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Abstract
Background: Incarcerated women have a higher prevalence of health problems than the general population;
however, little is known about their perspectives on the healthcare they receive. Here, we conducted semi-structured
interviews with women who had been incarcerated (n = 63) which asked what they would tell healthcare decisionmakers about their experiences of healthcare in prisons and the community post-incarceration if provided the
opportunity. All participants had a history of sexual violence victimization and had at least one period of incarceration
in a community corrections center in Arkansas due to the goals of the larger study from which data were drawn.
Results: Four themes arose when participants were asked what they would tell people who make decisions about
community healthcare: 1) the healthcare system is not working (52%; n = 33), 2) have compassion for us (27%; n = 17),
3) recognize that we have specific and unique needs (17%; n = 11), and 4) the transition from incarceration is
challenging and requires more support (22%; n = 14). Three themes arose when we asked participants what they
would tell people who make decisions about healthcare in prisons: 1) we had experiences of poor physical healthcare
in prison (44%; n = 28), 2) more specialty care is needed in prison (49%; n = 31), and 3) healthcare providers treat
women in prison poorly (37%; n = 23).
Conclusions: Our findings underscore the need for systemic changes including greater oversight of prison-based
healthcare services, enhanced access to medical subspecialties in prisons, and healthcare provider training on the
unique needs of incarcerated and previously incarcerated women. Polices that expand healthcare access are also likely
to benefit formerly incarcerated women given the challenges they experience seeking community-based care.
Keywords: Women, Prison, Reentry, Health care, Criminal justice system

Introduction
Between 1980 and 2019, the United States (U.S.) saw a
665% increase in the number of incarcerated women, more
than double the pace of growth among men (Carson, 2020;
Minor-Harper, 1982; Sawyer, 2018). Incarcerated women’s
physical and mental health conditions and needs differ significantly from incarcerated men and from women in the
general population. For example, incarcerated women have
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a higher prevalence of childhood trauma (Hayes, 2015;
Roos et al., 2016); sexual victimization (Bucerius et al.,
2021; DeHart, 2008; Karlsson & Zielinski, 2020); mental illness, including addiction (Karlsson & Zielinski, 2020; Fazel
et al., 2017); sexually-transmitted diseases (Nijhawan et al.,
2010); and many chronic physical health conditions, including hypertension, diabetes, myocardial infarction, asthma,
arthritis, cervical cancer, and hepatitis (Binswanger et al.,
2009; Knittel et al., 2021).
Women also have gender-specific needs. For example,
most incarcerated women are of childbearing age and
about 4% enter prison pregnant and in need of
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obstetrical care (Sufrin et al., 2019). One of the most
significant gender differences is the high prevalence of
sexual assault—often referenced as “the pathway to
prison”—experienced by women involved in the criminal justice system (DeHart, 2008; Karlsson & Zielinski,
2020). A recent review found that incarcerated women
have a lifetime prevalence of sexual violence victimization
of 56%–82% (50%–66% in childhood and 28%–68% in
adulthood; Karlsson & Zielinski, 2020), which is at least
three times higher than the rate among incarcerated men
(Clark et al., 2012; Lane & Fox, 2013; Komarovskaya et al.,
2011). Victims of childhood sexual abuse experience significantly more health complaints than comparison groups
(see Irish et al., 2010 for a meta-analysis) and sexual violence victimization more generally has demonstrated robust associations with the development of mental illness
(Dworkin, 2018; Dworkin et al., 2017).
These findings point to the need for high quality physical and mental healthcare within prisons and the need
to attend to women’s healthcare access within communities after being released from prison. Here, we interviewed formerly incarcerated women about their
healthcare experiences and asked them what they would
tell those who make decisions about healthcare in
prisons broadly and in the community about their health
and healthcare needs. All participants had a history of
sexual violence victimization and were previously incarcerated in a specific community corrections center in
Northwest Arkansas due to the goals of the larger study
from which data were drawn.
Healthcare in prison

