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ABSTRACT
Background  Women with a history of incarceration 
experience significantly poorer health outcomes and 
encounter barriers to accessing healthcare, both during 
incarceration and after release. These challenges are more 
pronounced compared with both their male counterparts 
and women in the general population. We conducted a 
systematic literature review to respond to the following 
research questions: (1) what are the determinants of 
primary healthcare uptake and retention among formerly 
incarcerated women transitioning into the community? and 
(2) what are the barriers and facilitators for their access to 
primary healthcare postrelease?
Methods  Following the 2020 Preferred Reporting Items 
for Systematic Reviews and Meta-Analyses guidelines 
and drawing on Levesques’ Patient-Centered Access to 
Healthcare Model, we searched and identified relevant 
publications from 2012 onwards in the following 
databases: PubMed, CINAHL, PsychInfo, Web of Science 
databases and Google Scholar. Records were included 
if they reported primary healthcare among formerly 
incarcerated women. Findings from the included studies 
were extracted and arranged under relevant themes using 
convergent-integrated approach.
Findings  A total of 3524 records were identified and 
reviewed, from which 37 publications were included in the 
review. Five main themes emerged as follows: (1) trends 
and predisposing factors, (2) barriers and facilitators to 
care, (3) continuity of care and arrangement between the 
prison and community health providers, (4) prescriptions 
and health insurance enrolment and (5) interventions 
to improve primary healthcare utilisation postrelease. 
Additional sub-themes, such as perceived discrimination 
in the healthcare system and delays in cancer screening, 
were identified and discussed.
Conclusion  The findings of the systematic review 
underscore the ongoing challenges women face 
in accessing primary care when transitioning from 
incarceration to the community. Enhancing coordination 
efforts between prison services and community healthcare 
providers requires a comprehensive assessment of 
women’s healthcare needs during this transition, alongside 
evaluating the availability of transitional programmes. 

Further research is required to explore the long-term 
impact of such programmes and to address the gaps in 
evidence from low- and middle-income countries.

INTRODUCTION
Women represent a small but a fast-growing 
proportion of the global prison popula-
tion, with over 741 000 incarcerated in 2020 
alone. This number has more than doubled 
over the last two decades, compared with an 
18% increase in the male prison population 
during the same period.1 The incarceration 
of women is often intertwined with broader 
social and health disadvantages, characterised 
by marginalisation, poverty and harsh drug 
policies that disproportionately affect them.2 
Generally, the health of women in prison 
(WIP) is underscored by higher levels of phys-
ical and mental health issues compared with 
non-incarcerated women. These disparities 
include a higher prevalence of substance use 
disorders (SUDs) and infectious diseases such 
as hepatitis C virus,3 and unmet maternal and 

WHAT IS ALREADY KNOWN ABOUT THIS TOPIC
	⇒ Globally, the number of women in prisons is increas-
ing, amidst a backdrop of higher physical and men-
tal health morbidity compared with women in the 
general population.

	⇒ The suboptimal provision of healthcare services in 
prisons and the breakdown of treatment on release 
further exacerbate healthcare needs, leading to in-
creased use of acute care and hospitalisation.

	⇒ The experience of seeking and accessing healthcare 
and fulfilling healthcare needs at the time of re-entry 
is challenged by competing needs such as secure 
housing, financial challenges and re-establishing 
familial and social relationships.

