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Introduction

The provision of healthcare in detention is an import-
ant but often overlooked issue relating to equality and

diversity in contemporary society. The international

principle of equivalence of healthcare, where the
standards of healthcare in detention should be equiva-

lent to those provided in the community at large, is

What is known on this subject
. The provision of healthcare for detainees is very different across the European member states.
. The point of arrest and subsequent detention is often the first contact that the detainee has with any form

of service or treatment.
. Pockets of good practice exist across EU member states, but provision of throughcare is inconsistent.

What this paper adds
. It provides an analysis of the availability of healthcare for detainees in the criminal justice systems.
. It discusses the meaning and components of throughcare in different parts of the criminal justice system in

a selection of EU member states.
. It highlights the links between the provision of throughcare and prisoners’ successful reintegration into

the community.

ABSTRACT

Detainees are a particularly vulnerable group in

society and face a wide range of health issues that

are often associated with their offending behaviour,

yet many fail to receive the healthcare that they

need. The authors’ research indicates that conti-

nuity of care, sometimes known as throughcare, is

essential to successfully reducing recidivism among
offenders and helping them to become contributing

members of society. This article uses the prisoner’s

journey as its framework and draws from two major

European research studies funded by the EU to

identify the requirements for building a successful

and equitable throughcare process for detainees.

The key findings are that, at every stage of the

prisoner’s journey, there are gaps in throughcare,

allowing prisoners’ health problems to go un-

detected and untreated, which in many cases leads

to offending behaviours, recidivism and the ‘revolv-
ing door’ into prison.
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now largely accepted by commentators and re-

searchers (Møller et al, 2007, p. 7). However, in reality,

prisoners face particular difficulties in gaining access

to effective healthcare. This is inherently contrary to

their human rights, as the United Nations Basic Prin-

ciples for the Treatment of Prisoners states that ‘Pris-
oners shall have access to the health services available

in the country without discrimination on the grounds

of their legal situation’ (United Nations, 1990, cited by

Møller et al, 2007, p. 7). It is also important because,

for many prisoners, unresolved health issues are a key

factor in their offending behaviour (Hult, 2011; Social

Exclusion Unit, 2002). A particular need that has been

identified in the provision of equitable healthcare is
the effective implementation of throughcare, some-

times referred to as end-to-end offender management.

However, although this term is popular, it focuses on

management of offenders rather than care. Through-

care is resurgent in the European context, because

‘offender management’ shifts the emphasis away from

empowering the offender to one of managing resettle-

ment, which, as Moore (2012) has pointed out, ignores
previous marginalisation. Thus the focus should be on

careful integration, not managed reintegration into a

former setting that led to offending behaviour in the

first place (MacDonald et al, 2012; Møller et al, 2007,

p. 104) (see Box 1). Providing throughcare is generally

regarded as vital to establishing equitable access to

healthcare for prisoners, but studies from around

Europe indicate that its provision is at best patchy.
At every level of the prisoner’s journey, significant

issues arise affecting the effective provision of drug

services and healthcare treatment. A key element in

throughcare is the help given to prisoners to enable

them to desist from further criminal activity. The

desistance approach, discussed below, accepts that

the integration of ex-prisoners into the community

is a complex process.

Approach

This paper is based on research undertaken during

a six-country European comparative project on
‘Throughcare for Prisoners with Problematic Drug

Use’ (MacDonald et al, 2012), which was coordinated

by the lead author and funded by the Directorate

General Justice of the European Commission. The

empirical data in this paper are largely drawn from

interviews, focus groups and surveys that were con-

ducted as part of the project. The project involved the
following partners: Caren Weilandt (Germany), Ivan

Popov (Bulgaria), Daniele Berto (Italy), Kristina Joost

(Estonia), Emanuel Parasuanu (Romania) and Morag

MacDonald (UK).

The project’s fieldwork phases, which are available

on the project website (www.throughcare.eu), are

mined and synthesised for this overview. In addition,

data collected for previous EU studies by the author on
prison healthcare, provision of drug services and

healthcare provision at the point of arrest are used to

augment these findings (MacDonald, 2005; MacDonald

et al, 2008; Walmsley, 2005). The countries covered by

the studies by MacDonald (2005) and MacDonald et al

(2008) were Bulgaria, Romania, the Czech Republic,

Estonia, Hungary, Latvia, Lithuania, Poland, Slovakia

and Slovenia. The study by Walmsley (2005) involved
the prison systems of 25 countries in central and

Eastern Europe. An overview of two empirical studies

(MacDonald et al, 2008, 2012) is undertaken in order

to draw out the key issues of the prisoner’s journey

from the point of arrest through the criminal justice

system and back to the community. The majority of

the material cited is from the partners in the two

studies.
The paper illustrates the provision of continuity of

care by documenting a typical prisoner’s journey

through the criminal justice system. This will include

the point of arrest, detention in police houses, prison

sentence and release back to the community. For

many prisoners, their first contact with healthcare

services may well be at the point of arrest, and research

has indicated that there are serious inequalities in
healthcare from this point compared with the wider

community.

