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I Introduction

Serving as the primary point of entry into the U.S. criminal justice system, jails process roughly 7 million
admissions annually and detain over 600,000 individuals on any given day, themajority of whom are uncon-
victed (Zeng 2023). Beyond detention, jails function as a critical component of the U.S. healthcare system,
providing initial screening and care to individuals who are often in crisis or acutely ill. Incarcerated in-
dividuals have a constitutional right to health care, yet the quality of care in correctional settings remains
a substantial and growing concern: most jails rely on privatized healthcare provision, and mortality rates
have increased over the past two decades (Carson 2021).

One commonly used mechanism to assure quality in the provision of publicly-financed services in the
U.S. is voluntary accreditation. Accreditation is typically modeled as quality signaling for uninformed con-
sumers and its use in health and education sectors is commonplace, although understudied (Dranove and
Jin 2010). Broadly defined, accreditation comprises three major components: development and dynamic
review of evidence-based standards, training on the implementation of such standards, and compliance
assessment. Thus, the overall accreditation process, by combining the positive effects of inspections with
educational and managerial components, has the potential to yield broad organizational changes and qual-
ity improvements (Martinez et al. 2015; Gibbons and Henderson 2013).

As a practicalmatter, the process of accreditation is handled by third-party agencies that develop propri-
etary standards, and these agencies are typically compensated by the entities they evaluate. In education, for
example, the federal government designates “reliable authorities” to accredit postsecondary schools, thus
providing institutional eligibility for federal financial aid (Martin 1994). A similar process operates in the
U.S. civilian healthcare system, where accreditation is most commonly conducted by The Joint Commission
(TJC); hospitals and many other acute care settings must obtain “deemed status” through TJC in order to
be eligible for federal reimbursement from the Centers for Medicare and Medicaid Services (CMS).1 As a
result, nearly all U.S. patients receive care from accredited hospitals.

Importantly, this institutional structure differs sharply from correctional healthcare. Unlike hospitals
and nursing homes, correctional facilities generally do not receive CMS reimbursement and are therefore not
subject to the same federal oversight or accreditation-linked financial incentives. Instead, care is financed
and administered at the state or local level, often through contracts with private vendors – a structure that
has been linked to higher mortality (Bedard and Frech 2009). Only a small share of correctional facilities
have sought voluntary accreditation by a third-party agency (Rich, Allen and Williams 2015).

Despite its widespread use, evidence on the effectiveness of accreditation in improving healthcare qual-
ity remains mixed and largely non-causal, according to recent systematic reviews (Hussein et al. 2021; Al-
hawajreh, Paterson and Jackson 2023). Our project addresses this gap in the literature and makes several
contributions. First, we provide the first causal evidence on whether accreditation in the U.S. improves
quality in healthcare. The need for mechanisms to ensure quality healthcare for incarcerated populations
is critical. Drug- or alcohol-related deaths in jails have increased by a factor of four from 2000 to 2019, and
the official suicide death rate in jails in 2019 was twice the national average (Carson 2021). As wards of the

1Every year, a small fraction of accredited hospitals are also inspected by CMS. For historical reasons, nursing homes do not
generally undergo TJC accreditation; instead they are inspected annually by state agencies on behalf of CMS (Association of Health
Care Journalists 2026; Nursing Home Law Center 2025; Morford 1988). An important recent literature has shown these inspections are
important in improving short-run mortality benefits (Chen and Dillender 2026; Gandhi, Olenski and Shi 2025) though this may reflect
in part effort shifting rather than organizational change (Cheng 2023).
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county or state during confinement, incarcerated individuals depend entirely on correctional institutions
for medical care, and since the Supreme Court’s landmark decision in Estelle v. Gamble (1976), correctional
facilities have been constitutionally obligated to provide it.

Second, to the best of our knowledge, this is the first study to conduct a randomized controlled trial
across U.S. jails and to experimentally manipulate jail healthcare systems. Legal and logistical barriers have
historically limited rigorous evaluation of inmate populations. Over several years, we randomized the offer
of healthcare accreditation across jails, a setting characterized byweak externalmonitoring and non-medical
managers. Jails are typically administered by county sheriffs with limited medical expertise, and care is
largely delivered through contracts with for-profit vendors under capitated payment structures, which may
weaken incentives for quality provision relative to cost containment. These features make the implementa-
tion of experimental research in this setting challenging but important.

Third, we test the impact of accreditation on both process-based measures of quality and mortality.
Our data indicate that there is considerable scope for improvement along both margins within U.S. jails,
where multiple frictions exist and where health outcomes are much worse than widely believed and offi-
cially reported. For example, a report from the Senate Permanent Subcommittee on Investigations (2022)
found that the Department of Justice failed to identify hundreds of deaths in custody and those reported
frequently omitted key information. These patterns reflect longstanding challenges with accurate and trans-
parent reporting of deaths behind bars (Mitchell Jr. and Aronson 2023; Grant Smith 2020). Our study data
comport with the Senate’s findings, with mortality rates in the 2022-2024 period being three times higher
than those officially reported in the most recently released statistics (Carson 2021).2

To carry out the study, we recruited a representative sample of small to medium size jails from across
the U.S. Jails were randomized using a phased implementation design, such that 24 facilities were random-
ized to initiate accreditation immediately and received a subsidy to do so, while 22 were assigned to begin
the process approximately 24 months after enrollment with a smaller subsidy. Accreditation was admin-
istered by the National Commission on Correctional Health Care (NCCHC), a nonprofit accrediting body
for correctional facilities. NCCHC evaluates facilities across seven core domains, ranging from Governance
and Administration to Patient Care and Treatment.

To assess compliance, NCCHC conducts on-site inspections and issues a report, after which a com-
mittee of experts – blind to facility identity – determines accreditation status. To maintain accreditation,
NCCHC also requires jails to provide yearly evidence of compliance and to repeat the accreditation pro-
cess every three years. Accreditation is attached to the jail itself, rather than its healthcare vendor. Among
practitioners and policymakers, NCCHC accreditation is often regarded as a “gold standard” and, in some
cases, as evidence of constitutionally adequate care, although critics argue that it may be ineffective and
even counterproductive.

In order to independently measure quality, we collected data at baseline and endline using multiple
instruments. These include surveys of facility leadership and custody and medical staff, independent au-
dits of administrative records (including meeting notes, protocols, death logs, and patient medical charts),
and qualitative interviews with jail leadership and incarcerated individuals. These data were then coded by
teams with clinical and legal training to ensure consistent interpretation. In addition, we fielded an expert
survey of jail administrators, healthcare providers, policymakers, academics, and formerly incarcerated in-

2Following Carson (2021), we calculate themortality rate by dividing deaths for the control facilities by their ADP andmultiplying
by 100,000.
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dividuals, eliciting beliefs about the importance of different standards aswell as predictions about treatment
effects.

By the end of the study, 13 of the 24 treatment facilities achieved accreditation, while the remaining
treated facilities completed varying portions of the process. Assignment to the NCCHC accreditation pro-
cess improves compliancewith compositemeasures of quality standards by 8 to 13 percent, driven primarily
by improvements in standards governing Personnel Training (15 percent) and Patient Care and Treatment
(12 percent). Treatment assignment reduces the 12-month mortality rate at endline by about 60 percent.
Descriptively, mortality reductions are concentrated in jails with the largest quality improvements. These
effects are precisely estimated, robust across specifications, and observed in two independent data sources,
limiting concerns about measurement error or reporting bias. The magnitudes likely reflect the fact that,
unlike typical inpatient settings serving chronically ill elderly patients, jail populations are younger, and
deaths more often arise from acute, potentially preventable conditions.

To examine the mechanisms through which accreditation improves quality and health outcomes, we
consider a principal–agent frameworkwith teamproduction (Alchian andDemsetz 1972; Holmstrom 1982).
In jail settings, healthcare delivery requires joint effort by custody and medical staff and is overseen by a
non-expert principal. Accreditation introduces standardized protocols, expands documentation, and clar-
ifies responsibilities, thereby acting as a coordinating device for quality-assured practices. In doing so, it
reduces the scope for non-contractible quality and facilitates more effective monitoring. Consistent with
this mechanism, we document improved coordination between custody and medical staff, more system-
atic screening and documentation at intake, and reductions in mortality. We find no evidence of structural
changes in inputs such as staffing or capital investment, suggesting that accreditation operates primarily
through organizational and informational channels rather than increased material resources.

Our project contributes to three major literatures. First, we contribute to the theoretical and empirical
literature on quality assurance mechanisms. Existing evidence largely focuses on inspections of nursing
homes or disclosure and certification of consumer goods. These effects depend on market structure and the
extent to which consumers respond (Chen and Dillender 2026; Gandhi, Olenski and Shi 2025). We depart
from the existing literature by studying accreditation in a setting without consumer choice, where publicly-
financed services are provided by private vendors.

Second, we contribute to a growing literature onmanagerial practices and organizational culture.3 Prior
work has shown that management interventions can generate large productivity gains, in part by reducing
informational barriers and improving organizational processes. We extend this literature by examining the
impact of managerial interventions in a high-stakes environment – publicly-owned correctional institutions.

Third, we contribute to a growing literature in economics and public health on health and healthcare
in carceral settings.4 For example, the public health literature generally reports harmful effects of jails, in-
cluding higher rates of overdose deaths immediately upon release (Binswanger et al. 2007) and higher rates
of deaths due to carceral exposure over the life course (NASEM 2019; Daza, Palloni and Jones 2020). More
recently, Norris, Pecenco and Weaver (2024), using an event study framework, find detrimental effects of
release from incarceration in Ohio onmortality. The authors interpret this as evidence of highmortality risk

3See Atkin et al. (2017); Bloom et al. (2013, 2020); Bruhn, Karlan and Schoar (2018); Giorcelli (2019); Gosnell, List and Metcalfe
(2020); Iacovone, Maloney and McKenzie (2022); Martinez et al. (2015); Muñoz and Otero (2025) and Bianchi and Giorcelli (2022).

4See Batistich, Evans and Phillips (2021); Patterson (2010); Spaulding et al. (2011); Wildeman et al. (2016); Norris, Pecenco and
Weaver (2024); Binswanger et al. (2007); Smith (2013); Bovell-Ammon et al. (2021) and Ruch et al. (2021).
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among community-dwelling men that is lowered by the incapacitation effects of incarceration. Other work
suggests that incarceration can improve health for some groups in settings with higher-quality care, such as
Scandinavian prisons (Hjalmarsson and Lindquist 2022; Bhuller, Khoury and Løken 2025). We contribute
experimental evidence on whether improving healthcare quality inside U.S. jails affects both care processes
and mortality.

The remainder of the paper is organized as follows. Section II provides information on accreditation
and the specific complications associatedwith delivering healthcare behind bars. Section III provides details
on the intervention and experimental design. Section IV describes data collection and coding, Section V
describes our empirical strategy, and Section VI presents our main findings. Section VII analyzes potential
mechanisms including qualitative evidence from staff and inmate interviews. Section VIII concludes.

II Background

This section provides background on two areas: voluntary accreditation in healthcare and unique features
of U.S. jails that make it difficult to deliver high quality healthcare.

II.1 Voluntary Accreditation

Voluntary Accreditation in Healthcare: Accreditation is a process designed to ensure quality of organizations
in settings of limited information (Sechrest 1976). The theoretical effects of accreditation on quality and
associated outcomes are ambiguous and depend on whether the accrediting agency is an honest broker and
whether the standards are evidence-based, points we return to below.

Empirical findings on the effects of accreditation on quality in healthcare, where it is incredibly com-
mon, are mixed and causal evidence is generally lacking according to two recent metanalyses (Hussein
et al. 2021; Alhawajreh, Paterson and Jackson 2023). Despite the lack of compelling evidence on effective-
ness, voluntary accreditation is a prerequisite for receipt of reimbursement from CMS in acute-care settings
(Jha 2018; The Joint Commission 2024).5

Voluntary Accreditation in Correctional Health Care: There are several key differences between healthcare pro-
vision for the civilian and incarcerated populations that make the carceral setting theoretically distinct and
empirically important to investigate. First, instead of voluntary accreditation for private facilities overseen
by executives trained inmanagement in the context of civilian healthcare, accreditation is for public facilities
managed by officials who may have limited domain knowledge or managerial expertise when it comes to
healthcare. This is certainly the case for elected sheriffs who are often responsible for healthcare provision
in their jails. In this setting, accreditation may increase and improve the information available to sheriffs
that allows them to better monitor their staff.

Second, the public sector often contracts out services to for-profit entities.6 Over the past few decades,
correctional healthcare has been struggling with cost increases due to prisoner aging, increased mental

5TJC,which accreditsmostU.S. hospitals, briefly attempted to accredit correctional health care facilities but ultimately discontinued
the effort after recognizing that correctional health care was fundamentally different from traditional hospital settings (Chassin 2021).

6Comprehensive data are difficult to obtain, but reports suggest approximately 60-70 percent of jails contractwith private healthcare
vendors, including private-equity backed vendors Wellpath and Corizon, as well as Naphcare (Szep et al. 2020; McLeod 2019; Coll
2019).
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health needs, and medical inflation.7 Yet unlike the civilian healthcare system, jails do not receive federal
funding: the 1965 Medicaid Inmate Exclusion Policy (MIEP) prohibits Medicaid from reimbursing most
health care delivered to the incarcerated (Edmonds 2020).8 In the case of prisons, Bedard and Frech (2009)
find that privatized services have increasedmortality – suggesting that the private provider is responding to
capitated payment structures by reducing non-contractible quality (Hart, Shleifer and Vishny 1997). Thus,
forcing the contracted healthcare provider to participate in the accreditation process could plausibly reduce
harmful cost-cutting.9

Another point of distinction is that the delivery of healthcare in jails is tightly intertwined with custody
operations. Clinical providers cannot examine, counsel, or treat patients at their discretion, and high-quality
caremay be viewed as conflictingwith security priorities. This creates scope for low effort on both sides. Our
qualitative interviews with incarcerated individuals highlight that custody staff do not always implement
medical recommendations, as “officers are more concerned about the disciplinary and correctional aspects
than whether they are receiving the proper care.” At the same time, under capitated contracts, medical
providers are dissuaded from providing costly interventions. Together, these frictions can undermine the
delivery of high-quality healthcare.

Further, quality signaling to a consumer shopping for services is not a motivation in the jail setting. In-
stead, findings from our pre-experimental survey of nearly 200 jails suggest that the main motivation for jail
leadership to pursue voluntary healthcare accreditation is concern about liability andmeeting constitutional
obligations, with another substantial fraction valuing input from medical experts.10 These obligations stem
from the 1976 landmark decision Estelle v. Gamble, where the Supreme Court held that “deliberate indif-
ference" to the serious medical needs of incarcerated people violates the Eighth Amendment’s prohibition
against cruel and unusual punishment (American Medical Association 1979; Greifinger 2007).11

Appendix B formalizes the potential effects of accreditation. The setup is a principal (the sheriff) who
seeks to minimize excess (greater than expected) inmate mortality in a setting of team-based moral hazard.
There are two agents – custody andmedical staff –whomustwork together to reduce the “aggregate output”
of inmate deaths (Alchian and Demsetz 1972; Holmstrom 1982). As we show in this model, in a setting
where effort to improve quality is unobservable and contractswith vendors are incomplete, bothmedical and
custody staff are incentivized to exert low effort, to the detriment of inmate health outcomes. By providing
evidence-based standards and enabling monitoring of agent behavior, a non-colluding accrediting body
acts as a public signal that facilitates coordination across agents. It also improves attribution, allowing the
principal to target punishment for shirking. As a result, accreditation can sustain a high-effort equilibrium
and improve inmate health outcomes, but other possible equilibria exist.

7Currently, corrections represent the largest expenditure for state budgets after Medicaid, with one-sixth of prison budgets dedi-
cated to health care (Pew Charitable Trusts 2014; Williams, DiTomas and Pachynski 2021).

8In recent years, several states have received Section 1115Waivers which allowMedicaid funds to be used for a limited set of health
care delivered to the incarcerated prior to release (Saloner 2023; Howell et al. 2023).

9This concern is echoed in a recent Guardian article, where an attorney notes that “when private healthcare companies receive a
fixed fee per person, their financial incentive is to spend less on the care they provide to incarcerated patients; the impact on quality is
predictable” (Green 2025).

10Accreditation could potentially reduce liability insurance premiums, with some accreditation agencies advertising that the receipt
of accreditation can reduce premiums by up to 10 percent (see https://blog.guardianrfid.com/blog/why-you-should-care-about
-the-aca-accreditation-process). Conversely, our own conversations with jail underwriters suggest that insurance premiums for
off-site/catastrophic inmate medical insurance might increase in response to accreditation if medical claims rise because facilities may
spend more on inmate healthcare.

11Further rulings expanded on this decision to include prevention and extended liability to contractedmedical providers. See Alsan
et al. (2023) for further details. Despite facing potential liability, these private vendors have in practice limited their financial exposure
through bankruptcy reorganizations.
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NCCHCAccreditation: In order for accreditation to improve quality, it has to be conducted by a non-colluding
third-party agency that carefully crafts and then enforces evidence-based standards. In the space of correc-
tions, there are a number of agencies that provide accrediting services. Some of these agencies have been
the subject of investigations stemming from accusations that they fail on both criteria.12

Our study randomizes jails to accreditation by NCCHC, a non-profit company of about 40 full-time
employees based out of Chicago, IL (ProPublica 2026). Founded in 1983, the NCCHC grew out of a joint
effort between legal and medical organizations to develop standards that would help jails comply with the
Estelle ruling (Gibson and Phillips 2016).

NCCHC standards are often referred to as the “gold standard” in correctional healthcare. Leading
public health scholars have advocated for mandating NCCHC accreditation for all correctional facilities
(Berwick, Beckman and Gondi 2021). Courts also rely on NCCHC accreditation as a signal of adequate
health care that complies with the Eighth Amendment. For example, in Balla, et al. v. Idaho State Board
of Correction, a federal judge noted that “The NCCHC accreditation..., while not determinative, constitute
substantial evidence of adequate medical care.”13

Today, NCCHC administers consensus-driven and evidence-based proprietary standards covering 59
topics grouped into seven major categories: (1) Governance and Administration; (2) Health Promotion,
Safety, and Disease Prevention; (3) Personnel and Training; (4) Ancillary Health Care Services; (5) Patient
Care and Treatment; (6) Special Needs and Services; and (7) Medical-Legal Issues. For example, Gover-
nance and Administration standards address the establishment of a healthcare system that ensures access
to care, professional administration, and monitoring and quality improvement policies. As another exam-
ple, Patient Care and Treatment standards are designed to ensure the delivery of healthcare from booking
upon arrival through discharge in a timely and evidence-basedmanner. Each standard is categorized, num-
bered and named, and is followed by a short description about why it is important and how it fits into overall
correctional healthcare. For each standard, there are a series of compliance indicators that must be met to
receive accreditation.

NCCHC emphasizes that the standards can be met by "jails of any size" and that it is not a membership
organization. Rather, it is an independent entity that receives input and support from a variety of pro-
fessional organizations to develop its standards including the American Medical Association (AMA), the
American Bar Association, the American Nurses Association, and the National Sheriffs’ Association. Spe-
cific examples of standards within each category can be found in Table 1. Each standard is also classified
as either Essential or Important (see Appendix Table A1 for additional examples). Assessing compliance
with standards is a multi-stage process that often requires jails to resubmit materials and in some instances
undergo multiple on-site audits.

