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ABSTRACT

Objective To explore the factors that influence help

seeking for mental distress by offenders.

Design Qualitative study based on in-depth interviews

with prisoners before and after release.

Setting One category B local prison in southern England.

Participants 35 male offenders aged 18-52, a quarter of

whom had been flagged as being at risk of self harm.

ResultsMost respondents reported that they would not

seek help from a general practitioner or other healthcare

professional if experiencing mental distress. When

followed up after release, none had sought medical help

despite the fact that many had considerable emotional

problems. Many participants were hesitant to seek help

because they feared being given a formal diagnosis of

mental illness. Some of these men feared the stigma that

such a diagnosis would bring, whereas others feared that

a diagnosis would mean having to confront the problem.

Lack of trust emerged as the most prominent theme in

prisoners’ discourse about not seeking help from health

professionals. Distrust towards the “system” and
authority figures in general was linked to adverse

childhood experiences. Distrust directed specifically at

healthcare professionals was often expressed as specific

negative beliefs: many perceived that health

professionals (most often doctors) “just don’t care,” “just
want to medicate,” and treat patients “superficially.”
Those men who would consider going to a general

practitioner reported positive previous experiences of

being respected and listened to.

ConclusionsDistrust is amajor barrier to accessing health

care among offenders. Likemost people, the respondents

in this study wanted to feel listened to, acknowledged,

and treated as individuals by health professionals. By

ensuring that a positive precedent is set, particularly for

sceptical groups such as ex-prisoners, general

practitioners andprisondoctorsmaybeable to encourage

future help seeking. Information specifically designed for

prisoners is needed to help to de-stigmatise mental

illness, and preparation for release should include

provision of information about access to health and social

services. Awareness training for health professionals is

recommended: trust might be fostered in this population

by seemingly trivial gestures that indicate respect.

INTRODUCTION

Men are among those people least likely to seek help
from healthcare professionals, even when experien-
cing severe levels of distress.1 Those who have been
incarcerated have significantly higher rates of mental
illness and suicide and underusemental health services
compared with the general population.2-5 Despite the
psychological profile and risk factors that characterise
this group–low socioeconomic status, increased levels
of impulsivity and aggression, limited coping skills,
social isolation, a history of self harm and attempted
suicide6–no qualitative studies have focused specifi-
cally on the perceptions and beliefs that influence
help seeking for this vulnerable group. Research from
NewZealand suggests that a positive previous encoun-
ter with a health professional may predict the likeli-
hood of seeking help in the future, although the nature
of such encounters has not been explored.5 Although
offenders’ help seeking behaviour has been covered in
the quantitative literature, researchers have recognised
the need for qualitative work that sheds light on the
underlying motives and beliefs that guide help
seeking.7 In this study, our primary aim was to learn
more about the factors that influence help seeking
behaviour among men leaving custody, in order to
inform the development of health and social care ser-
vices and improve the training of professionals who
may come into contact with these people.

METHODS

Interviews

We did 35 in-depth, face to face interviews with sen-
tencedmale prisoners fromone categoryB local prison
(second in the four categories of severity of offence) in
southern England. The sample included young and
middle aged participants, prisoners with short and
long offence histories, and those who had currently or
previously been convicted for minor or serious
offences. To gain insight into the views of men experi-
encing mental distress, we preferentially interviewed
prisoners who were flagged by the prison staff as
being at risk for suicide or self harm under an assess-
ment care in custody teamwork document. Any pris-
oner who attempts suicide or otherwise exhibits suici-
dal symptoms within the prison can be flagged under
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such a document by amember of the prison staff.Once
a prisoner is flagged under this document, safeguards
are put in place to prevent further incidents. Prisoners
whosemental health problems are considered to be life
threatening by the prison staff are transferred to the
mental healthwingof theprisonwhere they are accom-
modated in rooms with appropriate observation facil-
ities.We drew participants from a list of prisoners who
were scheduled for release each week, sampling them
until we reached the target of 35 cases, with a view to
achieving data saturation within the scope of the study
and sufficient follow-up interviews and in line with
recent studies.8-10

