
RESEARCH

728 REPRINTED FROM AFP VOL.45, NO.10, OCTOBER 2016 © The Royal Australian College of General Practitioners 2016

G eneral practice is an important healthcare access point for 
people who are released from prison. In a recent Australian 
study of healthcare use by people leaving prison, 46.5% 

saw a general practitioner (GP) within a month of release.1 

However, there has been little Australian or international research 
that has examined effective primary healthcare for people leaving 
prison.

Mental health disorders as well as previous life trauma and 
high levels of psychological distress are common in people in 
prison.2 Substance misuse, bloodborne viral disease, and chronic 
disease and its risk factors are all more common in people 
in prison, compared with the general population.2–4 Health 
vulnerability is heightened immediately post-release and in the 
first year after release, including increased risk of hospitalisation 
and death.5–8 Most women who are in prison are on medications 
or have health problems that require follow-up after release.9 
Homelessness,10 disconnection from family and community,11 
poverty, unemployment,12,13 and return to a criminogenic 
environment14 are all factors that increase health instability. 
Competing demands, often related to family wellbeing, are 
particularly important for women leaving prison.15,16 

Approximately 8% of the prison population in Australia are 
women.17 Aboriginal and Torres Strait Islander women are over-
represented in prison, making up approximately 30% of those 
in New South Wales (NSW) prisons,18 compared with 3% of the 
NSW population.19 

This research examined the perceived health needs and plans 
of women during the period of transition from prison to the 
community, with a focus on their expectations and experiences 
of GP care.

Methods 
Women who were within six weeks of release from prison 
and able to be interviewed in English were invited to take part 
in semi-structured interviews prior to release and one to six 
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Background

Nearly half of the people leaving prison see a general 
practitioner (GP) within a month of release, which provides an 
opportunity to promote health for this vulnerable group. 

Objective

The objective of this article is to examine the expectations and 
experiences of GP care of women leaving prison.

Method

Semi-structured interviews pre-release and post-release from 
prison were analysed using inductive thematic analysis.

Results

Sixty-nine interviews were conducted with 40 women while 
they were still in prison and 29 of these women after they were 
released. Women perceived GPs as lacking interest in their 
social support needs and believed GPs needed more skills 
in substance misuse management. Given the fear of stigma, 
women may not disclose recent incarceration, affecting the 
continuity of healthcare initiated in prison.

Discussion

GPs’ acknowledgement of, and assistance with, the broad 
issues that have an impact on the health and wellbeing of 
women after release is valued. Whole-person care also requires 
GP accessibility, management of substance misuse, continuity 
of care and understanding of the stigma associated with 
incarceration.
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Several expressed fearfulness for their 
future, particularly those who had poor 
health prior to incarceration, usually 
because of substance misuse or mental 
health problems. This battle with addiction 
and life stressors came to a head in 
the immediate post-release period, and 
vulnerability after release was a common 
theme.

What they don’t understand is there’s 
only, like, even though I’ve been off 
it for so long now, anything could 
trigger it again and I could start up. 
– Participant 38

However, this period was also identified 
as a time of increased motivation to 
maintain health. Some women saw the 
first few days or weeks after their release 
from prison as a time-limited window 
of opportunity to link with services to 
assist with their health and social support 
needs, and prevent relapse and recidivism. 
This was also a perceived advantage of 
transitional programs because they linked 
the women to healthcare when they were 
most receptive.

A plan, an appointment, set for a week 
after you’re out … I think if you make 
that appointment quickly, you’ve got 
that little bit of time where you can get 
them in. – Participant 35

Post-release continuity of 
healthcare 
Continuity of care on leaving prison 
was seen as desirable, but the fear of 
differential treatment resulting from 
disclosure of incarceration led some to 
avoid GP follow-up of previously managed 
conditions. Some withheld their prison 
discharge summaries because of previous 
negative experiences. 

I had to go to that doctor to get 
medication for when I got released, 
and I only had the release paper with 
me and it was just awkward … The 
conversation just went dead real 
quick. You know what I mean. Then it 
wasn’t about again what I needed, it 
was about, you know, just come out 
of jail and what are you trying to get. 
– Participant 6

coming from a culturally and linguistically 
diverse (CALD) background, defined as 
speaking a language other than English 
at home. Sixteen participants identified 
as Aboriginal women and one as a Torres 
Strait Islander woman. 

