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Universal health coverage and incarceration
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Global progress towards universal coverage of essential health services, a component of UN Sustainable Development 
Goal (SDG) 3.8, is measured at the country level using the WHO Service Coverage Index. However, data collection for 
this crucial metric excludes prisons and youth detention centres, despite the health needs in these settings, chronic 
underinvestment in custodial health care, and poor health outcomes for people released from custody in most 
countries. Particularly in countries with high incarceration rates, failure to include custodial settings in calculations 
of the service coverage index might result in overestimation of progress towards SDG 3.8.1, and mask important 
health inequalities. In this Viewpoint, we explore how failure to consider custodial settings in calculation of the 
service coverage index contributes to health inequalities and impedes progress towards SDG 3. We recommend 
explicitly considering all custodial settings in future estimates of progress towards universal health coverage.

Introduction
The UN Sustainable Development Goals (SDGs), 
introduced in 2015, represent an ambitious agenda to 
reduce inequality and improve living conditions across 
the world. SDG 3—to ensure healthy lives and promote 
wellbeing for all at all ages—is of particular importance to 
health-care professionals because it encompasses health-
focused targets, such as universal health coverage, 
maternal and child health, infectious diseases, and non-
communicable chronic diseases.1 To align with the 
SDG framework, WHO identified three key priority areas 
between 2018 and 2023, including universal health 
coverage.2 Universal health coverage, as defined by WHO, 
means that all individuals and communities receive the 
health services they need without facing financial 
hardship.1 Although expansion of universal health 
coverage across the globe is laudable and integral to 
achieving the SDG 3 targets, current efforts to measure 
progress in this regard are inadequate and represent 
barriers to achieving WHO priorities.

Exclusion of incarcerated populations in SDG 
measurements
WHO tracks progress towards universal health coverage in 
each country via an index-based indicator (indicator 3.8.1) 
that was developed to measure health coverage in the 
general population and the most disadvantaged 
populations.3 The service coverage index measures 
progress toward universal coverage of selected essential 
health services on a scale from 0 to 100. Globally, the 
average service coverage index increased from 45 in 2000 
to 67 in 2019, with the greatest progress seen in low-income 
countries.4 Countries with the highest amounts of coverage 
based on this indicator have service coverage index scores 
of 80 or above.1 Many countries have achieved and 
maintained this goal, although they represent less than 
half the world’s population. Inequitable distribution of the 
health-care workforce—both between and within 
countries—has been identified by WHO as an important 
impediment to achieving universal health coverage.

Although the service coverage index has been a valuable 
tool in driving progress towards universal health 
coverage, the index fails to capture health-care coverage 

for one of the most disadvantaged and ill populations in 
the world: people in prisons, jails, and youth detention 
centres (herein, prisons).5–7 People in prison have 
disproportionately high rates of physical and mental 
health conditions and substance use conditions, and 
understanding health coverage for these conditions 
during incarceration is crucial.5,6,8 Failure to consider 
coverage for people in prisons in the service coverage 
index is inconsistent with the spirit of the SDG framework 
and with the UN Nelson Mandela Rules, which outline 
minimum standards for the treatment of people in 
prisons. Mandela Rule 24.1 mandates that people living 
in prisons should have access to the same standards of 
health care that are available in the community.9 
Exclusion of people in prison from assessment of health 
coverage that is otherwise universal is inconsistent with 
this principle of equivalence, and compounds health 
inequalities.7,10

Health coverage during incarceration—unequal 
and undefined
Data on the state of health care in prisons do not exist in 
most countries and, when available, they often do not 
report whether health coverage is integrated with 
programmes available to the general population.11,12 For 
example, although WHO has established a system for 
reporting on prison health in the European region, their 
most recent data collection did not capture information 
on whether the health coverage in prisons was equivalent 
to that provided in the community.13 Nevertheless, WHO 
recommended that all member states extend health-care 
coverage to all people for all necessary health services to 
ensure that universal health coverage includes people in 
prison.13 Although integration of prison health coverage 
into the broader public health-care system is both 
mandated by the Mandela Rules (rule 24.2) and 
recommended by leading health authorities (including 
WHO),14,15 measurement of the extent and nature of this 
integration is absent.

