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Abstract

The world prison population is growing at a rate well in excess of general population growth, with more than 10
million adults currently in custody around the world and around 30 million moving through prison systems each
year. There is increasing recognition of the complex and chronic health needs of incarcerated populations, but
evidence-based responses to these needs remain elusive. Most prisoners return to the community after a relatively
short period of time in custody, however few transitional interventions for prisoners have been subjected to
rigorous evaluation. This paper details the process of developing a service brokerage intervention for ex-prisoners in
Queensland, Australia, and describes the resultant intervention. The intervention could be adapted for use in other
settings and is amenable to methodologically rigorous evaluation. The collaborative design and development
process involved extensive consultation with ex-prisoners and key government, community and consumer
stakeholders. The intervention evolved considerably during the process of consultation, as we came to better
understand the needs and priorities of our target population, and of the community organisations that served
them. We consider genuine consultation with consumers, in a safe and supportive environment, to be an integral
part of intervention research in this area. Given the poor outcomes experienced by many people after release from
prison, evidence-based interventions developed in the way described here are urgently required.
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Background
The world prison population is growing at a rate well in
excess of general population growth, with more than 10
million adults currently in custody around the world
(Walmsley 2011) and around 30 million moving through
prison systems each year (UNODC 2008). Australia
accounts for only a small proportion of this total – just
under 30,000 on any given day – although the rate of
imprisonment in Australia has increased by 9% over the
past decade (ABS 2012) and due to the rapid turnover of
prisoners serving short sentences, around 55,000 adults
move through Australia’s prisons each year (Martire and
Larney 2012). One striking feature of Australia’s prison
population is the over-representation of Indigenous people,
who comprise around 2.5% of the Australian population
but 27% of adult prisoners (ABS 2012).
* Correspondence: s.kinner@unimelb.edu.au
1Melbourne School of Population and Global Health, The University of
Melbourne, 207 Bouverie Street, Carlton VIC 3010, Australia
2School of Medicine, The University of Queensland, 288 Herston Road,
Herston QLD 4006, Australia
Full list of author information is available at the end of the article

© Kinner et al.; licensee Springer. This is a
Attribution License (http://creativecommons.or
in any medium, provided the original work is p

2014
There is increasing recognition of the complex and
chronic health needs of incarcerated populations. Despite
their relative youth, prisoners experience impaired general
health on a range of measures (Butler et al. 2007), and the
prevalence of blood-borne viruses, particularly HIV and
hepatitis C, is typically orders of magnitude higher than in
the community (Butler et al. 2011; Dolan et al. 2007;
Macalino et al. 2004; Weinbaum et al. 2005). The preva-
lence of mental illness is similarly elevated, particularly
for post-traumatic stress disorder, psychotic disorders
and substance use disorders (Butler et al. 2006; Fazel
and Danesh 2002; Heffernan et al. 2012). These com-
plex and interconnected health problems are set against a
backdrop of entrenched poverty and relative social disad-
vantage (Baldry et al. 2003; Social Exclusion Unit 2002;
Travis and Petersilia 2001).
Although there is evidence that incarceration can both

exacerbate mental illness (Douglas et al. 2009; WHO 2008)
and precipitate risky drug use (Dolan et al. 2010; Dolan
et al. 1996), for the most part prisoners bring their health
problems with them from the community. For many, health
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improves while in custody, where food and accommoda-
tion are provided in a highly structured setting, illegal
drugs are less readily available, and health services are
provided at a level well in excess of that found in most
communities (Feron et al. 2005; Marshall et al. 2001).
However, almost all prisoners return to the community,
with most of these ill-equipped to deal with their often
complex health and psychosocial needs, and many return-
ing to pre-incarceration patterns of behaviour and associ-
ated health outcomes within a relatively short period
(Baldry et al. 2003; Hobbs et al. 2006; Kinner 2006; Visher
and Courtney 2007). Two notable consequences of this
predictable cycle are (a) high rates of recidivism (ABS
2012; SCRGSP 2011), and (b) a high incidence of prevent-
able mortality, particularly in the first few weeks after re-
lease (Binswanger et al. 2007; Kinner et al. 2011; Seaman
et al. 1998). Longitudinal studies of ex-prisoners have
identified a high incidence of health risk behaviours
(particularly risky drug use) and a low incidence of health
seeking behaviours, including substantial under-utilisation
of health services in the community, as potential targets
for intervention (Kinner 2006; Kinner et al. 2012; Wang
et al. 2008).
However, increasing health service utilisation in ex-