People who are incarcerated have a constitutional right
to healthcare that is of comparable quality to that in the
community. Prison may provide a unique opportunity to
get people who are disconnected from healthcare back
into treatment or into treatment for the first time
(Besney et al., 2018; Nijhawan et al., 2010). However,
numerous studies found that incarcerated people report that access to prison-based health care is limited
and quality is poor (Alves et al., 2016; Barry et al., 2019;
Young, 2000), with women reporting that they are being
treated as “sub-human” by the system (Harner & Riley,
2013). Those serving longer sentences in the Harner and
Riley (2013) study specifically voiced that this trend of
poor treatment by correctional officers seems to be worsening. In Young’s (2000) qualitative study of women’s perception of healthcare in prison, all participants mentioned
at least one example of unempathetic care from a prison
healthcare provider and reported significant delays in receiving needed care. Conversely, some studies comparing
health outcomes of people who are incarcerated to similar
samples in the community found improved health outcomes—likely due to extremely poor quality healthcare
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access/engagement in the community (e.g., healthcare for
incarcerated pregnant women; Baker, 2019).
Recent nationally representative studies of healthcare
in women’s prisons are lacking. A national survey of
women’s prisons conducted in 2001 found that while the
facilities surveyed met the basic healthcare needs of incarcerated women, the availability of specialty services
for chronic disease, disability, and mental health—conditions more prevalent among this population—was less
consistent (Young & Reviere, 2001). A 2016 qualitative
study in Canada also revealed significant barriers to
prison healthcare intake procedures, including a lack of
knowledge about what services are offered as well as significant issues with efficiency, confidentiality, and communication surrounding the Health Service Request
form process (Ahmed et al., 2016). These incarcerated
women made specific recommendations including a
need for more comprehensive entrance and exit health
assessments, more health literacy education, and the
need for health support networks (Ahmed et al., 2016).
To the authors’ knowledge, researchers have not conducted similar studies in U.S. prisons and thus the applicability of these results to other prison systems is
unknown, presenting a gap in our current knowledge.
Post-incarceration healthcare

Due to much higher morbidity rates immediately upon
release (Binswanger et al., 2007), most research on postincarceration healthcare in countries similar to the U.S.
(e.g., Canada) focuses specifically on the short-term or
immediate transition from prison to the community
(Colbert et al., 2016, 2013; Fox et al., 2014; Shavit et al.,
2017). Women in Ahmed et al.’s (2016) study in Canada
spoke of “fragmentation” or interruption of healthcare
upon entry and release from prison as a barrier to
healthcare, including services such as continuity of
pharmaceutical care for chronic conditions and mental
health diagnoses. They also described how experiences
with the prison healthcare system negatively impacted
their post-release healthcare engagement, including provoking feelings of disempowerment around accessing
healthcare. Similarly, women in Abbott et al.’s (2017)
study of justice-involved women in Australia, which involved both pre- and post-release interviews about their
healthcare experiences, found that women described
their healthcare access as a kind of “medical homelessness” marked by transient and disrupted care. Women
also described stigma and a fear of stigma as barriers to
their community healthcare engagement.
Other studies of post-release healthcare used all-male
samples and/or focused on specialty healthcare, such as
treatments for HIV, hypertension, opioid dependence,
and diabetes (Fox et al., 2014), healthcare related to drug
use behaviors and/or treatments (Calcaterra et al.,
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2014; Chamberlain et al., 2019; Johnson et al., 2013),
stigma as a barrier to access (LeBel, 2012; van
Olphen et al., 2009), and healthcare access prior to
incarceration (Oser et al., 2016). Post-incarceration
studies in male samples found financial and administrative barriers to accessing healthcare in the community (Marlow et al., 2010; Vail et al., 2017).
However, little is known about women’s experiences
of accessing healthcare in the community longerterm post-incarceration, particularly in the U.S.
The current study

Incarcerated and formerly incarcerated women have
unique and significant healthcare needs, including
care that addresses both physical and mental health
conditions. However, most research in this area centers around either questions chosen by researchers,
specific conditions or programs (such as substance
use, Staton et al., 2003; or aging, Reviere & Young,
2004), or focuses only on healthcare in prison or the
immediate/short-term post-release period. As a result,
incarcerated and formerly incarcerated women’s
voices and longer-term perspectives regarding health
and healthcare priorities and policy are lacking. The
goal of this study was to elevate formerly incarcerated
women’s voices regarding their perspectives and opinions about healthcare in prison across the facilities
they have been sentenced to and in the community
3-5 years after their release using semi-structured
qualitative interviews.

