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Introduction

As of 2017, there were 1.25 million women under control of 
the criminal legal (CL) system in the United States, including over 
225,000 women in jails or prisons [1,2] and over a million women 
under community supervision (probation or parole) [3]. Women 
involved in the CL system live at the nexus of several drivers of the 
U.S. COVID-19 pandemic, including incarceration, poverty, chronic 
illness and racism [4]. They are predominantly low-income and 
disproportionately women of color [5]. They have markedly higher 
rates of underlying chronic health conditions, associated with poor 
COVID-19 outcomes, than women in the general population [6,7]. 
In addition, hundreds of thousands of women transition between 
community and carceral settings each year [8], and prisons and jails 
continue to be revealed as hotbeds of COVID-19 transmission [9]. 
Thus, COVID-19 is very much a pertinent risk for women who are 
involved in the CL system in the U.S [10]. 

In the U.S., the story of COVID-19 is one of distinct and marked 
racial/ethnic disparities, with Black and Hispanic/Latinx people afflicted 
by disproportionately high rates of infection [11-13] and death [14,15], 
In addition, the socioeconomic consequences of COVID-19, such as 
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loss of employment and eviction from housing, disproportionately 
affect people of color [16,17] People of color are also overrepresented 
among those employed in jobs with high risk of exposure, such as home 
health aides, cashiers and meat packing workers [18]. Another central 
theme of the pandemic in the U.S. is the lack of a coordinated national 
response, leading to different policies and public health mandates 
in different regions of the country. The lack of a single authoritative 
source of guidance contributes to confusion and people relying on 
widely divergent sources of information about the virus. With this 
backdrop, we sought to understand how women with CL involvement 
were affected by COVID-19 early in the pandemic. Specifically, we 
examined how COVID-19 had affected their health care and what 
sources of information about the virus they relied on. The purpose was 
to determine whether there were regional or racial/ethnic differences in 
these outcomes, to help inform health care and communication efforts.

Materials and Methods

Research participants were enrolled in an ongoing, three-city 
study of cervical cancer risk among women involved in the CL system, 
funded by the National Cancer Institute (R01CA226838). Data are 
collected annually with a cohort of women in community settings 
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in three U.S. cities: Kansas City (Midwest), Birmingham (South) and 
Oakland (West). In response to anecdotal evidence about challenges 
and disruptions created by the pandemic in the study population, 
we conducted a brief supplemental survey (5-10 mins) over eight 
weeks from mid-April to mid-June 2020. Interviews were conducted 
by telephone rather than in person due to shelter-in-place orders. 
Participants received a $20 incentive for responding to the survey. 
Regular check-ins with participants was a routine part of the research 
protocol and was approved in accordance with the National Institutes 
of Health single institutional review board policy for multisite research.

Measures

The primary independent variables were race/ethnicity and study 
site (city). Participants were asked “How do you identify in terms of your 
race or ethnicity (select all that apply)?” and read a list of several different 
racial/ethnic groups. We used responses to create a three-level nominal 
categorical variable race variable. A majority of participants endorsed one 
race, predominantly Black or White. Small numbers of women reported 
more than one race (n=10), Latinx only (n=17), American Indian or 
Alaska Native (n=1), or Asian or Pacific Islander (n=4). We combined 
these women into a single category as “Other People of Color (POC).” 
While useful for analytic purposes, we do not draw conclusions about 
this group in our findings, as we would be generalizing from numerous 
racial/ethnic backgrounds. Site was determined by the city in which 
interviews were conducted. To assess health care utilization, participants 
were asked “Has a health care provider canceled or postponed any regular 
appointments due coronavirus?” and “Have any of your health care 
appointments been conducted by phone or video (Telemedicine) instead 
of in person, due to the coronavirus?” which were both coded yes vs. no. 
Perceived susceptibility to COVID-19 was assessed with an item which 
asked, “On a scale of 1-10, how likely do you think you are to get the 
coronavirus, with 1 being not at all likely and 10 being certain to get it?” 
Dependent variables related to sources of information about COVID-19. 
Participants were asked, “What are your sources of information about 
COVID-19? (select all that apply)” and read a list of potential sources. 
Each source was dichotomized yes vs. no. To determine most trusted 
source of information, participants were asked a follow-up question, 
“Which single source do you trust the most?” Rather than use a multi-
level variable, we dichotomized these responses (most trusted y/n) for a 
more precise examination of associations.

Data Analysis

Descriptive statistics were conducted for all study variables. 
Logistic regressions were used to determine the unadjusted odds ratios 
(ORs) and 95% confidence intervals (CIs) for the associations between 
outcomes and race. Adjusted ORs and 95% CIs for the associations 
between outcomes and race were examined controlling for study site, 
age, and other relevant factors (depending on the model). Analyses 
were run in STATA Version 16.1 (Stata Corp., College Station, TX, 
USA).