A researcher (AH, amedical sociologist) approached
eligible prisoners while they were in the prison and
gave them a comprehensive explanation of the study.
To offset potential anxiety so soon before release, she
explained that their participation was voluntary and
that the research was not being done by, nor was it
associated with, Her Majesty’s Prison Service. AH
gave eligible prisoners a copy of the study description
and a minimum of 24 hours to decide whether they
wished to participate. Within the next few days, she
returned to the prison, obtained consent, and inter-
viewed respondents in a secure interview room in the
prison. On completion of the initial interview, AH
offered respondents a £10 (€15; $19) food voucher.
They invariably seemed surprised by this gesture,
which indicates that it did not act as an incentive to
take part.
We developed the study design and interview topic

guide in partnership with “the Revolvers,” the users’
involvement group of the Revolving Doors Agency, a
voluntary sector organisation that provides services to
ex-offenders with mental health problems (www.revol
vers.org.uk).Wepiloted thepre-release interviewsche-
dule on three members of the Revolvers based in Lon-
don. It covered a variety of topics in four primary
domains (box 1). However, we also encouraged parti-
cipants to digress from the schedule to talk about their
lives and other matters that were relevant and impor-
tant to them. All topics were explored in each inter-
view, which lasted between one and two hours.
Extant literature suggests that the first four to six

weeks after release from prison are particularly hazar-
dous with regards to risk of suicide and self harm.4 11

We therefore planned to follow up all participants and
interview them again approximately four to six weeks

after release. The second interview focused on the
experience of transition from prison into the commu-
nity, experiences of mental distress, and specific bar-
riers to use of health services. Although our intention
was to do face to face interviews at follow-up, this was
not always possible in a population in which homeless-
ness and transience are common and often com-
pounded by other major psychosocial constraints. For
these reasons, we made some follow-up contacts by
letter, telephone, or text messaging.

Data analysis

We audiotaped all interviews, with permission, and
transcribed them verbatim. We combined pre-release
and post-release interviews and treated them as single
cases.We analysed data thematically by using some of
the principles of grounded theory, including the con-
stant comparison method. We used this to identify
deviant cases or exceptions to the emerging pattern of
relations between codes.12 We used a variety of other
techniques such as open coding of the early data,13

reflexivity methods, and peer group reviews. AH,
RB, and DH met regularly to discuss the coding and
interpretation of the data. We did not develop inter-
rater reliability scores, as the interviewswere relatively
unstructured.14

RESULTS

Characteristics of respondents

All prisoners approached consented to be interviewed.
Of the 35 interviews done before release, six were with
young offenders (aged 18-20 years) (table). All but one
participants were unmarried, 23 had one or more chil-
dren, and 97%of the samplewerewhiteBritish.Wedid
post-release interviews with 19 (54%) of the 35 original
participants. We collected basic information on parti-
cipants’ general circumstances and wellbeing from
respondents’ relatives for a further 10 participants,
leaving only six with no post-release data.
As regards mental health status, a quarter of the par-

ticipants hadbeen flaggedby a staffmember as being at
risk for suicide or self harm at some point during their
time in the prison. Twenty two of the respondents
reported attempted suicide at some point in their
lives; six of these respondents were on an assessment
care in custody teamwork document. We asked all
respondentswhether theyhadever been formally diag-
nosed as having a mental health problem and whether
they personally felt that they had a mental health pro-
blem (regardless of diagnosis). Several reported a for-
mal mental health diagnosis, and many said that
although not formally diagnosed they were concerned
that they had a mental health problem. Many of these

Box 1: Topic guide–domains of enquiry

Pre-release
� Family background

� Coping with stress and difficulties

� Perceivedmental health and suicidal ideation

� Help seeking behaviour

Post-release
� Transition experience

� Help seeking behaviour

Age and sentence information of prisoners (n=35)

Characteristic Mean Median (range)

Age (years) 30 27 (18-52)

Length of sentence (months) 6 4 (1-30)

No of previous convictions 18 12 (0-116)

No of previous times in prison 5 3 (0-32)
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respondents reported serious symptoms such as anxi-
ety, hearing voices, or prolonged periods of depres-
sion. Several of the respondents who reported mental
health problems commented that enteringprison inter-
rupted their drug treatment cycles.

Factors that inhibit help seeking

Of the 35 prisoners interviewed, 21 said that they
would not consider consulting a general practitioner
about mental health problems, seven said that they
would consider doing so, and the remaining seven
said that they would consider it under certain condi-
tions. Of those who were followed up, none had had
contact with either primary or secondary care formen-
tal or physical problems during the period between
release and the second interview. We identified three
inter-related themes that emerged from the analysis as
factors that inhibited help seeking for most of this
group: chaotic upbringing, distrust, and fear of a diag-
nosis of mental illness.

