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Abstract: Adam, a justice-involved young man, was brought into the emergency department at the
county hospital in cardiogenic shock due to a recurring episode of injection-drug-use-related infective
endocarditis (IDU-IE). Adam had initiated injection opioid use in prison. He was surgically treated
for the previous episodes of IDU-IE but was unable to fully recover due to limitations in care within
penal medicine. This case report explores the prison as a determinant of health, interactions between
clinical, welfare, and penal medicine, to produce and maintain health inequities, and structural
drivers of physician moral injury through an interview with Adam and reflexive writings from
emergency medicine physicians. This case demonstrates the need for three types of structural health
interventions: (1) restorative justice, community-based reentry programs, and housing as welfare
medicine, (2) increased harm reduction services across healthcare, especially penal medicine, and
(3) equitable institutional protocols (contrary to ambiguous guidelines) to treat clinical conditions
like IDU-IE that disproportionately impact structurally vulnerable patients.

Keywords: substance use disorder; incarceration; medication for opioid use disorder; harm reduction;
moral injury

1. Background

Adam had a history of congenital heart disease. He was born with a bicuspid aortic
valve, resulting in symptomatic aortic stenosis that was treated surgically in his childhood.
Growing up with eight other siblings, when he was ten years old, his stepfather told him
he was adopted. Looking back at this major turning point, Adam said the following:

“I started acting out. . .As I got older, it just became a cycle of me getting in and out of
jail. And then when I turned 18, I started going to the county jail. And then I started
doing time in prison. . .I had never seen heroin until I went to prison. I caught hep-C in
prison. . .Prison didn’t really teach me anything.”

Upon leaving prison, Adam started experiencing opioid withdrawal symptoms and
sought illicit market heroin to manage these symptoms. Soon after, he was diagnosed
with his first episode of injection-drug-use-related infective endocarditis (IDU-IE) and was
treated surgically. However, due to failures in medical care at different carceral facilities, he
was not provided with medications to complete his outpatient antibiotic treatment course.
Around this time, Adam was diagnosed with deep vein thrombosis (DVT) in his leg and a
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second episode of IDU-IE. An additional surgery was performed to treat the recurrence of
IDU-IE.

Post-surgery and release from prison, Adam looked for substance use treatment
programs but was unable to enroll due to delays in medical record transfer requests and
program ineligibility due to his complex medical history. This was exacerbated by the
insurance transition from his carceral care provision back to Medicaid [1] and the delay in
enrollment after application. Adam reinitiated substance use, attributing it to this lack of
programs and services. To stop using opioids, he even moved away from his neighborhood
and searched for housing programs, to no avail. Eventually, he was arrested and returned
to jail due to his drug use. There, he started to feel unwell again.

Obtaining health care while incarcerated included barriers to accessing physicians,
inconsistencies in communication between providers, and access to medication. He shared
the following:

“In the county jail they treat you like they don’t care. Everything is like, ‘Oh, drink some
water you’ll be alright, drink some water you’ll be alright’. [About the process of seeing a
physician] You fill out a form. . .Once you fill out the form, it’s 13–14 days just for you to
see the doctor. And then. . . It feels kinda hopeless you know. To fill out a form because it’s
like, ‘Oh I have this wrong with me, if I fill out a form, by the time I get there, I’ll probably
already be OK.’ So that’s how a lot of people feel like. I might go look for someone who
has the pills I need. I went looking for pills for a cold. Even the nurses will give you the
medicine because they know it will take forever to see the doctor. It’s just such as struggle
even just to get anything then and there.”

Adam spent crucial time waiting for a cardiology referral assured to him by one
provider and later found out from another provider that he never had a formal referral. In
jail, he did not have access to specific analgesic and antibiotic medications prescribed to
him at his latest hospital discharge. Adam visited the physician five times prior to being
transported to the local hospital for his most recent episode of IDU-IE. The day he was
brought into the hospital, he woke up with shortness of breath, collapsed to the ground,
and yelled “man down” multiple times before he was brought to the hospital.

In the hospital, Adam was admitted to the cardiology service for heart failure from
a third episode of recurrent IDU-IE. His symptoms began with mild shortness of breath
and rapidly progressed to cardiogenic shock with multiorgan failure. He was diagnosed
with severely complicated endocarditis with a valvular abscess requiring corrective surgery.
Adam was denied a third valve surgery due to his history of substance use and died
soon after.

