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Abstract

Background.
Post-incarceration syndrome (PICS) has become a common vocabulary for the lasting psychological
imprint of confinement. Its diffusion into clinical, legal, educational, and funding contexts has outpaced
any test of whether it meets the standards expected of a clinical construct. This article appraises PICS
against established criteria of construct validity and specifies a validated, measurable framework for
reentry science, clinical care, and policy.

Methods.
A critical scoping review was conducted using the Arksey and O’Malley framework and reported with
reference to the PRISMA extension for scoping reviews. Construct-validity theory served as the appraisal
lens. Because the review employed purposive sampling of foundational and high-impact literature rather
than a systematic search with a maintained screening log, no flow diagram was generated. Thirty-nine
sources of evidence were synthesized and are listed by domain.

Results.
PICS originated in non-peer-reviewed practitioner literature, and to the author’s knowledge only one
identified empirical study has examined it as a named construct; that study concluded the observed
cluster is most plausibly a subtype of post-traumatic stress disorder rather than a distinct syndrome.
PICS has no validated operationalization, no demonstrated discriminant validity, and is not recognized in
ICD-11 or DSM-5-TR. Its descriptive content is more precisely captured by complex PTSD, moral injury,
the institutionalization literature, narrative-identity and desistance theory, and fundamental-cause
models of population health.

Conclusions.
Current evidence supports treating PICS as a heuristic framework rather than a validated independent
construct. Reentry science and policy are better served by measurable, validated constructs, with
caution in applying syndrome language to entities that do not meet nosological standards. A validation
agenda is specified for any program wishing to retain PICS.

Background
Each year, more than half a million people are released from U.S. state and federal prisons, and many
more cycle through local jails (Bureau of Justice Statistics, 2023). Reentry is a population-level
phenomenon, and the period after release is acutely dangerous. In the first two weeks, mortality among
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former prisoners is roughly 13 times that of the general population, led by overdose, cardiovascular
disease, homicide, and suicide (Binswanger et al., 2007). Formerly incarcerated people carry elevated
burdens of chronic illness, psychiatric morbidity, and premature death (Massoglia & Pridemore, 2015),
and they return to labor markets that penalize a criminal record and to communities shaped by
concentrated disadvantage (Pager, 2003; Western, 2006).

To name the lasting psychological imprint of this experience, practitioners and advocates increasingly
invoke Post-Incarceration Syndrome (PICS). The label is intuitive and clinically resonant, and it has
migrated from advocacy into curricula, court narratives, and funding applications. Migration of that kind
imposes an obligation: a term used as if it were a diagnosis should meet the standards of one. The issue
is not whether PICS was originally proposed as a formal diagnosis, but whether its contemporary use in
clinical, legal, educational, and funding contexts increasingly treats it as though it were one. This article
asks whether PICS does.

The argument appraises PICS against the criteria of construct validity, the framework by which the field
decides whether a proposed entity measures something real and distinct (American Educational
Research Association et al., 2014; Cronbach & Meehl, 1955). It advances three claims. First, current
evidence does not support PICS as a validated independent construct. Second, its descriptive content is
more precisely and more responsibly captured by validated constructs. Third, reentry science and policy
are better served by an integrated, measurable framework that situates those constructs within the
social determinants of health. The aim is not to deny the suffering PICS describes, which is real and well
evidenced, but to give that suffering language that can be measured, treated, and defended.

A construct is a theoretical entity inferred from observable indicators and supported through empirical
validation. Construct validity refers to the degree to which evidence and theory support the interpretation
of a construct as representing a distinct phenomenon rather than a relabeling of existing concepts
(American Educational Research Association et al., 2014; Cronbach & Meehl, 1955). Because PICS is
increasingly invoked as though it represents a discrete clinical entity, it warrants evaluation against these
standards.

