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Scope

1 Appendices
> Appendix A:

Scope

NATIONAL INSTITUTE FOR HEALTH AND

1

CARE EXCELLENCE
SCOPE

Guideline title

Physical health of people in prison: assessment, diagnosis and management

of physical health problems of people in prison

1.1

Short title

Physical health of people in prison

2

The remit

MHS England has asked NICE to produce a guideline on ‘assessment,
diagnosis, and management of physical health problems of people in prison’.

3

3.1

a)

b)

c)

Need for the guideline

Epidemiology

Prison is a special setting for provision of healthcare. Prisoners
have the same healthcare rights including healthcare and treatment
as anyone outside of prison.

Health and justice services are interdependent and work together
to deliver a system which is safe, legal and decent and which
delivers both health and re-offending outcomes for the person.

There were 119 prisons in England and Wales in 2011, of which 11
prisons are privately run. Their primary purpose is to detain people
proven or suspected of committing a criminal offence. The prison
population has increased in recent years in England and Wales and
was reported to be 84 431 in March 2013. Around 140,000 people
move through the prison system each year.

Phiysical health of people in prison — final scope
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Scope

d)

e)

3.2

a)

b)

From 1 April 2013, NHS England became responsible for
commissioning all health services (with the exception of some
emergency care, ambulance services, out of hours and 111
sernvices) for people in prisons in England. This expanded range of
commissioned sernvices included secondary mental health senvices,
secondary physical health services and some public health
senvices previously commissioned by primary care trusts.

The prison population is much younger than the general population
with most prisoners aged between 21 and 49 years. Although the
majority of prisoners are young, mostly in their 20s or 30s, they
have significant health needs caused by a combination of
accumulated social and economic disadvantage, undiagnosed
chronic health conditions and previous poor access and uptake of
mainstream community health services. There are a small but
growing number of older prisoners who have high levels of need.

Current practice

Offenders are drawn from a population with significantly raised risk
of developing a range of chronic conditions. There are national
programmes to identify people at nsk for some of these conditions,
and these could be applied in prison. Social exclusion and
disadvantage s common in the offender population and access to
healthcare and screening services while living in the community
tends to be poor.

Healthcare provided in prisons cumently vanes significantly
between prisons in breadth, quality, methods of delivery and
accessibility. This guideline will seek to set out clear standards
which should be met in all prisons and will investigate how
healthcare may best be delivered in such settings.

Phiysical health of people in prison — final scope
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Scope

4 The guideline

The guideline development process is described in detail on the NICE website
{see section 6, “Further information’).

This scope defines what the guideline will (and will not) examine, and what the
guideline developers will consider. The scope is based on the referral from
MHS England. Where NICE guidelines already exist and are relevant for
prison health these will be incorporated.

The areas that will be addressed by the guideline are described in the
following sections.

This guideline is being developed in parallel to a further clinical guideline on
Mental health of adults in contact with the criminal justice system.

4.1 Population

411 Groups that will be covered
a) Adults (18 and older) in prisons or young offender institutions:

= adults in prison
= young people aged 18-21 in young offender institutions.

b} Special consideration will be given to:

= people with disabilities (including physical disahilities, leaming
disabilities and borderine leaming disabilities)

= women, especially pregnant women and the mothers of babies
in prison

= people over 50

+ long-term prisoners (=4 years)

+ shori-term prisoners (=12 months)

= people with a history of substance misuse.

41.2 Groups that will not be covered

a) Children and young people (aged under 18 years)
Phiysical health of people in prison — final scope
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Scope

b)
c)
d)

4.2
a)

4.3

431
a)

b)

c)

d)

Babies of mothers in prisons

People in Immigration Remowval Centres
People in police custody

Setting

The guideline will cover NHS-commissioned care provided in
prisons, young offender institutions and when people move from
prison to another setting (such as another prison or a court).

Management

Key issues that will be covered

Improving health and wellbeing in prison

= Approaches (including interventions and methods of delivery) to
improve health and wellbeing in prisons

Health needs assessment

= Health needs assessment at reception into prison
= Subsequent health needs assessment in prisons

Coordination and communication between healthcare professionals

= Coordination, case management and communication between
healthcare professionals involved in primary care, mental
healthcare, substance misuse care and secondary care

Use of medication

# |dentification of the most effective approaches regarding
prescribing, dispensing and adherence to medicines in prisons
to maximise adherence and good health outcomes and reduce
inappropnate use

Phiysical health of people in prison — final scope
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Scope

€)

43.2
a)

b)

c)

d)
e)
4.4
a)
b)
c)

d)

Urgent and emergency management in prison (including trauma
and resuscitation care)

= Timely idenfification and management of health deterioration

= Management of emergency situations in prisons (for example,
appropriate advice for the first person on scene (including
prisoner officers) in emergency situations)

Continuity of healthcare on admission to prison, transfer, or on
release to the community

= |dentification of the most effective systems, including
management of patient records, to ensure continuity of
healthcare of people moving from one prison to another, or
betwesn prison and the community or hospital

lssues that will not be covered
Mental health of prisoners.

MNHS care provided for prisoners outside the prison senvice (such
as acute hospitals).

Cultural and spiritual needs of the prisoner and their families and
carers.

End of life care.
Dental management, with the exception of seli-care.

Main outcomes

Adoption of health-improving behaviours.
Uptake of screening programmes.
Morbidity.

Mortality.

Phiysical health of people in prison — final scope
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Scope

€)

4.5

Health-related quality of life

Review guestions

Review questions guide a systematic review of the literature. They address

only the key issues covered in the scope, and usually relate to interventions,
diagnosis, prognosis, service delivery or patient experience. Please note that
these review questions are draft versions and will be finalised with the
Guideline Development Group.

a)

b)

c)

d)

€)

a)

h)

What are the most effective assessment tools to determine the
health improvement needs of prisoners?

What are the most effective methods of delivery of health
improvement activities in prison?

What information, support and mentoring do prisoners require to
improve health and wellbeing?

What are the most effective interventions that can be implemented
to improve health and wellbeing? A review of existing NICE
guidance will be undertaken. New reviews will not be conducted
where relevant existing guidance is in place.

What health assessment needs to be done at reception into prison?
What subsequent health assessment needs to be done in prisons?
When should subsequent health assessment be done in prisons?

What are the most effective strategies for coordination, case
management and communication between healthcare
professionals involved in primary care, mental healthcare,
substance misuse care and secondary care?

What are the most effective interventions to maximise adherence to

prescribed drugs?

Phiysical health of people in prison — final scope
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Scope

)] What are the most effective interventions to minimise inappropriate
use of prescribed drugs?

k) How should chronic conditions be monitored in prison’?

)] How should emergency situations be managed in prison {including
first person on the scene)?

m) What are the most effective systems or policies, including
management of patient records, to ensure continuity of healthcare
of people moving from:

community to prison?

prison to prison?
prison to hospital?
hospital to prison?

prison to community?

4.6 Economic aspects

Developers will take into account bhoth clinical and cost effectiveness when
making recommendations involving a choice between altemative
interventions. A review of the economic evidence will be conducted and
analyses will be camed out as appropriate. The prefermed unit of effectiveness
is the quality-adjusted life year (QALY). The costs considered will usually be
from an NHS and personal social services (PSS) perspective, but Mational
Offender Management Service costs will be considered where relevant.
Further detail on the methods can be found in The guidelines manual.

4.7 Status

471 Scope
This is the final version of the scope.

4.7.2 Timing

The development of the guideline recommendations will begin in
December 2014.

Phiysical health of people in prison — final scope
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5

Related NICE guidance

5.1 Published guidance

HIV testing NICE local government briefing 21 (2014)

Managing overweight and obesity in adults: lifestyle weight management
senvices NICE public health guideline 53 (2014 )

Lipid modification for the prevention of cardiovascular disease NICE clinical
quideline 181 (2014)

Behaviour change: individual approaches NICE public health guideline 49
{2014)

Myocardial infarction: secondary prevention NICE clinical guideline 172
{2013)

Hepatitis B (chronic) MICE clinical guideline 165 (2013)

Ealls NICE clinical guideline 161 (2013)

Tobacco: harm-reduction approaches to smoking NMICE public health
quidance 45 (2013)

Patient experience in adult NHS services NICE clinical guideline 138

e TS 200 e Wy 0 promote and offer testing to peop!
risk of infection NICE public health guideline 43 (2012)
Preventing type 2 diabetes: risk identification and interventions for
individuals at high risk NICE public health guidance 38 (2012)

Identifying and managing tuberculosis among hard-to-reach groups. NICE
public health guidance 37 (2012)

Preventing type 2 diabetes: population and community-level interventions
MICE public health guidance 35 (2011)

Increasing the uptake of HIV testing among men who have sex with men

NeredSing (e UDT RE
public health guideline 33 (2011)
Hypertension MICE clinical guideline 127 (2011)
Management of stable angina NICE clinical guideline 126 (2011)
Tuberculosis MICE clinical guideline 117 (2011)

Phiysical health of people in prison — final scope
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Scope

Pregnancy and complex social factors NICE clinical guideline 110 (2010)
Chronic heart failure NICE clinical guideline 108 (2010)

Hypertension in pregnancy MICE clinical guideline 107 (2010)

Chronic obstryctive pulmonary disegse NICE clinical guideline 101 (2010)

Alcoholuse disorders: alcohol-related physical complications MICE clinical
quideline 100 (2010)

Chest pain of recent onset NICE clinical guideline 95 (2010)

Weight management before, during and after pregnancy NICE public health
quidance 27 (2010)

uitting smoking in
guidance 26 (2010)

Unstable angina and non-ST-segment-elevation myocardial infarction NICE
clinical guideline 94 (2010)

Type 2 diabetes NICE clinical guideline 87 (2009)

Stroke and transient ischaemic attack MICE clinical guideline 68 (2008)
Diabetes in pregnancy NICE clinical guideline 63 (2008)

Antenatal care NICE clinical guideline 62 (2008)

Preventing the uptake of smoking by children and young people NICE
public health guidance 14 (2008)

Matemmal and child nutrition MICE public health guidance 11 (2008)
Intraparium care NICE clinical guideline 55 (2007)

Dug misuse — opjoid defoxification NICE clinical guideline 52 (2007)

Dug misuse — psychosocial inferventions NICE clinical guideline 51 {2007)
Antenatal and postnatal mental heglth NICE clinical guideline 45 (2007)
Behaviour change: the principles for effective interventions NICE public
health guidance 6 (2007)

Interventions to reduce substance misuse among vulnerable young peopls
MICE public health guidance 4 (2007)

and following childbirth NICE public health

Prevention of sexuglly transmitted infectj

MICE public health guidance 3 (2007)
Obesity NICE clinical guideline 43 (2006)
Postnatal care MICE clinical guideline 37 (2006)

Phiysical health of people in prison — final scope
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= Brief interventions and referral for smoking cessation NICE public health

guidance 1 (2006)

= Type 1 diabetes NICE clinical guideline 15 (2004)

5.2 Guidance under development

MICE is currently developing the following related guidance (details available
from the NICE website):

Disability, dementia and frailty in [ater life: mid-life approaches to
prevention. Publication expected February 2015.

Medicines optimisation: the safe and effective use of medicines to enable
the best possible outcomes. NICE clinical guideline. Publication expected
March 2015.

Antimicrobial stewardship. NICE clinical guideline. Publication expected
May 2015.

Challenging behaviour and lkeaming disabilities. NICE clinical guideline.
Publication expected May 2015.

Care of the dying adult. NICE clinical guideline. Publication expected
October 2015.

Oral health promotion approaches for dental teams. NICE public health
guideline. Publication expected October 2015.

Major trauma, NICE clinical guideline. Publication expected April 2016.
Sexually harmful behaviour among young people, NICE public health
quideline. Publication expected August 2016.

Multimorbidities: clinical assessment and management, MICE clinical
guideline. Publication expected September 2016.

Dual diagnosis. NICE clinical guideline. Publication expected September
2016.

Mental health of adults in contact with the criminal justice system, NICE
clinical guideline. Publication expected November 2016.

Regaining independence (reablement), NICE social care guideline.
Publication expected July 2017.

Phiysical health of people in prison — final scope
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Scope

+ Acute medical emengencies, NICE clinical guideline. Publication date to be
confirmed.

+ [ntrapartum care for high risk women. NICE clinical guideline. Publication
date to be confimed.

6 Further information

Information on the guideline development process is provided in the following
documents, available from the NICE website:

« How NICE clinical guidelines are developed: an overview for stakeholders
the public and the NHS

Information on the progress of the guideline will also be available from the
MICE website.

Phiysical health of people in prison — final scope
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Declarations of interest

Date

10/09/2015

11/09/2015
21/10/2015
26/11/2015
13/01/2016
11/02/2016

Joe Hall (Co-opted)

Date

Initial declaration
(31/10/2014)

26/11/2015

Item declared

GDG7: Freelance consultant with Central
North West London NHS Trust (HMP
Winchester) and Dorset Healthcare University
NHS Trust (HMP Guys Marsh, The Verne IRC,
HM YOI Portland)

GDG?7: Visiting senior lecturer (research)
University of Manchester from 1 August
2015

GDG8: No new interest declared
GDG9: No new interest declared
GDG10: No new interest declared
GDG11: No new interest declared
GDG12: Apologies sent

Item declared

No interest declared

GDG10: No new interest declared

Meng Aw-Yong (Co-opted)

Date

Initial declaration
(10/03/2015)

11/09/2015

Item declared

Member of Independent Advisory panel on
Deaths in Custody (Ministry of Justice)

Member of Harris Review: Deaths in 18-24
year olds in prisons (Ministry of Justice)

GDGS8: No new interest declared

Classification

Personal pecuniary
interest

Personal non-
pecuniary interest

Nil
Nil
Nil
Nil
Nil

Classification
Nil

Nil

Classification

Personal financial non-
specific

Personal financial non-
specific

Nil

Action taken

g health
(review

question
Q14)

Declare and
participate

Declare and
participate

Nil
Nil
Nil
Nil
Nil

Action taken
Nil

Nil

Action taken

Declare and
participate
Declare and
participate

Nil

Nick Kosky (Chair of Mental health of adults in contact with the criminal justice system guideline)

Date

Initial declaration
(10/06/2014)

20/05/2015

01/07/2015
10/09/2015
11/09/2015
21/10/2015
26/11/2015
13/01/2016
11/02/2016

Item declared
No interest declared

GDG5: Member of the ‘Reducing Deaths in
Detention’ panel, organised by Centre for
Mental Health

GDG6: Apologies sent

GDG7: Apologies sent

GDGS8: Apologies sent

GDG9: Apologies sent

GDG10: No new interest declared
GDG11: Apologies sent

GDG12: Apologies sent

National Guideline Centre, 2016
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29 NCGC team

Initial No interest declared

declaration

12/01/2015 GDG1: No new interest declared Nil Nil
13/01/2015 GDG2: No new interest declared Nil Nil
27/02/2015 GDG3: No new interest declared Nil Nil
15/04/2015 GDG4: No new interest declared Nil Nil
20/05/2015 GDG5: No new interest declared Nil Nil
01/07/2015 GDG6: No new interest declared Nil Nil
10/09/2015 GDG?7: No new interest declared Nil Nil
11/09/2015 GDG8: No new interest declared Nil Nil
21/10/2015 GDG9: No new interest declared Nil Nil
26/11/2015 GDG10:No new interest declared Nil Nil
13/01/2016 GDG11: No new interest declared Nil Nil
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1 Appendix C: Clinical review protocols

C.4 Health assessment

Review question 1. What health assessment needs to be done at reception into prison?
Objectives To determine what health assessments should be conducted on the day that people are
received into prison to ensure safety of people in prison.
Assessment of acute mental illness and self-harm are under the remit of the mental
health guideline.
Criteria for considering studies in the review
Study design Randomised controlled trials
Non-randomised controlled trials

If no intervention studies are included, diagnostic cohort studies (prospective and
retrospective) will be considered

Systematic reviews and meta-analyses of the above

Population Adults (18 and over) in prisons or young offender institutions.
Additional indirect settings listed in the ‘settings’ section.

Intervention Validated (physical) health assessment tools/triage/policies/screening protocols at
entry into prison (for example, Grubin reception screen or CHADS screening in young
offenders/CHAT1/2)

Comparison Other validated health assessment tools/triage/policies/screen

Outcomes Critical:

e Morbidity

e Mortality until second screen (7 days)

e Important:

e Health-related quality of life (related to continuity of treatment/symptom
management)

e Patient safety incidents

e Reduced self-harm

e Reduced hospital admission

e Delayed and omitted medicine

e Reduced infectious disease transmission
e Risk factors

e Referrals

e Self-reported satisfaction

Diagnostic accuracy data

Setting Prisons or young offender institutions.

Indirect settings will also be searched for:
Immigration Removal Centres (IRCs), secure environments, forensic units, low/medium
secure units, regional secure units, high secure units, places of detention, secure
training centres (STCs), police custody and detention centres.

Equalities As listed in ‘subgroups’ below.

Search Strategy Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO
Language: Restrict to English only
Date restriction: none

National Guideline Centre, 2016
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Review Strategy Strata
Men and women

Subgroups

People with disabilities (including physical disabilities, learning disabilities and
borderline learning disabilities)

Women, especially pregnant women and the mothers of babies in prison
People over 50

Long-term prisoners (>4 years)

Short-term prisoners (<12 months)

People with a history of substance misuse.

National Guideline Centre, 2016
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2. What subsequent health assessment(s) are clinically and cost-effective in
Review question prisons?

Objectives To determine what health assessment(s) should be conducted after reception to prison
to determine further health needs, and any other on-going reasons that healthcare may
be required.

We will present existing NICE guidance to the GDG after evidence from our primary
review is presented e.g. including Hep B&C, TB, HIV, STDs

Criteria for considering studies in the review

Study design Randomised controlled trials

If no intervention studies are included, diagnostic cohort studies (prospective and
retrospective) will be considered

Systematic reviews and meta-analyses of the above
Population Adults (18 and over) in prisons or young offender institutions.
Additional indirect settings listed in the ‘settings’ section.
Intervention e Validated health assessment tools/triage/policies/screening protocols
e Self-reporting/tick boxes
e Patient history
e Secondary screen
e Second health check
e Transfer screen
e Clinical health assessment
e Comprehensive clinical assessment
e Primary healthcare screen
e Induction
e Annual health check for those not qualifying for national requirement

Comparison Usual care or each other
Outcomes Critical:

e Mortality.

Important:

e Health-related quality of life (related to continuity of treatment/symptom
management)

e Patient safety incidents

e Reduced self-harm

e Reduced hospital admission

e Delayed and omitted medicine

e Reduced infectious disease transmission
e Risk factors

e Referrals

o Self-reported satisfaction

e New diagnoses

Diagnostic accuracy data

Setting Prisons or young offender institutions.

Indirect settings will also be searched for:

Immigration Removal Centres (IRCs), secure environments, forensic units, low/medium
secure units, regional secure units, high secure units, places of detention, secure

National Guideline Centre, 2016
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Equalities

Search Strategy

Review Strategy

training centres (STCs), police custody and detention centres.

As listed in ‘subgroups’ below

Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online,
PsycINFO

Language: Restrict to English only
Date restriction: none

Strata
None identified.

Subgroups
People with disabilities (including physical disabilities, learning disabilities and
borderline learning disabilities)

Women, especially pregnant women and the mothers of babies in prison
People over 50

Long-term prisoners (>4 years)

Short-term prisoners (<12 months)

People with a history of substance misuse.

National Guideline Centre, 2016
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Review question 3. When should subsequent health assessments be done in prisons?

Objectives To determine when initial health assessment(s) should be conducted (after the first day
in prison), and when any subsequent assessments should be conducted.

Criteria for considering studies in the review
Study design Randomised controlled trials
Diagnostic cohort studies (prospective and retrospective)
Systematic reviews and meta-analyses of the above
Population Adults (18 and over) in prisons or young offender institutions.
Additional indirect settings listed in the ‘settings’ section.
Intervention e Validated health assessment tools/triage/policies/screening protocols
e Self-reporting/tick boxes
e Patient history
e Secondary screen
e Second health check
e Transfer screen
e Clinical health assessment
e Comprehensive clinical assessment
e Primary healthcare screen
e Induction
e Annual health check for those not qualifying for national requirement

Comparison Usual care or any other time point up to one year.
Outcomes Critical:

Mortality.

Important:

Health-related quality of life (related to continuity of treatment/symptom
management)

Patient safety incidents

Reduced self-harm

Reduced hospital admission

Delayed and omitted medicine

Reduced infectious disease transmission
Risk factors

Referrals

Self-reported satisfaction

New diagnoses

Setting Prisons or young offender institutions.

Indirect settings will also be searched for:
Immigration Removal Centres (IRCs), secure environments, forensic units, low/medium
secure units, regional secure units, high secure units, places of detention, secure
training centres (STCs), police custody and detention centres.

Equalities As listed in ‘subgroup’ section below.

Search Strategy Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO
Language: Restrict to English only
Date restriction: none

Review Strategy Strata
None identified.

National Guideline Centre, 2016
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Subgroups

People with disabilities (including physical disabilities, learning disabilities and
borderline learning disabilities)

Women, especially pregnant women and the mothers of babies in prison
People over 50

Long-term prisoners (>4 years)

Short-term prisoners (<12 months)

People with a history of substance misuse.

National Guideline Centre, 2016
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Review question

Objectives

4. What are the most effective and cost-effective assessment tools to
determine the health promotion needs of prisoners?

To identify the health needs of prisoners regarding:
e smoking

e nutrition

e personal hygiene/self-care/oral health

e physical activity

sexual health

Criteria for considering studies in the review

Study design

Population

Intervention

Comparison

Outcomes

Randomised controlled trials

Non-randomised controlled trials

Diagnostic cohort studies (prospective and retrospective)
Systematic reviews and meta-analyses of the above

Adults (18 and over) in prisons or young offenders institutions.
Additional indirect settings listed in the ‘settings’ section.

Validated health assessment tools/triage/policies/protocols

e Self-reporting/tick boxes

e Patient history

e Secondary screen

e Second health check

e Transfer screen

e Clinical health assessment

e Comprehensive clinical assessment

e Primary healthcare screen

e Focus groups/prisoner consultation meetings/user group meetings
e Opportunistic

PER form (prisoner escort record)

Don Grubin reception screen

Mental health interventions will be excluded

CHADS screening in young offenders/CHAT1/2

e Medicines reconciliation/medication history taking/medicines confirming

e SystmOne
e Induction

o Wellbeing clinic (Wellmen and Wellwomen)

Usual care or each other

Critical:

Adoption of health-promoting behaviours:

e Nutrition — healthy BMI

e Personal hygiene/self care/oral health — patient-reported satisfaction
e Physical activity — healthy BMI, 30 mins a day

e Sexual health — decrease in STD diagnosis from in-prison, accessing barrier methods
and sexual health clinics

e Smoking cessation — quit for at least 4 weeks

National Guideline Centre, 2016
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Setting

Equalities

Search Strategy

Review Strategy

Important

Uptake of screening programmes.
Morbidity.

Mortality.

Health-related quality of life
Prisons or young offenders institutions.
Indirect settings will also be searched for:

Immigrant Removal Centres (IRCs), secure environments, forensic units, low/medium
secure units, regional secure units, high secure units, places of detention, secure
training centres (STCs), police custody and detention centres.

As listed in ‘subgroups’ below

Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO
Language: Restrict to English only

Date restriction: none

Strata

None identified.

Subgroups
People with disabilities (including physical disabilities, learning disabilities and
borderline learning disabilities)

Women, especially pregnant women and the mothers of babies in prison
People over 50

Long-term prisoners (>4 years)

Short-term prisoners (<12 months)

People with a history of substance misuse.

C.2 Coordination and communication

8

Review question

Objectives

Study design

Population and
setting

Search Strategy

Review Strategy

5. What are barriers and facilitators to coordination, case management and
communication between healthcare professionals involved in primary care,
mental healthcare, substance misuse care and secondary care? (qualitative)

Identification of the barriers and facilitators to coordination, case management and
communication between multiple individuals and teams involves in assessing,
managing and delivering healthcare, to enable the GDG to identify the necessary
features for an effective coordinated healthcare service for prisoners.

Qualitative studies including interviews and focus groups

Surveys

Adults (18 and over) in prisons or young offender institutions.

Additional indirect settings listed in the ‘settings’ section.

Health professionals and other staff working in prisons or young offenders institutions

Indirect settings: Immigration removal centres (IRCs), secure environments, forensic
units, low or medium secure units, regional secure units, high secure units, places of
detention, secure training centres (STCs), police custody and detention centres.
Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO
Language: Restrict to English only

Date restriction: none

Thematic analysis of qualitative studies, as reported in the studies.

National Guideline Centre, 2016
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Promoting health and wellbeing

Scope area: Approaches (including interventions and methods of delivery) to promote health and wellbeing in
prisons

6. What are the most clinically and cost-effective interventions that can be

. s -
Review question implemented to promote health and wellbeing in prisons?

Objectives Identification of health promoting activities in prison, resulting in positive outcome.
Criteria for considering studies in the review
Study design Randomised controlled trials
Systematic reviews and meta-analyses of the above
Non-randomised controlled trials if no RCTs are identified
Observational studies if no controlled trails are identified
Population Adults (18 and over) in prisons or young offender institutions.
Additional indirect settings listed in the ‘settings’ section.
Intervention Prioritised interventions:
e Smoking cessation

¢ Nutrition (food served/access to canteen/snack food). Supplements will not be
included, but cross reference made to existing NICE guidance.

Personal hygiene/self-care/oral health

Physical activity (including time in open air/mobilisation)

Sexual health (advice/access to barrier methods)

Over the counter drugs available in the canteen will be excluded.

A full review of published related NICE guidance will be identified by hand searching the
NICE website, based on the prioritised areas listed below. All recommendations on
health promotion will be presented to the GDG after the primary evidence reviews.

Comparison Usual care or alternative interventions appropriate within prioritised areas.
Outcomes Adoption of health-promoting behaviours:
Critical

e Nutrition — healthy BMI
e Smoking cessation — quit for at least 4 weeks

Personal hygiene/self-care/oral health — patient-reported satisfaction

Physical activity — healthy BMI, 30 minutes a day

e Sexual health — decrease in STD diagnosis from in-prison, accessing contraception and
sexual health clinics

Important
Uptake of screening programmes.

Morbidity.
Mortality.
Health-related quality of life

Setting Prisons or young offender institutions.

Indirect settings will also be searched for:

Immigration removal centres (IRCs), secure environments, forensic units, low/medium
secure units, regional secure units, high secure units, places of detention, secure
training centres (STCs), police custody and detention centres.

Equalities As listed in ‘subgroups’ section

National Guideline Centre, 2016
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Search Strategy Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO
Language: Restrict to English only
Date restriction: none

Review Strategy Strata
None identified.

Subgroups
People with disabilities (including physical disabilities, learning disabilities and
borderline learning disabilities)

Women, especially pregnant women and the mothers of babies in prison
People over 50

Long-term prisoners (>4 years)

Short-term prisoners (<12 months)

People with a history of substance misuse.

National Guideline Centre, 2016
32



Physical health of people in prisons
Clinical review protocols

7. What are the most clinically and cost-effective methods of delivering health

Review question promotion activities in prison?

Objectives Identification of the best methods of delivering health promoting activities in prison,
resulting in positive outcomes.
Criteria for considering studies in the review
Study design Randomised controlled trials
Systematic reviews and meta-analyses of the above
Non-randomised controlled trials if no RCTs are identified
Observational studies if no RCTs are identified
Population Adults (18 and over) in prisons or young offender institutions.
Additional indirect settings listed in the ‘settings’ section.

Intervention Validated health assessment tools/triage/policies/protocols

e Group work

o 1-2-1s

e Wing-based vs central

e Radio

e Audio-visual

e Posters

o |eaflets

e Internet/intranet

e Self-help/workbook

e Prisoner newspapers

o Newsletters

e Events (Wellbeing days)

e Mentoring

e Peers

e Motivational/incentivising

e Teaching through learning English
e Educational classes around life skills
e Welcome pack

e Induction
Comparison Against each other or usual care.
Outcomes Adoption of health-promoting behaviours:
Critical

e Nutrition — healthy BMI
Personal hygiene/self-care/oral health — patient-reported satisfaction

Physical activity — healthy BMI, 30 minutes a day

Sexual health — decrease in STD diagnosis from in-prison, accessing barrier methods
and sexual health clinics as an outcome for accessing health care, increase in
recordings of STDs needs to be noted, like that of women accessing contraception.

e Smoking cessation — quit for at least 4 weeks

Important
e Uptake of screening programmes.

e Morbidity.
e Mortality.

National Guideline Centre, 2016
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Setting

Equalities

Search Strategy

Review Strategy

e Health-related quality of life

Prisons or young offender institutions.

Indirect settings will also be searched for:

Immigration removal centres (IRCs), secure environments, forensic units, low/medium
secure units, regional secure units, high secure units, places of detention, secure
training centres (STCs), police custody and detention centres.

As listed in ‘subgroups’ section

Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO
Language: Restrict to English only

Date restriction: none

Strata

None identified.

Subgroups
People with disabilities (including physical disabilities, learning disabilities and
borderline learning disabilities)

Women, especially pregnant women and the mothers of babies in prison
People over 50

Long-term prisoners (>4 years)

Short-term prisoners (<12 months)

People with a history of substance misuse.

National Guideline Centre, 2016
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Review question

Objectives

8. Who should deliver health promotion activities in prison?

Identification of health promoting activities in prison, resulting in positive outcome.

Criteria for considering studies in the review

Study design

Population

Intervention

Comparison

Outcomes

Setting

Equalities

Search Strategy

Randomised controlled trials
Systematic reviews and meta-analyses of the above
Observational studies if no RCTs are identified

Adults (18 and over) in prisons or young offender institutions.
Additional indirect settings listed in the ‘settings’ section.

Validated health assessment tools/triage/policies/protocols

Who delivers the activities

healthcare staff (including external organisations, prison officers/nurses/doctors)
e custody staff (escorting staff/contracting staff/PE officers)

o educational staff

e Probation staff

e Health trainers/health champions

e [IMB

e Social care assistants

e CARAT workers/RAPT workers/PASRO/Clinks

e UKBA officers

o Positively UK

e Peer-led (serving prisoners/external organisations) and professionally led approaches
Against each other or usual care.

Adoption of health-promoting behaviours:

Critical
e Nutrition — healthy BMI
Personal hygiene/self-care/oral health — patient-reported satisfaction

Physical activity — healthy BMI, 30 minutes a day

Sexual health — decrease in STD diagnosis from in-prison, accessing barrier methods
and sexual health clinics

e Smoking cessation — quit for at least 4 weeks

Important
Uptake of screening programmes.

Morbidity.
Mortality.
Health-related quality of life

Prisons or young offender institutions.

Indirect settings will also be searched for:

Immigration removal centres (IRCs), secure environments, forensic units, low/medium
secure units, regional secure units, high secure units, places of detention, secure
training centres (STCs), police custody and detention centres.

e As listed in ‘subgroups’ section

e Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO

National Guideline Centre, 2016
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e Language: Restrict to English only
e Date restriction: none

Review Strategy Strata
None identified.

Subgroups
e People with disabilities (including physical disabilities, learning disabilities and
borderline learning disabilities)

e Women, especially pregnant women and the mothers of babies in prison
e People over 50

e Long-term prisoners (>4 years)

e Short-term prisoners (<12 months)

People with a history of substance misuse.

National Guideline Centre, 2016
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9. What are the barriers and facilitators to information provision, support and

. . oo
Review question mentoring for prisoners to promote health and wellbeing?

Objectives Identification of themes on information provision, support and mentoring, that aid or
hinder health and wellbeing.

To include all forms of information provision such as group work, mentoring,
inductions, posters, leaflets etc.

Study design Qualitative studies
Structured interviews and focus groups
Surveys
Population and Adults (18 and over) in prisons or young offender institutions.

setting

Prisons or young offender institutions.

Indirect settings will also be searched for:

Immigration removal centres (IRCs), secure environments, forensic units, low/medium
secure units, regional secure units, high secure units, places of detention, secure
training centres (STCs), police custody and detention centres.

Search Strategy Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO
Language: Restrict to English only
Date restriction: none

Review Strategy Thematic analysis of qualitative studies, as reported in the studies.

G4 Medication management

17 Identification of the most effective approaches regarding prescribing, dispensing and adherence to medicines
18 in prisons to maximise adherence and good health outcomes and reduce inappropriate use.

10. What are the most clinically and cost-effective methods for people to access
medicines in prisons to maximise adherence and good health outcomes and
Review question reduce inappropriate use?

Objectives The safe and timely management of medications within a prison environment presents
several challenges.

Some people in prison misuse prescribed medication. Many of these people will have a
previous history of substance misuse. Medications may be traded within prisons,
presenting a risk to the person misusing it and others who may acquire it. If a person
misuses multiple medications the potential harm is increased person through the
additional risk of drug interactions.

‘access’ - to encompass prescribing and administration and supply of medicines.
Criteria for considering studies in the review
Study design Randomised controlled trials
Systematic reviews and meta-analyses of the above
Observational studies if no RCTs are identified.
Population Adults (18 and over) in prisons or young offender institutions.
Intervention e In possession medication (self-administration) versus non in possession (supervised)
e Formulary adaptation

National Guideline Centre, 2016
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Comparison

Outcomes

Setting

Equalities

Search Strategy

Review Strategy

19

e Monitoring adherence (random checks of in possession medication to support clinical
review)

e Mandatory drug testing (tests for specific drugs - NOMS function)

o Stock medicines (unlabelled bulk packs) versus named patient medicine
o In possession risk assessment

e Minimising diversion

e Minimising bullying

e Minimising abuse of medicines

e Electronic versus manual prescription (check medicines optimisation guideline)

NB All drugs included, exclude methasoft (automated dispensing).
Compared to each other

Critical outcomes
e Drug adherence

e Morbidity.

Important outcomes

e Measures of drug diversion/trading (either from being bullied or selling medication)
e Overdose

e Mortality.

o Health-related quality of life

e Drug diversion

Prisons or young offender institutions.

Indirect settings will also be searched for:

Immigration removal centres (IRCs), secure environments, forensic units, low/medium
secure units, regional secure units, high secure units, places of detention, secure
training centres (STCs), police custody and detention centres.

As listed in ‘subgroups’ below

Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO
Language: Restrict to English only
Date restriction: none

Strata
None identified.

Subgroups
People with disabilities (including physical disabilities, learning disabilities and
borderline learning disabilities)

Women, especially pregnant women and the mothers of babies in prison
People over 50

Long-term prisoners (>4 years)

Short-term prisoners (<12 months)

People with a history of substance misuse.

Prisons or young offender institutions.

National Guideline Centre, 2016
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11. What are the most clinically and cost-effective methods for continuity of care
for people to access medicines to maximise adherence and good health
outcomes and reduce inappropriate use when:

e coming into prison?
e being transferred between prisons?
Review question o discharged from prison?

Objectives The safe and timely management of medications within a prison environment presents
several challenges.

Other issues in the management of medication in prisons include ensuring patients
requiring regular medications continue to have access to them, including when the
timing of medication is important, and considering when it is appropriate for patients to
be in possession of medication.

‘access’ - to encompass prescribing and administration and supply of medicines.
Criteria for considering studies in the review
Study design Randomised controlled trials

Systematic reviews and meta-analyses of the above

Observational studies if no RCTs are identified.

Population Adults (18 and over) in prisons or young offenders institutions.

Intervention In possession medication (self-administration) versus non in possession (supervised)
Formulary adaptation
Monitoring adherence (random checks of in possession medication)
Mandatory drug testing (tests for specific drugs - NOMS function)
Stock medicines versus named patient medicine
Medicine reconciliation

Comparison Compared to each other

Outcomes Critical outcomes
e Drug adherence
e Morbidity.

e Important outcomes
e Measures of drug diversion/trading (either from being bullied or selling medication)
e Overdose
e Mortality.
e Health-related quality of life
e Unplanned admissions
Setting Prisons or young offender institutions.
Indirect settings will also be searched for:

Immigration removal centres (IRCs), secure environments, forensic units, low/medium
secure units, regional secure units, high secure units, places of detention, secure
training centres (STCs), police custody and detention centres.

Equalities As listed in ‘subgroup’ section below.
Search Strategy Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online,
PsycINFO

National Guideline Centre, 2016
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Review Strategy

Language: Restrict to English only
Date restriction: none

Strata
None identified.

Subgroups
People with disabilities (including physical disabilities, learning disabilities and
borderline learning disabilities)

Women, especially pregnant women and the mothers of babies in prison
People over 50

Long-term prisoners (>4 years)

Short-term prisoners (<12 months)

People with a history of substance misuse.

Prisons or young offenders institutions.

National Guideline Centre, 2016
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12. What are the barriers and facilitators to ensuring access to medicines to
maximise adherence and good health outcomes and reduce inappropriate
use when:

e coming into prison?
e in prison?
e being transferred between prisons?
Review question e discharged from prison?
Objectives To identify themes around access to medication that impact on adherence, good health
outcomes and minimise inappropriate use. Areas highlighted by the GDG include

communication, medicines diversion, bullying, pain assessment and staff training that
may potentially impact access and management of medication.

Note that ‘access’ is meant to encompass prescribing and administration and supply of
medicines.

Study design Qualitative studies including structured interviews and focus groups.
Survey data to support identified themes from qualitative studies.
Population and Adults (18 and over) in prisons or young offender institutions.
setting Health professionals and other staff working in prisons or young offenders institutions

Indirect settings: Immigration removal centres (IRCs), secure environments, forensic

units, low or medium secure units, regional secure units, high secure units, places of

detention, secure training centres (STCs), police custody and detention centres.
Search Strategy Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO

Language: Restrict to English only

Date restriction: none

Review Strategy Thematic analysis of qualitative studies, as reported in the studies.

C5 Monitoring chronic conditions

13. How should chronic conditions be monitored in prison? — review of NICE
guidance (diabetes, chronic respiratory, epilepsy, chronic heart disease,
Review question chronic kidney disease)

Objectives To review existing NICE guidelines on monitoring conditions and decide whether they
are applicable to the prison population. If appropriate, recommendations will be cross
referred to. The GDG prioritised diabetes, chronic respiratory conditions, epilepsy,
chronic heart disease and chronic kidney disease for review, as detailed in the The
Prisons and Probation Ombudsman (PPO), 2008 report.

Criteria for considering recommendations in the review

Study design Review of current NICE guidance and cross referral of recommendations.
Study design to be extracted from existing NICE guidance reviews on monitoring
chronic conditions and GDG to consider its applicability.

Population Adults (18 and over) in prisons or young offender institutions.
Additional indirect settings listed in the ‘settings’ section.

Population to be extracted from existing NICE guideline reviews on monitoring chronic
conditions and GDG to consider its applicability.

Intervention and Methods for monitoring chronic conditions as listed in current NICE guidelines
comparison (diabetes, chronic resp, epilepsy, chronic heart disease, chronic kidney disease)

Intervention and comparisons to be extracted from existing NICE guideline reviews on
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Outcomes

Setting

Equalities

Search Strategy

Review Strategy

monitoring chronic conditions and GDG to consider the applicability.

Adoption of health-promoting behaviours.
Uptake of screening programmes.
Morbidity.

Mortality.

Health-related quality of life

Others as prioritised by existing NICE guideline reviews on monitoring chronic
conditions and GDG to consider the applicability.
Prisons or young offender institutions.

Indirect settings include: Immigration removal centres (IRCs), secure environments,
forensic units, low/medium secure units, regional secure units, high secure units, places
of detention, secure training centres (STCs), police custody and detention centres.

Setting to be extracted from existing NICE guideline reviews on monitoring chronic
conditions and GDG to consider the applicability.

As listed in ‘subgroups’ below.

Hand search of published NICE guidelines on chronic conditions. No separate literature
search conducted.

The GDG noted that they want to aim for equivalence of care provided outside of
prison, therefore that current NICE guidance for monitoring chronic conditions is

relevant for this population. Current NICE recommendations will be presented to the

GDG for the main chronic conditions as listed in the PPO 2008 report371.

As stated in the NICE guidelines manual the GDG will formally determine and document
that:

e the review question in the guideline in development is similar to the question
addressed in the published guideline

e the evidence review underpinning any recommendations is not likely to have
changed significantly since the publication of the related guideline

¢ the evidence review for the review question in the published guideline is relevant
and appropriate to the question in the guideline in development.
Based on consideration of the evidence and the recommendation, the Committee may
decide to cross-refer to the recommendation in the published guideline if it is happy to
accept the intent and exact wording, and any future changes to that recommendation
(for example, changes made as part of an update).

Strata
None identified.

Subgroups
People with disabilities (including physical disabilities, learning disabilities and
borderline learning disabilities)

Women, especially pregnant women and the mothers of babies in prison
People over 50

Long-term prisoners (>4 years)

Short-term prisoners (<12 months)

People with a history of substance misuse.
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CbH Deteriorating health and emergency management

23

Review question

Objectives

Study design

Population and
setting

Search Strategy

Review Strategy

Review question

Objectives

Study design

Population and
setting

14. What are the barriers and facilitators to prison staff, healthcare workers and
prisoners for recognising deteriorating health?

To identify themes around recognising deteriorating health in prison, including known
or unknown deterioration of chronic conditions, and what the key barriers and
facilitators are.

The Prisons and Probation Ombudsman (PPO) has reported on high incidence of
coronary artery disease, stroke and cancer. Potential causes include: delays in
responding to rapid deterioration in health and summoning emergency services.

Qualitative studies including structured interviews and focus groups.

Survey data to support identified themes from qualitative studies.

Adults (18 and over) in prisons or young offender institutions.

Health professionals and other staff working in prisons or young offenders institutions

Indirect settings: Immigration removal centres (IRCs), secure environments, forensic
units, low or medium secure units, regional secure units, high secure units, places of
detention, secure training centres (STCs), police custody and detention centres.
Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO
Language: Restrict to English only

Date restriction: none

Thematic analysis of qualitative studies, as reported in the studies.

15. What are the barriers and facilitators for prison staff, healthcare workers and
prisoners in managing emergency situations including first person on the
scene?

To identify themes around emergency situations in prison, exploring potential problems
around how to distinguish those in pain from those pretending to be in pain, issues of
access to prisoners overnight or at weekends. Also to consider evidence on information
provision, training, roles and responsibilities and access to equipment that may impact
on how emergency situations are managed.

The PPO has also reported on a number of significant issues in the management of
emergency situations in prison. These include:

e Delays in entering cells and absence of emergency first aid trained staff at the scene

e Urgent physical management of prisoners who self-harm, particularly those who
regularly cut themselves.

e Lack of access to emergency equipment.
e Delays in healthcare staff reaching the scene.
e Delays in calling an ambulance.

e Delays in paramedics reaching the scene.

Qualitative studies including structured interviews and focus groups.

Survey data to support identified themes from qualitative studies.

Adults (18 and over) in prisons or young offender institutions.

Health professionals and other staff working in prisons or young offenders institutions

Indirect settings: Immigration removal centres (IRCs), secure environments, forensic
units, low or medium secure units, regional secure units, high secure units, places of
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15. What are the barriers and facilitators for prison staff, healthcare workers and

prisoners in managing emergency situations including first person on the
Review question scene?

detention, secure training centres (STCs), police custody and detention centres.

Search Strategy Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO
Language: Restrict to English only
Date restriction: none

Review Strategy Thematic analysis of qualitative studies, as reported in the studies.
24
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C7 Continuity of healthcare

16. What are the barriers and facilitators to ensuring continuity of
healthcare, including management of patient records, of people moving
from:

e community to prison?
e prison to prison?

e prison to court?

e court to prison?

e prison to hospital?

e hospital to prison?

e  prison to community?

Review question e transport to or from other detention centres?

Objective Identification of the barriers and facilitators to coordination, case management and
communication between multiple individuals and teams involves in assessing,
managing and delivering healthcare, to enable the GDG to identify the necessary
features for an effective coordinated healthcare service for prisoners.

Study design Qualitative interviews/focus groups
Surveys

Population and setting  Adults (18 and over) in prisons or young offender institutions.

Health professionals and other staff working in prisons or young offenders
institutions

Indirect settings:
Immigration removal centres (IRCs), secure environments, forensic units, low or

medium secure units, regional secure units, high secure units, places of detention,
secure training centres (STCs), police custody and detention centres.

Search strategy Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online,
PsycINFO

Language: Restrict to English only
Date restriction: none

The review strategy Thematic analysis of qualitative studies, as reported in the studies.
26
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Review question

Objectives

17. What are to the most clinically and cost-effective systems to manage
patient records, to ensure continuity of healthcare of people moving from
one prison to another, or between prison and the community or hospital?

To identify the most effective methods of recording people’s healthcare information
and ensuring continuity of care between different locations.

Criteria for considering studies in the review

Study design

Population

Interventions

Comparison

Outcomes

Setting

Equalities

Search Strategy

Review Strategy

Systematic reviews and meta-analyses
Randomised and non-randomised controlled trials (RCTs)

If no RCTs then comparative cohort studies (prospective and retrospective)

Adults (18 and over) in prisons or young offender institutions.

Staff in both prison- and non-prison settings (eg hospital, community) with the
responsibility of managing patient records.

Additional indirect settings listed in the ‘settings’ section.

Any generic IT system, email system, telephone, record keeping or other named
method of communication.

Systm 1

Social Services record system

Compared to any other system.

Omitted and delayed medication.
Cancelled hospital appointments
Medication errors

Adverse events

Patient safety incidents

Prisons or young offender institutions.

Indirect settings will also be searched for:

Immigration removal centres (IRCs), secure environments, forensic units, low/medium
secure units, regional secure units, high secure units, places of detention, secure
training centres (STCs), police custody and detention centres.

As listed in ‘subgroup’ section below.
Databases: Medline, Embase, Cochrane Library, CINAHL, Social Care Online, PsycINFO
Language: Restrict to English only

Date restriction: none

Strata

None identified.

Subgroups
People with disabilities (including physical disabilities, learning disabilities and
borderline learning disabilities)

Women, especially pregnant women and the mothers of babies in prison

People over 50
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Long-term prisoners (>4 years)
Short-term prisoners (<12 months)

People with a history of substance misuse.
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Appendix D: Health economic review protocol

Table 1:

Review
question

Objectives

Search
criteria

Search
strategy

Review
strategy

Health economic review protocol

All questions — health economic evidence

To identify economic evaluations relevant to any of the review questions.

e Populations, interventions and comparators must be as specified in the individual review
protocol above.

e Studies must be of a relevant economic study design (cost—utility analysis, cost-effectiveness
analysis, cost—benefit analysis, cost—consequences analysis, comparative cost analysis).

e Studies must not be a letter, editorial or commentary, or a review of economic evaluations.
(Recent reviews will be ordered although not reviewed. The bibliographies will be checked
for relevant studies, which will then be ordered.)

e Unpublished reports will not be considered unless submitted as part of a call for evidence.
e Studies must be in English.

An economic study search will be undertaken using population-specific terms and an economic
study filter — see Appendix G.

Studies not meeting any of the search criteria above will be excluded. Studies published before
1999, abstract-only studies and studies from non-OECD countries or the USA will also be
excluded.

Each remaining study will be assessed for applicability and methodological limitations using
the NICE economic evaluation checklist which can be found in Appendix G of the NICE
guidelines manual (2012).***

Inclusion and exclusion criteria

o If a study is rated as both ‘Directly applicable’ and with ‘Minor limitations’ then it will be
included in the guideline. An economic evidence table will be completed and it will be
included in the economic evidence profile.

o If a study is rated as either ‘Not applicable’ or with ‘Very serious limitations’ then it will
usually be excluded from the guideline. If it is excluded then an economic evidence table will
not be completed and it will not be included in the economic evidence profile.

o If a study is rated as ‘Partially applicable’, with ‘Potentially serious limitations’ or both then
there is discretion over whether it should be included.

Where there is discretion

The health economist will make a decision based on the relative applicability and quality of the
available evidence for that question, in discussion with the GDG if required. The ultimate aim
is to include studies that are helpful for decision-making in the context of the guideline and the
current NHS setting. If several studies are considered of sufficiently high applicability and
methodological quality that they could all be included, then the health economist, in
discussion with the GDG if required, may decide to include only the most applicable studies
and to selectively exclude the remaining studies. All studies excluded on the basis of
applicability or methodological limitations will be listed with explanation as excluded economic
studies in Appendix M.

The health economist will be guided by the following hierarchies.

Setting:

e UK NHS (most applicable).

e OECD countries with predominantly public health insurance systems (for example, France,
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Germany, Sweden).

e OECD countries with predominantly private health insurance systems (for example,
Switzerland).

e Studies set in non-OECD countries or in the USA will have been excluded before being
assessed for applicability and methodological limitations.

Economic study type:

e Cost-utility analysis (most applicable).

e Other type of full economic evaluation (cost—benefit analysis, cost-effectiveness analysis,
cost—consequences analysis).

e Comparative cost analysis.

e Non-comparative cost analyses including cost-of-illness studies will have been excluded
before being assessed for applicability and methodological limitations.

Year of analysis:
e The more recent the study, the more applicable it will be.

o Studies published in 1999 or later but that depend on unit costs and resource data entirely
or predominantly from before 1999 will be rated as ‘Not applicable’.

o Studies published before 1999 will have been excluded before being assessed for
applicability and methodological limitations.

Quality and relevance of effectiveness data used in the economic analysis:

e The more closely the effectiveness data used in the economic analysis matches with the
outcomes of the studies included in the clinical review the more useful the analysis will be
for decision-making in the guideline.
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1  Appendix E: Clinical study selection

E.A Health assessment

E.131 Reception assessment

Figure 1: Flow chart of clinical article selection for the review of health assessment at reception

into prison
Records identified through database Additional records identified through
searching, n=8417 other sources, n=4

v

Records screened, n=8421

Records excluded, n=8388

v

\ 4

Full-text articles assessed for
eligibility, n=33

v v

Studies included in review, n=2 Studies excluded from review, n=31

Reasons for exclusion: see Appendix L
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E.12 Subsequent assessment

Figure 2: Flow chart of clinical article selection for the review of subsequent health assessments

Records identified through database Additional records identified through
searching, n=8417 other sources, n=0

'

Records screened, n=8417

Records excluded, n=8380

A 4

\ 4

Full-text articles assessed for
eligibility, n=37

A\ 4 v

Studies included in review, n=1 Studies excluded from review, n=36

Reasons for exclusion: see Appendix L
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E.13 When should subsequent assessments be done

Figure 3: Flow chart of clinical article selection for the review of when should subsequent health
assessments be conducted in prisons

Records identified through database Additional records identified through
searching, n=8417 other sources, n=0

Records screened, n=8417

»1 Records excluded, n=7113

A 4

Full-text articles assessed for
eligibility, n=37

\ 4 \ 4

Studies included in review, n=0 Studies excluded from review, n=37

Reasons for exclusion: see Appendix L
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E.14 Assessment tools

Flow chart of clinical article selection for the review of: what are the most effective

Figure 4:
assessment tools to determine health promotion needs of prisoners?

Additional records identified through

Records identified through database
other sources, n=2

searching, n=4751

y

Records screened, n=4753

Records excluded, n=4719

A 4

A 4

Full-text articles assessed for
eligibility, n=34

\ 4 \ 4

Studies included in review, n=0 Studies excluded from review, n=34

Reasons for exclusion: see Appendix L
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E.2 Coordination and communication

Figure 5: Flow chart of clinical article selection for the review of: What are the barriers and
facilitators to coordination, case management and communication between prison
staff and healthcare professionals in prison?

Records identified through database Additional records identified through
searching, n=5700 other sources, n=2

v

Records screened, n=5701

Records excluded, n=5600

A 4

\ 4

Full-text articles assessed for
eligibility, n=101

A\ 4 v

Studies included in review, n=5 Studies excluded from review, n=96

Reasons for exclusion: (see exclusion lists,
Appendix L)
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E8 Promoting health and wellbeing

E.2321 Interventions
£3.1.1 Nutrition

14  Figure 6: Flow chart of clinical article selection for the intervention: nutritional health promotion

Records identified through database Additional records identified through
searching, n=662 other sources, n=0

A 4

Records screened in 1% sift, n=662

Records excluded in 1% sift, n=595

\ 4

\ 4

Records screened in 2™ sift, n=67

Records excluded in 2™ sift, n=47

v

\ 4

Full-text articles assessed for
eligibility, n=20

‘L v

Studies included in review n = 1 Studies excluded from review n = 19

Reasons for exclusion: see Appendix L
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£B.1.2 Hygiene

18 Figure 7: Flow chart of clinical article selection for the intervention: hygiene health promotion

Records identified through database Additional records identified through
searching, n=575 other sources, n=0

Records screened in 1 sift, n=575

Records excluded in 1% sift, n=515

v

\ 4

Records screened in 2™ sift, n=60

Records excluded in 2™ sift, n=20

\ 4

\ 4

Full-text articles assessed for
eligibility, n=40

\ 4 \ 4

Studies included in review n=1 Studies excluded from review n=39

Reasons for exclusion: see Appendix L
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EB.1.3 Physical activity

22 Figure 8: Flow chart of clinical article selection for the intervention: physical activity health
23 promotion

Records identified through database Additional records identified through
searching, n=1277 other sources, n=0

Records screened in 1% sift, n=1277

Records excluded in 1% sift, n=1204

v

\ 4

Records screened in 2™ sift, n=73

Records excluded in 2" sift, n=41

\ 4

\ 4

Full-text articles assessed for
eligibility, n=32

\ 4 v

Studies included in review n=3 Studies excluded from review n=29

Reasons for exclusion: see Appendix L
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8.1.4 Sexual health

27 Figure 9: Flow chart of clinical article selection for the intervention: sexual health promotion

Records identified through database Additional records identified through
searching, n=994 other sources, n=4

Records screened in 1 sift, n=998

Records excluded in 1% sift, n=945
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Records screened in 2™ sift, n=53

Records excluded in 2™ sift, n=3
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Studies included in review n=8 Studies excluded from review n=42
Reasons for exclusion: see Appendix L
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¥®.1.5 Smoking cessation

Figure 10: Flow chart of clinical article selection for the intervention: smoking cessation

Records identified through database Additional records identified through
searching, n=293 other sources, n=1
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Records screened in 1% sift, n=294

Records excluded in 1% sift, n=235

A 4

\ 4

Records screened in 2™ sift, n=59

Records excluded in 2™ sift, n=30
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\ 4

Full-text articles assessed for
eligibility, n=29
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Studies included in review n = 4 Studies excluded from review n=25

Reasons for exclusion: see Appendix L
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E.32 Methods of delivery

34 Figure 11: Flow chart of clinical article selection for the review

Records identified through database Additional records identified through
searching, n=4449 other sources, n=7

Records screened in 1% sift, n=4456

Records excluded in 1% sift, n=4142

\ 4

\ 4

Records screened in 2™ sift, n=314

Records excluded in 2™ sift, n=141

v

\ 4

Full-text articles assessed for
eligibility, n=173

\ 4 \ 4

Studies included in review n = 0 Studies excluded from review n = 173

Reasons for exclusion: see Appendix L
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E.33 Who should deliver

38 Figure 12: Flow chart of clinical article selection for the review

Records identified through database Additional records identified through
searching, n=4449 other sources, n=7

Records screened in 1% sift, n=4456

Records excluded in 1% sift, n=4142

\ 4

\ 4

Records screened in 2™ sift, n=314

Records excluded in 2™ sift, n=141

v

\ 4

Full-text articles assessed for
eligibility, n=173

\ 4 \ 4

Studies included in review n = 1 Studies excluded from review n = 172

Reasons for exclusion: see Appendix L
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E.314 Barriers and facilitators to health promotion

Figure 13: Flow chart of clinical article selection for the review of barriers and facilitators to health

promotion
Records identified through database Additional records identified through
searching, n=4751 other sources, n=16

Records screened, n=4767

»] Records excluded, n=4655

A 4

Full-text articles assessed for
eligibility, n=102

\ 4 \ 4

fStudies included in review, n=21 \ f \

Studies excluded from review, n=81

Reasons for exclusion: (see exclusion lists
in Appendix L)
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E.4 Medication management

E.421 Methods to access medicines

Figure 14: Flow chart of clinical article selection for the review of access to medication in prison

Records identified through database Additional records identified through
searching, n=2959 other sources, n=18

A 4

Records screened, n=2976

»| Records excluded, n=2896

\ 4

Full-text articles assessed for
eligibility, n=80

A\ 4 v

Studies included in review, n=2 Studies excluded from review, n=78

Reasons for exclusion: see Appendix L
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E.AR Methods for continuity of care

Figure 15: Flow chart of clinical article selection for the review of: what are the most effective
methods for continuity of care for people to access medication?

Records identified through database Additional records identified through
searching, n=2959 other sources, n=17

y

Records screened, n=2676

»| Records excluded, n=2896

A 4

Full-text articles assessed for
eligibility, n= 80

\ 4 \ 4

Studies included in review, n=4 Studies excluded from review, n=76

Reasons for exclusion: see Appendix L
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E.A8 Barriers and facilitators to ensuring access to medicines

Figure 16: Flow chart of clinical article selection for the review of barriers and facilitators to

ensuring access to medicines

Records identified through database
searching, n=2969

Additional records identified through
other sources, n=4 (continuity of care
<earch)
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E.5 Monitoring chronic conditions

10 None.

E6 Deteriorating health and emergency management

E.621 Deteriorating health

Figure 17: Flow chart of clinical article selection for the review of barriers and facilitators for

recognising deteriorating health
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Emergency situations

Figure 18: Flow chart of clinical article selection for the review of barriers and facilitators to

managing emergency situations

Records identified through database

searching, n=1888
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E& Continuity of healthcare

E.Z71 Barriers and facilitators to continuity of healthcare

Figure 19: Flow chart of clinical article selection for the review of barriers and facilitators to

ensuring continuity of healthcare
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E.7R2 Systems to manage patient records

Figure 20: Flow chart of clinical article selection for the review of continuity record keeping

Records identified through database Additional records identified through
searching, n=846 other sources, n=0

A 4

Records screened in 1% sift, n=846

Records excluded in 1% sift, n=812
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Studies included in review, n=0 Studies excluded from review, n=9

Reasons for exclusion: see Appendix L
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Appendix F: Health economic study selection

Figure 21: Flow chart of economic article selection for the guideline
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Appendix G: Literature search strategies

Introduction
Section G.2
G.2.1

Section G.3
G.3.1
G.3.2
G.3.3
G.3.4
G.3.5
G.3.6
G.3.7
Section G.4
G.4.1
G.4.2
G.4.3
G.4.4
G.4.5
G.4.6
G.4.7
G.4.8
Section G.5
G.5.1
G.5.2
Section G.6

Search methodology
Population search strategy

Standard prisons population
This population was used for all search questions

Study filters and exclusions terms

Excluded study designs and publication types
Randomised controlled trials (RCT)

Systematic reviews (SR)

Health economic studies (HE)

Quiality of life studies (QolL)

Observational studies (OBS)

Qualitative reviews (QUAL)

Searches for specific questions with intervention
Health assessment - reception

Health assessment

Communication and coordination, and continuity of healthcare
Promoting health and wellbeing

Medication management

Deteriorating health

Emergency management

Continuity of healthcare — patient records

Health economics searches

Health economic reviews

Quality of life reviews

PubMed epub search

Search strategies used for the physical health of people in prison guideline are outlined below and
were run in accordance with the methodology in the NICE guidelines manual.>? All searches were
run up to 14 January 2016 unless otherwise stated. Any studies added to the databases after this
date (even those published prior to this date) were not included unless specifically stated in the text.
A search was run in PubMed on 21 January 2016 to identify electronic, ahead of print or ‘online
early’ publications, see section G.6. Where possible searches were limited to retrieve material
published in English.

Table 2: Database date parameters

Database Dates searched

Medline 1946 — 14 January 2016

Embase 1974 — 14 January 2016

The Cochrane Library Cochrane Reviews to Issue 1 of 12, January 2016
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11
12

13
14
15
16
17

18
19
20
21
22
23

24
25

Physical health of people in prisons
Literature search strategies

Database Dates searched
CENTRAL to Issue 12 of 12, December 2015
DARE and NHSEED to Issue 2 of 4, April 2015
HTA to Issue 4 of 4, October 2015

PsycINFO Inception — 14 January 2016
Social Policy & Practice Inception — 14 January 2016
CINAHL Inception — 14 January 2016
PubMed Inception — 21 January 2016

Searches for the clinical reviews were run in Medline (OVID), Embase (OVID), the Cochrane Library
(Wiley), PsycINFO (ProQuest), Social Policy & Practice (OVID) and CINAHL (EBSCO).

Searches for intervention and diagnostic studies were usually constructed using a PICO format
where population (P) terms were combined with Intervention (I) and sometimes Comparison (C)
terms. An intervention can be a drug, a procedure or a diagnostic test. Outcomes (O) are rarely used
in search strategies for interventions. Search filters were also added to the search where
appropriate.

Searches for the health economic reviews were run in Medline, Embase, the NHS Economic
Evaluations Database (NHS EED), the Health Technology Assessment (HTA) database and the Health
Economic Evaluation Database (HEED). NHS EED and HTA databases were hosted by the Centre for
Research and Dissemination (CRD). The Health Economic Evaluation Database (HEED) ceased
production in 2014 with access ceasing in January 2015. For the final dates of HEED searches, please
see individual economic questions.

For Medline and Embase an economic filter (instead of a study type filter) was added to the same
clinical search strategy. Searches in CRD and HEED were constructed using population terms only.

26.2 Population search strategies

G.271

28

Standard prisons population

Medline search terms

1 prisons/

2 prisoners/

3 criminals/

4 ((correctional or correction or custodial) adj2 (facilit* or setting™* or institut* or centre or center
or population)).ti,ab.

5 (remand adj2 (prison* or population or setting)).ti,ab.

6 ((young* or youth* or juvenile*) adj3 (institut* or facilit*)).ti,ab.

7 (inmate* or prison* or offender* or jail* or gaol or gaols or penitentiar*).ti,ab.

8 ((criminal* or incarcerat*) adj2 (population* or person* or people)).ti,ab.

9 (forensic adj2 (unit or units)).ti,ab.

10 ((low or medium or region* or high or environment* or centre* or center*) adj2 secur*).ti,ab.

11 (police adj4 custod*).ti,ab.

12 (detention adj2 (place* or centre* or center*)).ti,ab.

13 ((immigration or immigrant* or asylum) adj3 (detention or detain* or centre* or center* or
hold* or unit or units or facilit*)).ti,ab.

14 or/1-13
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29

30

31

32

Physical health of people in prisons
Literature search strategies

Embase search terms

1 prison/

2 prisoner/

3 offender/

4 detention/

5 ((correctional or correction or custodial) adj2 (facilit* or setting* or institut* or centre or center
or population)).ti,ab.