prisoners is complex and presents numerous practical,
social and systemic barriers (Kinner and Williams
2006). Practical barriers may include a lack of transport
(particularly in regional and remote areas), insufficient
identification documents to permit enrolment in some
programs and services, and the sometimes prohibitive
cost of treatment. Ex-prisoners may be unaware of the
services available to them, particularly those whose
unstable living circumstances preclude the development
of community ties (Baldry et al. 2003). Even when
services are available, most ex-prisoners have an
imperative to address more immediate concerns (e.g.,
housing, food) before addressing ‘higher-level’ needs
(Krieg 2006).
Ex-prisoners may also face psychosocial barriers to

service access, with many suffering from a lack of motiv-
ation and perceiving that their situation is hopeless; a view
sometimes reinforced by burnt-out frontline workers who
(consistent with the paucity of empirical evidence) believe
that ‘nothing works’ (Edelwich and Brodsky 1980). Many
ex-prisoners are reluctant to access community services,
feeling a sense of shame driven by the stigma of being an
‘ex-con’ and compounded by a reluctance to ask for help.
For those who do seek support, funding limitations often
restrict the capacity of service providers. A failure to ac-
commodate the diversity that exists within the ex-prisoner
population can result in an unhelpful homogeneity of
services that ignores the unique needs of particular groups
such as women and those from culturally and linguistic-
ally diverse backgrounds.
Finally, there are significant systemic barriers to service
access for ex-prisoners. At least in the Australian con-
text, there is often uncertainty about the date of release
from custody, which complicates transitional planning
and adds an extra element of stress to the release experi-
ence. Once released, ex-prisoners may be excluded from
some services as a result of inflexible and unworkable eli-
gibility criteria: key examples include the exclusion of
those with active mental illness from substance treat-
ment, and the wholesale exclusion of those with a history
of violence from many treatment services. Furthermore,
many ex-prisoners return to areas of relative social
deprivation, where at least in the primary care setting
they can expect shorter consultations, less health
promotion and a greater emphasis on the prescription of
(sometimes unaffordable) medications (Furler et al.
2002).
In recognition of these challenges, correctional systems

in some countries have sought to develop and implement
transitional programs to reduce health risk behaviour
and increase access to services after release from prison
(Borzycki 2005; Burrows et al. 2000). However, published
evaluations of such programs are rare (Farrington &
Welsh 2005; Petersilia 2004). One of the first to be
rigorously evaluated was Project Greenlight, a quasi-
randomised trial of an intervention delivered to a sample
of prisoners in New York State in the eight weeks before
their release from custody. One component of the inter-
vention was service referral and although the primary
aim of the intervention was to reduce recidivism, it also
measured a range of health and psychosocial outcomes
including substance use, family relationships and service
access. Although the intervention increased service util-
isation it did not improve health outcomes and increased
recidivism, probably due to a combination of poor imple-
mentation, a mismatch between program intensity and
target population, and failure to continue the interven-
tion after release from custody (Wilson and Davis 2006).
Two other US-based programs – Project START and the
Serious and Violent Offender Re-entry Initiative (SVORI)
– have produced more promising results (Lattimore and
Visher 2009; Wolitski et al. 2006). Although quite differ-
ent in structure and focus, both programs involved
facilitating access to community services, flexibility in
program implementation to tailor the program to indi-
vidual strengths and needs, and recognition of health as
important in its own right (rather than purely a corollary
of reduced recidivism). Consistent with evidence of the
crucial importance of providing support after release
from custody (Kurlychek and Kempinen 2006), both pro-
grams were also distinguished by a focus on the provision
of support after release.
Informed by this literature, and recognising that programs

effective in the US context may not be appropriate in other
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settings, we sought to develop and evaluate an intervention
to improve health outcomes for ex-prisoners in Queensland,
Australia. Our aim was to develop a service brokerage inter-
vention likely to have a positive effect on the health of ex-
prisoners that could be adapted for use in other prison
settings and that was amenable to methodologically rigorous
evaluation. In this paper we describe the process of develop-
ing the intervention, describe the intervention itself and,
where relevant, consider issues of evaluation design and
implementation. The intervention is being evaluated in a
single-blinded, randomised controlled trial, the design of
which is described in detail elsewhere (Kinner et al. 2013).
As one of the first transitional interventions for prisoners to
be subjected to such rigorous evaluation, we hope that
others might benefit from our experience.