Method
This review followed the scoping framework of Arksey and O’Malley (2005). Reporting was informed by
the principles of transparency in the PRISMA extension for scoping reviews (PRISMA-ScR; Tricco et al.,
2018) and the PRISMA 2020 statement (Page et al., 2021), although, as detailed below, this was a
conceptual construct-validity appraisal rather than a systematic search, and the full PRISMA screening
apparatus does not apply. The approach was selected because the governing question, whether PICS is
a valid construct, calls for conceptual and evidentiary mapping rather than effect estimation. A
conventional meta-analysis was not feasible because no primary study has measured PICS with a
validated instrument, leaving no effect sizes to pool. That absence is treated here as a finding rather than
a limitation.
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Searches spanned PsycINFO, MEDLINE/PubMed, Criminal Justice Abstracts, and Web of Science,
supplemented by gray literature, reference-list hand-searching, and foundational texts. Searches were
conducted between January 1, 2026, and May 30, 2026. The 1940 starting point was selected to capture
foundational prisonization literature beginning with Clemmer's (1940) work on prison adaptation, with no
upper date limit. Search terms included combinations of post-incarceration syndrome, incarceration
trauma, reentry trauma, prisonization, institutionalization, posttraumatic stress disorder, complex PTSD,
moral injury, solitary confinement, prison victimization, psychological distress, desistance, and social
determinants of health. An example search strategy was: (“post-incarceration syndrome” OR
incarceration trauma OR prisonization OR institutionalization) AND (PTSD OR complex PTSD OR trauma
OR mental health OR reentry). Search terms were adapted as appropriate for individual databases.
Inclusion and exclusion criteria are summarized in Table 1; in brief, English-language peer-reviewed
empirical and theoretical work, foundational texts, and the originating practitioner literature bearing on
construct definition, measurement, or validity were eligible, and sources lacking any identifiable
construct or measurement claim were excluded.

Because this was a construct-validity scoping review employing purposive sampling of foundational and
high-impact literature, a formal PRISMA flow diagram was not generated. Thirty-nine sources of evidence
met the inclusion criteria and were synthesized; an additional six methodological, classification, and
reporting-guideline references were cited (Arksey & O’Malley, 2005; Cronbach & Meehl, 1955; American
Educational Research Association et al., 2014; Page et al., 2021; Tricco et al., 2018; World Health
Organization, 2019), for 45 references in total. To the author's knowledge, only one identified empirical
study directly examined PICS as a named construct (Liem & Kunst, 2013, N = 25 released lifers). The
included sources of evidence are listed by domain in Table 2. Screening and selection were conducted by
a single reviewer. Evidence was charted against the components of construct validity: content coverage
and provenance, criterion and empirical support, structural and measurement adequacy, convergent and
discriminant validity against neighboring constructs, and consequential and nosological standing
(American Educational Research Association et al., 2014; Cronbach & Meehl, 1955). A large language
model (Claude, Anthropic) was used to assist with drafting, literature organization, and copy-editing; the
author verified all sources and analytic claims against primary records and takes full responsibility for
the content.
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Table 1
Eligibility Criteria for the Scoping Review

Parameter Inclusion Exclusion

Topic Psychological, behavioral, or health sequelae of
incarceration and reentry

Sources unrelated to
incarceration or postrelease
adjustment

Construct
focus

Post-incarceration syndrome and candidate
alternative constructs (e.g., PTSD, complex
PTSD, moral injury, prisonization, desistance)

Sources with no identifiable
construct or measurement claim

Source type Peer-reviewed empirical and theoretical work;
foundational texts; originating practitioner
literature

Opinion pieces and promotional
materials lacking conceptual or
empirical content

Language English Non-English without available
translation

Date range 1940 to present, to capture foundational and
contemporary literature

None on the basis of date alone

Outcome Evidence bearing on construct definition,
measurement, or validity

Sources bearing on none of
these

Note. Criteria reflect a scoping rather than an exhaustive systematic search; emphasis was placed on
foundational and high-impact sources.
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Table 2
Included Sources of Evidence by Domain

Domain Included sources of evidence n

Post-incarceration
syndrome (direct)

Gorski (2001); Liem & Kunst (2013) 2

PTSD and complex PTSD Baranyi et al. (2018); Brewin et al. (2017); Cloitre et al. (2018);
Facer-Irwin et al. (2021); Goff et al. (2007); Herman (1992);
Karatzias et al. (2017); Maercker et al. (2013); Young et al.
(2025)

