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1. INTRODUCTION 

 

The NHS has come under intense scrutiny over the last decade with its overall 

performance deteriorating further in the aftermath of the COVID-19 pandemic. 

Crippled with long waiting lists and decreased quality of treatment, the public’s 

trust and confidence in NHS meeting the promises outlined in the NHS constitution 

is at an all-time low (Darzi, 2023).  

Access to primary care (A&E) and community healthcare services (e.g. local GPs) 

has proven extremely difficult. Not only for the wider population but specifically 

for the population with additional complex needs. According to research 

conducted by NACRO in 2023, it was found that prison leavers and people 

experiencing homelessness are some of the groups who particularly struggle with 

accessing healthcare especially from community healthcare support services 

because they are less likely than most to have a proof of ID or proof of address 

which over 66% of GP practices that were surveyed required before patient 

registration was done. (NACRO, 2023) 

Additionally, an investigation conducted by the Prison and Probation Ombudsman 

on the deaths that occurred within 14 days of release from prison to the 

community (excluding homicides) showed that 137 prison leavers died within the 

first 14 days of their release between September 2021 and January 2023. 

With the landmark reforms proposed by the Lord Chancellor, Shabana Mahmood 

(2025) we expect to see an increase of prison leavers in the UK as a result of the 

proposed early release scheme. With the increase in the prison leaver population, 

it is imperative that healthcare systems are robust and are a lot more accessible 

for this cohort. 

Robust healthcare support goes beyond the basic commitment to ‘do no harm’. A 

‘one size fits all’ approach does not suffice. As is the responsibility of the patient 

to attend appointments as required and seek treatment when needed, it is also the 

responsibility of the healthcare provider to make this easier for them to do so.   



 

 

This paper contributes to understanding why prison leavers have difficulties in 

accessing healthcare services focusing primarily on RD&E A&E and exploring how 

these difficulties could be overcome. We present findings from primary analysis of 

qualitative data collected by the research team within bthechange CIC. The 

interviews were conducted on a rolling basis over the course of 8 months. The 

terms ’ex-offender’ or ’ex-prisoner' have intentionally not been used in this report 

to refer to our target cohort of individuals, instead, we refer to them as prison 

leavers. Therefore, the prison leaver as referenced throughout this report 

describes a population who have more recently or in the past served a prison 

sentence. We explore this phenomenon by evaluating the experiences of people 

from 7 exemplar subgroups of prison leavers known to be at risk of inequitable 

access: 

 Living in an area of high deprivation 

 Unstable housing or homelessness 

 Severe mental illness 

 Learning disability 

 Neurodiversity 

 Ethnically diverse background 

 Long term health conditions  

A deep dive into all these interconnected factors is crucial to understanding the 

barriers to accessing not only primary care but also the overarching healthcare 

system for prison leavers. Rather than looking at the factors in isolation, we 

evaluated the intersectionality of these factors in our research and data 

collection. 

  



 

 

2. LITERATURE REVIEW 

 

This chapter critically reviews previous studies and theories relating to 

accessibility and/or the lack thereof of healthcare services to marginalised groups 

with particular focus on the prison leaver population from a national, regional and 

local Devon perspective. This chapter is divided into 2 parts. The first part outlines 

the theoretical framework that motivated this research study while the second 

part is comprised of literature on determinants of healthcare access for prison 

leavers across the UK.  

2.1. Theoretical framework 

 

The challenges faced by prison leavers, like many marginalised communities, in 

accessing healthcare in the UK are best understood through a sociological lens, one 

on which this research study is premised on. This approach allows us to not only 

evaluate individual level factors but also examine the broader social structures, 

institutions and inequalities that shape healthcare accessibility for a prison leaver. 

Drawing from the five-dimensional concept developed by Levesque et al 2013, 

healthcare access is determined by both the supply and demand side players of the 

healthcare system.  

