40–49 3 (37.5)
Relationship status
  Single 3 (37.5)
  In a relationship (not common law) 2 (25)
  Common lawa 2 (25)
  Married 1 (12.5)
Age at time of incarcerationb

  20–29 3 (37.5)
  30–39 5 (62.5)
History of substance use disorders
  Yes 6 (75)
  No 1 (12.5)
  Unknown 1 (12.5)
a“Common law” reflects participants’ terminology and may differ from the legal 
definition under Ontario law
bRefers to the participant’s age at the time of the incarceration period during 
which they experienced their first eligible pregnancy, as defined by the study’s 
inclusion criteria. Some participants experienced multiple pregnancies while 
incarcerated
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incarceration, reported awareness of some pregnancies 
prior to confinement, while other pregnancies were con-
firmed during incarceration. Additional details regarding 
their reproductive and carceral histories are presented in 
Table 3.

Incarceration and pregnancy outcomes
Participants described their lifetime reproductive histo-
ries, which included 20 live births, 37 miscarriages, ecto-
pic pregnancies, one neonatal death, and one pregnancy 
termination. Two participants were pregnant at the time 
of their interviews.

Table 4 summarizes pregnancy outcomes in relation to 
incarceration status at the time of each outcome. All mis-
carriages and one ectopic pregnancy were experienced 
during incarceration. Four of the five live births took 
place post-release. Two participants were pregnant at the 
time of their interviews. Therefore, their pregnancy out-
comes and incarceration status during the remainder of 
their pregnancies are unknown.

Formerly incarcerated individuals’ perinatal experiences
This study explored the experiences of formerly incarcer-
ated individuals who were pregnant during incarcera-
tion. Using thematic analysis, we identified Precarious 
Perinatal Care as the overarching theme, encompass-
ing five main themes: (1)  Carceral constraints to health 
and social supports, (2) Mistreatment, (3) Crystallization 

of pregnancy,  (4) (Im)personal care of pregnancy, and 
(5)  Parenting from the inside out. Table  5 presents the 
main themes and corresponding subthemes. The follow-
ing sections describe each theme and sub-theme, with 
supporting verbatim quotes from participant interviews.

Overarching theme: precarious perinatal care
Participants described their perinatal experiences dur-
ing incarceration, highlighting uncertainty about whether 
basic medical needs would be met and what, if any, care 
would be accessible in an emergency. Administrative pro-
cesses within carceral facilities were cumbersome and 
unreliable, creating significant barriers to perinatal ser-
vices. All participants provided examples of these barri-
ers, underscoring the precarious nature of perinatal care 
in carceral settings. As a result, we identified Precarious 
Perinatal Care as the overarching theme.

Theme 1: carceral constraints to health and social supports
Carceral constraints to health and social supports restrict 
access to perinatal care for incarcerated individuals. 
Participants who experienced perinatal incarceration 
described how administrative processes contributed to 
these barriers, which are reflected in four subthemes: 
administrative hurdles, understaffed and underserved, 
without a plan, and carceral authority over access to 
support.

Administrative hurdles
Participants described how carceral facilities’ adminis-
trative processes affected their access to services. One 
participant with a substance use disorder described how 
incarceration disrupted her methadone treatment:

“It took about a week for me to get on it [methadone] 
and they needed to contact the methadone clinic 
that I was on to get the prescription that I was on. 
But then I did end up getting it. […] And then also, 
like with the methadone, like I could have lost my 
baby being in withdrawals for a week. So, like that 
definitely could have been done a little quicker.” 
(PI06)

Table 3  Pregnancy trimester and duration of incarceration 
(N = 12 pregnancies)
Pregnancy during incarceration Na (%)
Trimester of pregnancies while incarcerated
  First (weeks 1–12) 6 (50)
  Second (weeks 13–27) 4 (33.3)
  Third (weeks 28–40) 1 (8.3)
  Unknown 1 (8.3)
Duration of incarceration
  < 1 month 4 (33.3)
  1–6 months 7 (58.3)
  > 6 months to 1 year 0 (0)
  > 1 year 1 (8.3)
aTwo participants reported three pregnancies during distinct periods of 
incarceration, resulting in a total of 12 pregnancies (N = 12)

Table 4  Pregnany outcomes and incarceration status at time of outcomes (N = 12)
Pregnancy Outcome Incarceration status at time of pregnancy outcome Total

Incarcerated Not Incarcerated Unknown
Live birth 1 4 0 5
Miscarriage 4 0 0 4
Ectopic 1 0 0 1
Unknown 0 0 2 2
Total 6 4 2a 12b

a Two participants were pregnant at the time of their interviews; their pregnancy outcomes and incarceration status during the remainder of pregnancy are unknown
bTwo other participants reported three pregnancies during distinct periods of incarceration, resulting in a total of 12 pregnancies (N = 12)
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Another participant recounted a similar experience of 
receiving consistent methadone treatment in the com-
munity, only to have this schedule interrupted upon 
incarceration:

“ […] so when you go into jail, you typically, if you’re 
on methadone or tryin’ to start, you can’t [continue 
your treatment] for sometimes three to seven days 
because they [carceral staff] have to reach out to the 
methadone doctor outside of the jail, get it approved 
and then send it here [to the jail] and sometimes this 
takes… so it took four days or something like that.” 
(PI04)

Five of the eight participants discussed the “Inmate 
Request Form,” a key paper-based tool for requesting 
items or accessing services. The “Inmate Request Form” 
(request form) is provided to the incarcerated individual 
upon request [19]. Submitted requests may or may not 
be ‘approved’ by the correctional officers on duty. Partici-
pants reported using the form to request visits from indi-
viduals outside the facility, including contact visits with 
newborns, access to a telephone, clothing, dietary adjust-
ments, and medical staff care.

Participants identified several factors affecting request 
form processing times, including correctional officers. 
One participant explained, “[…] everything’s done through 
request form and they’re [correctional officers] taking 
their timeline. It’s like it could be done a lot quicker, but 
it just depends on the people behind that glass.” (PI04). 
Several participants believed request forms were not a 
priority for carceral staff. One participant described an 

interaction with a correctional officer: “There’s an area 
that you can’t pass like in front of the glass, and they’d 
just be like ‘Back up. Go over the line. Write a request 
form and when it gets filled it gets filled’” (PI04). Another 
participant reflected on why the processing of requests 
were often delayed: “It just felt like everybody is so busy 
and short-staffed and they don’t have time, and you have 
to put in a request for anything and it could take weeks.” 
(PI02).

The prioritization of administrative processes, includ-
ing the request form system, hinders access to timely 
essential services and fulfillment of basic needs. Per par-
ticipants’ accounts, staff shortages were also identified as 
a contributing factor.

