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Abstract
Many people enter prison with poor health from a 
background of deprivation and with unhealthy lifestyle 
habits, yet spending time in prisons is often actively 
detrimental to health. There is therefore a clear value 
in providing high-quality health promotion services in 
prisons that are effective at reaching those who need 
support to improve their lifestyle. The health promotion 
service at HMP Brixton provides a health trainers clinic to 
address lifestyle issues but found that it was sometimes 
challenging to identify appropriate patients and that 
the service was inefficient as a result. Analysis of our 
referral sources suggested that taking steps to increase 
the proportion of referrals made during screening 
and other clinics might lead to more appropriate and 
engaged patients. In this study, we set out to use quality 
improvement methods to increase referral from these 
sources. This involved improvements to the processes 
involved in delivering National Health Service Health 
Checks that were the primary source of referrals for health 
trainers and by improving links between the health trainer 
team and other clinicians. The changes were successful 
in increasing referrals from these sources. This work was 
completed during a period of exceptional disruption in the 
prison service and is relevant to secure healthcare sites 
that aim to ensure prevention activities are efficient and 
targeted.

Background
In recent years, there has been a growing 
call for integrated health behaviour change 
services in prisons.1 2 3 It has been known 
for some time that men entering prison 
tend to have more unhealthy lifestyles than 
the general population; this concern is 
becoming more urgent in light of the fact 
that prison population is ageing,4 and there 
is a growing body of evidence that imprison-
ment contributes to unhealthy lifestyles and 
may contribute to lifestyle-related health 
issues such as obesity.5 A review in 2013 found 
that around one-third of UK prisons have 
implemented some kind of health or well-
being services,6 but these have usually either 
been peer led by other prisoners7 or focused 
around exercise on referral and delivered 
within the gym,8 whereas services delivered in 
prison by health promotion professionals and 
integrated into the healthcare team remain 
scarce. In April 2015, the healthcare team 

at HMP Brixton began work to implement 
new services aimed at promoting behaviour 
change towards healthier lifestyles among 
prisoners. Those prisoners who were referred 
for healthy lifestyle advice would receive six 
appointments with a health trainer in which 
they were given advice and motivational 
support to change lifestyle behaviours such 
as dietary choices, exercise motivation and 
smoking. There is considerable evidence that 
health trainers can be an effective service 
to support healthier lifestyles for a targeted 
population,9 and early efforts to implement 
health trainers in prisons have showed posi-
tive results.10 Although the HMP Brixton 
health trainers were performing well in the 
first year, there was an ongoing issue that 
some patients were repeatedly not attending 
or attending for inappropriate reasons, and 
it was noted that this often occurred shortly 
after a surge of new referrals was received 
during promotional activities. A key aim of 
health trainer services is to reduce health 
inequality by focusing on accessing hard-to-
reach people, and this is usually achieved by 
running promotional events and outreach 
activities in deprived areas. In the community, 
this method is often found to be challenging 
as the public may lack motivation to engage,11 
but it is also effective in reaching the right 
people. When initially conducting such activ-
ities in HMP Brixton, it was not found to be 
difficult to engage the men and many would 
self-refer. However, informal feedback from 
the health trainer team was that many such 
patients appeared to be healthy individuals 
who had referred themselves with motivations 
such as boredom, a desire to spend time out 
of their cell or to visit the healthcare depart-
ment in order seek medication or to discuss 
unrelated issues.

These effects were particularly problem-
atic in 2015–2016 when many UK prisons 
including HMP Brixton were experiencing 
severe operational challenges12 such as staff 
shortages which, in turn, led to reduced 
movements ‘lockdowns’ and cancelled 
healthcare clinics. In this context, it became 
particularly important for healthcare 
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activities such our service to operate efficiently and 
reach the right patients.

Our initial response to this problem was to attempt to 
target men on an individual basis whom we had identi-
fied as less healthy from their notes and approach them 
directly in their cells. However, this approach had not led 
to a good rate of uptake.