 



 

 

This approach recognises that variations in treatment arise from interactions 

between supply and demand and accommodates the fact that barriers to access 

can occur across the pathway to care. For example, the decision to seek help in 

the first place may be influenced by individual patients’ knowledge, information, 

their health literacy, their judgement of the ability of the health service to 

respond, psychological factors such as lack of embarrassment or fear, and practical 

issues such as the need to rely on public transport or to arrange childcare/time off 

work. Once patients have gained entry to the system, the categorisation and 

disposal of their health needs depend to some extent on their ability to present in 

ways that health professionals find credible and legitimate. In turn, the way in 

which health professionals categorise health needs may be affected by their 

perceptions of patient preferences, technical eligibility and moral or social 

‘deservingness’. (Asthana S, et al. 2016).  

Capacity factors (such as length of time available for consultations, availability of 

tests and perceptions and/or experience of poor local capacity) may also play an 

important role in shaping clinicians’ decisions to open up the pathway to 

treatment.  

 

 

2.2. Empirical literature review 

 

People in prison are generally in poorer health than those not in prison (House of 

Commons Health and Social Care Committee, 2018). Many people entering prison 

have complex healthcare needs with there being a higher prevalence of infectious 

diseases, mental health issues and substance misuse challenges seen among this 

population (NACRO, 2013).  

Although imprisonment itself could exacerbate psychological trauma, the prison 

population is overrepresented with individuals from marginalised backgrounds 

(Durcan 2008). In this context, people in prison are likely to be from the poorest 

social economic group (Brooker & Sirdifield 2007), have experienced family 



 

 

instability throughout their lives (MOJ, 2012) and are financially unstable. An 

analysis conducted by the Ministry of Justice in 2011 showed that 51% of people 

who’d been sentenced or cautioned in England and Wales in 2010 had been 

claiming benefits at some point before their sentencing with 47% being on out of 

work benefits up to 2years after their release from prison. Indeed, the World 

Health Organisation (WHO) acknowledges the link between inequality and 

imprisonment by noting that ‘in all countries of the world, it is people from the 

poorest and most marginalised sections of the population who make up the bulk of 

those serving prison sentences’ (WHO, 2003).  

Consequently, due to their economic status and background, most prison leavers 

are at a higher risk of unstable housing and/or homelessness compared to the 

wider population. Heather McCluskey et al (2024) found that people leaving prison 

in England experienced homelessness at a rate 40 times higher than the general 

population (6.3% vs 0.16%). Housing instability not only undermines physical and 

mental health (Preece et al., 2019), but also creates direct barriers to accessing 

healthcare, as many community services require proof of address before 

registration (NACRO, 2023).   

The high prevalence of severe mental health issues within the prison population 

makes it a lot more difficult for them as they transition back into the community. 

The risk of suicide is highest in the 28 days following release from prison 

(NACRO,2019). Additionally, independent investigations conducted by the Prisons 

and Probation Ombudsman, 21 of the 137 deaths that occurred 14 days after 

release between September and December of 2023 were self-inflicted underscoring 

the importance of curating service for prison leavers that incorporates robust and 

responsive mental health support. 



 

 

 

Similarly, specific needs for individuals with learning disabilities are often unmet 

within the healthcare system. Research has consistently shown that a significant 

proportion of people in prison are poorly educated (Cooke 2004, Travis 2005) with 

57% of adult people in prison having literacy levels below those of an expected 11 

year old (MoJ, 2020) and 30% having a learning disabilities compared to 2.5% of 

national average (NOVUS, 2023). This low level of literacy limits prison leavers’ 

health literacy and self-advocacy; a fundamental factor determining healthcare 

access. Projects and initiatives that have already implemented the use of alerting 

3rd parties to appointments have seen a benefit to not only the patients’ health 

and general outcomes, but to service delivery as less appointments were missed.  



 

 

Further, prison leavers with neurodivergent needs often go unrecognised and 

unsupported in a ‘one size fits all' healthcare system. In England and Wales, 

authoritative estimates suggest half of the prison population may have some 

neurodivergent condition compared to 15-20% in the general population (Penal 

Reform International, 2024). Consequently, for some if not many of the prison 

leavers, failure to tailor support to individual neurodivergent needs could 

significantly affect their engagement with community services and their chances of 

recidivism accordingly. 