Understaffed and underserved
Participants described staffing shortages in carceral 
facilities as a significant barrier to accessing social and 
healthcare services. One participant explained how 
understaffing throughout the facility restricted move-
ment, hindering their ability to engage in self-care and 
contributed to missed appointments:

“And, you know, often the jails are short staffed 
because people just call in sick all the time. They 
don’t show up. And short staff means nobody has 
yard, nobody has access to the shower, no, we’re 
locked in the cell all day. So that also means if there’s 
appointments, there’s nobody to bring you.” (PI08)

Correctional staff are responsible for transporting 
incarcerated individuals to appointments. Participants 
described how staffing shortages resulted in delayed or 
missed court dates and medical visits. One participant 
recalled missing two prenatal appointments due to staff-
ing limitations:

“I had a couple of appointments scheduled and they 
got cancelled due to the guards not being avail-
able or being too late for my appointment. So, I’d 
missed a couple appointments. One was a blood 
work appointment to make sure the baby didn’t have 
Down syndrome or any defects, and unfortunately, I 
missed it. And by the time they were going to take 
me, I was too far along to even do the test anymore. 
So that was my only concern when it came to the 
scheduling and stuff like that because obviously, 
I’m inside [the carceral facility]. I have no control 
over what goes on and like, you know, getting to my 
appointments and stuff.” (PI07)

This participant described feeling powerless with 
respect to attending appointments, highlighting how the 

Table 5  Themes and subthemes identified in interviews with 
formerly incarcerated and pregnant individuals
Themes Sub-themes
1. Carceral constraints to health 
and social supports

• Administrative hurdles
• Understaffed and underserved
• Without a plan
• Carceral authority over access to 
support

2. Mistreatment • Lack of informed consent
• Neglect
• Dehumanization

3. Crystallization of pregnancy • A positive sign
• Clarity amidst confinement
• Managing substance use disorder
• Unspeakable joy

4. (Im)personal care of 
pregnancy

• Yard time
• Food fetters
• Hardly restful sleep
• (Un)hygienic practices
• Emotional and mental distress

5. Parenting from the inside out • Bonding barriers
• Multigenerational mothering
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imbalance of power inherent in carceral settings creates 
barriers to perinatal care.

Without a plan
Limited staffing and administrative barriers impeded 
participants’ ability to prepare for release, leaving them 
without coordinated plans to support their transition 
into the community. Participants described how the 
absence of discharge planning left them uncertain about 
where they would live and how they would manage once 
released. This lack of preparation heightened their risk of 
housing insecurity and relapse, especially for those navi-
gating pregnancy, early parenting, or recovery.

Since some participants’ pregnancies were confirmed 
during incarceration and others gave birth while in cus-
tody, securing appropriate accommodations after release 
was a priority. One participant described the challenges 
of finding shelter while pregnant following her release:

“So, my lawyers really didn’t want me to stay in 
there [the carceral facility] and they were trying 
every way possible. They asked my parents if I could 
move in with them because this is my first time actu-
ally being incarcerated, ever, and my only time being 
incarcerated, but so they were trying to ask my fam-
ily and stuff if I can move in with them. And then 
they [family] were hesitant on it because they didn’t 
think that I was gonna get out and do good. They 
kind of thought I was just gonna go down the same 
path that I was already on. So then they [lawyers] 
kind of spoke with [midwife] to figure out if there 
was any resources that could help me. And then 
that’s when they ended up figuring out for [commu-
nity organization]. But then I had to wait for a bed 
to be open at [community organization] because it’s 
very popular for teenage girls. So, then they ended up 
actually having a bed not too long after, so I ended 
up going there.” (PI06)

In the following example, a participant recalled her con-
cerns about what she would do and where she would go 
after being released, as no plan was in place. At the time, 
her mother was caring for her newborn son, but did not 
trust the participant:

“I was pretty sure I was not staying [in the carceral 
facility] that long. I mean, they didn’t, but they 
didn’t know for sure, but they still didn’t talk to me 
about it [the release]. I just feel like there was nobody 
there to say, ‘This is the plan. How can we help you? 
What are your needs?’, you know? What if I was giv-
ing birth there [in the carceral facility]? Or like I’m 
a pregnant woman struggling with drugs? What if I 
do get out? Where, where am I gonna go? What am 

I gonna do? Cause the… like in my head, the only 
thing I know to do is to go out and use [substances] 
like I didn’t have a place to stay. My family didn’t 
trust me, like… so this… the only thing I know is I’m 
going out to use [substances] like they didn’t try to 
set up a plan. There was no plan being set up. There 
was [no plan] for me to deliver in there, and then the 
baby to go somewhere, or if I got out, so… Like their 
job is to “take care” of you while you’re there [in the 
carceral facility] pretty much and that’s it.” (PI02)

One participant was released following severe mistreat-
ment in the carceral facility, where their well-being was 
neglected as they miscarried alone in their cell without 
medical attention. A judge, upon learning of the incident, 
encouraged them to seek medical care and provided a 
taxi voucher for transportation home. Still experiencing 
withdrawal symptoms, they instead travelled approxi-
mately one hour and 45  min to their substance dealer’s 
location. They explained:

“The facility had given me a taxi voucher to take 
[me] wherever I needed [to go], and I used my taxi 
voucher to go back to [city name], Ontario to my 
dealer’s house because I was in such heavy with-
drawal and pain that it was the only thing I could 
think of. And then once I finally went to hospital, I 
had already passed everything [had the miscar-
riage].” (PI05)

These examples illustrate how systemic gaps in discharge 
planning and service coordination hindered participants’ 
access to essential healthcare and social supports during 
their transition out of custody. Uncertainty surrounding 
the timing of their release, compounded by the absence 
of a structured plan, left participants deeply concerned 
about housing and health beyond the facility walls.

Carceral authority over access to support
Carceral environments are fraught with power imbal-
ances. Participants described instances in which correc-
tional officers exercised authority, restricting access to 
services and support. These actions had repercussions, 
disrupting the experiences of other incarcerated individ-
uals and staff throughout the facility. The resulting con-
sequences often extended beyond the immediate context, 
compounding existing challenges within the facility and 
increasing barriers to social and healthcare services.

One participant described how correctional officers’ 
control over request forms impacted the workload of 
medical staff within the facility. She also described incon-
sistencies in how these forms were processed, noting 
variations depending on the guard on duty:
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“Then there’s the ones that come in there and take 
their time, let the [request form] box fill up and don’t 
empty it for a day or two and then take it to fill it out 
and then you have like twenty people who need to 
see the doctor. So, you’re not on the doctor list that 
day, you’re on the doctor’s list the third day because 
they should have did [processed the request forms]
every day instead of making it [the box] fill up, right. 
But it all depends on the person behind the glass and 
how they’re doing things, right?” (PI04)

Another participant described how correctional officers 
exercised power in a hospital setting. Following a cae-
sarean section (C-section), she was initially denied visits 
from her mother and the father of her child, despite prior 
arrangements. She recounted the distress caused by their 
absence during this critical period: “First day was the 
worst because they wouldn’t let anybody come. I had to 
give birth by myself, like it was horrible.” (PI03). The pri-
oritization of carceral authority restricted her access to 
essential support. In response, the participant’s mother 
and midwife contacted the carceral facility to request vis-
itation approval. Subsequently, her mother was granted 
access, and the midwife arranged for the father to visit as 
well.

While incarcerated, individuals were often required to 
advocate for themselves or develop strategies to navigate 
the imbalance of power between themselves and carceral 
staff. One participant described consistently advocating 
for herself and others, which led to retaliation from staff: 
“I would send letters out to my kids, my kids would never 
get them, like, you know? So, it’s like you can’t even stand 
up for your basic human rights without being punished,” 
(PI08). Another participant explained how she navigated 
interactions with staff to make her stay more tolerable: “I 
was always nice and polite because at the end of the day, 
they’re controlling me, right. […] If I’m rude and obnox-
ious, they can make my life a living hell in there.” (PI04).

These examples illustrate how power imbalances create 
barriers to accessing services and contribute to mistreat-
ment, compromising the safety and dignity of incarcer-
ated individuals. The theme Carceral constraints to 
health and social supports highlights how administrative 
hurdles, staffing shortages, and power dynamics between 
incarcerated individuals and carceral staff restrict access 
to perinatal services.

Theme 2: mistreatment
Participants described numerous experiences of mis-
treatment, categorized into three subthemes: lack of 
informed consent, neglect, and dehumanization.