The NCCHC accreditation process emphasizes the importance of establishing protocols that meet clin-
ical standards and requiring staff to document that such protocols are being followed. Such documentation
may take the form of screening checklists and records, medical administration records, quality improvement
meetings and minutes, logs of both sick call visits and deaths, and autopsy reviews. These protocols and
documentation practices expand the set of observable and verifiable actions within correctional health care.

12The American Correctional Association (ACA) has been roundly criticized by policymakers, including Senator ElizabethWarren,
who reported that “it appears the ACA is a conflicted party with twisted incentives, a lack of transparency, and lax inspection policies
that appear to have turned accreditation into a rubber-stamp process that does little to hold facilities accountable” (The Office of
Elizabeth Warren 2019).

13Balla v. Idaho State Bd. of Corrections, 595 F. Supp. 1558 (D. Idaho 1984).
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They help jail administrators – such as sheriffs – better understand what care should be delivered and, ex
post, attribute responsibility when adverse outcomes occur.

The centrality of collaboration between custody and medical staff is also directly addressed in various
NCCHC standards (National Commission on Correctional Health Care 2021). For example, the NCCHC
standard on medical autonomy states that “delivery of health care in a correctional facility is a joint effort
of custody and health staff.” Another NCCHC standard requires health training for correctional officers so
that they can “recognize the need to refer an inmate to a qualified health care professional.”

Critics of accreditation argue that its voluntary nature, and the fact that facilities must pay to be accred-
ited, undermine its effectiveness. They contend that this structure weakens oversight incentives, pointing
to instances of preventable deaths in accredited facilities as evidence in their favor.

II.2 Jail Healthcare Quality and Barriers to Improvement

Scale and Health Burden in U.S. Jails: Despite disagreement on how to improve quality of healthcare in correc-
tions, fewwould dispute that deaths in U.S. jails warrant intervention. The scale of the system is substantial:
in 2022, U.S. jails recorded approximately 7.3 million admissions, compared to roughly 34 million hospital
admissions (Zeng 2023; Health Forum 2024). On any given day, more than 600,000 individuals are detained
in jails (Zeng 2023), a roughly similar number to the average daily census for U.S. hospitals in 2019 (Health
Forum 2021). Jails are therefore a critical point of intervention, serving as the entry point to the criminal
justice system and the setting where many individuals are first screened and triaged upon booking.

The incarcerated population generally comes from lower-income households, with substantially greater
physical and mental health needs than the general population; they have higher rates of tuberculosis, HIV,
hepatitis, diabetes, and psychiatric illness (Maner et al. 2022; Curran et al. 2023; Puglisi and Wang 2021).
Incarcerated individuals experience mental health problems at rates five times higher than the general pop-
ulation, as well as elevated rates of geriatric conditions compared to the age-matched general population
(Bronson and Berzofsky 2017; Greene et al. 2018).

The occurrence of adverse events is commonplace and rising in jails. Mortality rates have increased by
11 percent from 2000 to 2019, with a reported average mortality rate in U.S. jails of 1.5 deaths per 1,000 and
a mortality rate of almost 2 deaths per 1,000 among the unconvicted jail population in 2019 (Carson 2021;
Adler and Chen 2023). During the same time period, drug- or alcohol-related deaths in jail increased by a
factor of four, and the average suicide death rate remained high at two times the national average (Wang
2021; Carson 2021).

Barriers to Quality Improvement: Several barriers impede improvements in healthcare quality in U.S. jails.
First, federal financing is virtually nonexistent and financial incentives are weak. Because incarcerated indi-
viduals are excluded from receiving federal benefits under the MIEP, jail healthcare systems are not subject
to the same high-powered reimbursement incentives or statutory mandates that drive quality improvement
and accreditation in other healthcare settings.

Second, legal accountability is constrained. Although incarcerated individuals have a constitutional
right to adequate medical care, the Prison Litigation Reform Act (PLRA) of 1996 imposes substantial pro-
cedural hurdles to filing suit, including strict exhaustion requirements, short filing windows, and hefty
financial costs (Alsan et al. 2023). These barriers reduce the likelihood that poor-quality care is challenged
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through litigation.

Third, transparency in mortality reporting is limited. Despite reauthorization of the Deaths in Custody
Reporting Act (DCRA) in 2013, reporting remains incomplete and inconsistent (McCann 2024; Congres-
sional Research Service 2023). Penalties for noncompliance – up to a 10 percent reduction in Edward Byrne
Memorial Justice Assistance Grant (JAG) funding – are modest and applied at the state rather than local
level. In addition, responsibility for data collection was recently shifted from the Bureau of Justice Statistics
to the Bureau of Justice Assistance, which is less well suited to statistical reporting. Even when data are
released, they contain substantial deficiencies.14 Consistent with these concerns, mortality rates calculated
from our own facility-level death logs substantially exceed official statistics published by the Department of
Justice.

Taken together, the limited financial incentives, weak legal accountability, and lack of transparency
reduce external pressure to improve healthcare quality in jails. In this context, we test whether voluntary
accreditation could meaningfully improve the quality of care and health outcomes for the incarcerated.

III Intervention and Experimental Design

We randomized 46 jails to undergo NCCHC accreditation. Figure 1 depicts the NCCHC assessment process
which often requires multiple stages of evaluation and corrective action. After a facility initially applies
to begin the accreditation process, the NCCHC sends the jail the proprietary standards with a self-survey
questionnaire. The jails use these materials to begin improvements and consult with NCCHC staff on how
to implement changes. NCCHC then conducts an on-site visit, during which health administrators, nurses
and physicians review custody and medical records and interview jail staff and patients. Findings from
this on-site visit are incorporated into a report that is then presented to the Accreditation Committee. This
Committee consists of physicians and nurses who are affiliated with professional societies (e.g., AMA),
industry (e.g., Naphcare, health care executives) and government (e.g., local county jails). The Committee
is blinded to the facility’s identity and determines compliance with standards based on the report.

To become accredited, a facility must be compliant with 100 percent of applicable Essential Standards
and at least 85 percent of applicable Important Standards. If a facility is compliant withmore than 90 percent
but less than 100 percent of applicable Essential Standards and at least 85 percent of applicable Important
Standards, the facility receives a status of “continuing accreditation with verification (CAV).” CAV status
requires a jail to undergo corrective action. If corrective action is completed within the required four month
time frame and verified by the Committee, the jail then receives full accreditation. Other facilities who are
farther from the compliance thresholds are placed on “provisional accreditation” or “probation,” which
automatically requires another on-site visit (i.e., focus survey). Jails that require these visits are then re-
reviewed by the Committee. Facilities that do not submit corrective action in a timely manner, or fail to
resolve compliance findings, are placed on probation and those that remain non-compliant are ultimately
denied accreditation. At the end of our study, nine of 24 treated facilities did not successfully attain accred-
itation and two facilities attrited.

14The GAO identified approximately 1,000 unreported deaths in 2021 relative to alternative data sources and found that roughly 70
percent of submitted records were missing key information (GAO 2022).

9



III.1 Study Timeline, Recruitment, and Randomization

Figure 2 shows our study timeline, with the study commencing in early 2020 and ending in late 2025. Base-
line measurement occurred in late 2021 through 2023 and endline measurement from 2023 to 2025.15 Addi-
tional details on study design can be found in Appendix C.

Recruitment and Enrollment: The study began with the recruitment of jails at national meetings and confer-
ences targeting sheriffs and jail administrators. A member of our research team attended either in person
or virtually. For in-person meetings, team members set up vendor booths with informational flyers and
business cards for our project coordinators.

Sixty jails expressed initial interest in the study. We conducted an informational session with custody
and/ormedical leadership from each interested jail. During the informational session, we shared additional
details about the study and information on our Certificate of Confidentiality from the National Institutes of
Health (NIH) which we obtained to further protect the information provided by participants.

Jails were eligible for our study if they had an ADP between 100 and 3,000 (midsized jails, which rep-
resent approximately one-third of all jails) and had not previously received accreditation by the NCCHC
(Zeng and Minton 2021). Privately operated jails, ICE facilities, and juvenile detention facilities were ex-
cluded from the study. Out of the 60 interested facilities, 12 declined to move forward following the infor-
mational session, one did not meet our study eligibility criteria, and one was not eligible for accreditation
based on existing NCCHC standards. Non-participating and participating facilities appear fairly similar in
observable characteristics, including mortality (Appendix Table A2).

To formally enroll in the study, we required written and informed consent signed by a representative
of both custody andmedical staff. Following enrollment, eligible jails received our baseline facility and staff
survey. Completion of the facility survey was incentivized by $500, which could be used towards the cost of
accreditation. Staff surveys were incentivized by a lottery of winning a $100 e-gift card.

All enrolled facilities were given the opportunity to become accredited at a highly subsidized rate, with
the control facilities beginning the NCCHC accreditation process at the end of the data collection period.
Accreditation fees are based on jail ADP. The subsidy for the treated group was much larger and available
immediately compared to the control group, with a difference of about $5000 (Appendix Table A3).

Randomization: Once jails completed the baseline facility survey, they were randomized into the treatment
(“Accredit Now”) or control (“Accredit Later”) arm and informed of their assignment. Stratified random-
ization was conducted based on ADP and timing of enrollment (“batch”). Given that larger facilities might
havemore resources and/or more health challenges, we stratified on high versus lowADP to improve statis-
tical power (Athey and Imbens 2017). Because there were capacity constraints in the accreditation agency,
we also randomized in three batches.

Our initial recruitment goal was to recruit 40 facilities with a wait list for additional interested facilities
in the event of attrition per our pre-analysis plan. We invoked randomization off the wait list after two
facilities randomized to treatment attrited: in one instance the consenting party suffered a heart attack, and
the other was put on leave for sexual assault. We randomized six additional facilities from the wait list,
yielding a total of 24 facilities allocated to treatment (including the two attriting facilities) and 22 to control.

15The timing of both baseline and endline measurement occurred after the peak of the COVID-19 pandemic. We also stratify
treatment assignment by both jail size and calendar time of enrollment, as described below.
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NCCHC Accreditation Starts: After randomization, NCCHC began its accreditation process depicted in Fig-
ure 1. NCCHC did not deviate from its usual process for the purposes of our study. Once the treatment
facilities received an initial accreditation decision from NCCHC, both control and treatment groups com-
pleted incentivized endline facility and staff surveys, as well as medical audits and inmate and leadership
interviews. These survey instruments are described in Section IV.1 below.

III.2 Representativeness of Sample

Our recruitment efforts yielded a sample of jails from all over the United States, including regions where
incarceration rates are highest (Zeng andMinton 2021). Figure 3 illustrates the U.S. states where the 46 facil-
ities in our sample are located, with each circle representing the total ADP across all participating facilities
in each state.16

To assess the representativeness of our study sample, we use data from the 2019 Bureau of Justice’s
Census of Jails (U.S. Department of Justice 2022). The Census is designed to capture all jails although re-
porting is not mandatory. Comparing the 42 out of 46 jails in our sample who responded to the 2019 Census
of Jails against 1,085 other medium-sized (ADP 100-3,000) county jails serving adult populations, we find
that our sample is fairly representative of these other jails in terms of jail characteristics (Table 2 Panel (A))
and characteristics of the incarcerated population (Panel (B)). Approximately 4 percent of our sample and
a similar percent of out-of-sample U.S. jails were under a consent decree for conditions of confinement, and
about 67 percent of all inmates at in-sample and out-of-sample jails were convicted of felony offenses. Slight
differences include that jails in our study had slightly higher yearly admissions with shorter average lengths
of stay and a lower share of White incarcerated individuals.

While broadly representative of medium-sized jails in the U.S., the jails in our sample are likely nega-
tively selected relative to other jails that voluntarily seekNCCHC accreditation. Anecdotal information from
NCCHC prior to the experiment was that most jails that applied for accreditation eventually received it, al-
though a small set of extremely negatively selected facilities were court-ordered to go through the process
as part of a consent decree or monitoring process (Douds and Ahlin 2016).

By contrast, our recruitment efforts revealed many jails had never heard of NCCHC. Among our sam-
ple of 24 treated facilities, only 13 successfully received accreditation. All 22 non-attriting treated facilities
received NCCHC standards and completed the self-assessment. Among those not accredited, most under-
went an on-site visit but either declined to implement further changes recommended by the Accreditation
Committee or were denied accreditation despite follow-up efforts. Although the jails often had little prior
information about NCCHC before their recruitment, each of the 13 treatment facilities that received accred-
itation publicized their status on jail websites or social media accounts.

IV Data Collection, Coding, and Integrity

This sectiondescribes our survey instruments and administrative data, codingmethodology, andpre-specified
construction of indices to address multiple hypothesis testing concerns. We also discuss steps taken to en-
sure the accuracy of results to nonresponse, attrition, and demand bias. Details on the data collection, along

16Information on the exact identity of each county is protected pursuant to our data use agreements.

11



with links to all study instruments, are provided in Appendix D. Details on variable coding and index con-
struction are provided in Appendix E.

IV.1 Survey Instruments and Administrative Data

Our data collection strategy included: (1) facility survey, (2) medical audit, (3) anonymous staff survey,
and (4) qualitative interviews with incarcerated individuals and facility leadership. We also conducted an
expert survey to obtain weights on the importance of each quality standard and baseline features of facilities
predicted to impact the effect of accreditation.

Our research team analyzed the NCCHC quality standards to determine whether and to what extent
each standard could be objectively assessed, as well as the best manner to obtain accurate information. For
example, NCCHC’s Privacy of Care standard requires that health care encounters and exchanges of infor-
mation are conducted in private (e.g., private area, privacy screen, curtain). To measure whether a facility
complies with this standard, our facility survey required the facility to upload photo documentation of their
patient care areas (see Appendix Figure D9). As another example, NCCHC’s Receiving Screening standard
requires medical personnel to inquire about illness histories, allergies, recent communicable symptoms,
prescription medications, drug use, and other conditions shortly upon intake. In our medical audit, our
physician surveyor visually inspected randomly selected medical documentation of receiving screenings in
order to assess compliance. Our anonymous staff survey also enabled us to collect systematic information
on staff sentiment and cross-validate the other metrics.

We describe each of these data collection elements below:

(1) Facility Survey: The facility survey was administered at both baseline and endline via a secure Qualtrics
link for each facility. The facility survey had two major components: a questionnaire that was answered
by the facility administrator, and document uploads of requested procedures, protocols, and minutes from
specified meetings. In the questionnaire component which included 62 question items, facilities were asked
about a range of topics related to the quality standards, such as the availability of specific physical equip-
ment and medical supplies, the availability of mental health and dental services, the FTE of each type of
medical staff, and how incarcerated individuals were screened upon booking in general and for specific
conditions. The upload component of the survey required facilities to provide a copy of their official poli-
cies and procedures manual, along with 43 other requested documents (including photo documentation).
These included documentation on management of COVID-19 and protocols for Medication Assisted Treat-
ment (MAT), treatment protocols for patients with conditions such as hypertension, diabetes, and HIV, as
well as CPR and other health certification for all personnel. In addition, we requested blank copies of health
assessment forms, mental health screenings, sick call forms, and death logs, among others. Finally, we re-
quested health staff meeting and administrative meeting minutes and attendance records from the past 12
months.

(2) Medical Audit: The medical audit was administered at endline with a retrospective look-back to the
study baseline period. The audits were performed on Zoom with an independent physician who was blind
to the treatment status of the jail alongside a similarly blinded scribe, and took approximately three hours
per facility. For the audit, each jail was asked to pull a random set of medical records for two patients
covering both the endline and baseline periods, along with two records per condition and per period for
suicidality, opioid use disorder, and hypertension. In addition, jails provided information from their death
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logs (specifically, the month, year, and cause of death for individuals who died while in custody), clinical
death reviews, sick calls, and psychological autopsy reviews for the past 12months. Due toHealth Insurance
Portability and Accountability Act (HIPAA) protections, the research team was prohibited from collecting
personally identifiable information (PII) for the deceased, such as name, demographic information, or exact
dates.17 All records (whether electronic or paper) were shown to the physician virtually, with PII redacted,
and were recorded by the scribe.

(3) Staff Survey: The staff survey was also administered at both baseline and endline via a secure Qualtrics
link for each respondent. The survey was sent to all personnel including both custody and medical staff.
The survey included approximately 120 questions related to staff satisfaction, the relationship between cus-
tody and medical staff, and perceptions of care. For example, we asked respondents whether they agreed
with statements like “Custody staff support the implementation of clinical decisions and partner with clin-
ical staff,” “Custody and clinical team staff work collaboratively to give good health care to inmates,” and
“There is open communication between custody and health staff,” which gauge the degree of “horizontal
coordination" between custody and medical staff. To measure “vertical coordination" between staff and su-
pervisors, we also asked respondents whether they agree that “Staff feel comfortable speaking up when
they see something that may negatively affect inmate care,” and whether that feedback is acted upon by the
supervisor; questions were asked of both staff and supervisors.

(4) Interviews with Incarcerated and Leadership: We also conducted qualitative interviews with incarcerated
individuals and facility leadership at endline only. For each facility, we requested interviews with three
incarcerated individuals (at least two of whom had used medical services in the last month) and with one
senior health services administrator and one senior custody administrator. These interviewswere conducted
on Zoom, took approximately 45 minutes each, and were conducted in private with the study coordinator
and a scribe. These interviews were considered optional and the study coordinator was not blinded to the
treatment condition, unlike the medical audit. Incarcerated individuals were asked questions in both mul-
tiple choice and open response format regarding their perceptions of the care they received. Administrators
were also asked questions about their perceptions of health care delivery.

(5) Expert Survey: FromOctober 2022 toMarch 2024, we collected incentivized predictions on our study from
145 experts across various domains, including jail administrators andhealth care providers, policy/academic
experts, and the formerly incarcerated. Recruitment occurred at national subjectmatter conferences, through
cold calls using Safety Source’s National Directory on Law Enforcement Administrators, and through re-
cruitmentmethods on Prolific (Safety Source 2021). We use expert weights to construct an aggregate quality
standards index, as described below. Respondents were asked to rank order quality standards in terms of
perceived importance. We also adopted a principled approach to assessing heterogeneity by relying on pre-
dictions from this survey: respondents were asked to select five factors that they believed would most affect
whether accreditation of jail health care services byNCCHC has an effect on outcomes, including healthcare
quality and inmate mortality. We use these predictions in our heterogeneity analysis as described below.
See Appendix D.6 for characteristics of the expert survey participants.

17The HIPAA Privacy Rule applies to the individually identifiable health information of a decedent for 50 years following the date
of death of the individual.
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IV.2 Coding, Construction, and Measurement of Main Outcomes

Our two main outcomes are (1) compliance with quality standards and (2) inmate health outcomes as
measured by mortality. As described above, we specifically asked domain experts to predict the impact of
accreditation on these outcomes in our expert survey.

