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Abstract
Background  Incarcerated pregnant individuals face barriers to perinatal care and health disparities when compared 
to the general population. Social and healthcare providers serving incarcerated pregnant clients are uniquely 
positioned to identify systemic barriers which hinder clients’ access to care and service delivery. This study explores 
the experiences of providers and the systemic challenges they encounter while delivering perinatal health and social 
services to individuals incarcerated in Ontario, Canada.

Methods  We conducted a qualitative study using a descriptive design. We administered virtual, semi-structured 
interviews with social service and healthcare providers. Participants were recruited through purposeful and 
snowball sampling based on their experience delivering services to at least one individual who was pregnant while 
incarcerated in Ontario, Canada. All interviews were conducted individually to facilitate discussions and ensure 
confidentiality. We employed thematic analysis to identify and develop themes and subthemes.

Results  Twenty-three participants (15 social service providers and eight healthcare providers) were interviewed. 
Participants explained how overlapping systems shaped their ability to deliver care, which we conceptualized as 
the carceral perinatal care system, composed of carceral, clinical, and community subsystems. Through thematic 
analysis, we also identified five themes, visually depicted as three concentric circles to reflect providers’ layered and 
compounding experiences. The outermost circle, divided into three segments, represents the main challenges 
providers encountered when delivering perinatal care: (1) operating within a fragmented system, (2) knowing too little, 
and (3) witnessing dehumanization. These challenges contribute to the middle circle theme of (4) feeling powerless, 
which culminates in the centre circle theme of (5) enduring occupational stress.

Conclusion  Participants provided insights about the challenges involved in delivering perinatal care to incarcerated 
individuals. This study underscores the multifaceted, systemic barriers providers encounter, enhancing our 
understanding of the complexities surrounding perinatal care in carceral settings. The knowledge generated 
forms a foundation for developing policies, guidelines, and training resources tailored to the carceral context. Such 
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Background
Pregnancy during incarceration presents unique chal-
lenges, as incarcerated individuals face substantial bar-
riers to perinatal care. Studies conducted in Ontario, 
Canada, reveal stark disparities between incarcerated 
pregnant individuals and the general population. For 
example, incarcerated individuals are less likely to receive 
recommended prenatal care, such as first-trimester ultra-
sounds and antenatal appointments, reflecting inequi-
ties in access [1]. Furthermore, incarcerated individuals 
have poorer perinatal outcomes, including higher rates 
of preterm birth, low birth weight, and neonatal intensive 
care unit admissions [2]. Qualitative research has also 
highlighted incarcerated women’s unmet reproductive 
health needs, restricted access to adequate care, and their 
expressed desire for improved reproductive health ser-
vices, emphasizing systemic inadequacies within provin-
cial carceral facilities [3]. Addressing these gaps requires 
an understanding of both the needs of incarcerated indi-
viduals and the challenges faced by social and healthcare 
providers who deliver perinatal care. However, there is 
a paucity of research examining providers’ perspectives 
about systemic barriers to service delivery.

Systems thinking helps us understand how different 
entities are connected within a broader system. Its pur-
pose is to deepen understanding of a system as a cohe-
sive whole, including its components, their interactions, 
and relationships across different levels [4]. Every sys-
tem inherently consists of smaller, self-contained sys-
tems, referred to as subsystems. A subsystem operates 
independently while contributing to the larger system’s 
overall function (Young, 1964, as cited in Kramer & de 
Smit, 1977) [5]. Systems thinking provided the theoreti-
cal framework underpinning data collection and analysis, 
focusing on how subsystems operated independently and 
interacted within a larger system spanning institutions 
and services.

Within carceral facilities, incarcerated individuals 
access services delivered by facility employees, includ-
ing physicians, nurses, and social workers. The Ministry 
of the Solicitor General oversees care within provincially 
managed facilities [6] while Correctional Service Canada 
manages services in federal institutions [7]. However, 
incarcerated individuals may also access public health-
care and social services external to the carceral facil-
ity, and under the purview of the Ontario Ministry of 
Health [8]. For example, they may receive permission to 

visit their existing community-based midwife or obste-
trician for prenatal care and they receive childbirth care 
and related social services at hospitals. In preparation 
for release from a carceral facility, pregnant individuals 
may also access other social services external to the facil-
ity, available through the Ontario Ministry of Children, 
Community and Social Services (e.g.: housing, financial 
assistance) and a range of community-based agencies 
(e.g.: shelters, parenting support programs). Since indi-
viduals may enter and be released from carceral institu-
tions multiple times during a pregnancy, collaboration 
between healthcare and social service providers both 
internal and external to the carceral facility is essential 
for the delivery of continuous, comprehensive perinatal 
care [9, 10].

Social and healthcare providers delivering perinatal 
care to incarcerated clients must navigate this multi-
faceted system which presents significant challenges to 
service delivery. The division of perinatal services across 
health, social and carceral systems, and at the commu-
nity, provincial and federal levels, leads to inefficiencies 
and inconsistencies, making it difficult to ensure con-
tinuity of care [11, 12]. Power dynamics, along with dif-
fering priorities between care providers, who prioritize 
patient care, and correctional employees, who prioritize 
institutional safety, impede care delivery [13, 14]. Gaps in 
knowledge of policies and regulations related to the peri-
natal care of incarcerated individuals also creates chal-
lenges for providers [15–17]. To deliver comprehensive 
perinatal care, providers must have some knowledge of 
the inner workings of these complex systems.

To improve perinatal care, it is important to examine 
providers’ perspectives on how systemic barriers affect 
service delivery. Providers have valuable knowledge of the 
challenges their clients face when attempting to access 
comprehensive care. Social and healthcare providers 
serving incarcerated pregnant clients are uniquely posi-
tioned to identify systemic barriers which hinder access 
to care and service delivery. This study explores the expe-
riences of providers and the systemic challenges they 
encounter while delivering perinatal health and social 
services to individuals incarcerated during pregnancy.

Terminology
In this article, gender-inclusive terminology is employed 
recognizing pregnancy is not exclusive to individu-
als who identify as women; however, the term “women” 

interventions may strengthen providers’ capacity to deliver equitable care, improving perinatal experiences and health 
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individuals’ perspectives to inform evidence-based solutions and guide comprehensive reforms.
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is retained when referencing published data utilizing 
this language. This article does not examine social, and 
healthcare services provided to transgender individuals 
within incarcerated settings. As it pertains to providers, 
the pronoun “she” is used when they identified as women.

Methods
We used a qualitative descriptive design [18]. This qual-
itative research is part of a larger case study project 
exploring care delivery to pregnant individuals incarcer-
ated in Ontario, Canada.

Participant recruitment
Participants were recruited using purposeful and snow-
ball sampling strategies. The principal investigator (XB) 
used emails and telephone calls to contact various pro-
vincial and national nursing, midwifery, social work, and 
medical organizations and associations. Some organiza-
tions shared recruitment information with their members 
via email distribution lists. XB also posted recruitment 
notices on social media. One community-based mid-
wifery practice provided recruitment support by sharing 
information about the study with members of their net-
work. Recruitment of participants continued until the 
data set was deemed to provide meaningful insight which 
helped answer the research question [19, 20].

Eligibility criteria
Eligibility criteria included having at least one experi-
ence, acquired between January 2012 and July 2024, pro-
viding health care or social services to an individual who 
was incarcerated in Ontario during pregnancy, labour, or 
birth. There were no restrictions related to the setting (ex: 
community, hospital, correctional facility, etc.) in which 
the experience was acquired. Participants were eligible if 
they could understand and communicate orally in either 
English or French.

Interview guide
The interview guide (Supplemental file) was informed 
by the American College of Obstetricians and Gyne-
cologists’ Reproductive Health Care for Incarcerated 
Pregnant, Postpartum, and Nonpregnant Individuals 
[21], the Guidelines for the Implementation of Mother-
Child Units in Canadian Correctional Facilities [22] and 
the Quality of Care for Maternal and Newborn Health: 
A Monitoring Framework for Network Countries [23]. 
These three documents were selected since they respec-
tively provide guidelines related to healthcare for individ-
uals who are incarcerated while pregnant, best practices 
for mother-infant support while incarcerated, and ele-
ments related to monitoring maternal and newborn 
health. Before beginning data collection, XB piloted the 
interview guide with two researchers with expertise in 
the areas of the lived experiences of incarcerated mothers 
and mothering while living in homeless shelters. Minor 
modifications were made to the interview guide based on 
their feedback and XB’s observations. Examples of inter-
view questions are provided in Table 1.