https://nutrition.bmj.com/
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjph-2023-000735&domain=pdf&date_stamp=2024-010-14
http://orcid.org/0000-0001-6297-6349
http://orcid.org/0009-0000-6367-4692
http://orcid.org/0000-0002-9974-1145
http://orcid.org/0000-0002-2552-0438
http://orcid.org/0000-0002-0018-4060
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sexual health needs.4–6 On release from prison, women 
face social and structural challenges, including the need 
to secure housing and employment, and to re-establish 
social and familial relationships, especially for mothers.7 
Simultaneously, they continue to experience disconti-
nuity of care and barriers to accessing primary health-
care (PHC) on release,8–10 resulting in poorer health and 
treatment outcomes, especially for infectious diseases 
(eg, due to suboptimal adherence to antiretroviral treat-
ments),11 an increase in self-harm and suicide,12 and 
an increase in hospitalisation and utilisation of acute 
healthcare services.13 14 As outlined in the Declaration of 
Alma-Ata, PHC services are designed to offer universally 
accessible essential healthcare to individuals and fami-
lies within the community. PHC, therefore, serves as the 
initial point of contact for care and the first element of a 
continuing healthcare process.15 It is also acknowledged 
that a strong primary care system provides continuous, 
comprehensive and well-coordinated services, which 
can reduce unnecessary and unwanted outcomes such 
as avoidable hospitalisations.16 In this context, access to 
healthcare services among formerly incarcerated women 
has primarily been studied within specialised health 
services, including mental health, substance use and 
acute care services.11 17–19 However, there remains a gap in 
knowledge regarding PHC access and utilisation among 
women released from prison. This systematic review is, 
therefore, conducted to answer the following questions: 

(1) what are the determinants of PHC uptake and reten-
tion among formerly incarcerated women transitioning 
into the community? and (2) what are the barriers and 
facilitators for their access to PHC during the postrelease 
period?

METHODS
This systematic review was conducted following a pre-
established protocol registered on the PROSPERO 
portal, the international prospective register of system-
atic reviews (registration number CRD42022374512). 
The review is reported in accordance with the Preferred 
Reporting Items for Systematic Reviews and Meta-
Analyses 2020 statement.20 PubMed, CINAHL, PsychInfo 
and Web of Science databases were searched for all 
studies from 2012 up to October 2022, without geograph-
ical or language restrictions. The Population, Concept, 
Context framework was applied using variations of the 
following concepts: prisoners, prison, women, health, 
health services and postincarceration. An iterative process 
was used where initially a general search was applied to 
PubMed database, to identify and inform the targeted 
search string (see online supplemental appendix 1). This 
search string was then adapted for the other databases. 
Google Scholar was searched, and the first 400 hits were 
screened, followed by screening in groups of 50 hits until 
no relevant studies were identified. In total, 500 records 
were screened for eligibility. Reference lists of included 
studies were additionally screened to identify relevant 
literature, and authors were contacted for missing full 
texts.

Eligibility criteria
We included quantitative, qualitative and mixed-method 
studies, and systematic/scoping reviews that reported 
PHC use by formerly incarcerated adult women. 
Studies were included if they reported contact with 
‘first-providers’ (eg, family doctors) and the utilisation 
of services that are within the context of PHC, such as 
preventive and screening services. Studies solely reporting 
the prevalence of health conditions or health behaviours, 
those not presenting disaggregated findings based on 
sex/gender, and studies focusing on access to special-
ised healthcare services beyond the community setting 
(ie, mental health, treatment for SUD, maternal health, 
HIV/AIDS, dental care, hospitalisation and emergency 
care) were excluded. Narrative reviews, opinion papers 
that did not present original data, and studies conducted 
in prisons, or with juveniles were also excluded. Two inde-
pendent reviewers (NA, MW) screened the records, first 
by title and abstract, followed by full-text screening in the 
second stage. Any discrepancies were resolved through 
discussion between the two reviewers, or in consultation 
with all authors. The outcomes of interest included the 
utilisation of PHC services by women after release from 
prison, including time trends, reasons for utilisation 
and factors affecting the uptake and retention of PHC. 

WHAT DOES THIS STUDY ADD
	⇒ This study addresses existing gaps in the literature pertaining to 
access to and utilisation of primary healthcare services among for-
merly incarcerated women.

	⇒ We identify factors affecting access to primary healthcare at differ-
ent stages of the healthcare-seeking pathway, both at the individual 
and supplier levels.