Lack of informed consent
Participants recalled instances during incarceration when 
they did not receive sufficient information to make an 
informed decision about their treatment. For example, 
one participant described receiving a “cocktail” of medi-
cations, not knowing the specifics of the medications or 
their purposes:

“And then, the medication I get, they remove the 
Gravol 'cause it’s just not good for pregnant [peo-
ple]. They call it the cocktail. It’s like clonidine, 
Imodium… I don’t even know exactly. It’s things 
that maybe help you just calm down if you’re not on 
any prescribed anything because they can call your 
pharmacy and like send it over and whatnot. So, I… 
I had nothing [no prescriptions]. They just gave me 
that [cocktail].” (PI01)

Another participant described requesting sleep medica-
tion, which was prescribed by a carceral physician who 
failed to inform her of any potential side effects:

“So, he [carceral physician] gave me this medication 
but… this medication really fucked with me after. I 
gained like… so, I went up to like 220 pounds after 
just from this medication. I struggled to get off it. 
It was actually an antipsychotic. There should be 
more… what… ‘This is the risks of this medication. 
This is the side effects. This is…’ like there should be 
an option, ‘this medication does this or this,’ but any-
ways so […] he didn’t tell me all that. He just told me 
it would help me sleep and that’s what I was looking 
for.” (PI02)

Neglect
Participants described neglect as a barrier to meeting 
basic and medical needs in carceral settings. One par-
ticipant described feeling unsafe while incarcerated and 
pregnant, fearing she would not receive proper medical 
care:

"It’s scary whenever you have anything going on 
there [carceral facility] because you know you’re not 
gonna get proper medical care. And for someone like 
me, who has high-risk pregnancies because of the 
amount of nausea and vomiting I have, it’s um… 
Yeah, it’s scary 'cause it’s like, you know, if something 
happens, they’re not gonna take me to the hospital. 
They’re not gonna call an ambulance. They’re gonna 
wait ‘till the last minute. You know, I like I… yeah. 
No, they just really um… they really don’t uh… don’t 
do anything to make you feel safe whatsoever.” (PI08)
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Reinforcing the previous participant’s apprehension, 
another participant described having a miscarriage after 
a correctional officer dismissed her medical concerns, 
instructing her to submit a request form instead of pro-
viding immediate assistance:

“A couple of times I told them, ‘My stomach hurts. I’d 
like to see a doctor. I think I’m having a miscarriage.’ 
And they’re like, ‘Wait. Write a request form and 
see the doctor.’ And I was like, ‘What do you mean 
request form?’ I’ve had like bad period cramps were 
like, I knew I was having a miscarriage and they’d be 
like ‘Write it on the request form.’ It’s not their prob-
lem.” (PI04)

Following the miscarriage, she was taken to the carceral 
medical office.

One participant recounted being confined in a negative 
pressure room, typically used to isolate clients suspected 
of having infectious diseases. Isolated from others, they 
experienced four days without staff monitoring their 
well-being. During this time, no one acknowledged their 
presence, and they received no meals:

“They [carceral staff] had come and they had 
dropped off food to me, but the food that they, so 
I’m plant-based. I don’t eat meat. I don’t eat cheese. 
I don’t eat animal products, and they had brought 
me up items that I couldn’t eat, and so I was refus-
ing some of the food that they had provided me and 
after I had refused three meals, they just basically 
stopped bringing meals.” (PI05)

The same participant described another instance of 
neglect involving medication they had been prescribed 
and were using prior to incarceration:

“Nobody came with any medications. I was never 
given the antibiotics I was on. I was never given the 
methadone that I was prescribed. I was… I wasn’t 
given any of the creams that normally I have when I 
have like lesions and sores on me.” (PI05)

Dehumanization
Participants described experiences where they were 
stripped of dignity and autonomy, both in hospital and 
within carceral facilities. One participant recalled attend-
ing medical appointments at various locations, includ-
ing a private ultrasound clinic and a hospital, while in 
custody:

“You have to be shackled and pushed in a wheel-
chair by the guards, and you have everybody staring 
at you. Even, you know, your hands are cuffed, and 

they’ll be like, ‘OK, so just go pee in this cup.’ while 
your hands are cuffed! Like, you know how… First of 
all, how mortifying it is to have to squat down and 
pee in front of a guard, and to try to pee in a cup 
and pull your pants down and all that while your 
hands are cuffed together, like it’s just… and then if 
you say like, ‘Can you at least, you know, take one 
cuff off?’, they’d be like ‘Oh, you better not try any-
thing!’ What am I gonna try, like you know what I 
mean, in this environment.” (PI08)

Another participant recounted experiencing a miscar-
riage alone in their cell. The toilet had stopped function-
ing, and after notifying staff, they were given a bucket 
instead of having the toilet repaired:

“[…] I had complained about the fact that my toilet 
didn’t work, they brought me a bucket and told me 
to sit on a bucket […]. So, my toilet had plugged from 
everything I was passing [due to a miscarriage] and 
they brought me a bucket. Like they didn’t even fix 
my toilet.” (PI05)

All but one participant characterized their overall incar-
ceration experiences during pregnancy as negative. These 
examples of mistreatment raise important concerns 
regarding how incarcerated pregnant individuals are 
treated and whether their fundamental rights are upheld.

Theme 3: crystallization of pregnancy
Upon admission to the facility, participants were asked 
whether they were pregnant or believed they might be, 
and were given the option to undergo a pregnancy test. 
Six of the eight participants had at least one pregnancy 
confirmed during incarceration. For some, pregnancy 
offered renewed hope and a sense of motivation. Others 
experienced challenges related to substance use disorder 
and emotional and mental distress. We use the term crys-
tallization of pregnancy to describe the moments through 
which participants came to recognize their pregnancy as 
an irrefutable truth, shaped by the constraints and con-
ditions of incarceration. This conceptualization reflects 
the realization and acceptance of pregnancy while incar-
cerated, as illustrated through four subthemes: a positive 
sign, clarity amidst confinement, managing substance use 
disorder and unspeakable joy.

A positive sign
Some participants had suspected, but not confirmed, 
they were pregnant prior to incarceration. One partici-
pant, who learned of her pregnancy at approximately 26 
weeks of gestation, described her experience as follows:
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“I thought I was pregnant, but I kept taking a preg-
nancy test like at my methadone clinic, and they 
were coming back negative. Um… and then so like a 
few days after me being in there [the carceral facil-
ity], I guess like just not being on anything [sub-
stances] kind of like let my hormones say like ‘Hey, 
like I’m gonna, I’m gonna give you that positive pee 
test.’ So, then I ended up getting the positive pee test.” 
(PI06)

Another participant who learned of her pregnancy while 
incarcerated was at 16 weeks of gestation. She described 
her experience as one of excitement:

“I’d asked for a pee test, and they did three, three 
tests until they finally pulled me out and they said, 
‘Yes, you’re pregnant.’ Now it was a huge shock to me. 
[…] I seen the ultrasound, though, it was like it was 
so real to me. I was like, ‘Oh my gosh, this is a little 
baby.’ And I was really excited.” (PI07)

Among a range of emotions, the reality of pregnancy 
evoked both excitement and uncertainty, as participants 
faced decisions regarding their pregnancy. These deci-
sions were influenced by various factors; some were 
within their control, while others were dictated by exter-
nal circumstances.

Clarity amidst confinement
Substance use and instability in the community often 
delayed participants’ awareness of pregnancy and dis-
rupted engagement with care. Incarceration marked a 
turning point where participants, previously disengaged, 
began to acknowledge their pregnancies and consider 
next steps, often later in gestation. The structure of incar-
ceration, along with withdrawal and medical assess-
ments, contributed to a shift in self-awareness.