Comparative research

When analysing and comparing data from different

EU countries, care has to be taken to ensure that a

common understanding is reached in the use of terms
and the functions of organisations involved in the

criminal justice system. Since the advent of European

funding, comparative research involving groups of EU

countries has become more common. Comparative

research has problems as well as advantages. The

approach is not new, as it has been utilised in cross-

cultural studies as a means of identifying, analysing

and explaining differences and similarities in different
societies. The methods adopted for the empirical studies

drawn upon in this article (MacDonald, 2005;

Box 1 Throughcare

Throughcare is a term in current use in many

spheres in the UK, including throughcare of

children leaving care homes (see www. scottish

throughcare.org.uk), and support for victims
of domestic violence or forced marriage (see

www.throughcare.com) as well as prisoners (see

www.glasgow.gov.uk/en/Residents/Care_Support/

CriminalJustice/Throughcare) (all websites ac-

cessed 27 June 2012).
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MacDonald et al, 2008, 2012; Walmsley, 2005) are

in essence no different from those used in national

studies, because data are collected at the local level and

then results are compared and contrasted at the macro

(European) level. However, particular attention needs

to be focused on the identification of key terms and
common understandings of key concepts (University

of Surrey, 1995), as it is easy to assume that a common

term involves a common understanding (for example,

the term probation has different meanings across

Europe).

There are considerable advantages to cross-cultural

comparative research. Comparisons can lead to fresh,

exciting insights and a deeper understanding of issues
that are of central concern in different countries. They

can lead to the identification of gaps in knowledge,

and may point to possible directions that could be

followed and about which the researcher may not

previously have been aware. They may also help to

sharpen the focus of analysis of the subject under study

by suggesting new perspectives. Cross-national proj-

ects give researchers a means of confronting findings
in an attempt to identify and illuminate similarities

and differences, not only in the observed character-

istics of particular institutions, systems or practices,

but also in the search for possible explanations of

national similarities and differences. Researchers under-

taking cross-national comparisons have to engage

with different cultural perspectives, to learn to under-

stand the thought processes of another culture and to
see it from the native’s viewpoint, while also recon-

sidering their own country from the perspective of a

skilled external observer (University of Surrey, 1995).

Cross-cultural research does raise key ethical prob-

lems that need to be rigorously addressed. Ethics is the

first agenda item at the first project partner meeting

prior to the commencement of any of the EU-funded

research discussed in this article. The projects all
involve prisoners who are vulnerable research sub-

jects. In cross-cultural research it is important to have

clear research objectives, and to be aware of and

respect the concerns of the individuals and communi-

ties that are being studied. This requires that the

research be consistent with ethical standards of all

participants. Research that involves prisoners and

minority ethnic groups requires that attention be
paid to issues of consent and potential risk (Taylor,

1994).

In the original research under discussion in this

article, the following key ethical issues were discussed

and agreed.

1. The rights of prisoners and staff working in sample

prisons had to be assured. It was important to

provide consent sheets to ensure that the inter-

viewee could withdraw at any time, and also to

ensure that they had not been coerced into

participating.

2. The management and conduct of the research must

be framed in line with ethical principles to ensure

that all partners adhere to the agreed ethical frame-

work.
3. Sensitivity to cultural and social differences was

discussed in order to clarify and agree a shared

understanding of concepts and an understanding

of potential conflicting interests.

4. Anonymity and confidentiality were ensured by

not identifying the sample prisons, police stations,

individual prisoners or staff.

Desistence

Many prison services focus on reducing recidivism,
and tailor their provision for prisoners with problem-

atic drug use to those services that they consider will

lead to a reduction in the number of prisoners who

return to prison. The impact of access to health and

drug services on the resettlement of offenders was a

key research question. For some problematic drug

users, the point of arrest may be the first time that they

engage with health and drug services. One tenet of
desistance theory is that social control and social capital

come from the family, school and stable employment,

and can be seriously harmed by imprisonment. The

negative impact of imprisonment might increase of-

fender recidivism on release and increase involvement

in crime (Sampson and Laub, 1993, 1995).

