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Abstract 

The rate of female incarceration to prison has grown by approximately 60% since 

the year 2000. Mental ill-health is over-represented in the female carceral popula-

tion and the experiences of women in the context of prison mental health services 

are largely invisible in empirical literature. The aim of this study was to highlight the 

under-represented narratives of women in prison and prison personnel to inform 

nursing practice and prison mental health service planning and delivery. A qualitative 

approach was used underpinned by institutional ethnography. Data were collected 

across two (n = 2) female prisons in the Republic of Ireland. Purposive and snow-ball 

sampling was used to recruit both women in prison and prison personnel to the study. 

One-to-one semi-structured interviews were conducted with participants. Reflex-

ive Thematic Analysis was used to analyse the data. Ethical approval was granted 

by the Irish Prison Service and noted with Education & Health Sciences Research 

Ethics Committee at the University of Limerick. A total of twenty-five (n = 25) women 

in prison and twenty (n = 20) prison personnel participated in the study. Four analytic 

themes were identified from the data and present narratives that centre around wom-

en’s knowledge of and access to prison mental health services; women’s relation-

ships with peers and prison officers; women’s relationships with medical doctors and 

medicine and organisational issues related to the provision of mental health services 

for women in prison. The barriers to accessing mental health services in the Irish 

prison context are numerous and complex. The findings from this study demonstrate 

the importance of approaching care with compassion and understanding and making 

inclusion health a priority.
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1.  Introduction

It is estimated there are greater than 733,000 females detained in carceral settings 
worldwide as of 2024 [1]. Since the year 2000, most countries have seen a signif-
icant proliferation in the number of women being incarcerated, with overall growth 
estimated at approximately 60% [1,2]. The rate of female imprisonment currently 
exceeds the rate of male imprisonment, which is estimated at approximately 22% [3]. 
Most women are sentenced to prison for crimes that are closely linked to poverty and 
deprivation, the majority of which are non-violent offences such as non-payment of 
court fines or drug trafficking offences [4,5].

Belknap et al. [6] assert that sexual victimisation is a prominent experience for 
criminalised women and as a consequence of these previous traumatic experi-
ences, many women enter the prison environment with existing mental ill-health 
[7,8]. Indeed, Lynch et al. [9] conducted a study describing the nature of incarcerated 
women’s experiences with intimate partner violence (IPV) and identified how these 
experiences are significant predictors of mental ill-health. More recently, Jones et al. 
[10] examined the relationship between Adverse Childhood Experiences (ACEs) and 
the symptoms of post-traumatic stress disorder (PTSD) and concluded that exposure 
to ACEs significantly increased the risk of developing symptoms of PTSD. These 
experiences may increase a woman’s likelihood of becoming involved in the criminal 
justice system [10] and further identify the need for trauma-informed approaches 
to care as well as targeted mental health interventions to help address mental 
ill-health [9–10]. For other women, it is the prison environment itself that impacts 
mental wellbeing [11]. Harner and Riley [12] examined women’s perceptions of how 
incarceration affected their mental health. For some, incarceration had little to no 
impact on their mental health [12] but for others, their mental health deteriorated as 
a direct result of their incarceration, a finding echoed by Alves et al. [13]. This dete-
rioration was attributed to a loss of autonomy, the prison environment and ‘common’ 
prison procedures such as strip searches and pat downs, which were reported to be 
re-traumatising [12,13].

Unsurprisingly therefore, mental ill-health is considered to be ‘over-represented’ in 
the female prison population, where it is estimated 80% of women in prison have a 
mental health diagnosis [14]. Indeed, a recent systematic review and meta-analysis 
concluded that the pooled prevalence rate of co-occurring substance abuse disorders 
and non-affective psychosis for all individuals in the prison population was 49.2% 
[15]. These findings build upon the work of Fazel et al. [16] who estimated the prev-
alence of psychotic illness among women in prison was 3.9%, major depression was 
14.1%, alcohol misuse was 10–24% and drug misuse was 30–60%. Additionally, the 
prevalence of PTSD was estimated between 12–38% in the female prison population 
[17]. Critically, these experiences with mental ill-health can be linked to adverse life 
events [8–13].

While various scholars have written to the experiences of women in prison, par-
ticularly in the context of motherhood [18–21], crime and recidivism [22,23] and the 
social backdrop relating to women who are involved in criminal justice settings [24], 
few have explored women’s experiences of prison-based mental health services. A 

considerations. The anonymised excerpts 
included in the paper are identified only by 
general codes (e.g. W1 for women in prison 
and SP1 for prison personnel) to preserve 
participant confidentiality. Requests for access 
to the underlying data may be submitted to the 
overseeing ethics body, subject to institutional 
review and appropriate safeguards. The infor-
mation for the reviewing ethics committee is 
as follows: Irish Prison Service Headquarters, 
IDA Business Park, Balinalee Road, Longford, 
Ireland. REC ref: July_2021. Institutional con-
tact: info@irishprisons.ie (please mark ‘Prison 
Based Research’ as the subject).

Funding: The author(s) received no specific 
funding for this work.

Competing interests: The authors have 
declared that no competing interests exist.

mailto:info@irishprisons.ie


PLOS One | https://doi.org/10.1371/journal.pone.0332373  September 16, 2025 3 / 20

review of qualitative literature conducted by Bright et al. [25] identified seven (n = 7) studies which highlighted the absence 
of research conducted solely for the purposes of understanding women’s experiences of prison-based mental healthcare, 
as the data that comprised the findings were generated from studies that aimed to understand women’s experiences in a 
broader setting, for example, general healthcare. The second important finding from this review was the absence of stud-
ies conducted in the Irish context [25] as most of the included studies were conducted in the US and UK contexts. Since 
the review’s completion, Norris et al. [26] have published a study exploring the perspectives of previously incarcerated 
women in the context of the healthcare they received while in prison. However, this study did not focus on the perspec-
tives of women currently incarcerated or indeed on mental health services alone [26].

Additionally, research conducted to understand the perspectives of prison staff in the context of prison-based men-
tal healthcare is also limited. Kelman et al. [27] conducted a study with prison officers on their perceptions of delivering 
trauma-informed care in women’s prison in the UK and identified the prison setting as problematic, particularly as they 
were perceived as environments that were triggering for women. The unique insights generated by Kelman et al. [27] are 
a very welcome addition to the empirical literature in this area but do not include the perspectives of women in prison or 
other staff that work with women in carceral settings [27]. These findings identify a broader phenomenon known as epis-
temic oppression, defined as the persistent exclusion of one’s contribution to the production of knowledge [28,29].