One participant—the same individual quoted earlier 
who described learning of her pregnancy at 26 weeks—
reported substance use prior to incarceration, during 
which time repeated pregnancy tests returned negative 
results. Upon admission, she met with a midwife to dis-
cuss her options:

“She kind of, she talked to me about how I was feel-
ing, how I was feeling about being incarcerated and 
pregnant, and what I wanted my outcome to kind of 
look like. She also gave me a few pamphlets to kind 
of like read up on being pregnant. Also, like different 
options of, you know, giving up for adoption or find-
ing a family member to take it [the newborn], or if 
I was gonna keep it, and then resources too for like 
when I was out, and she gave me a handout for that. 

I was probably with her for about an hour, so she 
was very insightful.” (PI06)

Another participant explained how, while living in the 
community, she experienced homelessness, used sub-
stances, and was unaware she was pregnant. Upon incar-
ceration, she began to feel physically better and became 
more attuned to changes in her body. She explained:

“I was there for about a month and I, my body obvi-
ously started feeling different, I wasn’t too sure why 
that was. I thought maybe it was just because I was, 
you know, getting better, getting healthier. Umm, 
but then I noticed some like fast weight gain and I 
noticed other things going on. So, I walked — we 
have a nurse that comes every morning and every 
night. Umm, so the nurse was there, and I walked up 
to her and I said, ‘I know this is a strange question,’ 
but I said, ‘is there any way that we could do a preg-
nancy test cause something’s different with my body. 
And I’m not too sure what’s going on.’” (PI07)

Her pregnancy test was positive, but the participant 
believed the gestational age of the fetus limited her 
options. She explained: “[…] by the time I found out I was 
already four months. So, whether I wanted to terminate 
the pregnancy or not, it was too far along, but I had no 
intentions to terminate the pregnancy.” (PI07)

In these examples, incarceration created conditions 
for participants to begin weaning off substances, con-
firm their pregnancies, and consider next steps. It also 
allowed time for information gathering and late-stage 
decision-making.

Similar to the above example, other participants 
recounted their experiences navigating the intersecting 
challenges of substance use disorder, incarceration and 
pregnancy. However, substance use disorder involves 
physiological factors which have significant implica-
tions for pregnancy, particularly within the constraints of 
incarceration.

Managing substance use disorder
Of the eight participants in this study, one reported 
no substance use, while another’s substance use sta-
tus remained unknown. The remaining six participants 
disclosed a history of substance use disorder and were 
either using or receiving opioid agonist treatment at 
the time of admission to a carceral facility. Four partici-
pants described serious challenges accessing treatment, 
with delays receiving medication ranging from two to 
seven days. One participant recounted the difficulties she 
encountered upon entering the facility, where she sought 
to resume methadone treatment. Due to administrative 
delays, she did not receive methadone for approximately 
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four days, resulting in withdrawal symptoms and 
increased concern for her pregnancy:

“[…] because I had to restart again, because I had 
missed three doses because I was out on the street 
using, you only start at 30 [milligrams]. So here I 
am in my head thinking — well, the doctor told me 
the last time that if you’re in withdrawal, like you, 
your baby’s at risk and nobody’s there monitoring 
the baby. And I’m sitting four days in withdrawal, 
and because I’m just restarting [treatment], they’re 
starting me at such a low dose that it’s gonna take 
the edge off, but I’m still in withdrawal, so I’m like… 
so it’s like you’re in panic.” (PI02)

Another participant described the challenges she faced 
during a month-long period of withdrawal, while incar-
cerated and unaware of her pregnancy. She stated:

“So, when I first came in, it was really hard. I was 
using crack and fentanyl, which is, everybody knows, 
is not a good drug. I’d basically given up at that 
point in my life […]. And when I came in [to the car-
ceral facility], I was coming down really bad and I 
just, I didn’t wanna get up. I didn’t wanna get out of 
bed. I stayed in bed. I didn’t go out to meet anybody. 
[…]. But I stayed in my cell for eight days straight. 
I didn’t leave the cell. I just stayed in there. I was 
sick to my stomach. I slept for days. They offered 
me methadone. I took it two days, but I just, I was 
so… my body was so drained and so sick that I just, I 
didn’t even wanna get out of bed to go and get it [the 
methadone], so I ended up refusing it and on top of 
that, right, I was pregnant. But I didn’t know. So, 
it was coming off that and dealing with pregnancy 
all at the same time, and it was probably the worst 
thing that I went through.” (PI07)

These accounts highlight the challenges of managing 
substance dependence within a carceral environment, 
where access to adequate and timely care, and structured 
withdrawal management were limited. This systemic 
lack of support compromised their physical and mental 
well-being.

Unspeakable joy
Despite accepting the pregnancy, managing substance 
use addiction, and feeling excited about their future with 
a child, participants were not always able to share their 
joy and the news of their pregnancy with others. Of the 
eight participants, five reported circumstances prevent-
ing them from disclosing their pregnancy and expressed 
how this affected them emotionally.

One participant was discouraged from sharing news of 
her pregnancy with other incarcerated individuals. She 
recounted carceral staff advising her not to disclose her 
pregnancy, stating: “[…] when you find out you’re preg-
nant in jail, they [carceral staff] tell you not to tell any-
body, which is really fucked up. Every time that I found 
out that I’m pregnant, they’ve told me not to share with 
other people on range.” (PI05)

Two participants discussed being unable to inform the 
father of their child about the pregnancy. In one case, 
the father was also incarcerated, which impeded their 
communication:

“[…] because my son’s dad was arrested at the same 
time as me and he was in jail at the same time. And 
I’m pregnant. We’re not allowed to communicate. 
Like we weren’t… I couldn’t even send a letter to 
him. And then like mail for it to come back and like 
they’re not, we are not allowed to because he’s in jail 
too. Um, and it was like he didn’t… he couldn’t know 
anything about the pregnancy.” (PI02)

Another participant could not share the news with the 
father of her child because she was in segregation. She 
explained: “I got depressed. Mostly because I had like good 
news that I wanted to share with, you know, with my, I 
call him my husband […]” (PI01)

A participant shared the emotional challenges she 
faced while incarcerated and pregnant, contrasting this 
experience with being pregnant while in the community. 
She reflected:

“I mean not really having anybody to talk to and like 
finding out I was so far along. It was kind of like a… 
it was a shock. And then just sitting in a cell with my 
own thoughts and having them run through my head 
was probably one of the worst things that can hap-
pen with somebody coming off I guess so many drugs 
and it was just… I don’t know… With my other two 
pregnancies, it was like, you know, I was at home. I 
was able to talk to everybody. I couldn’t just like go 
and call someone when I wanted to [while incar-
cerated], like, I had to call them only when we were 
going out [of the cells] for lunch or dinner. So, I just… 
I couldn’t just talk to people that I needed at the 
time, or even talk to anyone at the time, and when I 
did need them.” (PI06)

The emotional toll of incarceration while pregnant was 
highlighted by several participants who expressed feel-
ings of isolation and sadness due to their inability to 
share the joy of their pregnancy. Factors such as carceral 
restrictions, lack of communication with loved ones, 
and institutional discouragement prevented them from 
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openly disclosing their pregnancy, intensifying their 
emotional and mental distress. These experiences under-
score a need for comprehensive emotional support for 
incarcerated pregnant individuals.

Theme 4: (Im)personal care of pregnancy
Personal care involves activities individuals practise 
to maintain or to enhance their health and well-being, 
including exercise, nutrition, sleep, hygiene, and mental 
and emotional health. However, participants described 
how the restrictive nature of incarceration limited their 
ability to engage in personal care, including activities rec-
ommended for maintaining a healthy pregnancy. Their 
experience of (im)personal care while incarcerated and 
pregnant is captured in the following subthemes: yard 
time, food fetters, hardly restful sleep, (un)hygienic prac-
tices, and emotional and mental distress.