The concept of assisted desistance provides a better

understanding of the ways in which services, individ-
uals and organisations can help ex-prisoners to reduce

offending (McNeill et al, 2005). Previously, desistance

research has focused on how offenders use their own

initiative to give up crime, rather than focusing on the

impact of interventions (Farrall, 2002). The Throughcare

Toolkit (MacDonald et al, 2012) was designed to help

practitioners to focus on the needs of prisoners when

they leave prison. This toolkit is underpinned by the idea
that good throughcare will reduce recidivism and facili-

tate reintegration.

What is throughcare?

For prisoners with multiple health needs, particularly

problematic drug use, continuity of care (through-

care) is vital for increasing their successful integration

into the community (Møller et al, 2007). Where

throughcare services are in place, ex-prisoners are

less likely to return to their drug use or to reoffend
(Holloway et al, 2005). In Europe, the provision of

throughcare for prisoners with problematic drug use

is an under-researched issue. Most studies focus on
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interventions within the limited context of the UK and

the USA (Webster, 2004). In many studies there is a

lack of attention to holistic throughcare and an

emphasis on access to drug services (e.g. methadone

programmes, therapeutic communities) that ignores

the social factors that affect successful resettlement.
The term ‘throughcare’ has been defined in several

ways, but the most comprehensive is that developed

by Fox et al (2005, p. 49), who argue that ‘Throughcare

refers to arrangements for managing the continuity

of care which started in the community or at an

offender’s first point of contact with the criminal

justice system through custody, court, sentence, and

beyond into resettlement.’ The Prison Service for
England and Wales defines throughcare as ‘the quality

of care delivered to the offender from initial reception

through to preparation for release establishing a smooth

transition to community care after release’ (HM Prison

Service for England and Wales, 1999). Throughcare is

therefore conceptualised as the continuous, coordinated

and integrated management of offenders from the

offender’s first point of contact with correctional
services to their successful reintegration into the com-

munity and completion of their legal order (Clay,

2002, p. 41). The emphasis is therefore on a coordin-

ated and smooth progression of care through the

healthcare system (Sainsbury Centre for Mental Health,

2008).

The prisoner’s journey

These definitions of throughcare suggest a progression

through the criminal justice system. Officially, the

journey begins at the point of arrest, because it is

impossible to generalise about individual offending

behaviours that usually begin over a prolonged period
of time before the first contact with the criminal justice

system. After arrest, a prisoner will be held on remand,

sentenced to a jail term, serve the sentence and then be

released. In many cases this is a cyclical process,

because many offenders often return to prison, a

phenomenon that is referred to as the ‘revolving

door’ (see Figure 1).

Community

Offenders often enter prison without ever having been

in contact with community health services. Many, for

example, are not registered with a GP or a dentist.

For instance, in Bulgaria, ‘when entering the prison,
[problematic drug-using] offenders usually do not

have any medical files. As a result, it is very difficult

for prison experts to make a reliable evaluation of a

prisoner’s real health status’ (Popov, 2012, p. 13).

Alternatively, previous contact with healthcare ser-

vices might have been sporadic. Durcan (2008, p. 7)

found that many ‘had previous contact with mental

health services but had not been followed up and had
lost touch.’ A lack of social and intellectual capital can

also be problematic, with individuals often being

unable to access available support because they are

simply unaware of its existence.

Failure to access healthcare is concomitant with

strong evidence that prisoners often suffer from sig-

nificant and often multiple health problems, which are

often unseen, undiagnosed and untreated in the period
before contact with the criminal justice system. For

example, research indicates that 70% of Europe’s

prisoners have a mental health problem (Møller et al,

2007). In addition, a significant proportion of pris-

oners in Europe are problematic drug users.

Prisoners are often drawn from the most disadvan-

taged socio-economic groups. In addition, young men

and ethnic minority groups are over-represented. It is
also evident that an increasing number of women are

being incarcerated, and that the prison population is

ageing.

Arrest

Poor mental health is a frequent underlying cause of

offending behaviour, a factor which puts the police in

a key position to divert appropriate individuals into
health and social care services at the point of arrest

(Bradley, 2009). Police detention is the least effective

part of the criminal justice system with regard to

liaison with health and drug services, and ‘yet it [police

detention] provides the greatest opportunity to effect

change through improving access to services for

detainees, improving safety for individuals and the

public, and providing valuable information to agencies
at the later stages of the criminal justice system’ (De

Viggiani, 2010, p. 5).