Methods
The aim of the Passports project was to develop a transi-
tional intervention and evaluate its impact on post-release
health service utilisation, physical and mental health,
health-related quality of life and health risk behaviours
among ex-prisoners, within the first six months of release;
and the incidence and timing of recidivism within two
years of release. The project emerged from a program of
research that commenced in 2004 with a small longitu-
dinal study of ex-prisoners in Queensland, Australia
(Kinner 2006). This pilot study identified key health issues
for ex-prisoners, tested measures of key constructs and
most importantly, demonstrated the viability of strategies
for recruiting and maintaining contact with ex-prisoners.
Once funding for the Passports project was secured, pro-
ject development proceeded over the course of a year,
through four overlapping stages.

Obtaining ethics approval and registering as a clinical trial
Funding for the Passports project was provided by the
Australian National Health and Medical Research Coun-
cil (NHMRC) under a special initiative focussed on ‘Pre-
ventive Healthcare and Strengthening Australia’s Social
and Economic Fabric’. Given the over-representation of
Indigenous people in Australia’s prisons (ABS 2012), the
proposal was also reviewed and endorsed by the NHMRC’s
Indigenous Health Research Panel. After institutional eth-
ics approval was granted and funds were released, a project
manager was appointed, a second approval was sought and
obtained from the Queensland Corrective Services (QCS)
Research Committee, and the trial was registered with
the Australian New Zealand Clinical Trials Registry
(ACTRN12608000232336).

Refining study design
Study design was refined in an iterative fashion, based
on a comprehensive review of the literature and informed
by consultation with key government, community and
consumer stakeholders. To this end, inclusive and diverse
project advisory groups were established in the three sites
(south-east Queensland; Townsville and Cairns over
1000 km to the north in Queensland) where recruitment
was to take place. Although the majority of adult prisoners
in Queensland are held in centres in the south-east corner
of the state, we elected to also recruit participants from
the north of the state (a) to ensure that the project had
statewide relevance, and (b) to ensure adequate recruit-
ment of Indigenous participants, who constitute the ma-
jority of prisoners in northern prisons. In each site,
community stakeholders were identified through existing
networks and using snowballing methods. Consumers
were identified through community partners and other
appropriate community contacts.
A critical part of this process was establishing whether it

was feasible and ethical to implement a meaningful inter-
vention within a randomised controlled trial (RCT) frame-
work; key to gaining acceptance for the study was assuring
stakeholders that the control arm would receive ‘usual care’
and that there was a prima facie case for equipoise. Stake-
holders important to the study were diverse and included
both government and non-government bodies providing
services to prisoners and ex-prisoners (e.g., mental health,
alcohol and other drug treatment, employment and hous-
ing, legal services), and non-government organisations
serving advocacy functions. Reconciling the sometimes
competing agendas of these diverse organisations was
challenging but a shared commitment to improving out-
comes for ex-prisoners provided some common ground.
The process of educating stakeholders about the research

design was an essential part of the development process. As
proposed methodological refinements were generated, these
were presented to stakeholders and consumers (former pris-
oners) who commented on their viability and acceptability
within the correctional and post-release environments.
Through this iterative process the final study design
reflected both best practice from a methodological point
of view and a workable, ethically sound model from a
stakeholder and consumer point of view.

Development of intervention methods and materials
Stakeholders endorsed the research team’s commitment
to focussing on post-release support, and to ensuring that
the intervention complemented an existing pre-release
program delivered by Queensland Corrective Services
(QCS). The existing ‘Transitions’ program consisted of a
series of ‘modules’ delivered in prison, primarily by com-
munity service providers; a small subset of prisoners also
received some post-release support (QCS 2009). Stake-
holders observed that (a) at that time the Transitions
program was available for only a subset of prisoners and
had never been evaluated, and (b) consistent with evi-
dence from US studies, an optimal approach would
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involve engaging with participants before release from
custody, and continuing this engagement post-release.
The Passports intervention had its origins in an inter-