To a greater extent, individuals from ethnically diverse backgrounds are 

overrepresented in the prison population relative to the general UK population 

with approximately 27% of people in prison from ethnically diverse backgrounds 

compared to roughly 13% in the general public. This over-representation is 

especially acute in YOI (Young Offender Institutions) where more than half of the 

population are from ethnically diverse backgrounds. Further discrepancies in 

health needs along ethnic lines exist within the prison population.   In the wider 

community, people from [ethnically diverse backgrounds] are reported to face 

barriers in seeking help for their mental health as well as poorer access to services 

that can help them (NHS RHO, 2022). Additionally, lack of confidence and trust in 

the NHS has been a rhetoric within these communities. For instance, a survey 

conducted by NHS Race & Health observatory in 2025, found that individuals from 

ethnically diverse backgrounds were more likely to report poorer experiences with 

primary care providers compared to their white counterparts. Such disparities 

proved to be a significant contributor to their mistrust in the system and a large 

deterrent to patient’s access to healthcare both for the general population and for 

prison leavers. 

Taken together, the body of evidence suggests that prison leavers face intersecting 

health inequalities shaped by several socio-economic factors. Addressing these 

challenges require nuanced, system wide approaches to improve continuity of care 

and equitable access to healthcare support for this cohort of individuals. 

One such initiative is the RECONNECT service, commissioned by NHS England and 

NHS Improvement in 2020. This initiative sought to improve the continuity of care 



 

 

for people leaving prison or an immigration removal centre (IRC) who had been 

identified to have a health need by helping them engage with community-based 

services on their release. Building on this initial service, an Enhanced RECONNECT 

service was launched in 2023 aimed at supporting individuals identified as high risk 

of harm to the public and who have complex health needs via multi agency 

collaboration. Initial evaluation of the RECONNECT service was completed in March 

2025 however, the findings from this evaluation are yet to be publicised. 

 

 

  



 

 

3. METHODOLOGY 

The methodology applied within this research has been through semi-structured 

interviews with professionals and structured interviews conducted with prison 

leavers. Interviewee responses were collected mostly on a one-to-one basis, as this 

was felt the most ethical way to share experiences without exploiting anyone’s 

vulnerability and to allow the most effective collection of qualitative data.   

 

3.1. Sampling and recruitment 

14 participants were included in our collection of data for this report. 7 prison-

leavers and 7 professionals from differing professional roles. Of the 7 prison-

leavers, they had all spent a sentence incarcerated between 2 years and 7 years 

and had mostly been released to an address that meant Royal Devon and Exeter 

Hospital was their allocated hospital, although some later resided at addresses 

that met this criterion. The length of time since their release varied between 6 

months and 17 years. The 7 professionals interviewed in relation to these have 

worked along-side prison-leavers in varying capacities but include STaR Staff, 

Resettlement workers, Navigators and GPs. All interviewee’s gave consent for their 

experiences and views to be included within this report however, to ensure this 

report is written and received with neutrality, all staff and prison-leavers are to 

remain anonymous throughout. 

The table below maps out the demographics of the prison leavers interviewed 

 Sex Age Range Multiple incarceration and/or sentence 
length 

Length since 
last release 

Chronic Healthcare 
Conditions Disclosure 

A M 55-64 Multiple, up to 6 years 5 months Multiple. 

B M 25-34 9 years 18 months Asthma 

C M 35-44 Multiple, up to 4years 6 years Organ transplant 

D M 35-44 2 years 7 years Not disclosed 

E F 25-34 Multiple, each under 9 months 20 months Not disclosed 

F M 64+ Multiple, each over 3 years 17 years Current cancer 
diagnosis 

G M 35-44 Multiple, up to 3 years 2 years Not disclosed 

 



 

 

3.2. Data processing 

All qualitative data collected for this research were processed in accordance with 

ethical research guidelines and relevant data protection legislation, including the 

UK General Data Protection Regulation (UK GDPR) and the Data Protection Act 

2018. Participants took part voluntarily and provided informed consent prior to 

being interviewed. Interviews were transcribed at the time of interview. To 

protect participant privacy, all personal identifiers were removed or replaced with 

pseudonyms during transcription. No identifiable information appears in the final 

report or any associated publications. 

3.3. Data analysis 

The data was analysed using thematic analysis. Responses from the interviews and 

surveys were collated, and the frequency of common issues was recorded to 

identify the most common barriers to healthcare access. 

