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Commentary

Optimizing continuity of care  
throughout incarceration
Case and opportunities

Fiona Kouyoumdjian MD PhD CCFP FRCPC Jill Wiwcharuk MD CCFP Samantha Green MD CCFP

In Canada, there are approximately 250 000 adult 
and 1500 youth admissions to correctional facilities 
each year, and an average of about 40 000 people 

are in correctional facilities on any given day.1-3 The 
length of stay in correctional facilities for most adults 
and youth is days to weeks,3,4 and many people have 
multiple incarcerations each year. International data 
reveal that the health of the incarcerated population 
is poor compared with that of the nonincarcerated 
population, with a disproportionate burden of men-
tal illness, infectious diseases, chronic diseases, and 
premature mortality.5 In this context of a large popula-
tion with poor health transitioning in and out of cor-
rectional facilities, there are many opportunities to 
improve health and health care.

The World Health Organization (WHO) has identified the 
need for coordinated health care and service delivery for 
incarcerated people. Recognizing the overrepresentation of 
marginalized populations in prisons, the risks of communi-
cable diseases transmission at the time of release, and the 
unhealthy living conditions in most correctional facilities, 
the WHO has called for “close links or integration between 
public health services and prison health.”6 The WHO has 
also noted the need for “partnerships between corrections-
based and external service providers”7 in order to provide 
“effective and continuous services for prisoners.”7

The period of transition between the community and 
correctional facilities might be associated in particu-
lar with health risks,8 including alcohol withdrawal on 
admission9; disruptions in essential treatment during 
admission or release, such as methadone therapy,10 anti-
retroviral therapy,11 and psychotropic medications12; and 
death13 or hospitalization14 on release. However, these 
transitions also present opportunities to improve health 
and health care, such as the initiation of contraception 
before release15,16 and providing linkages with primary 
care services at the time of release.17,18

There are multiple barriers to achieving continu-
ity of health care during incarceration and at the time 

of release. Inmates are frequently transferred between 
facilities, which complicates ongoing medical man-
agement. The length of stay is often short and there 
might be uncertainty regarding the date of release, 
which might preclude effective discharge planning.19 
Planning for release might not be a priority within 
institutions, which might reflect a lack of executive-
level champions, limited financial resources, and poor 
data resources such as electronic medical records.20 
Recently released persons might face multiple com-
peting priorities, including the demands of parole and 
the need to arrange for reinstatement of income sup-
ports.14,17,19 Finally, high rates of mental illness, includ-
ing addictions, and poverty in this population might 
contribute to low rates of follow-up for care.5,21

These substantial challenges notwithstanding, pri-
mary care physicians and other health care providers 
can take basic steps to improve health and health care 
during incarceration and at the time of release. As an 
example, the following case illustrates efforts to opti-
mize care for a woman through 2 incarcerations.

Case
A woman in her 20s with hepatitis C who was receiv-
ing methadone maintenance treatment was admitted 
to a correctional facility in Ontario during the first 
trimester of a pregnancy. She was released to the 
community during her first trimester, then incarcerated 
again during the second trimester. Her community-
based family physician initiated contact with the fam-
ily physician working in the jail during the second 
incarceration. With the patient’s permission, the com-
munity- and jail-based physicians communicated 
about several issues relevant to her health.

Admission to the facility and release date. The com-
munity physician contacted the jail physician to ask 
whether the patient had been admitted to the jail, which 
the patient had anticipated and discussed with the 
community physician. As this patient was being seen 
frequently during her pregnancy and for methadone 
maintenance treatment, it was important for the com-
munity physician to know where the patient was and to 
know the date of her release. Continuity of methadone 
treatment is needed to decrease the risk of withdrawal, 
which might cause fetal distress and miscarriage, and 
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to prevent relapse to illicit opioid use.22 Therefore, the 
community physician arranged for methadone prescrip-
tions as soon as the patient was released from jail.

Prenatal testing. The community physician and jail phy-
sician communicated about which tests had been per-
formed in the community and in the jail, respectively, and 
about indicated plans for follow-up. This correspondence 
decreased unnecessary tests and ensured that informa-
tion was communicated that could affect the health of the 
patient and fetus.

Housing and social situation. The community physi-
cian told the jail physician that the patient did not have 
anywhere to stay upon release. Physician visits in correc-
tional facilities are often limited in time owing to the large 
volume of patients who need to be seen, so having key 
social and medical information conveyed is helpful. The 
jail physician referred the patient to see the social worker 
in the jail to discuss housing options on release. The 
community physician arranged for a community-based 
social worker to meet with the patient while incarcerated, 
which was helpful for building rapport, gathering infor-
mation, and identifying priorities for the time of release. 
The information that the community-based social worker 
collected was subsequently used by the community phy-
sician to complete an application for social assistance for 
the patient at the time of release. The social worker and 
the patient continued to work together subsequent to the 
patient’s release, which the patient found very helpful.

Referrals. The jail physician referred the patient to see 
an obstetrician, as was routine practice in the correc-
tional facility. Information regarding the referral was 
provided to the community physician. In this way, the 
community physician could follow up directly with the 
patient at the time of release to discuss whether further 
follow-up with the obstetrician was desired, along with 
other options for prenatal and intrapartum care.

Discussion
Primary care physicians can play an important role in 
achieving continuity of care through incarceration, as 
shown by this case. We advocate for increased commu-
nication between health care providers in the community 
and in correctional facilities, which could improve health.

There is also an urgent need for systemic changes to 
improve care for this population, especially at the time of 
release, and any program or policy changes should be eval-
uated with respect to acceptability, costs, effectiveness, and 
equity. Potential changes include routine sharing of infor-
mation between correctional health care staff and com-
munity physicians (eg, through shared electronic health 
records20); linkage of persons who do not have regular care 
providers with tailored local primary care services17; and 

discharge planning for medical and social issues.18 As per 
the Canada Health Act,23 incarcerated persons should have 
access to similar standards of care in correctional facilities 
as in the community, including medical services such as 
methadone maintenance treatment, contraception, hepati-
tis C treatment, and opioids, as well as other publicly avail-
able services such as smoking cessation.

By framing incarceration as a chance to improve health 
and access to care, it is possible to identify and anticipate 
challenges and opportunities across periods of incarcera-
tion. Other jurisdictions have articulated a “throughcare” 
framework24,25 that provides “services to prisoners and their 
families from the point of sentence or remand, during the 
period of imprisonment and following release into the com-
munity.”24 Such an approach in correctional facilities in 
Canada could benefit the incarcerated population, as well 
as the rest of society. 
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