Chaotic family background
Most of the respondents in this study had tumultuous
personal histories characterised by split families, phy-
sical abuse or neglect, and frequent drug and alcohol
use in the homes in which they grew up. The extent of
the disarray was commonly reported in the interviews
(box 2). Although dramatic, such reports were routine
rather than exceptional among interviewees. Most of
the respondents talked about their childhood experi-
ences generally, but several drew connections between
their past experience of abuse or neglect and their pre-
sent inability to trust others: “I don’t know, I just . . .
I’venever trustedpeople, I’venever trusted themat all.
I think it stems from when I was younger and all that
’cos [sic] my upbringing wasn’t the best of upbringings
really” (respondent 7). This participant in particular
was able to draw a link between his childhood experi-
ence and his sense of distrust.

Distrust
Within this context, how distrust emerged as a major
theme in the analysis is understandable.Todistrust is to
regard as untrustworthy, to regardwith suspicion, or to
lack faith or confidence in something. It is the expecta-
tion that others will not act in one’s best interest.15

Scholars understand that trust is built on the normality,
predictability, and reliability of one’s social
environment.16 Thus, when the rules governing social
interaction have been significantly eroded, as with par-
ticipants in this sample, trust is likely to deteriorate.
Several types of distrust characterised this sample.
Many men expressed a general distrust of almost all
people; some reserved trust only for the closest of
family members. Others proclaimed a distrust for
everyone, including relatives: “I don’t have no trust
in the system. I don’t trust the system one bit, I hate
the system. All they’ve ever done is shit on my life.
Why should I trust them? Probation, they’ve shit on
me, DTTO, they shit on me, course they shit on you,
everybody shits on you. So I don’t trust nothing or no-

one. I don’t trustmymissus, I don’t trustmy ownmum
and if I don’t trust my own mum I ain’t going to trust
no-one” (respondent 3).

The most common types of distrust were a general-
ised distrust towards “the system” and distrust directed
specifically at healthcareprofessionals (box3). The sec-
ond type was often expressed as specific negative
beliefs; for instance, a commonly reported belief was
that healthcare professionals (most often doctors) “just
don’t care,” “just want to medicate,” or “treat patients
superficially.” Many respondents based these percep-
tions on negative experiences with healthcare profes-
sionals, whereas others discussed these feelings more
generally, not referring to actual experiences. These
categories were not mutually exclusive, as some
respondents expressed a combination of these senti-
ments: “They don’t care one bit, they really don’t
care. They must have a flippin’ . . . programme to fol-
low or something, where they must have to tick boxes
or something” (respondent 27).

Box 2: Chaotic family background

Respondent 3: “I don’t talk to my dad.” Interviewer:
“Why?” R3: “He raped my sister for 6 years and beat the
crap out of me andmy brothers for 6 years. So now I don’t
talk to my dad. He beat the crap out of his missus even
when we lived with him. My step mom when I was 3 or 4.
Shewas a bitch, I hated her.” I: “Really?”R3: “Yeah.When
he wasn’t beating us, it was her, but my mum, she never
laid a finger on me in my life, she never would, she
wouldn’t dare. She’s still messed up in her own little way.
Well, mum introduced me to drugs.”
I: “So why did you get fostered when you were 14?” R24:
“’Cosmymumwent on a bender. (Laughs.) Shewent on a
madone. And Iwas sickof living in fields and inbuses and
stuff, so I ended up getting put into foster care.”
R25: “Butwhen I was inwithmy real dad I was just getting
beaten around a lot. He had no particular reason to do it, I
think it was just he was lonely and that and he had no
other way to take it, apart from on us, so we got hit
around. And thenone day I left andwent tomymum’s and
that was it.”
R15: “I was in care from the age of 3, ’cos me mum’s got
really bad, chronic arthritis and she couldn’t copewith all
of us, we was little tearaways and she couldn’t cope with
us. My sisters were adopted, I was just put on a full care
order. I was in children’s homes, I was fostered for 6 years
and I still keep in contact with the foster parents, they’re
pretty good. But since I left care basically that’s all I’ve
been doing is coming to prison.”
R18: “Mother and father were divorced before I was born.
Mother was only 16 when she had me, so really young.
Dad was only young as well. My mother’s dead, she was
killed in a car accident a few year back. Shewasdeadwith
drinking, though. I’m a heavy drinker myself, me father
was a heavy drinker.”
R27: “It washard to catchup, yeah, and I just hated it. And
coming home was even worse, living at home was worse,
because my mum used to be . . . my mum rules with her
fists, do you know what I mean, she rules with her fists.
And that was just crazy. She used to slapme about all the
time and put a pillow over my head, trying to suffocate
me.”
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A subset of men in this group were less angry but
simply did not feel comfortable discussing personal
problems with healthcare professionals because no
previous relationship existed: “I don’t know, it’s just
going to see a complete stranger. Yeah he’s a doctor,
but it’s just going to speak to him, a complete stranger,
and tell him all your problems. No, it’s just not my
type” (respondent 1). Other respondents lacked confi-
dence that general practitioners or mental health pro-
fessionals could do anything to help them when they
hadmental health problems. For instance, one respon-
dent remarked that he would never see a general prac-
titioner if he was having mental health problems:
“Well, what are they going to do? Are they going to
sort your problems? No chance. Are they going to
give me medication? What are they going to do?
There’s nothing they can do, is there?” (respondent
18). Some based this lack of confidence on previous
experiences in which they felt that they were not
taken seriously, which often led to a sense of hopeless-
ness among interviewees. Others simply did not
believe that the system had anything constructive to
offer to solve their complex problems. This form of
distrust seemed to be based on logical conclusions
about likely lack of efficacy in the face of insurmounta-
ble problems, rather than on an emotional response to
past experiences.