Yard time
Participants identified “yard time” as their designated 
period for physical activity. One participant described 
her experience during yard time as follows:

“[…] so we get yard time, so it’s 20 minutes outside, 
and sometimes the guards would ask the girls to like, 
do like races or basketball shots and stuff like that. 
So, they would just ask that I sit out for it, just in 
case because they didn’t want me to get injured or 
anything happen to the baby. So other than that, no, 
I still got to do everything that the girls got to do. Just 
I would sit out for like special little activities that the 
guards would just throw up [organize] for us.” (PI07)

Other participants also discussed the time they spent in 
the yard stating, “[…] every day we got to go outside for 20 
minutes and that was the same for everyone.” (PI02) and 
“Well you get automatically 15 minutes of yard. Manda-
tory no matter what.” (PI04).

Although participants valued time spent in the yard, 
daily access was typically limited to 15 to 20 min. Avail-
able activities were generally low in intensity, and due to 
safety concerns, individuals were actively discouraged 
from engaging in moderate-intensity exercise. As a result, 
the physical activity undertaken by incarcerated pregnant 
individuals remained below the recommended 150  min 
of moderate-intensity exercise per week [20].

Food fetters
“Food fetters” refers to restrictions on food access, where 
carceral processes limit individuals’ ability to meet their 
dietary needs. Pregnant participants encountered chal-
lenges obtaining adequate nourishment and faced addi-
tional challenges if they had specific dietary restrictions. 

Among the eight participants, one was lactose intolerant, 
one was vegetarian, and one was vegan.

Participants frequently referenced the “prego bag”, a 
supplement provided at least twice daily to pregnant indi-
viduals. Exclusively available to them, the bag contained 
additional food not offered to other incarcerated indi-
viduals. The bag’s contents varied but could include milk, 
cookies, crackers or saltines, cheese, fruit, juice, peanut 
butter, meat, muffin, sandwiches, and bread. However, 
participants reported inconsistencies, with some receiv-
ing as few as two extra items while others received five or 
more.

Although participants received a prego bag, six of the 
eight participants reported unmet nutritional needs. 
Some stated it did not contain enough food, others had 
to ration their portions, and those with dietary restric-
tions found their specific needs were ignored. A vegetar-
ian participant stated: “I was complaining about the diet 
‘cause they kept giving me meat and I’m a vegetarian” 
(PI08). Her concerns remained unaddressed throughout 
her incarceration. Similarly, a lactose-intolerant par-
ticipant described her unmet dietary needs: “I mean I’m 
lactose intolerant. I do wish I had had those free [lactose 
free] stuff [foods] because I couldn’t eat the extra milk 
and extra stuff they were giving me, for me and my baby.” 
(PI01). A vegan participant recalled requesting oat milk 
instead of cows’ milk but was told the request would 
likely go unfulfilled:

“And I asked for oat milk and instead of regular 
milk, and they laughed at me and said it wasn’t 
available. They did tell me that I could maybe get 
almond milk, but they would have to look into it 
because it’s not like a regular item that’s available. 
And they told me that my sentence was so short that 
it would be hard to get my dietary change.” (PI05)

Food fetters in the carceral setting prevented incarcer-
ated pregnant individuals from meeting their nutri-
tional requirements and dietary needs. These restrictions 
stemmed from carceral staff disregarding clients’ requests 
and administrative procedures requiring participants 
to formally declare dietary restrictions before requests 
could be processed.

Hardly restful sleep
Participants described significant challenges related to 
sleep, citing overcrowding and the requirement to obtain 
formal approval to rest during the day as key barriers. 
According to participants, pregnant individuals were 
supposed to receive two mattresses and a bed (i.e., not 
sleep on the floor). However, six of the eight participants 
stated they were the last person assigned to their cell, 
and were therefore required to sleep on the floor. Among 
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them, only one participant received two mattresses, while 
the other five received just one.

One participant explained, due to overcrowding, three 
individuals shared a cell with only two beds. As the most 
recent arrival, she was left to sleep on the floor for at least 
a week and a half:

“We were three to a cell. Uh, like, there’s two beds in 
a cell. So I was on the floor, pregnant on  one  mat-
tress, and then they [carceral staff] came like two 
days later and told me that I was not supposed to 
be on the floor, that I was supposed to be on the bot-
tom bunk with two mattresses, but nothing changed. 
I still remained on the floor of the [cell]… like I was 
last one in the cell so…” (PI03)

Although participants stated pregnant individuals were 
entitled to a bed, their accounts suggested sleeping on the 
floor upon arrival was a strategy used to avoid conflicts 
with cellmates who had been assigned to the cell before 
them and would otherwise have to give up their bed. One 
participant said: “You’re not gonna tell somebody, ‘You’re 
[I’m] pregnant. Can I have your bed?’” (PI04). Another 
participant stated she felt bad taking a bed from some-
one who was in the cell before her: “So they switched the 
girl who’s been there for five months down to the floor and 
then me on the bed. I felt bad, but I was like, I didn’t mind 
being on the floor.” (PI01).

One participant described sleeping conditions she 
experienced upon admission: “In the beginning, when you 
come in [to the carceral facility], if you’re in overflow, you 
sleep on the floor [on a mattress]. If there’s no beds, you 
have no choice but to sleep on the floor.” (PI04). She also 
described the requirement for approval to nap during the 
day when tired. To receive permission, individuals had 
to complete and submit a request form, undergo a phy-
sician’s assessment, and obtain the physician’s approval. 
She explained:

“Like if the doctor doesn’t approve it, you cannot 
have, you cannot be able to take a nap even if you 
say, ‘Listen. I’m tired. I’m pregnant. Can I sleep?’ 
[Correctional officers ask] ‘Did the doctor approve 
you to have a half hour nap every day?’ Then 
they’ll open the cell for you to take your half hour 
nap. Right? Like… um… Yeah. Like, they’re very on 
request forms.” (PI04)

Several participants stated the mattresses were extremely 
thin or uncomfortable. Although pregnant individuals 
were not supposed to sleep on the floor, participants’ 
experiences indicated this requirement was not consis-
tently met.

(Un)hygienic practices
Participants described the unsanitary conditions of car-
ceral facilities, and the challenges associated with main-
taining personal hygiene while incarcerated. Five out of 
eight participants spoke in depth about their personal 
hygiene experiences while incarcerated. They reported 
limited access to showers, ranging from every other day 
to an average of one shower every three days. One par-
ticipant highlighted the unsanitary showers and lack of 
personal care items. She explained receiving a multi-use 
soap for both hair and body, and not receiving a wash-
cloth, which made it difficult to engage in a self-care 
routine: “I mean, even when I took a shower and stuff like 
that, the showers are gross and stuff, so it was just weird. 
And you didn’t really have very much stuff to clean your-
self with.” (PI06).

Another participant recounted her experience of being 
left in her cell for four days without any carceral staff 
monitoring her well-being. When she was nearing dis-
charge, a concerned female guard asked if she had been 
able to shower during her incarceration. The participant 
informed the guard, “I have [had] a shower in my room, 
but I was never given a toothbrush or soap or toilet paper. 
Nothing. Nothing was ever brought to me.” (PI05). Shocked 
by the series of events the participant had endured, the 
guard then provided them with toiletries, including 
shampoo, conditioner, soap, a toothbrush, toothpaste, a 
towel, and clean underwear. The participant viewed this 
gesture as an act of compassion.

Another participant recounted the difficulties of main-
taining hygiene while experiencing withdrawal during 
pregnancy, with restricted access to showers:

“So, there’s a bunk [bed] in the cell, and so I was at 
the top and there was somebody at the bottom. And 
like they [cellmate] kept complaining to the staff that 
I stink because I’m withdrawing! I am sweating, like 
I’m disgusting, and you can’t shower at like… you 
only can shower… not even once a day.” (PI02)

She continued stating: “I feel like, when you’re withdraw-
ing, to sit in like a warm shower would, it just helps. That 
would have been just so nice to get out and just sit in the 
shower.” (PI02).