vention developed through a similar collaborative process,
but intended to improve communication between patients
with intellectual disability and their general practitioners
(Lennox et al. 2004a). We chose this intervention as a
starting point because it was designed for a vulnerable
population who tend to under-utilise health care, and it
was developed through an iterative, collaborative process
that actively involved consumers.
Based on a review of the literature and our knowledge of

the population and context, we developed a first draft of
the proposed intervention materials and protocols. Using
an iterative approach, this and subsequent drafts of the
intervention protocols and materials were presented to
stakeholders during semi-structured meetings and informal
consultations; feedback was carefully documented and
incorporated into subsequent drafts. To ensure meaningful
input from consumers, in addition to consumer representa-
tives on our stakeholder groups, separate focus groups
comprised exclusively of ex-prisoners were convened in the
three study sites. These focus groups were facilitated by
project staff with the support of a local non-government
agency. Feedback from these consumer focus groups
resulted in substantial changes to the intervention mate-
rials, with the end result striking a balance between what
was considered theoretically important to improving health
outcomes for ex-prisoners, and what was considered
acceptable and relevant (i.e., face validity) by consumers.
In addition to consulting with stakeholder and consumer

groups, the intervention was informed by qualitative inter-
views with 24 ex-prisoners from diverse backgrounds, who
had spent at least two years in the community prior to inter-
view. Participants in these interviews were identified
through relevant community agencies and provided written,
informed consent. Interviews were audio-recorded and tran-
scribed, and analysed thematically. As well as informing the
development of the intervention (van Dooren et al. 2012),
the findings from this qualitative work were incorporated
into the intervention itself, in the form of brief stories of
change written by the participants (see Table 1).

Implementation
Poor implementation can dilute the impact of a well-
designed intervention and compromise the validity of a
well-planned evaluation. Particularly among vulnerable
populations such as ex-prisoners, problems with imple-
mentation may even result in unintended, adverse out-
comes (Wilson 2007; Wilson and Davis 2006). The project
team was committed to maintaining the quality of the inter-
vention and the integrity of its evaluation, recognising that
robust evidence for change was contingent on both. Key to
our success in this endeavour was the collaborative
relationship between the project team and QCS, who served
as gatekeepers, advisors and facilitators throughout the pro-
ject. Protocols were designed to maintain the integrity of the
intervention and evaluation while minimising impact on
QCS staff and prisoners. Although the former took prece-
dence, our efforts regarding the latter earned us the respect
and gratitude of QCS staff, so that the project came to be
seen as a collaborative venture rather than an imposition by
researchers on the correctional system. Nonetheless, inde-
pendence from QCS was equally valuable, allowing our in-
terviewers to distinguish themselves from correctional staff
and affording us the freedom to make our findings publicly
available, regardless of the outcome.
A second key issue with respect to implementation

related to recruitment and training of project staff. Training
was comprehensive and multi-faceted and included issues
relating to the health of justice-involved populations, Indi-
genous concepts of health and well-being, mental health,
intellectual disability and principles of motivational inter-
viewing (Miller and Rollnick 2002), as well as protocols
around duty of care and ethical requirements. Ongoing
adherence to study protocols was achieved through regular
meetings and re-training as required, including the devel-
opment of systems for monitoring progress in recruitment,
intervention and evaluation. Staff were also provided with
ongoing support and debriefing where appropriate.

Results
A comprehensive review of the literature revealed a large
number of papers discussing transitional and post-release
issues, a smaller number presenting cross-sectional de-
scriptions of samples of ex-prisoners, fewer still reporting
the results of longitudinal studies of ex-prisoners, and only
a handful describing or reporting any sort of evaluation of
a transitional intervention. There was therefore little in
the literature to guide development of the Passports inter-
vention, however we benefited from work documenting
service brokerage interventions for other populations in-
cluding people with an intellectual disability (Lennox et al.
2004a; Lennox et al. 2004b) and people recently diagnosed
with HIV (Gardner et al. 2005).
The conceptual framework underpinning the Passports

intervention is presented in Figure 1. Although the inter-
vention is flexible and tailored to the individual, it includes
a focus on functioning in six domains that mirror the
domains targeted by the existing Transitions intervention
provided by QCS: physical health, mental health, substance
use, social support and community engagement, vocational
education and training (VET) and housing. In each of these
domains, the individual’s strengths and needs are identified
through a comprehensive pre-release assessment that
informs direct health promotion activities and efforts to
facilitate utilisation of appropriate services in the commu-
nity, post-release. The proximate aim of the intervention is
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Figure 1 Conceptual framework underpinning the Passports intervention.