Methods
Participants

Due to the goals of the larger study from which this data
came, potential participants were women who 1) had
been incarcerated at a residential corrections center in
Northwest Arkansas at least once between January 2012
and May 2017 and 2) had a history of sexual violence
victimization.1 We selected these dates so that women
recruited for the study would be at least three years
post-incarceration by the time of their participation.
This fit with our goal of better understanding women’s
longer-term needs and perspectives and differentiates
our work from studies focusing on the immediate postrelease period. Eligibility requirements included: being
18 years old or older, ability to speak English, ability to
give consent, history of incarceration at Northwest
1

The larger study required that women have a history of sexual
violence victimization because one goal of the project was to compare
post-release outcomes of women who had and had not completed an
intervention for sexual assault recovery while incarcerated. This intervention, Survivors Healing from Abuse: Recovery through Exposure
(SHARE) was completed by approximately half of the sample.
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Arkansas Community Corrections Center2 during the
target dates, history of sexual trauma, and willingness to
allow the research team to confirm incarceration dates
using administrative data.
Participants were 63 women with an average age of
37. Ten participants (15.9%) were re-incarcerated at
the time of the interview. All participants had had
multiple jail stays and most had multiple prison stays
(n = 37; 58.7%) from which they could draw when answering the interview questions; the median number
of times participants reported spending more than 1
day in jail was 7 (M = 8.93, range = 2–40) and the median number of separate prison stays was 2 (M = 2.34,
range = 1–6).
Consistent with the demographics of the facility population where we focused our recruitment efforts, most
participants were White (n = 52, 82.5%). Approximately
half of participants (n = 37, 58.7%) reported attending at
least some college. See Table 1 for more demographic
information.

Procedure

To facilitate recruitment for the larger mixed methods
study, the Arkansas Division of Community Corrections
provided the researchers with a list of women who were
incarcerated at a residential community correction center between January 2012 and May 2017. We then used
a combination of purposive sampling and snowball sampling to recruit participants between May 2019 and November 2020. We primarily relied on publicly available
contact information (e.g., online directories and social
media) to reach people who were likely to qualify for the
study and provide consent to contact. We also placed recruitment flyers at targeted locations (e.g., AA meetings
and probation offices in areas of the state where women
most often paroled). A member of the research team
then contacted potential participants by phone, email, or
social media messaging and asked them to complete an
eligibility screening. Each potential participant completed a brief screening in-person or over the phone to
determine eligibility.
After obtaining consent, we gave eligible participants
the option to schedule an interview in-person or over
the phone. Semi-structured interviews averaged
2

Northwest Arkansas Community Correction Center is a 120-bed
minimum-security women’s prison. Women who are incarcerated
there have generally been convicted of at least one non-violent felony
(e.g., drug crimes, financial crimes). Duration of incarceration generally
ranges from about 6 months to 3 years. The Center is licensed by the
State of Arkansas as a substance use treatment facility and thus there
are more therapeutic programs offered by the facility than at many
prisons. Individual diagnosis of a substance use disorder is not required
for women to be incarcerated there.
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Table 1 Participant Demographics
Total % (N)
Age
18–29

15.9% (10)

30–39

49.2% (31)

40–49

23.8% (15)

50–59

11.1% (7)

Race
American Indian/Alaskan Native

6.3% (4)

Asian

1.6% (1)

Black or African American

1.6% (1)

White

82.5% (52)

More than one race

4.8% (3)

Unknown

3.2% (2)

Ethnicity
Hispanic or Latino

9.5% (6)

Not Hispanic or Latino

90.5% (57)

School completed
Some high school

6.7% (4)

Graduate equivalent (GED)