Another important consideration in the context of prison-based research is how the social organisation and cultural 
practices adopted in prisons can impact experience for both prison staff and incarcerated women. Britton’s [30] ethno-
graphical work asserts that organisational differences as they relate to male and female prisons, while considerable, are 
never addressed. An example of this is reflected by Crewe et al. [31] who describe how gender impacts staff-prisoner rela-
tionships. The complexity of these relationships, particularly given the intersecting considerations of the women’s previous 
life experiences, penal power and perceptions of powerlessness, often contribute to intensely emotional interactions with 
prison staff compounding for women, experiences of trauma and impacting mental wellbeing [31]. A failure to generate 
research that centres around women’s experiences may result in a lack of understanding of women’s lives and a failure to 
provide for female-specific needs, because there is no evidence on which to build appropriate services and interventions.

In 2017, the National Institute for Health and Care Excellence (NICE) recommended that further research was required 
on the co-ordination and delivery of care in the criminal justice system (which includes the prison setting) to help improve 
uptake of mental health services and improve mental health outcomes [32]. Furthermore, the Ministry of Justice [33] 
reported there is an overall dearth of data describing the needs of women in prison in the context of mental health and 
that further research was needed to help inform service planning, service development and service provision. Therefore, 
this study aimed to highlight the narratives of women in prison and prison personnel, in the context of prison mental health 
services, to answer the following research question and to help inform service planning, service delivery, policy, practice 
and future research:

What are the experiences and perceptions of women in prison and the perceptions of prison personnel in the context of 
prison mental health services?

2.  Materials and methods

2.1.  Study design

This article draws on data collected as part of a larger scale research project. The underpinning methodology for this 
study was informed by institutional ethnography which was first developed as a way to address the invisibility of women’s 
experiences in the epistemological context [34]. The general aims of institutional ethnography are to make enquiries into 
how people’s everyday activities are co-ordinated with the activities of others and how collectively, these activities are 
socially organised [35]. Subsequently, the experiences and perceptions of women in prison are not viewed in isolation, 
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but as part of a concert of activity with the perceptions of prison personnel, their peers, superiors and subordinates. The 
term ‘problematic’ is used in institutional ethnography to represent the social relations that are the object of inquiry [34,35]. 
Identifying a problematic often involves an examination of ‘the facts’, as applied to people’s everyday lives. In this study, 
the problematic has been identified as the invisibility of the experiences and perceptions of women in prison and the 
perceptions of prison personnel in the context of prison mental health services in empirical literature. Therefore, this study 
focusses on presenting these under-represented perspectives. A qualitative design was used at it begins and ends with 
the experiences of people [34], to help increase our understanding of the research topic. The Consolidated Criteria for 
Reporting Qualitative Research (COREQ) 32-item checklist [36] has been used in the production of this paper for listed 
items deemed congruent with the underpinning methodology and methods (S1 File).

2.2.  Study setting

The Irish Prison Service is an executive office, which is defined as an agency that works directly with the Government and 
operates under the auspices of the Minister for Justice and the Department of Justice, in the Republic of Ireland. The Irish 
Prison Service is responsible for providing safe and secure custody for people committed to prison [37]. There are twelve 
(n = 12) prisons within the Irish Prison Service estate and only two of these house female prisoners; Limerick Prison and 
the Dóchas Centre. Limerick Prison is a closed, medium security prison with an operational capacity at the time of inter-
view of 210 males and 28 females. The Dóchas Centre, is a purpose-built, closed, medium security prison. The opera-
tional capacity at the time of interview was 146 females.

Mental health services in the Irish Prison Service context, are provided in a stepped or tiered format that starts 
with whole-prison awareness and understanding of mental ill-health up to highly specialised interventions such as 
Mentalisation-Based Therapy [37]. The Irish Prison Service Psychological Service are the main providers of mental health 
services in the Irish Prison Service. In addition, mental health services are augmented by in-reach agencies such as Rape 
Crisis Centres [38] and peer mentoring approaches such as the Samaritans Listener Scheme [39]. Upon initial committal 
to prison, each individual is assessed by a member of the healthcare team (usually nursing) and screened for mental ill-
health as part of the broader committal interview.

2.3.  Recruitment

As there are but two female prisons in Ireland it was necessary to conduct interviews in both prisons to ensure perspec-
tives from both sites were represented. Recruitment took place from January 2022 to August 2022 and accessing the 
prison environment involved several steps. Following months of communication with the Irish Prison Service, the lead 
author was introduced to a senior member of staff, who advised what elements of the proposed research project would be 
most useful to the Irish Prison Service, as an organisation. This included revision to the research protocol and a research 
application which incorporated 1) an application to complete prison-based research and 2) an application for ethical 
approval. The lead author also applied for security clearance from An Garda Síochána (Irish police service) to enter the 
prison. The lead author was assigned contacts from senior management at each prison and discussed with them, the 
practicalities of conducting this research.

Once access was granted and recruitment was permitted, for logistical reasons, participant information leaflets were 
disseminated as printed hard copies by a nominated member of staff to all women detained in the prison setting at the 
time. Any woman interested in participating in the study noted their interest with this nominated member of staff. A similar 
method was used to advertise the study to prison personnel. However, this time the participant information leaflets were 
disseminated via the staff email system by the nominated member of staff. Those interested were asked to contact the 
nominated member of staff or if they chose to, they could contact the lead author directly.

2.3.1  Sampling.  The inclusion criteria applied to this study is outlined in Table 1. As one of our aims was to highlight 
the narratives of women in prison in the context of prison mental health services, we set our criteria to include women with 
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potential to have experience of these services. Subsequently, women who had a mental health diagnosis or women who 
self-identified as having experience with mental ill-health were eligible to participate. Women who did not have a mental 
health diagnosis or who did not self-identify as having experience with mental ill-health were ineligible to participate, as 
they may have no experience of prison mental health services and therefore, would not be best placed to comment.

Purposive sampling [40,41] was used as it facilitated the inclusion of participants that met the eligibility criteria (Table 
1). Snowball sampling [42] was also used as there were incidences where women in prison and prison personnel told 
their peers about the research project and they subsequently volunteered for participation. There were no fundamental 
differences between those recruited purposively and those recruited via snowball sampling. However, the use of snowball 
sampling resulted in the recruitment of women in prison and prison personnel that may have had initial reservations about 
participation, such as concerns relating to confidentiality. Conversations with peers who had already participated, provided 
encouragement to seek further information and clarity from the research team about the study, which helped to allay these 
concerns. The lead author screened all participants who expressed interest in the study against the eligibility criteria (see 
Table 1).