Fear of diagnosis of mental illness
Another impediment to help seeking for many partici-
pantswas the fear of a diagnosis ofmental illness.Many
participants feared that being formally diagnosed as
having a mental health problem would result in them
being stigmatised by friends, family, or others–that is,
they feared the external or social consequences of the
label: “Like I say, like, you know, it seems either if
you’re ill or just off your head . . . no, not ill, sorry, if
you’re just off your head, say a criminal and going out
there and doing crime and stuff and all your friends are
there for you, and thenyouarediagnosedwith amental
illness, then they all seem to turn their back like . . . I
mean no-one . . . it seems people are scared of mental
illness. That’s one of their worst fears, actually being
diagnosed as mentally ill you know” (respondent 8).
Others divulged that they were not personally ready

to accept such a diagnosis, often stating that they did
notwant to knowabout, orwere not ready to admit, the
existence of amental health problembecause knowing
wouldmeanhaving to confront the problem.Although
both fears are likely to be inter-related, one can be con-
ceptualised as a fear of the external consequences of the
diagnosis, whereas the other can be thought of as a fear
of the internal costs of admission (box 4).

Factors that promote help seeking

In contrast with the participants discussed above, how-
ever, a few interviewees did report trust or confidence
in the ability of their general practitioner to help them
with mental health problems. Some respondents
trusted their general practitioners because they had
established a previous positive relationship with
them, whereas others remarked that they had been
treated with respect by a doctor or other healthcare
professional in the past (box 5). For instance, partici-
pants spoke of the importance of characteristics that
indicate respect, such as attentive listening or being
dealt with in a compassionate manner. These cate-
gories are not mutually exclusive. Several of the
respondents who expressed a readiness to consult had
been treated with respect by a healthcare professional
at some point in their lives, and this had enabled them
to establish a positive relationship with their general
practitioner.

DISCUSSION

In this study we used a qualitative approach to explain
the dynamics that influenced help seeking behaviour
among male offenders before entering and after leav-
ing prison. All of the identified themes–a chaotic
upbringing, a fear of diagnosis, and distrust of the sys-
tem–seemed to influence the help seekingbehaviour of
this sample of incarcerated men. Difficult childhoods–
characterised by violence, neglect, and abandonment–
provide a fertile breeding ground for distrust of close
relatives, “the system,” andhealth professionals. For all
but a fewparticipants, the accompanying fear of stigma
or of “self knowledge” resulted in a virtual absence of
engagement with community based mental health ser-
vices.