6 (remand adj2 (prison* or population or setting)).ti,ab.

7 ((young* or youth* or juvenile*) adj3 (institut™ or facilit*)).ti,ab.

8 (inmate* or prison* or offender* or jail* or gaol or gaols or penitentiar*).ti,ab.

9 ((criminal* or incarcerat®) adj2 (population* or person* or people)).ti,ab.

10 (forensic adj2 (unit or units)).ti,ab.

11 ((low or medium or region* or high or environment* or centre* or center*) adj2 secur*).ti,ab.

12 (police adj4 custod*).ti,ab.

13 (detention adj2 (place* or centre* or center*)).ti,ab.

14 ((immigration or immigrant® or asylum) adj3 (detention or detain* or centre* or center* or
hold* or unit or units or facilit*)).ti,ab.

15 or/1-14

Cochrane search terms

#1 [mh ~prisons]

#2 [mh ~prisoners]

#3 [mh Acriminals]

#4 ((correctional or correction or custodial) near/2 (facilit* or setting* or institut* or centre or
center or population)):ti,ab

#5 (remand near/2 (prison* or population or setting)):ti,ab

#6 ((young* or youth* or juvenile*) near/3 (institut* or facilit*)):ti,ab

#7 (inmate* or prison* or offender* or jail* or gaol or gaols or penitentiar*):ti,ab

#8 ((criminal* or incarcerat*) near/2 (population* or person* or people)):ti,ab

#9 (forensic near/2 (unit or units)):ti,ab

#10 ((low or medium or region* or high or environment* or centre* or center*) near/2 secur*):ti,ab

#11 (police near/4 custod*):ti,ab

#12 (detention near/2 (place* or centre* or center*)):ti,ab

#13 ((immigration or immigrant* or asylum) near/3 (detention or detain* or centre* or center* or
hold* or unit or units or facilit*)):ti,ab

#14 {or #1-#13}

PscyINFO search terms

1

((su.exact("legal detention") or su.exact("prisons") or su.exact("prisoners") or
su.exact.explode("criminals") or ti,ab(forensic near/2 (unit or units)) or ti,ab((low or medium or
region* or high or environment* or centre* or center*) near/2 secur*) or ti,ab(police near/4
custod*) or ti,ab(detention near/2 (place* or centre* or center*)) or ti,ab((immigration or
immigrant* or asylum) near/3 (detention or detain* or centre* or center* or hold* or unit or
units or facilit*)) or ti,ab((correctional or correction or custodial) near/2 (facilit* or setting* or
institut* or centre or center or population)) or ti,ab(remand near/2 (prison* or population or
setting)) or ti,ab((young* or youth* or juvenile*) near/3 (institut* or facilit*)) or ti,ab(inmate*
or prison* or offender* or jail* or gaol or gaols or penitentiar*) or ti,ab((criminal* or
incarcerat®) near/2 (population* or person* or people)))

Social Policy and Practice search terms
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1 ((correctional or correction or custodial) adj2 (facilit* or setting* or institut* or centre or center
or population)).ti,ab.

2 (remand adj2 (prison* or population or setting)).ti,ab.

3 ((young* or youth* or juvenile*) adj3 (institut* or facilit*)).ti,ab.

4 (inmate* or prison* or offender* or jail* or gaol or gaols or penitentiar*).ti,ab.

5 ((criminal* or incarcerat®) adj2 (population* or person* or people)).ti,ab.

6 (forensic adj2 (unit or units)).ti,ab.

7 ((low or medium or region* or high or environment* or centre* or center*) adj2 secur*).ti,ab.

8 (police adj4 custod*).ti,ab.

9 (detention adj2 (place* or centre* or center*®)).ti,ab.

10 ((immigration or immigrant* or asylum) adj3 (detention or detain* or centre* or center* or
hold* or unit or units or facilit*)).ti,ab.

11 or/1-10

33 CINAHL search terms

S1 (mh "correctional facilities") or (mh "prisoners") or (mh "correctional health services") or (mh
"correctional health nursing") or (mh "public offenders+")

S2 (correctional or correction or custodial) n2 (facilit* or setting® or institut* or centre or center or
population)

S3 remand n2 (prison* or population or setting)

S4 (young* or youth* or juvenile*) n3 (institut* or facilit*)

S5 inmate* or prison* or offender* or jail* or gaol or gaols or penitentiar*

S6 criminal* or incarcerat*) n2 (population* or person* or people)

(

S7 (forensic n2 (unit or units))

S8 ((low or medium or region* or high or environment* or centre* or center*) n2 secur*)

S9 (police n4 custod*)

S10 (detention n2 (place* or centre* or center*))

S11 ((immigration or immigrant® or asylum) n3 (detention or detain* or centre* or center* or hold*
or unit or units or facilit*))

S12 S1 orS2 or S3 or S4 or S5 or S6 or S7 or S8 or S9 or S10 or S11

3(3.3 Study filter search terms

G.351 Excluded study designs and publication types

36  The following study designs and publication types were removed from retrieved results using the
37 NOT operator.

38 Medline search terms
letter/
editorial/

news/

exp historical article/

anecdotes as topic/

comment/

case report/

(letter or comment*).ti.

O IR N | s W IN =

or/1-8
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10.

randomized controlled trial/ or random#*.ti,ab.

11.

9 not 10

12.

animals/ not humans/

13.

exp animals, laboratory/

14.

exp animal experimentation/

15.

exp models, animal/

16.

exp rodentia/

17.

(rat or rats or mouse or mice).ti.

18.

or/11-17

39 Embase search terms

1. letter.pt. or letter/

2. note.pt.

3. editorial.pt.

4, case report/ or case study/

5. (letter or comment*).ti.

6. or/1-5

7. randomized controlled trial/ or random*..ti,ab.
8. 6 not7

9. animal/ not human/

10. nonhuman/

11. exp animal experiment/

12. exp experimental animal/

13. animal model/

14, exp rodent/

15. (rat or rats or mouse or mice).ti.
16. or/8-15

40 CINAHL search terms

S1.

pt anecdote or pt audiovisual or pt bibliography or pt biography or pt book or pt book review
or pt brief item or pt cartoon or pt commentary or pt computer program or pt editorial or pt
games or pt glossary or pt historical material or pt interview or pt letter or pt listservs or pt
masters thesis or pt obituary or pt pamphlet or pt pamphlet chapter or pt pictorial or pt poetry
or pt proceedings or pt “questions and answers” or pt response or pt software or pt teaching
materials or pt website

G.312 Randomised controlled trials (RCT) search terms

42 Medline search terms

randomized controlled trial.pt.

controlled clinical trial.pt.

randomitted.ab.

placebo.ab.

randomly.ab.

clinical trials as topic.sh.

trial ti.

e R Al R i

or/1-7
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Literature search strategies

Embase search terms

1.

random#*.ti,ab.

factorial*.ti,ab.

(crossover* or cross over*).ti,ab.

((doubl* or singl*) adj blind*).ti,ab.

(assign* or allocat* or volunteer* or placebo*).ti,ab.

crossover procedure/

double blind procedure/

single blind procedure/

O XN s W N

randomized controlled trial/

[
©

or/1-9

PsycINFO search terms

1.

(su.exact.explode("clinical trials") or ti,ab((clinical or control*) near/3 trial*) or ti,ab((single* or
double* or treble* or triple*) near/5 (blind* or mask*)) or ti,ab(volunteer* or control-group or
controls) or su.exact("placebo") or ti,ab(placebo*))

G.333 Systematic review (SR) search terms

46

47

48

Medline search terms

meta-analysis/

meta-analysis as topic/

(meta analy* or metanaly* or metaanaly*).ti,ab.

((systematic* or evidence*) adj3 (review* or overview*)).ti,ab.

(reference list* or bibliograph* or hand search* or manual search* or relevant journals).ab.

(search strategy or search criteria or systematic search or study selection or data extraction).ab.

(search* adj4 literature).ab.

XN | W IN e

(medline or pubmed or cochrane or embase or psychlit or psyclit or psychinfo or psycinfo or
cinahl or science citation index or bids or cancerlit).ab.

cochrane.jw.

10.

((multiple treatment* or indirect or mixed) adj2 comparison*).ti,ab.

11.

or/1-10

Embase search terms

1. systematic review/

2. meta-analysis/

3. (meta analy* or metanaly* or metaanaly*).ti,ab.

4, ((systematic or evidence) adj3 (review* or overview*)).ti,ab.

5. (reference list* or bibliograph* or hand search* or manual search* or relevant journals).ab.

6. (search strategy or search criteria or systematic search or study selection or data extraction).ab.

7. (search* adj4 literature).ab.

8. (medline or pubmed or cochrane or embase or psychlit or psyclit or psychinfo or psycinfo or
cinahl or science citation index or bids or cancerlit).ab.

9. cochrane.jw.

10. ((multiple treatment* or indirect or mixed) adj2 comparison*).ti,ab.

11. or/1-10

PsycINFO search terms
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(su.exact("literature review") or rtype(review) or ti(review) or me(literature review)) and
(ti,ab(systematic or evidence or methodol* or quantitative*))) or (su.exact("meta analysis") or
ti,ab(meta-analys* or metanalys* or metaanalys* or meta analys*) or ti,ab((systematic or
evidence* or methodol* or quantitative*) near/3 (review* or overview*)) or ti,ab((pool* or
combined or combining) near/2 (data or trials or studies or results)) or rtype(systematic or

meta*) or me(meta analysis or systematic review))

G.3A Health economics (HE) search terms

50 Medline search terms

1. economics/

2. value of life/

3. exp "costs and cost analysis"/

4, exp economics, hospital/

5. exp economics, medical/

6. economics, nursing/

7. economics, pharmaceutical/

8. exp "fees and charges"/

9. exp budgets/

10. budget*.ti,ab.

11. cost*.ti.

12. (economic* or pharmaco?economic*).ti.
13. (price* or pricing*).ti,ab.

14. (cost* adj2 (effective* or utilit* or benefit* or minimi* or unit* or estimat* or variable*)).ab.
15. (financ* or fee or fees).ti,ab.

16. (value adj2 (money or monetary)).ti,ab.
17. or/1-16

51 Embase search terms

1.

health economics/

exp economic evaluation/

exp health care cost/

exp fee/

budget/

funding/

budget*.ti,ab.

cost* ti.

O R |IN | s W N

(economic* or pharmaco?economic*).ti.

H
©

(price* or pricing*).ti,ab.

[y
[y

(cost* adj2 (effective* or utilit* or benefit* or minimi* or unit* or estimat* or variable*)).ab.

H
g

(financ* or fee or fees).ti,ab.

[EEY
w

(value adj2 (money or monetary)).ti,ab.

=
&

or/1-13

G.35 Quality of life (QOL) search terms

53 Medline search terms

B

‘ quality-adjusted life years/
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Literature search strategies

2. sickness impact profile/

3. (quality adj2 (wellbeing or well-being)).ti,ab.

4, sickness impact profile.ti,ab.

5. disability adjusted life.ti,ab.

6. (gal* or gtime* or qwb* or daly*).ti,ab.

7. (euroqol* or eq5d* or eq 5d*).ti,ab.

8. (gol* or hgl* or hgol* or h qol* or hrgol* or hr qol*).ti,ab.

9. (health utility* or utility score* or disutilit*).ti,ab.

10. (hui or huil or hui2 or hui3).ti,ab.

11. health* year* equivalent*.ti,ab.

12. (hye or hyes).ti,ab.

13. rosser.ti,ab.

14. (willingness to pay or time tradeoff or time trade off or tto or standard gamble*).ti,ab.
15. (sf36 or sf 36 or short form 36 or shortform 36 or shortform36).ti,ab.
16. (sf20 or sf 20 or short form 20 or shortform 20 or shortform20).ti,ab.
17. (sf12 or sf 12 or short form 12 or shortform 12 or shortform12).ti,ab.
18. (sf8 or sf 8 or short form 8 or shortform 8 or shortform8).ti,ab.

19. (sf6 or sf 6 or short form 6 or shortform 6 or shortform6).ti,ab.

20. or/1-19

Embase search terms

1. quality adjusted life year/

2. "quality of life index"/

3. short form 12/ or short form 20/ or short form 36/ or short form 8/
4, sickness impact profile/

5. (quality adj2 (wellbeing or well-being)).ti,ab.

6. sickness impact profile.ti,ab.

7. disability adjusted life.ti,ab.

8. (gal* or gtime* or qwb* or daly*).ti,ab.

9. (eurogol* or eq5d* or eq 5d*).ti,ab.

10. (gol* or hql* or hqol* or h qol* or hrgol* or hr gol*).ti,ab.

11. (health utility* or utility score* or disutilit*).ti,ab.

12. (hui or huil or hui2 or hui3).ti,ab.

13. health* year* equivalent*.ti,ab.

14. (hye or hyes).ti,ab.

15. rosser.ti,ab.

16. (willingness to pay or time tradeoff or time trade off or tto or standard gamble*).ti,ab.
17. (sf36 or sf 36 or short form 36 or shortform 36 or shortform36).ti,ab.
18. (sf20 or sf 20 or short form 20 or shortform 20 or shortform20).ti,ab.
19. (sf12 or sf 12 or short form 12 or shortform 12 or shortform12).ti,ab.
20. (sf8 or sf 8 or short form 8 or shortform 8 or shortform8).ti,ab.

21. (sf6 or sf 6 or short form 6 or shortform 6 or shortform6).ti,ab.

22. or/1-21
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56

57

58

G.39%7

60
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Literature search strategies

Observational studies (OBS) search terms

Medline search terms

1. epidemiologic studies/

2. exp case control studies/

3. exp cohort studies/

4, cross-sectional studies/

5. case control.ti,ab.

6. (cohort adj (study or studies or analys*)).ti,ab.

7. ((follow up or observational or uncontrolled or non randomi#ed or nonrandomi#fed or
epidemiologic*) adj (study or studies)).ti,ab.

8. ((longitudinal or retrospective or prospective or cross sectional) and (study or studies or
review or analys* or cohort*)).ti,ab.

9, or/1-8

Embase search terms

1. clinical study/

2. exp case control study/

3. family study/

4, longitudinal study/

5. retrospective study/

6. prospective study/

7. cross-sectional study/

8. cohort analysis/

9. follow-up/

10. cohort*.ti,ab.

11. 9and 10

12. case control.ti,ab.

13. (cohort adj (study or studies or analys*)).ti,ab.

14. ((follow up or observational or uncontrolled or non randomi#ted or nonrandomitted or
epidemiologic*) adj (study or studies)).ti,ab.

15. ((longitudinal or retrospective or prospective or cross sectional) and (study or studies or
review or analys* or cohort*)).ti,ab.

16. or/1-8,11-15

PsycINFO search terms

1.

(su.exact.explode("longitudinal studies") or su.exact.explode("followup studies") or
ti,ab(cohort near/1 (study or studies or analys*)) or ti,ab((follow-up or observational or
uncontrolled or non-randomi?ed or nonrandomi?ed or epidemiologic*) near/1 (study or
studies)) or ti,ab((longitudinal or retrospective or prospective or cross-section) and (study or
studies or review or analys* or cohort*)))

Qualitative reviews (QUAL) search terms

Medline search terms

1. qualitative research/ or narration/ or exp interviews as topic/ or exp questionnaires/ or health
care surveys/
(qualitative or interview* or focus group* or theme* or questionnaire* or survey*).ti,ab.

3. (metasynthes* or meta-synthes* or metasummar* or meta-summar* or metastud* or meta-

stud* or metathem™* or meta-them* or ethno* or emic or etic or phenomenolog* or grounded
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63

64
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Literature se

arch strategies

theory or constant compar* or (thematic* adj3 analys*) or theoretical sampl* or purposive
sampl* or hermeneutic* or heidegger* or husserl* or colaizzi* or van kaam* or van manen* or
giorgi* or glaser* or strauss® or ricoeur* or spiegelberg* or merleau*).ti,ab.

4.

or/1-3

Embase search terms

1. health survey/ or exp questionnaire/ or exp interview/ or qualitative research/ or narrative/

2. (qualitative or interview™* or focus group* or theme* or questionnaire* or survey*).ti,ab.

3. (metasynthes* or meta-synthes* or metasummar* or meta-summar* or metastud* or meta-
stud* or metathem™® or meta-them* or ethno* or emic or etic or phenomenolog* or grounded
theory or constant compar* or (thematic* adj3 analys*) or theoretical sampl* or purposive
sampl* or hermeneutic* or heidegger* or husserl* or colaizzi* or van kaam* or van manen* or
giorgi* or glaser* or strauss* or ricoeur* or spiegelberg* or merleau*).ti,ab.

4, or/1-3

PsycINFO search terms

1.

(su.exact("qualitative research") or (su.exact("narratives") or su.exact("interviews")) or
(su.exact("questionnaires") or su.exact.explode("surveys")) or (qualitative or interview*) or
(focus-group* or theme*) or (questionnaire* or survey*) or (metasynthes* or meta-synthes*)
or (metasummar* or meta-summar*) or (metastud* or meta-stud*) or (metathem* or meta-
them*) or ethno* or (emic or etic) or (phenomenolog* or "grounded theory") or (constant-
compar* or thematic* near/3 analys*) or (theoretical-sampl* or purposive-sampl*) or
(hermeneutic* or heidegger*) or (husserl* or colaizzi*) or (van-kaam* or van-manen*) or
(giorgi* or glaser*) or (strauss* or ricoeur*) or (spiegelberg* or merleau*))

Social Polic

y and Practice search terms

1.

(qualitative or interview* or focus group* or theme* or questionnaire* or survey*).ti,ab.

2.

(metasynthes* or meta-synthes* or metasummar* or meta-summar* or metastud* or meta-
stud* or metathem™* or meta-them* or ethno* or emic or etic or phenomenolog* or grounded
theory or constant compar* or (thematic* adj3 analys*) or theoretical sampl* or purposive
sampl* or hermeneutic* or heidegger* or husserl* or colaizzi* or van kaam* or van manen* or
giorgi* or glaser* or strauss* or ricoeur* or spiegelberg* or merleau*).ti,ab.

3.

or/1-2

CINAHL search terms

S1. (mh "qualitative studies+")

S2. (mh "qualitative validity+")

S3. (mh "interviews+") or (mh "focus groups") or (mh "surveys") or (mh "questionnaires+")

S4. (qualitative or interview* or focus group* or theme* or questionnaire* or survey*)

S5. (metasynthes* or meta-synthes* or metasummar* or meta-summar* or metastud* or meta-
stud* or metathem™* or meta-them™ or ethno™ or emic or etic or phenomenolog* or grounded
theory or constant compar* or (thematic* adj3 analys*) or theoretical sampl* or purposive
sampl* or hermeneutic* or heidegger* or husserl* or colaizzi* or van kaam* or van manen* or
giorgi* or glaser* or strauss* or ricoeur* or spiegelberg* or merleau*)

S6. S1 ors2 or S3 or S4 or S5

6G.4 Searches for specific questions

G.46l
67

68

Health assessment - reception

e What health assessment needs to be done at reception into prison?

Medline se

arch terms

National Guideline Centre, 2016

80




69

Physical health of people in prisons
Literature search strategies

1. Standard population [G.2.1]

2. Excluded study designs and publication types [G.3.1]

3. 1not2

4, Limit 3 to English language

5. mass screening/

6. triage/

7. (triage™* or triaging).ti,ab.

8. screen*.ti,ab.

9. ((health or medical) adj2 (assess* or needs)).ti,ab.

10. ((reception or initial or entry or protocol* or policy or policies or tool*) adj2 assess*).ti,ab.

11. medication reconciliation/

12. (opportun* adj2 assess*).ti,ab.

13. (assess* adj2 tool*).ti,ab.

14. ((prisoner* or custod*) adj2 (record* or form*)).ti,ab.

15. systmone.ti,ab.

16. induct*.ti,ab.

17. ((medicine* or medicat*) adj2 (reconcil* or histor* or confirm*)).ti,ab.

18. (chat or chads).ti,ab.

19. checklist/

20. (checklist* or check list*).ti,ab.

21. (health* adj2 check*).ti,ab.

22. or/5-21

23. 4 and 22

24, (reception or induction* or entry or enter* or early or landing or first line or first-line or
admission* or ((new* or recent*) adj2 (prisoner* or inmate* or incarcerat* or admit*))).ti,ab.

25. 23 and 24

Date parameters: see Table 2

Embase search terms

1. Standard population [G.2.1]

2. Excluded study designs and publication types [G.3.1]

3. 1not2

4, Limit 3 to English language

5. exp *screening/

6. (triage* or triaging).ti,ab.

7. screen*.ti,ab.

8. ((health or medical) adj2 (assess* or needs)).ti,ab.

9. ((reception or initial or entry or protocol* or policy or policies or tool*) adj2 assess*).ti,ab.
10. *medication therapy management/

11. (opportun* adj2 assess*).ti,ab.

12. ((prisoner* or custod*) adj2 (record* or form*)).ti,ab.

13. systmone.ti,ab.

14. induct*.ti,ab.

15. ((medicine* or medicat*) adj2 (reconcil* or histor* or confirm*)).ti,ab.
16. (chat or chads).ti,ab.

17. *checklist/
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18. (checklist* or check list*).ti,ab.
19. (health* adj2 check*).ti,ab.
20. or/5-19
21. 4 and 20
22. (reception or induction* or entry or enter* or early or landing or first line or first-line or
admission* or ((new* or recent*) adj2 (prisoner* or inmate* or incarcerat* or admit*))).ti,ab.
23. 21 and 22
Date parameters: see Table 2
Cochrane search terms
#1. Standard population [G.2.1]
#2. [mh A"mass screening"]
#3. [mh ~triage]
#4. (triage* or triaging):ti,ab
#5. screen*:ti,ab
#6. ((health or medical) near/2 (assess* or needs)):ti,ab
#7. ((reception or initial or entry or protocol* or policy or policies or tool*) near/2 assess*):ti,ab
#8. [mh ~A"medication reconciliation"]
#9. (opportun* near/2 assess*):ti,ab
#10. (assess* near/2 tool*):ti,ab
#11. ((prisoner* or custod*) near/2 (record* or form*)):ti,ab
#12. systmone:ti,ab
#13. induct*:ti,ab
#14. ((medicine* or medicat*) near/2 (reconcil* or histor* or confirm*)):ti,ab
#15. (chat or chads):ti,ab
#16. {or #2-#15}
#17. #1 and #16
Date parameters: see Table 2

PsycINFO search terms

1. Standard population [G.2.1]

2. (su.exact.explode("screening tests") or su.exact.explode("screening") or ti,ab(triage* or
triaging) or ti,ab(screen*) or ti,ab((health or medical or clinical) near/2 (assess* or needs)) or
ti,ab((reception or initial or entry or protocol* or policy or policies or tool*) near/2 assess*) or
su.exact("symptom checklists") or ti,ab(opportun* near/2 assess*) or ti,ab(assess* near/2
tool*) or ti,ab((prisoner* or custod*) near/2 (record* or form*)) or ti,ab(systmone) or
ti,ab(induct*) or ti,ab((medicine* or medicat*) near/2 (reconcil* or histor* or confirm*)) or
ti,ab(chat or chads) or ti,ab(checklist* or check-list*) or ti,ab(health* near/2 check*))

3. ti,ab(reception or induction* or entry or enter* or early or landing or first line or first-line or
admission* or ((new* or recent*) near/2 (prisoner* or inmate* or incarcerat* or admit*)))

4. la.exact("English")
land2and3and4
Date parameters: see Table 2

Social Policy and Practice search terms

1. Standard population [G.2.1]

2. (triage* or triaging).ti,ab.

3. screen*.ti,ab.
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4, ((health or medical) adj2 (assess* or needs)).ti,ab.

5. ((reception or initial or entry or protocol* or policy or policies or tool*) adj2 assess*).ti,ab.

6. (opportun* adj2 assess*).ti,ab.

7. (assess* adj2 tool*).ti,ab.

8. ((prisoner* or custod*) adj2 (record* or form*)).ti,ab.

9. systmone.ti,ab.

10. induct*.ti,ab.

11. ((medicine* or medicat*) adj2 (reconcil* or histor* or confirm*)).ti,ab.

12. (chat or chads).ti,ab.

13. (checklist* or check list*).ti,ab.

14. (health* adj2 check*).ti,ab.

15. or/2-14

16. (reception or induction* or entry or enter* or early or landing or first line or first-line or
admission* or ((new* or recent*) adj2 (prisoner* or inmate* or incarcerat* or admit*))).ti,ab.

17. 1and 15and 16

Date parameters: see Table 2

CINAHL search terms

S1. Standard population [G.2.1]

S2. Excluded study designs and publication types [G.3.1]

S3. 1not2

S4. Limit 3 to English language

S5. (mh "triage") or (mh "health screening+")

S6. triage* or triaging or screen*

S7. (health or medical) n2 (assess* or needs)

S8. ((reception or initial or entry or protocol* or policy or policies or tool*) n2 assess*)

S9. (mh "medication reconciliation") or (mh "checklists")

S10. opportun* n2 assess*

S11. systmone

S12. induct*

S13. ((prisoner* or custod*) n2 record*)

S14. (assess* n2 tool*)

S15. ((medicine* or medicat*) n2 (reconcil* or histor* or confirm*))

S16. chat or chads

S17. (checklist* or check list*)

S18. (health* n2 check*)

S19. S5 or S6 or S7 or S8 or S9 or S10 or S11 or S12 or S13 or S14 or S15 or S16 or S17 or S18

S20. S4 and S19

S21. (reception or induction* or entry or enter* or early or landing or first line or first-line or
admission* or ((new* or recent*) n2 (prisoner* or inmate* or incarcerat* or admit*)))

S22. S20 and S21

Date parameters: see Table 2

Health assessment

Searches for the following three questions were run as one search:

e What subsequent health assessment(s) are clinically and cost-effective in prisons?

National Guideline Centre, 2016

83




77
78

79

80

81

Physical health of people in prisons
Literature search strategies

e \What are the most effective and cost-effective assessment tools to determine the health
promotion needs of prisoners?

e When should subsequent health assessments be done in prisons?

Medline search terms

1. Standard population [G.2.1]

2. Excluded study designs and publication types [G.3.1]

3. 1not2

4, Limit 3 to English language

5. mass screening/

6. triage/

7. *needs assessment/

8. (triage* or triaging).ti,ab.

9. screen*.ti,ab.

10. ((health or medical or clinical) adj2 (assess* or needs)).ti,ab.

11. ((protocol* or policy or policies or tool*) adj2 assess*).ti,ab.

12. self report/

13. medical history taking/

14. (assess* adj2 tool*).ti,ab.

15. induct*.ti,ab.

16. (health* adj2 check*).ti,ab.

17. (self report* adj3 (health* or medical or clinical)).ti,ab.

18. (histor* adj3 (medical or health* or clinical or gp)).ti,ab.

19. (wellman or well man or wellmen or well men or wellwoman or well woman or wellwomen or
well women).ti,ab.

20. or/5-19

21. 4 and 20

Date parameters: see Table 2

Embase search terms

1. Standard population [G.2.1]

2. Excluded study designs and publication types [G.3.1]

3. 1not2

4, Limit 3 to English language

5. exp *screening/

6. *needs assessment/

7. (triage* or triaging).ti,ab.

8. screen*.ti,ab.

9. ((health or medical or clinical) adj2 (assess* or needs)).ti,ab.
10. ((protocol* or policy or policies or tool*) adj2 assess*).ti,ab.
11. *self report/

12. *anamnesis/

13. *clinical assessment tool/

14. (assess* adj2 tool*).ti,ab.

15. induct*.ti,ab.

16. (self report* adj3 (health* or medical or clinical)).ti,ab.
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17. (histor* adj3 (medical or health* or clinical or gp)).ti,ab.

18. (wellman or well man or wellmen or well men or wellwoman or well woman or wellwomen or
well women).ti,ab.

19. or/5-18

20. 4 and 19
Date parameters: see Table 2

Cochrane search terms

#1. Standard population [G.2.1]

#2. [mh ~A"mass screening"]

#3. [mh ~triage]

#4. [mh A"needs assessment"]

#5. (triage* or triaging):ti,ab

#6. screen*:ti,ab

#7. ((health or medical or clinical) near/2 (assess* or needs)):ti,ab

#8. ((protocol* or policy or policies or tool*) near/2 assess*):ti,ab

#9. [mh A"self report"]

#10. [mh A"medical history taking"]

#11. (assess* near/2 tool*):ti,ab

#12. induct*:ti,ab

#13. (health* near/2 check*):ti,ab

#14. (self next report* near/3 (health* or medical or clinical)):ti,ab

#15. (histor* near/3 (medical or health* or clinical or gp)):ti,ab

#16. (wellman or "well man" or wellmen or "well men" or wellwoman or "well woman" or
wellwomen or "well women"):ti,ab

#17. {or #2-#16)

#18. #1 and #17

Date parameters: see Table 2

PsycINFO search terms

1. Standard population [G.2.1]

2. (su.exact.explode("screening tests") or su.exact.explode("screening") or su.exact("needs
assessment") or ti,ab(triage* or triaging) or ti,ab(screen*) or ti,ab((health or medical or
clinical) near/2 (assess* or needs)) or ti,ab((protocol* or policy or policies or tool*) near/2
assess*) or su.exact("self report") or su.exact("patient history") or ti,ab(assess* near/2 tool*)
or ti,ab (induct*) or ti,ab(health* near/2 check*) or ti,ab(self-report* near/3 (health* or
medical or clinical)) or ti,ab(histor* near/3 (medical or health* or clinical or gp)) or
ti,ab(wellman or well-man or wellmen or well-men or wellwoman or well-woman or
wellwomen or well-women))
la.exact("English")

4. land2and3
Date parameters: see Table 2

Social Policy and Practice search terms

1. Standard population [G.2.1]

2 (triage* or triaging).ti,ab.

3 screen*.ti,ab.

4, ((health or medical or clinical) adj2 (assess* or needs)).ti,ab.

5 ((protocol* or policy or policies or tool*) adj2 assess*).ti,ab.
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6. (assess* adj2 tool*).ti,ab.

7. induct*.ti,ab.

8. (health* adj2 check*).ti,ab.

9. (self report* adj3 (health* or medical or clinical)).ti,ab.

10. (histor* adj3 (medical or health* or clinical or gp)).ti,ab.

11. (wellman or well man or wellmen or well men or wellwoman or well woman or wellwomen or
well women).ti,ab.

12. or/2-11

13. land 12

Date parameters: see Table 2

85 CINAHL search terms

S1. Standard population [G.2.1]

S2. Excluded study designs and publication types [G.3.1]

S3. S1notS2

S4. Limit S3 to English language

S5. (mh "triage") or (mh "health screening+") or mm needs assessment

S6. triage* or triaging or screen*

S7. ((health or medical or clinical) n2 (assess* or needs))

S8. ((protocol* or policy or policies or tool*) n2 assess*)

S9. (mh "self report") or (mh "patient history taking+")

s10. assess* n2 tool* OR induct* OR health* n2 check*

S11. (self report* n3 (health* or medical or clinical))

S12. (histor* n3 (medical or health* or clinical or gp))

S13. (wellman or well man or wellmen or well men or wellwoman or well woman or wellwomen or
well women)

S14. S5 or S6 or S7 or S8 or S9 or S10 or S11 or S12 or S13

S15. S4 and S14

Date parameters: see Table 2

G.83 Communication and coordination, and continuity of healthcare

87  Searches for the following two questions were run as one search:

88 e What are the barriers and facilitators to coordination, case management and communication
89 between healthcare professionals involved in primary care, mental healthcare, substance misuse
90 care and secondary care?

91 e What are the barriers and facilitators to ensuring continuity of healthcare, including management
92 of patient records, of people moving from:

93 — community to prison?
94 — prison to prison?
95 — prison to court?
96 — court to prison?
97 — prison to hospital?
98 — hospital to prison?
99 — prison to community?
100 — transport to or from other detention centres?
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Medline search terms

1. Standard population [G.2.1]

2. Excluded study designs and publication types [G.3.1]

3. 1not2

4, Limit 3 to English language

5. "continuity of patient care"/ or patient handoff/

6. case management/

7. critical pathways/

8. patient care planning/

9. "forms and records control"/

10. "delivery of health care, integrated"/

11. interdisciplinary communication/

12. interprofessional relations/

13. documentation/

14. medical records/ or health records, personal/ or medical record linkage/ or medical records,
problem-oriented/ or exp medical records systems, computerized/

15. information systems/ or health information systems/ or hospital information systems/ or
medical order entry systems/ or integrated advanced information management systems/ or
management information systems/ or clinical laboratory information systems/ or clinical
pharmacy information systems/ or database management systems/ or operating room
information systems/ or radiology information systems/ or reminder systems/

16. ((patient* or prisoner* or health* or medical or care) adj2 (record* or document* or note* or
chart* or file*)).ti,ab.

17. ((electr* or phone* or telephone* or email* or e-mail*) adj2 (record* or document* or
communicat*)).ti,ab.

18. ((record* or note* or inform*) adj2 (keep* or communicat* or share* or system* or
consent*)).ti,ab.

19. telemedicine/

20. (telemed* or telecare* or teleheath* or tele-med* or tele-care* or tele-health*).ti,ab.

21. (integrat* adj2 (care or service*)).ti,ab.

22. (care adj2 (coordinat* or program* or continu*)).ti,ab.

23. (case adj1 (manage* or plan*)).ti,ab.

24, ((discharge* or release* or transfer* or transport*) adj2 (summar* or letter* or record* or
note* or document* or plan* or manage*)).ti,ab.

25. (patient* adj2 navigat*).ti,ab.

26. (care adj3 link*).ti,ab.

27. (report* adj2 system*).ti,ab.

28. (inreach* or in-reach*).ti,ab.

29. ((patient* or prisoner* or critical* or care or clinical*) adj2 (pathway* or protocol*)).ti,ab.

30. or/5-29

31. 4 and 30

Date parameters: see Table 2

Embase search terms

1. Standard population [G.2.1]

2 Excluded study designs and publication types [G.3.1]
3. 1not2

4 Limit 3 to English language
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5. exp clinical handover/

6. *health care planning/

7. *patient care planning/

8. *case management/

9. *clinical pathway/

10. *documentation/ or *medical documentation/ or *medical order/ or *medical record/ or
*electronic medical record/

11. *information system/ or *computerized provider order entry/ or *electronic prescribing/ or
*decision support system/ or *hospital information system/ or *medical information system/
or *nursing information system/ or *reminder system/ or *computer system/

12. *medical informatics/

13. *integrated health care system/

14. *interdisciplinary communication/

15. *public relations/

16. ((patient* or prisoner* or health* or medical or care) adj2 (record* or document* or note* or
chart* or file*)).ti,ab.

17. ((electr* or phone* or telephone* or email* or e-mail*) adj2 (record* or document* or
communicat*)).ti,ab.

18. ((record* or note* or inform*) adj2 (keep* or communicat* or share* or system* or
consent*)).ti,ab.

19. exp *telemedicine/

20. *hospital discharge/

21. (telemed* or telecare* or teleheath* or tele-med* or tele-care* or tele-health*).ti,ab.

22. (integrat* adj2 (care or service*)).ti,ab.

23. (care adj2 (coordinat* or program* or continu*)).ti,ab.

24, (case adj1 (manage* or plan*)).ti,ab.

25. ((discharge* or release* or transfer* or transport*) adj2 (summar* or letter* or record* or
note* or document* or plan* or manage*)).ti,ab.

26. (patient* adj2 navigat*).ti,ab.

27. (care adj3 link*).ti,ab.

28. (report* adj2 system*).ti,ab.

29. (inreach* or in-reach*).ti,ab.

30. ((patient* or prisoner* or critical* or care or clinical*) adj2 (pathway* or protocol*)).ti,ab.

31. or/5-30

32. 4 and 31°

Date parameters: see Table 2

Cochrane search terms

#1. Standard population [G.2.1]

#2. [mh A"continuity of patient care"]

#3. [mh A"patient handoff"]

#4. [mh A"case management"]

#5. [mh ~"critical pathways"]

H#6. [mh ~"patient care planning"]

#7. [mh ~"forms and records control"]

#8. [mh ~"delivery of health care, integrated"]
#9. [mh A"interdisciplinary communication"]
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#10. [mh A"interprofessional relations"]

#11. [mh ~“documentation]

#12. [mh A"medical records"]

#13. [mh A"health records, personal”]

#14. [mh ~A"medical record linkage"]

#15. [mh ~A"medical records, problem-oriented"]

#16. [mh "medical records systems, computerized"]

#17. [mh A"information systems"]

#18. [mh A"health information systems"]

#19. [mh A"hospital information systems"]

#20. [mh ~A"medical order entry systems"]

#21. [mh A"integrated advanced information management systems"]

#22. [mh A"management information systems"]

#23. [mh ~"clinical laboratory information systems"]

#24. [mh A"clinical pharmacy information systems"]

#25. [mh A"database management systems"]

#26. [mh ~"operating room information systems"]

#27. [mh ~"radiology information systems"]

#28. [mh A"reminder systems"]

#29. ((patient* or prisoner* or health* or medical or care) near/2 (record* or document* or note*
or chart* or file*)):ti,ab

#30. ((electr* or phone* or telephone* or email* or e-mail*) near/2 (record* or document* or
communicat*)):ti,ab

#31. ((record* or note* or inform*) near/2 (keep* or communicat* or share* or system* or
consent*)):ti,ab

#32. [mh ~telemedicine]

#33. (telemed* or telecare* or teleheath* or tele-med* or tele-care* or tele-health*):ti,ab

#34. (integrat* near/2 (care or service*)):ti,ab

#35. (care near/2 (coordinat* or program* or continu*)):ti,ab

#36. (case near/1 (manage* or plan*)):ti,ab

#37. ((discharge* or release* or transfer* or transport*) near/2 (summar* or letter* or record* or
note* or document* or plan* or manage*)):ti,ab

#38. (patient* near/2 navigat*):ti,ab

#39. (care near/3 link*):ti,ab

#40. (report* near/2 system*):ti,ab

#H41. (inreach* or in-reach*):ti,ab

#42. ((patient* or prisoner* or critical* or care or clinical*) near/2 (pathway* or protocol*)):ti,ab

#43. {or #2-#42}

#44. #1 and #43

Date parameters: see Table 2

PsycINFO search terms

1.

Standard population [G.2.1]

2.

(su.exact.explode("medical records") or su.exact("information systems") or
su.exact.explode("treatment planning") or su.exact("continuum of care") or
su.exact.explode("case management") or su.exact("integrated services") or
su.exact("interdisciplinary treatment approach") or su.exact("telemedicine") or ti,ab((patient*
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or prisoner* or health* or medical or care) near/2 (record* or document* or note* or chart*
or file*)) or ti,ab((discharge* or release* or transfer* or transport*) near/2 (summar* or
letter* or record* or note* or document* or plan* or manage*)) or ti,ab((electr* or phone* or
telephone* or email* or e-mail*) near/2 (record* or document* or communicat*)) or
ti,ab((record* or note* or inform*) near/2 (keep* or communicat* or share* or system* or
consent*)) or ti,ab(telemed* or telecare* or teleheath* or tele-med* or tele-care* or tele-
health*) or ti,ab(integrat* near/2 (care or service*)) or ti,ab(care near/2 (coordinat* or
program* or continu*)) or ti,ab(case near/1 (manage* or plan*)) or ti,ab((discharge* or
release* or transfer* or transport*) near/2 (summar* or letter* or record* or note* or
document* or plan* or manage*)) or ti,ab(patient* near/2 navigat*) or ti,ab(care near/3 link*)
or ti,ab(report* near/2 system*) or ti,ab(inreach* or in-reach*) or ti,ab((patient* or prisoner*
or critical* or care or clinical*) near/2 (pathway* or protocol*)))

la.exact("English")

4, land2and3

Date parameters: see Table 2
Social Policy and Practice search terms

1. Standard population [G.2.1]

2. ((patient* or prisoner* or health* or medical or care) adj2 (record* or document* or note* or
chart* or file*)).ti,ab.

3. ((electr* or phone* or telephone* or email* or e-mail*) adj2 (record* or document* or
communicat*)).ti,ab.

4, ((record* or note* or inform*) adj2 (keep* or communicat* or share* or system* or
consent*)).ti,ab.

5. (telemed* or telecare* or teleheath* or tele-med* or tele-care* or tele-health*).ti,ab.

6. (integrat* adj2 (care or service*)).ti,ab.

7. (care adj2 (coordinat* or program* or continu*)).ti,ab.

8. (case adj1 (manage* or plan*)).ti,ab.

9. ((discharge* or release* or transfer* or transport*) adj2 (summar* or letter* or record* or
note* or document* or plan* or manage*)).ti,ab.

10. (patient* adj2 navigat*).ti,ab.

11. (care adj3 link*).ti,ab.

12. (report* adj2 system*).ti,ab.

13. (inreach* or in-reach*).ti,ab.

14. ((patient* or prisoner* or critical* or care or clinical*) adj2 (pathway* or protocol*)).ti,ab.

15. or/2-14

16. 1land 15

Date parameters: see Table 2

CINAHL search terms

S1. Standard population [G.2.1]

S2. Excluded study designs and publication types [G.3.1]

S3. S1 not S2

S4. Limit S3 to English language

S5. (mh "continuity of patient care+") or (mh "hand off (patient safety)+") or (mh "case
management") or (mh "patient navigation") or (mh "critical path") or (mh "patient care
plans+") or (mh "health care delivery, integrated")

S6. (mh "documentation") or (mh "medical records+") or (mh "information systems+")

S7. (mh "interprofessional relations+") or (mh "intraprofessional relations") or (mh "telehealth+")

S8. ((patient* or prisoner* or health* or medical or care) n2 (record* or document* or note* or
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chart* or file*))

S9. ((electr* or phone* or telephone* or email* or e-mail*) n2 (record* or document* or
communicat*))

S10. ((record* or note* or inform*) n2 (keep* or communicat* or share* or system* or consent*))

S11. (telemed* or telecare* or teleheath* or tele-med* or tele-care* or tele-health*)

S12. (integrat* n2 (care or service*))

S13. (care n2 (coordinat* or program* or continu*))

S14. (case n1 (manage* or plan¥*))

S15. ((discharge* or release* or transfer* or transport*) n2 (summar* or letter* or record* or
note* or document* or plan* or manage*))

S16. patient* n2 navigat*

S17. care n3 link*

S18. report* n2 system*

S19. inreach* OR in-reach*

S20. ((patient* or prisoner* or critical* or care or clinical*) n2 (pathway* or protocol*))

S21. S5 or S6 or S7 or S8 or S9 or S10 or S11 or S12 or S13 or S14 or S15 or S16 or S17 or S18 or S19
or S20

S22. S4 and S21
Date parameters: see Table 2

Promoting health and wellbeing

Searches for the following four questions were run as six searches, one general health promotion
search and five additional searches covering the five areas specified in the review protocols (activity,
hygiene, nutrition, sexual health and smoking):

e What are the most clinically and cost-effective interventions that can be implemented to promote
health and wellbeing in prisons?

e What are the most clinically and cost-effective methods of delivering health promotion activities
in prison?

e Who should deliver health promotion activities in prison?

e What are the barriers and facilitators to information provision, support and mentoring for
prisoners to promote health and wellbeing?

Promoting health and wellbeing - general

Medline search terms

Standard population [G.2.1]

Excluded study designs and publication types [G.3.1]

1not?2

Limit 3 to English language

health promotion/

((wellness or wellbeing or well-being) adj2 (promot* or campaign* or program*)).ti,ab.

(health* adj2 (promot* or campaign*)).ti,ab.

or/5-7

O |0 N | s WIN =

4 and 8

Date parameters: see Table 2

Embase search terms
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Standard population [G.2.1]

Excluded study designs and publication types [G.3.1]

1not2

Limit 3 to English language

*health promotion/

((wellness or wellbeing or well-being) adj2 (promot* or campaign* or program*)).ti,ab.

(health* adj2 (promot* or campaign*)).ti,ab.

or/5-7

O 0N U1 s W e

4 and 8

Date parameters: see Table 2

Cochrane search terms

#1. Standard population [G.2.1]

#2. [mh A"health promotion"]

#3. ((wellness or wellbeing or well-being) near/2 (promot* or campaign* or program*)):ti,ab
#4. (health* near/2 (promot* or campaign*)):ti,ab

#5. {or #2-#14}

#6. #1 and #5

Date parameters: see Table 2

PsycINFO search terms

1. Standard population [G.2.1]

2. (su.exact("health promotion") or ti,ab((wellness or wellbeing or well-being) near/2 (promot*
or campaign* or program*)) or ti,ab(health* near/2 (promot* or campaign*)))
la.exact("English")

4. land2and3
Date parameters: see Table 2

Social Policy and Practice search terms

1. Standard population [G.2.1]

2 ((wellness or wellbeing or well-being) adj2 (promot* or campaign* or program*)).ti,ab.

3 (health* adj2 (promot* or campaign*)).ti,ab.

4, or/2-3

5 land 4

Date parameters: see Table 2

CINAHL search terms

S1. Standard population [G.2.1]

S2. Excluded study designs and publication types [G.3.1]

S3. 1not2

S4. Limit 3 to English language

S5. (mh "health promotion")

S6. (health* n2 (promot* or campaign*))

S7. ((wellness or wellbeing or well-being) n2 (promot* or campaign* or program*))
S8. S5 OR S6 OR S7

S9. S4 and S8

Date parameters: see Table 2
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G.A252

126

127

128

Physical health of people in prisons
Literature search strategies

Promoting health and wellbeing - activity

Medline search terms

Standard population [G.2.1]

Excluded study designs and publication types [G.3.1]

1not2

Limit 3 to English language

exp exercise/

"physical education and training"/

physical fitness/

fitness centers/

O IR N R WIN =

exercise*.ti,ab.

,_\
°©

(physical* adj2 (activit* or exert* or fit or fitness or train*)).ti,ab.

[EEN
[EEN

((train* or fitness) adj2 program*).ti,ab.

,_\
N

(gym* or workout*).ti,ab.

,_\
w

(open air or yard or yards or open space* or outdoor*).ti,ab.

=
&

or/5-13

,_\
v

4 and 14

Date parameters: see Table 2

Embase search terms

1.

Standard population [G.2.1]

Excluded study designs and publication types [G.3.1]

1not2

Limit 3 to English language

exp *exercise/

*physical education/

*fitness/

exp *physical activity/

O X |IN | Uk WwIN

exercise*.ti,ab.

H
©

(physical* adj2 (activit* or exert* or fit or fitness or train*)).ti,ab.

[y
=

((train* or fitness) adj2 program*).ti,ab.

H
N

(gym* or workout*).ti,ab.

,_\
w

(open air or yard or yards or open space* or outdoor*).ti,ab.

H
s

or/5-13

,_\
o

4 and 14

Date parameters: see Table 2

Cochrane search terms

#1. Standard population [G.2.1]

#2. [mh A"physical education and training"]

#3. [mh ~"physical fitness"]

#4. [mh A"fitness centers"]

#5. exercise*:ti,ab

#6. (physical* near/2 (activit* or exert* or fit or fitness or train*)):ti,ab
#7. ((train* or fitness) near/2 program*):ti,ab

#8. (gym* or workout*):ti,ab
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130

131

G.A33

133

Physical health of people in prisons
Literature search strategies

#9. (open air or yard or yards or open space* or outdoor*):ti,ab
#10. {or #2-#9}
#11. #1 and #10

Date parameters: see Table 2

PsycINFO search terms

1.

Standard population [G.2.1]

2.

(su.exact.explode("physical activity") or su.exact("physical fitness") or su.exact("physical
education") or ti,ab(exercise*) or ti,ab(physical* near/2 (activit* or exert* or fit or fitness or
train*)) or ti,ab((train* or fitness) near/2 program*) or ti,ab(gym* or workout*) or ti,ab(open
air or yard or yards or open space* or outdoor*))

la.exact("English")

land2and3

Date parameters: see Table 2

Social Polic

y and Practice search terms

1.

Standard population [G.2.1]

exercise*.ti,ab.

(physical* adj2 (activit* or exert* or fit or fitness or train*)).ti,ab.

((train* or fitness) adj2 program*).ti,ab.

(gym* or workout*).ti,ab.

(open air or yard or yards or open space* or outdoor*).ti,ab.

or/2-6

® N | W

land?7

Date parameters: see Table 2

CINAHL search terms

S1. Standard population [G.2.1]

S2. Excluded study designs and publication types [G.3.1]

S3. S1not S2

S4. Limit S3 to English language

S5. (mh "exercise+") or (mh "physical fitness+") or (mh "physical education and training") or (mh
"fitness centers")

S6. exercise*

S7. (physical* n2 (activit* or exert* or fit or fitness or train*))

S8. ((train* or fitness) n2 program*)

S9. gym* or workout*

S10. "open air" or yard or yards or open space* or outdoor*

S11. S5 or S6 or S7 or S8 or S9 or S10

S12. S4 and S11
Date parameters: see Table 2

Promoting health and wellbeing - hygiene

Medline search terms

1. Standard population [G.2.1]
2. Excluded study designs and publication types [G.3.1]
3. 1not2
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4, Limit 3 to English language

5. oral health/

6. exp hygiene/

7. self care/

8. exp oral hygiene/

9. hygien*.ti,ab.

10. ((oral or dental) adj2 (health* or care*)).ti,ab.
11. ((person* or self) adj2 care).ti,ab.
12. unhygien*.ti,ab.

13. exp hand hygiene/

14. shower*.ti,ab.

15. or/5-14

16. 4 and 15

Date parameters: see Table 2

134 Embase search terms

1. Standard population [G.2.1]

Excluded study designs and publication types [G.3.1]

1not?2

Limit 3 to English language

exp *personal hygiene/

*hygiene/

*self care/

*hand washing/

O X IN | U1 s W N

*bath/

=
©

hygien*.ti,ab.

=
=

((oral or dental) adj2 (health* or care*)).ti,ab.

,_\
N

((person* or self) adj2 care).ti,ab.

H
w

unhygien*.ti,ab.

,_\
&

shower*.ti,ab.

H
o

or/5-14

,_\
o

4 and 15

Date parameters: see Table 2

135 Cochrane search terms

#1. Standard population [G.2.1]

#2. [mh ~"oral health"]

#3. [mh hygiene]

#4. [mh A"self care"]

#5. [mh "oral hygiene"]

#6. [mh "hand hygiene"]

#7. hygien*:ti,ab

#8. ((oral or dental) near/2 (health* or care*)):ti,ab
#9. ((person* or self) near/2 care):ti,ab
#10. unhygien*:ti,ab

#11. shower*:ti,ab
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#12. {or #2-#11}

#13. #1 and #12

Date parameters: see Table 2

136  PsycINFO search terms

1. Standard population [G.2.1]

2. (su.exact.explode("oral health") or su.exact("hygiene") or su.exact("self care skills") or
ti,ab(hygien*) or ti,ab((oral or dental) near/2 (health* or care*)) or ti,ab((person* or self)
near/2 care) or ti,ab(unhygien*) or ti,ab(shower*))

la.exact("English")

4, land2and3

Date parameters: see Table 2

137 Social Policy and Practice search terms

1. Standard population [G.2.1]

hygien*.ti,ab.

((oral or dental) adj2 (health* or care*)).ti,ab.

((person* or self) adj2 care).ti,ab.

unhygien*.ti,ab.

shower*.ti,ab.

or/2-6

® N |1 W

land?7

Date parameters: see Table 2

138 CINAHL search terms

S1. Standard population [G.2.1]

S2. Excluded study designs and publication types [G.3.1]

S3. S1 not S2

S4. Limit S3 to English language

S5. (mh "hygiene") or (mh "oral hygiene+") or (mh "bathing and baths") or (mh "dental hygiene")
or (mh "personal care (omaha)") or (mh "self care") or (mh "handwashing")

S6. ((oral or dental) n2 (health* or care*))

S7. ((person* or self) n2 care)

S8. hygien* or unhygien* or shower*

S9. S5 or S6 or S7 or S8

S10. S4 and S9

Date parameters: see Table 2

G.A3M  Promoting health and wellbeing - nutrition

140 Medline search terms

Standard population [G.2.1]

Excluded study designs and publication types [G.3.1]

1not?2

Limit 3 to English language

exp diet/

nutrition assessment/

N |k jw N e

exp food services/
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Literature search strategies

diet*.ti,ab.
9. (food* adj2 (choice or choose or option* or snack)).ti,ab.
10. nutrition*.ti,ab.
11. (health* adj2 (food* or option*)).ti,ab.
12. (health* adj2 eat*).ti,ab.
13. canteen*.ti,ab.
14, or/5-13
15. (food security or food insecurity).ti,ab.
16. 14 not 15
17. 4 and 16

Date parameters: see Table 2

Embase search terms

1. Standard population [G.2.1]

2. Excluded study designs and publication types [G.3.1]
3. 1not2

4, Limit 3 to English language

5. *nutrition/ or exp *diet/

6. *nutritional assessment/

7. *food availability/ or *meal/

8. *catering service/

9. diet*.ti,ab.

10. (food* adj2 (choice or choose or option* or snack)).ti,ab.
11. nutrition*.ti,ab.

12. (health* adj2 (food* or option*)).ti,ab.

13. canteen*.ti,ab.

14. (health* adj2 eat*).ti,ab.

15. *dietary intake/

16. or/5-15

17. (food security or food insecurity).ti,ab.

18. 16 not 17

19. 4 and 18

Date parameters: see Table 2

Cochrane search terms

#1. Standard population [G.2.1]

#2. [mh diet]

#3. [mh A"nutrition assessment"]

#4. [mh "food services"]

#5. diet*:ti,ab

#6. (food* near/2 (choice or choose or option* or snack)):ti,ab
#7. nutrition*:ti,ab

#8. (health* near/2 (food* or option*)):ti,ab
#9. (health* near/2 eat*):ti,ab

#10. canteen*:ti,ab

#11. {or #2-#10}
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144

145

G.2465

147

Physical health of people in prisons

Literature se

arch strategies

#12.

#1 and #11

Date parameters: see Table 2

PsycINFO search terms

1.

Standard population [G.2.1]

2.

(su.exact("diets") or su.exact("food") or su.exact("nutrition") or ti,ab(diet*) or ti,ab(food*
near/2 (choice or choose or option* or snack)) or ti,ab(nutrition*) or ti,ab(health* near/2
(food* or option*)) or ti,ab(health* near/2 eat*) or ti,ab(canteen))

la.exact("English")

land2and3

Date parameters: see Table 2

Social Polic

y and Practice search terms

1.

Standard population [G.2.1]

diet*.ti,ab.

(food* adj2 (choice or choose or option* or snack)).ti,ab.

nutrition*.ti,ab.

(health* adj2 (food* or option*)).ti,ab.

(health* adj2 eat*).ti,ab.

canteen*.ti,ab.

or/2-7

O X IN | kW N

land 8

Date parameters: see Table 2

CINAHL search terms

S1. Standard population [G.2.1]
S2. Excluded study designs and publication types [G.3.1]
S3. S1 not S2
S4. Limit S3 to English language
S5. (mh "nutrition+") or (mh "nutritional assessment") or (mh "food services+")
S6. diet* or nutrition* or canteen*
S7. (health* n2 (food* or option* or eat*))
S8. (food* n2 (choice or choose or option* or snack))
S9. S5 or S6 or S7 or S8
S10. S4 and S9
Date parameters: see Table 2
Promoting health and wellbeing — sexual health
Medline search terms
1. Standard population [G.2.1]
2. Excluded study designs and publication types [G.3.1]
3. 1not2
4, Limit 3 to English language
5. reproductive health/
6. sex education/
7. exp contraception/
8. exp contraceptive devices/
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Literature search strategies

9, rubber dams/

10. sexually transmitted diseases/ed, pc

11. ((sexual or reproductive) adj health).ti,ab.

12. contracept*.ti,ab.

13. ((dental or rubber) adj dam*).ti,ab.

14. ((std or sexually transmitted disease*) adj2 (prevent* or educat* or control* or
program¥*)).ti,ab.

15. ((safe or unsafe) adj sex).ti,ab.

16. (condom* adj3 (access* or availab* or provi* or free* or implement* or distribut* or educat*
or control* or program*)).ti,ab.

17. or/5-16

18. 4and 17

Date parameters: see Table 2

Embase search terms

1. Standard population [G.2.1]

2. Excluded study designs and publication types [G.3.1]

3. 1not2

4, Limit 3 to English language

5. *sexual health/

6. *sexual education/

7. exp *contraception/

8. exp *contraceptive device/

9. *cofferdam/

10. *sexually transmitted disease/pc [Prevention]

11. ((sexual or reproductive) adj health).ti,ab.

12. contracept*.ti,ab.

13. ((dental or rubber) adj dam*).ti,ab.

14. ((std or sexually transmitted disease*) adj2 (prevent* or educat* or control* or
program¥*)).ti,ab.

15. ((safe or unsafe) adj sex).ti,ab.

16. (condom* adj3 (access* or availab* or provi* or free* or implement* or distribut* or educat*
or control* or program¥*)).ti,ab.

17. or/5-16

18. 4and 17

Date parameters: see Table 2

Cochrane search terms

#1. Standard population [G.2.1]

#2. [mh ~"reproductive health"]

#3. [mh ~"sex education"]

#4. [mh contraception]

#5. [mh "contraceptive devices"]

#6. [mh A'rubber dams"]

#7. MeSH descriptor: [sexually transmitted diseases] explode all trees and with qualifier(s):
[prevention & control - PC]

#8. ((sexual or reproductive) next health):ti,ab
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150

151

152
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Literature search strategies

#9. contracept*:ti,ab

#10. ((dental or rubber) next dam*):ti,ab

#11. ((std or sexually transmitted disease*) near/2 (prevent* or educat* or control* or
program¥*)):ti,ab

#12. ((safe or unsafe) next sex):ti,ab

#13. (condom* near/3 (access* or availab* or provi* or free* or implement* or distribut* or
educat* or control* or program*)):ti,ab

#14. {or #2-#13}

#15. #1 and #14

Date parameters: see Table 2

PsycINFO search terms

1. Standard population [G.2.1]

2. (su.exact("safe sex") or su.exact("contraceptive devices") or su.exact("birth control") or
su.exact("sexually transmitted diseases") or ti,ab((sexual or reproductive) near/4 health) or
ti,ab(contracept*) or ti,ab((dental or rubber) near/4 dam*) or ti,ab((std or "sexually
transmitted disease*") near/2 (prevent* or educat* or control* or program*)) or ti,ab((safe or
unsafe) near/4 sex) or ti,ab(condom* near/3 (access* or availab* or provi* or free* or
implement* or distribut* or educat* or control* or program*)))
la.exact("English")

4, land2and3
Date parameters: see Table 2

Social Policy and Practice search terms

1. Standard population [G.2.1]

2 ((sexual or reproductive) adj health).ti,ab.

3 contracept*.ti,ab.

4, ((dental or rubber) adj dam*).ti,ab.

5 ((std or sexually transmitted disease*) adj2 (prevent* or educat* or control* or
program¥*)).ti,ab.

6. ((safe or unsafe) adj sex).ti,ab.

(condom* adj3 (access* or availab* or provi* or free* or implement* or distribut* or educat*
or control* or program¥*)).ti,ab.

or/2-7

land8

Date parameters: see Table 2

CINAHL search terms

S1. Standard population [G.2.1]

S2. Excluded study designs and publication types [G.3.1]

S3. S1 not S2

S4. Limit S3 to English language

S5. (mh "sexual health") or (mh "sex education") or (mh "contraception") or (mh "contraceptive
devices+") or (mh "rubber dams") or (mh "sexually transmitted diseases+/ed/pc")

S6. sexual health or reproductive health

S7. contracept* or dental dam* or rubber dam*

S8. safe sex or unsafe sex

S9. ((std or sexually transmitted disease*) n2 (prevent* or educat* or control* or program¥*))

S10. (condom* n3 (access* or availab* or provi* or free* or implement* or distribut* or educat* or
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154

155

156

Physical health of people in prisons
Literature search strategies

control* or program*))

S11.

S5 or S6 or S7 or S8 or S9 or S10

Date parameters: see Table 2

Promoting health and wellbeing - smoking

Medline search terms

Standard population [G.2.1]

Excluded study designs and publication types [G.3.1]

1not2

Limit 3 to English language

"tobacco use cessation"/ or smoking cessation/

exp "tobacco use cessation products"/

smoking/pc

"tobacco use"/pc

O XN s W e

((smok* or tobacco or cigarette*) adj4 (stop* or quit* or cessat* or cease* or free or contol*
or abstinen* or abstain* or service* or prevent* or restrict* or reduc* or "give up" or "giving
up" or "gave up" or ban or bans or program* or interven* or treat*)).ti,ab.

10.

or/5-9

11.

4 and 10

Date parameters: see Table 2

Embase search terms

1.

Standard population [G.2.1]

Excluded study designs and publication types [G.3.1]

1not?2

Limit 3 to English language

*smoking cessation/

smoking cessation program/

exp *"tobacco use"/pc [prevention]

exp smoking regulation/

O o N | s WIN

((smok* or tobacco or cigarette*) adj4 (stop* or quit* or cessat* or cease* or free or contol*
or abstinen* or abstain* or service* or prevent* or restrict* or reduc* or "give up" or "giving
up" or "gave up" or ban or bans or program* or interven* or treat*)).ti,ab.

10.

or/5-9

11.

4 and 10

Date parameters: see Table 2

Cochrane search terms

#1. Standard population [G.2.1]

#2. [mh A"tobacco use cessation"]

#3. [mh A"smoking cessation"]

#4. [mh "tobacco use cessation products"]

#5. MeSH descriptor: [tobacco use] explode all trees and with qualifier(s): [prevention & control -
PC]

#6. ((smok* or tobacco or cigarette*) near/4 (stop* or quit* or cessat* or cease* or free or

contol* or abstinen* or abstain* or service* or prevent* or restrict* or reduc* or "give up" or
"giving up" or "gave up" or ban or bans or program* or interven* or treat*)):ti,ab
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158

159

Gl4%

161

162
163

164
165
166

167
168
169

170
171

172
173

Physical health of people in prisons

Literature search strategies
#7. {or #2-#6}
#8. #1 and #7

Date parameters: see Table 2

PsycINFO search terms

1. Standard population [G.2.1]

2. (su.exact("smoking cessation") or su.exact("nicotine withdrawal") or
mjsub.exact.explode("tobacco smoking") or ti,ab((smok* or tobacco or cigarette*) near/4
(stop™* or quit* or cessat* or cease* or free or contol* or abstinen* or abstain* or service* or
prevent* or restrict* or reduc* or "give up" or "giving up" or "gave up" or ban or bans or
program* or interven* or treat*)))

la.exact("English")

4, land2and3

Date parameters: see Table 2

Social Policy and Practice search terms

1. Standard population [G.2.1]
2. (smok* or tobacco or cigarette*).ti,ab.
3. land?2

Date parameters: see Table 2

CINAHL search terms

S1. Standard population [G.2.1]

S2. Excluded study designs and publication types [G.3.1]

S3. S1 not S2

S4. Limit S3 to English language

S5. (mh "smoking cessation") or (mh "smoking/pc") or (mh "smoking cessation programs")

S6. ((smok* or tobacco or cigarette*) n4 (stop* or quit* or cessat* or cease* or free or contol* or

abstinen* or abstain* or service* or prevent* or restrict* or reduc* or "give up" or "giving up"
or "gave up" or ban or bans or program* or interven* or treat*))

S7. S5 or S6

S8. S4 and S7

Date parameters: see Table 2

Medication management

S

earches for the following three questions were run as one search:

What are the most clinically and cost-effective methods for people to access medicines in prisons
to maximise adherence and good health outcomes and reduce inappropriate use?