19.0% (12)

High school graduate

12.7% (8)

Some college

52.4% (33)

College graduate

6.3% (4)

Unknown

3.2% (2)

Incarceration status at time of interview

Two members of the research team (the first and second authors) performed a thematic analysis of the transcribed interview data based on descriptive qualitative
analysis beginning with open coding (Sundler et al.,
2019). After development of the initial codebook, the
primary investigator of the parent study (the last author)
provided feedback and the research team made alterations to the codebook collaboratively during group discussion. Coding was iterative in nature with each
member of the research team coding the data independently and meeting to discuss areas of agreement and disagreement in coding. Once the codebook was agreed
upon by all parties, the three coders reviewed coding of
all transcripts to ensure consistency.

Results
Four main themes arose when participants were asked
what they would tell people who make decisions about
community healthcare regarding formerly incarcerated
women’s physical and mental healthcare needs. Three
main themes arose when we asked participants what
they would tell people who make decisions about healthcare in prisons about incarcerated women’s physical and
mental healthcare needs. These results are divided into
two sections below: healthcare in communities and
healthcare in prison. Table 2 also provides a brief summary of all themes and contributing subthemes.
Healthcare in communities

Re-incarcerated

15.9% (10)

In the community

84.1% (53)

approximately 50 minutes. We reimbursed participants
between $30–$50 for their time. We audio recorded all
interviews and transcribed them verbatim. Once checked
for accuracy, our research team analyzed all text data
using MAXQDA qualitative software. Data used for this
analysis consisted of responses to the two following
questions, which were a part of the larger participant
interview:
(1.) If you had a chance to tell the people who make
decisions about healthcare in our communities
anything you want to about formerly incarcerated
women’s physical and mental health care needs,
what would you tell them?
(2.) If you had a chance to tell the people who make
decisions about healthcare in prisons anything you
want to about formerly incarcerated women’s
physical and mental health care needs, what would
you tell them?

When asked what they wanted to share about healthcare in
communities, participants shared about how the healthcare
system is not working for formerly incarcerated women, due
to issues of access and availability of care (52%; n = 33). They
also described a need for compassionate providers (27%;
n = 17) and a need for providers who recognize the specific
and unique healthcare needs of this population (17%; n =
11). The challenges of the transitional period from prison to
the community also arose (22%; n = 14).3
The healthcare system is not working

Many participants spoke about access issues. Insurance,
specifically, was the most commonly mentioned barrier
to needed healthcare services due to issues such as lack
of coverage availability, “restrictions,” and requirements.
Cost was also mentioned as a barrier. One participant
stressed that “a lot more people would get the help they
needed if they could afford it.” Others spoke to the general lack of affordability of healthcare services even when
covered by insurance due to issues such as high co-pays
and “additional charges,” lack of adequate coverage for
and availability of needed services (especially mental
3

Themes are not mutually exclusive and thus percentages add up to
more than 100%.
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Table 2 Formerly Incarcerated Women’s Messages for Healthcare Decision Makers (Themes and Sub-Codes)
Community Healthcare

Prison Healthcare

Theme 1: The healthcare system is not working.
1. Insurance is a barrier
2. Cost is a barrier
3. Lack of access leads to more poor health outcomes
4. Mental health care is not available
5. Stigma and limits placed on formerly incarcerated women are barriers

Theme 1: We had experiences of poor physical healthcare in prison.
1. Stories of poor physical healthcare experiences
2. Behavioral healthcare experiences were positive (programs, groups,
counselors)
3. Generally satisfied/neutral experiences of physical healthcare

Theme 2: Have compassion for us.
1. We matter
2. Listen to us
3. We need more help/resources, not punishment

Theme 2: More specialty care is needed in prison.
1. Need for more/better physical healthcare options/services
a. Dental & eye care
b. Better chronic illness care
c. Better screenings/assessments
2. Need for more/better mental healthcare
a. Addiction-specific
b. Trauma-specific
c. More individualized care (including more frequent sessions)
d. Better mental health screening at intake