Per our published pre-analysis plan, we did not initially anticipate being able to obtain administrative
data on deaths, given privacy restrictions. We planned to use death logs as a measure of quality in reporting
practices: what fields were available and how completely those fields were filled out. However, we quickly
realized that we could obtain standardized death information from the logs in a manner consistent with
HIPAA requirements. Specifically, scribes copied the administrative record of the count and cause of deaths.
We updated our pre-analysis plan in summer 2024, prior to analyzing these data, to include mortality as an
outcome. We also use qualitative interviews and staff surveys to examinemechanisms and related outcomes.

Measuring Quality: To measure compliance with quality standards, we used data collected from the facility
survey and medical audit, which were mapped into each of the seven NCCHC quality standard categories.
We used a detailed coding process to independently and objectively measure compliance on the basis of
the documents uploaded by facilities in the facility survey. Specifically, a Coding Committee consisting
of Harvard students and chaired by the study coordinator developed a coding manual to map raw data
elements into a dataset. The manual consists of 43 separate spreadsheet pages corresponding to the major
compliance indicators within each of the seven quality standards. Each sheet provided a step-by-step guide
for coders to determine whether the facility was complying with the standard. As one example, the current
NCCHC standards require facilities to have a grievance policy for incarcerated individuals that provides
clear guidance on days to first response, formal documentation of grievances, and an appeals process. The
coding manual instructed our coders to read uploaded protocols to determine whether such criteria were
met, is shown in Figure 4.

As an alternative to the seven NCCHC quality standards, we developed and pre-specified a produc-
tion function approach to the categorization of outcomes. This approach groups outcomes based on five
categories of health production: (1) Inputs (e.g., staff FTE, staff qualifications, equipment), (2) Formal Pro-
cedures (e.g., screening, emergency response plan, grievance policy), (3) Administrative Procedural Out-
comes (e.g., administrative meetings, annual reviews, custody staff training), (4) Health Procedural Out-
comes (e.g., screening schedule, medication administration, sick call schedule), and (5) Medical Outcomes
(e.g., continuation of medication for MAT, treatment plan for suicidal ideation).

For each jail, the coding process was performed by two independent college or law students who were
blinded to the treatment assignment. Students were only eligible for coding after undergoing an online
training session and practice exam which included intentional errors to ensure their accuracy and atten-
tion to detail. If there was disagreement between the two coders as to whether a facility complied with
a standard, a third independent student (again blinded to treatment assignment) would adjudicate. An-
other Coding Committee consisting of Harvard medical students, the study coordinator, and one of the PIs
mapped questions in the medical audit to each of the seven quality standard categories.

At the end of the coding process, we created an index for each of the sevenNCCHC standards categories
(and each of the five production function categories). All elements in each index ranged from 0 to 1, with
either binary indicators tomeasure compliancewith the particular part of a standard, or a fraction to indicate
percent compliance when that step required multiple elements. We construct the index for each quality
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standard as the arithmetic average across all such indicators associated with that standard. Thus, each
index can be interpreted as the aggregate percent compliance with the standard, with 0 indicating complete
non-compliance and 1 indicating full compliance.

Measuring Mortality: Our primary measure of mortality comes from death logs obtained directly from jails.
These data cover all deaths occurringwithin twelvemonths prior to the scheduledmedical audit, which cov-
ers the full post-randomization period for all but two facilities. Death logs were obtained for all 46 facilities
either during the medical audit or later by request.

In addition, we collected data on deaths in custody from media reports for all 46 facilities. This served
two purposes: (i) to provide an independent measure of mortality, and (ii) to construct a baseline measure,
as we did not have IRB approval to obtain administrative death log data beyond a twelve-month window.
Administrative death logs generally record more deaths than media reports.

IV.3 Multiple Hypothesis Testing - Creation of Pre-Specified Indices

To address concerns with multiple hypothesis testing, we pre-specified constructing a meta-index by ag-
gregating all the outcomes used to construct the individual indices of compliance with the NCCHC quality
standards (and the five indices for each of the production function categories). We do this in three pre-
specifiedways. First, we aggregate by computing the simple average across the seven indices corresponding
to the NCCHC quality standards. Second, we use a principal component analysis with all outcomes (224
questions in total), using the first component to create a meta-index. One caveat is that the weights with
which the outcomes are aggregated to components are not necessarily positive. We rescale the first princi-
pal component so it lies in the [0,1] interval (Lise and Postel-Vinay 2020). Finally, we calculate a weighted
average across the seven quality standard indices, where weights are determined by asking experts (health
care, corrections, policy experts, and previously incarcerated individuals, detailed above in Section IV.1) the
importance of different outcome categories.

The reciprocal rankweights are presented in Figure 5 and show that with respect to theNCCHC quality
standards (Panel (A)), experts typically rank standards on Patient Care and Treatment as most important,
with less weight on Governance and Medical-Legal Standards. With respect to the production function
categories (Panel (B)), experts typically rank Health Procedural Outcomes and Medical Outcomes as most
important, with less weight on Administrative Procedural Outcomes.18

IV.4 Measurement Integrity

Our survey instruments rely on documentation and information provided by facilities that were informed
of their treatment assignment, raising the possibility of demand bias or Hawthorne effects. We take several
steps to ensure the integrity of the data we collected.

As described above, we designed our survey instruments to target quality standards that could be ob-

18Specifically, experts ranked standards frommost important (ri = 1) to least important (ri = 7) for NCCHC quality standards (or

ri = 5 for production function categories) and these ranks are transformed to weights wi as follows: wi =
1
ri∑n

j=1
1
rj

. With respect to

the NCCHC quality standards, the formerly incarcerated (lived experience experts) place more weight on Personnel Training whereas
the academics, administrators and health care providers (professional experts) place more weight on Safety and Prevention. Our main
aggregation index combines both sources of expertise, averagingweights computed for each of the four types of experts. Further details
on our aggregation methods are provided in Appendix E.8.
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jectively measured and verified by the research team. For example, we measure compliance with quality
standards using components from the facility survey including both facility “self-reported” answers and
independent coding of uploaded documents by students, as well as data from the medical audit. Figure 6
Panel (A) demonstrates the composition of the seven NCCHC indices by data source, illustrating substan-
tial variation in the extent to which a given standard relies on each source. Notably, quality standards on
Safety and Prevention and Patient Care and Treatment utilize a high share of data from the medical audit,
which relied on direct observation and inspection by our medical personnel and scribe, and rely minimally
on facility self-reports. Thus, we view the measurement of these standards as objective and difficult to fal-
sify. We also intentionally chose to exclude staff survey responses in our measurement of compliance with
quality standards. Instead, we use the staff survey to create separate metrics of staff sentiment.

Second, we do not use any of the data NCCHC collected in its on-site visit or final report to the Accredi-
tation Committee as our outcomes. All data used in this study to determine whether facilities met standards
were collected and coded independently by the Harvard research team. Figure 6 Panel (B) compares our
study’s compliance score for all Essential standards with NCCHC’s compliance score.19 Recall that a facil-
ity must meet 100 percent compliance with Essential Standards in order to receive NCCHC accreditation.
While the twomeasures are highly correlated among treatment facilities at 0.71 (p-value = 0.0004), Harvard
compliance scores are substantially lower on average, with average scores of 0.58 and 0.74 for the study and
NCCHC, respectively.

Lastly, we verify the accuracy of our mortality measure given potential concerns about underreporting
of deaths. In general, we find that the death logs are more complete than media reports, although the
correlation coefficient between the number of endline deaths as reported in death logs and media is 0.82.

IV.5 Missing Data

Data for Quality: As discussed above, our first primary outcome of compliance with quality standards is
constructed using data obtained from the facility survey and medical audit. Data from the baseline and
endline facility survey are non-missing for all 46 jails in our study. Ten (including the two attriting jails)
out of 46 facilities refused to complete the medical audit, however. Importantly, we find that accreditation
assignment is not correlated with completing this medical audit (see Appendix Table A4). In our primary
analysis, we penalize for non-response on themedical audit, coding non-responses as failure to complywith
the required standard as per our pre-analysis plan. Further, in Section VI.1 below, we show that our findings
are robust to measuring compliance with quality standards using only the facility survey data and that our
estimates are statistically similar (albeit noisier) if we exclude the ten facilities with missing medical audits.

Data for Mortality: For the second primary outcome of mortality, there are no missing data. Through both
death logs obtained at the time of the medical audit, as well as those obtained through subsequent data
collection even for jails that refused to complete a medical audit, our administrative death log data are
complete for all 46 jails. In addition, we use in-jail deaths from media reports which are available for all
facilities.

Data for Secondary Analyses: Staff surveys and qualitative interviews with inmates and jail leadership were
optional instruments in our study. As a result, 5 out of 46 facilities aremissing endline staff survey responses

19This comparison is only feasible for treatment facilities because NCCHC does not compute scores for control facilities as they do
not interact with them until study completion.
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and 14 out of 46 aremissing qualitative interviews. Accreditation assignment is not correlatedwith complet-
ing these optional surveys (see Appendix Table A4). We used these sources of data as secondary outcomes
in support of mechanisms in Section VII.

IV.6 Summary Statistics and Balance

Table 3 presents baseline means of key variables and assesses for balance between treatment and control
facilities in our sample. Panel (A) reports baseline compliance with NCCHC quality standards as measured
by meta-indices, and Panel (B) reports baseline mortality as measured by the number of total deaths in
the 12 months prior to randomization divided by the facility’s baseline ADP per 1,000. Panel (C) reports
baseline jail characteristics. The first column reports the overall sample mean, the second column represents
the coefficient on the treatment assignment indicator, and the third column reports the associated standard
error, adjusting for randomization strata fixed effects.

Panel (A) of Table 3 shows that at baseline, jails in our studymeet 48-56 percent of NCCHCquality stan-
dards on average. Importantly, there are no significant differences between treatment and control facilities
on any of the quality standard meta-indices.20 Panel (B) shows that the mean mortality rate at baseline is
2.16 deaths per 1,000 individuals, with balance by treatment status. Finally, Panel (C) demonstrates balance
on baseline jail characteristics such as number of medical staff (FTE), whether the jail utilizes a for-profit
health vendor (65 percent), whether the jail was previously accredited by a non-NCCHC organization (10.9
percent), and political affiliation of the county and sheriff. Joint F-tests for all baseline characteristics and
each meta-index yield p-values of approximately 0.37.

Figure 7 presents additional descriptive evidence on the deaths among control jails using the adminis-
trative death log data. Panel (A) presents the distribution of deaths by cause of death. The most common
cause of death in jails is undetermined (43 percent) followed by suicide/homicide (28 percent), illness (20
percent), and drug overdose (9 percent). While some of these undetermined deathsmay still be actively un-
der investigation, our independent review ofmedia reports associatedwith these deaths indicates thatmany
undetermined deaths involved situations alleging homicide, medical emergencies, and drug overdose. The
prominence of deaths due to illnesses is concerning given that the average age of incarcerated individuals
in the sample is 37.21 Panel (B) of Figure 7 demonstrates a marked seasonality of deaths in jails – with a
spike in the third quarter when 35 percent of all deaths occur. These patterns are consistent with lack of air
conditioning and other heat-mitigation systems that may worsen chronic conditions and/or contribute to
acute dehydration and heat stroke (Skarha et al. 2022, 2023; Cloud et al. 2023; Tuholske et al. 2024; Cowan,
Lemasters and Brinkley Rubinstein 2024) and increase violence while incarcerated (Mukherjee and Sanders
2021).

V Empirical Strategy

Following our pre-analysis plan, we estimate the reduced form effect of assignment to treatment (initiation
of the NCCHC accreditation process) of the form:

20We also find that there are no significant differences between treatment and control facilities when using individual baseline
NCCHC quality standards.

21This is themean age for inmates in the 34 facilities for whichwe obtained jail booking records that contain defendant demographic
information.
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Yj = α0 + α1Treatj +XjΓ + µs(j) + ϵj (1)

where j indexes facility. Yj comprises our key pre-specified outcome of compliance with quality standards
under bothNCCHC and production function approaches. For secondary staff-level outcomes, Yij is indexed
by individual i and facility j.

Treatj is an indicator for being randomly assigned to the treatment group and µs(j) represent strata
fixed effects. Baselinemeasures of the relevant outcome,Xj , are included as pre-specified. Heteroskedasticity-
robust standard errors are used throughout for facility-level outcomes and we cluster standard errors at the
facility level for individual-level staff outcomes. We also compute p-values using randomization inference
(RI) obtained by permuting accreditation assignments for each facility 1,000 times.

For mortality, the statistical properties of the outcome motivate a different analytical approach. Unlike
the quality condition measures, which rely on a scale-invariant threshold applied uniformly across facili-
ties, the occurrence of fatal events scales with exposure (i.e., facility size). Although we stratify by size,
this approach does not fully account for the increased risk associated with greater exposure time in larger
facilities, characterized by higher average daily populations (ADP) and longer lengths of stay (Adler and
Chen 2023). Accordingly, our preferred specification is a Poisson model, as shown in Equation 2:

Dj = Pj exp(α0 + α1Treatj + µs(j)), (2)

whereDj is the count of deaths in jail j over the relevant 12-monthwindow and logPj is an offset for person-
time in custody, proxied by the facility’s ADP. We report average marginal effects of treatment, which can
be interpreted as the average change in the expected death count attributable to accreditation assignment,
along with incidence-rate ratios (IRRs), corresponding to the average treatment effect in levels expressed as
a percentage of the control mean. Both approaches yield consistent, point-identified estimates even when
many observations equal zero (see Chen and Roth (2023) and Mullahy and Norton (2024)).

We also estimate linear models following Equation 1 where Yj is either a rate (i.e., Dj divided by ADP
multiplied by 1,000) or a threshold metric similar to the quality standards (i.e., 1(Dj ≤ x)). For the rate out-
come, we present ordinary andweighted least squares specifications with baseline ADP as analytic weights.
The former provides the average effect across equally-weighted facilities, while the latter approximates the
average experience of an inmate by placing greater weight on facilities that contribute more person-time ex-
posure. Alternatively, we use a threshold metric where Yj = 1(Dj <= 1) over the 12-month endline period
as one death is the median number of deaths among control jails.

VI Results

We now describe our reduced form estimates of assignment to accreditation on our primary outcomes of
quality standards and mortality.

Effects on Quality Measures. Figure 8 presents the reduced form effects of assignment to treatment on the
seven NCCHC quality standards in Panel (A) and the meta-indices described above in Panel (B). Appendix
Table A5 presents the corresponding point estimates in table form.

Across all seven NCCHC categories, treatment assignment is associated with improvements in quality.
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Notably, the standards for which the improvements reach statistical significance at the 10 percent level are
standards governing Personnel Training and Patient Care and Treatment. With respect to Personnel Train-
ing, for example, assignment to accreditation causes a 8.3 percentage point increase in compliance, a 15
percent increase from the control mean. For Patient Care and Treatment, treatment assignment causes a 6.6
percentage point increase in quality, a 12 percent increase relative to the control mean.

Moving to the composite indices in Panel (B) of Figure 8, we find that treatment assignment yields
statistically significant and medically meaningful increases across all three meta-indices. Although both
treatment and control groups improved in two out of three meta-indices relative to the baseline averages,
assignment to accreditation causes an increase in aggregate quality compliance of 4.5 percentage points
using a simplemean (8 percent), 7.4 percentage points using the principal component analysis (13 percent),
and 4.9 percentage points using expert weights (9 percent) relative to the control group mean.22 Results are
also qualitatively similar using weights constructed separately for the formerly incarcerated – experts with
lived experience – versus all other experts (see Appendix Table A6).

Appendix Table A7 demonstrates similar findings using the alternative production function approach.
Consistent with our findings using the NCCHC quality standards, we find that treatment increases compli-
ance with outcomes governing Health Procedural Outcomes. Recall that this category of outcomes includes
items such as the screening schedule, medication administration, and sick call schedule. Specifically, assign-
ment to accreditation increases Health Procedural Outcomes by 6.0 percentage points, a 12 percent increase
from the control mean.

Effects onMortality. Figure 9 presents the endlinemortality rate distribution for treatment and control groups
using administrative death logs. There is a pronounced difference between the two groups and a leftward
shift in the jails assigned to accreditation. To assess whether these results are driven by differences at base-
line, we report both baseline and endline mortality rates and counts frommedia reports in Appendix Figure
A1. Panels (A) and (C) of Appendix Figure A1 demonstrate that treatment and control jails have similar
baseline mortality rates and counts prior to randomization, consistent with the balance presented in Table
3. In contrast, endline mortality rates and counts using media reports (Panels (B) and (D)) also show a
leftward shift for treatment jails, consistent with the patterns using administrative death logs.

Table 4 reports reduced form estimates of the effect of accreditation assignment on mortality using
count and linear models. Data are from administrative death logs from all 46 jails. All specifications include
randomization strata fixed effects, and odd-numbered columns also include a baseline control. The outcome
varies across specification, accordingly.

Columns (1) and (2) report average marginal effects of -1.333 (s.e. = 0.438) and -1.246 (s.e. = 0.495)
estimated using Equation 2. These effects correspond to an approximately 63 to 65 percent reduction in
mortality relative to the control mean, calculated as 1− IRR. Columns (3) and (4) show that accreditation
assignment increases the probability that a jail meets the one or fewer death threshold by approximately 28
percentage points (s.e. = 0.141) and 26 percentage points (s.e. 0.142), respectively, estimated using Equation
1. The last four columns present findings for deaths per 1,000 ADP estimated using Equation 1. In columns
(5) and (6), treatment effects are negative, but estimates are smaller and lack precision. Weighting by ADP
in columns (7) and (8), however, yields a larger and more precisely-estimated reduction of 3.5 to 3.6 deaths
per 1,000 inmates, significant at the 5 percent level. Relative to a control mean of 5.1 deaths per 1,000, this

22Control group improvement could be consistent with all recruited jails undergoing an informational session during recruitment.
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corresponds to a decline in mortality of roughly two-thirds, closely aligned with the magnitude from the
count model. We find similar results using deaths as reported in the media (see Appendix Table A8).

We also explore the effect of assignment to treatment on cause of death using administrative death logs.
Across both count and linear specifications (Appendix Tables A9 and A10), we find reductions in mortality
attributable to suicide and homicide, drug overdose, illness, and undetermined causes, the latter two being
the largest and most significant.

Taken together, we find that accreditation assignment substantially reduces mortality in jails, with re-
ductions on the order of 60 percent over a twelve month period. In Appendix Figure A2, we show that our
preferred Poisson estimates are qualitatively similar when dropping each facility one at a time.23 The simi-
larity of estimates across both media- and facility-reported deaths mitigates concerns that the findings are
driven by experimenter demand.

Heterogeneity. We explore heterogeneity along dimensions identified in our expert survey, including med-
ical staff FTE per ADP, quality of care, and management quality (Appendix Figure A3). Appendix Figure
A4 reports interactions of these baseline characteristics with treatment on endline quality as measured by
the expert-weighted meta-index (Panel (A)) and mortality (Panel (B)). We find limited evidence of hetero-
geneity overall along baseline dimensions.24 We explore mechanisms further in Section VII.

VI.1 Robustness

We examine patterns of missingness and potential sources of bias, and show that our results are robust to
alternative assumptions and not driven by selection into or out of jails.