Detention in police custody can be either relatively

short (in police stations) or for longer periods (in police

arrest/remand houses) (MacDonald et al, 2008). Irre-

spective of the police setting, access to healthcare is

generally more problematic in police detention, when

requests for medical attention can be ignored or take
time to be dealt with (MacDonald et al, 2008). This last

point was corroborated by HM Inspectorate of Prisons
Figure 1 The prisoner’s journey. (Adapted from
MacDonald et al, 2012, p. 4.)
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and Inspectorate of Constabulary (2011, paragraph

6.10) report on police custody suites in Sussex, in the

UK: ‘In our prisoner survey, none of the respondents

seen by a health professional rated the quality of care as

good or very good, against the comparator of 29%.’
Medical care, other than emergency intervention, is

perceived as a low priority in police detention. Pro-

vision varies both within and between countries, from

a dedicated forensic service (in England and Wales,

and Germany) to provision by the Ministry of Health

(in Lithuania and Hungary), reliance on an emergency

service at police stations (in Italy, Estonia and Bulgaria),

and provision by the Ministry of the Interior (in

Romania). Provision is poorer in arrest houses (de-
tention centres) under the control of the Ministry of

the Interior than in those where detainees went di-

rectly to pre-sentence prisons under the control of the

Ministry of Justice. In general, the evidence indicates

that medical care provided in police arrest houses is

not comparable to that either in the community or in

prisons (MacDonald et al, 2008).

Healthcare in custody should be equivalent to that
in the community, yet prisoners’ rights with regard to

this issue are regularly infringed (MacDonald et al,

2008). At the very least, some minimal level of quali-

fied medical care should be accessible in police cus-

tody to enable the assessment of the risk that detainees

pose to themselves, to identify those who need to be

transferred to hospital, and to provide regular medical

care such as that provided by custody nurses in some
police forces in England and Wales. A pilot scheme in

one area of England, in which round-the-clock medi-

cal care was provided by custody nurses, confirmed

that this ‘lays the foundations for putting into oper-

ation the logic of interrupting re-offending by treating

underlying causes. Similarly, the goal of reducing the

risk of deaths in custody may well be brought closer by

this pilot through its enhanced capacity to address
more immediately and effectively vulnerabilities in the

mental health of detainees’ (De Viggiani, 2010, p. 41).

In other countries there is frequently a reliance on the

emergency services or the forensic medical service

(MacDonald et al, 2012).

Overall, the standard of healthcare available in police

cells and remand houses is inconsistent. In some

countries there were significant differences in health-
care provision between urban and rural settings. The

condition of police cells and police arrest houses and

the facilities available raise questions about their suit-

ability for detaining individuals with acute healthcare

needs, mental health problems and addiction prob-

lems. Lack of suitable consultation rooms, equipment

and resources constrains the provision of medical

care. The Police Complaints Authority (2004) report
in England and Wales concluded that ‘the police

service is simply not equipped to deal with the com-

plexity of extreme alcohol intoxication, and does not

have the systems in place to offer adequate care to this

population. Unless there are vast improvements in

custody staff training, detainee risk assessment, the

extent and quality of medical support and organis-

ations’ commitments to effective detainee management,

there is no alternative but to conclude that drunken
detainees should not be taken to police stations in

other than the most extreme circumstances’ (Joint

Committee on Human Rights, 2005, paragraph 160).

Improving healthcare in police detention is import-

ant both in itself and to meet the basic human rights of

detainees. The conditions in which prisoners are held

in police detention can be harmful to health, and it is

evident that reform is necessary.

In prison

For many offenders, prison is often the first place in

which they have an opportunity to gain access to

effective healthcare services. As Dr Nata Menabde, of

the World Health Organization Regional Office for

Europe, noted, ‘They are certainly reachable for a
certain period at least’ (quoted in Møller et al, 2007,

p. vii). Ironically, it is often only when they are in

prison that offenders encounter opportunities for diag-

nosis and treatment. These opportunities need to be

taken by the prisoners but also facilitated by the prison

authorities, which is not always the case. Diagnosis is

the first stage in developing a treatment plan, but this

is not always achieved. In some cases, diagnosis occurs
randomly. There are few standard procedures for

identifying whether a prisoner has a significant health

problem. There are no standard approaches for men-

tal health problems, self-harm, and histories of dom-

estic or sexual abuse, and disclosure is dependent on a

range of random occurrences, such as personal dis-

closure or a prisoner presenting with unusual behav-

iours.
The first stage in the treatment of prisoners is

assessment of their needs (MacDonald et al, 2012).