Nine women were released from 
prison with the support of formal prison–
community linkage programs,22,23 two 
to residential rehabilitation and two to 
transitional release accommodation. Of 
the 29 post-release interviews, seven 
were with women who were back in 
prison. The pre-release interview duration 
averaged 28 minutes and the post-release 
interview averaged 22 minutes. 

Pre-release and post-release interviews 
were analysed together, given many 
women reflected on their experiences of 
multiple incarcerations. The major themes 
are presented below. 

Needs and vulnerability 
immediately after release 
The enormity of the life challenges 
faced by women after their release from 
prison often overpowered their need 
to access healthcare. These challenges 
included finding housing, employment, 
transport, finances and reintegration into 
families. Accessing services could require 
considerable resourcefulness, such as 
determinedly seeking out charities that 
would provide practical support. 

Women who had little or no support 
from family or friends faced the most 
difficulties and, often, had worse linkages 
to health services. Women vividly recalled 
the overwhelming impact of social 
isolation on their wellbeing after release, 
reporting they felt vulnerable and alone. 

Someone just to talk to, you know what 
I mean, [be]cause it’s depressing. It is 
depressing like having no-one. You’re 
around so many girls here, you know, 
you’ve got so many people that talk to 
you and that here. Getting out there it’s 
like, you know, no-one. – Participant 16

Some women contrasted their hopes for 
successful integration into the community 
with previous bad experiences and what 
they had observed in other women. 

months after release. Recruitment took 
place in three metropolitan correctional 
centres in Sydney. The first author, who 
undertook all interviews, was a visiting 
GP in one of the correctional centres. 
Women who had received substantial 
medical care from the first author prior 
to the interview were excluded from 
the study. Participants were selected 
using purposive sampling for age, 
ethnicity, custodial history, health status, 
health service use and engagement in 
transitional support programs. 

Pre-release interviews were conducted 
face to face in private rooms and post-
release interviews were conducted 
by phone. Participants were offered 
a payment of $10 into their in-prison 
account or a $50 supermarket voucher if 
they were in the community. Interview 
questions covered health needs and 
expectations or experiences of accessing 
healthcare after release, including GP 
care. Interviews were audiotaped and 
transcribed verbatim and inductive 
thematic analysis20,21 was undertaken. 
The first author coded transcripts 
concurrently with data collection; 
sampling continued until saturation for 
key themes was reached. The second 
and fourth authors undertook parallel 
coding on one-third of the interviews. 
The second author acted as an 
Aboriginal cultural mentor throughout 
analysis. Themes were finalised in an 
iterative process through research team 
discussions.

Ethics approval was obtained from the 
ethics committees of Justice Health and 
Forensic Mental Health Network (G31-13), 
Western Sydney University (H10322), 
Corrective Services NSW (13/259026), 
and the Aboriginal Health and Medical 
Research Council of NSW (910-13). 

Results 
Sixty-nine interviews were undertaken 
with 40 women pre-release and 29 
of these women post-release. The 
women’s ages were 19–59 years and 
length of incarceration was two months 
to two years. Five women identified as 
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A professional approach, yep. Instead 
of judging you because you’re a 
criminal or a drug-user … With my track 
record, from when I used to be on the 
[oxycodone], I’m barred from a lot of 
doctors’ surgeries. As soon as they type 
in my name, I’m asked to leave. That’s 
also hard too, even though I’m not the 
same person anymore. – Participant 8

For some women, accessing GP care after 
release could be compromised by negative 
attitudes from GPs and practice staff. 

My GP on the outside … was quite 
discriminative towards the fact that I 
was in custody and I had my daughter in 
custody. It’s like he looked down on me 
… pretty much saying that I had to get 
my act together and that, even though 
I had my act together – I had my own 
house – I was always, like, my daughter 
was always well looked after. I was 
there getting an immunisation needle 
for her. – Participant 19

The stigma of imprisonment was seen 
as being linked with that of substance 
misuse, and poor interactions with GPs 
often revolved around this. In particular, 
prescription of medication that had 
potential for misuse could cause concern 
or conflict, either because they were being 
prescribed too freely by some GPs or 
because they were seen as being unfairly 
denied. Some GPs who did not ask about 
substance misuse or mental health were 
seen to lack skills or lack care, and thought 
to be ignoring what mattered the most. 
Other GPs were commended for their skills 
in managing prescription medicine abuse 
or for linking women to relevant services.