	⇒ We provide a summary of evidence for interventions aimed at en-
hancing access to and utilisation of primary healthcare for women 
transitioning into the community.

HOW THIS STUDY MIGHT AFFECT RESEARCH, PRACTICE OR 
POLICY

	⇒ The review highlights the need to extend universal health coverage, 
coordinate healthcare services, implement screening and transi-
tional programmes to address gender-specific healthcare needs, 
and facilitate access to primary healthcare for women re-entering 
the community.

	⇒ Applying a gender-responsive, patient-centred approach can sup-
port researchers and practitioners identify the healthcare needs 
of formerly incarcerated women and to understand how national 
healthcare systems and social factors influence healthcare utilisa-
tion among this population.

	⇒ Guidelines on the treatment of women in prisons could be updated 
and expanded to cover the healthcare needs of women on and after 
release.

	⇒ Future research should include sex/gender-disaggregated results 
and address the limited evidence on the topic in low– and mid-
dle– income countries, as well as among minority groups, including 
Indigenous populations and LGBTQ+ individuals.

https://dx.doi.org/10.1136/bmjph-2023-000735
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When available, data comparing formerly incarcerated 
women with other demographic groups, such as formerly 
incarcerated men and/or women from the general non-
incarcerated population, were extracted. The web-based 
systematic reviews software ‘Rayyan’21 was used to facili-
tate the screening process.

Synthesis
Study characteristics are presented in summary tables 
for each study including country, setting, study design 
and sample characteristics. Information on time elapsed 
between release from prison and data collection, and 
time points of follow-up is also presented. We used the 
convergent-integrated approach to analyse the findings 
of the included studies, with results organised under 
themes.22 In the discussion, we applied Levesque’s Patient-
Centered Access to Healthcare Model to map the findings 
from the included studies23 (figure  1). The Levesque’s 
framework has previously been used to explore access to 
healthcare services among disadvantaged groups such as 
refugees24 and ethnic minorities25 and to explore access 
to contraception and abortion among WIP.26 The model 
provides perspectives from both the patient and the 
supplier healthcare access, represented by the approach-
ability, acceptability, availability, affordability and appro-
priateness. It also incorporates five corresponding abili-
ties of populations that interact with these dimensions: 
the ability to perceive, to seek, to reach, to pay and to 
engage.23

Risk-of-bias assessment
Different tools according to the study design were used 
to assess the risk of bias in the included studies. The 

National Institutes of Health quality assessment tools27 
were used for observational cohort and cross-sectional 
studies. For before–after (pre–post) studies with no 
control group, the same tools were also employed. For 
qualitative studies, the critical appraisal skills programme 
checklist28 was used.

Patient and public involvement
Patients or the public were not involved in the design, 
conduct, reporting or dissemination plans of this study.

RESULTS
Search results
The selection process is summarised in figure  2. The 
search generated a total of 3524 records without dupli-
cates, which were screened for abstract and title. 191 
records were retrieved for full-text screening, and the 
final dataset consisted of 37 studies published between 
2013 and 2022. Nineteen quantitative studies using 
various methods (ie, data linkage and cohort studies 
and before–after studies) and 17 qualitative studies were 
included. A case study that was reported in an opinion 
paper was included. The studies included in the anal-
ysis were exclusively conducted in high-income coun-
tries, predominantly originating from the USA (n=25), 
followed by Canada (n=7) and Australia (n=5). A 
detailed description of the included studies is presented 
in tables 1 and 2.