In the analysis of our data at the end of the first year, a 
possible alternative solution was found; we observed that 
those patients who were referred into health promotion 
during the course of an appointment with a healthcare 
worker had better rates of attendance and were more 
likely to complete their course of appointments. This is 
in keeping with recent research showing that older men 
with health issues are more influenced to attend weight 
loss services if referred by a health professional or as a 
result of a new diagnosis.13 We therefore concluded 
that it would be possible to improve attendance to the 
health trainer clinics by encouraging other clinicians to 
refer more patients. The health trainers team also took 
on primary responsibility for delivering NHS Health 
Checks in order to ensure that this new clinic would 
also refer into health trainers. NHS Health Checks is a 
national programme that offers screening to people aged  
40–74 years  in order to assess the risk of cardiovascular 
disease and which is now required to be offered by health-
care providers in prison.14 Signposting to lifestyle inter-
ventions such as health trainers is a key purpose of health 
checks.

Problem
The performance of the health trainer service was 
being hindered by patients attending infrequently and 
for the wrong reasons. Preliminary efforts to address 
the problem had found that self-referrals were a likely 
cause, whereas patients referred from screening and 
clinicians often achieved better attendance outcomes. 
A new NHS Health Checks screening service that was 
set up around the time the quality improvement (QI) 
project began was hoped to provide a source of appro-
priate referrals. Initially this was not the case and very 
few referrals from health checks to health trainers 
were being made. Therefore, one aspect of the project 
was to identify why referrals from NHS Health Checks 
were slow and take steps to resolve the problems 
where possible. The second aspect of the problem was 
that referral from clinicians were also infrequent. We 
believed that some clinicians were missing opportunities 
to refer and might do so if given reminders or encour-
agement. We also suspected some clinicians were not 
convinced of the benefits of referring to this service and 
that better engagement was required in order to build 
partnerships and raise their awareness. A goal was set 
to increase the number of referrals made by healthcare 
professionals and during screening clinics by 50% from 
the baseline of 41 in 2015–2016 (10.25 per quarter) up 
to 16 or more per quarter in 2016–2017.

Baseline measurement
The project began in April 2016. The baseline measure-
ment was the number of referrals from clinicians and 
screening during the year prior to the improvement 
work: from April 2015 to April 2016. During the first year,  
266 patients were referred to the health trainer service. Of 
these, 225 were self-referrals, 17 were referred by nurses, 
11 by doctors, 10 by mental health staff, 2 by pharmacy, 
1 by operational staff and 20 were not recorded. In line 
with our hypothesis, these were divided into ‘self-referrals’ 
225 (78%) who referred themselves into the programme 
during promotional activities on the wings of the prison. 
Those who were referred by healthcare staff during clinic 
or screening activities were designated ‘clinician refer-
rals’, of which there were 41 (14%) in 2015–2016.  We 
planned to collect data on referral sources at quarterly 
intervals. It was possible to break these data down by 
month for further analysis at the end of the project (see 
table 2). 

The decision was made to target the process goal of 
referral source rather than a performance outcome due 
to the level of disruption in the prison at the time. The 
outcomes which we eventually aimed to improve such 
as attendance were often also affected by unexpected 
changes in the operational status of the prison (such 
as lockdown periods or mass movements of prisoners). 
Since it would not have been clear during the process 
if improvement works if changes had affected these 
outcomes, we chose to focus on the referral pathway 
which was within our control.

Design
The decision to carry out QI work to improve the perfor-
mance of the health promotion service was made by the 
health promotion lead in March 2016. This period was 
identified by the health promotion lead and healthcare 
management as an appropriate moment to carry out 
improvement work both in order to address the lessons 
of the first year and also to maximise the potential to 
integrate health checks and health trainers. All QI activ-
ities were carried out by the health promotion lead with 
support from the lead health trainer and ongoing over-
sight from the head of healthcare. At a later stage, a 
nurse became part of the QI team, and the pharmacist 
was closely consulted regarding all work on NHS Health 
Checks. The QI team updated the full healthcare team 
on their progress in each monthly staff meeting and 
consulted the two doctors at the outset and individually 
over the course of the project.

A process to review the impact of improvement work 
was originally designed to take place at quarterly inter-
vals alongside quarterly performance reporting activities. 
However, for clarity, a number of actions carried out in 
late September of Q2 are reported as Improvement Cycle 
2. Improvement Cycle 3 refers to activities initiated at 
the beginning of Q4: December. The overall project was 
planned to be reviewed after 1 year on 1 April 2017.
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The project took a two-pronged approach in increasing 
appropriate referrals:
1.	 To monitor the NHS Health Checks and address any 

issues that prevented onward referrals.
2.	 To promote referral by other clinicians through 

engagement work and reminders.
During this period, the source of referral for each 
patient was recorded by health trainers into a case load 
monitoring document. The data were double checked 
using reports extracted from the clinical system for infor-
mation such as referral read codes and messages from 
clinicians.