9

Moral injury DeCaro et al. (2024); Litz et al. (2009); Shay (1994); Williamson
et al. (2025)

4

Institutionalization and
prisonization

Clemmer (1940); Goffman (1961); Haney (2002); Haney (2006);
Haney (2018); Listwan et al. (2010); Luigi et al. (2020)

7

Narrative identity and
desistance

Maruna (2001); Sampson & Laub (1993) 2

Structural and social
determinants

Binswanger et al. (2007); Link & Phelan (1995); Massoglia &
Pridemore (2015); Pager (2003); Schnittker et al. (2012);
Wacquant (2009); Western (2006)

7

Trauma and reentry DeVeaux (2013); Jäggi et al. (2016); Kim et al. (2019); Liu et al.
(2021); Pettus (2023); Pettus-Davis et al. (2019); Pettus-Davis
(2020)

7

Emerging PICS inquiry
(gray literature)

Nolan & Robinson (2024) 1

Total   39

Note. PICS = post-incarceration syndrome; PTSD = post-traumatic stress disorder. The 39 sources of
evidence listed here exclude 6 methodological, classification, and reporting-guideline references
(Arksey & O’Malley, 2005; Cronbach & Meehl, 1955; American Educational Research Association et
al., 2014; Page et al., 2021; Tricco et al., 2018; World Health Organization, 2019), for 45 references in
total.

The Post-Incarceration Syndrome Construct
Post-Incarceration Syndrome was introduced by Gorski (2001) in Addiction Exchange, a practitioner
newsletter rather than a peer-reviewed journal. Gorski proposed a cluster of institutionalized personality
traits, post-traumatic stress, antisocial personality features, social-sensory deprivation effects, and
substance use disorder. The formulation was clinically observant and synthesized phenomena that
clinicians recognize. It was not accompanied by a measurement model, a validation sample, or tests of
discriminant validity, and it has not been developed as such in the intervening years. A construct of
practitioner origin has since acquired a quasi-diagnostic role without passing through the steps that role
requires. Recent community-engaged efforts have begun to investigate PICS and to advocate its
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recognition as a disorder (Nolan & Robinson, 2024); however, these efforts remain preliminary and have
not yet produced psychometric validation studies, which is precisely the gap this review identifies.

Although empirical validation remains limited, PICS has achieved substantial diffusion into reentry
practice. Practitioner education materials, community-based organizations, and public-facing advocacy
increasingly employ the term as a framework for understanding postrelease adjustment (Nolan &
Robinson, 2024). This diffusion appears to have occurred more rapidly than empirical validation, creating
a notable gap between practice adoption and scientific evidence. Notably, even these emerging efforts
focus primarily on recognition and awareness rather than psychometric validation. That gap is the
central concern of this review: a construct can be useful to practitioners and meaningful to those it
describes while still lacking the measurement and nosological credentials that would justify its use as a
diagnosis.

The Strongest Case for the Construct
Intellectual honesty requires stating the construct at its best before appraising it. The case for PICS is
threefold. Clinically, it captures a recognizable presentation that practitioners encounter repeatedly,
lending it face validity. Pragmatically, it offers a single accessible term that helps clients name their
experience and helps systems organize services, which has real value for engagement and
destigmatization. Conceptually, it gestures at something the single-event trauma model can miss: that
confinement is a sustained, environmentally imposed condition whose effects are cumulative. These are
genuine strengths, and they explain the term’s appeal. The question is whether face validity and utility are
sufficient. Under the standards the field applies to any clinical construct, they are not.

The appeal of PICS may stem from its attempt to integrate multiple consequences of incarceration into a
single explanatory framework. However, the existence of a recognizable clinical presentation does not
establish the existence of a distinct clinical construct. Many phenomena initially identified through
practitioner observation were later absorbed into broader validated frameworks once empirical testing
clarified their underlying structure. The relevant question is therefore not whether incarceration causes
lasting psychological harm, which is well established and documented even in first-person accounts
(DeVeaux, 2013), but whether that harm represents a unique syndrome distinguishable from existing
validated constructs. The question is complicated further by directionality: in a representative sample of
5,189 adults, trauma exposure and PTSD were strongly associated with both arrest and incarceration
histories, indicating that trauma frequently precedes confinement as well as following it (Jäggi et al.,
2016). A construct framed as a consequence of incarceration must therefore be distinguished from
preexisting trauma, a separation PICS has never attempted.