Data collection
Data were collected between October 2023 and July 
2024. Twenty-three individual, semi-structured inter-
views were conducted by XB, who has experience in 
qualitative data collection and analysis. The interviews 
lasted between 27 and 125 min, with a median duration 
of 69  min. Prior to each interview, XB emailed partici-
pants to confirm the agreed-upon date and time, attach-
ing the consent form and interview guide for their review. 
Informed verbal consent to participate was obtained 
from each participant before beginning the interviews. 
Interviews were digitally recorded using either Microsoft 
Teams or Zoom. Upon completion of each interview, XB 
downloaded a Word version of the application-generated 
interview transcript and modified it to ensure it was a 
verbatim representation of the interview. Concurrently, 
each transcript was anonymized and assigned a unique 
participant identifier. Pseudonyms were also used to refer 
to locations, organizations, facilities, institutions, clients 
and providers. Completed transcripts were stored on 
the university password protected server. Only XB and 

Table 1  Examples of interview guide questions
Topic Questions
Work experiences Tell me about an experience you had working with 

an individual who was incarcerated and pregnant,
  • when the care experience went well?
  • when the care experience was difficult or did 
not go well?

Management and 
organization

What type of support did you receive from your 
institution regarding provision of services to indi-
viduals who were incarcerated while pregnant?

Access to care What measures are in place to ensure people who 
are incarcerated while pregnant receive access to 
social services and healthcare services?
Are there barriers that prevent individuals who 
are incarcerated while pregnant from accessing 
reproductive healthcare services? If so, how do you 
think these barriers could be addressed?
How do you balance following your professional 
standards, the guidelines that you receive from 
the correctional facility, and the security concerns 
of the facility with providing individualized care to 
someone who’s incarcerated while pregnant?

Provision of care Who are the service providers you collaborate with 
to ensure the well-being of pregnant individuals 
who are incarcerated?
Which policies, guidelines, other documents or 
training do you refer to when it comes to the care 
of people who are incarcerated while pregnant?
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WP had access to the transcripts. Transcripts were not 
returned to participants for review or comments.

Data analysis
We used Braun and Clarke’s [20] reflexive thematic 
analysis framework to guide our analysis of the data. 
This framework provides an approach to systematically 
identify, organize and interpret the information shared 
through participants’ narratives. Braun and Clarke [20] 
present a six-step, iterative process in thematic analy-
sis, which includes: familiarizing oneself with the data, 
generating initial codes, identifying themes, reviewing 
themes, naming and defining themes, and producing a 
comprehensive report explaining links between themes. 
We used NVivo 14 to facilitate data management, cod-
ing of the verbatim interview transcriptions, and extrac-
tion of relevant quotes. XB coded all transcripts, and 
WP coded a subset of these transcripts. XB and WP 
met weekly to discuss and identify codes, themes, sub-
themes and relationships between the themes. Meetings 
were then held with all authors (XB, WP, AFP, LM, AM) 
to validate the themes. LM and AM are both midwives 

who have experience working with incarcerated pregnant 
clients, and AFP is a law professor with research exper-
tise in the areas of informed consent and reproductive 
health. WP is a registered nurse with research expertise 
in maternal-newborn health and the health care experi-
ences of marginalized pregnant and postpartum women.

Ethical considerations
The study was approved by the University of Ottawa 
Research Ethics Board (H-01-23-8376). Each participant 
provided their verbal consent to participate in the study 
before beginning the interview. Participants were reas-
sured their participation was voluntary, they were not 
obligated to answer any question, and they could end the 
interview at any time. Interviews were conducted virtu-
ally, allowing participants to select a private and comfort-
able interview location. Participants received $25 (CAD) 
compensation in the form of either an Interac e-Transfer, 
a gift card, or a donation to a charity of their choosing. 
Two participants declined to accept the compensation.

Findings
Participants
The sample was comprised of 23 participants who had 
at least one experience working with an individual who 
was pregnant while incarcerated in correctional facili-
ties located in Ontario, Canada. Participants acquired 
their relevant experience through clinical facilities (n = 9), 
various community organizations (n = 6), correctional 
facilities (n = 3), an open custody facility (n = 1), an inde-
pendent and non-partisan office (n = 1), a health author-
ity (n = 1) or more than one of the settings listed (n = 2). 
Participants’ clients served sentences in the province of 
Ontario across 11 correctional facilities, one group home 
and one house arrest.

Participants’ education ranged from a high school 
diploma to PhD. Participants’ self-identified gender, 
racial/ethnic background, levels of education, and years 
of experience working with pregnant and incarcer-
ated individuals are summarized in Table 2. Jurisdiction 
responsible for the clients’ sentences and participants’ 
professional role/title while working with pregnant and 
incarcerated clients are included in Table 3.

Providers experiences of care provision
The purpose of the study was to explore providers’ expe-
rience of care provision when working with individuals 
who were incarcerated while pregnant. Using thematic 
analysis, we identified five themes: (1) Operating within a 
fragmented system, (2) Knowing too little, (3) Witnessing 
dehumanization, (4) Feeling powerless, and (5) Enduring 
occupational stress. These themes and their correspond-
ing subthemes are provided in Table  4. In the follow-
ing paragraphs, we describe each theme and subtheme, 

Table 2  Social service and healthcare providers’ characteristics
Participant characteristics Number of 

participants 
(N = 23)
n (%)

Gender
  Female 21 (91.3%)
  Male 2 (8.7%)
Race/Ethnicity
  Black 1 (4.3%)
  Caribbean 1 (4.3%)
  Caucasian 15 (65.2)
  Indigenous 1 (4.3%)
  Middle Eastern 1 (4.3%)
  Multiracial 3 (13%)
  Southeast Asian 1 (4.3%)
Highest level of education
  High school 2 (8.7%)
  Bachelor’s degree 7 (30.4%)
  Master’s degree 9 (39.1)
  Postgraduate certificate 1 (4.3%)
  Juris Doctor 1 (4.3%)
  Doctor of Medicine 2 (8.7%)
  Doctor of Medicine/PhD 1 (4.3)
Years working with incarcerated and pregnant 
clients
  < 1 3 (13%)
  1–5 7 (30.4%)
  6–10 7 (30.4%)
  11–15 4 (17.4%)
  16–20 1 (4.3%)
  > 20 1 (4.3%)
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supported by verbatim quotes from the interviews. The 
relationship between themes is visually summarized in 
Fig. 1.

The carceral perinatal care system and its 
subsystems
During the interviews, providers discussed the impacts of 
various systems on their ability to deliver care. Through 
data analysis we identified and defined a larger system 
within which providers deliver care, which we termed the 
carceral perinatal care system, and its three subsystems: 
carceral, clinical, and community. In this study, we define 
the carceral system as the network of interconnected 

elements which define criminal offences, enforce punish-
ment, and regulate the incarceration process, including 
but not limited to electronic systems, documentation, 
professionals working within the system, and the legal 
framework. The clinical system refers to the network of 
elements involved in the examination, diagnosis, and 
treatment of patients, as well as health promotion and 
related health services. It also includes electronic sys-
tems, documentation, and care professionals. We define 
the community system as a network of elements which 
provide incarcerated and formerly incarcerated individu-
als with formal and informal supports, excluding those 
provided by the carceral or clinical systems. Formal sup-
ports refer to services offered by compensated profes-
sionals, while informal supports include uncompensated 
resources provided by family, friends, or community 
members. These may encompass emotional and financial 
support, as well as material assistance such as housing, 
employment, food, and transportation. The interactions 
between these systems introduce challenges for ser-
vice delivery and continuity of care, as described in this 
article.

Theme 1: operating within a fragmented system
The carceral perinatal care system within which perina-
tal healthcare and social service providers work includes 
three subsystems: carceral, clinical and community. This 
multifaceted context introduces complexities when pro-
viding care to clients. Participants describe a disconnect 
between the subsystems, resulting in clients’ care needs 
remaining unmet. These challenges are illustrated by the 
subthemes: disconnected service delivery, lack of com-
munication and ambiguity in follow-up care.

Disconnected service delivery
A community-based midwife described how pregnancy-
related incarceration can create inconsistencies in treat-
ment plans. She explained how prescriptions written 
for a client by external providers must be reviewed and 
rewritten by the carceral facility’s physician. In their 
experience, this may lead to the prescription being com-
pletely ignored by the internal healthcare team:

“[…] when someone is in the [correctional] institution, 
all you can do is send a script, they [the healthcare team 
in the correctional facility] have to send their own script 
internally to make that happen. So even if I was like, ‘It’s 
my professional and my… within my scope to increase her 
[medication]’, it wouldn’t have mattered. It still has to be 
internal.” (SP22).