Results

We successfully reached 73% of the study cohort by telephone 
during the data collection period, for a sample of 344 women (Table 
1). Race/ethnicity varied by site, with more White women in Kansas 
City and Birmingham. Mean age also varied by site, with a mean 
of 39 years in Kansas City, 40 in Birmingham and 46 in Oakland. 
All women had histories of criminal legal involvement, most 
having experienced both incarceration and community supervision 
(probation or parole). Women in Oakland were more likely to have 
health insurance, a result of California expanding Medicaid coverage 
under the Affordable Care Act in 2014. Despite this, three-quarters of 
all women had attended at least one health care visit by appointment 
in the past year. In addition, over half had sought care at a hospital 
Emergency Department (Table 1).

Health Care Since COVID-19

Nearly half of women reported having medical appointments 
postponed or cancelled due to the COVID outbreak. However, many 
women also reported receiving health care by telemedicine (Table 
2). The odds of having an appointment cancelled or postponed was 
significantly higher among Black women, after controlling for location, 
age and health insurance (Table 3). However, Black women also had 
higher odds of having a telemedicine appointment as a consequence 
of the outbreak. We found no differences by geographical region in 
COVID-related impacts on scheduled health care, once we controlled 
for race, age and health insurance (data not shown). Sixty (17%) 
of the women had been tested for COVID over the data collection 
period (April-June 2020), a timeframe in which testing resources 
were scarce. Two women reported a positive result. Testing was more 
common in Oakland, where 23% of women were tested, compared 

All Black White Other POC
p.(N=344) (n=205) (n=98) (n=41)

n (%) n (%) n (%) n (%)
Oakland 181 (52.8) 146 (71.2) 16 (16.3) 19 (47.5)

0.001Birmingham 93 (27.1) 35 (17.1) 53 (54.1) 5 (12.5)
Kansas City 69 (20.1) 24 (11.7) 29 (29.6) 16 (40.0)
Ever incarcerated 332 (96.5) 197 (97.0) 94 (96.9) 41 (100.0) 0.530
Ever probation or parole 315 (91.6) 183 (90.2) 92 (93.9) 40 (97.6) 0.205
Has health insurance 251 (73.0) 177 (86.8) 42 (43.3) 32 (78.1) 0.001
Health care by appointment past year 263 (76.5) 173 (84.4) 59 (60.2) 31 (75.6) 0.001
Medical appointment cancelled or postponed due to COVID-19 146 (42.4) 104 (50.7) 30 (30.6) 12 (29.3) 0.001
Medical care by tele-medicine due to COVID-19 152 (44.2) 108 (52.7) 30 (30.6) 14 (34.2) 0.001
Tested for COVID-19 66 (19.2) 44 (21) 12 (12) 4 (10) 0.054

Table 1: Participant characteristics and health care by racial group.
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to 13% in Kansas City and 11% in Birmingham (p=0.027). Perceived 
susceptibility to COVID-19 was low overall: on a scale of 1 (not at 
all likely) to 10 (extremely likely), the mean score was 3.7 [SD 2.8]. 
Women in Oakland rated their susceptibility slighter higher (4.1) than 
women in Kansas City (3.2) or Birmingham (3.6) (p=0.041). There 
were no significant racial/ethnic differences in perceived susceptibility 
(data not shown).

Sources of Information about COVID-19

Most women reported multiple sources of information about 
COVID-19, with a mean of 2.4 [SD 1.1]. Television news was the most 
frequently cited source of information regarding COVID-19 (83%), 
followed by social media/websites (61%) and friends/family (43%). 
Other sources of information included government or social service 
agencies (21%), medical providers (19%) and radio (6%). When 
asked to identify their single most trusted source of information, over 

half of women chose television news (Table 2). While many women 
endorsed friends and family as a source of information, very few 
(5%) cited them as their most trusted source. Similarly, a relatively 
small proportion of women (13%) said medical providers were their 
most trusted source of information about COVID-19. Black women 
had higher odds of choosing TV as the most trusted source than 
the other groups of women, after controlling for age and study site 
(Table 4). White women had higher odds of citing government or 
social service agencies as their most trusted source of information 
(Table 4). It is noteworthy that fifteen percent of women said they 
did not trust any source of information about COVID-19. This was 
higher among Black women but did not reach statistical significance 
in regression controlling for age and site. We found no significant 
regional differences in information sources or most trusted sources 
once controlling for race and age in regression analysis (data not 
shown).