2.4.  Data collection

Data were collected in person, via semi-structured interviews with all participants between March 2022 and August 2022. 
Two separate venues were used in Limerick Prison to facilitate the collection of data. Interviews with women in prison 
were facilitated in the healthcare block. Interviews with prison personnel were facilitated in the healthcare block and the 
prison conference room. Three separate venues were used in the Dóchas Centre to facilitate data collection. Interviews 
with women in prison were facilitated in the school/education building while interviews with prison personnel were held in 
the healthcare block and prison conference room. Only the lead author and participant were present during the interview.

Using semi-structured interview techniques allowed for an in-depth and rich exploration of the experiences and percep-
tions of both the women in prison and prison personnel. It also allowed for questions and answers to be clarified at the 
time of the interview. The interview guide (supplementary material file 2) was informed by two systematic reviews [25,43] 
and further developed with an advisory panel that comprised a nurse officer, with experience of working with women 
in prison, and a PhD graduate, with lived experience of being in prison. Interview pilot-testing was conducted with the 
advisory panel resulting in minor adjustments to the language, length, flow and order of questions. Open-ended questions 
and a flexible interview guide were used to encourage participants to elaborate on their responses and each interview was 
recorded using a digital audio recorder with permission.

Two separate demographic questionnaires were developed in consultation with the advisory panel to capture the char-
acteristics of both the women in prison and the prison personnel. All participants’ demographic information was obtained 
through a self-administered, hard copy questionnaire prior to the interview. Additionally, the women in prison, were asked 
to complete the General Health Questionnaire-12 [44] to capture a snapshot of their mental wellbeing at the point of inter-
view and women were asked to consider their mental wellbeing in the 7-days preceding the interview. This self-reported, 

Table 1.  Eligibility criteria.

Participants Inclusion criteria

Women in prison •	 Women currently detained by the Irish Prison Services (on remand or serving a sentence)
•	 Women aged 18 years and/or above
•	 Adult women with a diagnosis of mental ill-health or who self-identify as experiencing mental ill-health
•	 Adult women who were interacting with other women in prison and not housed in segregated units
•	 Provision of informed consent

Prison personnel •	 Individuals employed by the Irish Prison Services who provide direct care to women in prison (e.g., custodial care, 
health care and pastoral care).

•	 Provision of informed consent

https://doi.org/10.1371/journal.pone.0332373.t001

https://doi.org/10.1371/journal.pone.0332373.t001
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12-item screening tool is validated (Cronbach’s Alpha 0.92) and widely used in the adult population and frequently used 
in clinical and non-clinical settings to screen for the presence of non-psychotic mental ill-health [45]. The General Health 
Questionnaire 12 [44,45] uses Likert-type scoring, where total scores may range from a minimum of 0 to a maximum of 
36, higher scores reflect poorer mental health. The threshold score for mental ill-health or ‘caseness’ applied to this study 
was 12 [46].

2.5.  Data analysis

All interviews were transcribed verbatim, cleaned and pseudonymised and stored on a password-protected, encrypted 
cloud-storage facility. NVivo software v.13 [47] was used to support coding and the organisation of data from each inter-
view. The lead author also kept a reflexive journal and field notes during and after interviews, which aided the analytic 
process but were not coded. Smith and Griffith [35] assert that when being guided by institutional ethnography, the 
experiences of participants should not be abstracted into mere ‘data’. However, there is also a recognition, where large 
amounts of data are collected, that this may be necessary to help manage and make sense of the data [34,35]. Subse-
quently, Reflexive Thematic Analysis [48] was used to guide the analysis of the data, enabling the development of rich, 
nuanced themes that captured participants’ diverse perspectives that were grounded in the data. Embraced within Reflex-
ive Thematic Analysis is the acknowledgement that knowledge is socially positioned and an acceptance that knowledge 
generated from qualitative research is partial [48] which is congruent with the assumptions made within the institutional 
ethnography context (see Table 2).

Reflexive Thematic Analysis involves the researcher engaging in critical reflection in relation to research practices and 
the subjectivity of the researcher is viewed as an analytic tool [48]. This involved the lead author considering her own 
value system, biases and assumptions as relative to the generation of knowledge and to research practice [48] (Fig 1).

Data familiarisation is the first stage of Reflexive Thematic Analysis and this began at the point of data collection [48], 
by listening and reflecting on the experiences and perceptions being recalled during the semi-structured interviews. 

Table 2.  Accommodating Reflexive Thematic Analysis within institutional ethnography.

Institutional ethnography [34–35] Reflexive Thematic Analysis [48]

No single way of ‘doing’ institutional ethnography. Reflexive Thematic Analysis provides guidelines; these are not rules and allow for flexibility. The 
process for analysis is clear.

The requirement to begin with the experiences of 
people and textually mediated realities.

Reflexive Thematic Analysis is situated within the qualitative paradigm. Data analysed is qualita-
tive and focused on text and meaning.

The requirement to acknowledge knowledge is 
socially situated and partial

Acceptance that not all knowledge is complete and there is no one universal truth. Knowledge is 
socially situated. Themes are patterns within data and not shared summaries.

https://doi.org/10.1371/journal.pone.0332373.t002

Fig 1.  Positionality of the lead author.

https://doi.org/10.1371/journal.pone.0332373.g001

https://doi.org/10.1371/journal.pone.0332373.t002
https://doi.org/10.1371/journal.pone.0332373.g001
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Becoming familiar with the data facilitated early identification and recognition of patterns that existed within the data. 
Coding, which is the second phase in Reflexive Thematic Analysis [48] was completed between November 2022 and Sep-
tember 2023. Each transcript was read and re-read and systematically coded. To stay close to the everyday perspectives 
of women in prison and prison personnel, inductive, sematic coding was completed and focused on “explicitly expressed 
meaning” (pg. 57) [48]. Once coding was complete, initial themes were generated, reviewed, refined and named [48]. 
To assist with this process, codes were exported to Microsoft Excel and printed as this enabled the lead author to view 
the dataset in its entirety. Codes were collated to form code clusters and combined with other topics based on their 
content and coherence to the narrative to form a theme. At this point, other data were incorporated and triangulated, 
such as those gathered from demographic questionnaires, researcher field notes and Irish Prison Service policies. This 
was an iterative process and comprised repeated cycles of visualisation, immersion and engagement with the datasets 
while allowing space for reflection and insight to develop [48]. The data analysis was completed independently by the 
lead author and to assist with reflexivity and interpretive depth, the entire research team engaged in conversation which 
resulted in some refinement of theme titles.