Theme 3: Recognize that we have specific and unique needs.
1. Need for recognition of unique needs of formerly incarcerated women
2. Mental health is especially important, especially in light of trauma
histories
3. Need for understanding of trauma and addiction
Theme 4: The transition from incarceration is challenging
and requires more support.
1. Women are returning to same environments/lack support
2. Expectations are unrealistic
3. Finding employment is difficult
4. Need for more formal support (transitional living, social workers, etc.)

health services), and the need to prioritize other monetary demands such as court fines. One participant requested that decision makers “take into consideration
everything that someone who’s come out of incarceration has to pay” and spoke to the competing needs of
working enough to pay fines while not working more
than the maximum hours to qualify for her healthcare.
Another participant linked this theme to recidivism by
stating:
“If you’re poor … you are not going to get the care
that you would have if you weren’t poor … We
don’t get that. So, we end up dying or getting strung
out on drugs or being put in mental institutions,
committing crimes to go back to prison.”

Theme 3: Healthcare providers treat women in prison poorly.
1. Need for providers to believe, listen to, and take seriously the needs
of incarcerated women
2. Need for empathetic, nonjudgmental providers who are there
because they are care
3. Need to be treated like a human being

punishment. One participant summed this up well by
stating:
“If you’re dealing with a kid who’s acting up... the
only reason they’re doing it is because something is
wrong. That’s the same reason why adults do drugs
or just things like that. And if they would address
the issue instead of just locking them up, … the
world would be a better place … Because if you
know better, you tend to do better … Instead of
building so many prisons, why not build rehabs or
make people go to places like [local rehabilitative
community corrections center] instead of just
throwing them in prison.”
Recognize that we have specific and unique needs

Have compassion for us

Many participants called for more compassionate treatment for incarcerated women within the healthcare system broadly. One participant stated, “Think of it as if it
might be your child, or maybe if it was your mom, or
maybe it was you. How would you want to be treated?”
Another woman expressed that compassionate treatment “makes all the difference.” Acknowledging stigma
associated with having been incarcerated, participants
expressed the desire to be listened to, not to be “judged,”
and to be treated like they matter—“like we’re somebody”—regardless of their past choices. One woman
called the “stigma” and “condemnation” of people who
have been incarcerated “counterproductive” and said,
“all that toxic shame, it’s not getting people anywhere.”
A sub-theme also emerged in which participants spoke
to the need for more help and resources instead of

Many women spoke to a need to not only be treated like
human beings without the stigma of having been
formerly incarcerated, but also the need for those involved in healthcare to understand that formerly incarcerated women have specific and unique health needs
due to the history that likely led to their involvement in
the criminal justice system, including histories of trauma
and addiction. One woman simply said, “We’re dealing
with a lot of stuff that we don’t talk about … we hold a
lot of stuff in.” Another requested that decision makers
and providers “look at the big picture and not to just …
treat us like anybody.” One participant spoke specifically
to the role of trauma in this regard:
“The center of all these things that are going on in
these women’s lives is the trauma. Trauma healing
is where it is at. If they can get that they can
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overcome so many more obstacles and that’s the
most important … everybody’s a unique individual,
and different ways help different people, but I think
the source of all these issues are definitely trauma.”
The transition from incarceration is challenging and
requires more support

Many participants spoke about the difficulties involved
in the transition from prison to the community and gave
examples of specific resources needed during this transition. One participant described “culture shock” when
she was first released and spoke to the expectations being “unrealistic.” Many participants spoke to the specific
struggles of this transition period, including returning to
unhealthy or unsafe environments, financial instability,
and issues finding and maintaining employment. For example, one participant said, “Right when you get out,
you don’t have anything.” Others suggested that women
need more formal support during the transition out of
incarceration, such as transitional living or assigned social workers. In describing the high demands of the
post-transition period, one participant stated:
“They’re trying to get any job they can get. On top
of maintaining any meetings they were required to
do by the court, on top of seeing your probation
and parole officers. If you have kids, you’re like,
‘This is just a lot.’ You’re setting a lot of people up
for failure at this point … Trying to figure out how
to balance all of it. That’s a lot. That’s just too much
for one person.”
Healthcare in prisons