Construct-Validity Appraisal

Content and Provenance
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PICS entered the literature through gray, non-peer-reviewed channels (Gorski, 2001). Gray-literature origin
is not disqualifying; many durable constructs begin as clinical observation. It does raise the bar for
subsequent confirmation, which here has been minimal, and it means the content domain was never
specified with the rigor validation requires.

Criterion and Empirical Support
To the author's knowledge, Liem and Kunst (2013) remains the only direct empirical study identified in
this review that examined PICS as a named construct. They conducted in-depth interviews with 25
released lifers who had served an average of 19 years. Alongside chronic PTSD, they identified
institutionalized personality traits, social-sensory disorientation, and alienation. Crucially, the authors
concluded that this cluster most plausibly constitutes a discrete subtype of PTSD arising from long-term
imprisonment, not a separate syndrome. The study was small, qualitative, drawn entirely from homicide
offenders serving life terms, and explicitly exploratory. It cannot support generalization to the broader
reentry population, and its own conclusion points away from PICS as an independent entity.

Although PICS itself has received little direct empirical testing, adjacent evidence strongly supports the
underlying phenomena. Systematic reviews and meta-analyses document elevated PTSD among
prisoners, with one pooling 56 samples comprising 21,099 incarcerated people across 20 countries
(Baranyi et al., 2018; Goff et al., 2007; Young et al., 2025), and a recent meta-analysis confirms a robust
association between trauma exposure and mental disorder across prisoners and ex-prisoners (Liu et al.,
2021). Complex PTSD is common in custodial samples (Facer-Irwin et al., 2021); prison victimization
and coercion predict posttraumatic cognitions and trauma symptoms (Listwan et al., 2010); solitary
confinement is linked to severe psychological harm, self-harm, and elevated mortality (Haney, 2018; Luigi
et al., 2020); and trauma continues to accumulate after release, with 47% of one postrelease cohort
experiencing at least one traumatic event within eight months (Pettus-Davis, 2020). This pattern
supports the reality of post-incarceration harm while weakening the case for PICS as a distinct
nosological entity, because the documented harm is already captured by validated constructs.

Structural and Measurement Adequacy
There is no psychometrically validated instrument that operationalizes PICS. Absent a measure, the
construct cannot be reliably identified, its prevalence cannot be estimated, its structure cannot be tested,
change cannot be tracked, and rival claims cannot be adjudicated. In the language of validity theory, a
construct without a measurement model has no testable structure (Cronbach & Meehl, 1955). This is the
decisive deficiency, and it is what precludes meta-analysis.

Convergent and Discriminant Validity

Page 8/19



A construct earns its place by predicting and cohering where it should and by separating from neighbors
where it should (Cronbach & Meehl, 1955). PICS has never been subjected to such tests. Its listed
features map onto existing constructs: hypervigilance, intrusive recollection, and avoidance are PTSD;
affect dysregulation, negative self-concept, and relational disturbance are the disturbances in self-
organization that define complex PTSD (Brewin et al., 2017; Karatzias et al., 2017). Without evidence that
PICS captures variance beyond these, it has not demonstrated discriminant validity and risks being a
relabeling of better-specified entities.

Consequential and Nosological Standing
PICS is not recognized in ICD-11 or DSM-5-TR and lacks the reliability, validity, and clinical utility evidence
typically required for nosological inclusion. The consequential aspect of validity concerns the effects of
using a label (American Educational Research Association et al., 2014). Diagnostic-sounding syndrome
language applied to an entity outside both classification systems can mislead clinicians, courts, and
funders, and can shift attention toward individual pathology and away from the structural conditions that
drive reentry harm.

Validated and Measurable Alternatives
The phenomena PICS gestures at are real. They are also already well theorized and, in most cases,
measurable. Five complementary constructs cover the territory with greater precision, as summarized in
Table 3.