3.4. Risks and how they were mitigated 

Given the sensitive nature of these interviews, the research team adopted a 

trauma informed approach throughout the process. Researchers undertook trauma 

sensitive training sessions before commencing any work which saw them conduct 

the interviews sensitively, allowing participants full control over the direction, 

depth and duration of each interview session. A safeguarding protocol was also 

employed, and signposting procedures put in place to ensure safety for both the 

interviewee and interviewer. No safeguarding issues were found throughout the 

study period. 

Additionally, interviews were conducted on a voluntary basis with consent forms 

signed before each interview. Further, any session recordings were destroyed once 

anonymised transcriptions had been produced.   



 

 

4. KEY FINDINGS 

       

Fragmented support systems 

A principal challenge described by both prison leavers and professionals was the 

presence of fragmented support systems especially during the transition from 

prison healthcare to community healthcare. Systems that were designed to support 

release were described as being overly complex and lacking multi-disciplinary 

working. For a professional working in the VSCE sector, this was a particular 

frustration they had encountered during their work in prison transition; 

‘The system is overly complex even for the average person, let alone an individual 

who has additional complex needs. There is no ethos for multi-disciplinary 

working, and too often [the system] excludes the valuable input of non-medical 

professionals, such as support workers from statutory services or charities, who 

are critical in helping people navigate release.’ 

Additionally, gaps in information sharing meant that some individuals that left 

prison earlier than expected suffered the consequences of missed records, lack of 

prescriptions plans and consequently, lack of adequate support in the community. 

This breakdown was not only felt at the immediate point of release, but for some, 

continued to shape their engagement years later. A prison leaver interviewed 

reflected; 

‘When I was released early [under the rapid release scheme], I had issues with my 

medical records. They hadn’t been transferred, so I couldn’t get my usual inhaler 

prescriptions. My chest started getting worse, but instead of sorting out the 

problem I was told to seek care through the emergency department. On this 

occasion, I was directly asked by the triaging staff what I had been in prison for 

which maybe was a risk assessment thing but was irrelevant to the care i needed 

to receive urgently.’  

Professionals echoed this frustration, noting that;  

‘Without effective multi-disciplinary working, community GPs and hospitals are 

often “treating people blind.”’ 



 

 

While this does highlight a wider concern with medical records, it cannot be 

blamed on Royal Devon University Trust only rather, it highlights the need for more 

joined up working between trusts. 

Communication breakdown and digital exclusion 

Throughout our interviews, the lack of effective communication was highlighted as 

a significant barrier to healthcare accessibility for prison leavers. This lack of 

effective communication was found to be a significant contributor to the increased 

number of missed appointments within this cohort of individuals. For a population 

whose majority have in the past been found to have the basic literacy skills of an 

11year old (MoJ, 2020) compounded with the disadvantage of limited to low digital 

skills having a system that’s based on the ‘3 strikes you’re out’ phenomenon is 

expected to decrease accessibility and eventually exacerbate poorer health 

outcomes.  

The lived experience of one prison leaver that we interviewed highlighted how 

digital exclusion and poor communication intersected to further perpetuate his 

distrust in the healthcare system; 

‘I was once asked to check myself in on a computer screen. When I asked for 

support, I was told that the instructions were on the screen. I had to explain to 

them [RD&E staff] that I couldn’t read. The receptionist repeated that I couldn't 

read back to me, loud enough for others in the waiting room to hear. I felt 

immediately embarrassed and judged not only by Royall Devon and Exeter staff 

but by those in the waiting room that had heard.’  

The interviewee further articulated that this incident led to a breakdown of trust 

for him, and he no longer wanted to attend the hospital despite his chronic health 

conditions worsening for the fear he would attend and be in a similar situation 

once again feeling judged for something that was beyond his control. He was later 

diagnosed with dyslexia, which provides an understanding for his level of literacy 

being so poor and would enact protection under the disability discrimination act.   

Stories like his show how both digital exclusion and low literacy not only prevent 

access but also actively erode trust. Communication practices that rely on letters, 



 

 

online booking, or written instructions were also seen as exclusionary, requiring 

adapted, more supportive approaches. 