Robustness to Missing Data: As discussed previously in Section IV.2, our measure of compliance with quality
standards is constructed using data from the facility survey and medical audits. While we have facility sur-
vey data for all 46 jails in our sample, ten facilities did not complete medical audits. In our primary analysis
above, we penalize their missing responses, coding non-response as failure to comply with the correspond-
ing standards. To assess the sensitivity of our results to missing data, in Appendix Table A12, we construct
the seven NCCHC quality standards (Panel (A)) and three meta-indices (Panel (B)) using only the facility
survey, dropping the medical audit from the construction of the quality outcomes. In Panel (A), we con-
tinue to find that treatment assignment leads to positive improvements in compliance across most domains,
although precision varies. We find statistically significant improvements again for Personnel Training and
Patient Care and Treatment, with effect sizes of 8.3 percentage points (15 percent relative to control mean)
and 4.1 percentage points (7 percent relative to control mean) respectively. Panel (B) aggregates the seven
standards into the aforementioned three composite indices. Across all variations, overall compliance im-
proves by approximately 5.0 to 6.3 percentage points, which is very similar to our main estimates presented
in Figure 8 and Appendix Table A5.25

23Ourmortality results using facility-reported deaths are robust to using the generalized ridge regression estimator fromKwon and
Sun (2025), regulaTE, which constructs valid confidence intervals under treatment effect heterogeneity across strata even if one stratum
lacks overlap between treated and control facilities. Using bounds on the degree of treatment effect heterogeneity across strata, OLS
specifications yield an average treatment effect of 3.7 fewer deaths per 1,000 inmates (s.e. = 0.861), consistent with the corresponding
OLS estimate in column (8) of Table 4. Similar results are obtained when running regulaTE on media-reported deaths.

24We also find that treated jails with the largest improvements in quality account for the greatest reductions in mortality; however,
effects along the intensive margin of quality are not well identified. See Appendix Table A11.

25We also estimate the effect of accreditation assignment on quality standards dropping the ten facilities that did not complete
medical audits. While estimates are noisier given the smaller sample, estimated treatment effects are statistically indistinguishable
from our main estimates.
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Inmate Selection: Treatment versus control jails could select different individuals to book at endline, changing
the composition of those incarcerated. In Appendix Table A13, however, we find no differences in the com-
position of individuals by number of charges, length of stay, or demographic characteristics such as gender,
race, and age based on booking records, which we obtained for 34 out of 46 facilities.

Shifting Deaths Out of Jails: Another concern is that deaths are being shifted from the jail to the hospital or
another external location in order for the jail to avoid responsibility for a “death in custody.” Appendix
Table A14 investigates this possibility by measuring mortality as all media reports of deaths related to a jail,
even if the individual was pronounced dead at the hospital or if the location of death was undetermined.
Our reduced form effects continue to show even more precise mortality reductions on the order of 50 to 60
percent using this more expansive measure of deaths. Most importantly, we find no evidence of an increase
in non-jail deaths, ruling out the possibility that jails are strategically shifting deaths out of jails to avoid
responsibility.

VII Mechanisms

In this section, we assess potential mechanisms that explain our findings on quality compliance andmortal-
ity. For these secondary analyses, we leverage several data sources, including the staff survey, facility survey,
our review of inmate health records during the medical audit, and qualitative interviews. Overall, this ev-
idence highlights organizational change among treatment facilities driven by increased staff coordination,
sharing of information with administrators, and early screening of inmate populations.

Staff Sentiment. Appendix Table A15 presents reduced form treatment effects on staff attitudes and percep-
tions.26 Wefind that accreditation assignment leads tomeaningful and statistically significant improvements
in job satisfaction and horizontal coordination. The estimated treatment effect on the job satisfaction index is
2.8 percentage points (s.e. = 1.4 pp), an approximately four percent increase relative to the control mean of
67.1 percent. Similarly, horizontal coordination – capturing communication and collaboration between cus-
tody and clinical staff – increases by 4.7 percentage points (s.e. = 2.2 pp) on a control mean of 64.3 percent,
a roughly 7 percent improvement. Within these indices, we find that assignment to accreditation increased
whether custody andmedical staff coordinate and communicate and increasedmeaningful sub-components
of the satisfaction index, including whether they have sufficient tools and feel valued at work (Appendix
Table A16).

While we find a positive although imprecise effect on an aggregate index for vertical coordination,
findings from Appendix Table A16 suggest staff are more comfortable speaking up on inmate care issues.
These survey findings also echowhat we find in the jail leadership interviews: many in leadership noted the
importance of knowing what the correct processes are and the importance of staff engagement. Collectively,
the staff survey responses are consistent with accreditation improving team coordination and enhancing
monitoring by administrators.

Inmate Screening. Given our finding that assignment to accreditation substantially reducesmortality, we turn
to the potential role of screening. Within each of the twoNCCHC standards for whichwe find detectable ev-

26We construct indices of staff sentiment using endline staff surveys obtained from 41 out of 46 facilities, imputing baseline staff
survey responses for the five facilities that did not complete the endline staff survey. All facilities completed the baseline staff sur-
vey. Specifications control for baseline facility-level means of the respective outcome and include randomization strata fixed effects.
Outcomes are normalized to range from 0 to 1, with higher values indicating more positive sentiment.
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idence of improvements in Figure 8 (Personnel Training, Patient Care and Treatment), we observe increased
compliance along the majority of substandards, with notable increases in compliance with personnel cre-
dentials, staff training, health orientation, and the use of receiving screenings and mental health screenings
for all inmates after admission (see Appendix Figure A5).

These findings are buttressed by our review of inmate medical records. We observe notable increases in
documentation for health conditions and general and specific screening for medical conditions. Appendix
Figure A6 presents reduced form estimates on required receiving screening components (the screening re-
quired “as soon as possible upon acceptance into custody”), mental health screening (a screening specific
to mental health required within 14 days after admission), and initial health assessment (the screening that
is more thorough and includes a physical exam by a medical professional required within 14 days after ad-
mission). Panel (A) of Appendix Figure A6 indicates that accreditation assignment increased screening for
several acute andmental health–related conditions, with specific positive effects for suicide risk, withdrawal
symptoms, and chronic disease indicators. Panel (B) shows that accreditation substantially improved doc-
umentation and screening related to mental health history, suicide risk, and prior psychiatric and addiction
treatment, although effects on medication management and certain diagnostic categories are more mixed.
Panel (C) suggests that accreditation strengthens some components of the initial health assessment tied to
medical history, vital signs, and structured evaluations.

We also find notable increases in screening for particular conditions. Appendix Table A17 demonstrates
that accreditation assignment affected morbidity screening for three high-risk conditions: suicidal ideation
(SI), opioid use disorder (OUD), and hypertension (HTN). Panel (A) presents results for screening indices
for each of these three conditions. We find that accreditation assignment increases screening for SI by 14.2
percentage points, a 33 percent increase from the control mean that is marginally significant at the 10 per-
cent level. Effects on screening for OUD andHTN are positive but not statistically significant at conventional
levels. Panel (B) reports effects on treatment indices. Across all three conditions, the estimated impacts are
small and statistically insignificant. Overall, the results suggest that accreditation strengthens intake and
screening processes – particularly for mental health and high-risk conditions – by improving early identi-
fication, documentation, and structured health assessments. These results comport with our finding that
treatment substantially reduces mortality associated with acute and preventable causes.

Inputs. In contrast to the staffing sentiment and screening changes documented above, we do not find that
accreditation assignment yields structural changes in other inputs and investments (Appendix Table A18).
For example, assignment to accreditation did not lead to an increase in the number of staff, health care
management (i.e., a change in vendor), use of staff (i.e., change in referral patterns for offsite hospital or
specialty care),27 or capital investments. In contrast, treatment facilities increased the services (e.g., lab and
pharmacy) they provided to incarcerated individuals (see Appendix Table A18), consistent with our above
findings on enhanced screenings both at intake and for high-risk conditions.

Qualitative Evidence. To better understand the nature of changes that occurred at treatment facilities as they
underwent the NCCHC accreditation process, we now turn to qualitative evidence collected during our
interviews with facility leadership. Among all treatment facilities, we asked several questions at endline on
their experience with the accreditation process, the challenges they faced, the biggest change implemented,

27NCCHC standards require “appropriate and timely access to hospital and specialist care when necessary.” Our survey instru-
ments indicate that baseline levels of referrals are already high, with staff typically responding that health care staff refer inmates out
for care “Often.”
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and the relationship between custody and medical staff.28

Word clouds depicting responses to these questions are shown inAppendix FigureA7. Theword clouds
demonstrate that staff find the experience helpful but also difficult, with some of the biggest challenges
described as adopting new policies and processes. Changes that were implemented focus on improvement
in protocols and documentation for medical and mental health, which could facilitate better coordination
andmonitoring. Almost all treatment facilities indicated that the biggest change was with respect to aspects
of screening and initial health assessments. One facility noted “It was that intake for the initial and it going
immediately going to medical.” Another facility stated that “receiving screening is one of the bigger ones.
Way more contact with patients when they come in now. Also coordination with custody staff is more
comprehensive now.”

Mental health screening and processes of carewere also subject to substantial change, according to some
facilities. For example, one facility stated, "Staying on top ofmental health assessments was important. With
the new protocols, the facility can ensure psychiatrists are staying on top of what they need to be doing.”
Other facilities shared similar changes, such as “Really focused on turnaround time for health assessments
and review,” and “chronic disease management, screening everyone on admission, accreditation gave teeth
to move these forward on the admin end,” and “Increased timeline of how fast we are seeing people when
they come in. Increasing the care they are receiving.”29

Lastly, although some custody and medical staff emphasized they already worked well together, others
noted the accreditation process spurred conversations and improvedunderstanding (Panel (D) ofAppendix
Figure A7). About half of the treatment facilities noted substantial changes in the relationship betweenmed-
ical and custody. Medical leadership at one facility told us that “The staff had to have conversations about
how processes will work, which meant discussing how custody versus medical execute certain processes.”
Medical staff reported that “Showing the deputies all of the different regulations and rules we need to follow
that they need to help us with. Understand why we are asking for certain things. Really good education
for us and custody. Makes it easier to do our work.” As one facility leader noted: “Yeah, when you look at
officers they have a better understanding why they are making sure sick call slips are being given timely and
being seen timely after submission rather than just giving aspirin.” Another facility described the process
as, “Its about finding shortfalls and closing the gap. Staff has become more involved in the medical process
and have better understanding of why we are doing those things. Building relationships between medical
and security was another piece.”

VIII Conclusion

In this study, we evaluate whether accreditation – a widely-used but under-studied quality assurance mech-
anism – can improve healthcare delivery in jails. Over several years, we conducted, to the best of our knowl-
edge, the first randomized controlled trial across U.S. jails and the first experimental evaluation of health-
care accreditation. Jails occupy a distinct role in the healthcare system: they function as de facto emergency

28Specifically we asked facilities to (1) “Please describe your facility’s experience undergoing NCCHC accreditation process,” (2)
“Were there any challenges your facility faced during the NCCHC accreditation process? If so, what were they?” (3) “In your opinion,
what is the biggest change your facility has implemented as a result of the NCCHC accreditation process?” and (4) “Do you think that
the relationship and coordination between correctional and health care staff has changed due to the NCCHC accreditation process? If
so, how has it changed?”

29Dental care was also mentioned by several facilities, and it was noted to be particularly important given the lengthening stay of
inmates in jails.
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departments, admitting individuals who are often young but acutely ill or in crisis. Deaths in custody fre-
quently arise from the interaction between these acute conditions and the constraints of confinement – for
example, suicidality exacerbated by segregation, substance use complicated by withdrawal, or treatable ill-
nesses progressing due to delays in care. In this setting, how facilities screen, process, and triage individuals
in the initial hours and days of incarceration has first-order implications for survival.

Using original survey instruments and administrative data, we find that assignment to accreditation has
statistically silgnificant and medically meaningful effects on both process measures and health outcomes.
Assignment to accreditation improves compliance with quality standards, particularly in personnel training
and patient care, and decreases mortality.

These effects appear to operate through organizational changes rather than increased inputs: we find
little evidence of increased staffing or capital investment. Instead, accreditation improves coordination,
training, and adherence to protocols, particularly in screening and intake. These empirical patterns are
consistent with a model in which accreditation reduces information frictions, facilitates coordination, and
enables more effective monitoring in a setting characterized by team production and incomplete contracts
with private service providers.

Taken together, our findings suggest that accreditation can meaningfully improve healthcare quality in
correctional settings. More broadly, the results highlight the potential for standardized oversight and man-
agerial interventions to improve performance in public services delivered under contracting, particularly in
environments with weak external monitoring and non-expert principals.
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Figure 1: Accreditation Decision Process

On-Site Visit

Accreditation Committee 
(AC) Review

Accreditation status decided 
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Accreditation Committee 
(AC) Review

<60% Compliance Essential Standards
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Probation

Notes: This figure depicts the NCCHC accreditation process. The process is based in part on compliance with Important and Essential Standards. Facilities
that comply with less than 90 percent of Essential Standards and less than 85 percent of Important Standards have apparent deficiencies that significantly
lower their compliance levels below that acceptable for accreditation and are placed on "Provisional Accreditation" status. Facilities that comply with less
than 60 percent of Essential and Important Standards have excessive standard noncompliance and are placed on "Probation" status.
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Figure 2: Study Timeline
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Notes: This figure depicts the study timeline. The top panel illustrates the study timeline from recruitment to endline for all
facilities. The bottom panel illustrates the NCCHC accreditation process for facilities randomized to the treatment group
who initiated the accreditation process. See also Appendix Section C.1 for additional details.
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Figure 3: Map of Study Jails and ADP

Notes: This map depicts the geographic location of the facilities in our sample (N=46). The size of the circle represents the
total ADP across facilities within that state.
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Figure 4: Example from Facility Survey Coding Manual

Notes: This figure depicts an example from theNCCHC standards and our codingmanual that assists coders in determiningwhether a facility complies with the standards on grievance policies.
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Figure 5: Expert Weights

Panel (A) NCCHC Indices

Panel (B) Production Function Indices

Notes: This figure shows the reciprocal rank weights placed on the seven NCCHC quality standards (Panel
(A)) and on the five production function indices (Panel (B)) by the formerly incarcerated (lived experience
experts) and other experts (jail administrators, jail health professionals, and policy and public health ex-
perts).

35



Figure 6: Measurement of Quality Standards

Panel (A) Composition of Standards

Panel (B) Corr. Harvard and NCCHC Compliance

Notes: Panel (A) shows the proportion of variables used to construct the seven quality
standards from the (i) facility survey – self-reported, (ii) the facility survey – coder
to determine, and (iii) the medical audits, for all available facilities. Panel (B) shows
the correlation between the Harvard study compliance score and the NCCHC com-
pliance score. The study score follows the same approach as used in the NCCHC
accreditation process, but uses the study-collected data instead.
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Figure 7: Distribution of Mortality by Cause and Season

Panel (A) Cause of Mortality

Panel (B) Seasonality of Mortality

Notes: This figure shows cause and month of death using facility-reported deaths from ad-
ministrative death logs in the 12 months prior to medical audit for facilities in the control
group. Panel (A) disaggregates the total number of deaths in the sample by cause of death
and plots the share of each cause as a percentage of total deaths. If the cause is unknown,
undetermined, or if the report is pending, it is classified as Undetermined. Deaths by suicide
or homicide are classified as such. If a pre-existing condition, infection, or any other phys-
ical ailment is indicated as the cause of death, the death falls under Illness. In the event of
a drug toxicity, or overdose, the death is labeled as a Drug Overdose. Panel (B) shows the
seasonality of deaths by plotting the mean number of deaths for each quarter of the year.
The month-year of death indicated for each death in the death logs is used to identify the
quarter of the year.
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Figure 8: Effect of Accreditation Assignment on NCCHC Quality Standards

Notes: This figure shows the treatment effect of accreditation assignment on the seven NCCHC quality standards, both
individually (Panel (A)) and aggregated into composite indices (Panel (B)). Quality standards are created using data
from the baseline/endline facility survey and look-back medical audit. For detailed definitions of the standards and their
calculation, seeAppendix E.8. The composite indices are constructed by combining the seven quality standards in three pre-
specified ways as described in the main text: equal weights, the first component using principal component analysis, and
reciprocal rank weights using our expert survey responses. In all bars, the control mean (gray) is calculated as the mean
of facilities in the control group. Treatment effects are obtained from estimating Equation 1, including controls for the
baseline mean of the respective outcome variable at the facility level and randomization strata fixed effects. The treatment
mean (blue) plotted is calculated as the controlmean plus the estimated treatment effect. p-values based on robust standard
errors and randomization inference (RI) are shown.
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Figure 9: Distribution of Endline Mortality Rates by Treatment Status

Notes: This figure shows mortality rates at endline according to administrative death logs, separately by randomized treatment status.
Similar histogramsusingmedia reports and covering the baseline period can be found inAppendix FigureA1. Mortality rates are computed
as total deaths over the year prior to medical audit, divided by facility ADP at endline and multiplied by 1,000.
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Table 1: Quality Standard Indices

Category Description Examples

Standard A
Governance Administration

Standards in this section address the
establishment of a health care system
that ensures access to care, professional
administration of all aspects of health
care, and monitoring and quality
improvement policies that effectively
process health care issues from
identification through resolution.

• medical record
content

• privacy
• continuous quality

improvement
• grievance process
• procedure in event of

death

Standard B
Health Promotion, Safety
and Disease Prevention

Standards in this section address the
need to optimize education, safety, and
preventive care. Policies and procedures
related to these standards require
involvement by all facility staff.

• infectious disease
prevention

• suicide prevention
• contraception

Standard C
Personnel Training

Standards in this section ensure that
appropriately trained personnel are
in place to deliver health care to the
inmate population and that qualified
health care professionals are evaluated
for continuing competency.

• custody staff training
• health staff

orientation
• credentialing

Standard D
Ancillary Health and
Care Services

Standards in this section address the
establishment and maintenance of all
necessary procedures for the provision
of ancillary health care services.

• medications
• clinic space and

supplies
• emergency response

plan

Standard E
Patient Care and Treatment

Standards in this section ensure the
delivery of health care from arrival
through discharge for health care issues.
All care is timely, appropriate, and
continues until resolution of the problem
or until discharge.

• health care screenings
• medical & dental care
• discharge planning
• sick call requests
• mental health

Standard F
Special Needs and Services

Standards in this section address patients
with special health care needs and
establish compliance requirements specific
to each health care issue.

• MAT
• sexual abuse protocol
• pregnancy care

Standard G
Medical-Legal Issues

The standards in this section ensure that
health services comply with legal
requirements.