He’s not really that good of a doctor 
anyway, because I’ll go there and he 
makes me feel like he just wants me to 
leave. So I’ll go there and he doesn’t sit 
down and talk to me properly. He just 
gets it over and done with. Because 
I’ve got a drug problem, he thinks I’m 
there to look for drugs. But I’m not … 
I just – sometimes I just want to talk. 
– Participant 7
When I tried to get [alprazolam] from 
[my GP], he was, like, no chance. He’s 
good. He cares about people … I used 

this perception was sometimes idealised 
or impractical, and several women did not 
access care as planned.

I’m hoping that Dr X [however Dr X 
had retired] is gonna be sort of like a 
home base, you know, and once this 
healthcare plan is drawn up I just follow 
that guidance sort of thing. In here, 
where you’re given directions every 
day, you know you get up at this time, 
you do this, you do that. So if I just take 
it like that … it’s got to be a day-to-day 
part of my routine to do whatever’s on 
this healthcare plan then I’ll be right. 
– Participant 34 

GP services: Expectations and 
experiences 
Study participants expected their GP to 
have good communication skills, interest in 
the whole person and a non-judgemental 
and empathic approach; to be thorough, 
accessible and flexible with appointments; 
and to provide adequate consultation 
time. Many women reported that prior GP 
consultations did not adequately explore 
or address problems related to their 
incarceration and life challenges. Instead, 
they focused solely on their physical health, 
although they would have preferred a more 
holistic approach. 

I’ve known him [my GP] for years, 
sometimes it’s … just like, yeah, I 
had the golden staph and then he’d 
obviously realised [my injecting drug 
use] by looking through the notes but 
it was never talked about. It was never 
like, ‘Are you okay?’, you know, like 
counsellors do. – Participant 9
If they’re your doctor, they should care 
about you and not only your physical 
health, but your mental [health] as well. 
– Participant 7

Several women had experienced being 
blocked from GP services and were 
anxious that this would happen again 
after release. At the most extreme level, 
some women had been previously barred 
from local GP surgeries because of their 
behaviours prior to incarceration and were 
not sure if there were any local practices 
where they would be welcome. 

Geographical dislocation, due to a need to 
avoid previous associates through choice 
or as part of parole conditions, could 
mean women had to seek GPs and health 
agencies in unfamiliar areas. Women 
reported particular difficulties in rural 
locations where GPs had longer waiting 
lists. Delays in seeing a GP caused stress 
and resulted in discontinuing medication.

There were also facilitators of continuity 
of care. Aboriginal health services and 
sexual health services were considered 
to be more accessible and less likely 
to stigmatise ex-prisoners. The national 
network of Aboriginal medical services 
(AMSs) increased women’s confidence 
that care would be available in the event 
of release to an unfamiliar location, 
although getting appointments could still 
be difficult. Pre-release and post-release 
programs that linked women with health 
services in the community were valued.

They [transitional case managers] 
help you, any help you need, they’ll 
sometimes take you there and meet 
you there. If you’re unsure and if you’re 
not very good at speaking or whatever, 
to go to the doctors or communicating – 
or anywhere that you need to go, they’ll 
help you with that. – Participant 21 

Other individuals and services that 
supported healthcare access were 
parole officers, churches and charities. 
Continuity of care was easier for women 
with priority health conditions, such as 
human immunodeficiency virus (HIV) and 
schizophrenia. Those with priority health 
conditions reported they received more 
supportive and accessible care to ensure 
adequate management. 

Because of my status, I’m more of a 
risk to the community … so, they put 
me straight in. – Participant 37

Pre-existing relationships with GPs or 
other health services were helpful at 
release. Some women reported that, 
after release, their strong existing 
relationships with GPs would help to 
prevent relapse to substance misuse 
and previous behaviours that had led to 
their incarceration. However, themes in 
post-release interviews suggested that 
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misuse30 and encourage the therapeutic 
relationships that the women reported as 
important.

This study has limitations. The 
primary researcher was known to some 
participants to be a GP who worked in 
both community and prison settings. This 
may have decreased the participants’ 
confidence in expressing critical views 
about GPs. While participants were 
purposefully sampled to explore the 
views of women with a variety of 
backgrounds, our findings are not 
necessarily transferrable to other women 
leaving prison.