Stigma, judgement and stereotyping 

A strong theme throughout our interview process was the prison leavers’ 

experience of stigma, judgement and stereotyping.  While this was not directly 

related to their prison sentence, it was often overlapped with other forms of 

chronic multiple disadvantage such as substance use/misuse or homelessness. 

Crucially, the emergency department was the setting most commonly reported as 

being the site where these experiences were felt. 

One prison leaver reflected on a time when he sought medical attention from the 

emergency department at RD&E following an injury at HMP Exeter; 

‘I arrived at the emergency department in chains and with two prison officers. 

Immediately, i felt like all eyes were on me. Then, the triaging nurse called out 

my full name in front of everyone. I knew straight away that if anyone in the 

waiting room had googled me, they’d know what I’d done. I was just seeking 

medical care unafforded to me within prison but instead, i felt completely 

exposed.’ 

The theme of judgement was further echoed by the professionals we interviewed. 

One professional recalled witnessing a member of staff in the emergency 

department ask a patient, in front of others in the waiting room, whether they 

were an ‘IV user’. This shows how stigma can be reinforced not only by 

way/circumstance of the patient’s arrival, but also through the way questions are 

being asked in a clinical setting. 

 

Insufficient support for patients with addiction 

Some of the professionals interviewed reported that there wasn’t enough rapid 

withdrawal support in place within ED for those who needed to attend and felt 

there was a lack of understanding around addiction, and the dominion it had over 

the lives of those with addictions and how their need to use a substance would 



 

 

always place higher in their priorities than seeking any medical support they may 

need at the time. 

Lack of trauma informed practice across the Trust 

Some professionals reported that there was a lack of trauma informed practice 

across the Trust, particularly when it came down to prison leavers with multiple 

and often overlapping needs.  

‘Trauma informed approaches are still inconsistent across departments. For prison 

leavers, the system fails to recognise how past trauma impacts these individuals’ 

ability to engage.’ 

This limited or lack thereof of trauma informed practice was also echoed through 

our interviews with prison leavers. One prison leaver reflected on his experience 

from 12 years ago;  

‘They [RD&E] saved my life when i went through kidney failure, dialysis and then a 

kidney transplant but when i went back to prison afterwards, i couldn’t get access 

to my mycophenolate straight away. Eventually, i did get it but by then i was 

really poorly. The attitude i got from senior staff was basically that it was my own 

fault for going back to prison. They assumed that drugs and alcohol had caused my 

kidney failure and no matter how many times i explained, i just felt dismissed. 

The truth is, my kidneys were damaged by meningitis when i was a baby. I was 

treated there [RD&E] back then and i had years of admissions for kidney problems 

before i ever ended up in prison. That was all in my file. I’ll admit, my choices 

haven’t always been great, but my illness wasn’t my fault. The whole experience 

left me feeling broken by the system that was supposed to keep me well. From 

then on, i felt like i was being treated, but not cared for, by senior staff.’ The 

interviewee further added; ‘It wasn’t the responsibility of RD&E that i didn’t get 

my mycophenolate in prison, but once i was out, they did have a duty of care. 

What kept me going were the pockets of good care i had from the nurses and 

healthcare assistants. They always made me feel like i mattered, like i was a 

human being with feelings. One of the nurses even raised the possibility that i 

might be neurodivergent and because of her, i went through that process, got a 

diagnosis, started medication and my life has changed completely. Now my health 

is stable, I've got a long-term home and I'm building my life away from prison’ 



 

 

Another female prison leaver who had no chronic health conditions but did have a 

number of children, all of whom were born under RD&E hospital over the span of 

14 years also shared her experience; 

‘Most of my maternity and postnatal care at RD&E was positive but there was one 

moment that really stayed with me. On this occasion, i overheard staff at the 

nurse’s station talking about whether i could care for my children ‘in between my 

prison visits’. I had always been open and honest with professionals about my time 

in the criminal justice system and my substance use, but hearing that immediately 

destroyed the trust i had in the staff that were supposed to deliver my baby. I 

also lost trust within even trusted professionals. Because i had been so open about 

my past, i later delayed seeking help for postnatal depression. I was too scared 

that my honestly would just lead me to being dismissed or judged. In the end, my 

willingness to disclose my circumstances is what allowed that conversation to 

happen in the first place, but it also made me hold back when i really needed 

care.’  