• use of restraints
• segregation
• informed

consent/refusal
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Table 2: Sample Representativeness

Mean Coefficient SE
(1) (2) (3)

Panel (A) Jail Characteristics
ADP 372.281 25.600 (53.868)
Admissions 5,173.866 1,165.810 (739.517)
Avg. Stay Length (Months) 1.096 -0.204*** (0.077)
# Staff 104.820 30.691 (23.245)
Under Consent Decree 0.044 0.003 (0.033)
Maximum Jail Capacity 438.247 67.482 (84.800)
Misdemeanor and Felony Defendants 0.447 -0.094 (0.076)

Panel (B) Incarcerated Population Characteristics
Share Male 0.833 0.009 (0.008)
Share White 0.596 -0.081** (0.036)
Share Black 0.263 0.008 (0.034)
Share Hispanic 0.111 0.045 (0.031)
Share Felony 0.665 0.038 (0.031)
Share Misdemeanor 0.264 -0.015 (0.026)
F-stat (p-value) 1.455 (0.128)
Analytical Sample Facilities 42
Comparative Facilities 1085

Notes: This table compares jails in the study sample to similar jails in the Census of Jails
(COJ) (U.S. Department of Justice 2022). Forty-two of the 46 jails that report in the COJ
are matched to 1,085 other county jails that house adults with an average daily population
(ADP) between 100 and 3,000. Column (1) reports the sample mean. Column (2) reports
the coefficient on an indicator equal to one if the facility is in the sample. Column (3) re-
ports the associated robust standard error. ADP, the number of admissions, and the num-
ber of staff are reported at the reporting-unit level. A reporting unit may manage multiple
facilities; these variables are adjusted to the facility level by dividing by the number of fa-
cilities managed by each reporting unit. Average length of stay (in months) is calculated
as (ADP × 365/Admissions)/30. “Misdemeanor and Felony Defendants” is an indicator
equal to 1 if the facility holds defendants convicted of bothmisdemeanor and felony offenses.
An omnibus test of balance is reported by regressing in-sample status on all variables in the
table and computing the F-statistic for joint significance. To preserve the full sample when
computing the joint F-statistics, missing values in each variable are replaced with zero and a
missing indicator is included. The F-statistic and corresponding p-value are reported at the
bottom of the table. ∗, ∗∗, and ∗ ∗ ∗ denote statistical significance at the 10, 5, and 1 percent
levels, respectively.
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Table 3: Balance Across Outcomes and Jail Characteristics

Mean Coefficient SE
(1) (2) (3)

Panel (A) Baseline NCCHC Quality Standards
Simple Mean Meta-Index 0.489 0.015 (0.049)
Principal Component Analysis Meta-Index 0.559 -0.000 (0.068)
Expert Weights Meta-Index 0.483 0.014 (0.047)

Panel (B) Baseline Mortality
Mortality/ADP from Media Reports 2.160 -0.900 (1.578)

Panel (C) Baseline Jail Characteristics
ADP 375.812 -173.462 (123.364)
Medical FTE 5.682 -1.243 (1.303)
Medical FTE Variety 5.739 -0.486 (0.970)
For-Profit Health Vendor 0.652 0.009 (0.145)
Previously Accredited 0.109 0.064 (0.096)
Share County Voting Republican 0.448 -0.021 (0.039)
Sheriff is Republican 0.326 0.018 (0.128)
Jail Located in South 0.283 0.147 (0.134)
F-Stat with Simple Mean Meta-Index (p-value) 1.136 (0.371)
F-Stat with PCA Meta-Index (p-value) 1.223 (0.318)
F-Stat with Expert Weights Meta-Index (p-value) 1.146 (0.364)
Observations 46
Strata FE ✓

Notes: This table compares baseline outcomes and jail characteristics across treatment and control facilities.
Column (1) reports the sample mean, and columns (2) and (3) report the coefficient on an indicator for
treatment assignment and the associated robust standard error, respectively. Panel (A) compares baseline
NCCHC quality standards (for detailed definitions of the standards and their calculation, see Appendix
Section E.8). Panel (B) compares baseline mortality rates frommedia reports, (total deaths in the 12months
prior to randomization divided by the facility’s baseline ADP andmultiplied by 1,000). Panel (C) compares
baseline jail characteristics. Medical FTE is the number of full-time equivalents of health staff. “For-profit
health vendor” indicates that the facility has hired an external private company to provide health services.
An omnibus test of balance is reported by regressing treatment assignment on all variables in the table, using
each of the threemeta-indices in Panel (A) in turn and controlling for randomization strata fixed effects. The
F-statistics are computed from tests of joint significance. Joint F-statistics and the corresponding p-values
are reported at the bottom of the table. ∗, ∗∗, and ∗ ∗ ∗ denote statistical significance at the 10, 5, and 1
percent levels, respectively.
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Table 4: Effect of Accreditation Assignment on Mortality

Count Model Linear Model
Poisson LPM OLS WLS

Total
Deaths

Total
Deaths

≤ 1
Deaths

≤ 1
Deaths

Deaths/
ADP

Deaths/
ADP

Deaths/
ADP

Deaths/
ADP

(1) (2) (3) (4) (5) (6) (7) (8)
Treat -1.333*** -1.246** 0.275* 0.264* -0.552 -0.373 -3.623** -3.472**

(0.438) (0.495) (0.141) (0.142) (1.761) (1.719) (1.499) (1.435)
RI p-value .025 .038 .096 .08 .75 .822 .033 .053
Control Mean 2.455 2.455 0.545 0.545 4.201 4.201 5.060 5.060
Observations 46 46 46 46 46 46 46 46
Baseline Control ✓ ✓ ✓ ✓

Notes: This table reports estimates of the treatment effect of accreditation assignment on mortality obtained from estimating Equations 1 and 2. Data are from
administrative death logs. The outcome variable in columns (1) and (2) is the total number of deaths that occurred in the twelve months prior to each facility’s
medical audit. The outcome variable in columns (3) and (4) is an indicator equal to 1 if the number of deaths that occurred in the facility in the twelve months
prior to the medical audit is less than or equal to 1. The outcome variable in columns (5)–(8) is the total number of deaths that occurred in the twelve months
prior to the medical audit, divided by facility ADP at endline and multiplied by 1,000. Columns (2), (4), (6), and (8) control for baseline deaths, which are
from media reports. For columns (2), (6), and (8), the baseline is the total number of deaths in the twelve months prior to accreditation assignment, divided
by facility ADP at baseline and multiplied by 1,000. For column (4), the baseline measure is an indicator equal to 1 if the number of deaths that occurred in
the facility in the twelve months prior to accreditation assignment is less than or equal to 1. Columns (1) and (2) report average marginal effects from Poisson
regressions and the corresponding standard errors, using the logarithm of endline ADP as an offset variable. All specifications include randomization strata
fixed effects. Robust standard errors are reported in parentheses. ∗, ∗∗, and ∗ ∗ ∗ denote statistical significance at the 10, 5, and 1 percent levels, respectively.
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A Additional Figures and Tables

Appendix Figure A1: Distribution of Media Deaths

Panel (A) Baseline Mortality Rates Panel (B) Endline Mortality Rates

Panel (C) Baseline Mortality Counts Panel (D) Endline Mortality Counts

Notes: This figure shows the distribution of deaths according to media reports using mortality rates (Panels (A) and (B)) and counts
(Panels (C)-(D)). Panels (A) and (C) report baseline values and Panels (B) and (D) report endline values. Counts are the total deaths in
the 12-month period prior to or after accreditation assignment. Mortality rates are computed as the total deaths over the specified period,
divided by facility ADP in the corresponding period and multiplied by 1,000.
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Appendix Figure A2: Leave-One-Out Robustness for Mortality

Panel (A) Facility-Reported Deaths Panel (B) Media-Reported Deaths

Notes: This figure presents treatment effects of accreditation assignment onmortality from Equation 2 excluding one facility at a time. Data
come from facility-reported deaths for Panel (A) and frommedia-reported deaths for Panel (B). The outcome variable is the total number
of deaths that occurred in the twelve months prior to each facility’s medical audit (Panel (A)) or after accreditation assignment (Panel
(B)). Average marginal effects from Poisson regression and corresponding 95 percent CIs are reported. The red marker and dashed line
show the full-sample estimate. All regressions include randomization strata fixed effects.
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Appendix Figure A3: Expert Predictions and Heterogeneous Treatment Effects

Notes: Data are from the expert survey. Respondents were asked "Which of the following factors do you
think will impact whether NCCHC accreditation of jail health care services will affect the outcomes of inter-
est? Recall, our outcomes of interest include health care procedures, health outcomes, staff outcomes, and
litigation against jails." The figure plots the share of all respondents choosing a given factor. Respondents
could select up to five factors listed in the graph.
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Appendix Figure A4: Heterogeneous Treatment Effects

Panel (A) Expert Weighted NCCHC Quality Standards

Panel (B) Mortality

Notes: This figure shows heterogeneity in the treatment effects of accreditation assignment on NC-
CHC quality standards (Panel (A)) andmortality (Panel (B)). The outcome variable in Panel (A) is
the expert-weightedmeta-index of quality standards. The outcome variable in Panel (B) is the num-
ber of facility-reported deaths in the 12 months prior to the medical audit. For each heterogeneity
factor predicted by experts, estimates come from a pooled specification that interacts accreditation
assignment with an indicator for whether the factor equals 1, while controlling for the factor main
effect, randomization strata fixed effects, and a baseline outcome control for Panel (A). The reported
coefficients and 95 percent confidence intervals correspond to the implied treatment effects for fa-
cilities with the factor equal to 0 and 1, respectively, from Equation 1 in Panel (A) and Equation
2 in Panel (B). Panel (A) plots OLS coefficient and 95 percent CIs, while Panel (B) plots average
marginal effects from Poisson regressions and correspondent 95 percent CIs. An indicator equal to 1
for the heterogeneity factor corresponds to having the respective variable above the sample median
for continuous variables, or the respective binary indicator equal to 1 for binary variables. Quality of
Health Care is constructed using the staff-survey question “Rate the quality of medical services for
inmates at this facility” (asked on a 1-5 Likert scale from "Very Poor" to "Excellent", and averaging
responses by facility). Quality of Jail Management is measured through the Vertical Coordination
index from the staff survey (see Section IV.1).
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Appendix Figure A5: Effect of Accreditation Assignment on Sub-Standards

Notes: This figure shows treatment effects of accreditation assignment on each subsection under NCCHC quality standards
Personnel Training and Patient Care and Treatment from estimating Equation 1 (for detailed definitions of the standards
and their calculation see Appendix Section E.8). Coefficients and 95 percent confidence intervals are plotted. Under Per-
sonnel Training Standard, the "Credentials" subsection refers to "The facility’s qualified health care professionals are legally
eligible to perform their clinical duties". "Professional Development" refers to "The facility’s qualified health care profes-
sionals maintain current clinical knowledge and skills". "Training in Custody" subsection refers to "Correctional officers
are trained to recognize the need to refer an inmate to a qualified health care professional". "Medication Training" sub-
section refers to "Personnel who administer or deliver prescription medication are appropriately trained". "Staff Training"
subsection refers to "Does the provided documentation show that there is a documented plan for custody staff to follow
when a health situation arises and health staff are not present". "Health Orientation" subsection refers to "Health staff are
properly acclimated to work in the correctional environment and understand their roles and responsibilities". Under Pa-
tient Care and Rx. Standard, "Informed about Health Services" refers to "Upon arrival at the facility, inmates are informed
of the availability of health care services and how to access them". "Receiving Screening" subsection refers to "Screening
is performed on all inmates upon arrival at the intake facility to ensure that emergent and urgent health needs are met".
"Initial Assessment" subsection refers to "Inmates receive initial health assessments". "Mental Health" subsection refers to
"Mental health screening is performed to ensure that urgent mental health needs are met". "Nonemergency Health" refers
to "Inmates’ nonemergent health care needs are met". "Nursing" subsection refers to "Nursing assessment protocols and
procedures are appropriate to the level of competency and preparation of the nursing personnel and comply with the rel-
evant state practice acts". All regressions include baseline controls and randomization strata fixed effects.
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Appendix Figure A6: Effect of Accreditation Assignment on Screening

Panel (A) Receiving Screening

Panel (B) Mental Health Screening

Panel (C) Initial Health Assessment

Notes: The figure shows treatment effects of accreditation assignment on each
component under subsections "Receiving Screening" (Panel (A)), "Mental
Health Screening" (Panel (B)), and "Initial Health Assessment" (Panel (C))
from estimating Equation 1 at the patient level. Twomedical records per facil-
itywere audited in the endlinemedical audit, each ofwhich refers to a distinct
patient. Coefficients and 95 percent confidence intervals are plotted. In each
figure, the black triangle represents the estimate for meta index by taking the
average of all the components within the subsection. All regressions include
baseline controls and randomization strata fixed effects, and use standard er-
rors clustered at the facility level.
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Appendix Figure A7: Word Cloud of Jail Leadership Interviews Regarding Experience with Accreditation

Panel (A) Experience Undergoing Accreditation Panel (B) Challenges Faced During Accreditation

Panel (C) Biggest Change Implemented Panel (D) Relationship between Custody and Medical Staff

Notes: Data are from qualitative interviews. This figure shows word clouds of interviews with jail leadership of accredited facilities who were
asked 4 questions about their experience undergoing accreditation. The specific questions/stems included: Panel (A) “Please describe your
facility’s experience undergoing NCCHC accreditation process."; Panel (B) “Were there any challenges your facility faced during the NCCHC
accreditation process? If so, what were they?"; Panel (C) “In your opinion, what is the biggest change your facility has implemented as a result
of the NCCHC accreditation process?"; Panel (D) “Do you think that the relationship and coordination between correctional and health care staff
has changed due to the NCCHC accreditation process? If so, how has it changed?". All word clouds exclude common filler words (i.e., yes, any,
thing, every, really, though). Additionally, question-specific words are filtered from each panel to avoid repetition of parts of the question such as
“accreditation" in Panel (A), “challenge" in Panel (B), “changes" in Panel (C), and “relationship" in Panel (D).
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Appendix Table A1: Essential and Important Subsections

Category Subsections

Essential Standards

A01 - Access to Care
A02* - Responsible Health Authority
A03 - Medical Autonomy
A04* - Administrative Meetings and Reports
A05* - Policies and Procedures
A06* - Continuous Quality Improvement Program
A08* - Health Records
B02* - Infectious Disease Prevention and Control
B03* - Clinical Preventive Services
B05* - Suicide Prevention and Intervention
B07 - Communication on Patients’ Health Needs
C01* - Credentials
C03* - Professional Development
C04* - Health Training for Correctional Officers
C05* - Medication Administration Training
C06 - Inmate Worker
C08 - Health care Liaison
D01 - Pharmaceutical Operations
D02* - Medication Services
D05* - Medical Diets
D07* - Emergency Services and Response Plan
D08 - Hospital and Specialty Care
E01* - Information on Health Services
E02* - Receiving Screening
E04* - Initial Health Assessment
E05* - Mental Health Screening and Evaluation
E07* - Nonemergency health care Requests and Services
E09 - Continuity, Coordination, and Quality of Care During Incarceration
E10 - Discharge Planning
F01* - Patients with Chronic Disease and Other Special Needs
F02 - Infirmary-Level Care
F03* - Mental Health Services
F04* - Medically Supervised Withdrawal and Treatment
F05* - Counseling and Care of the Pregnant Inmate
F06* - Response to Sexual Abuse
G01* - Restraint and Seclusion
G02* - Segregated Inmates
G03* - Emergency Psychotopic Medication

Important Standards

A07* - Privacy of Care
A09* - Procedure in the Event of an Inmate Death
A10* - Grievance Process for health care Complaints
B01* - Healthy Lifestyle Promotion
B04 - Medical Surveillance of Inmate Workers
B06* - Contraception
B08 - Patient Safety
B09 - Staff Safety
C02 - Clinical Performance Enhancement
C07* - Staffing
C09* - Orientation for Health Staff
D03* - Clinic Space, Equipment, and Supplies
D04* - On-Site Diagnostic Services
D06 - Patient Escort
E03 - Transfer Screening
E06 - Oral Care
E08* - Nursing Assessment Protocols and Procedures
F07* - Care for the Terminally Ill
G04* - Therapeutic Relationship, Forensic Information, and Disciplinary Actions
G05 - Informed Consent and Right to Refuse
G06 - Medical and Other Research

Notes: This table shows the NCCHC classifications of subsections into Essential or Important Standards. The asterisk indicates whether the subsection is
measured using the Harvard study metrics.
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Appendix Table A2: Comparison of Jails that Enrolled vs. Not Enrolled

Mean Coefficient SE
(1) (2) (3)

Mortality 0.431 -0.507 (0.423)
Mortality/ADP 1.106 -0.208 (0.762)
2019 ADP 636.817 -403.919 (249.617)
Has Health Vendor 0.776 0.138 (0.151)
NaphCare/Wellpath 0.172 0.112 (0.101)
For-Profit Health Vendor 0.655 0.301* (0.160)
Sheriff Up For Election 0.483 -0.022 (0.165)
Anticipated Vendor Change 0.140 -0.220 (0.202)

Enrolled Facilities 46
Excluded Facilities 12

Notes: This table compares enrolled facilities with those that declined participation to the
study. Column (1) reports the sample mean. Column (2) reports the coefficient on an indi-
cator equal to one if the jail enrolled in the experiment. Column (3) reports the associated
robust standard error. Mortality refers to media-reported deaths in 2020. Mortality/ADP
is calculated as the number of deaths in 2020 divided by facility-reported ADP in 2020 and
multiplied by 1,000. For-profit Health Vendor is an indicator equal to 1 if the health vendor is
a private company. Sheriff Up For Election is an indicator equal to 1 if the facility Sheriff was
up for reelection in 2021 or 2022. Anticipated Vendor Change is an indicator equal to 1 if the
facility anticipated any changes to its healthcare services provision at the time of screening.
∗, ∗∗, and ∗ ∗ ∗ refer to the statistical significance at 10, 5, and 1 percent level, respectively.
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Appendix Table A3: Subsidies for Accreditation by Treatment Status

Treatment Control

Subsidy for Accreditation $7,028.24 $2,181.82
Survey Incentives $804.35 $1,104.55
Total Amount $7,832.59 $3,286.36

Notes: This table reports subsidies and incentives provided to facilities by
treatment status. "Subsidy for Accreditation" includes the total contribution
towards accreditation. For both groups, "Survey Incentives" includes incen-
tives for finishing facility survey and staff survey. For facility surveys, facili-
ties can opt-in to receive $500 in direct payment via check or direct deposit,
or can credit the payment towards their accreditation or re-accreditation at
endline. For staff surveys, staff who complete the survey are entered into
a lottery for a $100 gift card. Additional details can be found in Appendix
Section E.5. "Total Amount" is the sum of "Subsidy for Accreditation" and
"Survey Incentives". The difference between Treatment and Control for total
amount is statistically significant (p-value<0.001).
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Appendix Table A4: Effect of Accreditation Assignment on Completion of Endline Instruments

Endline Study Components
Facility
Survey

Medical
Audits

Death
Logs

Staff
Survey

Qualitative
Interviews

(1) (2) (3) (4) (5)

Treat – 0.165 – -0.009 0.083
– (0.115) – (0.087) (0.138)

Control Mean 1.000 0.727 1.000 0.909 0.682
Observations 46 46 46 46 46
Strata FE ✓ ✓ ✓ ✓ ✓

Notes: This table shows the treatment effects of accreditation assignment on indicators for successful completion
of each specific study component across columns (1) – (5). The indicators for successful completion of the facility
survey and successful completion of death logs are 1 for all facilities in the sample as all facilities completed these
study components. The indicator for successful completion of interviews is equal to 1 if the facility completed
either the inmate or the jail leadership interview. All regressions include randomization strata fixed effects. Robust
standard errors are reported in parentheses. ∗, ∗∗, and ∗∗∗ refer to the statistical significance at 10, 5, and 1 percent
level, respectively.
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Appendix Table A5: Effect of Accreditation Assignment on NCCHC Quality Standards