Strategy
Improvement Cycle 1: promoting uptake of health checks
Plan
The first possible cause of low referrals to health 
trainers was simply that very few health checks were 
being completed. In order to identify possible causes 
of this problem, a discussion was held within the health 
promotion team in which the process from recruitment 
to delivery was mapped, and a potential explanation 
emerged. Team members were finding that the process of 
recruitment was slow because the lists of eligible patients 
that were taken onto the wings for recruitment were often 
inadequate since they included prisoners who had been 
moved, people who had already had their appointment 
and those who were not interested.

Second, the records of some of the patients eligible 
for health checks were reviewed for further information. 
It was identified that some of them had very frequent 
healthcare appointments but that the opportunity to 
refer them for a health check was being missed because 
staff were not aware they were eligible.

Do
In order to address the inefficiencies in the NHS Health 
Checks recruitment process, a number of changes were 
made: first, in order to ensure the list was up to date, 
the eligibility report was run monthly rather quarterly as 
was advised by Public Health England,15 and those had 
attended already were removed from the list straight 
away (as opposed to waiting for it to update automati-
cally). Second, those patients who verbally refused were 
recorded with a read code and were removed from the 
list when it was compiled. In order to address the issue of 
missed opportunities to refer clinicians offered to have 
an automatic alert added in System One, which would 
present a pop-up reminder that someone was eligible for 
a health check.

Study
After this work was carried out, the number of 
completed health check screenings did increase  
(Q1=12, Q2=21, Q3=31); however, this did not lead to 
a corresponding improvement in the primary goal of 
increasing referrals to health trainers.

Act
The aim was set to improve the appointment process in 
health checks to ensure referrals were made when patients 
attended and to engage clinicians as part of this activity.

Improvement Cycle 2: improving health check appointments
Plan
In Cycle 2 we sought to address the lack of referrals from 
health checks to the health trainers’ clinics. Staff deliv-
ering the health checks reported that because the process 
involved multiple measurements, this could distract from 
the need to promote referrals. Also they were experi-
encing technical difficulties producing Q-Risk scores 
during the appointment.

Extra guidance was sought from clinicians for possible 
improvements to the health checks service in order that 
they would be more likely to lead to lifestyle discussion. 
One general practitioner (GP) with a particular interest 
in cardiovascular health suggested that giving more infor-
mation about cardiovascular risk might engage men more 
and suggested alternative risk scores and informational 
resources we could use.

Do
In order to encourage staff to make referrals, the referral 
page in the health checks clinical template was updated to 
include specific references to health trainers where it had 
previously referred to ‘weight management’. An instruc-
tional document was produced that pointed out the most 
time efficient sequence in which to complete measure-
ments and step-by-step guidance for the technical issue. 
Following the GP’s suggestion, online risk calculators 
were also used as an alternative, and extra information 
on cardiovascular health were given during the process.

Study
Referrals from health checks to health trainers did 
increase in Q3 indicating the improvements had some 
benefits; it should be noted that referrals from the GPs 
also increased suggesting the joint work encouraged 
referrals. However, there was great variability month to 
month: all the referrals in Q3 were made in November 
and none in October or December. This was due to an 
unforeseen issue of severe operational staff shortages 
reducing the capacity to deliver non-urgent clinics such 
as health checks.

Act
In light of the fact that health checks could not be relied 
on as a regular source of referrals, the goal was set to 
focus efforts on increasing referrals from regular clinics 
provided by doctors and nurses.

Improvement Cycle 3: promoting referral from other 
clinicians
Plan
Previous research has shown the importance of bridging 
professional boundaries during implementation work 
and the support of a small number of champions tending 
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to underpin success.16 In line with guidance on reviving 
stalled projects,17 we set out to gain the support of well-
known and respected staff and to involve them further 
in proposing solutions. A number of informal meetings 
were held with the GPs and the nursing team to discuss 
how patients appropriate for lifestyle support might be 
identified and referred from their clinics. One nurse 
took lead responsibility for health improvement and 
provided a number of suggestions focused around identi-
fying appropriate patients at reception (when they enter 
the prison). The first aim was to increase referrals from 
nurses during the healthcare reception screening at the 
moment of arrival. Second, a GP who was responsible for 
seeing all patients with diabetes on arrival in the prison 
offered to work together to ensure they were all offered 
lifestyle support.