While some experienced professionals acknowledged that care had improved 

significantly over time, they felt that there was significant room for improvement. 

Limited recognition of ongoing trauma responses 

Some of the prison leavers we interviewed often reflected on how their past 

continued to shape the way they experienced healthcare. One interviewee who 

disclosed a current cancer diagnosis shared that he had no negative experiences to 

report in regards to his current or previous care, however, he did rely heavily on 

his wife to articulate on their behalf at appointments as he didn’t feel like his 

voice was being heard although he didn’t think that this was as a result of him 

having served some time in prison. He further shared; 

‘It feels like a lifetime ago since my last time in prison, but it’s still there like I 

still can’t sit with my back to a door or a big window for fear of attack. Twice I've 

had to leave A&E because I couldn’t cope with waiting there for so long. The 

lights, the noise, the chaos, I just shut down. Both times i had to be blue lighted 

back in later by fantastic paramedic staff because i got worse. On both occasions, 

i was put into a bed rather than being put in the waiting room which gave me an 



 

 

opportunity to be away from the chaotic environment but in the right place to 

receive immediate support.’ 

The respondent's wife further shared how this created additional stress, not only 

for him but also for her;  

‘I dread appointments where we might have to sit for ages. He gets irritable so 

quickly. Not abusive, just agitated and snappy.’ 

This highlights how potential trauma informed adjustments could have prevented 

deterioration and avoided emergency escalation.  

Inaccessible environments for neurodivergent patients 

For individuals leaving prison, many of whom may have experienced trauma or are 

neurodivergent, environmental factors such as bright lighting, uncomfortable 

seating, high noise levels and inconsistent temperatures can intensify sensory 

discomfort and anxiety. One prison leaver shared; 

‘It isn’t just about being ill. It’s the way hospitals are set up. The lights the noise, 

the waiting, the chairs lined up like you’re in trouble again. For someone like me 

with ADHD and [trauma] it’s too much. You just walk out and a lot of the time, i 

do.’ 

These sentiments were echoed across almost all the prison leavers that we 

interviewed. Six of the seven interviewed had been identified as having Special 

Education Needs before the age of 10 or had been diagnosed with neurodiversity 

by a professional at some point in their lives.  

The professionals we interviewed also reiterated similar sentiments with one 

professional saying; 

‘So many of the people we see who’ve been in prison are neurodivergent, whether 

diagnosed or not. Their reactions to the hospital environment are often seen as 

‘difficult’ or ‘non-compliant’ but they’re trauma responses. It’s the environment 

that tips them over.’ 

Lack of awareness – reconnect services 



 

 

In our interviews, we queried the participants’ awareness of the NHS funded 

‘Reconnect’ and ‘Enhanced reconnect service’ and a common theme throughout 

was the lack of awareness of these services. One participant said plainly 

‘I’ve never heard of Reconnect. If it's supposed to help people like me after 

prison, then why has no one ever mentioned it? Not in prison and not when i came 

out, not even when i turned up at A&E.’ 

Professionals also admitted confusion about the service. 

‘I know Reconnect exists but couldn’t tell you if it’s available here [South West]. 

I’ve never seen it in action, never had anyone referred and I wouldn’t know where 

to send someone. It’s like it’s on paper but not in practice.’ 

Upon further investigation, we found that only around 40 individuals were 

currently supported by Reconnect in the Southwest, suggesting a substantial gap in 

post release continuity of care for those with medical needs. 

Finally, we were specifically asked to collect information regarding internal 

markers for prison leavers and we asked all our interviewee’s whether they would 

be happy to have a marker put on their medical files to alert those in contact with 

them as to may be needing additional support when visiting the hospital; 4 

interviewees said they would not be happy with this at all to be on their record. 2 

said they’d be open to a further conversation with a medical professional regarding 

this, but the final interviewee was agreeable to this if it was going to help. We also 

posed this question to some of the professionals interviewed and it was unanimous 

in that while an inclusion marker may be a possibility, it was felt that this would 

not be a cure to the barriers to healthcare and the barriers would be better broken 

down by other policy changes, trauma-informed practice implementation and more 

advanced clinical delivery and could not be used as a long-term solution.   