Overall, tools for assessing the state of prisoners’

health were not available in most of the countries in

the research of either Walmsley (2005) or MacDonald

et al (2008). Even where assessment took place, pris-

oners were often ‘disinclined to identify vulnerabilities

within the prison environment, [while] staff under-
taking screenings can appear rushed and uncaring,

and prisoners were concerned around exposing them-

selves to bullying’ (Anderson and Cairns, 2011, p. 6).

Nevertheless, there were some signs of progress. For

example, in Germany, Article 5 of the Penal Law states

that prisoners should undergo medical examination

on admission (Weilandt, 2012). This examination

includes testing for possible substance use and the
potential risk of suicide. Assessment such as this

occurs only patchily across Europe, and there are
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other models. For example, the Offender Assessment

System (OASys) (Moore, 2009) predicts the likelihood

of a prisoner re-offending. It has been used in Bulgaria

since 2002, where it has highlighted significant health

issues (Popov, 2012). In the UK, health screening for

prisoners is based on the revised reception health
screening tool (F2169A), which was formally adopted

by the Prison Service in 2004. This tool consists of a

mandatory assessment to be completed by a health-

care worker on the first night that a prisoner is in

custody (Offender Health Research Network, 2008).

Once an assessment has been made, the develop-

ment of a treatment plan requires collaborative work-

ing between senior prison management and agencies.
There are examples of good practice, such as the Berlin

model and the Bremen Entlassungsvorbereitung (EVP),

both of which involve bringing together key agencies

and the prison authorities in order to develop a care

plan for individual prisoners (MacDonald et al, 2012).

In Germany, for example, lack of inter-agency coop-

eration is partly responsible for the gaps in assistance

on release (Weilandt, 2012). The situation is further
complicated by the length of sentence. Short sentences

mean that there is little time in which to make a

difference.

Release

The point of release is a crucial moment in the

prisoner’s journey. How treatment work started in
prison will be continued in the community is an

important issue (Møller et al, 2007). On release, ex-

prisoners often have little option but to return to the

communities from which they originally came, which

are often poor, deprived areas with high levels of

substance abuse (Turnbull and McSweeney, 2000).

In many instances they simply return to drug use, do

not continue with treatment and/or do not know
where to go for support.

Ex-prisoners are often unwilling to look for or

access support independently, highlighting the need

for trusted individuals to accompany them to ap-

pointments and provide a smooth transition from

prison to the community. In the UK, for example,

the ‘Through the Gates’ scheme in London supports

prisoners and encourages the use of appropriate
services before, during and after their release (Park

and Ward, 2009). Similar activities occur in other

countries, such as the Netherlands (Association of

Dutch Municipalities, 2009). A few projects also exist

in Germany. For example, in Baden-Württemberg,

the non-governmental organisation ‘Projekt Chance’

(www.projekt-chance.de) provides personnel to ac-

company juvenile prisoners and establish contact with
relevant service providers before, during and after

release (Weilandt, 2012). The physical distance between

prison and home can be particularly problematic. For

example, in Estonia, all prisoners with diagnosed

problematic drug use are housed in Tartu Prison, a

specialised facility (Joost, 2012). In the UK, women

prisoners are usually held in one of 13 single-sex

prisons, and as a result they are incarcerated on average
57 miles from their homes (Ministry of Justice, 2012;

Prison Reform Trust, 2010, p. 25). In some countries,

attempts have been made to ensure that prisoners are

held closer to home. In the Netherlands, for example,

the municipalities and prisons have taken shared

responsibility for prisoners.

The UK’s Ministry of Justice (2011) and many other

agencies advocate a holistic approach to prisoner
treatment. The UK ‘pathways of offender manage-

ment’, which were adopted in 2004, recognise that

different aspects of offenders’ lives, such as housing,

education, training and employment, finance and

welfare, children and families, are often intertwined

(National Offender Management Service, 2004).