In the following example, an external physician illus-
trates the challenge of providing prenatal care to incar-
cerated individuals stemming from uncertainty regarding 
available services for these clients:

Table 3  Jurisdiction of clients’ sentences and participants’ 
professional roles/titles when caring for incarcerated pregnant 
individuals
Jurisdiction of clients’ sentences Number 

of Par-
ticipants 
(N = 23)

  Participants’ professional role/title
Federal
  Education Coordinator, Intern 1
  Midwife 2
Provincial
  Behavioural therapist & Child and youth worker 1
  Court support worker 1
  Doula 1
  Manager, Social work 1
  Registered nurse 2
  Outreach coordinator 1
  Program caseworker 1
  Program coordinator, Midwife 1
  Senior investigator 1
  Social worker 7
  Physician 3

Table 4  Themes and subthemes identified in interviews with 
providers caring for incarcerated pregnant individuals
Themes Sub-themes
1. Operating within a fragmented 
system

• Disconnected service delivery
• Lack of communication
• Ambiguity in follow-up care

2. Knowing too little • Absence of training
• Partial view of the whole story
• Do they still have rights?

3. Witnessing dehumanization • Stigmatization
• Cultural disallowance
• Displaced agency
• Erosion of confidentiality

4. Feeling powerless • Restricted access to clients
• Acquiescing to power dynamics
• Perceived outsider identity

5. Enduring occupational stress • Confronting ethical paradoxes
• Burnout
• Staffing limitations
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“I’m just thinking about all the things I do for all my 
other [clients] in my practice, and it’s… I mean, to be hon-
est it’s not discussed because I don’t know what is possible. 
But that would be helpful, I think from a kind of educa-
tion point of view, and even just to sort of contextualize 
some of the recommendations that I’m giving or have 
a deeper sense of kind of the… I guess bigger framework 
within which the prenatal care is happening.” (SP23).

Although there may be external healthcare and social 
services involved in the care of pregnant incarcerated 
individuals, external providers described feeling discon-
nected from the internal providers, negatively impacting 
care provision.

Lack of communication
Clear and effective communication among all stakehold-
ers is essential when delivering client care across multi-
ple providers and systems. However, participants in our 

study reported poor communication as a significant bar-
rier to care provision.

Multiple providers recounted being unaware their cli-
ents had been moved from one location to another. For 
example, a court support worker recounted a situation 
where her client was relocated without notification:

“I showed up to the jail to see her. And they’re like, ‘Ohh 
yeah. She’s not here’ like ‘I have… what?!’ ‘Well, she’s an 
overflow’. I’m like, ‘What does that mean?’ ‘Well, she’s in 
one of the various facilities’. I’m like ‘You need to find her, 
and you need to tell me where she is’.” (SP07).

These instances often resulted in delayed care since 
appointments then required rescheduling. Similarly, a 
physician described a communication breakdown, which 
resulted in the client missing some appointments and 
receiving duplicate services:

“I’m supposed to see a pregnant-incarcerated patient 
tomorrow. She had a clinic appointment, and an ultra-
sound booked with me last week. She didn’t attend either 

Fig. 1  Understanding Providers’ Experiences. Depiction of thematic findings of providers’ experiences when working with individuals pregnant and 
incarcerated in facilities located in Ontario, Canada. Three segments of the larger outer circle represent operating within a fragmented system, witnessing 
dehumanization and knowing too little. The medium translucent circle symbolizes a sense of powerlessness felt by providers, while the smaller translucent 
circle highlights occupational stress. The figure at the core symbolizes the providers at the heart of these experiences. (Image created with BioRender.com)
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of them. When we phoned the prison to say, ‘What hap-
pened?’, we were told that we ‘hadn’t informed the right 
people’ of her appointments. But we’ve been speaking with 
the medical staff who seem totally on board with this plan. 
I’m not sure how we could have handled that differently. 
I thought we had communicated the appointments. Then 
we learned that in addition, she had an anatomy ultra-
sound scheduled [elsewhere] in the community. So, there 
was almost duplication of services.” (SP21).

Several providers explained the importance of timely 
access to prenatal care for completing tests limited to 
specific stages of pregnancy, which are routinely con-
ducted in hospital or in the community and are not avail-
able within carceral facilities. A physician working in a 
carceral facility provided examples of these tests and the 
importance of timeliness, stating: “[…] prenatal screening, 
you know screening for genetic syndromes or screening for 
infections, you know, some things are most appropriately 
done at a specific point in the pregnancy […]” (SP01). She 
continued, “… if you have to go for […] screening for gesta-
tional diabetes, they do that in the hospital [or in the com-
munity] not in custody.” (SP01).

In addition to missed or delayed care, providers 
described how poor communication among stakehold-
ers hindered their ability to deliver client-centred care. 
Effective communication between social service provid-
ers, healthcare professionals and carceral staff remained 
essential for developing treatment plans, scheduling 
appointments, arranging transportation to and from 
medical facilities, and preparing clients for release from 
the carceral facility. However, participants repeatedly 
described instances of missed, absent or unclear commu-
nication. A hospital-based social worker described the 
lack of communication from correctional staff as a bar-
rier to comprehensive care provision:

“I’ve never had the jail social worker, nurse or psychia-
trist call me directly and say, ‘Hey, [social worker’s name], 
you know we have consent. We need to plan for this mom. 
These are the concerns. These are the issues. How can we 
work together for… having a good plan for this mom?’ It 
never happened, right?” (SP02).

These examples underscore how insufficient commu-
nication leads to significant barriers to interprofessional 
collaboration and to the timely delivery of appropriate 
care. Such challenges extend beyond immediate care pro-
vision, influencing follow-up care and creating further 
ambiguity in the continuity of care.

Ambiguity in follow-up care
Several participants described the challenges encoun-
tered when planning ongoing services for incarcerated 
pregnant clients. Primarily, the uncertainty of clients’ 
length of stay in correctional facilities complicates the 
preparation and execution of transition plans.

An external hospital-based physician recounted her 
experience with a client who did not receive services in 
a timely manner and miscarried a multifetal pregnancy. 
The physician raised concerns regarding whether the cli-
ent received any follow-up care:

“Even after she lost those babies, I’m not aware of her 
receiving any support medically beyond that point. And so 
yeah, it’s a, it’s a huge ethical dilemma. These people are 
so vulnerable and probably deserve the most care, and yet 
they get the least.” (SP21).

A correctional facility-based social worker shared the 
uncertainty she encountered when preparing services for 
individuals who were incarcerated and pregnant:

“I know there was always a level of panic when I got a 
pregnant inmate because I wanted to make sure I got as 
much info as possible and started the process, but I didn’t 
always get that information right away or if they were 
bailed or released before I could get everything, then I was 
left with an impartial process as well. So, if that person 
came back, which unfortunately sometimes happens with 
recidivism and people pulling bail and all that stuff, you 
could end up with someone back on your caseload, and 
then you could pick up where you left off. But that was 
always one of the pieces that made that difficult because 
you didn’t know how long that person would be with you.” 
(SP12).

The complex needs of incarcerated pregnant individu-
als present challenges, requiring providers to navigate 
multiple systems – carceral, clinical and community. 
Participants described their experiences as operating 
within a fragmented system. The disconnect between the 
systems, combined with the lack of communication and 
ambiguity regarding clients’ length of stay within the car-
ceral system, disrupts clients’ access to care. This results 
in providers feeling powerless and increases their level of 
stress when caring for incarcerated pregnant individuals.

Theme 2: knowing too little
In their interviews, providers described challenges work-
ing with limited information stemming from insufficient 
training, a lack of knowledge about clients’ social and 
medical histories, and uncertainty about clients’ rights. 
The challenges posed by these knowledge gaps are cap-
tured by the three following subthemes: absence of train-
ing, partial view of the whole story, and ‘do they still have 
rights?’

Absence of training
Participants identified significant deficiencies in training 
and difficulties accessing information related to processes 
within correctional facilities.

For example, a midwife described the lack of guidance 
provided when she arrived at the correctional facility to 
work with a client:
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“[…] there wasn’t really like any orientation to the facil-
ity or like ‘Here’s what to do. And here’s the expectations’. 
It was just like ‘Throw all your stuff in a locker. Here’s your 
[panic] button. Go see your clients.’ There wasn’t any con-
versation about like what to do if I needed the institution’s 
physician to do something for my client. So it was, like we 
kind of winged it and thankfully it worked out.” (SP19).

A physician described a similar lack of instruction and 
access to the correctional facility’s relevant policies:

“[…] healthcare providers, so physicians in particular, 
aren’t employees of [the correctional facility], like, they’re 
not part of, the… you know, the public service. So, they 
wouldn’t be included in the formal training, and you don’t 
get like a binder of policies and procedures. There’s some 
place on [the correctional facility’s internal] website that 
maybe you could go that we don’t have access to.” (SP01).