 

  



 

 

5. CONCLUSION AND RECOMMENDATIONS 

 

5.1. Conclusion 

From the accounts received in this study, it is clear that barriers to accessibility of 

healthcare services are rarely about one single issue. Instead, they are layered and 

compounding. Fragmented systems, poor communication, digital exclusion, stigma, 

lack of trauma informed practice and inaccessible environments all intersect to 

create a landscape where people, already carrying disadvantage are asked to 

navigate a system that feels alien, hostile and/or indifferent. 

For many, this results in several missed appointments, deteriorating health or 

more critically, disengagement from service. The quotes shared throughout this 

report show the real human cost of inefficient, lack of trauma informed practice as 

well as the presence of fragmented services within the healthcare system for a 

prison leaver. Additionally, professionals too are left frustrated working within a 

system that lacks the flexibility to respond to trauma and neurodiversity 

compassionately. 

Yet alongside these accounts of exclusion and mistrust, there are glimpses of hope. 

A prison leaver spoke of ‘pockets of good care’ in RD&E A&E often from nurses and 

healthcare assistants where he felt seen as a human being first not defined by his 

prison sentence. Professionals also expressed a desire for more joined up working, 

multi-disciplinary team working and acknowledging that stigma is not inevitable 

but learned and therefore possible to unlearn. 

The message is simple; prison leavers are not asking for special treatment but for 

equal access delivered in ways that account for their lived realities. Additionally, 

we believe that change is possible and often, it does not require more resources 

but a shift in ethos. One that values communication, compassion and collaboration 

across systems. Without this in place, we believe that people will continue to fall 

through the cracks, and the cycle of crisis care will continue. However, with it in 

place, there is a chance not just to treat but to truly care and in doing so, rebuild 

trust with some people who need NHS and more specifically RD&E the most. 



 

 

5.2. Recommendations 

Building on the findings of this study, several recommendations are proposed to 

address the persistent healthcare barriers faced by prison leavers and to improve 

their engagement with services provided by the Royal Devon University Healthcare 

Trust. 

• Royal Devon University Trust to implement a third-party appointment 

reporting system, for all patients to support people in attending their 

appointments and tackle the barrier of poor inter-agency cooperation.  

 

• Royal Devon University Trust to develop a strategy of calling people from 

the waiting room without shouting a full legal name, to support people's 

dignity and privacy when seeking medical care. Introducing more sensitive 

approaches would improve the experience not only for this group but for all 

patients who value privacy in clinical settings. Strategies such as the use of 

a buzzer or a ticketing system. 

 

• Royal Devon University Trust explore alternative methods of communication 

to benefit all patients to concentrate on improving accessibility for those 

with poor literacy skills, for example in digital videographic format.  

 

• Royal Devon University Trust to review policy and guidelines to allow those 

patients with addiction to consistently access rapid withdrawal support 

when needing to attend the emergency department or appointments.  

 

• Royal Devon University Trust to champion the voice of those with lived 

experience of both prison and further multiple complexities to further 

develop their trauma  and cultural informed training, and to create a 

bespoke model audit to measure the impact of this.  

 



 

 

• Royal Devon University Trust to develop and expand extensive trauma and 

cultural informed training to all staff within the trust, prioritising the staff 

who are patient facing but including non-clinical.  

 

• Royal Devon University Trust to develop and expand thorough neurodiversity 

training to all members of staff, to ensure comprehensive understanding of 

the spectrum involved in neurodiverse development. 

 

• Royal Devon University Trust to critically evaluate the environment of non-

clinical environments of RD&E to ensure the environment remains clinical 

but can more effectively meet the needs of those with increased reaction to 

external stimuli.  

These recommendations are not about creating entirely new systems but rather, 

they are about adapting existing ones to be more inclusive, compassionate and 

responsive to the lived realities of prison leavers. By embedding these adjustments 

into everyday practice, the Trust has the opportunity to reduce health inequalities 

and rebuild trust with a group that often feels excluded and set an example of how 

healthcare can be both clinically excellent and genuinely humane. 
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