When asked what they wanted to share about healthcare
in prisons, participants shared about (1) poor physical
healthcare experiences (44%; n = 28), (2) a lack of needed
specialty care (49%; n = 31), and (3) being treated poorly
by healthcare providers in prison (37%; n = 23).3
We had experiences of poor physical healthcare in prison

When asked what they would tell decision makers about
healthcare in prison, a few participants said they were
satisfied overall with the physical and/or mental healthcare they received; however, many more participants
shared stories about their poor experiences with physical
healthcare. One participant simply answered by saying,
“It needs to improve tremendously.” Another participant
reported she had a severe ear infection for her first thirty
days of incarceration and nothing was done about it. She
said, “It’s got to be the worst healthcare that I have ever
ran into. Weeks to get in whenever something’s terribly
wrong with you.”
Women talked about major delays in receiving healthcare when needed or requested, as well as the negative
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health outcomes that resulted from these unnecessary
delays. One participant reported that “it was really hard
to get in” and that you were required to pay for two
visits to the nurse before seeing the doctor for something as minor as “a sinus infection or something.” Another participant told a story about having a kidney
infection while incarcerated. She explained, “It took
them 48 hours to get to me. They thought I was faking
it … I had a temperature of like 105 degrees before they
did something.”
More specialty care is needed in prison

A majority of participants expanded on specific needs
regarding both physical and mental healthcare services
that were not adequately provided to them in prison.
Some spoke to the need for more mental health services,
including services specific to trauma and addiction, and
the need for more individualized mental health treatment. One participant said, “It’d be nice to have more
counselors so that they could see less clients and see us
more often than once a month.” Women also spoke to
the need for more comprehensive screenings at intake
and a need for better chronic illness care. One participant explained, “The chronic care I think needs to be
not taken so lightly.” The need for and lack of dental
care services outside of tooth extractions also came up
several times during the interviews: “If you get a cavity,
they don’t even bother filling it. They just pull out your
tooth.” Many women made the point that prison is an
opportune time for this population to receive treatment
for unmet physical and mental health needs. One participant said, “I think that they should offer a lot more
services. We’re supposedly state property. Well, if we’re
state property, fix us.”
Healthcare providers treat women in prison poorly

Many women brought up experiences of being treated
poorly by healthcare providers in prison. One participant
simply explained, “It would be nice to be treated like a
human in prison by a doctor.” Many participants talked
about the need for empathetic, non-judgmental providers who choose to work in the prison system because
they care about incarcerated people. One participant
said, “They don’t care about our wellbeing enough. They
give you the bare minimum of what they can to take
care of you while you’re under their charge.”
Not being listened to or taken seriously by prison providers was a common sub-theme. One formerly incarcerated woman summarized what she would tell
decision makers about her experience of healthcare in
prison by saying:
“It feels like it’s ran by cold, callous, uncaring people
who don’t care if you live or die at all. It feels like
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the ones who do care can’t do anything about it.
The ones that are in charge don’t care if you’re alive
or dead...And it’s terrifying if you’re in there … what
are you going to do? Who are you going to complain to? It’s terrifying. And no one’s going to …
you’re helpless.”