Control ITT p-value
Mean (T−C) Classical RI

Panel (A) Individual Standards
Government Administration 0.550 0.014 0.521 0.526

(0.021)
Safety and Prevention 0.522 0.052 0.155 0.107

(0.036)
Personnel Training 0.538 0.083* 0.071 0.083

(0.044)
Ancillary Services 0.520 0.024 0.252 0.235

(0.021)
Patient Care and Rx 0.535 0.066** 0.032 0.035

(0.030)
Special Needs 0.593 0.011 0.815 0.794

(0.048)
Medical–Legal 0.568 0.065 0.219 0.204

(0.052)
Panel (B) Composite Indices
Simple Mean 0.547 0.045* 0.093 0.079

(0.026)
Principal Component 0.556 0.074* 0.076 0.067

(0.040)
Expert Weights 0.544 0.049* 0.072 0.066

(0.027)

Observations 46
Control group 22
Treatment group 24

Notes: This table shows the treatment effect of accreditation assignment on the seven NC-
CHC quality standards from estimating Equation 1, both individually (Panel (A)) and ag-
gregated into composite indices (Panel (B)). Quality standards are created using data from
the baseline/endline facility survey and look-back medical audit. For detailed definitions of
the standards and their calculation, seeAppendix Section E.8. The composite indices are con-
structed by combining the seven quality standards in three pre-specified ways as described
in themain text: equal weights, the first component using principal component analysis, and
reciprocal rank weights using our expert survey responses. Treatment effects (ITT) are ob-
tained from estimating Equation 1, including controls for the baseline mean of the respective
outcome variable at the facility level and randomization strata fixed effects. Robust standard
errors are reported in parentheses. p-values based on robust standard errors and random-
ization inference (RI) are shown. ∗, ∗∗, and ∗ ∗ ∗ refer to the statistical significance at 10, 5,
and 1 percent level, respectively.
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Appendix Table A6: Effect of Accreditation Assignment on Meta-Index by Expert Type

Control ITT p-value
Mean (T−C) Classical RI

Formerly Incarcerated 0.545 0.051* 0.066 0.063
(0.027)

All Other Experts 0.544 0.049* 0.074 0.066
(0.027)

Observations 46
Control group 22
Treatment group 24

Notes: This table shows the treatment effect of accreditation on the meta-index of
quality standards from estimating Equation 1 using weights separately calculated
for the formerly incarcerated and all other experts. Detailed definitions of the stan-
dards and expert weights can be found in Appendix E.8. Treatment effects (ITT) are
obtained from estimating Equation 1, including controls for the baseline mean of the
respective outcome variable at the facility level and randomization strata fixed ef-
fects. Robust standard errors are reported in parentheses. p-values based on robust
standard errors and randomization inference (RI) are shown. ∗, ∗∗, and ∗ ∗ ∗ refer
to the statistical significance at 10, 5, and 1 percent level, respectively.
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Appendix Table A7: Effect of Accreditation Assignment on Production Function Indices

Control ITT p-value
Mean (T−C) Classical RI

Panel (A) Individual Outcomes
Inputs 0.520 -0.003 0.886 0.874

(0.021)
Formal Procedures 0.610 0.041 0.143 0.122

(0.027)
Procedural Outcomes (Administrative) 0.465 0.031 0.331 0.341

(0.031)
Procedural Outcomes (Inmate Health) 0.486 0.060** 0.056 0.046

(0.030)
Medical Outcomes 0.341 0.064 0.267 0.239

(0.056)
Panel (B) Composite Indices
Simple Mean 0.484 0.040 0.123 0.112

(0.025)
Principal Component 0.552 0.071* 0.088 0.079

(0.041)
Expert Weights 0.475 0.041 0.138 0.120

(0.027)

Observations 46
Control group 22
Treatment group 24

Notes: This table shows the treatment effect of accreditation assignment on the five production function
indices from estimating Equation 1, both individually (Panel (A)) and aggregated into composite indices
(Panel (B)). Production function indices are created using data from the baseline/endline facility survey
and look-back medical audit. For detailed definitions of the standards and their calculation, see Appendix
Section E.8. The composite indices are constructed by combining the five production function indices in
three pre-specified ways as described in the main text: equal weights, the first component using principal
component analysis, and reciprocal rankweights using our expert survey responses. Treatment effects (ITT)
are obtained from estimating Equation 1, including controls for the baseline mean of the respective outcome
variable at the facility level and randomization strata fixed effects. Robust standard errors are reported in
parentheses. p-values based on robust standard errors and randomization inference (RI) are shown. ∗, ∗∗,
and ∗ ∗ ∗ refer to the statistical significance at 10, 5, and 1 percent level, respectively.
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Appendix Table A8: Effect of Accreditation Assignment on Mortality (Media-Reported Deaths)

Count Model Linear Model
Poisson LPM OLS WLS

Total
Deaths

Total
Deaths

≤ 1
Deaths

≤ 1
Deaths

Deaths/
ADP

Deaths/
ADP

Deaths/
ADP

Deaths/
ADP

(1) (2) (3) (4) (5) (6) (7) (8)
Treat -0.617** -0.496** 0.193* 0.182* -0.805 -0.809 -1.675* -1.523**

(0.300) (0.228) (0.107) (0.104) (1.111) (1.103) (0.912) (0.737)
RI p-value .087 .144 .086 .095 .48 .486 .097 .079
Control Mean 1.227 1.227 0.773 0.773 2.232 2.232 2.440 2.440
Observations 46 46 46 46 46 46 46 46
Baseline Control ✓ ✓ ✓ ✓

Notes: This table reports estimates of the treatment effect of accreditation assignment on mortality obtained from estimating Equations 1 and 2. Data are from
media-reported deaths. The outcome variable for columns (1) and (2) is the total number of deaths that occurred in the twelve months after accreditation
assignment (Panel (B)). The outcome variable for columns (3) and (4) is an indicator equal to 1 if the number of deaths that occurred in the facility in the
twelve months after accreditation assignment is less than or equal to 1. The outcome variable for columns (5)-(8) is the total number of deaths that occurred in
the twelve months after accreditation assignment, divided by facility ADP at endline andmultiplied by 1,000. Columns (2), (4), (6), and (8) control for baseline
deaths. For columns (2), (6), and (8), the baseline is the total number of deaths in the twelve months before accreditation assignment, divided by facility ADP
at baseline and multiplied by 1,000. For column (4), the baseline measure is an indicator equal to 1 if the number of deaths that occurred in the facility in
the twelve months before accreditation assignment is less than or equal to 1. Columns (7)-(8) weight the observations by ADP at baseline. Columns (1) and
(2) report average marginal effects from Poisson regression and corresponding standard errors, and use the logarithm of endline ADP as offset variable. All
specifications include randomization strata fixed effects. Robust standard errors are reported in parentheses. ∗, ∗∗, and ∗ ∗ ∗ refer to the statistical significance
at 10, 5, and 1 percent level, respectively.
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Appendix Table A9: Effect of Accreditation Assignment on Mortality by Cause

Illness
Suicide

& Homicide Undetermined
Drug

Overdose
(1) (2) (3) (4)

Treat -0.583*** -0.108 -0.604* -0.085
(0.155) (0.203) (0.314) (0.103)

Control Mean 0.682 0.500 1.045 0.227
Observations 46 46 46 46

Notes: This table reports Poisson estimates of the treatment effect of accreditation assignment on mortality,
by cause of death. Data are from administrative death logs. The outcome variable is the total number of
deaths that occurred for each cause in the twelve months prior to each facility’s medical audit. Average
marginal effects from Poisson regression and corresponding standard errors are reported. All specifications
use the logarithmof endlineADP as an offset variable, and include randomization strata fixed effects. Robust
standard errors are reported in parentheses. ∗, ∗∗, and ∗ ∗ ∗ refer to the statistical significance at 10, 5, and
1 percent level, respectively.
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Appendix Table A10: Effect of Accreditation Assignment on Mortality by Cause

Illness
Suicide

& Homicide Undetermined
Drug

Overdose
(1) (2) (3) (4)

Treat -1.555** -0.281 -1.847* -0.224
(0.655) (0.617) (1.040) (0.365)

Control Mean 1.327 1.044 2.251 0.437
Observations 46 46 46 46

Notes: This table reports OLS estimates of the treatment effect of accreditation assignment on mortality, by
cause of death. Data are from administrative death logs. The outcome variable is the number of deaths that
occurred for each cause in the twelve months prior to each facility’s medical audit, divided by facility ADP
at endline and multiplied by 1,000. All specifications control for baseline deaths, i.e. the number of deaths
that occurred for each cause in the twelve months before accreditation assignment, divided by facility ADP
at baseline andmultiplied by 1,000. All specifications weight by ADP at baseline and include randomization
strata fixed effects. Robust standard errors are reported in parentheses. ∗, ∗∗, and ∗∗∗ refer to the statistical
significance at 10, 5, and 1 percent level, respectively.
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Appendix Table A11: Heterogeneity of Treatment Effects on Mortality

Mortality
(1) (2)

Quality Standards (Expert Weights) -0.246
(0.770)

Treat -1.333*** 0.871
(0.438) (1.257)

Treat * Quality Standards -2.833**
(1.258)

Control Mean 2.455 2.455
Observations 46 46
Baseline Control ✓

Notes: This table reports estimates for heterogeneity in treatment effects of accreditation as-
signment onmortality. Mortality data are from administrative death logs. The outcome vari-
able is the number of facility-reported deaths in the 12 months prior to the medical audit.
Column (1) reports the main effect of accreditation on mortality from a Poisson model with
an exposure adjustment for endline ADP. Column (2) reports heterogeneity in the effect of
accreditation from a Poisson model that interacts treatment with an indicator for the endline
expert-weighted meta index of NCCHC quality standards being above median. In Column
(2), the reported coefficient for Treat is the subgroup-specificmarginal effect of accreditation
for facilities below the median, while the interaction coefficient reports the difference in the
treatment effect for facilities above the median relative to facilities below the median. Stan-
dard errors for the marginal treatment effect are obtained from the margins computation.
The baseline control in Column (2) is a binary indicator for the baseline expert-weighted
meta index of NCCHC quality standards being above median. All specifications include
randomization strata fixed effects. Robust standard errors are reported in parentheses. ∗,
∗∗, and ∗ ∗ ∗ refer to the statistical significance at 10, 5, and 1 percent level, respectively.

A.19



Appendix Table A12: Effect of Accreditation Assignment on NCCHC Quality Standards
Constructed Using Facility Survey Only, No Medical Audit

Control ITT p-value
Mean (T−C) Classical RI

Panel (A) Individual Standards
Government Administration 0.548 0.009 0.648 0.660

(0.020)
Safety and Prevention 0.529 0.059 0.114 0.078

(0.036)
Personnel Training 0.538 0.083* 0.071 0.083

(0.044)
Ancillary Services 0.556 0.025 0.154 0.160

(0.017)
Patient Care and Rx 0.575 0.041* 0.063 0.095

(0.021)
Special Needs 0.660 0.063 0.271 0.252

(0.056)
Medical–Legal 0.568 0.065 0.219 0.204

(0.052)
Panel (B) Composite Indices
Simple Mean 0.568 0.050* 0.062 0.052

(0.026)
Principal Component 0.532 0.063* 0.100 0.099

(0.037)
Expert Weights 0.567 0.052** 0.053 0.048

(0.026)

Observations 46
Control group 22
Treatment group 24

Notes: This table shows the treatment effect of accreditation assignment on the seven NC-
CHC quality standards from estimating Equation 1, both individually (Panel (A)) and ag-
gregated into composite indices (Panel (B)). Quality standards are created using only data
from the baseline/endline facility survey. For detailed definitions of the standards and their
calculation, see Appendix Section E.8. The composite indices are constructed by combin-
ing the seven quality standards in three pre-specified ways as described in the main text:
equal weights, the first component using principal component analysis, and reciprocal rank
weights using our expert survey responses. Treatment effects (ITT) are obtained from esti-
mating Equation 1, including controls for the baseline mean of the respective outcome vari-
able at the facility level and randomization strata fixed effects. Robust standard errors are
reported in parentheses. p-values based on robust standard errors and randomization infer-
ence (RI) are shown. ∗, ∗∗, and ∗∗∗ refer to the statistical significance at 10, 5, and 1 percent
level, respectively.
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Appendix Table A13: Balance Table on Booked Inmates

Control
Mean

Treatment
Mean p-value

(1) (2) (3)

Panel (A) Charges and Length of Stay
Number of Charges 4.195 4.446 0.133
Length of Stay (Days) 92.408 83.594 0.507

Panel (B) Race
White 0.439 0.493 0.105
Black 0.279 0.290 0.976
Hispanic 0.179 0.189 0.055
Other 0.029 0.018 0.758
Unknown 0.074 0.010 0.095

Panel (C) Sex
Male 0.886 0.841 0.531
Female 0.113 0.157 0.580

Panel (D) Age
Age 36.237 36.804 0.520

Number of Inmates 6498 3447

Notes: This table shows the balance test on the inmates booked into facilities at end-
line between control and treatment facilities in the 34 facilities with booking records.
Due to data availability, information in Panel (A) is available for 4 facilities. Col-
umn 3 reports the p-value, which is obtained by regressing the outcome variable on
a treatment indicator, controlling for randomization strata fixed effects and clustering
standard errors at the facility level. ∗, ∗∗, and ∗∗∗ refer to the statistical significance
at 10, 5, and 1 percent level, respectively.
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Appendix Table A14: Effect of Accreditation Assignment on Mortality Within and Outside of Jails

Jail-Only Non-Jail All Deaths
Total
Deaths

Total
Deaths

Total
Deaths

Total
Deaths

Total
Deaths

Total
Deaths

(1) (2) (3) (4) (5) (6)
Treat -0.617** -0.496** -0.625** -0.514* -1.241*** -0.935**

(0.300) (0.228) (0.277) (0.288) (0.456) (0.390)
RI p-value 0.087 0.144 0.070 0.117 0.035 0.071
Control Mean 1.227 1.227 1.091 1.091 2.318 2.318
Observations 46 46 46 46 46 46
Baseline Control ✓ ✓ ✓

Notes: This table reports estimates of the treatment effect of accreditation assignment on mortality within and out-
side of jails using the estimating Equation 2. Data are frommedia-reported deaths. The outcome variable is the total
number of deaths in the twelve months following accreditation assignment, disaggregated by location. Columns
(1) and (2) report deaths occurring exclusively in jail. Columns (3) and (4) report non-jail deaths (those occurring
in hospitals or with location undetermined). Columns (5) and (6) report the total number of deaths occurring in
either location over the same period. Columns (2), (4), and (6) control for the baseline death rate, which is the
total number of deaths in the twelve months before accreditation assignment, divided by facility Average Daily
Population (ADP) at baseline and multiplied by 1000. All columns report average marginal effects from Poisson
regressions and corresponding standard errors, using the logarithm of endline ADP as an offset variable. All spec-
ifications include randomization strata fixed effects. Robust standard errors are reported in parentheses. ∗, ∗∗, and
∗ ∗ ∗ refer to the statistical significance at 10, 5, and 1 percent level, respectively.
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Appendix Table A15: Effect of Accreditation Assignment on Staff Sentiment Indices

Control ITT p-value
Mean (T−C) Classical RI

Job Satisfaction 0.671 0.028** 0.048 0.097
(0.014)

Horizontal Coordination 0.643 0.047** 0.035 0.087
(0.022)

Vertical Coordination 0.649 0.029 0.248 0.243
(0.025)

Respect Inmates 0.754 -0.008 0.669 0.683
(0.018)

Observations 674
Control group 370
Treatment group 304

Notes: This table shows the treatment effect of accreditation assignment on staff sen-
timent indices from estimating Equation 1. Staff sentiment indices are created using
data from the baseline/endline staff survey. Endline responses were obtained from
41 jails and missing endline responses were imputed with baseline values for the
other 5 facilities in our sample. The Job Satisfaction index includes: (1) "I received
the training I need to do my job well"; (2) "I have the tools and resources I need to do
my job well"; (3) "I am satisfied with my job"; (4) "I find my job to be meaningful";
(5) "I feel valued at my job"; (6) "I findmy job to be challenging"; (7) "I would recom-
mend my job to others." The Horizontal Coordination index includes: (1) "Custody
staff support the implementation of clinical decisions and partner with clinical staff";
(2) "Custody and clinical team staff work collaboratively to give good health care to
inmates"; (3) "There is open communication between custody and health staff." The
Vertical Coordination index includes: (1) "Staff feel comfortable speaking up when
they see something that may negatively affect inmate care"; (2) "When staff speak
up about inmate safety and care decisions, those with greater authority are open to
their concerns"; (3) "My supervisor considers staff suggestions for improving inmate
health and safety"; (4) "My supervisor considers staff suggestions for improving staff
health and safety"; (5) "My supervisor takes direct actions to address staff concerns
for improving inmate health and safety"; (6) "My supervisor takes direct actions to
address staff concerns for improving staff health and safety." Questions (1) and (2)
are only asked to health staff. The Respect Inmates index includes: (1) "Inmates at
this facility are treated with respect." These questions are answered on a Likert scale
and renormalized on a scale from 0 to 1 with higher values representing stronger
agreement. Treatment effects (ITT) are obtained from estimating Equation 1, includ-
ing controls for the baseline mean of the respective outcome variable at the facility
level and randomization strata fixed effects. Standard errors are clustered at the fa-
cility level and reported in parentheses. p-values based on cluster standard errors
and randomization inference (RI) are shown. ∗, ∗∗, and ∗ ∗ ∗ refer to the statistical
significance at 10, 5, and 1 percent level, respectively.
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Appendix Table A16: Effect of Accreditation Assignment on Components of Staff Sentiment Indices

Control ITT p-value
Mean (T−C) Classical RI

Panel (A) Horizontal Coordination Index
Custody and Health Communicate 0.631 0.051** 0.041 0.109

(0.024)
Custody and Health Coordinate 0.657 0.039* 0.088 0.187

(0.022)
Custody Support Health’s Decisions 0.641 0.053** 0.030 0.049

(0.024)
Panel (B) Vertical Coordination Index
Staff Comfortable Speaking Up on Inmate Care 0.696 0.067** 0.055 0.070

(0.034)
Authority Open to Concerns on Inmate Care 0.648 0.089*** 0.004 0.033

(0.029)
Supr. Open to Concerns on Inmate 0.656 0.011 0.710 0.725

(0.029)
Supr. Open to Concerns on Staff 0.629 0.028 0.314 0.314

(0.027)
Supr. Consider Suggestions on Inmate 0.670 0.028 0.386 0.317

(0.032)
Supr. Consider Suggestions on Staff 0.632 0.049* 0.057 0.088

(0.025)
Panel (C) Satisfaction Index
Properly Trained 0.725 0.022 0.322 0.421

(0.022)
Sufficient Tools 0.664 0.043* 0.062 0.095

(0.023)
Satisfied 0.666 0.030 0.158 0.191

(0.021)
Meaningful 0.733 0.012 0.586 0.692

(0.022)
Valued 0.570 0.054* 0.067 0.120

(0.029)
Challenging 0.745 0.004 0.863 0.883

(0.021)
Recommend to Others 0.596 0.039* 0.095 0.158

(0.023)