Do
In order to encourage more referrals from reception 
screening, a reminder was added to the reception clinical 
template instructing nurses to refer patients to the health 
trainers. The health promotion nurse followed up with 
the nursing team frequently to ensure everyone under-
stood the process and benefits. The health promotion 
lead ran a monthly report on patients with diabetes from 
December onwards and conferred with the GP to ensure 
all were assessed and seen by health trainers if willing.

Study
Referrals from doctors and nurses increased substantially 
and were at their highest level in Q4.

Act
The health promotion lead and nurse set out to build 
on this improvement with a future plan to screen all new 
reception patients for lifestyle issues as an opt-out service.

Results
Referrals from screening and clinicians into health 
trainers programme did increase significantly over the 
improvement period from a baseline average of 10 per 
quarter to an average of 31.25 per quarter over the year 
studied (see table  1). There were consistent improve-
ments in each consecutive cycle, although there was 

wide variability month on month and between sources 
of referral (M=9 SD=9.9). It is clear from the run chart 
that at certain points in the year all types of referral 
dropped simultaneously (May, October and December; 
see figure  1). It was noted that all of these months 
corresponded with high levels of operational disruption 
in the prison. Following improvements to the health 
checks process in cycle 1 and 2, there were higher levels 
of referrals in the months not affected by disruption in 
November and January (November: n=8, January: n=6, 
see table 2). Referrals from clinicians also declined in the 
disrupted periods in October and December. Referrals 
from doctors and other clinicians increased substantially 
over the course of the study period, the total of 93 such 
referrals over the year represents a 126% increase on 
the previous year substantially in excess of our goal of a  
50% increase. Referrals from other clinicians increased 
somewhat in Q2 (n=20) and Q3 (n=32), which may be 
attributable to working in partnership with other clini-
cians on health improvement pathway and generally 
raising awareness. In  Cycle 3, efforts were specifically 
made to remind other clinicians to refer, and there was 
a large increase subsequently in Q4 (n=57).

Lessons and limitations
Referrals into the Health Trainers service did increase 
as intended however this improvement study did not 
control for possible confounding variables and there-
fore it cannot be known whether changes in perfor-
mance occurred as a result of planned QI activities 
or whether they were an indirect result of another 
factor. The improvements seen may have resulted from 
chance, general increased effort from staff involved  or 
improvements going on in the organisation unrelated 
to the QI actions. Normal prison operations may also 
have had a confounding effect on this data because 
for example when large numbers of men arrived at 
one time many new cases and referrals might result. In 
some cases, it was difficult to define what the original 
source of referral for a patient was; for example, some 
patients were referred twice in a short period of time. 
In these cases, the initial source was used. It is also not 
always clear whether a referral was a ‘self-referral’; in 

Table 1  Referral sources baseline and quarterly

Referral sources

April 2015– 
April 2016 
Total

Average per 
quarter 2015–2016

2016 
Q1

2016 
Q2

2016 
Q3

2017 
Q4

2016–2017 
(FY) Total

Average per quarter 
2016–2017

Doctor 11 2.75 5 4 10 25 44 11

Healthcare professional 30 7.5 4 12 8 25 49 12.25

NHS Health Checks 0 0 7 4 14 4 29 7.25

Total pro-ref 41 10.25 16 20 32 57 125 31.25

Self-referrals 225 56.25 39 71 18 27 155 38.75

Total referrals 266 66.5 55 91 50 84 280 70

NHS, National Health Service.
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this study, all referrals that were received from clini-
cians were counted as ‘clinician referral’ on the basis 
that the clinician was able to triage and advise when 
the referral was made; however, it should be noted that 
in some cases, these referrals would have been directly 
requested by the patient with minimal input from the 
clinician. It cannot be shown with certainty whether 
increasing clinician referrals resulted in better engage-
ment without comparing referral source to outcomes 
for individual patients that is beyond the ethical scope 
of this study.  It should be noted that in each cycle a 
number of different actions were undertaken towards 
a particular improvement aim and therefore it is not 
possible to say precisely which activity in each cycle 
may have influenced the outcome measure. It would 
have been preferable to have implemented and studied 
smaller changes individually over a longer period but 