What are the most clinically and cost-effective methods for continuity of care for people to access
medication to maximise adherence and good health outcomes and reduce inappropriate use
when:

— coming into prison?
— being transferred between prisons?
— discharged from prison?

What are the barriers and facilitators to ensuring access to medicines to maximise adherence and
good health outcomes and reduce inappropriate use when:

— coming into prison?
— in prison?
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175

176
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Literature search strategies

— being transferred between prisons?
— discharged from prison?

Medline search terms

1. Standard population [G.2.1]

2. Excluded study designs and publication types [G.3.1]

3. 1not2

4, Limit 3 to English language

5. exp medication errors/

6. prescription drugs/

7. exp prescriptions/

8. exp prescription drug misuse/

9. prescription drug diversion/

10. ((medic* or drug*) adj4 (access* or administ* or suppl* or prescri*)).ti,ab.

11. ((medic* or drug*) adj3 (possess* or self* or supervis*)).ti,ab.

12. ((medic* or drug*) adj4 (monit* or adher* or check* or review* or reconcil* or concord* or
complian¥*)).ti,ab.

13. formulary.ti,ab.

14. ((electronic* or computer*) adj2 prescri*).ti,ab.

15. ((medic* or drug*) adj3 (stock* or named or label* or unlabel* or bulk)).ti,ab.

16. drug labeling/ or drug storage/

17. (ward suppl* or ("out of hours" adj2 (suppl* or cupboard*))).ti,ab.

18. ((omit* or delay* or miss*) adj2 (dose* or drug* or medic*)).ti,ab.

19. mandatory drug test*.ti,ab.

20. ((medic* or drug*) adj3 (continu* or transfer* or discharge*)).ti,ab.

21. ((medic* or prescri* drug*) adj3 abuse*).ti,ab.

22. ((medic* or drug*) adj3 (bully* or violen* or diver* or misuse* or inappropriat*)).ti,ab.

23. medication systems/

24. medication adherence/

25. directly observed therapy/

26. (direct* adj (observ* or administ*) adj2 therap*).ti,ab.

27. (self administ* adj therap*).ti,ab.

28. daart.ti,ab.

29. depot medicat*.ti,ab.

30. or/5-29

31. 4 and 30

Date parameters: see Table 2

Embase search terms

1.

Standard population [G.2.1]

Excluded study designs and publication types [G.3.1]

1not?2

Limit 3 to English language

((medic* or drug*) adj4 (access* or administ* or suppl* or prescri*)).ti,ab.

((medic* or drug*) adj3 (possess* or self* or supervis*)).ti,ab.

N | ke N

((medic* or drug*) adj4 (monit* or adher* or check* or review* or reconcil* or concord* or
complian®)).ti,ab.
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formulary.ti,ab.

9. ((electronic* or computer*) adj2 prescri*).ti,ab.

10. ((medic* or drug*) adj3 (stock* or named or label* or unlabel* or bulk)).ti,ab.
11. (ward suppl* or ("out of hours" adj2 (suppl* or cupboard*))).ti,ab.
12. ((omit* or delay* or miss*) adj2 (dose* or drug* or medic*)).ti,ab.
13. mandatory drug test*.ti,ab.

14. ((medic* or drug*) adj3 (continu* or transfer* or discharge*)).ti,ab.
15. ((medic* or prescri* drug*) adj3 abuse*).ti,ab.

16. ((medic* or drug*) adj3 (bully* or violen* or diver* or misuse* or inappropriat*)).ti,ab.
17. *medication error/

18. *prescription drug/

19. exp *"drug use"/

20. *drug misuse/ or prescription drug diversion/

21. *drug labeling/ or *drug storage/

22. *medication compliance/

23. directly observed therapy/

24. *drug self administration/

25. (direct* adj (observ* or administ*) adj2 therap*).ti,ab.

26. (self administ* adj therap*).ti,ab.

27. daart.ti,ab.

28. depot medicat*.ti,ab.

29. or/5-28

30. 4 and 29

Date parameters: see Table 2

Cochrane search terms

#1. Standard population [G.2.1]

#2. ((medic* or drug*) near/4 (access* or administ* or suppl* or prescri*)):ti,ab

#3. ((medic* or drug*) near/3 (possess* or self* or supervis*)):ti,ab

H4. ((medic* or drug*) near/4 (monit* or adher* or check* or review* or reconcil* or concord* or
complian*)):ti,ab

#5. formulary:ti,ab

#6. ((electronic* or computer*) near/2 prescri*):ti,ab

#7. ((medic* or drug*) near/3 (stock* or named or label* or unlabel* or bulk)):ti,ab

#8. (ward next suppl* or ("out of hours" near/2 (suppl* or cupboard*))):ti,ab

#9. ((omit* or delay* or miss*) near/2 (dose* or drug* or medic*)):ti,ab

#10. mandatory next drug next test*:ti,ab

#H11. ((medic* or drug*) near/3 (continu* or transfer* or discharge*)):ti,ab

#12. ((medic* or prescri* drug*) near/3 abuse*):ti,ab

#13. ((medic* or drug*) near/3 (bully* or violen* or diver* or misuse* or inappropriat*)):ti,ab

#14. [mh A"medication adherence"]

#15. [mh A"medication systems"]

#16. [mh A"drug storage"]

#17. [mh A"drug labeling"]

#18. [mh ~"prescription drug diversion"]

#19. [mh "prescription drug misuse"]
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#20. [mh prescriptions]

#21. [mh A"prescription drugs"]

#22. [mh "medication errors"]

#23. [mh A"directly observed therapy"]

#24. (direct* next (observ* or administ*) near/2 therap*):ti,ab
#25. (self next administ* next therap*):ti,ab

#26. daart:ti,ab

#27. depot next medicat*:ti,ab

#28. {or #2-#27}

#29. #1 and #28

Date parameters: see Table 2

PsycINFO search terms

1.

Standard population [G.2.1]

2.

(ti,ab((medic* or drug*) near/4 (access* or administ* or suppl* or prescri*)) or ti,ab((medic*
or drug*) near/3 (possess* or self* or supervis*)) or ti,ab((medic* or drug*) near/4 (monit* or
adher* or check* or review* or reconcil* or concord* or complian*)) or ti,ab((medic* or
drug*) near/4 (monit* or adher* or check* or review* or reconcil* or concord* or complian*))
or ti,ab((electronic* or computer*) near/2 prescri*) or ti,ab((medic* or drug*) near/3 (stock*
or named or label* or unlabel* or bulk)) or ti,ab(ward suppl* or ("out of hours" near/2 (suppl*
or cupboard*))) or ti,ab((omit* or delay* or miss*) near/2 (dose* or drug* or medic*)) or
ti,ab("mandatory drug test*") or ti,ab((medic* or drug*) near/3 (continu* or transfer* or
discharge*)) or ti,ab((medic* or "prescri* drug*") near/3 abuse*) or ti,ab((medic* or drug*)
near/3 (bully* or violen* or diver* or misuse* or inappropriat*)) or su.exact("prescribing
(drugs)") or su.exact("prescription drugs") or ti,ab(direct* near/4 (observ* or administ*)
near/2 therap*) or ti,ab(self administ* near/4 therap*) or ti,ab(daart) or ti,ab("depot
medicat*"))

la.exact("English")

land2and3

Date parameters: see Table 2

Social Polic

y and Practice search terms

1.

Standard population [G.2.1]

((medic* or drug*) adj4 (access* or administ* or suppl* or prescri*)).ti,ab.

((medic* or drug*) adj3 (possess* or self* or supervis*)).ti,ab.

BlwnN

((medic* or drug*) adj4 (monit* or adher* or check* or review* or reconcil* or concord* or
complian¥*)).ti,ab.

formulary.ti,ab.

((electronic* or computer*) adj2 prescri*).ti,ab.

((medic* or drug*) adj3 (stock* or named or label* or unlabel* or bulk)).ti,ab.

(ward suppl* or ("out of hours" adj2 (suppl* or cupboard*))).ti,ab.

O % N | n

((omit* or delay* or miss*) adj2 (dose* or drug* or medic*)).ti,ab.

mandatory drug test*.ti,ab.

11.

((medic* or drug*) adj3 (continu* or transfer* or discharge*)).ti,ab.

12.

((medic* or drug*) adj3 (bully* or violen* or diver* or misuse* or inappropriat*)).ti,ab.

13.

(direct* adj (observ* or administ*) adj2 therap*).ti,ab.

14.

(self administ* adj therap*).ti,ab.

15.

daart.ti,ab.

16.

depot medicat*.ti,ab.
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17. or/2-16

18. land 17
Date parameters: see Table 2

181  CINAHL search terms

S1. Standard population [G.2.1]

S2. Excluded study designs and publication types [G.3.1]

S3. lnot2

sS4, Limit 3 to English language

S5. ((medic* or drug*) n4 (access* or administ* or suppl* or prescri*))

S6. ((medic* or drug*) n3 (possess* or self* or supervis*))

S7. ((medic* or drug*) n4 (monit* or adher* or check* or review* or reconcil* or concord* or
complian*))

S8. formulary

S9. ((electronic* or computer*) n2 prescri*)

S10. ((medic* or drug*) n3 (stock* or named or label* or unlabel* or bulk))

S11. (ward suppl* or ("out of hours" n2 (suppl* or cupboard*)))

S12. ((omit* or delay* or miss*) n2 (dose* or drug* or medic*))

S13. mandatory drug test*

S14. ((medic* or drug*) n3 (continu* or transfer* or discharge*))

S15. ((medic* or prescri* drug*) n3 abuse*)

Si16. ((medic* or drug*) n3 (bully* or violen* or diver* or misuse* or inappropriat*))

S17. (mh "medication errors+") or (mh "prescriptions, drug") or (mh "drugs, prescription") or (mh
"drug labeling") or (mh "drug storage") or (mh "medication systems") or (mh "medication
compliance")

S18. (mh "directly observed therapy")

S19. direct* observ* therap* OR direct* administ* therap*

S20. self* administ* therap*

S21. daart

S22. depot medicat*

S23. S5 or S6 or S7 or S8 or S9 or S10 or S11 or S12 or S13 or S14 or S15 or S16 or S17 or S18 or S19
or S20 or S21 or S22

S24. S4 and S23
Date parameters: see Table 2

Gl8% Deteriorating health

183 e What are the barriers and facilitators to prison staff, healthcare workers and prisoners for
184 recognising deteriorating health?

185 Medline search terms

Standard population [G.2.1]

Excluded study designs and publication types [G.3.1]

1not?2

Limit 3 to English language

monit*.ti,ab.

pain/

N |u |k jw NE

pain*.ti,ab.
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exp consumer health information/

9. patient acceptance of health care/

10. ((help* or health*) adj2 seek*).ti,ab.

11. *health education/

12. *health knowledge, attitudes, practice/

13. *attitude of health personnel/

14. ((staff or officer* or governor*) adj4 (preference* or satisfaction or satisfied or satisfaction or
satisfy or experience* or need* or facilitator or facilitation or facilitate or barrier* or relation*
or attitude* or reticence*)).ti,ab.

15. ((health* or condition*) adj3 (deteriorat* or worse* or poor* or inform* or train* or educat*
or observ* or report* or support* or advice* or advise*)).ti,ab.

16. (ill health or unwell or sick).ti,ab.

17. ((doctor* or healthcare professional* or physician* or nurse* or clinic* or hospital*) adj6
(access* or want* or need* or desire*)).ti,ab.

18. (death* adj3 prevent*).ti,ab.

19. ((long term or chronic) adj2 (condition* or disease* or illness*)).ti,ab.

20. or/5-19

21. 4 and 20

22. Study filters QUAL (G.3.7)

23. 21 and 22

Date parameters: see Table 2

Embase search terms

1. Standard population [G.2.1]

2. Excluded study designs and publication types [G.3.1]

3. 1 not 2

4, Limit 3 to English language

5. exp *patient monitoring/

6. monit*.ti,ab.

7. *pain/

8. pain*.ti,ab.

9. *consumer health information/ or *patient information/

10. *patient attitude/

11. *help seeking behavior/

12. ((help* or health*) adj2 seek*).ti,ab.

13. *health education/

14. *attitude to health/

15. exp *health personnel attitude/

16. ((staff or officer* or governor*) adj4 (preference* or satisfaction or satisfied or satisfaction or
satisfy or experience* or need* or facilitator or facilitation or facilitate or barrier* or relation*
or attitude* or reticence®*)).ti,ab.

17. ((health* or condition*) adj3 (deteriorat* or worse* or poor* or inform* or train* or educat*
or observ* or report* or support* or advice* or advise*)).ti,ab.

18. (ill health or unwell or sick).ti,ab.

19. ((doctor* or healthcare professional* or physician* or nurse* or clinic* or hospital*) adj6
(access* or want* or need* or desire*)).ti,ab.

20. (death* adj3 prevent*).ti,ab.
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21. ((long term or chronic) adj2 (condition* or disease* or illness*)).ti,ab.
22. or/5-21

23. 4 and 22

24, Study filters QUAL (G.3.7)

25. 23 and 24

Date parameters: see Table 2

Cochrane search terms

#1. Standard population [G.2.1]

#2. monit*:ti,ab

#3. [mh ~pain]

#4. pain*:ti,ab

#5. [mh "consumer health information"]

#6. [mh A"patient acceptance of health care"]

#7. ((help* or health*) near/2 seek*):ti,ab

#8. [mh A"health education"]

#9. [mh ~"health knowledge, attitudes, practice"]

#10. [mh A"attitude of health personnel"]

#11. ((staff or officer* or governor*) near/4 (preference* or satisfaction or satisfied or satisfaction
or satisfy or experience* or need* or facilitator or facilitation or facilitate or barrier* or
relation* or attitude* or reticence*)):ti,ab

#12. ((health* or condition*) near/3 (deteriorat* or worse* or poor* or inform* or train* or
educat* or observ* or report* or support* or advice* or advise*)):ti,ab

#13. (ill health or unwell or sick):ti,ab

#14. ((doctor* or healthcare next professional* or physician* or nurse* or clinic* or hospital*)
near/6 (access* or want* or need* or desire*)):ti,ab

#15. (death* near/3 prevent*):ti,ab

#16. ((long term or chronic) near/2 (condition* or disease* or illness*)):ti,ab

#17. {or #2-#16}

#18. #1 and #17

Date parameters: see Table 2

PsycINFO search terms

1.

Standard population [G.2.1]

2.

(mjsub.exact("monitoring") or ti,ab(monit*) or su.exact("pain") or ti,ab(pain*) or
mjsub.exact("health education") or su.exact("client attitudes") or su.exact.explode("health
personnel attitudes") or su.exact("physical illness (attitudes toward)") or ti,ab((help* or
health*) near/2 seek*) or su.exact.explode("help seeking behavior") or su.exact("health
knowledge") or su.exact("health attitudes") or ti,ab((staff or officer* or governor*) near/4
(preference* or satisfaction or satisfied or satisfaction or satisfy or experience* or need* or
facilitator or facilitation or facilitate or barrier* or relation* or attitude* or reticence*)) or
ti,ab((health* or condition*) near/3 (deteriorat* or worse* or poor* or inform* or train* or
educat* or observ* or report* or support* or advice* or advise*)) or ti,ab(ill-health or unwell
or sick) or ti,ab((doctor* or healthcare) near/6 (access* or want* or need* or desire*)) or
ti,ab((professional* or physician* or nurse* or clinic* or hospital*) near/6 (access* or want* or
need* or desire*)) or ti,ab(death* near/3 prevent*) or ti,ab(("long-term" or chronic) near/2
(condition* or disease* or illness*)))

la.exact("English")

land2and3

Study filters QUAL (G.3.7)
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6. 4and5

Date parameters: see Table 2
Social Policy and Practice search terms

1. Standard population [G.2.1]

2 monit*.ti,ab.

3 pain*.ti,ab.

4, ((help* or health*) adj2 seek*).ti,ab.

5 ((staff or officer* or governor*) adj4 (preference* or satisfaction or satisfied or satisfaction or
satisfy or experience* or need* or facilitator or facilitation or facilitate or barrier* or relation*
or attitude* or reticence*)).ti,ab.

6. ((health* or condition*) adj3 (deteriorat* or worse* or poor* or inform* or train* or educat*
or observ* or report* or support* or advice* or advise*)).ti,ab.

7. (ill health or unwell or sick).ti,ab.

8. ((doctor* or healthcare professional* or physician* or nurse* or clinic* or hospital*) adj6
(access* or want* or need* or desire*)).ti,ab.

9. (death* adj3 prevent*).ti,ab.

10. ((long term or chronic) adj2 (condition* or disease* or illness*)).ti,ab.

11. or/2-10

12. land 11

13. Study filters QUAL (G.3.7)

14. 12 and 13

Date parameters: see Table 2

CINAHL search terms

S1. Standard population [G.2.1]

S2. Excluded study designs and publication types [G.3.1]

S3. S1 not S2

S4. Limit S3 to English language

S5. (mh "pain") or (mh "consumer health information") or (mh "health information") or (mh
"attitude of health personnel+") or (mh "consumer attitudes") or (mh "patient attitudes") or
(mh "health knowledge") or (mh "health education") or (mh "help seeking behavior")

S6. monit* OR pain*

S7. help* n2 seek* OR health* n2 seek*

S8. ((staff or officer* or governor*) n4 (preference* or satisfaction or satisfied or satisfaction or
satisfy or experience* or need* or facilitator or facilitation or facilitate or barrier* or relation*
or attitude* or reticence*))

S9. ((health* or condition*) n3 (deteriorat* or worse* or poor* or inform* or train* or educat* or
observ* or report* or support* or advice* or advise*))

S10. ill health OR unwell OR sick

S11. ((doctor* or healthcare professional* or physician* or nurse* or clinic* or hospital*) n6
(access* or want* or need* or desire*))

S12. death* n3 prevent*

S13. ((long term or chronic) n2 (condition* or disease* or illness*))

S14. S5 or S6 or S7 or S8 or S9 or S10 or S11 or S12 or S13

S15. S4 and S14

S16. Study filters QUAL (G.3.7)

S17. S15 and S16
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Date parameters: see Table 2

Gl47 Emergency management

192 e What are the barriers and facilitators for prison staff, healthcare workers and prisoners in
193 managing emergency situations including first person on the scene?

194 Medline search terms

1. Standard population [G.2.1]

2. Excluded study designs and publication types [G.3.1]

3. 1not2

4, Limit 3 to English language

5. emergency medical technicians/

6. emergency medical services/

7. ((emergency or rescue) adj2 (respon* or worker* or team* or service technician or
paramedic* or medic* or personnel)).ti,ab.

8. first on the scene.ti,ab.

9. first respon*.ti,ab.

10. exp emergency treatment/

11. ((medical or emergenc*) adj2 (urgent or assess* or incident® or situation* or accident® or care
or treatment* or response* or intervention* or trauma)).ti,ab.

12. ambulances/

13. ((communicat* or alert* or contact or phon* or call*) adj4 (emergency service* or ambulance*
or emergency medical service* or "911" or "999" or "112" or "111")).ti,ab.

14. (medical adj4 (protocol* or policy or policies or code* of conduct)).ti,ab.

15. (first aid or first-aid or basic life support or cpr or cardiopulmonary compression* or aed or
defib*).ti,ab.

16. (medic* equipment or first aid or first-aid or grab bag or grab-bag).ti,ab.

17. naloxone/ or naloxone.ti,ab.

18. or/5-17

19. 4and 18

Date parameters: see Table 2

195 Embase search terms

1.

Standard population [G.2.1]

Excluded study designs and publication types [G.3.1]

1not2

Limit 3 to English language

rescue personnel/

emergency health service/

N|jo|u |k jw N

((emergency or rescue) adj2 (respon* or worker* or team* or service technician or
paramedic* or medic* or personnel)).ti,ab.

%

first on the scene.ti,ab.

first respon*.ti,ab.

10.

exp emergency treatment/

11.

((medical or emergenc*) adj2 (urgent or assess* or incident™® or situation* or accident® or care
or treatment* or response* or intervention* or trauma)).ti,ab.

12.

ambulance/

13.

((communicat™® or alert* or contact or phon* or call*) adj4 (emergency service* or ambulance*
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or emergency medical service* or "911" or "999" or "112" or "111")).ti,ab.

14. (medical adj4 (protocol* or policy or policies or code* of conduct)).ti,ab.

15. (first aid or first-aid or basic life support or cpr or cardiopulmonary compression* or aed or
defib*).ti,ab.

16. (medic* equipment or first aid or first-aid or grab bag or grab-bag).ti,ab.

17. naloxone/ or naloxone.ti,ab.

18. or/5-17

19. 4 and 18

Date parameters: see Table 2

Cochrane search terms

#1. Standard population [G.2.1]

#2. MeSH descriptor: [emergency medical technicians] explode all trees

#3. MeSH descriptor: [emergency medical services] this term only

#4. ((emergency or rescue) near/2 (respon* or worker* or team* or service technician or
paramedic* or medic* or personnel)):ti,ab

#5. first on the scene:ti,ab

#6. first respon*:ti,ab

#7. MeSH descriptor: [emergency treatment] explode all trees

#8. ((medical or emergenc*) near/2 (urgent or assess* or incident* or situation* or accident* or
care or treatment* or response* or intervention* or trauma)):ti,ab

#9. MeSH descriptor: [ambulances] this term only

#10. ((communicat* or alert* or contact or phon* or call*) near/4 (emergency service* or
ambulance* or emergency medical service* or "911" or "999" or "112" or "111")):ti,ab

#11. (medical near/4 (protocol* or policy or policies or code* of conduct)):ti,ab

#12. (first aid or first-aid or basic life support or cpr or cardiopulmonary compression* or aed or
defib*):ti,ab

#13. (medic* equipment or first aid or first-aid or grab bag or grab-bag):ti,ab

#14. MeSH descriptor: [naloxone] this term only

#15. naloxone:ti,ab

#16. {or #2-#15}

#17. #1 and #16

Date parameters: see Table 2

PsycINFO search terms

1.

Standard population [G.2.1]

2.

(su.exact("emergency services") or su.exact("first responders") or su.exact("rescue workers")
or su.exact("naloxone") or ti,ab((medical or emergenc*) near/2 (urgent or assess* or incident*
or situation* or accident® or care or treatment* or response* or intervention* or trauma)) or
ti,ab(first aid or first-aid or basic life support or cpr or cardiopulmonary compression* or aed
or defib*) or ti,ab(medic* equipment or first aid or first-aid or grab bag or grab-bag) or
ti,ab(naloxone) or ti,ab((emergency or rescue) near/2 (respon* or worker* or team* or
"service technician" or paramedic* or medic* or personnel)) or ti,ab(medical near/4 (protocol*
or policy or policies or "code* of conduct")) or ti,ab((communicat* or alert* or contact or
phon* or call*) near/4 ("emergency service*" or ambulance* or "emergency medical service*"
or"911" or "999" or "112" or "111")))

la.exact("English")

land2and3

Date parameters: see Table 2
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198  Social Policy and Practice search terms
1. Standard population [G.2.1]

2. ((emergency or rescue) adj2 (respon* or worker* or team* or service technician or
paramedic* or medic* or personnel)).ti,ab.

first respon*.ti,ab.

4, ((medical or emergenc*) adj2 (urgent or assess* or incident* or situation* or accident* or care
or treatment™® or response* or intervention* or trauma)).ti,ab.

5. ((communicat* or alert* or contact or phon* or call*) adj4 (emergency service* or ambulance*
or emergency medical service* or "911" or "999" or "112" or "111")).ti,ab.

(medical adj4 (protocol* or policy or policies or code* of conduct)).ti,ab.

(first aid or first-aid or basic life support or cpr or cardiopulmonary compression* or aed or

defib*).ti,ab.

8. (medic* equipment or first aid or first-aid or grab bag or grab-bag).ti,ab.
naloxone.ti,ab.

10. or/2-9

11. land 10

Date parameters: see Table 2

199 CINAHL search terms

S1. Standard population [G.2.1]

S2. Excluded study designs and publication types [G.3.1]

S3. S1 not S2

S4. Limit S3 to English language

S5. (mh "emergency medical technicians") or (mh "emergency medical services") or (mh
"emergency treatment+") or (mh "ambulances") or (mh "naloxone")

S6. ((emergency or rescue) n2 (respon* or worker* or team* or service technician or paramedic*
or medic* or personnel))

S7. first on the scene

S8. first respon*

S9. ((medical or emergenc*) n2 (urgent or assess* or incident® or situation* or accident* or care
or treatment* or response* or intervention* or trauma))

S10. ((communicat* or alert* or contact or phon* or call*) n4 (emergency service* or ambulance*
or emergency medical service* or "911" or "999" or "112" or "111"))

S11. (medical n4 (protocol* or policy or policies or code* of conduct))

S12. (first aid or first-aid or basic life support or cpr or cardiopulmonary compression* or aed or
defib*)

S13. (medic* equipment or first aid or first-aid or grab bag or grab-bag)

S14. naloxone

S15. S5 or S6 or S7 or S8 or S9 or S10 or S11 or S12 or S13 or S14

S16. S4 and S15

Date parameters: see Table 2

@48 Continuity of healthcare - patient records

201 e What are the most clinically and cost-effective systems to manage patient records, to ensure
202 continuity of healthcare of people moving from one prison to another, or between prison and the
203 community or hospital?

204 Medline search terms

National Guideline Centre, 2016
112



205

Physical health of people in prisons
Literature search strategies

1. Standard population [G.2.1]

2. Excluded study designs and publication types [G.3.1]

3. 1not2

4, Limit 3 to English language

5. documentation/

6. "forms and records control"/

7. medical records/ or health records, personal/ or medical record linkage/ or medical records,
problem-oriented/ or exp medical records systems, computerized/

8. information systems/ or health information systems/ or hospital information systems/ or
medical order entry systems/ or integrated advanced information management systems/ or
management information systems/ or clinical laboratory information systems/ or clinical
pharmacy information systems/ or database management systems/ or operating room
information systems/ or radiology information systems/ or reminder systems/

9. ((patient* or prisoner* or health* or medical or care) adj2 (record* or document* or note* or
chart* or file*)).ti,ab.

10. ((discharge* or release* or transfer* or transport*) adj2 (summar* or letter* or record* or
note* or document*)).ti,ab.

11. ((electr* or phone* or telephone* or email* or e-mail*) adj2 (record* or document* or
communicat*)).ti,ab.

12. ((record* or note*) adj2 (keep* or communicat* or share* or system*)).ti,ab.

13. (system-1 or system1 or systemone or system-one or systmone or systm-one or emis or
oasis).ti,ab.

14. or/5-13

15. 4 and 15

16. Study filters RCT (G.3.2) or SR (G.3.3) or OBS (G.3.6)

17. 16 and 17

Date parameters: see Table 2

Embase search terms

1. Standard population [G.2.1]

2 Excluded study designs and publication types [G.3.1]

3. 1not2

4 Limit 3 to English language

5 *documentation/ or *medical documentation/ or *medical order/ or *medical record/ or
*electronic medical record/

6. *information system/ or *computerized provider order entry/ or *electronic prescribing/ or
*decision support system/ or *hospital information system/ or *medical information system/
or *nursing information system/ or *reminder system/ or *computer system/

*medical informatics/

8. ((patient* or prisoner* or health* or medical or care) adj2 (record* or document* or note* or
chart* or file*)).ti,ab.

9. ((discharge* or release* or transfer* or transport*) adj2 (summar* or letter* or record* or
note* or document*)).ti,ab.

10. ((electr* or phone* or telephone* or email* or e-mail*) adj2 (record* or document* or
communicat*)).ti,ab.

11. ((record* or note*) adj2 (keep* or communicat* or share* or system*)).ti,ab.

12. (system-1 or system1 or systemone or system-one or systmone or systm-one or emis or
oasis).ti,ab.

13. or/5-12
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14.

4 and 13

15.

Study filters RCT (G.3.2) or SR (G.3.3) or OBS (G.3.6)

Date parameters: see Table 2

Cochrane search terms

#1. Standard population [G.2.1]

#2. [mh ~“documentation]

#3. [mh A"forms and records control"]

#4. [mh A"medical records"]

#5. [mh ~"health records, personal”]

#6. [mh ~A"medical record linkage"]

#7. [mh A"medical records, problem-oriented"]

#8. [mh "medical records systems, computerized"]

#9. [mh A"information systems"]

#10. [mh A"health information systems"]

#11. [mh A"hospital information systems"]

#12. [mh A"medical order entry systems"]

#13. [mh A"integrated advanced information management systems"]

#14. [mh A"management information systems"]

#15. [mh A"clinical laboratory information systems"]

#16. [mh ~"clinical pharmacy information systems"]

#17. [mh A"database management systems"]

#18. [mh ~"operating room information systems"]

#19. [mh ~"radiology information systems"]

#20. [mh A"reminder systems"]

#21. ((patient* or prisoner* or health* or medical or care) near/2 (record* or document* or note*
or chart* or file*)):ti,ab

#22. ((discharge* or release* or transfer* or transport*) near/2 (summar* or letter* or record* or
note* or document*)):ti,ab

#23. ((electr* or phone* or telephone* or email* or e-mail*) near/2 (record* or document* or
communicat*)):ti,ab

#24. ((record* or note*) near/2 (keep* or communicat* or share* or system#*)):ti,ab

#25. (system-1 or system1 or systemone or system-one or systmone or systm-one or emis or
oasis):ti,ab

#26. {or #2-#25)

#27. #1 and #26

Date parameters: see Table 2

PsycINFO search terms

1.

Standard population [G.2.1]

2.

(su.exact.explode("medical records") or su.exact("information systems") or ti,ab((patient* or
prisoner* or health* or medical or care) near/2 (record* or document* or note* or chart* or
file*)) or ti,ab((discharge* or release* or transfer* or transport*) near/2 (summar* or letter*
or record* or note* or document*)) or ti,ab((electr* or phone* or telephone* or email* or e-
mail*) near/2 (record* or document* or communicat*)) or ti,ab((record* or note*) near/2
(keep* or communicat* or share* or system*)) or ti,ab(system-1 or system1 or systemone or
system-one or systmone or systm-one or emis or 0asis))

la.exact("English")

National Guideline Centre, 2016

114




208

209

Physical health of people in prisons

Literature se

arch strategies

4. land2and3
Study filters RCT (G.3.2) or SR (G.3.3) or OBS (G.3.6)

6. 4and5
Date parameters: see Table 2

Social Policy and Practice search terms

1. Standard population [G.2.1]

2. ((patient* or prisoner* or health* or medical or care) adj2 (record* or document* or note* or
chart* or file*)).ti,ab.

3. ((discharge* or release* or transfer* or transport*) adj2 (summar* or letter* or record* or
note* or document*)).ti,ab.

4, ((electr* or phone* or telephone* or email* or e-mail*) adj2 (record* or document* or
communicat*)).ti,ab.
((record* or note*) adj2 (keep* or communicat® or share* or system*)).ti,ab.

6. (system-1 or system1 or systemone or system-one or systmone or systm-one or emis or
oasis).ti,ab.
or/2-6

8. land?7

Date parameters: see Table 2

CINAHL search terms

S1. Standard population [G.2.1]

S2. Excluded study designs and publication types [G.3.1]

S3. 1not2

S4. Limit 3 to English language

S5. (mh "documentation") or (mh "medical records+") or (mh "information systems+")

S6. ((patient* or prisoner* or health* or medical or care) n2 (record* or document* or note* or
chart* or file*))

S7. ((discharge* or release* or transfer* or transport*) n2 (summar* or letter* or record* or
note* or document¥*))

S8. ((electr* or phone* or telephone* or email* or e-mail*) n2 (record* or document* or
communicat*))

S9. ((record* or note*) n2 (keep* or communicat* or share* or system*))

S10. (system-1 or system1 or systemone or system-one or systmone or systm-one or emis or oasis)

S11. S5 or S6 or S7 or S8 or S9 or S10

S12. S4 and S11

Date parameters: see Table 2

216.5 Health economics search

Q51

212
213

214

Health economic (HE) reviews

Economic searches were conducted in Medline, Embase, HEED, and NHS EED and HTA via the CRD
interface.
Medline & Embase search terms

1. Standard population [G.2.1]

2. Excluded study designs and publication types [G.3.1]

3. lnot2
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4, Limit 3 to English language
Study filter HE (G.3.4)

6. 4and5
Date parameters: 2013 — 14 January 2016

CRD search terms

#1. MeSH DESCRIPTOR prisons IN NHSEED,HTA

#2. MeSH DESCRIPTOR prisoners EXPLODE ALL TREES IN NHSEED,HTA

#3. MeSH DESCRIPTOR criminals IN NHSEED,HTA

#4. ((correctional or correction or custodial) adj2 (facilit* or setting* or institut* or centre or
center or population)) IN NHSEED, HTA

#5. (remand adj2 (prison* or population or setting)) IN NHSEED, HTA

#6. ((young* or youth* or juvenile*) adj3 (institut* or facilit*)) IN NHSEED, HTA

#7. (inmate* or prison* or offender* or jail* or gaol or gaols or penitentiar*) IN NHSEED, HTA

#8. ((criminal* or incarcerat*) adj2 (population* or person* or people)) IN NHSEED, HTA

#9. ((forensic adj2 (unit or units))) IN NHSEED, HTA

#10. (((low or medium or region* or high or environment* or centre* or center*) adj2 secur*)) IN
NHSEED, HTA

#11. ((police adj4 custod*)) IN NHSEED, HTA

#12. ((detention adj2 (place* or centre* or center*))) IN NHSEED, HTA

#13. (((immigration or immigrant* or asylum) adj3 (detention or detain* or centre* or center* or
hold* or unit or units or facilit*))) IN NHSEED, HTA

#14. #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9 or #10 or #11 or #12 or #13
Date parameters: Inception — 14 January 2016

HEED search terms

1. ax=prison* or criminal* or inmate* or offender* or jail* or gaol or gaols or penitentiar*

2 ax=correctional or custodial

3 ax=remand

4, ax=incarcerat*

5 cs=lor2or3or4

Date parameters: Inception — 05 December 2014

@572 Quality of life (QOL) reviews

218

219

Economic searches were conducted in Medline and Embase only.

Medline &

Embase search terms

Standard population [G.2.1]

Excluded study designs and publication types [G.3.1]

1not2

Limit 3 to English language

Study filter QOL (G.3.5)

AN A ol B

4 and 5

Date parameters: see Table 2
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226.6 PubMed epub search

221
222

223

A search was run in PubMed to identify electronic, ahead of print or ‘online early’ publications that
are in the public domain but would not yet have been included in Medline.

PubMed search terms

#1. (criminal*[tiab] or incarcerat*[tiab] or inmate*[tiab] or prison*[tiab] or offender*[tiab] or
jail*[tiab] or gaol[tiab] or gaols[tiab] or penitentiar*[tiab])
#2. (animals[tiab] or animal[tiab] or mice[tiab] or mus[tiab] or mouse[tiab] or murine[tiab] or

woodmouse(tiab] or rats[tiab] or rat[tiab] or murinae[tiab] or muridae[tiab] or cottonrat[tiab]
or cottonrats[tiab] or hamster[tiab] or hamsters[tiab] or cricetinae[tiab] or rodentia[tiab] or
rodent[tiab] or rodents[tiab] or pigs[tiab] or pig[tiab] or swine[tiab] or swines[tiab] or
piglets[tiab] or piglet[tiab] or boar[tiab] or boars[tiab] or "sus scrofa"[tiab] or ferrets[tiab] or
ferret[tiab] or polecat[tiab] or polecats[tiab] or "mustela putorius"[tiab] or "guinea pigs"[tiab]
or "guinea pig"[tiab] or cavia[tiab] or callithrix[tiab] or marmoset[tiab] or marmosets|[tiab] or
cebuellaltiab] or hapale[tiab] or octodon[tiab] or chinchilla[tiab] or chinchillas[tiab] or
gerbillinae[tiab] or gerbil[tiab] or gerbils[tiab] or jird[tiab] or jirds[tiab] or merione[tiab] or
meriones[tiab] or rabbits[tiab] or rabbit[tiab] or hares[tiab] or hare[tiab] or diptera[tiab] or
flies[tiab] or fly[tiab] or dipteral[tiab] or drosphila[tiab] or drosophilidae[tiab] or cats[tiab] or
cat[tiab] or carus[tiab] or felis[tiab] or nematoda(tiab] or nematode[tiab] or nematoda[tiab] or
nematode[tiab] or nematodes][tiab] or sipunculida[tiab] or dogs[tiab] or dog|[tiab] or
canine[tiab] or canines[tiab] or canis[tiab] or sheep[tiab] or sheeps[tiab] or mouflon[tiab] or
mouflons[tiab] or ovis[tiab] or goats[tiab] or goat[tiab] or capra[tiab] or capras[tiab] or
rupicapra[tiab] or chamois[tiab] or haplorhini[tiab] or monkey([tiab] or monkeys][tiab] or
anthropoidealtiab] or anthropoids[tiab] or saguinus[tiab] or tamarin[tiab] or tamarins[tiab] or
leontopithecus[tiab] or hominidae[tiab] or ape[tiab] or apes[tiab] or pan[tiab] or paniscus|tiab]
or "pan paniscus"[tiab] or bonobo[tiab] or bonobos[tiab] or troglodytes[tiab] or "pan
troglodytes"[tiab] or gibbon[tiab] or gibbons[tiab] or siamang][tiab] or siamangs[tiab] or
nomascus[tiab] or symphalangus[tiab] or chimpanzee[tiab] or chimpanzees[tiab] or
prosimians[tiab] or "bush baby"[tiab] or prosimian[tiab] or bush babies[tiab] or galagos[tiab]
or galagol[tiab] or pongidae[tiab] or gorilla[tiab] or gorillas[tiab] or pongol[tiab] or
pygmaeus[tiab] or "pongo pygmaeus"[tiab] or orangutans[tiab] or pygmaeus[tiab] or
lemur([tiab] or lemurs[tiab] or lemuridae[tiab] or horse[tiab] or horses[tiab] or pongol[tiab] or
equus[tiab] or cow([tiab] or calf[tiab] or bull[tiab] or chicken[tiab] or chickens[tiab] or
gallus[tiab] or quail[tiab] or bird[tiab] or birds[tiab] or quails[tiab] or poultry[tiab] or
poultries[tiab] or fowl[tiab] or fowls[tiab] or reptile[tiab] or reptilia[tiab] or reptiles[tiab] or
snakes[tiab] or snake[tiab] or lizard[tiab] or lizards[tiab] or alligator[tiab] or alligators[tiab] or
crocodile[tiab] or crocodiles[tiab] or turtle[tiab] or turtles[tiab] or amphibian(tiab] or
amphibians[tiab] or amphibia[tiab] or frog[tiab] or frogs[tiab] or bombina[tiab] or
salientia[tiab] or toad[tiab] or toads[tiab] or "epidalea calamita"[tiab] or salamander[tiab] or
salamanders[tiab] or eel[tiab] or eels[tiab] or fish[tiab] or fishes[tiab] or pisces[tiab] or
catfish[tiab] or catfishes[tiab] or siluriformes[tiab] or arius[tiab] or heteropneustes[tiab] or
sheatfish[tiab] or perch[tiab] or perches[tiab] or percidae[tiab] or percaltiab] or trout[tiab] or
trouts[tiab] or char[tiab] or chars[tiab] or salvelinus[tiab] or "fathead minnow"[tiab] or
minnow(tiab] or cyprinidae[tiab] or carps|[tiab] or carp[tiab] or zebrafish[tiab] or
zebrafishes[tiab] or goldfish[tiab] or goldfishes[tiab] or guppyl[tiab] or guppies([tiab] or
chubltiab] or chubs][tiab] or tinca[tiab] or barbels[tiab] or barbus[tiab] or pimephales[tiab] or
promelas[tiab] or "poecilia reticulata"[tiab] or mullet[tiab] or mullets[tiab] or seahorse[tiab] or
seahorses[tiab] or mugil curema(tiab] or atlantic cod[tiab] or shark[tiab] or sharks[tiab] or
catshark[tiab] or anguilla[tiab] or salmonid[tiab] or salmonids[tiab] or whitefish[tiab] or
whitefishes[tiab] or salmon[tiab] or salmons]tiab] or sole[tiab] or solea[tiab] or "sea
lamprey"[tiab] or lamprey[tiab] or lampreys[tiab] or pumpkinseed[tiab] or sunfish[tiab] or
sunfishes[tiab] or tilapia[tiab] or tilapias[tiab] or turbot[tiab] or turbots[tiab] or flatfish[tiab] or
flatfishes[tiab] or sciuridae[tiab] or squirrel[tiab] or squirrels[tiab] or chipmunk]tiab] or
chipmunks[tiab] or suslik[tiab] or susliks[tiab] or vole[tiab] or voles[tiab] or lemming[tiab] or
lemmings[tiab] or muskrat[tiab] or muskrats[tiab] or lemmus|tiab] or otter[tiab] or otters[tiab]
or marten[tiab] or martens[tiab] or martes[tiab] or weasel[tiab] or badger[tiab] or
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badgers[tiab] or ermine[tiab] or mink[tiab] or minks[tiab] or sable[tiab] or sables[tiab] or
gulo[tiab] or gulos[tiab] or wolverine[tiab] or wolverines[tiab] or minks[tiab] or mustela[tiab]
or llamaltiab] or llamas[tiab] or alpacaltiab] or alpacas[tiab] or camelid[tiab] or camelids[tiab]
or guanaco(tiab] or guanacos[tiab] or chiropteral[tiab] or chiropteras[tiab] or bat[tiab] or
bats[tiab] or fox[tiab] or foxes[tiab] or iguana[tiab] or iguanas[tiab] or xenopus laevis[tiab] or
parakeet[tiab] or parakeets[tiab] or parrot[tiab] or parrots[tiab] or donkey[tiab] or
donkeys[tiab] or mule[tiab] or mules[tiab] or zebra[tiab] or zebras[tiab] or shrew([tiab] or
shrews[tiab] or bison[tiab] or bisons[tiab] or buffalo[tiab] or buffaloes[tiab] or deer[tiab] or
deers[tiab] or bear[tiab] or bears[tiab] or pandaltiab] or pandas[tiab] or "wild hog"[tiab] or
"wild boar"[tiab] or fitchew[tiab] or fitch[tiab] or beaver[tiab] or beavers[tiab] or jerboa[tiab]
or jerboas[tiab] or capybara[tiab] or capybaras|[tiab])

#3. #1 not #2

#4. Limit #3 to English language
#5. publisher[sb]

#6. #4 and #5

Date parameters: see Table 2
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H.131

Health assessment

Reception assessment

Study
Study type

Study aim

Number of studies (number of
participants

Countries and Settings

Funding
Duration of study

Age, gender, ethnicity

Patient characteristics

Clinical evidence tables

162

Grubin 2002
Diagnostic cohort study (prospective)

To validate the Grubin reception screen

1 (n=150)
England

6 adult male remand prisons (Leeds, Wandsworth, Holme House, Liverpool, Manchester and Durham)
2 female remand prisons (Eastwood Park and New Hall)

2 YOIs (Feltham and Glen Parva)

Not stated

6 months

Age:

Adult male remand prisons — 18 years or older
Female remand prisons — 16 years or older
YOls — 18-21 years

Gender (M:F): 8:2
Ethnicity: not stated

New remand prisoners
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Study
Index test

Reference standard

Target condition

Results:

Sensitivity 95%
Specificity 73%

162

Grubin 2002
Grubin reception screen

For physical health:

1. In the last few months have you seen a doctor? If so, why? Do you have any outstanding hospital or doctor’s
appointment? When? With whom?

2. Are you receiving any prescribed medication? What type of treatment?

3. Have you received any physical injuries over the last few days? If yes, when and what injuries, what treatment
received?

4. Do you have problems with: asthma, diabetes, epilepsy or fits, chest pain, tuberculosis, sickle cell disease, allergies?

5. Do you have any (other) concerns about your physical health?

Females only:

6. Have you any reason to believe that you are pregnant? If yes, note details
7. Would you like a pregnancy test?

Screening staff should document any health related observations about the prisoner’s physical appearance.

If “yes” is recorded to any of questions 2-7 a referral is made to a doctor or relevant clinic for further assessment.
Structured interview 1-8 days after entering prison; information obtained included: current and past physical and
mental health, and alcohol and drug use. Blood pressure, pulse, respiratory flow rate and general physical observations
were recorded.

Physical health conditions e.g. asthma, diabetes, epilepsy or fits, chest pain, tuberculosis, sickle cell disease, allergies
Mental health conditions

Risk of deliberate self-harm

Risk of withdrawal from alcohol or drugs
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Study
PPV 59%
NPV 98%

Grubin 2002

162

General limitations according to QUADAS-2

o Risk of selection bias: unclear which method of randomisation used; unclear if study made inappropriate exclusions

e Risk of measurement bias: unclear if participants received same reference standard

o Risk of outcome reporting bias: unclear if all participants included in the analysis

Study
Study type
Study aim

Number of studies (number of
participants

Countries and Settings

Funding
Duration of study

Age, gender, ethnicity

Patient characteristics

Index test

Chitsabesan 2014"

Diagnostic cohort study (prospective)

To validate the comprehensive health assessment tool (CHAT)
1 (n=127)

England

1 YOI (Hindley)

Offender Health Research Network (OHRN)
2 years

Age: 15-18 years

Gender: male

Ethnicity: not stated

New on remand or sentenced young males admitted to 1 YOI

Comprehensive health assessment tool (CHAT), physical health section completed by general nurse.

For physical health:

1. Do you have any DIETARY requirements related to a medical health need or cultural belief? E.g. diabetes,

celiac disease, lactose intolerance, vegetarian or halal.

2. Do you have any ALLERGIES? E.g. to medication, nuts, pollen or latex.
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Study Chitsabesan 2014”’

3. Do you have any CURRENT BREATHING problems? E.g. asthma; wheezing; coughing; chest infection. Do
not include Upper Respiratory Tract Infections or runny nose

4. Do you have any known HEART problems? E.g. congenital disorders or current symptoms suggestive of
HEART problems e.g. shortness of breath or unexplained chest pain.

5. Do you have DIABETES MELLITUS?

6. Do you have a history of fits, faints or seizures (EPILEPSY)?

7. Areyou in PAIN at this moment?

8. FEMALES — Are you PREGNANT or could you be pregnant?

9. Have you ever been diagnosed with HIV or HEPATITSIS B?

10. Do you have a PHYSICAL DISABILITY? E.g. blindness, deafness, immobility etc.

11. Are you taking any prescribed MEDICATION?

12. Are there any unexplained SKIN rashes or spots? These may be indicative of communicable infection but
do not include acne, eczema, or sweat rashes.

13. Have you suffered a RECENT TRAUMA (within last 2 weeks)? - E.g. wounds, sutures, bandages or bruising.
May attempt to cover-up any injuries sustained during custody/enroute to custody (establish if
safeguarding referral is needed)

14. Are vital signs abnormal? E.g. blood pressure, pulse, respirations.

15. Is there evidence of SHOCK? —is there evidence of pallor, fainting, thready pulse etc.

16. Is the young person disorientated in time, place and/or person?

If “yes” is recorded for questions 3-16 then complete relevant sections of the Physical Health Assessment before
the first night. Otherwise complete within 3 days.

Reference standard Clinical history and physical health exam by GP, blind to the findings of CHAT

Target condition Physical health conditions

Mental health conditions

Substance misuse

Neurodisability (traumatic brain injury; speech, language and communication impairment; learning disability and
educational needs; autism spectrum disorder)

Results

Physical health overall: Sensitivity 64%; Specificity 59%; PPV 84%; NPV 33%; Accuracy 63%
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Appetite: Sensitivity NA; Specificity 98%; PPV NA; NPV 100%

Weight: Sensitivity 29%; Specificity 97%; PPV 29%; NPV 97%

Fatigue: Sensitivity 0%; Specificity 98%; PPV 0%; NPV 98%

Febrile illness: Sensitivity NA; Specificity 98%; PPV NA; NPV 100%
Allergies: Sensitivity 20%; Specificity 90%; PPV 14%; NPV 93%
Respiratory system: Sensitivity 0%; Specificity 99%; PPV 0%; NPV 96%
Asthma: Sensitivity 62%; Specificity 92%; PPV 36%; NPV 96%
Cardiovascular: Sensitivity 0%; Specificity 99%; PPV 0%; NPV 96%
Gastrointestinal: Sensitivity 0%; Specificity 99%; PPV 0%; NPV 99%
Genito-urinary: Sensitivity 29%; Specificity 91%; PPV 15%; NPV 96%
Endocrine system: Sensitivity NA; Specificity 99%; PPV NA; NPV 100%
Nervous system: Sensitivity 67%; Specificity 98%; PPV 50%; NPV 99%
Muscular-skeletal: Sensitivity 0%; Specificity 99%; PPV 0%; NPV 94%
Nose & throat: Sensitivity 0%; Specificity 100%; PPV 0%; NPV 93%
Oral health: Sensitivity 22%; Specificity 95%; PPV 72%; NPV 62%
Vision: Sensitivity 23%; Specificity 89%; PPV 19%; NPV 91%

Hearing: Sensitivity 0%; Specificity 99%; PPV 0%; NPV 98%

Recent injury: Sensitivity 20%; Specificity 91%; PPV 8%; NPV 97%

Skin problems: Sensitivity 48%; Specificity 88%; PPV 19%; NPV 86%
Current medication: Sensitivity 64%; Specificity 59%; PPV 84%; NPV 33%

General limitations according to QUADAS-2

e Indirectness: indirect population (15-18 year old males)

Risk of selection bias: participants recruited consecutively; unclear if study made inappropriate exclusions

Risk of measurement bias: unclear if participants received same reference standard

Risk of outcome reporting bias: unclear if all participants included in the analysis
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Study
Study type

Number of studies (number of
participants

Country and setting

Funding

Duration of study

9T0C ‘@J43ud) 3ulIdPIND |euolleN

Age, gender, ethnicity

144"

Index test

Bai 2014°°

Prospective diagnostic cohort study

1(679)

2 maximum security prisons in New York, USA (Bedford Hills Correctional Facility for Women; Sing Sing Correctional
Facility for Men)

US National Institutes of Health
April 2010 - February 2013

Age:

<25 years 15.9%
26-35 years 30.9%
36-50 years 43.2%
> 51 years 10%

Gender:
Male 44.5%
Female 55.5%

Ethnicity:

White, non-hispanic 22.5%
Black, non-hispanic 53.5%
Hispanic 21.4%

Other 2.65%

Structured questionnaire administered by a trained research assistant.

Physical health section:

e Do you have any of the following conditions?:
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Study

Bai 20147°
o diabetes, heart condition (e.g. hypertension, high blood pressure, endocarditis)
e pulmonary disease (e.g. asthma, emphysema, bronchitis, pneumonia)

kidney disease (e.g. kidney stones, renal failure, dialysis)

liver disease (e.g. hepatitis, cirrhosis)
e cancer (e.g. tumour, malignancy)
e HIV

Skin rashes or skin condition (e.g. psoriasis, acne, eczema)

Other chronic or long standing medical condition that has not been mentioned?

Skin problems and staphylococcus infections:

e Skin boil that drains pus or a wound that won’t heal? (ex: skin abscess or boil) — ever? Past 6 months? How many?
Where? Treated?

e Insect bites which caused boils or sores? — ever? Past 6 months? How many? Where? Treated?
o Any skin problem or infection similar to the one pictured? — ever? Past 6 months? How many? Where? Treated?
e Staphylococcus Infection? — ever? Past 6 months? How many? Where on body? Where told? Hospitalised?

Antibiotic use:

e Have you used antibiotics in the past 6 months for any reason including treatment or prevention of an infection?
Yes/no/don’t know

e Do you take oral steroids such as Prednisone? (Sometimes taken for asthma, weightlifting, or arthritis) Yes/no/don’t
know

e Have you used any type of nasal spray, such as antihistamines, in the past 6 month? Yes/no/don’t know

e Have you used any type of antibiotic cream for the skin such as Neosporin or Bacitracin in the past 6 months?
Yes/no/don’t know

e Have you used any type of antibiotic cream in your nose in the past 6 months? Yes/no/don’t know

Tattoos and piercings

e Have you ever had a tattoo? — ever? Past 6 months? How many? Where? If the tattoo was obtained before you were
incarcerated at this prison, where did you have it done?
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Reference standard
Target condition

Results:

Bai 2014°°

e Have you ever had a piercing? If was obtained before you were incarcerated at this prison, where did you have it
done?

Sexual relationships:

e Have you been sexually active in the past 6 months? Yes/no/don’t know. How many female partners have you had
sexual relations with in the past 6 months? How many male partners have you had sexual relations with in the past 6
months?

e Have you had conjugal visits in the last 6 months? Yes/no/don’t know

Medical records, collected independently following the interviews

Physical health conditions

Sensitivity

HIV — 86%

Diabetes — 81.6%

Asthma —76.9%

Hepatitis C - 56.4%
Hypertension — 54.8%
Renal/kidney disease — 50%

Specificity

HIV —99.5%

Diabetes — 98.9%

Asthma —98.5%

Hepatitis C—99.1%
Hypertension — 95.6%
Renal/kidney disease — 98.8%

k coefficient
HIV — male 0.76, female 0.91
Diabetes — male 0.81, female 0.82
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Study Bai 2014%°
Asthma — male 0.73, female 0.82
Hepatitis C — male 0.55, female 0.71
Hypertension — male 0.51, female 0.6
Renal/kidney disease — male 0.44, female 0.52

General limitations (according to QUADAS-2)
e Risk of selection bias: participants were recruited consecutively on reception to prison

e Indirectness: indirect population (aged 16 or older); indirect comparison (medical records rather than other validated
health assessment tool)

When should subsequent assessments be done

None.

Assessment tools

None.
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Study (ref id)
Aim

Population

Setting

Study design

Methods and
analysis

Themes with
findings

Limitations and
applicability of
evidence

Study (ref id)

Dyer 2013

To explore prison health discharge planning in four North East prisons in the UK

n=17 staff members including GPs, nurses, nursing assistants and healthcare support workers, members of the Mental Health In-
Reach Teams, pharmacy and CARATSs (Counselling, Assessment, Referral, Advice and Throughcare) staff.

Age: not stated

Gender: not stated

Ethnicity: not stated
Inclusion/exclusion criteria: not stated

UK

Four prisons: a male high security dispersal prison, a male category B local prison, a category C male training prison and a category C and D male

resettlement prison

Interviews and focus groups

Interviews were conducted face to face or by telephone. interviews explored existing institutional discharge and transfer

policy and practice; their effectiveness at ensuring equivalence of care; the strengths and weaknesses of current pathways arrangements; and

possible improvements and priority areas where improvements are most needed. Where possible, interviews

were recorded. When security requirements prevented recording, notes were made and written up immediately afterwards.

Challenges

e Several interviewees expressed concerns that individual staff working in prison healthcare tend to have generic roles, rather than have expertise
in one or a small number of specialist areas. For example, mental health staff are often required to advise on prisoners mental state, as non-
mental health staff felt they lacked the knowledge to judge this themselves, when perhaps with further training, information and guidance, non-
mental health staff could have a greater role in identifying problems and triaging patients, consequently freeing-up mental health specialists to
focus on discharge planning for those prisoners with a mental health need.

e No quotations included.

e Very serious limitations: role of researcher not clearly described; data collection not rigorous - where recording not possible, notes were made
and written up afterwards; data analysis methods not reported; data not rich

e Very applicable

213

Joanna 2008
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Aim

Population

Setting
Study design

Methods and
analysis

Joanna 2008**

To explore the continuity of care experienced by prisoners before and after release

n= 70 (45 former prisoners; 25 professionals in prisons and community services)

Former prisoners:
Mainly adults (aged 17 years or older)
Male/female ratio 18:27

Age: 17 n=1; 18-21 n=1; 22-30 n=16; 31-40 n=12; 41-50 13; 51 or older n=2

White British n=32

White Irish n=3

Other White n=1

White / Black Caribbean n=2
White / Black African n=2
White / Asian n=1

Asian n=1

Black African n=1

Spanish n=1

Professionals:

4 based in prison, 21 worked predominately in the community

From statutory agencies — including: psychiatric nurses, GPs, substance misuse workers

Non-statutory agencies — provided services including: generic resettlement assistance, employment advice, assistance with housing needs
1 male and 1 female prison, England

Interviews with prisoners, interviews and focus groups with professionals in prisons and community services

The local inmate database system (LIDS) was used to identify prisoners who were due for release within a month. These prisoners were then
approached to take part in a semi-structured interview. The interview consisted of questions regarding:

e Mental health problems prior to or during their sentence;
e Mental health care they had received in prison;
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Themes with
findings

Joanna 2008**

e Plans for release, for example employment and accommodation;
e Agencies or professionals they had worked with;
e Opinions about the help they had received.

To facilitate tracking on release, prisoners were asked to provide contact details for themselves, family and agencies they might engage with in the
community. Approximately two weeks after release the researchers attempted to contact prisoners to interview them for a second time to explore
their experiences of resettlement, and find out about their mental health concerns and what agencies they had engaged with since release. Initially
the researchers planned to interview people a third time, but due to problems in contacting prisoners on release, interviews were conducted when
possible regardless of the time since release.

Interviews and focus groups were conducted with professionals. Professionals in prisons and community services were also invited to take part in
an interview or focus group. These explored the roles they fulfil in the resettlement of prisoners, their views on continuity of care and what
barriers exist to engaging with released prisoners.

Researchers also explored the role of informal support provided by family and friends of prisoners through two focus groups. These were arranged
through an organisation that runs a regular support group for friends and families of prisoners.

Each interview (when tape recorded) was transcribed in full by the researchers, and where interviews could not be tape-recorded detailed notes
were made. These were analysed by the research team and four sets of themes were developed which represented the experiences of males,
females, professionals and families of continuity of care and resettlement. These were incorporated to produce broader themes, which highlighted
the key areas of continuity and resettlement for prisoners and professionals.

Prison healthcare

e Professionals reported that the prison struggles to transfer information within the same prison: “Neither do they pass on information within the
prison, so if someone’s going from the mental health wing to the general wing they don’t pass information over ... and the prisoner’s going to be
saying ‘hang on | need to be taking my medication’ ... If they don’t pass it on within the same prison you can guarantee they won’t pass it on
between different prisons.” (Resettlement agency)

Substance misuse

e Prisoners with substance misuse issues will have multiple needs that require support and treatment. It is important that the importance the
prison and relevant agencies work together to provide appropriate care.

e “Our [CARAT workers] intervention is psychosocial, and the detox team are obviously the prescribers. We have an alright relationship with them.
There’s definite room for improvement ... The prison are recruiting new staff to help with that link, because | think they’re very very under-
resourced and they’re very busy and there’s a limit to what they can actually do in relation to working with CARATs and joint care planning.”
(Substance misuse worker)
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Study (ref id)

Limitations and
applicability of
evidence

Study (ref id)
Aim

Population

Setting
Study design

Methods and
analysis

Joanna 2008**

e Serious limitations: role of researcher not clearly described; data analysis methods not clearly described
e Very applicable

Powell 2010%**

To explore views and experiences of nurses and other prison healthcare staff about their roles and the nursing care they provide to prisoners

n=80 (67 nurses working in prison healthcare centres including nurse managers, community psychiatric nurses/mental health nurses, substance
misuse nurses and in-patient nurses; 13 healthcare assistants/healthcare workers/nursing auxiliaries)

Adults (aged 24-58 years)
Male/female ratio: 21:59

Ethnicity: not stated
Inclusion/exclusion criteria: not stated

12 prisons (Category A, B, C, D, Women’s and Young offenders’ institution), England.
12 interviews, 12 focus groups

Recruitment of nurses for interview was aimed at those working in primary care; however, where there were small teams, or teams where nursing
tasks were shared or where nurses were keen to be involved in the interviews, then this was accommodated by the research team. Recruitment
for the focus groups was aimed at nurses as key informants working in primary healthcare, but other healthcare staff were included if they wished
to be.

Healthcare leads and managers were interviewed separately following the first focus group discussion, in which a primary care lead was included.
The focus group facilitators observed that participants in this group tended to defer to their manager. It was anticipated that participants in the
remaining focus groups would feel more able to express their true feelings without a manager’s presence. Interviewing the healthcare leads
separately gave a manager’s perspective, often generating information about strategic issues related to nursing care in prisons.

Focus group discussions with healthcare staff and individual interviews with primary care and healthcare managers were conducted using the
following semi-structured interview schedule:

1. Background: Gender, Age, Ethnic group, Confirm qualifications, Job title
2. Are you already taking part in a research project? (If participant already taking part in a research project, consider whether to proceed)
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Powell 2010°**

3. Tell me about your role as a nurse working in this prison. What would you do in a typical day?

4. What are the main health problems that you come across in this prison? (Check frequency and extent of need for the following- e.g. does that
come up a lot/is that common? Is that a big problem for people in this prison?) Asthma, Diabetes, Coronary Heart Disease, Cancer, Epilepsy,
Communicable disease, e.g. STI, hepatitis, HIV, TB. Minor ailments, Trauma and minor injury, Primary care mental health problems, e.g. anxiety,
depression, bereavement. Self-harm, substance misuse (alcohol, smoking, drugs)

5. Which prisoners do you think have the highest health needs? Why is that? Older, Younger, Black and Asian, other minority ethnic group,
Prisoners with disabilities, Substance misusers, any others?