Observations 674
Control group 370
Treatment group 304

Notes: This table shows the treatment effect of accreditation on the components of staff sentiment indices
fromestimatingEquation 1. Endline responseswere obtained for 41 jails andmissing endline responseswere
imputed with baseline values for the other 5 facilities in our sample. Treatment effects (ITT) are obtained
from estimating Equation 1, including controls for the baseline mean of the respective outcome variable at
the facility level and randomization strata fixed effects. Standard errors are clustered at the facility level and
reported in parentheses. p-values based on cluster standard errors and randomization inference (RI) are
shown. ∗, ∗∗, and ∗ ∗ ∗ refer to the statistical significance at 10, 5, and 1 percent level, respectively.
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Appendix Table A17: Effect of Accreditation Assignment on Morbidity Screening and Treatment

Control ITT p-value
Mean (T−C) Classical RI

Panel (A) Screening Index
SI 0.432 0.142* 0.064 0.067

(0.075)
OUD 0.347 0.119 0.120 0.123

(0.075)
HTN 0.386 0.006 0.959 0.967

(0.114)
Panel (B) Treatment Index
SI 0.557 0.049 0.442 0.420

(0.063)
OUD 0.576 -0.042 0.497 0.551

(0.061)
HTN 0.269 0.043 0.525 0.413

(0.067)

Observations (N. of Clusters) 92 (46)
Control group 44 (22)
Treatment group 48 (24)

Notes: This table shows the treatment effect of accreditation assignment onmorbidity
screening and treatment for three specific conditions: Suicidal Ideation, Opioid Use
Disorder, and Hypertension from estimating Equation 1 at the patient level. For each
condition, two medical records were audited per facility in the endline medical au-
dit, each of which refers to a distinct patient. Facilities that did not provide medical
records are imputed records where standards are coded as 0s for non-compliance.
Panel (A)’s outcome variable is a screening index specific for each illness. Items
checked in the screening are matched with each type of illness. SI screening in-
dex includes "history of or current suicidal ideation," "a history of suicidal behav-
ior," and "the status of suicidal ideation." OUD screening index includes "current or
prior withdrawal symptoms," "illicit drugs," "a history of substance use hospitaliza-
tion," "a history of withdrawal seizures," "a history of detoxification and outpatient
treatment," "the status of drug or alcohol use," and "the status of drug of alcohol
withdrawal intoxication." HTN screening index includes "blood pressure," "pulse,"
and "respiratory rate." Panel (B)’s outcome variable is a treatment index specific
for each illness. SI treatment index includes (1) "Do health records document that
they received education (related to suicidal ideation)?"; (2) "For patients with suici-
dal ideation, is there evidence of a treatment plan?"; (3) "For patients with suicidal
ideation, is there evidence that the inmates were monitored for suicide risk?"; (4)
"Whether custody staff or health staff aremonitoring patientswith suicidal ideation?"
OUD treatment index includes (1) "Do health records document that they received
education on MAT?"; (2) "Are protocols used for the management of withdrawal?";
(3) "Is follow-up plan and treatment documented?" HTN treatment index includes
(1) "Do health records document that they received education on the following?
Salt intake/Weight loss/Medication use and frequency"; (2) "Do orders include low
sodium diet/duration/specific instructions?"; (3) "Does blood pressure appear to be
controlled based on most recent reading?"; (4) "Is follow-up plan and treatment doc-
umented?" All specifications include controls for the baseline measure and random-
ization strata fixed effects. Standard errors are clustered at the facility level and re-
ported in parentheses. p-values based on cluster standard errors and randomization
inference (RI) are shown. ∗, ∗∗, and ∗ ∗ ∗ refer to the statistical significance at 10, 5,
and 1 percent level, respectively.
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Appendix Table A18: Effect of Accreditation Assignment on Medical Inputs

Control ITT p-value
Mean (T−C) Classical RI

Total FTE (Health Staff) 7.204 -0.708 0.249 0.244
(0.606)

Vendor Change 0.227 -0.037 0.776 1.000
(0.128)

Refer Out (Health Staff) 0.821 -0.030 0.369 0.439
(0.033)

Equipment Index 0.876 0.010 0.634 0.669
(0.021)

Service Index 0.273 0.073** 0.039 0.047
(0.034)

Observations 46
Control group 22
Treatment group 24

Notes: This table reports OLS estimates of the effect of accreditation assignment on
medical inputs from estimating Equation 1. Total FTE is medical FTE as reported in
the facility survey. Vendor Change is an indicator for whether the facility changed
their vendor between baseline and endline as reported in the facility survey. Refer
Out is the average of a rescaled Likert scale for whether health care staff can readily
refer out. Equipment Index covers medical equipment including: handwashing fa-
cilities/alternatemeans of hand sanitation, examination table, scale, thermometers, a
light capable of providing direct illumination, blood pressuremonitoring equipment,
stethoscope, ophthalmoscope, otoscope, transportation equipment, trash containers
for biohazardous materials and sharps, sterilizer for non-disposable medical or den-
tal equipment, equipment and supplies for pelvic examinations if female inmates
are housed in the facility, oxygen, AEDs, pulse oximeter, PPE, multiple-test dipstick
urinalysis, finger-stick blook glucose tests, peak flowmeters, stool blood-testing ma-
terial and pregnancy test knits. Medical equipment also includes dental equipment,
hand washing facilities or alternate means of hand sanitation, dental examination
chair, examination light for dental procedures, proper instruments for dental exam-
ination, trash containers for biohazardous materials and sharps from dental proce-
dures, dentist’s tools and PPE. Service Index coversmedical services including: phar-
macy, records, radiology, physical therapyunit, emergency, labs, hospice andmedical
orthoses or prostheses or other aids to impairment. Each component of equipment
and services is given equal weight, and the indices are calculated as the simple aver-
age share of all included items. All specifications except for Vendor Change include
controls for the baselinemeasure and randomization strata fixed effects. Robust stan-
dard errors are reported in parentheses. ∗, ∗∗, and ∗ ∗ ∗ refer to the statistical signif-
icance at 10, 5, and 1 percent level, respectively.
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B Model of Accreditation
Consider a principal (the sheriff), denoted by S, and two agents indexed by i ∈ {C,M}: custody staff
(C) and medical staff (M). Each agent chooses either high effort (ei = h) or low effort (ei = l), with
0 < l < h < 1. Effort is costly, and costs are linear:

C(ei) = ei.

Health outcomes depend on the minimum of the two effort levels:

d = 1− λmin{eM , eC}, (3)

where d is the mortality rate and λ > 0 is the marginal product of effort in reducing mortality. This formu-
lation captures the idea that both agents must work together to reduce the “aggregate output” of inmate
deaths. If either side exerts low effort, quality deteriorates.

The sheriff incurs liability when mortality exceeds a benchmark corresponding to high effort:

d̂ ≡ 1− λh.

Let B > 0 denote the effective penalty associated with excess mortality. In the absence of accredita-
tion, the sheriff cannot perfectly attribute poor outcomes to individual agents, so penalties are imperfectly
targeted.

B.1 Accreditation as Public Signal and Monitoring
Accreditation affects behavior through two channels:

1. Public Signal: Accreditation shifts each agent’s beliefs about whether the other agent will exert high
effort, facilitating coordination across agents.

2. Monitoring: Accreditation improves attribution of shirking, increasing agent-specific penalties for
unilateral low effort.

Let s ∈ {0, 1} denote accreditation status, observed by both agents, where s = 1 means the facility is
accredited or engaged in the accreditation process.

Beliefs. Let p(s) = Pr(e−i = h | s), with p(1) > p(0), such that accreditation makes each agent more
optimistic that the other agent will comply with standards and exert high effort.

Monitoring. Under accreditation, penalties becomemore informative. If both agents choose high effort, no
penalty is imposed. If both choose low effort, each incurs the baseline penalty ηB, where η ∈ (0, 1) captures
imperfect attribution. If one agent chooses low effortwhile the other chooses high effort, accreditation allows
the sheriff to better identify shirking. In that case, the low-effort agent incurs a higher penalty η̂B, with η̂ > η,
while the high-effort agent incurs the penalty ηB. We assume (h − l) < η̂B, implying that the relative cost
of effort is bounded by the penalty for shirking under certainty.

B.2 Expected Utility
Given accreditation status s, the expected payoff to agent i from choosing high effort is

E[Ui(h, e−i) | s] = p(s)(−h) + (1− p(s))(−ηB − h),

since if the other agent also chooses high effort, the agent pays only the effort cost, whereas if the other
agent chooses low effort, the high-effort agent still pays the effort cost and faces the consequences of failed
coordination.
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The expected payoff to agent i from choosing low effort is

E[Ui(l, e−i) | s] = p(s)(−η̂B − l) + (1− p(s))(−ηB − l).

Agent i chooses high effort if

E[Ui(h, e−i) | s] > E[Ui(l, e−i) | s].

Substituting the two expressions gives

p(s)(−h) + (1− p(s))(−ηB − h) > p(s)(−η̂B − l) + (1− p(s))(−ηB − l).

Rearranging yields a threshold condition:

p(s) > p̃ ≡ h− l

η̂B
. (4)

Thus, an agent chooses high effort when the probability that the other agent also exerts high effort is
sufficiently large.

B.3 Equilibrium with Accreditation
Without accreditation (s = 0). If

p(0) < p̃,

then each agent prefers low effort, and the low-effort outcome (l, l) obtains. This captures a setting with
weak coordination, poor monitoring, and limited ability of the principal to distinguish individual shirking.

With accreditation (s = 1). If
p(1) > p̃,

then each agent prefers high effort, and the high-effort outcome (h, h) obtains. Accreditation thus allows
the organization to move from a low-effort equilibrium to a high-effort equilibrium through two reinforcing
mechanisms. First, by providing a public signal, it aligns expectations across custody and medical staff,
making high effort more likely when agents believe others will also comply, facilitating coordination across
agents. Second, by improving monitoring and attribution, it increases the cost of unilateral shirking, re-
ducing the attractiveness of low effort even when coordination is imperfect. Together, these channels allow
accreditation to both select and potentially enforce the high-effort equilibrium.
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C Additional Study Design and Implementation Details
C.1 Recruitment
From July 2021 to April 2022, medium-sized jails across the U.S. were recruited to participate. The study
was promoted at targeted meetings and conferences, including those of the Committee of State Sheriffs,
the National Sheriffs’ Association, the American Jail Association, the National Association of Counties, the
National Association of Counties, and NCCHC itself.

In addition, we used the Safety Source Directory 2021 to make random cold calls to recruit additional
facilities. The cold call script is available here. Interested facilities could also directly reach out to theHarvard
research team. See Figure C8 below for our recruitment email.

If a facility expressed interest in the study, the Project Coordinator scheduled a half-hour informational
meeting onZoomwith the facility and theirmedical leadership. During this session, the Project Coordinator
provided a short presentation on the study background and components, as well as the potential benefits of
NCCHC accreditation. Facilities also had the opportunity to ask questions about the study and accreditation
process during these informational meetings.
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Appendix Figure C8: Recruitment Email

Subject Line: Healthcare Accreditation Opportunity 
 
Dear ________,  
 
Congratulations! Your facility has been selected as an excellent candidate to participate in a study at 
Harvard University. The National Commission of Correctional Healthcare (NCCHC) has partnered with 
Harvard University to study the effects of accreditation on health care delivery in jails, and we are 
currently recruiting facilities that are not currently accredited with the NCCHC to undergo healthcare 
accreditation.  

  
This is a terrific opportunity to have the health care provided in your facility accredited by the National 
Commission on Correctional Health Care (NCCHC) with a substantial discount. Participation involves 
completing surveys at two timepoints for which facilities will be compensated up to $1,000, 
an optional confidential assessment of the health care delivery system from Harvard University 
researchers, and healthcare accreditation by the NCCHC at an expedited timeline and substantially 
discounted rate. 

 
Our study has been supported by the American Jail Association, approved by the Harvard Research 
Ethics Board, and granted a Certificate of Confidentiality from the National Institutes of Health. We 
attach: (1) a flyer with more study information; (2) our letter of support from the American Jail 
Association; (3) our institutional approval from the Harvard research ethics board; as well as (4) our 
Certificate of Confidentiality from the National Institute of Health, which guarantees complete 
protection of privacy of all participating facilities in our study, including during 
civil/criminal/administrative/legislative proceedings. Please feel free to forward these materials to any 
interested parties. 

 
Would a ½-hour informational meeting to discuss this study work for you next week? Our schedules 
are extremely flexible, and we are currently recruiting sites, so contact us at your earliest convenience 
at accredstudy@hks.harvard.edu or by calling [NAME] at [PHONE]. 
  
Thank you for your commitment to correctional healthcare. 
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C.2 Enrollment
Following the informational meeting, the Project Coordinator sent the facility an email summarizing the
session and a link to a screener survey used to confirm their eligibility. Criteria for eligibility included: (a)
an average daily population (ADP) of 100 to 3,000, and (b) no prior accreditation with the NCCHC, al-
though they could have received a different accreditation process in the past. Facilities that met this criteria
received enrollment documents including: (1) a consent form (co-signed bymedical and custody); and, (2)
a Data Use Agreement (DUA). Facilities were also able to opt in to receive a $500 payment for completing
each of the baseline and endline surveys. The study team also applied and was granted a Certificate of
Confidentiality (COC) from the Department of Health and Human Services which guaranteed protection
of information obtained from all participating facilities in our study, including during federal, state, and lo-
cal civil/criminal/administrative/legislative proceedings. The American Jail Association also wrote a letter
endorsing participation in the study.30

After signing the Consent and DUA, the facility was randomly assigned a date to attend an Orientation
Meeting. During this meeting, the team answered remaining questions, obtained facility contact informa-
tion, confirmed prior accreditation status and current health care vendor, andwalked through the next steps
for the study. The presentation is linked here.

For enrollment into sub-facility surveys, including the inmate interview, leader interview, and staff sur-
veys, individuals within the enrolled facilities were recruited to participate in three different ways. For the
inmate interviews, we asked each facility to randomly select three inmates to participate. For the interviews
with facility leadership, we asked the facility to select one person on the custody side and one person on the
health care side to participate. For the staff survey, facilities provided us with a list of health and custody
email addresses to invite to participate in the survey.

30Appendix Table A2 demonstrates no significant differences across facilities that enrolled vs. those that did not. Results available
upon request.
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https://www.dropbox.com/scl/fi/l8hkdakj315zpuxemvx7s/DUA21-0370_Boilerplate-Template_Incentives-07.13.2021.pdf?rlkey=h70mthf01h0g727zoi8nfjrke&dl=0
https://www.dropbox.com/scl/fi/pe2xws02vjovx5oyyz0r7/CoC.pdf?rlkey=06hpptxg4xgutdycbjjq0x2jo&dl=0
https://www.dropbox.com/scl/fi/pe2xws02vjovx5oyyz0r7/CoC.pdf?rlkey=06hpptxg4xgutdycbjjq0x2jo&dl=0
https://www.dropbox.com/scl/fi/vt7t795art93yrrs6euqk/Harvard-Study-Of-NCCHC-Accreditation_Orientation-Slides.ppsx?rlkey=yjodsha1by0zdvad9txv8p37m&dl=0


C.3 Randomization and Stratification
Facilities were randomized into the treatment and control group after completing the baseline facility survey
to minimize attrition. Facilities randomized to the treatment group (Accredit Now) began the accreditation
process immediately. Because many correctional facilities cited monetary costs as a major barrier to seeking
accreditation, the Accredit Now facilities accreditation costs were highly subsidized. Facilities randomized
to the control group (Accredit Later) were invited to undergo the accreditation process after completing the
endline survey (see Figure 2 for details of the study and accreditation process timeline).

Randomization occurred in three batches to avoid asking the facilities that were recruited earlier to wait
before receiving their randomization status, thus minimizing the likelihood of attrition. Within each batch,
we also stratified facilities into two groups based on average daily population (ADP), given the correlation
between facility size and health outcomes in the literature (Adler and Chen 2023). Facilities whose ADPwas
larger than the median ADP of the batch were considered "large" while facilities whose ADP was smaller
than the median were considered "small."
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C.4 Index of Items

Appendix Table C1: Index of Items

Hyperlink to Item Description of Item
Pre-Analysis Plan Pre-Analysis Plan.
Baseline Facility Survey The Qualtrics survey facilities completed at baseline.
Endline Facility Survey The Qualtrics survey facilities completed at endline.
Facility Survey Codebook This is the codebook that research assistants used to code-up facility survey responses.
Facility Survey Clarification Email This email was sent to facilities after study team members reviewed the facility survey to request addi-

tional documents or ask questions related to their answers.
Staff Survey The Qualtrics staff survey that facility staff members were invited to complete at baseline and endline.
Staff Survey Email This email was sent to health and custody staff members at each facility to invite them to take the staff

survey.
Facility Leadership Interview Questionnaire and Script The questions asked to health and custody leaders as part of the leadership interviews at endline.
Inmate Interview Questionnaire and Script The questions asked to inmates as part of the inmates interviews at endline.
Expert Survey Prolific Screener Survey The screening survey posted to Prolific to find individuals who had previously been incarcerated and

invite them to complete the full expert survey.
Expert Survey The Qualtrics expert survey that individuals were invited to complete.
Medical Audit Workbook The workbook that medical scribes completed during the virtual medical audit.
Certificate of Confidentiality Certificate of Confidentiality obtained for the study from the National Institute of Health.
Screening Survey This survey was completed by each interested facility to confirm study eligibility.
Recruitment Email This email was sent to jails across the U.S. to recruit them for the study.

https://www.dropbox.com/scl/fi/casobce35at9lpyyaym6o/accredstudy_PAP_aea_061424.pdf?rlkey=s302rd4pxwa82o26zobsxo470&dl=0
https://www.dropbox.com/scl/fi/wrns2h8n2i8s8c7kclw6j/FacilitySurveyQuestions_12aug2021.docx?rlkey=zqd7cq6w3jc60otmt0ufjpy8q&dl=0
https://www.dropbox.com/scl/fi/tjdcui7y8s0g1uw5soq5h/Endline-Facility-Survey_052023.docx?rlkey=sieqlqp9nwl3h1upeyu545iga&st=f4prs6y4&dl=0
https://www.dropbox.com/scl/fi/i966r8ggfsh9i3rm03gip/2Facility_Survey_Codebook.xlsx?rlkey=3x67w141fdmzsubwyu4nmdrmp&dl=0
https://www.dropbox.com/scl/fi/n702wq7yh7y3xxjo8wtc9/Clarification-Email.docx?rlkey=f1pz4qhdyye9ihajdzx42u9qm&dl=0
https://www.dropbox.com/scl/fi/lym8zkkiaibkmsigoeils/NCCHCStaffSurvey.docx?rlkey=p3xqvsg38ik9w2ht0o8ltipp6&dl=0
https://www.dropbox.com/scl/fi/40p3nnk0t1l2p8mv2fo8h/Endline-staff-survey.docx?rlkey=t582nr4ggcoxhkae7zb2b7v1u&dl=0
https://www.dropbox.com/scl/fi/v8laebom8wff7mrcrbu3p/Facility-Leadership-Interview-Script-final.docx?rlkey=jjgqtkyu7bhczckllcw5dge8p&dl=0
https://www.dropbox.com/scl/fi/nfeg23ob9jb5gogqctxpi/Inmate-Interview-Script-final.docx?rlkey=xcihlrfdodb12bjmkr13jfqsa&dl=0
https://www.dropbox.com/scl/fi/j0pt4vfrx2b1blbq4onjv/Health-Care-Predictions-Study-Part-1-Prolific.docx?rlkey=9c0ap547b48wf9lz1u35vuz4l&dl=0
https://www.dropbox.com/scl/fi/8ccy1wrzsbfutwlnb6oo8/Expert-Survey.docx?rlkey=sr38ryf4acyxha3omx44a7hg6&st=g614iduz&dl=0
https://www.dropbox.com/scl/fi/ewzwo9tsfhoz1alh0ciuw/Medical-audit.xlsx?rlkey=5g9j48zdvrarkw54ckpql2d15&dl=0
https://www.dropbox.com/scl/fi/pe2xws02vjovx5oyyz0r7/CoC.pdf?rlkey=06hpptxg4xgutdycbjjq0x2jo&dl=0
https://www.dropbox.com/scl/fi/loiv6okoogk2d9wd4gyo7/Screening_NCCHC_v1.docx?rlkey=sqwctwd26kapr3gscioxmdf6b&dl=0
https://www.dropbox.com/scl/fi/9ec2ogzlzsiktkosadfaz/recruitment-email.docx?rlkey=ypfj3gsvhk57p6ycekiplawb9&dl=0


D Description of Data Elements
D.1 Facility Survey
After the orientation meeting, the facility received the link to the baseline facility survey. Each facility had
2 weeks to complete it and received email and phone reminders 5 days, 3 days, and 1 day before the survey
deadlines.