this was not feasible. Although this project was partly 
an effort to overcome operational challenges within the 
prison, it was nonetheless affected by them. During some 
periods activities were so severely disrupted that doctors 
and nurses who might have referred were not seeing 
patients, this was particularly the case in cycle 3 from 
October to December. A lesson from this may be that 
improvements that require changes to working patterns 
are less likely to succeed in prisons when the institution 
is generally under strain. Some of the greatest obstacles 
in conducting health promotion in prison were not able 
to address in this project. These have to do with the allo-
cation of resources both in terms of people and space; 
for example, the nurse involved in health promotion 
was often reallocated to other duties at short notice, 
and the capacity to deliver health promotion clinics 
was often limited by the availability of rooms. These 

Figure 1  Annotated run chart of referrals sources by month, April 2016– April 2017. HCP, healthcare practitioner; NHS, 
National Health Service; PDSA, Plan, Do, Study and Act.

Table 2  Referral sources by month

April May June July August September October November December January February March

Doctor 3 1 2 2 1 1 1 7 2 6 6 14

Healthcare 
practitioner 3 0 1 3 3 6 1 4 1 3 3 19

Health check 0 0 4 2 2 2 0 8 0 6 0 2
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problems highlight the fact that health promotion is 
sometimes viewed as a low priority in prison, and this 
may threaten the long-term sustainability of the work 
described here.

Conclusion
The three cycles of improvement emphasised increasing 
uptake of health checks, increasing referrals from 
health checks to the interventions and increasing refer-
rals from other clinicians. In all of these three stages, 
it was found that adapting the clinical templates to 
include reminders, alerts and instructions to refer was 
effective. This indicates that integrating reminders to 
refer to prevention within existing IT systems works well 
in this context possibly because men in prison tend to 
visit healthcare frequently, and there a many oppor-
tunities for these reminders to be acted on. The fact 
that it was possible to increase referrals with reminders 
also supported our view that men in prison with a need 
for lifestyle support were more likely to accept in the 
context of an appointment possibly because of the 
privacy or existing rapport with the clinician.

Several of the lessons from this work highlight the impor-
tance of creating systems that are well adapted to the 
constant population churn of prisons in which patients 
arrive, move location and move out much more frequently 
than in normal community. The decision to run and update 
the health check eligibility lists and diabetic patient list 
more frequently both supported referrals into the health 
trainer intervention. Similarly, steps taken to increase refer-
rals from reception screening in Cycle 3 were driven by the 
fact that monitoring new arrivals is often the best way to 
identify unmet needs in prison.

The overall aim to link health promotion activities 
more closely with other clinicians in order to promote 
referrals was successful. We found that referrals from 
some GPs and pharmacists increased considerably after 
we had conversations with them individually to explain 
the purpose of  the health trainers or seek their guid-
ance and increased further when they began to see 
outcomes and that were contributing to targets such as 
CQUINS (Commissioning for Quality and Innovation). 
Referrals from nurses increased when the service was 
regularly discussed in meetings and increased further 
when automatic reminders were added to their clinics. 
This might suggest that doctors need to see tangible 
evidence of positive patient outcomes before they 
refer to health trainers, whereas nurses need encour-
agement and reminders to make referrals part of their 
routine. In both cases, our experiences echoed those 
cited a recent Royal Society for Public Health report on 
health trainers,18 which found there were considerable 
difficulties for Health Trainers to overcome in the fact 
that other clinicians often do not understand what they 
do. There is a parallel between what we found in our 
effort to increase clinician referrals and our attempts 
to  promote uptake of screening in that we needed to 

persuade people (either prisoner or clinician) that the 
service was credible and useful. This perhaps empha-
sises the fact that because health promotion services 
lack widely recognised job titles and a well under-
stood clinical purpose that it is particularly important 
to design services in a way that builds relationships. In 
the same sense that we found prisoners needed to be 
gradually introduced to health improvement through 
a pathway from screening to intervention, it was also 
the case that clinicians gradually became more willing 
to refer to these interventions as they became familiar 
with the staff delivering them and understood the bene-
fits. In light of these findings, we have begun work to 
create a second reception that includes a cardiovascular 
screening and well-being assessments that is given to all 
prisoners as an opt-out service.
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