A hospital nurse highlighted how knowledge of the 
correctional facility’s policies would be beneficial for pro-
viders working outside of the facility, particularly when 
clients are handcuffed and/or accompanied by correc-
tional officers (guards). During her interview, she posed 
several questions surrounding guards’ constant presence 
in the client’s hospital room during labour and birth, 
highlighting her lack of knowledge and access to facility 
policies and procedures:

“I mean, it would be nice to have a better understanding 
about what the expectations of the guards are, you know, 
like, do they have to be present? Like I would love to know 
what their facility policies are around that. Do they have 
to be present? How… what is the definition of present? Is it 
outside the room? Is it in the room? Is it behind a curtain? 
It would be nice to know about, you know, do the hand-
cuffs need to… have to stay on? You know, is that a policy 
thing or is that a guard thing? Just having a better under-
standing about the facility’s policy, I think.” (SP17).

The same nurse continues, identifying the need for the 
hospital to have policies related to the care of patients 
who are incarcerated:

“And having perhaps more support from management 
in regards to, like, maybe increasing [nurse] staffing so 
that if safety is a concern with the patient, we could have 
two nurses that go in and care for this patient together 
and, um… something like that, like some kind of a protocol 
or any kind of resource in terms of like that kind of care.” 
(SP17).

In our sample, three participants employed within cor-
rectional facilities under the jurisdiction of the Ministry 
of the Solicitor General reported an absence of training 
specific to their roles. All three social workers highlighted 
this gap, with one offering the following insight regard-
ing training related to individuals who are incarcerated, 
including those who are incarcerated and pregnant: “[…] 
when you become a correction social worker, you are 
thrown in. Good luck.” (SP12).

Deficiencies in training and regulatory knowledge 
create challenges for providers working with individu-
als who are incarcerated while pregnant. The absence of 
formal guidance forces providers to independently famil-
iarize themselves with the facility’s regulations and poli-
cies. This gap burdens providers already operating in a 
demanding environment.

Partial view of the whole story
Participants highlighted the challenge of knowing too lit-
tle about their clients, a barrier they attributed to the per-
vasive distrust incarcerated individuals harbour toward 
‘the system’. This mistrust, directed at both individuals 
and institutional processes, often manifests as limited 
communication with providers. These communication 
gaps significantly limit providers’ capacity to deliver 
appropriate, individualized care for their clients.

For example, a correctional social worker described 
instances when clients deliberately withheld their preg-
nancy from correctional staff, resulting in delays receiv-
ing timely care:

“There’s some, there’s some women, who maybe they’ve 
had a number of children, or they work as sex workers, 
and they’re just scared to tell staff [correctional officers 
or facility health staff] that they’re pregnant. I don’t think 
the pregnancy, I could be wrong on this, but we have had 
times where inmates have come through [the correctional 
facility] and they weren’t caught - in the sense that no one 
knew they were pregnant until they said, ‘I’m pregnant’.” 
(SP12).

A hospital-based social worker explained how, in the 
absence of a trusting provider-client relationship, clients 
do not share their ‘whole story’, hindering social work-
ers’ ability to effectively advocate on their behalf. This 
social worker began by providing an example of her role: 
“Sometimes we push [advocate] with [other] service pro-
viders or ask for flexibility from the system to accommo-
date women we work with […]” (SP02). She continued 
describing her experience working with incarcerated cli-
ents who distrust the system, stating:

“[…] but we don’t know the whole story. So, we advocate 
without knowing the whole story. So, I find that it’s really 
difficult sometimes for me to be a good advocate and have 
good, constructive conversations with women when I only 
know bits and pieces of their story. So… I go with what 
they wanna share with me and I go with what I feel would 
be the most human thing to do in this case for the best out-
come for mom and baby umm…so I find that sometimes 
I’m flying blind.” (SP02).

In the following quote, a physician provides an example 
of the challenges they can face when trying to establish 
a therapeutic relationship with incarcerated clients. In 
this situation, the client refused a procedure which could 
have helped identify complications with her pregnancy:
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“I made efforts to speak to her, to try to have a conversa-
tion, and she did not engage. We [medical staff] asked for 
permission to perform the ultrasound, and we got a nod 
[from the patient] to go ahead with that. But almost as 
soon as we put the probe on her abdomen, she withdrew 
that consent and asked us to stop. There, at that point, she 
indicated that she wanted to return to her correctional 
facility with no further interaction. And so, we were not 
able to provide care to her that day. And she came back in 
[the medical facility] within the week and having lost all 
[number of babies] of the [multifetal pregnancy].” (SP21).

These accounts illustrate challenges related to work-
ing with clients where a therapeutic relationship has not 
been established. Pregnant individuals who are incar-
cerated may hesitate to share information with pro-
viders committed to supporting them and delivering 
trauma-informed care. Knowing too little about the client 
restricts providers’ ability to assess, collaboratively plan 
and implement effective, personalized care.

Do they still have rights?
Participants admitted knowing too little about the rights 
of incarcerated pregnant clients. Their questions about 
clients’ rights often emerged when providers spoke 
of their experiences with having correctional officers 
present in clients’ hospital rooms. In their interviews, 
providers questioned the appropriateness of guards 
being present during medical consultations, exams or 
procedures.

A hospital-based social worker described feeling 
unprepared when she first began working with clients 
who were pregnant and incarcerated. She wondered 
“[…] how do you talk to the patient? There’s guards pres-
ent… And staff coming up to you, ‘Like what’s going on? 
There’s guards. How do we do this?’” (SP14). One nurse 
asked, “[…] do they still have the right to privacy?” 
(SP04). This nurse also expressed not knowing if incar-
cerated pregnant clients have the right to autonomy in 
decision-making:

“Do they still have the right to make decisions about 
their care, their medical care? Like, do they? Do they? You 
know, like clarification around all that or because some-
times it feels like they do, but it’s limited - or they don’t.” 
(SP04).

Several providers expressed concerns about correc-
tional officers’ practice of restraining pregnant clients 
with handcuffs and/or shackles. As illustrated by the 
following quote, providers’ misunderstanding of incar-
cerated, pregnant clients’ rights can prevent them from 
challenging this practice:

“[…] if I need to do a vaginal exam or even an ultra-
sound - to have somebody shackled to the bed is challeng-
ing for sure. It is something that we have to work around. 
As I understand, there’s not a whole lot of ability to, um, 

sort of change the regulations under which that person is 
able to be seen.” (SP21).

A nurse recounted an instance when a client did not 
have control over her body during childbirth. While 
in the hospital, the client remained handcuffed, which 
impeded the birthing process. The nurse explained how 
the correctional officer refused to remove the cuffs:

“I have cared for a patient… who, the biggest thing that 
I can think of is like the shackles and being handcuffed to 
the bed. I remember a situation with another patient who 
had handcuffs and they, the guards, would not take those 
off during pushing, so it made pushing difficult.” (SP17).

Knowing too little can potentially leave clients vulner-
able to unjust treatment. This dynamic facilitates the tol-
erance and the perpetuation of the dehumanization of 
incarcerated pregnant individuals. Providers’ knowledge 
(or lack thereof ) regarding their clients’ rights may con-
tribute to their feelings of powerlessness.

Theme 3: witnessing dehumanization
Dehumanization is the process of stripping uniquely 
human qualities from an individual to justify their mis-
treatment [24]. Participants discussed regularly wit-
nessing the poor treatment of incarcerated pregnant 
individuals. Their observations of the dehumanization of 
their clients are reflected by three subthemes: stigmatiza-
tion, cultural disallowance and displaced agency.

Stigmatization
During the interviews, several participants spoke about 
stigmatization associated with pregnancy and incar-
ceration. This stigma influenced correctional staff’s 
perceptions, sometimes leading them to dismiss medi-
cal situations as inconsequential. One social worker 
recounted the negative attitudes expressed by correc-
tional facility staff, highlighting how these preconceived 
notions undermined the recognition of legitimate health-
care needs:

“Sometimes we do get negative attitudes from specifi-
cally correctional officers and nurses about the women 
who end up in jail, who are pregnant, particularly, you 
know, there’s judgment about it. Like all the women that 
we’ve seen in jail while pregnant it’s not their first preg-
nancy, and there’s judgment about, you know, not using 
protection, about having other kids possibly in Children’s 
Aid’s care, about being… about not being responsible, you 
know, judgments about like being pregnant and still using 
substances which, you know, might have been the case for 
some of them.” (SP06).

One midwife recalled the stigma expressed by correc-
tional officers, implying the client was unworthy of care 
due to the choices which led to their imprisonment:

“[…] she was very heavily demonized. Like it was like, 
‘Well, do you know how dangerous this person is? Do 
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you?’… We would go in to try to have, like, an assess-
ment with the client or have a conversation with the cli-
ent. There’s always a guard present, which we are used to, 
but essentially there was, the conversation was always like 
‘You need to know how dangerous these people are.’ and 
like ‘This person that you’re caring for, and you wanna 
show compassion to, that is a dangerous person who’s 
done some really terrible things.’ And I feel like, as a care 
provider, I don’t need to know what someone has done. 
I need to know what someone needs from me. I need to 
know how to care for them. (SP22).