All Black White Other POC

p.(N=344) (n=205) (n=98) (n=41)

n (%) n (%) n (%) n (%)

Television news 147 (42.7) 104 (50.7) 31 (31.6) 12 (29.3) 0.001

Social media or websites 35 (10.2) 17 (8.3) 10 (10.2) 8 (19.5) 0.095

Friends/family 18 (5.2) 8 (3.9) 7 (7.1) 3 (7.3) 0.404

Government/social service agency 30 (8.7) 8 (3.9) 17 (17.4) 5 (12.2) 0.001

Medical provider 44 (12.8) 21 (10.2) 16 (16.3) 7 (17.1) 0.227

Other 17 (4.9) 10 (4.9) 5 (5.1) 2 (4.9) 0.996

Don’t trust any source 52 (15.1) 36 (17.6) 12 (2.2) 4 (9.8) 0.286

Table 2: Most trusted source of information about COVID-19 by racial/ethnic group.

Model 1 Model 2 Model 3

Care cancelled/postponed Telemedicine visit Tested for COVID-19

AOR* (95% CI) p. AOR* (95% CI) p. AOR** (95% CI) p.

Race/ethnicity

African American Referent Ref Ref

White 0.53 (0.29-0.98) 0.045 0.50 (0.27-0.92) 0.027 0.85 (0.37-1.94) 0.698

Other POC 0.43 (0.20, 0.93) 0.033 0.56 (0.27-1.19) 0.131 0.54 (0.18-1.66) 0.181

Table 3: Logistic regression of COVID-19 related health care experiences by race/ethnicity.

*Adjusted for study site, insurance status and had 1> medical appointment past year.
**Adjusted for study site, age and insurance status.

Model 1 Model 2 Model 3

Television News Web/social media Gov't/social service

AOR* (95% CI) p. AOR* (95% CI) p. AOR* (95% CI) p.

Race/ethnicity

African American Referent Ref Ref

White 0.33 (0.18,0.59) 0.001 1.61 (0.62,4.21) 0.328 7.48 (2.61, 21.38) 0.001

Other POC 0.39 (0.18,0.85) 0.018 2.91 (1.10,7.69) 0.031 2.90 (0.79,10.64) 0.108

Table 4: Logistic regression models of most trusted source of COVID-19 information by race/ethnicity.

*Adjusted for study site and age.
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Discussion

Our examination of health care-related effects of COVID-19 
among women with CL involvement found mixed results. While over 
40% of women reported having health care appointments cancelled 
or postponed due to COVID-19, a roughly equal proportion received 
care by telemedicine, and there were no differences by region. This is 
consistent with a rapid uptick in telehealth visits for publicly insured 
people in urban areas throughout the U.S. in April-June 2020 [19]. 
The higher prevalence of COVID-19 testing in Oakland is likely 
a reflection of the more aggressive stance California took towards 
controlling infection, compared to the Midwest (Kansas/Missouri) and 
Southern (Alabama) states. Given this higher level of activity to address 
the pandemic, it is not surprising that the mean level of perceived 
susceptibility to COVID-19 was also higher among women Oakland, 
CA. Our findings regarding trusted sources of COVID-19 information 
did not vary by region; however, they revealed some interesting 
variations by race/ethnicity. Black women were significantly less likely 
than White women to choose government institutions or social services 
agencies as their most trusted source of information about the virus. 
In addition, very few Black women identified health care providers as 
their most trusted source. The long history of racism in government 
and criminal justice policies in the United States likely contributes to 
this mistrust [20,21], as does the legacy of unequal treatment and abuse 
in U.S. medicine [20,22] Restorative work with communities of color 
is needed to address medical mistrust [23,24], particularly if a future 
vaccine is to be widely accepted among vulnerable groups [25]. Finally, 
it is striking that a notable proportion of women (15%) said they didn’t 
trust ANY source of information regarding COVID-19. T﻿his suggests an 
urgent need to investigate and implement innovative, non-traditional 
avenues for delivering public health information. 

There are several substantial limitations to this study. While data 
were collected from women in different regions of the United States, 
the sample is not nationally representative of women involved in the CL 
system. Due to the exigencies of conducting data collection rapidly in 
the context of shelter-in-place orders, we were only able to reach three-
quarters of women in the parent study. It is possible those we were unable 
to reach were having different experiences; for example, it is possible that 
some were hospitalized with the virus. The potential of socially desirable 
response choices is always present with self-report data, although our 
questions didn’t focus on typically stigmatized behaviors. 

The COVID-19 pandemic has brought into sharp relief the 
underlying social drivers of poor health in the U.S., including racism, 
poverty and incarceration. In addition to affecting their health, these 
conditions affect the level of trust individuals put in social, medical 
and public health institutions. A U.S. national poll conducted in 
August 2020 found that, if a COVID-19 vaccine were made available, 
45% of Black and 44% of Hispanic/Latinx people would not choose to 
be vaccinated, compared to 30% of Whites [26]. The need for accurate, 
trusted health communication to address this public health crisis is 
clear. It is incumbent on public health professionals to identify new, 
innovative avenues for public health messaging to vulnerable groups, 
and to improve the perceived trustworthiness of more traditional 
sources of information.
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