6. How do you and the rest of the primary care team try to meet the health needs of prisoners?

7. How do you identify the need and what services do you provide? Reception, Primary/Secondary health needs assessment, Triage system,
Request slip system, Prison officers, Treatment room, Anything offered on wing?, Drop in clinics for prisoners, Referral to health services outside
prison

8. What effect do you think prison has on prisoners’ health? Better/worse in prison? Physical health Mental health Better health care inside or
outside? e.g., access to health services (including treatment, immunizations, detoxification/maintenance, health promotion, referral) Look after
health differently Inside and outside? Health eating/diet Exercise Family relationships

9. What are the frustrations of working as a nurse in prison?

10. What are the barriers to providing a good service?

11. What improvements could be made?

12. What is satisfying about working as a nurse in prison?

13. What works well?

14. What do you do well in this prison?

Focus group interviews lasted between one and one and a half hours, and most individual interviews with healthcare managers lasted just over an
hour. These were audiotaped and transcribed verbatim. The four-person multidisciplinary research team worked in pairs to facilitate the focus
groups and interview the nurse leads. The data were collected in the prison healthcare centres.

Thematic analysis was undertaken using the analytical framework developed by Ritchie and Spencer (1994). Atlas.ti software was used to assist
with coding and sorting of the data. Data analysis was conducted in four key stages: identifying initial concepts, coding the data, sorting the data by
theme and developing a theoretical framework. The four researchers worked as a group rather than as four individuals to develop and test the
codes and identify the emerging themes. This group researcher process enhanced the credibility of the themes generated, as individual
interpretations were modified by a consensus process. The dependability of the resulting group interpretation was supported through discussion in
steering group meetings. Data from the focus groups and interviews were analysed the same way.
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Study (ref id)

Themes with
findings

Limitations and
applicability of
evidence

Study (ref id)
Aim
Population

Setting

Study design

Methods and
analysis

Powell 2010°**

Meeting the needs of individuals

e Nurse led clinics —in a category A prison a diabetes nurse specialist had to conduct his clinic by visiting individuals in their cells because it was too
complicated and time-consuming to take prisoners to a centralised clinic

e Referral - Participants described lack of prison officers to escort to appointments as a barrier to attending secondary care referral: “if the officers
aren’t there to do it, we can’t do it” (Healthcare Manager, category B prison). Participants noted that emergency referrals were not as severely
affected: “emergency care is probably the easiest, because the prison has to find staff — there’s no option.” (healthcare manager)

e Mental health - Participants noted that much of mental healthcare could be managed by primary healthcare: “[GPs] just refer them straight to
the mental health team...we need to stop this... a lot of the neurotic illnesses don’t really need a psychiatrist’s input.” (Healthcare Manager,
category B prison). Some participants thought that this was due to the underdevelopment of primary care services

Custody versus care

e Nurses noted they sometimes they were required to undertake security duties: “And we’ve started a vaccination clinic which the nurse is
working independently on her own, but she’s actually running and fetching the prisoners so that they can get their vaccinations. So it’s actually
taking longer to do that job, and it’s taking them away from the job. It’s wasting our time.” (Nurse, focus group participant, category B prison)

e Serious limitations: data not rich
e Very applicable

Ricketts 2007°%°

To explore the impact of prison mental health in-reach teams
n=62 (6 in-reach team manager, 20 in-reach team member, 15 healthcare staff, 2 prison governor, 19 discipline staff)

6 prisons: remand, sentenced, female, open, young offenders and high secure
UK

Semi-structured interviews and focus groups

This study formed part of a larger national study evaluating the implementation of mental health in-reach teams.

Interviews lasted approximately 60 minutes. Focus groups were conducted with 17 discipline staff and lasted 60-90 minutes. Interviews and focus
groups were structured around the same themes. All sessions were audiotaped, transcribed and analysed using QSR NUD*IST 4. A constant
comparative method was used to analyse data from each case, using the aims-processes-effects framework to organise the data for each site. To
enhance validity 2 analysts shared the analytic task, independently analysing data from the first 2 study sites, before merging the product of the
analysis. Following analysis from 3 cases, cross-case analysis commenced. This involved the comparison of frameworks and the development of
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Study (ref id)

Themes with
findings

Limitations and
applicability of
evidence

Study (ref id)

Aim

Population
Setting
Study design

Methods and
analysis

Ricketts 2007°%°

categories with dimensional range in order to construct a framework of processes and relationships associated with particular outcomes. This
framework was then tested and revised using data from the remaining 3 study sites. This process involved analysts using the developed sub-
categories as the basis for analysis of data from the latter 3 case study sites and then revising the framework so that it could account for all of the
data.

e “There’s great animosity between the mm some of er, the [private prison] staff and the in-reach team | think it’s probably a new service, always
arouses suspicion? I’'m not really sure whether their animosity is with us of with the primary care trust”

e Participants emphasised the importance of relationship building to the development of a team: “it’s been a long process really built on sort of
relationships that we formed here and the experience of the kind of people that are here and how we work with them and they’ve been
developed over time...” (in-reach team leader)

e Person-to-person relationships were seen as crucial in making referrals more likely to come through and were reported as being valued by prison
staff: “I think it’s a good relationship with [NAME], it’s wonderful we can just pick up the phone and say ‘I've got his er...” you know there’s no big
paperwork thing going on and so it makes it easier for us and | quite like that” (prison officer)

e The building up of networks was seen as particularly important although all teams were not equally successful: “there’s been an awful lot of
resistance and barriers... so one of the greatest challenges has been networking but the one of the greatest accomplishments has been
establishing a place within both prisons we work in and being able to work effectively with a lot of our colleagues” (in-reach team member social
worker)

o No serious limitations: unclear aims of study; role of the researcher not clearly described

e Very applicable

Wright 2014

To explore the links between social and structural aspects of the penal setting, the provision of mental healthcare in prisons, and mental health
work in this environment

n=23 (1 admin staff, 1 clinical psychologist, 1 dual trained nurse, 1 GP, 2 psychiatrist, 8 RGN, 7 RMN, 2 service manager)
3 HMPS sites, UK
semi-structured interviews

The analysis is drawn from a larger piece of work which evaluated the mental health commissioning and providing arrangements within three male
HMPS establishments.

The study team was based at the Centre for Health and Justice at the Institute of Mental Health and included a mental health nurse, sociologist
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Study (ref id)

Wright 2014

and a specialist in secure services provision.

Participants were recruited from primary and secondary healthcare services. They included both mental health specialist staff, for example
Registered Mental Health Nurses (RMNs), Clinical Psychologists and Psychiatrists, as well as non-specialist staff such as Registered General Nurses
(RGNs) and General Practitioners (GPs).

The overall study was commissioned by a NHS Primary Care Trust and recruitment occurred via healthcare service leads and managers. These
individuals informed their staff about the aims of the study and what their involvement would entail. Participant Information Sheets and Consent
Forms were given to all those involved and individuals were reminded that they could withdraw their consent at any time. They were also
informed that the interviews were being audio recorded but they could request for this to stop should they wish to do so. A semi-structured
interview schedule was developed — with themes identified from the literature and relevant policy documents. Table 2 summarises the key topics
included. Prompts were also used to encourage more detailed responses, where necessary. Interviews were completed in April 2013 and lasted
between 30 and 90 min.

Subject areas used to guide the data collection interviews -
e Services and pathways: Roles and responsibilities in relation to mental health; Inter-agency collaboration.

o Availability and appropriateness: Prescribing practices in relation to mental health medication; Recruitment and retention of mental health staff.

e Communication and data sharing: Governance and sharing of mental health information; Workplace relations between different personnel; the
mental health knowledge of custody staff.

e Guidance and recommendations: Identification and screening; the in-reach focus on severe and enduring mental health problems;
Implementation of the Care Programme Approach (CPA); Service user groups whose needs are not met.

e Resources and provision: Adequacy of resourcing for mental health care; Resourcing and the ability to plan care in the short, medium and long
term.

The audio files were transcribed verbatim and thematic analysis was conducted on the data. This involved a detailed reading and preliminary
coding of the transcripts. These initial codes were then extrapolated and combined to produce overarching themes. The themes explaining the
data were based on the aims of the study. The first two authors independently analysed the data before discussing their coding with each other.
Good agreement was found between the identified concepts and themes.
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Wright 2014

Desire and practicalities of doing mental health work

e mental healthcare in prisons can be conducted by those who are not primary experts in the field (e.g. at the reception screening stage by RGNs).

e Participants, in particular primary health staff, reported feeling that they were ‘picking up after mental health’: “I feel like I've moaned massively
but that’s because there is a bit of an issue in here regarding how much we do for everybody else | guess” (P0O01)

e primary care staff stated that it was not a lack of desire to do mental health work which was difficult for them, but a concern about operating
outside their sphere of practice with little supervision. Many primary care staff stated that they would be willing to complete training to become
dual registered nurses in both adult general and mental healthcare: “Yeah we are not mentally health trained, | would like to be dual trained,
and | think it would be really beneficial, but they are not going to train me to do that. So we just kind of have to keep asking questions — Is this
the right thing to do? Am | approaching this the right way?” (P001).

e fragmentation in commissioning and provision can lead to a lack of clarity and/or competition regarding roles and responsibilities for staff (e.g.
the gap between primary and secondary mental healthcare)

e communication in relation to mental health work is often dependent on informal social networks — rather than, or in addition to, the official
written records.

e interviewees identified structural and political divisions and gaps between the various health and prison services in relation to mental
healthcare: “The inter-play between provider organisations is not always seamless” (P010).

Disagreements between services about who should see a particular prisoner for their mental health needs and at what point in the care process
were felt to hinder early intervention for the individuals benefit. An often cited example was the referral route to secondary services. In-reach
staff described being approached directly by prison officers and prisoners for help rather than contacting primary care first: “Sometimes there
maybe needs to be some clearer, erm, what’s the word I’'m looking for, direction for the [prison] staff about who they’re referring to ... | get an
awful lot of requests ... to in-reach directly from prisoners, ... The minute | walk down a wing | get, ‘l need to be seen by you’, | say, ‘Well it
actually needs to go through, you know, primary first’, with which the prisoner is fine but the [wing] staff seem to be a bit unclear generally ... |
suppose nobody’s really sat them down and explained what the difference is [between primary and secondary] ... When they think of mental
health they directly, especially if something’s going wrong, they directly seem to think of the in-reach team rather than primary, and | think they
struggle to differentiate between the two” (P008).

o In-reach staff described an assumption that they would be involved with all prisoners who self-harmed whether or not they had a mental health
problem. Although policy drivers such as the Care Programme Approach (CPA) were seen to provide a possible structure for interagency
collaboration and joint working, its implementation in practice did not fully support or generate this ideal multi-stakeholder model. The Care
Programme Approach provides a mechanism for delivering and coordinating community services to individuals diagnosed with mental health
problems (DH, 2008). Individuals who require complex, multi-stakeholder care packages from specialist, secondary care services are described as
being “on CPA”. Whereas those who require only short term, single agency or primary mental healthcare are not subject to CPA (DH, 2008).
Prisons are considered to be community settings for mental health services and therefore the principles of CPA apply within this context.

e However, data from this study found that there were contradictory understandings of who should or should not be ‘on CPA’. In addition, the
completion of documentation was occasionally prioritised over and above the actual practical use of CPA as a means of bringing people together
in the spirit of collaborative working.

e Fragmentation and a lack of ownership over mental health work in the prison setting also led to a duplication of provision. One in-reach
CPN stated that she had been unaware that as well as seeing her, a prisoner on her caseload was also seeing a counsellor from the prison
service:
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Study (ref id)

Limitations and
applicability of
evidence

Wright 2014

Prison staff as mental health work allies

e prison healthcare staff suggested that case identification for mental iliness required development. The role of prison wing staff as intentional
observers and gatekeepers to the referral process was highlighted as a potential solution. Prison staff on the wing could usefully be recruited to
play a more active role in case identification and referral.

e However, concern was raised by interviewees about the adequacy of the mental health knowledge held by prison staff in order to accurately
identify and refer prisoners to services. This was particularly the case for those individuals who were quiet on the prison wings and did not
present a management problem or have overt signs of mental illness. “Education for officers regarding mental health issues is inconsistently
provided” (P010).

e Serious limitations data analysis methods not described clearly
e Very applicable
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H.3 Promoting health and wellbeing

H.38

#sB.1.1

Interventions

Hygiene
Study
Study type

Number of studies

(number of participants)

Countries and setting

Duration of study

Stratum

Subgroup analysis within

study
Inclusion criteria

Exclusion criteria

Age, gender and
ethnicity

Further population
details

Extra comments

Indirectness of
population

Interventions

Funding

Cutler 1979
Before and after study
1(n=52)

USA (Nashville) - minimum security
Follow-up 2 months
None

None Applicable

Voluntary self-selection of convenience sample

Unclear exclusion of illegible participants, only example - 'such as denture wearers'. Implication in article that 40 prisoners either stopped
participation or were excluded after preliminary questionnaire

No stated age
Female
USA — no stated ethnicity

None

Literature search indicates that the names of the two indexes used in this study were transposed.

No Indirectness

3 educational workshops run by a dental assistant (n=52) 1 hour per week for three weeks plus a dental kit (brush, floss disclosing tablets
and mirror)

participants were measured pre-education (n=52)
Nashville DAS

$3|qe1 92UBPIAS [BDIUI]D

suoslid ul 9|jdoad jo yijeay |eaisAyd



6€T

9T0T ‘943Ua) 3UI[PIND [euoiieN

20

Study

Risk of Bias
Indirectness of outcome

Protocol outcomes not
reported by the study

Cutler 1979™

Outcome 1: Russell's Oral Hygiene Index
Pre-test: 1.11

Post-test: 1.01

Outcome 2: Green's and Vermillion's Periodontal Index
Pre-test: 0.52

Post-test: 0.85

Very High

No indirectness

patient-reported satisfaction

Uptake of screening programmes.

Mortality.

Health-related quality of life
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AB.1.2 Nutrition
Study Firth 2015
Study type Non randomised controlled trial

Number of studies

(number of participants)

Countries and setting

Duration of study

Stratum

Subgroup analysis within

study
Inclusion criteria
Exclusion criteria

Age, gender and
ethnicity

1(n=63)

USA (Oregon) - minimum and maximum security
Follow-up 1 year
None

None Applicable

Females in prison with a diagnosis of diabetes.
None stated
459+ 11.6

Female
White non-hispanic - 47
Black non-hispanic - 5

Hispanic - 6
American Indian - 3
Asian - 2

Further population None

details
Extra comments

Indirectness of
population

Extra calories could be purchased (an average of 1094 per day). Similar across groups, but on average 172 fewer per day in intervention.

No Indirectness

$3|qe1 92UBPIAS [BDIUI]D
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Interventions Reduced calorie menu that labelled the caloric content and incorporated garden produce into the meals. Daily menu was reduced by an
average 800 calories per day (from 3000 to 2200). Small classes and training opportunities related to nutrition and gardening were offered.

Intervention was in the minimum security prison, control was in the medium security facility.

Women were considered to have received the intervention if they resided in the minimum security facility for at least 90 days after the
reduced calorie menu was implemented.
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Study
Funding

Outcomes

Risk of Bias
Indirectness of outcome

Protocol outcomes not
reported by the study

Firth 2015

Supported by a 3 year Kaiser Permanente Community Benefit Fund grant
Outcome 1: BMI

Intervention: 31.3+4.3

Control: 34.5+ 7.7

Post-test: 1.01

Very High

No indirectness

patient-reported satisfaction
Uptake of screening programmes.
Mortality.

Health-related quality of life
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A3.1.3

Physical activity
Study
Study type

Number of studies
(number of participants)

Countries and setting
Duration of study
Stratum

Subgroup analysis within
study

Inclusion criteria

Exclusion criteria

Age, gender and
ethnicity

Further population
details

Indirectness of
population

Interventions

Battaglia 2013*
RCT
75

Maximum security prison, Italy
9 months
None reported

None reported

More than 1 year detention and age < 50 years (to allow for random assignment to high intensity protocol).

Subjects with severe orthopaedic, cardiovascular or respiratory conditions that would preclude participation in an exercise programme, or
those with a medical condition listed in the American College of Sports Medicine absolute exercise contraindications.

Men

CRT n = 25; mean age 30.9 + 8.9 years

HIST n =25; mean age 33.9 + 6.8 years

Control n = 25; mean age 32.9 + 8.39 years

17 subjects dropped out due to voluntary decision (n = 10) or were moved to another prison (n = 7).

Numbers analysed were CRT n = 21, HIST n = 19 and Control n = 18.

To check note that this is in males aged 50 or under. -

Cardiovascular plus resistance training (CRT)
High intensity strength training (HIST)
Control received no treatment

The experimental groups (CRT and HIST) followed nine months of supervised fitness training protocols. For nine months, experimental
groups took part one hour/twice weekly in the assigned training protocols.

CRT: Training session: 10 min of general warm up, 40 min of aerobic exercises (pedalling on a cycle ergometer or running on treadmill for 20
min. at 70% of the age-predicted maximum heart rate reserve (HRR) alternated with resistance strength exercises and 10 min of stretching
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Study Battaglia 2013%*
and muscle relaxing exercises. The duration and intensity of the sessions were gradually increased during the nine month period, up to 45
min of activity at 80% of HRR by the end of the training programme. Resistance training included exercises that engaged the major muscle
groups (chest press, leg curl, leg press, leg calf rice, abdominal crunch, low back extension, arm curl, arm extension, and lateral pull down).
In the initial protocol subjects performed three sets with a resistance that allowed 12-15 repetitions (12—15 repetition maximum-RM) with
90 s rest.

HIST: Training session: 10 min of moderate bike warm up, 40 min of anaerobic exercises alternated by maximal strength exercises and
active recovery, and 10 min of cool down with relaxing exercises. The anaerobic training consisted of three sets of sprint training at 90% of
the age-predicted maximum HRR, with 2 min. rest, and 30 s max effort sprint on bike alternated with 3 min of easy pedalling. The duration
and intensity of the sessions were gradually increased during the nine month-period, up to five sets of sprint training at 95% of the age-
predicted maximum HRR, with 2 min. rest, and 40 s max effort sprint on bike alternated with 2 min of easy pedalling. Intensive strength
training included exercises engaging the major muscle groups with a resistance that allowed 4-6 repetitions (6—8 repetition maximum RM)
of triceps bench dips, hip lifts, prone planks (30 s hold), standing biceps curl, dumbbell (DB) squats, DB press, DB pullover, push-ups
standing DB lateral raise, DB split squat right and left leg, abdominal crunch. Concentric, Eccentric and Isometric muscle contractions were
performed. Successively the resistance used has been individually adjusted to allow the completion of 1-6 repetitions (1-6 repetition
maximum RM).

During the experimental period, control subjects performed their habitual activities, receiving no physical activity treatment.

Funding None stated

RESULTS (AVAILABLE CASE ANALYSIS) AND RISK OF BIAS FOR COMPARISON: Cardiovascular plus resistence training (CRT) versus usual care, High intensity strength
training (HIST) versus usual care

Outcome 1 Mean Body Mass index (BMI) Kg/m2

CRT pre-test, 29.6 (SD 4.1), post-test, 28 (SD 3.5)
HIST pre-test 27.8 (SD 3.8), post-test 27.5 (SD 2.6)
Control pre-test 28.3 (SD 2.7), post-test 28.7 (SD 2.7)

Outcome 2 Systolic blood pressure (mmHg)

CRT pre-test 124.7 (SD 8.1), post-test 113 (SD 11.9)
HIST pre-test 121.0 (SD 8.9), post-test 119.3 (SD 11)
Control pre-test 68.5 (SD 9.0), post-test 71.9 (SD 7.5)

S3|ge)} 92UBPIAS |BIIUID

suoslid ul 9|jdoad jo yijeay |eaisAyd



144"

9T0C ‘©43Ud) dul|apInY |euolieN

24

Study Battaglia 2013*

Outcome 3 Diastolic blood pressure (mmHg)

CRT pre-test 73.3 (SD 7.0), post-test 67.3 (SD 7.0)
HIST pre-test 74.0 (SD 5.1), post-test 70.0 (SD 4.1)
Control pre-test 68.5 (SD 68.5), post-test 71.9 (SD 7.5)

Outcome 4 Coronary heart disease risk index (calculated from ratio = total cholesterol/high density lipoprotein)
CRT pre-test 4.6 (SD 1.8)), post-test 3.8 (SD 1.1)

HIST pre-test 5.0 (SD 2.6), post-test 4.3 (SD 1.8)

Control pre-test 4.7 (SD 1.9), post-test 4.4 (SD 1.8)

Risk of bias: Very high; Indirectness of outcome: No indirectness
Note that change scores have not been used and that there is some variation in baseline outcomes.

Protocol outcomes not Uptake of screening programmes.
reported by the study Morbidity.
Mortality.

Health-related quality of life

Study Cashin 2008%

Study type RCT

Number of studies 20

(number of participants)

Countries and setting Correctional facility, Australia
Duration of study 12 weeks

Stratum None reported

Subgroup analysis within  None reported
study

Inclusion criteria Male inmates that had a chronic illness, two or more risk factors for developing a chronic illness or who were over the age of 40 years.
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Study

Exclusion criteria

Age, gender and
ethnicity

Indirectness of
population

Interventions

Funding

Cashin 2008°’

The first 20 recruited volunteers were recruited into the study and were randomly assigned to an exercise or waitlist.
None stated.

Male

Age, intervention = 48.2, control 53.9
Diastolic blood pressure, intervention 79.10 mmHg (SD 9.51), control 90.64 (SD 8.79) - paper explains that this may be due to the control
group having 3 people with a primary diagnosis of hypertension, compared to intervention group having none.

Male inmates with chronic illness, two risk factors for chronic illness or aged over 40 years.

Exercise - 12 weeks of structured exercise facilitated by the Department of Correctional Services Activities Officer and lead by the inmate
peer leaders. This included cardiorespiratory endurance, strength and flexibility training. The programme was group based, although each
individual participant received a tailored fitness plan. The plan included the approach to alternating aerobics and resistance training to
facilitate physiological adaptation before moving to a mixed training session. The programme used stationary bikes, an outdoor training
area and training machines with fixed plates.

Control - continued usual exercise regimes and had the opportunity to participate in the exercise programme in the following cycle.

None stated

RESULTS (AVAILABLE CASE ANALYSIS) AND RISK OF BIAS FOR COMPARISON: Structured exercise versus usual care

Outcome 1 Resting heart rate
Mean difference -19.844 (std error difference, 6.235)

Outcome 2 Resting systolic blood pressure
Mean difference -2.556 (std error difference, 6.207)

Outcome 3 Resting diastolic blood pressure
Mean difference -9.289 (std error difference, 3.878)

Outcome 4 Body mass index
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Study

Cashin 2008°’

Mean difference -1.6622 (std error difference, 2.4305)

Risk of bias: Very high; Indirectness of outcome: No indirectness

Attrition - 5 from intervention and 2 from control group dropped out of the study before follow up, therefore no post programme results could be measured for 7/20

participants.

Protocol outcomes not
reported by the study

Study
Study type

Number of studies
(number of participants)

Countries and setting
Duration of study
Stratum

Subgroup analysis within
study

Inclusion criteria

Exclusion criteria

Age, gender and
ethnicity

Uptake of screening programmes.
Morbidity.

Mortality.

Health-related quality of life

Martin 2013”7%

Observational (before and after)
16

Medium security correctional centre, Canada
6 weeks
None stated

None stated

Inmate research team invited all incarcerated women through word of mouth and posters in all living units to an introductory seminar and
then invited them to sign up to the study. All participants were interviewed by the project coordinator to ensure their safety for
commencing the personal fitness component.

None stated

Women
N = 28 completed assessment and body measures
N = 16 completed programme (fitness programme and feedback questionnaire)

Age:18-29n=6,30-39n=6,40+n=4
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Study Martin 2013

Further population None

details

Indirectness of No indirectness

population

Interventions A member of the participatory research team and a certified instructor of health and fitness led the project as project coordinator.

Intervention included a nutritional component. Participants given the Canadian Good Food Guide and a personalised food chart that
enabled them to self-monitor their progress in eating behaviour for 6 weeks.

This paper focuses on the exercise component. Interested women attended a general gym facility orientation, during which proper use and
maintenance of the fitness equipment was demonstrated. All participants were offered the option of exercising in a group circuit classes or
of developing an individual exercise programme. Group exercise classes included a group cardio warm up; circuit stations integrating
equipment, free weights and free standing movements that targeted core, strength, balance and agility; cardio intervals; group cool-down
and flexibility. The circuit stations and aerobic routine were altered every two weeks and group circuit sessions were held twice a day.
Participants were given an exercise programme card to assist in tracking their progress in cardio, strength and flexibility measures. The card
and complementary training enabled participants to practice personal healthy goal setting, follow through with personal commitments, and
to establish healthy habits and routines.

Funding Grant from BC Medical Services Foundation of the Vancouver Foundation and collaborative funding support from the Fraser Health
Authority, Women’s Health Research Institute and BC Women'’s Hospital.

RESULTS (AVAILABLE CASE ANALYSIS) AND RISK OF BIAS FOR COMPARISON: Exercise and nutrition versus usual care

Outcome 1 BMI (n = 15 - reports that there is missing data from one person in both “did not complete programme” and “completed programme”
Pre-programme: mean 27.00, SD 4.78. Post programme: mean 26.27,SD 4.11

Risk of bias: Very high; Indirectness of outcome: Noted that this intervention also includes a nutrition component.

Protocol outcomes not Uptake of screening programmes.
reported by the study Morbidity.
Mortality.

Health-related quality of life
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B63.1.4

Sexual health
Study
Study type

Number of studies

(number of participants)

Countries and setting

Duration of study

Stratum

Subgroup analysis within

study
Inclusion criteria
Exclusion criteria

Age, gender and
ethnicity

Further population
details

Extra comments

Indirectness of
population

Interventions

Funding

Bryan 2006°°
Multisite Before and After
1(n=192)

USA (Connecticut) - five level 2, three level 3 and six level 4 facilities
Follow-up 6 weeks
None

None Applicable

Voluntary self-selection - programme was compulsory in 2 minimum security prisons but filling in of evaluation form was not
Not stated

Mean - 30.4; range - 17-60

90% male

African American - 40%

Hispanic - 28%

Caucasian - 22%

Native American - 1%

Mixed race - 7%

Other - 3%

None

None

Range of population slightly under 18 - not downgraded

"Beyond Fear" programme (n=196) - structured groups (median size 6) for a weekly 90 minute session during a 6 week period. Group
sessions lead by certified HIV/AIDS educator. Participants practiced skills in role-plays and simulated situational exercises while receiving
coaching and feedback from the facilitators and other members

participants were measured pre-education (n=196)

Community partners in action
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Study

Outcome 1: Knowledge

Bryan 2006°°

pre-test (n=196): 10.71 (1.64)
post-test (n=196): 9.48 (2.03)

Risk of Bias
Indirectness of outcome

Protocol outcomes not
reported by the study

Study (preceding
papers)
Study type

Number of studies
(number of participants)

Countries and setting

Duration of study

Stratum

Subgroup analysis within
study

Inclusion criteria

Exclusion criteria

Very High
Surrogate outcome - knowledge

Decrease in STD diagnosis from in-prison

Accessing barrier methods and sexual health clinics
Uptake of screening programmes.

Morbidity.

Mortality.

Health-related quality of life

Butler 2013°%* (Butler 2010%, Butler 2013%)
Cohort
1 (n =2018)

Australia - New South Wales (23 prisons) and Queensland (11 prisons)

Condom dispensing machines were introduced to New South Wales prisons in 1996. Data collection was between 09/2006 - 12/2006 in
New South Wales and between 09/2007 - 06/2008 in Queensland

None

None Applicable

Male prisoners randomly selected to target sample size greater than 13% per prison in New South Wales and 18% in Queensland.
Supplementary randomisation was undertaken to replace excluded participants or refusals

Excluded participants for inmates who did not speak sufficient English, those with profound intellectual disabilities, inmates who were
acutely mentally ill, inmates who in the opinion of custodial officers could not safely be moved to the interview area, inmates who were
unavailable because they were being transferred between prisons, were in court or hospital, or who could not be released from their work,
those who refused to provide written consent, those who had previously been selected for interview at another prison.
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Further population
details

Extra comments

Indirectness of
population

Interventions

Butler 2013°%* (Butler 2010%, Butler 2013%)

New South Wales: median - 33 (19-76)
Queensland: median - 31.5 (18-78)
male

New South Wales:

Australia: 78.8%

Oceania: 5.7%

Asia: 5.7%

Europe: 4.3%

Middle East: 3.2%

Americas: 1.4%

Africa: 0.8%

Queensland:
Australia: 87.6%
Oceania: 6.3%

Asia: 1.8%

Europe: 2.9%
Middle East: 0.1%
North America: 0.3%
South America: 0.1%
Africa: 0.9%

18.3% of New South Wales and 25.6% of Queensland prisoners identified themselves as Aboriginal and/or Torres Strait Islander background

Methodology and baselines presented in two preceding articles: Butler 2010% and Butler 2013%°

Missing data for outcome 1: Ever used a condom for anal sex with another prison inmate (if had sex in prison)
New South Wales: 24.3% and Queensland 18.8%

No Indirectness

New South Wales prisoners (n=1118) who had access to condom dispensing machines which dispensed condom kits - each containing one
condom, a sachet of lubricant, information on the correct use of condoms and a plastic zip-lock bag

Queensland prisoners (n=900) who had no "readily available" access to condoms
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Study (preceding
papers)
Funding

Risk of Bias
Indirectness of outcome

Protocol outcomes not
reported by the study

Study
Study type

Number of studies
(number of participants)

Countries and setting
Duration of study
Stratum

Subgroup analysis within
study

Inclusion criteria
Exclusion criteria

Age, gender and

Butler 2013°%* (Butler 2010%, Butler 2013%)
National Health and Medicine council grant number 350860

Outcome 1: Ever used a condom for anal sex with another prison inmate (if had sex in prison)
Queensland — no "readily available" access to condoms (n=32): 3.1% (18.8% missing)
New South Wales — access to condom dispensers (n=37): 56.8% (24.3% missing)

Outcome 2: Ever used a condom for anal sex with another prison inmate
Queensland — no "readily available" access to condoms (n=900): 0.1% (0.6% missing)
New South Wales — access to condom dispensers (n=1118): 1.88% (0.81% missing)

Very High
No indirectness

Decrease in STD diagnosis from in-prison
Uptake of screening programmes.
Morbidity.

Mortality.

Health-related quality of life

Grinstead 1997%°

Quasi-experimental - natural randomisation
1 (n=2295)

USA (California) State prison
Follow-up 60-90 minutes
None

None Applicable

Male prisoners entering prison - quasi-randomised by alternating weeks of the interventions
Too ill or judged a security risk (25%)
Mean - 32.1
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Study
ethnicity

Further population
details

Extra comments

Indirectness of
population

Interventions

Funding

Grinstead 1997%°

male

Percentage age in control/peer education/professional education
African American - 37.3/35.1/42.9

Hispanic - 15.0/19.2/12.7

Caucasian - 36.4/35.4/36.3

Other - 11.3/10.3/8.1

None

None

No Indirectness

Education by Professional Educator for one 60-90 minute session at entry to prison (n=648). Educator was African-American woman with
bachelor’s degree and four years of HIV and substance abuse education.

Peer education for one 60-90 minute session at entry to prison (n=1169). Peers were HIV+ inmates trained in a four day workshop, mostly
African-American.

normal entry to prison (n=478)
None Stated

Outcome 1: Knowledge

Control (n=478): 7.8

Peer Educator (n=1169): 8.1
Professional Education (n=648): 8.3

Outcome 2: Intention

Control (n=478): 2.28 (0.78)

Peer Educator (n=1169): 2.53 (1.05)
Professional Education (n=648): 2.48 (0.96)

Outcome 3: Uptake of HIV screening
Control (n=478): not offered

Peer Educator (n=1169): 42.5%
Professional Education (n=648): 45%
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Study
Risk of Bias

Indirectness of outcome

Protocol outcomes not
reported by the study

Study
Study type

Number of studies
(number of participants)

Countries and setting
Duration of study
Stratum

Subgroup analysis within
study

Inclusion criteria
Exclusion criteria

Age, gender and
ethnicity

Further population
details

Extra comments

Indirectness of

Grinstead 1997%°

Very High

Surrogate outcome - knowledge
surrogate outcome - intention

Decrease in STD diagnosis from in-prison

Accessing barrier methods and sexual health clinics
Morbidity.

Mortality.

Health-related quality of life

Lawrence 1997

Before and After
1 (n=90)

USA (southern urban jail)
Follow-up 6 weeks
None

None applicable

Randomised to two professionally led intervention groups - Selection of initial sample not stated
Not stated

Mean - 31.61; SD - 7.7; range - 17-53
female

African American - 80.7%

Caucasian - 19.3%

None

None

Range of population slightly under 18 - not downgraded
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Study
population

Interventions

Funding

Risk of Bias
Indirectness of outcome

Protocol outcomes not
reported by the study

Study
Study type

Number of studies

Lawrence 1997

Two Education interventions 'Social cognitive theory' (SCT) or 'gender and power' (TGP). In total n=90. Group sessions met once a week for
6 weeks and lasted 90 minutes per session. These were led by same gender facilitators experience in providing interventions for low-
income minority women.

Pre-intervention self-administered measures packet (n=90)

National Institute on Child Health and Human Development; National Institute of Mental Health
Outcome 1: Knowledge

Pre-test TGP (n=45): 21.0 (3.9)

Post-test TGP (n=45): 22.2 (2.9)

Pre-test SCT (n=45): 20.7 (4.3)

Post-test SCT (n=45): 21.4 (3.9)

Outcome 2: Intention

Pre-test TGP (n=45): 4.2 (1.4)

Post-test TGP (n=45): 4.6 (0.9)

Pre-test SCT (n=45): 4.5 (1.0)

Post-test SCT (n=45): 4.8 (0.8)

Very high

Surrogate outcome - knowledge
Decrease in STD diagnosis from in-prison
Accessing barrier methods and sexual health clinics
Uptake of screening programmes.
Morbidity.

Mortality.

Health-related quality of life

sylla 2010**

Before and after
1 (n=146)
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Study
(number of participants)

Countries and setting
Duration of study
Stratum

Subgroup analysis within
study

Inclusion criteria

Exclusion criteria

Age, gender and
ethnicity

Further population
details

Extra comments

Indirectness of
population

Interventions

Sylla 2010**

USA (San Francisco) County Jail
Follow-up 4 months
None

None Applicable

Voluntary self-inclusion - recruited by announcement of voluntary survey in housing units, during recreation periods and during a
transgender health class.

Not stated

Percentage in pre-test/post-test
18-34 - 35%/19%

35-44 - 34%/38%

>44 - 31%/44%

Male - 88%/88%
Transgender/female/other - 12%/12%

Black - 57%/53%
White - 21%/35%
Hispanic - 12%/0%
Asian - 11%/11%

None

None

No Indirectness

Have had access to condom machine (n=69) for four months, machine dispensed individually wrapped condom:s.
Lower number of Hispanics and young people surveyed post-intervention

Before intervention (n=77) - had access to condoms 1 at a time via 1-to-1 meeting with the Forensic AIDS project (FAP) of the county health
department
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Study
Funding

Risk of Bias
Indirectness of outcome

Protocol outcomes not
reported by the study

Study
Study type

Number of studies
(number of participants)

Countries and setting
Duration of study
Stratum

Subgroup analysis within
study

Sylla 2010**

Centre for AIDS Prevention Studies of the university of California Grant HP08-LA-001

Outcome 1: Ever used a condom for anal sex with another prison inmate (if had sex in prison)
Before Installation of condom dispensing machine (n=3): 33.3% (off graph)
After Installation of condom dispensing machine (n=6): 83.3% (off graph)

Outcome 1: Ever used a condom for anal sex with another prison inmate
Before Installation of condom dispensing machine (n=77): 1.30% (off graph)
After Installation of condom dispensing machine (n=69): 7.25% (off graph)

Outcome 2: Obtained condoms
Before Installation of condom dispensing machine (n=77): 5.20% (off graph)
After Installation of condom dispensing machine (n=69): 24.64% (off graph)

Very High
No Indirectness

Decrease in STD diagnosis from in-prison
Uptake of screening programmes.
Morbidity.

Mortality.

Health-related quality of life

470

Vaz 1996
Before and after
1 (n =300)

Mozambique (Machava prison)
Follow-up after 6 months
None

None Applicable
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Study
Inclusion criteria
Exclusion criteria

Age, gender and
ethnicity

Further population
details

Extra comments

Indirectness of
population

Interventions

Funding

Risk of Bias

Indirectness of outcome

Protocol outcomes not
reported by the study

Vaz 1996""°

Consecutively selected on entry into prison
Excluded if prison term is less than 1 year
Mean - 26; range - 15-70

not stated

Mozambique - not stated

None

GDG downgraded for indirectness of setting (Mozambique)

Range of population significantly under 18

Education by Prisoner-activists (n=300)

3 educational sessions of AIDS and STD run by prisoner-activists - sessions carried out in groups of 30 and lasted 30 min. Also creation of a
theatre group comprised of prisoners lead by a semi-professional drama instructor to put on monthly informative shows pre-intervention
measured on entry to prison

African Groups of Sweden

Outcome 1: Knowledge

pre-test Low education (n=235): 43.98%
post-test Low education (n=235): 83.83%
pre-test High education (n=65): 69.23%
post-test High education (n=65): 93.85%
Very high

Surrogate outcome - knowledge
Decrease in STD diagnosis from in-prison
Accessing barrier methods and sexual health clinics
Uptake of screening programmes.
Morbidity.

Mortality.

Health-related quality of life
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B3.1.5

Smoking cessation
Study
Study type

Number of studies
(number of participants)

Countries and setting
Duration of study
Stratum

Subgroup analysis within
study

Inclusion criteria

Exclusion criteria

Age, gender and
ethnicity

Further population
details

Indirectness of
population

Interventions

Cropsey 2008

RCT (crossover - 6 month waitlist control group who crossed over to the active intervention after 6 months)

250 - intervention 289 - control (360 randomised to: Intervention started immediately n = 71, waitlist control group started intervention
after 6 months n = 179, intervention group never started intervention n = 11, waitlist control never started intervention n = 99).

116 - completed intervention

134 - did not complete intervention (115 not interested, 19 transferred/segregated)

State prison, USA

6 months

None reported

None reported

Adult smokers who smoked at least 5 cigarettes a day, interest in smoking cessation treatment, ability to participate in group
psychotherapy, no contraindications for nicotine replacement (e.g. not within 6 months after myocardial infarction), housed in general
population (e.g. not in segregated housing or in acute mental health wing), and with at least 1 year left to serve.

Not stated.

Women

Mean age 33.8 (SD = 9.0 years)

41% completed high school or had a graduate equivalency degree, and 32% had a greater than a high school education.
67% reported history of treatment for mental illness and 58%, substance abuse.

Participants attended a mean of 6.7 (SD = 3.1) of 10 group sessions
43.3% (SD = 33.7%) of all possible doses of nicotine replacement were used (low compliance to medication)

Note that the population is women only.

Behavioural intervention based on mood management training to prevent smoking relapse. 10 session group intervention was modified for
delivery in prison and include examples of smoking triggers encountered in prison and coping strategies that were feasible and appropriate
for that environment. Intervention delivered over 10 weeks with 1 session per week. All participants received NicoDerm CQ nicotine
replacement patches (GSK, England) starting in week 3 of the intervention, following the manufacturer’s suggested dosing. Side effects
were assessed and patches were distributed at weekly group sessions. Participants were asked to make a quit attempt between weeks 3
and 4, immediately after receiving their first supply if nicotine replacement patches.
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Wait list control group completed a baseline assessment and follow-up assessment at 10 weeks, 3 months and 6 months and then crossed
over to intervention group. Waitlist participants were not given instructions or advice to quit or reduce smoking.

Participants who withdrew from the intervention were coded as smoking. Participants who were transferred to another facility or were
released after the intervention ended (n = 42) had their last assessment (n = 6 abstinent and n = 36 smoking) carried forward for
subsequent follow-up points. All other participants with missing data (e.g. return to court, segregation) during follow-up were coded as
smoking.

Funding National Institute on Drug Abuse of the National Institutes of Health. Product support provided by GSK.

RESULTS (INTENTION TO TREAT ANALYSIS) AND RISK OF BIAS FOR COMPARISON: Behavioural intervention plus nicotine patch versus usual care in women prisoners

Outcome 1 Smoking status (abstinent or smoking, abstinent defined as self-reported continuous abstinence for the previous week confirmed by CO exhalation of 2ppm
or less)

Intervention: 18.4% at end of treatment (10 weeks), 16.8% at 3-month follow up and 14% at 6 months.

Control: 1% (estimated off graph) at end of treatment (10 weeks), 2.5% (estimated off graph) at 3-month follow up, 2.8% at 6 month follow up
Risk of bias: Very high; Indirectness of outcome: No indirectness

Outcome 2 number of sessions attended (intervention group) n = 250
End of treatment, abstinent 8.9 (SD 1.5) smoking 6.2 (3.1)
6 month follow up, abstinent 7.9 (SD 2.6) smoking 6.5 (3.1)

Risk of bias: Very high; Indirectness of outcome: No indirectness

Outcome 3 medication compliance(intervention group) n = 250
End of treatment, abstinent 60.9 (SD 29.0) smoking 39.3 (33.5)

6 month follow up, abstinent 48.3 (SD 30.4) smoking 42.5 (34.2)

Protocol outcomes not Uptake of screening programmes.
reported by the study Morbidity.
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Study

Study
Study type

Number of studies
(number of participants)

Countries and setting
Duration of study
Stratum

Subgroup analysis within
study

Inclusion criteria

Exclusion criteria
Age, gender and
ethnicity

Further population
details

Indirectness of
population

Interventions

Cropsey 2008
Mortality.
Health-related quality of life

Jalali 2015°*

RCT
213

Mashhad Central Prison, Iran
1 year (90 day follow-up)
None reported

None reported

347 male inmates voluntarily applied for service in this clinic, and 253 of them were eligible for the intervention based on the following
criteria:

1. Imprisoned for more than six months

2. Smoke more than 10 cigarettes per day and express an intention or motivation to quit
3. Scheduled to be imprisoned for another six months to enable follow-up

4. No use of other drugs for mental or physical issues.

None

Men

Average age = 37.59 £ 8.76.

Mean duration of imprisonment = 3.3 +/- 1.0 years, and 38% of the prisoners were imprisoned for the first time.
Note men only

The participants completed a baseline assessment that consisted of demographic information, smoking history, nicotine dependency, and
the concentration of CO in expired air measured by Bedfont Micro-Smokerlyzer (Bedfont Scientific, Ltd., UK). The degree of nicotine
dependency was assessed by Fagerstrom’s test (Fagerstrom & Schneider, 1989). According to the answers each smoker provided for the
questions, a certain score was obtained that varied from 0 to 10 points. The extent of the dependency was considered to be low when the
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Study Jalali 2015°%

score was in the range of 0 to 3 points; moderate dependency was from 4 to 6 points; and high dependency was 7 or more points. The
members of the control group were not instructed or advised to quit smoking or to reduce the frequency of smoking. All of the prisoners
who were in the MI and MI-NRT groups received five, 30-minute, face-to-face counselling sessions every week that were designed to
enhance their motivation to quit smoking and help them develop the skills required to do so. Each participant in the MI with NRT group
received NRT doses based on their smoking level at the time. The participants used one 2-mg piece of gum for every cigarette they smoked
during the day. They were encouraged to use NRT for five weeks to minimize their nicotine-withdrawal symptoms.

Funding None stated

RESULTS (NUMBERS REPORTED) AND RISK OF BIAS FOR COMPARISON: Behavioural intervention versus usual care in male prisoners

CO concentrations in their expired air during each visit. The Bedfont Micro-Smokerlyzer was used for this purpose, and it was adjusted and calibrated by the
manufacturer. Concentrations of >10 ppm of CO indicated that the participants were smokers; 6-10 ppm indicated sporadic smokers, and < 6 ppm indicated non-
smokers (9). Smoking statuses were assessed when the intervention was completes and at the 90-day follow-up. The assessment consisted of determining the number
of cigarettes smoked per day, the degree of nicotine dependency according to Fagerstrom’s test, and the CO concentration in the expired air of the participants in the
Ml group, the MI-NRT group, and the control group.

Outcome 1 Mean change in CO oximetry (pre-test and follow-up)

Motivational intervention (M) = 7.8 £ 4.34 SD
Motivational intervention + nicotine replacement therapy (Ml - NRT) Control = 10.87 + 4.53 SD
Control =0.36 £ 2.36 SD

Outcome 1 Mean change in CO oximetry (post-test and follow up)

Motivational intervention (Ml) = 7.81 + 4.8 SD
Motivational intervention + nicotine replacement therapy (Ml - NRT) Control = 11.24 + 3.82 SD
Control =0.37 £ 1.74 SD

Outcome 2 Mean change in cigarettes smoked per day (pre-test and post-test)

Motivational intervention (Ml) = 9.38 + 8.34 SD

Motivational intervention + nicotine replacement therapy (Ml - NRT) Control = 9.81 +5.32 SD
Control = 0.4 + 4.49 SD

Outcome 2 Mean change in cigarettes smoked per day (pre-test and follow-up)
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Study Jalali 2015°%

Motivational intervention (MI) = 5.9 £ 9.57 SD
Motivational intervention + nicotine replacement therapy (Ml - NRT) Control = 10.15 + 3.27 SD
Control = 0.09 + 3.33 SD

Outcome 2 Mean change in cigarettes smoked per day (post-test and follow-up)

Motivational intervention (Ml) = 3.47 + 3.29 SD
Motivational intervention + nicotine replacement therapy (Ml - NRT) Control = 0.33 + 5.68 SD
Control =-0.31 + 4.07 SD

Outcome 3 Mean change in Fagerstrom’s test score (pre-test and post-test)

Motivational intervention (MI) = 2.88 + 2.47 SD
Motivational intervention + nicotine replacement therapy (Ml - NRT) Control = 6.5 + 2.41 SD
Control =0.21 £ 2.09 SD

Outcome 3 Mean change in Fagerstrom’s test score (pre-test and follow-up)

Motivational intervention (MI) = 3.62 + 2.97 SD
Motivational intervention + nicotine replacement therapy (Ml - NRT) Control = 7.81 + 2.6 SD
Control =-0.7 £ 1.61 SD

Outcome 3 Mean change in Fagerstrom’s test score (post-test and follow-up)

Motivational intervention (MI) =0.73 + 1.51 SD
Motivational intervention + nicotine replacement therapy (Ml - NRT) Control =1.31 +1.27 SD
Control =-0.91 + 2.51 SD

Protocol outcomes not Uptake of screening programmes.
reported by the study Morbidity.

Mortality.
Health-related quality of life
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Study
Study type

Number of studies
(number of participants)

Countries and setting
Duration of study
Stratum

Subgroup analysis within
study

Inclusion criteria

Exclusion criteria

Age, gender and
ethnicity

Further population
details

Indirectness of

population

Interventions

Funding

Naik 2014°"°

RCT
600 (300 intervention and 300 control)

Central Jail, Bangalore city, India
6 months
None reported

None reported

Current adult smokers who used any tobacco product either daily or occasionally at the time of the study, convicted male prisoners with at
least 1 year left to serve, and prisoners giving informed consent to quit smoking.

Inmates with acute mental illness (current suicidal ideation/actively psychotic) or mental retardation such that they could not provide
informed consent and medically compromised inmates (like those with respiratory disorders).

Men

Fagerstrom questionnaire was used to determine the level of nicotine addiction. The degree of nicotine dependency was assessed by
Fagerstrom test. Smokerlyser, the micro CO monitor, was used to measure alveolar carbon monoxide in ppm concentrations,

Includes both chewable and smoking tobacco. Participants used both chewable and smoking tobacco. 5.3% chewing tobacco and 2.1%
chewable and smoking tobacco.

Motivational intervention was given for the study group. Topics included introduction to tobacco, prevalence of tobacco use, effects of
tobacco use on general health and dental health, psychosocial factors influencing tobacco use, healthy diet and behavioural intervention
for prevention of tobacco use. Follow-up was done for both study and control groups at the end of the 6 month using the same proforma
and Fagerstrom test and carbon monoxide grade was determined.

None stated

RESULTS (NUMBERS REPORTED) AND RISK OF BIAS FOR COMPARISON: Behavioural intervention versus usual care in male prisoners

Outcome 1 Stopped smoking

Intervention 48/300
Control 6/300
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Study

Naik 2014°"°

Outcome 2 Attempt to quit (yes)

Intervention 235/300
Control 92/300

Outcome 3 Willing to quit (yes)

Intervention 206/300
Control 184/300

Risk of bias: Very high (Unclear method of randomisation and poor description of motivational intervention used.)

Indirectness of outcome: Serious indirectness

Protocol outcomes not
reported by the study

Study
Study type

Number of studies
(number of participants)

Countries and setting
Duration of study
Stratum

Subgroup analysis within
study

Inclusion criteria

Uptake of screening programmes.
Morbidity.

Mortality.

Health-related quality of life

Richmond 2013%*’

RCT

425
Treatment 206 Control 219

Prisons in New South Wales (17) and Queensland (1), Australia
12 months
None reported

None reported

Male prisoners aged over 18 years, incarcerated for 1 or more months, with at least 6 months of current sentence remaining, English
speaking, score of 5 or more on the Fagerstrom Test for Nicotine dependence (FTND - indicating moderate/high nicotine dependence) and
readiness to quit.
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Exclusion criteria

Age, gender and
ethnicity

Indirectness of
population

Interventions

Funding

Richmond 2013%*’

Females, current significant cardiovascular or mental iliness (major depressive disorder, bipolar disorder, threats of suicide or repeated
deliberate self-harm), current use of antidepressant or antipsychotic medication, use of monoamine oxidase inhibitors within 2 weeks,
known allergies to the study drugs or a life-threatening illness.

Men

Treatment - Mean age 32.8 (SD 10.1), Left school with no qualification 43.2%, incarcerated 5+ years at baseline 17%

Control - Mean age 34.1 (SD 10.3), Left school with no qualification 43.8%, incarcerated 5+ years at baseline 19.2%

No indirectness

Intervention: Multicomponent intervention and nortriptyline (NOR, Zyban). The multicomponent intervention consisted of brief cognitive
behavioural therapy (2 face to face sessions lasting 30 minutes delivered by a councillor in weeks 3 and 5 and 6), active transdermal patch
(nicotine replacement therapy, NRT), a booklet to assist prisoners at times of stress, a quit calendar developed by prisoners in the pilot trial
and access to the Quitline telephone counselling service (provided to the community by the NSW Health Department).

Subjects commenced medication 2 weeks prior to their quit date to ensure therapeutic levels of NOR were reached. Subsequent therapy
lasted a further 10 weeks

NOR dosage 25mg/day (one tablet) for 3 days and then 50mg/day (two tablets) for 4 days, then 75mg/day for the remaining 11 weeks.
After this the dose dropped to 50mg/day for 4 days, then 25mg/day for 3 days then discontinued.

Control: Multicomponent intervention and placebo.

NOR and placebo provided in identical tablet form. All medications were dispensed daily by nurses at the prison clinic

National Health and Medical Research Council. NRT patches provided free of charge from GSK.

RESULTS (INTENTION TO TREAT ANALYSIS) AND RISK OF BIAS FOR COMPARISON: Behavioural intervention plus nicotine patch plus nortriptyline (NOR) versus
behavioural intervention plus nicotine patch in male prisoners

Point prevalence abstinence defined as abstinence at 3, 6 and 12 months.

Continuous abstinence defined as abstinence between quit day and a specified follow up point (3, 6 and 12 months)

Smoking reduction based on self-assessment of whether participants had reduced their daily consumption of cigarettes by 50% or greater (including abstinence),

relative to baseline.

Those participants who missed a follow-up assessment were regarded as smokers. At 3, 6 or 12 month, subjects who reported any smoking whatsoever or whose
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expired CO levels were 10 parts per million or over were classified as continuing smokers.

Outcome 1 Continuous abstinence

3 months (383)

Treatment (n =206) 23.8% Control (n = 219) 16.4%
6 months (369)

Treatment (n =206) 17.5% Control (n = 219) 12.3%
12 months (342)

Treatment (n =206) 11.7% Control (n = 219) 11.9%

Outcome 2 Point prevalence

3 months (383)

Treatment (n =206) 27.7% Control (n = 219) 19.6%
6 months (369)

Treatment (n =206) 19.4% Control (n = 219) 14.2%
12 months (342)

Treatment (n =206) 12.1% Control (n = 219) 14.6%

Outcome 3 Smoking reduction of 50% or greater relative to baseline
3 months (383)

Treatment (n =206) 89.9% Control (n = 219) 88.8%

6 months (369)

Treatment (n =206) 81.5% Control (n = 219) 77.4%

12 months (342)

Treatment (n =206) 72.0% Control (n = 219) 77.4%

Follow up assessment completed for intervention arm:
3 months (n = 188, 91%) 6 months (n =179, 87%) 12 months (n = 166, 81%)

Follow up assessment completed for control arm:
3 months (n = 195, 89%) 6 months (n = 190, 87%) 12 months (n = 176, 80%)
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Richmond 2013%*’

Risk of bias: Very high; Indirectness of outcome: No indirectness

Attrition bias - Attrition bias. 40% of intervention arm and 45% of control arm had less than 75% medication adherence.

Protocol outcomes not
reported by the study

H.3&2 Methods of delivery

37 None.

H.38 Who should deliver
Study
Study type

Number of studies
(number of participants)

Countries and setting
Duration of study
Stratum

Subgroup analysis within
study

Inclusion criteria
Exclusion criteria

Age, gender and
ethnicity

Uptake of screening programmes.
Morbidity.

Mortality.

Health-related quality of life

Grinstead 1997%°

Quasi-experimental - natural randomisation
1 (n =2295)

USA (California) State prison
Follow-up 60-90 minutes
None

None Applicable

Male prisoners entering prison - quasi-randomised by alternating weeks of the intervention
Too ill or judged a security risk. 25% overall, not reported by group

Mean age - 32.1

male

Percentage in control/peer education/professional education
African American - 37.3/35.1/42.9

Hispanic - 15.0/19.2/12.7
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Further population
details

Extra comments

Indirectness of
population

Interventions

Funding

Risk of Bias

Indirectness of outcome

Grinstead 1997%°

Caucasian - 36.4/35.4/36.3
Other - 11.3/10.3/8.1

None

None

No Indirectness

Education by Professional Educator for one 60-90 minute session at entry to prison (n=648). Educator was African-American woman with
bachelor’s degree and four years of HIV and substance abuse education.

Peer education for one 60-90 minute session at entry to prison (n=1169). Peers were HIV+ inmates trained in a four day workshop, mostly
African-American.

normal entry to prison (n=478)
None Stated

Outcome 1: Knowledge

Control (n=478): 7.8

Peer Educator (n=1169): 8.1
Professional Education (n=648): 8.3

Outcome 2: Intention

Control (n=478): 2.28 (0.78)

Peer Educator (n=1169): 2.53 (1.05)
Professional Education (n=648): 2.48 (0.96)

Outcome 3: Uptake of HIV screening
Control (n=478): not offered

Peer Educator (n=1169): 42.5%
Professional Education (n=648): 45%

Very High

Surrogate outcome - knowledge
surrogate outcome - intention
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Study Grinstead 1997
Protocol outcomes not Decrease in STD diagnosis from in-prison
reported by the study Accessing contraception and sexual health clinics
Morbidity.
Mortality.

Health-related quality of life

H.393 Barriers and facilitators to health promotion

Study (ref id)
Aim

Population

Setting

Study design and
methodology

Alves 2015°
To investigate the health of detained women and the influence of incarceration from their perspective
n=14

Adults (mean age 39+12.91 years)
Female
In prison

On remand n=6, sentenced n=9
1 women’s prison, Portugal

3 focus groups

the prison director authorised the individual distribution of materials to each inmate that had already participated in the quantitative part of the
study, including: a personal letter explaining the purpose of the qualitative study (goals, methods, terms, dates), a request for their participation,
informed consent form, consent for audio recording. Inmates were to sign the letter and forms if they agreed to participate and allowed an audio
recording of their participation. Participants were instructed to deliver their recruitment materials in a sealed envelope, labelled with participant
number to a prison guard who then delivered them to the researchers, ensuring confidentiality.

Participants were distributed into groups that accounted for the socio-demographic characteristics and legal status of the participants (purposive
sampling). Focus groups took place in a private room of the prison and each group consisted of 4-6 participants. Prison officers were not present
during the focus groups and the room was not monitored by video recording. Focus groups lasted 60-90 minutes. Focus groups were guided by a
semi-structured schedule that was designed to explore women prisoners’ perceptions about their health status and health behaviours prior to
incarceration and the influence of imprisonment on their health:
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Analysis methods

Themes with
findings

Limitations

Applicability of
evidence

Alves 2015°

1. Was being healthy important to you before coming to prison? [when thinking about all the things going on in your life before you came to
prison, would you say being healthy was a concern for you then? What did you do to be healthy?]

2. Was there any impact of imprisonment on your health? [think about when you first came into prison during this instance. On the floor
there are 4 pieces of paper that say “excellent”, “good”, “fair” and “poor”. We would like you to rate your health when you came into
prison and stand by the corresponding piece of paper. Each individual is then asked to explain why they chose the particular rating. The
exercise is then repeated for their current health status]

3. How does prison affect your health? [when thinking about all the things that you currently have or all the things that have happened in

prison, what effects your health? Why?]

Two researchers ran the focus groups and assumed a role of engaging discourse, facilitating the sharing of insight and ensuring that all participants
had the opportunity to speak and provide their view on the topic. The author noted recognising the active role of the researcher in focus groups in
the creation of discussion for specific data collection purposes, and the group interactions as sources of data.

The English translation of the discourse was carried out by the authors with the supervision of a bilingual (Portuguese/English). Later, all the text
was edited by a native English speaker.

Inductive thematic analysis.

The researchers read and reread the text to familiarise themselves with the data. Then an initial coding system was generated, themes were
searched for and themes were named. On going meetings took place with a 2™ researcher who was consulted as an auditor. These meetings
allowed discussion of the analysis and authenticity of specific coded and categories.

Prison environment

Routines of daily life: work in prison was noted to be an obstacle to the maintenance of health behaviours: “l cannot go to the gym
because in the afternoon | work at cleaning, and | have classes in the morning”

Cost of essential goods: unemployed people reported that a lack of money and excessive costs of necessities and good inside prison have
a negative influence on health: “its very expensive... and salaries? | do not even talk about it, then we go to the store and shower gel costs
almost 6 euros... we have to buy the things we need, like toilet paper, cleaners and so on”

Quality of food: quality of food was mentioned to have a significantly negative impact on health. One person with a stomach illness said, “
| should eat a diet without salt, and they give me food that they should not give. The diet here is pork, it is not a diet. The problem here is
the food, the food kills me”. Another person stated. “food is something to forget, because the food is terrible here; we have to be
vegetarian to eat vegetables, | do not think it is part of a good diet”

No limitations

Applicable (Portugal)
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Study (ref id)
Aim

Population

Setting

Study design and
methodology

Condon 2007*
To explore the views of prisoners about health services provided in prisons
n=111

Prisoners

91% male
9% female

18% young offenders (aged 16-20 years)
5% aged over 60 years

12% Black prisoners
3% Asian prisoners

12 prisons, England, UK

Male, Cat A prison, n=1
Male, Cat B prison, n=5
Male, Cat C prison, n=2
Male, Cat D prison, n=1
Women’s prison, n=1
YOlIs n=2

Semi-structured interviews

Recruited by means of a poster, which described the project and invited potential volunteers to complete a reply slip or inform prison staff of their
interest. Exclusion of people for whom participation might present a risk to the physical or mental health of either the individual or the
researchers. Researchers made a random selection of 10 participants from the names provided by each prison.

Each interview was carried out by two members of the multidisciplinary research team. All interviews were conducted in privacy, to the extent that
health or prison staff were not within listening distance of the interview, and took place in a variety of venues from consulting rooms to prisoner’s
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Study (ref id)

Analysis methods

Themes with
findings

Limitations

Applicability of
evidence

Study (ref id)
Aim

Population

Setting

Condon 2007*
cells. Interviews were audiotaped and transcribed verbatim, with the transcripts creating the text for analysis.

Thematic analysis was undertaken using the analytical framework developed by Ritchie and Spencer (1994) and assisted by Atlas.ti software.
Stages of analysis were: identifying initial concepts, coding the data, sorting the data by theme and developing a conceptual framework.

Health promotion

e The study states that although smoking cessation services were available in many prisons, they were sometimes hard to access because of
nursing staff shortages or high demand

Data are not rich

Indirect: included participants under the age of 18 (18% aged 16-20 years)

Condon 2008*°
To explore the views of prisoners of making healthy choices in prison
n=111

Prisoners

91% male
9% female

18% young offenders (aged 16-20 years)
5% aged over 60 years

12% Black prisoners
3% Asian prisoners

12 prisons in England, UK

Male, Cat A prison, n=1
Male, Cat B prison, n=5
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Study design and
methodology

Analysis methods

Themes with
findings

Condon 2008*°

Male, Cat C prison, n=2
Male, Cat D prison, n=1
YOI, n=2

Women’s prison, n=1

1:1 interview

Volunteers were recruited by means of posters advertising the study. Participants were selected randomly from lists of names of those who
volunteered. Prisoners were interviewed individually by pairs of interviewers, and interviews were audiotaped and transcribed. Interviews
explored prisoner’s views on health services.

Data was analysed thematically. Atlas.ti software was used to facilitative process of coding and data handling

Reducing the number of people who smoke

e The study reported that interviewees described long waiting lists to go on smoking cessation courses and that persistence was required to gain a
place

e The study reported that non-smoking prisoners commonly described passive smoking as a problem and that non-smokers were put in cells with
smokers, despite having requested a non-smoking cell

Reducing obesity and improving diet and nutrition
e The study reported that interviewees described a wide disparity between prisons in ease of access to low-fat, high fibre and low sugar foods and

that the majority of interviewees supplemented their diet by buying food from the prison canteen. Unhealthy food such as fizzy drinks, crisps
and chocolate bars were the most common purchases

e “the kitchen man is an empire of his own. Nurse X and Mr Y, the kitchen man, came over to my wing... we had to sit down and talk. All Mr Y said
was, I’'m not going to give anyone skimmed milk, because it is not part of my contract. One. Number Two, he said, it is a struggle for them to give
me two [pieces of] brown bread”

e The study reported that most prisoners considered canteen foods vastly overpriced and that purchasing canteen food had to be balanced against
other purchases, for example phone credit, tobacco
Increasing exercise

e The study reported that access to both exercise and gym facilities could be constrained by the prison environment, particularly in high security
prisons. It was noted that procedures varied for getting access to the gym: some prisoners described scrupulously fair procedures, whilst others,
in all categories of prison, seemed to find themselves the victim of an arbitrary system under which access to the gym was infrequent or non-
existent.

e It was reported that access to the outdoors varied across prisons: in some prisons inmates had the opportunity to walk outside every day; in
other prisons exercise was regularly cancelled.
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Study (ref id)

Limitations

Applicability of
evidence

Study (ref id)
Aim

Population

Condon 2008%°

Improving sexual health

e The study reported that young offenders often found the thought of attending hospital under guard was so humiliating that they deterred from
seeking help for STI symptoms and that they were concerned about being teased about STI medication

e The study reported a frequent lack of confidentiality in providing services: a number of prisoners reported attending appointments at STl clinics
outside the prison, which meant having to be escorted by prison officers, and, in come case, being examined while handcuffed to two officers.
One female prisoner described her relief when the doctor she was consulting for a sexual health condition insisted that the officers waited
outside during the examination

Data are not rich

Indirect: included participants under the age of 18 (18% aged 16-20 years)

Douglas 2009

To explore the views of women prisoners of the impact of imprisonment on their health

1:1 interview n=12
Focus groups n=37

Prisoners, both remand and sentenced, Detained for at least 1 month
Female
Adult

Interviews:

Aged 19-46 years

British, n=11

Irish, n=1

Black (African or African-Caribbean), n=4
White, n=8

Focus groups:
Aged 17-50 years
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Douglas 2009

Young offenders (aged 21 and under), n=11
British African-Caribbean, n=5

Jamaican, n=11

African, n=7

2 closed prisons in England, UK

12 1:1, semi-structured interviews

6 focus groups

Potential participants were identified using the Local Inmate Directory. Eligible women were approached by researchers and provided with a
written information sheet and verbal explanation. Most of those recruited had previously participated in a related questionnaire and were known
to the researchers. Written informed consent was obtained from each woman before the each group/interview.