Participants recalled the attitudes of other provid-
ers and correctional employees as detrimental to the 
overall care of the client, systematically reinforcing the 
oppression of individuals incarcerated and experiencing 
pregnancy.

Cultural disallowance
Cultural disallowance results from certain populations’ 
cultural expressions, practices and beliefs being incom-
patible with the culture, practices or beliefs of the envi-
ronment in which they find themselves. During the 
interviews, participants provided examples of cultural 
disallowance they had witnessed while working within 
correctional facilities.

A social worker who was familiar with Indigenous 
practices and cultures described the challenges she 
encountered when working with Indigenous clients. She 
explained how correctional facility regulations hindered 
her ability to support Indigenous clients in practising 
their cultural beliefs and traditions:

“Like you’re not allowed to bring in tobacco ties into a 
correctional centre, which is usually on a drum. So Indig-
enous people or First Nations people do hand drumming 
and the hand drumming is made with deer skin and or 
deer hide and you put tobacco ties on the side that it’s [the 
drum] tied up with and you have to take off those tobacco 
ties prior to bringing them [the drums] into uh, like a cor-
rectional centre. And I did not know that because tobacco 
is considered one of the First Nations peoples’ sacred 
medicines. So, there’s four medicines that are considered 
sacred for First Nations people, and having the tobacco 
tie attached to the drum is considered sacred and remov-
ing that like that takes away some of the medicine of the 
drum.” (SP10).

Another social worker based in the correctional facility 
described an instance in which a pregnant client refused 
to be strip searched due to her religious and cultural 
beliefs. The social worker understood the reasons behind 
the client’s refusal. The social worker then proceeded to 
successfully advocate on her client’s behalf:

“There was one time in particular I worked with a [eth-
nic background] client and anytime anyone’s coming in 
[the correctional facility] they have to do the squat cough. 

So, you’re stripped naked, and you have to squat and 
cough to make sure you’re not hiding anything in any ori-
fices. That person didn’t want to do it, but it was because 
of their religion. So, there was a time where I had to inter-
vene pretty severely with the officers and just be like, ‘Can 
we redo this?’ like because I didn’t want her to get a mis-
conduct, because I knew it was religious. And so, I went to 
the sergeant, and I said ‘Please don’t give them a miscon-
duct like, this is religious. This is cultural. They just can’t 
be naked in front of men. So, can we, can we just arrange 
that all women and no men are coming down the hallway 
until this is process is done? It’s awful enough on its own’. 
And they did. They did do that, so I was able to kind of 
mitigate that a bit. (SP12)

This example demonstrates how, in some cases, those 
conducting strip searches do not intuitively consider the 
cultural or religious implications of these searches.

A court support worker discussed the challenges she 
encountered when attempting to access timely interpret-
ing services for her Deaf client:

“So in order for me to communicate with her, I need 
two interpreters - I need a ASL (American Sign Language) 
interpreter, so the American Sign Language to translate 
my English to sign and then I need a Deaf interpreter 
because Deaf sign is completely different than American 
Sign. The jail refused to let three of us be there [in a room] 
in order to communicate with her. Like refused. Would 
not let us. It’s like, it was just the epitome of incompetence, 
of understanding like she doesn’t understand the English 
language at all, like none of it. And so, the jail kept saying 
that I can write English, and she’ll get it because she can 
read. She actually can’t read because she doesn’t speak 
English. She speaks Deaf sign and so it was… we actually 
had to wait ‘till she got remanded to court to tell the judge 
that ‘I need I need you to give us like special permission to 
the jail demanding that we’re allowed in, the three of us.’ ” 
(SP07).

These examples illustrate how rigidly enforced regula-
tions disregard clients’ religious, cultural and linguistic 
differences. Participants described witnessing the dehu-
manization of their incarcerated pregnant clients result-
ing from cultural disallowance. These practices dismiss 
clients’ unique needs and prevent them from accessing 
individualized care and services.

Displaced agency
Displaced agency refers the denial of an individual’s 
autonomy over decisions affecting their lives. Many pro-
viders raised concerns about the practice of withholding 
information from clients regarding their off-site medical 
appointments.

A hospital nurse shared her experience with a client 
who was pregnant with multiples and for whom a cae-
sarean section (C-section) had been scheduled. However, 
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the date of the surgery was withheld from the client due 
to concerns within the correctional system about clients 
becoming flight risks. The nurse explained how removing 
the client’s agency over her care, and bringing her to the 
scheduled caesarean surgery without notice increased 
the client’s level of stress:

“[…] a patient who was having [multifetal delivery] and 
had to have a C-section, and they’re not allowed to know 
their appointments, and when they’re coming to the hospi-
tal. So, she wasn’t allowed to have her C-section date. So, 
she wasn’t…aware that she was, when she was coming to 
hospital that she was having her caesarean section. And I 
just… struggle with that… that they don’t even know and 
that that’s happening. And so obviously there was a lot of 
distress on her part… and… it was very yeah, that was just 
a very difficult situation. I think we ended up bumping her 
C-section so that she had some time to process what was 
happening and moved it to later in the day.” (SP04).

A doula described clients’ experiences of displaced 
agency, providing multiple examples:

“You don’t get told when your appointments are you just 
get taken. Just because transporting you from the jail, they 
say is a flight risk, so they [correctional officers] just liter-
ally come [and say] ‘Oh you, we’re taking you to the doc-
tor’, they don’t ever tell you when it’s gonna happen. You’re 
not allowed to have anyone at your birth. Sometimes, a lot 
of the times actually, you’re shackled to the bed like one 
leg or something, and then if you’re, you know, if you’re 
staying after the birth of the baby, like incarcerated, usu-
ally you don’t get a lot of time with your baby, and they 
bring you right back to the jail. So yeah, to actually fully 
support people while they’re pregnant and incarcerated… 
when it comes to like appointments and you know, just 
they kind of just bring you and they don’t really say much. 
So, it’s hard to support someone incarcerated the same as 
I would support somebody who’s outside. It’s like almost 
impossible.” (SP18).

The structure of the carceral system, appearing to hold 
greater authority, deceptively shifts decision-making 
power over an individual’s body and care to carceral sys-
tem employees who may lack the qualifications to address 
clients’ needs. This displacement of agency from incar-
cerated pregnant individuals to carceral system agents 
causes significant physical, emotional, and psychological 
distress for both clients and providers.

Erosion of confidentiality
Erosion of confidentiality refers to breaches or perceived 
breaches in the protection of clients’ personal and medi-
cal information, whether through sharing sensitive details 
without consent, lack of private spaces for discussions, 
or inadequate safeguards within a given setting, which 
can lead clients to lose confidence in the providers and 
subsequently, withhold important information related to 

their care. Providers highlighted the constant presence 
of correctional officers during care provision as a factor 
contributing to the erosion of confidentiality. A hospital 
labour and delivery nurse expressed her concerns about 
the presence of correctional officers in the hospital room, 
inferring clients were more likely to withhold impor-
tant details about their medical history or other relevant 
information due to the officers’ presence:

“Building a rapport with a patient is tricky when you 
have people [guards] supervising patients. They’re not 
always open to being entirely truthful or very open about 
their history or their thoughts and feelings, what they 
want, what they need kind of thing, so that that was defi-
nitely a challenge.” (SP17).

An obstetrician/gynecologist working in a hospital set-
ting conducted a medical assessment of a client who was 
accompanied by two correctional officers. The physician 
described how the officers’ presence appeared to inter-
fere with the appointment, limiting the amount of infor-
mation she could gather about the client’s pregnancy:

“She was handcuffed to the ultrasound bed, and she 
was [Indigenous] in background, and she was carrying a 
[multifetal] pregnancy while incarcerated. And the goal of 
that appointment was to do an ultrasound to assess fetal 
well-being. And the whole environment in the room was, I 
think, the word ‘antagonistic’ comes to mind. Clearly, the 
interaction between the guards and the patient was very 
sort of tenuous and stressed I would say. And on coming 
into the room, the patient did not make eye contact with 
me at all.” (SP21).

According to participants, the erosion of confiden-
tiality is a frequent issue for people who are incarcer-
ated and pregnant. Correctional officers regularly gain 
unauthorized access to sensitive client information, vio-
lating privacy rights. Participants are unaware of any 
formal documentation outlining confidentiality proto-
cols regarding correctional officers’ access to clients’ care 
information.

Witnessing the dehumanization of clients leaves pro-
viders struggling to uphold their professional standards. 
As care providers navigate these moral and emotional 
challenges, it may hinder their capacity to provide com-
passionate care. The emotional toll of witnessing client’s 
suffering, compounded by the constraints of fragmented 
systems, further contributes to job-related stress. Provid-
ers may also feel powerless if they are unable to address 
the inequities faced by their clients.