Complex PTSD
Complex PTSD, articulated by Herman (1992) and formalized in ICD-11 (Maercker et al., 2013; World
Health Organization, 2019), is the most direct alternative. It comprises the three PTSD clusters, re-
experiencing, avoidance, and a sense of current threat, plus three disturbances in self-organization:
affect dysregulation, negative self-concept, and disturbed relationships (Brewin et al., 2017). Its etiology
is prolonged, repeated trauma from which escape is difficult, conditions that describe long-term
incarceration with precision (Herman, 1992). The PTSD and complex PTSD distinction is supported
across epidemiological, clinical, refugee, prisoner-of-war, and forensic samples; complex PTSD carries
greater functional impairment; and a validated self-report measure exists in the International Trauma
Questionnaire (Brewin et al., 2017; Cloitre et al., 2018; Karatzias et al., 2017). Complex PTSD supplies
what PICS does not: a defined structure, demonstrated discriminant validity, a validated measure, and
nosological standing. Facer-Irwin et al. (2021) found complex PTSD to be common among sentenced
male prisoners, with 16.7% meeting criteria, supporting the claim that prolonged confinement-related
trauma is better captured by ICD-11 PTSD and complex PTSD frameworks than by an unvalidated PICS
label.

Page 9/19



Long-term incarceration may involve chronic exposure to threat, deprivation, institutional control,
uncertainty, social isolation, and loss of autonomy. These conditions resemble the prolonged and often
inescapable forms of adversity commonly associated with complex PTSD. Haney (2002) argued that
many adaptations required for survival in prison, including emotional withdrawal, hypervigilance, social
distrust, and institutional dependence, mirror trauma-related responses that persist after release. Viewed
through this lens, many experiences attributed to PICS may be more parsimoniously understood within
existing complex PTSD frameworks than as evidence of a novel syndrome.

Moral Injury
Distress organized around shame, self-condemnation, loss of meaning, and ruptured trust is better
understood as moral injury: the lasting psychological, social, and spiritual harm that follows perpetrating,
failing to prevent, or witnessing acts that transgress deeply held moral beliefs (Litz et al., 2009; Shay,
1994). Moral injury is conceptually distinct from fear-based PTSD and is especially salient for justice-
involved populations, including justice-involved veterans, whose distress often centers on guilt and
identity rather than threat. It points intervention toward repair, meaning-making, and restoration rather
than symptom suppression alone.

Emerging scholarship suggests that justice-involved populations may experience guilt, shame, betrayal,
moral conflict, and identity disruption resembling moral injury processes described in military and
trauma literature. Although moral injury was first articulated in military contexts, recent work documents
it directly in carceral settings: qualitative research describes moral injury among both prison staff and
detainees (Williamson et al., 2025), and an empirical study of former life-sentenced prisoners found
substantial exposure to morally injurious events (DeCaro et al., 2024). For some individuals, distress
following incarceration may be organized less around fear and threat than around perceived violations of
personal values, family obligations, or moral identity. This distinction has implications for treatment,
because interventions emphasizing meaning-making, accountability, forgiveness, and restoration may be
more appropriate than approaches focused solely on fear-based trauma symptoms.

Moral injury may be particularly salient among justice-involved veterans, whose incarceration
experiences can intersect with combat trauma, guilt, shame, and identity disruption, and whose reentry
requires coordination across correctional, community, and Veterans Affairs systems (Kim et al., 2019).
For this population, a framework that distinguishes morally injurious distress from fear-based PTSD is
not merely academic; it determines whether care addresses the actual structure of the distress.

Institutionalization and Prisonization
The behavioral adaptations PICS describes were mapped long before the term existed. Clemmer (1940)
named prisonization, the assimilation of prison norms and habits. Goffman (1961) described the total
institution and its systematic restructuring of the self. Haney (2006) synthesized contemporary evidence
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on prisonization and postprison adjustment, showing how adaptations functional inside become
disabling outside. This literature is observational rather than diagnostic, but it is rich, durable, and
directly applicable, and it locates reentry difficulty in environment rather than individual defect. Listwan
et al.'s (2010) study of 1,616 recently released men provides empirical support for the link between
coercive prison environments, victimization, perceived threat, posttraumatic cognitions, and
psychological symptoms. The most extreme form of that environment, solitary confinement, has been
tied through systematic review and meta-analysis to severe psychological distress, self-harm, and
elevated mortality (Haney, 2018; Luigi et al., 2020).