Because data on health coverage in prisons are rare, we 
conducted an exploratory search using PubMed, Google, 
and Google Scholar between Jan 10, 2021 and Dec 16, 2021 
to understand how the inclusion of health coverage in 
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prisons might affect the service coverage index as 
currently specified. We searched for terms related to 
prison health services, access, coverage, and quality in 
selected countries. We selected at least one country with 
a service coverage index score of approximately 80 (which 
represents substantial progress toward universal health 
coverage goals) from each of the six WHO regions, to 
understand how health coverage in prisons would affect 
the service coverage index globally. We have provided a 
description of prison health coverage in each of these 
countries (table). In general, information about health 
coverage in prisons was challenging to obtain. For 
example, data from Kuwait (service coverage index=70) 
were limited to case reports of individual prison 
experiences, which could not be extrapolated to 
characterise the country’s prison health coverage. In 
countries that had published information about prison 
health coverage, health care in prisons was often below 
the community standard and was independent of health 
coverage and financing in the general population. For 
example, in Thailand (service coverage index=83), 
responsibility for the health care of people in prison 
(more than 285 000 on any given day) lies with the 
Ministry of Justice, which has been the subject of 
sustained international criticism with respect to living 
conditions and access to health care in its prisons.16 On 
the basis of this assessment, we conclude that inclusion 
of prison health coverage would probably reduce the 
service coverage index score in most of the countries in 
our sample.

The effect of exclusion of prison health from 
universal health coverage goals
Exclusion of people in prison from the service coverage 
index is inconsistent with WHO’s declaration that prison 
health is a fundamental component of public health.7,15 

Recognising the importance of continuity of care to 
achieving good health outcomes, the UN Mandela Rules 
further stipulate that prison health-care services should be 
organised in close collaboration with to the general public 
health administration.9 Separation of prison health-care 
from community health-care infrastructure and 
governance is an important and avoidable impediment to 
continuity of care and transfer of health information,12 and 
is not in line with the Mandela Rules. For example, in 
the USA and Australia, where individuals in prison are 
excluded from public health insurance programmes, 
transitioning from custodial health care to the public 
health system involves discontinuity in care, which is 
consistently associated with worse health outcomes.17 
Given the chronic underinvestment in both prison health 
care and transitional care in these countries, people 
released from custody with multiple and complex health 
needs are rarely connected with health care in the 
community upon release,18 and their health outcomes are 
predictably poor.19

Even in high-income countries, prison health infor-
mation systems are often archaic in nature, relying on 
paper-based records. Where electronic prison health 
information systems do exist, they are rarely designed to 
facilitate the smooth transfer of patient information to and 
from the modern digital community systems with which 
they must interact. This outdated design is one of many 
avoidable barriers to the transfer of health information 
between prison and community health systems, which 
results in inadequate or absent health information in 
many jurisdictions.19 The often rapid movement between 
community and prison health systems—coupled with 
inadequate health care in many prisons—contributes to 
high rates of morbidity and mortality and to costly 
emergency department visits and hospital admissions 
after release from prison.20 As such, the exclusion of 

WHO region 2019 SCI Agency overseeing prison health State of prison health coverage*

Algeria Africa 78 Ministry of Justice Large pretrial detention population contributing to 
overcrowding and understaffed health-care personnel

Australia Western Pacific 87 Ministry of Health or Justice Access to weekly nurse visits, little access to specialised care; 
exclusion from universal health insurance scheme; some 
reports of increased access to facilities for physical activity

Kuwait Eastern Mediterranean 70 Unknown Unknown

Norway Europe 86 Ministry of Justice and Public Security Universal public insurance and restorative justice principles†

Singapore South-East Asia 86 Raffles Medical Group Overcrowding, poor ventilation, and inappropriate use of 
medical expertise despite new reforms on prisoner 
rehabilitation; however, there is increasing access to basic 
health care

Thailand Western Pacific 83 Ministry of Justice Overcrowded prisons; inadequate sanitation, water, and 
close quarters; two-minute doctors‡

USA Americas 83 Department of Corrections Overcrowding, high disease burden, and people released 
without health-care follow-up plan

SCI=service coverage index. *References for each country available in the appendix. †Restorative justice is a philosophy that emphasises rehabilitation through reconciliation 
with victims and the community, rather than retribution and punishment. ‡People in prison refer to doctors that provide care in Thai prisons as two-minute doctors because 
conversations with them are never longer than two minutes.