Theme 4: feeling powerless
Providers’ dedication to serve and to advocate for their 
clients was not always compatible with the culture 
upheld by correctional facility employees, the structure 
of the facilities, nor the constraints imposed by institu-
tional policies. Providers shared their experiences of 
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feeling powerless when working with pregnant, incar-
cerated individuals, as reflected by the three subthemes: 
restricted access to clients, acquiescing to power dynam-
ics, and perceived outsider identity.

Restricted access to clients
Correctional facilities are designed to restrict movement 
both in and out of the facility, while also limiting access to 
those experiencing incarceration. The infrastructure and 
inherent culture of these facilities, as well as certain staff 
members, create barriers to care provision by limiting 
service providers’ access to their clients. For example, a 
social worker described an instance when she was unable 
to see her pregnant, incarcerated client in the correc-
tional facility. The social worker had travelled over two 
hours one way, arriving at the correctional facility, only to 
learn she would not be able to speak with her client:

“[…] they [correctional officers] said the client’s behav-
iour was not appropriate and it wasn’t a good time for me 
to see them. And I was like, OK, but like, it’s a… it’s prob-
ably like a two or three hour drive from [Name of City] to 
[Name of Township] and like, like it’s a lot of effort that I 
put in to see the client and like they should just let me see 
them even though they had like a bad day or they had a 
meltdown or something like that happened.” (SP10).

Lockdowns restrict the movement of correctional 
staff, incarcerated individuals and others within a cor-
rectional facility. In Ontario, lockdowns are supposed 
to be implemented in response to medical quarantines, 
or serious safety or security concerns [25]. During lock-
downs, which can last several days, incarcerated indi-
viduals remain in their cells for extended periods, and are 
denied access to recreational time, work, visits (including 
from providers), or telephone systems [25]. Research par-
ticipants described how lockdowns frequently impacted 
their ability to deliver services. A social worker stated: 
“[…] if I need to see someone for something, if there’s a 
lockdown, doesn’t matter. You’re not going in there” (SP12). 
An education coordinator described days without lock-
downs, when she had access to her client, as particularly 
beneficial: “[…] the days like when I could get in when 
there wasn’t a lockdown, those were some really fruitful 
conversations.” (SP16).

Physical barriers also restrict providers’ access to their 
clients. A program caseworker recalled attempting to 
support a client through their cell, and described the 
challenges this situation posed:

“I’ve also had times where I’ve had to meet with preg-
nant clients, like through the hatch of their cell, so not 
being able to pull them into a professional visitation room, 
but actually having to talk with them through their cell, 
which is… it’s a struggle to provide care and support to 
someone that way, like it’s the most, I think, dehumanizing 

way to provide support to someone through their cell.” 
(SP09).

Providers recounted experiencing a sense of powerless-
ness when access to their clients was restricted. These 
limitations impede care delivery to individuals incarcer-
ated while pregnant and underscore the broader impli-
cations of power dynamics within the context of care 
provision.

Acquiescing to power dynamics
Fear of losing access to their clients made providers vigi-
lant when engaging with individuals they perceived as 
more powerful than themselves. In navigating precarious 
situations, they prioritized their clients’ need for support, 
aware a misstep could result in loss of access or exclusion 
from the facility.

A court support worker expressed a fear of losing 
access to her client if she was not cautious during her 
interactions with correctional officers within the facility:

“And one of the officers, this is with the client that 
had the miscarriage, I see that she’s in a cell by herself. I 
don’t know that that’s the solitary confinement. And his 
response is, ‘Well, she’s fucked and needs to be alone, and 
we don’t understand her ‘cause she’s a moron’. I’m like… I 
need to be able to see my client. This is the first time I’m 
allowed in here and I have my interpreters. I’m not gonna 
say anything because I know, and I’ve watched other work-
ers say things and then not be allowed in ‘Oh we’re too 
busy’, ‘Oh, there’s a lockdown’, ‘Oh, there was a riot’, ‘Oh, 
your client is in solitary confinement cause they like did 
something’ and it just like, just the level of… like added… 
stumbling blocks or barriers created by the people that 
are… like it’s almost like they believe that they are better 
than the people who are incarcerated.” (SP07).

A program caseworker employed by the correctional 
institution discussed the power dynamics between the 
correctional officers and other employees, like herself, 
within the correctional facility. She expressed concern 
about the imbalance of power which disproportionately 
favoured the correctional officers:

“I find there’s a huge power imbalance to be honest, 
between not only like the correctional officers and the 
[incarcerated] women, but as I’ve mentioned, the correc-
tional officers and other support staff within the institu-
tion, and like it’s, it’s their way or the highway most of the 
time.” (SP09).

Acquiescing to power dynamic is therefore a strategy 
used by providers to maintain access to their clients. This 
approach reflects the complexities providers face when 
prioritizing their clients’ care while navigating hierar-
chical systems within the constraints of the correctional 
environment.



Page 13 of 18Bancroft et al. BMC Pregnancy and Childbirth          (2025) 25:575 

Perceived outsider identity
Power structures within the correctional facilities cause 
providers to feel as though they are outsiders in the 
spaces where they are meant to deliver services. Partici-
pants described an exclusionary environment stemming 
from hierarchal dynamics between correctional staff and 
external providers, where correctional staff projected an 
air of authority. Providers described feeling marginalized 
by correctional employees, which further hindered their 
ability to fully integrate into the correctional environ-
ment and provide services as they saw appropriate. One 
participant noted:

“[…] it seemed like when it… when it came to like 
inmates with physical health concerns or pregnancies, the 
jail kind of wanted to take care of that on their own terms 
and they… there’s a lot of reluctance to even have our 
service in the jail because we’re an outside service, right? 
They’re not really kind of… prison staff aren’t really often 
excited to have outsiders come in to work in the jail. And 
so, for us, you know our, our, our main role was to stay 
in our lane and to focus on mental health and to ask the 
questions that we were there to ask and provide consulta-
tion and you know, not get too involved in decision mak-
ing.” (SP06).

Similarly, a midwife described feeling like an outsider 
while working with the healthcare team at the correc-
tional facility:

“[…] when you’re walking into that institution, you are 
a visitor. You’re a guest and that your access could easily 
be restricted because if you don’t fall in line, you will not 
be, you know, granted the same level of access. And that’s 
very clear. So, you know, if I walk in there and I am not 
mindful of, like, my demeanour and my attitude the way 
I interact with the healthcare team, like, of course, like 
as a professional, you always have to conduct yourself in 
a professional manner. But I was always aware that you 
know, this is not a place you can easily challenge people’s 
assumptions and norms. This is not a place where you 
know… this is a place where I could potentially walk in 
and never have, never be granted the opportunity to come 
back again.” (SP22).

This perceived outsider identity affected providers’ 
professional autonomy and impeded their ability to effec-
tively advocate for clients.

The feeling of powerlessness experienced by providers 
was demonstrated through the quotes within this theme. 
The feeling of powerlessness was also reflected in exam-
ples provided through the themes of operating within 
fragmented systems, knowing too little and witnessing 
dehumanization. All the themes described thus far nega-
tively impact providers. The accumulation of the previ-
ously described factors contributes to providers enduring 
occupational stress, affecting providers’ health and their 
ability to support their clients.

Theme 5: enduring occupational stress
Providing social services and health care to clients can 
be physically and emotionally demanding. The pressures 
are further compounded when working in an oppres-
sive environment. Participants shared their experience 
of enduring occupational stressors while working in cor-
rectional facilities or with clients requiring perinatal care 
during incarceration. Their accounts were categorized 
under the three following subthemes: confronting ethical 
paradoxes, burnout and staffing limitations.

Confronting ethical paradoxes
Working within correctional systems compels providers 
to continually question their positions on issues related 
justice, the treatment of others, and their roles as advo-
cates. Providers working with individuals incarcerated 
during pregnancy must reflect on the wider implications 
of incarceration, including its impact on human rights 
and dignity. During the interviews, providers discussed 
encountering ethical dilemmas and experiencing moral 
distress, leading them to question which rights should 
be forfeited during incarceration and whether their work 
environment aligns with their professional values.

For example, an external nurse expressed experiencing 
moral distress when her client was seated in a large hos-
pital waiting room, as opposed to a private area, along-
side other patients while wearing a correctional uniform, 
shackles, and accompanied by guards:

“I’m worried for them and their dignity and I get told 
that they lost, you know, they lost their rights when they 
got arrested. So that they don’t, yeah, they don’t have that 
right anymore, which I just… I… I struggle with that. Like 
dignity’s a human right. So, I just, but like, what rights did 
they lose, right? Like so, just understanding, you know, I 
don’t work in that realm where people have lost their 
rights.” (SP04).