PHC utilisation: trends and predisposing factors
Women had increased utilisation of PHC services 
and extended medical consultations during different 

Figure 1  Factors affecting access to primary healthcare among formerly incarcerated women mapped on the Levesque 
framework of access to healthcare.
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postrelease timeframes, compared with their male 
counterparts and women in the general population. In 
Ontario, Canada, records from correctional facilities 
showed that formerly incarcerated women were more 
likely to access PHC at all time periods compared with 
male prisoners and to women in the general popula-
tion.29 30 Similar trends were reported in a prospec-
tive cohort study in Queensland, Australia.31 In Kansas 
City in the USA, women who were interviewed within 6 
months after their release from jail reported regular use 
of primary and preventive healthcare services, despite 
facing competing needs after release, such as finding 
housing and employment.32

Age and chronic diseases
Data from a multisite impact evaluation study in 14 states 
across the USA showed that women had 2.8% increase in 
the odds of seeking out and receive medical treatment in 
the community compared with men post release, whereas 
having a chronic disease diagnosis and older age were 
associated with higher odds of receiving healthcare.33 In 
another study that compared younger and older justice-
involved women (age 18–49, and 50+ years, respectively) 
in three US cities, women in the older age group were 
more likely to have personal or primary care doctor or 
nurse (84.7% vs 51.6%; p <0.001), a medical home (88.5%: 
78.5%; p=0.004), health insurance (83.4%: 60.6%; p 
<0.0001), receiving care at a health clinic by appointment 
(84.1%: 68.3%; p <0.001) and receiving influenza vacci-
nation compared with the younger group.34 In a qual-
itative study of 15 mothers released from an urban jail 

in mid-Atlanta in the USA, they reported frequent visits 
to the primary care provider or the child’s paediatrician 
within the first few weeks of release.35

Barriers and facilitators to PHC utilisation
Financial and other structural factors affected the access 
to and utilisation of PHC among women after release. 
For example, women in Kansas City (USA) reported 
financial constraints and transportation barriers as obsta-
cles to accessing PHC services after release.32 Costs and 
copayments also restricted healthcare access for women 
in the US after release, even with health insurance. Addi-
tionally, women reported a lack of knowledge as where to 
find needed healthcare resources.36 On the other hand, 
women in the USA reported that social support, having 
a medical home, affordable transportation and financial 
resources facilitated their use of sexual and reproductive 
health services after release from jail.37 The same study 
also reported that neighbourhood safety influenced 
when the women scheduled doctor appointments.

Disrupted medical care
Formerly incarcerated women in Sydney, Australia, expe-
rienced disruptions in medical care and transient rela-
tionships with healthcare providers on transitioning to the 
community. Some avoided seeking healthcare due to fear 
of stigma and perceived lack of receptiveness from their 
healthcare providers. However, they identified facilitators 
to healthcare access, including having a health condition 
that was prioritised by their healthcare providers (eg, HIV 
or schizophrenia), personal capabilities (self-efficacy, 

Figure 2  Preferred Reporting Items for Systematic Reviews and Meta-Analyses flow diagram of the study selection process.
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assertiveness), family support, overcoming substance use, 
compliance with health system rules and participation in 
transitional care programmes.38 In the USA, many women 
who lost their insurance on incarceration reported being 
assigned a primary-care doctor they did not know or trust 
when re-enrolling in health insurance.39 Similarly, women 
who participated in post-release SUD programmes had 
to switch to a new primary-care doctor affiliated with the 
same programme.40 Women in the same study stated that 
the physical environment of the clinic including acces-
sibility and convenience influenced the doctor–patient 
relationship.37 Formerly incarcerated women in the USA 
who reported not using contraceptives were more likely 
to lack health insurance and experience food insecurity 
compared with contraceptive users.39 Similarly, in a qual-
itative study with formerly incarcerated women in New 
York city, participants reported factors that disrupted 
their contraception use post release, including their 
incarceration experience, insurance status and relation-
ship with healthcare providers.41

Health literacy
Formerly incarcerated, homeless women who were 
enrolled in a residential drug treatment programme in 
Southern California, USA, reported multiple chronic 
conditions, alongside a lack of knowledge in terms of 
healthcare needs, not having insurance and long waiting 
times for medical appointments.42 For these women, lack 
of health insurance was also cited as an institutional/soci-
etal level factor that affected their reinsertion into the 
community, in addition to lack of understanding of the 
changing health insurance policies in the USA.43