Discussion
Justice-involved women are a population of high healthcare need (Binswanger et al., 2009). In this study, we
sought to learn more about formerly incarcerated
women’s perspectives on healthcare in prison and
healthcare in the community after prison. Participants
provided rich insights based on their experiences. We
learned that these women have specific physical and
mental healthcare needs that are often not addressed in
prison or in the community due to a variety of obstacles,
including lack of access, lack of adequate support, and
lack of individualized, humane, and compassionate care.
Emergent themes provide direction for policymakers and
healthcare providers to improve the healthcare experiences and access of formerly incarcerated women and as
a result possibly reduce recidivism and a variety of negative health outcomes. A deeper dive into each of the
themes that emerged may prove beneficial to inform future healthcare policies.
We found it notable that many participants—when
given the opportunity to say anything that they wished
to say to healthcare decision makers—told us detailed
stories about having experienced or witnessed poor
treatment by prison healthcare providers. While these
results were not surprising (c.f., Colbert et al., 2013;
Young, 2000), the frequency at which we heard these
narratives may speak to the salience of these experiences, even several years after release from incarceration.
While we did not ask and therefore cannot speak to the
impact that these healthcare experiences may have had
on future healthcare engagement, it is conceivable that
negative experiences could dissuade future service access, as has been found in related samples (e.g., people
who use or inject drugs; Biancarelli et al., 2019; Muncan
et al., 2020). Moreover, the gaps in foundational healthcare that women voiced (e.g., lack of dental services,
evidence-based therapy) were numerous and linked with
the kinds of poor health outcomes often evidenced postrelease.
Somewhat surprisingly given that all women in our
study sample had experienced sexual assault, there was
little discussion of healthcare needs related to sexual assault specifically. It could be that women were hesitant
to share about these needs or that they were not top of
mind when asked what they would share with healthcare
decision makers if given the opportunity to say anything.
It is also possible that our sample did not see their
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sexual assault status as clearly connected to their current
healthcare needs. Because we did not probe for sexual
assault care needs specifically, we cannot know. However, existing literature already demonstrates that these
needs do exist in prisons and that there is a need for
healthcare, including therapy, that are tailored to these
experiences. For example, SHARE is a promising therapy
for women survivors of sexual assault who are currently
incarcerated (Zielinski et al., 2021). However, more research is needed on how to best support the recovery of
sexual assault survivors who become incarcerated to inform healthcare priorities.
Our results aligned with previous literature on the
need for specialty care in prisons, including genderspecific care (Besney et al., 2018) and mental health care
(Fuentes, 2014). Previous research has specifically
pointed to the need for mental health treatment, especially trauma-specific treatment, to decrease recidivism
in criminal justice-involved women (Fuentes, 2014).
Much like the participants in the current study, others
have called for the necessity of knowledge of traumainformed care for professionals working with incarcerated women (Harner & Burgess, 2011). In addition,
other researchers have pointed to the importance of specialized addiction services in prisons due to the higher
prevalence of substance abuse and dependence in these
individuals than the general population (Fazel et al.,
2006).
Women’s experiences with post-release healthcare included more prescriptive interpersonal themes than
their generally more descriptive, story-oriented responses to questions about healthcare in prisons. In
early versions of the codebook, we had the data connected to “Have compassion for us” and “Recognize
that we have specific and unique needs” as a single
theme. As we continued working with the data, we realized that most of these women were not only calling
for compassionate treatment that should be given to
any human being, but they would also tell healthcare
decision makers that their experiences and needs are
different and perhaps more complex than those of
women who have never experienced incarceration. Several women explained that this consideration would not
only improve their health and quality of life but that
empathetic attitudes and understanding from providers
and decision makers could also reduce recidivism. The
participants’ greater emphasis on the interpersonal
patient-provider dynamics of community healthcare
may reflect that they felt more in control of their
healthcare decisions and more able to access basic
needed services in the community—in comparison to
the limited power and options available under correctional control—making provider quality and fit more
central elements of their healthcare experiences.
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These characteristics may also be particularly salient
with interpersonal violence survivors (Reeves & Humphreys, 2018) and highlights the value of arming healthcare providers with training in trauma-informed care.
Given the sheer volume of people who experience incarceration in the U.S., we would also recommend that
training programs for healthcare providers provide education about mass incarceration, its impacts, and its
intersection with trauma and adversity. Without a concerted effort to educate providers, it is likely that people
returning to the community from incarceration will continue to see providers that lack the training to fully appreciate their experiences and anticipate their needs.
Our study also supports the role of models such as that
used by the Transitions Clinic Network in which community health workers with a history of incarceration
are embedded in clinics to support people seeking care
shortly after release from incarceration (Shavit et al.,
2017; Wang et al., 2010).
The largest unique contribution of this study is the
fact that it gives us insight into formerly incarcerated
women’s healthcare needs and perspectives 3-5 years
post-incarceration in a community corrections center.
Previous research in this area only provides information
on healthcare immediately following release, which the
women in this study explained is an especially difficult
time and may not be representative of formerly incarcerated women’s perspectives on healthcare. Indeed, reentry
may be a time when it is challenging to prioritize healthcare given all the challenges that women face during this
period. Many women spoke specifically of how overwhelming the transition experience was and how the expectations are unrealistic, especially considering the
many legal, financial, and family obligations present immediately following release. Several women provided
specific solutions, such as more transitional living options and the availability of case managers and peer support specialists. Research is needed to understand how
to make these services more accessible and effective
given intersecting challenges such as parole requirements that disallow cohabitation among people with
prior felony convictions, lack of funding, and poor reimbursement. Better understanding of how existing services have been funded and sustained may be
particularly valuable.
A strength of our study is the relatively large sample
size (N = 63). The nature of the open-ended questions
also enabled us to learn more about participants’ views
as opposed to questions only focused on specific health
problems or programs. However, our study was not
without limitations. Though our study sample matched
the demographic make-up of the community corrections
center population involved in the study, this sample
lacked racial and socioeconomic diversity as compared
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to other prison samples which likely impacted the
themes we found as well as the overall generalizability of
these results to the experiences of all incarcerated
women. With a more diverse sample, we may have
learned more about experiences of discrimination in
healthcare at the intersection of history of incarceration
and minority status. Although some women drew upon
the experiences of multiple facilities in their answers, the
sample was drawn from a community corrections center
that specializes in rehabilitative services, which may have
impacted the perspectives of these women compared to
other potential prison samples. The sample for this study
was selected from a parent study that had additional
sample restrictions (i.e., history of sexual assault) and
may not be generalizable to all incarcerated women.
Since this population has such a high prevalence of
trauma and sexual violence (Karlsson & Zielinski, 2020),
we do not believe these characteristics will differ significantly from the broader population of women who serve
sentences in community corrections centers. However,
future research on the healthcare priorities of formerly
incarcerated women should aim to engage a more diverse sample which also includes participants outside of
the community corrections center/rehabilitation-focused
prison population.