2.6.  Rigor

Strategies used to enhance the study’s quality and rigour are presented in Table 3 under the four criteria proposed 
by Lincoln & Guba [49] namely credibility, dependability, confirmability and transferability with the addition of reflexiv-
ity [48].

2.7.  Ethics

Ethical approval for this study was obtained from the Irish Prison Service Research Ethics Committee in July 2021 (Ref-
erence number: July 2021) and noted by the Research Ethics Committee at Faculty of Education and Health Sciences, 
University of Limerick (Reference number: 2021_10_09_EHS (OA). All participants were provided with written information 
which clearly stated the purpose of the study and what to expect as a voluntary participant. In addition, all participants 
rights were explained in terms of confidentiality and pseudonymity of data collected and the voluntary nature of participa-
tion. Written consent was obtained from each participant prior to all interviews. Protocols were put in place at local level in 
both prisons to respond to any adverse or destabilising effects that may have occurred post-interview for both the women 
in prison and prison personnel. No compensation was provided in any form to the research participants or the advisory 
panel.

Table 3.  How rigour was ensured during the study.

Credibility •	 Data source and method triangulation used from different individuals and groups and using multiple data collection methods, 
such as interviews with women in prison and prison personnel, demographic questionnaires, researcher field notes and 
publicly available policies from the Irish Prison Service.

•	 Utilised robust interview techniques.
•	 Interview pilot testing and consultation with advisory panel.

Dependability •	 Description of the study methods provided.
•	 A record of data collection and analysis processes were kept.

Transferability •	 Verbatim transcription completed.
•	 Maintenance of researcher field notes.

Confirmability •	 Transcripts read independently by supervisory team to facilitate discussion.
•	 Themes presented to supervisory team to facilitate discussion.
•	 Reflective journal kept.

Reflexivity •	 Engaged in regular reflection in action and on action.
•	 Reflective journal kept.
•	 Consideration of positionality of research team on the data.

https://doi.org/10.1371/journal.pone.0332373.t003

https://doi.org/10.1371/journal.pone.0332373.t003
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3.  Results

3.1.  Participant characteristics

A total of twenty-five (n = 25) women in prison and twenty (n = 20) prison personnel were interviewed from across the two 
female prisons. The mean duration of interview was 1:20:36 minutes. The demographic data related to the research par-
ticipants is presented in Tables 4 and 5.

3.2.  General health questionnaire 12 results

A threshold of 12 was applied to the scores as an indicator of possible mental ill-health or ‘caseness’ [44–46] and a total 
of nineteen women (n = 19; 76%) scored greater than 12 on the General Health Questionnaire 12. The mean score for all 
women (n = 25) was 18.36 (SD = 9.027) demonstrating that the majority of the women’s scores exceed the threshold and 
indicated ‘caseness’ for mental ill-health.

Table 4.  Participant characteristics of women in prison.

Participant characteristics of women in prison

Age in years n (%)

21-29 years 4 (16%)

30-39 years 11 (44%)

40-49 years 6 (24%)

50 + years 4 (16%)

Ethnicity n (%)

Irish 23 (92%)

Irish Traveller 1 (4%)

White British 1 (4%)

Civil status n (%)

Married 3 (12%)

Single 16 (64%)

Divorced 1 (4%)

In a relationship 3 (12%)

Prefer not to say 1 (4%)

Number of times in prison n (%)

First time 7 (28%)

More than once 18 (72%)

Length of current prison detention n (%)

Less than 1 year 14 (56%)

Over 1 year 8 (32%)

Prefer not to say 3 (12%)

Employment status before entering prison n (%)

Unemployed 11 (44%)

Unable to work due to illness/disability 10 (40%)

Employed 2 (6%)

Student 1 (4%)

Prefer not to say 1 (4%)

GHQ-12 scores, mean (SD) 18.36 (9.027)

https://doi.org/10.1371/journal.pone.0332373.t004

https://doi.org/10.1371/journal.pone.0332373.t004
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3.3.  Thematic overview of qualitative interviews

Following an iterative process of data analysis, four themes relevant to the research question were identified from the data 
(see Fig 2).

3.4.  Theme one – women’s knowledge of and access to prison mental health services

Theme one focuses on participants knowledge of and access to prison mental health services.
3.4.1  Knowing what mental health supports are available.  When asked about prison-run supports for mental 

health, there were mixed responses. Many of the women reported not “have[ing] a clue” (W6) about what was 
available. The women indicated that “there’s nobody, absolutely nobody” (W19) or that they did not know “who to 
ask” (W13) if they wished to avail of support and treatment for their mental ill-health. Some reported that no talking 
therapies, such as counselling or 1:1 psychosocial intervention with psychiatric nursing staff, were available “that I 
know of” (W14). This was a challenge, particularly if women had been attending therapies outside prison, before their 
committal. These narratives around the absence of comprehensive mental health supports were mirrored by prison 
personnel with one person commenting that “the mental health services in the prison service are basically non-
existent in my opinion” (S7).

Table 5.  Participant characteristics of prison personnel.

Participant characteristics of prison personnel

Age in years n (%)

21-29 years 1 (5%)

30-39 years 3 (15%)

40-49 years 10 (50%)

50 + years 6 (30%)

Ethnicity n (%)

Irish 18 (90%)

Other white background 2 (10%)

Sex n (%)

Male 6 (25%)

Female 14 (75%)

Civil status n (%)

Married 12 (60%)

Single/divorced 6 (40%)

Years experience working in the IPS n (%)

Less than 5 years 4 (20%)

5-10 years 2 (10%)

11-15 years 3 (15%)

Greater than 16 years 12 (60%)

Role within the IPS n (%)

Prison officers 12 (60%)

Healthcare 5 (25%)

Management 3 (15%)

Received formal mental health training? n (%)

Yes 5 (25%)

No 13 (65%)

Prefer not to say/cannot recall 2 (10%)

https://doi.org/10.1371/journal.pone.0332373.t005

https://doi.org/10.1371/journal.pone.0332373.t005
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Those women who were more aware of the services named a range of personnel who provided mental health support 
across both prison sites such as nurses, doctors, psychologists and counsellors. The women also described how “you 
can ring the Samaritans” (W23). The Samaritans are a registered charity that provide in-reach emotional support services 
to people in prison [39]. This was deemed useful as “it’s free of charge and you can stay on the phone for as long as 
you want” (W8). However, many of the women only knew about the availability of these people because of their previous 
prison committals or from what they had learned from their peers as opposed to being informed about what was available 
to them on their committal to prison. One woman stated “I’m coming in and out of here years. So, I kind of know the run. 
You know what I mean?” (W12). For these women, the availability of personnel, such as nurses, doctors and the Samar-
itans, was considered useful, with one woman describing how engaging with prison mental health services made her “a 
better person and a better mother and daughter” (W13).