Prior to his death, the emergency medicine (EM) physicians caring for Adam called
other hospitals to attempt transfer and involved their supervising institution’s ethics
committee. Limited by his incarcerated status, the physicians were only able to successfully
advocate for increased visitation rights to see his mother and partner before his passing.
Adam provided written consent to publish the contents of his interview and the physician’s
submitting reflexive writings. In this interview, he said the following:

“I just, I just want a chance. A good, solid chance.”

2. Social Analysis Concepts

The United States incarcerates more people than any other independent democracy,
disproportionately disenfranchising people who are African American, Hispanic, and In-
digenous [2]. For instance, while 14% of the United States population is African American,
they make up 35% of the incarcerated population [3]. Hyper-incarceration refers to this
disproportionate incarceration rate and is a form of structural violence [4–6]. Structural vio-
lence describes the ways in which large-scale forces (such as racism and immiseration) and
inequitable public policies (i.e., restricting public support for low-income people, criminal-
izing housing insecurity) become embedded within institutions (such as medicine), causing
harm to specific individuals and communities [4–6] Within medical institutions, Seim and
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DiMario identified three terrains, namely, clinical, welfare, and penal medicine that have
focused their interventions on the governing poor [1]. In this case study, we explore these
interactions via experiences shared by Adam and his emergency medicine clinicians.

While the United States constitution does not guarantee healthcare, incarcerated peo-
ple have a right to the community standard of healthcare [2]. However, prisons and jails
serve as determinants of health due to various overlapping and intersecting factors. These
include exposure to infectious disease, access to treatment, and a paucity of resources for
societal reentry to name a few [7]. Adam reported first injecting heroin in prison and con-
tinuing to use opioids upon release. IDU-IE is an infection of the heart valve that requires
surgery and parenteral antibiotics for 6–8 weeks. People who inject opioids can develop
IDU-IE from bacteria entering the bloodstream due to lack of sterile needles or sterile
injection supplies, reusing or sharing needles, being injected by others, and substance con-
tamination from lack of safe supply [8–10]. Multi-level barriers to providing Medications
for Opioid Use Disorder (MOUD) in criminal justice settings can exacerbate these existing
risks [11] Current American Association for Thoracic Surgery (AATS) guidelines on the
surgical treatment of infective endocarditis recommend that “normal indications for surgery
[should be] applied to people who use drugs (PWUD), but management must include
treatment of addiction” [12] However, in Adam’s case, he was unable to access MOUD
both in criminal justice settings and upon reentry. Beyond that, this case elucidates how
substance use treatment extends far beyond MOUD and includes wrap-around services
like housing, re-entry, and employment programs.

Emergency departments (EDs) are often referred to as the safety net of the United
States healthcare system, as EDs provide medical care to any and all patients regardless of
insurance status [1,13,14]. ED’s provide care to materially deprived communities [1] and,
consequently, EM physicians often take on a bridging role as providers of social emergency
medicine [13] This has a profound effect on those practicing in the ED. Concurrently, one
metanalysis showed that EM physicians had the highest levels of burnout, as high as
40%, and were more vulnerable to burnout than physicians from other departments [15].
According to the United States Department of Veterans Affairs and the National Center
for Post-traumatic Stress Disorder (PTSD), under traumatic, stressful, or unprecedented
circumstances, individuals may perpetrate, witness, and/or fail to prevent the occurrence
of events that go against moral beliefs or expectations they hold deeply [16]. Moral injury
can take place among healthcare workers if and when they have to make difficult decisions
when triaging life-and-death cases and/or under circumstances involving resource alloca-
tion or when they believe they or the system should have been able to save a patient’s life
but were not able to do so [16].

Adam’s case emphasizes three main social concepts: (1) hyper-incarceration [4] and
prison as a determinant of health; (2) interactions between clinical, welfare, and penal
medicine [1] to produce and maintain health inequities; and (3) moral injury as a structural
phenomenon [16].