Groups/interviews were guided by a prepared semi-structured schedule which aimed to explore: women’s perceptions of health and healthiness;
health problems of women in prison; personal health status prior to imprisonment; impact of prison on health; experience of prison healthcare
services; and recommendations for service development. For groups/interviews both researchers were female and no prison or other staff
members were present. Groups ran for 1.5-2 hours, with a refreshment break. Interviews were 30-60 minutes. All discussions were tape recorded
and fully transcribed.

Simple thematic analysis. Coded the recorded speech, categorising and collating major themes and subthemes. Deviant cases were also searched
for. Interpretations were reviewed and discussed, and minor differences in coding were resolved. Interpretation was not verified with the
participants as most had been released or transferred. Interpretations were refined with key professional stakeholders at a feedback meeting.

Disempowerment
e The study reported that prisoners were frustrated that basic self-care equipment and self-medication was denied
e “you can’t even get Ibuprofen... the nurses are going on like its cocaine to you” (focus group)

e “there’s no Derbec or Lyclear. You know, if | was at home and | thought the kids have nits, I'd just give myself a treatment just to make sure that |
didn’t have them” (focus group)

e “you can’t even get Ibuprofen... the nurses are going on like its cocaine to you” (focus group)
Resilience and coping strategies

e The study reported that prison put considerable psychological stress on the female prisons, often accompanied with anxiety and extreme
frustration

Hygiene and cleanliness
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Douglas 2009**®

e Women complained of unclean facilities, and several accounts of vermin infestation were reported... women were disgusted by the evidence of
vermin present in areas where they ate, slept and stored their personal food items. Women also felt that more should be done by the prison
authorities to prevent the spread of infestations

Activity and nutrition

e |t was reported that prisoners often felt compelled to choose between working (which was important in providing much needed money) and
going to the gym

o “if you have to work or take education classes you cannot go to the gym” (focus group)

e The study reported that prisoners felt bored and aimless and that access to activities that may alleviate boredom (for example exercise,
education, work) was limited. In particular it was noted that education become tedious as the curriculum was repeated to accommodate the
high turnover of inmates

e “now it’s boredom, and boredom is where you eat a lot... there’s nothing constructive in prison” (interview)

Research methods not rigorous - self-selected, non-random sample
Data not rich

Indirect — focus group included participants under the age of 18 (aged 17-50 years)
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Harner 2013

To explore barriers to good physical health in incarcerated women
n=65

Prisoners
Female
Adult (aged 23-46)

62% White
Maximum security prison, USA

12 focus groups

Housing units within the prison’s general population were chosen by prison administrators based on unit’s security level and probability of women
being present during the day. Did not have access to higher security units, including mental health unit and restricted housing unit. Prison
administrators announced to the housing unit that health-related focus groups were being conducted and that anyone interested could go to the
dayroom and ask questions. Once women arrived the purpose of the study was described and it was explained that participation was voluntary
and anonymous. No incentives or payment for participation was given.

Focus groups were conducted in English and included 4-6 women. During each focus group women were asked, ‘how has prison affected your
physical health?’. Women were free to discuss any side of prison life they believed to affect their physical health. Open-ended probing questions
were used to facilitate discussion or gain clarity. Focus groups lasted 1.5-2 hours. Notes were taken of prisoner’s responses, audiotaping was not
permitted for security reasons.

Content analysis. Read and reread all focus group data, identified any common broad themes, coding reviewed and discussed, and any
discrepancies were reconciled.

e The study reported that prisoners found the prison environment stressful and often described using cigarettes to deal with the stressors; prison
was described as “the worst place in the world to stop smoking”’

e The study noted that conditions of the institution kitchen and meal preparation was frequently described as “disgusting” and that prisoners gave
accounts of eating undercooked meat and spoiled food and described infestations of insects and other vermin.

e The study reported that prisoners often purchased food from the canteen, whose items are generally nutritionally poor. It was noted that many
prisons felt angry that healthier food options, previously available on the commissary list, were removed: “our diet consists of processed meats,
no fresh vegetables, and low-dairy products with no iron-enhanced food... the diet is poor and there aren’t good items on commissary”

e It was reported that prisoners’ financial resources restricted the purchase of health promoting items, e.g. food from canteen, trainers for
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Harner 2013

exercise: “l am destitute in here and | can’t afford to feed myself from the commissary”

e The study reported that prisoners described few consistent opportunities to be physically active in prison
e “the [physical exercise] classes are always full or during work”

e The study reported that prisoners felt that health care professionals did not take their reports seriously and that they seemed “too busy” or
“didn’t care”

Research methods not rigorous - self-selected, non-random sample
Data collection not rigorous — handwritten notes only

Limited applicability — USA setting

Hatton 2006""*

To explore healthcare from the perspective of incarcerated women
n=78

Inmates (n=60) and former inmates (n=18)
Female
Adults (aged 19-61)

White 39%

African American 25%
Hispanic 19%

Native American 4%
Asian 1%

Days incarcerated mean 69.33 (3-240)
1 county jail, USA
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Hatton 2006""*

Focus groups

Former inmates were recruited from 3 Saturday support group conducted by a faith-based community organisation. Women were eligible if they
had a former history of incarceration. Current inmates were informed about the study and were invited to participate by the staff counsellor. No
women in the facilities’” psychiatric unit were recruited for this project, but inmates residing in all other units were eligible.

Custody staff transported inmates to classrooms within the detention facility for the focus groups. When the women arrived in the classroom, the
focus group moderator (former prisoner) and research assistant introduced themselves. Groups consisted of 8-10 members. Team asked the
following questions: tell us about your health problems; how are these health problems being taken care of; what solutions do you recommend for
making healthcare better for women in jail? All participants received a $20 gift card for a local merchant, which they received after release.
Discussions lasted 45-60 minutes. Sessions were audio taped and transcribed verbatim.

Researchers read all coded data and coded it line by line. A summary of each focus group was developed that included a list of the most salient
codes, and as the data collection progressed, the research developed theoretical memos that analysed the emerging themes across groups. The
researchers collapsed initial codes into larger categories and explored their linkages. On-going meetings allowed for discussion of data collection
and analysis, including consideration and agreement of the authenticity of specific codes and categories. Staff from the community organisation
read all transcriptions and verified major findings. Data collection and analysis proceeded concomitantly. By the last 3 focus groups, data clearly
reached saturation

e The study reported that prisoners tried to help each other with health problems whilst incarcerated. It was recommended that they should
receive training in providing support.

", u

e The study reported that staff had negative attitudes towards prisoners: “they treat most of us like we’re morons”; “they start to make you feel

”, « ”, «u

like you're nuts”; “they are very rude”; “they have attitudes like | don’t give a damn”

e The study reported that prisoners lacked provisions needed in order to maintain good hygiene, e.g. soap, shampoo, sanitary products, cleaning
supplies

e The study reported that the prison facilities were unclean, e.g. pluming that did not work, slugs or worms coming from showers, and dirty,
smelling sink water’. Prisons also suggested that bed linen and towels should be washed more frequently

e The study noted that prisoners felt that their health problems were not private within the prison system

Research methods not rigorous - self-selected, non-random sample

Limited applicability — USA setting
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Lawn 2014>**

To investigate views on smoking ban in forensic psychiatry in-patient facility
n=45

Psychiatric in-patients with stable mental state

Male (93.3%) and female

Adult (age <30, 11.1%; 30-39, 40%; 40-49%, 37.8%; >50, 11.1%)
80% smoked prior to admission

4.4% ex-smokers

Inclusion criteria: stable mental state; ability to speak English
Forensic psychiatry in-patient facility, Australia

Survey, closed-questions

All current patients in facility who fulfilled the inclusion criteria were approached to participate.

Data were entered into and analysed using SPSS v19.

e 85% indicated that it was easier to quit when no one else smoked

Role of researcher and research methods not clearly described
Research methods not rigorous - convenience sampling

Limited applicability — Australian setting

Leob 2007**

To explore health beliefs and concerns of older male inmates
n=51
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Prisoners
Male
Older adults (aged 50 -80; mean 57+6.7 years)

White 56.9%
Incarcerated mean 7.6+7.64 years

Inclusion criteria: aged 50 or older; ability to speak and understand English
Exclusion criteria: life or death sentences

1 minimum security state correctional facility, Pennsylvania, USA

Survey, open-ended questions

Convenience sample. Person at Department of Corrections provided a computer-generated listing of eligible prisoners, from which a corrections
officer in the prison visiting room contacted cell block officers to determine whether selected inmates were available and if so were they willing to
meet with the researcher in the no-contact visiting room to discuss the study.

Survey was read aloud to each participant by the principle investigator or their trained assistant 1:1 in a no contact visiting room. Their responses
were immediately logged onto the questionnaire booklet by the researcher or assistant. Responses to the open ended questions were verified with
the participants during the process of data collection. Questions that were asked included: asking inmates to explain the health changes they had
experience since incarceration; what new health programmes they would like to see offered; asked why they felt either confident or non-confident
of their ability to manage their health both now and upon release; asked about what fears they have with regard to health when they are released
from prison. No participant refused to answer any items (no missing data).

Content validity for the survey was established by an expert panel of 4 university faculty members with either criminal justice or geriatric nursing
experience.

Content analysis. Co-authors met regularly to analyse responses to open-ended questions. Each team member began analysis independently, then
during team meetings individual codes were compared and contrasted to develop a coherent coding scheme. Number of categories/themes were
collapsed and refined by the team in order to reflect the responses. Throughout the process, team members were responsive and considered
carefully if the categorisation scheme held, or conversely, if it was insufficiently supported and needed to be relinquished. After categorisation was
fully developed, transcripts were again analysed by team members for goodness of fit between data and the derived categorisations.
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Leob 2007**

Inmates’ self-efficacy for managing their health during incarceration

e Prisoners reported a lack of responsiveness from prison administration: “I would like to eat healthier, but | can’t even get a salad more than
twice a week”

Inmate recommendations for prison health programmes

e “I would like to see a better selection of food groups for inmates and alternative food groups served, and not have to be medically prescribed to
receive it”

e “more teaching on cholesterol and healthy food groups [would be helpful]”
e “[I would like] exercise programme in the gym that is supervised [and they] weigh you, give advice, and guidance”
Research methods not rigorous - convenience sampling

Limited applicability — USA setting

Loeb 2011**

To identify perceived barriers to the health of older inmates
n=42

Prisoners
Male
Older adults (aged 50-68; mean age 55.8 years)

37.5% Black
45% White
17% mixed race or American Indian

Mean incarceration 12.5+7.39 years

Inclusion criteria: indicated during participation in prior research that they were interested in taking part in focus group discussion about managing
their health in prison; reported 2 or more chronic health conditions; incarcerated for at least the last 5 years; spoke and understood English; had
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Loeb 2011**°

adequate hearing.

Exclusion criteria: prisoners with life or death sentence; had behaviours or security infractions that resulted in them being in restrictive housing or
having other limitations on privileges

2 prisons in Pennsylvania, USA

7 focus groups

Focus group size ranged 6-8 participants in 6 of 7 sessions. One focus group had only one participant despite having two inmates consent to
participate. Focus groups were held in education rooms. Written notes taken by a trained research assistant, audio recording was prohibited. The
discussion questions were as follows:

1. Types of health conditions that you are experiencing and how long you’ve had them

2. How has your health changed during your incarceration? Why do you think your health has changed that way?

3. Can you describe any ways that being in prisoner (or having access to prison resources) has helped you to improve your health?
4. Can you describe any challenges you have faced when trying to improve your health or maintain your health whilst you’ve been in
prison?

5. please explain any things you currently do to try to improve your health

6. how is information important in managing your health?

7. where do you typically get your health information from?

8. are your current sources of health information accurate/up-to-date? Why/why not

9. can you describe any types of health instruction or programs that you have found to be helpful?

10. can you tell us how programs were helpful and/or how they were not helpful?

11. if new health instruction or programs were to be offered, what types of programs do you think would be most helpful to you in
managing and improving your health?

12. of all the things that we have talked about today, what is it that has been most helpful to you in managing your health in prison?

Focus group sessions lasted for approximately 90 minutes each and continued to be scheduled until saturation. Debriefing meetings among
research team were audiotaped immediately after each session to provide insights. All field notes were transcribed verbatim by the research
assistant and their accuracy was verified by a second research assistant.

Transcripts were analysed through content analysis to develop a categorical scheme of the challenges to inmate health management. Each team
member independently completed first-level coding of the transcripts. Individual coded were compared and contrasted in order to develop a
coherent coding scheme. Through team analysis the number of categories was collapsed and category names refined to best reflect what was
reported. After the categorisation was fully developed, the transcripts were again analysed by the team for goodness of fit between the data and
categorisations. All three categories were mutually exclusive with each unit of content assigned to only one category. No negative units of content
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Loeb 2011**°

were discarded in the process

e “everyone just lays around. How can | go to the yard and compete with all those younger guys? Stress levels are high”

e “in this prison, older prisoners take more of a burden from younger prisoners, they look up to older prisoners which puts an extra stress burden
on the older prisoner, there is no support system for the younger prisoners”

e The study reported that prisoners often felt that they lacked the motivation to engage in exercise or to assume responsibility their health

e The study reported that prisoners were often supported by their peers, family and/or friends through the providing of health-related
information

e The study reported that participants described some prison health care professionals as being impatient, unresponsive to inmates’ needs, and
“err[ing] on the side of someone seeking attention as opposed to genuine care and concern”: “I have complaints but they don’t hear all my

”, u

complaints”; “there is impatience, humanity is lacking”
o |t was reported that prisoners came across difficulties in obtaining information from health care professionals (e.g., did not have time to share
information, would not write down information, and lack of literature or hand outs).

e |t was noted that information resources were largely in written form and so were difficult to access for those prisoners who could not read: “if
you can’t educate yourself you are in trouble”

e |t was also noted that prisons were distrusting about available sources of health information, as “information was not up to date”

o The study reported that the prisoners were unsatisfied with the quality of the food: “70% of the foods from the commissary have sodium... the

”, «u ”, «

food there always drives your blood pressure up”; “the food itself coming in is not bad but they cook out the goodness”; “they get fresh fruit and
let it sit so it is no good”

e The study reported that prisoners were concerned about the hygiene of the food preparation and distribution. A representative quote was “they
are pitting and spraying over it [the food] while they are serving it”’

e “smoking should stop, they had non-smoking blocks, having us in with smokers violates our contracts”

e The study reported that prisoners were concerned about the lack of privacy
e “sometimes I’'m uncomfortable talking to the doctor ‘causes there are two corrections officers sitting there”

Research methods not rigorous - self-selected, non-random sample
Data collection not rigorous — handwritten notes only

Limited applicability — USA setting
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MacDonald 2013

To investigate availability of existing health promotion practises
n=223

Male and female prisoners and young offenders
Bulgaria, 3 prisons (5 focus groups n=47)

Czech Republic, 3 prisons (3 focus groups n=34)
England and Wales, 13 YOlIs (4 focus groups n=29)
Estonia, 3 prisons (3 focus groups n=28)
Germany, 4 prisons (2 focus groups n=25)

Latvia, 6 prisons (4 focus groups n=33)

Romania, 6 prisons (3 focus groups n=27)

Focus groups

Different sampling procedures were used in different countries — some chose random sampling and others convenient sampling
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Young prisoner’s concepts of health and wellbeing was explored, data were gathered concerning health promotion needs of young offenders,
issues that have impact on their health whilst in custody, availability of different types/range of health promotion activities and suggestions for
improving health while in prison, opportunities for collaboration with other agencies in promoting health. Focus groups lasted 30-60 minutes.

Analysis methods  Thematic analysis
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MacDonald 2013

Impact of prison health

The study reported that the majority of prisoners from all seven EU countries perceived their health status as deteriorating due to the following:
o stressful environment

e feelings of boredom

e lack of access to frequent showers/baths

o difficulty keeping their cells and themselves clean, as a consequence of different skin diseases which are hard to eradicate and they contaminate
the living space: “if | come in healthy and they put me in rooms with mattresses filled with scabies? Well, how can | protect myself from
scabies?”. Young female prisoners also raised concerns that the quality of hygiene facilities provided by prisons is poor and insufficient

e lack of fresh air in their room and access to the outdoors: “not enough chance to exercise outside”
e no contact or limited contacts with family and friends

e lack of access to regular sport activities: “not enough chance to exercise outside”

e “greasy food”

e Sharing a room with a smoker -young prisoners also spoke about being unable to get used to other inmates’ habits, such as smoking habits: “I am
not a smoker until now I stay in a smokers’ room”

Role of researcher and research design not clearly described
Research methods not rigorous - some countries used convenience sampling
Data collection and analysis methods not clearly described

Limited applicability — variety of European settings
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Makris 2012°%

To investigate what helps prisoners quit smoking
n=204

Prisoners
Male
Adult (mean age 33.6112.5)

Greek 51.5%
Albanian 21.5%
Bulgarian 8.4%

Mean sentence 27.4+36.7 months
77.% convicted

75% first imprisonment

75.5% smokers
7.35% ex-smokers
1 detention centre, Greece

Survey, closed questions

Interview where information was collected using questionnaire, including: whether they want to quit smoking or not; reasons for wanting to quit
or not; previous attempts to quit (inside or outside prison); methods/number of attempts.

Pharmaceutical treatment using varencline (free of charge) and counselling, or counselling alone were offered to prisoners.
SPSS v15 was employed, descriptive statistics were used, X2 independence test and t-test were performed.

Reasons for no intention to quit smoking:

o Lack of freedom and absence of family 90%

e Use of nicotine to reduce stress 55%

e Smoking dependence 35%
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Makris 2012°%

Reasons for failing to quit smoking:

Lack of freedom and absence of family 49.4%

Enforced cohabitation in same cell with other smokers 26.5%

Smoking dependence 7.2%
Use of nicotine to reduce stress 16.9%

Research methodology and data collection methods not clearly described

Limited applicability —Greek setting

374, 375

Pulford 2011 "; Pulford 2013
To explore prisoners’ views on their own health, perceptions of healthcare and health promotion in prison
n=79

Prisoners
Male
Young adults and adults (mean age 33; range 16-68 years)

Aged under 25 years 30%
Aged 25-34 years 32%
Aged 35-44 years 20%
Aged 45 or over 18%

On remand 19%
Short-term sentence 39%
Long-term sentence 42%

Served less than 1 month 12%
Served 1-6 months 41%
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Pulford 2011°”*; Pulford 2013°"

Served 12 months 32%
Previously sentenced 73.4%

76% smokers

11% ex-smokers

13% never smokers

1 closed high security prison, Scotland, UK

Structured interview, open and closed questions

Participants were prisoners attending educational classes, general population prisoners brought from the wings by a custody officer, and
protection prisoners on their weekly visit to the education department. Interviews carried out in education centre by a team of 4 interviewers.
Interviewers worked in pairs with one interviewing and one scribing the prisoner’s responses. The interviews were conducted with prisoners
attending educational classes or activities; general population prisoners brought from wings by a custody officer; and single and double protection
prisoners during their allotted weekly education and library time. 79/100 planned prisoner interviews were conducted dye to the custody and
order requirements of the prisoner regime. Prisoners were offered the opportunity to enter a prize draw to win one of 3 Argos vouchers. All
prisoners were given a toothbrush and toothbrush for participating in the survey.

Answers to open-ended questions were exported to Microsoft Word and are presented thematically or as numbers

Analysis of closed questions was undertaken using SPSS. Answers to open-ended questions were exported to Microsoft Word and presented
thematically.
Views on health and health behaviours

e The study reports that prisons though that opportunities for physical exercise were improved: “couldn’t afford to go to the gym outside but free
access here”;
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Pulford 2011°”*; Pulford 2013°"

Views on health promotion and harm reduction initiatives

e Smoking in cells was a problem for some prisoners : “trying to cut down on smoking, and can’t smoke in my work place, so that helps. However,
cell mate is a smoker”; “I had three people in my cell last night and they were all smoking. | didn’t stop them because | wanted company”

e |t was also reported that restrictions on smoking were not enforced enough, and one prisoner commented that “prisoners can really just smoker
anywhere”’

e Prisoners expressed concerns about the confidentiality of sexual health services: “people could be bullied for accessing this [sexual
health/condom] service”

e The study reported that prisoners found that prison environment stressful, “stressful- always got mirrors on your head”
e “food’s healthy, lost a bit of weight”; “food wise yes — healthy choices”
e “got head lice and scabies in here”

e 80.8% ‘there are healthy choices that | can make in relation to exercise’

e 51.9% ‘there are healthy choices that | can make in relation to prison meals’

e 57.7% ‘there are healthy choices that | can make in relation to what | buy from the canteen’
e 71.8% ‘there are healthy choices that | can make in relation to non-smoking areas’

e 82% shared cell with smoker

e 29% reported problems with weight

e 8% reported problems with nutrition

e 71% prisoners thought that advice on sexual health should be made available to prisoners
Research methods not clearly described

Data collection and analysis not clearly described

Data are not rich

Very applicable

Richmond 2009%%¢

To explore role of tobacco use in prison and influence of prison environment on smoking in context of developing smoking cessation programmes
n=40
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Richmond 2009%%°

Prisoners n=9
Ex-prisoners n=31

Male n=28
Female n=12

Age ranged from mid 20s to late 40s

Prisoners all current smokers

Aboriginal n=4
Maximum security prison
Community justice restorative centre and accommodation centre for ex-prisoners

Sydney, Australia

7 focus groups, 2 in prison and 5 in community centre

Focus groups were advertised using posters placed on notice boards calling for volunteers. Duration 2 hours. Participants received SAU30.

Custodial staff did not attend prison-based focus groups. Detailed noted were recorded by hand due to security concerns. 3 team members were
present — facilitator, prison nurse and observer. Semi-structured focus group scheduled was developed, key questions included: reasons for
commencing smoking; role of tobacco in participant’s lives, role of smoking in prison culture; smoking cessation inside and outside prison; and
methods used to quit smoking.

Content analysis was done on the earlier focus groups, where focus groups were part of another study which focused on ways in which
participants spoke. Thematic analysis was completed for each group including a return to earlier transcripts. Secondary analysis was conducted
across all groups.

The function of tobacco use in prison

e The study reported that prisoners found prison system stressful and used tobacco to manage this stress. Being in such a stressful environment
was noted as a barrier to quitting smoking and a facilitator of relapse: “it’s too stressful in jail to give up cigarettes”
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Study (ref id)

Limitations

Applicability of
evidence

Study (ref id)
Aim

Population

Richmond 2009%%°

e |t was reported that prisoners were bored and used smoking to “manage the boredom”: “being locked up 15 hours a day-the only thing to do is
smoke”. It was also noted that alternatives to smoking to alleviate boredom may help prisoners to quit

e The study reported that smoking was a marker of prison routine. It was reported that the “smoko break” was even used by some prison officers
when communicating with prisoners that it was time to break for meal’;

Tobacco as currency in prison

e The study also reported that tobacco served as a de facto currency in the prison economy: “tobacco carries status like paper money”; “if you

didn’t have cash you use tobacco. It gets you the things you need, as long as the seal isn’t broken you’re right”; “tobacco is like cash to use in
trade as long as the pouch of tobacco is unopened”; “tobacco is used for protection in prison in the sense that if you pay your debts then trouble
won’t come your way”

Strategies use for smoking cessation whilst in prison

e Prisoners reported that encouragement from family members helped their attempts to quit smoking in prison

e |t was reported that prisoners wanted help with quitting smoking, e.g. help to prepare a cessation plan with defined goals, and felt that the
current services, ‘quitline’ current telephone counselling service for smokers, was limited

It was reported that prisoners wanted more information on quitting services available

Prisoners also felt that prison staff though that smoking cessation was not considered a priority, with most attention directed at other drug and
alcohol problems

The study reported that smokers found it harder to quit due to the prevalence of smokers in their environment and that prison “lock-down[s]”
were noted as a trigger point to the resumption of smoking behaviour

Research methods not rigorous - self-selected, non-random sample
Data collection not rigorous — handwritten notes only
Data analysis not rigorous

Limited applicability — Australian setting

Russell 2006°%*

To explore young offenders’ perception and expectations of dental health services

Number of participants not reported

Young offenders
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Study (ref id)

Setting

Study design and

methodology

Analysis methods

Themes with
findings

Limitations

Applicability of
evidence

Study (ref id)
Aim

Population

Russell 2006°**

Male
1YOI

England, UK

Focus groups

Focus groups began with initial ice-breaker exercises involving association with the words ‘doctor’, ‘nurse’ and ‘dentist’. Discussion then explored
the young offenders’ perceptions and experiences of dentists within the penal system. Focus groups lasted 45-60 minutes. Recordings of the focus
groups were transcribed.

Content analysis and thematic coding cross-checked by each researcher independently.

Assess to oral hygiene aids in the YOI

e |t was reported that none of the inmates liked the standard issue toothbrushes or toothpaste given to them at induction

Diet

e The study reported that there were some young offenders who felt that they might find dietary advice given by dentist difficult to follow due to

the selection of snacks available in the canteen: “everything’s got sugar in that’s on the canteen list”; “you can buy no savoury stuff or ‘owt like
that, just sweets”

Research methods not clearly described, unclear sampling method
Role of researcher not clearly described.
Data analysis not rigorous

Indirect — young offenders

Sifunda 2006**

To explore inmates perception of the state of healthcare services

Number of participants not reported

Prisoners
Male
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Study (ref id)

Setting

Study design and
methodology

Analysis methods

Themes with
findings

Limitations

Applicability of
evidence

Study (ref id)

Sifunda 2006**

Adult (aged 18-35)

Inclusion criteria: approved for parole or full release within 3-6 months
4 medium security prisons in the KwaZulu-Natal and Mpumalanga provinces, South Africa

8 focus groups

Focus group size ranged from 6-8 inmates. Focus groups were conducted using pre-determined semi-structured pre-prepared discussion guide,
focusing on access to health care in correctional facilities. Focus groups were tape recorded and transcribed verbatim. All discussions were
conducted in isiZulu by a team of trained speaking facilitators. Discussions were translated into English, and then back into isiZulu by another team
to ensure accuracy.

Kwakutan version 5 was utilised for coding the collected data. Based on the pre-determined tree of themes from the focus group discussion guides,
data was coded into major themes with new emerging themes and patterns continuously added during coding.
Management of sexually transmitted infections including HIV and AIDS

e The study reported that participants explained that a positive HIV test posed potential stigmatisation as inmates would immediately have to start
receiving a special diet of extra fruits

Health education programmes for inmates

e The study noted that some participants reported that health education sessions happened infrequently, more on commemorative occasions as
opposed to routine programming: “it happens one a year, maybe during the celebration of the AIDS day”

e The study reported that security concerns and movement restrictions were the main barriers hindering effective implementation of health
education programmes. Prisoners explained that inmates who were considered high risk did not qualify to access certain sections were
education programmes were conducted and this sometimes led to selective access to information and preventative skills

e Some inmates reported on the uses of available condoms: “what | can say is they don’t take them [condoms] if there is somebody looking, but
they check if there is nobody watching and take them”

Research methods not clearly described, unclear sampling method
Data are not rich

Limited applicability — African setting

420

Sieminska 2006
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Study (ref id)
Aim

Population

Setting

Study design and
methodology

Analysis methods

Sieminska 2006*%°

To investigate prisoner’s attitudes to smoking and smoking cessation
n=907

Prisoners
Male
Young adult and adult (mean age 32.2 years; range 17-62 years)

Provisionally detained 35%
First sentence 25%
Recidivists 39%

81% smokers
12% ex-smokers
Prisons and jails in Poland

Survey

Used data collected in the survey of Central Headquarters of Penitentiary service. Study sample was randomly selected among men incarcerated in
prisons and jails of the Gdansk, Lubin and Lodz Penitentiary Districts in Poland. Questions included: changes in smoking habits in prison; factors
enhancing smoking; awareness of smoking consequences on health; previous attempts to quit smoking; reasons for quitting; causes of relapses.

Chi square test used with continuity correction when appropriate. All reported values were two-sided. Statistical analysis was performed using
Statistica 6.0
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Study (ref id)

Themes with
findings

Limitations

Applicability of

Sieminska 2006*%°

Factors promoting smoking in prison:

e  Missing family and friends 66%

o Lack of freedom 57%

e Boredom 44%

e Anxiety about affairs to deal with at liberty 35%
e Lack of sex 31%

e Anxiety about case and sentence 23%

e Qualms about crime committed 17%

e Bad relations with prison staff 17%

e Bad relations with other prisoners 13%

Causes of failure in cigarette cessation:
e stress 67%

e boredom 10%

e depressed mood 8%

e joy 5%

e yielding to one’s persuasion 4%

e Lack of alcohol 10%

e Lack of narcotics 6%

Factors promoting smoking cessation:

e Anxiety about health 46%

e Fight with own weakness 28%

e Will to save money 24%

e Limited access to cigarettes 21%

e Somebody’s instigation 7%

e Will to gain an authority 2%

Research methods not clearly described

Indirect — included participants aged 17
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Study (ref id)
evidence

Study (ref id)
Aim

Population

Setting

Study design and
methodology

Analysis methods

Themes with
findings

Sieminska 2006*%°

Limited applicability —Polish setting

Smoyer 2014B**

To explore women prisoners’ food practises and perception of health
n=30

Ex-prisoners
Female
Adult (mean age 37.7+10.5 years)

Black n=13
White n=12
Latina n=5

Average length of most recent incarceration 9 months, range 1 month — 10 years
1 prison, New England, USA

Semi-structured interview

Convenience sampling, recruited from community-based programme that provides post-incarceration housing and re-entry services.

14-item semi-structured interview was used that asked about: food and eating experiences in different parts of the prison; favourite and least
favourite foods; cooking practises. Interviews lasted 90 minutes. Participants were compensated $30. Interviews were digitally recorded and
transcribed.

Thematic analysis, NVivo was used to code and organise the data. Steps of thematic analysis: familiarisation with data; generating initial codes;
applying, editing and consolidating codes; and organising and reviewing themes.

Intentions

e P10 described actively seeking out “nutritious” deserts and juices that she understood to be “pretty good for the health”, like blueberry pie and
rice pudding
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Limitations

Applicability of
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Study (ref id)
Aim
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Smoyer 2014B**°

e P1 went to extraordinary efforts to avoid cafeteria food altogether after she learned that the protein substitute used in many of the slop dishes
contained MSG: “I had to make sure | didn’t pick the protein pellet. | had to pick the chicken”’

Gaining weight
e ‘lack of nutritional food on the commissary list made it difficult for women to find healthy snacks: “I seriously can’t think of any one thing right
now, not one thing, that is not fattening... or healthy on that, on that list of food”’

Losing weight

e ‘she constructed her weight loss as a demonstration of her will and determination: she wanted to lose weight, “and | did”’

e “| tried to stay healthy while | was in there. That was like something that kept me motivated, was, going to the gym , trying to eat healthy”
Research methods not rigorous - convenience sampling

Limited applicability — USA setting

Thibodeau 2012***

To explore the views of prisoners on the smoking ban
n=49

Prisoners
Male

Adult (aged 19-60 years)

African-American 47%
White 41%

Sentence length, mean 2.3 years, range 9 months — 19 years

Inclusion criteria: aged 18 or older; self-reported daily smokers in three months prior to incarceration; release within 7-30 days; ability to provide
written consent and communicate in English.

$3|qe1 92UBPIAS [BDIUI]D

suoslid ul 9|jdoad jo yijeay |eaisAyd



661

9T0C ‘@J43ud) 3ulIdPIND |euolleN

57
58

Study (ref id)
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Themes with
findings

Limitations

Applicability of
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Thibodeau 2012**

Minimum security prison undertaking a smoking ban. Wisconsin, USA

1:1, semi-structured interview

Flyers were sent to men within one month of their release dates soliciting participation in a study of cigarette smoking. The first 49 respondent
who fulfilled the inclusion criteria were included in the study.

Interviews lasted 45 minutes and assessed a range of topics including: attitudes, beliefs and past experiences related to smoking and cessation;
expectations about smoking behaviour after release from prison; perceived barriers and facilitators of sustained abstinence, including — individual,
interpersonal, situational and structural factors. Participants were allowed to skip any question they preferred not to answer. Each received a small
stipend, which was deposited into their personal prison accounts.

Qualitative data management and analysis was performed using QSR NVivo software 2006. Data analysis began when interview and field notes
were transcribed. These data were used to identify primary coding categories and themes and to subsequently develop a hierarchical coding
framework. When suggested by associations, overlap, or diversions in the data, thematic categories were refined, merged or subdivided. Relations
and associations among categories were interpreted and decisions documented. Process continued iteratively until thematic saturation was
reached and organisation of the conceptual coding framework was stabilised. A formal codebook was then developed to include themes,
illustrative texts and node addresses. Transcripts were formally coded by 2 members of analytic team. Inter-rater discrepancies were discussed and
resolved. New categories and themes that did not appear to fit into the conceptual framework were discussed by the investigative team and
modifications were made when deemed appropriate.

Choosing to smoke contraband cigarettes

e The study reported that reasons for illicit smoking was to manage stress and boredom: “in here | smoke just because it’s something to do... but
on the street, | didn’t smoke at all”

Research methods not rigorous - self-selected, consecutive sample
Data are not rich

Limited applicability — USA setting
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Study (ref id)
Aim
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Study design and
methodology

Analysis methods

Themes with
findings

Valera 2014

To investigate smoking behaviours in prison
n=30

Under parole or probation, under community supervision
Male
Adults (mean age 47; range 35-60)

Black 45%
Puerto Rican 55%

Inclusion criteria: aged 35-67 years; self-identify as Black or Latino; reside in the Bronx; currently under parole or probation; never been diagnosed
with cancer; informed consent.

Recently released from prison undergoing smoking ban, New York, USA

Semi-structured interview

Cohort of men from larger parent study aimed at examining cancer and health disparities among 259 Black and Latino men under community
supervision.

Each interview was conducted in a private meeting space and digitally recorded. Interviews lasted 90 minutes. Participants were compensated $25
for their time.

Interviews were transcribed by a professional transcriptionist and entered in to NVivo qualitative data analysis software. 1% and 3" author coded
the transcripts and met biweekly throughout the process to deliberate upon coding differences and to develop the final codebook. Qualitative data
was analysed using the constant comparative method; categories and themes were developed from open, axial and selective coding. Coders
reached 80% intercoder reliability across 30 interviews.

Smoking as anxiety management

e 24 of the 30 participants interviewed said they smoked cigarettes to reduce anxiety

Smoking cigarettes as part of a daily routine

e The study reported that prisoner seemed to regard smoking cigarettes as part of their daily routine, particularly in the morning as it provided
them with immediate pleasure and it provided them with companionship, since they were surrounded by many people, including friends and
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Applicability of
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Study design and
methodology

Valera 2014

family who smoke: “I smoke when | wake up. When | wake up | want a cigarette”

Barrier to quitting

e The study reported that prisoners who wanted to quit smoking but did not often stated that they believed that they did not have the willpower:
“I do not have the will power to quit cigarettes right. | think it’s got me. It’s very addictive”

Research methods not clearly described, sampling method unclear
Data were not rich

Limited applicability — USA setting

Woodall 2010°®

To explore concepts of health and wellbeing with male prisoners
n=36 (1:1 interviews n=19, FGs n=17)

Prisoners
Male
Adult (aged 22-70)

Convicted serving medium to long-term sentences
3 Category-C prisons. England, UK

1:1 interviews

Focus groups

Participants were recruited using posters that provided preliminary information as to overall aims and general purpose of the study. Poster invited
potential participants to inform a member of staff of their interest in the study.

1:1 in-depth interviews lasted between 1-2 hours. FGs lasted 90 minutes on average. In many cases research was conducted in prison classrooms
behind a closed door. In a few cases 1:1 interviews were conducted within an individual’s prison cell. Where audio recording was prohibited for
interviews, elements raised by participants were jotted down in the form of key words and phrases written up in more detail immediately after the
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Applicability of
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Woodall 2010°®

interview had finished.

Thematic network analysis. NVivo 7 software was used. Codes to transcripts and field notes were applied. Coded were predominately based on
recurring concepts or salient issues which were discussed during data collection or through perceived areas of theoretical interest. From the list of
tentative notes, basic themes which were identified were reviewed and, in some cases after a period of reflection, an original theme was not
considered robust enough to constitute a theme in itself. Once satisfied with the basic list of themes, these founded the basis of the thematic
network and were applied back to the original transcripts and notes to reclassify and organise the data. These basic themes were then grouped
and clustered based on shared or common issues and a broader organising theme was derived based on key issues which underpinned these basic
level themes.

Respondent validation, where participants are given the opportunity to comment on transcripts or field notes prior to analysis, was used where
possible (n=5). This was not possible in cases were prisoner released early or moved to another facility. As central themes began to develop they
were informally fed back to prisoners, prison staff and gatekeepers. Their appraisal of themes elicited over the fieldwork offered a prime
opportunity to clarify interpretations and understandings of the prison setting.

Freedom

e The study reported that prisoners emphasised the need for sufficient time out of their cell and adequate access to the outdoors in order to feel
in good health

Social relationships

e |t was reported that many prisoners felt their health was dependent upon the maintenance of family connections

Self-discipline

e The study reported that prisoners felt that self-discipline and self-motivation were important factors in enabling the undertaking of activities
e “I'm well disciplined on the outside but even more so in here... | do discipline myself”

Research methods not rigorous - self-selected, non-random sample
Data collection not rigorous — handwritten notes only

Very applicable
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H4 Medication management

H.431 Methods to access medicines

Study

Study type

Number of studies (number of participants)
Countries and setting

Line of therapy

Duration of study

Method of assessment of guideline condition
Stratum

Subgroup analysis within study

Inclusion criteria

Exclusion criteria

Age, gender and ethnicity

Further population details

Extra comments

Saiz de la hoya 2014°

RCT (Patient randomised; Parallel)

1 (n=252)

Conducted in Spain; Setting: 25 prisons in Spain

1st line

Intervention time: Mean 33.9 weeks

Adequate method of assessment/diagnosis

Overall

Not applicable

Prison inmates; aged over 18 years; previously untreated chronic hepatitis C; Child-Pugh score of 5

Undergone any systemic antiviral, antineoplastic or immunomodulator therapy in last 6 months prior to first dose of
study treatment; investigation therapy in 6 weeks prior to first dose of study treatment; patients with hepatic disease
of an aetiology other than HCV; positive IgM anti-HAV test; decompensated hepatic disease (Child-Pugh >6); prior
transplantation with a current functional graft; high risk of anaemia, coronary disease or cerebrovascular disease that,
according to investigator criteria, were unlikely to tolerate an acute haemoglobin reduction (down to 4g/dL); history of
severe cardiac disease, thyroid disorder or abnormalities in thyroid function tests, unless they could be controlled with
conventional treatment; other severe comorbid conditions, such as chronic respiratory disease, immunological disease,
severe retinopathy, severe psychiatric disorder or convulsive disorder; pregnant or lactating women; man whose
partner was pregnant; neutropenia (neutrophil count <1500 cells/mm3), anaemia (haemoglobin concentration
<12g/dL) or serum creatinine level over 1.5 times the upper limit of normal; history of drug use (including alcohol) in
the previous year, except those on methadone maintenance programmes

Age - Mean (SD): DOT 36.07 (6.66); SAT 35.72 (6.46). Gender (M:F): DOT 95:5; SAT 93:7. Ethnicity: Not reported

1. Age: DOT mean 36.07 (SD 6.66); SAT 35.72 (6.46). 2. Disability: Not stated 3. Gender: M/F - DOT 95:5; SAT 93:7). 4.
Length of sentence: Not stated 5. Setting: Prison 6. Substance misuse: No substance misuse (Excluded people with
history of drug use (including alcohol) in the previous year, except those on methadone maintenance programmes). 7.
Women and children: Excluded pregnant or lactating women

Randomisation was stratified based on: HCV genotype (1-4/2-3), viral load (high/low), ALT level (normal/abnormally
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Indirectness of population

Interventions

Funding

high), HIV co-infection (yes/no)
No indirectness

(n=122) Intervention 1: Medicine administration - Supervised administration. Directly observed therapy (DOT) of
standard treatment for hepatitis C. Ribavirin was orally given once a day by study nurse - at a dose of 100mg for those
weighting 75kg or less or 1.200mg for those weighting more than 75kg, for 24 weeks (patients with genotype 2 or 3) or

48 weeks (patients with genotype 1 or 40). Pegylated interferon alpha-2a was injected once a week by the study nurse.

Patients were followed-up for 24 weeks after treatment cessation. Duration 24 or 48 weeks. Concurrent
medication/care: Patients without HIV co-infection and with genotype 2 or 3 received a fixed rose of ribavirin
(800mg/day) for 24 weeks. A reduction in dosage of ribavirin to 600mg/day was allowed to manage occurrence of
anaemia. Dose modifications of pegylated interferon alpha-2a, as low as 90ug, were allowed if patient experienced
clinically significant adverse events or laboratory abnormalities.

(n=130) Intervention 2: Medicine administration - Self-administration. Self-administered therapy (SAT) or ribavirin for
hepatitis C. Ribavirin orally self-administered daily - at a dose of 100mg for those weighting 75kg or less or 1200mg for
those weighting more than 75kg, for 24 weeks (patients with genotype 2 or 3) or 48 weeks (patients with genotype 1
or 40). Pegylated interferon alpha-2a was injected once a week by the study nurse. Patients were followed-up for 24
weeks after treatment cessation. Duration 24 or 48 weeks. Concurrent medication/care: Patients without HIV co-
infection and with genotype 2 or 3 received a fixed rose of ribavirin (800mg/day) for 24 weeks. A reduction in dosage
of ribavirin to 600mg/day was allowed to manage occurrence of anaemia. Dose modifications of pegylated interferon
alpha-2a, as low as 90ug, were allowed if patient experienced clinically significant adverse events or laboratory
abnormalities.

Study funded by industry (Roche Farma S.A.)

RESULTS (NUMBERS ANALYSED) AND RISK OF BIAS FOR COMPARISON: SUPERVISED ADMINISTRATION versus SELF-ADMINISTRATION

Protocol outcome 1: Drug adherence

- Actual outcome: Sustained virological response at 24 weeks; RR 0.918 (0.756-1.125); Risk of bias: High; Indirectness of outcome: No indirectness

Protocol outcome 2: Morbidity

- Actual outcome: Mild adverse events (anaemia, thrombocytopenia, neutropenia, leucopenia) at 24-48 weeks; Group 1: 120/122, Group 2: 116/130; Risk of bias: High;

Indirectness of outcome: No indirectness

- Actual outcome: Serious adverse events at 24-48 weeks; Group 1: 10/122, Group 2: 10/130; Risk of bias: High; Indirectness of outcome: No indirectness

Protocol outcomes not reported by the study

Drug adherence; Mortality; Overdose; Drug diversion; Quality of life
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Study

Study type

Number of studies (number of participants)
Countries and setting

Line of therapy

Duration of study

Method of assessment of guideline condition
Stratum

Subgroup analysis within study

Inclusion criteria

Exclusion criteria
Recruitment/selection of patients

Age, gender and ethnicity

Further population details

Indirectness of population

Interventions

White 2015

RCT (Patient randomised; Parallel)

1 (n=43)

Conducted in USA; Setting: 11 facilities in North Carolina State prison system
Unclear

Intervention time: 24 weeks

Adequate method of assessment/diagnosis

Overall

Not applicable

Documented to have HIV infection; currently receiving or initiating ART; housed at one of the 11 participating facilities
with no planned inter-prison transfers; Karnofsky score >70 indicating capacity for self-care; 18 years or older;
expected to be incarcerated 26 months; had a CD4+ T-lymphocyte count and plasma HIV RNA level within 60 days of
study entry

Active mental illnesses or conditions that would preclude informed consent or completion of study requirements

Consecutively recruited from 3 prison-based HIV clinics

Age - Median (IQR): DOT: 38 (34, 38). SAT: 39 (36, 39). Gender (M:F): DOT 85:15; SAT 87:13. Ethnicity: African-
American: DOT 65%; SAT 78%. White: DOT 10%; SAT 4%. Native American: DOT 15%; SAT 0. Hispanic: DOT 0; SAT 4%
1. Age: Aged 18 or older; DOT: mean 38 (IQR 34, 38). SAT: mean 39 (IQR 36, 39). 2. Disability: Not stated 3. Gender:
M/F - DOT 85:15; SAT 87:13. 4. Length of sentence: Unclear (Included if expected to be incarcerated 26 months). 5.
Setting: Prison 6. Substance misuse: Substance misuse (Substance misuse history, DOT: 80%; SAT 87%). 7. Women &
children: Not stated

No indirectness

(n=23) Intervention 1: Medicine administration - Self-administration. Self-administered therapy (SAT) of ART (non-
nucleoside and nucleoside reverse-transcriptase inhibitors; protease inhibitors). Participants received monthly
allotments of all their antiretroviral medications from prison staff and were required to sign for each antiretroviral
medication bottle. Duration 24 weeks. Concurrent medication/care: None stated

(n=20) Intervention 2: Medicine administration - Supervised administration. Directly observed therapy (DOT) of ART
(non-nucleoside and nucleoside reverse-transcriptase inhibitors; protease inhibitors). Prison staff observed each
person ingest all of their antiretroviral medications per prison DOT protocol. Duration 24 weeks. Concurrent
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medication/care: None stated

Funding Academic or government funding (National Institute of Drug Abuse; University of North Carolina Centre for AIDS
Research; National Institute of Mental Health)

RESULTS (NUMBERS ANALYSED) AND RISK OF BIAS FOR COMPARISON: SUPERVISED ADMINISTRATION versus SELF-ADMINISTRATION

Protocol outcome 1: Drug adherence

- Actual outcome: Medication Event Monitoring System pill caps (MEMS) at 24 weeks; DOT: median 99 (IQR 93.9, 100); n=16); SAT: median 98.9 (IQR 96, 100);n=21; Risk
of bias: High; Indirectness of outcome: No indirectness

- Actual outcome: Medication Event Monitoring System pill caps (MEMS) at 48 weeks; DOT: median 99.8 (IQR 96.3, 100); n=11); SAT: median 99.9 (IQR 85.2, 100);n=11;
Risk of bias: Very high; Indirectness of outcome: No indirectness

- Actual outcome: Pill count at 24 weeks; DOT: median 97.1 (IQR 95.1, 99.3); n=16; SAT: median 98.5 (IQR 95.8, 100); n=21; Risk of bias: High; Indirectness of outcome:
No indirectness

- Actual outcome: Pill count at 48 weeks; DOT: median 100 (IQR 94.8, 100); n=11; SAT: median 99.5 (IQR 97, 100); n=11; Risk of bias: Very high; Indirectness of outcome:
No indirectness

Protocol outcomes not reported by the study Morbidity; Mortality; Overdose; Drug diversion; Quality of life

H.42 Methods for continuity of care

385

Study Reznick 2013

Study type RCT (Patient randomised; Parallel)

Number of studies (number of participants) 1 (n=151)

Countries and setting Conducted in USA; Setting: 2 prisons and 1 jail in California, USA

Line of therapy Unclear

Duration of study Follow up (post intervention): 12 months

Method of assessment of guideline condition Adequate method of assessment/diagnosis

Stratum Overall

Subgroup analysis within study Not applicable

Inclusion criteria Aged over 18 years old; being released to one of nine San Francisco Bay countries; able to speak English or Spanish;

able to name at least one adult in the local area who would be able to participate in the intervention with them;
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Indirectness of population

Interventions

L0C

Funding

willingness to sign a release for the recruiter to contact that person
None stated

Recruiters met with potential participants who were about to be released into the community in 21-90 days. The
recruited asked if they wished to hear about the study and, if interested, they reviewed eligibility and conducted
consent process.

Age - Mean (SD): Intervention 42 (7.9), control 41.4 (7.8). Gender (M:F): 90:10. Ethnicity: Black: intervention 48.7%,
control 56%; Latino: intervention 13.2%, control 16%; white: intervention 25%, control 20%

1. Age: Unclear (Intervention 42 (7.9), control 41.4 (7.8)). 2. Disability: Not stated 3. Gender: Mixed (M/F: 90:10). 4.
Length of sentence: Not stated 5. Setting: Prison (2 prisons and 1 jail). 6. Substance misuse: Not stated 7. Women &
children: Not stated

No indirectness

(n=81) Intervention 1: Other. Ecosystem-based intervention. Aim: to restructure interactions within participant's
ecosystem to support HIV transmission risk reduction and HIV medication adherence. The counsellor achieved this
through 3 core activities: (1) assessing the membership, functional patterns and roles in the participant's ecosystems,
including their family, friends, sexual and drug use partners, and service providers; (2) connecting with the participant's
ecosystems through joint meetings and other communication; (3) restructuring interactions and roles through direct
interventions. The intervention proceeded in 3 phases: (1) initiation - the counsellor built the therapeutic alliance and
mapped the participant's ecosystem; (2) treatment - restructuring interventions were conducted through both
individual and group counselling sessions (N.B. group sessions included their ecosystem members e.g. family) and
newly acquired interaction patterns within ecosystems were reinforced; (3) termination - treatments were taped off
and ended. Two individual intervention sessions were conducted prior to release and up to 16 intervention sessions
were conducted in the 4 months post-release. Duration 6 months. Concurrent medication/care: 53.4% taking ART for
HIV pre-release

(n=81) Intervention 2: Other. Individual counselling. Based on Project Start intervention. Aim: to provide information
and support regarding through counselling sessions: (1) reduction of sexual and drug-related HIV transmission risk; (2)
promotion of HIV related medication adherence. The counselling sessions were individual, 1:1 with a counsellor,
focusing on the participant’s own goals and objectives. Intervention techniques involved motivational interviewing,
facilitated referral and goal setting. Two individual intervention sessions were conducted prior to release and up to 16
individual intervention sessions were conducted in the 4 months post-release. Duration 6 months. Concurrent
medication/care: 64.4% taking ART for HIV pre-release

Academic or government funding (National Institute of Mental Health)

RESULTS (NUMBERS ANALYSED) AND RISK OF BIAS FOR COMPARISON: ECOSYSTEMIC versus INDIVIDUAL COUNSELLING
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Protocol outcome 1: Drug adherence

- Actual outcome: Medication adherence (self-reported) at 12 months; OR 0.35 (0.13-0.95); Risk of bias: High; Indirectness of outcome: No indirectness

Protocol outcomes not reported by the study

Study

Study type

Number of studies (number of participants)
Countries and setting

Line of therapy

Duration of study

Method of assessment of guideline condition
Stratum

Subgroup analysis within study

Inclusion criteria

Exclusion criteria

Recruitment/selection of patients

Age, gender and ethnicity

Further population details

Indirectness of population

Interventions

Morbidity; Mortality; Overdose; Drug diversion; Unplanned admissions; Quality of life

White 1998***

RCT (Patient randomised; Parallel)

1 (n=61)

Conducted in USA; Setting: San Francisco City and County Jails

1st line

Follow up (post intervention): 9 months

Adequate method of assessment/diagnosis

Overall

Not applicable

People in jails; screened for TB; agreed to take isoniazid prophylaxis as recommended by physicians for TB infection
Did not speak English or Spanish; sequestered from jail population due to mental iliness or violence

Inmates who met the inclusion criteria were consecutively sampled

Age - Mean (SD): 32. Gender (M:F): 98.4: 1.6. Ethnicity: Hispanic 50.8%, Black 21.3%, White 14.7%, Asian 3.3%

1. Age: Unclear (Mean age 32). 2. Disability: Not stated. 3. Gender: Male (98.4%). 4. Length of sentence: Not applicable
5. Setting: Indirect setting (Jail). 6. Substance misuse: Not stated. 7. Women & children: Not stated
No indirectness

(n=30) Intervention 1: Other. Incentive - S5 cash on first visit to TB clinic. TB education - research assistants met with
each inmate individually and provided standard education about TB and the importance of continuing isoniazid
prophylaxis treatment to prevent disease at a later date, and answered any questions about TB or the medication.
Duration 12 months. Concurrent medication/care: Isoniazid prophylaxis for TB.

(n=31) Intervention 2: Usual care. Education. TB education - research assistants met with each inmate individually and
provided standard education about TB and the importance of continuing isoniazid prophylaxis treatment to prevent
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Funding

disease at a later date, and answered any questions about TB or the medication. Duration 12 months. Concurrent
medication/care: Isoniazid prophylaxis for TB.
Academic or government funding (Academic Senate of the University of California)

RESULTS (NUMBERS ANALYSED) AND RISK OF BIAS FOR COMPARISON: INCENTIVE PLUS EDUCATION versus EDUCATION

Protocol outcome 1: Drug adherence

- Actual outcome: Completed first visit to TB clinic at 12 months; Group 1: 8/30, Group 2: 7/31; Risk of bias: Low; Indirectness of outcome: No indirectness

Protocol outcomes not reported by the study

Study

Study type

Number of studies (number of participants)
Countries and setting

Line of therapy

Duration of study

Method of assessment of guideline condition
Stratum

Subgroup analysis within study

Inclusion criteria

Exclusion criteria

Recruitment/selection of patients

Age, gender and ethnicity

Further population details

Morbidity; Mortality; Overdose; Drug diversion; Unplanned admissions; Quality of life

White 2002**

RCT (Patient randomised; Parallel)

1 (n=558)

Conducted in USA; Setting: San Francisco City and County Jail, and San Francisco County TB Clinic
1st line

Intervention time: 6 months

Adequate method of assessment/diagnosis

Overall

Not applicable

Jail inmates with latent TB infection

Moved to prison; remained in custody for the duration of therapy; did not speak English or Spanish; determined by
sheriff's personnel to be violent; determined by Jail Health Services' mental health staff to have serious psychiatric
illness

Jail inmates were screened by jail medical personnel, inmates who were determined to have a latent TB infection were
consecutively approached to enrol in the study

Age - Median (range): education: 29.5, incentive 28.5, control 29.7. Gender (M:F): 89:11. Ethnicity: Latino: education
53%, incentive 52%, control 61%; black: education 20%, incentive 26%, control 19%; white: education 6%, incentive
4%, control 6%; Asian: education 3%, incentive 4%, control 5%

1. Age: Unclear (Median age - education: 29.5, incentive 28.5, control 29.7). 2. Disability: Not stated 3. Gender: Mixed
(M/F: 89:11). 4. Length of sentence: Not applicable. 5. Setting: Indirect setting (Jail). 6. Substance misuse: Not stated 7.
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Women & children: Not stated
Indirectness of population No indirectness
Interventions (n=185) Intervention 1: Other. Education - education provided every 2 weeks whilst in jail. Duration 6 months.

Concurrent medication/care: Isoniazid therapy for latent TB infection

(n=185) Intervention 2: Other. Incentive - $25 of food or transportation vouchers provided at first visit to TB clinic.
Duration 6 months. Concurrent medication/care: Isoniazid therapy for latent TB infection

(n=188) Intervention 3: Usual care. Usual care. Duration 6 months. Concurrent medication/care: Isoniazid therapy for
latent TB infection
Funding Academic or government funding (National Institute of Nursing Research)

RESULTS (NUMBERS ANALYSED) AND RISK OF BIAS FOR COMPARISON: EDUCATION versus USUAL CARE

Protocol outcome 1: Drug adherence
- Actual outcome: Completed first visit to TB clinic at 6 months; Group 1: 40/107, Group 2: 25/104; Risk of bias: Low; Indirectness of outcome: No indirectness
- Actual outcome: Completed isoniazid therapy at 6 months; adjusted OR 2.2 (1.04-4.72); Risk of bias: Low; Indirectness of outcome: No indirectness

RESULTS (NUMBERS ANALYSED) AND RISK OF BIAS FOR COMPARISON: INCENTIVE versus USUAL CARE
Protocol outcome 1: Drug adherence

- Actual outcome: Completed first visit to TB clinic at 6 months; Group 1: 42/114, Group 2: 25/104; Risk of bias: Low; Indirectness of outcome: No indirectness
- Actual outcome: Completed isoniazid therapy at 6 months; adjusted OR 1.07 (0.47-2.4); Risk of bias: Low; Indirectness of outcome: No indirectness

Protocol outcomes not reported by the study Morbidity; Mortality; Overdose; Drug diversion; Unplanned admissions; Quality of life
Study Wohl 2011*”°

Study type RCT (Patient randomised; Parallel)

Number of studies (number of participants) 1 (n=89)

Countries and setting Conducted in USA; Setting: Multiple prisons, North Carolina

Line of therapy Unclear

Duration of study 12 months
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Method of assessment of guideline condition
Stratum
Subgroup analysis within study

Inclusion criteria

Exclusion criteria

Recruitment/selection of patients

Age, gender and ethnicity

Further population details

Indirectness of population

Interventions

Funding

Adequate method of assessment/diagnosis: adults in prisons
Overall
Not applicable

Aged 18 years or older; HIV infection; in North Carolina prison system; had 4 weeks - 3 months left of their sentence;
returning to 1 of 12 study counties in North Carolina; housed at a prison facility that was within 2 hour drive from the
release county; ; English speaking

None stated

Recruited from Infectious Diseases Clinics in North Carolina prison system. At the clinic healthcare staff provided brief
information regarding the trial to potential participants and referred interested patients to study personnel. Interested
participants met with a research associate who explained the study and answered questions regarding participation
Age - Other: aged 18 years or older. Gender (M:F): 73:27. Ethnicity: Black: intervention 76.7%, control 80.4%; white:
intervention 14%, control 8.7%; American Indian or Alaskan native: intervention 4.7%, control 0%

1. Age: Unclear (aged 18 years or older). 2. Disability: Not stated. 3. Gender: Mixed (M/F: 73:27). 4. Length of sentence:
Not stated. 5. Setting: Prison 6. Substance misuse: Unclear (Use of cocaine in 30 days prior to incarceration:
intervention 60.5%, control 67.4%). 7. Women & children: Not stated

No indirectness

(n=52) Intervention 1: Other. Bridging case management. Bridging case management is largely directed by the person
rather than the case manager. Focuses on the identification of talents, resources and goals of the person in an open,
non-judgemental environment. Case managers met with the study participants prior to and after release to identify
medical and non-medical needs, and to develop plans to meet those needs including: housing, employment, medical
care, substance abuse counselling and family reconciliation. Case managers attempted to meet with participants a
minimum of every 2 weeks prior to release, weekly for the first 2 weeks post-release and then at approximately 2 week
intervals up to 6 months after release. Duration 9 months. Concurrent medication/care: ART for HIV

(n=52) Intervention 2: Usual care. Discharge planning. Usual care group received discharge planning from a dedicated
HIV outreach nurse. Each nurse worked with participants approximately 3-6 months prior to their release to make
referrals to community clinics and social services, identify sources for coverage of medication expenses, and attempt to
locate housing. Nurses met with participants approximately 3 times prior to release. No support or follow-up was given
post-release. Duration 3-6 months. Concurrent medication/care: ART for HIV

Academic or government funding (National Institute of Mental Health; National Institutes of Health; University of
North Carolina Center for AIDS Research)

RESULTS (NUMBERS ANALYSED) AND RISK OF BIAS FOR COMPARISON: CASE MANAGEMENT versus USUAL CARE
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Protocol outcome 1: Unplanned admissions

- Actual outcome: Hospitalisation at 12 months; Group 1: 14/43, Group 2: 7/46; Risk of bias: High; Indirectness of outcome: No indirectness

- Actual outcome: ED presentation at 12 months; Group 1: 17/43, Group 2: 18/46; Risk of bias: Low; Indirectness of outcome: No indirectness
Protocol outcomes not reported by the study Drug adherence; Morbidity; Mortality; Overdose; Drug diversion; Quality of life

70

H.213 Barriers and facilitators to ensuring access to medicines

Study Adams 2011

Aim This study was designed to understand how former inmates perceived their risk of HIV and HCV after release from prison, the behaviours and
environmental factors that put patients at risk for new infection and the barriers to accessing health care.

Population n= 29
Prisoners

Male:female 20:9

Age in years, mean (range) 39 (22-57)

Ethnicity

African American 11 (38%)
White 5 (17%)

Latino 10 (34%)

American Indian 3 (10%)

Length of time since release, mean (range) 42 days (5-82)

Setting Country
Colorado, USA

Prison category - not reported

Study design and  Details of recruitment

methodology Semi-structured interviews face-to-face with former inmates aged 18 and older recruited within two months of release. Study participants were
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Study

Analysis methods

Themes with
findings

Adams 2011"

recruited from a community health centre, an urgent care centre and addiction treatment centres in Denver, Colorado, with subsequent snowball
sampling. Eligibility criteria included ability to speak English and ability to consent to the study procedures. Former inmates whose release was
from jail were excluded.

Details of interview/focus group and questions asked

The interview guide was developed to address a broad set of aims related to the health of former inmates. Interview questions were refined with
input from qualitative and health services researchers, interviewers, and former inmates enrolled in initial interviews. Interview questions
addressed behaviours placing participants at risk for acquiring or transmitting HIV or HCV as well as access to medical care. Team members from
medicine, public health, social work, and psychology met regularly to debrief the interviewers. Participants were provided $25 for initial interviews
and $25 for member checking. Interviews were digitally recorded in private, uploaded to a secure drive and professionally transcribed.

Questions included:

Thinking back to those first two weeks after you were released, what do you think was the biggest threat to your safety?

Thinking back to the first two weeks after release, what do you think was the biggest threat to your health?