3.4.2.  Pathway to accessing mental health support.  The formal route to accessing formal mental health support 
and services was referral via healthcare staff and this happened at two distinct junctures of the women’s prison sentence; 
the first, as part of the committal interview conducted by healthcare staff (usually nursing); “somebody with severe mental 
health would be flagged coming in the door” (S3). The second, during the woman’s sentence at the request of the woman 
or prison personnel; “so if they’re [the women] looking for them [mental health services] the referrals would come through 
the medics [medical doctor]” (S3). Prison personnel explained that the procedure for referring the women to mental health 
services involved completing a “questionnaire” (S12); “we would ask them why they need to be referred and what’s going 
on” (S12).

In some cases, prison personnel tended to rely on the “specialist” (S13) knowledge of healthcare staff about whether a 
referral was appropriate or not; “I’m not a medical professional […] so everybody [referral] goes through a nurse manager” 
(S13). However, as one individual explained not all requests for referrals were taken at ‘face value’, suggesting a degree 
of triaging and possibly censorship:

“If I say no [to being taken at face value], I’m lying […] I think after a while you, you kind of pick up on, or sorry, pick up 
this sense of, if someone actually really needs help or if they’re, they have a tendency to say “well I need to see some-
body about my mental health” and then there’s a trend of referring them.” (S12)

Fig 2.  Overview of themes.

https://doi.org/10.1371/journal.pone.0332373.g002

https://doi.org/10.1371/journal.pone.0332373.g002
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Indeed, many of the women discussed how they were not deemed ‘unwell enough’ to warrant referral to mental health 
services; “yeah, people with schizophrenia take priority. So where do you go from there? […]. Schizophrenia isn’t the only 
mental health problem…” (W4). Therefore, it was perceived by the women that by not having this diagnosis or one similar, 
a referral to services was not prioritised.

3.4.3.  Waiting times for mental health services.  Once the women requested referral, it was typical for them to 
describe extremely long “waiting lists” (W3; W4; W11; W15; W17; W21; W23; W25) that ranged from several “weeks” 
(W1; W13; W15; W21) to several “months” (W11; W13; W17; W23; W25). In many cases, women were resigned to the 
lengthy waiting times commenting you “just have to wait” (W13). However, some women discussed repeatedly asking 
for referrals to mental health services before getting an appointment; “I must have asked about 20 times before I actually 
eventually got to see her [counsellor]” (W3). Of note, the women also reported that once they gained access to mental 
health services, the facilitators, such as counsellors, “couldn’t understand why I wasn’t referred sooner” (W3). The prison 
personnel also discussed the inordinate waiting times, especially for the discipline of psychology. It was typical for the 
prison personnel to discuss how the waiting times for the psychology service were “far too long” (S17) and how those 
working in the discipline were not seen “on the [prison] floor very often” (S14). It was perceived by those outside of the 
discipline of psychology that demands such as “meetings and strategies” (S14) often resulted in prisoner mental health 
needs taking second place.

3.5.  Theme two – Women’s relationships with peers and prison officers

Theme two centres around women’s interactions and relationships with their peers and prison officers.
3.5.1.  Relationship with peers and peer support.  Peer support and relationships were deemed to be beneficial 

by some women however, peer relationships came with many challenges. When asked if women informally supported 
each other, one woman responded: “you must be joking!” (W4). Many of the women made comments such as “I don’t 
be around a load of people” (W8) and described how they deliberately self-isolated themselves as a means of coping 
and protecting their mental health from further deterioration. Several of the women described how they masked their 
true feeling by “putting on a front” (W2), or a “charade” (W4). This masking helped signal to the other women they were 
not vulnerable and helped protect them from those who might take advantage. As these women said, “if the girls see 
that you’re going down or crumbling, they’ll walk all over you” (W3) or “you will get bullied for stuff if you’re weak” (W6). 
Others discussed not being able to show emotion around others such as this woman who said “I wouldn’t go into the rec 
[recreational area] and cry my eyes out […] They’d all be saying “ah look at her, she’s a pure moron, she’s crying” (W13). 
This constant state of pretence was deemed to be “very fucking draining” (W12) which also increased women’s stress and 
anxiety. The women reported having the option of attending a peer ‘listener scheme’ which provided support to women 
when distressed or upset. This scheme is co-ordinated by the voluntary organisation Samaritans. Each ‘listener’ receives 
training from the voluntary organisation before undertaking the role.

3.5.2.  Relationship with prison officers.  Prison officers have a consistent presence among the women in custody 
when compared to personnel from management or healthcare, who “dip in and out… and are not there all the time” (S8). 
In general, prison officers were perceived by the women as those responsible for the operationalisation of prison rules, 
maintaining order and discipline and most importantly, as those responsible for keeping the women ‘locked up’. There 
were mixed responses from the women about the prison officers, in terms of mental health support. Some women did 
not perceive them as part of the prison mental health services or as fulfilling a helpful or supportive role in relation to their 
mental health. These women were of the view that the prison officers “don’t care” (W3; W5; W7; W15; W19; W25) about 
them or their mental health needs.

However, other women acknowledged the beneficial role prison officers played in their overall wellbeing commenting 
that “the majority of the officers are great” (W8). The women discussed how the prison officers were there if they “needed 
to talk” (W2) and that the prison officers were “actually interested” (W11) in them as individuals. Having good relationships 
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with prison officers made prison life “a little bit easier” (W22) and helped the women to “get through [their] sentence” 
(W21).