2.1. Hyper-Incarceration and Prison Are Determinants of Health

The adverse events in his childhood and subsequent punitive interventions [17,18]
facilitated his first injection opioid use in prison. Below, Adam describes the impact of that
initiating heroin use in prison and the lack of structural support for substance use disorder
(SUD) treatment. In prison, he participated in a computer program for substance use
disorders but noted that no other treatment was available. Regarding infective endocarditis,
he shared the following:

“Then I went to prison again and I found out I had caught. . .endocarditis. And I got the
surgery for endocarditis the first time. And after that, I didn’t get a chance to recover the
right way. I got sent back to jail. I didn’t get sent to a program. I didn’t get the right
transitioning into the life I should have lived. I went straight to jail. And in jail I started
doing drugs again. . .[I did not have a] support system to help me fully. [A support system
that was not], ‘It’s my way or the high way’, [instead a support system that said], ‘Here
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let me help you take a step forward, here let me help you step forward and take a step
forward.’” (Adam)

He described the medical treatment he received in prison as follows:

“When you guys send forms with us of recommendations and [they state] ‘this person is
supposed to take this medication, and this medicine and this medicine’, when it gets there
[i.e., prison], everything gets disregarded, and it goes down the hill. it goes to the doctor
and the doctor says. . .Like the last time when I got antibiotics, the doctor told [me], ‘Oh,
I don’t really think you need this.’” (Adam)

2.2. Clinical, Penal, and Welfare Medicine Interact to Produce and Maintain Patient
Health Inequities

Adam’s recurrent episodes of IDU-IE were a result of incarceration, lack of access to
MOUD, antibiotic treatment discontinuity in prison [19,20], and subsequent inability to
recover fully from his previous surgeries. Below, Adam’s clinician reflects on the factors
that led to a recurrence of endocarditis:

“Unfortunately, because of a combination of a lack of treatment follow-through, access to
healthcare, and drug abuse programs in prison, Adam had a relapse of his endocarditis.”
(One of Adam’s physicians)

Adam identified that his social network and neighborhood shaped his opioid use and
identified the services that would have supported treatment. He said the following:

“My drug addiction was just hard because [of] the people I hang out with, I go back to the
same shit you know. That’s why I need a program to help me get into housing because
when I don’t have nowhere to go, I go the hood.”

He moved into to his sister’s home in an attempt “to get away from the environment”.
When asked what prompted his return, he said the following:

“I just didn’t have no money. So, I went back to where I knew I could get money, you
know. . . It was the addiction and the lack of support that I had, I had my sister, but I
didn’t have nobody else. So, I didn’t have anywhere to go, so like fuck it I’ll just go back
home. I know that there’s programs where they take you and they build you and build you
until you get home and they provide you with housing, provide with you like a job. Like
if I was at my sisters and I had a job, I think I would be able to make it. Like, Suboxone
clinics I think.” (Adam)

Adam attempted to get into a program but did not meet the eligibility criteria:

“I went through the [recovery] and I tried to go check into a [substance use] program,
and I needed to find the right program because that program wouldn’t take me due to my
medical issues.” (Adam)

Aspects of Adam’s case elucidate how institutionalized deservingness [6] in clinical
medicine operates via treatment futility and resource rationing [9] against disenfranchised
and materially deprived patients [21,22] in this case, resulting in the determination of poor
surgical candidacy [23].

“...Our surgeon colleagues felt like they could not justifiably offer care to this poor
individual due to it being too high risk, a short-term solution, and unfair from a resource
standpoint to perform a third surgery.” (One of Adam’s physicians)

Here, Adam’s physician describes how his structural vulnerabilities (incarcerated
status and complex history of recurring IDU-IE) further limited their ability to care for him:

“We made phone calls to other hospitals but were limited by his incarcerated status and
complex history.” (One of Adam’s physicians)
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2.3. Medical Moral Injury Is Structurally Driven

In medicine, moral injury via commission occurs when a clinician acts against their
beliefs, whereas moral injury via omission takes place when a clinician is unable to act
on their deeply held beliefs [16] In times of overlapping public health crises, such the
intersection of the opioid mortality crisis, dissolving social safety net, inaccessible wrap-
around support, and hyper-incarceration in Adam’s case, clinicians may witness what they
believe to be unjustifiable/unfair acts or policies that may lead to a feeling of betrayal from
individuals, systems, and institutions of power [16]. The reflexive ethnographic writings
by Adam’s EM clinicians on this case demonstrate how an institutional failure [19] to
account for the needs of structurally vulnerable patients [5] displaces that burden onto
individual-level clinicians who feel restricted in their ability to provide care:

“When his life intersected with ours in healthcare, I feel like he had been failed so many times
by society and we did not have the ability to help him.” (One of Adam’s physicians)

“We had to tell Adam that there was nothing we could do for him. We had to tell him,
that even though the system had failed him his entire life, we were failing him yet again,
and this time our failures were going to cost him his life.” (One of Adam’s physicians)

Such cases are stressful and procedurally ambiguous, and clinicians are constrained by
structural vulnerabilities such as incarceration status that do not have clear and equitable
guidelines for care. Altogether, these may result in moral injury [16,22].