At endline, the facility was asked to update their answers to the survey. The survey they received was
prepopulated with their answers from baseline and they only had to update the answers to the questions
that had changed, in addition to answering the three new questions that were added to the endline survey.
The three new questions added were as follows: (1) A copy of inmate booking records from 2021 to present
(including the name of individual, DOB, gender, race, and arrest charges); (2)Number of health care related
lawsuits and/or consent decrees filed against the facility by year from 2017 to present; and (3) Estimate of
the amount spent on health care each year from 2017 to present. The endline facility survey is available here.

After the facility submitted the online facility survey at both baseline and endline, the research team
reviewed their responses and followed up with any clarifying questions regarding information provided
or missing documents. Facilities had 14 days to provide missing information or clarify questions. If the
information was not provided within the 14 days, the clarification request was closed and research team
used the facility’s original survey response. See the clarification request email linked here.

The material uploaded by the facility to the online survey was then downloaded to a secure server
in a facility-specific folder. The research team then performed initial cleaning of the data and prepared
documents for in-depth coding.

D.2 Staff Survey
After the facility survey was sent, the research team obtained staff email lists from each facility at baseline.
This list included both custody and medical staff emails. The template email is available here and the staff
survey questions are linked here. These questions are related to staff satisfaction, coordination, and percep-
tions of care. In some cases, the facility was unable to provide the list of emails, andwe thenworked directly
with our facility contacts who distributed these surveys on our behalf. The deadline to complete the staff
survey was two weeks.

The study team sent reminder emails 5 days, 3 days, and 1 day before the survey deadline to increase
the number of responses. If at least 5 individuals completed the survey and a gift card lottery was permitted
by the facility, one staff member was randomly selected to receive a $100 gift card.

At endline, we requested an updated staff email list and sent the survey to both the baseline and endline
email list.

D.3 Medical Audit
Facilities were asked to complete a virtual medical audit at endline. To be able to measure the effect of
accreditation and changes over time, medical charts were requested for both the endline period and period
of time before baseline. Each facility received a checklist of material to prepare in advance of the audit
available here which included two health records per condition per period for those with suicidal ideation,
hypertension, and opioid use disorder, if available, as well as two inmates at random. We also collected the
12-month death log, sick log and any administrative reviews of deaths or autopsies.

Each facility was able to select a three-hour timeslot for the audit to occur. The medical audit was
conducted by a medical expert who was blinded to the treatment status of a facility and led the completion
of a catalog of standardized questions available here. If the facility used an electronicmedical record system,
the facility screen shared the records live on the call with the team. If the facility used paper records, the
facility received a document camera from the Harvard study team to use to display the records virtually. In
all cases, the identifying information of the patient was obscured and not recorded by the study team.
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https://www.dropbox.com/scl/fi/wrns2h8n2i8s8c7kclw6j/FacilitySurveyQuestions_12aug2021.docx?rlkey=zqd7cq6w3jc60otmt0ufjpy8q&dl=0
https://www.dropbox.com/scl/fi/tjdcui7y8s0g1uw5soq5h/Endline-Facility-Survey_052023.docx?rlkey=ni1kzpnagsjl3astei6n7vmvf&dl=0
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D.4 Leadership Interviews
At endline, we conducted qualitative interviewswith one health leader (e.g., nurse or health services admin-
istrator) and one custody leader (e.g., warden or sheriff) at each participating facility to understand their
perceptions of the health care delivery. These interviews were conducted on Zoom, took approximately 45
minutes each, and were conducted in private. The interview script, including questions, is available here.

D.5 Inmate Interviews
At endline, qualitative interviews were also conducted with three incarcerated individuals at each facility.
The facility was asked to randomly select three incarcerated individuals to participate, of whom at least two
should have received health care in the last month. The goal of these interviews was to understand their
perceptions of the health care. These interviews were conducted on Zoom, took approximately 45 minutes
each, and were conducted in private. The interview script, including questions, is available here.

D.6 Expert Prediction Survey
Definition of Expertise: We recruited respondents with different types of expertise to a prediction survey.
Given that our focus was on health services in jails, the three domains of expertise were considered: (1) Jail
administrators and healthcare providers, (2) Previously incarcerated individuals, and (3) Policy analysts
and academics.

Recruitment to Prediction Survey: From October 2022 to March 2024, we collected predictions on our study
from 145 experts across different domains of expertise. Jail Administrators and jail health care providers
were recruited to complete the survey at national corrections conferences. In addition, we used Safety Source
(2021) to cold call various directors of facilities that were not associated with the study. Previously incarcer-
ated individuals were recruited to participate through a screener survey posted on Prolific. To be eligible for
the survey, the screener asked them to select all statements that apply to them from a list of 13 options with
one of the options being that they have personal experience with the criminal justice system. If they select
this option, they then receive another questions asking to select which experience align to their experience.
All respondents that selected that they have previously spent time in jail, were then invited to take the expert
survey. Finally, policy analysts and academics were recruited at a variety of conferences.

Expert Prediction Survey Aims: The purpose of the expert surveys was to: (1) assess whether accreditation
was predicted to affect outcomes and the directionality of that effect; (2) assess whether the predicted effect
differed by type of expertise; (3) ascertain baseline features of facilitiesmight be important for heterogeneity;
and (4) compare expert predictions to the study findings.

Deployment: The survey was deployed through Qualtrics (available here).

Incentives: All participants received a $20 gift card for participation. To incentivize survey accuracy, three
experts and two previously incarcerated individuals with survey responses most accurately aligned with
the results of the study are to receive an additional $100 gift card.

Survey Flow and Demographics: Following the collection of basic individual background characteristics and a
brief description of the study, participants were asked what baseline factors might modify the effects of ac-
creditation. Summary statistics on the experts can be found in Appendix Table D1. Next, respondents were
asked whether accreditation would affect patient care and treatment, inmate deaths, litigation and health
care related spending. We incentivized responses to such answers noting that those who were closest to
actual results would receive a bonus payment. In addition, we asked participants to rank the importance
of the quality standards and define what is included in those categories. For many of these questions, we
also asked the degree of confidence the respondents had in their answers. We use these data to understand
whether experts fromdifferent domains ranked outcomes differently, suggesting they value orweight things
differently, and to take a disciplined approach to assessing for heterogeneity.
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Appendix Table D1: Expert Survey Demographics

Number of Respondents Percent of Respondents

Age
18-24 3 2.07%
25-34 23 15.86%
35-44 41 28.28%
45-54 51 35.17%
55-64 20 13.79%
65-74 5 3.45%
75+ 2 1.38%

Gender
Male 66 45.52%
Female 78 53.79%
Transgender 1 0.69%

Race/Ethnicity
Asian 12 8.28%
Black or African 19 13.10%
Hispanic 4 2.76%
Native American 1 0.69%
Mixed race 6 4.14%
White/Caucasian 101 69.66%
Prefer not to say 2 1.38%

Schooling
Some college but no degree 22 15.17%
Associate’s degree (2 years) 22 15.17%
Bachelor’s degree (4 years) 29 20.00%
Post-graduate degree 64 44.14%
High school degree or less 8 5.52%

Notes: This table shows the demographics of those who participated in the expert survey. The number of recruited experts is 145. The first column
lists the key demographic information, the second is the number of participants that fall into that group, and the third column calculates the share of
respondents within that group (adding to 100 for each).
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Appendix Figure D9: Facility Photos

Private Space Sharps Removal

Notes: Figure shows two examples of facility photo documentation as required by the facility survey. Left panel shows a private
patient examination space. Right panel shows sharps removal container.
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E Coding and Construction of Indices
Coding for this project required two major tasks: (1) Coding up raw material (e.g., responses and forms
from facilities); and (2) Data cleaning and analysis. We also developed processes and procedures to make
sure coding was performed in a systematic, unbiased way across various members of the team.

E.1 Coding Committees and Codebook
One of the more laborious tasks was translating the NCCHC questionnaires into analyzable data elements.
This required determiningwhich questionsweremost objective and thus should be included in ourHarvard
study. We also had to develop amapping between the questions and binary fields forwhether that particular
component of the standard was met or unmet (Yes/No, 1/0).

Coding Committeeswere assembled and worked for several months examining each individual NCCHC
question and developing themost objective version of that question for Harvard surveyors as well as specific
guidance as to whether the particular criteria was met. The coding committee for the Facility Survey con-
sisted of Harvard undergraduates working with the study authors and Coordinator, alongside predoctoral
fellows. The Coding Committee for the medical audits included medical students, the Project Coordinator
and was overseen by one of the PIs with expertise in medicine. The Facility Survey Committee created a
codebook for the coding by research assistants, who typically were Harvard college or Harvard law stu-
dents. The codebook described how each answer should be coded as to ensure consistency across RAs.
Importantly, the RAs were trained to code whether the service/process was done as indicative of meeting the
standard, not the outcome of that test/process itself. For example, testing for sexually transmitted infections
(STI) was considered meeting the standard even if the patient was ultimately diagnosed with a STI. Each
row of the codebook defined the variable name, format (e.g., binary, text), reasons for skipping, question,
instructions for coding, valid entries, and the variable description. A link to the codebook is available here.31
See Appendix Section E.4 for further details.

E.2 Variable Transformation
The last step was the more familiar data cleaning and analysis by predoctoral fellows from the Health In-
equality Lab and theMalcolmWiener Center. This required resolving disagreements between two indepen-
dent manual coding RAs with a third tie-breaker if needed. Transformation of variables was also required.
Variables were recoded so that higher values were preferred. In addition, we performed the following trans-
formations:

1.) For binary questions – we maintained the dichotomous structure and applied the penalty rule de-
scribed below.

2.) For continuous outcomes – we dichotomized them for purposes of aggregation using the NCCHC
standard rule whenever it was specified or the median across the baseline sample.

a.) For example, for the question how many days after admission was a mental health assessment
performed, NCCHC provides a clear standard (within 14 days) and any facility not meeting that
standard was given a 0.

b.) As an example of the second approach, for the question, "how many FTE does a mental health
specialist contribute?" - NCCHC does not have a clear standard. Thus, responses higher than the
median at baseline were given the value of 1 while those lower than or equal to the median were
given a value of 0.

3.) For grouped outcomes, we use the number of outcomes in the group as the denominator and compute
the share of all items in the group that were performed as the numerator. For example, one of the
grouped questions was whether health records documented patient education on salt intake, weight
management or medication.

31At endline, only the answers that changed from the baseline survey were coded.
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4.) For some text variables, we encoded to a binary variable. For example, to the question "What is the
name of the Responsible Health Authority (RHA)," we coded as 0 if there was no name given as that
indicated there was no RHA.

In addition, non-response was often indicative that standards were not beingmet andwe developed specific
procedures for coding missings (see Appendix Section E.2.2).

E.2.1 Training of the Manual Coding Research Assistants

In order to be hired as a manual coding Research Assistant for the project, students had to undergo several
steps. First, the applicants had to sign a form stating they would maintain strict confidentiality if they hap-
pened upon identifying information about a facility in the process of coding up their responses. Second,
they did CITI training – which was required by the IRB. Third, they had to complete a training class with the
Project Coordinator. The training guided new coders through the process and showed them where all the
documents were located and what information they contained. Lastly, they completed a coding test which
was supervised by a senior coder consisting of a spreadsheet with each of the 202 variables across the top.
The coding was checked for accuracy and feedback was provided. A particular question was manipulated
to assess whether the coder would detect the ambiguous response and reach out to study leadership. If the
coder passed these checks, they were used in the actual manual coding exercise.

E.2.2 Penalization for Missing Data

If a facility was unable or unwilling to provide information, we assume the worst case scenario.

1. Refused participation in survey: If a facility refused to conduct a crucial quantitative part of the
Harvard study – such as the medical audit – all responses to that specific survey instrument are coded
as unmet. As noted in the main text, the baseline and endline facility surveys were completed by all
46 facilities.

2. Refused to answer a specific question: If a facility participated in the survey but refused to answer a
specific question, the response is coded as not meeting the specific criteria.

3. Gateway questions: Whether some questions are asked depends on how a previous question is an-
swered. For example, during the medical audit, if a facility answers Yes to "Is the inmate tested for
STIs," they are then asked "Of the sample tested for STIs, which diseases were tested: Chlamydia,
Syphilis, HIV.”" However, facilities that answer no to "Is the inmate tested for STIs," are not asked the
following questions, and were penalized as not having met any of the subsequent criteria.

E.3 Coding Outcomes
An important coding decisionwas how to reduce the dimensionality of the outcomes in a principledmanner.
This was done by categorizing all the various questions in the facility survey and medical audit into one of
the seven quality standards. Given the importance ofmortality as an outcome, it was coded separately using
both administrative death logs and media reports. See Appendix Section E.8 for further details.

E.4 Coding Facility Survey
The facility survey consisted of 62 questions that were asked directly to a jail administrator and 43 requested
documents. Based on the work of the Coding Committee the responses were divided two types of variables:
(1) coder to determine (CTD) in which RAs determined whether the each answer provided by the facility
met the corresponding quality metric and manually coded this determination, and (2) facility to answer
(FTA) in which the facility administrator answered directly through the online portal. Each of the FTA
questions were then mapped to the seven quality standards and to 40 substandards. Of the 328 CTD ques-
tions, the codebook specifically provided instructions on how to ascertain whether the criteria was being
met. The coding process for the Facility Survey was as follows:

1. For each facility, two RAs independently coded the baseline facility survey by inspecting the uploaded
documentation and following the codebook.

A.39



2. To ensure independence and to maintain security, each RA received a personal folder only they could
access on the server – and with only the one facility’s information they were coding at the time. This
was done to prevent RAs from checking their work against others and to preserve security by keeping
data access strictly limited.

3. The two manual coding RAs were blinded as to whether the facility was in the treatment or control
groups.

4. After completion, a third team member resolved any flagged discrepancies by re-reviewing the entire
section the discrepancy was found (not just the question item). The third team member was also
blinded to the first two reviewers’ coding.

E.5 Coding Staff Survey
These data are individual-level data with most of the answers being multiple choice. For Likert outcomes,
we rescaled so the outcomes were between 0 and 1 but kept continuous.

E.6 Coding Medical Audits
For the medical audits, we received raw workbooks from the medical scribes, which we then cleaned and
adjusted certain variables based on NCCHC standards. For example, if an incarcerated individual had not
been in the facility for at least 14 days, it would not be applicable to have an initial health assessment. Ad-
ditionally, when specific medical items (e.g., STI testing, receiving screening) are not recorded, we penalize
them by coding them as zeros, indicating that the facility did not meet the standard. These data are inmate-
patient level, with two records requested per condition per facility and period, including general patient
records. The records are collapsed to the facility level for the construction of quality metrics in Section VI
and Appendix A. However, for analyses focused on mechanisms in Section VII, we kept data at the patient-
inmate level to assess screening and intake.

E.7 Coding Media-Reported Deaths
Consistent with applicable federal law on deaths in custody reporting, we exclude deaths occurring prior
to booking (during arrest or transport to jail). Coding was done in accordance with a structured protocol
involving two independent coders who were blinded to treatment status. Coders were provided a protocol
specifying search terms, source types, and the set of variables to be recorded. For each identified death,
we record the date and location of death to the extent allowed by the data sources. One coder, remaining
blinded to treatment status, conducted a formal adjudication process in which each source was re-verified
and discrepancies in death details were resolved by prioritizing sheriff records when available or sources
with the most complete and current information.

Tomaximize coverage across the variation inmedia-related reporting, we systematically searched three
categories of sources: (i) traditional media outlets and public releases from Sheriff’s offices and medical
examiners, (ii) reports from oversight bodies, including District Attorney investigations and Department
of Corrections publications, and (iii) independently-maintained public databases, including Reuters and
Incarceration Transparency.

We determine the location of death based on the reported place of official pronouncement. Deaths are
classified as in-jail when reported as occurring within the facility with no conflicting report that the indi-
vidual was pronounced deceased elsewhere. Cases in which individuals are transported and subsequently
pronounced deceased at a hospital are classified as hospital deaths.

E.8 Construction of Indices
As per our pre-analysis plan, we created indices corresponding to each of the quality standards. The indices
were created using the questions within each of the data sources (facility survey, both CTD and FTA as well
as medical audit) that corresponded to that standard. The NCCHC groups their standards into seven main
categories, listed below and described in further detail in Table 1 with typical examples:
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• Governance and Administration

• Health Promotion, Safety, and Disease Prevention

• Personnel and Training

• Ancillary health care Services

• Patient Care and Treatment

• Special Needs and Services

• Medical-Legal Issues

To construct the meta indices of quality we aggregate questions that pertain to a given standard. We aggre-
gate them using the pre-specified approaches described below:

Equal Weights: Each question was equal weight by computing the simple average across all variables in a
given index.

Principal Component Analysis: We also use principal component analysis (PCA) to aggregate individual com-
ponents (Bai 2003). We include all 224 outcomes and use the first component to create a meta-index, rescal-
ing to ensure the principal component is positive and lies in the unit interval (Lise and Postel-Vinay 2020).

Expert Weights: We created a weighted overall average with the weights corresponding to the importance of
each standard as ranked by experts (See Appendix Section D.6 for further details).32

We follow an analogous construction of indices using the production function approach described in Section
IV.2.

32Thismethod is also inspired bywork fromPewCharitable Trusts (2017). We computedweights from reciprocal ranks as described
in Section IV.3.
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