Box 3: Distrust as a barrier to seeking help

Respondent 4: “It wouldn’t, because at the end of the day
they’d think more drugs again, just give you drugs, and
I’m anti-drugs, I do not like drugs, apart from what I need
to keep me alive, like aspirin basically to thin me blood.
No, I’ve seen it allmy life, you know. Imean . . . they’ve got
a problem, they go to the doctor’s–oh yeah, we’ll give you
this. Nowadrugdoesn’t solve anything, itmakes itworse.
No, I wouldn’t.Well, the doctors used tobe caring people,
that’s why they went into the profession, to help us, to
help people. But nowadays it’s . . . you’re lucky if you . . .
they don’t care. That’s the problem with this country
nowadays, nobody cares.”
R20: “Er, well the GPs in England are not, um, very helpful
in that way. They would rather just look at you and go:
right well you can have that tablet. I’ve tried committing
suicide in here a few times and they say we’ll take you to
healthcare for the night, you’ll see the doctor–and the
doctor says, oh, how are you feeling, you look all right to
me, and he sends me back to the wing. They don’t really
understand what people are going through–they pretend
that they do, but all they’re doing is saying, oh, we don’t
want you over here, you can go back to the wing.”
Interviewer: “What’s your experience of GPs been like?”
R24: “Err . . . rubbish really, they just try and pawn me off
with drugs that don’t actually help the situation. The
government’s answer is use medication to fuck the
nation. (Laughs.) They either want to take blood from me
or they want to give me drugs, which I’m not interested
in.”
I: “You don’t think that talking about it would help?” R15:
“No, not really, it’s like . . . anyone can sit there and tell
you that there’s somethingwrongwith you, but howmany
people do you know can actually sit there and tell you
how you can get rid of it?”
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The100%agreement to participate and the fact that a
substantial number of participantswere re-interviewed
after release are strengths of the study and suggest that
the findings are important to people who plan and pro-
vide health care for offenders in the community. The
ethics committee that approved the study did not feel
that the small food voucher payment made to partici-
pants was excessive inducement to participation;
furthermore, the surprise expressed by participants
after this token gesture suggested that it had not acted
as a major factor influencing their involvement. The
generalisability of our findings is limited because the
sample was drawn from a prison in southwest England
that predominantly holds white British offenders with
sentences of less than one year; to what extent our find-
ings might relate to long term offenders, those from
black and ethnic minorities, or women is therefore
unclear. The perspectives explored here, however,
are illustrative of people commonly referred to as the
“revolvers”or “churners,” as they are frequently in and
out of the prison system. Some people maintain that
this group is at higher risk for suicide and self harm

than long term prisoners, because when released they
do not fall under probation services and therefore do
not benefit from any type of post-release sentence
planning.17 This study begins to shed some light on
the experiences of a highly vulnerable group of offen-
ders who have limited post-release support.

Emerging themes

Overall, lack of trust emerged as the most prominent
theme in prisoners’ talk about their likelihood of seek-
ing help from health professionals. Trust has tradition-
ally been considered the “cornerstone” of the doctor-
patient relationship.18Without it patients may be unli-
kely to disclose medically relevant information, let
alone deeply personal and potentially stigmatising
information about their mental health problems. This
may be particularly true for people who have led lives
characterised by chaos, abuse, and institutionalisation,
suchas those in this sample.Manyof the respondents in
this study did not feel that health professionals genu-
inely cared about them or had the ability to help with
mental health problems. It is tempting to speculate that
these findings may relate to the challenging and some-
times anomalous roles and attitudes that health profes-
sionals show during the course of consultations,19

which form the basis of the “clinical gaze.”20Other par-
ticipants were hesitant to seek help because they feared
a formal diagnosis ofmental illness. Some of thesemen
feared the stigma that such a diagnosis would bring,
whereas others feared that a diagnosis would mean
having to confront the problem.

Box 4: Fear of diagnosis as a barrier to help seeking

Respondent 33: “’Cos it’s a hard thing to admit, isn’t it?
It’s like saying you’re weak basically. Interviewer: “You
think so?”R33: “Yeah.” I: “So you think it would be saying
you’re weak if you admitted it?” R33: “Yeah, saying that
you can’t handle everyday life really, so you’re classed . . .
tome, I would classmyself asweak if I’d got to go and say
I’ve got a problem. And if I don’t admit it, I haven’t got it.
So that’s the other way of looking at it, isn’t it?”
R28: “Well, you’re obviously a bit wrong if you’ve got a
mental health problem, that’s how some people see it–
not myself personally, but you know yourself how some
people see it. And to actually spill your guts and talk
about your personal stuff to someone is another big
barrier, isn’t it? Nowhere in life are you encouraged to do
that ever, so you’ve really got to take it on board for
yourself–‘well, actually I’m going to have to speak about
all this stuff to get better.’ That’s a big barrier, I think.”
R8: “Yeah. As I say, I have got some good friends out
there. But they are normal people, but they wouldn’t
know how to understand someone getting ill, like, you
know. They just think: he’s going off his head, like, you
know? Just leave him to it, which I think a lot of the time I
shouldn’t be like that, you know. Even though you’ve got
to be quite bad for that . . . for that to happen. But thinking
in the past, I was actually quite bad, like, you know.” I:
“Yeah. Right. So you’re afraid you may be . . .” R8: “Afraid
of the stigma of, you know, being . . . well you arementally
ill, like you know, deal with that, do you know what I
mean?” I: “Yeah.” R8: “It would be quite hard for me to
dealwith,where I’d rather . . . well youhadan episode you
are normal, carry on with your life, like, you know.” I:
“Right.” R8: “I’d rather that than, you know, well, not be
ignorant to it but be a little bit ignorant to it . . . definitely.”
R15: “I suppose it’s because half the time people will tell
you the truth, like if there’s something wrong and they’re
telling you it’s wrong, it’s the truth (laughs), it’s hard to
handle sometimes. I don’t know. I just don’t like sitting
there, being told this is wrong with you, that’s all. I know
what’s wrong with me.”