Perceived discrimination in the healthcare system
Using patient role to determine if a history of recent 
imprisonment affects access to PHC in British Columbia, 
Canada, researchers found that discrimination due 
to history of incarceration was a barrier to PHC for 
women released from prison, compared with a control 
group (women with no history of incarceration), even 
with universal health insurance.44 Formerly incarcer-
ated Latina mothers in Texas who experienced sexual 
violence during incarceration, reported underutilisation 
of PHC after release. Despite their elevated healthcare 
needs due to high-risk sexual activity including commer-
cial sex work, they avoided seeking essential PHC due to 
fear of discrimination.45 For African-American women, 
visits to the ambulatory services after release were often 
characterised by experiences of gendered racism.46 
In contrast, participants in a cross-sectional survey in 
three US cities, which evaluated perceived healthcare 
quality post release, reported positive interactions with 
healthcare providers and satisfaction with care, without 
extensive experience of discrimination.39 Women with 
a history of incarceration, however, were less likely to 
report perceived discrimination in healthcare settings 
compared with their male counterparts (16% and 84%, 
respectively).47 Women with a history of sexual violence A
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victimisation were asked to provide insights to decision-
makers in the USA regarding their post-release health-
care experience. They highlighted the unavailability of 
care, the lack of compassionate healthcare providers 
and the need for healthcare professionals who recognise 
their unique healthcare needs.48

Continuity of care and communication between the prison 
and PHC providers
Few studies have explored the continuity of healthcare 
after release from prison and its consequences. A study 
that examined health information transfer and arrange-
ment for continuity of care for women released from New 
South Wales prisons reported generally poor discharge 
arrangements.49 For instance, discharge information 
was not routinely provided to the community doctor, 
despite most women having an identifiable doctor in 
their records. On release from prison, no arrangements 
were made with community doctors in most cases, and 
reduced communication between the prison and PHC 
providers was reported, compared with communication 
during prison entry. Additionally, unpredictable release 
dates and movement between correctional settings 
affected the transfer of information at release. Women 
enrolled in prerelease healthcare programme had better 
linkage of care after release, whereas women with phys-
ical health conditions that required follow-up were more 
likely to schedule medical appointments after release, 
regardless of mental health conditions or SUD.49

In a case study presented by Kouyoumdjian et al,50 it was 
demonstrated that PHC providers can play an important 
role in achieving continuity of care between incarcera-
tion and release through consistent communication 
between the primary care team and the prison-based 
physician. From the perspective of primary-care doctors 
in the USA, continuity of care between incarceration 
and release is likely to be disrupted due to breaks in the 
patient–physician relationships, challenges in accessing 
prescription medications, disruptions in insurance 
coverage, and problems with sharing medical records. 
On the other hand, physicians’ knowledge of a patient’s 
past or upcoming incarceration informed their care plan 
for the patient.51

Screening
In Ontario, Canada, linkage of correctional and health 
administrative data showed that women with a history of 
imprisonment were overdue on cervical cancer screening 
compared with women in the general population, an 
issue that persisted three years after release.52 The same 
study reported that most of the released women used 
PHC multiple times during this period. Another study of 
the same sample reported that women were still overdue 
for colorectal and breast cancer screenings three years 
after release from prison.53 For those who were overdue 
for breast cancer screening, 78% had had at least one 
PHC visit in the three years prior.53 In Kansas City (USA), 
a high proportion of women released from jails reported 

receiving sexually transmitted infections (STI) screening 
within one year after release, where younger age, high 
school education, having insurance and alcohol or illicit 
drug being correlated with STI screening.54

Prescriptions and health insurance enrolment
Women continue to face discrepancies in medica-
tion prescriptions, either due to insufficient insurance 
coverage or changes in their relationships with health-
care providers after release. In a two-year follow-up study 
of adult smokers after release from prison in Queens-
land, Australia, only 9% of the female participants were 
provided with subsidised smoking cessation pharmaco-
therapy by their PHC providers, compared with 52.2% of 
women in the general community.55