These examples highlight participants’ inability to 
maintain personal care and their feelings of disgust with 
the unclean carceral facility. These conditions negatively 
impacted their morale and dignity.

Emotional and mental distress
Participants described feeling anxious about their health, 
limited support, restricted access to care, and concern 
for their unborn child’s well-being. One participant was 
placed in segregation after her navel piercing jewelry was 
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flagged by a full-body X-ray scanner during admission to 
the facility. Although she removed the jewelry immedi-
ately, she was still confined to segregation. She recounted 
this experience and described its impact on her mental 
health:

“[…] and then the whole thing that was in seg [seg-
regation] that probably didn’t help with my mental 
health, which doesn’t help with like your whole body 
and like I should be moving a bit. I’m not saying like 
go play basketball in the yard, but I’m saying like, 
you know, […] the segregation thing was kind of… it 
was so… it was just so dumb.” (PI01)

Another participant recounted experiencing emotional 
and mental distress due to limited support and the lack of 
healthcare during incarceration:

“You have no support in there, right? So that’s your 
main, that’s the main thing. You have no support. 
You don’t have the healthcare. You don’t have your 
needs [met] either, like you… just feel really down 
in general. Like… it’s a really really dark dark space 
when you’re in there.” (PI04)

Several participants recalled being concerned for their 
unborn child’s health and their preparedness for moth-
erhood. One participant described experiencing with-
drawal symptoms following the abrupt discontinuation 
of methadone, which she had been prescribed in the 
community prior to incarceration. She recalled fearing 
she might lose the pregnancy and worrying about her 
child’s health. She also recalled fearing the involvement 
of child protection services and agonizing over whether 
she would be able to retain custody of her newborn. She 
stated:

“[…] there could have been a quite a few different 
outcomes with how he was gonna be when he was 
born. So, it was terrifying. I just didn’t know if I was 
gonna be able to be a mom. I didn’t know if I was 
gonna be able to, like, keep the baby at the time.” 
(PI06)

The combined impact of incarceration and pregnancy 
within the carceral environment contributed to height-
ened emotional and mental distress among participants.

Participants’ experiences of (im)personal care dur-
ing incarceration revealed their inability to meet basic 
self-care needs, intensifying the challenges of navigating 
pregnancy in a carceral setting. Feelings of powerless-
ness to access support essential to a healthy pregnancy 
impacted their emotional well-being and shaped their 
experience of pregnancy during incarceration.

Theme 5: parenting from the inside out
The implications of incarceration during pregnancy 
extend beyond the perinatal period, disrupting rela-
tionships between the birthing parent, their newborn, 
friends, and family. Participants shared experiences of 
parenting while incarcerated, reflected through two sub-
themes: bonding barriers and multigenerational moth-
ering. Four of the eight participants described having 
children who required care during their incarceration. 
These children included those from pregnancies while 
incarcerated and from previous pregnancies. Care was 
provided by family members or friends while participants 
remained incarcerated.

Bonding barriers
The circumstances of participants’ incarceration were 
often incongruent with their desire to bond with their 
newborn. Participants shared how their bonding experi-
ences with their newborns were interrupted by the con-
straints imposed by the carceral facility. For example, one 
participant described the physical barriers preventing her 
from bonding with her baby:

“Ah, well I wasn’t allowed visits with the baby. They 
would only let me see like the baby through a glass 
like a regular visit, even though I had just given 
birth. Like so, I wasn’t allowed visits like I wasn’t 
allowed to hold my baby. I left her at six days old 
and wasn’t allowed to see her. I don’t know. It’s hard.” 
(PI03)

The same participant also described the distress she 
experienced because “I was trying to breastfeed [express 
breastmilk to feed newborn] and they wouldn’t allow my 
midwives to pick up my milk. Yeah, that was the most 
traumatic.” (PI03)

Another participant described being unaware she could 
request a breast pump to express milk for her newborn, 
preventing her from feeding him and easing his with-
drawal symptoms:

“They didn’t offer me a pump, and I… if I had known 
it was possible, I would have pumped [expressed 
milk] and given the breastmilk to my mom weekly 
because she was able to come pick it up weekly and 
so I would have done that. But… and apparently it 
would have been good for my son too, because I was 
on methadone, and he was actually withdrawing 
from drugs too. And it would have actually helped 
him. But yeah, again I didn’t know those things.” 
(PI02)

These examples highlight how carceral facilities create 
systemic barriers to bonding, preventing incarcerated 
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individuals from expressing their breastmilk and hinder-
ing the transportation of breastmilk to their newborn. 
These bonding barriers resulted in emotional and mental 
distress among participants.

Multigenerational mothering
The birth of participants’ children and the resulting sepa-
ration further impacted their family relationships. Par-
ticipants described the support they received from their 
mothers as they navigated incarceration and physical dis-
tance from their child.

One participant recounted how her mother, who was 
caring for her daughter, brought her five-month-old to a 
court hearing:

“So, I was still dealing with duty counsel so they’re 
usually last [cases in court], and so my mom was 
there for like four to six hours with my baby girl, who 
on the [date] just turned… five months, actually. 
Five months old then in the courtroom. You know, 
like, just waiting. Like she was quiet. She was good.” 
(PI01)

Another participant described how her mother cared 
for her son both during her incarceration and after her 
release. The participant’s mother also set clear boundar-
ies based on her daughter’s history of substance use:

“I’m ready to try and get clean, but I don’t know 
how. I don’t have a place to go to when I get out and 

my family doesn’t completely trust me. My mom’s 
already taking care of my son. She didn’t want me 
living in the same house as my son yet. Like so, it’s 
like how, where am I gonna stay? If I’m gonna stay 
on the street like I’m gonna go back to using. But 
there’s no resources, and that’s so difficult.” (PI02)

The multigenerational mothering subtheme illustrates 
how the mothers of incarcerated participants provided 
critical support by caring for their grandchildren in their 
daughters’ absence. This subtheme highlights the multi-
generational dimensions of maternal care — the relation-
ship between the incarcerated individual and her mother, 
and the grandmother caring for her grandchild to sup-
port her daughter. This subtheme also underscores the 
profound ways in which maternal support can persist, 
even under difficult and restrictive circumstances.

Relationship between themes
Figure 1 illustrates participants’ perinatal experiences 
during incarceration as represented through five inter-
connected themes, spanning personal experiences, 
interpersonal experiences and experiences resulting 
from institutional practices. While a few participants 
described moments of support, most characterized their 
perinatal experiences as predominantly negative. The 
overarching theme, Precarious Perinatal Care, captures 
the instability, uncertainty, and systemic barriers contrib-
uting to shaping these experiences. At the institutional 
level, Carceral Constraints to Health and Social Supports 

Fig. 1  Precarious perinatal care experiences of formerly incarcerated individuals in Ontario, Canada, as identified through thematic analysis and pre-
sented across institutional, interpersonal, and personal levels. (Image created with BioRender.com)
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reflects an environment characterized by administrative 
delays, chronic understaffing, and inconsistent access to 
health and social supports — conditions which created 
barriers to health and well-being throughout partici-
pants’ pregnancies.

At the interpersonal level, Mistreatment described par-
ticipants’ experiences of neglect, dehumanization, and 
dismissive or uninformed interactions with correctional 
officers. These interactions were a result of the power 
imbalance inherent in carceral settings. At the individual 
level, three themes reflected participants’ deeply personal 
experiences of pregnancy and parenting during incar-
ceration: Crystallization of Pregnancy captures internal 
moments of realization and acceptance of pregnancy. 
(Im)personal Care of Pregnancy describes the disrup-
tion of self-care routines, highlighting how incarceration 
compromised participants’ physical comfort, emotional 
regulation, and sense of dignity. Parenting from the Inside 
Out reflects the emotional toll of separation from chil-
dren, loss of parental autonomy and altered relation-
ships with family—experiences grounded in participants’ 
personal identities as parents. These themes differ from 
those situated at the interpersonal or institutional level 
by centring embodied, reflective, and identity-driven 
experiences shaped from within.