What kinds of things do you think people who are released from prison do to improve their health and well-being in the first two weeks

after release?

How might you have made your health worse after your release?

Since your release, how important has it been to get health care?

Did you have any trouble getting health care after release?

Transcript files were entered into Atlas-tiR qualitative data analysis software. An inductive, team-based approach was used to explore HIV and
HCV-related patterns and themes within the interview data. Two team members coded transcripts and met regularly to resolve coding differences
and to create the final codebook. Other team members reviewed a subset of transcripts and met with the primary coders to discuss emerging

themes and discrepancies. For this analysis, the investigators reviewed the transcripts, paying particular attention to segments of text related to
HIV/HCV.

e Accessing health care and medications after release

o Participants commonly described long wait times to be screened for indigent care services. A 48 year old male with HCV described this process:

o “I've spent quite a bit of time down there learning the ropes on what you have to do to get this free health care because you know how it’s
free health care, but by golly you’re going to wait quite a long time and you gotta kind of know, you know, the ins and outs.”

e Difficulty obtaining needed medications after being released without them or with only a short-term supply. A 40 year old African American man
with HIV revealed stopping his anti-retrovirals because he was concerned the side effects would prevent him from complying with parole
requirements:

o “They gave me a [30 day] supply of medication, but I’'m not able to take the medication because the medication knock me out and | might not
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Study

Limitations

Applicability of
evidence

Study (ref id)

Aim

Population

Setting
Study design

Methods and
analysis

Adams 2011°
hear the page...If | don’t make these calls, that can be taken for escape for me not calling back...so | just don’t take my medication.”
o At the same time, he readily acknowledged the risks associated with medication non-adherence:
o “I: In the period of time after your release, what was the biggest threat to your health? R: Not taking my [HIV] meds.”

Note focus on first 2 weeks since release. Other focus of study is on risky behaviour - not extracted.
Note setting is USA

Binswanger 2011%

To understand the health-seeking experiences, perceptions of risk, and medical and mental health needs of former prisoners in the first 2 months
after release from prison

n=29

Former prisoners, 2 months after release
Adults (mean age 39, range 22-57)
Male: female ratio: 69:31

African American 38%
White 34%
Latino 17%
Native American 10%

Inclusion criteria: ability to speak English, comprehend and consent to the study procedures, and age of 18 years or greater
Exclusion criteria: current inmates, people released from jail

USA
1:1, semi-structured interview

Recruited from community health centre, an urgent care centre and addiction treatment centres that treat criminal justice populations in an
urban, using snowball sampling.
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Study (ref id)

Themes with
findings

Limitations and
applicability of
evidence

Binswanger 2011%

The interview guide was developed by the authors. Interview questions were refined with input from experienced qualitative and health services
researchers, interviewers, and former inmates enrolled in initial interviews. Interview questions addressed: 1) access to medical and mental health
care, 2) medical and mental health needs, and 3) perceptions of risk to one's health and safety during the transition from prison to the community.
Initial interviews were conducted from March through June 2009; follow-up member checks were conducted through September 2010. Two
experienced interviewers (male and female) were trained to interview criminal justice populations, taught qualitative interview methods, and
coached on individual behaviours likely to increase rapport and participant comfort level. Team members from medicine, public health, social
work, and psychology met regularly to debrief the interviewers. Follow-up interviews (member checking) were conducted by the investigators with
three previously interviewed participants. In the follow-up sessions, participants were provided with results from the study and asked questions
about the validity of the interpretations, as well as questions to clarify areas of ongoing uncertainty among the investigators. Participants were
provided $25 in the form of a check or grocery gift card. Participants who agreed to be re-contacted to verify data interpretation were
compensated an additional $25 at the follow-up interview. Interviews were digitally recorded in a private setting, uploaded to a secure drive and
transcribed by a professional transcriptionist.

Transcript files were entered into Atlas-ti qualitative data analysis software. Data was analysed using an inductive, team-based approach to explore
patterns and potential themes in the data. Two members of the team coded transcripts, meeting weekly to resolve coding differences and to
create the final codebook, which was used to code the remainder of the interviews. Other team members reviewed a subset of transcripts and met
with the primary coders to discuss emerging themes as well as discrepancies, disconfirming and confirming cases. Subsequent analytic steps
included creating a figure to visually represent the key emerging themes and an iterative process of data collection, debriefing, and analysis. The
results were presented to external groups, including correctional health providers and physician researchers, to further refine analysis. The
research team assisted with data interpretation, prioritising salient elements, and discussing discrepancies and implications. Researchers met with
3 of the original participants to clarify key points and assess validity of our interpretations (member checking)

Transitional challenges

e Long waits to get medication post-release: “It was very difficult like when | tried to go get my medicine... they were telling me there was like a
90-day wait. The sad part about it was that you had to wait two hours for them to tell you there's a 90-day wait... So, it's discouraging, very
discouraging if you need your medications”.

e Participants felt that short-term course (10 to 30 days) of chronic medications at release was not sufficient as it did not enable sufficient time to
establish care in the community: “[Upon release] they gave me about 10 days’ worth of Risperdal. That was it... They just give you a bag and say
‘Get out’.”

e No serious limitations; does not report whether data reached saturation
e Applicable
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Study
Aim

Population

Setting

Bowen 2009°°
Drawing on the narrative accounts of prisoners and the staff they must negotiate with, this paper considers the prescribing and taking of
medication related to the management of mental health problems in a prison context.

n= 71 members of staff and n =39 prisoners across in 4 local prisons

Prisoners
Male:female 27:12

Age

<25years =13
<35years =17
<45 years=7
<55 years=2

Ethnicity - Not reported

Prison staff
Male:female 43:28

Role

Chaplain =3, Detoxification staff =6, Doctor =3, Nurses/HCOs = 16, In-reach staff = 8, Social work/out-reach = 2, Prison officer =19, Probation
=1, Psychiatry =4, Psychology = 1, Suicide prevention coordinator =7, Occupational therapist = 1.

Ethnicity - Not reported

Country
England and Wales

Prison category
1 x female prison accepting all categories of prisoner (both sentenced and on remand) with facilities for juveniles and
young offenders (YOs),
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Analysis methods

Bowen 2009°°

1 x male YO and juvenile facility

1 x male Category B prison

1 x prison from the High Security Estate accommodating both remand and sentenced adults and YOs.

At the time, all were undergoing an evaluated programme of structural and organisational changes intended to improve the management of
prisoners believed to be at risk of suicide or self-harm.

Details of recruitment

Members of staff were selected whose daily responsibilities brought them in contact with high-risk categories of prisoner.

These 'key informants' included officers working in reception areas and on induction units, and health care professionals accustomed to managing
high-risk patients. A purposive sample of prisoners was selected to provide 'information-rich cases for in-depth study', and to enhance 'situational
generalizability'; these included prisoners who:-

1. were known to be suffering with or who had a recent

history of mental disorder;

2. were currently withdrawing from drug or alcohol misuse;

3. had experience of either the F2052SH4 or ACCT5 processes (or both);

4. had been in prison for at least 2 weeks and less than approximately 8 months.

Details of interview/focus group and questions asked
The interviews lasted approximately 45 minutes to 1 hour, and were recorded on a portable hand-held audio device using micro-cassettes.

Interviews with staff focused on participants' attitudes, and knowledge and training in relation to the identification and management of mental
health problems. Staff were asked about their current practices, the division of labour and the impact that the environment had on mental

health related work, and were asked about their professional relationships with other members of staff, and with the prisoners that they manage.

Interviews with prisoners explored participants' state of mental health on arrival in prison, their concerns at that time, and how these concerns
were met. Prisoners were asked about the environment, regime and practices that they had experienced since entering prison, and the effect

that these had had on their mental health. Prisoners were also asked to comment on their relationships with members of staff from various
disciplines and their ability to access support networks.

Mixed qualitative methods approach incorporating semi-structured interviews that were supported and informed by participant observation.

A manual, iterative and reflexive approach to the thematic analysis of the interview data collected during this study involved the repeated review
of both the audio recorded interviews and transcribed text to draw out key themes. Tables were then produced to highlight these issues; the
tables permitting inter-group (i.e. between establishment/staff grouping e.g. nurses, officers, medical staff) and intra-group (i.e. between
individuals within a particular establishment) comparisons to be made, assumptions derived that could be retested in the data collection process,
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Bowen 2009*°
and finally, conclusions drawn.

e Disruption to medication management: a barrier to coping with mental health and managing in prison
o On arriving in prison (prisoners)

- "l was on tablets for depression running back over the past 10 years, and when | came here, they refused to give me any...... so for just short
of a month of being here, | didn't get any... And when I first came in and | explained it, | explained what medication | was on the outside, and
the doctor says 'well we don't give that out in here'. When he said " we don't give that out in here', | thought 'Whohh! That's what I've
always had....". They were listening but they weren't understanding....... That's how they are in here..... They've got their opinion in their
head and nothing's gonna change that."(male prisoner, ID 39)

- "l felt | was coping alright with these tablets and then when | knew | wasn't getting any, | just panicked really. The first night | was crying
and... | was beside myself really... because when | was in the hospital, | was on Trazodone (anti-depressant), and they [i.e. specifically the
prison doctor] changed it to Venlafaxine. ...and that one I've forgot the name of, for the bi-polar, they just stopped them... It's quite a puzzle
to me, 'cos | did get better in there [when previously in hospital], and | can't imagine how I'm going to be alright without it ...." (female
prisoner, ID9)

- (Participant who had been started on a course of pain relief to help with his detox from heroin when he first arrived in prison.) "... but when
they shipped me from here to PPPP [a prison nearer to court], my detox medication, | never got that for three days."

o On arriving in prison (staff)

- "The only way really around it is that you need to revamp the system of people being reviewed [on arrival in prison]. If you can imagine, the
courts sit 'til 5 o'clock. If someone is remanded, they mightn't get to the prison 'til 8 o'clock, 9 o'clock that night. They're [the nursing staff on
duty] not going to start ringing GPs at that time of night. In which case, they're then referred to healthcare. If they're lucky, they'll see them
the next day. If there's a huge number of people to be seen, they might not be seen for 2 or 3 days. These are where the delays occur."

- "Where you get the problems is where someone comes in who is clearly going to need a detox also, who immediately starts to tell you that
he's been taking Valium and Temazepam, and they've all been prescribed by his GP. You know... of course they are [sarcasm inferred]. And
the number of people that they [i.e. staff] do checks on, and they're not. They've [the prisoner] been buying drugs or whatever. So people
tend to be less enthusiastic, shall we say, about making the phone calls and whatever, and just say to people 'I'm sorry, these drugs are just
not available in this prison', which is not always correct... Valium is the obvious one. We can use Valium in the prison but it is extremely rare
that we use it and it is a 'no-no'. Technically, in here, [it's] a non-formulary item, so you have to fill out another form. You have to get
another doctor to agree with you so as to prescribe it, which is time consuming. So 99.9% of the time, they'll just tell you 'it's not
available'..." (member of in-reach team, ID 60)

- "...If they come in with drugs that are in their name, have pharmacy labels on them, then they get prescribed you see. But because they
don't turn up with any evidence of what they've been taking, it is the problem of checking out with the GP surgeries, who are extremely
reluctant | have to say, to give us information of what these guys are taking, so that we can continue that. Unless it was wildly outside the
formulary which we adhere to, which is the SSSS formulary [the formulary drawn up by the local Primary Care Trust], we wouldn't be
changing it, so there is some protection..." (member of nursing staff, ID 49)
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- Continuity of medication - detox, pain medication
"l only started getting them 3 days after | came in. | had to wait for my medical records from GGGG [name of prison from where the prisoner
had just been transferred] and until that came they couldn't give us any medication. Thing is, I'd been on Methadone there...Yeah, it's
different in different gaols.... Like in GGGG, if you're on a script on the 'out’, they give you what they call a 'maintenance script' inside, of a
smaller dose. Whereas | was on 50 ml on the outside, so in GGGG | was getting 30 ml of methadone and a sleeping tablet. And that was it.
That was doing it. But when | came here, they told me they don't do Methadone ..., they don't give you sleeping pills. It's a total no-no. So |
was ill, very ill." (female prisoner, ID 15)

o Delays/disruption to medication

- "l expected to [i.e. to receive medication], but | didn't take any for......until the end of the weekend..... [for] 4 days..." cos they didn't have any
in the pharmacy..... | started going a bit mad, bit loopy... [I] self-harmed....And | asked them to put me on 2052, cos | didn't feel well." (male
prisoner, ID6)

- "The doctor told me he wasn't going to give me anti-depressant ........ So | said, all | said was ' it's no wonder people hang their selves'. It was
taken the wrong way and | was taken to hospital and put in a 'strip cell' because they thought I'd said that | was going to hang meself.... |
tried to explain that I'd only said it out of frustration because | mean, it is a worry. The medication does help. I've tried just about every anti-
depressant. I've been on this one for than 3 years now." (male prisoner, ID4)

- Chaotic state of paper-based prisoners' medical records

- "l would say that General Practice in here [in prison] is at about 1980 in terms of comparison with the outside world. The biggest deficit now
is the lack of an IT system, an integrated IT system, which means we work entirely off paper notes, and have all the problems of paper notes
which are that they are a mess, they are difficult to get information from them quickly... We can't trace back what drugs they've been on
without having to trawl through the whole lot. ... Like, all the repeat prescribing has to be hand-written, hand-checked. ... We are really back
to where | came into General Practice in 1980. However, we are supposed to have a reasonable computer system up and running by Easter,
so hopefully when that all gets on then things like Clinical Governance, chasing through repeat prescriptions, monitoring, will all become a
lot easier". (doctor, ID 66)

o Perceived lack of flexibility in prison regime and limited availability of in-possession medication

- "l only had been taking the Trazodone of a night time [i.e. prior to coming into prison]. | had problems for quite a few weeks [i.e. after
entering prison]. | used to get the tablet at 4 o'clock before tea at 5 o'clock, and if | took the tablet at 4 [o'clock], by the time | come to 5
[o'clock] | couldn't even get myself off the bed because | was that drugged up on it.... But I've manage to get that moved to 7 o'clock now
after a lot of negotiation." (male prisoner, ID 18)

- ".... Healthcare keep messing it up...Well they keep... not bringing it to me. Not giving it to me...Well we'll see, 'cos | got my medication at 12
o'clock last night...I've been in about 3 weeks and it's happened about 5 times. So we'll have to wait and see what time it comes this
afternoon.” (male prisoner, 1D20)

- "...If  write up a drug [i.e. a prescription for a prisoner] for three times a day, this is one of the issues that we are trying to deal with at the
moment, they are going to get 3 doses, some of them, within as little as 8 hours. Whereas again, if you were at home you'd take them
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breakfast time, lunchtime and evening time, but because of the needs of the discipline staff to be monitoring the queues and things, then
our medication regimes have to fit in with them, and it does lead to some friction. We are trying to work on that at the moment". (doctor, ID
66)

o Alienation and mutual distrust: anti-therapeutic relationships between staff and inmates over medication prescribing

- "Yeah... with prison and the 'out' [outside community], it's different. Like, on the out, your doctor knows who you are, what you are, what
medication you're on and what your problem is. In here, it doesn't matter what medication you're on out there, you don't get it in here. Do
you know what | mean?" (male prisoner, ID 20)

- "The standard of care [medical care] is good, and | would think that some of the inmates would think it was good, but a lot of them would
think it was bad because they're not getting what they get on the 'out'... If a doctor is in his surgery on a little estate somewhere and
someone comes in screaming and shouting for something, and he feels intimidated and wants his surgery to be nice and quiet, he'll give
them a script, a prescription, and he's got them out the door.... But if you're in a place like a prison, where they can't go anywhere, they can't
be disruptive or if they are disruptive, they can be removed, then you can say 'no, I'm not going to give you that drug'. And so | think that the
general consensus might be that we've got rubbish doctors because 'the doctor on the 'out' would give me it'. But it doesn't necessarily
mean that the doctor on the 'out' is good, it's not his fault but a lot of people get pacified on the 'out'. People get kept on Valium for years
and it shouldn't happen". (nurse, ID 8)

- "Like there's one guy at the moment who is convinced that he's on certain doses of certain things and I've got the GP to read me his
psychiatrist's letter that came in January, so | know that the doses we've prescribed are correct. Do you know what | mean? 'Cos I've seen
him three times with the same issue... So there's a bit of that, and a bit of manipulation..." (member of nursing staff, ID 49)

- "I think the big difference between civilian psychiatric practice and working here is that in civilian psychiatric practice people rarely actually
lie to you. | mean, they highlight things they want you to be aware of and minimise things they don't want you to be aware of. | suppose it's
lying really, but usually there's a kernel of truth in 95% of cases; whereas in here, 95% of the people that you're speaking to are telling you
things that aren't true. That's a politically incorrectly explanation but ... The aim usually is to obtain either pain killers or opiates such as
Cocodamol, just to get some kind of sedative so that they can basically blot out reality really... It's quite crucially important really [to
understand what is going on] 'cos what happens is that if the doctors who are involved just give in when they [the prisoners] come in and
start ranting and raving about opiates and so on, and the doctor kind of goes 'okay' and gives in to them then it makes it harder for the
prison staff 'cos he goes back and tells the wing that Dr X is a walkover and then they are all coming over, and if they get codeine out of the
doctor, they sell it for 'gear’ [i.e. drugs] to other prisoners and it makes a breakdown of the system more likely." (psychiatrist, ID 26)

Includes young offenders

Applicable - mental health medication
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Hassan 2012'7°

To explore staff and patient views on in-possession medication.

n= 92 (24 people in prison and 68 staff) across 12 prisons

People in prison
Male:female 21:3

Staff role
Governor/deputy = 6
Healthcare management = 14

Primary care (including GPs) = 11

Mental Health nursing =7
First reception nursing = 10
Pharmacy =7

Substance misuse = 4
Prison officer =9

Age = not reported

Ethnicity - Not reported
Country

UK (including Northern, Midlands and London and Southern regions)

Prison category
Adult male local (A-E)n=5
Adult male sentenced (F) n=1

Male youth Offender Institution (G- 1) =3

Female (J-L)=3

Details of recruitment
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A mixed methods design. Questionnaires were sent to all prisons throughout England and Wales in 2008, and follow-up interviews were completed
with 68 staff and 24 patients at 12 prisons

Details of questionnaire and questions asked

Questionnaire was developed, comprising open and closed questions covering: in-possession medication policies, limited prescribing lists, risk
assessment tools and medication storage facilities. The questionnaire was piloted and then sent to healthcare managers in all healthcare managers
in prison throughout England and Wales during June 2008. Written and telephone reminders were sent to non-responders. (90% response rate
was achieved, n = 127/141.

Details of interview/focus group and questions asked

Prisons purposively selected according to geographical spread and range of prisoner population. As a minimum, they attempted to interview ‘key
informants’ at each prison: the governor/deputy, the healthcare manager and/or primary care manager, a member of the pharmacy team, a
member of the nursing staff, a prison officer and at least two prisoners, including a least one who was holding their own medication. At 6 prisons,
researchers conducted interviews in person in private rooms in healthcare or residential wings. Researchers worked in pairs and used semi-
structured interview schedule covering experiences of in-possession medication, its perceived challenges and benefits. Interviews were audio
recorded where permitted. Audio-recorded telephone interviews were conducted with staff only at the other 6 prisons.

Qualitative data were analysed using a thematic approach. A 3 stage approach method was used for analysis: data reduction, data display and
conclusion drawing/verification. Interview summaries were read compared by 2 researchers, allowing for verification of patterns and anomalies,
and thematic coding.
e Survey data:

o Do you allow in-possession medication with your establishment? Yes n = 115, 100%

o Does your establishment have a list of medication that cannot be given in-possession? Yes n = 78, 68%

o Do you provide specific storage facilities for patients with in-possession medication within your establishment? Yes n = 52, 45%

o Do you have a structured method for assessing prisoners’ suitability to receive medication in-possession? Yes n - 108, 94%

e Empowerment (primary benefit of increasing availability of in-possession medication)

o “Prisoners should have their own medication in-possession... that’s coming from my core beliefs that we’ve got to enhance their autonomy
and independence and get them to take charge of their care treatment. (Mental health manager, Prison A)”

o Also empowering for staff: “Nurses spend far too much time giving out medication rather than being nurses. (Pharmacist, Prison L)
o Empowerment - sub theme - equivalence of care/preparation for release
o “It actually gives the prisoner a certain amount of control over their illness or their treatment... they are taking the responsibility on for
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themselves. Healthcare is supposed to reflect inside the prison what happens outside the prison. (Mental health nurse, Prison H)

o Prisoner needs - separating healthcare needs from offending. “It makes you feel normal. I’'m not a monster, so | should get my inhaler.
(Patient, Prison L).

o Convenience. “Having it is better than coming down for it every day, it would be a pain coming then. (Patient, Prison F).”

Risk (security and health risk)

o Staff concerned about potential for misuse, trading and diversion (particularly drugs with psychotropic, sedative or analgesic properties).

o Staff suspicious of prisoner motives - “[In possession medication] can only be a good thing if they can be trusted to have it, but a lot of these
would sell their granny for a few extra cigarettes. (Prison officer, Prison A).”

o Concerns over storage “l don’t think there is any benefit of anyone having their own medication... unless there was a safe place to keep them
in your pad [cell]. (Patient, Prison A)”

o Risk management, staff views “A good, robust system should minimise risks. (Healthcare manager, Prison F)” and “You’ll never get rid of risk
totally. (Reception nurse, Prison G)”

o Noted ‘calibration’. Some establishments had a more flexible approach to in-possession medication and ruled out fewer drugs and were more
likely to adapt or ‘calibrate’ approaches individually. Inflexibility invoked frustration among some patients “It’s the drug, not me! They’d be
better off assessing individual cases rather than having a blanket ban. (Patient, Prison F)”

o General comments were positive and in favour of in-possession medication: “We haven’t had any major incidents or real problems there so |
think... is effective. (Healthcare manager, Prison D).

o Noted it was common to hear staff frustration over in-possession, and may have an overly cautious approach: “Some people do get rather
upset and agitated about it but the incident of death by overdose is very low. Plus, if they were in the community they would have a cupboard
full of tablets anyway. (Healthcare manager, Prison A). “Sometimes we’re too cautious, more cautious than other prisons. (Mental health
nurse, Prison E).

Includes young offenders

Applicable

S3|ge)} 92UBPIAS |BIIUID

suoslid ul 9|jdoad jo yijeay |eaisAyd



vee

9T0C ‘@J43ud) 3ulIdPIND |euolleN

Study
Aim

Population

Setting

Study design and
methodology

Mills 20113

To investigate prisoners’ subjective experiences of antipsychotic medication, and how such experiences and aspects of the prison environment and
regime might affect medication adherence and satisfaction.

n = 44 participants in 3 local prisons

Male:female 36:8

Age = 19 - 61 years. Mean age = 37 years

Ethnicity

White = 27

Black African = 2
Black Caribbean = 6
Asian =6

Other=3

n = 38 prescribed antipsychotic medication for treatment of a psychotic disorder.
n = 6- prescribed antipsychotic medication for treatment of a personality disorder.

32 had been a psychiatric inpatient.

28 were prescribed atypical antipsychotics.
Country

UK

Prison category
2 male category B prisons and 1 female prison

Details of recruitment

Included prisoners both on remand and sentenced. Respondents had to have been in prison for at least a month, have been prescribed
antipsychotic medication to treat an ICD-10 psychiatric disorder for at least 4 weeks and be aged over 18 years. Exclusions included those with
severe learning disabilities or organic brain disease and prisoners without the capacity to give written consent. Written informed consent was
sought. Of the 56 prisoners approached, 44 agreed to take part, a response rate of 79%.
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Details of interview/focus group and questions asked

Short 30 minute one to one semi-structured qualitative interview. Broad questions were asked to initiate discussion with interviewers seeking
clarification and elaboration of answers given. The interview schedule covered personal knowledge and awareness of illness and medication; past
experiences of medication and adherence history; experiences and views of current medication and treatment; methods of medication avoidance
and views of future treatment likelihood of adherence after leaving prison.

Interviews digitally audio-recorded and transcribed verbatim. Data analysed using a content analysis method which entailed the elicitation of key
themes emerging inductively from the data. Data coded according to themes related to questions, then coded segments of the data were
organised using Tesch’s method of de-contextualising and re-contextualising which helps to condense and expand data through new organising
principles.

e Intention to continue taking medication after prison

- | believe I'm going to need to take this medication for a lot of years because it suits me. It seems to be helping me and I've more self-esteem
about myself when | take it.

- Hopefully, it’ll help me...I'd like to not have to take it, but it’s not safe for me to.
- | have to take it. When the doctor says you have to take it, you have to take it, or you’ll end up back in hospital.
e Past non-adherence in the prison and community
o Preoccupation with substance misuse.

- The drink had usually been my number one priority...Yes, | forgot [when drinking]. | don’t like the symptoms | suffer when I’'m not on the
medication so it wouldn’t make sense for me not to take it on purpose.

- | forget. Maybe it’s because of the drugs | used to take.
o Forgot to take it/did not wish to attend appointments at depot clinics
- It’s just remembering to take it. That’s the difficult part.

- To begin with my CPN used to come and...give me an injection at my house. But then they changed it and said | had to go to the Bridge
Centre...And it made it hard for me to get there because | didn’t like going out.

o Did not feel the benefit

- When | feel it’s not working and I’'m in a bad mood about it...I think ‘well, it's not working, there’s no point in taking it’, so that’s stopped me
from taking it.

- | sometimes get to that stage where | feel | think | feel better so | don’t need it.
- ljust didn’t want to spend the rest of my life on medication. So | guess | thought | was better so | decided to try and come off it.

o Mental health condition not seen as an illness (compliant because of threat to be detained under Mental Health Act) - only one respondent
- | will take it to keep them happy at the end of the day. To keep them off my back. I've never been satisfied with it. | never will be.
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e Prison related factors - staff persuading prisoners
o Use of incentives to take medication

- | think they’d offer me incentives like ‘we’ll lend you a kettle if you take your medicine’ or ‘come on, you’ll never get back to your own prison
if you don’t take your medicine’, so | think they’d use social underhand measures to try and coax me.

- Some of the staff bribe me...[saying for example] ‘I'll give you proper cigarettes if you take your medication’.
e Strong coercion to take medication

- They told me if | didn’t take it, I'd go to healthcare which is like punishment because,...[you are] banged up [for ages] down there. They were
like ‘we can make you take it’. And | was just like ‘oh stuff that then, I'll take it over here’.

Prison related factors - prison routine helps adherence (acts as ‘stabiliser’)
- The fact that I’'m in prison and it gets issued to me. And I’'m told when it’s there. It makes it easier.

- Since I've been to the prison | start staying with the routine all the time. Now everyday when they give me my medication in my room, | take
it on...time. | take it with food...I don’t forget.

Prison related factors - inflexible prison regime
- I've had appointments elsewhere, because | was on the detox wing, they only give it out at certain times so | actually missed it.

- First time | was on the house block and | got my dinner and then had to have medication so | went to get medication, but then | wanted to
have my dinner. So | missed the medication and went back for my dinner.

Administration of medication and relationships with healthcare professionals.
o Directly observed vs. in-possession
- They call you for your medication, | will make (sic) my best to go and get it, but if there’s ... people queuing up, | might miss... a dose. Just
because of the aggro of it. It’s only a tablet for God’s sake...
- (not having meds in-possession, meant no choice in when to take meds) Morning and afternoon, even though | wanted it at night time... |
just know | will get a better night’s sleep if | take it at night time.

Relationships with healthcare professionals.
o Information about prescribed medication
- I don’t understand it. He don’t explain anything. He just sits down and talks about the past which is nothing to do with this medication.
- Obviously they have decreased my symptoms, but I’d like to know what sort of neurological parts it stops, what nerve endings it goes to,
literally...[the] ins and outs of the medication. Because | suffer with paranoia | do feel like a guinea pig sometimes with medication.
None

Applicable - mental health medication
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Prison reform trust>®
To investigate views of older people in prison. To develop more effective ways of working with older prisoners.

n= unclear

These findings are based on interviews with 78 men in prison, 18 ex-prisoners, two focus groups with women prisoners and letters received by
the researchers and PRT’s advice and information service.

Male:Female - not stated

Age - not stated

Ethnicity - not stated

Country
UK

Prison category

2 male category B prisons and 1 female prison
Details of recruitment

None stated

Details of interview/focus group and questions asked
None stated
None stated
e Older people entering prison had the medication they were receiving in the community stopped. More than one woman explained that hormone
replacement treatment had been withdrawn.
- | came in and they took the HRT off me — | was suicidal anyway — it was terrible.

e Three men also confirmed that on-going treatment had been terminated without referral to a consultant on arrival in prison. In one case
prostate treatment was stopped until a new referral was made to the local hospital — after a delay of six months.

- [When | came in] | was given no health check during the induction programme. | told them that | was being treated for high blood pressure
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Prison reform trust®®
by my GP and | had also been referred to a consultant for my prostate check-up, although that had to be cancelled because of my sentence.
But because | did not have my medication with me and the prison had no records about my health | was told | would have to wait until |
could see the prison doctor. Someone did make a note on a form but | was given no health check or blood pressure was taken — even though
I could tell it was high because of what | was going through... It took a few weeks before | was transferred from that prison to this one that
something was done...the nurse was great and gave me a good examination. | saw the doc’ within a couple of days... he was furious that |
had not been checked earlier. He then gave me a prescription and I’'m coping much better now and he is also looking at getting me an
appointment for my prostate.

No description of methods

Applicable
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Sowell 2001***

To identify social service needs of HIV-infected persons at the time of release from prison/jail and to describe their case management experiences
after release from jail

n=16

Former prisoners/in jail diagnosed with HIV
Adults (mean 38.7+7.9; range 23-51)
Male/female ratio 11:5

African American 81%
Caucasian 19%

Released from prison/jail 2 weeks to 6 years prior to participation

Inclusion criteria: had a history of incarceration in prison/jail; were diagnosed with HIV infection prior to the time of their release in prison/jail; at
least 18 years old; were able to communicate in English

USA
3 focus groups

Convenience sampling; potential participants were recruited form the AIDS Service Organization (ASO) in South Carolina providing HIV-specific
social services and case management. Potential participants were made aware of the study through caseworkers at the cooperating agency.
Persons expressing interest in the study were provided contact information for one of the research team members. A member of each research
team was available daily on site to assist in recruitment during the study period. Once initial contact was made, a research team member explained
the purpose of the study and conducted a brief screening to determine if they met the study criteria.

All focus groups were conducted in a conference room located in the cooperating ASO and recorded on audio tape. Before each session
commenced the leader explained the purpose of the study and obtained informal consent. A second member of the research team attended each
of the focus groups to assist with the audio taping and to take observational notes. Focus group sessions were conducted using a semi-structured
interview guide consisting of open ended questions. The interview was divided into 2 sections. The first group of questions asked participants to
identify and discuss their social service needs when returning to the community after release from prison or jail, including: what did you need most
when you left prison/jail?; what were the barrier to getting your needs meet? The second group of questions asked participants about their
experiences in accessing or obtaining social and medical services after release from prison or jail, about their experiences with case management
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and their satisfaction with case managers’ ability to help them receive needed services; including: when you were first released from prison or jail,
how easy was it for you to see a case manager?; was your case manager able to help you get your needs met? If so tell me about how the case
manager helped; what was the most important thing the case manager did for you?. Focus groups lasted approximately 3 hours and participants
were paid $10 for their participation.

Content analysis was used to analyse and interpret the qualitative data. Transcripts of the focus groups were independently reviewed by two
members of the research team. Initially, researchers noted every incidence where participants mentioned a specific social service need or need for
specific resources. These identified needs were then categorised and coded. Secondly the researchers identified each mention of case
management or an incident in which they had interacted with a case manager or had tried to access case management or social services. When all
descriptions of participants’ experiences with or views of case management/social services were identified, these descriptions were categorised
and coded. Following the individual coding of the data, the two researchers worked together and developed a final coding scheme and assigned
specific data to the categories of the coding scheme.

Continuity of medication post release

e Participants being released from the state prison system frequently reported receiving enough medication to last until they could see a doctor
“Well, when | was released, the Department of Corrections gave me a month’s supply of medication to take with me.”

e Others did note that they had gone without medicines for long periods.

e Serious limitations: role of researcher not clearly described
e Applicable
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To explore prison buprenorphine (Subutex) misuse, including diversion of prescriptions.
n= 30
Male prisoners

Age = 20 - 50 years. Mean age = 34 years (SD 6.99)

Ethnicity

White British = 24
Black British = 1
Black Caribbean =1
British Asian = 2
White other = 2

27 had received prison prescribed detoxification and/or maintenance for drug dependence during their last sentence, including methadone,
Subutex, dihydrocodeine, and lofexidine. 18 participants had intra-nasally used Subutex when in prison, but none had ever injected it. The number
of custodial sentences ranged from 1 to 60 with a mean of 10 times (SD 12.66).

Country

UK (Leeds)

Prison category
Served in over 35 different adult and young offender establishments throughout England.
Details of recruitment

Inclusion criteria were men with injecting drug use histories who had been released from prison since 2002. Recruitment started in August 2006
and ended in January 2008. Recruitment was via community services such as needle exchanges, drug intervention programme and approved
premises (Probation Service supervised controlled accommodation for offenders)

Details of interview/focus group and questions asked

30 men were interviewed in depth about how imprisonment affected their drug use behaviour. A topic guide covering the main themes of drug
using practices before and during imprisonment was used in the interviews. Topic guide revised to explore obtaining Subutex and about their
motivations and experiences. All interviews were digitally audio-recorded and participants received a £15 payment on completion. Interviews
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ranged from 36 -- 88 minutes. Interviews were transcribed by an independent researcher.

Framework approach was used for analysis. This provided a structure to allow emerging themes. Transcripts were read, themes were identified,
and a coding strategy subsequently developed and applied to each transcript line and paragraph.

e Availability and supply
o Diversion of prison prescriptions “The doctors were prescribing it (Subutex) in (prison 2) at one point to the adults. And a lot of people, a lot of
people wasn’t taking it; they were bringing it back onto the wing to sell to other drug users, and that’s how it was getting brought back and
everybody was buying it and | brought it myself and just use it. If you’d not used it before or you are just starting to use it, it would behave the
same effect as if | was doing heroin”

o Techniques used to obtain (included crushed or whole tablets when nurses or officers not looking, concealed under upper body clothing or put
into a receptacle: “If you haven’t been caught trying to get it out, they (prison) keep giving it to you in the full tablet. And if you have been
caught trying to get it out they will crush it... People who get it crushed still get it out... they take a little empty medicine pot with them that
they get the Subutex in that they have anyway and just go to the hatch, put it in their mouth and then when they have stood up, because they
have to stand against a wall being supervised, but all it takes is a split second for the officer to turn around and then it’s like they spit it straight
in a pot... put it straight in their pocket and then they can just walk off.”

o Generally believed that whole tablets were easier to retrieve “When it is in tablet form, you can just take it out your mouth with your hand.
But a lot of people spit in their tops, you know tuck their t-shirt in and spit it down.”

o Swopping prescribed Subutex for other prescribed medication, such as paracetamol: “They (prisoners) have all sorts of ways (of obtaining
Subutex). They have different kinds of tablets in their hands and swap it round or whatever. | don’t know, everybody does it a different way
and everybody is always secretive about it. In case, they don’t want somebody else to start doing the same thing and get noticed and mess it
up for them.”

® Prison responses

o Participants suggested prison knew about the diversion, which led to changes in dispensing practices: “They’re crushing it (Subutex) up and
giving it to you like that now. And all the lads (male prisoners) are getting round it.”

o Prescribing other drugs “It has changed now in (prison 1) because they’ve got to go on methadone because too much people grafting (stealing
from) healthcare right and spitting them out and just snorting them or just selling them.

o Considering introducing Suboxone in favour of Subutex, to limit diversion and misuse: “it’s a new one they’re fetching in a Subutex thing. It's
orange and it you snort it, it burns your nose.” “They’re even bringing in a subbie out now you can’t snort aren’t they? They’re testing it in
(Prison 1)”

e Charging and cost

o Subutex was identified as a major currency in prison. “In (Prison 1) you can get one for half an ounce of baccy (tobacco) because loads of
people get prescribed them from the doctor. In (Prison 3) there is no prescription drugs whatsoever. So one in there would cost you £45.”

o Currency differs across prisons (transfer) “I used to buy them in (Prison 1) for half an ounce, knowing that I’d eventually get moved to an
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ordinary jail. So when | got moved to (Prison 3) | had them all with me so | knew how much they were worth in (Prison 1) and how much they
were worth in (Prison 4)...

Former prisoners? Substance misuse?

Applicable

H5 Deteriorating health and emergency management

H.B71 Deteriorating health

Study
Aim

Population

Condon 2006™
To explore prisoners’ views of health care within the prison setting.

n=111in 12 prisons

Participating prisons were selected purposefully to cover 4 diverse geographical areas in England. Includes all types of prisoner (remand and
sentences, men, women, young offenders and juveniles (16-18).

Male:female 101:10

Age = 16 - 78 years. Median age = 34 years

Ethnicity

White British = 82
White European = 12
Black British = 6
Black African = 4
Black Caribbean = 3
British Asian = 3
White African =1
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Country

UK

Prison category

All categories. (CatA=1,catB=5,catC=2,cat D=,1 YOIl =2, women = 1)
Details of recruitment

Prisoners were recruited by means of a poster, which described the project and invited potential volunteers to complete a reply slip or inform
prison staff of their interest. Prison health care staff vetted the list of volunteers to exclude those for whom participation might present a risk to
the physical or mental health of either the individual or the researchers. Researchers made a random selection of 10 participants from the names
provided by each prison.

Details of interview/focus group and questions asked

Interviews carried out by two members of the multidisciplinary team. All interviews were conducted in privacy, to the extent that health and or
prison staff were not within listening distance of the interview, and took place in a variety of venues ranging from consulting rooms to prisoner’s
cells. Interviews were audiotaped and transcribed verbatim, with the transcriptions creating the text for analysis. In depth, semi structured
interviews were conducted using main questions and prompts. Interviews lasted between 20 and 60 minutes.

Relevant Q = What is your experience of healthcare in this prison? Do you know what healthcare is available in this prison? What are the good/bad
things about healthcare in prison? How does it compare with healthcare outside of prison? How do you look after your own health when you are in
prison? What do you think helps prisoners to look after their health better in prison?

Thematic analysis assisted by Atlas.ti software. Data analysis included stages: identifying initial concepts, coding the data, sorting the data by
theme and developing a conceptual framework.

e Accessing health services - Opportunity to improve health/use services: Majority of prisoners stated that being in prison was an opportunity to
catch up on healthcare and to make use of the services offered: “It’s time to get healthy... get back to normal, it’s just a thing with prisoners -
come to jail and get yourself sorted. | had better things to do when | was out, but in here you’ve got all the time in the world, so you might as
well get everything done. HP1 (19 years of age, young offender).

e Accessing health services — Application process: Many gave their views on the application system, by which they give written request for specific
services. Varying success, some said it worked well “if you’ve got bad teeth, or of you want to see the GU matey, you just put an application in
and then you go down the list and then they come and get you. But if you say it’s an emergency - ‘Il think my tooth’s broke on me’ - then you’ll
probably go the next day.” EP6 (17 years of age, young offender). Others said the system worked poorly and was characterised by inefficiency,
long waiting times and poor communication: “You put your application in the box, and it comes over to health care and they just add you on to a
list, which is massive anyway, you know... it’s taking 3 weeks to see a doctor. You just have to wait, basically - you can’t ask, like the nurse on the
wing - she just tells you to put another app in. IP3 (33 years of age, category B prison). Quality and accessibility of services were reported to vary
according to category of prison. In local prison with a high turnover of prisoners, services could be fragmented, whereas in a training prison
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“health care is a lot more accessible and they’ve got more time to deal with you as an individual” BP4 (25 years of age, category B prion).
However, in practise open prisons could still have difficulties e.g. one prison had appointments only available during a set 1 how period in the
morning “to make an appointment, you can’t do it until dead on 8 o’clock, when you should be on a bus going to work. So you miss a whole day’s
pay to make an appointment” DP3 (57 years of age, category D prison)

e Accessing health services — Gatekeeping (triage): Some prisoners noted they had to see a nurse before they could see a doctor: “if you want to
see a doctor, you have to ask sister first” LP6 (45 years of age, category C prison), and that the nurse would make the decision as to whether the
condition justified seeing a doctor “ if a nurse recommends you to see a doctor, that is the only time you see the doctor” LP6 (45 years of age,
category C prison). Some stated the triage system was good as they saw the nurse quickly; others described it as a possibly delaying or
obstructive stage.

e Medication access — Equivalence: Many described their dissatisfaction at the range of analgesics medication available, considering paracetamol
as overused for conditions that required stronger medication. Prisoners were aware of strict rules about types of medication that can be
prescribed and perceived that the ruling was for the prison service rather than health care “ Number 1 governor’s made a ruling, no matter what
is wrong with you, you will only receive diflofenac or paracetamol” DP3 (57 years of age, category D prison). Other prisoners commented on
healthcare in prison and that “it shouldn’t be that ‘cos you’re in prison you’re not allowed to have certain medication. It should be (that) if you're
ill, then you should be treated” CP3 (32 years of age, category C prison).

o Attitude of prisoners — Manipulative behaviour: Prisoners in all the study prisons described a clear distinction between the ‘legitimate’ and ‘non-
legitimate’ patients. Non-legitimate patients or ‘blaggers’ were those who feigned illness to get additional medication or to miss work. Many felt
that the large number of ‘blaggers’ led to staff becoming hardened to the health needs of the prisoners: “They’re so used to girls blagging them,
trying to get any sort of drugs... they think that everybody’s the same - we’re all trying to blag them. But that’s not the case for everybody” AP1
(43 years of age, female prisoner). Where a prisoner had established good rapport with health care staff and was certain of being seena s a
legitimate patient, this was a source of confidence that health and nursing needs would be met: “ 1 don’t go up there unless | need to and they
know that and that’s important.” DP4 (age 70 years of age, category D prison)

o Accessing health services — Overnight access to prisoners: In many prisons participants described a near ban on pressing buzzers at night to call
for help, even in the case of iliness. In some prisons, a cell door would not be opened after night locking except in the most serious
circumstances. Young offenders generally described better access to health-care services at night.

Note indirectness of population
UK

148

Gately 2006

To explore the barriers and opportunities for managing long term conditions in a prison setting. To uncover individuals’ experiences of the Expert
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Patients Programme (EPP), a policy aimed at mainstreaming patient experience in the NHS operationalised through the introduction of a lay-led
self-management course for people suffering from long-term conditions.

n= Prison X - 11 pre-course and 8 post-course interviewees

Prison Y - 2 post course interviews

Prisoners with chronic conditions including diabetes, high blood pressure, arthritis, and back problems.

Male
Age - NR

Ethnicity - NR

Country

UK

Prison category - Two category C training prisons

Details of recruitment. Prisoners were selected by the prison officer in charge of health care in one prison and in the second were recruited to the

course by responding to posters put up around the prison. No prison officers were present during the interviews. All prisoners gave informed
consent.

Details of interview/focus group and questions asked. Semi-structured interviews were conducted before and after the prisoners completed the
Expert Patients Programme course. All prisoners were interviewed in the health wing if the prison, using a semi-structured interview guide. Four
authors carried out the interviews. All interviews were taped and transcribed.

Analysis was carried out using the Framework Approach, developed specifically for policy relevant qualitative research. A thematic framework was
constructed, mapped and interpreted.

e Medication access — Equivalence: Prisoners felt that they should receive the equivalent level of care as they would in the community. Considered
that they were treated as prisoners first and foremost and only secondly as patients “More of a caring emphasis. At the end of the day, whether

you’re a prisoner or not, you're still a human being and if you are genuine with an iliness, you should be seen, you should have your health care...

I know it’s slow outside there, but at least you should be on the same level as out there, as in here, but we’re not. We’re behind.” (PXID 10:
obesity).

e Accessing health services — Opportunity to improve health/use services: Others believed their health had improved since coming into prison. In
the community, elements of chaotic lifestyles i.e. excessive consumption of alcohol, eating sporadically or violent activity was detrimental to
their health. The structured nature of the regime in prison had helped some to regain control over their lifestyles and the time spent in prison
was seen as an opportunity to get health issues previously ignored addressed: “Well | was a lot heavier before | come to prison. I've lost about
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three stones since | come to prison. Prison’s done a lot for me. People might find that strange, but it has. | see the healthcare staff when | need
to see them... I've had all the checks and obviously | get an MOT, you know do a check-up every so often... (PXID 10: obesity)

e Attitude of prisoners — Manipulative behaviour: Many felt that those with chronic conditions should have priority, they were unhappy that they
were treated the same as others they believed to be malingerers, attending healthcare just to get out of work “But | do find there’s a, if you want
to call it, a culture or an attitude, an undercurrent within staff on the medical side really because they have so many lads that go along feigning
iliness to get out of work, they’re all tarred with the same brush, like | say brought down to the lowest common level and not treated as an
individual” (PX1D1: cerebral palsy). Those with diabetes were different from the rest of the sample as they described being treated as patients
and were positive about the care they received from the specialist nurse “I could always get the help should | need to... | can just have a talk with
the health care... it’s quite easy... with the diabetes, | don’t think they mess about with it, cos of the seriousness of it, so... | can just come up and
have a talk with anyone up here” (PXID 2: diabetes and asthma)

o Accessing health services — Gatekeeping (triage): This was considered limited in prison X, current triage system was seen to delay contact with a
doctor “lI mean, | once ended up with nearly having pneumonia. Because, you know, the triage nurse kept fobbing me off with, telling me it were
just a cold and | had a, bit of a, you know, a chest infection and it’ll wear off, you know what | mean. And then when eventually | did get to see
the doctor, the doctor told me off for not, you know, seeing him earlier, you know what | mean...” (PXID4: back injury). Prison Y were full of
praise for healthcare staff. They felt they could drop in to health care and discuss health problems in an informal way, for example requesting to
be seen by the female doctor as they were unhappy with the treatment they had received from the male doctor during their last appointment.

Indirectness - low level security prisons? Some concerns over methodology, inconsistent sampling method across study sites. Age and ethnicity not
reported.

UK

Marks 2006 >’

Identify views on the training needs of doctors and health care managers working in prisons.

n= 10 doctors, 5 health care manager

Male:female: NR

Age: NR
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Ethnicity: NR
Country:
UK

Prison category:

Five prisons from the north east of England. Closed male young offenders (YOI), Category B mixed local prison and high security female prison, high
security male prison, category B male local prison, closed female prison and young offender institution

Details of recruitment:

No details on selection methodology for prisons or interviewees

Details of interview/focus group and questions asked:

No details on questions asked. Interviews were conducted by either second author (for doctors) or third author (for healthcare managers).
Interviews were recorded, no further details provided.

Thematic analysis conducted by first author. A project steering group and expert panel is mentioned in the acknowledgements but no details are
given on their input into the study. No other details provided.
o Attitude of prisoners — Manipulative behaviour: described having to adjust to manipulative and demanding behaviour. Some prisoners were

described as “consummate actors”, “skilled manipulators” some interviewees described confrontational and sometimes aggressive prisoners.
Some continually “cried wolf” and some were litigious and a “culture of suing” could potentially lead to more defensive medicine. (D5)

e Healthcare resources — Equipment: lack of computers in this sample of prisons created difficulties for managing long-term conditions or avoiding
fragmented care following prison transfers

e Accessing health services — Referral: interviewees often experienced difficulties in getting specialists to visit prisons, even though this was
cheaper than escorting prisoners and posed less of a security risk. “Certain consultants... are either frightened to come into prison or don’t want
to have to deal with prisoners” (D8). Majority of interviews described pressures not to refer patients unless absolutely necessary because of
security issues and cost (D2, 4, 5, 7, 8).

e Accessing health services — Overnight access to prisoners: one interviewee complained of the lack of access to prisoners after 7pm

e Healthcare resources — Time: A number complained of surgery times having to fit into the prison regime; this could mean rushed surgeries.

o Attitude of primary care staff — communication with team-members: Team working and peer support were poorly developed, in contrast with
general practice “We don’t all meet together and discuss common problems, like we do in the practice” (D8).

e Medication access- Equivalence: interviewees described a number of differences between prescribing in prisons and in the community. First
were prescribing restrictions, such as for codeine and other opiate-based drugs, topical treatments for acne, and drugs which are dangerous in
overdose. Needles (such as for insulin injections) were forbidden and bed boards and crutches would be considered a security risk.
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No details on questions, one area of England, small study size
UK

Plugge 2008’

To explore women prisoners’ experiences of primary healthcare provision in prison.

n= 37 (focus groups), and 12 (interviews)
Prisoners

Females (focus groups: young offenders (aged 18 - 21 years) n=11, black British n = 5, Jamaican n = 3, Sentenced prisoners n = 6, Africann =7,
Drug misusersn =5

Age - interviewees aged 19 - 46 years

Ethnicity, as specified in focus groups. Interviews = 11 British born and 1 was Irish. 4 identified as black (African or African, Caribbean), the
remainder as white.

Country

UK, 2 prisons in southern England

Prison category

Closed, local prisons that received women prisoners from the community who were on remand or had been sentenced.

Details of recruitment

Purposive sampling was used to recruit women to six specific focus groups to ensure that the perspectives of women were from a range of
different prison groupings were included. Researchers identified women who were eligible for the study using the local inmate directory; only
women who had been in prison for at least 1 month were eligible. Groups were very different from each other, but members within groups were
fairly homogenous in terms of background.

Convenience sampling was used to recruit for individual interviews. These women participated in a longitudinal questionnaire survey over a 3
month period and so were familiar with the researchers.

Details of interview/focus group and questions asked
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Focus groups and interviews took place in a private room in the health centre of the prisons or on the wings. No prison or healthcare staff were
present in the room and it was made clear to the women that what was said in the groups and interviews was confidential. There was a facilitator
and co-facilitator for each group, and the conversation was guided by a schedule and tape-recorded.

Semi-structured interviews were conducted when women had been in prison for between 1 and 3 months. None of the interview participants had
participated in the focus groups. The researchers approached women on the wings at least 1 day before the group to give them a written
information sheet and ensure they were able to attend. The interviews were tape recorded and consisted of questions reflecting the key themes
that emerged from the focus groups. Questions included: can you tell me about any experiences you have had with prison healthcare services
since you came to prison? Overall, how would you rate the healthcare services you have received in prison compared with health care you have
received outside? If you could make three suggestions on how to improve prison healthcare what would they be?

The recordings of the focus groups and interviews were transcribed using a private company. Two of the authors independently analysed the data.

The researchers carried out thematic analysis to identify and categorise major themes and subthemes. Themes were reviewed and refined to
ensure they formed a coherent pattern ad recoded if necessary.

e Accessing health services - Application process: Women had to fill in a form (an app), stating why they needed to see a particular professional.
Women were not kept informed about the status of their application, and were not told whether an appointment would be arranged or how
long they would have to wait: “This app business - do you know how long it takes to see a doctor here? | would have damned killed myself if |
wanted to do that.” (Focus group 1). “When you need to see a doctor, you have to put in an application, you have to wait too long and mainly
because I’'m quiet and because | don’t fuss” (Focus group 3). “When you are in pain... you can’t just book - like you can’t just go to your GP or go
to - walk in to a surgery and say I’'m ill blah, blah, blah.. They’ll tell you to put an app in and it can take you a whole week and you’re still waiting
for that app.” (Focus group 5). “Yeah everything’s a [expletive] app. | can’t be bothered... because of the pain I’'m in, do you know what | mean?
Everything’s so long - I've been waiting for [expletive] 6 weeks.” (Focus group 6).

o Accessing health services - Gatekeeping (triage): Nurses seen as gatekeepers who had the power to deny prisoners access to the doctor or other
healthcare professional. “You can’t just say ‘l want to see the doctor’ you’ve got to explain to the nurse why you want to see the doctor and if
the nurse - if she thinks it’s valid then you can. If she thinks it’s not worth it because you were there last week... then you ain’t gonna see him”
(Focus group 6). “The nursing staff decide whether you’re eligible to go to the doctor or not” (focus group 4) “ the nurses to me seem only there
to filter out the applications for the doctor and to interrupt you when you’re at the doctor and tell the doctor what’s wrong with you, as if you
cannot speak for yourself” (Focus group 4). “Listen, if you want to see a doctor here you have to wait until the nurse slips out the room and
quickly say all you’ve got to say to the doctor and they can write down your med because the nurse will stop you getting anything you know and
that’s wrong “ (Focus group 2)

o Attitude of primary care staff — Communication with patients: Critical of disrespectful and uncaring attitude of the healthcare staff and that they
were not treated as they would be in the community “They make you feel - oh... | can only speak for myself, but | - they make you feel like that
you - you're [sighs]. They look beneath you. Erm, down at you, if you know what | mean? Because you’re a prisoner.” (Interview 8). “ | think the
nursing here is very...| don’t think they understand. | don’t think they want to understand. They have a very bad attitude” (Interview 1). “You
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shouldn’t be judged just because you’re in prison” (Focus group 1) “Not stereotyping - stop being stereotypical and thinking that we just want
drugs” (Focus group 2).

o Attitude of prisoners - Staff competence: They considered healthcare staff to not be competent “They are, they’re NHS rejects” (Focus group 2)
“First of all these nurses are unprofessional. | don’t know where they got them from. I'd like to see some of them’s qualification. Trust me,
because - and first of all, they don’t even notice, interact with you on a professional basis” (Focus group 3). “I don’t rate them that they’re
qualified doctors. | reckon they just [expletive] got them off the street yeah.” (Focus group 1)

o Attitude of prisoners — entitlement: Some women highlighted the poor provision and vulnerable patient group. “Like there’s one nurse, yeah, for
however many people they have to see coming through reception here. Like 40% of them might be alcoholics or drug addicts, they’ve got to take
on board everything everyone is saying. Most of the people that come in ‘clucking’ or withdrawing, they want their drugs and they want
whatever is going to make them feel better now....then someone else comes along being genuine, then that person might have it taken out on
them. But that’s how the doctor feels - they’ve got to understand.” (focus group 10)

Indirectness - includes reception. Different sampling methods for focus groups versus interviews but analysis reported together.
UK

Powell 2010°**

Study the views and experiences of nurses and other prison healthcare staff about their roles and the nursing care they provide to prisoners

n=68 (12 focus groups) and
nurses and other healthcare staff

n=12 (individual interviews)
Nurse managers

Male:female: 21:59
Age — mean (range) : 44.59 (24-58)
Ethnicity: NR

Country:
UK
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Prison category:
Various (purposive sampling in order to “capture all categories of prison”); breakdown NR
Details of recruitment:

Twelve prisons were purposively selected to cover four diverse regions in England. Nurses and other healthcare staff working on the day of the
visit were included in the focus group. Not reported whether participation in focus group was compulsory for nurses, other healthcare
professionals were included if they wished to be.

Details of interview/focus group and questions asked

Interviews were conducted following the first focus group, as nurses deferred to their managers. Following this the managers were not included in
the groups. The majority of interviews lasted just over one hour and were semi-structured. Focus groups lasted between one hour and an hour and
half. Both the focus groups and interviews were facilitated by a pair of researchers and were audiotaped and transcribed verbatim.

Relevant interview questions asked:
e How do you and the rest of the primary care team try to meet the health needs of the prisoners?

e How do you identify the need and what services do you provide? [e.g.] Reception, Primary/Secondary health needs assessment, Triage system,
Request slip system, Prison officers, Treatment room, Anything offered on the wing? Drop in clinics for prisoners, Referral to health services
outside prison?

e What effect do you think prison has on prisoners?... e.g. access to health services
e What are the frustrations of working as a nurse in prison?

e What are the barriers to providing a good service?

e What improvements could be made?

e What works well?

e What do you do well in this prison?

Thematic analysis assisted by Atlas.ti software. Data analysis included stages: identifying initial concepts, coding the data, sorting the data by
theme and developing a conceptual framework. A steering group gave guidance throughout the process (no further details given) and the four
researchers worked as a group, not independently, with individual interpretations modified by a consensus process.

e Healthcare resources — Time: Many participants expressed their frustration with the time-consuming task of ‘dishing out the meds’ and seeing to
minor ailments and injuries. Some nurses thought that these responsibilities took them away from delivering a more preventive healthcare
service.

e Accessing health services — Referral: Taking a prisoner to an outside specialist healthcare appointment was described as a lengthy, frustrating
process that could easily be sabotaged. Participants described many incidents of unsuccessful referrals. Attempts to take prisoners out to
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secondary healthcare services highlighted the complex issues that healthcare staff and prison officers face when trying to balance healthcare
needs and security requirements. The impact of having to cancel a planned secondary care referral (usually as a result of lack of prison officers to
escort the prisoner to the appointment) was described as hugely distressing. One nurse described her irritation at receiving letters from
prisoners’ lawyers complaining that their clients had suffered medical neglect as a result of missed hospital appointments “It really annoys me... |
see why they’re doing it, but we get hundreds of letters a year...And it’s not neglect — if the officers aren’t there to do it, we can’t do it.”
(Healthcare Manager, category B prison)

e Accessing health services - Application process: An ‘application system’ to enable prisoners to access healthcare services was used across the
prisons. Prisoners filled in a form requesting one or more healthcare services, including the general practitioner (GP), nurse, dentist, podiatrist
and optician. Most participants suggested that the system worked well because it similar in every prison and so was familiar to prisoners. Not all
participants expressed satisfaction with the application system; one primary care manager alluded to an inefficient paper-chase, where
applications ‘half the time, go missing...”

e Accessing health services — Gatekeeping (triage): The triage process represented a significant change for many of the nurses: “Until recently, they
all had to see a doctor within 24 hours of being here. That stopped. That was deemed completely unnecessary, and now we refer them on as we
feel necessary.” (Healthcare Manager, category C prison). Participants’ perceptions about triage differed between prisons, and within the focus
groups. The topic provoked debate and revealed uncertainty and confusion about this emerging nurse role within several of the focus groups. A
large number of participants saw their triage role as one of gate-keeping to protect general practitioner (GP) time: “Sometimes they request to
see the doctor for colds, but if everybody went to see their GP, the doctor wouldn’t be able to go home, would he?” (Healthcare staff, focus
group participant, category A prison) Triage was described as a paper-sorting task where decisions were based on interpreting prisoners’
healthcare applications or as a face-to-face meeting between prisoner and nurse in their prison cells or in the health centre. Few of the
participants had received any formal training in triage. Some nurses approached the concept of triage as a common-sense decision-making
process that did not require any particular training, whilst others voiced their worries about acting beyond their levels of competence.

Sampling method not described. Possibility that participation was compulsory, as large n numbers compared to other studies and was part of a
larger department of health funded study.

UK

Walsh 2014*”’

To explore the attitudes and perceptions of prison staff towards pain management in prison.

n=23 questionnaires, n=5 in focus group
prison staff (out of 200 total)
Questionnaire: 10 health care staff, nine prison officers, one probation officer, one charity worker, deputy governor and one manager
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Focus group: probation officer, prison officer, physiotherapist, general practitioner and the clinical director (only member not to have filled in
questionnaire)

Male:female - NR

Age: NR

Ethnicity: NR
Country
UK

Prison category
1 large, category B, adult male prison

Details of recruitment:

Questionnaires: self-selected convenience sampling — questionnaires were distributed across the prison for all staff with direct prisoner contact to
complete and return if they chose to do so. 450 questionnaires were distributed for a staff base of 200, 23 were returned.

Focus groups: self-selected convenience sampling — focus groups were recruited as part of the questionnaire (although the clinical director
requested verbally to take part and did not fill in a questionnaire). 10 questionnaires indicated interest in the focus group and four staff members
subsequently attended.

Details of interview/focus group and questions asked:

Questionnaire, mixture of qualitative, quantitative and demographic:

e What is your role within the prison?

e How long have you worked at HM Prison?

What sort of pain for you see prisoners suffering with?
e How many time would you estimate per week that you prisoners complaining to you that they are in pain?

Do you think the prison environment can cause pain?

How do you think pain is treated in prison?

How do you think pain should be treated in prison?
e Have you ever heard about or witnessed prisoners trading pain medication?

Do you think prisoners ever access health care services to obtain pain medication that they do not need?
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Do you think you use your intuition when deciding if a prisoner complaining of pain is genuine?

e Have you ever had any training in how to deal with prisoners who are in pain?

If no: would you like any training in how to deal with prisoners who are in pain?

Do you think prisoners should be able to buy paracetamol and ibuprofen through the canteen?

Focus group direction was informed by results of the questionnaire (further details not given). Length of focus groups and method of data
collection not reported. Multiple project team members were present in focus groups: one facilitator and “researchers”; numbers and their roles
within the focus group and study were not reported. No example questions given.

Questionnaire — analysed using qualitative thematic analysis, undertaken by one researcher and then presented and discussed amongst the other
members of the project team

Focus group — analysed using qualitative conventional content analysis approach and undertaken by one researcher. Data analysis included open
coding to identify meaning and then grouping of codes into categories and themes. Analysis presented to other project members present in the
focus group for validation

Questionnaire

e Healthcare resources — Time: some staff stated that managing pain took a significant amount of their workload, one GP estimated around a third
of their workload. Almost all tend to be approached by prisoners complaining of pain almost daily.

e Attitude of prisoners — Entitlement: Prisoners expectations of pain management are different to those outside prison, leading to particular
demands for treatment, usually medication. “Part of the problem is lots of men in here have never had to manage pain without illegal meds.
They have no idea what ‘normal’ pain is and so find it hard to cope. You don’t want to say ‘man up’ but many of them need to know that what
they are feeling is a normal amount of pain and they have to get on with it like people in the community do quite happily.” (R10)

o Attitude of prisoners — Manipulative behaviour: one respondent felt that prisoner patients might not trust staff to understand and believe their
complaint of pain, thus leading to prisoners exaggerating their symptoms.

e Medication access — medication diversion: majority of respondents had witnessed or heard about trading, and all believed that prisoners
accessed health care services to obtain pain medication that they do not need, with opiate drugs being the most popular for trading. “It’s very
easy for prisoners to ‘blag’ pain relief. They even crush up pain killers and sell them as illicit drugs” (R13). Other reasons to attempt to access
pain medication include habitual drug seeking behaviour, the need to pay off debt (trading), wanting to hoard in order to overdose and commit
suicide or to gain access to an outside hospital to make good an escape from custody”

Focus groups

e Attitude of prisoners — Power: Using complaint of pain as way of exerting power over the health care professional “There are lots of
consultations where you can predict completely how it’s going to go e.g. “I've tried that, that doesn’t work “ so you come up with another drug,

4
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I had that years ago and that didn’t work”. You are quite sceptical about whether that’s the reality or not... It feels combative really quite often”
(P3) “if they feel that they won’t get what they want they will be quite happy to keep you there all day, and that’s powerful.” (P6)

e Attitude of prisoners — Entitlement: perspective of being a victim “ there is a strong sense of victim, a strong sense of entitlement, you know, if
you come in and say “look, the police have beaten me up, look at my arm, dog bite, therefore | should have” (P6)

o Attitude of prisoners — Manipulative behaviour: “there is patently a lot of manipulative behaviour that they come limping in and when they
extracted out of you what they want they go hopping, you know, running down the corridor out of the room and they’ve clearly scored a goal
(P3). The presentation of pain for secondary gain was felt to be a challenge for prison staff in terms of ascertaining genuine suffering and
therefore appropriate treatment. “There are a lot of those trauma type injuries that people get that they’ll live with that pain all the time there is
a potential of compensation.” (P7). Other secondary gains identified were applications for disability living allowance once release from prison,
sympathy from a parole board and improved access to prison facilities and resources such as the gym.