Insurance coverage and enrolment
Using administrative data, two natural experiments were 
conducted to evaluate insurance enrolment initiatives in 
the USA: Medicaid eligibility expansion and Medicaid 
enrolment assistance. Both policies were found to be 
associated with substantially increased Medicaid enrol-
ment during the month of release. Specifically, prere-
lease enrolment assistance was linked to a higher likeli-
hood of individuals applying for Medicaid before their 
release date.56 The study also reported that women were 
15% more likely than men to be enrolled in Medicaid 
during the month of release. In Massachusetts, USA, 
state level expansion of Medicaid facilitated access to 
healthcare for women after release from prison.57 In 
rural Appalacia (USA), women released after the imple-
mentation of the Affordable Care Act (ACA) were more 
likely to have healthcare coverage for at least one month 
during the three-month follow-up period compared to 
those released prior to the ACA (84% and 27%, respec-
tively).58 Clinical and policy experts considered Medicaid 
coverage gaps during reentry a significant public health 
concern in the USA. The experts supported termi-
nating the federal Medicaid Inmate Exclusion, and 
suggested that deactivating Medicaid coverage during 
incarceration should no longer be necessary due to the 
excessive burden on justice-involved people to reacti-
vate Medicaid after incarceration, leading to coverage 
gaps and probably ‘double billing’. The participants 
suggested scalable policy solutions to eliminate Medicaid 
coverage gaps during re-entry.59 In Philadelphia (USA), 
a pilot programme was initiated to facilitate prere-
lease Medicaid enrolment and connect incarcerated 
women at the Philadelphia women’s jail with commu-
nity health centres. Out of 1767 incarcerated women 
offered the programme, 1292 agreed to participate. Half 
of the participants in the pilot received physical and/
or behavioural healthcare services through Medicaid in 
the weeks immediately after re-entry. Among those who 
declined Medicaid enrolment, reasons included mistrust 
and insufficient understanding of what insurance is and 
how it can be used.60
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Interventions to improve utilisation of PHC
In a Peer Health Mentoring Program designed to support 
women in Canada in navigating health and social services 
after release, participants had increased access to a family 
physician within three days of release with the help of their 
mentor. They also received more information regarding 
PHC access.61 In a city in upstate New York, USA, a 
primary care-based programme designed to address the 
health needs of women nine months postrelease led to 
an increase in women’s receipt of medical checkups, 
including testing, screening and treatment for various 
conditions.62 The same study also reported that 83% of 
the women did not have a primary care provider prior to 
programme enrolment. In a qualitative study evaluating 
a primary care programme (WISH-TC) in New York, 
women reported feeling empowered to overcome system 
barriers, make decisions related to their healthcare needs 
on release, and felt motivated to adopt healthier lifestyle 
habits.63 They also prioritised clinic appointments and 
reported better health literacy and understanding of 
their personal health needs. A 12-week health promotion 
programme for women during their re-entry in Houston, 
USA, showed that many women had little experience 
with health professionals and felt intimidated or unsure 
about how to ask pertinent questions. Participants in the 
programme reported increased health knowledge and 
benefited from access to dental care. One participant 
credited the programme for early detection of her breast 
cancer.64 In Queensland, Australia, non-Indigenous 
women participating in a transitional programme had 
increased contact with a primary-care doctor during the 
first month after release, while Indigenous participants 
in the same study had decreased contact. Furthermore, 
participants who consulted a primary care doctor during 
the first month postrelease were twice as likely to use 
PHC within six months compared to those who reported 
no contact.65

Risk-of-bias assessment
Most of qualitative studies (13/15) were rated as high 
quality (rating yes of 7/10 criteria) (online supplemental 
appendix 2). Notably however, only one qualitative study 
satisfied the criteria that addresses the consideration of 
the relationship between researcher and participants. 
Half of the before–after studies (n=6) were rated as high-
quality studies (online supplemental appendix 3), and 
most of the other quantitative studies (12/14) were rated 
as high quality (scoring >75% of yes ratings) (online 
supplemental appendix 4).