Discussion
Incarcerated individuals in Ontario experience profound 
reproductive health inequities, including limited access 
to prenatal care [4], elevated rates of adverse perinatal 
outcomes such as preterm birth, low birth weight, and 
NICU admissions [3], and persistent reproductive health 
needs [9]. This study examined the perinatal experiences 
of incarcerated individuals to identify critical gaps in ser-
vice delivery, guide the development of targeted inter-
ventions, and support more equitable and responsive 
perinatal care delivery—all aimed at improving health 
outcomes.

We explored the perinatal experiences of eight individ-
uals who were formerly incarcerated during pregnancy. 
Drawing on participants’ narratives, one overarching 
theme, Precarious Perinatal Care, and five intercon-
nected themes were constructed. Together, these themes 
reflect how participants’ experiences unfolded across 
personal, interpersonal, and institutional domains, illus-
trating the layered and intersecting challenges of navi-
gating pregnancy within carceral settings (see Fig.  1). 
Findings indicate incarcerated pregnant individuals face 
significant obstacles within these environments, encoun-
tering challenges accessing perinatal care due to gate-
keeping, enduring mistreatment, and struggling to secure 
support both during incarceration and for post-release 
reintegration.

The carceral environment
Carceral conditions clearly impacted the health, well-
being, and access to perinatal care for participants in this 
study. They reported concerns for their children, limited 
exercise, inadequate nutrition, limited access to hygiene 
products, disrupted sleep and emotional challenges. 
These findings align with Sufrin et al. [21], who reported 
similar concerns among incarcerated pregnant and post-
partum individuals in the United States (US).

Participants’ accounts of sleeping arrangements are 
indicative of overcrowding, inadequate bedding, and 
administrative barriers within Ontario provincial carceral 
facilities. The inability to obtain restful sleep compro-
mised the physical well-being of incarcerated pregnant 
individuals and contributed to increased discomfort and 
stress. Poor sleep quality among incarcerated women 
has been reported in previous studies conducted in the 
US. Harner and Budescu [22] reported 72% of the incar-
cerated women in their study met the criteria for poor 
sleepers. Tussey et al. [23] found 76% of incarcerated 
women experienced poor sleep quality, and 70% exhib-
ited symptoms falling just below the clinical threshold 
for an insomnia diagnosis. Participants listed inadequate 
or uncomfortable bedding and excessive noise as factors 
contributing to poor sleep [23]. Both studies highlight the 
multifaceted nature of sleep disturbances among incar-
cerated women, emphasizing the influence of environ-
mental factors and mental health challenges [22, 23].

Mental health distress is widespread among incar-
cerated pregnant individuals. Knittel et al. [24] found 
incarcerated pregnant individuals feared labouring and 
birthing in carceral settings. Howland et al. [25] reported 
34% of pregnant and postpartum individuals incarcerated 
in Midwestern US state prisons met criteria for moder-
ate to severe depression. Tyler et al. [26] found higher 
mental health needs among incarcerated women in the 
United Kingdom (UK) compared to men, and Dolan et al. 
[27] reported half of pregnant individuals incarcerated in 
England experienced depression or anxiety.

Participants in this study described how their emo-
tional and mental health needs were frequently neglected. 
When care was available, it was often delayed, incon-
sistent, and delivered without informed consent. Emo-
tional and mental health were deprioritised in carceral 
environments, hindered by fragmented administrative 
processes and subjective, discretionary decision-mak-
ing. Contributing factors to poor emotional and mental 
health included the discontinuation or disruption of sub-
stance use treatment, limited access to counselling and 
other therapeutic supports, the use of segregation and 
mistreatment.
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Gatekeeping as a barrier to perinatal services
Institutional gatekeeping within carceral facilities signifi-
cantly restricted participants’ access to perinatal services. 
Correctional officers and administrators exercised dis-
cretion over care delivery, leaving pregnant individuals 
reliant on non-medical personnel to make critical health-
related decisions. These structural barriers resulted in 
delays and inconsistent access to essential care.

These findings align with Edge et al. [28], who reported 
security concerns often outweighing healthcare needs for 
incarcerated individuals in the UK. In the US, Sufrin et al. 
[21] and Erikson et al. [29] reported delays in receiving 
previously prescribed medications and inadequate plan-
ning for post-release housing and healthcare. Edge et al. 
[28] also identified correctional regulations and transport 
logistics as compounding barriers, reinforcing systemic 
inequities.

Although request forms are intended to initiate access 
to care, they often function as ineffective gatekeeping 
mechanisms. Participants described delays, neglect, 
and disruption in service delivery, consistent with pre-
vious findings in the US and Canada [30–32]. These 
forms, required for all care types, were frequently linked 
to bureaucratic inefficiencies and restricted pathways 
to care. Friedman et al. [30] examined “Medical Care 
Request” forms in a US women’s jail and found submis-
sions commonly included requests related to medica-
tions, living conditions, symptoms, service types, and 
urgency. Our participants described similar require-
ments across health and social needs, regardless of sever-
ity, leading to delayed or denied care. Similar issues were 
identified in the province of Alberta, Canada, where 
incarcerated women described the “Health Service 
Request” process as a significant barrier to care [31]. Par-
ticipants cited vague staff responses, limited provider 
engagement, and concerns over confidentiality, especially 
when forms passed through correctional officers. The 
involvement of non-clinical staff in medical triage was 
seen as a violation of privacy, reducing willingness to dis-
close sensitive concerns.

To address these widespread issues, Scharoun & Miller 
[33] proposed a redesign of traditional paper-based 
request systems used in Australia. Their recommenda-
tions include a digital format to enhance accessibility, 
strengthen confidentiality safeguards, and facilitate com-
munication. Such modifications have the potential to 
significantly improve healthcare access across carceral 
contexts.

This study expands on existing literature by providing a 
detailed account of how institutional administrative pro-
cesses, particularly request forms, impede access to peri-
natal services in Ontario carceral settings.

Systemic harms during incarceration
Mistreatment in carceral settings impacted participants’ 
perinatal experiences. They described being denied 
informed consent, subjected to neglect and treated 
in dehumanizing ways when seeking support. These 
accounts reflect broader institutional culture of disre-
spect towards incarcerated pregnant individuals and a 
systemic disregard for their perinatal needs. Such treat-
ment eroded personal dignity, heightened distress and 
compounded health risks during pregnancy.

Our findings align with those of studies conducted in 
the US where mistreatment, neglect, and dehumaniza-
tion have been documented among incarcerated preg-
nant individuals [32, 34, 35]. King et al. [34] interviewed 
jail and prison stakeholders, including sheriffs, clinicians, 
and legal advocates. Stakeholders described forced post-
partum withdrawal from opioid agonist treatment and 
the presence of correctional officers during childbirth. 
They also highlighted the use of solitary confinement 
under the pretext of “safekeeping”. Additional concerns 
included poor access to prenatal and addiction care, dis-
rupted continuity of care, and limited communication 
during transfers.

Formerly incarcerated individuals in other studies 
described similar experiences. O’Connor et al. [35] and 
Wennerstrom et al. [32] documented dismissive provider 
attitudes, delayed or denied psychiatric and pregnancy-
related care, and punitive or verbally abusive treatment 
by healthcare staff. Participants also recounted coerced 
or uninformed abortion decisions, harmful facility condi-
tions, and care guided by correctional rather than clini-
cal judgment. Collectively, these studies underscore the 
structural subordination of pregnant individuals’ health, 
dignity, and autonomy within carceral systems.