Haney (2002) further observed that adaptations developed during incarceration often remain functional
within prison yet become maladaptive following release. Emotional constriction, interpersonal distrust,
social withdrawal, and dependence on institutional structure may complicate reintegration even in the
absence of a discrete psychiatric disorder. These findings support understanding prisonization as a
process of environmental adaptation rather than evidence of a distinct syndrome.

Narrative Identity and Desistance
What PICS calls identity disruption is addressed with greater theoretical depth by the desistance
literature. Maruna (2001) showed that lasting change depends on the reconstruction of a coherent
personal narrative, a redemptive self-story that reframes the past and projects a usable future. This
reframes the so-called loss of self not as a symptom to be managed but as an identity process to be
supported, with clear implications for the design of reentry programming. The desistance process is
itself age-graded and shaped by life-course turning points such as stable employment and relationships
(Sampson & Laub, 1993), which reframes reentry difficulty as a developmental and relational process
rather than a fixed syndrome.

Structural and Fundamental-Cause Determinants
Much of what is attributed to a syndrome is better explained by structure. The postrelease mortality
spike (Binswanger et al., 2007), the labor-market penalty of a criminal record (Pager, 2003), and the
concentration of incarceration among the already disadvantaged (Western, 2006) are determinants of
health. Fundamental-cause theory explains why such disadvantage tracks poor health across changing
mechanisms: it embodies access to money, knowledge, power, and beneficial social ties (Link & Phelan,
1995). A structural frame locates part of the problem outside the person, which is both more accurate
and less stigmatizing. Postrelease harm is not merely psychological. Reentry also involves acute loss of
housing, employment, income, transportation, insurance, social support, and community stability, all of
which interact with trauma symptoms and constrain recovery. Incarceration itself operates as a
determinant of downstream health, associated with later mood disorders (Schnittker et al., 2012) and
with chronic disease, psychiatric morbidity, and elevated mortality (Massoglia & Pridemore, 2015).
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Wacquant (2009) argued that mass incarceration functions as a mechanism of social stratification that
concentrates disadvantage among already marginalized populations. From this perspective, many
harms attributed to PICS may reflect the cumulative effects of structural inequality, criminal-record
stigma, housing exclusion, labor-market barriers, and disrupted social networks rather than the
emergence of a novel clinical syndrome. Such factors operate alongside trauma-related mechanisms
and are essential to understanding postrelease functioning. 

Table 3
Mapping PICS Features Onto Validated Constructs

Feature attributed to PICS Better-validated
construct

Operationalization and standing

Hypervigilance, intrusive re-
experiencing, avoidance

PTSD ITQ; recognized in ICD-11 and DSM-5-
TR

Affect dysregulation, negative
self-concept, relational
disturbance

Complex PTSD ITQ (validated); recognized in ICD-11

Chronic trauma exposure Complex PTSD ITQ; recognized in ICD-11

Shame, guilt, loss of meaning,
moral rupture

Moral injury Developing measurement tradition;
active research program

Institutional dependence,
social-sensory disorientation

Institutionalization /
prisonization

Observational literature (Goffman;
Clemmer; Haney)

Identity disruption, loss of
self, foreclosed future

Narrative identity /
desistance

Established criminological theory
(Maruna)

Elevated mortality,
unemployment, instability

Social determinants /
fundamental causes

Epidemiological and sociological
evidence (Binswanger; Pager;
Western; Link & Phelan)

Note. PICS = post-incarceration syndrome; ITQ = International Trauma Questionnaire; PTSD = post-
traumatic stress disorder.