Box 5: Factors that promote help seeking

Respondent 15: “I have a good chat with . . . I’ve got a
good relationship with my doctor, really good, he
understands and that. Interviewer: “So youwould consult
a GP if you were feeling depressed?” R15: “Yeah,
definitely. My GP’s quite good, he’s not one to sit there
and not listen, he’ll listen to you, whereas counsellors
they’remore like ‘I think this is wrong’ and ‘why don’t you
talk about this’. . . but the GP is different.”
I: “So you feel like you could trust the doctor? R9: “Family
doctor yeah.” I: “Why a family doctor?” R9: “Well . . . he
obviously knows things like . . . knows our background,
and they know what else we’ve gone through and all
that.”
R28: “Yeahwe built up a good rapport, yeah, so she knew
a lot about me. And I knew stuff about her as well . . . not
so much her personal life, but just like little things about
what she was going to do that day or something, so the
next time I saw her I’d go, oh, did you go do such and
such, and itwas thebasis for a conversation. Shewas just
brilliant. Yeah I don’t knowwhere I’dbenowwithout her.”
R21: “I’d just go to the doctor like, he’s fairly friendly,
Mr N, he’s great he is. I just go and see him like. And he’s
got time for everyone he has.”
I: “Who would you contact if you were experiencing
mental distress?” R20: “Err . . . my doctor, my family
doctor, he knows I’ve been in prison and he knows I’ve
been arrested, but he still treats me as a normal person,
he doesn’t try and talk down to you and he doesn’t say,
oh, you’re alright, you go and do what you want to do. He
tries to resolve the problem.”
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Prior et al and others have reported that stigma was
not in itself a barrier to disclosure of emotional pro-
blems, but that people suppressed information during
general practice consultations because they doubted
whether medicine had anything to offer.21 22 Our find-
ings suggest that offenders in particular are sceptical
about the ability of doctors to offer anything other
than palliative approaches for mental distress.
That many people consult their general practitioner

because a close friend or relative is concerned and has
encouraged them to do so is well known.23 24 Absence
of stable, supportive relationships and the consequent
lack of potential for lay referral may further explain
these offenders’ disinclination to consult. At the same
time, it underlines the potential value of consulting for
these troubled and needy men, for whom an enduring
relationship with a sympathetic general practitioner
may serve as a lifeline.25

For the few respondents who reported that they
would turn to a general practitioner or other healthcare
professional for mental distress, trust seemed to have
an important role, and this was based on previous posi-
tive experiences of health care. A recent study of suici-
dal men by Strike et al has drawn attention to the fact
that negative experiences often lead to avoidance of
healthcare settings and that this can result in crisis and
involuntary contact with services.26

Recommendations for care

Given this information, how can healthcare profes-
sionals help to foster help seeking and trust among
this population?We canmake several tentative recom-
mendations for care within and outside prisons on the
basis of these findings. More information specifically
designed for prisoners and distributed within the
prison may help to de-stigmatise mental illness
among this group. Pre-release preparation might
include group discussions about recognition of mental
health problems, responses to distress, and the poten-
tial value of accessing health services. For offenders
with an identified history of mental illness, individua-
lised crisis plans and links with community based ser-
vices could be developed.
Like most people, the participants in this study

wanted to feel listened to, acknowledged, and treated

as individuals by their general practitioners. Although
trust is often established through continuity of care in
the course of the patient-clinician relationship,27 trust
can also be established by seemingly trivial gestures
that indicate respect. By ensuring that a positive prece-
dent is set, particularly for sceptical groups such as ex-
prisoners, general practitioners may be able to encou-
rage future help seeking. Finally, asmost health profes-
sionals are not trained to manage people who have
been involved in the criminal justice system,28 we
recommend appropriate staff training and develop-
ment.
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