3.5.3.  Prison officers’ role in mental health care and support.  When asked about their role in supporting the 
women’s mental health there was a general sense among the prison personnel that “it would be the [prison] officers” 
(S13) that help women access the mental health services in prison. Many of the prison officers themselves discussed how 
supporting mental health was beyond the scope of their role because “we don’t have a medical background” (S17) with 
others noting that they did not have any “solutions” (S6) to offer women in terms of their mental health. It was the view of 
many prison officers that mental health service provision was “what the professionals do” (S10) and that without specialist 
training they would have a problem “recognising signs and symptoms” (S13) of mental distress. One prison officer stated: 
“I don’t have a role in that [supporting women with mental health difficulties]” (S1). This participant went on to say:

“My job is to come in, clock in and make sure the staff get home safe and all the women go to bed safe… that is my 
job.” (S1)

The women also supported these narratives and recognised how prison officers are “not trained to deal with people 
with mental health. They’re prison officers” (W1). Despite this, prison personnel working in healthcare acknowledged the 
work the prison officers do and how they “would tell us [healthcare staff] if they’re concerned about someone” (S12).

3.6.  Theme three – women’s relationships with medical doctors and medicine

Theme three focuses on women’s relationships with medical doctors and psychotropic medication.
3.6.1.  Relationship with medical doctors.  Overall, the women perceived that the medical doctors viewed them as 

constantly “drug seeking” (W17; W24); “you’re a jailbird […] “oh you’re only here for tablets, go away!” do you know what I 
mean?” (W11). The women were of the view that stereotyping was universally applied to them as opposed to focussing on 
individual behaviours and presentations; “every individual can be looked on as a drug addict” (W12). This in turn impacted 
the therapeutic interactions women had with the medical doctors as in the women’s view, these doctors fail to listen to 
them during consultations.

The women also discussed how their consultations with the medical doctors were never carried out in private; “there 
is a nurse in there sitting down with the doctor and the door is left open” (W13). The prison personnel supported these 
perspectives and sympathised with the women not being afforded privacy; “I wouldn’t want a load of strangers standing 
around the doctor while I’m telling him what’s going on in my head like” (S18). The women felt this was because they were 
“criminals” (W18) and that the medical doctors were “obviously in fear of their own safety” (W18). The prison personnel 
asserted the rationale for why doors were left open during consultations, was indeed about maintaining safety;

“[the doctors] had a lot of issues with prisoners’ kind of making a go for them or throwing a pot of urine at them or flip-
ping the keyboards, so their anxiety does be up [sic] so they kind of leave it [the door] half open.” (S4).

3.6.2.  Medicine and prescribing.  There were varying narratives in the context of the continuation of psychiatric 
prescriptions from the community, with many of the interviews with women dominated by the prescribing patterns of 
the medical doctors. Some prison personnel discussed how medical doctors “take them [the women] off everything [all 
medication]” (S17) once they arrive in the prison. Subsequently, the women reported having to share medication out of 
necessity “to keep yourself coping in here” (W14). The women reported sharing “their Seroquel (quetiapine) to help each 
other out” (W11) because, in accordance with the women’s expectations “I don’t get my right medications, so I get girls 
to give me some” (W25). The women reported sharing medications for physical health reasons also; “if I had a pain in 
my tooth, I’d ask all the girls to get me paracetamol. They’ll [prison personnel] only give you four-a-day and you could be 
in agony” (W1). Critically, not all women reported being happy to share and some reported being “harassed” (W3) and 
“bullied” (W6) by other women for their medication.
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In the context of methadone administration, the women reported “they’ll [healthcare staff] put you up [on methadone] 
as far as you want to go” (W5) and “they’ll give you that all the way up to whatever dose you like” (W24). Because of this, 
one woman reported how she “went back on methadone to sleep through the days and not have to deal with it all [being in 
prison]” (W7). Some of the women voiced frustration that psychiatric medications were discontinued, when medications to 
manage drug addictions were perceived as easy to access.

3.7.  Theme four – organisational issues related to the provision of mental health services for women in prison

Theme four centres around the experiences and perceptions of women in prison and the perceptions of prison personnel 
regarding the organisation of the mental health services available in prison.

3.7.1.  Staffing: A scarce resource.  Being short staffed was frequently discussed by the prison personnel as a 
challenge and a barrier to women accessing physical and mental healthcare services; “you can’t have a clinic running with 
an officer in the healthcare if there is no officer to be there” (S15). During times of high levels of annual leave, the prison 
personnel described how there may be “no staff around at all” (S6). As a result, many of the prison personnel reported to 
be feeling “burnt out” (S15) and described how “I actually lost kind of, a lot of my… I don’t care anymore […] and I was 
never like that” (S17). These staffing problems were perceived to be “management” (S18) issues.

3.7.2.  Needing more resources.  Many of the women in prison spoke about needing “mental health professionals 
that work on the floor” who would be “always available” (W6) to spend time with them to focus on mental health. As one 
woman said, “if I had more support in mental health services I’d probably walk out [of prison] a different person” (W18). 
Other women chose to focus on counselling; “I’m not on about drugs, I’m not on about tablets, I am on about counselling” 
(W11) or stressed the importance of “sports days” (W17) which could be done as a prison community and demonstrates 
the women’s appetite for non-pharmacological interventions to improve mental wellbeing. Overall, the women asserted 
there could be “more services” (W19) available in the context of mental health, with many strongly of the view that no 
psychiatric medication prescriptions should be automatically discontinued when you enter the prison system.

The prison personnel had similar suggestions particularly around having “[mental health] services in place for them [the 
women]” (S1) but recognised how organisational issues such as budgets and resources would be a major barrier. Many 
of the prison personnel suggested the need for “psychiatric nurses that are based here” (S13) to provide mental health 
interventions which in turn could “take the pressure off waiting lists” (S4). While there were Registered Psychiatric Nurses 
working in prison healthcare, their role was not the facilitation of psychiatric interventions but more physical/general health 
nursing interventions. Other suggestions included a need for more “psychiatry” (S9; S10; S12) as opposed to psychology 
as well as having crisis teams working in the prison akin to those in hospital Accident and Emergency Departments; “kind 
of like the crisis intervention in the A&E” (S11). There was also a desire to see a “dedicated [mental health support] to the 
females” (S2) that was available “in-house, full-time” (S10) on a “constant, ongoing basis” (S12).

4.  Discussion

This is the first national study, conducted in Ireland, to explore the experiences and perceptions of women in prison and 
the perceptions of prison personnel in the context of prison-based mental healthcare. The findings provide important and 
unique insights that can inform nursing practice, the practice of other health professionals working with women who are 
currently detained in prison or who have a history of incarceration and the broader scientific audience.