“The case has stuck with me more than any other as a physician because I have never
been in the situation of telling a [young patient] that they will die of an illness where we
typically do have interventions to offer.” (One of Adam’s physicians)

“I have question[ed] if I felt like the principle of justice was not honored in his final
days. He had self-admittedly made serious mistakes and poor life choices that resulted in
him being in this situation. But he also expressed a desire to change, to seek treatment,
and to try to turn his life around. He also was born with a congenital condition that
predisposed him to this disease, suffered from adverse childhood experiences, and had been
in the cycle of incarceration and substance use—these have all been studied in medical
and psychological literature to be outside of an individual’s control.” (One of Adam’s
physicians)

3. Discussion

Adam’s case emphasizes how structural failures such as hyper-incarceration and
punitive justice in the United States result in outcomes that are displaced onto institutions,
such as hospitals and medical systems [1,4]. Here, they remain unaddressed due to a
lack of bureaucratic protocols and guidelines outlined for incarcerated patients, resource
rationing and deservingness, and because of conditions arising from the structural failures
themselves. For instance, Adam was declared a poor candidate for surgery due to failures
of care in the penal healthcare system, i.e., barriers to medication adherence, MOUD access,
and not being able to see a doctor on time [1,8,9,11]. Within medicine, the downstream
impacts of institutional failures are displaced onto frontline workers, including physicians,
nurses, social workers, social services workers, and program coordinators, who attempt to
navigate medical systems alongside structurally vulnerable patients [1,5]. At this point,
frontline workers face barriers to access, care, and treatment from policy failures that
are far beyond their clinical scope. In Adam’s case, clinicians faced barriers resulting
from structural vulnerabilities like incarceration and housing insecurity that can increase
propensity for moral injuries [1,16,21]. These moral injuries occur due to witnessing, acting,
or being unable to act in ways that align with a provider’s core beliefs about how clinical
care should be practiced and delivered [16]. This case underscores how structurally driven
failures are embedded into institutions via deservingness and futility, resulting in morally
injurious events for treating clinicians [9,24,25]
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4. Implications

Adam’s case demonstrates the need for three types of structural health interventions:
1. Restorative justice, community-based reentry programs, and housing as welfare

medicine: Punitive justice and hyper-incarceration in the United States is a racist and
anti-immigrant complex [26]. Restorative justice [26] and public investment in community
building services [18] that may have prevented Adam from being incarcerated are necessary
structural and preventive measures.

2. Increased harm reduction services across healthcare especially, penal medicine:
Adam repeatedly mentioned the lack of support he received upon release from prison,
especially for his substance use. This only emphasizes the need for harm-reduction-based
care during the re-entry period, which is a particularly challenging time and a major missed
opportunity for intervention.

3. Equitable institutional protocols (contrary to ambiguous guidelines) to treat clinical
conditions like IDU-IE that disproportionately impact structurally vulnerable patients:
Developing these protocols and guidelines with structurally vulnerable patient populations
at the center is imperative for both patients and providers. To provide patient-centered
care, protocols must include lived experience. For providers, equitable guidelines may
reduce the risk of moral injury.

5. Conclusions

Adam and his physicians underscore how reframing care to focus on patient-centered
approaches is a multidimensional approach to mitigating clinician moral injury. A patient-
centered approach to medicine that develops interventions for structurally vulnerable
patients via clinical, welfare, and penal medicine is a key step towards addressing structural
moral injury. Some of the intersecting effects of structural drivers like housing, incarceration,
and a lack of programmatic support with ambiguity surrounding treatment guidelines
for patients like Adam can be addressed on an institutional level. Consequently, targeted
structural and institutional-level approaches that prioritize the wellbeing of Adam and
other patients in similar circumstances may prevent clinicians from experiencing barriers
to care provision. These can range from MOUD access to family visitation for incarcerated
patients. In hospital settings, these would necessitate developing protocols to streamline
care of incarcerated patients from the standpoint of what is medically necessitated and
medically indicated, as well as identifying key barriers to care for incarcerated patients and
leveraging institutional resources to address them.

Funding: This study received funding support from NIDA, grant #RO1DA046049, and the Institute
for Addiction Science Pilot Grant Award, University of Southern California—PG1033682.

Conflicts of Interest: The authors declare no conflicts of interest.
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