DISCUSSION
This review included 37 studies that explored the expe-
riences of women with a history of incarceration in 
accessing PHC. We identified five themes describing 
the predisposing factors, trends and factors influencing 
PHC utilisation among this population. Consistent with 
findings from a previous scoping review on community 

healthcare for women, transgender and non-binary 
people who have experienced incarceration,3 women 
released from prison continue to face challenges and 
barriers to obtaining optimal, patient-centred health-
care. These challenges are compounded by the unique 
gendered vulnerabilities and needs of formerly incarcer-
ated women. The findings suggest that their perception 
and pursuit of healthcare (the first domain of Levesque’s 
framework) are influenced by various factors. These 
include health and/or system literacy, belonging to a 
minority or Indigenous population, as well as perceived 
discrimination in the healthcare system (whether gender 
based or due to incarceration history). On the provider 
side, transitional and health promotion programmes are 
crucial for addressing this period by providing neces-
sary knowledge and screening activities to assist women 
in realising their health needs. Studies from Australia, 
USA and Canada highlight both gender and history of 
incarceration as factors driving increased PHC utilisa-
tion among formerly incarcerated women compared 
with their male counterparts and women in the general 
population. This underscores the heightened healthcare 
needs of formerly incarcerated women. Gender has been 
consistently associated with lifestyle and health behav-
iours in the literature,66 with women seeking PHC to a 
greater extent compared with men.67–69 However, the 
findings of the aforementioned studies partially contra-
dict existing evidence on the barriers to PHC for women 
with a history of incarceration. Additionally, since some 
of these studies were limited to a single city or state, a 
further investigation is recommended.

Few studies have explored structural factors related to 
the dimension of affordability and the ability to pay that 
affect access to healthcare (ie, geographical location and 
availability of transportation). Another common barrier 
to accessing healthcare after release from prison is the 
lack of health insurance and difficulties obtaining it on 
release, resulting in delays and disruption in healthcare 
access, and breakdowns in relationships with commu-
nity healthcare providers. In the countries included in 
this review, such as Australia and Canada, people were 
either excluded from the national health system,70 71 or 
lacked insurance coverage on incarceration (eg, in the 
USA).72 This exclusion undersocres the inequalities 
in health status and access to healthcare services, even 
in high-income countries with high universal health 
coverage index.73 This situation contributes to the frag-
mented implementation of various human rights trea-
ties and non-binding United Nations standards, such as 
the United Nations Rules for the Treatment of Women 
Prisoners and Non-custodial Measures for Women 
Offenders (Bangkok Rules), which mandate for the 
humane and gender responsive treatment of women in 
detention.74 The various treaties and standards, along 
with international experts advocate for an integrated 
system-wide Throughcare approach. This approach 
emphasises the integration of prison-based rehabilita-
tion, reintegration and aftercare programming. It also 