Table 1 Elements of the intervention

Although essentially a post-release intervention, the Passports intervention begins when the participant receives their intervention materials, which are
placed with their other personal belongings to be collected at the point of release. Although it may have been beneficial to provide the Passport prior to
the point of release, we suspected that this would introduce an unacceptable degree of contamination. Following extensive consultation with
stakeholders and consumers, the content and format of the intervention were finalised, and comprised the following:

1. Kitbag A practical issue identified by consumers and some community stakeholders was that many prisoners leaving custody were provided
with only a plastic garbage bag for their personal belongings, which was perceived as both impractical and stigmatising. For less than
AU$10 per participant we purchased mid-sized, unmarked backpacks in which participants could place their belongings on release.
Our intervention materials were placed in the bag, reducing the risk of them being discarded or lost. The kitbag had high face validity
and was very well received by participants.

2. Cover letter The kitbag contained a cover letter addressed to the participant and written in plain language, explaining the contents of the kit
and the nature and extent of support available from the Passports team. The cover letter also identified dates for follow-up contact
in the community and encouraged the participant to call the research team on a freecall 1800 number to keep their contact details
up to date. Forms and reply paid envelopes were also provided for this purpose.

3. The Passport The core of the intervention was the ‘Passport’ – a personalised booklet consisting of (a) a step-by-step checklist for the participant to
work through post-release (e.g., getting identity documents and a bank account, finding housing and a GP), generated and refined in
consultation with consumers; (b) a visually-based, user-friendly summary of the participant’s health status (e.g., hepatitis C infection,
medications), including a removable health summary that could be provided to a health professional; and (c) a personalised list of
services (e.g., doctor, sexual health, counselling, housing, employment, needle exchange) in the community, tailored to age, gender,
Indigenous status, alcohol and other drug use history and other personal and life circumstances. The list of services was extensively
tailored to the individual, including to their location anywhere in the state of Queensland (an area of 1.7 million square kilometres) and
in some cases interstate. The booklets were passport-sized so that they fit easily in a pocket and bound in a vinyl cover so that they
were robust. Although the participant’s first name appeared in a number of places, the Passport did not contain sufficient information
to permit identification of the individual, should it be misplaced or stolen. Participants were routinely reminded that a replacement
Passport could be sent to them at any time, at no cost, and a number of participants requested and received replacement Passports
during the trial.

4. Common Threads Development of the intervention was informed by qualitative interviews with 24 ex-prisoners. In collaboration with the research
team, these 24 individuals reduced transcripts of their interviews to brief, de-identified stories of change, presented in a visually
appealing way and in plain language, and highlighting key challenges and how they were overcome. These stories were bound
together in a book published for the project and entitled Common Threads.

5. Telephone support Following release, intervention participants received telephone calls from trained staff once a week for the first four weeks. Wherever
possible, each call was made by the same staff member, to facilitate the development of rapport and trust. Although these calls were
primarily for the purposes of providing support, and incorporated some key principles from motivational interviewing (Miller and
Rollnick 2002), during each phone call data were collected across the six domains listed above. Intervention participants also had
access to a freecall 1800 number they could call to seek advice, support and referral. All incoming calls to this number were logged
and information about the nature and outcome of the call was recorded.

In addition to usual care, the control group received a brief letter (a) thanking them for participating, (b) providing a very brief summary of their health,
identifying whether their assessment results were below average, average or above average in each domain, (c) reminding them that they would be
contacted again one, three and six months post-release (and specifying dates for this), and (d) providing a phone number to contact the researchers if
they wished to update their contact details.
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to increase utilisation of appropriate community services,
which may in turn reduce health risk behaviour, promote
empowerment and thereby achieve sustainable improve-
ments in health. Reduced offending may be a desirable
corollary of these outcomes.
The intervention was embedded in a single-blinded,

multi-site RCT design. The evaluation involved baseline
interviews within six weeks of expected release from prison
and before randomisation; and follow-up telephone inter-
views one, three and six months after release from prison.
Two-year recidivism data were obtained from QCS. In
addition, participants consented to the research team acces-
sing their prison health records and Medicare records to
examine patterns of health care utilisation in custody and
in the two years following release from prison. The evalu-
ation design is described in more detail elsewhere (Kinner
et al. 2013).