The essential role of support
Participants described support as critical in navigating 
pregnancy and parenting during incarceration. Fam-
ily, friends, and healthcare and social service providers 
played key advocacy roles, helping to mitigate some of 
the adverse effects of incarceration on pregnancy, access 
to care, and parenting. This aligns with research across 
Canada, the UK, and the US, which consistently high-
lights the importance of interpersonal and institutional 
support systems in meeting the health and psychosocial 
needs of incarcerated perinatal individuals.

Support from correctional healthcare staff, peers, and 
family members was particularly important for navi-
gating institutional systems, managing emotional and 
mental distress, and maintaining maternal identity 
[31, 36, 37]. Structured programs and group interven-
tions, including peer support and birth companionship, 
contributed to improved coping, empowerment, and 
reduced isolation [36, 38]. In both UK and US studies, 
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women engaged in such programs reported feeling more 
informed and emotionally supported during pregnancy 
and loss. These relational supports helped mitigate psy-
chological harms associated with incarceration. Doulas 
are also a source of support which should be considered 
for individuals who are incarcerated during pregnancy. 
Incarcerated women who participated in a prison-based 
doula program in Minnesota, US, reported a very high 
level of satisfaction with their doula care experience [39]. 
Black and Indigenous participants in a peer doula train-
ing program in Nova Scotia, Canada, viewed their train-
ing as not only a means to support others, but also as a 
foundation to advocate against racism and mistreatment 
during perinatal care [40]. These convictions reflect the 
unique insight Black and Indigenous doulas can offer 
perinatal care systems when supporting incarcerated 
individuals.

Collectively, these studies emphasize the important role 
of interpersonal and institutional support in addressing 
the complex health and psychosocial needs of incarcer-
ated perinatal individuals. Support during incarceration 
and during the transitional period post-release is essen-
tial for fostering continuity of care, emotional well-being, 
and successful reintegration. Peer, familial, and profes-
sional relationships serve as key facilitators for access to 
care.

Strengths and limitations
To the best of our knowledge, this is the first study exam-
ining perinatal experiences among individuals who were 
pregnant while incarcerated in Ontario. A key strength 
lies in the documentation of formerly incarcerated and 
pregnant individuals’ lived experiences, providing valu-
able insight into pregnancy and care within carceral set-
tings. Participants detailed numerous barriers to timely, 
appropriate perinatal care, alongside challenges affect-
ing parent-child bonding and post-release reintegration. 
This study offers an in-depth analysis of factors likely 
contributing to adverse health outcomes for incarcerated 
individuals and their newborns, making a meaningful 
contribution to the field.

Some of the strengths of this study include the 
researcher’s sustained engagement with the data and the 
methodological accessibility offered to participants. XB 
conducted all data collection and analysis, facilitating 
an in-depth engagement with the dataset. Since inter-
views were held virtually, scheduling was efficient, with 
minimal logistical barriers. This format also offered par-
ticipants flexibility to join from familiar and convenient 
locations. Participants were open and forthcoming in 
their responses, which enriched the quality of the dia-
logue and supported the collection of rich data. Dur-
ing analysis, XB and WP met weekly to discuss patterns 
identified across the dataset. The co-authors involved in 

data analysis and manuscript preparation were diverse 
and contributed expertise in perinatal healthcare for 
marginalized populations, reproductive health, maternal-
newborn care, clinical practice, and law.

In terms of limitations, six of the eight participants in 
this study experienced incarceration in the same facil-
ity, albeit over a 12-year period, which may have led to 
findings disproportionately reflecting this facility’s poli-
cies and procedures. However, five different provincial 
facilities were represented, and participants’ descrip-
tions did not reflect any notable differences in their 
experiences across sites. Secondly, although Indigenous 
women are disproportionately incarcerated in Canada, 
comprising approximately 50% of federally incarcerated 
individuals [41], no participant in this study identified 
as Indigenous. Consequently, their experiences remain 
underrepresented. Despite these limitations, the experi-
ences described by participants are consistent with find-
ings reported in extant literature.

Nearly all participants described negative incarcera-
tion experiences. Those who participated may have been 
particularly motivated to share their perspectives and 
raise awareness of rights violations during pregnancy in 
Ontario’s carceral system. Given these factors and the 
qualitative study design, the findings cannot be general-
ized to all individuals who experienced perinatal incar-
ceration in Ontario. Additionally, findings cannot be 
extended to carceral settings beyond Ontario, as varia-
tions in legal, healthcare, and social service frameworks 
influence carceral conditions and perinatal care access.

Future research
While this study centred on the experiences of incarcer-
ated pregnant individuals, it did not include the perspec-
tives of healthcare providers, social service workers, or 
correctional officers. Future research should examine 
these perspectives to develop a more holistic understand-
ing of barriers to care and service delivery. Examining 
how providers and institutional staff navigate tensions 
between care and custody could help explain systemic 
dynamics perpetuating inequities.

Perspectives from correctional staff and administrators 
warrant closer attention. Research could identify insti-
tutional conditions contributing to mistreatment and 
explore how accountability measures might be strength-
ened. Comparative studies across jurisdictions may offer 
valuable insight by highlighting policy or operational dif-
ferences which either reinforce or reduce harm, guiding 
system-level reform.

Another important area for inquiry involves the experi-
ences of incarcerated individuals’ parents, who often take 
on caregiving responsibilities for their grandchildren. 
Research should consider how grandparents manage 
legal and institutional processes, access social support, 
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and shoulder the emotional, financial, and logistical 
demands created by parental incarceration.

Finally, systemic policy gaps affecting access to peri-
natal care in carceral settings remain insufficiently 
addressed. A focused policy analysis on pregnancy and 
incarceration could help identify structural shortcomings 
and support the development of more equitable, respon-
sive models of care.

Conclusion
This study examined the perinatal experiences of for-
merly incarcerated individuals in Ontario, Canada, with a 
focus on care access during incarceration. Findings high-
light the precarious nature of perinatal care in carceral 
settings, where the mental, physical, and social needs of 
pregnant individuals often went unaddressed. Based on 
participants’ experiences, the carceral system consistently 
prioritizes authority and administrative inefficiency over 
the health and dignity of pregnant individuals, creating 
significant barriers to timely, appropriate care. Transi-
tions into and out of custody disrupted continuity of care 
for pregnancy-related health needs and substance use 
treatment. Systemic delays in access may increase the risk 
of miscarriage and contribute to poor maternal and neo-
natal health outcomes.

These findings offer valuable insights for the Ontario 
Ombudsman, who holds a critical position, allow-
ing them to address systemic injustices across pub-
lic services, including correctional oversight [42, 43]. 
Documenting experiences of mistreatment during incar-
ceration exposes institutional failures and may support 
the Ombudsman’s efforts to investigate complaints or 
recommend policy changes concerning the treatment of 
incarcerated pregnant individuals [44].

This study underscores the urgent need for structural 
reform to address harmful conditions and pervasive gaps 
in care across the period of incarceration. Mapping care 
pathways in carceral settings may help identify points of 
interruption in service delivery. Targeted interventions at 
these junctures could help mitigate the challenges asso-
ciated with the complexity of perinatal care provision in 
carceral settings. Improving access to healthcare, social 
supports, and consistent care during and after incarcera-
tion is essential. In tandem, the development of clear, 
coordinated policies prioritizing the perinatal health 
of incarcerated individuals and ensuring accountability 
across systems is imperative. Such efforts would enhance 
maternal experiences and improve health outcomes for 
both mothers and their children.
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