Conclusions
Our findings illustrate significant barriers to accessibility
and availability of healthcare services for formerly incarcerated women, as well as needed improvements regarding healthcare in prison and in the community after
prison. In addition to confirming some of what we
already know about the poor healthcare access and experiences of this population, this study highlighted several
possible points of intervention in policy and practice.
Women transitioning out of prison need programs and
services that provide more support and follow-up as well
as policies that account for the burdens placed on
women during the transition from prison. These needs
have been previously articulated within the Bangkok
Rules, a set of international standards for the treatment
of justice-involved women adopted in 2010, as well as
guidelines on reentry for women (Substance Abuse and
Mental Health Services Administration, 2020) and
people with behavioral health disorders (Substance
Abuse and Mental Health Services Administration,
2017). The degree of implementation and effectiveness
in routine practice has, to the authors’ knowledge, not
been studied. Additionally, better insurance options are
needed for women with lower incomes and for those
who struggle to find stable employment after incarceration. However, providing better insurance options is
only one part of the equation (c.f., Howell et al., 2019).
This study also found that a lack of healthcare literacy—
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a foundational understanding of basic health information
needed to make informed decisions about healthcare—
was also a significant barrier to accessing quality care.
Even if better insurance and healthcare options are provided to this population, many women will still require
education around how to access or utilize these services.
Additional critical systemic changes include greater
oversight of prison-based healthcare services, enhanced
access to medical subspecialties in prisons, and integrating training on the unique needs of incarcerated and
previously incarcerated women in educational curricula
for healthcare providers. Policymakers and healthcare
providers need to increase their understanding of what
we know about the experiences and needs of this population, especially in regard to their higher prevalence of
traumatic stress and need for adequate physical and
mental healthcare which they may need significant help
accessing. Polices that expand healthcare access are also
likely to benefit formerly incarcerated women given the
challenges they experience seeking community-based
care (Dickson et al., 2018).
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