One participant, a social worker, reflected on her strug-
gle with the disconnect between working in the correc-
tional system and adhering to her professional code of 
ethics:

“I mean working in the jail system really is an ethical 
dilemma in and of itself, because you’re in a different envi-
ronment and that environment overrides my code of eth-
ics. So that’s tough. And there’s moral burnout when you’re 
dealing with that.” (SP12).

Several participants described correctional facilities as 
harsh and emotionally taxing work environments. The 
dissonance between professional codes of ethics and the 
realities of the correctional work environment can con-
tribute to emotional exhaustion and burnout among 
providers.
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Burnout
Working in correctional facilities and delivering services 
to clients facing intersecting challenges can overwhelm 
providers and result in fatigue. During several interviews, 
participants reflected on their experiences of burnout, 
either in terms of experiencing the phenomenon them-
selves or observing it among their colleagues.

Some participants expressed concerns regarding the 
apprehension of newborns in the context of clients who 
were incarcerated and had given birth. The social worker 
questioned the necessity of these apprehensions and 
articulated how these concerns contributed to an emo-
tional burden, one she accepted as part of her experience 
as a social service provider working within a correctional 
system:

“[…] maybe in the future it would be nice if they could 
find a way to keep babies together with mom. Like, do they 
have to be apprehended? [long pause] I don’t know these 
are questions I… I’d asked quite a lot, but again, it’s one 
of those things that goes with the burnout, right, because 
it’s like you’re looking at a system that’s way bigger than 
yourself and it often falls on deaf ears when you ask ques-
tions.” (SP12).

Another participant stated the correctional facility 
environment was a critical factor contributing to both 
the departure of well-trained employees and the burnout 
of those who remained in their roles:

“I think also part of the problem is that the best-trained 
people in the prison system don’t really want to stay there 
for very long because it’s a difficult environment to work 
in, and so people work there for short period of time, espe-
cially social workers or nurses, and then they move on to a 
better paid job. And you know, the people who do end up 
staying end up burning out or have kind of power and con-
trol issues themselves, and or might have kind of negative 
attitudes towards the people that they’re supposed to serve 
in the jail. And so that also impacts the kind of care and 
treatment people get in custody.” (SP06).

Providers experiencing or observing burnout in their 
colleagues may choose to take short-term or long-term 
leaves of absence from their job or even leave their posi-
tions altogether. Employers may struggle to find suitable 
replacements willing to work within the correctional sys-
tem, furthering human resource challenges.

Staffing limitations
Limited human resources, particularly as it pertains to 
correctional officers, was a recurring topic throughout 
the interviews. According to participants, staffing limita-
tions affected every setting in which services were pro-
vided, whether it was correctional facilities, hospitals, or 
communities.

A physician described her experience requesting a 
patient be brought from the correctional facility to a 

hospital for urgent medical care, and the resistance of 
correctional officers to comply due to staff shortages:

“And I’ve often had pushback like, ‘Are you sure? Can we 
wait a little longer? Do we really need to take that patient 
to the emerg [emergency department] tonight? Can we 
wait ‘till tomorrow because we’re short-staffed?’ Like all 
those kinds of things which you know, I think is really 
problematic.” (SP01).

The requirement for correctional officers to accom-
pany the pregnant patient to the hospital during labour 
and birth reduces the number of officers available at the 
correctional facility. A nurse who worked in a hospital 
explained how these shortages impacted the patient’s 
care in hospital. Due to the shortage of correctional 
officers, hospital staff faced pressure from correctional 
officers to discharge the patient earlier than deemed 
appropriate:

“Another thing that’s difficult is um… when a mum has 
to be returned back to the correctional facility instead of 
staying here [in the hospital] with her baby, and so they’re 
separated prematurely, and that’s usually because of lack 
of staffing, because it takes two guards, two guards to be 
in the hospital at all times and that takes the guards out 
of the correctional facility. And so, they don’t, they often 
want the patient to be discharged as soon as possible, but 
that means that they lose out on the care, the time that 
they could spend with their baby, and I find that very dif-
ficult.” (SP04).

While discussing her exit from her position within the 
correctional facility, a social worker explained how staff-
ing issues affected the provision of care for incarcerated 
individuals who were pregnant or had recently given 
birth:

“I think everything comes down to staffing. Staffing in 
the community and staffing within the institutions. When 
I left, we [the correctional facility] were critically short on 
our nursing staff. And you know, the loudest squeaky wheel 
is gonna be what’s getting that attention. And sometimes 
that’s not gonna be this young mom, because something 
else is going on - when we’re having multiple overdoses or 
we’re having multiple other issues within the institution. 
And then the same thing with the staffing shortages with 
correctional officers. You know, we need the correctional 
officers we need… if that individual is remanded, we need 
three people for them to go to a doctor’s appointment; two 
correctional officers and a driver.” (SP15).

A midwife who provided care within a correctional 
facility described being unable to see her client due to a 
shortage of correctional officers at the time of her visit:

“The other thing that’s really clear and apparent is that 
they’re very short-staffed and there’s a lot of turnover. So, 
you know, there’ll be times while going to see someone 
they’re like ‘Sorry, we don’t have anybody for you. We 
can’t, an officer can’t be here. We don’t have anyone who’s 
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able to accompany you to go see the client’ and it just feels 
unreasonable that that would be the case… But you know, 
it definitely has an impact on the care that incarcerated 
individuals receive.” (SP22).

Participants’ accounts identify the shortage of cor-
rectional officers as a barrier to clients’ accessing care 
within correctional facilities, clinical facilities and within 
the community. These examples illustrate how human 
resource challenges impact the care experiences and 
treatment of individuals incarcerated during pregnancy.

Discussion
We explored the experiences of healthcare and social ser-
vice providers working with incarcerated pregnant indi-
viduals. The resulting themes are represented by three 
concentric circles, which illustrate providers’ experiences 
as a layered accumulation of impact, compounded pro-
gressively from the outermost ring to the centre (Fig. 1). 
The outer ring is divided into three segments, represent-
ing the three peripheral themes – the main challenges 
providers encountered when attempting to provide peri-
natal care to their incarcerated clients: operating within 
a fragmented system, knowing too little, and witnessing 
dehumanization. These challenges contribute to provid-
ers’ feelings of powerlessness, represented by the next cir-
cle. This feeling of powerlessness persists and is further 
compounded by the demands of working in a carceral 
environment, escalating to the central theme of endur-
ing occupational stress. Some providers described factors 
which directly contributed to this stress – experiences of 
moral distress, burnout, and carceral staffing limitations. 
Others highlighted how operating within a fragmented 
system, witnessing dehumanization or knowing too little, 
created a sense of powerlessness, ultimately culminat-
ing into enduring occupational stress. Finally, at the heart 
of the thematic circle lies the provider, illustrating their 
experience of the cumulative strain and burden in deliv-
ering care within a carceral setting.

Our findings suggest providers experience challenges 
fulfilling their care roles when navigating the fragmented 
carceral perinatal care system which includes carceral, 
clinical and community subsystems. These challenges 
impact providers’ ability to deliver personalized care 
to clients. These findings underscore the need for sys-
temic interventions to address factors affecting provid-
ers’ capacity to deliver care to incarcerated pregnant 
individuals.

Providers’ experiences
Several cross-cutting threads became evident in the find-
ings, each influencing providers’ experiences deliver-
ing services to incarcerated pregnant individuals. These 
threads were salient throughout the themes, underscor-
ing their importance and warranting focused discussion. 

They highlight underlying structural and systemic fac-
tors affecting service provision within the carceral peri-
natal care system. The following discussion is structured 
to examine four cross-cutting issues related to provid-
ers’ experiences: occupational stress, systemic structure, 
institutional culture, and limited knowledge.

Occupational stress
Providers interviewed for this study frequently described 
challenges encountered while delivering healthcare or 
social services to incarcerated pregnant individuals. The 
repetition and intensity of these challenges led to expres-
sions of powerlessness regarding their ability to fulfill 
professional duties.

Findings from study underscore the significant chal-
lenges experienced by health and social service provid-
ers when supporting incarcerated pregnant individuals. 
Participants consistently discussed the emotional and 
cognitive burden associated with navigating the carceral 
system, maintaining professionalism and advocating for 
their clients. This burden frequently entailed compromis-
ing personal values, questioning carceral practices, and 
confronting misalignments between their professional 
codes of ethics and the practices of carceral institutions. 
Managing moral distress, ethical dilemmas, and demand-
ing workloads further intensified their occupational 
stress. Existing research on the mental health of cor-
rectional officers has recorded similar findings [26–31]. 
One study briefly discussed nurses’ emotional discomfort 
when witnessing the separation of incarcerated individu-
als from their newborns [32] while another study under-
scored the emotional toll experienced by birth supporters 
of incarcerated individuals [33]. However, we were unable 
to locate studies focused on addressing emotional experi-
ences of physicians, social service providers, midwives, or 
doulas when working with incarcerated pregnant individ-
uals. Therefore, this study contributes to the existing lit-
erature by demonstrating how providers from a range of 
disciplines endure negative emotional and psychological 
effects when delivering services to incarcerated pregnant 
clients.