Discussion
In this paper we have described the process of developing a
service brokerage intervention for adult prisoners returning
to the community in Queensland, Australia. The interven-
tion was informed by the literature, underpinned by a col-
laborative relationship with corrective services and refined
through a year-long process of consultation with commu-
nity stakeholders and consumers. The end result was a
unique, low-cost intervention focussed on facilitating access
to existing community services. Crucially, the intervention
was designed and implemented in a way that permitted
rigorous evaluation through an RCT design.
Few transitional interventions for prisoners have been

subjected to rigorous evaluation (Petersilia 2004) and not all
have produced favourable results (Wilson and Davis 2006;
Wohl et al. 2011). This dearth of evidence was a key reason
for undertaking the Passports study but provided limited
guidance in developing the intervention. Informed by the
extant literature, we sought to develop an intervention
that could be tailored to the individual, and that fo-
cussed on providing post-release support through facili-
tating access to existing community services. Although
the final intervention remained true to these principles it
evolved considerably during the process of stakeholder
and consumer consultation, as we came to better under-
stand the needs and priorities of our target population
and of the community organisations that served them.
The consultation process was particularly valuable in
identifying important practical considerations, for example
the need for the Passport to fit in a back pocket, the advan-
tages of delivering the intervention materials in an
unmarked backpack, and strategies for minimising literacy
concerns. We consider genuine consultation with con-
sumers in a safe and supportive environment to be an inte-
gral part of intervention research in this area (Canadian
HIV/AIDS Legal Network 2006).
Understanding whether an intervention is likely to be
effective in everyday practice also requires a detailed under-
standing of the contexts in which the intervention will take
place and the range of potential barriers and enablers at in-
dividual, organisational and wider systems and policy levels
(Craig et al. 2008; MRC 2008). The Passports study bene-
fited from a long history of collaboration between the re-
search team and QCS, which ensured that our intervention
complemented rather than duplicated existing programs.
Equally, our independence from QCS allowed us to operate
outside of existing policy frameworks, and was a prerequis-
ite for implementing the intervention in an RCT design.
Accessing incarcerated populations for research purposes
requires the support of correctional authorities, who oper-
ate in a challenging and highly politicised environment.
Striking a balance between collaboration and independ-
ence in this area can be challenging, however in our
experience mutual respect was the basis for a productive
collaboration.
Implementation fidelity is critical to the success of any

intervention. Our approach to implementation of the
intervention provided for routine monitoring of program
fidelity through careful documentation of milestones and
weekly review of implementation challenges and suc-
cesses. This process was made easier by the fact that our
intervention was delivered primarily in the community
rather than in prison.

Future directions
The Passports intervention was designed to complement an
existing transitional intervention in Queensland and as such
would require adaptation to be appropriate for use in other
settings. Just as stakeholder and consumer input was essen-
tial in developing the intervention, we would encourage
those aiming to adapt this intervention to other settings to
work collaboratively with community stakeholders and
consumers, as well as the relevant correctional authority, in
their jurisdiction.
An advantage of service brokerage interventions in gen-

eral, and the Passports intervention in particular, is their
relatively low cost. Rather than developing a new service
our intervention consisted of identifying the participant’s
needs and assisting them to identify existing community
services that could help them to meet those needs. The
most resource-intensive component of the intervention
was developing personalised lists of services for each
participant, which necessitated both considerable staff time
and costs in purchasing access to service databases. In
addition to examining the impact of the intervention on
health service utilisation, health and offending outcomes,
we aim to examine the cost-effectiveness of the Pass-
ports intervention, taking into account development
and implementation costs, and cost savings associated
with improved health-related quality of life, and
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avoided health problems and incarceration costs. In a
context of fiscal conservatism and little appetite for
increased expenditure on an already marginalised and
stigmatised population, we believe that evidence of
cost-effectiveness will strengthen any argument for
increased support for people transitioning from prison to
the community. Given the poor outcomes experienced by
many people after release from prison, evidence-based,
cost-effective interventions to improve health out-
comes for ex-prisoners are clearly needed.
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