Table: Prison health coverage in selected countries near or at universal health coverage based on WHO’s SCI

See Online for appendix
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prisons from community health-care programmes 
contributes to an avoidable burden on acute and tertiary 
community health services, which are in short supply.

Another notable consequence of prison health care that 
is disconnected from community systems is the 
challenges it creates for managing the spread of infectious 
disease. Rates of tuberculosis, viral hepatitis, HIV, and 
most recently COVID-19, are markedly higher among 
individuals in prisons than in the general population.21,22 
Without consistent health coverage for people moving 
between prisons and the community, coordinating care 
and tracking treatment adherence is challenging. In the 
context of the COVID-19 pandemic, exclusion of people 
in prison from health coverage available in the community 
has resulted in inadequate testing, tracing, and treatment 
strategies to contain outbreaks across the world. 
Outbreaks of COVID-19 in prisons have resulted in high 
rates of mortality23 and contributed to cases in community 
settings due, in part, to inadequate coordination of care 
and sharing of health information upon release.24 
Inconsistent coverage might also partly explain why many 
people in prisons present to hospitals with more severe 
COVID-19 illness, require higher levels of care, and have 
higher in-hospital mortality than the general population.25

Ensuring that universal health coverage goals are 
inclusive of people in prison might also confer benefits 
for the criminal justice system. For example, in Norway, a 
single health agency funds and operates health-care 
programmes in both prisons and the community. People 
in prisons in Norway have access to their community 
health-care providers. Norway’s recidivism rate is among 
the lowest in the world at 20%, and there is some 
evidence that health outcomes for people who have been 
incarcerated in Norway are better than for their 
counterparts in countries that separate health coverage 
in prisons from community coverage.26 There is also 
evidence that better health outcomes after release from 
prison, including equitable health insurance coverage, 
might be protective against reincarceration.19,27

When health coverage in the community is not 
continued during incarceration, ministries responsible 
for corrections typically pay for the health care of people 
in prison. Because these ministries are not usually 
subject to the same accountability and quality standards 
as health ministries, there is little structural incentive to 
provide equivalent care to people in prison.12 Without 
such oversight, quality improvement often occurs only in 
response to lawsuits and scandals. In the USA, Australia, 
and many other countries, correctional authorities are 
not required to publicly report on the quality of health 
care delivered in prisons. In Australia, for example, 
government reporting on annual prison expenditure 
explicitly excludes prison health-care costs.21

Policy recommendations
In accordance with the spirit of the SDG framework, and 
consistent with the Mandela Rules, WHO should include 

health-care coverage in prisons in service coverage index 
measurements of SDG 3.8.1. If people in prison remain 
excluded from the service coverage index, the index will 
continue to overestimate coverage and mask inequities 
in care, particularly in countries with high incarceration 
rates, such as the USA. With more than 11 million people 
incarcerated globally on any given day,28 and at least 
410 000 children in criminal justice detention each year,29 
the effect of ignoring prisons in service coverage index 
calculations might be considerable.

Incorporating prison health coverage into the service 
coverage index will have the collateral benefit of prompting 
further exploration of how health care in prisons is 
financed and delivered across the globe. Such investigation 
would ideally be led by an appropriate international body, 
such as WHO’s Health in Prisons Programme, which has 
published data on prison health in 39 European countries.13 
Without consistent coverage before, during, and after 
periods of incarceration, health care will remain 
fragmented for some of society’s most marginalised 
people. Inadequate measurement of coverage in prisons 
to inform a coordinated, inclusive public health response 
reinforces the very health inequities our health systems 
are meant to alleviate. While this inequity exists, 
individuals with criminal justice involvement will 
continue to face substantial health inequalities, hampering 
progress towards the SDGs.

Conclusions
Health care in prisons is a crucial public health issue that 
is conspicuously absent from international efforts to 
achieve universal health coverage across the globe.30 People 
who are incarcerated typically do not receive community-
equivalent care, despite such care being mandated by the 
Mandela Rules and being necessary to reduce health 
inequalities. Health care in prisons often remains 
unaccountable due to inadequate oversight from health-
care agencies. Incorporating prison health-care coverage 
into WHO’s service coverage index is a crucial first step to 
improving the health of individuals who spend time in 
prison and ensuring equitable progress towards SDG 3.8.1.
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