To begin, the discussions will centre around how these findings can inform prison-based practice. As identified in the 
participant characteristics (see Table 4), the women who contributed to this study may be considered “hard to reach” 
(pg. 1) [50] as they were mostly from low-socioeconomic backgrounds. Condon et al. [51] assert it is those considered 
‘hard to reach’ who may experience the greatest benefit from being prison, because there are fewer barriers to accessing 
health services when compared to the community setting. Paradoxically, the findings from this study suggest there are 
numerous barriers to accessing mental health care in the prison context that include a lack of knowledge, by the women, 
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of what mental health services are available to them, not being considered ‘unwell enough’ to warrant a referral to prison 
mental health services and inordinate waiting times to access mental health services. Prison is, after all, supposed to be a 
rehabilitative process [52,53] and having limited access to mental health services while incarcerated may have a negative 
impact on a persons’ rehabilitation, particularly if their mental health was implicated in their offence.

The Irish Prison Services’ Strategic Plan 2019–2022 [37] detailed an outcome for Strategic Priority 2: Prisoner Sup-
port as: “Increased prison officer awareness and confidence in detection and management of mental health difficulties in 
custodial population.” (pg. 15) [37]. This demonstrates that within the Irish prison context, prison officers have a key role 
in the detection and management of mental ill-health within the custodial population. Notably, 65% (n = 13) of the prison 
personnel who participated in this study had received no formal training in mental health. Furthermore, when asked about 
their role in supporting mental health, the prison officers asserted that supporting mental health did not form part of their 
remit. This lack of training would subsequently hinder their ability to recognise signs and symptoms of mental ill-health and 
refer women to the appropriate services. Examining these findings through an institutional ethnographic lens highlights 
the disconnect between the actualities of the prison officers understanding and subsequent operationalisation of their 
roles and responsibilities and prison policies that exist at organisational level. Taxman [54] questions “what is truly imple-
mented?” (pg. 153) in terms of policy, practice and treatment in the broader criminal justice setting and acknowledges 
the resistance and challenges faced within these settings when trying to bring about change and policy implementation. 
Taxman [54] champions the use of implementation science which makes explicit that for change to be effective, focus 
should be on organisations and systems as opposed to individuals. The findings presented as part of this study demon-
strate that practice-level efforts are not necessarily supported at organisational-level, particularly when so few prison 
personnel had received mental health training, despite the organisation asserting that supporting mental health was part 
of the prison officer role. These findings are also supported by Kelman et al. [27] who identified that the prison system 
inhibited the efforts of prison officers trying to implement trauma-informed practices. Indeed, Carei et al. [55] highlighted 
trauma-focused therapies not only addressed trauma-related symptoms for women during incarceration but also had the 
potential to decrease incidents of challenging behaviour or misconduct, thereby improving facility safety for all. This is a 
clear example of how organisational support for the implementation of evidence-based approaches can benefit the whole 
system. Providing mental health training for prison officers and other non-healthcare staff in the prison system could also 
help ensure women are referred to services promptly without having to continuously search for and/or request referral as 
a reaction to symptoms of mental ill-health. It is also important that those requesting referral to mental health services are 
not discouraged from doing so, and appropriate training would reinforce this message to non-healthcare staff.

Training could also extend to educating prison personnel on the importance of identifying when women are sharing 
their medications. While these behaviours appear to be well-intentioned, the findings from this study also highlight that 
drug sharing may be indicative of power imbalances, bullying and harassment. Several studies have identified the ‘drug 
economy’ in prisons [56–58] and while for the most-part this relates to illicit drugs, can also include prescribed drugs. The 
identification of these occurrences is important for healthcare practitioners based in carceral settings, particularly if they 
are responsible for prescribing or administering medication, as drug sharing may have negative consequences in the con-
text of drug interactions and overdosing [59].

These findings also identify the importance of multi-disciplinary team (MDT) working and ensuring there are several 
professionals on hand to assist and support with the needs of women. A prison is not a hospital or health service and for 
this reason the healthcare provided in the prison context does not go beyond the level of primary care. However, given the 
over-representation of mental ill-health in the carceral population, as identified by the results of the General Health Ques-
tionnaire 12 and particularly in the Irish context where prison mental health services are provided predominantly by the 
discipline of Psychology, there should be alignment between what is accessed in the community setting and what is pro-
vided for in prison. This would require mental health nurses being employed by the Irish Prison Service for the provision of 
psychiatric interventions that would enable the provision of MDT and nurse-led care. This may help to relieve some of the 
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burden on the Irish Prison Service Psychology Service and would bring into alignment the prison-based mental health ser-
vices with national mental health policy [60]. Furthermore, the nursing staff working in Irish prison estates have a 24-hour 
presence and are therefore, ideally situated to provide crisis and self-harm intervention, provided these interventions are 
within the scope of practice of each individual nurse who should be authorised, educated and competent to support [61].
This leads us to discuss how these findings can also inform community-based practice. It was the view of both the women 
in prison and the prison personnel that there was an overall lack of mental health service provision in this prison context. 
This finding is congruent with the findings of a qualitative systematic review of international literature which explored the 
experiences of women in prison in the context of prison mental healthcare [25] and highlighted that mental health service 
provision is often lacking in the prison context [25]. On an international scale, prison mental health services are consid-
ered to be persistently under-resourced [62,63] particularly given the complexity of mental ill-health that is present in the 
carceral population (see Table 4). Critically, a lack of mental health service provision may play an iatrogenic role [62,63] in 
the precipitation of mental ill-health by presenting a barrier to help and support. However, it is also possible that the lack 
of mental health service provision is indicative of broader issues related to disparities of service provision to females in 
prison, who are considered a minority as they represent approximately 5% of the overall prison population in Ireland and 
approximately 7% of the prison population internationally [1,64].

When working with women that have a history of incarceration, the findings from this study have far-reaching implica-
tions for nursing practice and help partially to explain certain phenomena such as disengagement from services. Firstly, not 
being aware of mental health services and not having access to mental health services while in prison may result in women 
failing to seek help once released because they have become accustomed to having to manage independently. It is also 
possible this lack of access to mental health support can result in women becoming dysregulated, more prone to crises and 
un-practiced in the use of interventions and strategies often used to manage the symptoms of mental ill-health, such as 
Cognitive Behavioural Therapy [65] or Dialectical Behaviour Therapy [66]. Having knowledge and understanding of these cir-
cumstances puts an onus on nurses to remain compassionate, not to apportion blame or indeed label the woman as ‘disen-
gaged’. Indeed, disengagement can be a symptom of increased depression and anxiety [67] indicating an even greater need 
for assertive community outreach, particularly for those with a history of incarceration, to help improve care outcomes [68].