Individual from management took part in the focus group. Low response rate to both questionnaire and focus group
UK

H.92 Emergency situations

Study
Aim

Population

Condon 2006™
To explore prisoners’ views of health care within the prison setting.

n=111in 12 prisons

Participating prisons were selected purposefully to cover 4 diverse geographical areas in England. Includes all types of prisoner (remand and
sentences, men, women, young offenders and juveniles (16-18).

Male:female 101:10

Age = 16 - 78 years. Median age = 34 years

Ethnicity

White British = 82
White European = 12
Black British = 6
Black African = 4
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Condon 2006
Black Caribbean = 3
British Asian = 3
White African =1

Country

UK

Prison category

All categories. (CatA=1,catB=5,catC=2,cat D =,1 YOI = 2, women = 1)
Details of recruitment

Prisoners were recruited by means of a poster, which described the project and invited potential volunteers to complete a reply slip or inform
prison staff of their interest. Prison health care staff vetted the list of volunteers to exclude those for whom participation might present a risk to
the physical or mental health of either the individual or the researchers. Researchers made a random selection of 10 participants from the names
provided by each prison.

Details of interview/focus group and questions asked

Interviews carried out by two members of the multidisciplinary team. All interviews were conducted in privacy, to the extent that health and or
prison staff were not within listening distance of the interview, and took place in a variety of venues ranging from consulting rooms to prisoner’s
cells. Interviews were audiotaped and transcribed verbatim, with the transcriptions creating the text for analysis. In depth, semi structured
interviews were conducted using main questions and prompts. Interviews lasted between 20 and 60 minutes.

Relevant Questions = What is your experience of healthcare in this prison? Do you know what healthcare is available in this prison? What are the
good/bad things about healthcare in prison? How does it compare with healthcare outside of prison? How do you look after your own health when
you are in prison? What do you think helps prisoners to look after their health better in prison?

Thematic analysis assisted by Atlas.ti software. Data analysis included stages: identifying initial concepts, coding the data, sorting the data by
theme and developing a conceptual framework.

e Access to prisoners — Across all prisons many participants expressed anxiety about becoming a patient in an emergency. While virtually all felt
confident than an accident which happened at work or in the gym in the daytime would be dealt with promptly, there was much more doubt
about an emergency that happened at night when prisoners were locked in their cells. Prisoners were uncertain whether the prison procedures
would mean that prompt treatment would be given. “How about if anybody gets a heart attack, you know, in their cell — what do you do? You
just leave him until the next morning or something” 1P1 (age 46 years of age, category B prison). One prisoner described a wait of over one hour
before the door was opened when his cellmate hanged himself in 2000. The participant thought that changed prison procedures meant that the
waiting period would now be shorter, but remained very critical of the difficulties in seeking help during the night.

Note indirectness of population
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Powell 2010%**

Study the views and experiences of nurses and other prison healthcare staff about their roles and the nursing care they provide to prisoners
n=68 (12 focus groups)
Nurses and other healthcare staff

n=12 (individual interviews)
Nurse managers

Male:female: 21:59

Age — mean (range) : 44.59 (24-58)

Ethnicity: NR
Country:
UK

Prison category:
Various (purposive sampling in order to “capture all categories of prison”); breakdown NR
Details of recruitment:

Twelve prisons were purposively selected to cover four diverse regions in England. Nurses and other healthcare staff working on the day of the
visit were included in the focus group. Not reported whether participation in focus group was compulsory for nurses, other healthcare
professionals were included if they wished to be.

Details of interview/focus group and questions asked

Interviews were conducted following the first focus group, as nurses deferred to their managers. Following this the managers were not included in
the groups. The majority of interviews lasted just over one hour and were semi-structured. Focus groups lasted between one hour and an hour and
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half. Both the focus groups and interviews were facilitated by a pair of researchers and were audiotaped and transcribed verbatim.
Relevant interview questions asked:
e How do you and the rest of the primary care team try to meet the health needs of the prisoners?

e How do you identify the need and what services do you provide? [e.g.] Reception, Primary/Secondary health needs assessment, Triage system,
Request slip system, Prison officers, Treatment room, Anything offered on the wing? Drop in clinics for prisoners, Referral to health services
outside prison?

e What effect do you think prison has on prisoners?... e.g. access to health services
e What are the frustrations of working as a nurse in prison?

e What are the barriers to providing a good service?

e What improvements could be made?

e What works well?

e What do you do well in this prison?

Thematic analysis assisted by Atlas.ti software. Data analysis included stages: identifying initial concepts, coding the data, sorting the data by
theme and developing a conceptual framework. A steering group gave guidance throughout the process (no further details given) and the four
researchers worked as a group, not independently, with individual interpretations modified by a consensus process.

e Emergency referrals — Referrals of prisoners to hospital appeared to be not as adversely affected [as compared to routine appointments]. One
healthcare manager suggested that “emergency care is probably the easiest, because the prison has to find staff — there’s no option.”

Sampling method not described. Possibility that participation was compulsory, as large n numbers compared to other studies and was part of a
larger department of health funded study.

UK
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H.6 Continuity of healthcare

.H.621  Barriers and facilitators to continuity of healthcare

Binswanger 2011%

To understand the health-seeking experiences, perceptions of risk, and medical and mental health needs of former prisoners in the first 2 months
after release from prison

n=29

Former prisoners, 2 months after release
Adults (mean age 39, range 22-57)
Male: female ratio: 69:31

African American 38%
White 34%
Latino 17%
Native American 10%

Inclusion criteria: ability to speak English, comprehend and consent to the study procedures, aged 18 years or over
Exclusion criteria: current inmates, people released from jail

USA
1:1, semi-structured interview

Recruited from community health centre, an urgent care centre and addiction treatment centres that treat criminal justice populations in an
urban, using snowball sampling.

The interview guide was developed by the authors. Interview questions were refined with input from experienced qualitative and health services
researchers, interviewers, and former inmates enrolled in initial interviews. Interview questions addressed: 1) access to medical and mental health

care, 2) medical and mental health needs, and 3) perceptions of risk to one's health and safety during the transition from prison to the community.

Initial interviews were conducted from March through June 2009; follow-up member checks were conducted through September 2010. Two
experienced interviewers (male and female) were trained to interview criminal justice populations, taught qualitative interview methods, and
coached on individual behaviours likely to increase rapport and participant comfort level. Team members from medicine, public health, social

$3|qe1 92UBPIAS [BDIUI]D

suoslid ui 9jdoad jo yijeay |eaisAyd



TS¢

9T0C ‘@J43ud) 3ulIdPIND |euolleN

Study (ref id)

Themes with
findings

Binswanger 2011%

work, and psychology met regularly to debrief the interviewers. Follow-up interviews (member checking) were conducted by the investigators with
three previously interviewed participants. In the follow-up sessions, participants were provided with results from the study and asked questions
about the validity of the interpretations, as well as questions to clarify areas of ongoing uncertainty among the investigators. Participants were
provided $25 in the form of a check or grocery gift card. Participants who agreed to be re-contacted to verify data interpretation were
compensated an additional $25 at the follow-up interview. Interviews were digitally recorded in a private setting, uploaded to a secure drive and
transcribed by a professional transcriptionist.

Transcript files were entered into Atlas-ti qualitative data analysis software. Data was analysed using an inductive, team-based approach to explore
patterns and potential themes in the data. Two members of the team coded transcripts, meeting weekly to resolve coding differences and to
create the final codebook, which was used to code the remainder of the interviews. Other team members reviewed a subset of transcripts and met
with the primary coders to discuss emerging themes as well as discrepancies, disconfirming and confirming cases. Subsequent analytic steps
included creating a figure to visually represent the key emerging themes and an iterative process of data collection, debriefing, and analysis. The
results were presented to external groups, including correctional health providers and physician researchers, to further refine analysis. The
research team assisted with data interpretation, prioritising salient elements, and discussing discrepancies and implications. Researchers met with
3 of the original participants to clarify key points and assess validity of the interpretations (member checking).

Transitional challenges

o Lack of knowledge of how to engage with physical and mental health services

o Difficulty making appointments: “I think with guys that have extensive medical problems coming out, that it should be an extension from the
prison system to the hospitals, doctors that they could refer them to before getting out. Making appointments...instead of having to get out and
try to get all this started themselves. If it was started for them at release it is ... probably easier for them to go ahead on and accomplish those
things.”

e Conditions of parole were also viewed as barriers to maintaining health and establishing mental and medical care in the community: “... if you
are a parolee... they have... mandatory things that they have to do to survive, it’s just a daunting task for somebody who doesn’t have any
resources or any family or friends to support and help them. And it’s just... like for myself the success rate for me succeeding out here this time
and not going back to the DOC [Department of Corrections] is like 1%”

Cognitive responses during the transitional period

e Most participants attributed importance to continuing to get their medications and remain physically and emotionally functional, largely because
reasonable health was necessary to gain and keep employment or to be available for their children: “Your health is everything. If you don't have
your health you don't have anything. If you don't have your health you can’t do nothing.”

e However some participants did not view healthcare as a priority, employment/stable housing often took priority: “maybe if | find a good job, any
kind of job that offers some benefits, we can go from there, but if not, we'll figure out something.”

e Participants noted that lack of knowledge of medical and psychiatric care as a barrier to accessing care.
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o No serious limitations; does not report whether data reached saturation
e Applicable

Bracken 2015™!

To increase understanding of what contributes to HIV medical care engagement in former prisoners
n=27

Adults (aged 18 years or over; 72% aged over 40 years) with HIV
Recently released from prison (in last 24 months)
Male 96%, female 0%, transgender 4%

Age: <30, 4%; 30-39, 11%; 40-49, 55%; 50+, 30%
Race: black 85%; latino 11%; white 4%

Inclusion criteria: aged 18 years or over, diagnosis of HIV, incarceration in Californian state prison in prior 24 months
USA
Focus groups

A structured guide, covering issues obtaining to prisoner re-entry and engagement in HIV specific medical care, was developed independently by
the 4 member research team. The group then formulated these issues into questions and presented them to a community advisory board
comprised of service providers and formally incarcerated for their input. The revised discussion guide was implemented in the first discussion
group and subsequently revised based on that group experience and transcript review. Example questions: before you were released from prison,
were you provided with any information or service that helped you return to your community?; describe what is involved in obtaining medical care
for people after release; what is it like for people to get housing upon their release; what worked and didn’t work with your housing?; what kind of
support do people received from family, friends, agencies?; do you feel that HIV-positive men and women who have been released from prison
know enough about HIV/AIDS?

Recruitment was carried out between October 2012 — October 2013 by distribution and posting of flyers and through community advisory board
member and provider referrals. Qutreach sites included HIV clinics, housing facilities targeting the formerly incarcerated, substance abuse
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treatment centres, parole officers, and HIV-educational events. Potential participants called the study number and were screened by a series of
questions to determine their eligibility. Participants provided documentation of their HIV status and were compensated $40 for their participation.

Focus groups had 2-4 participants. Focus groups were conducted in a confidential room. A licensed clinical psychologist serviced as a facilitator.
Two research assistants took posted process noted and notes of nonverbal observations during the focus groups. One of the focus groups with 2
participants lasted 70 minutes. The remaining 6 groups lasted between 100-130 minutes. Due to a technical difficulty with a recording device only
half (55 minutes) of the recording from one group discussion was analysable. Focus groups were conducted until saturation was reached.

Consensual qualitative analysis approach. Opened coding was used to develop codes, axial coding was used to relate these codes to one another
and to identify major themes. To begin all 4 members of the research team individually developed codes based on their readings of the 2 groups
transcripts and using the 5 broad discussion guide categories (barriers, protective/facilitating factors, individual background characteristics,
internal motivators, and external motivators to HIV retention and care). The research team met to discuss each other’s chosen coded and to
develop a first draft codebook. 2 sets of 2 member teams then each separately coded 5 transcripts using Atlas.ti and the preliminary codebook.
After each transcript was coded, the research team met to discuss and reach consensus with regards to each coded quotation and any new codes
proposed. The final 2 transcripts were coded by 1 team member and reviewed by another, with all points of disagreement discussed with the full
team.

Interpersonal relationships
e Friends: emotional support, appropriate guidance and a willingness to talk to others positively about them, providing shelter on release

e Family: HIV-positive family members provided them with support for coping with the disease, emotional support and encouragement,
instrumental support (including housing , transportation, clothing, meals, money).

e Significant others: providing support and acceptance of participant’s HIV diagnoses, were knowledgeable about HIV

Professional relationships

e HIV medical providers: participants who were currently engaged in care tended to have a personal rapport with their medical providers and
could voice to them their concerns and opinions about their emotional wellbeing. Participants who did not report this kind of connections often
reported losing focus and withdrawing from regular HIV care. Participants also favoured physicians who were truthful and matter of fact: “l don’t
want to deal with anybody who's going to tell me what | want to hear and send me out their face”
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Coping strategies and resources

e Participant resource knowledge: participants differed widely in their awareness of and in their ability or access community resources: “I’'m very
comfortable with [HIV] now because now | know more about this and | know that I’'m not the only one. There are individuals like these people
here that | could probably fo ask a question and they’d listen. Would you have the resources for it or an answer? If not, maybe they could direct
me to something?... to me it means a lot”. Most knowledgeable people tended to be those who first received HIV services prior to coming to
prison: “because I’'m already plugged in, so as soon as | come home, | call, okay, | go my medication. When’s my next appointment? And they had
it right up”. In contrast, those whose first interactions with the HIV system occurred | custody and who has received little-ton-no transitional
linkage serviced described being lost and not being able to take advantage of community resources.

e Transitional linkage support: several participants reported the need for more of this, few reported in-depth linkage support that began in
custody. Comprehensiveness of support depended on providers. “at my institution... they have just about every resource opportunity to set you
up to get out. But there’s no follow through on it. They signed me up to get MediCal when | got out, four months before | got out. | still [don’t]
have MediCal”. Obtaining prisoners medical record were aspects of linkage support that worked smoothly.

e No serious limitations: role of researcher not clearly described
e Applicable: USA

Dyer 2013"*°

To explore prison health discharge planning in four North East prisons in the UK

n=17 staff members including GPs, nurses, nursing assistants and healthcare support workers, members of the Mental Health In-
Reach Teams, pharmacy and CARATSs (Counselling, Assessment, Referral, Advice and Throughcare) staff.

Age: not stated

Gender: not stated

Ethnicity: not stated
Inclusion/exclusion criteria: not stated

UK

Four prisons: a male high security dispersal prison, a male category B local prison, a category C male training prison and a category C and D male

S3|ge)} 92UBPIAS |BIIUID

suoslid ul 9|jdoad jo yijeay |eaisAyd



GS¢

9T0C ‘@J43ud) 3ulIdPIND |euolleN

Study (ref id)

Study design

Methods and
analysis

Themes with
findings

Dyer 2013'*°

resettlement prison

Interviews and focus groups

Interviews were conducted face to face or by telephone. Interviews explored existing institutional discharge and transfer policy and practice; their
effectiveness at ensuring equivalence of care; the strengths and weaknesses of current pathways arrangements; and possible improvements and
priority areas where improvements are most needed. Where possible, interviews were recorded. When security requirements prevented
recording, notes were made and written up immediately afterwards.

Strengths
e Participants highlighted the importance of collaborative working across professions and organisations in supporting the delivery of clinical

pathways. For example, participants noted the importance of collaborative working to achieve effective discharge planning and clinical
pathways, particularly for patients with more serious, on-going and/or chronic conditions.

Challenges at the institutional level

e Prisons with a rapid turnover of inmates, many of whom were held for very short periods, gave staff little time to plan for discharge or transfer,
and making it difficult to ensure that all prisoners were discharged in line with all PSO 3050 requirements. Additionally security-related transfers,
which occur very quickly and without warning, often meant that healthcare staff had little or no time to organise a transfer package

e Prison regimes and resources often made the creation of effective clinical pathways difficult. Participants reported that balancing access to
healthcare with a range of other institutional priorities (including work, mealtimes, recreation and the separation of vulnerable and ‘normal
location’ prisoners) limited the time that was available to healthcare staff to spend with prisoners to develop clinical pathways.

e lack of institutional level management and coordination left some staff feeling unsupported. Individual staff appeared to have a clear
understanding of the need to develop appropriate clinical pathways; however, several felt that more institutional-level guidance and strategic
management would help to ensure standardised institutional approaches to the management of these pathways.

e Prisons were understaffed, which made proactive discharge planning more difficult by increasing caseloads and decreasing resources. Limited
resources meant that staff tended to focus on reacting to emergency or unplanned situations.

o staffing levels, the number of functional departments within prisons, and time constraints, mean that integration and information-sharing
between healthcare and other prison departments could sometimes be informal and fragmented. Consequently, at times inmates were
transferred or left prison without some of the staff involved in their treatment being made aware or contributing to their on-going care.

o despite the introduction of SystmOne, patient records were still occasionally incomplete, with important details not entered onto the database
and therefore not accompanying transferring prisoners

e partnership working with community-based agencies is not always straightforward. It can require several phone calls to successfully contact
community-based staff with whom to discuss transfer of care, although in many cases healthcare staff do know who to contact and community
services respond positively to requests from prisons to engage with prisoners as they are released.

e The main challenge for healthcare/mental health staff is the time it takes to contact the right individuals/teams within the community
organisations and develop working relationships. This problem is further complicated for two of the prisons involved in this research because
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they release their inmates nationwide which requires staff to develop links across Britain
Challenges at the individual-level

o healthcare staff reported that some inmates lack an interest in their health or the motivation to engage with healthcare in prison or in the
community to address their health issues. This can often be linked to a perception that they have no alternative to a life characterised by re-
offending and imprisonment. Lack of engagement from inmates results in it being extremely difficult to identify their healthcare needs and thus
establish appropriate clinical pathways for these inmates.

e substantial proportion of inmates have no fixed address upon release, making it extremely difficult for these inmates to register with a GP. it is
very difficult for healthcare staff to create a pathway for these inmates, as they cannot provide them with details of local GPs and services as
they do not know where these inmates will live upon release

e Very serious limitations: role of researcher not clearly described; data collection not rigorous - where recording not possible, notes were made
and written up afterwards; data analysis methods not reported; data not rich

e Very applicable

Gately 2006'*

To explore the barriers and opportunities for managing long term conditions in a prison setting. To uncover individuals’ experiences of the Expert
Patients Programme (EPP), a policy aimed at mainstreaming patient experience in the NHS operationalised through the introduction of a lay-led
self-management course for people suffering from long-term conditions.

n=21

Prison X - 11 pre-course and 8 post-course interviewees
Prison Y - 2 post course interviews

Prisoners with chronic conditions including diabetes, high blood pressure, arthritis, and back problems.
Male

Age: not stated
Ethnicity: not stated

2 category C training prisons, UK
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Gately 2006'*

Semi-structured interviews and focus groups

Prisoners were selected by the prison officer in charge of health care in one prison and in the second were recruited to the course by responding to
posters put up around the prison. No prison officers were present during the interviews. All prisoners gave informed consent.

Semi-structured interviews were conducted before and after the prisoners completed the Expert Patients Programme course. All prisoners were
interviewed in the health wing if the prison, using a semi-structured interview guide. Four authors carried out the interviews. All interviews were
taped and transcribed.

Analysis was carried out using the Framework Approach, developed specifically for policy relevant qualitative research. A thematic framework was
constructed, mapped and interpreted.

o Loss of contact with healthcare professionals in the community on entry to prison — prisoners described the impact that a lack of continuity
between prison and community primary care had in terms of medical care and treatment.

e There was little opportunity for prisoners to take part in the negotiation of their prescription, as past experiences or perceived need for
particular medicines tended to be dismissed: “well it took them four months to give me the ointment to keep my psoriasis under control, and
they were giving me stuff they were using when | was, a kid ten years old. Well, and after so long your body gets used to it and it just takes no
effect. And this is what | were trying to explain to the doctor and he... what got me is, and when | told him the name of it, cos | couldn’t
remember the name of it, so I've had that many treatments, so | couldn’t, but | rang the missus, ‘can you tell me what the cream is like?’ and she
told me, and | went and seen him and he looked it up in their, the book, and the first words out of his mouth were, ‘Well it’s £60, you can’t have
that””

e Serious limitations: research design/methods not rigorous; data not rich
e Very applicable

Hammett 2015

To investigate facilitators and challenges of in-prison care, transitional interventions, and access to and continuity of care in the community in
Rhode Island and North Carolina

n=65

correctional staff (n = 27), community HIV providers (n = 13), and other community providers and state agencies (n = 25)
USA
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Hammett 2015

Semi-structured interviews and focus groups

The data were gathered for the Link Into Care Study (LINCS), a mixed-methods project funded by the National Institute on Drug Abuse to assess
transitional services for prisoners and releasees with HIV.

Interviews were conducted with purposive samples of individuals working in the correctional systems, state departments of public health and
other social services (Medicaid, mental health and substance use, vocational rehabilitation, employment), and agencies providing HIV care, mental
health, and substance use services and addressing basic needs (housing, employment). Key informants and snowball techniques were used to
recruit the respondents. All interviews were recorded and transcribed. Qualitative interviews employed an interview guide incorporating the key
question: “What makes a good linkage to care for an HIV-positive individual upon release from prison?”

Thematic codes were developed guided by the five essential components of transitional care for prison releasees with HIV identified. Additional
codes were identified inductively based on the data collected. The research team tested and refined the codebook by applying the initial codes to a
common transcript and then agreeing upon consistent code names, categories, and definitions. Inter-rater reliability correlations were also
examined and coding definitions were refined and coders retrained until acceptable inter-rater reliability was achieved. All transcripts were coded
by four analysts using NVivo 10 software. Text was further coded as a facilitator or barrier to six main themes: facilitators of in-prison care,
facilitators of discharge planning, facilitators of post-release care, barriers to in-prison care, barriers to discharge planning, and barriers to post-
release care. Text segments could be coded as both facilitators and barriers.

A patient-centred personal connection between providers and clients

e “[Project Bridge staff] ... work inside [the prison] which is good because we find that inmates are more likely to follow through with you if they
know you and they feel comfortable... They’re [inmates] a much different population [from] other people. They’re typically not very trusting,
paranoid, pretty closed. So if you’ve met with them inside, there’s more of a connection where they’re much more likely to follow through with
you” (RI ASO administrator)

e “The most innovative part is the personal approach. They know there is a provider there that wants to see them... [The] case manager has taken
a personal interest in them. Incarceration is a process of being rejected. [It’s] part of the punishment. If you can demonstrate that you are not
rejecting the individual, you can go a long ways in retaining them in care” (RI correctional provider)

Mutual respect and learning among prison and community providers and correctional departments

e “the security side of the house gets to know the community providers and vice versa.” (correctional staff member)

Information sharing and communication

e Automated and linked information systems can facilitate the transfer of information between staff and organisations but strong inter-agency
collaborations and quality data are pre-requisites for effective information sharing. Ideally, community providers are notified of clients’ release
dates, receive patients’ prison medical records, and reach out to releasees to make appointments or ensure that pre-arranged appointments are
kept

e “Communication.... Here is the contact name of the person you are going to go see and we are going to send your records to that doc so you can
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Hammett 2015'*
hit the ground running, letting the clinic know so and so is coming...” (NC community HIV provider)

e “getting information communicated well in advance of the release, not 48 hours [before]. Getting releases of information signed, having
everything set up when a person gets out because we know that [those] first few days and weeks are critical.” (NC TASC administrator)

e Participants reported that a common problem in both states is lack of accurate advance information on release dates and times: “...a lot of times,
information is supposed to be faxed to the [community] providers [but] that doesn’t always happen... [Community] providers [sometimes say]
‘Hey, | know this guy was released 2 or 3 weeks ago. | didn’t get anything.”” (NC correctional provider)

Services/activities in prison

e “[care in prison is] better than they would get outside. ... [T]here are a couple of things that happen very well at the prison. Number one, you
write an order for HIV anti-retrovirals and they get them...faster ... —sometimes the same day. And all of them are available. No insurance
hassles...” (NC correctional provider)

Specific post-release appointments and other linkages to services

e specific post-release appointments and other linkages to services while individuals are incarcerated is critical to the effectiveness of the
transitional system

o “[1]f someone is being released from prison and the discharge planner thinks they... need outpatient substance abuse counselling, they’ll contact
me within 90 days of the inmate’s release and | will go in, see them, set up an appointment so that when they leave, they’ve already got the
appointment. They don’t have to go on a waiting list...and it’s a smooth transition” (Rl community mental health/substance abuse agency staff
member)

e “We know that... from the minute they walk out the door ... all of the challenges begin and it’s a pretty complex world out there and sometimes
it’s hard to know where to go, what to do. So | think the more that they can be set up with while they’re here with very clear instructions on this
is where you go, this is who you talk to, and actually have an appointment made for them would be the most helpful.” (Rl correctional
administrator)
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Hammett 2015'*
Case management and care coordination

e “..the most important thing is early and complete communication between the [prison] discharge staff and the [community] social worker ...that
is going to be taking the case after release” (NC counsellor)

e “[ilnmates being released within the next 30 days [and] all the providers sit around the table and we decide what services this person needs and
who is going to provide them...” (Rl community mental health/substance use agency staff member)

¢ “It has to be a cooperative plan in that all of the agencies that you are accessing are on board and invested. It’s not enough to be on board. They
have to be invested in success. It has to be a cooperative plan in that everybody understands their role in the whole plan. For instance, it does
me no good to get a medical appointment for an inmate if Medicaid is not on board to pay the bill, and none of that’s any good if | don’t see that
there’s transportation to get them to the places that they need to be” (NC correctional administrator)

e “All substance abuse folks are seen by the [agency] staff here [in prison], and it’s the same staff that sees them when they get out... So we have a
direct pipeline.” (Rl correctional administrator)

e “[W]e're trying to have discharge planners...work with probation and parole and be able to follow up with people for 60 days while they’re out...
I think we know those initial months if they’re successful give them a better chance. And we’re... making those ... initial appointments for them
here as part of their discharge plan and not putting that burden on the probation-parole officer” (RI correctional administrator)

Releasees’ commitment

e client must own and commit to carrying out the plan

e “The person that you’re writing the plan for has to be invested in it. They have to take ownership. It’s their plan. | routinely tell inmates, “I’'m not
going home with you. I’'m not driving you to an appointment. I’'m going to do the best | can do give you the best plan that | can when you leave,
but it’s your plan” (NC correctional administrator)

e Very serious limitations: role of researcher not clearly described; interviews and data collection methods not described; findings less relevant to
the review as primarily focused on what is good about a private healthcare system
e Applicable: conducted in USA

HM Inspectorate of Prisons 2012'%°

To explore:

e the extent to which information contained in person escort records (PERs) is helpful to staff in prisons and young offender institutions (YOls)
when assessing risk of self-harm and devising care plans

e identifying common gaps in information contained in PERs
e how PERs and their associated processes can be made more effective and enable the protection of vulnerable detainees to be improved.
n=69 (19 prisoners, 18 prison officers or managers, 32 prison healthcare staff)
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HM Inspectorate of Prisons 2012"%°

Prisoners:

Mainly adults, 15% young offenders aged 17 or younger
Male/female ratio 14:5

74% White British

10% White Irish

Inclusion/exclusion criteria: not stated
England

Interviews in HMYOI Feltham and HMPs Styal, Doncaster, Brixton and Holme House
Focus groups in Holme House and Pentonville

Semi-structured interviews and 2 focus groups

Unclear, ‘thematic review’

How helpful is PER information in assessing risk of self-harm and devising care plans?

e |t was reported that establishments received self-harm warning forms (most of which were completed by court custody staff), but these were
not always attached to the PER

o Staff regarded self-harm warning forms as important because they ‘flagged’ an immediate concern, but these forms were not always received
for every prisoner or young person for whom an immediate risk of self-harm was indicated, and the depth of the information they contained
about history of self harm, patterns and triggers was described as 'hit-and-miss'

e Prison staff said they never received them from court enforcement officers (CEOs), who raise a PER for each detainee they arrest for non-
payment of fines etc., some of whom might be vulnerable

e some escort staff lacked information or detailed knowledge of vulnerable detainees, e.g. those who self-harm

e it was reported that there was not always time to go through each PER thoroughly, so self-harm information might be missed, particularly if a
self harm warning form had not been completed

e A team manager emphasised the importance of enabling staff who had concerns about a prisoner’s self-harm to form, record and communicate
a view (a basic assessment) about the likely level of risk, and that view must be informed by information about triggers (an event that might
cause a person to self-harm) obtained from the prisoner and any existing documentation. The role of the PER in these structures was secondary
to that of SystmOne. This was because information in the PER tended to lack the detail required, and because the PER did not encourage the
person completing it to record their view about the immediacy of any risk
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HM Inspectorate of Prisons 2012"%°

o |dentifying common gaps in information contained in PERs

e Prison staff believed the telephone numbers of court escort contractor control centres included on the PER were of little use, as control centre
staff would not have any first-hand knowledge of the prisoner or young person. There were many complaints about inadequate information in
PERs, for example, ‘tried to kill himself in 2011’. Some staff said that parts of the PER were often unreadable due to poor carbon copies, including
the yellow (second) copy that reception health care staff used at some establishments.

e The difficulty or reluctance that staff described in chasing missing information exacerbated the limitations of PERs that were not completed fully
or clearly, or where the accompanying documentation was missing

How PERs and associated processes can be made more effective and help improve the protection of vulnerable detainees

e Prison staff said they would like to have information about the context in which the self-harm took place, what the prisoner said about it or the
prisoner’s mood.

e Few prisoners said that the police asked them about self-harm and how they were feeling, except during booking in at the police custody suite.

o Staff felt P-Nomis might have potential for greater use in transferring information about self-harm but it needed a self-harm search tool that
would quickly bring up any details about a detainee’s self-harm. Pre-sentence reports were also described as useful, but not all prisoners have a
PSR, and it is unsatisfactory that probation staff fax reports to the prison on the next working day when the information is needed immediately.

e Very serious limitations: role of researcher not clearly described; research methods/design not described; data analysis methods not clear
reported — ‘thematic review’; data not rich; data not clearly reported

e Applicable: conducted in UK but focused on mental health issues

Joanna 2008

To explore the continuity of care experienced by prisoners before and after release

n= 70 (45 former prisoners; 25 professionals in prisons and community services)
Former prisoners:
Mainly adults (aged 17 years or older)

Male/female ratio 18:27

Age: 17 n=1; 18-21 n=1; 22-30 n=16; 31-40 n=12; 41-50 13; 51 or older n=2
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White British n=32

White Irish n=3

Other White n=1

White / Black Caribbean n=2
White / Black African n=2
White / Asian n=1

Asian n=1

Black African n=1

Spanish n=1

Professionals:

4 based in prison, 21 worked predominately in the community

From statutory agencies — including: psychiatric nurses, GPs, substance misuse workers

Non-statutory agencies — provided services including: generic resettlement assistance, employment advice, assistance with housing needs
1 male and 1 female prison, England

Interviews with prisoners, interviews and focus groups with professionals in prisons and community services

The local inmate database system was used to identify prisoners who were due for release within a month. These prisoners were then approached
to take part in a semi-structured interview. The interview consisted of questions regarding:

e Mental health problems prior to or during their sentence;

Mental health care they had received in prison;

e Plans for release, for example employment and accommodation;
e Agencies or professionals they had worked with;

e Opinions about the help they had received.

To facilitate tracking on release, prisoners were asked to provide contact details for themselves, family and agencies they might engage with in the
community. Approximately two weeks after release the researchers attempted to contact prisoners to interview them for a second time to explore
their experiences of resettlement, and find out about their mental health concerns and what agencies they had engaged with since release. Initially
the researchers planned to interview people a third time, but due to problems in contacting prisoners on release, interviews were conducted when
possible regardless of the time since release.
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Interviews and focus groups were conducted with professionals. Professionals in prisons and community services were also invited to take part in
an interview or focus group. These explored the roles they fulfil in the resettlement of prisoners, their views on continuity of care and what
barriers exist to engaging with released prisoners.

Researchers also explored the role of informal support provided by family and friends of prisoners through two focus groups. These were arranged
through an organisation that runs a regular support group for friends and families of prisoners.

Each interview (when tape recorded) was transcribed in full by the researchers, and where interviews could not be tape-recorded detailed notes
were made. These were analysed by the research team and four sets of themes were developed which represented the experiences of males,
females, professionals and families of continuity of care and resettlement. These were incorporated to produce broader themes, which highlighted
the key areas of continuity and resettlement for prisoners and professionals.

Women prisoners

e Prisoners did not know how to get healthcare when released

e Emotional support from prison officers is disrupted by prison movement within and out of prison
e Prisoner noted that they lost contact with keyworker in community when they entered prison
Prison healthcare

e Professionals reported poor transfer of information from prison to the community: “I’'ve found at the health care unit at [name of prison] that if
a person’s going to be released they don’t pass on the medical information to the GP; they’re not allowed to pass it on to their GP or any other
local mental health team.” (Resettlement agency)

® “They were coming out of prison with no support in place, very last minute. We had to meet them, take them to the homeless persons unit. They
were given something like one day’s medication at reception as they were leaving. They were diagnosed with schizophrenia and were coming
out with absolutely nothing.” (Resettlement agency)

GP registration

e Prisoners reported not having a GP in community, and not being helped to register with GP by the prison. This should have been done as part of
the Prison Service Order on continuity of health care (HM Prison Service, 2006).

e One female prisoner reported that she was unable to register with a GP because she was homeless. Although a GP said that prisoners could
register using the address of temporary accommodation they might be staying but if they were sleeping rough and had no form of identification
this would make it difficult to register.

Substance misuse

e Professionals reported that information sometimes was not transferred between prison and community services: “We’ve seen it with those
who’ve got drug issues, suddenly now their ’script information hasn’t followed them out to the community and the next worker who’s less likely
to provide them with the right sort of drugs.” (Resettlement agency)
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e A prisoner reported that they had seen a drug counsellor once a week in the community but did not think that his counsellor knew he was in
prison.

e One prisoner who had wanted to work with the same CARAT worker when she returned to prison after breaching her licence. “She was my last
CARAT worker when | was in here, so she knows a lot about me and as soon as | got in here | asked for [her] straightaway. | don’t want no other
CARAT worker ... It helps when I’'m in prison to see people | already know”

Early release
e Lack of information about prisoners’ release dates was also having an impact on continuity of care between prisons and the community.

e “That’s crazy because if you get 18-day early release, you see the doctor two weeks before you go ... so if you get your 18-day early, you’re out
before you’ve seen the flipping [doctor].”

e “They only get told the 18-day release at the very last second, so even if we had something working in the prison they can’t get that information
to us. We have guys go out to some prisons, stand outside in the freezing cold all day and then [get told] ‘oh they were released two weeks

o

ago’.” (Resettlement agency)

e “The person who obviously thought of this [End of Custody Licence] policy had never worked in a prison. What we do as a team is anyone
sentenced who fits the criteria ... we take off the 18 days and just work to that date anyway. The DIPs now know the situation within the prison,
so will make a kind of impromptu appointment for a lady if she’s just come out.” (CARAT worker)

Referral routes

e According to one professional, the probation service does not refer prisoners to organisations unless they have a formal relationship with them.
No other professionals made similar comments, so it is unclear how widespread this practice may be.

Difficulties in getting access to services

e Although professionals thought referral processes were adequate, prisoners could still have difficulties in gaining access to a service. This
seemed partly to be due to a shortage of services. One non-statutory substance misuse agency’s specialised service was not provided in all
prisons and a transfer to a prison where it was available was often difficult.

e The transfer of prisoners between prison has an impact on prisoners who may have used a service in one prison but be unable to do so in a
different prison and may have an impact on any resettlement plans they have tried to arrange.

e One barrier for former prisoners trying to gain access to services was caused by their difficulty in keeping appointments: “There’s housing
appointments, there’s going to the doctor, there’s having to attend your probation officer ... there’s having to pick up your methadone script ...
Just any small crisis, like your taps aren’t working, it all becomes a lot more difficult for someone who's living a chaotic lifestyle and who is
vulnerable. It’s a lot more difficult for them to sort out.” (Employment agency)

o Difficulty in keeping multiple appointments is often made worse by services being ‘fragmented’: “They’re on probation orders or court orders
and they would turn up at a probation place and they will turn up at the employment centre and they won’t go to their housing office or they
won'’t go to their behavioural specialist because they’re all too fragmented.” (Resettlement agency)
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e Professionals also implied that services do not communicate efficiently with each other. Released prisoners may have appointments to see
service providers in several different locations at times which are perhaps not well coordinated. This will force people to choose which
appointments to attend and therefore which needs are met.

o Released prisoners with no fixed abode were also said to experience particular difficulties in getting access to services: “Prisoners that are of no
fixed address, NFA, homeless, find it the most difficult to access services because there is no local authority that will take responsibility for
them.” (Substance misuse worker)

e As prisoners can be often located in prisons a long way from their homes, prison resettlement teams do not necessarily know about services
outside their own locality. “ If you are in a prison away from your home, when you’re released you’re not going to be linked in with the services
you need in your home area.” (Employment agency)

information sharing between agencies

e Inter-agency communication would help to increase the amount of client information available to each organisation. “It would be really good if
there was some way that | could talk to the other people involved in that person’s care ... if they could tell us more about what’s happening with
a client ... so that, when somebody hasn’t been coming to class, | can find out if they’ve started using [substances] again.” (Employment agency)

e Another agency suggested that the National Offender Management Service (NOMS) should take the lead in improving information sharing
between agencies. “80% of prisoners’ information isn’t transferred and the information that is transferred about probation clients is very, very
cursory ... so there’s huge scope for improvement but it needs to be picked up, by NOMS essentially, and it needs to be commissioned, and it’s
starting to go that way.” (Resettlement agency)

working relationships between agencies

e The quality of relationships and information sharing was reported to depend on individual good practice. “When it’s a legal formal record, like
prison, like probation, then sharing that information is restricted for security reasons. You might be able to access that but it’s driven by
individual good practice ... rather than a system’s basis.” (Resettlement agency)

e Serious limitations: role of researcher not clearly described; data analysis methods not clearly described
e Very applicable

Lloyd 2015°*

To explore how primary health care can better meet the health care and social support needs of Aboriginal Australians transitioning from
prison to the community

n=30 (12 former prisoners, 12 family members, 8 community service providers)
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Former prisoners:

Adults (aged 18 years or over)
Male/female ratio 7:5
Aboriginal

Family members:
Family member of someone who has been in prison, including mother, sister, aunt, child, partner
Male/female ratio 1:4

Community service providers:

working for health or social service community organisation; from 4 governmental agencies and 4 NGOs, such as charities and community
controlled services

50% Aboriginal

Inclusion/exclusion criteria: not stated
2 urban Aboriginal communities, Australia

Interviews with thematic analysis

Purposive sampling was used to identify interviewees who were Aboriginal and had either been in contact with the criminal justice system or had a
family member who had been in prison. The researchers brainstormed a list of local community service providers who were actively involved in the
care of former inmates. Both health care providers and social service providers working for government and non-government organisations were
invited to participate.

Interviews were conducted by a team of health professionals between September 2012 and February 2013. Three separate interview guides were
developed by a team of health professionals - one each for Aboriginal former inmates, family members and service provider. Interview questions
focused on former prisoners’ access to services during the transition from prison to community. Family members were asked what life was like for
the family with a relative in prison. They were also asked about their relative’s access to health on release, and the kinds of health services and
support that would be most helpful to Aboriginal former inmates and their families at that time. Community service providers were asked about
how they work with Aboriginal people leaving custody, factors that assist them in providing effective services and factors that impede them from
performing the work that they would like to do.

Interviews were digitally recorded and transcribed verbatim. All transcripts were read by one researcher to check for accuracy and to remove any

S3|ge)} 92UBPIAS |BIIUID

suoslid ul 9|jdoad jo yijeay |eaisAyd



89¢

9T0C ‘@43Ud) dul|apIng |euoiieN

Study (ref id)

Themes with
findings

Lloyd 2015%*

identifying information. The transcripts were then reread and notes were handwritten on the right hand side of the transcript. Saturation was
reached with no new themes emerging from the final transcripts. Initial codes were drafted and patterns and differences were discussed by two
researchers. The initial codes were then collated into tentative themes and the interviews were then reread in order to gather all the relevant data
that applied to the tentative themes. A summary description of each of these themes was then drafted and discussed by two researchers with
advice and input from another researcher. Cross cutting themes over the three groups (former inmates, family members and community service
providers) were then identified. This involved developing connections between concepts and categories and to consider these concepts in relation
to the existing literature. These common themes were discussed with the team at who conducted the interviews to verify accuracy.

Pre-release

e Participant responses indicated that discharge planning and communication was variable and hampered by uncertainty regarding release dates
and lack of access to Medicare

e Communication between prison and community services appeared to depend on whether a person is released to freedom or on parole, or is
sentenced or on remand, and also on the duration of imprisonment.

e Service providers and former inmates indicated that uncertainty regarding release dates meant that discharge summaries were not always
written and a week’s supply of medication not always provided to inmates on release.

e The majority of service providers indicated that there is a strong need for pre-release planning for all inmates, regardless of the nature of their
incarceration (remand or sentenced). The need was identified for connection of inmates with community services prior to their release so that
they are better able to access available services and support.

e “..near the end of that term [of imprisonment], that’s when there should be some real serious work done with that client with regards to setting
up the supports ready to go out. So places like Housing should be contacted. The medical centre should be contacted. If they need furniture and
stuff, all those things should be ready so that when people get out of jail, they’re not just left and then they’ve got to struggle to re-establish
everything again.” (Service provider—Housing New South Wales)

e Participants also noted the need for coordinated and holistic pre-release planning across all services: “I think what needs to happen, everyone
needs to sit down and say, alright, well, this is what’s going to go on [before release]. This is the plan ... By a strong team, I’'m talking about you
have someone from Probation and Parole. You have somebody from the HASI1 program ... You have somebody from mental health. You have
somebody from drug and alcohol. They don’t have to be from the same service, but they have to know what role they’re actually planning.”
(Service Provider - Aboriginal mental health worker)

Post-release

e Support from family or from case workers was described as a facilitator to accessing healthcare in the community: “oh, they’re good, Probation
and Parole. Like she’s been really good to me. She helped me when | went to a refuge and she helped me ring around a few places.... And I’'m
actually doing an employment pathway plan through Parole, so we do that every Friday and they supply lunch.” (Aboriginal women, former
inmate)

e Family members felt unsupported while trying to help former inmates adjust to community life and deal with drug use, aggression or mental
health issues.
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e One service provider emphasised that in order to be effective, post-release support must be immediate and easily accessible upon release as the
immediate post release period is such a chaotic and vulnerable time: “When they first get released make sure you’re in their face. Don’t say
come and see me in a week’s time. Actually get there, see the patient, and say, ‘Hey look this is what you need to do.” Keep them busy for that
week...” (Service provider - Aboriginal mental health worker).

e The majority of participants reported that there were inadequate links to community services from prison, for example lack of letters/discharge
summary on release, not being put in contact with GP or medical service

e Some service providers reported that former inmates were not aware of services available
e No serious limitations
e Applicable

Plugge 2014>°

To explore issues around health and access to health services for those on probation

n=41 (22 people on probation, 10 probation officers, 9 professionals who work for partner organisations)

People on probation:
Adults (aged 19-60)
Male/female ratio 15:7

Probation officers:
Aged 28-54 years
Mixed male and female

Partner organisations:
aged 33-58 years
Mixed male and female

Ethnicity: not stated
Inclusion/exclusion criteria: not stated
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England

6 focus groups with thematic analysis

4 focus groups were with people on probation; 3 with men and 1 with women. One of the groups with men and the group with women took part in
their residential hostel. The two other male groups took place on their community service work placement. 2 focus groups were with staff; one
with probation officers and one with professionals who work for a range of partner organisations.

Two researchers used a semi-structured guide which aimed to explore the probationer’s perceptions of the health problems of their probation and
their experiences of healthcare services and recommendations for service development. The following questions were asked:

what would you say are the sorts of health problems people on probation might have?

- Who has used health services since being on probation this time? Which ones?

- From your experience, we want you to identify good things about the services you have used recently and the bad things
- Please could each person say one way in which they would improve health services?

Each group comprised 3-10 people and lasted between 30-75 minutes. The two researchers facilitated each group. Discussions were recorded
electronically and then transcribed.

NVivo 7 was used to facilitate analysis. A thematic analytical framework was adopted and an inductive approach to identify themes related to the
overall broad study objectives was used. The analysis was driven by a detailed semantic description of gathered data, not by pre-conceived
theories. Two researchers independently coded and analysed the data. After the researchers familiarised themselves with the data, they
categorised and collated major themes and subthemes to form patterns within the data. Data for deviant cases were examined and reviewed, their
interpretations were discussed and differences in coding were resolved.

Health as a low priority

e People on probation and professionals identified that health was not a priority issues for probations. More pressing concerns included finding
employment appropriate housing, dealing with alcohol/drug problems

e “bottom of the pile. It’s the last thing they want to do... get yourself a balanced diet and a goodnight’s sleep!” (partner organisation)
Stress of being on probation

e People on probation felt they were not provided with support. They wanted support from their probation officer to help them move forward and
address needs such as housing and employment.

e “they don’t try to help you. They don’t put you in touch with people who are going to help you. Or sign you to them... they don’t do that” (person
on probation)

Prison or probation?
e People on probation noted that it was easier to access a range of health services in prison than in the community
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Mental health and substance use

e Professionals also noted the lack of services for people with learning disabilities, in terms of identification and on-going support
o No serious limitations; does not report whether data reached saturation

e Very applicable

Powell 2010%%*

To explore views and experiences of nurses and other prison healthcare staff about their roles and the nursing care they provide to prisoners

n=80 (67 nurses working in prison healthcare centres including nurse managers, community psychiatric nurses/mental health nurses, substance
misuse nurses and in-patient nurses; 13 healthcare assistants/healthcare workers/nursing auxiliaries)

Adults (aged 24-58 years)
Male/female ratio: 21:59

Ethnicity: not stated
Inclusion/exclusion criteria: not stated

England
12 interviews, 12 focus groups

Recruitment of nurses for interview was aimed at those working in primary care; however, where there were small teams, or teams where nursing
tasks were shared or where nurses were keen to be involved in the interviews, then this was accommodated by the research team. Recruitment
for the focus groups was aimed at nurses as key informants working in primary healthcare, but other healthcare staff were included if they wished
to be.

Healthcare leads and managers were interviewed separately following the first focus group discussion, in which a primary care lead was included.
The focus group facilitators observed that participants in this group tended to defer to their manager. It was anticipated that participants in the
remaining focus groups would feel more able to express their true feelings without a manager’s presence. Interviewing the healthcare leads
separately gave a manager’s perspective, often generating information about strategic issues related to nursing care in prisons.

Focus group discussions with healthcare staff and individual interviews with primary care and healthcare managers were conducted using the
following semi-structured interview schedule:
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9.

10.
11.
12.
13.
14.

364

Background: Gender, Age, Ethnic group, Confirm qualifications, Job title
Are you already taking part in a research project? (If participant already taking part in a research project, consider whether to proceed)
Tell me about your role as a nurse working in this prison. What would you do in a typical day?

What are the main health problems that you come across in this prison? (Check frequency and extent of need for the following- e.g. does
that come up a lot/is that common? Is that a big problem for people in this prison?) Asthma, Diabetes, Coronary Heart Disease, Cancer,
Epilepsy, Communicable disease, e.g. STI, hepatitis, HIV, TB. Minor ailments, Trauma and minor injury, Primary care mental health
problems, e.g. anxiety, depression, bereavement. Self-harm, substance misuse (alcohol, smoking, drugs)

Which prisoners do you think have the highest health needs? Why is that? Older, Younger, Black and Asian, other minority ethnic group,
Prisoners with disabilities, Substance misusers, any others?

How do you and the rest of the primary care team try to meet the health needs of prisoners?

How do you identify the need and what services do you provide? Reception, Primary/Secondary health needs assessment, Triage system,
Request slip system, Prison officers, Treatment room, Anything offered on wing?, Drop in clinics for prisoners, Referral to health services
outside prison

What effect do you think prison has on prisoners’ health? Better/worse in prison? Physical health Mental health Better health care inside
or outside? e.g. access to health services (including treatment, immunizations, detoxification/maintenance, health promotion, referral)
Look after health differently Inside and outside? Health eating/diet Exercise Family relationships

What are the frustrations of working as a nurse in prison?
What are the barriers to providing a good service?

What improvements could be made?

What is satisfying about working as a nurse in prison?
What works well?

What do you do well in this prison?

Focus group interviews lasted between one and one and a half hours, and most individual interviews with healthcare managers lasted just over an
hour. These were audiotaped and transcribed verbatim. The four-person multidisciplinary research team worked in pairs to facilitate the focus
groups and interview the nurse leads. The data were collected in the prison healthcare centres.

Thematic analysis was undertaken using the analytical framework developed by Ritchie and Spencer (1994). Atlas.ti software was used to assist
with coding and sorting of the data. Data analysis was conducted in four key stages: identifying initial concepts, coding the data, sorting the data by
theme and developing a theoretical framework. The four researchers worked as a group rather than as four individuals to develop and test the
codes and identify the emerging themes. This group researcher process enhanced the credibility of the themes generated, as individual
interpretations were modified by a consensus process. The dependability of the resulting group interpretation was supported through discussion in
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steering group meetings. Data from the focus groups and interviews were analysed the same way.

Identifying health needs

e One primary care manager noted difficulties with using a paper-based system to apply for healthcare on reception, where applications “half the
time, go missing...”

e Serious limitations: data not rich
e Very applicable

419

Sidibe 2015
To assess health care workers' experiences with and perceptions of the health care needs of HIV-infected, formerly incarcerated individuals
n=38

community-based health care and service professionals, including nurses, physicians, case managers, and counsellors/therapists

Mental health professional n=12
Health care provider n=6
Case manager/outreach worker/social worker n=20

Male to female ratio 21:79

White 45%

African American 42%
Multiracial 5%
Hispanic 6%

Inclusion criteria: at least 1 year of experience working with recently released HIV-infected individuals; employed at their agencies for at least 1
year; aged 18 years or over

Community, USA

Semi-structured interviews
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Conducted as part of the formative phase of the Individuals Motivated to Participate in Adherence Care and Treatment (imPACT) Study; a National
Institute on Drug Abuse-funded trial of a multidimensional intervention to maintain suppression of HIV following prison release in North Carolina
and Texas.

Participants were recruited using purposive sampling from health care agencies and community-based organisations over a 4-month period in
North Carolina and Texas. Agencies and organisations were identified through referral from health care workers in the community and agencies
that had a mission of serving people who were HIV-infected. The agencies were members of the imPACT Study team; each of the organisations
were contacted to introduce the study and obtain permission to approach the agency's staff. Team members from each participating university
then continued the recruitment process at participating sites. The research team actively recruited participants for the interviews through
distribution of promotional materials, phone calls, and in-person conversations. In addition, the research team passively recruited participants by
providing study flyers and business cards to agencies to place in mailrooms, on bulletin boards, in lunchrooms, and in staff break areas.

The interviewees participated in either a telephone interview or a face-to-face interview that lasted approximately 75 minutes. All five interviewers
gave an overview of the study before participants volunteered and provided their consent. All interviews were audio-recorded and de-identified.
At the completion of the interview, respondents received a $25 gift card.

The interview guide was developed based on the Socio-Ecological Framework (SEF) and a literature review of what was known about barriers to
and facilitators of accessing care post-release for incarcerated individuals living with HIV.

Interview Guide:

Section 1. Description of agency and interviewee's role at agency.

e Question 1 Describe the type of place where you work.1. What is the goal of this agency? What kind of services does your agency offer?
e Question 2 Please describe the work that you do at your agency.

Section 2: Explanation of how organization/agency serves HIV-infected patients who are newly released from prison.

e Question 1 What barriers are you aware of that your newly released HIV-infected patients face in managing their HIV? (prompts asked if
interviewee does not address) 1. Barriers that get in the way of linking to HIV care after prison? 2. Barriers that get in the way of continuing in
HIV care once they have gotten linked after prison? 3. Barriers to adhering to ARV medications? 4. Barriers to adhering to medical
appointments? 5. Barriers due to stigma associated with HIV status?

e Question 2 What facilitators are you aware of that help your newly released HIV-infected patients manage HIV after release from prison?
(prompts asked if interviewee does not address) 1. Facilitators that help them link to care after release from prison? 2. Facilitators that help
them continue in HIV care after prison? 3. Facilitators that help them take HIV medications after release? 4. Facilitators that help them adhere to
their medical appointments after release?
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Section 3: Transition of newly released HIV-infected prisoners into services at the agency.

e Question 1 How are first appointments scheduled for HIV-infected patients post release?

e Question 2 What information do you get from the DOC about newly released HIV-infected patients before or after release? 1. What information,
if any, do you wish you got from the DOC but haven't? 2. Describe the extent of your interaction with DOC medical staff about these patients. 3.
Do you get any type of a needs assessment report from the prison staff? a. If Yes: i. What information is most useful in the assessment? ii. What
information is least useful? iii. What additional information would be useful? b. If No: What information would you find useful to obtain through
such a needs assessment?

e Question 3 How long after prison release do people attend their first appointment with you?

e Question 4 What are the most common needs of patients at these first appointments with you post release? 1. Which needs are you NOT able to
address? 2. Which needs ARE you able to address? 3. What referrals do you commonly make? a. What types of referrals are easiest to make?
Why? b. What types of referrals are most difficult to make? Why? 4. What services do you wish existed, but don't?

e Question 5 What has to be done regarding HIV or ART prescriptions on the first appointment post release? (renew prescription, refer to
pharmacy, completing ADAP, labs, etc.) 1. Do you assist patients with Ryan White funding? If so, what is the process?

e Question 6 How often do patients/consumers no-show for their first medical/agency appointment after release? 1. What do you do when
someone no-shows for a first post-release appointment? 2. What has happened to this person, generally, since prison release?

e Question 7 How do patients/consumers get to their medical/agency appointments?

e Question 8 What does your agency do well to provide services and care to recently released individuals? Where does your agency need to
improve?

Each audio-recorded interview was transcribed verbatim for data analysis. Using NVivo 9, the transcripts were systematically analysed according to
the principles of structural thematic analysis, applying interview guide questions consistent with the SEF to define the initial topical structural
codes. Each transcript was reviewed by at least two members of the research team to ensure that it matched the audio file and to remove all
identifying information from the transcripts. Next, four researchers read and reviewed all of the transcripts and created memos of identified
themes. Creating memos allowed the researchers to reflect on the accumulation of ideas and record concepts and relationships that emerged
while reading the transcripts. After reviewing all of the transcripts, a codebook was created based on the memos, and two of the researchers used
the codebook to ensure coding consistency. Disagreements in coding were resolved collaboratively and adjustments to the codebook were made
iteratively until the coding team came to consensus on all codes. Finally, the entire research team reviewed the codebook to identify overarching
themes. The final codebook included topical structural codes that were based on the SEF and emergent codes that were based on additional
unanticipated themes that coders identified during the analysis.
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Reintegration activities represent competing demands to accessing care

e The participants also suggested that adjusting to life outside of prison, especially for individuals imprisoned for an extensive time, impeded
former prisoners' abilities to access HIV care. They explained that the longer patients had been in prison, the more activities they needed to carry
out to reintegrate into their communities. Reintegration activities competed with efforts to get health care. For example, if former inmates had
to work to reconnect with friends and family, this would make it harder for them to maintain HIV care compared to someone who still had
connections with friends and family

e “If they have been incarcerated for such a long duration of time that they don't know how to function in non-incarcerated life, all of those things
could overwhelm their health care as a priority” (Social Worker with 5 years of experience working for agency).

e Participants explained that many clients experiencing the freedom of being released after a long sentence prioritised spending time with friends
and family before going to a physician. “Simply doing anything about their health care may become a very low priority in that person's life once
they are just released” (Case Manager, 8 years working for agency).

Meeting basic needs

e The health professionals described often being called upon to help newly released individuals address basic needs, such as accessing food,
housing, and transportation, as a step to enable the client to focus on medical needs.

e “There is a need hierarchy. If they don't have housing, if they don't have a place to stay or a roof over their head, food to eat, and/or income,
then medical needs are the furthest thing that they are concerned about” (Case Manager, 7 years working for agency)

e Providers discussed the notion that to successfully engage in care, individuals first needed to meet their basic needs, such as housing and food.

e “A lot of them that get out, from my experience, are homeless, then you have to find shelter for them, and sometimes the shelters are full. You
also have to make sure they have food as well; this can take time to meet their needs” (Case Manager, 9 years working for agency)

e “They need housing. Even though they might have an income, they might be restricted because they have a record, and especially felons” (HCP,
11 years working for agency).

$3|qe1 92UBPIAS [BDIUI]D

suoslid ul 9|jdoad jo yijeay |eaisAyd



LLT

9T0C ‘@J43ud) 3ulIdPIND |euolleN

Study (ref id)

Sidibe 2015°"°

Disclosure

e Participants stated that many former prisoners living with HIV were fearful about disclosing their HIV status to friends and family members,
which prevented them from accessing key forms of social support. When accessing case management services, for example, prisoners were
often reluctant to provide the contact information necessary for follow-up. As one participant stated,

e “A lot of times, they don't want to put a phone number on the ADAP (AIDS Drug Assistance Program) application. They won't give adequate or
correct addresses on the application because family members and friends are not aware of their diagnosis. And they are fearful of being treated
differently or put out of the house and not having a place to stay because of their diagnosis” (Outreach Worker, 2 years working at agency)

e Because many individuals were afraid to disclose their status, they were afraid to ask for assistance with transportation to and from medical
care, especially to organizations that were associated with HIV-related disease. A case manager said, “l know a lot of [clients] don't wanna tell
anybody. They usually have to figure out a way to get transportation, and if they're coming to a place that is specifically related to HIV, they may
not go” (Case Manager, 3 years working for agency).

e Participants also mentioned that individuals who had not disclosed their status were concerned about taking medications for fear of being
identified as HIV-infected: “People—if they are able to access their medications, they don't wanna take 'em, especially if they're in a setting like a
shelter” (Outreach Worker, 8 years working at agency).

Exposure to pre-release environment and social networks

e Participants explained that many individuals returned to environments where they re-connected with social circles that promoted risk
behaviours, such as substance abuse, rather than supporting health-inducing activities, such as clinic visits. As one participant explained, once
individuals were released, “I think the biggest barrier that they are faced with is going back into that same environment in which they caught
their case [of HIV] in or where they used drugs” (Mental HCP, 5 years working at agency).

e There was often a lack of community resources needed to address behavioural health problems, such as substance abuse. “The most common
reason to go to prison is drug offenses. So they struggle with their substance use and going back to the same world you came from doesn't help
you” (HCP, 5 years working at agency).

Lack of transportation

e Participants expressed the view that transportation was a primary barrier for HIV-infected, recently released individuals accessing medical
treatment, and that lack of transportation prevented many individuals from accessing HIV outreach agencies, keeping medical appointments,
and receiving other services, such as housing assistance programs. “In managing their HIV, it's getting to treatment, getting to their medical
provider, making their appointments” (HCP, 11 years working at agency). “When we get them in case management we talk to the doctors and
we make some agreement, and we get them there a little bit quicker. Barriers would be money, insurance, transportation” (Mental HCP, 3 years
working at agency).

e Participants described a number of factors that influenced an individual's ability to access transportation. For example, participants indicated
that social support systems affected an individual's access to transportation. Some individuals who are recently released do not have the friends
and family they may need at first to help with rides.
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Because many individuals face barriers to obtaining rides from family and friends, access to public transit becomes an important resource for
recently released individuals seeking medical treatment. Many participants, however, reported that accessible and convenient public
transportation was lacking in communities where the clients resided. “Waiting outside for public transportation, particularly if one is ill with HIV,
becomes very difficult, and many of the public bus-line shelters are not shelters” (Case Manager, 8 years working for agency). “... some bus
routes from some parts of the city might take several hours to get here” (Case Manager, 8 years working for agency).

“If you're 15 minutes late, you get your appointment cancelled and you get rescheduled. So there's some of those things that go on where a
client knows, ‘If I'm running late, I'm not going to be seen anyways, so why do | show up?’” (Case Manager, 12 years working for agency)

Infrequent and inaccessible transportation can prevent clients from engaging in HIV care. One agency representative reported that funding
declines and budget cuts were affecting the agency's ability to provide transportation services. “And with funding, all of the social service
agencies are having significant funding cuts, and transportation is one that's being cut” (HCP, 5 years working for agency).

Poor coordination between care systems

Sowell 2001

Participants discussed the lack of coordination between systems of care and its effect to greatly reduce access to care and impede care quality,
particularly for individuals with co-occurring behavioural health conditions. For example, health care and medication access were often disrupted
at release because linkage to community care before release was inadequate.

During the interviews, participants also described how poor care coordination across behavioural and health care systems led to sub-optimal
care for HIV-infected former prisoners with co-occurring behavioural health conditions. As one individual said, “They're dealing with some
mental health issues. She's gonna need someone meeting with her on the inside and then helping in transition to more services than just
medical” (Social Worker, 3 years working for agency).

According to participants, care coordination challenges were common because of differences in policies, procedures, and terminology across
different systems of care. “They don't talk the same language. When people get released, they have to follow this because there's just so—each
agency has so many rules within itself” (HCP, 3 years working at agency).