Conclusion
Women who are transitioning from prison 
to the community often have multiple 
health and social support needs. GPs’ 
acknowledgement of, and assistance with, 
the broad issues that have an impact on 
the health and wellbeing after release 
are important. Skills in the management 
of substance misuse, promotion of 
continuity of care on exiting prison, good 
accessibility to GP care and understanding 
of the stigma of incarceration may assist 
women leaving prison to maintain and 
improve their health and wellbeing. 

Implications for general practice

• Active consideration by GPs of the life 
challenges facing many women leaving 
prison, such as homelessness, poverty, 
social isolation, family disruption and 
risk of relapse to substance misuse, is 
valued by women leaving prison.

• The early post-release period is a time 
of increased vulnerability for many 
women, and healthcare and added 
support through the GP may assist at 
this crucial time.

• Holistic care for people on release from 
prison may require facilitation of links 
to relevant community social support 
and health services. 

• Confidence in the management of 
substance misuse and mental health 
problems by GPs is needed, including 
good management of prescription drug 
misuse.

GP consultations they had experienced. 
Some participants perceived this to be 
because of stigma and a lack of empathy 
or skills on the part of the GPs. However, 
this perception may also arise because 
GPs themselves want to avoid differential 
treatment and stereotyping. Fear of 
appearing judgemental or of making 
inaccurate assumptions when consulting 
with patients from diverse backgrounds 
can inhibit healthcare providers from 
acknowledging difference, which can be 
perceived as ignoring important aspects 
of a patient’s life.29 The evidence from our 
study suggests women leaving prison 
value enquiry about the antecedents to 
their incarceration to facilitate access 
to care they needed. Examples of 
potential care include GP prescription 
of opioid substitution therapy or referral 
to psychologists, domestic violence or 
gambling services.

Skilled GP management can greatly 
assist people leaving prison who have a 
history of substance misuse. Prescription 
drug misuse is an important clinical 
problem that may cause relapse or 
death for those leaving prison. There 
is particular danger immediately after 
release, as medications perceived to be 
misused are commonly ceased in prison. 
Consequently, women are at greater 
risk of overdose because of lowered 
tolerance. Additionally, other medications 
with potential for adverse events may 
have been prescribed in prison, including 
psychotropic medication.9 

In this study, women reported being 
permanently barred from GP practices 
because of behaviours linked to 
prescription drug misuse, exacerbating 
their lack of access to care on release. 
Such behaviours are challenging symptoms 
of addiction. One management approach 
may be to put a time limit on decisions to 
discontinue care because of unacceptable 
patient behaviour, thus allowing potential 
resumption of future care within agreed 
boundaries. Practice protocols for the 
management of people requesting drugs 
of addiction are available to assist the safe 
management of people with substance 

to just go from doctor to doctor and get 
them. And they would mess me up. 
– Participant 23

Discussion 
There has been little research into the 
role of GPs working with people leaving 
prison, despite people commonly seeking 
consultations with GPs after release,1 and 
mental, physical or substance misuse 
problems at release increasing the risk 
of recidivism.24 Women in this study 
believed that having a GP was important 
when leaving prison and GPs should 
be non-judgemental, skilled and good 
communicators, consistent with known 
expectations of high-quality healthcare.25 

In a large study of people leaving prison 
in the US, one of the main facilitators 
for engagement in community primary 
care was that ‘health providers be 
pleasant’.26 However, the challenges 
of providing effective healthcare for 
people leaving prison can extend beyond 
patient-centred consultations, given the 
complex disadvantage that often precedes 
incarceration, and the high health and 
social support needs at release.10,12,17 

Engagement in healthcare by women 
after their release from prison can be 
difficult, particularly when there are other 
priority needs such as accommodation. Yet, 
the participants in this study considered 
such engagement to be urgent to harness 
motivation and prevent relapse, which 
is consistent with previous research.27 
Furthermore, continuity of care can be 
poor when people leave prison because 
of a lack of release planning and discharge 
communications being provided to GPs.28 
Notably in this study, poor continuity 
of care on leaving prison appeared to 
be further exacerbated by women not 
disclosing their incarceration or in-prison 
healthcare to GPs because they feared 
differential treatment and stereotyping. 

In the view of the women who took 
part in this research, care is more effective 
when, as part of whole-person care, GPs 
acknowledge and actively consider the 
broad difficulties that these women face. 
However, this did not usually occur in the 
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• Continuity of care across the prison 
– GP interface can be disrupted by 
women choosing not to disclose 
healthcare given in prison through fear 
of differential treatment. 
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