Toward an Integrated, Measurable Framework
These constructs are complementary, not rival. A defensible framework for reentry science would use
complex PTSD, assessed with a validated instrument, as the primary clinical construct for the trauma
sequelae of confinement; incorporate moral injury where distress is organized around guilt and moral
rupture rather than threat; draw on the institutionalization literature to explain behavioral adaptation
without pathologizing it; use narrative-identity and desistance theory to guide identity reconstruction; and
situate all of this within fundamental-cause and social-determinants models. The result, summarized in
Fig. 1, is measurable, falsifiable, and actionable. It supports prevalence estimation, treatment matching,
outcome tracking, and policy evaluation, none of which an unvalidated syndrome can support. This is not
a rejection of the clinical insight that gave rise to PICS but a conversion of that insight into constructs
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that meet scientific standards. Such an integration is consistent with calls for trauma-responsive reentry
as the emerging standard for the field (Pettus, 2023).

A Validation Agenda for PICS
If a research program wishes to retain PICS as a formal construct rather than a heuristic, the path is well
marked. It would specify the content domain explicitly; develop and pilot a measure with tests of internal
structure and reliability; recruit a representative reentry sample rather than a single offense category.
Exploratory and confirmatory factor analyses would be necessary to establish dimensional structure
prior to tests of convergent, discriminant, and incremental validity against complex PTSD and moral
injury, the last establishing whether PICS predicts outcomes beyond what those constructs already
explain. Only if PICS survived such tests, capturing reliable variance not accounted for by existing
entities, would syndrome language be warranted. Until then, the burden of proof rests with the construct,
not its critics.

Implications for Practice, Policy, and Research
For practice, screening should rely on validated trauma measures rather than an undefined label, and
care should distinguish fear-based from morally injurious distress, because the indicated interventions
differ. For policy, syndrome language should be used cautiously in courts, parole decisions, and funding,
where a diagnostic veneer can carry consequences the evidence does not warrant, and structural drivers
of reentry harm should be addressed directly. For research, the priority is operationalization along the
agenda above. Precision here is not pedantry; it determines who is identified, what is funded, and how
the harms of incarceration are understood. Overpathologizing reentry may unintentionally convert
structural abandonment into individual disorder, locating in the person what in fact resides in the
conditions of release.

Limitations
As a scoping review, this article maps and appraises evidence rather than pooling effect sizes, and
scoping methodologies do not formally assess study quality. Consistent with scoping-review
methodology, formal risk-of-bias and quality assessments were not performed. Screening and extraction
were conducted by a single reviewer, introducing the possibility of selection bias. The review was limited
to English-language sources and incorporated selected gray literature, which may increase susceptibility
to publication and reporting biases. Searches emphasized foundational and high-impact literature rather
than exhaustive enumeration. The argument is conceptual and would necessarily be revised if future
psychometric validation studies of PICS emerged. None of these limitations alters the central
observation that PICS presently lacks a validated measurement framework and recognized nosological
standing.
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Conclusion
Future research should determine whether a distinct post-incarceration construct emerges through
rigorous psychometric testing or whether the phenomena currently attributed to PICS are more
parsimoniously explained through existing validated frameworks. Until such evidence exists, caution is
warranted when employing syndrome language in clinical, legal, and policy settings.

Post-Incarceration Syndrome names something true. People leave confinement altered, and many carry
that alteration for years. But naming is not validating. Judged by the standards the field applies to any
clinical construct, PICS rests on practitioner-origin literature, the only directly identified empirical study
pointing toward PTSD rather than a new syndrome, no validated measure, and no place in formal
nosology. Much of its descriptive content overlaps with complex PTSD, moral injury, prisonization,
desistance theory, and the social determinants of health, each better defined and, in most cases,
measurable. Reentry science advances not by multiplying syndromes but by measuring what it claims to
know. The suffering is real. The framework should be too.
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Figure 1

A Proposed Integrated, Measurable Framework for Post-Incarceration Adjustment

Note. All constructs are understood as embedded within the social determinants of health. Solid arrows
denote developmental or causal pathways; double-headed gray arrows denote reciprocal influence.
Complex PTSD is the proposed primary clinical construct and is assessed with a validated instrument
(the International Trauma Questionnaire).

Page 19/19