No limitations
Applicable: conducted in USA

435

To identify social service needs of HIV-infected persons at the time of release from prison/jail and to describe their case management experiences
after release from jail

n=16

Former prisoners/in jail diagnosed with HIV
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Adults (mean 38.7+7.9; range 23-51)
Male/female ratio 11:5

African American 81%
Caucasian 19%

Released from prison/jail 2 weeks to 6 years prior to participation

Inclusion criteria: had a history of incarceration in prison/jail; were diagnosed with HIV infection prior to the time of their release in prison/jail; at
least 18 years old; were able to communicate in English

USA
3 focus groups

Convenience sampling; potential participants were recruited form the AIDS Service Organization (ASO) in South Carolina providing HIV-specific
social services and case management. Potential participants were made aware of the study through caseworkers at the cooperating agency.
Persons expressing interest in the study were provided contact information for one of the research team members. A member of each research
team was available daily on site to assist in recruitment during the study period. Once initial contact was made, a research team member explained
the purpose of the study and conducted a brief screening to determine if they met the study criteria.

All focus groups were conducted in a conference room located in the cooperating ASO and recorded on audio tape. Before each session
commenced the leader explained the purpose of the study and obtained informal consent. A second member of the research team attended each
of the focus groups to assist with the audio taping and to take observational notes. Focus group sessions were conducted using a semi-structured
interview guide consisting of open ended questions. The interview was divided into 2 sections. The first group of questions asked participants to
identify and discuss their social service needs when returning to the community after release from prison or jail, including: what did you need most
when you left prison/jail?; what were the barrier to getting your needs meet? The second group of questions asked participants about their
experiences in accessing or obtaining social and medical services after release from prison or jail, about their experiences with case management
and their satisfaction with case managers’ ability to help them receive needed services; including: when you were first released from prison or jail,
how easy was it for you to see a case manager?; was your case manager able to help you get your needs met? If so tell me about how the case
manager helped; what was the most important thing the case manager did for you? Focus groups lasted approximately 3 hours and participants
were paid $10 for their participation.

Content analysis was used to analyse and interpret the qualitative data. Transcripts of the focus groups were independently reviewed by two
members of the research team. Initially, researchers noted every incidence where participants mentioned a specific social service need or need for
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specific resources. These identified needs were then categorised and coded. Secondly the researchers identified each mention of case
management or an incident in which they had interacted with a case manager or had tried to access case management or social services. When all
descriptions of participants’ experiences with or views of case management/social services were identified, these descriptions were categorised
and coded. Following the individual coding of the data, the two researchers worked together and developed a final coding scheme and assigned
specific data to the categories of the coding scheme.

Emotional support

e Participants indicated a need for professional support from case managers and persons who provide social services: “sometimes you just need
them [to be there]”

e Participants also indicated persons who were HIV-infected and has been in prison or jail were viewed as important sources of information and
support: “it was like an emotional kind of thing because | had gotten sick at the time, and | was scared. | really didn’t know what to expect... and
he was there to let me know that things will get better... and there was a way that... a sense it can be done”; another participant reported that a
peer could tell you what you needed to hear such as “’you need to get hold of yourself’”. Participants noted that peers were also useful in
knowing where and how to obtain services: “[having peer support would] shorten a lot of the time that it would take [to obtain services]”; “I
wouldn’t have known where to turn to, what to do, and how to get in the system or anything

Discharge planning

e Participants identified a need to start preparing persons for discharge from prison/jail before they were released. Specific components of such
discharge planning needed to include information about services, as well as links to actual service providers: “actually, the discharge planning

might be the most important [need] because you can make sure that everything else is kind of like [available]... Medicaid, housing”; “you know
medicines and doctors... that way — when a person comes home at least they know what to look for”

e Serious limitations: role of researcher not clearly described
e Applicable
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H.612

I |

1.151

.12

.18

10

.14

12

b2

14

Systems to manage patient records

None.

Appendixl: Health economic evidence tables

Health assessment

Reception assessment

None.

Subsequent assessment

None.

When should subsequent assessments be done

None.

Assessment tools

None.

Coordination and communication

None.
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L3

18.1

17

1.3

19

.38

21

Promoting health and wellbeing

Interventions

None.

Methods of delivery

None.

Who should deliver

Study
Study details

Economic analysis: CUA
(health outcome: QALY loss
averted)

Study design: Static
probabilistic Bernoulli
(infectious disease) model
Approach to analysis:

The effectiveness of the
interventions was estimated
through the Bernoulli model.
This figure was combined with
costs and QALYs in a cost-
effectiveness framework.
Perspective: Service provider
(health sector plus
educational provision of the
intervention costs)

Time horizon Lifetime

South 2014"**

Population & interventions

Population:

Offenders in prison settings and their
partners when they are released
from prison

Cohort settings:
Start age: 32.1 years
Male: 100%
Intervention 1:

No intervention group; representing
baseline knowledge and behavioural
intentions

Intervention 2:

Professionally led; 60 minutes group
class on HIV prevention at entry into
prison. Educator had a degree and 4
years’ experience in HIV education
Intervention 3:

Costs

Total costs (mean per
patient):

Intervention 1: £484,645
Intervention 2: £412,694

Intervention 3:
£292,782

Incremental (2-1): -
£71,961

(95% CI: NR; p=NR)
Incremental (3-1): -
£191,873

(95% Cl: NR; p=NR)
Incremental (3-2): -
£119,912

(95% Cl: NR; p=NR)
Currency & cost year:
2011 UK pounds

Health outcomes

QALY loss averted:
Intervention 1: 0.00
Intervention 2: 1.26
Intervention 3:3.34
Incremental (3-2): 2.08
(95% Cl: NR; p=NR)

Cost-effectiveness

e Intervention 1 is dominated by both
Interventions 2 & 3 (more expensive
and less effective)

e Intervention 2 is dominated by
intervention 3 (more expensive and
less effective)

Analysis of uncertainty: Authors
highlight considerable uncertainty in
the results. One way and probabilistic
sensitivity analyses were conducted.

The peer-led intervention always
dominates the professionally led for
all parameters of the Bernoulli model
and the follow up cost and QALY
inputs in the one way sensitivity
analysis.

In the probabilistic sensitivity analysis
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22
23

25
26
27

Treatment effect duration”:  Peer-led; 60 minutes group classon  Cost components the ‘do nothing’ intervention is clearly
1 Year HIV prevention at entry into prison. incorporated: dominated. Point estimates for the
Discounting: Costs: 3.5%; Educators were HIV-positive inmates  |ntervention costs, HIV other two interventions are partly
Outcomes: 3.5% who trained for 30 hours over 5 days  infection lifetime costs overlapping; however the mean

estimates are clearly distinct.
Data sources

Health outcomes: Estimated with the use of a Bernoulli infectious disease model sourced by a systematic literature review Quality-of-life weights: Figures taken from
multiple studies, some values are pooled estimates. Cost sources: Resource use was extracted from a US RCT 1% intervention unit costs were attached by the study
authors and were relevant to the UK, lifetime costs sourced from a UK 2010 HTA®

Comments

Source of funding: UK National Institute for Health Research Limitations: Quality of life values are derived from studies conducted on a non-prisons population. Health
outcomes sourced from a non-prison setting. Resource use was extracted from a US prison setting.

Overall applicability(h): partially applicable Overall quality(c’: potentially serious limitations

Abbreviations: 95% Cl: 95% confidence interval; CUA: cost-utility analysis; NR: not reported; QALYs: quality-adjusted life years

(a) For studies where the time horizon is longer than the treatment duration, an assumption needs to be made about the continuation of the study effect. For example, does a difference in
utility between groups during treatment continue beyond the end of treatment and if so for how long.

(b) Directly applicable / Partially applicable / Not applicable

(c) Minor limitations / Potentially serious limitations / Very serious limitations
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.34

29

k4

.41

32

.42

34

.43

36

kb

38

k6

1.601

41

1.62

43
44

Barriers and facilitators to health promotion

None.

Medication management

Methods to access medicines

None.

Methods for continuity of care

None.

Barriers and facilitators to ensuring access to medicines

None.

Monitoring chronic conditions

None.

Deteriorating health and emergency management

Deteriorating health

None.

Emergency situations

None.
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.76l

47

1.2

49
50

Continuity of healthcare

Barriers and facilitators to continuity of healthcare

None.

Systems to manage patient records

None.
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51

k4

J.131

54

J.1R2

56

J.173

58

J.1A

60

b2

62

Appendix J: GRADE tables

Health assessment

Reception assessment

None.

Subsequent assessment

None.

When should subsequent assessments be done

None.

Assessment tools

None.

Coordination and communication

None.
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E3 Promoting health and wellbeing

J.BA Interventions
83.1.1 Hygiene
66 Table 3: Clinical evidence profile: hygiene health promotion versus no care
Quality assessment No of patients Effect
Quality |Importance
i . Relative
N pf Design Rls.k € Inconsistency Indirectness  [Imprecision _Other_ AVIEE h_ealth NE (95% Absolute
studies bias considerations promotion care cly
Oral Hygiene Index (follow-up 2 months; measured with: Russell's Oral Hygiene Index” range of scores: 0-6; Better indicated by lower values)
1 observational very no serious no serious Uncertain® |none 35 52 - MD 0.1 @000
studies serious®  [inconsistency indirectness lower® VERY
LOW
Periodontal Index (follow-up 2 months; measured with: Vermillion's Periodontal Index*; range of scores: 0-8; Better indicated by lower values)
1 observational very no serious no serious Uncertain® |none 35 52 - MD 0.33 @000
studies serious®  [inconsistency indirectness higher® VERY
LOW
67 " Downgraded by 1 increment if the majority of the evidence was at high risk of bias, and downgraded by 2 increments if the majority of the evidence was at very high risk of bias
68 % Imprecision was undetectable as standard deviations were unreported
69 % Confidence limits were undetectable as study did not report standard deviations
70 * Literature search indicates that the names of the two indexes used in this study were transposed.
71
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43.1.2

74

Nutrition

Table 20: Clinical evidence profile: Reduced calorie diet versus usual care

Quality assessment No of patients Effect
Quality |[Importance
No of Other REETE
3 Design Risk of bias Inconsistency Indirectness [Imprecision " " Nutrition|Control| (95% Absolute
studies considerations cly
BMI (follow-up mean 1 years; Better indicated by lower values)
1 observational no serious risk |no serious no serious serious® none 24 39 - MD 3.2 lower (6.17 to | ©000
studies of bias inconsistency indirectness 0.23 lower) VERY
LOW
75 ! Downgraded by 1 increment if the confidence interval crossed 1 MID or by 2 increments if the confidence interval crossed both MIDs
28.1.3 Physical activity
77 Table4: Clinical evidence profile: Cardiovascular plus resistance training (CRT) versus usual care
Quality assessment No of patients Effect
; Quality [Importance
No of n Risk of . " - Other Physical REEMTE
" Design A Inconsistency Indirectness Imprecision 3 . o Control| (95% Absolute
studies bias considerations activity cly
Body mass index (follow-up mean 9 months; measured with: kg/m2; Better indicated by lower values)
1 randomised [serious® |no serious no serious no serious none 21 18 - MD 0.7 lower (2.65 B®PPO
trials inconsistency indirectness imprecision lower to 1.25 higher) |MODERATE
Systolic blood pressure (follow-up mean 9 months; measured with: mmHg; Better indicated by lower values)
1 randomised [serious® [no serious no serious serious” none 21 18 - MD 7.8 lower (17 lower @D00
trials inconsistency indirectness to 1.4 higher) LOW
Diastolic blood pressure (follow-up mean 9 months; measured with: mmHg; Better indicated by lower values)
1 randomised [serious’ [no serious no serious no serious none 21 18 - MD 4.6 lower (9.18 to DDDO
trials inconsistency indirectness imprecision 0.02 lower) MODERATE
Coronary heart disease risk (follow-up mean 9 months; measured with: ratio = total cholesterol/high density lipoprotein; Better indicated by lower values)
1 randomised [serious’ [no serious no serious no serious none 21 18 - MD 0.6 lower (1.56 DDDO
trials inconsistency indirectness imprecision lower to 0.36 higher) |MODERATE
78 " Downgraded by 1 increment for risk of bias. Differences in baseline values across study arms.
79 2 Downgraded by 1 increment if the confidence interval crossed 1 MID or by 2 increments if the confidence interval crossed both MIDs.
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80

81

82
83

84

85

Table 5: Clinical evidence profile: high intensity strength training (HIST) versus usual care
Quality assessment No of patients Effect
: Quality ([Importance,
e Design e Inconsistenc Indirectness Imprecision Oy Flryeieel Control R?S;aSt"l/:e Absolute
studies 9 bias y P considerations activity cly
Body mass index (follow-up mean 9 months; measured with: kg/m2; Better indicated by lower values)
1 randomised |serious’ [no serious no serious no serious none 19 18 - MD 1.2 lower (2.91 lower| @®®0
trials inconsistency indirectness imprecision to 0.51 higher) MODERATE|
Systolic blood pressure (follow-up mean 9 months; measured with: mmHg; Better indicated by lower values)
1 randomised |serious’ [no serious no serious serious® none 19 18 - MD 1.5 lower (10.63 ®D00
trials inconsistency indirectness lower to 7.63 higher) LOW
Diastolic blood pressure (follow-up mean 9 months; measured with: mmHg; Better indicated by lower values)
1 randomised |serious’ [no serious no serious no serious none 19 18 - MD 1.9 lower (5.82 lower| @®®0
trials inconsistency indirectness imprecision to 2.02 higher) MODERATE
Coronary heart disease risk (follow-up mean 9 months; measured with: ratio = total cholesterol/high density lipoprotein; Better indicated by lower values)
1 randomised [serious® |no serious no serious no serious none 19 18 - MD 0.6 higher (0.83 B®PPO
trials inconsistency indirectness imprecision lower to 2.03 higher) |MODERATE
" Downgraded by 1 increment for risk of bias. Differences in baseline values across study arms.
2 Downgraded by 1 increment if the confidence interval crossed 1 MID or by 2 increments if the confidence interval crossed both MIDs.
Table 6: Clinical evidence profile: structured exercise versus usual care
Quality assessment No of patients Effect
] ] Eelaie Quality [Importance
No of . Risk of . . . Other Physical 0
studies Design bias Inconsistency Indirectness Imprecision i activity Control (Eg)/o Absolute
Resting heart rate (follow-up mean 12 weeks; Better indicated by lower values)
1 randomised |serious® |no serious no serious serious? none 5 8 - MD 19.84 lower (32.06 to| @®®00
trials inconsistency indirectness® 7.62 lower) LOW
Systolic blood pressure (follow-up mean 12 weeks; measured with: mmHg; Better indicated by lower values)
1 randomised |serious® |no serious no serious very serious® none 5 8 - MD 2.56 lower (14.72 @000
trials inconsistency indirectness* lower to 9.61 higher) [VERY LOW
Diastolic blood pressure (follow-up mean 12 weeks; measured with: mmHg; Better indicated by lower values)
1 randomised [serious” [no serious [no serious serious? none 5 | 8 | - |MD9.29lower(16.89t0| @®00
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|tria|s | inconsistency |indirectness4 | | | 1.69 lower) | LOW
Body mass index (follow-up mean 12 weeks; Better indicated by lower values)
1 randomised |serious® |no serious no serious no serious none 5 8 - MD 1.66 lower (6.43 [SleSTe)
trials inconsistency indirectness* imprecision lower to 3.1 higher) |MODERATE|
86 * Downgraded by 1 increment if the confidence interval crossed 1 MID or by 2 increments if the confidence interval crossed both MIDs.
87 % Downgraded by 1 increment for risk of bias. Selection bias, low sample size of 10 per arm further limited by participant dropout.
88 * Male inmates with chronic illness, two risk factors for chronic illness or aged over 40 years.
89
90 Table7: Clinical evidence profile: exercise and nutrition programme versus usual care
Quality assessment No of patients Effect
; Quality [Importance
No of : i i i : o Other Physical REEHITE
> Design Risk of bias | Inconsistency [Indirectness| Imprecision » " o Control| (95% Absolute
studies considerations activity cly
Body mass index (follow-up mean 6 weeks; Better indicated by lower values)
1 observational no serious no serious serious® no serious none 16 16 - MD 0.73 lower (3.79 @000
studies risk of bias inconsistency imprecision lower to 2.33 higher) VERY
LOW
91 ®> Downgraded by 1 increment for indirectness. Noted that this intervention also includes a nutrition component
93.1.4 Sexual health
93 Table 8: Clinical evidence profile: sexual health promotion versus usual or no care
Quality assessment No of patients Effect
No of Risk of Oth S | health | Usual Relati Quality importance
00 : isk o ] ' o er exual hea sual or elative
studies Design bias Inconsistency [Indirectness| Imprecision considerations promotion no care | (95% Cl) Absolute

Knowledge (follow-up 6 weeks; measured with: 12 Tr

ue/False Knowledge Questions; range of scores: 0-12; Better indicated by higher values)

1 observational |very no serious serious® serious® none 196 196 - MD 1.23 higher (0.86 to| @000
studies serious®  |inconsistency 1.6 higher) VERY
LOW

Knowledge (follow-up 60-90 minutes; measured with: 10 Knowledge Questions; range of scores: 0-10; Better indicated by higher values)
1 randomised  |very no serious serious? Uncertain® none 1169 478 - MD 0.3 higher® @000
trials serious®  |inconsistency VERY
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| | | Low
Knowledge (follow-up 60-90 minutes; measured with: 10 Knowledge Questions; range of scores: 0-10; Better indicated by higher values)
1 randomised very no serious serious’ Uncertain® none 648 478 - MD 0.5 higher® @000
trials serious® |inconsistency VERY
LOW
Knowledge (follow-up 6 weeks; measured with: 27 Knowledge Assessment Questions; range of scores: 0-27; Better indicated by higher values)
1 observational |very no serious serious® serious® none 90 90 - MD 0.99 higher (0.09 | @000
studies serious® |inconsistency lower to 2.08 higher) | VERY
LOW
Knowledge (follow-up 6 months; assessed with: 23 Closed-Ended Knowledge Questions)
1 observational |very no serious very no serious none 258/300 56.1% RR 1.77 432 more per 1000 @000
studies serious®  |inconsistency serious?’ imprecision (86%) (1.56 to 2) | (from 314 more to 561 | VERY
more) LOW
Intention (follow-up 6 weeks; measured with: 5 point Likert Scale; range of scores: 1-5; Better indicated by higher values)
1 observational [|very no serious serious® serious® none 90 90 - MD 0.34 higher (0.04 to| 000
studies serious’ inconsistency 0.63 higher) VERY
LOW
Intention (follow-up 60-90 minutes; measured with: 5 Point Likert Scale®; range of scores: 1-3; Better indicated by higher values)
1 randomised very no serious serious? no serious none 1817 478 - MD 0.23 higher (0.14 to| @000
trials serious®  |inconsistency imprecision 0.31 higher) VERY
LOW

" Downgraded by 1 increment if the majority of the evidence was at high risk of bias, and downgraded by 2 increments if the majority of the evidence was at very high risk of bias
2 Downgraded by 1 or 2 increments because: The majority of the evidence had indirect outcomes

® Downgraded by 1 increment if the confidence interval crossed one MID or by 2 increments if the confidence interval crossed both MIDs.

* Imprecision was undetectable as study did not report standard deviations

® Confidence limits were undetectable as study did not report standard deviations

® A 3 Point Likert Scale was reported in the results

" Downgraded by 1 because the majority of the evidence included an indirect population
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103
104

Table 9: Clinical evidence profile: access to condom dispensers versus no readily available access
Quality assessment No of patients Effect
) i ) Quality [Importance
No of . Risk of . . - Other ABIEEES D M r_eadlly Relative y[mp
) Design " Inconsistency | Indirectness | Imprecision » . condom available Absolute
studies bias considerations di (95% ClI)
ispenser access
Practise Safe Anal Sex - Of prisoners who have sex (follow-up 10 years; assessed with: Self-reporting)
1 observational |very no serious no serious no serious none 21/37 3.1% Peto OR 11.4| 322 more per 1000 | @000
studies serious® [inconsistency indirectness imprecision (56.8%) (4.16to  |(from 98 more to 937| VERY
31.24) more) LOW
Practise Safe Anal Sex - Of prisoners who have sex (follow-up 4 months; assessed with: Self-reporting)
1 observational |very no serious no serious very serious® [none 5/6 33.3% RR 2.5 (0.49 | 500 more per 1000 | @000
studies serious® [inconsistency indirectness (83.3%) to 12.89) (from 170 fewer to | VERY
1000 more) LOW
Practise Safe Anal Sex - Total prisoner sample (follow-up 10 years; assessed with: Self-reporting)
1 observational |very no serious no serious no serious none 21/1118 0.1% Peto OR 5.15( 4 more per 1000 | @000
studies serious® [inconsistency indirectness imprecision (1.9%) (2.21to (from 1 more to 11 | VERY
11.98) more) LOW
Practise Safe Anal Sex - Total prisoner sample (follow-up 4 months; assessed with: Self-reporting)
1 observational |very no serious no serious very serious® [none 5/69 1.3% RR 5.58 (0.67| 60 more per 1000 | @000
studies serious® [inconsistency indirectness (7.2%) to 46.59) | (from 4 fewer to 593 | VERY
more) LOW
Obtaining Condoms (follow-up 4 months; assessed with: Self-Reporting)
1 observational |very no serious no serious no serious none 17/77 5.8% RR 3.81 (1.35( 163 more per 1000 | @000
studies serious® [inconsistency indirectness imprecision (22.1%) to 10.77) |(from 20 more to 567| VERY
more) LOW

" Downgraded by 1 increment if the majority of the evidence was at high risk of bias, and downgraded by 2 increments if the majority of the evidence was at very high risk of bias

2 Downgraded by 1 increment if the confidence interval crossed one MID or by 2 increments if the confidence interval crossed both MIDs
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1038.1.5 Smoking cessation

106  Table 26: Clinical evidence profile: behavioural intervention with or without NRT versus usual care in men
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Quality assessment No of patients Effect
] ] Relative Qualityllmportance
No of ; Risk of 3 ' o Other Smoking 0
studies Design bias Inconsistency Indirectness Imprecision N status Control (Eg)ﬂn Absolute

Mean change in CO-oximetry - Ml - Pre-test and post-test (follow-up mean 90 days; Better indicated by higher values)

1 randomised |very no serious no serious no serious none 71 71 - MD 7.44 higher (6.29 to [®®00
trials serious”  |inconsistency indirectness imprecision 8.59 higher) LOW

Mean change in CO-oximetry - Ml - Pre-test and follow-up (follow-up mean 90 days; Better indicated by lower values)

1 randomised |very no serious no serious no serious none 71 71 - MD 7.44 higher (6.25t0 |®®00
trials serious’ inconsistency indirectness imprecision 8.63 higher) LOW

Mean change in CO-oximetry - Ml - Post-test and follow-up (follow-up mean 90 days; Better indicated by lower values)

1 randomised |very no serious no serious no serious none 71 71 - MD 0 higher (0.87 lower to | ®®00
trials serious’ inconsistency indirectness imprecision 0.87 higher) LOW

Mean change in CO-oximetry - Ml + NRT - Pre-test and post-test (follow-up mean 90 days; Better indicated by lower values)

1 randomised |very no serious no serious no serious none 71 71 - MD 10.51 higher (9.32 to [®®00
trials serious’  |inconsistency indirectness imprecision 11.7 higher) LOW

Mean change in CO-oximetry - Ml + NRT - Pre-test and follow-up (follow-up mean 90 days; Better indicated by lower values)

1 randomised |very no serious no serious no serious none 71 71 - MD 10.87 higher (9.89 to [®®00
trials serious”  |inconsistency indirectness imprecision 11.85 higher) LOW

Mean change in CO-oximetry - Ml + NRT - Post-test and follow-up (follow-up mean 90 days; Better indicated by lower values)

1 randomised |very no serious no serious no serious none 71 71 - MD 0.36 higher (0.39 lower[ ®®00
trials serious’  |inconsistency indirectness imprecision to 1.11 higher) LOW

Mean change in cigarettes per day - Ml - Pre-test and post-test (follow-up mean 90 days; Better indicated by lower values)

1 randomised |very no serious no serious no serious none 71 71 - MD 8.98 higher (6.78 to [®®00
trials serious’  |inconsistency indirectness imprecision 11.18 higher) LOW

Mean change in cigarettes per day - Ml - Pre-test and follow-up (follow-up mean 90 days; Better indicated by lower values)

1 randomised |very no serious no serious no serious none 71 71 - MD 5.81 higher (3.45t0 |®®00
trials serious’ inconsistency indirectness imprecision 8.17 higher) LOW

Mean change in cigarettes per day - Ml - Post-test and follow-up (follow-up mean 90 days; Better indicated by lower values)

1 randomised |very no serious no serious no serious none 71 71 - MD 3.78 higher (2.56 to 5 | ®@®00
trials serious’  |inconsistency indirectness imprecision higher) LOW

Mean change in cigarettes per day - Ml + NRT - Pre-test and post-test (follow-up mean 90 days; Better indicated by lower values)

1 randomised |very no serious no serious no serious none 71 71 - MD 9.41 higher (7.78 to [®®00
trials serious’  |inconsistency indirectness imprecision 11.04 higher) LOW

Mean change in cigarettes per day - Ml + NRT - Pre-test and follow-up (follow-up mean 90 days; Better indicated by lower values)

1 randomised |very |no serious no serious |no serious none 71 | 71 | - | MD 10.06 higher (8.97 to |®®oo|
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108

trials serious’ |inconsistency indirectness |imprecisi0n | | | 11.15 higher) | LOW |
Mean change in cigarettes per day - Ml + NRT - Post-test and follow-up (follow-up mean 90 days; Better indicated by lower values)
1 randomised |very no serious no serious no serious none 71 71 - MD 0.64 higher (0.99 lower| @®00
trials serious’  |inconsistency indirectness imprecision to 2.27 higher) LOW
Mean change in Fagerstrom test score - Ml - Pre-test and post-test (follow-up mean 90 days; Better indicated by lower values)
1 randomised |very no serious no serious no serious none 71 71 - MD 2.67 higher (1.92to |®®00
trials serious”  |inconsistency indirectness imprecision 3.42 higher) LOW
Mean change in Fagerstrom test score - Ml - Pre-test and follow-up (follow-up mean 90 days; Better indicated by lower values)
1 randomised |very no serious no serious no serious none 71 71 - MD 4.32 higher (3.53to [®®00
trials serious”  |inconsistency indirectness imprecision 5.11 higher) LOW
Mean change in Fagerstrom test score - Ml - Post-test and follow-up (follow-up mean 90 days; Better indicated by lower values)
1 randomised |very no serious no serious no serious none 71 71 - MD 1.64 higher (0.96 to [®®00
trials serious’  |inconsistency indirectness imprecision 2.32 higher) LOW
Mean change in Fagerstrom test score - Ml + NRT - Pre-test and post-test (follow-up mean 90 days; Better indicated by lower values)
1 randomised |very no serious no serious no serious none 71 71 - MD 6.29 higher (5.55t0 [®®00
trials serious’  |inconsistency indirectness imprecision 7.03 higher) LOW
Mean change in Fagerstrom test score - Ml + NRT - Pre-test and follow-up (follow-up mean 90 days; Better indicated by lower values)
1 randomised |very no serious no serious no serious none 71 71 - MD 8.51 higher (7.8to |®®00
trials serious”  |inconsistency indirectness imprecision 9.22 higher) LOW
Mean change in Fagerstrom test score - Ml + NRT - Post-test and follow-up (follow-up mean 90 days; Better indicated by lower values)
1 randomised |very no serious no serious no serious none 71 71 - MD 2.22 higher (1.57 to |®®00
trials serious”  |inconsistency indirectness imprecision 2.87 higher) LOW
! Downgraded by 1 increment if the majority of the evidence was at high risk of bias, and downgraded by 2 increments if the majority of the evidence was at very high risk of bias.
Table 10: Clinical evidence profile: behavioural intervention plus nicotine patch versus usual care in women
Quality assessment No of patients Effect
Quality [Importance
No of . Risk of . . .. Other Smoking Relative
studies Design bias Inconsistency Indirectness Imprecision considerations | _status Control (95% CI) Absolute
Smoking abstinence - 10 weeks
1 randomised |very no serious no serious no serious none 46/250 1% RR 0 (5.58 to |10 fewer per 1000 (from 46| ®@®00
trials serious™  [inconsistency indirectness imprecision (18.4%) 56.29) more to 553 more) LOW
Smoking abstinence - 3 months
1 randomised |very no serious no serious no serious none 42/250 2.4% | RR 6.94 (3.17 | 143 more per 1000 (from | @00
trials serious™  [inconsistency indirectness imprecision (16.8%) to 15.16) 52 more to 340 more) LOW
Smoking abstinence - 6 months
1 randomised |very no serious no serious no serious none 35/250 2.8% |[RR5.06 (2.39 | 114 more per 1000 (from | @00
trials serious™  [inconsistency indirectness imprecision (14%) to 10.7) 39 more to 272 more) LOW
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110
111

112

113

Sessions attended - End of treatment (Better indicated by higher values)

1 randomised |very no serious no serious no serious none 250 250 - MD 2.7 higher (2.27to | ®®00
trials serious™®  [inconsistency indirectness imprecision 3.13 higher) LOW

Sessions attended - 6 months (Better indicated by higher values)

1 randomised |very no serious no serious no serious none 250 250 - MD 1.4 higher (0.9t0 1.9 | ®®00
trials serious™® [inconsistency indirectness imprecision higher) LOW

Medication compliance - End of treatment (Better indicated by higher values)

1 randomised |very no serious no serious no serious none 46 204 - MD 21.6 higher (12.04 to | @200
trials serious™  [inconsistency indirectness imprecision 31.16 higher) LOW

Medication compliance - 6 months (Better indicated by higher values)

1 randomised |very no serious no serious very serious®  |none 35 215 - MD 5.8 higher (5.26 lower | ®000
trials serious™  [inconsistency indirectness to 16.86 higher) VERY

LOW

" Downgraded by 1 increment for risk of bias. Randomised controlled crossover with 6 month waitlist control group who crossed over to the active intervention after 6 months.
2 powngraded by 1 increment for risk of bias. High rate of attrition, 134 people did not complete intervention (115 not interested, 19 transferred/segregated).
% Downgraded by 1 increment if the confidence interval crossed 1 MID or by 2 increments if the confidence interval crossed both MIDs.

Table 11: Clinical evidence profile: behavioural intervention plus nicotine patch plus nortriptyline versus behavioural intervention plus nicotine patch

Quality assessment No of patients Effect
Quality [Importance
N @ Design RUSIE i Inconsistenc Indirectness Imprecision Gz el Control KRG Absolute
studies 9 bias y P considerations status (95% ClI)
Continuous smoking abstinence - 3 months
1 randomised [serious® [no serious no serious serious® none 49/206 | 16.4% [RR 1.45 (0.98|74 more per 1000 (from| @®®00
trials inconsistency indirectness (23.8%) to 2.13) 3 fewer to 185 more) LOW
Continuous smoking abstinence - 6 months
1 randomised |[serious® [no serious no serious serious® none 36/206 | 12.3% |RR 1.42 (0.89|52 more per 1000 (from| @&®00
trials inconsistency indirectness (17.5%) to 2.25) 14 fewer to 154 more) LOW
Continuous smoking abstinence - 12 months
1 randomised [serious® [no serious no serious very serious®  |none 24/206 | 11.9% [RR 0.98 (0.58| 2 fewer per 1000 (from @000
trials inconsistency indirectness (11.7%) to 1.65) 50 fewer to 77 more) |VERY LOW
Point prevalence abstinence - 3 months
1 randomised [serious® [no serious no serious serious” none 57/206 19.6% [RR 1.41 (1 to|80 more per 1000 (from D00
trials inconsistency indirectness (27.7%) 1.99) 0 more to 194 more) LOW
Point prevalence abstinence - 6 months
1 randomised [serious® [no serious no serious serious” none 40/206 14.2% [RR 1.37 (0.89]|53 more per 1000 (from ®D00
trials inconsistency indirectness (19.4%) to 2.11) 16 fewer to 158 more) LOW

Point prevalence abstin

ence - 12 months
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115
116
117
118

119

120

121
122
123
124
125
126

1 randomised [serious® [no serious no serious very serious®  |none 25/206 | 14.6% |RR 0.83 (0.51|25 fewer per 1000 (from| @000
trials inconsistency indirectness (12.1%) to 1.35) 72 fewer to 51 more) |VERY LOW

Smoking reduction 50% - 6 months

1 randomised [serious® [no serious no serious no serious none 168/206 | 77.6% |RR 1.05 (0.95[39 more per 1000 (from| @®&®0
trials inconsistency indirectness imprecision (81.6%) to 1.16) 39 fewer to 124 more) (MODERATE

Smoking reduction 50% - 3 months

1 randomised |serious® [no serious no serious no serious none 185/206 | 88.6% |RR 1.01 (0.95[ 9 more per 1000 (from DDDO
trials inconsistency indirectness imprecision (89.8%) to 1.08) 44 fewer to 71 more) |MODERATE

Smoking reduction 50% - 12 months

1 randomised |[serious® [no serious no serious no serious none 148/206 | 77.6% |RR 0.93 (0.83(54 fewer per 1000 (from| @®®0
trials inconsistency indirectness imprecision (71.8%) to 1.03) 132 fewer to 23 more) |[MODERATE

¥ Downgraded by 1 increment if the confidence interval crossed 1 MID or by 2 increments if the confidence interval crossed both MIDs.

* Downgraded by 1 increment for attrition bias. 40% of intervention arm and 45% of control arm had less than 75% medication adherence.
® Downgraded by 1 increment for risk of bias. Unclear method of randomisation and poor description of motivational intervention used. Unclear rate of attrition, assume intention to treat analysis
has been performed.
® Downgraded by 1 increment for indirectness. Participants used both chewable and smoking tobacco.5.3% chewing tobacco and 2.1% chewable and smoking tobacco.

Table 12: Clinical evidence profile: behavioural intervention versus usual care

Quality assessment No of patients Effect
- - - Quality [Importance
s’t\luodioefs Design Rlbsilg(\sm Inconsistency |Indirectness| Imprecision cons(i)(jtgfartions Srs’r:gtlﬂgg Control g%';:'éﬁ Absolute
Smoking abstinence at 6 months
1 randomised |very no serious serious® no serious none 48/300 2% | RR 8(3.48to | 140 more per 1000 (from | @000
trials serious®  [inconsistency imprecision (16%) 18.41) 50 more to 348 more) VERY
LOW
Attempt to quit at 6 months
1 randomised |very no serious serious® no serious none 235/300 |30.7% [RR 2.55 (2.13| 476 more per 1000 (from | @000
trials serious®  [inconsistency imprecision (78.3%) to 3.06) 347 more to 632 more) VERY
LOW
\Willing to quit at 6 months
1 randomised |very no serious serious® no serious none 206/300 |61.3% [RR 1.12 (0.99| 74 more per 1000 (from 6 | @000
trials serious®  [inconsistency imprecision (68.7%) to 1.26) fewer to 159 more) VERY
LOW

®> Downgraded by 1 increment for risk of bias. Unclear method of randomisation and poor description of motivational intervention used. Unclear rate of attrition, assume intention to treat analysis
has been performed.
® Downgraded by 1 increment for indirectness. Participants used both chewable and smoking tobacco.5.3% chewing tobacco and 2.1% chewable and smoking tobacco.
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3R

130

133

132

133
134
135
136
137

Methods of delivery

None.

Who should deliver

Table 13: Clinical evidence profile: professional educator versus peer educator

Quality assessment No of patients Effect
Quality [ Importance
o @ Design Rees Inconsistenc Indirectness Imprecision Oy Pitiizslol T sl Absolute
studies 9 bias y P considerations educator educator | (95% CI)
Knowledge (follow-up 60-90 minutes; measured with: 10 Knowledge Questions; range of scores: 0-10; Better indicated by higher values)
1 randomised |very no serious serious? no serious none 648 1169 - MD 0.2 higher® @000 |[IMPORTANT
trials serious®  [inconsistency imprecision® VERY
LOW
Intention (follow-up 60-90 minutes; measured with: 5 Point Likert Scale; range of scores: 1-5; Better indicated by higher values)
1 randomised |very no serious serious’ no serious none 648 1169 - MD 0.05 lower (0.15 [ @000 |IMPORTANT|
trials serious® [inconsistency imprecision lower to 0.05 higher) [ VERY
LOW
HIV Testing (follow-up 60-90 minutes; assessed with: Percentage volunteered for HIV test)
1 randomised |very no serious no serious no serious none 292/648 42.5% RR 1.06 25 more per 1000 | ®@®00 [IMPORTANT]
trials serious®  [inconsistency indirectness imprecision (45.1%) (0.95 to 1.18)| (from 21 fewerto 76 | LOW

more)

! Downgraded by 1 increment if the majority of the evidence was at high risk of bias, and downgraded by 2 increments if the majority of the evidence was at very high risk of bias
2 Downgraded by 1 or 2 increments because: The majority of the evidence had indirect outcomes

% Imprecision and confidence intervals were undeterminable as standard deviations were not reported
4 A 3 Point Likert Scale was reported in the results
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Medication management

Methods to access medicines

Table 14: Clinical evidence profile: DOT versus SAT

Quality assessment No of patients Effect
Quality |Importance
No of . Risk of . . - Other Relative
studies Design bias Inconsistency Indirectness Imprecision considerations DOT SAT (95% Cl) Absolute
Sustained virological response (follow-up 24 weeks)
1 randomised |serious’ [no serious no serious no serious none 74/122 86/130 RR 0.918 53 fewer per 1000 [SlSTe) CRITICAL
trials inconsistency indirectness imprecision (60.7%) | (66.2%) (0.746 to (from 165 fewer to 86 [MODERATE
1.125) more)
Mild adverse events (follow-up 48 weeks; assessed with: anaemia, thrombocytopenia, neutropenia, leucopenia
1 randomised |serious’ [no serious no serious no serious none 120/122 | 116/130 | RR 1.1 (1.03 |89 more per 1000 (from| @®®0 CRITICAL
trials inconsistency indirectness imprecision (98.4%) | (89.2%) to 1.18) 27 more to 161 more) IMODERATE|
Serious adverse events (follow-up 48 weeks; assessed with: not defined)
1 randomised |serious’ [no serious no serious very serious®  |none 10/122 10/130 |RR 1.07 (0.46 | 5 more per 1000 (from @000 CRITICAL
trials inconsistency indirectness (8.2%) (7.7%) to 2.47) 42 fewer to 113 more) | VERY LOW

! Downgraded by one increment if the majority of the evidence was at a high risk of bias and downgraded by two increments if the majority of the evidence was at a very high risk of bias
2 Downgraded by one increment if the confidence interval crossed one MID or by two increments if the confidence interval crossed both MIDs

Methods for continuity of care

Table 15: Clinical evidence profile: education versus usual care

Quality assessment

No of patients

Effect

Quality

Importance
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146

147

No of . . . . . . Other . Usual Relative
studies Design Risk of bias | Inconsistency [Indirectness|imprecision considerations Education care (95% Cl) Absolute

Drug adherence (follow-up 6 months; assessed with: Completed first visit to TB clinic)

1 randomised |no serious no serious none serious® none 40/107 | 25/104 |RR 1.56 (1.02 |135 more per 1000 (from 5| §PPO | CRITICAL
trials risk of bias  [inconsistency (37.4%) | (24%) to 2.37) more to 329 more) MODERATE

Drug adherence (follow-up 6 months; assessed with: Completed isoniazid therapy )

1 randomised |no serious no serious none serious® none 24/107 | 12/114 |OR 2.21 (1.03 (101 more per 1000 (from 3| @HPHO | CRITICAL
trials risk of bias  |inconsistency (22.4%) | (10.5%) t0 4.72) more to 252 more) MODERATE

Morbidity (critical outcome ) - no data

! Downgraded by 1 increment if the confidence interval crossed one MID or by 2 increments if the confidence interval crossed both MIDs

Table 16: Clinical evidence profile: incentive versus usual care

Quality assessment No of patients Effect
Quality [Importance
No of . . " n " -~ Other . Usual Relative
studies Design Risk of bias [ Inconsistency |Indirectness|lmprecision considerations Incentive care (95% Cl) Absolute

Drug adherence (follow-up 6 months; assessed with: Completed first visit to TB clinic)

1 randomised [no serious no serious none serious® none 42/114 | 25/104 | RR 1.53 (1.01 (127 more per 1000 (from 2| @PHPHO | CRITICAL
trials risk of bias inconsistency (36.8%) | (24%) to 2.33) more to 320 more) MODERATE

Drug adherence (follow-up 6 months; assessed with: Completed isoniazid therapy )

1 randomised [no serious no serious none very none 14/114 | 12/104 [OR 1.07 (0.47 | 7 more per 1000 (from 58 | @®00 | CRITICAL
trials risk of bias inconsistency serious® (12.3%) | (11.5%) to0 2.41) fewer to 124 more) LOW

Morbidity (critical outcome ) - no data

! Downgraded by 1 increment if the confidence interval crossed one MID or by 2 increments if the confidence interval crossed both MIDs
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151
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153

154

Table 17: Clinical evidence profile: incentive plus education versus education

Quality assessment No of patients Effect
Quality|lmportance
No of . . . . . - Other Incentive and . Relative
studies Design Risk of bias| Inconsistency |Indirectness|imprecision . — education Education (95% Cl) Absolute
Drug adherence (follow-up 12 months; assessed with: Completed first visit to TB clinic)
1 randomised |no serious [no serious none very none 8/30 7/31 |RR 1.18 (0.49| 41 more per 1000 (from |®®00 | CRITICAL
trials risk of bias [inconsistency serious® (26.7%) (22.6%) to 2.85) 115 fewer to 418 more) | LOW

Morbidity (critical outcome ) - no data

! Downgraded by 1 increment if the confidence interval crossed one MID or by 2 increments if the confidence interval crossed both MIDs

Table 18: Clinical evidence profile: ecosystemic intervention versus individual counselling

Quality assessment No of patients Effect
Quality|lmportance
Mo @i Design Ry Inconsistenc Indirectness|imprecision Oy DEIEEEE el e e Absolute
studies 9 bias y P considerations intervention counselling (95% ClI)
Drug adherence (follow-up 12 months; assessed with: self-reported)
1 randomised |serious’ |no serious none serious? none 3 3 OR 0.35 (0.13 - |@®00 | CRITICAL
trials inconsistency to 0.95) LOW

Morbidity (critical outcome ) - no data

! Downgraded by 1 increment if the majority of the evidence was at high risk of bias, and downgraded by 2 increments if the majority of the evidence was at very high risk of bias

2 Downgraded by 1 increment if the confidence interval crossed one MID or by 2 increments if the confidence interval crossed both MIDs

® Raw data not reported

Table 19: Clinical evidence profile: bridging case management versus discharge planning

Quality assessment No of patients Effect Quality| Importance
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1473

158

k5

160

kb

e

163

No of - Risk of n n - Other Bridging case | Discharge Relative

studies Design bias Inconsistency | Indirectness |Imprecision considerations | management planning (95% Cl) Absolute

Unplanned admission (assessed with: Hospitalisation)

1 randomised |serious® no serious no serious serious? none 14/43 7146 RR 2.14 | 173 more per 1000 [®®00 |IMPORTANT]
trials inconsistency indirectness (32.6%) (15.2%) (0.96to | (from 6 fewer to 577 | LOW

4.79) more)

Unplanned admission (follow-up 12 months; assessed with: Emergency department presentation)

1 randomised |no serious |no serious no serious very none 17/43 18/46 RR 1.01 (0.6 4 more per 1000 |[®®00 [[IMPORTANT]
trials risk of bias [inconsistency indirectness serious? (39.5%) (39.1%) to 1.69) (from 157 fewerto | LOW

270 more)

Drug adherence (critical outcome ) - no data

Morbidity (critical outcome ) - no data

! Downgraded by 1 increment if the majority of the evidence was at high risk of bias, and downgraded by 2 increments if the majority of the evidence was at very high risk of bias
2 Downgraded by 1 increment if the confidence interval crossed one MID or by 2 increments if the confidence interval crossed both MIDs

Barriers and facilitators to ensuring access to medicines

None.

Monitoring chronic condition

None.

Deteriorating health

Deteriorating health

None.
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Emergency situations

None.

Continuity of healthcare

Barriers and facilitators to continuity of healthcare

None.

Systems to manage patient records

None.
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Physical health of people in prisons
Forest plots

1  Appendix K: Forest plots

KA Health assessment

K.131 Reception assessment

4 None.

K.12 Subsequent assessment

6 None.

K.13 When should subsequent assessments be done

8 None.

K.194 Assessment tools

10 None.

K.2 Coordination and communication

12 None.

K8 Promoting health and wellbeing

K.34 Interventions
k38.1.1  Nutrition

Figure 22: Reduced calorie diet versus usual care

Experimental Control Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total IV, Fixed, 95% CI 1V, Fixed, 95% CI
Firth 2015 313 43 24 345 7.7 39 -3.20[-6.17,-0.23] t
1 1 1 1
T T T T
-10 -5 0 5 10

National Guideline Centre, 2016
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Physical health of people in prisons
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K8.1.2 Physical activity

Figure 23: Cardiovascular plus resistance training (CRT) versus usual care

Health promotion Usual care Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total 1V, Fixed, 95% CI 1V, Fixed, 95% ClI
2.1.1 Body mass index
Battaglia 2013 28 35 21 287 27 18 -0.70[-2.65, 1.25] 4
2.1.2 Systolic blood pressure
Battaglia 2013 113 119 21 120.8 16.6 18 -7.80[-17.00, 1.40] —tT
2.1.3 Diastolic blood pressure
Battaglia 2013 67.3 7 21 719 75 18 -4.60[-9.18, -0.02] —1
2.1.4 Coronary heart disease risk
Battaglia 2013 3.8 11 21 44 18 18 -0.60 [-1.56, 0.36] 1
t t }
-50 -25 0 25

Favours health promotion  Favours usual care

Figure 24: High intensity strength training (HIST) versus usual care

Health promotion Usual care Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total 1V, Fixed, 95% ClI 1V, Fixed, 95% CI
2.2.1 Body mass index
Battaglia 2013 275 2.6 19 287 27 18 -1.20[-2.91, 0.51] b
2.2.2 Systolic blood pressure
Battaglia 2013 119.3 11 19 120.8 16.6 18 -1.50[-10.63, 7.63] —
2.2.3 Diastolic blood pressure
Battaglia 2013 70 41 19 719 75 18 -1.90[-5.82, 2.02] —i
2.2.4 Coronary heart disease risk
Battaglia 2013 5 2.6 19 44 18 18  0.60[-0.83, 2.03] "
t t }
-50 -25 0 25

Favours health promotion  Favours usual care

Figure 25: Structured exercise versus usual care

Mean Difference Mean Difference
Study or Subgroup  Mean Difference SE IV, Fixed, 95% CI 1V, Fixed, 95% CI
2.7.1 Resting heart rate
Cashin 2008 -19.844 6.235 -19.84[-32.06, -7.62] I —
2.7.2 Systolic blood pressure
Cashin 2008 -2.556 6.207  -2.56 [-14.72, 9.61] —
2.7.3 Diastolic blood pressure
Cashin 2008 -9.289 3.878 -9.29[-16.89, -1.69] —t
2.7.4 Body mass index
Cashin 2008 -1.6622 2.4305 -1.66 [-6.43, 3.10] —-

t t }
-50 -25 0 25

Favours health promotion  Favours usual care

Figure 26: Exercise and nutrition program versus usual care

Post-test Pre-test Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total IV, Fixed, 95% CI IV, Fixed, 95% CI
Martin 2013 26.27 4.11 16 27 4.7 16 -0.73[-3.79, 2.33] -
1 1 1
-50 -25 0 25

Favours after Favours before

National Guideline Centre, 2016
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K3B.1.3 Sexual health

K.3.1.34  Sexual health promotion versus usual or no care

Figure 27: Sexual health promotion versus no care in prison - HIV knowledge test

post-test pre-test Mean Difference Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total IV, Fixed, 95% CI 1V, Fixed, 95% CI
Bryan 2006 10.71 1.64 196 9.48 2.03 196 1.23[0.86, 1.60] | +
-10 5 0 5 10

Favours no care Favours health promotion

Figure 28: Sexual health promotion versus no care in prison - AIDS knowledge test

Post-test Pre-test Mean Difference Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI 1V, Fixed, 95% CI
1.4.1 Theory of gender and power
Lawrence 1997 222 29 45 21 3.9 45 588% 1.20[-0.22,2.62] i
Subtotal (95% ClI) 45 45 58.8% 1.20[-0.22,2.62] -

Heterogeneity: Not applicable
Test for overall effect: Z = 1.66 (P = 0.10)

1.4.2 Social Cognitive theory

Lawrence 1997 21.4 3.9 45 20.7 4.3 45 41.2% 0.70[-1.00, 2.40] —T
Subtotal (95% CI) 45 45  41.2% 0.70 [-1.00, 2.40] -
Heterogeneity: Not applicable
Test for overall effect: Z=0.81 (P = 0.42)
Total (95% Cl) 90 90 100.0% 0.99 [-0.09, 2.08] @
Heterogeneity: Chi2z = 0.20, df = 1 (P = 0.66); 12 = 0% :-10 5 s 5 10=
Test for overall effe(;t: Z=179 (P,: 0.07) Favours no care Favours health promotion
Test for subaroup differences: Chiz = 0.20, df = 1 (P = 0.66), 12 = 0%
Figure 29: Sexual health promotion versus no care in prison - Sexual behaviour and AIDS
knowledge test
Post-test Pre-test Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% CI
1.8.1 < Primary Education
Vaz 1996 197 235 101 235 69.2% 1.95[1.67, 2.28] .
Subtotal (95% CI) 235 235 69.2%  1.95[1.67,2.28] &
Total events 197 101
Heterogeneity: Not applicable
Test for overall effect: Z = 8.31 (P < 0.00001)
1.8.2 Secondary Education
Vaz 1996 61 65 45 65 30.8% 1.36 [1.14, 1.61] ——
Subtotal (95% CI) 65 65 30.8%  1.36[1.14, 1.61] <&
Total events 61 45
Heterogeneity: Not applicable
Test for overall effect: Z = 3.43 (P = 0.0006)
Total (95% CI) 300 300 100.0%  1.77[1.56, 2.00] &
Total events 258 146
Heterogeneity: Chi2 = 10.47, df = 1 (P = 0.001); I2 = 90% 0:.1 sz 0?5 2 5 1(1)

Test for overall effect: Z =9.02 (P < 0.00001)

Favours no care Favours health promotion
Test for subaroup differences: Chiz = 9.25, df = 1 (P = 0.002). I? = 89.2% P

National Guideline Centre, 2016
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Figure 30: Sexual health promotion versus no care in prison - Condom use intention

Post-test Pre-test

Mean Difference Mean Difference

Study or Subgroup  Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI 1V, Fixed, 95% CI
1.10.1 Theory of gender and power
Lawrence 1997 46 0.9 45 42 14 45 37.2% 0.40[-0.09, 0.89]
Subtotal (95% CI) 45 45 37.2% 0.40[-0.09, 0.89]
Heterogeneity: Not applicable
Test for overall effect: Z=1.61 (P = 0.11)
1.10.2 Social Cognitive theory
Lawrence 1997 48 0.8 45 45 1 45 62.8% 0.30[-0.07,0.67] !
Subtotal (95% CI) 45 45 62.8% 0.30[-0.07,0.67]
Heterogeneity: Not applicable
Test for overall effect: Z = 1.57 (P =0.12)
Total (95% CI) 90 90 100.0% 0.34[0.04, 0.63] |0
Heterogeneity: Chiz = 0.10, df = 1 (P = 0.75); I2 = 0% t t t t t
Test f Il effect: Z = 2.23 (P = 0.03 -10 N ° 10
estior overall € e(; 12=2.23( s ) Favours no care Favours health promotion
Test for subaroup differences: Chiz = 0.10, df =1 (P = 0.75), I2= 0%
Figure 31: Sexual health promotion versus usual care in prison - Condom use intention
Health Promotion Control Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI 1V, Fixed, 95% CI
1.17.1 Peer Educator
Grinstead 1997 253 105 1169 228 0.78 239 53.2% 0.25[0.13,0.37]
Subtotal (95% CI) 1169 239 53.2% 0.25[0.13,0.37] (
Heterogeneity: Not applicable
Test for overall effect: Z = 4.23 (P < 0.0001)
1.17.2 Professional Educator
Grinstead 1997 248 0.96 648 2.28 0.78 239 46.8% 0.20[0.08, 0.32] .
Subtotal (95% CI) 648 239  46.8% 0.20[0.08, 0.32] "
Heterogeneity: Not applicable
Test for overall effect: Z = 3.18 (P = 0.001)
Total (95% CI) 1817 478 100.0% 0.23[0.14,0.31] |
Heterogeneity: Chiz = 0.34, df = 1 (P = 0.56); 12 = 0% =_10 5 5 5 1c§
Test for overall effe(?t: Z=5.26 (P.< 0.00001) Favours usual care  Favours health promotion
Test for subaroup differences: Chi2 = 0.34, df = 1 (P = 0.56). 12= 0%
K.3.1.32  Access to condom dispensers versus no readily available access
Figure 32: Access to condom dispenser (individually wrapped condoms) versus access via a
scheduled meeting with a healthcare provider - Obtaining condoms
Post-test Pre-test Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Sylla 2010 17 77 4 69  3.81[1.35,10.77] -
0.01 01 10 100
Favours scheduled meeting  Favours condom dispenser
Figure 33: Access to condom dispensers (individually wrapped condoms) versus access via
scheduled meeting with a healthcare provider - safe anal sex
Access to condoms  Access on request Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total IV, Fixed, 95% ClI 1V, Fixed, 95% CI
1.3.1 Of prisoners who have sex
Sylla 2010 5 6 1 3 2.50[0.49, 12.89] Tt
1.3.2 Total prisoner sample
Sylla 2010 5 69 1 77 5.58 [0.67, 46.59] t
0.01 01 10 100
Favours scheduled meeting  Favours access to condoms
Figure 34: Access to condom dispenser (condom kit) versus “no readily available access” -
safe anal sex
Access to condoms  No easy access Peto Odds Ratio Peto Odds Ratio
Study or Subgroup Events Total _Events Total Peto, Fixed, 95% ClI Peto, Fixed, 95% CI
1.2.1 Of prisoners who have sex
Butler 2013 21 37 1 32 11.40[4.16,31.24] —
1.2.2 Total prisoner sample
Butler 2013 21 1118 1 900 5.15[2.21, 11.98] . E—
0.01 01 10 100

National Guideline Centre, 2016
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R(®.1.4 Smoking cessation

K.3.1.21 Behavioural intervention versus usual care in male prisoners

Figure 35: Mean change in CO-oximetry

Motivational intervention Control Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total IV, Fixed, 95% CI 1V, Fixed, 95% CI
1.10.1 Pre-test and post-test
Jalali 2015 7.8 4.34 71 036 236 71 7.44[6.29, 8.59] —

1.10.2 Pre-test and follow-up
Jalali 2015 7.81 4.8 71 037 1.74 71 7.44[6.25, 8.63] t

1.10.3 Post-test and follow-up
Jalali 2015 0.01 2.95 71 001 229 71 0.00[-0.87,0.87] T

-10 -5 0 5 10
Favours control  Favours health promotion

Figure 36: Mean change in cigarettes per day

Experimental Control Mean Difference Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total IV, Fixed, 95% CI 1V, Fixed, 95% CI
1.12.1 Pre-test and post-test
Jalali 2015 938 834 71 0.4 449 71 8.98[6.78,11.18] —

1.12.2 Pre-test and follow-up
Jalali 2015 59 9.57 71 0.09 3.33 71 5.81[3.45,8.17] t

1.12.3 Post-test and follow-up
Jalali 2015 3.47 3.29 71 -0.31 4.07 71 3.78[2.56, 5.00] t

-10 -5 0 5 10
Favours control  Favours health promotion

Figure 37: Mean change in Fagerstrom test

Experimental Control Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total IV, Fixed, 95% CI 1V, Fixed, 95% CI
1.14.1 Pre-test and post-test
Jalali 2015 2.88 247 71 021 209 71 2.67[1.92 3.42] —+

1.14.2 Pre-test and follow-up
Jalali 2015 3.62 297 71 -07 161 71 4.32[3.53,5.11] —+

1.14.3 Post-test and follow-up
Jalali 2015 0.73 151 71 -091 251 71 1.64[0.96, 2.32] -+

-10 -5 0 5 10
Favours control  Favours health promotion
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Behavioural intervention versus usual care in male prisoners

Figure 38: Mean change in CO-oximetry

Motivational intervention Control Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total IV, Fixed, 95% CI 1V, Fixed, 95% ClI
1.11.1 Pre-test and post-test
Jalali 2015 10.87 4.53 71 0.36 2.36 71 10.51[9.32,11.70] 1
1.11.2 Pre-test and follow-up
Jalali 2015 11.24 3.82 71 037 174 71 10.87[9.89, 11.85] t
1.11.3 Post-test and follow-up
Jalali 2015 0.37 224 71 0.01 2.29 71  0.36[-0.39, 1.11] T+
1 1 1 1
T T T T
-10 -5 0 5 10

Figure 39: Mean change in cigarettes per day

Experimental Control Mean Difference

Favours control

Favours health promotion

Mean Difference

Study or Subgroup Mean SD Total Mean SD Total IV, Fixed, 95% CI 1V, Fixed, 95% CI
1.13.1 Pre-test and post-test
Jalali 2015 9.81 5.36 71 0.4 4.49 71  9.41[7.78,11.04] 1
1.13.2 Pre-test and follow-up
Jalali 2015 10.15 3.27 71 0.09 3.33 71 10.06 [8.97, 11.15] t
1.13.3 Post-test and follow-up
Jalali 2015 0.33 5.68 71 -0.31 4.07 71  0.64[-0.99, 2.27] —t
1 1 1 1
T T T T
-10 -5 0 5 10
Favours control Favours health promotion
Figure 40: Mean change in Fagerstrom test
Experimental Control Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total IV, Fixed, 95% CI IV, Fixed, 95% CI
1.15.1 Pre-test and post-test
Jalali 2015 6.5 241 71 0.21 2.09 71  6.29[5.55, 7.03] -+
1.15.2 Pre-test and follow-up
Jalali 2015 781 26 71 -07 1.61 71 8.51[7.80,9.22] -+
1.15.3 Post-test and follow-up
Jalali 2015 131 127 71 -091 251 71 222[157,287] -+
1 1 1 1
T T T T
-10 -5 0 5 10

Favours control
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Behavioural intervention plus nicotine patch versus usual care in women prisoners

Figure 41: Smoking abstinence

Health promotion Usual care Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total M-H, Fixed, 95% ClI M-H, Fixed, 95% CI
1.1.1 10 weeks
Cropsey 2008 46 250 3 289 17.73[5.58, 56.29] L
1.1.2 3 months
Cropsey 2008 42 250 7 289 6.94[3.17,15.16] —
1.1.3 6 months
Cropsey 2008 35 250 8 289  5.06[2.39,10.70] —t

0.01 01 10 100

Figure 42: Behavioural intervention sessions attended

Abstinent Smoking Mean Difference

Study or Subgroup  Mean SD Total Mean SD Total 1V, Fixed, 95% CI

Favours usual care  Favours health promotion

Mean Difference
1V, Fixed, 95% CI

1.2.1 End of treatment
Cropsey 2008 89 15 250 6.2 3.1 250 2.70[2.27,3.13] +
1.2.2 6 months
Cropsey 2008 79 26 250 6.5 3.1 250 1.40[0.90, 1.90] -+
} 1 } 1
-10 -5 0 5 10
Favours smoking Favours abstinence
Figure 43: Medication compliance
Abstinent Smoking Mean Difference Mean Difference
Study or Subgroup  Mean SD Total Mean SD Total 1V, Fixed, 95% CI 1V, Fixed, 95% CI

1.3.1 End of treatment

Cropsey 2008 60.9 29 46 39.3 335 204 21.60[12.04,31.16]

1.3.2 6 months

Cropsey 2008 48.3 30.4 35 425 342 215 5.80[-5.26, 16.86]

—_

-25 0 25 50
Favours smoking Favours abstinence

50

Behavioural intervention plus nicotine patch plus nortriptyline (NOR) versus behavioural

intervention plus nicotine patch in male prisoners

Figure 44: Continuous smoking abstinence

Health promotion + NOR  Health promotion Risk Ratio

Risk Ratio

Study or Subgroup Events Total Events Total M-H, Fixed, 95% CI M-H, Fixed, 95% CI
1.4.1 3 months

Richmond 2006 49 206 36 219 1.45[0.98, 2.13] —t
1.4.2 6 months

Richmond 2006 36 206 27 219 1.42[0.89, 2.25] Tt
1.4.3 12 months

Richmond 2006 24 206 26 219 0.98 [0.58, 1.65] -
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Figure 45: Point prevalence smoking abstinence

Health promotion + NOR  Health promotion Risk Ratio Risk Ratio
Study or Subgroup Events Total _ Events Total M-H, Fixed, 95% CI M-H, Fixed, 95% CI
1.5.1 3 months
Richmond 2006 57 206 43 219 1.41[1.00, 1.99] —t
1.5.2 6 months
Richmond 2006 40 206 31 219 1.37[0.89, 2.11] T
1.5.3 12 months
Richmond 2006 25 206 32 219 0.83[0.51, 1.35] —

0.05 0.2 5 20

Health promotion

Health promotion + NOR

Figure 46: Smoking reduction of 50% or greater compared to baseline

Health promotion

Health promotion + NOR

Risk Ratio

Risk Ratio

Study or Subgroup Events Total Events Total M-H, Fixed, 95% CI M-H, Fixed, 95% CI
1.6.1 3 months
Richmond 2006 185 206 194 219 1.01[0.95, 1.08] T
1.6.2 6 months
Richmond 2006 168 206 170 219 1.05[0.95, 1.16] L
1.6.3 12 months
Richmond 2006 148 206 170 219 0.93[0.83, 1.03] -+
01 02 05 ] 2 5 10
Health promotion  Health promotion + NOR
K.3.1.2% Behavioural intervention versus usual care in male prisoners
Figure 47: Smoking abstinence at 6 months
Health promotion Usual care Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total M-H, Fixed, 95% CI M-H, Fixed, 95% ClI
Naik 2014 48 300 6 300 8.00 [3.48, 18.41] -t
0.02 0.1 10 50
Favours usual care  Favours health promotion
Figure 48: Attempt to quit smoking at 6 months (yes/no)
Health promotion Usual care Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total M-H, Fixed, 95% CI M-H, Fixed, 95% ClI
Naik 2014 235 300 92 300 2.55[2.13, 3.06] —+
01 02 05 2 5 10
Favours usual care  Favours health promotion
Figure 49: Willingness to quit smoking at 6 months (yes/no)
Health promotion Ususal care Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Naik 2014 206 300 184 300 1.12[0.99, 1.26] =
01 02 05 2 5 10
Favours usual care  Favours health promotion
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K.32 Methods of delivery

30

None.
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K.33 Who should deliver

Figure 50: Peer educat