It is also important to be cognisant that many women may have had their psychotropic medications discontinued during 
their incarceration. Bartlett et al. [69] comment that the prison system creates for healthcare practitioners that prescribe 
medications, its own set of unique challenges that include the medicalisation of social problems and challenges with 
providing accurate mental health diagnosis. Bebbington et al. [70] suggest in instances where little evidence is available 
to indicate a medication provides therapeutic benefit, the prescriber should refuse its prescription. Critically, guidelines 
recommend that when withdrawing from an opioid, benzodiazepine, z-drugs (hypnotics such as zopiclone), or antidepres-
sants, “a slow, stepwise rate of reduction” (pg. 19) [71] is used. Furthermore, the abrupt or sudden discontinuation of psy-
chotropic medications is known to increase the risk of clinical deterioration and relapse [72]. This practice also presents 
an ethical dilemma in the context of doing no harm [73]. Indeed, time should be taken to assess the individual medication 
needs of women as opposed to taking a ‘one size fits all’ approach to discontinuation. Subsequently, once a woman is 
released from prison and residing in the community, it may be deemed necessary to re-introduce pharmacological inter-
ventions. Achieving the correct therapeutic dose for psychotropic medications can take time [74]. Therefore, maintaining 
contact with women during medication titration and stabilisation is essential to monitor the efficacy of the prescribed medi-
cation and to monitor any adverse side-effects [75].

However, maintaining contact with women with a history of incarceration can prove a challenge, due to what has been 
described as the ‘chaotic’ lifestyles lead by women with histories of incarceration [76]. This may be compounded further if 
drug and alcohol dependence is a factor in the woman’s life or indeed if the woman must also maintain contact with proba-
tion services. Subsequently, practices such as discharging women after failures to attend appointments and clinics should 
be discouraged. Indeed, the findings from our study reinforce the importance of ‘Making Every Contact Count’ [77], but 
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not just in the context of chronic disease prevention. Inclusion health seeks to work with those who are marginalised and 
existing on the peripheries of society [78]. To do so effectively, requires a shift in how care is provided. Barriers to access-
ing care should be reduced as far as practicable and examples of this shift in practice require nurses and other healthcare 
professionals to provide care that works around the needs of the woman as opposed to the woman having work around 
the requirements of the service. In a practical sense, this shift may be to provide for many of the service users’ needs 
in one appointment, such as blood testing, vital signs observations, weight monitoring and screening and not asking or 
requiring the woman to attend several different appointments.

4.1.  Reflexivity

The lead author is an experienced Registered Psychiatric Nurse (RPN) and Associate Professor in Nursing (Mental 
Health), and this enabled her to build quickly, a good rapport with each research participant. Additionally, this experience 
resulted in robust probing and questioning within the semi-structured interview approach. During data collection, the 
lead author did not carry keys or a radio and was escorted around the prison by a prison officer. On reflection, each of 
these factors helped to keep separate the researcher from the correctional staff, which in turn had a positive influence on 
the data in terms of veracity. However, the prison environment was sometimes a barrier for example, there were times 
when both women in prison and prison personnel were conscious of being overheard during their interview. Here, the 
lead author offered reassurance and asked participants to say only what they were comfortable to say. These incidences 
prompted reflection on the influence of authority and power as it exists within the prison system and how, power imbal-
ances or a lack of psychological safety [79,80] within a culture may bias research findings.

The lead authors’ positionality as an individual, her education, training and professional identity also influenced the 
process of data analysis as it is considered value laden [34,48]. While this is not a negative, conversations with the entire 
research team helped to ensure the findings presented were balanced while staying true and grounded in the perspec-
tives of the research participants.

4.2.  Strengths and limitations

This is the first national study and, to the best of our knowledge, international study of its kind which is a considerable 
strength. Subsequently it provides valuable insights and highlights previously under-represented experiences and percep-
tions that have been otherwise absent from empirical literature. The addition of an advisory panel and the triangulation of 
data across methods and data sources add to the robustness of the findings. However, there are also limitations that need 
to be considered. Participants represented a small number of the women incarcerated and prison personnel within the 
Irish context and is therefore not a representative sample. Thus, findings may not be transferable to all individuals in the 
Irish Prison context or indeed to prison contexts outside of Ireland. As the sample was self-selected as opposed to ran-
dom, findings may also be biased towards those who were more confident in expressing their views. Furthermore, there 
is a lack of diversity among the participants, therefore perspectives from those of ethnic minority backgrounds are not 
represented. While collecting data through interviews provides for diversity of opinion to be expressed, social desirability 
or fear of repercussions may have hindered people expressing all the challenges experienced. Finally, there is always the 
potential that had the researchers continued to recruit, new processes may have been identified [48].

4.3.  Recommendations for policy and future research

This study highlights the need for a review of mental health service provision in the Irish prison context to help reduce the 
burden of care on the prison psychological service which should in turn, provide timely care to those in need of mental 
health services in the carceral setting that is MDT-focussed. The provision of mental health services within the Irish Prison 
Service estate needs to be equitable to ensure all women in prison have equal access to mental health services and 
interventions.
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Owing to an overall paucity of research on this subject, further qualitative research is needed that explores the expe-
riences and perceptions of women in prison internationally, to help understand better their experiences and to inform 
service planning and delivery. There is also a need to conduct further qualitative research with women in prison who 
represent ethnic minority groups. This would help to understand better their experiences of prison mental health services 
and may inform service provision. The findings also suggest relationships between women in prison and doctors working 
in the prison system are often strained. It is recommended further research is conducted with doctors working in prisons 
to understand better their experiences and there is also a need for further research exploring the relationships between 
women in prison and doctors working in prison settings to understand and conceptualise how these relationships may 
impact the overall experiences and perceptions of women in prison in the context of prison mental health services.

5.  Conclusion

This study has deepened our understanding of the experiences and perceptions of women in prison and prison per-
sonnel in the context of prison mental health service provision. It highlights that while in the Irish context prison health 
services operate a primary care level, there is a need for a more comprehensive and robust service to meet the mental 
health needs of the carceral population. A lack of mental health service provision may perpetuate the mental ill-health 
experienced by women in prison and as such, services need to do better by providing opportunities for rehabilitation and 
enablement.
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