https://dx.doi.org/10.1136/bmjph-2023-000735
https://dx.doi.org/10.1136/bmjph-2023-000735
https://dx.doi.org/10.1136/bmjph-2023-000735
https://dx.doi.org/10.1136/bmjph-2023-000735
https://dx.doi.org/10.1136/bmjph-2023-000735
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calls for a person-centred and holistic needs assessment 
that considers comorbidities, gendered vulnerabilities 
and the need for age-responsive care both in prison 
and post release.75 However, evidence on the extent to 
which these recommendations and guidelines are imple-
mented remains scarce.73 76 Included studies from the 
USA have demonstrated that interventions to expand 
health insurance coverage among people released from 
prison can effectively improve coverage rates for this 
population, which is more likely to be uninsured. Such 
interventions also have the potential to enhance enrol-
ment in health insurance programmes and reduce health 
disparities.72 77 Furthermore, health promotion interven-
tions and transitional programmes offer valuable insights 
into the potential benefits of integrating transitional 
care within PHC. These interventions offer strategies 
for overcoming the barriers to healthcare that women 
face on release from incarceration. Consistent with a 
systematic review of postrelease programmes for women 
exiting prison with SUDs, transitional programmes have 
proven beneficial by optimising continuity of care from 
prison to the community. These programmes also facili-
tated prerelease linkage to health and social services in 
the community, thus enhancing the overall transition 
process for women.17 The Bangkok Rules advocate for 
collaboration between prison authorities and probation 
or social welfare services to develop comprehensive pre- 
and post-reintegration programmes tailored to address 
the specific needs of WIP.78 One example for such efforts 
is the model of community-based transition clinics devel-
oped in the USA to enhance access to healthcare services 
during the transition from incarceration to the commu-
nity. These clinics provide information about community 
healthcare providers and assist in transitional healthcare 
planning to ensure continuity of care during this critical 
period.79 These efforts are crucial in addressing barriers 
to accessing PHC for this population, helping to prevent 
worsening health outcomes and reduce the use of acute 
healthcare services,80 particularly among low-income or 
uninsured patients, patients with mental health condi-
tions, and elderly with multiple chronic illnesses.81 We 
recommend further research to explore the long-term 
effects and retention of care among people partici-
pating in these programmes, focusing on the appropri-
ateness dimension of access to PHC, which was the least 
addressed dimension in the included studies in this 
systematic review.

Moreover, it is worth noting that the included studies 
predominantly focused on western high-income coun-
tries. Upon closer examination, similar patterns of 
geographical representation were observed among the 
excluded studies. This underscores the limited scope of 
literature and evidence from low- and middle-income 
countries. There is a clear need for a deeper under-
standing of the situation faced by people who experi-
ence incarceration in these settings, especially given the 
unique challenges present in the PHC systems in these 
contexts.82

Limitations and strengths of the review
To the best of our knowledge, this is the first systematic 
review that summarises the evidence on factors affecting 
access to PHC among women with a history of incar-
ceration. Nonetheless, several limitations should be 
considered when interpreting the findings, notably the 
restricted evidence to western high-income countries. 
Additionally, variations in PHC systems across different 
contexts represented in this review may affect the gener-
alisability of the findings. However, we draw on previous 
cross-national comparative studies that underscore the 
potential of comparative research to guide the develop-
ment of PHC services, while considering the beliefs and 
values of both healthcare providers and stakeholders.83 
Finally, while some of the included studies reported 
LGBTQ+/Transgender women in their samples, specific 
information on this population was not provided. Given 
the distinct risks and vulnerabilities between transgender 
and non-transgender people in prison and on release, 
dedicated policies are necessary to address their unique 
needs.84 Therefore, it is crucial to account for and provide 
comprehensive reporting on these populations in future 
research.

CONCLUSION AND IMPLICATIONS
Findings of this review highlight the significant barriers 
women encounter when accessing PHC on transitioning 
from incarceration to the community. These barriers 
encompass individual, cultural, contextual and system-
atic factors. While identifying opportunities and facil-
itators to enhance PHC access among this population 
is crucial, access alone is insufficient. Effective support 
requires integrating Throughcare planning prior to 
release, ensuring health information transfer on release, 
and adopting a non-judgmental, gender- and cultur-
ally responsive approach. Such strategies can improve 
PHC utilisation and lead to better health outcomes for 
formerly incarcerated women. This reiterates the crit-
ical need for extending universal healthcare coverage 
to include people with a history of incarceration, and 
aligning healthcare services for people in prisons closely 
with national public healthcare systems. Future research 
should account for sex/gender disaggregated data when 
including diverse gender populations. Finally, interven-
tions that aim at improving access to PHC for formerly 
incarcerated women should be developed in collabora-
tion with local institutions and health agencies. These 
interventions should focus on enhancing health literacy 
and assisting women in navigating the healthcare system 
more effectively.
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