Systemic structure
Providers identified challenges they experienced when 
delivering services within the carceral perinatal care sys-
tem. The lack of coordination between the subsystems 
impedes access to care for individuals incarcerated dur-
ing pregnancy and exacerbates barriers to continuity of 
care when clients transition between systems. Partici-
pants identified difficulties attempting to provide seam-
less care, a finding which aligns with previous research 
examining the experiences of physicians who have 
worked with incarcerated individuals [11, 12]. Doug-
las et al. [11] reported surgical trainees encountering 
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challenges in prescribing all necessary medications 
for incarcerated patients. Similarly, Jennings et al. [12] 
described patients encountering barriers in accessing 
prescribed medications when transitioning between car-
ceral facilities and the community. Jennings et al. [12] 
also described disruptions in the provider-client relation-
ship during transitions between carceral facilities and 
the community, identifying these disruptions as hinder-
ing continuity of care. Providers working within Ontar-
io’s fragmented system expressed concerns about their 
clients’ wellbeing as they navigated these subsystems. 
Across all work settings — whether carceral, hospital, or 
community-based — providers expressed concern about 
the availability and continuity of care after their clients’ 
discharge. This study adds the perspectives of social 
workers, nurses, midwives and doulas to existing litera-
ture about the challenges experienced by providers who 
care for individuals who are incarcerated while pregnant. 
Further research is needed to understand the implica-
tions of fragmented systems on both incarcerated preg-
nant individuals and the providers who work with them. 
Approaches to inter-institutional collaboration should 
also be explored to enhance the delivery of care for incar-
cerated pregnant individuals.

Institutional culture
Carceral institutions differ significantly from other work-
ing environments because of the populations they serve. 
Participants in this study consistently described the cul-
ture of the carceral facilities as one which prioritizes 
safety and security over clients’ well-being. This empha-
sis on security often leads to power imbalances affect-
ing providers’ ability to fully engage with their clients. 
Providers explained how employees of carceral facilities, 
particularly correctional officers, held far-reaching power 
which significantly influences incarcerated pregnant 
individuals’ access to care. Providers reported feeling 
powerless within the hierarchical structure of the car-
ceral system, where the power imbalances favour correc-
tional officers. Concerned about being denied access to 
their clients, providers were vigilant during interactions 
with correctional officers, as any misstep could result in 
restricted or prohibited entry to the facility. To maintain 
access to their clients, providers often acquiesced to these 
power dynamics. These dynamics demonstrate the chal-
lenges providers encounter when attempting to deliver 
client-focused care within the rigid, security-focused cul-
ture of carceral institutions. Prior studies have examined 
power dynamics between care providers and correctional 
officers. Jenkins et al. [13, 14] examined the lived experi-
ences of nurses and law enforcement officers in hospital 
settings, highlighting challenges stemming from power 
dynamics and conflicting priorities in the care of incar-
cerated individuals. These findings align with those of 

our study. However, our research brings forth insights 
into provider-correctional officer dynamics and the strat-
egies providers employ to maintain access to their preg-
nant clients in carceral settings. Future research should 
investigate the implications of provider-officer power 
dynamics on care delivery and identify strategies to miti-
gate these challenges.

Limited knowledge
In this study, participants were either self-employed, 
employed by institutions external to correctional facili-
ties, or employed directly by carceral facilities. Employ-
ment arrangements varied within provider types, with 
individuals affiliated with hospitals, community-based 
organizations, or carceral institutions. Social workers 
consistently reported a lack of specialized training in 
providing care to both incarcerated and pregnant indi-
viduals. In contrast, physicians, midwives, nurses and the 
doula in our study cited training in pregnancy and child-
birth, as well as their previous experiences with preg-
nant patients, as the foundation of their knowledge for 
providing care to incarcerated pregnant clients. A lack 
of knowledge regarding policies on the use of restraints, 
clients’ rights, medical decision-making authority, and 
privacy was identified as a concern by most participants, 
regardless of their professional expertise. These find-
ings align with previous studies, highlighting nurses’ 
and physicians’ limited knowledge of regulations and 
policies regarding the use of shackles when providing 
perinatal care to incarcerated clients, and knowledge def-
icits regarding who holds decision-making authority for 
incarcerated patients - prison employees or others [15–
17]. Furthermore, privacy breaches have been reported in 
other research, such as hospital staff discussing medical 
information with correctional officers overseeing hospi-
talized male incarcerated patients [34] or the presence of 
correctional officers or law enforcement during appoint-
ments [11, 16]. Our findings suggest specialized training 
related to the care of incarcerated pregnant individuals 
should be offered to social service providers. Addition-
ally, all providers should receive training related to the 
use of restraints, clients’ rights, medical decision-making 
authority, and privacy, in the context of perinatal care for 
incarcerated individuals. Correctional policies and oper-
ations manuals used in carceral settings are recognized as 
relevant and important resources for identifying the stan-
dard of care in these facilities [35]. Per Carr v. Canada 
[36], the absence of detailed policies and procedures in 
a prison environment may constitute a breach of duty of 
care. Future research should investigate gaps in training, 
policies and procedures used by providers serving incar-
cerated pregnant individuals and examine how these ele-
ments, or lack thereof, influence care delivery and patient 
outcomes.
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Strengths and limitations
To the best of our knowledge, this is the first study to 
explore the experiences of providers across various dis-
ciplines working with incarcerated pregnant individuals 
in Ontario. This study contributes valuable insights by 
identifying gaps in the literature and emphasizing the 
importance of addressing occupational stress within the 
carceral context. A key strength of this research lies in 
its unique approach, which examines the perspectives of 
both providers who work within and outside of the car-
ceral system. This dual perspective reflects the reality of 
the complex network of individuals involved in the provi-
sion of care, offering a comprehensive understanding of 
the various roles and challenges faced by those respon-
sible for supporting incarcerated pregnant individuals. By 
gathering insights from both internal and external pro-
viders, this research offers a comprehensive view of the 
care delivery process, enhancing the overall findings and 
contributing valuable perspectives to the field.

The small number of healthcare providers including 
midwives (n = 3), physicians (n = 3), and nurses (n = 2) is 
a limitation of this study. Most of the participants (n = 12) 
held social work degrees. Therefore, the findings may dis-
proportionately reflect the perspectives of social workers 
compared to other types of providers. Furthermore, those 
who agreed to participate in this study may have had a 
heightened interest in the study topic of health and well-
being of individuals who are incarcerated while pregnant. 
For these reasons, and due to the qualitative study design, 
these findings cannot be generalized to all providers in 
Ontario who work with incarcerated pregnant individu-
als. Furthermore, the findings of this study are not gen-
eralizable to other carceral contexts or settings, as legal, 
health, and social systems outside Ontario may differ in 
their structure and processes.

This study focused on the experiences of providers and 
did not include the perspectives of incarcerated pregnant 
individuals or correctional officers, which represents a 
limitation. Incorporating the perspectives of these groups 
would provide a more comprehensive understanding of 
the barriers to care and service delivery for incarcerated 
individuals. Therefore, future research should explore the 
experiences of incarcerated pregnant individuals and cor-
rectional officers.

Conclusion
Our research explored social service and healthcare pro-
fessionals’ experiences of care provision to clients who 
were pregnant and incarcerated in Ontario, Canada. 
Consistent with a systems thinking approach, the find-
ings highlight how dynamic interactions across insti-
tutions and services shaped providers’ experiences 
delivering care to incarcerated pregnant individuals. 
Findings suggest providers working with individuals who 

are incarcerated and pregnant experience emotional and 
psychological distress stemming from numerous chal-
lenges. Notably, the carceral system prioritizes safety and 
security, while the clinical and community systems prior-
itize client-centred health and advocacy. This divergence 
at the intersection of these subsystems creates barriers to 
care delivery, hindering access for incarcerated pregnant 
individuals. This study highlights how power dynam-
ics between social service providers, healthcare profes-
sionals, and correctional officers across systems create 
barriers to the care delivery and service accessibility for 
individuals incarcerated while pregnant.

The mental health consequences of working in the 
carceral context requires targeted interventions. Efforts 
must be made to address providers’ knowledge gaps con-
cerning carceral operations, their own rights and those of 
their clients. Additionally, providers must have access to 
mental health resources and supports, equipping them 
with the tools required to manage the stressors of their 
demanding roles and work environment. Prioritizing 
providers’ mental health could reduce provider burnout 
and employee turnover, facilitating continuity of care, 
while cultivating sustainable therapeutic relationships 
with clients. These measures would support providers’ 
well-being and improve access to care for individuals 
who are incarcerated while pregnant.
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