Accommodation is important, because many pris-

oners either have no home to go to on release, or are
forced to return to homes shared with individuals who

encouraged their offending behaviour. Often pris-

oners fear moving back to the area in which they lived

at the time of their offence, as many of their friends

and acquaintances are engaged in criminal activity or

have health problems such as problematic drug use

(MacDonald, 2012b). Some initiatives have sought to

address this problem, with limited success: ‘Halfway
houses provided by prison and probation authorities

provide only a short-term solution’ (Quaker Council

for European Affairs, 2011, p. xiv). It is clear that more

could be done to increase the chances of successful

rehabilitation.

Education, training and employment play an im-

portant part in maintaining prisoners’ self-esteem and

reducing recidivism (Freeman, 2003). In the partner
research conducted as part of the Throughcare Proj-

ect, prisoners often referred to the need for work and

the difficulties that they faced in finding employment

(MacDonald et al, 2012).

Family and relationships are regarded by several

authorities as important in supporting prisoners

through their journey, but little research has been

undertaken in this area. Work in the field indicates
that, in some cases, families who are involved in the

prisoner rehabilitation plan can be instrumental in

reducing recidivism.

Monitoring throughcare services

Throughcare clearly depends on effective systems of
monitoring at every level of the prisoner’s journey.

However, partners engaged in the Throughcare Pro-
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ject found that there was very little monitoring of

throughcare activities. Several factors contributed to

this lack of scrutiny. In Estonia and the UK, for example,

a lack of routinely collected data means that there is a

lack of information about which interventions are

successful and which are not (Joost, 2012; MacDonald,
2012a). In Bulgaria, the problem is related to the

structure of the penal system: ‘each prison has its

own approach and, if throughcare services exist in one

prison, they are usually delivered without evaluation,

consistency or follow up’ (Popov, 2012, p. 14). In the

UK, resources were an important issue for many

agencies that wanted to evaluate their services (Fox

et al, 2005). Additional concerns about data sharing
and client confidentiality meant that some agencies

were reluctant to provide information about referrals

made after release (Farrell and Marsden, 2005).

Conclusions

Throughcare has the potential to improve the health
of prisoners and reduce inequalities in healthcare for a

particularly vulnerable group. Despite the shift towards

the language of offender management, the concept of

throughcare has enormous value in shifting the focus

to care for offenders, who are in many cases suffering

from severe health problems. Continuity of care is

clearly important to prisoners. It can help to improve

their health, and it also helps to address other issues,
including employment, education and accommo-

dation.

There are many examples of good practice in

throughcare from across Europe, but they are patchy.

Healthcare provision for prisoners with problematic

drug use is inconsistently applied at every stage of their

journey. From the point of arrest, through detention

in police stations, detention houses and into prison,
there are opportunities for addressing particular

healthcare needs. Many people who enter the criminal

justice system not only have healthcare needs but may

also have experienced related issues such as problem-

atic drug use, domestic violence and abuse. Gaps in

throughcare that allow prisoners’ health problems to

go undetected and untreated can, in many cases, lead

to offending behaviours, recidivism and the ‘revolving
door’ into prison.

The period of detention provides an important

opportunity to address detainees’ needs in prep-

aration for release back into the community. Indeed,

for many prisoners, detention provides their first

contact with any form of service or treatment. Assess-

ment at the beginning of the prisoner’s journey is

essential for ensuring appropriate care and inter-
ventions while they are in prison and after their

release.

The prisoner’s journey is an effective way of iden-

tifying key weaknesses in the provision of healthcare.

There are opportunities to address health needs at

each stage of the journey, from arrest through to

release. At the point of arrest the police are potentially

in a position to refer offenders with problematic drug
use to appropriate services. Screening for prisoners’

throughcare needs at the time of entry to prison is

important both for identifying needs (e.g. for accom-

modation, training and employment, family support)

and for preparing them for release.

Continuity of care after release is hampered by

multiple factors. Effective cooperation and networking

between prison services and external organisations are
essential if throughcare is to become effective, but in

many countries this needs to be developed. Prisoners

with addiction and/or mental health problems require

well-organised and holistic throughcare. As Webster

has argued:

There is a consensus that there are many difficulties to

overcome and that meaningful partnership between

criminal justice and treatment agencies planning aftercare

services within prison and in the community by means of

a carefully designed case management system is perhaps

the best way forward.

(Webster, 2004, pp. 19–20)

Well-organised throughcare is important for enabling

ex-prisoners to overcome the obstacles that may arise

as a result of their being in prison. It helps them to

address their practical needs for accommodation,

training and employment, as well as to cope with the

social stigma of having been in prison.
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